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a recent survey found that 60% of general practitioners 
wanted educational material to help in the management of 
stress, and that 28% of those seeking education were 
experiencing significant levels of stress.1

 
A national survey of Australian GPs found that work was the major 
stressor in GPs’ lives. One in eight (12.8%) GPs surveyed had 
scores indicative of severe psychiatric disturbance. Fifty percent of 
respondents had considered leaving their current workplace and 53% 
had considered abandoning general practice because of occupational 
stress. Those who had considered leaving their current workplace or 
careers were also more likely to be moderately or severely stressed.2

 Concerning the issue of stress in the medical profession, Riley 
states: ‘The issues of health and wellbeing of doctors – self care, 
stress management and so on – should be... kept on the agenda 
in continuing professional development programs’. He goes on: 
‘We must be better prepared as individuals and as organisations 
to respond to the early signs of distress... accordingly, relevant 
professional organisations need to devise and become familiar with 
pathways for responding’.3

 Stress management interventions such as meditation have been 
identified as simple yet potentially effective health promotional 
strategies that can make a significant contribution to improving 
general health, beyond that of simply addressing the immediate 
impact of work stress.4 Meditation is a particularly important 
stress management skill because, once taught, it can be practised 
independently, and at will, to both reduce acute stress and serve as a 
buffer against ongoing and chronic stress.5

 Meditation is widely perceived as an effective method of 
reducing stress and enhancing wellbeing. In Australia, a survey of 
the general community (n=1033) found that 11% of respondents 
had practised meditation at least once.6 The Australian community 
survey found that 29% of Australians found prayer to be a source 
of peace and wellbeing, while 24% used meditation for the same 
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using meditation for less stress 
and better wellbeing
A seminar for GPs

Background
General practitioner stress is a recognised problem for which 
meditation is a potential intervention. The aim of this project was to 
evaluate the feasibility, acceptability and effectiveness of an initiative 
to train GPs in a set of evidence based meditation skills.

method
General practitioners attended a seminar comprising a 1 hour lecture 
on GP wellbeing, a 45 minute session on meditation, meditation 
skills practise in groups with an experienced instructor, a larger 
group review and the provision of take home kits. At the seminar’s 
conclusion, GPs were offered the option of meditating at home 
twice daily. Measures were taken before and after the seminar and 
after 2 weeks home practise. The measures included the Kessler 
Psychological Distress Scale – 10 (K10), personal experience rating 
by visual analogue scale, and diary card.

results
A total of 299 GPs attended the seminar, from which 293 provided 
visual analogue scale on the day. Pre- and post-K10 data was 
provided by 111 GPs. The mean pre-K10 score for these GPs was 17.2 
(SD: 5.67); the post-K10 score was 14.7 (SD: 3.92), with 25.1% of the ‘at 
risk’ participants moving to the ‘low risk’ category. Mean compliance 
with meditation was 79.5%.

Discussion
A meditation workshop for GP wellbeing is practical, feasible and 
appealing to GPs. Quantitative feedback from the workshop indicates 
its potential as an effective mental health promotion and prevention 
strategy. 
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purpose.7,8 Interestingly, Kaldor reports some psychophysiological 
differences between prayer and meditation,6 while Benson has 
suggested that meditation can be practised without need for change 
in religious affiliation.9

 Health professionals are also enthusiastic about meditation, 
despite a lack of formal education about it. A survey of Australian 
GPs in 2000 found that almost 80% of respondents had recommended 
meditation to patients at some time in the course of their practice, 
despite the fact that only approximately 30% had had any type of 
education about it.10 A more recent formal survey by Cohen et al11 
in 2005 found that 56% of GPs would like to receive some form of 
training in meditation skills.11

 It is unclear however, whether or not such a meditation based 
resource, when implemented in the ‘real world’, would be feasible or 
effective for GPs as a stress reducing, wellbeing enhancing strategy.
 The aim of this project was to evaluate the feasibility, 
acceptability and effectiveness of an initiative to train GPs in a set 
of evidence based meditation skills. The project was based on the 
findings of the Meditation Research Programme (MRP) at the Natural 
Therapies Unit of the Royal Hospital for Women in Sydney.12 The 
MRP has been involved in the systematic evaluation of a ‘mental 
silence’ orientated form of meditation and subsequent development 
of delivery strategies for consumers, patients and professionals since 
1998. A rigorous randomised trial of this approach, when compared 
to an active control, demonstrated significant effects on measures 
of work related stress, anxiety and depression.13 Other trials of the 
same approach have demonstrated promising effects in depression/
anxiety,14 asthma15 and epilepsy.16,17 The technique evaluated by the 
MRP is called ‘Sahaja yoga’ and it is typified by the experience of 
mental silence.12

method
The seminar was advertised broadly to the GP community through 
a brochure distributed via medical newspapers and direct mail. It 
comprised a 1 hour lecture on GP wellbeing issues followed by a 
45 minute lecture on meditation and its potential benefits. This 
was followed by a guided meditation session for the entire group. 
Delegates then broke up into smaller groups of approximately 25–30 
to revise and expand the skills they had learnt, with the aim of 
enhancing the mental silence experience. Each group was facilitated 
by an experienced meditation instructor. After the workshops, 
participants reassembled in the auditorium for a further meditation 
session, which was followed by concluding comments and questions. 
Each participant was given a home practise kit which included a 

meditation CD (developed as part of the MRP’s clinical trials), an 
instruction card, a diary, the K10 questionnaire and a candle.
 Participants had the option of undertaking further structured home 
practise consisting of twice daily meditation for 2 weeks, which 
they would record on the diary card. Participation in the seminar 
alone qualified GPs for Category 2 CPD points; the 2 week home 
practise tasks (based on diary card and post-task questionnaires) 
were considered an active learning module (ALM) and qualified 
participants for Category 1 CPD points. 

measures

Kessler 10 Psychological Distress scale
The Kessler Psychological Distress Scale – 10 (K10) questionnaire was 
completed at the beginning of the seminar (the ‘before’ assessment) and 
at the end of the 2 week home practise session (the ‘after’ assessment). 
Consisting of 10 questions that appraise psychological distress, the K10 
questionnaire has been used in a number of population health surveys 
in Australia.18,19 The National Health and Wellbeing survey in 2001 used 
the K10 as a measurement tool to identify segments of the population 
at risk of developing mental illness. The categories are based on work 
by Andrews and Slade19 and comprise ‘low’, ‘moderate’, ‘high’ and 
‘very high’. The last category represents the portion of the population 
previously found to meet diagnostic criteria for clinical depression and 
anxiety requiring professional help. 

Personal experience rating by visual analogue scale

At the end of the seminar, participants rated the degree to which 
their experience of ‘mental activity’, ‘calm and peacefulness’ and 
‘stress tension’ had changed compared to usual, using a specifically 
developed visual analogue scale (VAS). 

the rAcGP learning objectives survey

A compulsory part of the continuing professional development (CPD) 
process, The Royal Australian College of General Practitioners 
(RACGP) learning objectives survey provides feedback on participant 
perceptions of the educational effectiveness of the initiative.

Diary card

Using a diary card, participants indicated how often they were 
meditating. They also rated their experience of mental silence on 
a scale where 0 represented their usual level of thinking and 10 
complete inner silence.

results
Participation and response rates are summarised in Table 1.

K10 scores

Using the same standardised risk categories described above,  
46.2% of the GP sample was in the low risk (ie. normal) category. 
Australian population norms show 64.3% of people in this  
category20 – a statistically significant difference (p<0.01). 
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the intervention was successful in targeting those GPs who needed 
assistance. The substantial change in the number of GPs in the at 
risk categories at the end of the initiative is clinically significant, 
suggesting that the intervention has practical potential.
 The correlations between K10 scores and self rated mental silence 
provide some support for the notion that mental silence is of specific 
importance to the beneficial effects of the seminar. 
 Both the personal experience ratings and the learning objectives 
survey indicate that the experience was constructive and perceived 
as successful in upskilling and educating GPs on how meditation 
may be useful. This study, along with the other published studies, 
demonstrates that regular meditation can empower participants to 
pursue and maintain higher levels of wellbeing. Therefore, meditation 
has considerable potential both as a mental health promotion strategy 
and as a primary prevention strategy for those identified as suffering 
from mild to moderate psychological distress and who are therefore 
at risk of further deterioration. Logically, the potential benefits of this 
type of initiative are relevant to all health professionals.
 In fact, GPs’ patients may well be a reasonable target for 
interventions such as this. Overseas studies estimate that up to 40% 
of patients presenting to GPs are psychologically distressed.21–23 The 
majority (50–70%) of general practice consultations feature stress 
related issues,24 which makes medical practitioners, and especially 
GPs, the first point of contact for most people who are psychologically 
distressed.25–28 Cohen’s 2005 survey11 reported that if the topic 
of meditation is raised by a patient, 65% of GPs would actively 
encourage them to pursue it. The survey also reported that 9% of 

 Of the GPs who attended the seminar, 111 completed the home 
based meditation tasks and provided pre- and post-K10 data. Analysis 
showed that the mean pre-program K10 score was 17.2 (SD: 5.67), and 
the post-program score 14.7 (SD: 3.92). Using the Australian Bureau 
of Statistics risk categories, 46.3% of this sample was in the low risk 
category at the beginning of the skilling program. At the end of the 2 
week home based program, 71.4% of the sample was in the low risk 
category, meaning that one-quarter (25.1%) of the at risk participants 
had improved sufficiently to shift into the low risk category. This 
difference was significant using McNemar’s test (p<0.001). The mean 
improvement of the at risk group’s K10 score was 20%.

Personal experience ratings

At the end of the seminar, 293 of the total 299 GP participants (98%) 
provided VASs that were suitable for inclusion in analysis. The results 
are summarised in Table 2.

Diary cards

Participants returned 163 diary cards, which showed day 1 compliance 
was 84.4% and day 14 compliance 77.4% (mean 79.5%).
 The mean mental silence rating on day 1 was 4.5 (SD: 2.3); on 
day 14 it was 6.3 (SD: 2.3), an improvement of 40%. A paired t-test 
indicated that this was significant (t=12.9, df=160, p<.001).

learning objectives survey

Feedback was very positive, with 98.8% of the 151 respondents 
indicating that their learning needs had been fully (54%) or partially 
(45%) met, and 97.5% indicating that the event was fully (56.0%) or 
partially (41.5%) relevant to their medical practice. 

Relationship between mental silence experience and workshop 
outcomes

The relationship between participants’ self reported experience of 
‘mental activity/silence’ in the VAS and their self reported experience 
of ‘calm/peaceful’ and ‘tension/anxiety/stress’ VASs was strong and 
highly significant, such that the more that participants’ mental activity 
moved toward the silent state, the more calm/peaceful (Spearman’s 
rank correlation test r=0.78, p<0.001) and the less tense/anxious/
stressed they felt (r=0.70, p<0.001). 
 In the diary card data, a significant relationship between self 
rated mental silence and K10 score at day 1, the day of the seminar 
(Spearman’s r=–0.36, p<0.001) and at day 14 (Spearman’s r=–0.25, 
p<0.01) was evident, such that a higher level (a higher self rated score) 
of mental silence was associated with a lower level of psychological 
distress (a lower K10 score). Among those GPs who rated the event 
highly there was a significant positive relationship between the change 
in mental silence rating and change in K10 score (r=0.26, p<0.05). 

Discussion
Kessler 10 scores indicate that the GPs who attended the event 
were experiencing high levels of psychological distress and that 

Table 2. Change in qualitative experience as measured by visual analogue scores

Experiential  
factor

Any 
improvement

more than 50% 
improvement

more than 75% 
improvement

Mental silence 93% 40% 12%

Calm and 
peacefulness

96% 53% 23%

Stress, tension, 
anxiety

93% 46% 22%

Table 1. Participation and response rates

Category of participants Response 
rates (n)

Total medical practitioners participating (GPs, specialists, 
junior medical officers)

318

GPs 299

GPs who provided VAS data at the beginning of the workshop 293

GPs who completed baseline K10 questionnaire at the beginning 
of the workshop

283

GPs who completed both ‘before’ and ‘after’ K10 questionnaires 111

GPs who claimed CPD points 214

GPs who did the take home tasks (ALM) and earned Category 1 
CPD points

163
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Volunteer meditation instructors: Dr Greg Turek, Robert Hutcheon, Paul and 
Colleen Keatley, and Robert Henshaw from Sahaja Yoga Australia. Sponsors: 
Jim Shelton, Ampco; Suzanne Coutinho, Australian Doctor; Displaycom; 
Healthed; Amit Vohra, GPRA. 
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GPs suggested this course of action in their practice at least once 
per week, with 56% suggesting it at least once per month. Given 
this evidence, publicly accessible workshops, based on the model 
evaluated above, are a potentially useful referral pathway for primary 
health professionals.

implications for general practice
•	A	 low	 cost,	 nonprofit	 meditation	 workshop	 for	 GP	 wellbeing	 is	

practically feasible and appealing to GPs. 
•	A	meditation	workshop	for	GPs	has	potential	as	an	effective	mental	

health promotion and prevention strategy. 
•	Given	 the	 increasing	 attention	 on	 the	 issue	 of	 GP	 stress	 and	

wellbeing, meditation represents an important addition to GPs’ self 
care resources. 
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The School of Public Health and the Department of Community and Family Medicine are
committed to assisting in the development of health systems, education and research in the
region.  In view of the increasingly important discussion of reforms to the interface between
community based care and public health within the healthcare system, the School and the
Department are now jointly looking for professionals to fill the post of Assistant Professor
(Clinical). Further information about the School and the Department is available at
http://www.sph.cuhk.edu.hk/cms and http://www.cuhk.edu.hk/med/cmd/index.html respectively.

Applicants should have (i) a medical qualification (approved for registration with The
Medical Council of Hong Kong); (ii) a professional qualification in family medicine (e.g.
FRACGP, FHKCFP, MRCGP or equivalent); (iii) experience in public health or community
services; and preferably (iv) good leadership and teaching skills. Main duties include (a)
developing and participating in independent and/or collaborative research projects; (b)
undertaking teaching and clinical duties; (c) supervising and coordinating course
development for undergraduate/postgraduate programmes.  The appointee will be appointed
jointly in the School of Public Health and the Department of Community and Family
Medicine. Appointment will normally be made on contract basis for up to two years initially
commencing as soon as possible, leading to longer-term appointment or substantiation
later subject to mutual agreement. Applications will be accepted until the post is filled.

Salary and Fringe Benefits
Salary will be highly competitive, commensurate with qualifications and experience. The
University offers a comprehensive fringe benefit package including medical care, plus a
contract-end gratuity for an appointment of two years, and a monthly fixed-sum cash
allowance and a housing subsidy for eligible appointees.

Further information about the University and the general terms of service for appointments
is available at http://www.cuhk.edu.hk/personnel. The terms mentioned herein are for
reference only and are subject to revision by the University.

Application Procedure
Please send full resume, copies of academic credentials, a publication list and/or abstracts
of selected published papers together with names, addresses and fax numbers/e-mail
addresses of three referees to whom the applicants’ consent has been given for their
providing references (unless otherwise specified), to the Personnel Office, The Chinese
University of Hong Kong, Shatin, N.T., Hong Kong (Fax: (852) 2603 6852).  The Personal
Information Collection Statement will be provided upon request.  Please quote the reference
number and mark ‘Application - Confidential’ on cover.

[Note: The University reserves the right not to fill the post or to fill the post by invitation.]
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