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Abstract

Objective Burnout is a prolonged psychological response to a longstanding interpersonal stressor at work. It can progress to
other mental illnesses, such as anxiety and depression. In today’s society, burnout has become widespread, and it is currently
a serious challenge in health systems. This study intended to investigate the impact of mindfulness training on burnout and
depression, anxiety, and stress of nonmedical staff in a hospital in Shiraz-Iran.

Method Fifty nonmedical staff in a Shiraz-Iran hospital were enrolled in this two groups’ randomized controlled trial. The
intervention group was trained by a modified mindfulness-based stress reduction (MBSR) program, and the control group
received no intervention. The outcome was assessed by the Copenhagen burnout inventory (CBI) and DASS-21 questionnaire
on three occasions including before TO, immediately after T1, and 3 months after the intervention T2.

Results Comparing the score changes between intervention and control groups showed that the reduction of work-dis-
taste-related burnout, client-related burnout, anxiety, and stress scores in the intervention group was significantly more than
in the control group in the time interval from TO to T1.

The scores in the intervention group in three subscales of CBI, including work-characteristic-related burnout, work-dis-
taste-related burnout, and client-related burnout, decreased significantly immediately after the training (T1) compared to
before (T0). Also, the scores did not change significantly after 3 months following training.

Conclusions Mindfulness training can be used as an effective way to improve occupational burnout, anxiety, and stress
in occupations other than health professionals. Its effect is stable for at least a few months. It is recommended that future
studies focus on investigating the feasible way to integrate this training into the working environment. Forthcoming studies
should also determine whether the impact of this intervention will last longer and find possible ways to extend its influence.
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Introduction

The term “Burnout” was first introduced by Freudenberger
in 1974. This syndrome is caused by prolonged stress at
work and consuming too much energy, effort, and resources
which gradually lead to a change in psychological sta-
tus (Peterson et al. 2008). It is a prolonged psychological
response to a longstanding interpersonal stressor at work.
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Maslach described dimensions of burnout as emotional
exhaustion, depersonalization (negative reaction, devoid of
feeling and with excessive indifference to service recipients),
and decreased personal efficacy (Maslach and Leiter 2006).
This psychological response to stress leads to a decreased
sense of competence and success in the professionals, and
it is more common in human service employees (Peter-
son et al. 2008). In today’s society, burnout has become
widespread and has taken over all aspects of people’s lives
(Grunfeld et al. 2000), and is currently a serious challenge
in health systems (Mahmoud and Rothenberger 2019). Burn-
out is a spectrum that begins with occupational and mental
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well-being and progresses to burnout as the stress process
increases and prolongate and finally leads to anxiety, depres-
sion, and even suicide (West and Shanafelt 2007).

This syndrome is contagious, meaning that a person with
burnout can soon influence a group of co-workers. Nega-
tive feelings of colleagues can be transmitted to each other
through interpersonal communication (Meredith et al. 2020).
For this reason, and due to the destructive effects that burn-
out can have on individuals’ mental health, productivity, and
performance, getting acquainted with practical ways to deal
with stress and overcoming burnout can help improve mental
health and increase the effectiveness of human resources
(Binkley and Levine 2019). It is also necessary to identify
and prevent its spread and acceleration in organizations
(West et al. 2018).

Human resources are one of the most critical factors
in health services in health sector development programs
(Kazemian et al. 2014). Therefore, it is essential to pay
attention to improving their performance. Hospitals usually
account for about 50-80% of the health sector budget, and
many professional and specialized personnel work in these
large organizations (Abolhalaj et al. 2009). These organi-
zations can be dangerous work environments. The hazards
include not only exposure to a variety of toxins and chemi-
cals or infectious agents but also work-related stress and
tensions (Aziz et al. 2021). Working in hospitals can cause
burnout, depression, and anxiety in hospital staff due to the
high workload and interaction with many clients (Akbari
and Kokabi 2011).

One method investigated to reduce burnout, and psycho-
logical stress is mindfulness-based stress reduction (MBSR)
(Potter 2018). There are various definitions for mindful-
ness, but generally, it means awareness through focusing
on certain objects and being present in the moment in a
nonjudgmental manner (Kabat-Zinn 2009). These objects
can be internal psychological states (focusing on images or
thoughts), breathing or body position, or external stimuli
(such as eating). The core of the mindfulness theory origi-
nates from Buddhism, which states that the root of all stress
and mental problems is due to people’s judgment of various
phenomena by dividing them into good or bad experiences.
Therefore, a healthy mind can be achieved through practic-
ing to accept each moment without any judgment (Nyklicek
and Kuijpers 2008).

MBSR is a mindfulness-based program that has been used
to help people with pain or a wide range of problems that
are not suitable to be treated in a hospital setting. Professor
John Kabat-Zinn developed the program at the University of
Massachusetts Medical Center in the 1970s. A combination
of mindfulness meditation, body awareness, and yoga was
used in the MBSR program to help people increase mental
awareness (Kabat-Zinn 1982; Pickert 2014). Classic MBSR
is a standard mindfulness training program that consists of
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8 weeks of group training sessions with 2—3 h duration once
a week, 45 min of practice at home for 6 days/week, and a
retreat session (7 h of mindfulness training) (Kabat-Zinn
and Hanh 2009).

Modified versions of the MBSR program have been used
in several studies instead of classic MBSR to make it practi-
cal for implementation (Cheung et al. 2020). This training
program can reduce stress and improve the quality of life,
but does not prevent or treat the underlying disorder (Medi-
tation 2018)

Since its inception, the program has shown its impact
on various psychological factors, including sleep qual-
ity, depression, anxiety, and quality of life, in many stud-
ies (Janssen et al. 2018; Rusch et al. 2019), but some have
shown an equivocal effect on depression and anxiety (Tone-
atto and Nguyen 2007).

A systematic review study in 2018 examined clinical tri-
als which investigated the effectiveness of the MBSR pro-
gram and mindfulness-based cognitive therapy (MBCT) on
employees. Overall, 23 studies were included in the review,
of which 17 were of medium-to-high methodology qual-
ity. The results of studies suggested that MBSR may help
improve employee psychological performance. However,
due to the small number and quality of studies, it is impos-
sible to draw accurate conclusions about the effect of these
programs on different groups or in specific situations. The
most substantial results showed a reduction in emotional
fatigue (after burnout), stress, psychological distress, depres-
sion, anxiety, and job stress. It also included a significant
increase in mindfulness, personal success and self-compas-
sion (dimensions of burnout), sleep quality, and relaxation
(Janssen et al. 2018).

Most studies investigated the impact of the MBSR
method on the medical staff in western countries. Medical
staff is more familiar with psychology, mental health prob-
lems, and job fatigue, and probably have a different approach
to these conditions than people working in nonmedical pro-
fessions. The systematic reviews included studies that have
been conducted mainly on medical personnel in developed
countries. Mindfulness has been studied in these countries
and these target groups for many years, which can cause it to
be less attractive. However, in developing countries, such as
Iran, it has rarely been widely used in offices or workplaces
to prevent or reduce employee burnout or stress. Therefore,
public information about this issue is minimal. As a result,
the limited knowledge of the general population compared
to medical staff about mindfulness can affect its acceptance
and effectiveness among nonmedical groups.

On the other hand, the dissimilar cultures of Iranian peo-
ple from western countries may affect the acceptance of this
type of training. In our Eastern culture, people are familiar
with praying. Most of them have experienced this worship
at some point in their lives, and many of them still pray
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several times a day. This can lead to more acceptance of
the mindfulness method. On the other hand, studies have
shown that spiritual practices, such as prayer, mindfulness,
and meditation, can all increase the blood flow in the fron-
tal—parietal area of the brain. These brain areas are associ-
ated with cognitive control and the process of attention and
emotion (Kober 2017). Therefore, it is possible that people
who have engaged in each of these spiritual practices could
better accept other similar methods, perform them better,
and take advantage in a shorter time.

The present study tried to answer two main questions. V1:
Does modified MBSR program training make a significant
difference between the intervention and control groups in the
level of burnout, stress, anxiety, and depression in nonmedi-
cal staff after training, and does this difference persist after
3 months? V2: Does MBSR program training make a differ-
ence in the level of burnout, stress, anxiety, and depression
after training compared to before in the intervention group,
and do these changes persist after 3 months?

The hypothesis of this study (H1) was that this type of
training improves the level of burnout in personnel.

Materials and methods

This study is a two-arm parallel-group randomized con-
trolled trial to compare outcomes (burnout, depression,
anxiety, and stress) in two study groups on three occasions:
before the first session of education was began (T0), after the
last session was ended (T1), and 3 months after intervention
(T2). Also, pre—post-analysis was conducted in each study
group to compare these outcomes in T1 compared to TO and
T2 compared to T1.

Participants

Participants in this study were nonmedical staff of Al-Zahra
Heart Hospital in Shiraz-Iran. The list of personnel was
requested for recruitment from the hospital management
office. Medical staff and nonmedical staff who were not in
contact with patients or clients were excluded. Also, people
who did not meet the inclusion criteria, such as a known
case of psychiatric illness, were excluded from the list. Fifty
individuals of nonmedical staff who had eligible criteria and
consented to participate in the study were randomly selected
from the remaining staff (Fig. 1).

The inclusion criteria of this study were: willingness to
participate in the project; age between 17 and 70 years, hav-
ing a nontherapeutic job; having a working relationship with
visitors (patients/caregivers), and not undergoing treatment
by other therapeutic methods. The exclusion criteria from

this study were: people who did not participate in two train-
ing sessions or more.

The sample size was calculated by PASS-11 to be 25
participants per group, based on our preliminary data with
the standard deviation of 16 (Kristensen et al. 2005), type
1 error of 0.05, the effect size of 15, and power of 0.80, in
the independent 7 test, and considering 20% missing data.

Procedure

The study adhered to the CONSORT guidelines for rand-
omized trials (Boutron et al. 2008).

The intervention group was instructed by a modified
MBSR program. All educational content (videos and lec-
tures) was provided from the site https://palousemindfulness.
com, and the researchers translated them to Persian.

The coaches were one family medicine resident and
one nurse who had prior experience with MBSR program
instruction. The family medicine resident had been trained
for 2 months by a psychiatrist and a community and family
medicine specialist who were professionals in MBSR train-
ing when he seemed to be ready to teach.

At the time of recruitment, all participants signed the
informed consent. Then, they completed the Copenhagen
burnout questionnaire, DASS-21 questionnaire, and a data
collection form. Subsequently, the participants were ran-
domly allocated into one of the two groups by block rand-
omization given a block size of 2. For this purpose, the list
of staff provided by the hospital was randomized based on
a list created by an online randomization tool. This tool was
used, because it simply provided a block randomization list
(https://www.sealedenvelope.com/simple-randomiser/v1/
lists).

The intervention group trained by a program consisted
of one group education session per week for 4 consecutive
weeks, and each lasted 1 h.

The educational content in each session was as follows.
In the first session: the video of “Power of mindfulness” was
presented to participants, then “Body scan” was taught to
participants, and then, “Body scan” was practiced by partici-
pants for about 15 min. The second session consisted of: the
video “Don’t try to be mindful” was presented, then the lec-
ture “Why you find it hard to meditate” was introduced, and
finally, participants meditated for approximately 15 min. The
third session consisted of the video “Raisin meditation,” and
then, 1-2 raisins were given to the participants and requested
to practice “eating meditation” for approximately 15 min;
subsequently, the lecture on “brain-rewires”. The fourth ses-
sion consisted of: “Attention, intention attitude” video, then
a lecture on “Sitting Meditation and Your mind,” finally,
participants practiced sitting meditation for approximately
15 min.
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All the hospital staff (n= 820)

[ Enrollment ]

Excluded (n=675)
Had therapeutic working activity (n=600
)

A\ 4

Did not have a working relationship
with clients (n=70 )

Not meeting other inclusion criteria:
Under treatment with other
therapeutic methods (n=1)

Eligible to participate (n=145)

The staffs declined to participate (n=4)

Excluded by Random selection: 95

Randomized (n=50)

A 4

—

Allocation ]

v

Allocated to control group (n=25)
No intervention (n=25)

Allocated to intervention group (n=25)
Received intervention (n=25)

[ Follow-Up ]

v

Lost to follow-up (n=0)

Lost to follow-up (n=0)

[ Analysis ]

Analysed (n=25)

Fig. 1 Participants’ flowchart. Own processing (2022)

Participants also practiced mindfulness for 15 min a day,
6 days/week at home, and reported their meditation practice
time in the previous week in the next session. To reduce
the complexity and simplification of the program, no book-
lets were given to participants for home training. Instead,
they were asked to do homework based on the exercises
learned in the sessions and the training videos presented
in the sessions (the coach gave the files of these videos to
participants.). After completing four training sessions, the
participants were asked to continue their training, although
no follow-up was done.
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Analysed (n=25)

During this time, the control group received no
intervention.

None of the hospital’s work processes changed signifi-
cantly during this study.

All participants in both groups completed the question-
naires on three occasions: before the first session of educa-
tion began (T0), after the last session ended (T1), and 3
months after intervention (T2).

The statistician who analyzed the data and the data col-
lector were blinded to participant study group allocation.
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Measures

The data collection form included: demographic factors
and job factors (age, level of education, working hours per
week, and years working in the job) provided in annex 1.
Two questions were asked from the intervention group about
the impact of this training and their desire to continue these
training sessions to examine the participants’ point of view
about this type of training.

Burnout

As most previous studies used MBI (Maslach burnout inven-
tory) as burnout outcome measurement, a different scale,
the Copenhagen Burnout Inventory (CBI), was used in the
present study to investigate various aspects of burnout. The
original version consists of 19 questions and examines the
three factors of personal burnout, work-related burnout, and
client-related burnout. The questions are scored as follows:
always/very intense: 100%; often/intense: 75%; sometimes/
somewhat: 50%; rarely/low: 25%; never/very low: 0. The
total score on each scale is the average score of its items. The
scale’s internal consistency (Cronbach’s alpha) was more
than 0.85 (Kristensen et al. 2005).

The validity and reliability of the Persian version of CBI
have been documented in a previous study (Mahmoudi et al.
2017). The analysis factor of the Persian version suggested a
4-factor model with factor loadings > 0.3. Four factors con-
sist of personal burnout: 7 items, work-characteristic-related
burnout: 3 items, work-distaste-related burnout: 3 items, and
client-related burnout: 6 items. Its internal consistency in the
four subscales ranged from 0.84 to 0.89, and the intra-class
correlation coefficients for test—retest reliability were 0.83
to 0.95 (Mahmoudi et al. 2017).

Depression, anxiety, and stress

The depression, anxiety, and stress scale (DASS-21) con-
tain 21 questions that assess the psychological structures
of stress, anxiety, and depression. Scores were determined
based on a four-choice Likert scale, not at all, low, medium,
and high. The lowest score for each question was zero, and
the highest was 3. The reliability and validity of the Persian
version of the questionnaire were satisfactory. Internal valid-
ity for three subscales ranged from 0.77 to 0.79. Correlations
between the DASS depression subscale and Beck Depres-
sion Inventory were 0.70, the DASS Anxiety subscale with
Zang Anxiety inventory 0.67, and the DASS stress subscale
with the Perceived Stress Inventory were 0.49 (Sahebi et al.
2005).

Data analysis

The results were entered into the SPSS 25 software by a
statistician unaware of the study group allocation. Descrip-
tive statistics, including percentage and frequency, and
mean + standard deviation was used to describe the data.
Repeated-measure analysis could not be applied in this
study, because the prerequisite assumption (nonsignifi-
cant interaction between time X group) was not met (P
value < 0.05). Therefore, an independent sample ¢ test was
used to compare the mean differences of CBI and DASS-
21 (depression, anxiety, and stress are other disorders in
the burnout spectrum) between two groups at each time:
before, after training of modified MBSR, and 3 months sub-
sequently. Paired 7 test was used for pairwise comparison
of means within the group. A P value less than 0.05 was
considered significant. The effect size was calculated by
Cohen’s d. The value of effect size < 0.2, 0.2-0.49, 0.5-0.79,
and > 0.8 is considered as negligible, small, moderate, and
large, respectively (Cohen 2013).

The study protocol was approved by the research ethics
committee of Shiraz University of Medical Sciences with an
ethical code: IR.SUMS.MED.REC.1397.276 and was reg-
istered in the National Registry of Clinical Trials (https://
www.irct.ir/) with IRCT Id: IRCT20190604043813N1.

Results

In this study, there were 25 participants in each group. All
participated in 3 out of 4 training sessions in the interven-
tion group, and two people (8%) did not participate in only
one training session (Fig. 1). The mean age of participants
in the intervention group was 36 years, and in the control
group was 38 years. The control group consisted of 10 (40%)
females and 15 (60%) males, and the intervention group of
16 (64%) females and 9 (36%) males. The difference in gen-
der, age, level of education, work experience of more than 10
years, and working hours per week between the two groups
was not significant (Table 1).

Impacts on burnout

Table 2 compares the mean score changes of the CBI sub-
scales between the study groups (intervention and con-
trol) at the same time intervals. The changes under the
work-distaste-related and client-related burnout subscales
were significantly greater in the intervention group than in
the control group at the TO-T1 interval. The effect sizes
in both subscales are in the moderate range (between 0.5
and 0.79). The score changes from TO to T1 in two other
subscales were not significantly different between the two
study groups.
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Table 1 Demographic and baseline characteristics of the intervention and control groups. Own processing (2022)

Characteristics Category Frequency (percent) P value
Intervention group Control group
Gender Men 9 (36%) 15 (60%) 0.09
Women 16 (64%) 10 (40%)
Degree of education Diploma and post-diploma degree 8 (32%) 8 (32%) 1
Bachelor’s degree and higher 17 (68%) 17 (68%)
Staff's job Administrative Officer 11 (44%) 8 (32%)
Accountant staff 11 (44%) 12 (48%)
Driver 1 (4%) 0 (0%)
Facility staff 2 (8%) 4 (16%)
Medical equipment staff 0 (0%) 1 (4%)
Working experience 10 years and less 15 (60) 9 (36) 0.09
More than 10 years 10 (40) 16 (64)
Personal burnout 35+13.3 44.7+19.9 0.06
Work-characteristic-related burnout 28.6+20.7 39+25.7 0.13
Work-distaste-related burnout 3444173 394255 0.5
Client-related burnout 32.5+184 21.5+18.5 0.052
Depression 6.3+7 8.2+8 4
Anxiety 6.2+5.3 9+6.7 1
Stress 11.13+5.7 12.4+8.7 .55
Characteristics Mean (standard deviation) P value
Intervention group Control group
Age 36 (6.14) 38 (6.4) 0.2
Working hours per week 49.5 (15.5) 53 (16.2) 0.4

Table 2 Comparison of the mean scores’ changes of the CBI subscales between the control and intervention groups in the two time periods: T1-
TO and T2-T1 (¢ test)

Subscale Mean score different Mean difference + S.E P value 95% Confidence Effect size
interval of the (Cohen’s d)
difference

Control Intervention Upper Lower

Personal burnout Mean score (T1)-Mean score (TO) —03+39 —-2.6+3.6 0.66 —13 84 0.13

Mean score (T2)-Mean score (T1) 6.7+3.5 —4+27 0.02 —-194 -2 0.66
Work-characteristic-related burnout Mean score (T1)-Mean score (T0) —4+45 —11+49 0.3 —20.6 6.4 0.3

Mean score (T2)-Mean score (T1) 9.7+5.7 1+£39 022 —-22.7 53 0.35
Work-distaste-related burnout Mean score (T1)-Mean score (TO) 3+6.2 —14.6+4.8 0.03 —-335 —-17 0.64

Mean score (T2)-Mean score (T1) 6+4.8 1.3+£3.7 045 - 17 7.6 0.22
Client-related burnout Mean score (T1)-Mean score (TO) 49+3.7 -8.14+3.5 0.016 -234 -26 0.75

Mean score (T2)-Mean score (T1) 8.5+49 —-5.16+5.2 0.06 - 28 0.6 0.54
Own processing (2022)

TO: Before training, T1: Immediately after completing the training, T2: 3 months after completing the training

CBI Copenhagen burnout inventory

The changes in scores between times 1 and 2 under the The score changes from T1 to T2 in all other subscales
scale of personal burnout were significant, during which ~ were not significantly different between the two study
personal burnout decreased in the intervention group and  groups.
increased in the control group.
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Table 3 Comparison of mean scores of CBI subscales before training (T0) with scores immediately after training (T1) and immediately after
training (T1) with 3 months after training (T2) in each of the control and intervention groups (paired 7 test)

Subscale Time  Intervention group Control group
Mean+S.D Pvalue  95% Confidence Mean+S.D  Pvalue  95% Confidence
interval of the dif- interval of the
ference difference
Lower  Upper Lower Upper
Personal burnout TO 36.5+15 0.5 —4.8 10 452420 0.94 -79 8.5
Tl 33.8+13 44.9+18
T1 32.7+13 0.15 - 14 9.5 44.5+18 0.07 - 139 0.5
T2 28.7+11.6 51.2+144
Work-characteristic-related burnout ~ TO 31.6+25 0.033 096 213 39+25.8 0.4 -54 1343
T1 20.4+20.6 35+22.8
T1 20.6+20.14 0.8 -9 7 35+22.8 0.1 —-21.5 2.2
T2 21.7+19 44.7+24.3
Work-distaste-related burnout TO 37.15+21.6  0.006 4.5 24.6 394255 0.63 —15.8 9.8
Tl 22.6+19 42+21.4
Tl 22+19 0.72 -9 6.3 424214 0.22 - 159 4
T2 233+16 48+22.6
Client-related burnout TO 32+18.15 0.03 0.8 15.5 21.5+18.5 0.2 —12.6 2.8
T1 23.9+229 27+18.3
Tl 23.5+215 033 -55 15.9 27+18.3 0.09 — 185 1.5
T2 18315 35.5+23.5
Own processing (2022)
CBI Copenhagen burnout inventory
40 60
35 - s
50 personal burnout ——/ ——personal burnout
40
» work-characteristic-related work-characteristic-rel
20 burnout 30 ated burnout
work-distaste-related work-distaste-related
15 burnout 20 burnout
10 client-related burnout client-related burnout
10
5
0 0
Time 0 Time 1 Time 2 Time 0 Time 1 Time 3

Fig.2 The trend of the Copenhagen burnout inventory subscale
scores at times 0, 1, and 2 in the intervention group. Own processing
(2022)

As it has been shown in Table 3, the average scores in 3
sub-scale of CBI, including work-characteristic-related burn-
out, work-distaste-related burnout, and client-related burn-
out, decreased significantly after the training (T1) compared
to before training (T0) (P value < 0.05). Personal burnout did
not change significantly (P value> 0.0 5). As Fig. 2 shows,
the scores declined from TO to T1 in all subscales and have
not changed significantly after 3 months in the intervention

Fig.3 The trend of the Copenhagen burnout inventory subscale
scores at times 0, 1, and 2 in the control group. Own processing
(2022)

group. In the control group (Fig. 3), the trend did not change
significantly from TO to T1, and after 3 months, although the
changes were incremental, this increase was not statistically
significant. (P value >0.05) (Table 3).
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Table 4 Comparison of the mean scores’ changes of the DASS-21 subscales between the control and intervention groups in the two time peri-

ods: T1-TO and T2-T1 (¢ test)

Subscale Mean score different Mean difference + S.E P value 95% Confidence inter-  Effect size
val of the difference (Cohen’s d)
Intervention Control Upper Lower
Depression Mean score(T1)-Mean score(TO) -2+1.5 1.1+£0.9 0.08 - 6.7 0.4 0.5
Mean score(T2)-Mean score(T1) -04+14 0.97+22 0.62 - 6.7 4 0.14
Anxiety Mean score(T1)-Mean score(TO) —-23+12 0.8+0.86 0.04 - 6.1 -0.15 0.6
Mean score(T2)-Mean score(T1) 05+1.2 —-03+2 0.73 -4 5.6 0.1
Stress Mean score(T1)-Mean score(TO) —-22+1.15 1.8+0.7  0.005 - 6.6 -1.2 0.83
Mean score(T2)-Mean score(T1) -2+1 —-0.08+2 0.4 - 6.5 2.6 0.25
Own processing (2022)
TO: Before training
T1: Immediately after completing the training, T2: 3 months after completing the training
DASS Depression Anxiety and Stress Scale
Table 5 Comparison of mean Subscale Time Intervention group Control group
scores of DASS-21 subscales
before training (TO0) with scores Mean+S.D P value 95% confidence Mean+S.D P value 95% Confidence
immediately after training interval of the interval of the
(T1) and immediately after difference difference
training (T1) with 3 months
after training (T2) in each of the Upper  Lower Upper  Lower
control and intervention groups -y on T 6247 02 —12 5 82479 024 153 04l
(paired ¢ test)
Tl 42+42 9.3+8.6
Tl 42+42 038 -25 33 9.3+86  0.67 -2.82 1.86
T2 3.8+6 10.2+9.4
Anxiety TO 62+53 0.07 -0.17 4.8 9+6.7  0.36 -1.29 0.49
Tl 3.8+4.8 9.8+8.2
Tl 3.8+48 0.7 -3 2 9.8+82  0.87 -1.94 2.26
T2 43+6.7 9.5+8
Stress TO 11.13+5.8 0.07 -02 46 124+87  0.03 -1.64 -0.11
Tl 9+5.2 142+9.4
Tl 8.8+54 0.08 —-0.2 42 13.7+9.3 0.96 —-1.65 2.69
T2 6.8+6.5 13.6+7

Own processing (2022)

Impacts on depression, anxiety and stress

Table 4 compares the mean score changes of the DASS21
subscales between the study groups (intervention and con-
trol) on three occasions. The scores’ reduction in the inter-
vention group was significantly more than the control group
in anxiety and stress subscales of DASS-21 in the time inter-
val from TO to T1 (P value <0.05). The effect size was mod-
erate for anxiety and large for stress subscales.
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According to Table 5, in the intervention group, all sub-
scales scores of the DASS-21 questionnaire after training
(T1) were lower than before training (TO). Although no
subscale score differed significantly, anxiety and stress
subscale scores showed near significant reduction (P value
0.07). There was a significant increase in the mean scores
of the stress subscale from TO to T1 in the control group (P
value <0.03). Scores did not change significantly from T1
to T2 in each study group and any subscale (P value > 0.05).
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In response to two additional questions asked in the inter-
vention group regarding participants’ opinions about train-
ing sessions, 88% of people rated the effect of mindfulness
meditation on reducing stress as moderate to high, and 92%
wanted to continue the training sessions.

Discussion

In this study, participants were randomly allocated into
two groups, the control and the intervention; the interven-
tion group received MBSR training in a group session 1 h
per week for 4 weeks and 15 min of mindfulness training
at home. Immediately after the training, the results showed
that the reduction of burnout in dimensions of “client-
related” and “work-distaste-related” and decreased anxiety
and stress scores in the intervention group were signifi-
cantly more than in the control group. Also, mindfulness
training reduced the average scores of burnout question-
naires in three dimensions immediately after compared to
before training. After 3 months, this effect was sustainable,
although the downward trend in reducing the average burn-
out score had not continued.

Mindfulness effects on burnout

Several studies previously investigated the effect of mindful-
ness training on burnout, which yielded different results. A
systematic review study in 2020, which included 34 studies,
showed that only four randomized controlled trial (RCT)
studies proved the effectiveness of MBSR on burnout. Only
one was rated as a “good” quality study. Five other RCT
studies did not achieve statistically significant results. The
quality of 3 of these studies was poor. Twenty-one studies
in this systematic review did not have a control group. Over-
all, this systematic review study concludes that because the
results are highly inconsistent and the quality of the studies
was not satisfactory, there is still insufficient evidence to
demonstrate the effect of mindfulness training on burnout
(Klein et al. 2020).

Another systematic review that investigated the effect of
MBSR on the mental functioning of healthcare professionals
(including physicians, nurses, social workers, and psycholo-
gists) concluded that this method could improve anxiety,
depression, and stress in healthcare workers. It can effec-
tively reduce burnout, but it does not seem to be as effective
as its impact on mood. This review included 30 studies, of
which only 4 were RCT studies (Kriakous et al. 2021).

In the present study, an RCT study, although the MBSR
training caused lesser effect size in burnout dimensions
scores than anxiety score, which is compatible with previous
investigations, it affected most burnout dimensions. Only

the personal burnout dimension did not change significantly
compared to before the study or the control group.

Perhaps, one of the reasons for the impact of this educa-
tion is related to our Eastern culture, which is more compat-
ible with mindfulness theory.

On the other hand, unlike most previous studies, the target
group in our research was the nonmedical staff who are less
familiar with occupational burnout and the effect of mindful-
ness which can cause it to be more attractive in this group.
In fact, the acceptance of this training method was high in
our study population. As mentioned, 88% of people in the
intervention group rated the effect of mindfulness medita-
tion on reducing stress as moderate and high. Also, 92%
wanted to continue the training sessions. These results may
be further evidence of this claim that, perhaps, the novelty
and attractiveness of this type of training in this group had
caused its more significant impact.

Most studies in Iran have shown that this method effec-
tively reduces burnout. However, many of these studies have
not been conducted in a randomized controlled trial.

A study in Iran investigated the effect of mindfulness-
based stress reduction (MBSR) on HIV/AIDS patients in
a pre—post-study. MBSR training was conducted for eight
weekly sessions; each session lasted 2 h. The program taught
meditation skills, body examination, yoga, and sitting medi-
tation. Patients’ CD4 levels were measured before and after
training and then at intervals of 3, 6, 9, and 12 months after
training. In this study, the CD4 level was significantly higher
than before treatment 12 months after training. The research-
ers concluded that the effect of MBSR on CD4 is present
for at least 1 year, but due to the reduction of CD4 from
the sixth month, it seems necessary to repeat the MBSR
courses to maintain its effect (Jam et al. 2010). Also, in
another pre—post-study, the impact of the MBSR program
on marital burnout in married women has been evaluated,
which indicates the positive effects of this training in reduc-
ing marital burnout compared to before the study (Mogh-
adam et al. 2016).

In one randomized controlled study in Iran, addicted
women were trained for eight sessions. The intervention
group showed a significant difference in the score of the
Couple Burnout Measure after training compared to before
commencing the training program (Ghasemi Jobaneh et al.
2018).

Another reason for the difference in study results may be
methodological issues. For example, a small RCT study by
Duchemin et al. showed that mindfulness training in the two
study groups, each consisting of 16 ICU personnel, did not
cause a significant reduction in burnout, but a substantial
decrease in the scores of DASS 21 by 25% compared to the
control group was observed. The lack of significant changes
in burnout in this study may be due to the small number
of participants (Duchemin et al. 2015). Consequently, to
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determine the effect of mindfulness training on individuals’
mental and psychological conditions, the mental state and
beliefs of the study population, the existence of a control
group, and the number of training sessions are of particular
importance.

One other difference in the present study compared with
previous ones was using Copenhagen Burnout Inventory
(MBI) to measure burnout. Most of the previous ones used
the Maslach burnout inventory. This questionnaire may bet-
ter show the changes in burnout.

Regarding the persistence of the effect of the MBSR on
burnout, different results have been reported. A system-
atic review study (Kriakous et al. 2021) has shown that
the impact of mindfulness training on reduction in burnout
was stable from 3 months (Ducar et al. 2020) to 9 months
(Schroeder et al. 2018) in various studies. Although one
study reported that the decrease in burnout was not con-
stant for 3 months following the intervention (Ceravolo and
Raines 2019).

Similar to the majority of previous studies, our research
also showed that the burnout score in any of the dimen-
sions of the Copenhagen questionnaire did not change sig-
nificantly 3 months after training compared to before train-
ing. In comparison, the control group showed an increase
in scores in all dimensions, but these changes were not
statistically significant. These results indicate the need for
repetition and continuity of training to stabilize the effect of
mindfulness training.

Mindfulness effects on stress, anxiety,
and depression

As mentioned earlier, the impact of MBSR training on
reducing anxiety, depression, and stress has been shown in
various studies. The systematic review study showed that 18
out of 30 studies agreed on the effect of this type of mind-
fulness training on stress reduction (Kriakous et al. 2021).

In the present study, the changes in the anxiety and stress
dimensions scores of the DASS-21 questionnaire were more
significant than the control group. However, depression did
not show a significant reduction after training. These results
are consistent with most previous studies concerning anxiety
and stress.

For example, in Dobie et al.’s study, depression did not
significantly differ from before training (Dobie et al. 2016).
There was no significant finding in Moody et al.’s (Moody
et al. 2013) study about depression. Duarte et al. (Moody
et al. 2013), concerning depression and anxiety in the inter-
vention group, showed no significant difference. This find-
ing is consistent with outcomes of depression in the present
study. Perhaps, the reason for not changing the depression
score in the present study is the low depression score of the
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participants, which was in the normal range of normal (less
than 9), so it did not change much after training.

Duration of training also is an essential factor. It was pre-
viously shown that even 2 days of training showed signifi-
cant improvement in some aspects (but not all) of mental
status. More training caused more improvement in mental
state, especially for burnout (Kriakous et al. 2021). In most
studies, as in our study, four training sessions weekly had a
significant impact on psychological state.

Limitations

One of the limitations of our study was that it was not a
multicentric trial. It is recommended that future investiga-
tions be performed in multiple centers with higher sample
sizes. The other limitation is that MBSR coaches in this
study were not certified in this method. Also, the time of
training sessions was another limitation. The busy sched-
ule of the hospital staff meant that the training time was
usually after the hospital shift, and their fatigue probably
reduced the effects of the training. Therefore, planning for
this type of training and considering the right time will
probably make it more effective.

Conclusion

The psychological response to stress leads to occupa-
tional burnout. This syndrome is caused by prolonged
stress at work and consuming too much energy, effort, and
resources, leading to a change in psychological status. It
can progress to anxiety, depression, and even suicide, mak-
ing it a serious challenge in the world today.

One method investigated to reduce burnout, and psy-
chological stress is MBSR. Mindfulness means awareness
through focusing on particular objects and being present in
the moment in a nonjudgmental manner. Not judging can
reduce stress. Given the importance of burnout not only in
the health professionals but also in the general population,
it is necessary to pay more attention to reduce it.

This randomized controlled trial investigated the effect
of MBSR on burnout, stress, anxiety, and depression.
Overall, 50 nonmedical staff in a hospital were allocated
into two groups control and intervention. The outcome
was assessed by CBI and DASS-21 questionnaires on three
occasions: before, immediately after, and 3 months after
completion of training. According to the present study
results, this kind of training can cause a significant dif-
ference in the intervention group compared to the control
group in terms of some dimensions of burnout immedi-
ately after the training. Also, it can drive more improve-
ment in anxiety and stress scores in the intervention group
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than in the control group. Likewise, mindfulness training
reduced the average scores of burnout questionnaires in
three dimensions immediately after compared to before
training. After 3 months, this effect was sustainable,
although the downward trend in reducing the average burn-
out score had not continued.

Although this study showed that the effects of this tech-
nique were sustainable after 3 months, future studies need
to focus on the stability of the impact over a more extended
period. Perhaps, to continue the improvement of mental
status, it is necessary to repeat the training program in spe-
cific periods and find applicable methods for recall which
should be investigated in future studies. It is also essential
to consider these reminder methods’ effective amount and
frequency. Besides, it is recommended that future studies
focus on investigating feasible ways to integrate this kind of
training into the working environment.
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