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Abstract It is now well established that a significant number
of nurses have less than optimal levels of wellness as a result
of the stressful nature of their work. Identifying effective
workplace strategies to help improve the resilience of nurses
is therefore a high priority. In this study, we evaluated the
feasibility of a mindfulness-based intervention aimed at reduc-
ing compassion fatigue and improving emotional well-being
in nurses. A total of 21 nurses recruited from a large teaching
hospital in Western Australia, participated in a mindful self-
care and resiliency (MSCR) intervention. The intervention
consisted of a 1-day compassion fatigue prevention education-
al workshop, followed by a series of weekly mindfulness
training seminars conducted over 4 weeks (12 h total interven-
tion time). Participants completed a number of standardized
measures at pre, post, and 1-month follow-up. Significant im-

provements were observed following the intervention for
compassion satisfaction, burnout, trait-negative affect, obses-
sive passion, and stress scores. At pre-intervention, 45 % of
the sample had high burnout scores, but this reduced to just
15 % by post-intervention. No significant changes were ob-
served for general resilience, anxiety, or secondary traumatic
stress post-intervention or at follow-up. The results of this
preliminary study indicate that MSCR may represent a feasi-
ble approach to improving resilience and well-being among
nurses. Further research utilizing a control group is required to
strengthen conclusions.
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Introduction

While occupational stress is not unique to any one specific
professional group, it is particularly prevalent among the help-
ing professions (Santos et al. 2010) and nurses (Beck 2011;
Hooper et al. 2010). Nurses working in acute care hospitals
and similar environments are routinely exposed to organiza-
tional change, patient distress, patient trauma, unrealistic pa-
tient expectations, and high workload stressors (McVicar
2003). Such stressors experienced by healthcare workers and
nurses can take a high professional and emotional toll and can
result in the acute syndrome known as compassion fatigue
(CF: Figley 1995).

Figley (1995) defined CF as a combination of secondary
traumatic stress (STS) and burnout. Compassion fatigue in
this conception develops from the negative aspects of care
provision and is the consequence of the demands of caregiv-
ing to distressed individuals. Secondary traumatic stress is an
acute condition that can occur for carers and health pro-
fessionals frequently exposed to the stress and trauma of
others, and may include anxiety, intrusive images, cogni-
tive and behavioral avoidance, and symptoms similar to
those of the person that has been traumatized. On the other
hand, burnout is a work-related stress symptom involving
emotional exhaustion, frustration, depressed mood, and an
inability to work effectively (Maslach, Schaufeli, and
Leiter 2001). These two conditions are highly related
and together are considered to be representative of CF
(Stamm 2010).

In the nursing profession, research has shown that CF is
associated with a number of deleterious effects including psy-
chological distress, reduced productivity, increased absentee-
ism, and therefore the potential for increased risks to patient
safety (Adams et al. 2006; Leiter andMaslach 2009). A prom-
inent view that informs how CF might be understood and
addressed is the stress process model (Figley 2002). In this
conception, the process of empathy towards a traumatized
client’s experience results in physiological and cognitive
responses, and if not managed adaptively may result in a
residue of negative emotional energy that can lead to CF.
Similarly, Zeidner et al. (2013) have argued that personality-
related characteristics involving difficulties with modulating
and coping with emotional responses to stress may be central
to the development of CF.

Research has typically investigated the environmental and
psychological correlates of CF as a way of understanding risk
and protective factors, and therefore informing interventions
that build resilience. Exposure to traumatized individuals is
one obvious environmental factor that has been previously
linked to CF development (Adams et al. 2006, 2008).
However, numerous other factors have been associated with
CF and burnout, such as personal trauma history, support,
policy, leadership, coping, self-efficacy, and sense of mastery

(Adams et al. 2008; Adriaenssens et al. 2014; Laschinger and
Fida 2014). Studies have also linked the personality disposi-
tion of neuroticism and the related construct of trait-negative
affect (TNA: proneness to experience negative emotion,
Watson and Clark 1984) to occupational stress (Swider and
Zimmerman 2010) and CF symptoms in health care workers
and nurses (Breslau and Schultz 2013; Craigie et al. 2015).
These findings are consistent with past research that suggests
difficulties with emotion regulation and coping underlie the
development of stress-related mood disorders (Barlow 2004;
Carver and Connor-Smith 2010) and CF more specifically
(Zeidner et al. 2013).

In contrast, one’s way of engaging work tasks and of
identifying with work may protect or contribute to
occupational stress. Vallerand et al. (2003) have shown that
a willing engagement in activity that has been freely ac-
cepted as important and free of contingencies, referred to
as harmonious passion, predicted greater positive affect
and less nega t ive a f fec t when engag ing tasks .
Harmonious passion in nurses also predicted higher work
satisfaction and lower burnout at a later time (Vallerand
et al. 2010). Conversely, intense engagement in an activity
that is perceived as outside one’s control and reflects contin-
gent self-esteem, social acceptance, or performance, referred
to as obsessive passion (Vallerand et al. 2003), predicted
higher negative cognition and emotion when engaging in a
passionate activity (Mageau et al. 2005; Vallerand et al.
2003). In addition, higher obsessive passion predicted higher
emotional exhaustion (Lavigne et al. 2012) and greater work-
life role conflict (Vallerand et al. 2010). Vallerand et al. (2010)
have therefore argued that harmonious passion protects
against burnout, as it facilitates work satisfaction and positive
affect, whereas obsessive passion contributes to burnout
through role conflict and negative affect.

As a whole, the research suggests a complex process of CF
development involving a multitude of environmental and in-
dividual factors. Interventions that focus on changes to the
work environment may assist in reducing negative affect and
therefore risk for CF. However, the role of nursing in acute
care settings invariably requires frequent contact with
distressed/traumatized patients and their families (Beck
2011). Zeller and Levin (2013) proposed that for nurses, it is
more feasible and effective to develop interventions that focus
on building psychological resilience and adaptive coping to
stress, rather than work environment interventions alone.

A challenge for designing interventions aimed at increasing
psychological resilience has been the complex and multidi-
mensional nature of resilience (Southwick and Charney
2012). The American Psychological Association (APA
2015, p.1) defined resilience as Bthe process of adapting well
in the face of adversity, trauma, tragedy, threats or significant
sources of stress^. In this paradigm, psychological resilience
is not considered a fixed trait, but rather involves adaptive
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ways of thinking and behaving that can be learned (Southwick
and Charney 2012). A recently proposed general model of
individual resilience to occupational stress put forward by
Rees et al. (2015) has provided one way of organizing key
individual difference variables likely to act as positive/
protective (e.g., self-efficacy, harmonious passion) and nega-
tive factors (e.g., TNA, obsessive passion) for adjustment to
work stress. Rees et al. argued that while some variables in the
model are more stable and hence less amenable to change
(e.g., personality traits), others are malleable and represent
candidates for interventions aimed at increasing workplace
well-being. Notably, compassion satisfaction (positive feel-
ings about one’s role as a carer, Stamm 2010) is a positive
indicator of adjustment and personal coping resources in care-
givers (Tremblay and Messervey 2011) and has been previ-
ously associated with lower CF symptoms in nurses (Craigie
et al. 2015), higher levels of positive reappraisal, positive af-
fect (Samios, Abel, and Rodzik 2013), and mindfulness
(Thomas and Otis 2010).

Interventions that target adaptive emotion regulation and
patterns of thinking in response to stressors and foster new
ways of relating to work may be central to the prevention
and amelioration of CF. However, relatively few studies
have evaluated such interventions. For example, Flarity et al.
(2013) evaluated a CF resiliency intervention for emergency
nurses based on Gentry and Baranowsky’s (1998) original CF
recovery protocol, but delivered as a brief 4-h educational
seminar. This program focused on teaching skills for identify-
ing symptoms of CF and implementing adaptive ways of reg-
ulating anxious arousal and problematic thinking in order to
reduce habitual and obsessive responding to stressors, and
increase self-care and actions in harmony with core values.
The study reported significant reductions in CF symptoms
and improvements in compassion satisfaction. A parallel
study by Potter et al. (2013) yielded similar results in oncolo-
gy nurses. Longer (12-week) multimodal interventions for
nurses have also demonstrated significant benefits (Berger
and Gelkopf 2011; Mealer et al. 2014), although complexity
and length may limit their broader adoption.

While these recent approaches are promising, a central pro-
cess underlying CF appears to relate to difficulties with regu-
lating emotional reactions when confronting stressors and
traumatized patients (Figley 2002), and perhaps an obsessive
and rigid engagement with work (Vallerand et al. 2010).
Mindfulness training is one approach designed to enhance
emotion regulation and recovery from stressors (Teper,
Segal, and Inzlicht 2013). Mindfulness has also been linked
to more flexible cognitive and behavioral responses to stress
eliciting tasks (Good et al. 2015), and it has been argued may
play an important role in resilience to trauma (Thompson,
Arnkoff, and Glass 2011).

To the present time, mindfulness-based stress reduction
(MBSR: Kabat-Zinn 1990) and mindfulness-based cognitive

therapy (MBCT: Segal et al. 2002) are the most prominent
mindfulness-based interventions aimed at enhancing mindful-
ness. Mindfulness in these paradigms has been defined as the
Bawareness that emerges through paying attention on purpose,
in the present moment, and nonjudgementally^ (Kabat‐Zinn
2003, p. 145). Clinical research has shown MBSR/MBCT to
yield benefits in terms of reducing negative mood and
preventing depression (Khoury et al. 2013) and increasing
mindfulness, self-compassion, and positive affect (van der
Velden et al. 2015). Moreover, mindfulness has been associ-
ated with reduced impulsivity to stressors (Mantzios 2014)
and increased positive reappraisal of stressors (Garland et al.
2010). In occupational settings, mindfulness-based interven-
tions have also resulted in lower stress (Wolever et al. 2012)
and burnout (Goodman and Schorling 2012; Ruths et al.
2013) and higher job satisfaction (Hülsheger et al. 2013).

Notwithstanding, a number of issues may prevent
group-based programs like MBSR and MBCT from being
effectively delivered to acute care nurses. First, both pro-
grams involve eight weekly sessions of 2-h duration (and a
1-day retreat), with participants encouraged to perform up
to 40 min of formal mindfulness practice per day. Zeller
and Levin (2013) have recognized the challenge of
recruiting and retaining busy workers such as nurses in
such intensive programs. In addition, there is uncertainty
about whether longer programs are any more effective than
s h o r t e r p r o g r am s (C a rmody a n d Ba e r 2 0 0 9 ;
Dharmawardene et al. 2015). Second, the rationale for
MBSR/MBCT relates to clinical health conditions and depres-
sion, not occupational stress or CF. Transferring such proto-
cols into work settings without an appropriate rationale and
modification may conceivably limit their relevance and ac-
ceptability to nurses. Fortunately, a few studies have shown
that briefer and less intensive mindfulness-based interventions
lead to significant reductions in burnout symptoms in nurses
and health care workers (Gauthier et al. 2015;Mackenzie et al.
2006) and increased resilience in physicians (Sood et al.
2011). However, there has been a paucity of such intervention
studies for nurses that integrate CF education and explain the
role of mindfulness for resiliency.

Given the deleterious effects of CF in the nursing work-
force and relatively few interventions specifically designed for
CF resiliency, the primary aim of this study was to extend the
work of previous research (e.g., Flarity et al. 2013; Mackenzie
et al. 2006) by augmenting CF resiliency psychoeducation
with a brief mindfulness-based intervention. The present study
involved an initial pilot evaluation of the feasibility of a mind-
ful self-care and resiliency (MSCR) program for CF preven-
tion in a nurse sample working at an acute care tertiary hospi-
tal. It was predicted that MSCR would be associated with
reduced burnout, STS, and negative mood symptoms.
Moreover, MSCR would be associated with a decrease in
established risk factors associated with burnout, namely
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TNA and obsessive passion. Similarly, we were interested in
exploring if MSCR would be associated with improvement in
positive/protective factors for occupational stress, such as
compassion satisfaction, harmonious passion, and the broader
construct of general resilience.

Method

Participants

Twenty-five nurses expressed interest in the MSCR program,
and of these, 24met inclusion criteria. After final scheduling of
the intervention groups, a total of 21 nurses commenced the
program. The mean age of this sample was 48.6 years
(SD=9.94, range 24 to 62 years), 95.2% (n=20) were female,
61.9 % were married or in a de facto relationship, 76.2 % had
Australian citizenship, and 42.9 % had a dependent person
who affected their capacity to work. Inclusion criteria were
working as a registered nurse, in either a full-time or part-
time capacity at the study hospital. Participants were excluded
if screening measures revealed clinical levels of depression, or
symptoms consistent with post-traumatic stress disorder
(PTSD), or the presence of substance abuse. Similarly, nurses
were excluded if they reported currently receiving treatment
for a mental health condition or reported circumstances likely
to interfere with their regular attendance at intervention ses-
sions. The work profile characteristics of nurses commencing
the program are presented in Table 1. As can be seen, more
than 80 % of nurses were working full-time, more than half
were senior registered nurses, and the large majority of the
sample had more than 15 years of nursing experience.

Procedure

This study employed a pre–post-follow-up within-subjects
design. The primary dependent variable of interest was CF
(burnout and STS) with the independent variable being time
(pre-intervention vs. post-intervention and pre-intervention
vs. 1-month follow-up).

Following ethics approval from both the university and
hospital ethics committees, potential participants were recruit-
ed via distribution of an advertisement outlining the program
and start dates of the two intervention groups being offered.
This information was circulated via the hospital intranet to the
senior nurse staffing group. All interested parties were asked
to contact the researcher who then organized for the informa-
tion sheet and consent form to be sent. On receipt of the
consent form, the name, contact details, and group allocation
of the potential participant were sent to the program coordina-
tor who then undertook telephone screening interviews to as-
sess inclusion/exclusion criteria.

Two intervention groups were conducted, with 10 and 11
participants in each group. Prior to the intervention, participants
were requested to complete a paper-based survey consisting of
several self-report questionnaires and a short demographic sec-
tion. The same survey (without the demographics) was repeat-
ed at the completion of the last session and 1 month following
the last session for each group. Intervention groups were con-
ducted in a private seminar room of a multifunction research
building located on the hospital grounds.

TheMSCR intervention was a total of 12 h in duration and
comprised a 1-day educational workshop on compassion fa-
tigue resiliency (three 1.75-h sessions) and introduction to
mindfulness (1.75-h session), followed immediately by a se-
ries of weekly mindfulness skills seminars conducted over a
period of 4 weeks. The content and materials of the first three
sessions of the workshop were adapted with permission from
Eric Gentry’s Compassion Fatigue Prevention and Resiliency,
Fitness for the Frontline (CFPR-FF) workshop (J. E. Gentry,
personal email communication, November 7–9, 2013). The
CFPR-FF workshop has been previously described by
Flarity et al. (2013). The content of this component involved
PowerPoint slides and information/worksheets used for mini-
lectures and group exercises (Gentry 2013). Each participant
was provided with a client manual that included intervention
educational materials. The 1-day workshop comprised educa-
tion about CF and its causes, and skills to build CF resiliency,
referred to as the five Bantibodies^ ((1) self-regulation; (2) in-
tentionality; (3) perceptual maturation; (4) connection and so-
cial support; and (5) self-care and revitalisation). Supplemental
Tables S1 and S2 provide a detailed break-down of activities
for all intervention sessions. However, for standardization, ease
of dissemination, and cultural relevance to an Australian nurse
population reasons, a short introductory video that was used in
the Flarity et al. (2013) study was not included.

The MSCR mindfulness seminars were adapted from the
eight-session Segal et al. (2002) MBCT program, and in part
aligned with the format of an abbreviated four-session proto-
col evaluated by Mackenzie et al. (2006). The first seminar
occurred in the fourth session of the 1-day workshop. The
remaining four seminars began 1 week later, occurring
midafternoon on a weekly basis. A central aim of the seminars
was to learn mindfulness to support CF resiliency skills. Each
seminar was 1.5 h in duration and involved both experiential
activities and didactic discussion and generally involved brief-
er mindfulness practices (about 10 to 25 min) as described by
Williams and Penman (2011).

Learning objectives of the mindfulness seminars were in-
creasing awareness of automatic pilot and stress-related reac-
tions, and applying mindful responses to be more present/
intentional (e.g., breathing space, 3 sighs) so as to promote
perceptual maturation, values-based actions, and self-care.
Seminar themes were introduction to mindfulness, staying
present, allowing/letting be, thoughts as thoughts, and review
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and planning for the future. Each participant was provided
with the book, Mindfulness a Practical Guide to Finding
Peace in a Frantic World by Williams and Penman (2011),
which includes a practice CD. For homework, participants
were encouraged to complete a mindfulness practice each
day using the CD (typically about 10 to 20 min in duration),
as well informal practices. The MSCR client manual de-
scribed key session themes and home-based practice tasks.

The MSCR program structure and format were developed
and facilitated by the first author of this study. The facilitator is
a registered clinical psychologist with more than 6 years of
experience facilitating MBCT groups in an outpatient mental
health setting, as well as experience in deliveringmindfulness-
based training to health professionals. Moreover, he had pre-
viously completed a CFPR-FF 1-day workshop conducted by
Eric Gentry. Treatment adherence was maintained by closely
following a timetable of activities and tasks as outlined in
Table S1 and S2 of the supplemental materials, and described
in the MSCR client manual.

Measures

The Patient Health Questionnarie-9 (PHQ-9, Kroenke and
Spitzer 2002), Short Screening Scale for DSM-IV PTSD

(SSSP, Breslau et al. 1999), and the CAGE questionnaire
(Mayfield, McLeod, and Hall 1974) adapted for drug use
(CAGE-AID, Brown and Rounds 1995) were used to assess
exclusion criteria pertaining to core symptoms/features of
clinical depression, PTSD, and alcohol and substance misuse,
respectively. A recommended cutoff score for each of the
measures was used to assess if participants met criteria for
the presence of clinically significant symptoms. Research
has shown that the PHQ-9 is a valid clinical depression screen-
ing tool for the general population (Martin et al. 2006).
Likewise, research suggests the SSSP is a reliable and valid
measure for screening of PTSD symptoms (Kimerling et al.
2006) and the CAGE-AID for identifying the presence of
alcohol and substance use problems (Hinkin et al. 2001).

TheDemographic Questionnaire included age, sex, marital
status, country of citizenship, dependents, current position,
employment hours, inpatient or outpatient unit, highest qual-
ification, post-registration qualifications, length of time in
nursing, length of time at study hospital, length of time in
current position, and expected time to work in nursing.

The Professional Quality of Life Scale version 5 (ProQoL5;
Stamm 2010). The ProQoL5 comprises three subscales that
measure levels of compassion satisfaction and CF; the latter

Table 1 Work and professional profile means, percentages, and frequencies (N= 21)

Variable % (n) Variable % (n)

Current position: Time worked in nursing:

Registered nurse 9.52 (2) Mean years (SD) 25.0 (11.0)

Clinical nurse 23.8 (5) <5 years 4.76 (1)

Staff development nurse 9.52 (2) 5–15 years 14.3 (3)

Senior registered nurse 57.1 (12) >15 years 80.9 (17)

Area of working: How long do you plan to stay in nursing:

Inpatient ward/area 47.6 (10) Mean years (SD) 12.6 (7.13)

Outpatient ward/area 33.3 (7) <5 years 9.52 (2)

Other—management, administration 14.3 (3) 5–15 years 47.6 (10)

Both inpatient/outpatient area 4.76 (1) >15 years 33.3 (7)

Shifts over last 4 weeks: Time worked in current hospital:

Working all shifts (AM, PM, nights) 14.3 (3) Mean years (SD) 13.5 (11.0)

Day shift worker (6am–6pm) 76.2 (16) <5 years 19.1 (4)

Morning and evening shift 9.52 (2) 5–15 years 42.9 (9)

Night shift only 0 (0) >15 years 38.1 (8)

Highest nursing qualification: Time worked in current ward/unit:

Hospital-based qualification 33.3 (7) Mean years (SD) 6.55 (7.25)

Diploma in Nursing (tertiary) 14.3 (3) <5 years 57.1 (12)

Bachelor of Nursing/Science (Nursing) 42.9 (9) 5–15 years 28.6 (6)

Other 9.52 (2) >15 years 9.52 (2)

Full/Part-time: Other qualifications:

Full-time 80.9 (17) Post graduate 55 (11)

Part-time 19.1 (4) Specialist in area working 38.1 (8)
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concept is composed of burnout and STS subscales.
Compassion satisfaction is a positive indicator of work adjust-
ment, reflecting feelings of satisfaction, and pleasure in caring
for others and doing work well. In contrast, the burnout sub-
scale reflects the negative aspects of caring involving feelings
of exhaustion, frustration, and depressed mood. The STS sub-
scale reflects avoidance and negative feelings driven by fear
and work-related trauma. The ProQoL5 utilizes 30 items on a
5-point scale to measure each of these three subscale compo-
nents (10 items each). Respondents are asked to rate each
statement in relation to how frequently it applies to them over
the last 30 days. The ProQoL scale has been psychometrically
validated in different health professional populations (Stamm
2010) and has previously demonstrated sound psychometric
properties for nurses working in an Australian hospital
(Hegney et al. 2014). The reliabilities at pre-intervention for
each subscale in this study were compassion satisfaction
α= .89, burnout α= .75, and STS α= .60.

Depression Anxiety Stress Scales (DASS, Lovibond and
Lovibond 2004). The DASS is a widely used instrument used
to measure levels of depression, anxiety, and stress symptoms
over the past week. The DASS21 was used in this study and is
a 21-item version of the longer 42-item DASS. The DASS21
consists of three 7-item subscales: depression, anxiety, and
stress. Participants are asked to rate each item statement on a
4-point scale. Each subscale is summed to obtain a total score
for the respective subscale. Higher scores represent higher
levels of negative symptomatology. DASS subscale scores
have been previously shown to be strongly correlated with
burnout and STS in an Australian nurse sample (Hegney
et al. 2014). The DASS has demonstrated strong psychometric
properties in both clinical and general adult populations
(Lovibond and Lovibond 2004). DASS21 scores are multi-
plied by a factor of 2 to obtain a DASS full-scale score. The
reliabilities at pre-intervention for each subscale in this study
were depression α= .72, anxiety α= .40, and stress α= .82.

Spielberger State-Trait Anxiety Inventory form Y2 (STAI-
Y2, Spielberger, Gorsuch, Lushene, Vagg, and Jacobs 1983)
The STAI-Y2 was used to measure the construct of trait-
negative affect (TNA)—the tendency to experience a variety
of negative emotions across a range of situations (Watson and
Clark 1984). The STAI-Y2 represents a general negative emo-
tionality variable related to negative self-appraisals of coping
with emotion eliciting stressors (Carver and Connor-Smith
2010) and consists of 20 items both positively and negatively
worded that are measured on a 4-point scale. Respondents rate
statements according to how the statements describe how they
Bgenerally feel^. Items are summed to produce a total scale
score. Higher scores represent higher levels of TNA. The
STAI-Y2 has been frequently used to assess anxiety manage-
ment interventions (Manzoni et al. 2008). The measure has

also demonstrated sound psychometrics in a range of popula-
tions (Spielberger et al. 1983), and research supports its valid-
ity as a measure of TNA (Bados, Gómez-Benito, and Balaguer
2010). The reliability at pre-intervention for this study was
α= .92.

Connor-Davidson Resilience Scale (CD-RISC, Connor and
Davidson 2003). The CD-RISC is self-report measure of gen-
eral psychological resilience that reflects positive self-beliefs
in regard to dealing with problems, recovering from hardship,
and tolerating negative emotion. Previous studies suggest the
scale is a valid and reliable measure of resilience for a range of
normal and clinical populations (Connor et al. 2003; Gillespie
2007). The original 25-item scale uses a 5-point response for-
mat, with higher scores reflecting greater resilience. The pres-
ent study used a shorter 10-item version (CD-RISC10) that
assesses aspects of resilience pertaining to a central core resil-
ience construct (Campbell‐Sills and Stein 2007). The CD-
RISC has also been frequently used in resiliency interventions
(Loprinzi et al. 2011; Sood et al. 2011). The pre-intervention
reliability for the current study was α= .85.

Passion for Work Scale (PWS, Vallerand et al. 2003). The
PWS is a 14-item scale with a 7-point response format that
measures harmonious and obsessive passion (7 items each). A
passion is a strong inclination toward a self-defining activity
that individuals like and value, and in which they invest time
and energy (Vallerand et al. 2003). Harmonious passion re-
sults from the internalization of an important activity into
one’s personal identity that produces a motivational force to
engage in an activity willingly. Obsessive passion results from
the control internalization of an activity into one’s identity that
originates from intrapersonal or interpersonal pressure
(Vallerand et al. 2003). Previous research suggests the PWS
is a reliable and valid measure (Lavigne et al. 2012; Vallerand
et al. 2003, 2010). In this study, the reliability at pre-
intervention for harmonious passion was α= .87, and for ob-
sessive passion was α= .93.

Data Analyses

All statistical analyses were performed with IBM-
Statistical Package for the Social Sciences (IBM-SPSS)
Windows version 21. Kolmogorov–Smirnov and
Shapiro–Wilk tests were used to examine study variable
distributions. These tests revealed significant departures
from normality for most variables at one or more assess-
ment points. As such, Wilcoxon signed-rank non-paramet-
ric tests were used to assess within-group changes for
study variables from pre to post intervention, and pre to
follow-up. Cohen’s (1988) d effect size was used to deter-
mine the magnitude of variable changes between assess-
ment points (d = difference mean/standard deviation of
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difference mean; d= .3 is small, .5 is medium, .8 is large). To
clarify the meaning of changes in burnout and STS, the
descriptive frequency method used by Berger and Gelkopf
(2011) was adopted. Following Stamm’s (2010, p.16) recom-
mendations, ProQol5 scores at each assessment point were
converted to standardized t scores and then assigned risk cat-
egories (low, average, high) based on percentile cut scores.

Results

A total of 20 nurses completed the MSCR intervention in
terms of providing a complete set of questionnaire data, at-
tending the 1-day workshop, and at least two of the weekly
mindfulness seminars. Table 2 shows mean scores from pre-
test to post-test and 1-month follow-up assessment points for
program completers. Wilcoxon signed-rank paired sample test
showed there were significant reductions for depression, burn-
out, and TNA scores at post-test. Effect sizes for these changes
were in the medium range for depression and TNA, and in the
large range for burnout. At 1-month follow-up, significant
reductions were maintained for burnout and TNA, but not
depression scores. In addition, significant reductions in obses-
sive passion and stress were observed from pre-test to 1-
month follow-up, as well as a significant improvement in
compassion satisfaction. The changes observed for obsessive
passion, stress, and compassion satisfaction were all in the
medium effect size range. However, there were no significant
improvements for general resilience and harmonious passion
from pre-test to post-test or at 1-month follow-up. Similarly,
STS and anxiety symptoms did not significantly reduce from
pre-test to post-test or follow-up.

Table 3 displays percentages and frequencies according to
Stamm’s (2010) risk categories. As shown, 45 % of partici-
pants had burnout scores falling in the high range at pre-test,
which reduced to 15 % at post-test and follow-up. For STS,
only 20 % of participants had scores falling in the high range
at pre-test, with no change by follow-up. Despite the lack of
change for STS scores in the high range, Table 3 also shows
that the rate of participants falling in the low range improved
by 15 % at follow-up. For compassion satisfaction, 35 % of
participants fell into the low range at pre-test. By follow-up
this rate had reduced to 15 %, with a commensurate improve-
ment of participants falling in the high range.

Discussion

Given the high rates of burnout and CF among health profes-
sionals, it is imperative that efforts are made to develop and
test interventions that can ameliorate such negative outcomes.
In this pilot study, we evaluated the feasibility of a brief
mindfulness-based CF resiliency intervention for nurses
working in a large teaching hospital in Australia. Our primary
finding is that there were significant improvements across a
number of symptom domains following the MSCR interven-
tion. Importantly, a significant reduction in burnout scores
(one aspect of CF) was observed following the intervention
and at follow-up. In the current sample of nurses, nearly half
had levels of burnout that were in the high category according
to Stamm’s (2010) risk criteria. At post-intervention, only
15 % were reporting levels of burnout in the high category.
The fact that this result was maintained at 1-month follow-up
is promising because it suggests that the benefits of the

Table 2 Within-group means, standard deviations, Wilcoxon Z, and effect sizes for completers (n= 20) at each assessment point

Pre-test Post-test Follow-up Pre-test to Post-test Pre-test to follow-up

Variable M SD M SD M SD Z-score Cohen’s d (95 % CI) Z-score Cohen’s d (95 % CI)

Stress 9.50 6.48 6.90 4.23 6.50 4.49 −1.66 0.39 (−0.07, 0.84) −2.32* 0.58 (.09, 1.04)

Anxiety 1.90 2.71 1.70 3.45 1.50 2.50 -.29 0.08 (−0.36, 0.52) -.86 0.17 (−0.28, 0.61)
Depression 4.20 4.40 2.70 3.85 3.10 4.66 −2.36* 0.58 (0.1, 1.05) −1.41 0.33 (−0.13, 0.78)
Compassion satisfaction 36.4 5.57 38.3 6.44 39.2 5.92 1.95 0.41 (0.0, 0.85) 2.13* 0.54 (0.06, 0.99)

Burnout 23.8 4.81 20.0 4.06 20.5 4.12 −3.47** 1.04 (0.48, 1.58) −2.73** 0.71 (0.21, 1.19)

STS 17.4 3.17 16.2 3.82 16.4 4.12 −1.44 0.40 (−0.07, 0.85) −1.35 0.32 (−0.14, 0.76)
TNA 39.0 9.85 35.2 7.24 33.9 6.94 −2.46* 0.71 (0.21, 1.19) −2.72** 0.69 (0.19, 1.17)

General resilience 28.2 5.69 29.6 5.17 28.7 5.83 1.51 0.39 (0.0, 0.84) 0.77 0.18 (0.00, 0.60)

Harmonious passion 4.78 1.04 4.69 0.87 4.59 0.94 −0.75 0.11 (−0.33, 0.54) −0.58 0.21 (−0.23, 0.66)
Obsessive Passion 2.42 1.40 2.23 1.25 1.95 0.97 −0.83 0.30 (−0.16, 0.74) −2.14* 0.56 (−0.08, 1.03)

Follow-up occurred 1-month post final practice session. CI is confidence interval range. Cohen’s d= .3 is small, .5 is medium, .8 is large

DASS stress, anxiety, and depression, ProQol5 compassion satisfaction, burnout, STS secondary traumatic stress, STAI-Y2-TNA trait-negative affect,
CD-RISC10 general resilience, PWS harmonious passion, obsessive passion

*p< .05, **p< .01, ***p < .001
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intervention persist beyond the initial training period, al-
though further studies with longer follow-ups and larger sam-
ples are required to strengthen such a conclusion.

Like burnout, we also found significant reductions in TNA
levels, both directly after the intervention and maintained at 1-
month follow-up. This, along with significant reductions in
depressed mood post-intervention and reduction in stress
and improvement in compassion satisfaction by 1-month fol-
low-up, suggest that the intervention was associated with
changes across a number of important areas of psychological
functioning. The findings combined with a high completion
rate provide preliminary evidence for the feasibility of inte-
grating CF resiliency education with mindfulness skills train-
ing to nurses working in stressful environments. Moreover,
the results help to generalize earlier intervention findings
(e.g., Flarity et al. 2013; Mackenzie et al. 2006) to nurses in
an Australian hospital.

Improvements in TNA and compassion satisfaction also
appear consistent with the view that mindfulness-based inter-
ventions like MSCR may enhance regulation of negative af-
fect as well as building positive affect related coping resources
(e.g., Garland et al. 2010; Teper et al. 2013). Previous research
has shown that TNA is strongly related to burnout and com-
passion satisfaction to lower TNA and lower burnout (Craigie
et al. 2015). Therefore, it might be conjectured that MSCR
may help to initially facilitate cognitive reappraisal of emotion
eliciting stressors (e.g., Garland et al. 2010), which leads to
higher compassion satisfaction and lower obsessive passion at
a later time. In addition, given obsessive passion is related to
higher negative cognition, negative affect, and work-life role
conflict (Mageau et al. 2005; Vallerand et al. 2010), and

compassion satisfaction reflects greater positive affect, it
seems possible that improvement on these processes may have
further contributed to reducing negative mood symptoms that
typify burnout. Future controlled studies may wish to test such
causal hypotheses.

However, no significant reductions were observed for STS
and anxiety symptoms. Several ideas can be advanced as to
these findings. First, STS scores were not particularly elevated
at pre-intervention compared to burnout in terms of the rate of
scores falling in the high range (e.g., 45 % for burnout vs.
20 % for STS). This feature combined with the small sample
size suggests the study may have lacked power to capture
modest effects that may have occurred at more moderate
levels of STS as is suggested by the 15 % improvement in
the rate of participants falling in the low STS range by follow-
up. It is also noteworthy that the sample consisted predomi-
nantly of experienced senior nurses, and previous research by
Hegney et al. (2014) has shown years in nursing is related to
lower anxiety in an Australian nurse sample. Perhaps, longer
experience as a nurse reflects the presence of higher levels of
resiliency-based coping skills that prevent the acquisition of
STS and anxiety. This is consistent with the observation that
mean DASS mood scores all fell in the normal range at pre-
test when compared to Australian adult norms (see Crawford
et al. 2011), with anxiety lower than stress and depression
symptoms. Conversely, it is conceivable that MSCR does
not sufficiently address factors that maintain STS, and that
much longer multicomponent interventions are required to
address STS (e.g., Berger and Gelkopf 2011; Mealer et al.
2014).

In relation to the lack of improvement for general resilience
and harmonious passion, a brief intervention likeMSCRmight
not sufficiently address processes underlying protective factors
that may be more character-based in nature. Alternatively, giv-
en the majority of participants were senior nurses, perhaps
scores on these constructs were already elevated, and when
combined with a small sample size, there was insufficient pow-
er to detect more modest effects. This hypothesis seems partic-
ularly pertinent to resilience given previous studies that have
detected effects used the longer 25-item CD-RISC form (e.g.,
Loprinzi et al. 2011; Sood et al. 2011), rather than the short
form used in the present study. Future studies may therefore
require larger sample sizes or conversely more symptomatic
samples to more definitively determine if MSCR can improve
positive resources like resilience and harmonious passion.

A number of limitations of the study design temper strong
conclusions. Replication studies with comparison/control
conditions and longer follow-up periods are required to deter-
mine if the short-term improvements are maintained over the
longer term and are not just the result of time or non-specific
factors. Moreover, it will be important to determine if the
findings can be generalized to other nurse populations that
may be less experienced and or more symptomatic, especially

Table 3 Percentages and frequencies according to Stamm (2010)
ProQol5 risk categories

Variable Pre-test % (n) Post-test % (n) Follow-up % (n)

Compassion satisfaction

High 15 (3) 20 (4) 35 (7)

Average 50 (10) 60 (12) 50 (10)

Low 35 (7) 20 (4) 15 (3)

Burnout

Low 20 (4) 45 (9) 35 (7)

Average 35 (7) 40 (8) 50 (10)

High 45 (9) 15 (3) 15 (3)

STS

Low 10 (2) 20 (4) 25 (5)

Average 70 (14) 65 (13) 55 (11)

High 20 (4) 15 (3) 20 (4)

t score cut scores for 25th and 75th percentile: compassion satisfaction 44
and 57, burnout 43 and 56, and STS 42 and 56

STS secondary traumatic stress
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in regard to STS. The preliminary nature of the study and
imperative to minimise questionnaire burden meant that a
broader range of constructs measuring positive resources
purported to underlie resilience such as mindfulness, cop-
ing self-efficacy, self-compassion, positive emotion, or
cognitive reappraisal were not included. Examining
change on such constructs in the future might shed light
on what may be some of the active ingredients underlying
MSCR. As a first step, a follow-up phase of the current
study (manuscript in preparation) involved interviews with
participants about what they found helpful about the pro-
gram to assist in identifying what might be some of the
active ingredients from the perspective of participants.

The primary implication of the present findings is that a
relatively brief workplace intervention may represent a feasi-
ble approach to improving resilience and well-being among
nurses. As the MSCR intervention is a group program, it may
also confer a cost-effective means for CF resiliency. Given
there is a strong need to establish deliverable CF resiliency
interventions for nurses, further controlled replication in larger
samples appears warranted.
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