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In this essay I hope to show how I might develop a Mindfulness-Based Stress Reduction Peer Support Group for undergraduate mental health nursing students. I hope to adapt a Mindfulness Based Stress Reduction Peer support model created by my colleague and I for Health care staff in an outpatient mental health department. I will use the CUBE model by Cassidy (2014) as a framework to review the factors that require consideration when creating such an educational program.

I feel passionate about caring for my health care colleagues. I admit to a special affinity with mental health nurses and nursing students. Mental health nursing students reported attitudes of staff toward them on placements and observing lack of empathy of staff toward patients as primary sources of stress during their training (Galvin et al 2015). Indeed Shipton (2002) bluntly states, “if the nursing community does not show them (nursing students) how to care, support, and nurture one another, they will never change the mindset that nursing devours its young”(p10)


I trained in the United Kingdom where regular supervision is provided during work hours and self-care is a requirement of mental health nurse registration. While there is increasing recognition that a nursing student should “engage(s)in care of self to care for others” (p8, American Association of Colleges of Nursing, 2008 cited in Riley & Yearwood 2012), the shift in culture is slow to change. When I moved to work in Canada, the ethos of self-care and self-compassion was not evident in the workplace. Self-care discussions involved cursory information on diet, sleep and exercise, offered by occupational therapy and human relations, as part of a well-being program to reduce sickness absences. When I ask student nurses on placement with me, what they have been taught about self-care, self-reflection and strategies to deal with work related stress, they have had similar brief lectures. In traditional nurse education, emphasis has been placed teaching competencies and objectivity (Ewashen & Lane 2007). Nursing education has focused primarily on assessing nursing students rather than developing and employing classroom and clinical strategies to strengthen students’ well-being and sense of self (Eckroth-Bucher 2010 cited in Riley & Yearwood 2012).   

But where is the heart in this? As Palmer (1988) points out, teaching goes beyond method to connect with the heart ie “the place where intellect, emotion and spirit will converge in the human self” (p713)
A critical aspect of mental health nursing is the ongoing examination of personal issues and self care (Morrisette 2010). This has perhaps evolved because of the work of Peplau (1952) and the use of the therapeutic relationship in nursing to promote health in others. Consequently, as a nurse educator for mental health nursing students, I see my role as my role to model and continually reinforce the notion of developmental growth, reflective practice and self-care AACN 2008 cited in Riley & Yearwood 2012. The Mindfulness-Based Stress Reduction program designed by Kabat-Zinn (1996) and colleagues at the University of Massachussets Center for Mindfulness has provided me with the pedagogy to do this. However, I could not have accessed this program without the creativity of others in adapting it to meet my needs and without the intention to freely share their experience and teachings. 

I will use the CUBE model (Cassidy 2014) to first of all, review how I have brought this program to my colleagues, then secondly, how I can bring it to nursing students in the future.
The learning goals of the formal and informal curriculum of MBSR


The MBSR program uses a combination of conceptual and participatory approaches, as outlined by Cassidy (2014). Dobkin, Hickman & Monshat (2013) describe the key elements of the Mindfulness-Based Stress Reduction program. The formal curriculum includes core meditation practices, teaching modules and training exercises as well as the assignment of daily formal and informal mindfulness practices. Traditionally, participants attend 8 weekly sessions lasting 2-3.5 hours. There is a silent retreat day between session 6 and 7. Except for the first session, each one starts with a meditation. Mindful movement is taught as well as sitting and lying meditation. There are specific in class exercises that are then continued into homework practice. These experiences are discussed in the next session in a group discussion facilitated by the instructor.

According to Dobkin, Hickman & Monshat (2013) it is the instructor’s embodiment of mindfulness that sets the tone for the group. In that they demonstrate “trust, patience, non-striving, curiosity, non-judging, beginners mind, acceptance and letting be” (p711). They create an atmosphere of inquiry and mutual discovery, where participants can pay attention to perceptions and habits that may interfere with their learning and development. The instructor is sensitive to the processes in the group as they evolve. This presence allows them to seize upon connections and teaching moments. Kabat-Zinn (2011) a salient feature of MBSR is inquiry through dialogue. It is grounded in a non-authoritarian and non-hierarchical perspective (Kabat-Zinn 2011).
Dobkin, Hickman & Monshat (2013) identify the informal curriculum themes that are presented each week.

-There is more right with you than there is wrong with you

-Perception and creative responding

-The pleasure and power of being present

-The shadow of stress

-Finding the space for making choices

-Working with difficult situations

-Cultivating kindness towards self and others

-The eighth week is the rest of your life

There are central attitudinal stances within this informal curriculum. These include “cultivation of a different relationship with the stressors in one’s life, an invitation to participants to integrate the practice into their daily lives rather than imposing it as another item on one’s to do list, a lifestyle change that emphasizes self-care and compassion, and ultimately, the relief of suffering.” (p711).  
Relevant educational research and references

“Tacit knowledge or experience plays a role in program development, but one must blend this tacit knowledge with knowledge that comes from research and peer reviewed publications” Cassidy (2014). While I may have experienced first hand the benefits of MBSR and witnessed the benefits to others, but stakeholders such as the health institution I work for, want to know about evidence-based practice before they will “buy-in” to the program. MBSR studies with nurses found it decreased stress, anxiety and burn out. It was also found to increase empathy and improve focus (Smith 2014). Therefore, mindfulness-based interventions could reduce sickness absence and improve job satisfaction, which is beneficial for the employee, the employer and the patient (Fortney, Luchterhand, Zakletskaia, Zgierska & Rakel 2013). 


Mindfulness-based interventions such as MBSR are intensive and the investment required is considerable. This may make them impractical for many health care professionals (Burton, Burgess, Dean, Koutsopoulou & Hugh-Jones. 2016)). Indeed there was a high attrition rate for these studies, perhaps due to the high time commitment both to attend the group and to do the daily practices. Often reasons for attrition are not reported when quantitative outcome measures are used. Qualitative research may capture intervention feasibility for delivery in different contexts (Shaw, Larkin & Flowers 2014 cited in Burton et al 2016). Researchers have suggested looking at ways to adapt the program so it is more accessible to this group. Fortney et al (2013) offered an abbreviated MBSR to primary care clinicians. An immersion program was provided over three days with two short follow up evening sessions. The participants could also access videos and audio recordings of practices on a website. They found significant reductions in burn out, depression, anxiety and stress. Interestingly, this effect was maintained after 9 months without booster sessions. 
Burton et al (2016) reviewed nine studies on the effects of mindfulness based interventions, including abbreviated MBSR, with health care professionals. They found that regardless of variations in delivery, including length, dosage and technique there was a medium effect on stress outcomes. They also noted two of the studies reported self-compassion significantly predicted improvements in perceived stress. 


There are limitations to these studies that mean we should be cautious in generalizing the results to other groups. Often, participant samples are small and self-selected, which means they may be more motivated to learn about mindfulness or be ready to make changes to their stress levels. However, this is the preferred practice for mindfulness interventions as they are most effective with students who choose to engage. In studies of nurses using MBSR, the participants are often homogenous, typically Caucasian women. More female participants in these studies may represent the gender division in nursing (Grant, Robinson & Muir 2004 cited in Burton et al 2016). It is difficult to draw conclusions on long-term benefits of mindfulness based interventions with health care professionals as more longitudinal studies are needed. 


Caring for colleagues along with peer interaction and support are considered inherent aspects of mindfulness teaching and practice (Beckman, Wendland, Mooney et al 2012 cited in Fortney et al 2013) Although, Dobkin 2008 (cited in Burton et al 2016) points out that group participation is therapeutic in itself due to group based normalization, compassion and reduced professional isolation. 
Values and vision of the MBSR Peer support group 

First, it is necessary to review the Mindfulness-Based Stress Reduction Peer Support Model and how my colleague and I developed it. We completed a free online MBSR program, www.palousemindfulness.com, created by Dave Potter (2015). Having taught the MBSR program for fifteen years, Potter wanted to make the program available to anyone who could not access the group due to cost or inability attend an in person group. Each week we completed the curriculum of the online program then met to discuss what we had learned. Completing the program with another person in this way provided a space for reflection, support and accountability to complete the program. On completion, we recognized the potential benefit of the program for our colleagues and wanted to share our experience. While neither of us was trained to teach the MBSR program, we were experienced group facilitators, and having completed the program we were familiar with the curriculum. Like us, staff could work through the program each week then meet up to discuss what they have learned. We offered to organize, host and facilitate a weekly group for 8-10 staff members over a 1 hour lunch break. We put forward our proposal to management under the auspices of Trauma Informed Practice and staff wellness.  Our proposal was accepted and we were offered financial support for supplies. 

We were conscientious in developing the program. We started by using a method called the Chaordic Stepping Stones (Art of Hosting 2015). This process “allow(s) us to create steps rooted in real need that are sustainable for the community they serve and the people working within them” (Corrigan, 2015) It can be used as a planning tool and to help understand what is being discovered about an initiative. Much like the CUBE model by Cassidy (2014) this process asks questions about the need, purpose, principles, people, concept, limiting beliefs, structure and practice of a program. By working through this together, we were able to understand the mission and vision we each brought to the program. For example, we both identified the needs being met by the program are; fair access to mindfulness training, promotion of reflective practice and conveying that staff are valued. The purpose was to build a more mindful culture within our organization that supports resiliency in staff. The shared principles were grass roots collaboration, equality, shared humanity and authenticity. The informal curriculum of the group was informed by these principles. We used a leadership approach called The Art of Hosting to guide our actions, starting with how to offer an invitation to staff to participate in the program. “The Art of Hosting is an approach to leadership that scales up from the personal to the systemic using personal practice, dialogue, facilitation and the co-creation of innovation to address complex challenges” (Art of Hosting 2016). Kabat-Zinn (2011) refers to MBSR as “invitational” (p293). According to the Art of Hosting, the invite to the group is part of creating an initial impression and continuing dynamic. We used this model to guide our invitation to staff to participate in the program. Wording on posters was carefully chosen to convey the group was a grass roots initiative, volitional and intended to meet the needs of staff. We secured a room and set about turning it into a tranquil and safe space that was conducive to a mindfulness group. Tables were removed and chairs were placed in a circle as this removes barriers to open discussion. In other words “Change the chairs, change the conversation (The Circle Way, 2016)

As members of the group gather, we offer them the time to make tea and eat their lunch, understanding this is the only break of the day for them. Each week we devised a session plan, creating a structure and routine. The session begins by asking the group to settle in their seats, close their eyes and listen to 3 chimes of a tingsha. I ask them to open their eyes when they can no longer hear the third chime chime until when they can no longer hear it they can open their eyes. Each session has the same structure, a check in on that weeks’ informal and formal mindfulness practice that week, introduction to theme for the coming week, a video from the website, discussion and a practice of the mindfulness activity for the coming week and description of homework. My colleague and I participate in all the activities except when didactic presentation of media resources is needed. On occasion we have led the practices using a script provided by the website. We provide printed copies of the reading materials for that week from the website, along with copies of the journal sheets for that week. The program asks participants to keep journal sheets reflecting on their practice each week. While we encourage and provide evidence through the readings and videos that the daily mindfulness practices are beneficial, we are also mindful to create an encouraging and accepting environment that acknowledges any efforts made. Eventually, the group encourages one another to think of how they can support their informal and formal mindfulness practices. 
 
Evaluation strategies and research


A formative evaluation has been implemented, where the hosts will debrief after each session and a review is conducted at the end of program. At the end of each program, we discuss how to improve the program. As the we repeat the program as a participant each time, we become more familiar with it.  Literature reviews and resource searches are ongoing to expand knowledge and practice, with the aim of incorporating new information into the next program. We have expanded our practice to include Mindfulness-Based Self-Compassion by Germer & Salzberg (2009) and Neff (2015), as this approach seems particularly pertinent for health care professionals. We both hope to complete the teacher training for this program within the next couple of months. 

On completion of the program, participants have been asked informally for their feedback. In the last group, comments were provided via email and consent was obtained to use the comments for feedback to managers about the group. Summative evaluations have not yet been used, as the hosts wished to establish a safe space where participants could speak freely without concern that their comments would be reported to the organization. The hosts have also wished to reinforce that the group is a grass roots initiative that is not intended to measure wellness outcomes for management.

Potter (2015) the author of the online MBSR program, asks each person to submit completed journal sheets to him and a certificate is issued. All feedback is reviewed and responded to individually. Feedback is also posted on the website. On submission of our journal sheets, my colleague informed me that Dave Potter, of the MBSR peer support program being developed. He provided his consent and support to use the website in this manner. 

Participant feedback for the MBSR peer support group has been very positive. We have hosted the group twice. In the first round, there was a high attrition rate with 7/10 people dropping out. We learned from this that it is important to prepare participants for the amount of time and commitment the program requires. The proceeding groups saw the attrition rate decrease each time. In the second group we asked participants to commit to at least 6/8 sessions at the outset. However,  we acknowledged to participants, that within this work setting we understand unpredicted events can occur that may prevent them from attending. We follow up with a participant if they miss a session unexpectedly and provide information on what they missed in the group. 

We recognize that summative evaluation will be required to provide evidence of the benefits of the program for staff if we wish to offer this initiative in a more formal manner in the future, ie to obtain buy in from managers to allow the program to occur during paid work hours and for the hosts to take on the role formally as part of their paid work. We will likely use qualitative methods for this.
Reflections on adapting an MBSR Program 

Our program and research studies described demonstrate how the MBSR program has been changed to accommodate health care professionals, including nurses, within institutions where there are constraints and limitations. Time in terms of length of class and course are one of the biggest challenges in modifying an MBSR program (Dobkin et al 2012 cited in Dobkin, Hickman & Monshat 2013). Indeed, Kabat-Zinn purposefully did not manualise the MBSR program to allow some flexibility for the teacher when delivering the program. Despite this some mindfulness interventions such as Mindfulness–Based Cognitive Therapy (Segal, Williams & Teasdale 2012) and Mind-Up (The Hawn Foundation, 2016) have created prescriptive manuals. Kabat-Zinn’s perspective is very clear, when he states this increases the risk of being “seized upon as the next promising cognitive behavioral technique or exercise, decontextualized and ‘plugged’ into a behaviorist paradigm with the aim of driving desirable change, or of fixing what is broken” (2003 p145 cited in Dobkin, Hickman & Monshat 2013). O’Donnell supports this view by stating that “Teaching is seldom served well by generic and formulaic methodologies or by pedagogies divorced from philosophical and ethical principles” (p198) Notably, such approaches seek to achieve prescribed outcomes and fail to be guided by the individual dynamics of a group. Reducing mindfulness to a technique rather than a way of being may remove it from it’s ethical and spiritual roots. O’Donnell (2015) points out that heart and mind are the same word in many Asian languages suggesting that “heartfulness” may be a better description of the practices (p195) Similarly, Dobkin, Hickman & Monshat (2013) refer to MBSR as “largely heart work” (p711) According to them, the fact that people are attempting to use creative means, such as the internet, to cultivate awareness shows “there is a thirst for authenticity and connection to heal those who suffer in our world today” (p715) They ask firstly, how does one maintain fidelity to the original program and not lose the “heart” of it. Secondly, how does one balance the constraints against the intention to establish what is a workable format and maintain the integrity and effectiveness of the program. They suggest like the chambers of the heart, there are four aspects of MBSR that are interdependent and should be considered when implementing an MBSR program. These are form, content, instructor and intention. For example, many adapted programs have reduced the expectation of how much time participants should spend doing home practices. Dobkin, Hickman & Monshat (2013) point out there is conflicting evidence about the efficacy of this. Until more research is completed on this, they suggest MBSR teachers encourage participants to do 45minutes of formal meditation practice as well as the informal practices. Participants may reflect upon what gets in the way of setting aside this amount of time for self-care. In this way, “the expectation of practice actually becomes a key element of the learning and teaching of MBSR itself” (p716, Dobkin, Hickman & Monshat 2013)

Finally, Dobkin et al (2012 cited in Dobkin, Hickman & Monshat 2013) share the lessons they have learned from teaching and adapting the MBSR program. Two lessons are to ensure the aims of the course fit the needs and level of training of the target group and to “(T)each from one’s own experience and personal meditation practice” (p717) 
Research on the target audience- Stress in Mental Health Nursing Students

Just as it is prudent for a nurse educator to be sensitive to the sources of stress in their students, a mindfulness instructor needs to be comfortable and familiar with the needs of the population they are working with, by understanding the problems that are bringing them to the program (Dobkin, Hickman & Monshat 2013). Shapiro et al (2008) identifies that meditation may enhance higher education  through enhancement of cognitive and academic performance, management of academic related stress and development of the whole person (cited in Spadaro & Hunker 2016)


Within the research on mindfulness, nurses and nursing students are often viewed as one homogenous sample. However, different types of nurses have different workplace stressors and vary in their level of stress (Sullivan 1993 cited in Tully 2004). Galvin et al (2015) interviewed twelve mental health nursing students about the stress they experienced through their training. interviewed mental health nursing students to find out their perceived stressors. They identified academic workload during placement, attitudes of staff toward them on placements and observing poor practice and lack of empathy of by staff toward patients. Morrissette (2004) found these students “report feeling frightened, overwhelmed and emotionally traumatized by what they hear or observe”(p534) Sometimes students are placed where there are staff shortages, and so there is a lack of appropriate support and access to staff to debrief. Galvin et al (2015) founded differing levels of stress depending on age. Younger students were found to have higher levels of stress. Less life experience may affect their ability to cope and their resiliency in this field of work. It may be more prudent to provide placements for these students where there are greater supports. Older students may experience alternative stressors such as difficulties maintaining work and life balance, child care considerations and financial challenges. These effects could be mitigated by ensuring placements are suitable for the level of clinical expertise and maturity.

Tully (2004) identified levels of affective distress, perceived sources of stress and coping strategies in mental health nursing students. They found increasing levels of stress as students progressed through training. Students with higher stress levels were more likely to use avoidant coping strategies, such as wishing things were different, alcohol, comfort eating, drinking and smoking, Students with lower stress levels were more likely to use direct coping strategies, such as talking to others, getting help, seeking advise and following it. Levels of distress reported in the study were significantly high, putting the students at risk of developing physical or psychiatric illness. Other studies have found high levels of alcohol consumption in Mental health nursing students (Galvin and Smith 2015 cited in Galvin et al 2015). Student nurses experience challenges accessing support services as it clashed with times of placements. They may not access professional services as they may be concerned it may be perceived as a weakness and sign they are unable to cope with stressors of the job (Goff 2011 cited in Galvin et al 2015). 


Nurse educators should be mindful that students may have been diagnosed with a learning disability or psychiatric illness and may require accommodations. Educators need to be aware of barriers to learning for these students. (Weiner 1999 cited in Morrissette & Doty-Sweetnam 2010). These studies highlight how nurse educators need to be sensitive to student stress levels, monitor curriculum demands and the potential for academic overload (Morrisette (2010) Educator support can reduce feelings of distress and help develop positive coping mechanisms (Freeburn & Sinclair 2009 cited in Morrissette & Doty-Sweetnam 2010). While genuine concern for students welfare provides invaluable modeling (Ousey 2009 cited in Morrisette 2010)


Undergraduate nursing programs must include curriculur content that “promotes the understanding of self and others as these attributes contribute to safe, quality care” (AACN 2008 p11 in Riley & Yearwood 2012). Self-awareness has been defined as “a dynamic, multi-dimensional process used by the individual to understand their personal beliefs, emotions, and actions to gain insights that will inform deliberative responses and behavioral change (Eckroth-Bucher 2010 cited in Riley & Yearwood 2012). Morrissette & Doty-Sweetnam (2010) claim minimal attention has been given to educational environment and learner distress in nurse education. It is important for nursing students to be engaged in a safe and trusting learning environment that enables them to feel comfortable talking about how their personal experiences affect them psychologically and academically. Hall (2003 cited in Morrissette & Doty-Sweetnam 2010) refers to this as a “safe space” where students can experience reciprocal dialogue and promotion of non-conformist thinking. According to Bergum (2003 cited in Ewashen & Lane 2007) the pedagogic relationship between nurse educator and nurse student ‘explores the lived space between teacher and student, nurse and patient, where new knowledge is constructed” (p121). 
Philosophical and ethical considerations- Nurse as Teacher

When developing an educational program it is important for the nurse educator to consider their personal philosophies and how these translate into the methods they use, the teaching environment they create and the relationships they have with students. Ewashen & Lane (2007) identify ways of approaching clinical teaching from different philosophical nursing traditions: conventional/behaviorist pedagogy, narrative and relational pedagogy and ‘therapeutic’ nurse-patient relationships. As mentioned, conventional pedagogy in nurse education has typically been problem focused and outcome oriented. These methods are based upon the needs of teacher and have the potential for oppressive pedagogic practices. Contemporary mental health nursing studies have advocated for greater use of “creating, critiquing and deconstructing pedagogies”(Diekelmann 2001, p54 cited in Ewashen & Lane). This approach would use more of a narrative/relational approach that emerges from interpretive phenomenological nursing research.  This is also referred to as caring pedagogy (Bankert & Kozel 2005 cited in Ewashen & Lane 2007) and is based on “shared experience, experiential and personal knowing, transformative interpersonal and caring connection inclusive of critical consciousness-raising, co-learning with active teacher-student participation, and engendering of community, honoring the humanist values of equality, justice and freedom”(p258). This approach lends itself more readily to contemplative approaches. It particularly echoes the pedagogy and informal curriculum of MBSR. 

If self-care becomes more prominent on the curriculum of mental health nursing programs, it is important for nurse educators to reflect on how personal philosophies further inform their approach to helping students cope with distress. According to Ewashen & Lane (2007) a nurse educator is positioned as a facilitator, mentor and supervisor, accountable for factors related to learning. Their role is to encourage reflexive awareness of self in relation to others. The nurse educator may find they are in a complex pedagogic situation; nurse educator positioned as a nurse in a caring profession, as an educator within a nursing curriculum and as clinical teacher and evaluator within an institution or setting. It is necessary to establish personal and professional boundaries while making the distinction between caring about students and caring for students (Ewashen & Lane 2007). The nurse educator should be aware of the power differential between the nurse educator and the nursing student. The nurse student may hold the educator in high esteem due to their experience and knowledge. 
Nurse as a teacher of mindfulness

Peplau’s (1952) therapeutic relationship model is especially used in mental health nursing. It is defined as as a ‘significant, therapeutic, interpersonal process….(that) functions co-operatively with other human processes that make health possible for individuals in communities” (p16 cited in Ewashen & Lane 2007). According to Ewashen & Lane (2007) Peplau envisioned that the nursing therapeutic relationship was a perfect conduit to learning. The concept of therapeutic use of self to encourage health in others lends itself well to the role of mindfulness teacher. Indeed, Kabat-Zinn (2011) comments that the intervention is only as good as the teacher. Before teaching the MBSR someone should have attended an MBSR program as a participant, have an ongoing commitment to personal psychological development and maintain a daily meditation practice. They should attend a teacher led mindfulness retreat, engage in yoga or other bodywork training and have a graduate degree in a related field. These are daunting requirements for anyone wishing to teach the program. While McCown et al (2010) suggested a “good enough” teacher has authenticity, authority and friendship as well as “spiritual maturity”. The teacher recognizes they co-create the group alongside the other participants. By sharing their own experiences of mindfulness they are encouraging compassion and a sense of common humanity.


When developing an MBSR program, Dobkin, Hickman & Monshat (2013) suggest that nurse educator to reflect upon their intentions for the group. They use the word intention rather than outcome driven terms like objectives and goals. McCown et al (2010) point out the “mindfulness teacher intends for participants to experience new possibilities, discover embodiment, cultivate observation, move toward acceptance and feel compassion” It is crucial to remain open to what may emerge in the group and that it may differ from what the teacher expected or hoped for. 

By joining with population we have in mind for modifications to promote the culture of non-hierarchy. This may be different to the dynamic in a health care professional peer group. The nurse educator also needs to be aware of the assumptions they hold about what that population is able to do and what the institution or setting will allow so that they may engage every perceived barrier (Kabat-Zinn 2011). 

Ewashen & Lane (2007) acknowledge that the therapeutic relationship model will allow a nurse educator to shift between different roles with the student. For example, if during a mindfulness program, there is a shift from teacher-student to counseling to deal with distress this can be openly acknowledged. Then a plan can be discussed on how to maintain boundaries while still providing care. Expert knowledge and clinical wisdom are knowing how to recognize the situation and how to adapt the response to that (Benner, Hooper-Kyriakidis & Stannard 1999 cited in Ewashen & Lane 2007).
Ways of teaching self care- is an MBSR Peer support group feasible?

MBSR teachers have an ethical responsibility to devise novel and skillful means of delivering it to those who need it most, but also must attend to the effectiveness of those means and the fidelity to the original model in making modifications (Dobkin, Hickman & Monshat 2013)

Before taking further action, it was necessary to find out if potential stakeholders would be interested in the program. An informal meeting was arranged with a nurse educator at a local mental heath nursing undergraduate program. The intention was to find out whether a MBSR peer support program would be feasible within this setting. A brief overview was provided of the current model being used with health care professionals within the outpatient mental health department. The nurse educator was excited about the prospect of promoting more self-care and introducing mindfulness to students. As the previous research highlights, they raised the students concern about workload and time. Subsequently, they did not think the full 8 week program be workable. After describing the set up of the group, they suggested offering an introduction session during the therapeutic relationship module, as the pedagogy used lent itself well to the mindfulness program. For example, the module uses discussion in small circle groups and experiential learning was encouraged through role play. The nurse educator expressed interest in completing the online program too. This would add to the authenticity of the program. Waters, Barsky, Ridd & Allen (2014) reviewed studies of mindfulness in schools and found programs were more efficacious if the teacher taught the program. 
This meeting generated questions about the students. More detail is needed on the number, age and diversity of the group. More information is needed about the where students will be in their training. Further meetings with the nurse educator are required to gather more information and plan. Initial impressions were that no further consultation is needed with the college but that the nurse educator had autonomy and flexibility to decide the curriculum. However, this should be clarified as there may be stakeholders we are not aware of at this time. At this time, we would likely be guest speakers and there would be no remuneration for the session from the college. 
One option might be that we will offer an introductory session to MBSR, perhaps session one from the program. We have an existing plan but it will be helpful to review this while considering what will be most appealing and engaging for this audience. For example, use of videos, keeping didadic presentation to a minimum and experiential learning through guided practice using audio or script. Afterward, as participation in the group works best when it is volitional, we could perhaps offer the 8 week program peer support program for those who would like to attend. Or perhaps we could suggest the students do a daily practice and keep a journal for the week. They could discuss their experience in the following session with their regular nurse educator.
Examples of models 
Spadaro & Hunker (2016) offered an online asynchronous mindfulness meditation intervention with nursing students who were completing distance learning courses. They measured the stress levels of the students before and after the program. Students accessed an 8 week online MBSR program through their university Leaning Management System each week. Detailed mindfulness exercises with video demonstrations and narration were uploaded each week along with supplemental reading. Students were encouraged to practice the different exercises once each week. They were asked to reflect in journals and post these to a discussion forum each week. They found the program significantly reduced stress at the end of the 8 weeks. Students retained lower stress levels after 24 weeks. There was a positive correlation between hours of practice and reduction in stress levels. The use of the LMS system was also beneficial as students frequented the site regularly, it was free and no further training was needed. It is an ideal medium to push out non-course related information and interventions.

However, O’Donnell (2015) has a valid point when they say that if we are serious about bringing mindfulness to a program,  “it cannot be velcroed onto existing curricula” (p198).  Perhaps, it is best supported if the program and institution are infused with a culture of mindfulness and self-care. Riley & Yearwood (2012) describe curriculum infusion as the blending of a health/wellness issue with the typical academic course. They studied the use of curriculum infusion to promote self-care within a nursing course (Riley & Yearwood 2010 cited in Riley & Yearwood 2012). They included personal development, self-awareness and self-reflection in several courses to address common college health issues. Blend of strategies and course content provided connections for students with their lived experience.  They report students took time in developing self-awareness, valuing each other and valuing the importance of community in supporting individual well-being. Strategies included journaling, coaching, group work, reflection papers and dedicated class discussion time. The program was positively received by all students. Riley & Yearwood reported that students developed strategies to manage stress and became more comfortable talking about their experiences. They observed increased awareness of patient centred care, collaborative teamwork, evidence based practice, quality improvement and safety, Can this be done with mindfulness?

What now?
This meeting with the nurse educator generated more questions. More detail is needed on the number, age and diversity of the student group. More information is needed about the where students will be in their training. Further meetings with the nurse educator are required to gather more information and plan the what we will do. Initial impressions were that no further consultation is needed with the college but that the nurse educator had autonomy and flexibility to decide the curriculum. However, this should be clarified as there may be stakeholders we are not aware of at this time. At this time, we would likely be guest speakers and there would be no remuneration for the session from the college. 


One option might be that we will offer an introductory session to MBSR, perhaps session one from the program. We have an existing plan but it will be helpful to review this while considering what will be most appealing and engaging for this audience. For example, use of videos, keeping didadic presentation to a minimum and experiential learning through guided practice using audio or script. Afterward, as participation in the group works best when it is volitional, we could perhaps offer the 8 week program peer support program for those who would like to attend. Another alternative is we could suggest the students do a daily practice and keep a journal for the week. They could discuss their experience in the following session with their regular nurse educator. While it is not ideal to conduct an MBSR program without direct contact with others, it may be interesting to investigate whether the college’s Learning Management System could be used in a manner similar to that used in the Spadaro & Hunker (2016) study. 

It is our experience that while the curriculum and resources on the free online MBSR program created by Potter (2015) are exceptional, as they allow for greater accessibility for people who are unable to attend an in-person program, it is the rich discussion about shared experience that enhances the program. As Gillespie (2005 cited in Morrissette & Doty-Sweetnam 2010) states it is the qualities of human connection such as knowing, trust, respect, and mutuality that can “provide a transformative space where students are affirmed, gain insight into their own potential and grow towards fulfilling personal and professional capacities” (cited in Morrissette & Doty-Sweetnam 2010). 


So in the spirit of fidelity to the original MBSR program envisioned by Kabat-Zinn (1996), I will continue to develop my skills as nurse educator/mindfulness teacher. I hope to expand my knowledge and practices in Mindfulness based self-compassion, as this appears to promote both mindfulness and self-care. Perhaps this way I will develop my own “heartfulness”.
As Noddings (1995 cited in Bergman 2004) explains, modeling is especially important to an education based on care. Thus we have to show students in our own behavior what it means to care, and “we demonstrate our caring in our relations with them”. (Noddings 1995, p190 cited in Bergman 2004).
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