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ABSTRACT

Nurses are leaving the profession mostly due to stress from clinical work and
inability to practice as they were prepared. Strategies are needssilstonarses manage
clinical work and their overall health. The MBSR program promotes overall well being
and reduces stress in some populations. The purpose of this study was to determine
whether MBSR is an effective tool to support nurses psychologically and to improve

work satisfaction as they perform essential work roles.

A quasi-experimental, longitudinal, pretest post test design examined the effec
of MBSR on mindfulness, self compassion, empathy, serenity, and work satisfaction of
Registered Nurses (N = 61). The correlation between mindfulness and self dompass
serenity and empathy were examined. The effects of MBSR on incidentazvand

job burnout were also analyzed.

Statistically significant differences in means were found pre to post MBSR
mindfulness (33.2 to 42.9), self compassion (2.8 to 3.8), serenity (3.0 to 3.7), work
satisfaction measure of autonomy (3.3 to 4.3), and all subscales of job burnout. There was
a statistically significant increase in empathetic concern fronibag@1.3 to 22.5).
Mindfulness was statistically significantly correlated with selfnpassion (r=.79) and

serenity (r=.78). Incidental overtime trended downward throughout the study.
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Findings support the utilization of MBSR to improve overall psychological
outcomes and personal health for registered nurses. MBSR showed a shatistical
significant increase in mindfulness in nurses which impacts practice by @mphanc
nursing presence. Mindfulness may improve patient care through patient safety,

satisfaction, and quality of outcomes.

Further research is needed to explore the effects of MBSR on different gfoups
nurses and with a randomized control design. The utilization of MBSR as an intarvent
to help transition new graduates to staff nursing may be an effective meanerfalt
retention. MBSR may be helpful in settings with high stress such as ardieaunits.

The program of MBSR assists nurses to focus through mindful thoughts and actions
versus multitasking. Further nursing research is needed to explore the &ffd8SR

on nursing practice as it relates to patient safety.
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CHAPTER ONE:

Introduction

Background

Nursing is an essential profession necessary for the delivery of safe and high
guality patient care in all settings. Today, we face one of the largest nursigges in
the history of the nursing profession which may jeopardize patient care. In 2009, there is
a national demand for approximately 7% more registered nurses; ygah2016 the
demand will rise to 23.5% more than present day staffing (AACN, 2009). The United
States Bureau of Labor Statistics predicts that more than a million nistered nurses
will be needed over the next seven years to replace the current workforespold to
new healthcare needs from high acuity in patient care (AACN, 2009). Herxce, it i

important to recruit and retain nurses for the current and future hospital workforce

The purpose of this chapter is to present the staggering figures of the rdgistere
nursing shortage and factors influencing the current nursing vacancynratespital
settings. Concern over the hospital work environment and health of the nurse are of
paramount importance to the overall retention of nursing staff. Of equal impoitanc
how nursing practice may be influenced to enhance patient care and nsfaetgati A

proposed solution to improve the work environment, health of the nurse, and patient care



will be presented. It is the ongoing goal of this researcher to improvedtessonal

practice of nursing and retention of nursing staff.

Overview of Nursing Shortage

While the American economy declined in 2009, the US Bureau of Labor Statistics
(2009) projected nursing to become the number one profession in terms of growth. The
increase in growth is largely due to the high turnover, vacancy rates,bégg
boomers, and increased health care needs of patients. The current nationgl nedeanc
registered nursing is 8.1%, and the demand continues to grow by about 2% each year
(AACN, 2009). These rates are staggering to the American public and considered a

health care crisis for quality and safety of patient care (AHRQ, 2004).

The current shortage in nursing is serious and projected to be prolonged due to the
rising age of nurses in the current workforce and large volumes of nurseg reti
According to AACN (2009), 55% of nurses indicate plans to retire between 2011 and
2020. These alarming figures provide strong evidence for immediate actigmovg’ the
numbers within the profession of nursing. With these rising demands, there is also a
compelling need to retain nurses in the profession to solve this national problem. The
national shortage of nurses is distressing and could cause a poor qualityritfqaa&e
due to a disproportionate supply and demand unless recruitment and retentiorestrategi

are developed and implemented (AHRQ, 2004).



Factors Influencing Shortage

Several factors contribute to the nursing shortage and seem to be consistent
themes throughout the history of the nursing profession. The shortage in nursing also
appears to be cyclical, reoccurring every 5-10 years (Buerhaus, Donkieln, Norman,

& Dittus, 2005). One theme for the shortage is the current demand for nurses bsitweig
the supply. Rising acuity and intensity of patient care creates a demandréonurses

than are graduating from nursing programs. The decrease in supply of gradua@sy nur

is largely related to a shortage of nursing faculty. According to AAZIN9), in 2008
approximately 50,000 applicants were declined admission to nursing schools due to lack

of nursing faculty and clinical sites.

Another factor contributing to the nursing shortage is the underlying etiology fo
turnover has not been completely addressed in the workplace. At the heart of tig nursi
shortage problem resides the serious dilemma of increased turnover of tiné prese
workforce in acute care settings. Within the first year of graduation, the tunadseas
13% for new nurses (Kovner, Brewer, Greene, & Fairchild, 2007). Lower salarie
unpleasant working conditions, and known stress in the work environment have forced

nurses to leave the profession for other careers or have contributed to job burnout.

According to Aiken (2002), work satisfaction and emotional well being of the
registered nurse (RN) are linked to work conditions including the number of patient

cared for by the nurse. Inadequate nurse staffing contributes to job burnout, timnover



nursing, and negative outcomes to patients. Research findings indicate a deshkedse
adverse outcomes including decrease in medical errors, death, infection, blaeding,
pneumonia to patients with an increase in RN staffing (Needleman, Buerhatkg, Mat
Stewart, & Zelevinsky, 2002). Several studies by Aiken and colleagues have
demonstrated positive patient outcomes with higher RN hours at the bedside and more
education for nurses (Aiken, 2002; Aiken, Clarke, Cheung, Sloane, & Silber, 2003;
Aiken, Clarke, Sloane, Lake, & Cheney, 2008). In each of these research studies, the
increase in staffing costs is offset by a reduction in adverse evepiatiemts and
decrease in length of stays. Each additional patient added to a nurse’s workload was
related to a 7% increase in post surgical mortality (Aiken, Clarkdp&n®, 2002).
Research findings reveal an association with overall hospital nipedall RN staffing

by demonstrating a 26% reduction in inpatient deaths (Rafferty, Clarkes, Gall

James, & McKee, 2006).

In many cases, inadequate staffing is caused from high vacancy ratateicare
settings and inability to recruit to specialty areas such as criti@bodts (Coates,
2001). This may be due to high stress in the critical care work environment andethe typ
of work in these units. Nursing leadership also has a difficult time filling pasiin
other specialty areas such as operating rooms and emergency departmentsghes
than usual turnover in these areas. According to Coates, the quality of the work

environment and the actual stress from clinical work are main reasons lpaxses



nursing departments. In a large cross-sectional survey in a Southeast haspégs s
showed greater degrees of work stress were linked with job dissatisfauditiga

turnover in nursing (Shader, Broome, Broome, West, & Nash, 2001). Hence, addressing
the issues surrounding the clinical work of nursing is crucial for ovetathtion and

recruitment.

Clinical Work

The role of staff nursing in acute care settings is associated with dmggndls
and many challenges. Most nurses are able to effectively manage ¢neseds,
however, many nurses are prone to develop job burnout and potentially leave the
profession. Job burnout is defined as emotional exhaustion, depersonalization of people
and objects, and reduced feelings of personal accomplishments resulting inquggeahol
and interpersonal stress (Maslach & Jackson, 1996). According to Masthdackson,
the chronic exposure to psychological and interpersonal stressors leads torogbrt
in nursing and personal health problems. Approximately 40% of staff nurses egperie
feelings of burnout, and 20% of these nurses leave within the first year oleexpey

symptoms (Vahey, Aiken, Sloane, Clarke, & Vargas, 2004).

Nurses begin their careers dedicated to giving compassionate cpati¢ots but
often experience fatigue from the clinical work and stress assdaiath providing care
to others. Compassion fatigue, or physical and psychological fatigue fresafat

situations, may increase over time for those who work in hospital settingdaligue



may increase from the strain of caring for patients in pain or those whoiageaty

lead to job burnout (Beddoe & Murphy, 2004). The burden of carrying other’s suffering
may lead to high degrees of stress if nurses do not learn to effectivelyithetiese

issues. According to Beddoe and Murphy, clinical practice in hospital settangalso
increase anxiety, health problems, and job burnout for nurses and other health

professionals.

The literature reports that multiple factors contribute to RN dissetiisifa
including work environments and overall lack of time to spend with patients (Aiken et al.,
2002). Nurses leave at the end of their shift feeling dissatisfied due to thellwhit
quality time spent with patients, going from paperwork to task and having htibetdi be
present with patients. The clinical practice for nurses includes caripgtients with
complex acute and chronic conditions who require many needs. The RN must neeet thes
patient needs while pressured to provide care quickly, reduce costs and length af hospit
stay, and shorten plans of care. In an American Nurses Association survey (20543, nur
reported little time to spend with patients, lack of staff meal breaks, amdgscn
overtime due to the demands of the work. These conditions can lead to burnout and

nursing turnover.

Managing work stress becomes critical not only to patient care but also to the
individual health and long term tenure of the nurse. Chronic stress may compromise

personal health and decrease self compassion and empathy for other@qORf Stress



has also been shown to decrease thought processing and problem solving which possibly
increases error and hinders safe patient care (Sexton, Thomas, & Helmreich, 2000)
These added health risks may contribute to higher turnover in the nursin@fielto

these factors, nurses need to have tools to effectively manage their work aed deli

empathetic care for promotion of health and well being of the patients and thesnsel

Summary

It is clear from the literature that many causes of work stress in hospital
environments have been identified through research studies (Aiken, Clarke, Sloane,
Sochalski, Busse, & Clark, 200Zangaro & Soeken, 2007). Solutions are proposed in
the literature to improve the work environment, scheduled hours and work load (Aiken et
al.). Little exists in the literature related to effective tools thases may use to manage

and enhance their nursing practice.

Administering programs to reduce job burnout can help retain RNs and positively
affect the supply and demand of nurses. According to Cavanagh and Coffin (1992),
increasing work satisfaction through interpersonal support, enhanced poddissn,
and better work environments can decrease turnover and improve the overall shortage i
nursing. Higher educational institutions have been actively recruiting nursugyfand
putting plans in place to address the supply issues for nursing. An importantysgateg
for every health care institution to responsibly develop plans to improve work conditions

and help nurses manage stress from clinical work. Turnover in nursing should be



addressed by analyzing the causes. Implementing programs to assistanaffegively
manage nursing practice and enhance their personal health may prontote wor

satisfaction and potentially increase retention.

Statement of the Problem

The turnover rate in nursing is higher than in other health professional fields and
significant problem in hospital settings. The costs associated with giwsitover are
adding to increasing health care costs in this country. In 1995, the estimatddotosts
turnover and hiring new nurses were $20,000 to $50,000 per new nurse (Lee, Tzeng, Lin,
& Yeh, 2008). By the year 2000, the costs were estimated at $42,000 for a medical
surgical nurse and $64,000 for a specialty nurse (Strachota, Normandin, O'Brign, Clar

& Krukow, 2003).

Effective strategies and tools are therefore critical to recruoitared retention of
staff nursing. The dedication of nurses to give high quality and safe catde
maintained and enhanced. Nurses must provide compassionate care througte prese
and mindful thoughts and actions. A possible solution to work stress, nursing retention,

and personal health may rest in learning to manage clinical work throughumas.

Significance of the Problem

According to Zangaro and Soeken (2007), work stress on the RN is contributing

to the largest shortage of nurses through high turnover in the first ygiadoiation and



lower overall retention rates. Strategies are needed to correct and rremnéyeors
associated with work stress. It is a priority for patient care and the gmfed nursing

to investigate means to support nursing staff working in hospital settings (Chang,
Hancock, Johnson, Daly, & Jackson, 2004). According to Lambert and Lambert (2001),
several research studies have examined factors associated with werknstnes

intervention studies need to be conducted to assist staff manage work stress. ane prog
that has had promising results with managing stress is the Mindfulness Bassd S
Reduction (MBSR) program developed by Jon Kabat-Zinn (1990). The efficacy of

MBSR program needs to be empirically examined as one means toward helping nurses.

Mindfulness Based Stress Reduction

Mindfulness Based Stress Reduction (MBSR) is a health care program of class
instruction and practice in mindfulness techniques, meditation, and Hatha yogedes
to promote physical and psychological well being (Kabat-Zinn, 1990). Profelbgiona
trained personnel administer the MBSR program over the course of 8 weeks for 2.5 hours
weekly and a full day retreat. Participants practice the techniquesdeardass on a

daily basis.

Many benefits have been documented in research studies that examined MBSR
for patients including decrease in anxiety, pain, depression, and improved response to

illness (Epstein, 20035ross, Kreitzer, Russas, Treesak, Frazier, & Hertz, 2004; Kabat-
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Zinn, Massion, Kristeller, & Peterson, 1992). An increase in self awareness and a

decrease in stress are additional outcomes achieved through this progiia@2008).

The program of MBSR may be a tool that assists in managing work atreéss
improving other outcomes for health professionals, perhaps especially nursesajRNs m
be able to utilize the mindfulness techniques in daily clinical practice t@uamverall
attention, empathy, and presence for patients and families. Less than atddes=nhave
been conducted using MBSR on health professionals, and only two trials have been
conducted exclusively on nurses and nursing assistants (Cohen-Katz, Wileyn&apua
Baker, & Shapiro, 2005; MacKenzie, Poulin, & Carlson, 2006). No studies utilizing
MBSR have been conducted with RNs alone. More knowledge is needed to lessen the

gap in knowledge in the research literature.

Purpose of the Study

The purpose of this research study was to examine the effects of the MBSR
program as an intervention for registered nurses to manage nursing practiceland wor
challenges. The effectiveness of MBSR on psychological and work performance
measures was analyzed through an analysis of specific measuaesl prast
intervention. These measures included mindfulness, self compassion, empathty, sereni

work satisfaction, job burnout, and incidental overtime.
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CHAPTER TWO:

Review of the Literature

Today, registered nurses practicing in hospital environments expenerty
challenges in the delivery of high quality patient care. The purpose of thigcchsamt
review the literature related to the pressures associated with the yefiveirsing
practice in hospital care and the psychological and work performance of thtenes)i
nurse that may be affected from clinical practice of nursing. Reseadihgs from
MBSR studies will be analyzed as they lend insight on how this program may help
registered nurses manage their ability to be present with patients and tingppetsonal
health of the nurse. The works of Heidegger (1962) and Newman (1994) on presence and
‘being’ are discussed as a conceptual framework influencing nursing prékemearch

aims are derived from the findings in the literature and hypotheses agatprks

Clinical Practice of Nursing

Research studies discuss significant nurses’ stress when canpajiémts in
hospital settings (Brat, Broome, Kelber, & Lostocco, 2000; Cronqvist, Burns, Theorell, &
Lutzen, 2001). The actual work of caring and attending to patient and family needs may
create joy while at the same time added work stress on the nurse. Patiex@nche
complex and demanding with ethical or moral issues for the nurse to addresslidgc

to Shimizu, Mizoue, Mishima, and Nagata (2003), nurses are at considerable risk for
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work related stress. Caring for certain types of patients, such as thosenit gain or
who are dying, can be difficult and challenging. Frequent users of emgrgenc
departments may be patients who inappropriately use hospital care, causiraydet
concern for nurses who work in this area. Each of these scenarios, if not managed

effectively, can lead to job dissatisfaction and potential health problems fosnurse

The clinical practice of nursing may be described as hectic andichengnt
moral components related to patient care. Specific patient care units gadiftarent
types of burden for the nurse. Critical care units usually encompass urgirkedict
situations and quick decision making related to patient care. The critiealua
includes an environment with high technology, intensive demands for patient care, quick
prioritization of patient care, and may generate ethical conflicts atemp care needs.
The stressful environment and problems of ethical moral decisions inlaréreaunits
can take a toll on the nurse (Cronqvist, Lutzen, & Nystrom, 2006). Criticahoeses
feel tension when faced with demanding imperatives and dissonance in termeraf pati
and family needs (Cronqvist et al., 2001). Nurses working in critical caiemanst
make ethical choices for patient care quickly. According to Cronqvist andiaiss,
support for nurses in critical care units needs to be developed to enhance a prbfessiona

climate.

Caring for patients is often emotionally draining and can contribute to job burnout

and turnover in nursing. Health care professionals exert enormous amounts of emotional
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energy when caring for patients and families. Over time, the nurse ¢hgibarden of

patient care suffering and may exhibit misplaced empathy (Figley, 20085 \VZ604).

According to Johnson (1992), known causes for nursing turnover are job burnout due to
long hours working with patients’ pain and suffering. This burnout is seen in many health
care professionals, especially social workers and nurses. Misplapathgy occurs when
empathy develops no boundaries, and the nurse is unable to use the appropriate degree of

objectivity when caring for patients.

Registered nurses typically work 8, 10, or 12 hour shifts and rotate shifts,
weekends, and holidays. The pattern of the shift schedule can interfere witlasdcia
family events, creating pressure and strain on the nurse. At work, the envitaneye
consist of inadequate staff levels for the number of patients in the unit, conflietemetw
physicians and other health disciplines, insufficient managerial support, aoe sca
ancillary help. All of these factors affect the ability of the nurse to kseptavith
patients and deliver safe care. In addition, these factors all can contributektstrgss,

nursing dissatisfaction, and high turnover in the profession.

Several aspects about the clinical practice of nursing contribute to nurse
dissatisfaction. Nursing care of patients includes a wide rangeksfdaad complex
relationships with patients and other health care workers that may be a majon ¢once
overall satisfaction (Maslach, Schaufeli, & Leiter, 2001). In a large-areddysis of 31

studies, Zangaro and Soeken (2007) found that the most common reasons for leaving
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nursing are lack of autonomy, increase in job stress, and lack of nurse physician
collaboration. Zangaro and Soeken found job stress had the largest correlatioonkith w
satisfaction. The strain of the work environment may also contribute to unsafe work

situations.

According to Skosnik, Chatterton, and Swisher (2000), the challenging aspects of
the work environment may impact the nurses’ ability to problem solve and be present
with patients when giving care. The importance of the concept of presence or bamg in t
moment is fundamental to a therapeutic relationship between the nurse and tte patie
Presence is core to the model of care in nursing and is centered upon healinlg for bot
patients and staff nurses. Delivery of high quality patient care requirasrseto be
compassionate while present at all times. Understanding how to promote prasgnce i
challenging work environment such as a hospital setting is crucial to higtyauralisafe

patient care.

Nurses must care for themselves as well as caring for patients atidSaRar
too often, nurses give to others without caring about their own health. A positiesdegr
of self compassion is a necessary trait for effective nursing cafer bgainst undue
stress, and overall psychological well being (Neff, Rude, & Kirkpatrick, 2006). The
pressures from hospital work may have a negative impact on the nurse’s abilig/ to ca
for themselves and negatively impact the delivery of nursing care amatelty, patient

outcomes. Understanding and impacting the personal factors affecteditsl gractice
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of nursing is important to the nurse’s personal health as well as the delivefy of sa

patient care.

Factors Affected by Clinical Work

Conceptually, several factors are affected in nurses by clinicél avar can result
in negative outcomes to the nurse and possibly the patient. Mindfulness, empathy, self
compassion, and serenity are a few factors that may be adversetgaiby clinical
work in RNs. Work satisfaction may decrease if stress is prolonged and w@tetdor
the nurse. Job burnout may result when these factors are out of alignment and prolonged.

Patient care may be compromised when these factors are not present sedecrea

One reason nurses stay in the profession is because they care and desire to
promote wellbeing for patients and families. The meaning and essemgesiolg practice
lies in the empathetic relationship between the patient and nurse. Through this
relationship, healing occurs and outcomes improve in patient care. Clinical work in
hospital settings may affect these personal factors and ability tcocartérs. The
following subsections of this research study define constructs this tesebetieves are

critical to nursing practice and affected by the work environment in nurses.

Mindfulness

Mindfulness is a construct centering on the present moment and approaching an

occasion with curiosity and acceptance (Bishop, Lau, Shapiro, Carlson, Anderson,
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Carmody, et al., 2004). Kabat-Zinn (1990) defines mindfulness as nonjudgmental
moment to moment awareness which is disciplined and intentional. Seven qualities of
mindfulness are defined by Schmidt (2004): (a) nonjudgmental observation; (b)
nonattachment; (c) beginner’'s mind; (d) non-striving observation; (e) gessig(f)
acceptance; and (g) kindness. These attributes of being intentionalby aveain the
present moment with others are affected by stress. Therefore, toean®ase
mindfulness for nurses working in the stressful clinical settings may betamp&or

overall retention and work satisfaction.

Mindfulness practices have their roots in the Theravada Buddhist teachings and
practices (Nyanaponika, 1966), Soto Zen (Suzuki, 1970), Yoga teachings (Krishnamurt
1979), and philosophical teachings by Heidegger (1962). Vipassana, an ancient Buddhist
practice, is another word for mindfulness and focuses on awareness with a faeosof
such as the breath (Glickman, 2002). The Buddhist construct of mindfulness is a way of
living in the present moment. Mindfulness means being aware and accepting one’s
thoughts, senses, and feelings while decentering from them. Through the process of

mindfulness, one is able to have a more pleasant and fulfilling experience (Childs, 2007).

Mindfulness practice is a learned, controlled technique of payingiatt¢atthe
present moment to attain deep physiologic relaxation and gain insight abosbpe
experience (Kabat-Zinn, Lipworth, & Burney, 1985). Thoughts can be overpowering and

distracting, causing our own awareness to drift away from the presem¢mh (Kabat-
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Zinn, 1990). Some people live in a chronic state of unawareness of the present moment.
According to Kabat-Zinn, this state or tendency to be unaware can be slowly oy quickl
lethal to a person. By paying attention to the present moment, one begins to see order and

patterns between things and becomes more awake (Kabat-Zinn).

Insight into our way of being is found in several spiritual traditions as well and
helps a person to find purpose and meaning in life. Being aware of the things around you
brings perspective to life. Through gaining purpose and insight, mindfulness @acéce
very relevant for prevention and treatment of certain psychological and @lhdisiorders
(Germer, Siegel, & Fulton, 2005). In particular, mindfulness can reduce a person’s
vulnerability to stress (Kabat-Zinn, 1990). According to Baer, Fisher, and(B0@S),
mindfulness leads to improvement in coping skills related to enhanced self abservat
The efficacy of mindfulness practices as a therapeutic intervention fangisgical and
physical problems has been established in several research studsela(,TE209; Baer

et al., 2005; Kabat-Zinn et al., 1992, Kabat-Zinn, 1993; McKenzie et al., 2006).

Key psychological processes underlie mindfulness therapy. These processes
include metacognition insight, which is the active direction of attention, amchigeing
from thought. The decentering occurs so mental thoughts are temporary and not
representative of everyday living (Teasdale, 1999). Mindfulness therapgsglered
cognitive therapy that allows a process of decentering and change in perspestive

time (Schmidt, 2004). The participant learns to link thoughts and feelings and reshape
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belief patterns. According to Baer (2003), mindfulness therapy teaches onetity itie

smaller items of the experience and create a more manageable thouigiaiagd

A critical component of most mindfulness therapies is the teaching of loving
kindness. According to Kabat-Zinn (1990), supporting oneself with loving kindness is
core to the development of the state of mindfulness. Sending positive thoughts through
loving messages creates a feeling of enlightening and awakenibgt{Kian).

According to Rinpoche (1992), compassion is enhanced over time when one thinks

loving thoughts and restructures the mental chatter normally occurring inrttie m

Reduction in rumination is achieved through the practice of mindfulness
(Teasdale, 1999). With mindfulness, thoughts are restructured so there is a pattern of
acceptance of the present moment. According to Cohela (2007), the intervention of
MBSR program is based on the cognitive theory that much of what we sengead der
from how we process ideas and feelings. Negative thoughts and beliefs over yime ma
lead to loss of empathy and self compassion. Reframing our mental chattesfsréher

imperative to nurses working in hospital settings.

Mindfulness is meditation in action and a technique that can be applied all of the
time (Tophoff, 2004). Potential benefits of mindfulness programs include physical,
psychological, and spiritual well being (Hawks, Hull, Thalman, & Richins, 199%). T
meditative art of mindfulness enables a deepened concentration and an opening of one’s

mind. Through mindfulness, one sees things they may not have seen before and gains a
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deeper appreciation of life and its connectiveness to oneself. A sense ohéuifitan be

achieved through the awareness gained in mindfulness techniques.

Mindfulness techniques may be applied while at work in everyday andistress
situations. The way work stress affects people is influenced by their mektvoav they
interpret the stress (Kabat-Zinn, 1990). To effectively cope with worksstegsiires a
look of wholeness, perspective on the connectiveness of things, and not operating on
automatic pilot (Kabat-Zinn). Utilizing mindfulness practice in the workrsgttan be
beneficial for all. Through mindfulness practice one can control their thoughts,

viewpoints, and actions related to work stress.

There is compelling evidence that mindfulness helps one to be aware of those
around them and their actions in this world. Mindfulness reengages and renews oneself
with the present moment. This engagement is therapeutic to others as wéll as sel
Mindfulness cultivates positive qualities such as wisdom and empathy (Gol@§epR).

The practice of mindfulness links to an increase in empathy by enablingaliee toe
objectively connect with the patient (Block-Lerner, Adair, Plumb, Rhatigan;sfllQ

2007). Bringing awareness to the situation is a process that intersects patiingm
Research studies in health professionals have shown that mindfulness can leadlto ment
clarity, better problem solving, increase in empathy, and overall psychallegt being

(Kabat-Zinn, 1990).
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Empathy

Empathy is a construct that needs to be maintained or increased in nursegyand m
be negatively affected by the clinical work in hospital environments. The wordtlgmpa
is derived from the German word “Einfuhlung” meaning understanding or projection of
feelings to people or things that are perceived (Duan & Hill, 1996). Emjzatither
defined as the nurse’s ability to comprehend the patient needs and communicate back t
the patient one’s understanding of their needs (Olson & Hanchett, 1997). Itis a

nonjudgmental understanding of another’s experience.

Empathy is viewed as a concept which may change over time and part of one’s
personality (Duan & Hill, 1996). It is often confused with sympathy which means an
awareness of others’ suffering versus a projection of feelings towerdsiffering of
others. Empathy is similar to sympathy in that both constructs require an undieiggta
or self awareness of the feelings of others (Wispe, 1986). According to Bdatilga
empathy involves a cognitive aspect called intellectual empathy anteahvaf aspect
called empathetic emotions. Intellectual empathy is described as tandiang and
responding to a patient situation (Hojat, Gonnella, Nasca, Mangione, Vergarag&eM
2002). Empathetic emotions imply the ability to share another’s experiénberf &

Strayer, 1996).

Other researchers view the cognitive and affective aspects of empdtty a

broad, and do not describe the total experience of the event. Davis (1983) distinguished
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four aspects of empathy: (a) Perspective Taking (PT) or the abilityderstand the
psychological profile of another; (b) Empathetic Concern (EC) oityatnl feel concern
for others sufferings; (c) Personal Distress (PD) or ability tiodiee’s own feelings in an
uncomfortable situation; and (d) Fantasy (FS) or the ability to view onasaimeone
else’s life. Davis argued that empathy is a trait that can vary in terdegyocée and

situations.

According to Hoffman (2000), empathy develops in stages over the life of an
individual with the more sophisticated cognitive abilities of empathy develdgiegin
young adulthood. Empathy can be learned through exercises, role modeling and
education. Training in empathy is common in many nursing programs to fadiéter
care for patients. Herbek and Yammarino (1990) utilized different typespéthetic
responses for nurses to maximize their limited use of time with patientspiiahos

settings.

The empathy required by nurses is therapeutic and benefits both the nurse and the
patient. According to Long, Angera, Carter, Nakamoto, and Kalso (1999), empathy f
others is linked to greater satisfaction in the relationship between persoassé of
burnout has been linked to disturbance in empathy and is one reason why nurses are
leaving the profession (Baxter, 1992). Baxter found that emotional exhaustion was
inversely correlated with level of regard and congruence toward patientsaganed on

the Barrett-Lenard Relationship Inventory (BLRI), an empathy scale.
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One strategy to retain nurses in acute care is to increase the meansiemegper
and express empathy for patients and self. Nurses feel rewarded wharethble to
give compassionate care. Patients feel heard when empathy is expyetsedlrse.
Schmidt (2004) reported that the unification of one’s own feelings with another’s

experience can lead to healing for all involved.

Mindfulness may facilitate the maturation of empathy in others. The devefdpm
of techniques in awareness of one’s own feelings could enhance empathetic rgsfmondin
others (Block-Lerner et al., 2007). Learning to remain in the present mometdssoae
to be open to the current experience with others. Several researchers have linke
mindfulness training with an increase in empathy (Roemer & Orsillo, 20@20ake,

Moore, & Hayhurst, 2002; Fruzzetti & lverson, 2004; Kabat-Zinn, 2005). The MBSR
program may be an effective means to increase empathy in nurses and adeto grea

nurse satisfaction.

Self Compassion

Another construct that may be affected by the clinical practice of nursing
hospital environments is self compassion. According to Neff and colleaguéy, (2610
compassion is being kind toward oneself when situations are demanding or painful,
viewing the experience as part of the whole, and balancing painful feelithga state of
awareness (p. 908). Three components are identified in self compassion: (a) loving

kindness towards oneself in face of suffering; (b) common humanity or recognition of
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suffering as part of the human experience; and (c) mindful acceptance ®toraions
without exaggeration (Neff, 2003). The factor of self compassion is valuing onegdelf a

is important to consider for the health of nurses and patient care.

Self compassion has been shown to be significantly related to more positive
mood, personal initiative, curiosity, agreeableness, conscientiousness, exiny\ard
lower levels of neuroticism (Neff et al., 2006). In this same study, self cspavas
strongly associated with happiness, optimism, and reflective wisdom or the tabilit
have insight and view something as it really is. Neff concluded that self ssiopdnelps

one approach suffering with optimism which helps to nurture one’s psychological health.

When bad outcomes happen to patients, nurses must be able to self discriminate
and learn how to feel better about the situation rather than carrying the burdam of pa
While showing concern and compassion for patient problems, nurses may haveifficult
separating from the emotional care for others and the care for selfdkarty Neff
(2003), self compassion allows one to dissolve negative feelings and forgivd asesel
well as others. A healthy sense of self is gained through acceptance olveakigesses
and acknowledgement of one’s vulnerability in this world. With the presence of self
compassion, one is able to constructively accept one’s negative and posibweesttr
There is symmetry in one’s inner world and one’s outer world and this is reflacted i

relationships (Schmidt, 2004).
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Being self compassionate is an important aspect which enables a nurse to deal
with suffering of others and life’s problems. Self compassion protects one fgativee
events through positive actions toward oneself (Leary, Tate, Adams, Allenn&oklq
2007). Gilbert (2005) explains that self compassion lessens the threat sys$tem w
oneself while heightening feelings of security and safety. Therdf@eonstruct of self
compassion assists in managing difficult situations. Developing self ceinpas an
important aspect for nurses to buffer against stressful and negative ghatnmhay

happen in the hospital setting.

Mindfulness and self compassion are constructs likely related to each ottear. W
one is mindful, he/she is accepting of the present moment and aware of the experience.
Mindfulness training has been shown to help persons accept suffering (Kabait2i.,
1992). Neff (2003) explains that mindfulness is an important factor in self capmpass
According to Neff, in order to have self kindness, self understanding, and less self
criticism, one must be able to have a certain degree of mindfulness. Thieskestare
important to the profession of nursing due to the intense nature of clinical work with

patients and families.

It is not clear how this construct of self compassion is affected by the work
demands in nursing or as a buffer for nurses to manage clinical work demands. No
research has been conducted on the association of self compassion in nurses with job

burnout, empathy, mindfulness, and other personal factors. According to Neff (2003), a
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person with high self compassion views their limitations and should treat othiers wit
loving kindness and compassion. Research has shown an association between self
compassion to negative reactions and that self compassion has been found to buffer
people from negative reactions and emotions (Leary et al., 2007). Strategiéfethat a

self compassion may be beneficial to nursing practice and should be explored.

Serenity

A construct that may be affected by mindful ways of being and contribute to
nursing satisfaction and retention is serenity. Serenity is a spiritudatocn®&®oberts &
Whall, 1996) of inner peace sustained over time despite life experiences (Kruse, 1999)
Several characteristics of serene people have been identified thatimayith
managing work stress of nurses. Roberts and Cunningham (1990) found these trait
serene people: (a) ability to reach an inner haven; (b) detachment fgativae
emotions; (c) sense of belonging; (d) unconditional giving; (e) trust in higherp@wve
acceptance of things that can’'t be changed; (g) change what can ged;Hi letting
go of the past and future; (i) forgiveness; and (j) long range view of life.nflee peace
of serenity is a long term vision for people to accomplish in this lifetimeraydbe

developed.

Roberts and Whall (1996) identified that the greater the development of the higher
self, the greater the level of experience of serenity. The growth of thertaglf occurs

along a continuum and can be measured in levels of serenity (level 1 to levé&’d). Li
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experiences and stressful situations can influence the development of sareititgr a
positive or negative manner. Interventions to develop serenity are needed in andsing
may help with overall retention of nurses. Through learning to detach andaject

view the world, treat others and self with loving kindness and forgiveness, and reach an

inner haven of peace, nurses may feel better about themselves and the nursgsipprof

Serenity is an experience of connectiveness and associated with goodness and
forgiveness (Roberts & Cunningham, 1990). Serenity may be learned throughkese
such as detachment, meditation, and cognitive restructuring (Connors, Toscova, &
Tonegan, 2000). Roberts and Whall (1996) described serenity as a learned emotion that
assists in improvement of overall health of the person and others. According teKreitz
Gross, Waleekhachonloet, Reilly-Spong, and Byrd (2009), serenity positiveliatesre
with positive affect and mindful awareness in groups of transplant patients and is
inversely associated with anxiety, depression, perceived stressors, ahddiatdt
distress. This finding supports the need for nurses to cultivate their own concept of

serenity and utilize nursing interventions incorporating spirituality.

Serenity is described as having an inner calm in face of negative events (Gerbe
1986). Serenity has long been known as the core principle and outcome of the 12-ste
recovery programs for chemical abuse. Elements of trust, acceptancg, aad letting
go are at the heart of the recovery program and lead toward the goal olys@esitive

thoughts and energy serve as key to recovery and help keep emotions centeredgn healin
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the person. According to Roberts and Whall (1996), health for individuals improves

through positive thoughts and serenity.

Serenity is also described as a construct invoking tranquility, gratituddjaffec
and contentment especially in the face of tense situations (Bailey, 1990)oeeat of
serenity requires development of the self. The MBSR program may be a badp twith
the development of serenity through the acquisition of loving kindness, awareness and
decentering of thoughts. Roberts and Whall (1996) discuss the evolution of serenity
through detachment, awareness, and ‘being’ or presence. Each of these atpeagits is

in the MBSR program and may help nurses to achieve a higher sense of ileiefuilf

Work Satisfaction

Work satisfaction is typically defined as how satisfied one feels abouinite
or job (Stamps, 1997). According to Stamps, it is a complex, multifaceted consatuct t
entails both intrinsic and extrinsic factors. Nurse-physician relatipssautonomy,
management of the work environment, tasks, professional status, pay, caseload,
advancement opportunities, and length of time employed at the institution havenall bee
shown to influence work satisfaction (Aiken et al., 2001; Ulrich, Buerhaus, Dgnela
Norman, & Dittus, 2005). Hospital organizations are motivated to improve thesésaspec

of work to enhance the quality of work life and retention of nurses.
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Work satisfaction and job dissatisfaction are two different constructs apd m
occur at the same time in a person (Stamps, 1997). Stamps identified achievewrdnts
itself, recognition, and advancement in a job as satisfiers. Organiakstructure and
policy, pay scale, relationships, and status are causes of dissatisfadtjpotentially
turnover (Stamps). Job stress and work satisfaction are different ctgstawever,
there is a relationship between stress and how satisfied a nurse feelfaipoudrk
(Blegan, 1993; Stamps). Brat et al., (2000) found a positive correlation between jgb stres
and turnover in nursing. In lieu of these findings, there is an imperative readevelop

appropriate interventions to increase work satisfaction.

Work satisfaction in nursing is most often described as a dependent variable and
arises from environmental, managerial, and personal attributes (Stamps, E2@nthR
the National Database of Nursing Quality Indicators (NDNQI) fromAimeerican Nurses
Association (ANA) established nursing satisfaction as a criticalataliof quality and
patient outcomes in hospital settings. This significant movement by the ANA is a
attempt to motivate hospitals to improve the clinical work and environment for nursing in

order to deliver safe patient care.

Job Burnout

According to Maslach and Jackson (1986), burnout is defined as an occupational
stress caused by emotionally charged relationships that are demamtiiiogirad in

human service personnel. Job burnout is classified as a syndrome of fealitgsng
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emotionally overwhelmed or emotionally exhausted; (b) impassive, impersgnahses
towards patients or depersonalization; and (c) lack of personal accompiltshmene’s

work with people (Maslach & Jackson, 1996).

Negative outcomes may occur when one experiences job burnout. The state of
emotional exhaustion causes a person to feel they are unable to emotionally connect or
give to others (Maslach & Jackson, 1981). Maslach and Jackson also found negative
feelings develop toward others and the work environment with ongoing feelings of
emotional exhaustion. Research by Maslach and colleagues (2001) demonstrated a
decrease in the quality of work, increase in absenteeism, job turnover, and poor morale
from burnout. Stress in health care professionals from work may reduce tlonséligt
between nurse and patients (Enochs & Etzbach, 2004) and increase job burnout
(Rosenberg & Pace, 2007). Psychological consequences from job burnout include
emotional fatigue, anxiety, psychosocial isolation, reduced self esteeupteds
personal relationships, and loneliness (Blegen, 1993; Radeke & Mahoney, 2000;
Lushington & Luscri, 2001; Tyssen, Vaglum, Gronvold, & Ekeberg, 2001). The key
strategy therefore, is to decrease burnout by assisting RNs to let gpafitdm’s pain

while remaining empathetic.

The symptoms of burnout relate to the physical and emotional depletion of energy
in the body. Sussman (1995) identified affective, cognitive, behavioral, and gdhysic

symptoms of burnout. According to Sussman, affective symptoms include anxiety,



30

depression, hopelessness, apprehension, helplessness, resentmentyiraebdubt,
and decreased concern for others. Sussman describes the cognitive syrmptoms a
intolerance, rigidity, close-mindedness, defensiveness, cynicism, pesshoigdom,
distrust, and paranoia. Behavioral tendencies include decrease productivégsec
distraction, and aggressive behaviors. Physical symptoms may include, falege

disturbances, inability to relax, and decrease in immunity.

Burnout creates a state of disengagement and not being in the present moment
(Goleman, 1995). Individuals experiencing burnout do not have a connection with their
emotions and have difficulty interpreting other’'s emotions. According to Goleman,
without access to one’s emotions, reality becomes distorted and informatiasésmi
Goleman describes a person who is burned out as being in a cocoon and oblivious to
others. This defensive state leads to non-therapeutic relationships betweemmdirses

patients. The importance of preventing and managing burnout can’t be overemphasized.

Work Performance

The clinical work of hospital nursing is evaluated by several measuresiurse
receives an evaluation of their work usually on an annual basis by theinmamager.
Input is usually obtained from peers and other health care workers. A sakitevaimay
also be completed using standards of behavior, ethics, and practice defined lgy nursin
organizations. Competency is analyzed often through state licensure, mandatory

regulatory bodies for hospitals, and nursing credentialing organizations.ri#hsures
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of performance are monitored by hospital leadership for quality of patiesmtad

overall work efficiency. One common measures of performance is incidsmeidime.

Incidental overtimeThe definition of incidental overtime is the number of minutes
beyond a work shift and equal to or less than one hour. Incidental overtime can include
meal time that was not taken because the nurse could not leave the patiemacare ar
Incidental overtime is an unscheduled and necessary work time needed to complete
patient care. The time paid for incidental overtime is more than regular paytanane

and a half times the nurses’ hourly wages.

Job demands and work environment may affect incidental overtime as well as
certain psychological factors. In a large research study of 1,473 workerdeYaulst,
Van Veldhoven and Beckers (2006) found overtime was common in high stress jobs. Van
der Hulst and colleagues found a positive relationship with the need for recovery from
work and the amount of overtime in high stress jobs. More overtime was alsot@ssocia
from workers who experienced high demands and both high and low autonomy.
Incidental overtime is not necessarily a negative aspect of emplayHmméver, large
amounts of incidental overtime can place strain on the hospital budgets. Therefore

monitoring overtime and creating systems to decrease overtime is iivgperat
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Staff Nurse Correlates

Certain correlates may contribute to how staff nurses manage work stress
Research findings have shown burnout to decrease with age (llhan, Durukan, Tanerr,
Maral, & Bumin, 2007). The longer a nurse works in the nursing profession, the
statistically lower the mean score of emotional exhaustion and depersooalorathe
Maslach Burnout Inventory (llhan et al.). In this same study, the factersational
exhaustion and depersonalization were found to be statistically higher in ntises w

worked more hours in a pay period.

The longer a nurse works in one patient care unit, the greater the degree of job
dissatisfaction and higher the degree of psychological distress (Decker., YO8r&) of
experience most likely correlates with greater need for autonomy, pofaksi
recognition and rewards. According to Ma, Samuels, and Alexander (2003), job position
affects work satisfaction of nurses. Those nurses who work in a charge noraeager
role have a higher degree of work satisfaction than a staff nurse. Diffelbepositions
most likely hold different hours and flexibility in schedules which increase nurse

satisfaction.

Education, gender, and age of the nurse may influence work satisfaction as well
(Stamps, 1997). Some patient care units may affect work stress of the nurse and
subsequent nurse satisfaction. Research findings have shown that nursing ontunits wit

longer length of stays and geriatric units can lower nurse satisfactang§t1997).
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Review of MBSR Research in Health Professionals

Programs that help prevent job burnout are much needed for the nursing
profession for retention as well as overall health of the nurse. Teachingreetfan be a
powerful health promotion tool for nursing staff. By increasing self awaseares
promoting a balanced life, the long term survival of the health care professithie w
improved (Baker, 2003). The MBSR program teaches mindfulness and loving kindness
towards self and others. It is a program offered over 8 weeks by experierogctons.
Participants attend a group class for 2.5 hours per week and learn meditatian, Hat
Yoga, and other formal and informal techniques used to increase mindfulness. Supporting
oneself with loving kindness is core to the program and the first step to mindfulness

activities in this course.

The MBSR program consists of progressive mindfulness exercise=ate cr
awareness and openness in the individual. The MBSR program may be described as
naturalistic and nondeliberate (Grossman, Niemmann, Schmidt, & Walach, 2004).
Mindfulness practice is both efficacious and therapeutic, and the benefits & MBS
been well demonstrated in various research studies (Kabat-Zinn et al., 1986ZKaba
et al., 1992; Kaplan, Goldenberg, & Galvin-Nadeau, 1993; Miller, Fletcher, & Kabat-
Zinn, 1995; Speca, Carlson, Goodey, & Angen, 2000; Grossman et al., 2001). Several

MBSR studies have been conducted in health professionals; no MBSR study has been
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conducted that has focused on registered nurses alone. The purpose of this section is t

discuss the research findings of the utilization of MBSR in health professionals.

Quantitative Studies of MBSR in Health Professionals

Several quantitative studies using the MBSR program have been conducted in
health professionals. In the first quantitative study, a randomized control desigrihesi
MBSR program as the intervention was implemented (Cohen-Katz et al., 2005). The
purpose of this study was to examine whether the MBSR program would decrease
burnout, psychological distress, and increase mindfulness in hospital staff. $laelVMa
Burnout Inventory (MBI), Brief Symptom Inventory (BSI), and the Mindfulness

Attention Awareness Scale (MAAS) were used as psychometric ingttsime

Inclusion criteria included regular contact with patients, employmeheat t
hospital, English speaking, and over the age of 18 years. Staff membershsitdmse
abuse problems or active tendencies for suicide were excluded. Consent \weeglobta
from 27 staff and 14 were randomized to the intervention group while 13 to a wait list.
Ninety percent of the staff members were nurses while others wereapaater,
respiratory therapy, and social workers. Time to attend MBSR and the cost of the
program were paid by administration and the wellness program. Psychao@tieere
administered prior to the intervention, immediately afterwards, and thredsrorgt

intervention. Overall, there was a 7% attrition rate in the intervention group.
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In this study, the mean age of the nursing staff was 46 years and 100% were
female. No significant differences between the intervention group andstvaitdup
were found prior to intervention on mindfulness, burnout or psychological distress.
Statistically significant positive differences occurred betweeimtieevention group and
the wait list on the mean scores post intervention for mindfulness. Similarly, post
intervention, statistically significant differences were found on the¢ $4Ble.
Immediately post intervention, a significant difference was found for pdrsona

accomplishment in the intervention group but not at three months.

A within-group analysis on the intervention group demonstrated significant
reductions in emotional exhaustion on the MBI scale immediately post intervention and
three months later. The number of nurses with psychological distress prior tartiod s
the intervention was decreased in both the intervention group and wait list, however,
these results were not significant. The strengths of this study were tloeniaad control
design and the knowledge gained on the utilization of MBSR on health professionals in
acute care settings. The limitations of the study include the small ssirgle
homogeneity of the sample, and bias introduced from paid course fees for the MBSR

program for the hospital staff. However, the payment appeared to result in |tiarattri

In another quantitative study, Galantino, Baime, Maguire, Szapary, and Farra
(2005) evaluated the relationship between physical and psychological stiEsses

before and after MBSR. Eighty-four health care employees weretezttaiparticipate
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in a nonrandomized research study on the mindfulness program. The health care
employees consisted of managers and direct care givers from a upikesgital setting.
Ninety-six per cent of the participants were female with a mean age of 43 S&ass
measures included the salivary cortisol level collected between 5 pm and 7 pla,d®rof
Moods States-Short Form (POMS-SF) to evaluate levels of stress and mood nitstsirba
MBI to evaluate burnout, and the Interpersonal Reactivity Index (IRI) loatea

empathy.

Eighty-two per cent completed all of the questionnaires and 61% completed the
pre and post cortisol tests. No statistically significant findings vegrerted for the
cortisol levels from baseline. Statistical significant findings occum@d baseline in the
emotional exhaustion MBI subscale and the subscales of the POMS-SF scalehe®ance t
were no changes in salivary cortisol over time, this study did not demonstrate a

correlation between cortisol level and the various psychological measures.

The strengths of this study included an adequate sample size and further
knowledge on the outcomes from MBSR. An important factor mentioned was that patient
satisfaction improved the quarter after MBSR was implemented which mayssiauge
term effects. The limitations of this study included lack of a control group,
nonrandomized design, and the significant attrition. It is also unclear from trgtesn
of the sample, if the managers were clinically prepared and what thef aieacal

specialty was for the health care professionals.
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In a sample of 30 nurses and nursing assistants, MacKenzie and colle@f@ds (
conducted a randomized control pilot to study the efficacy of a condensed version of
MBSR utilizing the two works and experience of Kabat-Zinn (1990) and Seghirig,
and Teasdale (2002) compared to a wait-list control group. The intervention group
included four 30 minute group sessions. Research subjects were instructedde ffacti
minutes per day, five days per week compared to 45 minutes per day, six days per week

in the traditional MBSR program developed by Kabat-Zinn.

Psychological measures were completed at baseline and post trainifgBT he
Smith Relaxation Dispositions Inventory (SRDI), Intrinsic Job Satisfasubscale from
the Job Satisfaction Scale (JSS), Satisfaction With Life Scale ($Vah8& Antonovsky’s
Orientation to Life Questionnaire were used to measure overall well fepgated
measures analyses of variance (ANOVA) were performed on the effeptsupf
participation over time on the subscales of burnout, sense of coherence ditesat,
relaxation, and work satisfaction. Statistically significant effe@seviound in emotional
exhaustion, depersonalization, and job related personal accomplishments between the
intervention group and the wait list. Participants who completed the mindfulness program
expressed significant satisfaction with life, well being, and relaxaaitmgs. No

significant findings were obtained for work satisfaction or sense of aoteere

The strengths of this study were the randomized control design and added

knowledge on MBSR with nurses and nursing assistants. The methodological section was
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well written and clearly outlined the psychometric tools and their relabllhe
limitations of this study were the small sample size and heterogenf¢ity sample
which included two types of health professionals. It was unclear if the study tztrol
for outside factors that might influence the psychological parameterswakithe only

study found that modified the MBSR program and examined efficacy in a cleeittadg.

Schenstrom, Romberg, and Badland (2006) conducted a prospective pilot on 52
health professionals in a primary care setting in Sweden. The purpose aidiigvas to
explore the feasibility and usefulness of mindfulness and cognitive attiaidedy for
health professionals as well as examine psychological factorsdredates!l being.

Health professionals consisted mostly of physicians (N = 29), and other health
professionals (N = 23) including nurses, physical therapists, occupatiorsgdisherand

social workers. Two physicians taught 50 hours of didactic and cognitive attitude
exercises and mindfulness based on the MBSR program over a course of several weeks.
The MAAS, WHO-5 Well-Being Questionnaire, and two visual analog scales turaeas
stress were utilized pre intervention, immediately post intervention, aredrtfoeths

post intervention. A questionnaire was given to assess intensity of mindfulnesg)tedi

home.

Statistically significant increases in mindfulness and well being cetafter the
completion of the MBSR program. Reductions in stress were significant and also

reported on both visual analog scales. Those participants that practiced mindfulreess m
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frequently reported a statistical significant increase in mindfulmeseediately post
intervention and at the three months follow-up. The strengths of this study included a low
dropout rate and longitudinal focus through measures at three months post intervention.
The limitations of this study include lack of a control group, no randomization, and the
utilization of an untested MAAS tool on the Swedish population. Due to the combination
of MBSR with cognitive attitude training, it is unclear which program eck#te

significant improvements in well being.

In the final quantitative study on health professionals, Shapiro, Astin, Bishop, and
Cordova (2005) conducted a prospective, randomized, controlled pilot study on 38
participants employed in a health care setting. The participants consigtegsians,
nurses, social workers, physical therapists, and psychologists randontieedcethe
MBSR intervention or a wait list. The purpose of the study was to examine tbis efffe
MBSR on health care professionals currently working in clinical ssttidigasures
included the BSI, Perceived Stress Scale (PSS), SWLS, MBI, and theo8gia€sion
Scale. Forty-four percent of the 18 participants in the intervention group and 1686 of t
20 participants in the control group dropped out of the study. Statistically sagmific
improvements in stress and self compassion occurred in the intervention group. No

statistically significant improvement in burnout was observed.

The strengths of this study included the randomized control design, and the

contribution of further knowledge of MBSR on health professionals. The limitations of
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this study included the high attrition rate and small sample size. It is undigahere
was a high attrition rate in health professionals in this study. The intervenbiom imay
have had more of an improvement in stress due to the higher rate of stressra baseli
than the control group. Selection bias may have occurred in the both groups as it is
probable that those with higher amounts of stress or those for whom MBSR was not

effective or palatable dropped out.

Qualitative Study of MBSR in Health Professionals

The final study on health care professionals currently working in thieinfias
gualitative in design and conducted by Cohen et al. (2005) on the same cohort as the
guantitative arm of their study. Ninety per cent of the 27 participants wermsnurs
working on a variety of patient care units in the hospital. Reasons for pamgipathe
study were family stress such as aging, illness, or recent deathroflainember. The
stress of working part-time and performance anxiety at work were repgrtacek of
the participants. Twenty-seven per cent reported demanding jobs, while 21%deporte

learning a new job as the main reason for work stress.

Qualitative data analysis included review of 46 open-ended questions given
during MBSR, two interviews with the vice president for patient care, and a one hour
focus group with seven of the 25 participants. The interviews from the focus groeip we
transcribed and reviewed independently by each of the researchers. Conteninasd the

were obtained from the transcripts utilizing a six item codebook developed by the
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research team. Consensus was reached through two of the three researéiacs @yr

the coding for five test transcripts. The remainder of the documents were goithed b
principal investigator and reviewed by the research team. The NVIVO seftves

utilized after consensus coding. Themes that emerged from the focus grovipwse

were increase in empathy and appreciation of others, increased relaxating,desnse

of peace, and learning how to be in the present moment. Other themes were patience,

calmness, letting go of worry, and being fully present in relationships.

The strengths of this study included using the grounded theory approach to
analyze themes, validation of the data through several coders and consah#us, a
explanation of the interpretative descriptions. The report is organized bynseetiders
and includes language of the participants. Reliability was increased bhhmaultiple
coders and consensus (Sandelowski & Barroso, 2003). Limitation of this study was the
singular focus group. It was unclear from the study description if longer teratse
occurred. This study should have mentioned if the transcripts were validated by the

participants for accuracy.

Outcomes of MBSR on Students in Health Care Professions

Six studies were conducted on students enrolled in health care courses. These
comprised four quantitative studies, one mixed study, and one qualitativeehestealy.
These research studies examined the use of MBSR with medical students, nursing

students and other health care professionals enrolled in academic programs.
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The first study involved nursing students in a nonrandomized pilot study using a
pretest and post test design without a control group (Beddoe & Murphy, 2004). The
purpose of this study was to explore outcomes of MBSR on stress, empathy, attitude, and
behavior in baccalaureate nursing students. Twenty three students weiteddor the
MBSR program, however, there was a 22% attrition rate and only 16 of the 18 students
completed all of the measures. The IRl was utilized to measure empathlyeand t
Derogatis Stress Profile (DSP) was used to measure stress. Quéstsowese created
by the authors to measure the students’ perceptions of benefit and amount of behavior
change from using the MBSR program. The sample included 100% women with the

mean age of 25 years. High empathy scores were noted on the pretestsunfethis.st

A statistically significant difference was found on the post test of tHe &S&iety
scale compared to pretests. Student nurses, who meditated more, reported grediter over
benefit. Favorable trends were found in the DSP subscale scores of Time RubssSure
is related to work habits and work satisfaction, the Attitude Posture subsmads, and
the two of the IRI dimensions. However, improvements in these scores were not
statistically significant. The strengths of this study included inecesowledge about
the effects of the MBSR program with nursing students. This study could have been
strengthened through a randomized control design, larger sample, and added points in

time to assess long term anxiety reduction. A large attrition rate (2236jed in this
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study. It is unclear if male nursing students were available or wanted itogae€t in this

study.

Rosenzweig, Reibel, Greeson, and Brainard (2003), examined the effects of
MBSR using a prospective nonrandomized cohort controlled design. Three hundred and
two, second year medical students participated over a five year periodtiveelec
semester courses in MBSR (N = 140) or seminars on complementary andiaéerna
medicine (N = 162). The Profile of Mood States (POMS) was used to measnreasix
or affective states. Multivariate analysis of variance (MANOV#)repeated measure
designs examined pre and post test changes on all subscales of the POMS. &nivariat
analysis of variance (ANOVA) was run on the Total Mood Distress scahe (f®MS.

A statistically significant difference was found between groupsaptepost test scores

on the Total Mood Disturbance (TMD) scale, four out of six subscales of the POMS,
Tension-Anxiety, Vigor-Anxiety, Fatigue-Inertia, and Confusion BewildarnSeventy-
one per cent of the students who took MBSR reported they felt more mindful, and 60%

felt more effective in handling stress.

Strengths of this study included the large sample size and use of a control cohort.
This study also adds to further education on the effects from MBSR on studentshn healt
care fields. Limitations included a nonrandomized design and failure to measahad®
physical health to exclude for conditions that might affect these results. Thegisst

occurred during the last weeks of the semester when high degrees of stadigsousur
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for students and may have influenced some of these results. Only a single measure,
POMS, was used to examine states of well being and stress. Lastly, the stuthents
control group did not have the same daily homework as the MBSR group. Given this
study was conducted over five years, a longitudinal design would have been appropriate

to measure anxiety over time in these students.

In a quantitative design, Shapiro, Schwartz, and Bonner (1998) recruited
premedical and medical students to participate in a matched randomized design to
examine the potential benefits of MBSR. Shapiro and colleagues were palicul
interested in determining if mindfulness would improve psychological measures,
especially an increase in empathy. The 90 item Hopkins Symptom Checklis9($C
was used to measure somatization, obsessive compulsive behavior, interpersonal
sensitivity, depression, anxiety, hostility, phobic anxiety, paranoid ideation, and
psychoticism (Derogatis, 1977). The 40 item STAI-1 tool was used to meadaransta
trait anxiety. A 42 item Empathy Construct Rating Scale and the 7 itenIRNS®ol

were used to measure empathy and spirituality respectively.

Two hundred premedical or medical students were recruited of which 78 students
agreed to be randomly assigned to either an intervention or control group. Ninety five
students agreed to be assigned to a wait list in the second semester. Twerdentes
elective courses of MBSR (N = 18; N = 19) were conducted with a differahtafimr

for each. In addition to MBSR, skills to increase empathy and didactic cometrtess
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were included. The attrition rate was low for both the intervention and conrgd gr
(5%). No statistically significant differences were found between gratbe pretest
point. Significantly less depression and trait anxiety were found in the intervenoup
at the post test point compared to baseline. In addition, at the post test a significant
increase in empathy and spirituality was determined in the interventiop gso
compared to the control group. Post tests were given during the final exam pehed of
semester when stress is usually higher than at the start of the seifffesterpost test

results are remarkable considering the time of the year.

The process of implementing MBSR as an elective course was given toithe wa
group after the first intervention group was completed. All of the measxespt the
trait anxiety, were administered pre and post intervention. Again, as witmsiheohort,
significant positive findings occurred across the variables. In the intevmearid wait
list groups, gender differences in post measure scores were not reported.tRigexals
a well designed randomized trial. Limitations included possible bias introdydeé b
facilitator teaching the elective course and possibly influencing testssdack of a
control group receiving a placebo effect, and generalization of findings to other.groups
Response bias may be present due to self administered questionnaires. Long term

outcomes were not measured in either arm of the study.

In a later study, Shapiro, Brown, and Biegel (2007) examined the effects of

MBSR on students in mental health counseling using a prospective, nonrandomized
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control design. The purposes of the study were to test the efficacy of MB&Ranaing

mental health of therapists in training, examine how MBSR achieves itssetiad

explore the relationship between mindfulness practice and psychological outcomes.
Eighty-three graduate students from a counseling psychology programeaerged

during one semester to participate in the study by enrolling in one of tiqueeece

courses for their graduate degree. Twenty-two students enrolled in the btifse and

61 students enrolled in two cohort groups that received education on stress management,
psychological theory, and research methods. The cohort groups received three hours of
education each week while the MBSR group attended two hours per week. Only 42 of the
61 students in the cohort groups completed all psychometric measures. A large number of

students were female (N = 54) and the mean age was 29.2 years.

The MAAS and PSS were used as psychometric measures. In addition, the
Positive and Negative Affectivity Schedule (PANAS) was used to measyoiegbsgical
distress and well being. The Reflection Rumination Questionnaire (RRE)sed to
measure one’s rumination over matters, and the Self Compassion Scale ¢€3QSEW0
measure self kindness, common humanity, and mindfulness. Students did not differ at
baseline in the cohort groups or the MBSR group, except that most of the students in the
control groups were in their first year of graduate school compared to one third of the
MBSR group. Participants in the MBSR group demonstrated a statisticalcgighif

improvement in scores on the PANAS, PSS, RRQ, SCS, and MAAS in comparison to the
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control groups. No statistical significant effects were found related to tleatobunt of
mindfulness practice time as measured by individual, daily logs of minute#tifay s
meditation, yoga, body scan, and mindfulness activities on changes in distresdl and we

being on the PANAS tool.

The strengths of this study were the larger sample size compared to wdes st
and the large number of measures used for well being. This study contributetdo fur
research knowledge in MBSR for students in health care professions. Thedmsitz
this study were the lack of randomization and the limited male participaassimy
have been introduced as these courses were required in order to graduate. No follow up
assessment was completed on these groups to measure long term resultséom the
courses. Measures were obtained in all groups at the end of the semester wisen exa

were given and may have influenced measures of distress and anxiety.

A study using a mixed quantitative and qualitative design using the MBSR
program was conducted on baccalaureate, Canadian nursing students to examine the
effects on stress (Young, Bruce, Turner, & Linden, 2001). Fifteen studentsewarged
for the MBSR program and 15 students for a no treatment control group. Focus groups,
the Antonovsky’s Orientation to Life questionnaire, and a symptom checklisusede
before, during, and after the program time period. Themes that emerged fratuhe f
group in the MBSR group included: (a) increased control over their reactions # stres

(b) greater clarity about their response to demands; (c) change in meradpgime and
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sense of urgency; (d) change in physical symptoms; and (e) appreciation and
connectiveness with the group experience. There were no statistigaifjcant
differences in well being between the MBSR group and the control group which the

authors attributed to the small sample size.

The strengths of this study included the utilization of a focus group, mixed design,
and identification of themes. The limitations of this study included lack of randtariz
small sample size, and inability to generalize findings. Little infolmnatias given about

the size of the focus group, transcription of data, coding of themes or validitgiofgfs.

In the last study on students, a qualitative design was utilized (Christopher,
Christopher, Dunnagan, & Schure, 2006). An elective semester long, graduate @ourse f
mental health or family counseling students was offered that included stleston
techniques, some of the MBSR program (yoga, meditation, QiQong, and the body scan),
Tai Chi, and didactic content on Eastern Medicine. A focus group was conducted with 11
participants and used field notes, transcription of data, and identification of themes
Inductive content analysis identified themes through the consensus of all of the
researchers. The data were transformed to produce integrative explanatiens of t
students’ experience. Students identified an increase in presence, connedtion, a
availability after completing the course. Differing opinions on practioe tjournaling,

and class content were found.



49

The strengths of this study were the generation of further knowledge about MBSR
and stress reduction techniques. One limitation of this study was the difficulty
determining the relationship between MBSR and the findings due to the course
containing other content. It was unclear who facilitated the focus group and whather bi
was introduced. No mention was made as to how the focus group was conducted and time
allowed for questions. The focus of this qualitative study was on the evaluation of the

course versus MBSR components.

MBSR Research with Nurses and other Health Professionals

Two research studies focused on nurses and nursing assistants working in hospital
settings and demonstrated a statistical significant increase in mindfalnésignificant
decrease in emotional exhaustion (Cohen-Katz et al., 2005; MacKenzie et al., 2006). |
the study by Cohen-Katz and colleagues, 27 participants were recruitechdoochized
to either MBSR or a wait list. Statistically significant differenoesurred between the
intervention group and the wait list on the mean scores post intervention for mindfulness.
The within-group analysis on the intervention group demonstrated statisticalcsighifi
reductions in emotional exhaustion on the Maslach Burnout Inventory (MBI) scale

immediately post intervention and 3 months later.

In a sample of 30 nurses and nursing assistants, MacKenzie et al., (2006)
conducted a randomized control pilot to study the efficacy of a condensed version of

MBSR utilizing the works of Jon Kabat-Zinn (1990) and the authors own personal
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experience compared to a wait-list control group. The intervention group included four
30 minute group sessions. Measures of burnout, work satisfaction, stress anmnelaxa
were completed at baseline and post training. Repeated measures afalgsasce
(ANOVA) were performed on the effects of group participation over time on the
subscales of burnout, sense of coherence, life satisfaction, relaxation and work
satisfaction. Statistical significant effects were found in emotiexiaaustion,
depersonalization, and job related personal accomplishments between the ioterventi
group and the wait list. No statistically significant findings were abthfor work

satisfaction or sense of coherence.

An increase in empathy was not detected in some research studies (Gatantino e
al., 2005) but was found in other research studies on health professionals (Beddoe et al.,
2004; Shapiro & Schwartz, 1998). The themes of increased empathy were found in
gualitative studies on health care professionals who took the MBSR program (Cohen-
Katz et al., 2005; Christopher et al., 2006). These research studies show poomise f
utilizing MBSR as an intervention for nursing. Nurses go into nursing to giveteetiga
care and commitment to be there for patients and families. Giving carehhyeung
present is both joyful to nurses as well as patients. The stress of the wamkaliute

care settings may change the perspective of nurses and challenge theil palsesa

Many hospitals are trialing techniques to improve the work environment and

conditions utilizing quality improvement and efficiency methods to help removeisarri
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for delivery of high quality care. However, changing systems and imgrovenwork
environment are only a few means to enhance nursing practice and improvegaatient
According to Miller and Dell Smith (1993), personal control over difficult situneti

begins with identification of the stressor and accepting responsibility togeatr@ss.
Reframing the stress and viewing the whole situation with objectivity beipsinage

the situation. More self care programs and tools are needed in hospital envirdloments
guide nurses in their management of stress and development of their inner self. Thes
programs may lead to improvement in nursing practice, personal health of the nurse, and

overall retention of the nursing workforce.

The findings of these studies are useful in guiding the development of
intervention programs for staff nurses to assist in increasing nurdadadis reducing
medical error, and improving the overall health and well being of nurses. The MBSR
program may be a useful intervention for nursing management to incorporateyin ever
day practice for staff nurses, orientation programs, and continuing educatiostullyis
aims to increase our knowledge in the field of mindfulness as it relates toigdotent

benefits to nurses and their work performance and effectiveness.

Synthesis of Current Knowledge on MBSR

Mindfulness practices have their roots in the philosophical Buddhist teachings and
practices in Tibetan culture (Kabat-Zinn, 1990). The program of MBSR produces many

psychological and physical outcomes that benefit participants’ overalb$tatdl being.
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Twelve research studies were identified and reviewed of which four evetlemized

control trials on the outcomes of MBSR for health professionals (Cohen-Katz et al
2005; MacKenzie et al., 2006; Shapiro et al., 1998; Shapiro et al., 2007). Only six studies
were found on health professional staff working in clinical fields (Cohen-&izdl.,

2005; Cohen-Katz et al., 2005; Galantino et al., 2005; MacKenzie et al., 2006;
Schenstrom et al., 2006; Shapiro et al., 2005) while six studies were on student
populations (Beddoe et al., 2004; Christopher et al., 2006; Rosenzweig et al., 2003;
Shapiro et al., 1998; Shapiro et al., 2007; Young et al., 2001). Two of the six studies
reviewed on staff working in clinical fields were from the same trigh gitferent arms

of the study (Cohen-Katz et al., 2005). Two of the authors focused on nurses or nursing
assistants working in health care settings (Cohen-Katz et al., 2005; Magle¢aki,

2006).

In summary, several studies showed promising outcomes in staff and students
currently working in health care. The studies that focused on nurses and nursing
assistants working in hospital settings demonstrated a statisticaicsighificrease in
mindfulness and significant decrease in emotional exhaustion (Cohen-Kat2Gas|
MacKenzie et al., 2006). Mackenzie and colleagues (2006) showed improvement in life
satisfaction, job accomplishments, and general state of well being in reraitbtaff,
whereas no statistically significant improvement in work satisfactias identified in

this study. Statistically significant increases in mindfulness andbs#ly were also
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found by Schenstrom et al. (2006). Increase in empathy was not determined in the study
on staff in health care by Galantino et al. (2005). Themes of increased empeghy we
found in the qualitative studies by Cohen-Katz et al. (2005). Increase in emotional
exhaustion was determined in two studies on health care staff and showed significa

improvement after MBSR (Mackenzie et al., 2006; Galantino, 2005).

In the studies on students in health care professions, several outcomes were found.
Increase in empathy was found in students in health care by Beddoe and colleagues
(2004) and Shapiro and colleagues (1998) in contrast to no statistically significant
increase in empathy in staff in health care found by Galantino and colleagues [2005)
the qualitative study on students in health care by Christopher and colle2@@e)s the
theme of empathy was found. Decrease in anxiety and depression were also found i

several of the studies on students (Beddoe et al., 2004; Rosenzweig, 2003).

None of the studies in this review mentioned negative effects of MBSR. However,
a small amount of research has shown negative consequences of meditation and
mindfulness activities (French, Schmid, & Ingalis, 1975; Kennedy, 1976). In conclusion,
MBSR programs show promise to increase empathy, mindfulness, and decreasar stre
emotional exhaustion in health professionals. These outcomes are meaningfuhto heal
care staff as well as patients. The value of providing MBSR to nurses who wotkean ac
care may provide short term and longer term benefits to the nurse. The prospects of

reducing nursing burnout, increasing compassion for patients and families, aadingpr
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overall work conditions through MBSR programs are compelling thoughts to foste

nursing retention and practice.

Conceptual Framework

The conceptual framework for this research study is based on several
philosophical and psychological concepts. The philosopher, Martin Heidegger and his
work on presence and consciousness, serve as the starting point for these viewpoints
(1962). According to Heidegger, the phenomenology of “being” is core to the exgerienc
between people and among people and ‘presence’ as described by both JeartrBaul Sar
(1943/1984) and Martin Heidegger is an existential phenomenon. This conceptual
understanding of presence is basic to the understanding of mindfulness and relationships
with others and self. Heidegger defines mindfulness as seeing, being and doing, and
further elaborates that mindfulness is awareness and understanding. According to
Heidegger, beings show being through tlaeithenticcoming to presence. The
interpretation of meaning in life depends upon the reality of being. Heideggebdssc
beingas the unique quality or spirit of a person and can be experienced by sharing one’s
presence. Heideggerian hermeneutics describe the human way of bietegpastive.

Beingis later described by nursing author Nelms (1995) as letting be present and
presence. According to Nelms’ Heideggerian hermeneutical analysis (1898ksence

of nursing practice lies within the concepts of presence.
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In Newman'’s nursing theory (1994), health is an expansion of consciousness or
‘being’. According to Newman, the interconnectedness of one with the universe is
ongoing and each person is evolving their own pattern. Newman (2008) asserts that
nurses must let go of personal judgments and sense the whole in order to see patterns in
patients. Nurses must be in the present moment to experience a relatiotislaipatient
(Newman, 2008). According to Newman (2008), the mission of nursing is to help the
client find meaning and the nature of nursing is the caring, pattern recapnizi
relationship between the nurse and the client (p. 52). The present momenlesstiraes

and precious for therapeutic healing of self and patient.

The core of a therapeutic relationship between nurse and patient is being present
for the patient. Being authentic and present promotes a healthy relgiianghihe
patient and for oneself. Heidegger (1962) asserts our existence is primlatiiynal and
our self is defined through our interactions with the world around us. Newman’s theory
of health as expanding consciousness supports the need to be present and utilize
interventions to promote nursing presence. According to Newman, outcomes such as

nurse satisfaction are enhanced with therapeutic presence.

The registered nurse possesses factors of mindfulness, empathy, and serenity
which may lead to excellence in nursing practice and optimal patient outcbnies
researcher believes these factors are a way of being in the worlelatedto presence.

Excellence in nursing practice may be reflected in greater workasaits, less burnout,
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and improved work performance. Patient outcomes may become optimal through safer
care and higher patient satisfaction when nursing practice excelse$éacher believes
the factors of mindfulness, empathy, self compassion, and serenity are inherent

characteristics and can be nurtured in oneself.

Reacting to one’s inner feelings and outer experience can be an interndestrugg
for the nurse and affect the internal characteristics of mindfulness, gmgeith
compassion, and serenity that are inherent within the nurse. The fundamental goncern i
nursing management is to explore how nurses can be present with patients hthbene
patient and themselves. The qualities of mindfulness, empathy, self compassion, and
serenity are primary to the nurse’s capacity to be therapeutic. Of utmmstance,
these attributes may enhance nursing practice and improve patient ceneaPlealth
of the nurse may be improved through an increase in presence. The therapeutic
relationship of nursing “being” creates a circle of life and healingedas these beliefs,
this author presents a conceptual framework incorporating these major concepts a

therapeutic relationships for reflection and incorporation into nursing préEtgee 1).
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Figure 1. Nursing Practice: Factors Affecting Practice and Patient Outcomes

Psychology offers subject matter on presence by using this concept in

mindfulness therapy. In 1976, Kabat-Zinn developed the MBSR program using
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mindfulness therapy to increaaentivenesandawarenessn self and others and

improve overall health (Germer et al., 2005). Kabat-Zinn (1990) further delinbated t
link between mindfulness and presence by describing these concepts asi@eted.

The awareness and being in the present moment from MBSR complement the middle
range theory of caring in nursing (Swanson, 1991). According to Swanson, caring
behaviors that invoke “being with” a patient are core to nursing practice. To ‘fveawit
patient requires availability and empathy on the part of the nurse. Mindfulngsdsoa

be highly linked to compassion and empathy which have been shown to create healing
through their actions, intentions and thoughts (Schmidt, 2004). The practice of

mindfulness may bring about relaxation and positive outcomes for the individual.

Kabat-Zinn (1990) provides the program of MBSR to foster our relationships with
others through presence, awareness, nonjudgmental thoughts, and loving kindness. The
meaning of life through ‘being’ is not lost through distraction of past or futoeghts.

For nurses, this mental and physical connection may augment their perscihedheéal
promote work satisfaction. Nursing practice and the relationship betwese and
patients may be enhanced.

By being more fully aware of the experience and nonjudgmental, a buffer is
created to process one’s thoughts and feelings (Teasdale, 1999). This may oresde
empathetic response. The states of awareness and attentiveness have beenssimogvn i

studies to increase empathy (MacKenzie et al., 2006). Childs (2007) proposesthé stat
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presence creates an open environment, experience and relationship. Accordindsto Chil
mindfulness is a crucial foundation to therapeutic relationships and is an opportunity
often missed in clinical practice and thus its health benefits are not falized MBSR

may be a program to nurture these factors and enhance work satisfaction.
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Figure 2. MBSR Intervention on Nursing Practice




61

Conceptual Definitions

For the purposes of this research study, conceptual definitions are definesl by thi

researcher.

Mindfulness is the state of being aware, present, attentive, and in the moment.
Mindfulness is a nonjudgmental way of being. The state of mindfulness can be attained

through education, mentoring, and practice.

Empathy 4is a feeling of concern for others. If one is empathetic, one is able to

understand and respond to others in a nonjudgmental manner.

Self Compassionis being kind to self and accepting the negative things that

happen in this world with a perspective that they happen to everyone.

Serenity 4s a state of inner peace that manifests as gentleness, gratitude and
nonjudgmental behavior. Serenity is also defined as acceptance, forgiveness, and

unconditional giving.

Work Satisfaction satisfaction with work is defined as liking ones’ job and

feeling an accomplishment over the work performed.

Job Burnout feeling overwhelmed, emotionally exhausted and uncaring about
ones’ work are feelings of job burnout. As a result, behavior of someone who experiences

job burnout may include an impersonal manner.
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Incidental overtime evertime equal to or less than one hour after the end of a

work shift and missing a meal break are defined as incidental overtime.

Study Aims

Clinical work in hospital settings has been described as challenging $esramd
may contribute to burnout and turnover. Increasing mindfulness, empathy, self
compassion, serenity, and work satisfaction enhance the personal health of nurses and
promote healing intentions for patients. The concept of caring for self prombialing
attitude and increases mindfulness (Schmidt, 2004). The study aims for thistresearc
study are designed to test the effects of MBSR on several factors. Spej@titives of

this research study and the hypotheses include:

Aim 1: Determine the effects of MBSR intervention on mindfulness, self compassion,

empathy, serenity, and work satisfaction in registered nurses.

Hypothesis 1Mindfulness, self compassion, empathy, serenity, and work
satisfaction will be greater post MBSR intervention relative to baseliregistered

nurses.

Aim 2: Determine the correlation between the variables of mindfulness and self

compassion, empathy and serenity in registered nurses

Hypothesis 2Mindfulness will be positively associated with self compassion,

empathy and serenity in registered nurses.
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Aim 3: (Exploratory):Determine the effects of the MBSR intervention on the job

performance measure of shift incidental overtime in registered nurses.

Hypothesis 3incidental overtime will decrease from baseline in registered

nurses.

Aim 4: (Exploratory):Evaluate job burnout post MBSR intervention relative to baseline

in registered nurses.

Hypothesis 4Burnout will decrease following the MBSR program in registered

nurses.

The long term goals of this researcher are to increase self compasseranity
in nurses and improve work satisfaction. The secondary goals are to increase
mindfulness, empathy and retention in nursing. Intervention programs for improving the
personal health of nurses need further exploration as they may be imperative for lon

term retention of nurses in acute care settings.
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CHAPTER THREE:

Methods

Aims

The overall aims of the current study were to determine whether an MBSR
intervention would have psychological benefits on registered nurses and improve the
overall work performance. The idea for the study originated with théarelser’s desire
to improve the work setting for RNs working as staff nurses and the nursingj\cameto
patients. The premise for this study was further shaped through input of theatimser

committee.

Research Design

A quasi-experimental, longitudinal, pretest and post test, correlationghdes
targeting a sample of registered nurses working in a single hospitalisa®tting in the
upper Midwest was used for this study. The primary goals of this resstatshwere to
test the effects of the MBSR intervention on registered nurses and to describeegutcom
post intervention including standardized measures of mindfulness, empathy, self
compassion, serenity, and work satisfaction. In addition, work performarscasaessed
3 months prior, during, and 3 months post intervention using the measure of incidental
overtime. An exploratory aim evaluated job burnout post intervention to determine if

there was a decrease in burnout as compared to pre intervention.
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Study Setting

This study was conducted at Abbott Northwestern Hospital in Minneapolis,
Minnesota. Abbott Northwestern Hospital is a large non-profit, 619 bed tertiay car
hospital which is part of the Allina Hospitals and Clinics system. Abbott Nostiewe
Hospital employs 1600 RNs of which 1400 are contract nurses with the Minnesota

Nurses Association. Of the 1600 RNs, approximately 5% are male nurses.

Sample

The sample frame for the study comprised a convenience sample of RNsgwvorki
at the Abbott Northwestern Hospital campus. An attempt was made to heavily recrui
bedside nurses from all units; however, this study was open to all registeresivmunse
work at the Abbott Northwestern campus. All nurses recruited for the MBSRapmogr
were employees of Allina Hospital and Clinics and had a comparabigatio® upon
hire. Eligible nurses worked in patient care units, hospital clinics, or eolnabservices.
Direct care nurses at Abbott Northwestern Hospital float betwe@ampasre units but
are assigned primarily to one community of like patient care units. The turmeaich

of these units is similar, averaging less than 10 %yger.

The total number of nurses that work at Abbott Northwestern Hospital campus
setting is approximately 1600. The target sample for this study was 5S@regdisurses.

The study over recruited 83 RNs to account for potential dropouts. A beginning sample
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of 71 RNs made the commitment to the 8 week MBSR intervention through written
consent for this research study. A final sample of 61 nurses completed tHe doBSe.
Nurses were recruited from all patient care units, clinic settings, arditivation

department. Nurses were given the option to attend the same MBSR clasg {puen a

different times during the week according to their personal needs and tindellsche

Power Analysis

Means and standard deviations were obtained for all of the measures used in this
study from prior research utilizing these tools, and post intervention ddeeditierence
for each instrument was obtained (Table 1). aApriori power analysis was completed
prior to enroliment. Sample size was calculated on the basis that a sample of 50
participants would have 80% power to detect at p < .05. A power analysis using 80% was
used to determine the greatest probability of detecting results forutis $thhe sample
size of 50 was deemed by this researcher to be a reasonable and achievablehumber

nurses to recruit.
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Table 1L Effect Sizes of Tools — a priori analysis using 80% power (alpha = 0.05, two
tailed), (N = 50)

Measure Mean (SD) Detectable difference fo
paired t-tests

Brief Freiburg Mindfulness Inventory 37.2 (5.6) 23.
Self Compassion 18.3 (3.8) 2.2
Brief Serenity Scale 3.4 (0.1) .70

Interpersonal Reactivity Index (IRI)

Emotional Concern 11.7 (3.8) 1.9
Fantasy 18.8 (5.2) 2.6
Personalization 12.3 (5.0) 2.5
Perspective 17.9 (4.9) 2.4
Work satisfaction overall mean score 4.2 (.6) 3
Subscales

Pay 2.7(1.1) .54
Interaction between doctor and nurse 3.7 (1.2) .59
Organizational Policies 3.7 (.93) 46
Tasks 3.9 (1.1) 54
Professional Status 5.5 (.8) 39
Autonomy 49 (1) 49
Team

5.4 (.9) 44

Maslach Burnout Inventory
Emotional Exhaustion 17.9 (6.4) 74
Depersonalization 5.7 (3.9) .66
Personal Accomplishment 19.8 (4.6) .59
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Inclusion and Exclusion Criteria

To qualify for the study, persons were required to be: (a) adult, 21 or older; (b)
Registered Nurse; (c) English-speaking; (d) literate- able tbtheacourse materials; (e)
no self disclosed current diagnosed psychiatric iliness; (f) able taatieekly classes;

(9) interested in enrolling in the intervention; (h) willing to complete &rmmed consent
process; (i) willing to complete study data collection forms; anenfployed by Abbott

Northwestern Hospital or RNs working on the Abbott Northwestern campus.

Persons were excluded from participation if they (a) had previously pattidipa
in the MBSR program; (b) were regularly practicing mindfulness meatitafc)
expressed uncertainty they could attend the intervention on a regulaldasisended
to relocate in the next 6 months, or terminate from work agreement. Thacxiéze
chosen to avoid bias from previous exposure to mindfulness activities and psychological

distress that could influence job performance.

Recruitment

The principal investigator intended to recruit a minimum of 50 registeredsnpurse
based on the power analysis performed prior to the start of the study, to pariicipae
of four simultaneously managed intervention groups consisting of the MBSR program

taught by the same instructor on different days and times of the week (Table 2).
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Table 2 MBSR Schedule and Timeline

Groups 3mos prior Pretest InterventiorPost test (8wks) 3mos Post
A; (Wednesday morning) O O Xy G O,
A, (Wednesday evening) ;0 O X Q Oy
Az (Thursday morning) © o X 0} Oy
A4 (Thursday afternoon) O O X (08 O,

Recruitment occurred three weeks prior to the start of the intervention. Direct and
indirect means of recruitment were used for this study. Flyers advettendBSR
program and research objectives were posted in unit report rooms and bulletin boards
throughout the hospital and clinics. In addition, flyers were handed to staff or sent via
email to staff. The Chief Nursing Officer mentioned this research stuidgriweekly
newsletter and encouraged staff to participate. The principal investigalkar apthe
Nursing Practice Council at Abbott Northwestern and to the MNA co-chairs about the
study. If staff were interested in the study, they were directed to caltitiepal
investigator for further information. To assist with recruitment, both costigetors
made rounds and encouraged staff to enroll by calling the principal investigatdal A

of 83 nurses inquired about the study during the recruitment phase.
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When registered nurses called the principal investigator, they wereadries
inclusion and exclusion criteria. Nurses were given more information about tgeasulid
if interested and met enroliment criteria, a written consent was obtaihdds Aime, the
nurse volunteered for one of the groups for participation in the MBSR program based on
their schedule and personal choices. The nurse was informed they could attendsany cla
session within the same week but were encouraged to stay with the same group as much

as possible.

| nstruments

There were seven main data collection instruments for the studydhaused to
obtain information from the nurses. Data collection occurred at multiple ponotssabe
study (Table 3). The study instruments included measures of mindfulness, self
compassion, serenity, empathy, work satisfaction, burnout, and demographiesgatrabl
addition, data were collected from routine hospital reports on incidental ovégime

patient care unit, not by individual nurse.

Baseline data included subject characteristics including gendershighel of
education, years of experience as an RN, shift predominantly worked, and mimber
hours in a pay-period worked. The reason for this data collection was to detiriméne

groups were similar in characteristics. The following instruments wdizedti

Brief Freiburg Mindfulness Inventory (BEMIT.he mindfulness concept may be

nurtured through meditation such as in the MBSR program. The Freiburg Mindfulness
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Inventory (FMI) is a 30 item tool developed to measure the concept of mindfuirtess a
developed by Buchheld, Grossman, and Walach (2001). Items are ranked on a 4-point
Likert type scale from rarely to almost always. Buchheld and collsagpert an

internal consistency of Cronbach’s alpha = .93 with a mean score change of 1.0

deviation.

The brief form FMI is a psychometrically sound 14 item scale with an irterna
consistency of Cronbach’s alpha of .86 based on the original 30 item Freiburg
Mindfulness Inventory scale. In a study by Walach, Buchheld, Buttenmileinkfecht,
and Schmidt (2006), the Brief Freiburg Mindfulness Inventory was utilizeéd i7
subjects of diverse backgrounds. The range of scores on the BFMI was from 18-52. The
14 items used in this tool were considered the core of mindfulness. A total score was
recommended to be reported for the degree of mindfulness by these researdveik

be reported in this study.

The mindfulness concept may be an outcome variable or a moderating variable.
The BFMI tool views mindfulness as one-dimensional. The aspects measured in the
BFMI include: (a) mindful presence; (b) openness to experience; (c) non-judgmenta
acceptance; and (d) insight (Walach et al., 2006). However, it is recommended that

factors not be reported individually and a total score be given.

Self Compassion Scale (SC$he SCS is an established and well-researched

scale designed by Neff in 2003. It evaluates 26 items examining 6 dimensiorfs of sel
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compassion: self kindness, common humanity, mindfulness, self judgment, isolation, and
over-identification. The first three factors are components leading towdndber self
compassion. The latter three factors of this tool are considered to negdteeiyne’s

self compassion. A 5- point Likert scale is used to rate each of the 26 aegnsg from

never = 1 to very often = 5. Together the components are scored using revargdarodi

the latter three constructs. High scores indicate higher self compassiaongeassion

may be viewed as a single overall score or separately through eactsiafshbscales.

Neff (2003) explains that the concept of self compassion is also closelyltalate
mindfulness through awareness and promotion of perspective. Research has shown the
SCS has an adequate factor structure and demonstrates satisfactoryeotncurr
convergent and discriminate validity, test retest reliability, and gtrdernal consistency
with an alpha of 0.93 for the scale as a whole (Neff et al., 2006), and 0.75 — 0.86 (Neff &
McGehee, 2009). The tool has been tested in several studies with similaritliabil
shown (Leary et al., 2007). Pearson’s correlation coefficients wereataldudetween the

SCS and other instruments measuring similar constructs to determine consilitgt va

Brief Serenity ScaleSerenity is an important construct to measure dimensions of

spirituality (Kreitzer et al., 2008). The Serenity Scale is an estaoli®ol developed by
Roberts and Aspy (1993) and evaluates 40 items including 9 distinct factors in the 40
item version: inner haven, acceptance, belonging, trust, perspective, contephesent

centered, beneficence, and cognitive restructuring (Roberts & Aspy). T9#8Serenity
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Scale has been tested in research studies and established as intensadtgrat and
reliable (Cronbach’s alpha = .93) in a population of older male and female hospital

volunteer workers (Kruse, Heinermann, Moody, Beckstead, & Conley, 2005).

The Brief Serenity Scale was developed by Kreitzer and colleagues (2203
the original tool and with the assistance of Dr. Belinda Boyd-Wilson and merofea
researchers in New Zealand (Kreitzer et al., p. 2). A tool of 22 itemsreated that
included items with a correlation of .40 or higher. This 22 item tool includes all the item
from Roberts and Asp’s (1993) original factors of inner haven, trust, and rowstife
acceptance factors. Two items are included for the perspective fawtocomstruct
validity of the Brief Serenity Scale was evaluated using factor ses|yests of
convergent and discriminate validity (Kreitzer et al.). Internal ctersty reliability was
high (Cronbach’s alpha = .95) and three factors explained 58.7 % of the total variance:
(a) acceptance; (b) inner haven; and (c) trust. According to Krentdecaleagues,
higher serenity scores were positively associated with positive affdanindful

awareness. The states of acceptance, inner haven, and trust are dimenpiohisatifys

Interpersonal Reactivity Index (IRIJhe IRl is a 28 item tool developed by Davis

(1983) and is used to measure empathy. It has four subscales whicle daaigzy,
personal distress, empathetic concern, and perspective taking. This tool hasedesn us
health professionals to measure empathy (Galantino et al., 2005). The 7 questions in the

empathetic concern subscale are used to assess one’s compassion (Faleer &
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2006). Each of the other subscales includes 7 questions each as well. A 5-point Likert
scale is utilized ranging from 0 = does not describe me well to 4 = describesyme ver
well. Research has determined the reliability for three of the four sebseahpathetic
concern (.76); personal distress (.70); and perspective taking (.74) (Beven, Malone, &

Hall, 2004).

Maslach Burnout Inventory (MBI)The MBI is a 22 item tool developed by

Maslach and Jackson (1981), and has been used extensively nationally and internationally
to measure job burnout. The dimensions are organized in subscales which are emotional
exhaustion, depersonalization, and lack of personal accomplishment. Feelings of being
overextended or exhausted by work are measured by the emotional exhaustioesubscal
Negative attitudes and feelings toward others at work are measured bsodefization.

The tendency to describe oneself as negative is identified in personal accomplishm

The tool was originally designed to be used in human services including nursing
services. Each subscale is scored separately. A 7-point Likert glpdsased for
scoring with never = 0 and 6 = every day. Internal consistency was reported by
Cronbach’s alpha, including .83 for emotional exhaustion, .74 for personal

accomplishment, and 0.77 for depersonalization (Maslach & Jackson, 1981).

Index of Work Satisfaction (IWS)Yhe IWS guestionnaire developed by Stamps

(1997) has been widely used to measure work satisfaction in nursing (Ma et al., 2003)

Work satisfaction is defined as the perceived importance of factors petongotk
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satisfaction and the level of satisfaction (Shader et al., 2001). SubscaledWi$the
include pay, autonomy, task requirements, organizational policies, interaction, and

professional status.

Overall instrument reliability has been previously reported at .85 with a
Cronbach’s alpha for each of the components ranging from .70 to .90 (Stamps, 1997).
An overall mean score is obtained as well as mean scores for each distedeu
components in the tool. A 7-point Likert scale is used ranging from 1 = agree to 7 =
disagree. A group score is computed to first rank the importance of the subsacales. Th
component weighting coefficients are calculated for each subscaleftotal group of
nurses. The frequency distribution of responses to work satisfaction is calclabéal
work satisfaction mean score may be obtained by multiplying each weigiaitient
and the mean score for each subscale. However, it is recommended to report the
subscales rather than the total component score to determine the sigaifitapecific

work satisfaction factors (Stamps).

Incidental Overtime- overtime less than one hour post shift was collected on

each patient care unit where the majority of staff nurses weretegtriihis is the
standard measurement used at Abbott Northwestern Hospital to measure incidental
overtime. Overtime was collected through the electronic time and atteadystem
called KRONOS, an automated workforce management system used bypusamsses.

Allina Hospitals and Clinics employees use their identification badgeytim lor out of
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the KRONOS system for work. Nursing management and administrative coordinat
verify the entry of the employee’s attendance for accuracy each day tedend of a

pay cycle.

The KRONOS system generates data by employee for the payrollrdepafor
the purposes of pay and benefits. KRONOS reports are run by both the human resource
and finance department for managers to view employee records of attendanimesi
overtime, and use of benefit time. Employees may also access these repaotghly
report of overtime is created by the finance department for hospital adatioist The
KRONOS system is considered by Abbott Northwestern as a reliable Systeeasure

pay and benefit time.

Table 3. Instruments and Timeline

Instrument

3mos prior

Baseline

Completion

3mos post

Brief Freiburg
Mindfulness Inventory

X

Self Compassion Scale

Brief Serenity Scale

Interpersonal Reactivity
Index

Maslach Burnout
Inventory

Index of Work
Satisfaction

Shift Incidental Overtime
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Mindfulness Based Stress Reduction Program

The program used for this study was based on Kabat-Zinn’'s MBSR program
(1990). One instructor taught all of the classes. The instructor wanadit marriage
and family therapist for 24 years and a founder of a mindfulness practiee icent
Minneapolis, Minnesota. The instructor has taught MBSR for over 16 years and was

trained professionally with Kabat-Zinn in 1993.

The MBSR program for this research study was modified by a reductioneof
per class to 2 hours versus 2.5 hours. Participants were told the content that weags missi
in class and asked to read this at home. A 7 hour retreat was offered to participants
between week 6 and 7. Participants were encouraged to listen to Kabat-Zinpa&ctom

disks daily to guide their practice of mindfulness and read each chapter in his book.

The MBSR program for this research study included sessions in leamaing a
practicing meditation and yoga, didactic presentations, group discussions, amgohome
assignments (Appendix G). The mindfulness techniques used in this program included
formal meditation and informal meditation. The formal meditation utilizeithgit
meditation, a body scan, and Hatha yoga. Posture and breathing exercises were
emphasized. Nurses were taught to sit upright, focus attention on one’s breath, and when
their attention wandered to refocus on the breath. Nurses were also taughy thegmpl
techniques during walking meditation and lying meditation. Informal meahtaticluded

applying mindfulness to activities of daily living such as eating.
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Data Collection Procedures

At the beginning of the research study, the data collected included the
demographic information and construct tools. The demographic information was self
reported by each participant. Each participant received a set of nunyeramdid surveys
that measured the constructs for this study. Surveys were completed priostartioé
the first class and collected by the principal investigator. Theseysumare completed
in a private space without the presence of the investigators or reseastdmasthe
initial surveys were reviewed for completion by the principal invesirdait participants
were not asked to enter data points that were missing. This was due to reagixéyg S
immediately before the start of the class, and subsequently not enough timeilahteava

to review each individual survey before class start time.

Attendance to each MBSR class and retreat was self recorded weeklyhby eac
participant and verified by the principal investigator or co-investigatopsiriicipants
missed a class, this was recorded by the principal investigator on theaatestheet.
Many participants made up classes by attending an alternate time ttherivgek. This

make up time was recorded by the principal investigator.

At the last class, the participants were given a 5 minute break and asked to
complete the numerically coded surveys. The principal investigator acenaaighe
surveys and remained outside the class setting. Upon completion, the principal

investigator reviewed each set of surveys with the participant for compbétaata. If



79

information was missing from the survey, the principal investigator asked rtiaent

to complete those questions prior to leaving the class.

Data were collected at several points. Construct measurements wenedbtai
multiple times: (a) 3 months before the intervention for overtime; (b) oiratedy prior
to the intervention for all data points; (c) at 8 weeks at the last session of MB8IR f

data points; and (d) three months post intervention for overtime.

Incidental overtime was obtained from the hospital finance department of Abbott
Northwestern Hospital. Data were entered on a spreadsheet by the findyseasna
obtained from payroll reports. The incidental overtime was reported by month and by
patient care unit. This information came directly from the time and attem@dextronic

records kept by the payroll department of Abbott Northwestern Hospital.

To control for random effects and increase consistency across the groups, all
groups were assessed within the same time frame and at the same nits\eljpoavoid
bias induced by class fatigue from MBSR, a 5 minute break between thedssmand
the measurements was given to all groups. Measurements were admifgtéred

principal investigator. Data were provided by self report (Table 4).
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Construct Collection Mode 3mos prior Baseling 8phist 3mos post
Demographics Self report X

Mindfulness Self report X X

Self compassion Self report X X

Empathy Self report X X

Serenity Self report X X

Nurse satisfaction Self report X X

Burnout Self report X X

Overtime Payroll X X X X

Data Analysis

Data were entered and analyzed with SPSS Version 14 and Excel spreadsheets.

After the data were analyzed for normaliigscriptive statistics were used to summarize

the nurse demographic data. This study tested the effectiveness of thepviidfg&n for

RNs on specific outcomes. The primary objective was to assess the impadVi&SRe

intervention on nurses’s perceptions and subjective psychological profilestsRestd

analyzed using paired t-tests (within group analysis) for matched risuit$3 nurses

to measure the pre and post effects of MBSR intervention on study outcomes. Within

group analysis was conducted at 8 weeks using P < 0.05 for Aim 1. Aim 2 sought to

determine the correlation between mindfulness and study outcomes and used multiple

regression analysis to assess the relation of mindfulness to specific esitédm 3
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examined the pre and post effects of MBSR on incidental overtime by patient ¢are uni
Aim 4 examined the trend of job burnout in the group pre-intervention to post
intervention utilizing regression analysis and standard erfasfthe pre and post

measure of incidental overtime.
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CHAPTER FOUR:

Research Findings

This chapter presents the results of analyses directed at responding toythe stud
aims. The chapter begins with a description of the demographic characerfigtie
study sample. Further descriptives are given of the group of nurses who dropped from the
study to identify whether differences were present between those whd stahe study
and those who dropped from the study. Within group analysis of those who completed
the study is presented for the outcome variables. Correlation between mindéumdess

other outcomes are presented.

Demographic Characteristics

The demographic characteristics of the beginning sample of 71 nursel$ &s we
the completion sample of 61 nurses are presented in Table 5. The chaietdribe
sample of 10 nurses who dropped from the study before week 2 are also presented.
Similar demographics are found in both the beginning and ending samples. The majority
of the nurses were from the cardiovascular and med-surg units at Abbott Nuettmve
Hospital. Intensive care nurses were included as part of the cardiovascuiaed-surg

categories depending upon the specialty of the intensive care unit.

Of those that completed the study, 95% were female which is representative of the

population of nurses at Abbott Northwestern Hospital. The majority of nurses worked
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part time and had greater than 20 years of experience. Most of the nurses workgd the da
shift; however, an equal percentage of nurses completed the study from timg ewvehi

night shifts. Of those nurses who dropped from this research study, the majoritgd worke
part time and the day shift. In addition, the majority of dropouts had less than 5 years

experience as a nurse.

Attendance at the MBSR classes was self reported and validated bintiegbr
investigator or research assistant. Nurses were asked to sign dteladaree sheet
before each class. Sixteen percent of the nurses attended 4 classes,ided &tte

classes, 10% attended 6 classes, 30% attended 7 classes and 33% attendedesl] 8 clas



Table 5. Demographics of Registered Nurses

Beginning Completion Dropouts

Sample Sample N (%)

N (%) N (%)
Characteristic N=71 N =61 N =10
Female 67 (94) 58 (95) 9 (90)
Male 4 (6) 3 (5) 1(10)
Full time 11(15) 10 (16) 1(10)
Part time 60 (85) 51 (84) 9 (90)
Years of experience
Less than 5 years 14 (20) 10 (16) 4 (40)
6-10 years 1(1) 1(2) 0
11-20 years 19 (27) 17 (28) 2 (20)
Greater than 20 years 37 (52) 33 (54) 3 (30)
Education
Diploma 4 (6) 4 (7) 0
AD 23 (32) 18 (30) 5 (50)
Bachelors 34 (48) 30 (49) 4 (40)
Masters 10 (14) 9 (15) 1(10)
Shift worked
Days 37 (52) 29 (48) 8 (80)
Evenings 11 (15) 11 (18) 0
Nights 12 (17) 11 (18) 1 (10)
Combination 11 (15) 10 (16) 1 (10)
Staff nurse 59 (83) 51 (84) 8 (80)
Non staff nurse 12 (17) 10 (16) 2 (20)
Area Worked
Behavioral Health 3(4) 3(5) 0
Cardiovascular 21 (30) 18 (30) 3 (30)
Med-Surg 26 (37) 23 (38) 3 (30)
Ortho Spine 8 (11) 6 (10) 2 (20)
Clinic 10 (14) 9 (15) 1(10)
Education Services 3 (4) 2 (3) 1 (10)

84
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Aim 1

The primary aim of this study was to determine the effects of the MB&fRam
on mindfulness, self compassion, empathy, serenity, and work satisfaction. The& numbe
of nurses who completed the MBSR program was 61. Nurses were all assigned a
numerical code at the pretest time frame. During the administration of thiegiss 8
nurses were not matched to their pretest numerical code leaving 53 nurses who could be
compared to their pretest scores. The 53 nurses became the within group agrpaped
analysis. Paired t-tests were computed on means and standard deviationsutconstr

scores from baseline to post test after MBSR.

The within group analysis (paired t-tests) showed a positive statistical
significant difference in mindfulness, self compassion, and serenity post MBSR
intervention (Table 6). Empathy as measured on the Interpersonal Redwotiexydid
not show a statistically significant difference post MBSR interventibnsThe
hypothesis that mindfulness, self compassion, and serenity will be grest&MBSR
intervention relative to baseline was supported. The hypothesis that emjiatiey

greater post MBSR intervention relative to baseline was not supported.
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Table 6. Within Group Analysis oMindfulness, Self Compassion, IRl (empathy), and
Serenity Pre and Post MBSR (N = 53)

Primary Outcome Pretreatment Post treatment p value
M (SD) M (SD)

Mindfulness (total score) 33.2 (6.22) 42.9 (6.64) <.001

Self Compassion (mean) 2.8 (.54) 3.8 (.64) <.001

IRI - empathy 64.3 (8.44) 66.6(9.97) 14

Serenity (mean) 3.0 (.53) 3.7 (.64) <.001

Note: The higher the score, the higher the degree in the construct.

The subscales of the tools for Self Compassion and Interpersonal Rgdatiei
were compared pre and post MBSR intervention. All of the subscales for selfssiompa
were statistically significantly improved post MBSR as compared tdibag&able 7).
The IRI subscales of perspective taking, empathetic concern, and persoasas distre
statistically significantly improved post comparing post treatmentetvgatment values;
the subscale of fantasy was not statistically significantly greastrMBSR compared to

baseline (Table 8).
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Table 7. Pre and Post Treatment Effects for Self Compassion Subscales (N=53)

Self Compassion Subscale Pretreatment| Post treatment p value
M (SD) M (SD)

Self Kindness 2.8 (.68) 3.7 (.78) <.001
Common Humanity 2.9 (.66) 3.7 (.86) <.001
Mindfulness 3.0 (.65) 3.8(.72) <.001
Self Judgment 3.4 (.72) 2.2 (.66) .01

Isolation 3.2(.71) 2.1 (.80) <.001
Over Identification 3.2 (.75) 2.3 (.82) <.001
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Table 8. Pre and Post Treatment Effects for IRl Subscales (N = 53)

IRl Subscales Pretreatment Post treatment p value
M (SD) M (SD)

Perspective Taking | 17.9 (3.99) 20.1 (4.31) <.001

Fantasy 15.7 (4.72) 16.5 (5.43) .26

Empathetic Concern 21.3 (3.62) 22.5 (4.19) .04

Personal Distress | 9.7 (3.95) 7.5 (4.84) <.001

The primary aim also tested the effect of MBSR on work satisfaction. @sing
paired comparison technique, nurses were asked to rank the importance of each subscale
of the IWS prior to the start of MBSR and again at the last class. In thiEesaf nurses,
the group ranking of the subcomponents and their subsequent component weighting
coefficient did not change from pre to post MBSR program. The components were in this
order from highest to lowest: (a) interaction (4.69), (b) autonomy (3.7), (cj3@9k(d)
pay (3.0), (e) organizational policies (2.9), and (f) professional status (2.7)sNeitse
interaction, autonomy and task were the most important factors for worlasaisfboth

pre and post MBSR.
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An Index of Work Satisfaction score was computed for the group of nurses prior
to and post MBSR by multiplying the subcomponent weighting coefficient by ¢la@ m
subscale score. There was no statistically significant differente ilndex of Work
Satisfaction score from baseline, therefore the hypothesis that woflacairs would be
greater post MBSR from baseline was not supported (Table 9). Statsiadgsis
revealed significant differences pre and post MBSR intervention in the meas f&oore
the subscales of pay (4.3 and 3.4); autonomy (3.3 and 4.3); and task requirements (3.8
and 3.2). The mean scores for organizational policies, professional status, andanteract

were not statistically different from baseline (Table 9).
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Subscale of Weighting | Pre test | Adjusted Post test | Adjusted p
Work Coefficient value
Satisfaction M (SD) | Component M (SD) Component

Score Score
Total Index of | NA 12.5 NA 12.6 NA .69
Work
Satisfaction
1. Interaction 4.7 3.6(1.6) 16.8 3.7 (1.6 17.4 .64
2. Autonomy | 3.7 3.3(1.4) 12.2 4.3 (1.5) 15.9 .001
3. Task 3 3.9(2.1)| 11.7 3.2 (1.0) 9.6 .01
Requirements
4. Pay 3 4.3 (1.1) 129 3.4 (1.1) 10.2 .001
5.0rganization| 2.9 3.9(1.4)| 11.3 42((1.4) 122 .07
al Policies
6.Professional | 2.7 3.8(1.4)| 10.3 3.9(2.2) 10.5 .68

Status

Aim 2

The second aim of this study was to determine the correlation between the

dependent variable of mindfulness and the independent variables of self compassion,

empathy, and serenity. The pretest and post tests from self compassion, ganmhthy

serenity were used to give a total number of 132 scores to correlate withtést ainel

post test scores for mindfulness. A statistically significant positiveledbion was
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evident between mindfulness and self compassion, and mindfulness and serenity (Table
10). The relationship was weak and non-significant between mindfulness anthympat
The hypothesis that mindfulness will be positively associated with self asmopaand
serenity was supported. However, the hypothesis that mindfulness will be pysitive

associated with empathy was not supported by the data generated in this study.

Table 10. Correlation of Mindfulness to Constructs of Self Compassion, Interpersonal
Reactivity Index (IRI), and Serenity

Self Compassion IRI Serenity
(N =129) (N =132) (N =132)
Mindfulness r value r value r value
p-value p-value p-value
.79 10 .78
<.001 22 <.001

Further analysis revealed a statistically significant positrestation between
mindfulness and the subscales of self kindness, common humanity, mindfulness, and
isolation in the variable of self compassion, however, not for the subscale of over

identification and self judgment (Table 11).
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Table 11. Correlation of Mindfulness to Subscales of Self Compassion (N = 129)

Self Common | Mindfulness| Self Isolation | Over

Kindness| Humanity Judgment Identification
Mindfulness| r value | rvalue r value r value rvalue | rvalue

p-value | p-value | p-value p-value | p-value | p-value

.78 .62 72 .89 21 .08

<.001 <.001 <.001 31 .02 .34

In addition, a statistically significant positive correlation between ralndés and the

subscales of perspective taking, emotional concern, and personal distres®Iirtdbé |

were found but not for fantasy (Table 12).

Table 12. Correlation of Mindfulness to Subscales of IRl (N = 132)

Perspective Empathetic Personal Distress Fantasy
Taking Concern

Mindfulness r value r value r value r value
p-value p-value p-value p-value
43 23 -.45 -.06
<.001 .01 <.001 46

Aim 3

The exploratory aim of this study was to determine the effects of tf#RMB

intervention on the job performance measure of shift incidental overtime. In¢identa

overtime was obtained from four patient care areas where the majorigffafisses
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from this study worked and analyzed from three months prior to the start ofdlge stu
(January 2009) to three months post MBSR intervention (July 2009). The four patient
care areas included all of the patient care units within the Behaviorih ISeavices

(BHS), Cardiovascular (CV), Medical Surgical (M/S), and Orthopedics Spirled)Or

units. For a point of reference, incidental overtime was also analyzed fohthe

nursing department and a single non-nursing department, respiratory tt&eapiyatory
therapy department was chosen due to convenience in obtaining the data frorntee fina
department of ANW. Respiratory therapists provide coverage for all of thesetgare

areas.

Trend lines in incidental overtime were computed for each unit from January
2009 through July 2009 (Figure 3). A downward trend in incidental overtime was seen on
all nursing units. However this decline in incidental overtime was not statigti

significant (Table 13).
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Table 13 Rate of Change in Incidental Overtime for the Study Time

Station B(sef)) t p-value
BHS -4.3(3.05) -1.4 .23
cv -19.3(17.9) 1.1 34
Med surg -13.2(12.5) -1.1 .35
Ortho spine 7.7(5.1) 15 .20
Respiratory -6.3(7.2) -.88 43
Total -29.1(53.3) -55 61

Additional information on incidental overtime was examined from January 2007
through July 2009 to determine if a downward trend was occurring before the study as
well as during this research period of time (Figure 4). There wasstis#dly significant
reduction in the incidental overtime of 2.5 hours per month from January 2007 through
July 2009 in Behavioral Health Services (p <.001). There was no statyssicadificant

reduction in the incidental overtime in other departments (Table 14).
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Figure 4. Overtime Over Time (January 2007 — July

2009)
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Table 14.Rate ofChange in Incidental Overtime for a Two Year Period

Beta(se(beta)) p-value
BHS -2.5(.42) <.001
cv -1.2 (1.6) 46
M/S 1.6 (1.8) .37
Nursing summary -6.6(6.3) .30
Ortho spine -1.5(.91) .10
Respiratory -.26(.65) .69

Aim 4

The final aim of this study was to evaluate job burnout using the Maslach Burnout
Inventory post MBSR intervention relative to baseline. Improvement in each of the
subscales was statistically significant post MBSR intervention (Ti&)leThe hypothesis

that burnout would decrease post MBSR intervention was supported.
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Table 15. Pre and Post test Effects of Maslach Burnout Inventory Subscales (N = 53)

Primary Outcome Pretreatment Post treatment p value
M (SD) M (SD)

Personal Accomplishment| 39.4 (4.7) 41 (4.9) .001

Emotional Exhaustion 20.4 (10.1) 19.2 (10.2) .001

Depersonalization 5.5 (2.5) 4.6 (2.9 .001
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CHAPTERFIVE:

Discussion

This chapter discusses the research findings from this study andseke
results in the context of the existing literature on the effects of MBSR ¢th hea
professionals. Conclusions and recommendations for future research on nursig practi

are presented.
Aim1

For the first research question, the effects of MBSR intervention on mindfulness,
self compassion, empathy, serenity, and work satisfaction were examimgystered
nurses. The hypothesis specified that mindfulness, self compassion, empathty, sereni
and work satisfaction would be greater post MBSR intervention relative tlinease
this research study on registered nurses, statistically signiilcartses were observed
from baseline for mindfulness, self compassion, serenity, and some of the work

satisfaction subscales (pay, autonomy, and task) post MBSR intervention.

The increases in these measures post MBSR are supported by similahresearc
studies. Cohen-Katz and colleagues (2004), Schenstrom and colleagues (2006), and
Shapiro and colleagues (2007) found statistically significant increasesdfulness in
health professionals post MBSR utilizing the Mindfulness Attention Awareroads S

(MAAS). Shapiro and colleagues (2005, 2007) found statistically significdatetices
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from baseline post MBSR in self compassion in health professionals. In anotlyenystud
Shapiro and colleagues (1998), statistically significant differencesritugpty post
MBSR utilizing the Index of Core Spiritual Experiences tool in health profedsiomae

found.

This study found that the MBSR program successfully increased several concepts
this researcher proposed and may enhance nursing practice and improve eteataii.
The increase in mindfulness for nurses in acute care settings supports ofi¢has
nursing intervention of presence for patients, families, and others. Mindfulnessslenot
the ability to be in the moment with others and more aware of one’s thoughts and actions.
The potential that mindfulness increases the perception of what is happening in patient
care and subsequently could promote safer work situations may be twiticaking

practice and higher quality of care.

Increase in self compassion has been shown to be an effective mechanigm to car
for oneself (Neff, 2003). This research study found that MBSR is an effectoleanism
to help nurses increase their self compassion. An increase in self compagsamnets
to love themselves versus thinking negatively about their actions and thoughts. Through
an increase in self compassion, nurses gain an acceptance of themselves and an
acceptance of others (Neff, 2003). The increase in self compassion promotiéisya hea
self for nurses. This research study also found that MBSR increased serenityds.

The feelings of peace and inner calmness help to reduce stress reacti@ens. Mor
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importantly, the increase in serenity is another important elemerngrtrabtes a healthy
state for nurses. This healthier psychological state from increase irumgsf, self

compassion, and serenity may help with retention of nurses.

No statistically significant differences were found in this regeatudy on
registered nurses for the total score of empathy from baseline tmfeogéntion
utilizing the IRI instrument; however statistically significant &ses were obtained in
the subscales of perspective taking, empathetic concern and personal. dirstiestar
research studies utilizing the MBSR program as the intervention and the IRinast,
the total score for empathy was not statistical significantlyeas®d post MBSR
(Beddoe & Murphy, 2004; Galantino et al., 2005) using the IRI. The lack of diffenrence i
post MBSR measures for empathy from baseline in these studies may éx teethie
time needed to change one’s feelings towards others. Empathy is aHattbevelops
over time in most people; however, the length of time to statistically in#ueimeange has

not been studied in nurses.

Shapiro and colleagues (1998) did find an increase in empathy from baseline to
post MBSR measures in medical students utilizing the Empathy Consé#tirng) Scale
(ECRS). The differences in results between the study by Shapiro andjae#iesnd this
research study might be explained by the instruments utilized to reesampathy or the
sample differences in the studies. The ECRS focuses on measuring the alabty to f

another’s feelings; the IRI incorporates the fantasy subscale to measiimg oneself
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into other’s feelings. Shapiro and colleagues utilized a sample of medicaltstud®
may have a lower empathy measure at baseline and thus more likely teermost

MBSR.

When the four subscales of empathy were examined in this research study, a
statistically significant increase was found from baseline fosgsetive taking (p <.001),
personal distress (p <.001), and empathetic concern (p =.04). The fantasyeswasc
not found to be statistically significant from baseline to post MBSR. Cohenaka
colleagues (2005) also found a statistically significant difference iniBSIR means
for emotional exhaustion and personal achievement. Galantino and colleagues (2005)
found a statistical significant difference in means post MBSR in onlgrtiational
exhaustion subscale. Both of these studies support some of the findings in thisiresearc
study. The subscales of perspective taking, personal distress, and empaticn
closely measure the ability to relate to another’s experience. Theydatd measures a
unique aspect of being able to view oneself in another’s situation. It is poksible t
objective detachment taught through MBSR assists nurses to relate to otperisree

while at the same time separate from the situation.

Beddoe and colleagues (2004) found no statistically significant differamties i
IRl subscales post MBSR. An explanation for the difference in findings in deaneh
study may be due to the sample of participants. In the research study by Bedldoe a

colleagues, nursing students who were mostly in their first year of the progesen
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sampled. It is possible that the subscales were significantly differ&Ns with
experience compared to nursing students due to empirical evidence that empduy ca

learned and increases over time (Duan & Hill, 1996).

The total score for the Index of Work Satisfaction measure did not show a
statistically significant increase post MBSR from baseline. The=sdts indicate the
MBSR program did not influence the nurse’s overall satisfaction with work. To cemput
the total work satisfaction score, the ranking of subscales were coddidetiee group
of nurses in addition to the subcomponent means. The ranking of what nurse felt was
important for work satisfaction did not change from pre to post intervention. This is

important when considering the change in the individual subscales.

In this sample of nurses, the ranking of importance of the subscales showed
interaction, autonomy and task to be the highest subscales. This is differenthesm
nursing research studies that used the IWS as the instrument to measure work
satisfaction. In these studies, nurses consistently ranked pay and autortbengnast
important subscales for work satisfaction (Stamps, 1997). Possible explafatitres
difference in rankings in this study from others may be due to size ofrtipdesa
characteristics of the nurses recruited for this research study, unionvzexherent, or

selection bias of the sample.

The IWS subscales of pay, autonomy, and task did show a statistically sigiific

difference post MBSR intervention in level of satisfaction. Before the MBSR
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intervention, nurses in this study were more satisfied with pay than other exd3ost
MBSR, nurses were most satisfied with autonomy followed by organizationakpol

and professional status. This change in satisfaction could be due to the influence of the
MBSR program on the ability to influence one’s present day practice and standards
through mindfulness. In addition, the subscale of pay was not as satisfying ps&t MB
intervention, as reflected by a decrease in the pay satisfaction scaes Nuthis study

also did not score tasks as a high satisfaction measure post MBSR. The move from pay
and task as high satisfiers to autonomy as the highest satisfier suggesssfeltithey

were able to influence their practice more through autonomous practice thenthe

MBSR program.

The subscale means changed post MBSR with some increasing while others
decreased from baseline. This change in direction could have influenced thewosdall
satisfaction score. For this reason, Stamps (1997) has encouraged restastaarsne

individual subcomponent or factors of work satisfaction rather than the total score.
Aim 2

The second aim examined the correlation between the variables of mindfulness
and self compassion, empathy, and serenity. The hypothesis was that masifutiodd
be positively associated with self compassion, empathy, and serenitys€heche

findings did support a strong significant and positive correlation between mindfulness
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and self compassion, and mindfulness and serenity at a significance of p <.001. A

statistically significant correlation between mindfulness and empedis not found.

In the review of literature on the intervention of MBSR on health professionals,
no researchers investigated the correlation between mindfulness and self aampass
serenity or empathy. The findings in this study suggest by increasingutniesk, both
self compassion and serenity will increase. Both of these factors are importiae

health of nurses and the care of patients.

Neff (2004) defined self compassion as including the element of mindfulness thus
possibly supporting the strong correlation found in this research study. Spyritual
encompasses one’s relationship with oneself, others, environment, and one’s higher
being. These relationships are strengthened through awareness anceprasaneness
is an element measured in both the Brief Freiburg Mindfulness Inventory anddahe Br
Serenity Scale. Thus the statistically significant and positivecegsn found in this
research study between mindfulness and spirituality may be founded on the pure

characteristics that both concepts share.

In this research study, a statistically significant correlation éetvthe factors of
mindfulness and empathy was not found. This lack of significance might havedesult
from the instrument used in this study or the small sample size. Of ingetlestpositive
correlation between mindfulness and the empathy subscales of perspective taking

empathetic concern, and personal distress but not the subscale of fantasy.
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Aim 3

The third research aim explored the effects of MBSR intervention on the job
performance measure of shift incidental overtime. It was hypothesiaeohtidental
overtime would decrease from baseline. The MBSR intervention was implehfiente
March 25, 2009 through May 12, 2009. Findings in this research study showed a decrease
in incidental overtime during this intervention period for all units in the studyedss
most units at Abbott Northwestern Hospital. It is inconclusive as to whetB&RV
resulted in a reduction of overtime or if other factors were influencing this darsinw
trend. This researcher did not ask for the number of patient days per pay periesusr ce
during this time period. A decrease in patient days could influence a decreasealh ove
nursing hours. The acuity of patients was not measured during this time period and could
have affected incidental overtime as well. It is unknown if the group of nursethava
exact same group of nurses from January 2007 through July 2009. A change in staff

could have influenced the small drop in overtime during each of these periods.

There were no identified unusual occurrences at Abbott Northwestern Hospital
which might have influenced these downward trends in overtime. Of note, the incidence
of incidental overtime since 2007 showed a downward trend and a positive change for the
hospital operating budget. During the time of the intervention, immediately lzefdre

afterwards, there was not an increase in incidental overtime. The bendigsMBER
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program showed no adverse effect on the financial situation for the hospitadssete

by incidental overtime.
Aim 4

The final research aim for this study was to explore job burnout in nurses post
MBSR intervention relative to baseline. It was hypothesized that burnout wou&hsec
following the MBSR program. Job burnout did statistically decrease relativaseline
post MBSR. Other research studies found similar decreases in job burnout following
implementation of the MBSR program in health professionals (Cohen-Katz et al., 2005;
Galantino et al., 2005; MacKenzie et al., 2006). Findings to support use of the MBSR
program to reduce stress and job burnout are an important finding as more intervention

programs are needed in nursing for overall retention.
Summary of Findings

Many factors affect the clinical practice of nurses, among whiekeareral
psychological components examined in this research study. These same psyaholog
factors also affect the overall personal health status of the nurse. The anadéeir
practice are pivotal to safe and high quality patient care and outcomes. &dantpr
research study examined the short term effects of an 8 week MBSR program on
registered nurses in hopes to improve nursing practice and personal health. Findings
indicate that participation in MBSR can effectively increase mindfulnels, s

compassion, serenity, and reduce job burnout. In addition, mindfulness was positively
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correlated with self compassion and serenity. Work performance as meagured b

incidental overtime was not negatively impacted during the intervention of MBSR.

Strengths of the Study

The limitations must be weighed against the strengths of the proposalwotk
has been done to explore programs for stress-reduction or enhancing personal health in
groups such as RNs working in acute care, thus, these research findinigs\ate have
important implications as a potential intervention for these groups. The saneplers
the study is powered at 80% and should reveal statistically meaningfits r&ther
strengths include wide access to study subjects and necessary daacgfot

recruitment and analysis, and low attrition rates.

Limitations of the Study

Although this study found many statistically significant results cterdisvith the
hypotheses, there are a number of features that might be interpreteteiners as
limitations. Mindfulness-based stress reduction has been trialed with RN®palgliort
period of time. It is unknown how acceptable and useful this type of intervention will be
to nurses over the long term. This study was not a controlled or randomizeahiidhe
sample was a self selected group of nurses who were interested in mindfalinass. t
Both of these latter factors introduce sampling bias into the study and inhibit

generalization of findings.
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The study sample is adequate but limited to one hospital in a Midwestern
geographic area and demographic characteristics studied, thus ligatiecalizations.
The study sample is limited in gender due to only 5% of the workforce being male,
limiting interpretation. It was not within the scope of this research stucheaisure the
long term effects of MBSR. The end points for the constructs of empathy, self

compassion, serenity, work satisfaction, and burnout were only observed imigediate

upon completion of this study. It is unknown if these constructs would have remained the

same over the long term and assist nurses deal with future work stress. ltake poss
nurses in this study wanted to please this researcher and answered the questions
accordingly. Experimenter effects were minimized but not totally sted. All

assessment measures were self reported and open to response bias.

The attrition rate for this research study was 7% and was low when taken into
consideration the varying work schedules of nurses at this hospital. Despite this low
number, the attrition rate may have affected the results of this studynitlesar how the
nurses who dropped from the study would have measured on the instruments and
influenced the overall results in this study. It is also possible those nurses wadachos
participate in this study experienced the greatest amount of work stressiahd haost

desire to change their nursing practice, thus influencing the overall findings.

Further limitations of this study included lack of a comparison group to measure

the efficacy of MBSR to no treatment or other forms of stress managemeninpsogra
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The lack of control introduces selection bias and may have influenced ovarkd.réke
effects determined in this study may not be specific to the MBSR intervention or

generalized across stress management techniques.

This study was conducted in a Midwest hospital, thus potentially limiting the
generalization of results to other geographical areas or populations. Despitstse
introduced in this study, the convenience sample is a cost effective meansdochres
studies. The MBSR program did show it was an effective intervention to improve the
factors of mindfulness, self compassion, serenity, and some subscales of work
satisfaction in nurses. With the ever increasing psychological and physesal istherent
in the clinical practice of nursing, disconcerting consequences may be avoitie: a

health and well-being of nurses improved through the MBSR program.

Ethical Considerations

Ethical dilemmas may surface during the research phase of studies on health
professionals. The researcher may undoubtedly find a healthcare worker who is
experiencing high levels of stress, anxiety or depression at a dataicolf@mint in a
short term or longitudinal study. Ethically, the researcher has a respoysibitiform
the study participant of available programs and services. Providing this infammat

would potentially threaten the internal validity of the study.

During this research study, two participants appeared more stressed than other

nurses. This researcher gave the Employee Assistance PrograméEefdRpne number
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to the facilitator of the MBSR program. The facilitator for the MBSR progietussed
the behaviors with the participants and offered the Employee Assistancar®agone

number to them. No other issues arose during the research study.

I mplications for Nursing Practice

The clinical practice of nurses working in hospital settings may lead to high
turnover in the profession of nursing. An important aspect of concern related to nursing
turnover, is the impact of work stress from clinical practice on the heattis ©f the
individual nurse. Finding interventions that may enhance nursing practice and rainimiz
or eliminate work stress are critical to the overall improvement in nursaogiqe in
clinical settings and personal health of the nurse. The research findings tndkis s
demonstrated a reduction in job burnout and improvement in specific psychological
factors — mindfulness, self compassion, and serenity. Each of these psych&dotical
may contribute to a positive health status for the individual nurse. The inareask
satisfaction subscale of autonomy may contribute to overall retention of mutsespital
settings. More importantly, this increase in autonomy may have resutadte nurse’s
ability to focus and be more aware of their surroundings. The program of MBSR
increased awareness for nurses and enabled the nurse to function with presence fo

patients and families.

Incidental overtime on the patient care areas demonstrated a downward trend

from January 2007 through July 2009 and did not show an increase during the study time.
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This measure included nurses who were not in the research study. It is incon€lusive i
MBSR affected incidental overtime in the research sample of nurses baaguasg

measure was used versus individual measures. As nurses face increasing amoxknt of
pressure, it is not uncommon to find nurses working additional time caring for patients.
The interweaving of providing care to multiple patients, partitioning of carefir e

patient to different parts of the shift, and numerous problem solving of patienssaes i

are components of nursing care that influence work time. The MBSR program
demonstrated an increase in mindfulness, helping nurses to focus on the present moment.
Understanding the influence of mindfulness on work performance needs to be further
understood. The potential to redirect nurses to focus on one thing at a time versus

multitasking may promote greater attention to patient care.

According to Newman and Maylor (2002), improvement in nurse satisfaction
leads to an increase in patient satisfaction and overall improvement in the gleditg.
The Center for Medicare Services requires hospitals to report their satiesfiction for
public knowledge and for reimbursement of hospital care (2009). The two factors of
nurse satisfaction and patient satisfaction are so strongly correlatechédeand
Maylor) that hospital leadership spends considerable amount of time working to improve
employee engagement to boost the patient satisfaction measures. Motarithpdhe

significant increase in the measure of satisfaction with autonomy of préatioe in this
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research study promotes more control over nursing practice and empowermeséesf nur

to make a difference in the lives of patients and families.

Recommendations for Future Research

The findings from this study raise questions for future research. First the
generalizability of findings from this study is limited; thus this stutyusd be replicated
with similar cohorts of nurses and other groups of nurses; randomization and control
group would add strength. It would be of interest to study the use of MBSR in gpecialt
groups alone, such as the critical care units. Critical care units arereigh areas with

higher than usual turnover.

It would also be interesting to study the effects of MBSR on new graduasgsnurs
as they are transitioning into the role of the RN and where turnover has been dodumente
to be high. New graduate nurses do not necessarily have advanced criticaytbkilks
and the ability to know what to focus on. MBSR should be explored as an intervention to

help new graduate nurses focus and develop plans of care for patients.

The MBSR program includes several techniques that support the increase in
mindfulness, self compassion, serenity, and some work satisfaction saladtaleed in
this study. Further research should examine the independent effects from the ihdividua
components of the MBSR program on nurses. It is possible the Hatha yoga program or

the meditation skills alone could have influenced the study results. It isutlitbc
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determine which one of the techniques had the greatest effect and maytheipraing

practice and retention.

Patient outcomes may be affected when nursing practice is enhanced. This stud
demonstrated mindfulness positively affects nursing practice througlraagse in
mindfulness and nurse satisfaction. Future research should investigafiedtsecdf
mindfulness on patient outcomes as nursing satisfaction has increased.dfanens®re
mindful, it would seem patient safety would be improved. Less medication erroesit pati
falls, pressure ulcers, and other nurse sensitive indicators for quajhy imiprove.

Further research is needed to explore the correlation of the factors of weldcsanh

and patient satisfaction after the implementation of the MBSR program.

This study explored the short term effects of the 8-week MBSR program on
nurses. Longer term effects from this program should also be explored. In addéion, t
physiological outcomes of the MBSR program on nurses should be explored. It would be
interesting to know if MBSR decreases heart rate and blood pressure as waatiisol
levels related to stress. These factors are important for nursing prasiimproving

them would enhance the overall health of the nurse and possible lead to greatenretent

Investigating if MBSR could significantly reduce turnover in hospital work
environments is important to further investigate. Examining the long term impact of

MBSR on specific measures should also be considered for future researstrivMga
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stress in hospital nursing practice and examining the impact of the MBSRmrogra

stress would be another research aim that could be studied.

The research findings in this study demonstrated that the length of the MBSR
course could be shorter as demonstrated by the class design in this studgalivgst
the right amount of class time to promote mindfulness, self compassion, sexedity,
work satisfaction is important for future studies to consider. Nurses who dropped from
the study, voiced to this investigator that their lives were very stressfuihey did not
have the time to attend classes, nor could they flex their work schedules as riggh as
wanted. Developing a program to suit the work life of a nurse would lend to greater
attendance and potentially increase in self compassion, serenity, and othdesudfsca

work satisfaction.
The dropout rate might be reduced if the MBSR program could be shorter.

The sample of nurses who dropped from the study was small; however, it would be of
interest to know more about this sample and what programs would meet their needs. The

MBSR program is one stress management program of many that could be imptement

Future research is needed to explore methods to increase empathy in nurses. This
study did not determine an increase in the total measure of empathy frdimebdise
would be of interest to replicate this study utilizing another instrument teureea

empathy and other techniques that might improve this measure.
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More research is needed to explore the staff nurse attributes in relatien to t
constructs of mindfulness, self compassion, empathy, serenity, and job burnout. These
factors were measured in this study; however, statistical tests werafootgel due to
the scope of this study. Data are available to identify if education, expeimemaesing,

work agreements and type of shift are correlated with these concepts.

The potential to improve patient safety and outcomes by decreasing niaigtas
needs further exploration through nursing research. Nurses are asked to calépgta m
patients and learn to prioritize care needs. Many times nurses arefoaong patient
while thinking of what needs to be done for another. The program of MBSR teaches one
to focus and may be an effective means to decrease medication error, pasient fall
pressure ulcers, and other nurse sensitive indicators. Further nursinghréesearxded to
examine if nurses should change their practice to focus on one thing at a time versus

juggling many aspects of care at one time.

Work performance as defined by a reduction in incidental overtime demedstrat
a downward trend in this study. This downward trend in overtime may be the result of
other factors in the work environment. It is important to further study work peafaren
and examine the effects of MBSR on the individual nurse versus the group of nurses. The
MBSR program demonstrated an increase in mindfulness which helps nurses to focus on
the present moment and utilize stress reduction techniques applicable to the cosnponent

of nursing practice. Focusing on one thing at a time was not an added expense to the
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patient care unit budgets. The MBSR program may be a cost effective intenvibiati
needs further exploration in lieu of today’s rising health care costs in hcasgitials.
Along with this finding is the potential to redirect nurses to focus on one thing a a tim
versus multitasking. Focusing promotes greater attention to the moment and adutd le

safer care.

Conclusions

Improving the environment for nursing practice and care given to patieatsiie
care settings are the specific goals of this researcher. Fingiogeam that could help
nurses feel more satisfied about their practice was the basis behind doiegehish.
Nurses need to feel good about the care they give in order to stay engaged and grounded
in the profession of nursing. The alarming turnover rate for first year g@durses is
enough to cause concern about hospital nursing practice. The findings of thistrese
study support the utilization of the MBSR program as an intervention for nurses to
improve nursing practice, the personal health of nurses, and potentially impreve pati
care in this Midwestern hospital setting. These findings are limitedgeetting and

selection of nurses.

The conceptual model of increase in mindfulness affecting nursing practice
through enhanced self compassion and serenity, and decrease in job burnout is supported
through these research findings and needs to be applied as an intervention for hospital

nursing practice. Statistical significant increases in mindfulne$s;aapassion,
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serenity, empathetic concern, perspective taking, autonomy at work, anchifieasig
decrease in personal distress and job burnout from baseline measures aremotewort
findings in this research study. According to Buddhist teachings, mindfulnesstitea
enlightenment for an individual and groups of people (Krishnamurti, 1979). Our minds
are full of chatter and thoughts which can have no meaning to the presemtstacce.
Approaching life in a mindful manner helps one to detach and observe reality without
mindless chatter and judgment. The Buddhist philosophy teaches us this mindful way of
being promotes happiness for ourselves and others. This way of being increases
satisfaction with life and ability to effectively cope with life evehie is too short to

allow one moment to pass unnoticed. Each breath of life is a gift to not go unnoticed.

Sometimes being unmindful can cause pain for others. Patient dissatisfaction
often occurs when caregivers are not being mindful of the patient and familgoFar t
often, caregivers forget there is a vulnerable person in the hospital bed who needs the
attention and awareness of hospital personnel. Treating the patient as an indiitfdual
respect and dignity requires one to be mindful of what is really important in thergtel
of care. A nurse could have difficulty making a difference in a patiefeé’# lihey were

not mindful of the patient as an individual in need.

The increase in self compassion gained through the MBSR program in this study
is extremely important to the overall health of the nurse and the abilityate telothers.

Nurses tend to be critical of themselves and place unreasonable expectations on
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themselves. Despite education and experience, nurses with low self campasgifeel
incompetent around others. If the profession of nursing is going to advance and stand
among others as a desirable career, nurses need to gain an increaseimnpsssion.

This feeling of inferiority does not support growth and the ability to interabt wi

physicians and other health professionals. Self compassion is also an impore&heéiig

in self esteem (Neff, 2003). The self esteem of nursing should be elevatbeérsonoay

view nurses with respect and understand how vital nurses are to patient care and hospita

operations.

An important finding in this research study was the increase in serenity of the
nurse. Attaining a state of inner peace and calmness allows one to gain insigi int
purpose of life and also to emit this peaceful way of being to others. When one finds
calmness in the mind and body, the spirit flourishes. This connection between mind,
body, and spirit are so crucial to our personal growth and connection with a universal
presence. It also helps nurses to connect with others in a deeper fashion andsgiee hol

care to patients and families.

This study contributes to the current understanding of effects of MBSR on RNs
and how nursing practice may be enhanced. The findings provide support for stress
management programs for nurses in acute care settings. Mindfulness ynay pla
important role in patient safety as well. Enhancing nursing practice, elgvaé self

compassion of nurses, and incorporating a program that can lead to overall retention of
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nurses should not be understated as important elements in organizational development for
hospitals. Hospital administrators need to focus on patient care first andibatieial

outcomes will follow. Nurses are the largest body of caregivers in hosyttabse

affecting patient care. The concept of mindfulness enriching nursing praegcs

incorporation into quality of care for patients in hospital settings.
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APPENDIX B

CONSENT FORM
Mindfulness Based Stress Reduction (MBSR) Effects Study on Registered Nurses

Investigator: Sue Penque MSN, RN, University of Minnesota School of Nursing, student

Co-Investigators: Sue Sendelbach RN, PhD, CCNS, Abbott Northwestern Hospital
Clinical Scientist

Ruth Lindquist RN, PhD, University of Minnesota School of Nursing, Professor

You are invited to participate in a research study of the effects of a stress reduction
program on nurses. You were selected as a possible participant in this study because you
are a nurse at ANW or work on the ANW campus, between the ages of 21-64, have not
taken this program before, and are working as a staff nurse providing direct patient care.
You volunteered either because you read a flyer about this study or heard about it
through discussions at nursing staff meetings at ANW. We ask that you read this form and
ask any questions you may have before agreeing to be in the study.

BACKGROUND AND PURPOSE

Turnover in nursing is reaching alarming rates. Retention of nurses is imgortadtice
turnover in the profession. Factors related to nurses leaving the profession inotkkde w
stress and job burnout. Clinical work may increase stress, and decrease feairggalbf

well being for health professionals. Due to these factors, nurses need to have tails to de
with work stress. Self care strategies are needed to assist nurseetskilly cope with

the work and manage their overall health. Mindfulness Based Stress ReductioR)(MBS

is a program that teaches one how to decrease stress and increase feelings of be
present. This may be an effective program for Registered Nurses taskesteess and
increase feelings of overall well being.

This study is being conducted by Susan Penque RN, PhD Candidate, University of
Minnesota, School of Nursing; Ruth Lindquist RN, PhD, University of Minnesota,
School of Nursing and Sue Sendelbach RN, PhD, Clinical Nurse Scientist at ANW.

Study Purpose

The purpose of this study is to evaluate the Mindfulness Based Stress Reduction (MBSR)
program effects on Registered Nurdd&SR is not experimental; it is a formal,
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standardized stress reduction program that has been administered to thousands of
persons, developed by Jon-Kabat Zinn. The purpose of this study is to determine whether
participation in MBSR is effective in helping Registered Nurses improve ovehall w

being and job performanc@his study is designed to evaluate the potential use of a stress
reduction program for RNs in acute care settings and determine if this program may be
used for self care of RNs.

Study Overview

Your participation in this study will be for a period of eight weeks. If yougpate in

this study, you will be enrolled in a MBSR program based on your choice of day &nd tim
the program meets. There will be a total of approximately 80 participamntdiatieone

of several groups taught by the same instructor. Each group has an 8 week period of
participation for two hours per week. You will be asked to attend the weekly two hour
sessions for eight weeks and practice 30 minutes of homework per day. If yoipatartic

in the program, you will be able to attend an additional 7 hour session at week 6 of the
program that teaches additional mindfulness content such as walking meditation. The
content and techniques utilized are not experimental since the material arss@soce

have been used for health professionals and patients to reduce stress.

Please read this form and ask any questions you may have before agreeimgtbe be i
study. It is important that you read and understand the following explanationk, whic
describes the research subjects’ rights. Also below, we describe the pescédmefits,
risks, discomforts and precautions associated with this study. We also describe the
alternative procedures that are available to you and your right to witlicnavthe study
at any time. The investigators do not have any financial interest in this studyisand t
study does not have any outside funding to report.

Research Subiject’s Bill or Rights

People who volunteer to participate in an experiment (also called a resedrcbrs

clinical trial) need to understand what is expected of them and why the heselaeing
done. As you think about whether or not to volunteer, it is important that you know you
have rights in place to help protect you. These rights, listed below, will be further
explained as you read this informed consent document.

If you are asked to participate in a research study, you have the right to:

e be told the purpose and details of the research study,

¢ have the drugs or devices (tools or pieces of equipment) used in the research study
described,

e have the procedures of the research study and what is expected of you explained,

e have the risks, dangers and discomforts of the research study described,
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¢ have the benefits and advantages of the research study described,

e be told of other drugs, devices or procedures (and their risks and benefits) that
may be helpful to you,

e be told of medical help available to you should you be negatively affected
because of the research study,

e have a chance to ask questions about the research study,

e (quit the research study at any time without it affecting your future tezdtm

e have enough time to decide whether or not to take part in this research study and
to make that decision without feeling forced or required to participate, and be
given a copy of this signed and dated informed consent form

STUDY PROCEDURES

Once the research team has determined that you are qualified to parircipatstudy,
participants will be enrolled in a study group until the groups are filled. Prior to
participation you will complete short surveys. At the last class of MBS&wyl
complete the short surveys again. You will keep a daily log of your sleep patterns.

Participants will attend an eight week course on Mindfulness Based StoasdiRe at

ANW. This eight week class consists of a two hour weekly class for eight weeks7-
hour day of mindfulness. You will be asked to practice homework 30 minutes per day for
the eight weeks of the course. This introductory course is based on Jon Kabat-Zinn's
model in his book, Full Catastrophe Living. Mindfulness-based stress reduction (MBSR
is ideal for anxiety, depression, chronic pain and illness, cardiac disease, treld@n
care-giving, life-threatening illness, grief, spiritual emptiness afahbamg everyday

stress. Participants learn and practice the basic skills and begin to rec@éhier impact

on everyday life, health and well-being. Each session involves walking, eatimg, Sitti
and/or yoga, meditation, instruction and group discussion. The instructor for this course
has trained professionally with Jon Kabat-Zinn and has years of experignddBHR
training

Participants will complete a brief history and a set of questionnaires combined in one
survey. The survey items assess such things as demographic information, mindfulness,
compassion, serenity, self compassion and burnout. The survey will take approximately
15-30 minutes to complete. These questionnaires will be completed at the beginning of
the study and at eight weeks, after the MBSR has concluded. Data will be collected that
measures overtime and medication error on each of the patient care units three months
before, during the program, and after the study for three months. The data will not
identify individual nurses but represent the total overtime and total medication errors
that occur on the patient care unit.
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We will ask all participants for basic information about work experience, education,
medications used, medical conditions, and demographic information (like age, marital
status).

Surveys will be kept in a locked cabinet. Each participant’s survey will ignadsa
numerical code and the name of the participant will be kept separate from the data
collection form. Data will be assigned a numerical code so individuals will not be
identified. Only personnel directly involved in the research will have acocdks tata.

Overtime data will be obtained for the past three months, during the study and for three
months post study by each patient care unit from ANW administration. This information
will be obtained from the financial records of ANW. This data will be kept in a locked file
in a locked office. The data will be collected by ANW administration.

No information that could identify you will be used when the results of this study are
published or presented. Any quotes used in publications will be done in such a way as to
protect the identity of the source.

RISKS AND DISCOMFORTS

All participants will be asked to complete short questionnaires to report intforma

about themselves that you may consider private or personal. You do not have to answer
all questions. This presents a possible risk of privacy and every measuye will
implemented to keep the information private, secure and confidential.

BENEFITS

As no benefit is guaranteed, you may or may not benefit directly from panboipat

this study. Your participation will provide information that may in the future ltenef
others and will help us refine the procedures and conduct of our future studies in this
area.

ALTERNATIVES

You may choose not to participate in this study
COSTS

What charges will be paid by the study?

All testing, materials, classes and services performed for your patian in this study
will be provided without charge to you. Your time to attend the program will not be paid.
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COMPENSATION

You will not be paid for participating in this study. Every effort will be madeday y
nurse manager to get you out of work on time in order to attend the workshops.
Schedules will accommodate your attendance at these workshops.

CONFIDENTIALITY

Every reasonable effort will be made to keep your records of this studylemtrel.

Your identity and employee data, and other information that is obtained in thisdrial a
confidential, except as required by law. This information will not be revealed to any
person, except personnel involved with the study at ANW

If the results of the trial are published, your identity will remain confident

VOLUNTARY PARTICIPATION/WITHDRAWAL

Your participation in this research study is voluntary. Your decision whether or not to
participate in this study will not affect your current or future relationis the University

of Minnesota or ANW. Ifyou decide to participate, you are free to withdraw at any time
without affecting those relationships.

You can refuse to participate or you can withdraw from this study at any tiraayfor
reason.
Confidentiality

The records of this study will be kept private. In any publications or pressrstaive
will not include any information that will make it possible to identify you asigest. To
these extents, confidentiality is not absolute.

Protected Health Information (PHI)
No protected health information will be used for this study.
Contacts and Questions

The researchers conducting this study are Sue Penque, PhD Candidate, 612-760-3947,
Dr. Ruth Lindquist at 612-624-5646 and Sue Sendelbach RN, PhD 612-863¢8637

may also contact the Allina/ANW Institutional Review Board at 612-262-4920. You
may ask any questions you have now, or if you have questionsytaiesire encouraged

to contact them at the numbers listed above.

If you have any questions or concerns regarding the study and would like to talk to
someone other than the researcher(s), you are encouraged to contact the Fairview
Research Helpline at telephone number 612-672-7692 or toll free at 866-508-6961. You
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may also contact this office in writing or in person at University of MiateeMedical
Center, Fairview-Riverside Campus, 2200 Riverside Avenue, Minneapolis, MN 55454,

STATEMENT OF CONSENT

This research study and related procedures have been explained to me to atyisatisf
| understand that my participation in this study is voluntary and that | mhgiraw my
consent at any time without penalty, prejudice or loss of benefits to whiclehtthed. |
have been given the opportunity to ask questions and all of my questions have been
answered. | will be given a signed copy of this consent form for my recoodswvi be
given a copy of this form to keep for your records.

| have read the consent form.

Signature of Subject Date

Signature of Investigator Date
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APPENDIX C
RECRUITMENT FLYER
Recruitment for Mindfulness Study (MBSR)

Looking for ways tananage stresspossiblysleep better feel better overall? Then consider
enrolling in this study.

PURPOSE: To explore the effects of a program of Mindfulness-Based Stress
Reduction on overall sense of well being and sleep patterns.

WHAT: Participate in an 8 week course on Mindfulness-Based Stress Raduct
(MBSR), two hours per week; as part of participation, survey
assessments of overall sense of well being will be completed. Dadly log
of sleep patterns will be reviewed for themes. Measures of incidenta
overtime and med error will be examined by patient care units if

applicable.

WHO: RNs who work at ANW or on the ANW campus. RNs in clinic
settings.

WHEN: You may Pickone sessiorfior 8 weeks beginning the week of 3/25 and

you may rotate between sessions if your schedule changes.



Session 1
Commons

Session 2

Session 3

Session 4
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Wednesdays — 8am-10am (begins MarcH)2Bst Class, Northfield Room,

Wednesdays — 7pm-9pm (begins Marct"p5st Class, Ed Building 101
Thursdays - 12:30-2:30pm (begins March™@.st Class. Ed Building 105

Thursdays - 4-6pm (begins March"@lLst Class, Ed Building 105

Plus an all-day optional retreat on Friday, 5/1 or Saturday, May2nd, 9 a.m.- 4 p.m, PBie -

**These sessions all take plabBOSTLY on the ANW campus or Allina Common¥orkshop
costs, books, CDs and materials are free to study participants. Yoga mate given as part
of the class. Time to attend course is not paid.

Course Instructor: Judith Lies MS, LMFT, MBSR Instructor

Participants will be accepted until the course is filled. For questimagding this study please

contact:

CALL NOW BEFORE ENROLLMENT is full.

Sue Penque RNMSN, University of Minnesota School of Nursing

Cell- 612-760-3947 or Home952-435-394%r

Sue SendelbachPhD, RN, CCNS - 612-863-3637



APPENDIX D
MBSR SCHEDULE

Day Date Location

Wed 25-Mar Northfield Allina Commons

Wed 1-Apr Room 105, Education Bldg., Abbott Northwester
Wed 8-Apr Piper Bldg 6th Floor

Wed 15-Apr Ed Bldg Rm 105

Wed 22-Apr Owatonna Room, Allina Commons
Wed 29-Apr Ed Bldg Rm 101

Wed 6-May Founders Mall across from McDonalds
Wed 13-May Ed Bldg Aud A

MBSR Wednesdays Class Starts 7PM

Day Date Location

Wed 25-Mar Ed BId 101

Wed 1-Apr ED Bldg Aud A

Wed 8-Apr ED Bldg Aud A

Wed 15-Apr ED Bldg Aud A

Wed 22-Apr ED Bldg Aud A

Wed 29-Apr ED Bldg Aud A

Wed 6-May ED Bldg Aud A

Wed 12-May ED Bldg Aud A

MBSR Thursdays Class Starts 12:30PM

Day Date Location

Thursday 26-Mar ED Bldg 105
Thursday 2-Apr ED Bldg 105
Thursday 9-Apr Main Lobby E1220
Thursday 16-Apr ED Bldg 105
Thursday 23-Apr 6th Floor Piper
Thursday 30-Apr ED Bldg 105
Thursday 7-May Northfiield, Commons
Thursday  14-May Northfield Commons
MBSR Thursdays Class Starts 4PM

Day Date Location

Thursday 26-Mar ED Bldg 105
Thursday 2-Apr ED Bldg 105
Thursday 9-Apr Main Lobby E1220
Thursday 16-Apr ED Bldg 105
Thursday 23-Apr ED Bldg 105
Thursday 30-Apr ED Bldg 105
Thursday 7-May Northfield Commons
Thursday  14-May Main Lobby E1220
Sat May 2nd Retreat - Allina Commons Minnesota Room
Fri May 1st TBD

150
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APPENDIX E
INSTRUMENTS

Number: Date:
Brief Freiburg Mindfulness Inventory

The purpose of this inventory is to characterizeryexperience of mindfulness. Please use the st
days as the time-frame to consider each item. i@emn answer for every statement as best your can.
Please answer as honestly and spontaneously dblposehere are neither ‘right’ nor ‘wrong’ ans\ser
nor ‘good’ or ‘bad’ responses. What is importants is your own personal experience.

1 2 3 4
Rarely Occasionally  Fairly often  Almost always

| am open to the experience of the present 1 5 3 4
moment

| sense my body, whether eating, cooking, 1
cleaning or talking

When | notice an absence of mind, | gently
return to the experience of the hereand 1 2 3 4
now

| am able to appreciate myself 1 2 3 4
| pay attention to what’'s behind my actions 1 2 3 4
| see my mistake and difficulties without
judging them

| feel connected to my experience in the
here-and-now

| accept unpleasant experiences 1 2 3 4
| am friendly to myself when things go
wrong

| watch my feelings without getting lost in
them

In difficult situations, | can pause without
immediately reacting

| experience moments of inner peace and
ease, even when things get hectic and 1 2 3 4
stressful

| am impatient with myself and with others 1 2 3 4
| am able to smile when | notice how |

sometimes make life difficult

[EEY
N
w
N

[N
N
w
N
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Reference:Walach, H., Buchheld, N., Buttenmuller(2006). Measuring Mindfulness — The Freiburg Mirdess Inventory.
Personality & Individual Differences, 40, 1543-15H4is reference was obtained with written permissi@ email from Dr. Walach
for use and reprint.
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Self Compassion Scale:

HOW | TYPICALLY ACT TOWARDS MYSELF IN DIFFICULT TIMES

Please read each statement carefully before answering. TBftthieeach item, indicate how
often you behave in the stated manner, using the following scale:

Almost Almost
never always
1 2 3 q 5

1. I'm disapproving and judgmental about my own flaws and inadequacies.
2. When I'm feeling down | tend to obsess and fixate on everything that's wrong.

3. When things are going badly for me, | see the difficulties as péet tb&li everyone
goes through.

4. When | think about my inadequacies, it tends to make me feel more separat®find c

from the rest of the world.
5. Itry to be loving towards myself when I'm feeling emotional pain.

6. When | fail at something important to me | become consumed by feelings of

inadequacy.

7. When I'm down and out, | remind myself that there are lots of other people inlthe wor

feeling like | am.
8. When times are really difficult, | tend to be tough on myself.
9. When something upsets me | try to keep my emotions in balance.

10. When | feel inadequate in some way, | try to remind myself that feelimgslefjuacy

are shared by most people.

11. I'm intolerant and impatient towards those aspects of my personalitlylikeon'
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12. When I'm going through a very hard time, | give myself the caring andrtessiér

need.

13. When I'm feeling down, | tend to feel like most other people are prdizgipier than

[ am.
14, When something painful happens | try to take a balanced view of thersituati
_15.1try to see my failings as part of the human condition.
16. When | see aspects of myself that | don't like, | get down on myself.
___17. When I fail at something important to me I try to keep things in pergpectiv

18. When I'm really struggling, | tend to feel like other people must be haviegsier
time of it.

19. I'm kind to myself when I'm experiencing suffering.

20. When something upsets me | get carried away with my feelings.

21. | can be a bit cold-hearted towards myself when I'm experiencing suffering.

22. When I'm feeling down | try to approach my feelings with curiosity andegsenn

23. I'm tolerant of my own flaws and inadequacies.

24. When something painful happens | tend to blow the incident out of proportion.

25. When | fail at something that's important to me, | tend to feel alonefailure.

26. | try to be understanding and patient towards those aspects of my personaltity | don'
like.

References: Neff, K. (2003) Development & Validatimf a Scale to Measure Self Compassion. Self &
Identity, 2, 223-250. This instrument was obtaimgth written permission from Dr. Neff and for repti
purposes.
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INTERPERSONAL REACTIVITY INDEX

The following statement inquire about your thoughts and feelings in a varigityations.

For each item, indicate how well it describes you by choosing the apprdetiaeteon the scale at
the top of the page: A, B, C, D, or E. When you have decided on your answer, fill iiehenet
the answer sheet next to the item number. READ EACH ITEM CAREFULLY BEEFO
RESPONDING. Answer as honestly as you can.

ANSWER SCALE:

A B C D E
DOES NOT DESCRIBES
DESCRIBE ME ME VERY
WELL WELL
| daydream and fantasize, with some regularityuabo
1. things that might happen to me
2. | often have tender, concerned feelings for fetgss

fortunate than me

3. | sometimes find it difficult to see things frahre “other
guy’s” point of view.

Sometime | don't feel very sorry for other peopleen

4, they are having problems

5. | really get involved with the feeling of theashcters in a
novel

6. In emergency situations, | feel apprehensiveiliiad-
ease

I am usually objective when | watch a movie or playd
7. | don't often get completely caught up in it

8. | try to look at everybody’s side of a disagreairbefore |
make a decision

When | see someone being taken advantage of, kife|
9. of protective towards them

10. | sometimes feel helpless when | am in the feidfla
very emotional situation




11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

27.
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| sometimes try to understand my friends better by
imaging how things look from their perspective

Becoming extremely involved in a good book or masie
somewhat rare for me

When | see someone get hurt, | tend to rena@m ¢

Other people’s misfortunes do not usually distme a
great deal

If I'm sure I'm right about something, | don’t wastnuch
time listening to other people’s arguments

After seeing a play or movie, | have felt asuiph | were
one of the characters

Being in a tense emotional situation scares me
When | see someone being treated unfairly , | sioneest

don't feel very much pity for them

| am usually pretty effective in dealing witmergencies
| am often quite touched by things that | ssgden

| believe that there are two sides to very tjoesand try
to look at them both

I would describe myself as a pretty soft-hahperson

When | watch a good movie, | can very easily pusetify
in the place of a leading character

| tend to lose control during emergencies

When I'm upset at someone, | usually try to “putsely
in his shoes” for a while

When | am reading an interesting story or novehdgine
how | would feel if the events in the story wer@paning
to me

When | see someone who badly needs help in an
emergency, | go to pieces

Before criticizing somebody, | try to imagine héwould
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28. feel if | were in their place

ReferenceDavis, M.(1983). Measuring individual differences in empatByidence for a
multidimensional approaclournal of Personality and Social Psychology, #43-126.

Permission obtained through written email exchamige Dr. Davis for reprint and use in this study..
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Brief Serenity Scale

INSTRUCTIONS: The following items describe experiaces (thoughts and feelings, or actions).
Below are numbers that describe how often you hawbe experience. “1” meangever, "5” means
always, or you may select 2, 3, or 4. The lower the nureb, the less often you have the experience.
There are not “right” answers, only answers that bet describe you. Do not think about the
statement too long. Give the answer you think ofrkt, based on how things have been with you in the
last 4 weeks.

Never Always
1 2 3 4 5
a. | am aware of an inner source of comfort, gfilerand security
b. During troubled times, | experience an innarse of strength

| trust that life events happen to fit a plan whigltarger and

c. more gentle than | can know

d. | see the good in painful events that have bagg to me

e. | experience peace of mind

f. I am forgiving of myself for past mistakes

g. | take care of today and let yesterday and toomotake care of
themselves

In problem situations, | do what | am able to dd #ren accept
h. whatever happens even if | dislike it

i | accept situations | cannot change

J- | try to place my problems in the proper pecipe in any
given situation

K. | am aware of an inner peace

I | experience an inner quiet that does not démsmevents

m. | find ways to share my talents with others

n. When | get upset, | become peaceful by gettinguch with
my inner self

0. | attempt to deal with what is, rather than tmas, or what
will be




V.
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Even though | do not understand, | trust in thamate
goodness of the plan of things

| experience an inner calm even when | am updessure
| feel that | have done the best | could im lif

| can feel angry and observe my feeling of angelrseparate
myself from it and still feel an inner peace

| trust that everything happens as it should
| feel forgiving of those who have harmed me

| feel serene

Reference: Kreitzer, MJ, Gross, C., Waleekhacheinlo., Reilly Spring, M., & Byrd, M. (20009).
The Brief Serenity Scale. Journal of Holistic Nagsi

*Permission granted from above authors for usaimgtudy and for reprint.
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Work Satisfaction

ﬂ The Index of Work Satisfaction Questlonnalre ® |

Part A (Paired Comparisons)

Listed and briafly defined below are six terms or factors that are imvolved in
how people feel about their work situation,  Each factor has something to do
with “work zalisfaction®. We are interested in determining which of these is
most Important to yeu In relation ta the athars.

Please carsfully read the definltlons for each factor as given below:
=2 PFay - dollar ramuneration and fringe benefits recelved far work done

=3 Autonoimy - amount ot job related independenae, initiative, and freadom,
gither parmitted or required in daity work activities.

<% Task Aequirerments -- tasks or activities that must be done as a reqgular
part of the jcb

2 Qrganizalicnal Peficles - management policies and procedures put
forward by the hospital and nursing administratlen ol tis hosgilal

= Interaction - vpportunities prasanted for both faormal and infermal social
and professional contact during working hours

2 Professional Status -- overall impoertance or significance felt about your
joh, oothin your view angd in the view of others

Inelructiona: These factors are presented in pairs on tha next paga. A total of
15 pairs are presented: Lhis is every set of corrbinaticns. Mo pair is repeated
ar ravarged. For aach pair of terms, decide which one is more important for
vour job satisfaction or marale, and check the appropriate box, For example, if
yo. feel that Pay {as defined above} is more important than Aulonmmy {as
deflned above), check the box for Pay.

It will 2e difficult lor you to make choices in some cases. However, ploase do
try to salact tha factor which is mare important 1o wou.  Please make an eflort
to answer avary itam; do nat go back fo change any of your angwers,

& The WE Quasfionnairz js uscd oy pentigsan of Paula L Stamps, Pho., and
Marke! Sireet Aesearch, inc. Northamplon, Massachusciis.



Part B (Altitude Questionnaive, Continued)

Remembar: The moe strongly you fool about the statemant, the further fram
the center you shau d circle, wilh agreement to the laft and disagreement o the
rght. Usa 4 far neytral or undeclded If needed, but please try to use this

number as little as possible.

Agrec Disagree
1. My present salary is satisfactony. B 234|586 7
2. Mursing is not widely recognized as being an |
B impottant profession, 2 3|4]5/67
3. The nursing persohnal on my service pitch in and 2lal4|s5lE 7
help one another ouf when Lhings get in a rush.
4. There ls oo much clerical and “paparwork™ required s 3lals5l8 7 j
of nursing personnel n Lhis hospital.
A, The nursing staff has sufficignt control owver |
schedullng thelr own shifts in my hospital. 2|38 ]4|5|98|7 i
8.  Physicians i goneral copparate with nursing stafl
ar my unit. 2 { 3|4|6|6|7
7. | kel that | am superised more closely than is | |
| necessany. 213 4|5|868|7
8. ltis myimprossion that a lot of nursing persoanal at
this hospital are dizgsatisfied with their pay. 2|3 ) 45|67
8. Mes: people approciate the importance of nuraing
cars to hospital patients. 213|456 |7
19. It is hard for raw nurses ko fesl “at home' in my unit 2134|567
11, Theie is no doubl whatever in my mind that what |
dg on iy job is really hinporant. 2|3 |4]5]6]7
12, There is a great gao between tho administration of ]
this hospital and Lhe daily problems of the nursing 2134|567
gervige.
13.  |feel | have sufficient input into the grogram of care
far 2ach of my palienls. 2|3 4|5]6]7
14, Considering what is expactsd of nursing service ]
persannel at this haspital, the pay we gat is 2|13/4|5|86]|7
reasonable,
15. 1 think | could do a better job it | did not have 50
rauch to do all the tirme. 23|45 6|7
[16. Thergis a good daeal of teamwerk and cooporation
between various leva s of nursing perscnnel en my 2134|858 6|7
HETViCE.

w3 WS Questonngirg
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Part B (Altitude Questionnailre, Continued)

Remembeor: The more strongly vou feel about tha statemant, tre furthar from
the center you should circle, with agreament to the left and disagreemsnt 1o the
rght. U=a 4 far neutral ar undecided f needed, but pleass try 0 use this
number as lithg ag pagsiple.

udgmenl.

Agree Disagree
17. 1 hawa toc ruch responsibility and not enough S
autharity. T|2|3]4]|5]|6|7
18. There are not encugh opportunities for
advangement of nursing personnel at this hospital, j2|3|4 | 516|7
18, Thare is 3 lot of tleamwork between nurses and
~ doctors on my own unit, 1/ 2]3[(4|5)8|7
20, O my service, my supenviss s maks all the |
decisions. 1 have lithe direct contral over my own 1123|145 6|7
work.
21. The present rate of increase in pay lor nursing 1l2lala 5 5|7
_senice peraonng afthis hospital is not salisfactany. |
22, | am satisfied with the types ol aclivities that | do on
y job. 11234 5 6|7
23, Tha nuysing persannel on oy service are not as
ficndly and outgaing as | would ‘ike. 12 | 514 587
24 | kave plenty of time and opportunity to ciscuss
pat cnt cara problams with cther nursing service 1123|4567
personrel. . |
26. There sample opporiunity for nursing staff to |
participale n the administrative decision-rmaking 112 3|4|5|6|7
process,
26. A great deal of independence is permitted, if not
- required, of me. 112 3|4|/5/68]7
27, What | do on my job does nol add up Lo anything
redlly significant. 1 2 3|4/5|6|7
28. There 's a1 of “rank conseiousness™ on my unik:
nurses seldom mingle with thogse wilh less 1 2 3lals|6l|7
expedcnce or difterent types of educational
preparation. ]
29. | have sulficignt time for direct palienl care. 112 3|45 |86/[7F
30, | am sometimes frustrated because all of my | 2 ?_
aclivities seem programmed for ma. 5|8
1. lam semetimes requirsd to do things on my job
that are against my better professional nursing 1 2 a4 |51 6|7

1 WS Questionngire
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Parf B (Alfitude Questionnaire, Continued)

Remember: Thg mare strongly you feel abodt the statemeant, tha further from
the center you should cikcla, with agreement to the &1 and disagreemeant to the
right. Use 4 for neautral or undecided if needed. but plkease tty 1o Use this
rumber as little as possible,

Agree Disagree
32. From what | hear about nursing sanvice parsanngl
at other hospitals, we at this hospital are being fairly | 1 2134 |5 |67
paid. |
33, Administ-alive decisions at this Fospital interfars |
ton mueh with pelient care. 1 2 3|4 5 6|7
34 tmakes me proud ta talk to otF ar people aboul i 2 5
what | doon my job.
348, Pwish the physicians here would show maora
respect for the kil and knewledge ol the nursing 1 2|34 |5 |67
staff.
36, | eould de iver much better cane if 1 had more time
with each palienl 1 213|4]|5|6]|7
37. Physicians at this hospital generally understand
and appreciate what the nursing staff doas. 1 2|3|4|5 8|7
36.  If] had the decizicn o make all over again, | would
gtill go_inko nursing. 1 2134|567
38, The physicians at this hegpital 100k down too much
an the nursing staff. 1 2 3|4 5 B _"'_
0. | have all the waice in planning poicies and 1121alalslal7
procedures for this bogpital and my unil that 1 want =
41, My paricular job really doesn't require much skill or
knowr how®. ) | 1 234|565 |6 |7
42, The nursing administratcre gonerally consulb with 1 s|lalals!|s|7
the staff on daily problams and procedures.
23, | have the fraadam in my work to make Impartant
decisions as | sse fit, and can count on my 1 234|567
supervlzors to back me up.
<4, Anupgrading of pay schedules for nursing
porsonnsl is naaded at this hospital, 112|845 8|7
2 WS Quasiicnnaire 5
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This instrument was purchased from Dr. Stamps and Market Street Resears# ifor
this study and for reprint purposes related to this study only.
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Demographics of Participant

Name PHONE NUMBHERERE YOU CAN BE REACHED

Patient Care Unit

Years of Experience as an RN

Highest level of education

Shift predominantly worked (i.e. days, eveningghts)

Number of hours worked in a pay period

Gender

Have you ever taken MBSR?

Are you currently participating in meditation priaes?

Are you currently being treated for psychiatrinéks?

Can you attend for 8 consecutive weeks of the MB&Rgram?

Telephone number you can be reached at time of the day best to be reached
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Permission obtained through written email with Dr. Neff

Letter received from Dr. Neff

Please feel free to use the Self-Compassion Scale in your researcicarye-mail me with any
guestions you may have. | would also ask that you please e-mail me about asyoesalitain
with the scale, and would appreciate it if you send me a copy of any articlehgahblising the
scale. The appropriate reference is listed below.

Best,

Kristin Neff, Ph. D.

Associate Professor
Educational Psychology Dept.
University of Texas at Austin
1 University Station, D5800

Austin, TX 78712

e-mail: kristin.neff@mail.utexas.edu
Ph: (512) 471-0382

Fax: (512) 471-1288



Appendix G. Mindfulness Based Stress Reduction Class Content
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fulness Based Stress Reduict
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HEARTWOOD mindfulness Practice Center
3706 E. 34th Street, Minneapolis 55404
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