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Abstract:
The approach to eldercare will have to be modified. Amongst the reasons for this are
demographic change and a more demanding generation of baby-boomers. Another cause
is the combination of high work load and staff shortage leading to stress and burnout in
caregivers. As a result, services to elder clients are reduced and suffer.
The aim of this paper, which was commissioned by Kustaankartano, is to find out how
mindfulness affects the caring/work situation and how it can be applied in elder care.
A deductive content analysis of ten articles was carried out, using Carper’s (1978) Four
Fundamental Patterns of Knowing as the theoretical framework.
It was found that mindfulness affected all four patterns (empirics, esthetics, personal and
ethical knowledge). Effects showed in an increase of open-mindedness, presence and
compassion, self-awareness, and an awareness of ethical issues as well as an overall
change of perception. Salutogenic outcomes, such as decrease in stress and fatigue and
increase in physical and psychological health were observed.
The findings suggest that mindfulness practice is recommendable for caregivers, to allow
for better work conditions resulting in client-centered care. It is recommended to integrate
mindfulness training in colleges as part of the professional training as well as in
organisations.
Limitations:
There are more approaches to mindfulness than those that have been studied here, which
were mostly Mindfulness Based Interventions on the basis of Mindfulness Based Stress
Reduction (MBSR). Cultural differences were not taken into account due to Englishlanguage studies only. Using the four patterns of knowing, the search brackets were
defined narrowly which may have resulted in restricted findings. The same is true for the
defining of categories and their subsequent evaluation and interpretation.
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väestörakenteen muutos eli suuret ikäluokat, sekä siitä johtuva palvelutarpeen kasvu.
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1 FOREWORD
“How we treat our elders matters. Ageing is a part of life. And if you don’t like that
certainty that your body will wear out – consider the alternative.” (McBee 2008 p.3)
The reason for choosing this topic lies in my observations during practical trainings and
work in elder care facilities. I felt that as a visiting student I had no right to interfere and
decided to watch. I saw that many caregivers seemed to have the best in mind for their
clients and do all in their power to care and help but they seemed to be stressed,
overwhelmed and dissatisfied. This in turn, I believe, had a direct effect on their clients.
I also witnessed clients being yanked out of bed, patronized and made fun of. I saw
caregivers rushing the work with their clients in order to spend time in the staff room
with their colleagues or browsing the web. Clients’ calls were answered but not always
responded to straight away. Diapers were partly used to ease the workload. Instead of
taking time to be with an anxious client, anxieties were calmed with medications.
I heard often that there just was no time. Staff shortage is a current reality but I do not
believe that there is no time. I am convinced that there is always enough time for the
things we really want to do.
If what I saw is the common reality and not just a bad example, the professional
standards in elder care have to be raised. It is necessary to create a work ethic that has
the individual client in mind, acknowledges differences and yet is able to serve the
whole. I think this change can only start on an individual basis, with the caregiver. I
strongly feel that continuous education of caregivers is the only way to better the
circumstances for older people.
As a professional in elder care, I need to be conscious of the reality and the
consequences of my actions and I need to ask myself: Would I like my parents to be
cared for like this? Would I like my children to be treated like this? Along with these
questions and in view of the likelihood of a long life, and therefore purely selfish
reasons, I may ask myself ‘How would I like to be cared for?’

2 INTRODUCTION
The approach to elder care will have to be modified. One reason is the global
demographic change and the cohort of baby-boomers starting to retire. According to the
United Nations (UN 2009) the proportion of older people worldwide is expected to
more than double over the next 50 years. This means that an increasing number of over
65-year-olds will have to be supported by a relatively small number of people in
working age, which will put higher demands on the younger groups. (UN 2009)
In the year 2011, 42 % of the population in Finland lived alone, with one third being 65
years and older (Official Statistics of Finland/ OSF 2011). In 2009 almost 50% of those
who died over the age of 80, had suffered from ischaemic heart disease or memory
disorders, which were the cause of death. ‘The number of deaths caused by dementia
has more than doubled in two decades’ (OSF 2009). Once individuals are not able to
move freely and independently for physical or cognitive reasons, they will become
dependent on formal and informal caregivers.
The overall aim of The Finnish National Framework is for people to live in their own
homes for as long as possible (Ministry of Social Affairs and Health 2008, 2012).
However, Böckerman et al. (2012 p.1188) report that individuals living in “old age
homes actually report higher levels of SWB [subjective wellbeing] than those who are
living at home.” Whether they are taken care of by close relatives, friends, or practical
nurses, many older people end up, or will end up, spending a lot of time by themselves.
Their basic physical needs might be met, but humans also have mental, spiritual and
social needs.
There is evidence that social interaction is important for the maintenance of a good
quality of life. Abu-Rayya (2006) suggests that social activities can prevent depression
in older people. Ayalon and Shiovitz-Ezra (2011) found a correlation between
loneliness and passive death wishes in people over 50 and propose that interventions
should address “the subjective sense of loneliness’ rather than ‘objective indicators of
social interaction” (Ayalon & Shiovitz-Ezra 2011 Abstract).

9

Another motivation for change in elder care is the Baby Boomers generation. Baby
Boomers are not as silent and easily satisfied as their forefathers and mothers. “It is
anticipated that this group will expect, perhaps demand, changes in the ways health care
is provided” (McBee 2008 p 6). This is mirrored in the opinion of 80% of Europeans
that “committees of older people [would be] useful to deal with issues they face in their
local communities” (Eurobarometer 2012 p 122).
In Finland, older people who cannot care for themselves are cared for at home, in
hospitals and assisted living facilities. (Eurohealth 2010) At present, the main role of
professional caregivers, mainly practical nurses who are supervised by registered
nurses, is to aid with activities of daily living (ADLs) such as washing, dressing or
eating, that cannot be carried out by the client themselves. In addition, and depending
on the facility, staff members belonging to different professions are available to the
clients, including physiotherapists, occupational therapists and social workers.
Sometimes they are supported by volunteers.
Older people who live at home receive homecare depending on their physical needs but
caregivers do play an important role in the social life of clients who are unable to leave
their homes. (Dale et al. 2010) The contact with the client is restricted to a minimum,
yet, social contact is one important aspect of human well-being and quality of life.
Studies suggest that social contact, next to physical exercise have shown to slow down
the progression of Alzheimer's Disease (Alzheimer's Association 2013) and there is
evidence that the feeling of loneliness and the feeling of physical pain are correlated and
activate the same regions of the brain (Kross et al. 2011) .
A third reason for the need for change in the approach to elder care is the current workdissatisfaction and the resulting high staff turn-over, sick leave and early retirement due
to work related illness. “A main cause of people leaving working life early is work
disability due to depression”(Masto /Hyssälä 2009 p 2). This is not restricted to care
work and has been addressed in the Masto Project on a country wide level between
2007 and 2011 (Masto 2009).
Although social activities are considered important (Eurohealth 2010), caregivers often
do not have the capacity to listen and to engage with their clients on a deeper level. This
might be due to lack of professional training (Engström et al. 2011) or to reasons of
10

time pressure due to schedules that need adhering to, which in turn can result in
automated, hurried interactions.
Working and relating with older people who suffer, can put a strain on caregivers, who
might feel overwhelmed by the demands they are facing. Especially working with
people who have dementia “can lead to frustration for both the nurse and patient and
may result in avoidance of interactions” (Jootun & McGhee 2011 p 44). This affects
formal as well as informal caregivers. Not being able to meet the old persons’ needs can
lead to feelings of guilt and incompetence (Spillers et al. 2008) which can result in more
stress and burnout, putting more strain on the caregiver and as a result impact the caring
and social relationship with the client (de Rooij et al. 2012).
Policies and directives change over the years and, in Finland, are different from one
municipality to another. This can give caregivers a feeling of powerlessness, which
results in more stress. “Common to this job situation are complaints of too much
responsibility and too little authority” (APA 2013). The amount of demands and the
lack of time and resources to carry them out, lead to dissatisfaction in the caregivers,
which affects their relationship with their clients, and vice versa (Häggström et al.
2004).
Humans are holistic beings, with a body, mind and spirit. It is important to see and
relate to the whole being as Buber claimed in 1923. This being said, Bullington &
Fagerberg (2013) call for a scientific concept and clear philosophical definitions for the
terms ‘holistic care’ and ‘person-centered care’, as they are often “fuzzy”, “with an air
of new age movement” (Bullington & Fagerberg 2013 p. 493) and therefore lack
credibility. However, it is suggested that in the future it will be necessary for caregivers
to address all aspects of care, in order to provide person-centered service. This does not
demand perfection or knowing-it-all by the caregiver, but it does ask for a more holistic
approach, to get away from the 'achieving to get rid of symptoms’ to a 'being with and
enabling/empowering'.
One cannot give what one does not have, therefore it is suggested that it is necessary to
find out about oneself, to become self-aware and meet the client from that center. It is
important to remember why care work was chosen as a career, what one’s individual
needs are to carry it out, according to the inner work ethic. It is important to remember
11

or to find out, what that ethic entails. “True morality consists not in following the beaten
track, but in finding the true path for ourselves, and fearlessly following it” (Mahatma
Gandhi). This is a tall order for mere mortals. It might not possible for one caregiver to
change national policies, but it is possible to change the personal approach and attitude
towards care and work and to make a little difference on a daily basis. Knowing how to
measure blood pressure, give insulin, wash a client or make food, is important.
However, knowing how to let go of stress, how to interact with clients in a meaningful
way, knowing ones limits and being aware of one’s attitudes, are going to be as
important skills in the work life in general and in the contact with older people in
particular. One aspect that is needed in all situations is presence and awareness.
Mindfulness could be one way of achieving this and its effects have been studied a lot
over the years.

2.1 Aim & Research Questions
The aim of this paper is to find out how mindfulness might affect the caring/work
situation and how it could be applied in elder care. This led to the following two
questions:


What are the effects of Mindfulness?



How can mindfulness be applied by the caregiver in the work with older people?

2.2 Theoretical Frame
Despite saving policies and work stress, caregivers give a lot of themselves, they apply
knowledge based in professional education but also in personal experience and a work
ethic. Carper (1978) proposed four patterns of knowing, that are necessary for nurses to
provide good care. Her theory was chosen as a frame because nursing is a significant
part in the work with older people, albeit not the only one. It is suggested that Carper’s
theory can effortlessly be applied to care and professional work in the widest sense. The
four patterns of knowing are “(1) empirics, the science of nursing; (2) esthetics, the art
of nursing; (3) the component of a personal knowledge in nursing; and (4) ethics, the
component of moral knowledge in nursing.” (Carper 1978 p 23)
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According to Carper, all those ways of knowing are related to each other and cannot
stand by themselves. She proposes that nursing (caring) should be a mixture of scientific
knowledge, creativity, empathy, self-knowledge and taking responsibility for moral
choices. Although ‘psychic’ detachment is necessary in order to relate and engage with
the individual patient/client on a personal basis rather than a case amongst many,
Carper’s idea of relationship between nurse and patient asks for “a risk of total
commitment” (Carper 1978 p 28). Amongst others she refers to Buber’s I-Though and
its application of an “authentic, personal relationship between two persons.” (Carper
1978 p 28)

2.2.1 Mindfulness
In the English language, being ‘mindful’ is synonymous to being “full of care; heedful,
thoughtful; full of memories’ and ‘taking thought or care, being conscious or aware.”
(Oxford English Dictionary Online 2013)
The concept of mindfulness has its origin in Buddhism, a philosophy based on the
teachings by Siddhārtha Gautama, known as Buddha about 2500 years ago. Its aim is
the cessation of suffering, which can be achieved through the cultivation of
mindfulness, which leads to the awareness that the only constant in life is change and
that attachment of any sort, mental or material, creates suffering. Mindfulness is an
(innate) state as well as meditative practice. Mindfulness is something we all have when
focussed in the moment, instead of “being lost in fantasy” (Mann & Youd 1998 p 32).
One could say that practicing state mindfulness enhances trait-mindfulness, which is
expressed in higher levels of focus, empathy and detachment.
Dane (2011) defines and relates Mindfulness to other ways of consciousness, such as
‘absorption’ and ‘flow’ and shows the varying levels of ‘present moment orientation’
and ‘breadth of attention’. He also states, that mindfulness is not a cure-all but one way
of performing tasks. By definition, mindfulness is a state of consciousness where the
individual is aware of what is going on within themselves and the environment
surrounding them.
Dane (2011) argues that the task at hand, the environment (static or dynamic) and the
performer’s skill (novice or expert) are decisive for the form of consciousness to use. In
13

other words, a novice is not able to focus on more than one task at a time and the ability
to take in the surroundings simultaneously comes with experience. Dane (2011) also
suggests that mindfulness possibly enhances ethical behavior. If an individual has a
wider view on a situation, he or she might be able to anticipate consequences and act
accordingly. By the same token, mindfulness might make a person aware of ethical
issues.
Chiesa and Malinowski (2011) remind their readers that Mindfulness can be achieved in
different ways, that meditation, although the basis for many forms of Mindfulness
Based Interventions (MBIs) is not absolutely necessary. Terminology and definitions
vary between and also within different philosophical traditions pertaining to
mindfulness. Therefore the question whether the term ‘mindfulness’ should be used as
an “umbrella term” for the many varying concepts, states and ways to achieve
mindfulness is worth asking (Chiesa & Malinowski 2011 p. 420). This is contrary to
Kabat-Zinn’s initial intention to keep the whole concept of Mindfulness Based Stress
Reduction (MBSR) as simple as possible by using the umbrella term ‘mindfulness’,
trusting that “the details concerning the use of the word mindfulness in the various
contexts in which we were deploying it could be worked out later by scholars and
researchers who were knowledgeable in this area” (Kabat-Zinn 2011 p. 290).
According to Malinowski (2008), measuring mindfulness and the effects of meditation
is ambiguous. Due to different conceptualizations of Mindfulness, a range of measuring
scales have been developed, for instance the FMI, KIMS, CAMS, MAAS, FFMQ and
TMS, which all have varying measuring factors. (For full names of scales and their
authors, see glossary in appendix.) Further, statements on self-report scales might have
different meanings to the participants of a study, depending on their prior exposure to
the concept and practice of Mindfulness. These facts make “clarifying the underlying
construct […of Mindfulness…] a challenging one” (Malinowski 2008).

2.2.2 Meditation
Chiesa and Malinowski (2011 p. 407) inform their reader that “the word ‘meditation’
derives from Latin ‘meditari’, which means ‘to engage in contemplation or reflection’
and can be defined as both a process and a state.” In The Encyclopedia Britannica
14

Merkur (2013) defines meditation as “private devotion or mental exercise encompassing
various techniques of concentration, contemplation, and abstraction, regarded as
conducive to heightened spiritual awareness or somatic calm.”
Meditation has been part of the world religions for thousands of years. Depending on
the religion or philosophy of the person meditating, the aim might be detachment from
the ego, understanding of a spiritual text, enlightenment, purification or simply calming
down (Merkur 2013). However, one can meditate without any spiritual or religious
notion. Gauding (2005 p.12ff) described meditation as “the choice to focus your mind
on something” and divides the forms of meditation into four groups: ‘Focusing’,
‘Thinking’, ‘Visualizing’ and ‘Experiencing’. She points out that reading a book can be
a form of meditation and that different meditations work for different people (Gauding
2005 p. 12ff). Depending on the discipline, for instance mindfulness - vs. transcendental
- meditation, a practitioner can expand or concentrate their awareness respectively
(Malinowski 2008).
A meditative state of mind can be attained by listening to music or looking at an object
or picture. One can concentrate on ones heartbeat or breath. One can say a mantra, that
is, repeat a word or words continuously, or be silent. One can sit in a chair with both
feet on the ground or cross-legged on the floor. One can ‘experience’ movement or
sensations such as in yoga or tai-chi, walk, dance or wash the dishes. One can ‘think’, of
a particular problem or a concept. Whereas mindfulness meditation is to observe one’s
fleeting thoughts or feelings, visualization meditation is generating a specific image in
the mind and thus creating a different reality. As part of their training routine it is used
by athletes who suffer from competition anxiety. Visualizing their actions in a
competition can be one tool to help overcome anxiety and create better outcomes.
(Newmark 2012)
As part of self-care, a meditator can lie in bed and do a body-scan, which is focusing on
the body and look out for tension, pain or “subtle changes that could signal imbalance
and the beginning of more serious problems” (Gauding 2005 p.152ff). ‘Body scan’ is
one feature of Mindfulness Based Stress Reduction.
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2.2.3 Mindfulness Based Stress Reduction
In 1979, Jon Kabat-Zinn, a molecular biologist at the University of Massachusetts
Medical Center, developed a program he called Mindfulness Based Stress Reduction
(MBSR). A practicing Buddhist himself, his aim was and is to bring more compassion
and healing to the world by joining the worlds of Buddhist philosophy and western
science. Original MBSR courses last eight weeks and consist of weekly group sessions
where participants are instructed in yoga and mindfulness meditation practices. Home
assignments are meant to deepen the gained knowledge on a daily basis. (Center for
Mindfulness, 2013)
Kabat-Zinn (2011) describes MBSR as ’Buddhist Meditation without the Buddhism
[…] and yoga’. He defined mindfulness as “paying attention in a particular way: on
purpose, in the present moment, and non-judgmentally.” (see Cullen 2011 p. 187).
Mindfulness is not only a skill that can be trained but a way of life. Taking the whole
person into account, his stress-clinic’s approach emphasizes the importance of the
patient’s involvement in the healing process which is achieved by the patient’s focusing
on what’s right “and let the healthcare team take care of what is ‘wrong’” (Kabat-Zinn
2011 p. 293).
MBSR has served as a basis for other Mindfulness-Based Interventions (MBIs).
Mindfulness-Based Cognitive Therapy (MBCT), is a combination of MBSR and
Cognitive Based Therapy methods and is used successfully in the treatment of
depression. (MBCT 2007). Mindfulness-Based Elder Care (MBEC), as introduced by
McBee (2008), adds aromatherapy, hand massage, creative therapy and humour to
MBSR methods. The program is adapted to the ability of older and frail people and also
addresses their caregivers. The basic “marrow” (Kabat-Zinn 2011 p. 300) of
mindfulness - based intervention is, that just being in this very moment is enough.
We might say that if mindfulness does not in some sense become our default mode, then its opposite,
mindlessness or unawareness, will certainly retain that role. The inevitable result is to be caught up in
a great many of our moments in a reactive, robotic, automatic pilot mode that has the potential to
easily consume and colour our entire life and virtually all our relationships. (Kabat-Zinn 2011 p. 293)

In this author’s view any form of mindfulness or mediation has its purpose. In an ideal
world, all levels of interactions would be carried out ‘full of care; heedful and
thoughtful. Caregivers would have time to listen to elders “full of memories” and would
16

be “conscious or aware” (OED 2013). How this is achieved varies from person to
person. Different situations ask for different forms of presence, often it is necessary to
be multi-tasking (being aware of many things at the same time), sometimes being ‘in the
flow’ is possible and even desirable. Contrary to other forms of Mindfulness practices,
MBIs are scientifically researched the most and therefore presented here.

2.3 Limitations
This paper has several limitations. The concept of ‘Mindfulness’ is an expansive subject
matter on which the views are divided. The studies used here are mostly MBI –
methods. This can easily form the false impression that they are the only way of
achieving mindfulness. It could be argued that, by using the four patterns of knowing,
the search brackets were defined too narrowly which resulted in restricted findings. The
same is true for the defining of categories and their subsequent evaluation and
interpretation. The studies examined were all written in English with a predominantly
Anglo-American background. Therefore they do not take into account cultural
differences. To show quantitative features of the findings, the number of occurrences of
a statement could have been counted.

3 METHOD AND MATERIAL
A deductive content analysis was carried out. The deductive approach was chosen in
order to find out how the concept of mindfulness could be related to Carper’s Four
Patterns of Knowing. Content analysis is an approach that helps to summarize and
analyze the knowledge gained from the many studies carried out in nursing and social
work and is applicable to qualitative and quantitative data. (Elo & Kyngäs 2007) Rather
than choosing one approach over the other, a mixture of qualitative and quantitative
research is useful, depending on the questions asked and data needed. (Ercikan & Roth
2006) Although humans are all individuals, they still share and have certain traits in
common which can be classified. Yet, the classification does not take away from the
individual experience and vice versa.
Findings from qualitative research are not countable, but personal values, impressions,
expressions and feelings are being considered and looked at within a social context
17

(Bryman 2004 p. 266). The way to summarize this data is to label and to group the
subjective findings into meaning units, which in turn are clustered into themes and
subthemes. “[…] events, persons, and processes are grouped according to similarity”
(Leininger 1985 p. 62). One of their main characteristics, “A common feature of all
Qualitative methods [,] is the use of interpretation” (da Silva 2002 p.40) and
“Qualitative Data […] do not speak for themselves […] they need to be analysed”
(Abott & Sapsford 1998 p.132).
The measurements of quantitative research produce clear values and validity and
reliability are clearly defined. Reliability looks for patterns and themes (or lack thereof)
of subjective experiences and points of views in various situations (Leininger 1985 p.
69). Reliability is also measured in terms of how well an experiment or study can be
replicated, which is easier in quantitative research than qualitative research (Bryman
2004 p. 273). By relating the process and the findings as detailed as possible, others can
follow, understand and replicate it (Elo & Kyngäs 2007). Graneheim & Lundman (2003
p. 110) proposed that “Trustworthiness will increase if the findings are presented in a
way that allows the reader to look for alternative interpretations.”
Trustworthiness in the context of this paper can be achieved through the variety of
articles from different fields, and the variety of subjects who took part in mindfulness
courses or who practice mindfulness. Another way to gain trustworthiness would be to
include studies that are not particularly in favour, or even negatively inclined towards
mindfulness. By presenting these findings, the reader is enabled to make their own
decision in regards to the application of mindfulness.
According to Elo & Kyngäs (2007) there is no right or wrong way of doing a content
analysis. The interpretation of text is subjective as the researcher's view on everything is
marked by his or her environment and society “and the researcher's interpretation is
influenced by his or her personal history” (Graneheim & Lundmann 2003 p.111). The
perception and objectivity of the researcher plays an important part in the analysis of
any text.
Often the studies analysed here do not have enough participants to allow for quantitative
trustworthiness. However, the aim of this paper, to find out about the effects of
mindfulness, is not something that can be measured in numbers, as the experience of
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meditation, the resulting well-being or lack thereof, is a subjective one. In qualitative
research, “Measurement is not the goal, rather knowing and understanding the
phenomenon is the goal” (Leininger, 1985 p.68).

3.1 Search
The Arcada Nelli Portal was accessed directly through computers at ARCADA or
through remote access from home. An advanced Meta search was conducted. The
category ‘Social services’ with the sub category ‘Human ageing’ contains twenty
databases. Search terms were not limited to subject but filtered through ‘all fields’.
Because of existing extensive research on mindfulness, it was decided to conduct a
deductive qualitative content analysis using Carper's four patterns of knowing as
categories. Carper's Fundamental patterns of knowing are made up of four components:
empirics, esthetics, personal knowledge and ethics. Search was conducted by combining
those words with ‘mindfulness’. Since the topic of this paper is Mindfulness in elder
care, the term ‘mindfulness’ was also combined with the terms ‘AND older people’ and
‘AND elder care’. The term ‘mindfulness’ was combined with the terms ‘AND
empathy’, ‘AND empirical studies’, ‘AND ethics’, ‘AND transactions/communication’
and ‘AND quality of personal contacts’.
Due to the inquiry of effects of mindfulness on the caring situation, another search was
carried out, combining ‘Effects of mindfulness’ with ‘AND stress’, ‘AND stress AND
empathy fatigue’, ‘AND subjective wellbeing’, ‘AND social support’, ‘AND social
support AND older people’ and ‘AND social support AND formal caregiver’
To be initially included, articles had to be ‘peer reviewed’, could be qualitative or
quantitative in nature, and be published in or after 2008. EBRARY results were
excluded at all times, as this database does not contain articles. Based on the abstracts,
articles were accepted preliminary and exported from their database into RefWorks.
They were collected into a folder named ‘Mindfulness Thesis’ for later reading and final
inclusion.
The ten chosen articles (see Table 1) were numbered and read with the question in
mind: “What are the effects of mindfulness?” Any statement that expressed an effect
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was highlighted. The information gathered from each article was recorded into an
Excel-file (Appendix 2). The categories for deduction were the four patterns of
knowledge as proposed by Carper (1978), empirical knowledge, personal knowledge,
esthetic knowledge and ethical knowledge. A preliminary categorization showed that
some statements would have fit into all four categories. The aim of one category per
statement made it necessary to divide longer testimonies into shorter meaning - units to
avoid overlapping of categories. Carper’s article was read several times to find the main
themes of each pattern in order to categorize statements accordingly. The meaning units
were created according to the emerging themes. (Appendix 2)

4 FINDINGS
Categories and sub-categories have been chosen in line with Carper’s article from 1978
where she described the four different patterns, and what they entail. The classification
that followed is by no means categorical. The statements chosen to represent the
findings are taken from the studies analyzed. They are not absolute but represent the
essence of similar statements from the categories. The categorization of meaning units
was challenging at times. This is due to the fact that the four patterns themselves are
overlapping and feeding into each other. Rather than a linear chain of events, the four
patterns of knowing could be described as a moving, braided circle. According to
Carper (1978) none of them can stand by itself and none would be the same without the
others.
There were few negative side effects reported as results of practising mindfulness.
Irving et al. (2009 p. 65) state: “Potentially negative side effects of mindfulness found
(albeit rarely) exacerbation of psychiatric symptoms as well as altered reality testing,
grandiosity, unusual behaviour, euphoria, and even psychosis.” However, the authors
draw attention to the role of the instructor’s training and experience in regards to the
outcome of mindfulness interventions.
The findings for each pattern have been entered into tables which can be found in each
section. The quotes for all subcategories were taken from the texts analysed. The
numbers in brackets behind quotes refer to the articles’ numbers as shown in the table
below.
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Table 1: Articles used for Content Analysis
No.
1

Year
2010

Author
Christopher,

n
16

Design
Qualitative

Intervention/ Method

Article’s Results

2-6 year follow up after Participation in

Mindfulness and self-care practices found to

Chrisman,

Mindfulness training/ semi-structured

have positive influence on mental, physical,

Trotter-Mathison,

phone interviews; inductive content

emotional wellbeing and interpersonal

Schure, Dahlen &

analysis

relationships.

Study 1: Surveys (MAAS,MMS,SINS,SMI),

strong correlation between mindfulness and

Study 2: experiment (CAM)

ethical behavior and formalism

Survey, Questionnaires (MAAS, SOS-10,

mindfulness increases self-awareness, well-

SRIS)

being, and self-care importance

Review and Meta - Analysis

increase in mindfulness leads to decrease in

Christopher
2

2010

Ruedy &

S 1: 97

Quantitative

Schweitzer
S 2:
125/135
3

2010

Richards,

148

Quantitative

Campenni &
Muse-Burke
4

2009

Chiesa &Serretti

10

Quantitative

stress, anxiety, depressive symptoms; increase
in empathy, self-compassion, self-control, self
confidence
5

2009

Carmody, Baer,

320

Quantitative

Questionnaires (FFMQ,SRS,..)

Lykins & Olendzki
6

2009

Irving, Dobkin &

stress and increase in well-being
10

Review

Park
7

2010

Oken, Fonareva,

increase in mindfulness related to reduction of

MBSR benefits physical and mental health;
promotes wellbeing

31

Quantitative

Haas, Wahbeh,

Participation in Mindfulness training,

“mindfulness positively affected caregiver self

control activities /Pilot randomized trial

efficacy and cognitive measures” , “significant

Lane, Zajdel &

correlations between mindfulness and self-

Amen

rated stress sores”, stress and depression
scales relating to mindfulness

8

9

2008

2009

Schure,

Participation in Mindfulness training/

overall positive effects on physical, cognitive,

Christopher &

Open ended questions; inductive content

emotional and spiritual level; positive effects

Christopher

analysis

on personal and professional relationships

Krasner, Epstein,

33

70

Qualitative

Participation in CME course/Self-

improvements in mindfulness lead to decrease

Beckman,

Quantitative

administered Surveys at 5 time points

in burnout; increase in empathy, emotional

Suchman,

(Maslach Burnout Inventory, Jefferson

stability,

Chapman,

Scale of Physician Empathy…)

Mooney &Quill
10

2010

Valentine, Godkin
& Varca

781

Quantitative

Self-report Surveys measuring role

increased mindfulness leads to decrease in

conflict, mindfulness and organizational

role conflict

ethics
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4.1 The Pattern of Empirical Knowledge
For the purpose of this work, ‘Empirical knowledge’ has been divided into two
subcategories, ‘Health’ and ‘Changed Perspective’. They were chosen as part of
Carper’s central idea of “health to be [...] a dynamic state or process [...] rather than a
static either/or entity” as a result of changed paradigms (p. 24). ‘Health’ has been
further divided into the themes ‘Physical’ and ‘Psychological’. The sub-categories for
‘Changed perspective’ are ‘Care’ and ‘Life’.
Table 2: Effects of Mindfulness Practice and Empirical Knowledge

Physical

Health
Psychological

Empirical
Knowledge
Care
Changed
Perspective
Life

“increase in electrical activity on the left sided anterior of the
brain which controls immunity and positive affect” (1), reduced
“mental disorders” (4) and “suffering” (5), “Salutogenic outcomes” (5), MBSR efficient with various populations for stress
reduction (1, 2, 3, 4, 5, 6, 9, 10), Mindfulness training to “decrease stress” (3) , “its somatic symptoms” (1), “physical pain”
(1,2,6), medical illness (3, 4)
decrease “burnout” (6,9). “Fatigue” (9) , “tension and distress
lessened” (9, 5). “reduced depression and anxiety” (1, 2, 4, 8, 9,
10) and increased relaxation (11). It was found that “self-care
importance increased” (3). Wellbeing (2, 3, 5, 9), circulation (1)
and sleep quality (4, 8) increased
“Changes in conceptual framework” (1), “an ability to categorize
familiar stimuli in novel ways”(2), conceptual framework of profession changed: “Seeking new ways of approaching a familiar
task” (2) new “holistic view on healing and well-being” (1), “realizing to which extent reactivity can contribute to suffering and
stress” (1), understanding of “personal reaction to stress” (7) and
“seemed to influence their clinical skill” (1)
“a fundamental shift in perspective” (5) and practice had a “significant impact on worldview” (1), “changes in their thinking”
(8), “mental clarity” (8) as well as “greater clarity and objectivity” (5), “ruminative thinking decreased” (4).

4.1.1 Health of Practioners of Mindfulness
All studies reported that practising mindfulness has an overall positive effect on
physical and psychological health, or “Salutogenic outcomes” (5). An “increase in
electrical activity on the left sided anterior of the brain which controls immunity and
positive affect” (1) has been reported. Compliance with MBSR treatment reduced
“mental disorders” (4) and “suffering” (5) and as a program for stress reduction, MBSR
has been found to be efficient with various populations (1, 2, 3, 4, 5, 6, 9, 10). Different
kinds of mindfulness training have been observed to “decrease stress” (3) and “its
somatic symptoms” (1), “physical pain” (1, 2, 6), medical illness (3, 4) and “burnout”
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(6, 9). “Fatigue” (9) as well as “tension and distress lessened” (9, 5). Practice of
mindfulness “reduced depression and anxiety” (1, 2, 4, 8, 9, 10) and increased
relaxation (11). It was found that “self-care importance increased” (3). Wellbeing (2, 3,
5, 9), circulation (1) and sleep quality (4, 8) were found to improve with heightened
mindfulness. Following yoga and chi-gong practice, participants experienced “more
physical flexibility and balance” (8)

4.1.2 Changed Perspective
“Changed perspective”, the second sub-category of “Empirical knowledge” reports the
findings relating to changed views on care /professional life as well as on life on the
whole. Some practitioners of mindfulness experienced a “fundamental shift in
perspective” (5) and practice had a “significant impact on worldview” (1). Others
reported “changes in their thinking” (8) and “mental clarity” (8) as well as “greater
clarity and objectivity” (5), “ruminative thinking decreased” (4). For others, “Changes
in conceptual framework” (1) took place and “an ability to categorize familiar stimuli in
novel ways” (2) was stated. “Seeking new ways of approaching a familiar task” (2) and
a new “holistic view on healing and well-being” (1) was noticed, “realizing to which
extent reactivity can contribute to suffering and stress” (1). On the whole mindfulness
training appeared to develop an understanding of their “personal reaction to stress” (7)
and “seemed to influence their clinical skill” (1).

4.1.3 Discussion
As part of the pattern of Empirical knowledge, ‘Health’ and ‘Changed Perspective’ have
been chosen because the main aim of nursing and caring is to generate health and wellbeing. Changed perspectives and raised standards of living over the centuries have
defined what it means to be healthy and what constitutes good care. According to
Carper (1978 p. 24) “The representation of health as more than the absence of disease is
a crucial change.” The growing amount of scientific research into Mindfulness is
possibly an indicator for this change.
A caregiver’s empirical knowledge includes fact-based, observable phenomena that can
be counted, measured and validated. It consists of evidence based knowledge gained at
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schools and in training, founded in peer reviewed literature and textbooks which are
read by students with a more or less open mind. Empirical knowledge is what students
are supposed to take out into practice and it enables them to draw conclusions and to
research further. Whether and how gained empirical knowledge is applied in practice
depends on the individual receiving it and on the environment they enter.
The articles analyzed here, mostly describe studies that have applied statistical scales
and measurements and have shown effect sizes of all sizes after mindfulness
interventions with different populations. Although mindfulness cannot be measured in
centimeters or litres, the findings of those studies are relevant for ‘Empirical
Knowledge’ because they show patterns and correlations. The scales applied to measure
mindfulness have been developed based on scientific research. Any results, qualitative
and quantitative, always depend on the measures used and the person analyzing the
results. Therefore, no result is ever absolute. Over the centuries it has been seen, that
“all knowledge is subject to change and revision” (Carper 1978 p.32). Mindfulness has
entered the mainstream which is probably due to the extensive research carried out. This
could be considered a paradigm shift in itself.
The cultivation of mindfulness has shown to enhance mental clarity (8) and objectivity
(5) which in turn allows for an open mind and enables to think outside the box. Looking
at a problem from another viewpoint is a prerequisite for continuing and developing
research and practical work. This change of perspective also involves the inclusion of
qualitative studies which gather knowledge from a subjective perspective as well as
describing patterns. Their numbers of participants are smaller than those of quantitative
studies, but their focus is on patterns and phenomena (Leininger 1985). Many small
studies with similar results indicate a pattern.
People grow old and older because of the successes of empirical knowledge. Every day
we find out more about Diabetes, Parkinson’s, and the importance of a healthy diet and
physical activity. The knowledge would not be available if it weren’t for the many
professionals who become aware of correlations and researchers who carry out
empirical research, measuring and counting in the name of science. We want to have
longer lives. But is longer always better? Is there any sense in quantity if there is no
quality?
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Throughout individual lifetimes, people learn and modify their ideas and attitudes. Over
the centuries, scientific paradigms, morals, and the definition of beauty have changed
repeatedly. Many were perceived as the final word, yet, they did not escape change.
Heraclitus was right, change is the only constant. All that remains is the present moment
(1). The concepts of ‘well-being’ and ‘quality of life’ have found their way into elder
care as a result of changed paradigms which is “a fundamental shift in perspective” (5)
on a large level. One example for open mindedness shows in the research into music
and its influence on well-being and quality of life (Weeks & Nilson 2011; Creech et al.
2013) Another example are the findings on the importance of social contact to
counteract the development of dementia (Walach & Loef 2012). Music and social
contact do not appear to be common subjects of empirical research, they cannot be
measured, yet their effect on people can be observed. Someone, at some point had an
open mind and looked at a situation from a different point of view.

4.2 The Pattern of Personal Knowledge
Carper (1978) perceived the pattern of Personal Knoweldge as “the most problematic,
the most difficult to master and to teach [yet] perhaps the pattern most essential to
understanding the meaning of health in terms of individual well-being” (p. 27). The subcategories for this Pattern of Knowing are ‘Self-awareness’ and ‘I-thou’. ‘Selfawareness’ was devided into ‘Physical-’, ‘Emotional-’ and ‘Intellectual Self-awareness’
because these aspects all play into each other and are seen as part of the wholeness that
Carper promoted. The sub-category ‘Physical’ was divided into ‘Physical well-being’
and ‘Self-care’. On the intellectual level, the sub-categories ‘Cognition’ and ‘MetaCognition’ were created. ‘Emotional self-awareness’ was divided into the subcategories of ‘Self-compassion’ and ‘Self-confidence’. I-Thou describes the Quality of
interactions and relationships and has been divided into ‘Therapeutic use of self’,
‘Promoting wholeness’ and ‘Commitment and Reciprocity’.

25

Table 3: Effects of Mindfulness Practice on Personal Knowledge

Physical
well-being
Physical
Self -care

Selfcompassion
Emotional
Selfawareness

Selfconfidence
Cognition

Personal
Knowledge

Intellectual
MetaCognition

Therapeutic
use of self
I-thou

Quality of
interactions
and
relationships

Promoting
wholeness
Commitment
&
Reciprocity

“increased bodily awareness” (8), "I noticed more balance, leg
strength, overall flexibility and a slight weight loss. I have more
aerobic capacity” (8), “notice, observe, experience, bodily sensations, thoughts and feelings” (9)
physical self-care practices were valued more and increased (1, 3,
6, 8), “consciousness of one's body and its capabilities” (8),
“trust their bodies” (8), “encouraged them to listen for clues in
their bodies”, “body connectedness with the mind” (8)
“Self-acceptance” (1, 8) , “tolerate uncomfortable emotions and
sensations (2), “increase of emotional acceptance” (2), “selfcompassion”(4), “Willingness to remain in contact with unpleasant internal experiences”(5) “allowed some to feel more centered” (8), “dealing with powerful emotions.” (8)
“less fear of failure”(1), “increased vulnerability” (8), “decreased
anxiety” (8), “efficacy increased”, “more assertive”
Overall changes in awareness (1), specifically “self-awareness”
(1, 2, 3, 8, 9), “insight” (3) and “awareness of one’s experiences”
(3), “understanding of self” (3), “negative thought patterns decreased” (8), “more attentive to presence of stress” (9)
“deeper insights into own thought processes” (2), “awareness of
biases and self-serving cognition” (2), “self-evaluation process
became more conscious and salient” (2), “ability to observe ones
thoughts as temporary” (5), recognition of “cognitive and behavioural patterns” (10) , The knowledge of “what is known about
what is noticed” (10)
Overall improvements of interpersonal relationships (1, 2, 4, 5, 6,
8, 9), “Positive changes in therapeutic relationship” (1), “disinclination towards automatic behavior” (2) “Higher client evaluations of therapeutic relationship” (6)
“increased emphasis on the being aware of non-verbal cues” (1)
and “new ways of intimacy” (1), “helping people to be present to
themselves”(1)
“different mode of relating” (1), “the only thing we have is this
moment” (1) , “improvements in personal relationships” (4) ,
“friendly presence” (6) , “practicing patience” (8),“focusing on
moment-to-moment” (10)

4.2.1 Self-Awareness
Physical
Overall it was found that practitioners of mindfulness reported to “notice, observe,
experience, bodily sensations, thoughts and feelings” (9). Practitioners felt “increased
bodily awareness” (8), were more able to “trust their bodies” (8) and developed a
“consciousness of one's body and its capabilities” (8).“I noticed more balance, leg
strength, overall flexibility and a slight weight loss. I have more aerobic capacity” (8).
A “body connectedness with the mind” (8) was experienced and physical self-care
practices were valued more and increased (1, 3, 6, 8)
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Intellectual
Overall changes in awareness (1), specifically “self-awareness” (1, 2, 3, 8, 9), “insight”
(3) and awareness of one’s experiences (3) were reported. They led to an
“understanding of self” (3), “deeper insights into own thought processes” (2) and an
“awareness of biases and self-serving cognition” (2). Recognition of “cognitive and
behavioural patterns” (10) and an “ability to observe ones thoughts as temporary” (5)
were also effects of practising mindfulness. The knowledge of “what is known about
what is noticed” was elevated (10). Practitioners were “more attentive to presence of
stress” (9).The “self-evaluation process became more conscious and salient” (2) and
“negative thought patterns decreased” (8).
Emotional
Self-compassion and confidence were expressed in “Self-acceptance” (1, 8), “less fear
of failure” (1), “increased vulnerability” (8) and “decreased anxiety” (8). “Willingness
to remain in contact with unpleasant internal experiences” (5) and to “tolerate
uncomfortable emotions and sensations (2) was reported. An “increase of emotional
acceptance” (2) and “self-compassion” (4) were observed.

Mindfulness practice

“allowed some to feel more centered” (8) and for “acceptance of inner issues” and
“dealing with powerful emotions.” (8)

4.2.2 I- Thou
The I-Though aspect defines the ‘Quality of Relations and Interactions with others’. The
sub-themes, derived from Carper’s article (1978, p. 28), ‘Therapeutic use of self’, the
concept of ‘Promoting wholeness’ and “Commitment [and] Reciprocity” were found to
be enhanced with the practice of mindfulness. Overall, studies reported improvements
in interpersonal relationships (1, 2, 4, 5, 6, 8, 9). “Positive changes in therapeutic
relationship” (1) and “improvements in personal relationships” (4) were observed.
Mindfulness enabled therapists to “help people to be present to themselves” (1),
becoming aware that “the only thing we have is this moment” (1) as well as “focusing
on moment-to-moment” (10). Mindfulness training resulted in “disinclination towards
automatic behavior” (2) and led to a “different mode of relating” (1) which was noticed,
as “practicing patience” (8) and having a “friendly presence” (6). An “increased
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emphasis on the being aware of non-verbal cues” (1) and “new ways of intimacy” (1)
were experienced. “Higher client evaluations of therapeutic relationship” (6) were
further results of mindfulness practice.

4.2.3 Discussion
Stress and burnout at work often are due to role conflict, ambiguity, time pressure and
work overload as experienced by the individual. Stress is a normal part of life but in its
extreme form it can lead to burnout, which Sandberg (2005) described as a process of
five phases with excitement turning into dissatisfaction, leading into hopelessness,
doubt, frustration and irritability. As a result “caring becomes a routine” (Sandberg
2005 p.12) and psychosomatic problems arise, such as headaches, back-aches and a
growing proneness to infections, which in turn lead to absenteeism. Finally the
individual is at the risk of substance abuse (Sandberg 2005). Self-awareness, the
knowledge of one’s physical, emotional and intellectual strengths and limitations and
self monitoring could be a key factor in the prevention of burnout (Gupta et al. 2012). In
their study on the influence of personality traits on burnout, Gustaffson et al. (2009 p.
345) concluded, that
In order to prevent burnout, it is important to be aware of one’s own temperament, characteristic style
of thinking, perception, and behaviour so that one can beware of situations in which one’s personality
traits may determine whether there are opportunities or risks in dealing with one’s circumstances.

Self-knowledge is also necessary in the interaction with clients. In order to take care of
others, it is essential to know how to take care of oneself, when to take a rest, when to
eat. A stressful situation can become easier to handle if the caregiver is aware of their
rising stress levels, bad mood or an emotional trigger (9, 8). Mindfulness practice
enhanced importance of self-care and physical well-being in practitioners. The
awareness of being tired or hungry is as important as sleeping or eating. It seems that
mindfulness raises the awareness and enables people to follow up on it (1, 3, 6, 8). Selfcare leads to physical well-being. If we eat, sleep, enjoy life, we feel better about
ourselves and life on the whole. If we cannot eat because of stress, if we wake up during
the night and cannot get back to sleep because we cannot switch off, our body responds
with illness in all sorts of ways. Illness is a sign to stop as hunger is a sign to eat and
caregivers do not need to beat themselves to the very end.
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The relationship with oneself affects the relationships with others. There is strong
evidence that practicing mindfulness enhances all forms of self-awareness as well as
self-care and self-compassion (4). Practitioners report the awareness of their physical as
well as mental experience and are able to observe without judging themselves harshly
(2, 4, 8). Knowledge of self has an impact on our lives. Knowing what interests us and
what our strength are, can make us choose a profession. A combination of selfacceptance and intellectual knowledge is beneficial because it shows us our limits.
Intellectual knowledge is not only the empirical knowledge we have gained at schools
and trainings which we apply sometimes consciously, sometimes unconsciously. It is
important to be able to say, ‘Sorry, I don’t know, I have to ask someone’ or ‘Sorry, I
can’t give you this medication because I am not trained to do it.’ Intellectual knowledge
also gives us the confidence to interact with other professionals and to act professionally
based on evidence based research. However, it is also the ‘thinking about thinking’,
meta-cognition, being aware of our own thought processes and biases (2), to realize
when we slip into non-constructive thoughts realizing them as “temporary” (5), before
we continue to act on them. This in turn affects our presence, which is part of Ethical
Knowledge and illustrates how the patterns affect each other.
Cognition and Meta-cognition were found to be influenced by mindfulness training.
Cognition, the way information is processed, plays an important part in problem solving
and how we generally relate to life. There is nothing wrong with not liking a certain
situation, but what happens next? Are we aware of this? Are we ‘in a bad mood’ or are
we avoiding the entire situation? Practice of mindfulness can help to recognize
“cognitive and behavioural patterns” (10). With the practice of mindfulness, negative
thought patterns have been found to decrease (8) and ‘thinking about the thinking’,
Meta-cognition, has been found to be enhanced. Being aware of our own thought
process, observing ourselves, and to realize that thoughts come and go and that we have
a possibility to change them at any given time is a very likely result of mindfulness
practice (5). Our awareness and perception is the key to our well-being. Our happiness
is our choice and our responsibility. The quality of interactions and relationships with
clients depend partly on the self-knowledge of the caregiver who needs to find a balance
between professional caring and serving and the involvement of oneself.
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Dane (2011) suggested that there are different levels of consciousness and that
experience is needed to be able to be mindful in the sense of being able to focus on one
task and still be open to one’s surroundings. Anybody who has learned a new skill will
have gone through the experience that multi-tasking is not possible when one is not
familiar with a specific task. Considering that mindfulness practice affects MetaCognition, its practice might help a novice caregiver to be more aware of what they
need to pay attention to, to know “what is known about what is noticed” (10) and to be
aware of their abilities and room for improvement. More experienced caregivers, who
pride themselves in their ability to multi - task might realize through mindfulness
practice that sometimes just listening to the client is all that is needed.
Emotional self-awareness is an essential part of self-knowledge. The themes that
emerged from the articles are ‘self-compassion’ and ‘self-confidence’. “Although
people typically value being kind and compassionate to others, they are often harsh and
uncaring toward themselves.” (Neff & Vonk 2009 p.26) To have self-compassion
means to be gentle to self, to forgive oneself for not being perfect and to accept oneself
fully. “A growing body of research suggests that self-compassion is associated with
psychological health.” (Neff & Vonk 2009 p.26) Mindfulness practice makes us sit with
ourselves, to “tolerate uncomfortable feelings, emotions, sensations” (2) and at the same
time raises self-compassion (1, 4, 8), the ability to tolerate those feelings and to be
gentle with ourselves. This raises the question: Is it possible that a lack of selfcompassion makes us rush from A to B? Is rushing a form of avoidance to sit with
ourselves? Are we too uncomfortable to feel the ‘ugly’ feelings?
Mindfulness training seemed to enhance the levels of self-compassion as well as selfconfidence. Persons who practiced mindfulness reported to feel ‘more assertive and less
of a failure’ (1). Self-confidence is one of the features needed to be who we really are
and to be able to meet others on the level of humanness, rather than having to hide
behind the roles of our professions. Self-confidence allows for more vulnerability (8),
the ability to say ‘I don’t know’ or ‘Sorry’ and through this improve our relationships
with others (1, 2, 4, 5, 6, 8, 9). The ability to be humble and to acknowledge our
imperfections as well as our strength enables us to meet others. This is the chance for
the I-Thou quality of ‘Personal Knowledge’ to emerge. “I-Thou relationships,
characterized by spontaneity, subjectivity, reciprocity, and recognition and acceptance
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of the unique other, are essential for humanhood” (Cohn 2001 p.171). If the professional
is accepting of their own strengths and limitations, the client can be met on the level of
reciprocity rather than hierarchy.
The life of dialogue is no privilege of intellectual activity like dialectic. It does not begin in the upper
story of humanity. It begins no higher than where humanity begins. There are no gifted and ungifted
here, only those that give themselves and those who withhold themselves (Buber, 1969)

The tools of actors and dancers are their bodies. Singers use their voice, craftsmen their
hands. Professionals in elder care use all of those tools to a more or lesser degree,
depending on their field of expertise. The overall aim of caring is to make the other feel
better. In order to achieve this, according to Carper (1978), caregivers should use all of
themselves, with the aim to promote wholeness. How can we apply ‘Therapeutic use of
(our) selves’ if we do not know ourselves? By being friendly and patient, a caregiver
can make older people feel better about themselves. Seeing and being with the whole
person, not just a case or a name on the work-list is promotion of wholeness.
Many older people have learned to be modest which results in the tendency of not
expressing their needs. Many do not want to bother the caregiver. Promoting wholeness
can be achieved by paying attention to and being aware of non-verbal cues (1), reading
between the lines. Sometimes asking is not enough, and the caregiver needs to show
through commitment and reciprocity that they are interested in the client. This
commitment can be shown by “practicing patience” (8) and by “being in the moment”
(10), listening to them without the hope or thought of getting away soon. Being present
for the client and being with the client as a human being makes it possible to create
relationships and interactions that may give the client hope and something to look
forward to.
Walach and Loef (2012) point out the importance of social interaction and healthy,
supportive relationships. They refer to studies (by Bauer, Qualmann et al. 1998; Bauer
2002), which found correlations between the lack of “healthy participation, shared
decision making and supportive relationships” (Walach and Loef 2012 p. 13) and the
development of Alzheimer’s disease. They suggest to make “social inclusion part of a
comprehensive prevention program for AD” and for overall well-being (Walach and
Loef, 2012 p. 13).
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Many older people lack those relationships and for many, caregivers are their only
social contact. High staff-turnover stands in the way of these relationships. The reality
for many older persons is to have a stranger coming into their home, having them
undress and wash them, no time to sit and talk and getting to know them. Even if they
had the time to talk, chances are, tomorrow there will be another one. Carper asked for
“a risk of total commitment” (1978 p. 28) from the caregiver. The prerequisite for this is
a commitment to oneself by taking care of oneself through knowing oneself. This could
be one way of facing the challenge of high staff turnover.

4.3 The Pattern of Esthetic Knowledge
The chosen sub-categories for ‘Esthetic Knowledge’ are ‘Presence’ and ‘Empathy’.
Carper described ‘Empathy’ as an “important mode in the esthetic pattern of knowing”
(Carper 1978 p. 27) and she pointed out that for nursing to have an esthetic quality, it
“must be controlled by the perception of the balance, rhythm, proportion, and unity of
what is done in relation to the dynamic integration and articulation of the whole” (p.
27). ‘Presence’ is expressed through ‘Perception’ with its sub-themes of ‘Environment’
and ‘Non-Verbal Communication’ and ‘Flexibility’, which was further divided into
‘reflection in action’ and ‘open-mindedness’. The Sub-categories for ‘Empathy’ are
‘Detachment’ and ‘Individual Experience’.
Table 4: Effects of Mindfulness Practice on Esthetic Knoweldge

Flexibility ‘reflection in
action’
open mindedness
Presence

Esthetic
knowledge

Perception

environment
non-verbal
communication

Detachment
Empathy
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Individual experience

“more effectively respond to environmental demands”(10) ,
“more present and centered” (8), “increased responsiveness” (8),
“reactivity improvements and efficiacy increased (7), “presence
is healing” (1)
“emotional flexibility” (5) , “open to all thoughts, actions, sensations” (6) , “more forgiving”(1), “openness to experience” (3)
“more open, in a broader way”(1), “attention to ones’ surroundings” (3), “sense of being in the present moment” (1), “make
sense of their work-settings” (10), “not being on autopilot” (9)
“increased awareness of client’s reactions.” (1), “aware of
what’s taking place in the present” (2), “Qualities of attending
experience” (5)
“separate their own emotions from those of their clients”(1),
“Clearer boundaries”(1), “ability to view thoughts and feelings
with a certain distance.”(2)
“empathy increased (4, 6, 8, 9) “Standing in the patient's shoes
and perspective taking”, “patient centered qualities increased”(9),
“enhanced listening abilities (8), “be with client” (1), “compassionate quality” (9), “kindness”, “openness, curiosity and patience”

4.3.1 Presence
The sub-themes of ‘Presence’, ‘Flexibility’ and ‘Perception’ were expressed in findings
that conveyed practitioners of mindfulness to be “more open, in a broader way” (1) with
an “increased awareness of client’s reactions” (1) and, “attention to ones’ surroundings”
(3). An “openness to experience” (3) as well as being “open to all thoughts, actions,
sensations”, a form of “heightened awareness of inner and outer experience” (6) was
reported.
A “sense of being in the present moment” (1), being “aware of what’s taking place in
the present” (2), “not [being] on autopilot” (9) was reported.

Practitioners of

mindfulness were found to “more effectively respond to environmental demands” (10)
and experience “emotional flexibility” (5). Participants were found to be “more present
and centered” (8) with an “increased responsiveness” (8) and the ability to “make sense
of their work-settings” (10). “reactivity improvements and efficacy increased (7) and
practitioners found that “presence is healing” (1)

4.3.2 Empathy
A general “increase of empathy” (4, 6, 8, 9) was found with “enhanced listening
abilities (8) and a “compassionate quality” (9) that allowed to “be with client” (1). At
the same time the ability to “separate their own emotions from those of their clients”
(1), “Clearer boundaries” (1), and the “ability to view thoughts and feelings with a
certain distance.” (2) was enhanced. An increase of “patient-centered qualities” (9) and
an ability to be “more forgiving” were reported.

4.3.3 Discussion
The esthetic pattern of knowledge is the ‘How’ of care. The chosen main characteristics
of esthetical knowledge are presence and empathy. Presence is denoted by flexibility
and perception, both found to be enhanced by mindfulness training. Carper’s defintion
could be termed “Reflection in action” and is expressed by practitioners of mindfulness
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who felt more “present and centered” (8) and were able to “more effectively respond to
the environmental demands” (10) by “not being on autopilot” (9).
As mentioned earlier, perception of the environment and of non-verbal communication
is a useful aptitude in the field of elder care. Many older people do not want to be a
bother and therefore will not express their needs verbally. Apart from a smile, kindness,
as part of empathy, can be expressed by being open to those unexpressed needs. A
caregiver, who senses an inhibition or embarrassment in the client, can encourage them
to talk about it, stay with them for a little longer, and try to find out, whether the client
might need a hug or someone to listen to. By investing time and by being present, the
caregiver can communicate to the client that they are being heard and seen. This can be
likened to what Halldorsdottir (1996 Abstract) called ‘building a bridge’, which results
in “an increased sense of well-being and health, [and] can be summarized as
empowerment […] of the recipients of care.”
Knowledge of self is necessary to keep a “psychic distance” (Carper 1978 p. 27) and to
still be able to support the other in their pain. In Carper’s patterns, empathy is part of the
esthetical knowledge which asks for creativity and flexibility in combining the other
patterns in any given situation and to be in the moment, with the client. We can never
truly understand what another person feels and experiences. Empathy is the ability to
understand on a feeling level what another person might go through. The findings
suggest that detachment is improved and raised through the practicing of mindfulness
(1, 2). Detachment is the ability to separate one's own feelings from those of another,
and not to get overwhelmed by them. The practice of observing through meditation, to
detach from one's own feelings and see them as fleeting, has been shown to encourage
detachment, without a decrease in kindness (1, 4). It has been seen that mindfulness
practice has a positive effect on the ability to acknowledge and sit with one's own
feelings. (2, 5) The ability to remember what it feels like to be sad or angry or
disappointed makes it easier to understand the other person.
Mindfulness practice has been shown to have an effect on “separating their own
emotions from those of the client” (1) and at the same time “increase the awareness of
client’s reactions” (1). This can enable the caregiver to see the situation through the
eyes of the client. Looking at a situation through the eyes of the other is an advantage
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for two reasons. Firstly we might understand better what the other person might feel,
secondly we might catch a glimpse of ourselves in the situation, the way our client sees
us, and realize that we might need to correct our behaviour or activity. This could be on
an emotional, intellectual or physical and practical level.
A bedridden client has a different visual perspective on the room than the caregivers
who walk in and out. For esthetic knowledge to be put into practice, we need to be
aware of the environment in terms of safety, while at the same time, take into
consideration the client’s wishes regarding the environment they live in. The way the
furniture is laid out might be practical for the caregivers, but what does it look like from
the client’s point of view? What is practical or beautiful for the caregiver might not be
practical or beautiful in the eye of the client. The need for flexibility and
communication and time to find a compromise becomes apparent.
An anxious client might ask for reassurance again and again. Where do caregivers find
the time to respond with kindness and patience when a tight schedule and a large
number of clients are reminding them constantly that there is no time? Mindfulnesspractice seemed to raise “patient-centered qualities” (9). Practitioners were “more
centered” (8) and at the same time “emotionally more flexible” (5). It might be
necessary to develop this inner flexibility more consciously in order to respond to the
external conditions of the work environment. This is true for both, the demands of timetables and the demands of clients. Mindfulness practice can help to develop an
awareness of the moment (12), to be present now, having the time-table in mind, but
detaching from it and focusing on the client (1, 10)
Can eldercare be client-centered if adhering to time-tables is the priority? After all, the
one thing most older people have more than enough to share is time. Client–centered
work means giving it to them according to their individual needs. The adherence to time
tables is needed for certain activities, such as the administration of medication and
doctor’s appointments. Waking, sleeping, eating and other activities might well be built
around the client’s needs.
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4.4 The Pattern of Ethical Knowledge
According to Carper (1978 p. 29), “the moral code that guides ethical conduct of nurses
is based on the primary principle of obligation embodied in the concepts of service to
people and respect for human life”. However, “morality goes beyond simply knowing
norms or ethical codes of the discipline. It includes all voluntary actions that are
deliberate and subject to the judgement of right and wrong” (p. 29). The awareness of
moral dilemmas and what constitutes right and wrong and to take responsibility for
actions and decisions are aspects of Ethical Knowledge (Carper p.30). ‘Ethical
Knowledge’ was divided into ‘Moral’ and ‘Responsibility’. The chosen sub-categories
for ‘Moral’ are ‘Ambiguity’, ‘Judgement’ and ‘Reactions’. ‘Intentions’ and ‘Actions’
were selected as sub-categories for ‘Responsibility’.

Table 5: Effects of Mindfulness Practice on Ethical Knowledge

Ambiguity

“decrease in role-conflict”(10), “tolerating ambiguity, ambivalence and difficult feelings is healing” (1), “A positive sense of
control” (6), “acceptance” (1, 3, 5), “appreciate conflict of interest” (2)

Judgement

“raised levels of tolerance”, “less judgemental” (1, 2, 6, 9),
“raised awareness of a moral aspect of an issue” (2), “tolerance
increase” (8), “ability to realistically and accurately evaluate
circumstances” (10)

Reactions

”learned to experience events without unconsciously reacting to
them”, “less controlled by particular thoughts and emotions” (5),
“self-control”, “self-regulation” (2, 3, 5, 10), “own reactivity to
stressful events decreased” (9), increase in “emotional stability
and conscientiousness”(9), increase in “self-control” (4)

Intentions

”cultivating intentional compassion”(1), “skills and means to
modify stress reactions” (7), “awareness of one’s motives”(3), a
sense of “purpose and direction”(8), “evaluate beliefs and values”(8), “internal moral focus”(2), “valued upholding ethical
standards”(2), “purposeful state” (3)

Moral

Ethical
Knowledge

Responsibility
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Actions

“having more choices”, “more willingness to seek help and consultation”(1) , “high in mindfulness cheated less”(2), “taking
responsibility” (10) and “responsibility for own feelings”(8), “act
more reflectively than impulsively”(4), “conscientiousness increased” (9), “self-confidence increased”(4), “self-actualization”
and “autonomy”(6), “feeling of competence and mastery” (7),
“more assertive” (4)

4.4.1 Moral
It was observed that practitioners of mindfulness were “less controlled by particular
thoughts and emotions” (5) and had higher levels of “self-control” (4) and “selfregulation” (2, 3, 5, 10). Their “own reactivity to stressful events decreased” (9) with an
observed increase in “emotional stability and conscientiousness” (9), an “ability to
realistically and accurately evaluate circumstances” (10) and to “appreciate conflict of
interest” (2). A “raised awareness of a moral aspect of an issue” (2), “a positive sense of
control” (6) and a “decrease in role-conflict” (10) were noticed. An increase in
“tolerance” (8), “acceptance” (1, 3, 5) and being “less judgemental” (1, 2, 6, 9) were
further effects of mindfulness practice. Practitioners found that “tolerating ambiguity,
ambivalence and difficult feelings is healing” (1)

4.4.2 Responsibility
Responsibility was divided into ‘Intentions’ and ‘Actions’. “Taking responsibility” (10)
and “responsibility for own feelings” (8), an “awareness of one’s motives” (3), as well
as a sense of “purpose and direction” (8) were results of practicing mindfulness.
Exercising mindfulness provided practitioners with “skills and means to modify stress
reactions” (7), “evaluate beliefs and values” (8) and have means of “cultivating
intentional compassion” (1). There was “more willingness to seek help and
consultation” (1) and to “act more reflectively than impulsively” (4). Persons “high in
mindfulness cheated less” (2), had an “internal moral focus” (2) and “valued upholding
ethical standards” (2). A general “purposeful state” (3) was expressed. Practitioners of
mindfulness became “more assertive” (4) and realized they had “more choices” (1). As
a result of practicing mindfulness “conscientiousness” (9), “self-confidence” (4), “selfactualization [and] autonomy” (6) and a “feeling of competence and mastery” (7)
increased.

4.4.3 Discussion
In Carper’s theory (1978 p. 29) “service to people and respect for human life” are the
center of nursing ethics, which in turn influence personal, esthetical and empirical
knowledge. ‘Moral’ and ‘Responsibility’ have been chosen as the subthemes for ethical
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knowledge. Ethical knowledge enables caregivers to make decisions in the face of
ambiguity. It is about making judgments without being judgmental, as it is necessary to
be able to see other points of view and to keep an open mind in order to make a decision
based on any information given. Ethical knowledge allows the professional to be more
tolerant and non-judging of what they see, traits which seemed to be enhanced through
Mindfulness practice. (1, 2, 6, 8, 9)
A personal idea of what is right or wrong is essential to acting with integrity. However,
when caring for others, a personal ethic needs to be combined with the professional
ethic. The professional will have to be called upon making decisions. Mindfulness
allows for the realistic and accurate evaluation of a situation (10). At times this might be
taxing, as it also means having to take responsibility for the actions that follow. Clashes
between personal and professional ethics and policies can create conflict or ambiguity,
which can be appreciated (2) rather than seen as another obstacle. These do not have to
be ‘big’ issues. A caregiver might be aware of the importance of the client to choose
their clothes for themselves, but the client is slow and the caregiver under time pressure
and has no time to wait for a decision. Is it right to choose the clothes for the client
when they are perfectly capable of deciding for themselves? Many small issues can sum
up to a big problem. Here it might be important to detach and to remember that the
client is the true expert of their life. It is the caregiver’s responsibility to respect and
acknowledge the client’s needs and at the same time apply their empirical knowledge.
Mindfulness was found to increase intentional compassion (10) and raised self-control
in stressful situations (4, 9). Intention and motive are at the chore of any decision and
the factors that make a decision and action ethical. Schmidt (2004) suggests to
continuously ask oneself: “Why do I want to work in this profession?” And what is the
aim of my engagement in this profession?”
Ethical knowledge also includes the awareness that there are many ways of looking at
the world and the resulting “complexities of moral judgement” (Carper 1978 p. 30).
This becomes more important with the field of eldercare being increasingly multicultural. Caregivers and clients from different cultures might experience extra
challenges due to language difficulties and cultural differences. Team work can become
unnecessarily demanding and result in negative consequences for the client, if those
differences are not perceived and addressed. In times of conflict it is an advantage if
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colleagues are able to take responsibility for their reactions to stress (8) without taking
things too personally and talk openly about their difficulties and act “more reflectively
than impulsively” (4).
The way we perceive life depends on our attitude, which is the only thing we can
control. Instead of trying to change the status quo from the outside by complaining
about the employer or the policy makers, caregivers can change their perception of the
situation. “Role conflict is based on perception in other words it is a state of mind”
(Valentine p.457). This does not mean that caregivers should accept bad working
conditions and low pay, to the contrary. In order for elder care to change direction, it is
this author’s opinion that caregivers need to be empowered to act ethically and
responsibly. This also includes acting ethically towards oneself. Through practicing
mindfulness, caregivers can learn to take responsibility for themselves and their
working conditions (10), and to realise their choices (1). To act ethically, it is necessary
to be aware that there is an ethical issue at hand. If caregivers listen to themselves, look
out for discrepancies between their own ethic and their company policy, they have a
possibility to change their current reality.
Mindfulness training was shown to raise awareness of ethical issues. New ways of
doing often meet resistance, old patterns are as comfortable as old slippers, but they are
not always the best to walk in. Creating an organizational environment of mindfulness,
doing things differently, not getting stuck in routine but to be open and flexible, creating
an openness to change and client-centeredness, takes time, but it needs to start at some
point. Mindfulness was found to raise ‘self-actualization and autonomy” (6). It might be
necessary for all members of organizations to re-think their approach to elder care and
staff-welfare. One way of approaching change could be through the process of
‘Appreciative Inquiry’ (AI), which “is a way to create organizational change by
building on its most important asset, its people.” (Richer, Ritchie & Marchionni 2009
p.953) They report innovative ideas by nurses but point out that support from the
management was considered important by staff-members.
Making decisions requires responsibility, the ability to respond, rather than react. It is
based in our intention and motivation and the resulting actions. If our decisions and
actions match our internal idea of right and wrong, we act with integrity, and can take
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responsibility for our actions. As professionals in elder care we have more responsibility
than we might think.
“It is concluded that nurses and other health professionals can, by their professional caring or lack of
it, be powerful sources of empowerment or discouragement to those whom they are pledged to serve.”
(Halldorsdottir 1996 Abstract)

In the light of the Finnish National Framework (Ministry of Social Affairs and Health
2008, 2012) which has the aim to keep people in their own homes for as long as
possible, our visit and moment of presence might literally mean the world to an older
person who is living alone and unable to get out of the house. “Be the change you want
to see in the world.” Gandhi said. Mindfulness practice makes it possible to become
aware of what kind of change we want to see. It might even alter our idea of what this
change should look like and make us focus on changing ourselves, which in the end is
the only variable we can change.

4.5 Spirituality
A ‘side-effect’ found was an awareness of and a raise in spirituality (1, 4, 6, 8). Humans
are holistic beings, and their physical, emotional, intellectual and spiritual dimensions
need to be considered. Narayanasami et al. (2004) mention the possibility of despair and
depression in older people due to unaddressed spiritual needs. Some of the studies
analysed here found a rise in spiritual awareness following mindfulness meditation. The
caregiver’s openness to this topic is necessary to give clients the opportunity to express
themselves fully without being judged by the caregiver, regardless of what either one
believes. Spirituality was not considered as a part of the four patterns, since it was not
mentioned as such in Carper’s article but it is this author’s opinion, that spirituality is an
important aspect that needs to be addressed.
Scientists who research the effects of mindfulness agree on “the involvement of
sustained attention to the present moment” (Chiesa & Malinowski 2011 p.407) but a
precise and explicit definition of mindfulness and meditation that is all-encompassing
has not been found, and according to Chiesa and Malinowski, “may be impossible”.
This is reflected in the many different forms of MBIs, which have developed over the
years.
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Findings confirm that practitioners of mindfulness seem to show improvements and
overall benefits but it is not possible to find out what exactly happens, the specific and
non-specific effects remain unclear. Scientists wreck their brains, but the question
remains: What is the ‘magic’ ingredient, why does it work?

This bears the next

question: If it seems to work on a level that science cannot grasp, is it because it is the
spiritual aspect that science has tried to avoid like the devil avoids the holy water?
Kabat-Zinn called it “Buddhist meditation without the Buddhism […] and yoga” (2011
p. 294). His reason to take the somewhat spiritual aspect out of the equation was based
in what he considered the “serious risk that would have undermined our attempts to
present it as commonsensical, evidence-based, and ordinary, and ultimately a legitimate
element of mainstream medical care.” (Kabat-Zinn, 2011 p. 282) Yoga and meditation
at the time were strongly related to ‘New Age’ and therefore not perceived as
scientifically sound.
In their hospice study, Egan et al. (2011), found that spirituality was important to many
and that it is not religion. However, religion can be one way of expressing spirituality.
Spirituality means different things to different people. It may include (a search for): one’s ultimate
beliefs and values; a sense of meaning and purpose in life; a sense of connectedness; identity and
awareness; and for some people, religion. It may be understood at an individual or population level.
(Egan et al. , 2011 p. 321 )

Their study found that for some, Mindfulness was connected to spirituality through
expressed mindful actions and they quote two hospice workers:

‘if they take particular trouble about the way the meal tray is set up or make sure that there are flowers
in the room for somebody who hasn’t had any brought by visitors. I think that’s spirituality too’
(Melissa, 51, chaplain). Ida, a hospice nurse, talked often about ‘awareness and mindfulness’ (Ida, 45,
hospice nurse) within spirituality and spiritual care. (Egan et al. 2011 p. 316. )

A part of spirituality is the trust or belief in something despite there being no guarantee.
Flowers on a table can make a patient feel good. The action of putting them on the table
could be understood as an expression of Carper’s esthetic pattern or as plainly
considerate. It could be based on empirical knowledge gained about flowers and wellbeing or it could be perceived as a spiritual act. From a non-scientific view it does not
matter why the flowers make the patient happy. What matters is that they do.
Where science is looking for proof by dissecting and analyzing, spirituality is all
encompassing and believing. Just as qualitative and quantitative research, science and
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spirituality can accomplish each other. Both are needed and valid in their own right.
Every single person is capable of some form of mindfulness, rather than looking for
THE way, would it not be more helpful to accept that every person could find their
own? ‘All ways lead to Rome’ and ‘It’s the travel, not the destiny that matters’ are
platitudes but on some, maybe not a scientific level, they are true, especially for
heterogenic cohorts of older people.
Egan and al. (2011) suggest that a growing understanding of the breadth of spirituality,
and a growing number of caregivers who become more knowledgeable of its importance
and effects, can be a way to improve end of life care. Elder care is end of life care. Is it
time to bring the spirit back?

4.6 Implications
The implications of the findings lead to the second research question, ‘How can
mindfulness be applied in Eldercare?’ To answer it, one might ask: What is the purpose
of elder care? What is the philosophy of individual retirement homes and wards? What
is the aim of the individual professional? Do they match? Is the whole organization
working and acting according to their ethical principles? Do they have ethical
principles? Do staff members get sufficient training? In “Listening as embracing the
other: Martin Buber’s philosophy of dialogue”, Gordon (2011) proposes that to Buber a
dialogue meant having a connection here and now with an open mind and without any
agendas. This means just to be there and to listen without preconceived answers. He
proposes that good listening skills “can only be ‘‘learned’’ when one is aroused to pay
closer attention to oneself, to others, and to one’s relation to the world.” (Gordon 2011
p. 219) This is the case for caregivers as well as their clients. “Research suggests that
mindfulness training can serve as a viable tool for the promotion of self-care and wellbeing.” (Irving, Dobkin & Park p. 65)
Considering the findings and based on recommendations by other authors (Walach &
Loef 2012 ; Healy & Sharry 2011; Richards et al. 2010; Irving et. al 2009) it is
suggested to integrate mindfulness training into curricula of schools, high-schools and
colleges. Caregivers could use mindfulness techniques (Orken et al. 2010; Krasner et al.
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2009) and integrate their experience in the work with their clients (Christopher et al.
2010; Schure et al. 2008)
Taking all of these points into consideration, we would consider a comprehensive culture of
consciousness, involving a set of practices, the prime tool of which would be a meditation practice, as
an important component in a preventive program. (Walach & Loef 2012 p. 12)

Organizations have a strong influence on how nurses can cope with and reduce stress.
(Sandberg 2005; Richer et al. 2009) Of course nobody can be forced to become mindful,
but based on the findings it is suggested to organizations to provide an environment
conducive to the development of mindfulness and for their employees to be encouraged
to practice some sort of mindfulness and self-care. (Ruedy & Schweitzer 2011;
Valentine et al. 2010; Krasner et al. 2009)
As part of an organizational ethic, managers should meet their staff and clients on the
‘human’ level and be open to new ideas. This can be achieved by asking students in
practical training for ideas and honest feed-back, have open and honest exchange with
staff on team and individual level. If necessary, the aim and policies of the organization
might have to be (re)-defined, made visible and remembered. Inclusion and empowering
of staff in decision making through processes such as Appreciative Inquiry (AI), allow
for creating a work environment where everybody feels responsible and appreciated.
To reduce stress and burnout mindfulness practice could be provided as part of
organizational training. Becoming more aware of ourselves can help us realize why we
are stressed, annoyed or anxious. Sometimes a glass of water, sitting down and focusing
on one’s breathing might be all that is needed. A moment of silence as part of the
handover at the change of work-shift might be a possibility to start the day together as a
team and to leave the outside world behind, to focus on the work ahead.
As part of the caregiver’s empowerment and growing responsibility, it is suggested that
caregivers are made aware that every single caregiver is responsible for the overall wellbeing of themselves, their clients and their work-environment. Any conflicts that arise
throughout the day have their root in our perception of things. Not eating or drinking
enough because of ‘no time’ has stressful effects on the body and mind. Suggestions for
self-reflective questions can be found in Appendix 3.
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The multi-professional approach in elder care aims to take into account the different
needs of clients. This author believes that it is necessary for every professional to
consider the whole person, not only in regards to their own field of expertise. Rather
than objectifying the client and working through the routine of the day, the professional
needs to be open to the client. Carper (1978 p.28) suggested considering “The
individual […] as an integrated, open system incorporating movement toward growth
and fulfillment of human potential.”
“Growth and fulfillment of human potential” are words of hope. How can an old, fragile
person grow? How can someone who has lived ninety years further fulfill their
potential? They have lived a long life and they are the experts of their own lives. They
know their answers. Maybe all we need to do is to be present to them, listen to and
respect them. Schmidt (2004) depicts the role of mindfulness in a healing environment
and argues that the inner attitude of the carer is helping in creating an optimal healing
environment for the client. Maybe an old person can no longer be healed physically but
by meeting them mindfully, and thus creating hope, they may have a possibility to heal
emotionally. (Schmidt 2004)
As part of the morality Carper advocated, which “includes all voluntary actions that are
deliberate and subject to the judgment of right and wrong” (1978 p.29), caregivers are
invited to consciously give time and to be kind and patient in dealing with their clients.
Keeping an open mind, applying the four patterns of knowing to work, remembering to
be gentle to oneself and others , and to take responsibility for one’s environment and
actions are ways to apply mindfulness. A little stop there and then to breathe and to
detach from a situation can do wonders in avoiding more serious physical and mental
conditions.

5 CRITICISM
Selling mindfulness as a commodity implies there is a desirable result that can be bought, and this
underlying assumption of gaining results goes against an important feature of most Buddhist
meditational training: that of learning to let go of aspirations or expectations. (Plank 2010 p. 53)

This “underlying assumption” is an aspect of this paper that needs to be looked at
critically. By looking at the effects and aims of mindfulness practice, it is assumed to be
means to an end. By focusing on what can be achieved through mindfulness, it can be
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easily overlooked that mindfulness, not its effects, is the original purpose of
mindfulness.
Malinowski (2008 p. 161) argues that in order to justify the label ’mindfulness-based’,
”major theoretical and conceptual developments are required, before the efficacy of
such measures can clearly be established.” Overall, there is strong scientific evidence,
that the cultivation of mindfulness has various positive effects on practitioners and their
relationships with themselves, others and their environment. This author’s preference
for qualitative research shows in the lack of quantitative features of the findings, such as
more detail of correlations, or the number of occurrences of a statement.
This author’s personal experience with different forms of meditation and the subjective
understanding of its benefits prior to writing this paper, can confirm the findings.
However, as a result of gained self-knowledge and its effects over the years, a possible
bias towards the pattern of ‘Personal Knowledge’, resulting in a higher frequency of
findings for this pattern, cannot be excluded.
It was found that the main focus of empirical enquiry in regards to mindfulness is on
MBSR and MBCT. Those and other MBIs are one way of approaching a mindful
attitude. However, there are many different ways to achieve a mindful state of
consciousness (Dane 2011). Plank (2010 p.53) raises the issue of “a colonisation of the
mind”, whereby focusing research on particular aspects of mindfulness, other avenues
are not explored. This author believes that a central theme of mindfulness is to be openminded, present and detached. An exclusive focus on one particular way of achieving
mindfulness seems to be a contradiction in terms.
Evidence based MBIs have their root in the Buddhist tradition and they have been found
to be helpful for all kinds of physical and psychological problems. However, the
western medical approach to this eastern philosophy has removed the spiritual aspect.
Whereas in Buddhist communities, as part of Buddhist tradition, teachings are given
freely, MBSR courses are usually expensive and therefore only easily available to those
who have the financial means (Plank 2010). It is useful to keep in mind that “Without a
clear understanding of mindfulness, secular interventions using the name “mindfulness”
can easily degenerate into mere stress reduction.” (Cullen 2011 p. 192). No matter what
the path chosen, the disciplines that are to change our long-held perceptions and
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opinions are not of the instant variety and need the commitment to self as it is proposed
by Carper as part of self-knowledge.
Skills need to be exercised to be developed. For mindfulness, it seems that that the most
important factor is the continuity of practice, as it is for any competence if the aim is to
integrate it into one’s life. A Meta search on Nelly combing search terms ‘mindfulness’
AND ‘long-term effect’ (20.8.2013) yielded 3486 results. However, in this work, only
one study (1) reported long-term evidence for the effects of mindfulness. This is
probably due to the narrow search window, which used the four patterns of knowing
and did not look for long-term effects.
Overall, it could be argued that the search brackets were defined too narrowly which
resulted in restricted findings. The same is true for the defining of categories and their
subsequent evaluation and interpretation. On the other hand, it could be argued that the
frame of reference was not narrow enough, that it was not possible to get into the
subject matter.
The studies examined were all written in English with a predominantly Anglo-American
background. North American findings need to be adapted to different European cultural
settings. A growing culturally diverse workforce makes acknowledgment of cultural
differences imperative in the field of elder care. The same is true for cultural differences
between age cohorts of the same country and culture. However, it is this author’s
opinion that a combination of today’s rapid information exchange and mindfulness
practice could be an opportunity to narrow the gap between cultures and generations.

6 FINAL DISCUSSION AND CONCLUSION
The aim of this paper was to look at the effects of mindfulness and how it could be
applied in eldercare. Three main reasons were suggested as motivations for change in
elder care: Demographic change, resulting in a low caregiver ratio, the generation of
baby boomers being more demanding than earlier generations and work-related stress
leading to illness and high staff turn-over.
Carper’s (1978) four patterns of Knowing (Empirical, Personal, Esthetical, Ethical)
were applied as the theoretical framework. The findings show that all four patterns of
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knowing were enhanced through the training and application of mindfulness. Empirical
knowledge tells us that our life-style affects the way we are ageing. This is not only true
for physical exercise and diet, but also for mindfulness. Walach & Loef (2012)
hypothesize that education in mindfulness and meditation might affect and even prevent
the development of Alzheimer’s disease. They argue that today’s information overload,
the constant activation of certain parts of the brain and the resulting lack of capacity
result in stress, burnout and memory-loss.
The empirical knowledge we have about mindfulness is worthy of introducing further
into elder care for two reasons: The first motive for inclusion of mindfulness practice in
the workplace is for the sake of the caregivers’ health. The findings showed that
mindfulness practices alleviate many symptoms related to stress (1, 2, 3, 4, 5, 6, 9, 10)
and burnout (6, 9) and lead to increased well-being (2, 3, 5, 9). Secondly, open minds
are needed in the wards of hospitals, elder care homes and assisted living facilities, to
stay receptive to new knowledge, instead of becoming complacent, saying, ‘We have
always done it like that.’ This in itself is not a problem, but as it was seen in the
introduction, the field of elder care has a problem. As long as we keep on doing what
we have always done, we will be getting what we have always gotten. Making use of
the pattern of empirical knowledge also includes applying it where it is needed.
Personal knowledge was considered “essential” by Carper (p. 27) but she pointed out
that “One does not know about the self; one strives simply to know the self” (Carper
1978 p. 28). The findings presented here suggest that mindfulness and mediation can be
considered forms of striving towards knowing the self, as self-awareness and the
relationships with others were enhanced through practice of Mindfulness.
Personal Knoweldge feeds into ethical knowledge because it “includes all voluntary
actions that are deliberate and subject to the judgement of right and wrong.” (Carper
179 p. 29). It was found that Mindfulness practice enabled practioners to detach from
challenging situations, to appreciate conflicts and to be able to judge situations with an
open mind. Based on the detachment, reactivity lessened which had an effect on
intentions and actions. Whatever we do, our thoughts and actions have a rippling effect
on our environment and in turn we will benefit from it in the future. The idea of
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accepting and appreciating differences and acting accordingly is expressed in the
univeral golden rule “Do unto others as you would have them do unto you”.
Normally we interpret the golden rule as telling us how to act. But in practice its greater role may be
psychological, alerting us to everyday self-absorption, and the failure to consider our impacts on
others. The rule reminds us also that we are peers to others who deserve comparable consideration. It
suggests a general orientation toward others, an outlook for seeing our relations with them. At the
least, we should not impact others negatively, treating their interests as secondary. (Puka 2010,
Common Observations and Tradition)

Work with older people requires all four fundamental patterns of knowing: selfknowledge, empirical knowledge, a professional ethic and a sense for esthetics. Esthetic
knowledge could be considered the glue that joins the other patterns together. It is
expressed in presence and flexibility. Presence enables to see beyond the obvious and
flexibility makes it possible to respond accordingly. Findings suggest that esthetic
knowledge was enhanced through mindfulness practice and makes it possible for
caregivers to respond to individual situations, to give what is needed at this moment in
time and to express empathy. As needs vary from person to person, a multi-professional
approach is currently practiced and it is proposed that the application of the patterns
does not need to be confined to nurses but can be expanded to all professional groups
dealing with older people.
It was found that practioners of mindfulness had a raised awareness in regards to their
own spirituality. Spirituality is an aspect of human life that does not seem to fit into
scientific paradigms. In this author’s view science is one way of making sense of life.
Spiriutality is another way. Rather than creating a dichotomy of either/or, it is suggested
to allow them to stand next to each other and to accept that both have a purpose in their
own right.
Even though studies and findings relating to mindfulness based interventions do not
always report statistically significant data, the overall self-reported increase of wellbeing and reduction of stress is worthy of consideration. Demographic change and a
growing assertiveness amongst the older generations are facts that need to be accepted.
The question, whether continuous saving and low-staff policies in elder care should be
accepted or challenged by professionals and clients, is worth asking. Considering the
lack of staff and time and the importance of social interaction to well-being, one must
ask: Is it really wise to aim for older people to stay at home for as long as possible? Is it
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time for new models of ageing? Maybe practice of mindfulness could bring innovative
answers to these questions.
Work-related stress as a consequence of the current reality is the only factor that can be
controlled by individual caregivers and managers. The findings have shown that
cultivating mindfulness in some form or another gives practitioners tools to deal with all
kinds of stressors, mainly by slowly learning to detach and to look at life and work from
a different perspective. Mindfulness is not a quick-fix and it is not a wonder weapon but
it can enable caregivers to learn to listen to themselves, and to be present for their
clients in a way that is respectful and satisfying to both. Even if we do not think of the
clients today, we can think of the personal benefits and effects on our own lives today
and in the future.
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8 APPENDICES
Glossary
MBI – Mindfulness Based Intervention
MBSR – Mindfulness Based Stress Reduction (Kabat-Zinn 1982)
MBCT – Mindfulness Based Cognitive Therapy (Teasdale et al. 2000).
MBEC – Mindfulness Based Elder Care (McBee 2008)
FMI - Freiburg Mindfulness Inventory (Buchheld, Grossman & Walach 2001)
KIMS - Kentucky Inventory of Mindfulness Skills (Baer, Smith and Allen 2004)
CAMS - Cognitive and Affective Mindfulness Scale (Feldman, G., Hayes, A., Kumar,
S., et al. 2007)
MAAS - Mindful Attention Awareness Scale (Brown & Ryan, 2003)
FFMQ - Five Facet Mindfulness Questionnaire (Baer et al. 2006)
TMS - Toronto Mindfulness Scale (Lau et al. 2006)
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Appendix 2
Example of Elimination process on Article ‘4’ drafts ‘1’ and ‘16’
Draft 1

Draft 16

Appendix 3
Suggestions
Additional to physical mindfulness - exercises and mediations, caregivers, managers
and other employees may ask themselves following, by no means exhaustive, selfreflective questions as part of a group exercise or yearly appraisals:
Empirical Knowledge:
Questions:
Do I need more training? / Is there a specific topic relating to elder care that interests
me? / Am I informed about latest research? / Do I know how to deal with clients who
have dementia, Parkinson’s, Diabetes? Where do I have my knowledge from? Am I
open to new findings? / Do I ever say: 'This is how we have always done it.'?
Suggestions:


Someone in the team could find out about the latest research and bring their
findings into the next team-meeting.



In-house training possibilities for staff members

Self-knowledge
Questions:
Do I know my physical, mental and emotional limits? / What are they? / Where do I
draw the line? / Am I generally patient or do I easily lose my temper? / What do I like
about my job? / What don’t I like? / Why is this person getting on my nerves? / Why
don’t I like to care for a particular client? / Why do I prefer this client? / Considering
that other people are my mirror, can I see something in them, that I cannot see in
myself? / Do I have compassion for myself? / Do I judge myself harshly? / Is the glass
half full or half empty? / How do I relate to others, to my environment? / ‘What do I
think about my colleagues, clients, and superiors?’ /‘How do I talk about them? How do
I relate to them? / Why do I want to care for older people? / What are my motives? / Is

this really what I am good at and what I want to do, or is this the only job available? Do
these questions annoy me? / What could the reason for my annoyance be?
Ethical knowledge:
Questions:
Is my way of working with clients ‘right’? /Do I ever feel a conflict? / In which
situations do I feel a conflict between my actions and my idea of what is right or wrong?
/ How could the conflict be overcome? / What could I do to feel better about my work
situation? / What could I do to overcome the conflict?
Since it seems necessary to make elder care more client-centered, it might also be
required to detach from strict timetables. The question is:
Whose timetable is it?/ What is important?/ Is it possible that priorities need to be
reconsidered?/ Who dictates timetables in our center or home for the elderly?/ Has
anybody asked the client whether they want to get up early or sleep in late?/ What
about meals? Am I sure the client likes porridge for breakfast today? / Do I eat the same
breakfast every day? / Can I imagine eating it for the rest of my life? / Do I remember to
ask the client each time or do I make assumptions?
Estethical knowledge
Questions:
How do I greet the client in the morning/the first time I meet them?/ Do I smile?/ Do I
ask them how they have slept?/ How they are?/ Do I listen to their answer? / Do I care?/
Do I feel empathy? / Can I relate to their feeling?/ Do I take time to be present?/ Can I
be present? Is it difficult for me to stay present? Can I listen to the client? / Do I ask the
client for what they need?/ Do I let the client choose their clothes?/ Do I move in a
hurried way?/ Do I tidy up any clutter?/ Water flowers? / Wash the dishes? / Am I
patient and kind?

