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MINDFULNESS-BASED INTERVENTION FOR BURNOUT

Abstract

This research examined participation in an 8-week mindfulness-based intervention for the 

treatment of burnout. Pre-course measures assessed symptoms of burnout and levels of 

self-compassion. Burnout, self-compassion, and levels of mindfulness practice were also 

measured at post- course and at a 3-month follow-up to examine the relationships 

between changes in these measures and also the effects of mindfulness practice on course 

outcomes. Overall, symptoms of burnout were reduced significantly, namely exhaustion, 

and levels of self-compassion increased significantly at post-course. These 

improvements were maintained at the 3-month follow-up for exhaustion and for each 

self-compassion subscale except for self-judgment, which increased significantly. 

Decreases in another aspect of bumout, cynicism, were also significant from post-course 

to 3-month follow-up. Lastly, no clear pattern emerged concerning the effects of 

mindfulness practice in relation to intervention outcomes.
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Mindfulness-Based Symptom Management and the Treatment of Burnout

This research examines the effects of an 8-week mindfulness-based intervention 

on symptoms of bumout. Very few studies to date have explored the impact of this type 

of treatment specifically for the treatment of bumout (e.g., Cohen-Katz, Wiley, Capuano, 

Baker, & Shapiro, 2005); however the existing literature suggests it may be effective for 

this purpose. The first objective of this study is to examine changes in symptoms of 

bumout following course participation. The Maslach Bumout Inventory-General Survey 

(MBI-GS; Schaufeli, Leiter, Maslach, & Jackson, 1986) was chosen to assess symptoms 

of bumout given that it is currently considered the standard in bumout assessment.

Results of the present study focus on emotional exhaustion, one of the three bumout 

subscales, because it is commonly viewed by researchers as the core construct of bumout 

(Shirom, 2003) and is considered for the present research as most likely to be amenable 

to treatment in the context of a mindfulness-based intervention by teaching participants 

self-regulation strategies to increase awareness of stress reactivity and its deleterious 

consequences for physical health and mental well-being.

The role of self-compassion in relation to course outcomes is also explored in the 

current study. Recent research has proposed that the measurement of self-compassion is 

more effective than the measurement of mindfulness for predicting symptom severity and 

quality of life for people suffering with psychological distress (Van Dam, Sheppard, 

Forsyth, & Earleywine, 2011). Following from these findings, the second purpose of this 

study is to examine whether changes in self-compassion following course participation 

are related to symptom improvement over time. The Self-Compassion Scale (SCS; Neff,

2003) was chosen as an outcome measure for the current study as it has good
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psychometric properties and is generally accepted as the best available measure of self

compassion.

The third purpose of this study is to examine the effects of mindfulness practice 

with respect to changes in self-compassion and symptoms of bumout. The role of 

practice in the context of a mindfulness-based intervention remains unclear (Vettese, 

Toneatto, Stea, Nguyen, & Wang, 2009). A practice survey was developed for the 

present study to measure the frequency and duration of mindfulness practice. Given the 

exploratory nature of the current research, the survey included two open-ended questions 

to complement the quantitative findings on supports and barriers to maintaining practice. 

The examination of mindfulness practice as a mechanism of change in the treatment of 

symptoms of bumout represents a unique contribution to the mindfulness literature. 

Burnout

Bumout is characterized by three interrelated dimensions: emotional and physical 

exhaustion; cynicism, which is experienced as interpersonal detachment or 

disengagement from work; and a reduced sense of professional efficacy. Its research 

origins in psychology followed from observational data of actual workplace experiences. 

However, this “bottom-up” approach to understanding the psychological underpinnings 

of bumout was criticized as being non-scholarly (Maslach, Schaufeli, & Leiter, 2001). 

The subsequent development of psychological models to describe the phenomenon of 

bumout, along with extensive supporting empirical research, helped to legitimize the 

study of bumout as a unique psychological process arising primarily in reaction to 

chronic job stressors and related interpersonal conflict.
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The concept was first operationalized with the development of the Maslach 

Bumout Inventory (MBI; Maslach & Jackson, 1981). Bumout is primarily characterized 

by exhaustion, which affects emotional regulation, physical resilience, and cognitive 

functioning. According to Leiter (2008), the primary feature of bumout is profound 

emotional, physical, and mental exhaustion, including cognitive fatigue, which results in 

poor attention and impaired concentration. Cognitive fatigue, also called cognitive 

weariness, is not included in the measurement of bumout using the MBI, but is one of 

three subscales (along with physical fatigue and emotional exhaustion) in the Shirom- 

Melamed Bumout Questionnaire (SMBQ; Shirom & Melamed, 2006). This scale is 

considered especially important for use with clinical populations seeking treatment for 

stress-related exhaustion (Lundgren-Nilsson, Jonsdottir, Pallant, & Ahlborg, 2012). 

Examples of items measuring cognitive weariness using the SMBQ include “I have 

difficulty thinking about complex things” and “I feel I am not thinking clearly”. As 

emotional exhaustion, physical fatigue, and cognitive weariness worsen over time, 

disengagement emerges, likely as a means of protecting existing resources. 

Disengagement from work and subsequent feelings of cynicism towards work and others 

can also later contribute to a reduced sense of professional efficacy. Together, these three 

factors are characteristic of the bumout syndrome (Freudenburger, 1974).

Several models have been considered as accounts for the development of bumout. 

The Job Demand-Control Model (Karasek, 1979) proposes that the interaction between 

the demands of work, perceived control, and the presence of interpersonal conflict creates 

the conditions for bumout to occur. In addition, specific job-person characteristics (e.g., 

perceptions of fairness) have been examined as causal precursors to bumout (Maslach &
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Leiter, 2008). Work environments that are highly demanding, with little control over the 

pace of work, few opportunities for providing input into the decision-making process, and 

limited social or organizational support are characteristics that have been identified as 

significant contributing factors to the development of bumout (ter Doest & de Jonge, 

2006). The Conservation of Resources Model (Hobfoll, 1989) suggests that these types 

of work environments contribute to the depletion of energetic resources and can lead to 

profound emotional and physical exhaustion, the primary symptom of bumout.

Leiter’s (2008) two-process account of bumout includes insights from both of 

these models to provide an explanation of how bumout develops over time. First, an 

imbalance between demands and available resources leads to chronic exhaustion, the 

primary component of bumout. Next, an increasing awareness of the incongruence 

between individual and organizational values is the second major factor identified in the 

development of bumout. Theory development on the two-process model of bumout 

included a structural equation analysis which demonstrated that values incongruence has 

direct and indirect implications for all three dimensions of bumout (Leiter, 2008). 

Specifically, the two-process model proposes that values congruence provides a distinct 

contribution towards explaining bumout beyond issues related to job demands, workload, 

and sense of control. From this perspective, the development of bumout results from an 

incongruence between external indications of success (e.g., remuneration, or other 

indicators of “success” such as admiration, prestige, power) and an internal sense of 

dissatisfaction. It can be especially likely to occur among individuals who derive a sense 

of purpose from their work yet find that they are no longer making a meaningful 

contribution (Leiter, 2008). For example, bumout is observed more commonly amongst
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employees working within an organization with a management philosophy (e.g., profit 

motive) that is perceived to be in conflict with one’s moral values (e.g., fairness, 

compassion).

The structural model of bumout (Leiter, Gascon, & Martinez-Jarreta, 2010) 

expands on the two-process account by providing an explanation of the relationship 

between exhaustion and values incongruence. Work environments are typically 

hierarchical in nature, and generally offer employees few opportunities for control or 

influence in the determination of organizational values (Leiter et al., 2010). Values 

congruence is therefore considered an expression of employee confidence in 

organizational values which are expressed primarily through effective supervision and 

leadership. As described by Maslach and Leiter (2008), bumout arises when one’s 

attitude towards the perceived discrepancy between expectations and reality begins to 

interfere with everyday functioning. Considering the inherent limitations in the structure 

and process of modem work environments (Maslach, 2003), individual efforts to reduce 

the discrepancy between what is and what ought to be are not likely to be successful. 

When attention shifts from work involvement and effective job performance towards 

finding ways to reduce this dissonance, the outcome can become problematic for both the 

organization and its employees. The structural model of bumout identifies incongruence 

between personal and organizational values as a significant factor related to all three 

dimensions of bumout, and in particular, exhaustion. Likewise, incongruence between 

personal and organizational values has been demonstrated previously to impact directly 

on levels of individual commitment and engagement with work (Leiter, 2008).
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Accordingly, both demand/resource imbalance and values incongruence are considered 

parallel processes in the development of bumout.

Mindfulness: Definition and Efficacy

Mindfulness has become a key topic of interest for psychological researchers and 

there have been a number of scales developed purporting to measure it. Mindfulness has 

been defined as a skill (Kentucky Inventory of Mindfulness Skills; Baer, Smith, & Allen,

2004), a cognitive process (Mindfulness Process Questionnaire; Erisman & Roemer, 

2011), a dispositional attribute of both meditators (Toronto Mindfulness Scale; Bishop et 

al., 2003) and non-meditators (Mindful Attention Awareness Scale or MAAS; Brown & 

Ryan, 2003), a specific therapeutic outcome (Cognitive and Affective Mindfulness Scale- 

Revised; Feldman et al., 2007), and as a multi-faceted construct identified through a 

factor analysis of previously developed mindfulness scales (Five Facet Mindfulness 

Questionnaire or FFMQ; Baer et al., 2006). Some researchers have argued that none of 

the existing scales for measuring mindfulness are adequate, although they may be 

measuring an altogether different and potentially important factor associated with overall 

psychological health and well-being. For example, Rosch (2008) considers mindfulness 

as defined in the psychological literature to represent a construct closer to relative sanity, 

or reasonableness.

Various psychological definitions of mindfulness generally include three basic 

characteristics. First is attention, which is the central concept of mindfulness as defined 

in the literature and represents the activity of mindfulness practices. Mindful attention 

includes physical (e.g., breathing), emotional (i.e., ability to self-regulate) and cognitive 

(i.e., attending and switching) processes. Next is awareness, or the intentional
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component of attention. This refers to paying attention with the intention of increasing 

present-focused awareness. The third component of mindfulness is acceptance, or the 

attitudinal component of attention, usually described as “non-judgmental” attention 

(Shapiro, Carlson, Astin, & Freedman, 2006). Jha, Stanley, Kiyonaga, Wong, & Gefland 

(2010) define mindfulness as “a mental mode characterized by full attention to present- 

moment experience without judgment, elaboration, or emotional reactivity” (p. 54). This 

definition of mindfulness reflects the idea that attention represents the core of 

mindfulness as a psychological process.

Notwithstanding the many problems associated with defining and measuring 

mindfulness as a psychological construct, interest in mindfulness both within and outside 

psychology continues to grow. A recently proposed operational definition of mindfulness 

as the self-regulation of attention towards internal and external events with an attitude of 

non-judgmental awareness (Bishop et al., 2004) is consistent with the concept of 

mindfulness as a skill. There is a growing body of research evidence (e.g., Davidson et 

al., 2003; Goldin & Gross, 2010) suggesting that qualities of consciousness such as 

mindfulness, compassion, and emotional regulation can be cultivated through systematic 

meditation practice (Hall, 2010). Hence, it is this definition that the current study adopts 

as a framework for understanding mindfulness, that is, as a cognitive skill that can be 

developed through the use of formal and informal mindfulness practices.

Mindfulness as a skill is defined in the context of an 8-week mindfulness-based 

intervention as paying attention in a particular way -  with intentional and non-judgmental 

awareness -  and is developed through attention training in both formal and informal 

mindfulness practices (Kabat-Zinn, 1990). Formal mindfulness practices are structured
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activities practiced for a specific length of time with the goal of gradually increasing the 

threshold for sustained attention. In general, formal meditation practices are considered 

more difficult to develop and are typically established with the use of aids (e.g., audio 

meditations intended for daily practice, or daily silent meditation using a signal or a bell 

to indicate the beginning and end of the session). Examples of formal mindfulness 

practices include sitting meditation, walking meditation, body scan, and yoga.

Informal mindfulness practices are typically shorter in duration and are 

incorporated into everyday activities with the goal of re-orienting towards present- 

focused awareness. Examples of informal mindfulness practice include attending to 

one’s breathing for brief moments throughout the day (for example, when transitioning 

from one activity to another) or the practice of “just noticing” thoughts and emotions as 

they arise with an attitude of non-judgment. The daily practice of both formal and 

informal activities, assigned as homework which becomes more time-intensive as the 

course progresses, is commonly considered by researchers and practitioners as necessary 

for successful participation in mindfulness-based interventions and essential for teachers 

and students alike to enable the acquisition of mindfulness as a skill for symptom 

management (Lykins & Baer, 2008).

Chiesa, Calati, and Serretti (2011) conducted a systematic review of 

neuropsychological findings on the effects of mindfulness meditation practices (MMPs) 

on measures of cognitive functions with an emphasis on attention, memory, and 

executive functions. Twenty-three studies were included in the final analyses; 15 were 

controlled or randomized controlled studies and 8 were case-control studies. Early 

phases of mindfulness training (i.e., during course participation) were associated with
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significant improvements in focused attention, namely, selective and executive attention. 

Later phases (i.e., evaluated during follow-up phases) were associated with 

improvements in unfocused sustained attention. MMPs were also associated with the 

capacity to inhibit cognitive prepotent responses (Heeren, Van Broeck, & Philippot, 

2009). Learning to pay attention mindfully is thought to enable the recognition of 

habitual ways of reacting to stressful events and also to discern where and when we have 

a choice in how to respond. As such, the skill of mindfulness is described as the practice 

of learning to improve one’s ability to respond “skilfully” rather than react “mindlessly” 

to events both internal (thoughts, emotions, and body sensations) and external 

(environmental stressors).

Mindfulness-Based Interventions as Treatment for Burnout

Applied research on interventions for bumout tend to focus on two areas; 

individualized solutions applied to a particular situation (i.e., removing the individual 

from the workplace for a period of time) or personality-oriented approaches (e.g., 

educational interventions to help employees develop more effective coping skills, or 

teambuilding exercises to promote interpersonal and social skills). Research on the 

effectiveness of these types of interventions is mixed, especially with respect to changes 

in cynicism and professional efficacy (Maslach et al., 2001). Nonetheless, research has 

demonstrated that systemic (i.e., situational and organizational) factors are frequently 

identified as precursors to employee bumout (Maslach et al., 2001). Given that 

organizational dysfunction is generally not considered easily amenable to change, the 

treatment of bumout remains largely focused on the individual, even when a toxic work 

environment can be clearly identified as the primary cause of distress.
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Leiter and Maslach (2000) recommend a combined managerial and educational 

approach to the treatment of bumout at both the individual and organizational level with a 

dual focus on building engagement between managers and employees, and promoting 

engagement with work. Leiter (2008) further suggests that interventions designed to 

foster employee engagement through learning how to adopt a different stance towards 

work and the organization in conformity with shared values will lead to improvements in 

symptoms of bumout. However the likelihood of an organization investing scarce 

resources into the prevention of bumout remains debatable, especially when a successful 

intervention outcome would be difficult to predict.

Recent research suggests that mindfulness-based interventions can be effective for 

the treatment of symptoms of bumout (Cohen-Katz et al., 2005). Shapiro, Brown, and 

Biegel (2007) discussed how mindfulness-based interventions can target symptoms of 

bumout by teaching participants how to relate differently towards themselves and their 

work and re-engage mindfully with the work environment. As previously stated, the 

primary symptom of bumout is exhaustion, including cognitive fatigue, which results in 

cognitive deficits involving attention and ability to concentrate (Leiter, 2008). To 

address these symptoms directly, mindfulness practices are primarily focused during the 

early stages of training on the development of attention regulation skills (Chiesa et al.,

2011). In an fMRI study on the effects of mindfulness on emotion regulation for social 

anxiety disorder, Goldin and Gross (2010) found evidence of “MBSR-related changes in 

attention processes that may modify habitual reactivity in the context of negative self- 

beliefs” (p. 89), lending further support towards the potential effects of attentional 

training for promoting cognitive change and symptom improvement.
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This conceptualization of early mindfulness training as attentional training is 

consistent with Bishop et al.’s (2004) two-component definition of mindfulness: first, the 

present-focused regulation of attention and, second, the subsequent development of an 

attitude of non-judgmental acceptance towards both internal and external experiences 

rather than reacting with distress or avoidance (Erisman & Roemer, 2011). It has been 

suggested that the practice of systematically training attention towards identifying the 

onset of automatic stress reactions in the body will, over time, result in an increased 

ability to approach chronic work stressors as manageable, however unpleasant the 

experience may be at the time, before these stressors become overwhelming and interfere 

with adaptive functioning.

Symptoms of bumout are presented at the outset of a mindfulness-based 

intervention as stress responses that have become dysregulated due to chronic stress 

exposure. The concept of allostasis (McEwen & Lasley, 2002) is especially relevant in 

the context of a bumout intervention. Allostasis is the active responding of biological 

mediators that maintain a state of equilibrium, or homeostasis, within the body.

Allostatic load refers to signs of wear and tear on the body due to the ovemse of 

allostasis, resulting in observable phenomena such as irritability, exhaustion, or 

emotional dysregulation. The result of allostatic load is the dysregulation due to overuse 

of the mediators which have been active in maintaining allostasis. In other words, the 

same systems that are designed to regulate our reactivity to acute stressors become 

dysregulated when exposed to chronic stressors, and the system becomes overloaded. 

Likewise, the primary bumout symptoms of exhaustion, cynicism, and reduced 

professional efficacy are described to intervention participants as physical and
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psychological manifestations of chronic stress exposure. The mindfulness-based 

approach to changing one’s relationship (“stance” or attitude) towards thoughts and 

emotions is adapted to target these symptoms of work-related stress and focus on how to 

respond more skilfully (i.e., paying attention, considering options, and responding 

“mindfully” rather than with habitual, automatic or so-called “mindless” reactivity 

associated with stress) when these situations arise. Mindfulness training is grounded in 

the skill of bodily awareness of sensations occurring in the body as the stressful incident 

unfolds. This enables a measured, “mindful” response to perceived threat rather than the 

event eliciting a stress reaction, which exacerbates bumout symptoms.

Rationale for the Current Study

One focus of the current work is to examine the role of mindfulness practice as 

taught during an 8-week mindfulness-based intervention in alleviating bumout symptoms 

based on the premise that exposure to chronic work stress leads to chronic exhaustion, the 

primary symptom of bumout. Mindfulness practices in this context are thought to 

promote recovery from bumout by deliberately training attention towards the early onset 

of stress reactions, and by introducing mindfulness skills that can help prevent the 

escalation of bumout symptoms. As well, the current study will examine the effect of 

practice on the maintenance of positive outcomes at a 3-month follow-up. Finally, 

another important aspect of the current study is to explore the utility of measuring self

compassion, rather than obtaining explicit measures of mindfulness, as there is some 

research to suggest that self-compassion is a more efficacious predictor of wellness 

outcomes than existing measures of mindfulness. Some results pertaining to these issues 

that have been reported recently by other researchers will now be reviewed.
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Examining the effects of mindfulness practice. The long-term practice of 

mindfulness meditation has been associated with improvements in self-regulation and 

overall well-being (Davidson et al., 2003; Lykins & Baer, 2009). Yet in the context of 

mindfulness-based interventions, the relationship between mindfulness practice and 

program outcomes has not yet been established empirically (Vettese et al., 2009) despite 

consensus among practitioners and researchers alike that regular practice is necessary for 

achieving clinically relevant outcomes.

One key study that is related to this issue was performed by Ramel, Goldin, 

Carmona, and McQuaid (2004) who examined time spent practicing during an 8-week 

Mindfulness-Based Stress Reduction (MBSR) course for participants with a current or 

lifetime diagnosis of a mood disorder (n = 23). These researchers found that reductions 

in mood disturbances and dysfunctional attitudes were related to changes in rumination, 

and that these changes in rumination were associated with the amount of meditation 

practice reported. Paired /-tests were first conducted comparing intake and outcome 

measures that included the Beck Depression Inventory (BDI), the Spielberger State-Trait 

Anxiety Inventory (STAI), the Dysfunctional Attitudes Scale (DAS), and the Response 

Style Questionnaire (RSQ) that assessed coping styles. Overall, changes in all of the 

measures were observed except for state anxiety and perfectionism as measured by the 

DAS. However, no significant changes were present after controlling for changes in 

rumination tendencies as measured by the RSQ (where rumination is a form of 

maladaptive self-focused attention significantly correlated with depressed mood; Nolen- 

Hoeksema, Wisco, & Lyubomirsky, 2008).
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Hierarchical linear regression analyses were then performed to test if the average 

weekly amount of meditation practice reported at course completion predicted any of 

these outcome measures (with values at intake controlled for). Amount of meditation 

practice was found to significantly predict a decreased tendency to ruminate when 

controlling for both intake rumination and changes in depression and anxiety from pre- to 

post-course. However, amount of meditation practice did not predict changes in 

depression, anxiety, or dysfunctional attitudes. Hence, these researchers concluded that 

reductions in affective disturbance and dysfunctional attitudes were primarily related to 

changes in rumination associated with increased meditation practice.

In another key study, Carmody and Baer (2008) examined the relationship 

between home practice during an 8-week MBSR intervention program (n = 174) and 

outcome measures that included the Perceived Stress Scale (PSS; which assesses the 

degree of perceived stress experienced over the past month with respect to events 

described as unpredictable, uncontrollable, or overwhelming), self-reported mindfulness 

using the FFMQ (Baer et al., 2006), medical/psychological symptom severity, and 

psychological well-being. Estimates of daily home practice (minutes per day) of both 

formal practices (body scan, meditation, and yoga) and informal practices (mindfulness 

in everyday life) were provided by participants. To minimize the effects of outliers and 

normalize distribution of practice times, reported practice times were coded on a 0-10 

scale rather than using actual practice minutes reported. Of their initial sample, 69.5% of 

participants (n= 121) provided practice data therefore only these participants were 

included in the effects of practice analyses.
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Overall, participants reported an increase in mindfulness and well-being at post

course, as well as decreases in perceived stress and medical/psychological symptom 

severity. Time spent engaging in formal practice was significantly related to increased 

mindfulness and well-being, and decreased symptom severity (as measured by change 

scores). Total informal time spent practicing was not shown to be correlated with 

changes in any outcome variables. A subsequent mediation analysis used the amount of 

change in mindfulness from pre- to post-intervention as a mediating variable (which was 

determined by summing change scores for certain facets of mindfulness, selecting only 

those subscales from the five-factor FFMQ that were significantly correlated with 

practice time). The outcome variables for each of three mediation analyses were pre-post 

change scores for psychological symptoms, perceived stress, and psychological well

being with the predictors being formal practice time. Both the relationships between 

formal mindfulness practice and psychological symptoms and between formal 

mindfulness practice and perceived stress were found to be completely mediated by self- 

reported increases in mindfulness. On the other hand, the relationship between formal 

mindfulness practice and psychological well-being was found to be only partially 

mediated by increased mindfulness, suggesting that other factors not included in the 

analyses were likely also important for explaining increased well-being following course 

participation.

Follow-up effects and mindfulness practice. Several researchers (Manzaneque 

et al., 2010; Shapiro et al., 2005) have recommended the inclusion of a follow-up 

measure for future studies on mindfulness intervention effects to better understand 

whether, and if so, how these programs purportedly work, and whether observed changes
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from pre- to post-course are lasting over time or an artifact of other unspecified factors, 

such as student-teacher interaction and a supportive group environment. In this vein, 

Grossman et al. (2010) conducted a randomized, controlled trial (n = 150) examining the 

effects of an 8-week mindfulness-based intervention for patients with multiple sclerosis 

(MS). Outcome assessments included the Health-Related Quality of Life scale (HRQOL; 

which was measured using two inventories, one for patients with chronic disorders and 

the other measure designed specifically for patients with MS), symptoms of depression 

measured using the Center for Epidemiologic Studies Depression Scale (CES-D), anxiety 

measured using the STAI, and fatigue measured with the Modified Fatigue Impact Scale. 

Their results demonstrated that the amount of practice was significantly related to 

improved HRQOL and reduced depression, anxiety, and fatigue at post-intervention. 

Furthermore, these benefits remained significant at a 6-month follow-up. Interestingly, 

that study reported some decline in HRQOL at follow-up, and as a result these 

researchers suggested that, for these types of interventions, some reinforcement (e.g., 

practice sessions) may be required to help remind patients of the benefits associated with 

regular practice. Further supporting evidence of the relationship between practice and 

follow-up outcomes can be found in a recent examination o f the effects of an 8-week 

mindfulness-based intervention on attentional processing that showed that the benefits 

associated with mindfulness meditation were lost after six months of discontinued 

practice (Vago & Nakamura, 2011). Given these concerns, both outcome and adherence 

to practice data collected after a 3-month follow-up period will be examined in the 

current study. Additionally, an exploratory qualitative analysis of supports and barriers
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to practice is included in the present study. Findings related to these data will represent 

an important extension of the existing mindfulness literature.

Mindfulness and self-compassion. Bimie, Speca, and Carlson (2010) examined 

the impact of participation by a community sample in an 8-week mindfulness-based 

(MBSR) program (n = 104) on self-compassion as measured by the SCS (Neff, 2003), 

empathy as measured by the Interpersonal Reactivity Index (IRI), mindfulness as 

measured by the MAAS (Brown & Ryan, 2003), and symptoms of stress and mood 

disturbance as measured by the Symptoms of Stress Inventory (SSI) and the Profile of 

Mood States (POMS). The use of SCS as an outcome measure is particularly relevant for 

the current study. Neff (2003) has suggested that the presence of mindfulness is a 

necessary prerequisite for the development of self-compassion. However, few studies 

have since examined the impact of mindfulness training on the cultivation of self

compassion, although some researchers have found that self-compassion increases 

significantly following course participation (Shapiro, Astin, Bishop, & Cordova, 2005; 

Shapiro et al., 2007). Importantly, self-compassion has recently been identified as being 

better than measures of mindfulness for predicting symptom severity and quality of life 

for people suffering from anxiety and depression (Van Dam et al., 2011). These authors 

also suggested that given the inherent limitations associated with the validity of the self- 

report of meta-conscious mindfulness states, self-compassion measures might be better 

predictors to use than existing mindfulness measures with respect to the effects of 

mindfulness-based interventions.

In Bimie et al. (2010), the post-course questionnaire response rate (49 %) resulted 

in the subsequent analyses being conducted on a reduced sample (« = 51) where, in
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addition, the analysis involving self-compassion had to be conducted on an even smaller 

sample size (n = 41) due to incomplete questionnaire packages. Pre- to post-course 

changes were observed for all of the aforementioned outcome variables. At pre-course, 

overall levels of both self-compassion and mindfulness were negatively correlated with 

both mood disturbance and symptoms of stress, but not with each other. At post-course, 

correlations between total change scores indicated that changes in both self-compassion 

and mindfulness were negatively correlated with changes in mood disturbance and 

symptoms of stress, indicating that participants who reported an increase in either self

compassion or mindfulness scores were also likely to report decreases in mood 

disturbances and symptoms of stress. Interestingly, although self-compassion and 

mindfulness were not significantly correlated at pre-course, they were at post-course.

The fact that change scores for these two variables were correlated prompted these 

researchers to conclude that increases in mindfulness might be a pre-condition for 

increases in self-compassion. Such findings have motivated the use of the SCS as a 

means through which to index mindfulness-based intervention effects in the current 

study.

Some Methodological Issues

A common challenge for psychological researchers is the recruitment of research 

participants appropriate to their topic of interest. The “healthy-worker effect” (Schaufeli, 

Bakker, Hoodguin, Schaap, & Kladler, 2001) refers to the study of burnout with 

population samples of workers not suffering symptoms of burnout, or experiencing only 

mild or sub-clinical levels of burnout symptoms. This shortcoming has been identified as 

a gap in the current burnout literature (Makikangas, Hatinen, Kinnunen, & Pekkonen,
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2011). For the current study, a significant proportion (82 %) of course participants were 

suffering from moderate to high initial levels of exhaustion, as measured by the MBI, the 

primary symptom of burnout.

Further, research findings have been mixed in terms of identifying potential 

biomarkers of burnout. The prevailing view among researchers is that burnout is a 

heterogeneous construct (Thomas, 2004) and the inconsistencies in research findings may 

ultimately be due to the nature of burnout itself (Tops, Boksem, Wijers, van Duinen, Den 

Boer, Meijman, & Korf, 2007). A recent meta-analyses (Danhof-Pont, van Veen, & 

Zitman, 2011) did not find consistent evidence that biomarkers of stress (e.g., elevated 

cortisol levels and blood pressure, impaired immune system functioning, sleep 

disturbances) were associated with symptoms of burnout. The authors concluded that 

this is largely due to the incomparability of studies examined and suggested several 

remedies for future studies, including the use of well-defined patient groups given 

variations in the definitions and measures used to identify burnout, and the use of a 

longitudinal approach to the study of burnout to further examine reasons for these 

contradictory findings and to permit identification of causal relationships between 

symptoms of burnout and outcomes (Danhof-Pont et al., 2011). The present study 

addresses these concerns by using a psychometrically valid and reliable measure of 

burnout, the MBI-GS (Schaufeli, et al., 1986) with a clinical population suffering from 

symptoms of burnout, and includes a longitudinal design (pre-course, post-course, and 3- 

month follow-up) to examine changes in burnout symptom severity over time.

Finally, when examining the effects of mindfulness practice on outcomes 

following course participation, it is important to closely monitor adherence in
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determining the effectiveness of various types of mindfulness-based interventions.

Several factors can affect adherence and attrition rates for a given program. If the 

screening process is inadequate, then individuals enrolled in the program but not suited to 

it will be less likely to adhere to the program over time. Inadequate screening also 

predicts poorer outcomes for course participants resulting in lower attendance and 

adherence to daily practice homework and higher dropout rates. Dobkin, Irving, and 

Amar (2011) examined when participation in this type of program may be inappropriate 

and suggested that screening procedures assess potential course participants for 

psychiatric problems, addictions, and posttraumatic stress disorder. Consistent with these 

recommendations, enrolment in this particular clinic is restricted to those who are more 

likely to benefit from participation in order to minimize adherence risks associated with 

engaging in meditation practice. Exclusion criteria for participants in the current study 

include severe depression and/or anxiety not being treated by medication, substance 

abuse within the last six months, current or recent suicidal thoughts, psychosis, or a 

history of disconnecting emotionally after exposure to trauma.

The Current Study

In this study, outcomes following participation in an 8-week mindfulness-based 

intervention program will first be examined. Symptoms of burnout, levels of self

compassion, and frequencies of both formal and informal at-home practice of 

mindfulness activities will be measured at the beginning of the course (for burnout and 

self-compassion only), at the end of the course, and also after a 3-month follow-up 

period. Given the large number of subscales associated with both the MBI and the SCS
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(as will be evident in the subsequent Method section), the main analyses will be focused 

on a subset of those scales.

Overview of the hypotheses. The first hypothesis is that participants will report 

significantly reduced symptoms of burnout and enhanced self-compassion following 

participation in the mindfulness-based intervention. The second hypothesis is that 

changes in self-compassion will be related to improvements in symptoms of burnout.

The third hypothesis is that the maintenance of practice both during the course and during 

the 3-month follow-up will predict more successful outcomes (i.e., reduced symptoms of 

bumout and increased self-compassion) at post-course and follow-up, respectively. To 

further explore the effects of practice, a thematic analysis o f participants’ open-ended 

responses provided at post-course and 3-month follow-up with the frequency of practice 

data will be conducted to identify the types of practices participants found to be most 

useful for maintaining practice, and to identify barriers to practice that participants 

typically encounter following course participation.

Method 

Procedure

Description of the MBSM program. The Mindfulness-Based Symptom 

Management (MBSM) program is an 8-week mindfulness-based intervention that has 

been taught at the Ottawa Mindfulness Clinic since 2003. While not a goal of the present 

study, exploratory research has demonstrated that participants seeking treatment for 

depression, anxiety, chronic pain, and general stress management reported significant 

positive outcomes following course participation (Nuttall, 2009). In the aforementioned 

study, both the overall number of symptoms endorsed and the distress associated with
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these symptoms decreased significantly following course participation. For the current 

study, MBSM applicants either contacted the clinic directly seeking treatment for 

psychological and/or physical symptoms (typically for depression, anxiety, stress 

management, chronic pain, or bumout) or were referred by health care professionals who 

determined that their clients would potentially benefit from learning mindfulness-based 

skills for symptom management in a structured group environment.

The MBSM curriculum follows the standardized MBSR program developed by 

Kabat-Zinn (1990). The structure consists of eight weekly 2-hour classes in a small- 

group format (8-12 participants per class) with an additional class providing a full day of 

mindfulness practice half-way through the program. In addition to weekly class time, 

participants are asked to dedicate approximately 30-45 minutes each day to specific 

formal meditation exercises and continuous informal practices. Assigned homework 

includes both formal (e.g., sitting meditation) and informal methods (e.g., paying 

conscious attention to what you are doing, thinking, and/or feeling while engaged in 

everyday activities) intended as practice for cultivating mindfulness in everyday life. 

Classroom discussions are focused on the previous week’s homework and observations 

related to that experience, and exploring the potential outcomes of engaging in daily 

mindfulness practices to reinforce the intention o f each activity (e.g., paying attention to 

stress reactivity to improve the capacity to self-regulate) as well as the importance of 

completing the homework practices for developing these skills. Each course is taught by 

two mindfulness meditation practitioners who have completed a supervised training 

program in delivering the MBSM curriculum at the Ottawa Mindfulness Clinic. At least 

one of the teachers for each group is also a registered clinical psychologist who has
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completed the MBSR professional training program at the University of Massachusetts 

Center for Mindfulness in Medicine, Health Care, and Society.

Overall, the pedagogical focus throughout the eight-week MBSM program is on 

the cultivation of mindfulness practice, which has been shown to be effective for 

reducing symptom severity across a variety of psychological disorders, including 

depression (Grossman et al., 2010; Segal et al., 2002), anxiety (Goldin & Gross, 2010; 

Manzaneque et al., 2011), chronic pain management (Rosenzweig et al., 2010; Vago & 

Nakamura, 2011), and for the treatment of symptoms of bumout (Cohen-Katz et al., 

2005; Davis, 2011; Oken et al., 2010).

Participants

The data come from participants who took part in one of the eight-week MBSM 

courses held at the Ottawa Mindfulness Clinic that were taught during 2011 in May-June 

(35 participants) and September-October (17 participants) and also during 2012 in 

January-February (30 participants). For each group, pre- and post-course data collection 

took place at the clinic at the beginning of the first and at the end of the last classes. In 

addition to on-site questionnaire completion at pre- and post-course, participants were 

asked to complete the practice survey and send it back by mail at one week following 

course completion. Participants also received by email a link to the Fluid Surveys 

website for submitting the practice survey posted online at post-course if they preferred. 

Three-month follow-up questionnaires were sent and returned by mail. Overall, 27 

participants from the first two sessions completed all of the measures associated with the 

present research. This questionnaire completion rate is comparable to other similar
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mindfulness-based intervention research using community samples which report an 

average completion rate of 50% (e.g., Bimie et al., 2010).

Measures

Participants provided information regarding a number of characteristics including 

age, gender, marital status, education level, previous meditation practice, current spiritual 

practice, and reason for taking the course (symptoms of depression, anxiety, bumout, 

stress, and/or chronic pain management). Participants also completed three scales that 

included the MBI-GS (Schaufeli et al., 1996), the SCS (Neff, 2003), and a practice 

survey created for the purposes of this study to provide a measure of the types and 

frequency of mindfulness practices used for symptom management during and following 

the 8-week MBSM program.

Maslach Burnout Inventory. The MBI was first developed by Maslach and 

Jackson (1981) based on extensive qualitative and quantitative research with employees 

in human services and health care. Three versions have been developed for assessment 

of specific groups (health care, education, and general use). The version used for the 

current study, MBI-GS (Schaufeli et al., 1996) is a 16-item measure that has been 

validated across a variety of professional settings including those involving police 

officers, physicians, attorneys, and psychologists (Maslach, Jackson, & Leiter, 1996). 

Items are rated on a 7-point Likert scale from Never (0) to Every day (6) based on how 

people relate to their work on a continuum from engagement to bumout (Maslach et al., 

1996). Three subscales have been identified for bumout: emotional exhaustion (5 items), 

depersonalization/cynicism (5 items), and professional efficacy (6 items; where lower 

scores on this subscale refer to lower professional efficacy). Established cutoff scores on
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each of the three subscales are representative of bumout. Internal consistencies across 

Dutch (N = 941), North American (N=  3727) and Finnish (N= 290) samples for each of 

the subscales ranged from .87 to .89 for emotional exhaustion, .73 to .84 for cynicism, 

and .76 to .84 for professional efficacy (Maslach et al., 1996). Schutte, Toppinen,

Kalimo, and Schaufeli (2000) reported that among a Dutch civil service sample (N = 956) 

who provided one-year longitudinal data, the three subscales had stability coefficients of 

.65 (Exhaustion), .60 (Cynicism), and .67 (Professional Efficacy). Previous research 

findings describe the temporal development of bumout as a process from exhaustion to 

cynicism with diminished professional efficacy as a secondary outcome (Hayes et al., 

2004; Maslach et al., 2001). Hence, the analyses performed in this thesis will focus 

mainly on the exhaustion and cynicism subscales of the MBI.

Self-Compassion Scale. The SCS is a 26-item measure with six subscales 

representing six components of self-compassion identified during scale development and 

subsequent factor analysis. The six subscales of self-compassion are divided into three 

categories, each containing a matched positive and negative aspect of each of the three 

dimensions of self-compassion: self-kindness/self-judgment, common 

humanity/isolation, and mindfulness/over-identification. Self-kindness refers to being 

tolerant and understanding toward oneself rather than disapproving and judgmental (self

judgment). Common humanity involves viewing failure and disappointment as a normal 

part of the human condition instead of feeling alone and inadequate (isolation). 

Mindfulness is defined as an open and balanced perspective towards negative events and 

emotions rather than becoming preoccupied and overwhelmed by them (over

identification). The internal consistency of the total scale score was reported at .92 and
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the internal consistency reliabilities of each of the subscales ranged from .75 to .81 (Neff, 

2003). Items are scored on a Likert scale from Almost never (1) to Almost always (5) 

based on how respondents typically act towards themselves.

It should be emphasized here that, despite its label, the mindfulness subscale is 

not considered here as a measure of mindfulness as operationalized in the research 

literature. An examination of the four questions which comprise the subscale indicates 

that three are redundant and involve a self-reported rating of one’s ability to perceiving 

events and emotions from a “balanced” perspective, whereas the fourth question is the 

only one to reflect the non-judgmental or attitudinal component of mindfulness as defined 

in the research literature and adopted for the current study (i.e., “When I’m feeling down 

I try to approach my feelings with curiosity and openness”). Hence, this subscale is 

generally lacking in its conceptualization of mindfulness, given that mindfulness has been 

operationalized as a multi-faceted construct (e.g., FFMQ, MAAS). Instead, this subscale 

is perhaps measuring one’s capacity for emotional stability as a self-regulation strategy. 

Conceptually, the mindfulness subscale can be viewed in comparison to its counterpart, 

over-identification, which seems to represent a person’s tendency towards negative 

emotional reactivity. The four items which comprise the over-identification subscale 

each describe the tendency to over-react to negative events (“I tend to obsess and fixate 

on everything that’s wrong”; “I become consumed by feeling of inadequacy”; “I get 

carried away with my feelings”; “I tend to blow the incident out of proportion”). Neff 

(2003) reported that a two-factor model for mindfulness/over-identification fit the data 

well (NNFI = .94; CFI = .96), lending further support to the conceptualization of the 

mindfulness/over-identification subscale as a measure of emotional stability/reactivity.
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Recent findings obtained by Van Dam et al. (2011) demonstrated that of all of the 

self-compassion subscales, self-judgment is the one most strongly related to mindfulness 

scores (as measured by the MAAS) and also that self-judgment is the best predictor of 

changes in both depressive and anxious symptom severity, as well as quality of life (to a 

much greater extent than mindfulness as measured by the MAAS). Hence, the analyses 

performed in this thesis involving the SCS will focus mainly on the self-judgment 

subscale and its matched component scale that measures self-kindness.

Practice survey. To measure the frequency and duration of mindfulness practice 

at post-course and 3-month follow-up, a weekly practice survey was created for the 

purposes of this study. Participants were asked to report the frequency of practice per 

week (times/week) for each of the following formal mindfulness practices taught during 

the eight-week program: sitting meditation, walking meditation, body scan, and mindful 

movements (e.g., yoga). Participants also reported the frequency of practice 

(times/week) for each of the following informal practices: mindful bells, 3-minute 

breathing space, walking meditation (i.e., when transitioning from one activity to 

another), attending to physical sensations (e.g., heart rate, breathing) when the body is 

reacting to stressful events, practicing non-judgmental awareness of thoughts (i.e., “just 

noticing” thoughts), paying attention to emotional reactions (rather than getting “carried 

away”), and noticing that sense experiences arise from different “platforms” (body, 

sensations, thoughts, or emotions).

Participants were asked to provide an estimate of the average amount of time 

spent in daily practice (minutes per day) for each of the formal and informal practices 

listed above. Participants were also asked to provide examples of other activities not
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previously listed that they engaged in during the week that support their mindfulness 

practice and estimated the amount of time (minutes per day) engaged in these practices. 

Finally, participants were asked to list any examples of barriers or obstacles to practice. 

These two open-ended questions were included within the practice survey in order to 

conduct an exploratory thematic analysis examining the types of activities that promote 

and interfere with the maintenance of practice. For these analyses, the qualitative 

responses were first reviewed to identify key words and common themes for each open- 

ended question. Participant responses reflecting these themes were then counted, and the 

percentages of participants endorsing these themes are reported.

Results 

Sample Characteristics

Pre- and post-intervention data were available for 82 individuals who had taken 

the course in May-June 2011 (N = 35), September-October 2011 (N = 17), and January- 

February 2012 (N= 30). Of those, 3-month follow-up data was available for 27 

individuals (16 from the May-June 2011 session and 11 from the Sept.-Oct. 2011 

session). With respect to the self-description of symptoms at entry to the intervention, 14 

indicated that they were depressed, 44 indicated that they had anxiety, and 30 indicated 

that they were burned out (with 17 reporting either nothing or other symptoms and where 

these numbers add up to more than 82 because some individuals reported multiple 

symptoms). Descriptive statistics for the full sample are provided in Table 1.
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Table 1

Descriptive Statistics for the 82 Study Participants

Agea M = 45.7 (SD=10.4)

Gender3 Male = 23 (28%) Female = 58 (72%)

Education Level3 High School (or less) = 5 (6%) University/College = 35 (44%)

Graduate School = 31 (38%) Post-Graduate =10 (12%) 

Marital Status3 Single =13 (6%) Married/common Law= 61 (75%)

Separated/divorced/widowed = 7 (9%)

Meditation Practice6 None = 29 (38%) Some = 39 (51%) Regular =8(11% )

None = 35 (46%) Christian = 32 (42%) Jewish = 2 (3%)

Buddhist = 5 (6%) Other = 2 (3%)

Spiritual Practice

One value was not provided. b Six values were not provided.

Data Screening

Prior to conducting the statistical analyses, the data were screened using 

frequency distributions (histograms and boxplots) for each MBI and SCS subscale of 

interest in the current study at each measurement point. Each subscale appeared to be 

approximately normal with the exception of cynicism and over-identification, which were 

slightly negatively skewed at post-course. Assumptions were checked visually for
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normality using P-P plots and histograms, and verified statistically by converting the 

values of skewness and kurtosis to z-scores and comparing the absolute values to 

expected values for a normal distribution (Field, 2009). The data appeared to be normal 

at pre-course, as none of the z-scores exceeded 1.96 (the standard of comparison for small 

sample sizes). However at post-course, while the skewness and kurtosis z-scores for 

cynicism and over-identification were not significant, the three positive subscales for 

self-compassion (self-kindness, common humanity, and mindfulness) seem to have 

slightly non-normal distributions. More specifically, the z-scores for skewness (between 

-2.95 and -4.38) indicate that these data are negatively skewed (p < .05), and the z-scores 

for kurtosis were positive (between 2.29 and 5.28) indicating a large number of scores 

were at mid-range (p < .05).

To confirm these findings further testing (using the K-S test) was conducted 

indicating that these three distributions are significantly non-normal (for self-kindness, 

£)[76] = 0.11 ,p <  .05; for common humanity, D[76] = 0.13 ,p<  .01; for mindfulness, 

Z)[76] = 0.17,/? < .001). Given that the majority of scores were centered at mid-range, it 

is likely that these non-normal distributions can be attributed to a few extreme scores. A 

visual examination was first performed using boxplots for the identification of outliers 

and confirmed by calculating z-scores and checking for values greater than 3.00 (three 

standard deviations from the mean). No outliers were detected. At follow-up, the 

normality assumption was also verified statistically by comparing skewness and kurtosis 

z-scores to expected values. The data appeared to be normal at follow-up as none of the 

z-scores exceeded 1.96 with the exception of a slightly negatively skewed z-score for 

professional efficacy (z = -2.32).
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Cronbach’s alphas for each subscale of the bumout and self-compassion measures 

used in this study were calculated. All subscales for the MBI and SCS had high 

reliabilities at each measurement point. For the three bumout subscales (exhaustion, 

cynicism, and professional efficacy) alphas were .92, .87, and .85 at pre-course, 

respectively. At post-course, alphas were .93, .92, and .87 respectively. At follow up, 

alphas were .96, .92, and .86. For the six self-compassion subscales (self-kindness, self

judgment, common humanity, isolation, mindfulness and over-identification), alphas at 

post-course were .84, .79, .82, .80, .81, and .86, respectively. At post-course, alphas were 

all between .81 and .88. At follow up, alphas were between .84 and .90.

Pre- and Post-Intervention Sample (N  = 82)

Main variable outcomes. Changes from pre- to post-course for the two main 

bumout and self-compassion outcome measures of interest are presented in Table 2 (note 

that TVs less than 82 in this table indicate that data was not provided for the measures by 

some individuals at either pre- or post-course). These analyses serve to address the first 

main hypothesis predicting significantly reduced symptoms of bumout and enhanced 

self-compassion following course participation. A graph of these results is also included 

in Appendix D for levels of exhaustion, cynicism, self-kindness, and self-judgment at 

pre- and post-course (Figure Dl). Paired dependent Mests on the change scores (i.e., in 

terms of post-score -  pre-score) in this table indicated that levels of self-reported 

exhaustion were significantly lower at post-intervention than pre-intervention, that 

cynicism levels did not change, that levels of self-kindness significantly increased, and 

that levels of self-judgment significantly decreased.
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Table 2

Pre- and Post-Intervention Mean Scores fo r  the Main Variables

Scale___________Mean (Pre) Mean (Post) Change_____ t_______p Cohen’s d

MBIa:

Exhaustion 3.5381 3.1048 -0.4333 -3.673 .001 .46

Cynicism 2.7190 2.5825 -0.1365 -1.067 .290 .13

SCSb:

Self-kindness 2.8042 3.3746 0.5704 5.553 .001 .66

Self-judgment 3.3775 2.7541 -0.6225 -6.953 .001 .83

3 N - 6 3  h N - 7 1

Correlations between measures. Pearson product-moment correlations between 

the two main bumout and self-compassion outcome measures of interest are presented in 

Table 3. As indicated in this table, all of these four measures were highly correlated with 

each other at both pre- and post- intervention. For example, increased levels of 

exhaustion were related to increased levels of cynicism, decreased levels of self-kindness, 

and increased levels of self-judgment.
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Table 3

Correlations between the Main Variables at Pre- and Post-Intervention

Pre-Intervention:

Exhaustion Cynicism Self-kindness Self-judgment

Exhaustion

Cynicism

Self-kindness

Self-judgment

.679***

-.454**’

.569***

-.334**

.339** -.755***

Post-Intervention:

Exhaustion Cynicism Self-kindness Self-judgment

Exhaustion

Cynicism

Self-kindness

Self-judgment

.719***

-.369**

.530***

-.286*

.417** -.711***

* p  < .05 ** p  < .01 *** p <  .001 (all two-tailed)

Note: N=  74 for all pre-intervention correlations except for the Self-kindness and Self

judgment correlation where N  — 79. N=  65 for all post-intervention correlations except

for the Self-kindness and Self-judgment correlation where N=  74.
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Correlations between change scores. Pearson product-moment correlations 

between the intervention change scores for the two main bumout and self-compassion 

outcome measures of interest are presented in Table 4. These results serve to address the 

second hypothesis that changes in self-compassion will be related to improvements in 

symptoms of bumout. As indicated in this table, changes in exhaustion were weakly 

related to analogous changes in cynicism and opposite changes in self-kindness (i.e., 

intervention-induced decreases in exhaustion were associated with increases in self

kindness). Changes in self-kindness were related to opposite changes in self-judgment 

(i.e., post-intervention increases in self-kindness were associated with decreases in self

judgment).
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Table 4

Correlations between Pre- and Post-Intervention Change Scores fo r the Main Variables

Exhaustion Cynicism Self-kindness Self-judgment

Exhaustion

Cynicism .228(,)

Self-kindness -.226(*) -.185

Self-judgment .096 .207 -.477

p  < .10 *** p < .001 (all two-tailed)

Note: N=  62 for all change correlations except for the Exhaustion and Cynicism 

correlation where N  = 63 and the Self-kindness and Self-judgment correlation where N  =

71.

Practice effects. For the full sample of individuals with available change scores 

on the two main bumout and self-compassion outcome measures of interest, mean 

changes scores were computed for the group of participants who reported that they did 

not continue to follow the mindfulness practices at home and the group who reported that 

they did continue to follow them. These results serve to address the third hypothesis that 

the maintenance of practice both during the course and during the 3-month follow-up will 

predict more successful outcomes (i.e., reduced symptoms of bumout and increased self

compassion) at post-course and follow-up, respectively. As indicated in Table 5,
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according to a set of independent group /-tests no significant differences in change scores 

between the practice and no-practice groups were evident for any of the four main 

outcome measures (and note that, if anything, enhanced changes in both exhaustion and 

self-kindness actually seemed to be present for the no-practice group).
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Table 5

Effect o f Practice on the Pre- and Post-Intervention Change Scores fo r the Main 

Variables

Scale Mean (No) Mean (Yes) Diff t P

MBIa:

Exhaustion -0.6091 -0.3962 -0.2129 -0.682 .498

Cynicism 0.0182 -0.1692 0.1874 0.553 .582

SCSb:

Self-kindness 0.6583 0.5525 0.1058 0.384 .702

Self-judgment -0.5583 -0.6356 0.0773 0.321 .749

a N=  63 (11-N o  and 52-Y es) bA= 7 1  (12-N o  and 5 9 -Y es)

For the group of participants who did practice, a number of separate regression 

analyses were performed that included as predictors both the linear and quadratic terms 

for self-reported frequency of practice of each of the formal and informal mindfulness 

activities. The frequency of practice variables were first centered (i.e., by subtracting the 

mean from each value) before squaring them and adding those squared variables to the 

regressions (a procedure which serves to reduce any non-essential multicollinearity 

between the linear and quadratic terms). For these analyses, the change scores for each 

of the exhaustion, self-kindness, and self-judgment outcome measures (for which 

significant changes across the intervention were observed) were used as the dependent
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variables. These regression results are presented in Table 6. The rationale for examining 

quadratic effects was based on the assumption that levels o f practice would follow an 

approximately normal distribution, and that these levels could be categorized as high, 

moderate, and low to compare the effects of particular types of practices with outcome 

variables of interest. Since the effects of high and low levels of practice may be obscured 

when examining linear relationships, quadratic effects were included to determine 

whether the effects of either very frequent practice or little/no practice would have an 

impact on course outcomes when examined separately from the linear effects of practice 

on outcomes.

For both exhaustion and self-judgment, any improvements at post-intervention in 

comparison to pre-intervention that are related to increased frequency of practice should 

be reflected in negative regression coefficients for the linear term (i.e., more practice 

results in more negative post -  pre change scores, which signal larger reductions in these 

outcomes at post-intervention). As evident in this table, though, a significant positive 

linear relation was present between increased practice and changes in exhaustion for the 

informal practice of attending to physical sensations. Such an effect was not as expected 

and occurred because post -  pre exhaustion change scores became less negative as the 

frequency of practice of this activity increased (and, conversely, more negative as the 

frequency of practice of this activity decreased). On the other hand, a marginally 

significant negative linear relation between practice and changes in self-judgment 

occurred for the informal mindful bells activity. For self-kindness, improvements at post

intervention in comparison to pre-intervention that are related to increased frequency of 

practice should be reflected in positive correlations (i.e., more practice results in more
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positive post -  pre change scores, which signal larger enhancements in this outcome at 

post-intervention). As evident in this table, only a marginally significant positive linear 

relation between the informal practice of attending to emotional reactions and changes in 

self-kindness was present.
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Table 6

Standardized Regression Coefficients (for the Quadratic term in Parentheses) for  

Regressions o f Levels on Practice and Pre- and Post-Intervention Change Scores fo r  

Three o f the Main Variables

Practice Exhaustion3 Self-kindnessb Self-iudementb

Formal:

Sitting Meditation -.061 (-.056) .025 (.044) -.152 (-.064)

Walking Meditation .120 (-.156) .264 (-.411*) -.225 (.220)

Body Scan -.224 (.258) .176 (-.230) .166 (-.263)

Mindful Movement/Yoga .095 (-.134) -.039 (.123) -.047 (-.145)

Daily Minutes .069 (.105) .174 (-.096) -.188 (-.114)

Informal:

Mindful Bells .034 (.089) .037 (-.102) -.244(*} (-.034)

Three-Min. Breathing .078 (-.139) -.190 (-.172) -.035 (.141)

Walking Meditation .067 (-.013) -.002 (-.106) -.093 (.195)

Attend Physical Sensations .324* (.233) .084 (.047) .004 (.253(*})

Thought Awareness .179 (.084) .174 (-.049) -.123 (.214)

Attend Emotional Reactions .170 (.132) .251(*} (.004) -.089 (.115)

Noticing Different Sense Exp. .255^ (-.080) .101 (.028) -.164 (.025)

Daily Minutes .269(*} (-.394*) .075 (.079) -.086 (.186)

(** p  < . 10 * p < .05 (all two-tailed)

aN=  51 bN=  58
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Negative regression coefficients for quadratic terms indicates that change scores 

are more negative for both high and low practice scores whereas positive regression 

coefficients for quadratic terms indicates that change scores are more positive for both 

high and low practice scores. For example, for the formal practice of walking meditation, 

smaller change scores for self-kindness were associated with both low levels of practice 

and higher levels of practice whereas the most positive change scores (i.e., the greatest 

enhancements in self-kindness) were associated with intermediate levels of practice.

Other variables. Analogous results for the MBI professional efficacy subscale 

and the four remaining SCS subscales are provided in Tables 7-10. As indicated in Table 

7, although no significant post-intervention effects occurred for professional efficacy, all 

four of the SCS variables changed significantly at post-intervention. As indicated in 

Table 8, post -  pre changes in exhaustion were negatively related in a significant fashion 

to changes in scores on the mindfulness subscale of the SCS (i.e., decreases in exhaustion 

were associated with increases in mindfulness and vice versa). It can also be discerned 

from this table that post -  pre changes in cynicism were positively related to changes in 

isolation and over-identification and that changes in professional efficacy were 

positively related to changes in self-kindness and negatively related to changes in self

judgment. For both of these MBI variables, though, it is important to keep in mind that 

no significant post-intervention change scores were observed (which, of course, does not 

mean that all the change scores for these two MBI variables were close to zero, but 

simply means that both positive and negative changes in these two variables tended to 

cancel out on average). Finally, post -  pre changes in all of the SCS variables are highly 

inter-correlated.
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Table 7

Pre- and Post-Intervention Mean Scores for the Other Variables

Scale___________ Mean (Pre) Mean (Post) Diff______t______ £ _____Cohen’s d

MBIa:

Prof. Efficacy 4.5336 4.4452 -.0812 - 0.926 .358 .12

SCSb:

Common Hum. 2.8151 3.2764 .4613 4.475 .001 .53

Isolation 3.2165 2.7923 -.4243 -3.669 .001 .44

Mindfulness 3.1109 3.5211 .4102 4.487 .001 .53

Over-Identif. 3.4824 2.9577 -.5247 -5.002 .001 .59
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Table 8

Correlations between Pre- and Post-Intervention Change Scores fo r  All Variables

EX CY PE SK SJ CH IS MF 01

EX

CY .228(*}

PE -.005 -.156

SK -.226(*) -.185 .269*

SJ .096 .207 -.365** -.477***

CH -.062 .108 .239(*} .456*** -.359**

IS .045 .297* -.216(*> -  * *-.371 .592*** -.279*

MF -.303* 1 H
-t

O
n 00 .004

^  „  *** 
.501 -.392 .500 -.317

OI .238(*} .302* -.275* -.407 .630 -.287 .640 -.411

^  p  < . 10 * p < .05 ** p < .01 *** p < .001 (all two-tailed)

Note: N = 6 2 for all change correlations involving MBI measures with SCS measures, 

N=  63 for all change correlations involving MBI measures only, and N =  71 for all 

change correlations involving SCS measures only.
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Table 9

Effect o f Practice on the Pre- and Post-Intervention Change Scores for the Other 

Variables

Scale____________ Mean (No) Mean (Yes')_____ Diff_________ t_______g.

MBIa:

Efficacy -0.1894 -0.0583 -0.1311 -0.564 .575

SCSb:

Common Hum. 0.4896 0.4555 0.0341 0.123 .902

Isolation -0.6042 -0.3877 -0.2165 -0.699 .487

Mindfulness 0.6250 0.3665 0.2585 1.061 .293

Over-Identif. -0.6771 -0.4936 -0.1843 -0.653 .516

aN=  63 (11 -  No and 52 -  Yes) bN =  71 (1 2 - No and 59 - Yes)

With respect to the effects of practice on changes in the four SCS variables, the 

two main results that are evident in Table 10 are the fact that increased practice on the 

formal body scan activity led to increased change scores on the mindfulness subscale of 

the SCS and the fact that increased change scores on the common humanity subscale of 

the SCS were associated with an increased number of average daily minutes of informal 

practice. A third significant result in that table indicates that both high and low average 

daily minutes of formal practice seemed to have led to lower (i.e., more negative) change 

scores on the isolation subscale of the SCS.
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Table 10

Standardized Regression Coefficients (for the Quadratic term in Parentheses) for  

Regressions o f Levels on Practice and Pre- and Post-Intervention Change Scores fo r  the 

Four Other SCS Variables

Practice____________ Common Hum.3 Isolation3 Mindfulness3 Over-Identif.a

Formal:

Sitting Meditation .122 (-.104) -.023 (-.112) .187 (-.138) -.118 (-.161)

Walking Meditation .341(*> (-.270) -.340(*) (.211) .089 (-.077) -.297(*) (.114)

Body Scan .237 (.073) .203 (-.305***) .355* (-.099) -.048 (-.098)

Mindful Movement/Yoga -.089 (.163) .206 (-.220) -.317n  (.145) -.040 (-.020)

Daily Minutes .145 (-.095) -.055 (-.265*) .078 (-.113) -.224r) (.152)

Informal:

Mindful Bells .180 (-.166) .014 (-.060) .053 (-.109) -.183 (.061)

Three-Min. Breathing .126 (-.191) .003 (.066) .155 (-.084) .024 (-.036)

Walking Meditation .272 (-.190) -.251 (.141) .070 (-.036) .001 (-.072)

Attend Physical Sensations -.128 (-.079) .073 (.162) -.007 (-.002) -.002 (.099)

Thought Awareness .131 (-.106) -.143 (.162) .118 (-.092) -.151 (.133)

Attend Emotional Reactions. 116 (-.103) -.070 (.206) .056 (-.064) -.212 (-.011)

Noticing Diff. Sense Exp. .114 (-.073) -.219(,) (-.032) .148 (.144) -.203 (-.164)

Daily Minutes .376* (-.130) -.200 (.031) .186 (.107) -.111 (-.019)

p  < .10 * p < .05 (all two-tailed) 

aW= 58
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Three-Month Follow-up Sample (N  = 27)

Follow-up effects. Results of repeated measures ANOVAs involving the four 

main variables measured at pre-course, post-course, and follow-up are presented in Table 

11 (note that Ns less than 27 in this table indicate that data was not provided for the 

measures by some individuals at either pre-, post-, or follow-up). A graph of these results 

is also included in Appendix D for levels of exhaustion, cynicism, self-kindness, and self- 

judgment at pre-course, post-course, and 3-month follow-up (Figure D2). Pre- to post

intervention changes were completely analogous to those obtained previously for the full 

sample. For each variable, changes from post-course to follow-up were tested for 

significance using planned pairwise comparisons. These analyses revealed that although 

the observed decrease in exhaustion from post-intervention to the 3-month follow-up was 

not significant (t = 1.553,p  < .135), the observed decrease in cynicism from post

intervention to the 3-month follow-up was significant (t = 2.113, p  < .046). For 

exhaustion, while the follow-up decrease in exhaustion was not significant, the 

significant post-course decrease in exhaustion was maintained at follow-up. As well, 

although the change from post-intervention to 3-month follow-up was not significant for 

self-kindness {t = 0.912,p <  .370), the significant post-course increase in self-kindness 

was maintained. Finally, the 3-month follow-up increase for self-judgment was 

significant (t = 2.0173, p  < .039). For the latter case, note that this change represented a 

significant loss of the beneficial change in self-judgment following course participation 

(i.e., an increase back towards pre-intervention self-judgment levels).
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Table 11

Pre-, Post-Intervention, and Follow-up Mean Scores for the Main Variables 

Scale__________ Mean (Pre) Mean (Post) Mean (Follow)_____ F_______ g_

MBIa:

Exhaustion 3.626 3.348 3.130 3.806 .038

Cynicism 2.835 2.870 2.452 2.391 .116

SCSb:

Self-kindness 3.046 3.573 3.435 6.245 .005

Self-judgment 3.192 2.415 2.769 14.429 .001

*N=  23 bN=  26

Correlations between change scores. Pearson product-moment correlations 

between the follow-up change scores for the two main burnout and self-compassion 

outcome measures are presented in Table 12. As indicated in this table (and as 

previously demonstrated for the correlations between the intervention change scores) 

changes in exhaustion at follow-up were marginally related to analogous changes in 

cynicism and opposite changes in self-kindness. Moreover, changes in self-kindness at 

follow-up were marginally related to opposite changes in self-judgment.
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Table 12

Correlations between the Follow-up Change Scores fo r the Main Variables

Exhaustion Cynicism Self-kindness Self-judgment

Exhaustion

Cynicism .411(*>

Self-kindness -.363(*) -.336

Self-judgment .342 .092 -,356(*>

p  < .10 (two-tailed)

Note: N=  23 for all change correlations except for the Self-kindness and Self-judgment 

correlation where N = 26.

Practice effects. All 27 of the participants in the follow-up sample reported 

practicing the mindfulness activities at home during the 3-month follow-up period. With 

respect to regressions of self-reported frequency of practice for each of the formal and 

informal mindfulness activities during that time, and post-intervention to follow-up 

change scores for the four main variables, increased frequency of practice of both the 

informal 3-minute breathing and informal walking meditation activities were positively 

related to follow-up changes in self-kindness (B = .41 l ,p  < .037, and B = .448,/? < .025, 

respectively). Hence, these two activities contributed to maintaining the previously 

observed post-course increase in self-kindness (as negative changes in self-kindness
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would represent decreases back to pre-intervention levels). As well, both increased 

practice of the informal thought awareness activity and increases in the average daily 

minutes of informal practice were negatively related to follow-up changes in self

judgment (B = -.401,/? < .042, and B = -.448,p  < .025, respectively). Hence, these two 

activities were related to smaller increases in self-judgment back towards pre-intervention 

levels (i.e., they had a maintaining effect).

Other variables. Results of repeated measures ANOVAs involving the five other 

MBI and SCS variables measured at pre-course, post-course, and follow-up are given in 

Table 13. As for the four main variables, pre- to post-intervention changes in all of these 

other variables were completely analogous to those obtained for the full sample.

However, none of the changes from post-course to follow-up were significant (although 

note that all of the scores for the SCS variables seemed to be reverting back towards pre

intervention levels somewhat). As indicated in Table 14, follow-up changes in all three 

MBI variables were inter-correlated with each other at a marginal level of significance. 

With respect to the SCS variables, follow-up changes in self-judgment and mindfulness 

were correlated with follow-up changes in a number of the other SCS variables.
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Table 13

Pre-, Post-Intervention, and Follow-up Mean Scores fo r  the Other Variables 

Scale__________ Mean (Pre) Mean (Post) Mean (Follow) F_______ g_

MBIa:

Efficacy 4.422 4.518 4.536 0.319 .720

SCSb:

Common Hum. 2.942 3.462 3.236 4.646 .015

Isolation 3.034 2.423 2.615 5.029 .010

Mindfulness 3.313 3.678 3.553 2.598 .084

Over-Identif. 3.264 2.736 2.697 6.029 .005
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Table 14

Correlations between Follow-up Change Scores for All Variables 

_______EX CY PE SK SJ CH IS MF OI

EX

CY ,411(*>

PE -.411(,) -,365(*>

SK -.363(*) -.336 .202

SJ .342 .092 -.126 -,356(*>

CH -.129 I o .211 .265 -.370(*)

IS .239 -.253 -.218 -.062 .695*** -.046

MF -.195 -.098 .070 .317 -.480* .716*** -.260

OI .176 -.310 -.083 .116 .652*** -.162 .613** -.323

(*J p  < .10 * p < .05 ** p < .01 *** p < .001 (all two-tailed)

Note: N=  23 for all change correlations involving MBI measures only or with SCS 

measures, N = 26 for all change correlations involving SCS measures only.

Finally, with respect to the effects of the frequency of practice of each of the 

formal and informal mindfulness activities during the follow-up period and post-course to 

follow-up change scores for the five other variables, increased practice of both the 

informal attending to physical sensations and noticing different sensations activities were 

positively related to follow-up changes in mindfulness (B = .392, p  < .048, and B = .460,
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p  < .018, respectively). Hence, practice of these two activities helped to keep 

mindfulness scores from dropping back to pre-intervention levels (i.e., they had a 

maintaining effect on mindfulness).

Thematic Analysis of Supportive Activities and Barriers to Practice

Factors that support practice. Participants provided examples at both post

course (N  = 37) and 3-month follow-up (N  = 15) describing other types of mindfulness 

practices used regularly, and other activities that helped support practice. Although the 

questionnaire asked participants to provide examples of other mindfulness practices 

and/or activities that support their mindfulness practice, the answers provided were 

primarily examples of other mindfulness practices. A total of 116 responses were 

reported (83 responses at post-course and 33 responses at follow-up) which were 

categorized into three groups: formal practices, informal practices, and other activities 

supporting practice. Of these, the majority of examples provided both at post-course 

(59%) and 3-month follow-up (60.5%) were examples of other mindfulness practices 

followed, in addition to those practices learned during the intervention. Some other 

formal meditation practices that were not taught during the program were described as 

effective for maintaining practice (9.6 % at post-course, 9.0% at 3-month follow-up). 

However, informal practices were far more frequently reported as being effective for 

maintaining practice both at post-course (49.4%) and 3-month follow-up (51.4%). These 

results complement the qualitative findings suggesting that practice effects are primarily 

associated with informal practices for these participants. Informal practices included 

common activities (e.g., commuting, household tasks, and spending time with loved 

ones) now approached as opportunities for integrating mindfulness practice into everyday
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life. These informal everyday activities used for mindfulness practice were the single 

most frequently cited examples of effective practice at both post-course (26.5%) and 

follow-up (30.3%). Further mindfulness practice examples provided were informal 

practices related to the body (e.g., breathing, “pause and reset”, mindful eating), related 

to thoughts (observing thought patterns), and related to emotions (“slowing down” and 

responding, instead of reacting). Other activities (e.g., exercise, reading, seeking social 

support) that directly supported the maintenance of practice were also reported, with 

exercise the most frequently cited activity both at post-course (19.3%) and follow-up 

(27.2%). The additional practices and other activities associated with maintaining 

practice are summarized in Table 15 for both post-course and 3-month follow-up.
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Table 15

Frequencies o f Other Practices and Activities Supporting Mindfulness Practice at Post- 

Course and 3-Month Follow-up

Activities___________________________ Post-Course3__________ 3-Month Follow-upb

Formal practices:

Formal meditation 8 (9.6%) 3 (9.0%)

Informal practices:

Informal daily activities 22 (26.5%) 10 (30.3%)

Informal related to the body 11 (13.3%) 4(12.1%)

Informal related to thoughts 5 (6.0%) 2 (6.0%)

Informal related to emotions 3 (3.61%) 1 (3.0%)

Other activities:

Exercise 16 (19.3%) 9 (27.2%)

Reading/education 13 (15.7%) 2 (6.0%)

Seeking social support 5 (6.0%) 2 (6.0%)

aA= 3 7  hN=  15

Barriers to practice. Participants were asked to list the biggest challenges or 

obstacles related to mindfulness practice at post-course (N  = 58) and 3-month follow-up 

(N = 21). In total, 102 examples of barriers to practice (74 provided at post-course, and 

28 at 3-month follow-up) were listed which were organized into four groups: time
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management, cognitive barriers, physical barriers (e.g., fatigue, stress, pain, injury), and 

other barriers to practice (e.g., lack of social support). Factors related to time 

management (e.g., scheduling, organization, family and/or work obligations) were most 

commonly cited as the biggest challenge to practice at both post-course (48.7%) and 

follow-up (50%). Cognitive factors (e.g., motivation, self-discipline, remembering to 

practice) including negative thoughts (e.g., self-judgment, embarrassment, boredom) 

were also suggested as significant barriers to practice at both post-course (31.1%) and 

follow-up (25%). Perceived barriers related to the maintenance of mindfulness practice 

are summarized in Table 16 for both post-course and 3-month follow-up.
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Table 16

Frequencies o f Perceived Barriers Related to the Maintenance o f Mindfulness Practice at 

Post-Course and 3-Month Follow-up

Barriers____________________________ Post-Coursea__________ 3-Month Folio w-upb

Time Management

Scheduling/organization

Other obligations (family/work)

Cognitive barriers

Motivation/discipline

Remembering to practice

Negative thinking

Physical barriers

Fatigue/Stress

Pain/Injury

Other factors

Life events interfering with practice 

Lack of social support

24 (32.4%) 

12(16.2%)

11 (14.9%) 

6 (8.1%) 

6 (8.1%)

6 (8 .1%) 

2 (2.7%)

5 (6.8%) 

2(2.7%)

8 (28.6%) 

6(21.4%)

3 (10.7%)

3 (10.7%) 

1 (3.6%)

4 (14.3%)

1 (3.6%)

1 (3.6%)

1 (3.6%)
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Discussion

This study examined changes in symptoms of burnout and self-compassion 

following participation in an 8-week mindfulness-based intervention. Outcome measures 

were the MBI-GS (Schaufeli et al., 1996) measuring changes in symptoms of burnout, 

and the SCS (Neff, 2003) measuring changes in self-compassion. Due to the large 

number of subscales associated with both the MBI and SCS, and given recent findings on 

the relationship between mindfulness and self-compassion, these analyses focused mainly 

on changes in exhaustion, cynicism, self-kindness, and self-judgment as outcome 

measures. Frequencies of formal and informal at-home practice of mindfulness activities 

were also measured both at the end of the course and after a 3-month follow-up period, in 

order to determine whether any potential relationships existed between the effects of 

practice and outcome measures. Finally, open-ended responses on supports and barriers 

to practice were included to expand upon the effects of practice findings through 

exploratory thematic analyses.

Review of the Hypotheses

The first main hypothesis was that participants would report significantly reduced 

symptoms of burnout and enhanced self-compassion following participation in the 

mindfulness-based intervention. The second hypothesis was that changes in self

compassion would be related to improvements in symptoms of burnout. The third 

hypothesis was that the maintenance of mindfulness practice both during the course and 

during the 3-month follow-up period would predict more successful outcomes (i.e., 

reduced symptoms of burnout and increased self-compassion) at post-course and follow- 

up, respectively. To further explore the effects of practice, a thematic analysis of
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participants’ open-ended responses was conducted to identify the types of activities 

participants found to be most useful for maintaining practice, and to identify the barriers 

to practice that participants typically encounter following course participation.

Changes in outcome measures following course participation. The first 

hypothesis was that course participants would report significantly lower levels of burnout 

symptoms following course participation, with the analyses focused primarily on changes 

in exhaustion and cynicism. This hypothesis was met with respect to exhaustion, as 

levels of exhaustion were reported to be significantly lower at post-course. The present 

research also provides support for the first hypothesis with respect to observed changes in 

both cynicism and exhaustion at 3-month follow up, given that levels of cynicism were 

significantly lower at follow-up, and the observed changes in exhaustion at post-course 

were maintained at follow-up. Hence, these findings provide weak support, consistent 

with previous research, on the use of mindfulness-based interventions for the treatment of 

burnout. As well, scores for all SCS subscales (and, in particular, self-judgment and self

kindness) changed significantly for the better at post-course, suggesting that a major 

impact of the program involves learning to be more compassionate towards oneself. 

However given the inherent limitations of the current study, in particular its non- 

experimental research design (i.e., no control group, no random assignment of 

participants), any conclusions pertaining to the effectiveness of the course for the 

treatment of burnout are not warranted. These results are thus open to many plausible 

alternate explanations (e.g., it could be that other factors aside from course participation, 

such as teacher-student interaction, exposure to a supportive group environment, or 

simply the passage of time, are responsible for these observed changes).
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At 3-month follow-up, the changes in exhaustion reported at post-course were 

maintained. These results are consistent with a similar study on the effects of MBSR on 

symptoms of burnout by Cohen-Katz et al. (2005) who also found significant decreases in 

emotional exhaustion following course participation. Also consistent with that study 

were the nonsignificant findings with respect to changes in both cynicism and 

professional efficacy at post-course. On the other hand, the significant decrease in 

cynicism at 3-month follow-up represents a unique result that was not observed by 

Cohen-Katz et al. (2005), although they did use a small sample size (N=  10). Likewise, 

self-compassion using the SCS was also measured by Cohen-Katz et al. (2005), as was 

mindfulness using the MAAS. As in the current study, results from that study 

demonstrated significant increases in mindfulness and self-compassion at post course, 

and these changes were also maintained at follow-up. However due to the limitations 

associated with the non-experimental research design, the present research could not 

demonstrate that changes in self-compassion are indicative of positive course outcomes. 

Given that the relationship between mindfulness and the development of self-compassion 

remains unclear, and that the present research suggests a relationship between changes in 

measures of burnout and self-compassion in this context, a recommendation for future 

mindfulness-based intervention research is to include a measure of mindfulness in 

addition to measures of self-compassion and burnout for examining potential intervention 

effects within an experimental research design.

One possible explanation for the observed lack of a significant change in cynicism 

at post-course may be that cynicism is an attitudinal stance that takes longer to change 

than other stress-related symptoms such as burnout-related exhaustion. Therefore it is
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plausible, however speculative, that changes in cynicism would only be measurable at the 

3-month follow-up. There is ample environmental support for adopting a cynical outlook 

on life, others, and in particular towards the work environment (i.e., the perception of 

lazy colleagues and unfair supervisors). Shapiro et al. (2007) suggest that mindfulness- 

based interventions target symptoms of burnout by teaching participants how to relate 

differently towards themselves and by promoting a healthy re-engagement with the work 

environment. Perhaps in developing coping skills during the 8-week course to better 

manage chronic work stress, feelings of cynicism towards the work environment may 

decrease as a result during the follow-up period. As proposed by Leiter et al.’s (2010) 

two-process model of burnout, the burnout process proceeds from exhaustion to 

cynicism, so it is plausible that this same pathway occurs in the treatment of burnout. 

Future research is suggested to further explore the current findings the relationship 

between changes in bumout-related exhaustion and changes in cynicism over time.

Changes in self-compassion and burnout. As just mentioned, intervention 

effects at post-course included significant changes in all o f the SCS subscale scores, 

including decreased self-judgment, increased self-kindness, and increased mindfulness. 

Although, all of the MBI and SCS subscales were highly correlated with each other at 

pre- and post-intervention, changes in self-compassion were not significantly related to 

changes in exhaustion at either post-course or the 3-month follow-up (with the exception 

of a significant relation between changes in mindfulness and exhaustion at post-course 

and also a weak relation between changes in exhaustion and changes in self-kindness that 

was only marginally significant at both post-course and follow-up). Therefore, the 

second hypothesis of this study proposing that changes in self-compassion (and,
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especially, self-judgment) would predict burnout symptom improvement over time did 

not receive much support. With respect to self-judgment, it is notable that whereas self

judgment decreased significantly at post-course, and then increased significantly at 

follow-up, levels of exhaustion remained low (despite the observed increase in self

judgment at follow-up). Perhaps these findings suggest that self-judgment is not a 

mechanism of change in a mindfulness-based intervention for the treatment of burnout.

Such findings do not support Van Dam et al.’s (2011) suggestion that self

compassion (and, especially, self-judgment) measures might be better predictors to use 

than existing mindfulness measures. However, it is also possible that the use of self

judgment as an outcome measure is valid, but more suited to mindfulness-based 

interventions targeting symptoms of depression and anxiety. Van Dam et al. (2011) 

suggested that self-judgment may be most closely related to anxiety and depression. 

Hence, the characteristics of the sample may offer an explanation for these findings. 

Participants in the current study were more likely to be seeking treatment for symptoms 

of burnout (as 82% were identified at pre-course as moderate or high on the exhaustion 

subscale of the MBI). For interventions examining the treatment of burnout, perhaps the 

measurement of self-kindness (and not self-judgment) would be a more suitable predictor 

of post-intervention outcomes.

While it is difficult to interpret the larger meaning of change scores for individual 

SCS subscales as opposed to the total score on the SCS, these findings may also be 

suggestive of different pathways to treat symptoms of burnout. The present results 

suggest that changes in mindfulness and changes in self-kindness are associated with 

post-intervention changes in exhaustion. In particular, the fact that changes in
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mindfulness were associated with reductions in exhaustion over the course of the 

intervention is an interesting finding. However, as discussed in the Method section, it 

must be noted that the mindfulness subscale of the SCS seems more to be measuring 

increases in emotional stability (i.e., balance) rather than mindfulness as it is usually 

conceptualized. In this light, this finding suggests that increased emotional stability 

might represent the means by which the intervention-based reductions in exhaustion 

became realized in the present sample of participants.

Practice effects on changes in symptoms of burnout and self-compassion.

The third hypothesis was that the maintenance of mindfulness practice both during the 

course and at 3-month follow-up would predict more successful outcomes (i.e., reduced 

symptoms of burnout and increased self-compassion) at post-course and follow-up. This 

hypothesis was not supported. However, the results of the exploratory thematic analyses 

suggest several potential directions for future research, in particular with respect to the 

emphasis on informal activities as effective for the maintenance of practice.

Results from Carmody and Baer (2008) will be re-examined first in order to 

compare them with the current results involving the effects of practice. That study 

examined the relationship between home practice during an 8-week MBSR intervention 

program and outcome measures including perceived stress, mindfulness, symptom 

severity, and psychological well-being. Formal practice was significantly related to 

increased mindfulness and well-being, and decreased symptom severity (as measured by 

change scores). The only formal practice effect identified in the current study was that 

the amount of formal body scan practice reported at post-course led to increased change 

scores for mindfulness. Whereas Carmody and Baer (2008) reported that total informal
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time spent practicing was not shown to be correlated with changes in any outcome 

variables, in the current study, practice effects were primarily associated with informal 

practices. This remains an interesting finding to be examined in future studies.

Overall, there were no significant differences in change scores between the 

practice and no-practice groups on any of the outcome measures at post-course. Pre- and 

post-intervention change scores for the main variables of interest suggest that outcomes 

were similar for both the practice and no-practice groups. In addition, there seemed to be 

greater changes for both exhaustion and self-kindness at post-course for the no-practice 

group. It could be simply that, for the no-practice group, these participants experienced 

positive outcomes attributable to other factors related to course participation.

It could also be the case that mindfulness-based interventions are successful in 

decreasing exhaustion and increasing self-kindness independent of meditation practice, 

such that intervention effects are experienced for all course participants as a result of 

other unexamined variables. Unfortunately, no comparison of the effects of practice 

versus no-practice could be made at 3-month follow-up because the entire 3-month 

follow-up group reported that they had maintained their practice. As a result, no results 

were available to compare with other recent findings (e.g., Vago & Nakamura, 2011) that 

have suggested that the benefits associated with mindfulness meditation were lost after 

discontinued practice.

An interesting finding did emerge with respect to changes in cynicism at follow- 

up that suggest a possible (and entirely speculative) effect of practice that could be 

explored in subsequent research. While the practice group reported minimally decreased 

levels of cynicism at post-course, the no-practice group reported a slight increase in
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cynicism. While these differences in cynicism were not significant, the subsequent 

significant decrease in cynicism at 3-month follow-up for those who continued to practice 

was significant. Given the limitations of the current study, no firm conclusions can be 

made pertaining to these findings. However, they tentatively suggest that a measurable 

effect of practice is decreased cynicism, which could be an interesting topic for future 

research.

Another notable finding from the present research is that significant or marginally 

significant positive linear relations were present at post-course between increased 

practice and changes in exhaustion for the informal practices of attending to physical 

sensations, differentiating between sensations, and for average daily minutes reported for 

all informal practices. Together, these findings suggest that some people suffering from 

bumout may find practice detrimental, specifically with respect to their level of 

exhaustion. This is perhaps true, as it has been suggested that, in mindfulness-based 

interventions, symptoms tend to get worse before they get better as a result of increasing 

attention towards and cultivating an awareness of the impact of symptoms, rather than 

dealing with suffering using distraction or avoidance strategies (Coffey, Hartman, & 

Fredrickson, 2010).

A particular strength of individuals who tend to suffer from bumout is their ability 

to “push through” pain, distress, or other physical and psychological challenges. While 

the experience of bumout seems to emerge “all of a sudden”, the stresses and strains have 

been building in the body for years, as described by the concept of allostatic load 

(McEwen & Lasley, 2002). Therefore, at the outset of a mindfulness-based intervention, 

bumout sufferers (who are typically dedicated and high-achieving individuals) may find
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this experience especially unsettling, and report increased levels of exhaustion as a result 

of the disappointment associated with facing their physical limitations. These findings 

suggest that certain informal practices associated with increasing awareness of physical 

sensations may indeed cause individuals who are suffering from bumout to experience 

their symptoms more intensely at the outset. This does not, however, mean that course 

participation is detrimental for individuals suffering from bumout, as they may be taking 

the first necessary steps towards preventing the re-occurrence of such symptoms.

Unlike some other studies, this one has failed to find very many significant 

practice effects for pre-post mindfulness intervention changes. Several factors may be 

responsible for these null findings. First, this is a highly self-selected sample, already in 

distress, and not representative of the general population. The severity of their symptoms 

may be greater, as would any associated changes due to intervention or practice effects, 

so the results here may be skewed and obscure practice effects as a result. Also, although 

self-reported levels of exhaustion were consistently high for these participants, the 

heterogeneity of the sample (e.g., presenting symptoms, reasons for taking the course, 

previous meditation practice, etc.) may have resulted in any potential practice effects 

becoming harder to detect, especially given the relatively small sample size. Finally, the 

symptoms of bumout were not clinically assessed for all participants, but identified 

through self-report. Future research may benefit from the use of a more homogeneous 

sample to examine potential practice effects over time.

Different research designs may prove to be more suitable for examining the 

relationships between practice and outcomes. Although it had been demonstrated that 

neurological change associated with meditation practices is measurable within an 8-week
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mindfulness-based intervention (e.g., Davidson et al., 2003; Farb et al., 2007; Moore & 

Malinowsky, 2009: Goldin & Gross, 2010), a longitudinal design over a longer time 

frame may be necessary to allow for the impact of practice to take effect. An 

experimental research design including “practice” and “no practice” groups would be an 

important next step for examining the effects of mindfulness practice, an area of research 

which is still in the early stages of development.

Further suggestions that may help improve future mindfulness practice research 

include the use of a daily homework diary, extensive tracking procedures as reported in 

Carmody and Baer (2008), or the use of an experience sampling methodology to measure 

the amount of time participants spend per day in “mindful” versus “nonmindful” 

activities. Finally, the use of quantitative methods in conjunction with qualitative 

methods might help to understand what mindfulness exercises actually involve for those 

participants reporting program-related change.

The results of the thematic analysis conducted for this study provided extensive 

details on the types of practices that participants are engaged in to support their practices, 

and it is clear that much of the learning is taking place outside of the classroom as 

participants leam to incorporate mindfulness practices into everyday life. The results 

from the thematic analysis on barriers to practice from the current study, however 

preliminary, provide a unique contribution to the existing mindfulness literature since 

there have been very few studies (this literature review identified only one) that have 

explored as a primary goal the factors influencing the maintenance of practice following 

course participation (Langdon, Jones, Hutton, & Holttum, 2011).
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In conclusion, it is worth noting that the experience of cultivating mindfulness 

practice usually involves the not-always-pleasant realization of the amount of time per 

day typically spent (dis)engaged with mindless activities. An acknowledgment of our 

habitual “mindlessness” as a first step towards learning how to practice living 

“mindfully” offers another plausible explanation for the lack of findings on practice 

effects. Although largely unexplored in the research literature to date, there may in fact 

be an intermediate step yet to be elucidated between learning mindfulness practices and 

benefitting from them. Further, these practices are considered mutually enhancing, 

arising from co-dependent neural activity associated with different brain regions, making 

it likely that wellness is an emergent property of several concurrent practices (Varela, 

Thompson, & Rosch, 1993). It is therefore inherently difficult, perhaps impossible, to 

tease apart particular treatment effects. Although limited in its overall contribution to the 

nascent effects of practice literature, the current research findings at least suggest that 

recovery from bumout is not always a linear process and may involve some detours on 

the road towards well-being. This may yet prove to be a worthwhile insight for future 

research into how the effects of mindfulness practice manifest over time.
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Appendix A: Health Consent Form

Ottawa Mindfulness Clinic 
Health Consent Form

NOTE TO CLIENT: We want your informed consent for the services we are to provide. This 
means that we want you to understand the services we hope to provide to you, the cost involved, 
and what we do with the personal information we obtain about you. If you have a question about 
any of this, please ask.

CONSENT FOR ASSESSMENT I understand that I am inquiring into psychological services 
which, if appropriate, involve attendance at an 8-week mindfulness program. All information 
provided is maintained in confidence. A release of information will be required for any report 
or transmission of information I request.

LIMITS OF CONFIDENTIALITY Some occasions constitute a limit to confidentiality. Disclosure 
is legally/ethically required:

■ When information is given by a client that indicates potential harm to self or others;
■ When a search warrant or subpoena is issued to obtain client information;
■ When there is a possibility that a child has been or is being abused and no report has 

been made to the Children’s Aid Society;
■ When there is a possibility that a child is witness to abuse or aggression between adults;
■ When information is given about previously unreported sexual abuse by a health care 

professional who has been or currently is treating a client.

CONSENT FOR THE COST OF THIS INTAKE ASSESSMENT There is no charge for this intake 
assessment. If I wish to register for the 8-week program a non-refundable deposit of $60.00 will 
be required and this amount will be deducted from the total cost of the program at the time I make 
payment on the remainder. Further consent to participate in the program and other payment 
information will be provided in the registration form.

CONSENT FOR PERSONAL INFORMATION I understand that to provide me with psychological 
services, the Ottawa Mindfulness Clinic will collect some personal information about me (e.g., 
home telephone number, address, general demographic information, insurance codes).

I understand that the Ottawa Mindfulness Clinic Privacy Policy is available to me for review if 
requested. The Privacy Policy concerns the collection, use and disclosure of personal 
information, steps taken to protect the information and my right to review my personal 
information. Upon review of the Privacy Policy, I will be given a chance to ask any questions I 
have to understand how the Privacy Policy applies to me.

I understand that, as explained in the Policies and Procedures for Personal Information, there are 
some rare exceptions to these commitments.

I agree to the Ottawa Mindfulness Clinic collecting, using and disclosing personal information 
about me as set out above and in the Ottawa Mindfulness Clinic’s Privacy Policy.

SIGNATURE:____________________________________  DATE:

PRINTED NAME:
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Appendix B: Course Registration Form

MINDFULNESS-BASED SYMPTOM MANAGEMENT
An e igh t w eek course  in sk illfu l living

Registra tion: DAY □  E V EN IN G  □

Name:

Address:

Phone (day):

Phone (eve): [

Fam ily Physician:

In case o f em ergency, 
p lease call (inc lude num ber):

Current Therapy

O  am not in therapy.

O  am presently  w orking in the rapy  w ith

W e m eet 
□ O n c e  a w eek 
□ T w ic e  a w eek 
□ O n c e  a m onth 
□ ________________
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MY CONSENT TO PARTICIPATE

Please read the following and check a box to indicate your response
This  program  is an e igh t w eek course  com prised  o f learn ing a w a re ness  and 
m edita tion techn iques, instructions and teach ings on various a spe c ts  o f 
m anag ing m y sym ptom s, and d iscuss ing  w eek ly  assignm ents. A w a re  th a t it w ill 
dem and m y tim e  and resources,

O  am  w illing  to  engage  in th is  course

□ l  am  not ready to  engage in th is cou rse

Th is  program  inc ludes m any persons w ith  va ry ing  backgrounds, s tren g th s  and 
d ifficu lties. A w are  tha t m a in ta in ing  con fiden tia lity  o f th e  in fo rm ation  th a t is 
shared w ith  m e is crucia l to  encourag ing  fee lings o f openness and  security ,

O  am  com m itted  to  m ain ta in ing  confidences in th is  cou rse

O  am  no t ready to  engage in th is  ac tion

T h is  program  is conducted by psycho log is ts  w ho a re  required to  co m p ly  w ith  
legal lim its o f confidentia lity . A w are  tha t d isc losu res o f threat to  m yse lf o r  o thers, 
unreported physica l, sexua l o r  em otiona l abuse  o f ch ildren, un repo rted  sexua l 
abuse  by health care pro fess iona ls , and /or p resen ta tion  of subp oena s  o r search  
w arran ts  m ust be com plied  w ith  o r reported to  appropria te  au tho rities ,

( ll am  w illing  to  engage  in th is  course

O  am  not ready to  engage in th is  cou rse

□Aware of the conditions above and of the implications they address, I 
agree to engage in this program.

□Aware of the conditions above and of my feelings at this time, I am not 
ready to engage in this program.

S igna ture date

W itness s ignature date
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CONSENT TO USE MATERIALS IN QUESTIONNAIRES
I have been provided w ith  ques tionna ires  assess ing  various phys ica l and 
em otiona l sym ptom s and understand  these  data w ill be  used to  eva lua te  the  
usefu lness o f the  program  and fo r research  in e ffectiveness o f m ind fu lness 
in terventions. If I w ish feedback a t the  end o f the program  and  fo llow -up  
appoin tm ents, I m ay con tact the  fac ilita to rs .

If these data  are used in research  pub lica tions, I am  assured o f anonym ity  in the  
use o f m y responses.

A w are  tha t the  data m ay be bene fic ia l to  m yse lf and w ill con tribu te  to  the 
im provem ent o f the program  over tim e,

O  consent to  p rov ide  the  in fo rm ation  requested in the  
questionna ires A N D  (ONE o f th e  fo llow ing )

□  to the  use o f the  da ta  to  exam ine  the e ffe c tiveness  o f the  
program  and fo r poss ib le  pub lica tion w ith  assurances o f 
confidentia lity  o f m y identity

□  so le ly  fo r fe edba ck  (dec line  to  have it used fo r research  
purposes)

S igna ture  date

W itness s ignature date
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Appendix C: Research Materials

DEMOGRAPHIC INFORMATION

Nam e:_____________________________________

DOB: M onth_________ D ay  Y e a r_________

A g e :_____  Gender: D M  Q F

O ccupation:___________________________________

Highest education level com pleted:___________________________________

Marital Status: □ s in g le  □ m a rrie d  □ com m on-law  

□separa ted  □ d ivo rce d  □ w idow ed

Previous meditation practice: n n o n e  □ s o m e  □ re g u la r  practice

Current spiritual practice: Q n o  affiliation □ C h ris tian  □ Je w ish  □ M u s lim

□ B u d d h is t □ H in d u  Q o th e r not lis ted:_____________

Self-description: Please choose the description which best fits you at this time.

□D epress ion  Q A nxie ty  □ B u rn o u t

□ O th e r  (describe here ):__________________________ _______
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m\'nd garden
www.mindgarden.com

To whom it may concern,
I

This letter is to grant permission for the above named person to use the following copyright 
material;

Instrument: Maslach Burnout Inventory, Forms: General Survey, Human Services Survey & 
Educators Survey

Authors
MBI-General Survey: Wilmar B. Schaufeli, Michael P. Leiter, Christina Maslach & Susan E. 
Jackson
MBI-Human Services Survey: Christina Maslach & Susan E. Jackson 
MBI-Educators Survey: Christina Maslach, Susan E. Jackson & Richard L. Schwab

Copyright: Copyright © 1986 by CPP, Inc. All rights reserved in all mediums.

for his/her thesis research.

Three sample items from a single form of this instrument may be reproduced for inclusion in a 
proposal, thesis, or dissertation.

The entire instrument may not be included or reproduced at any time in any other published 
material.

Sincerely,

Robert Most 
Mind Garden, Inc.
www.mindgarden.com

Copyright © 1986 by CPP, Inc. All rights reserved in all mediums. 
Published by Mind Garden, Inc., www.mindgarden.com
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MBI -  General Survey

Maslach Burnout Inventory - General Survey (MBI-GS; Schaufeli, Leiter, Maslach, & 
Jackson, 1986). Published by Mind Garden, Inc., www.mindgarden.com.

Please read each statement carefully and decide if you ever feel this way about your job. 
If you have never had this feeling, write a “0” (zero) in the space before the statement. If 
you have had this feeling, Indicate how often you feel it by writing the number (from 1 to 
6) that best describes how frequently you feel that way.

0
Never

1
A few 
times a

2
Once a 

month or 
less

3
A few 
times a 
month

4
Once a 
week

5
A few 
times a 
week

Every day
6

year or 
less

Sample Items:

3.

2 .

1. I feel I am making an effective contribution to what this organization does. 

I have become more cynical about whether my work contributes anything. 

I feel burned out from my work.

Copyright © 1986 by CPP, Inc. All rights reserved in all mediums.

http://www.mindgarden.com
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SELF-COMPASSION SCALE

HOW I TYPICALLY ACT TOWARDS MYSELF IN DIFFICULT TIMES

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

Almost Almost
never always

1 2 3 4 5

 1. I’m disapproving and judgmental about my own flaws and inadequacies.

 2. When I’m feeling down I tend to obsess and fixate on everything that’s wrong.

 3. When things are going badly for me, I see the difficulties as part of life that

everyone goes through.

 4. When I think about my inadequacies, it tends to make me feel more separate

and cut off from the rest of the world.

 5. I try to be loving towards myself when I’m feeling emotional pain.

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

inadequacy.

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

the world feeling like I am.

 8. When times are really difficult, I tend to be tough on myself.

 9. When something upsets me I try to keep my emotions in balance.

 10. When I feel inadequate in some way, I try to remind myself that feelings of

inadequacy are shared by most people.

 11. I’m intolerant and impatient towards those aspects of my personality I don't

like.

 12. When I’m going through a very hard time, I give myself the caring and

tenderness I need.

 13. When I’m feeling down, I tend to feel like most other people are probably

happier than I am.
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HOW I TYPICALLY ACT TOWARDS MYSELF IN DIFFICULT TIMES

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

Almost Almost
never always

1 2 3 4 5

 14. When something painful happens I try to take a balanced view of the situation.

 15.1 try to see my failings as part of the human condition.

 16. When I see aspects of myself that I don’t like, I get down on myself.

 17. When I fail at something important to me I try to keep things in perspective.

 18. When I’m really struggling, I tend to feel like other people must be having an

easier time of it.

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

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

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

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

openness.

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

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

 25. When I fail at something that's important to me, I tend to feel alone in my

failure.

 26 .1 try to be understanding and patient towards those aspects of my personality I

don't like.
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Practice Survey

A survey of your weekly mindfulness practice

1. Did you continue to follow any of the mindfulness practices you learned in the 
program?

O Yes 

O No

2. Which formal practices did you continue to practice during this past week?

"Formal" practices are engaged in for a specific period of time, either using a meditation 
aid (e.g. listening to a guided meditation on cd) or on your own for a specific period of 
time and generally requiring the use of a signal (e.g. an alarm, timer, or bell) to indicate 
the end of the meditation period. These practices are called "formal" because they are 
typically more structured and require you to set aside a specific period of time dedicated 
exclusively to their practice.

Daily 5-6
times

3-4
times

1-2
times

N<

Sitting meditation (e.g. a guided meditation, or, 
using a timer to signal the end of the 
meditation period)

O O O O O

Walking meditation O O O O O
Body scan O O O O o
Mindful movements/Yoga O O O O o

3. Which informal practices did you continue to practice during this past week?

"Informal" practices are essentially 'reset' moments used throughout the day to re-orient 
yourself towards present-focused awareness. Informal practices are also typically shorter 
in duration than formal practices, and are more readily incorporated into everyday 
activities.

Daily 5-6 3-4 1-2 Never
times times times

Mindful Bells O O O O O
3-minute breathing space O O O O O
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Walking meditation (e.g. when transitioning O O O O O
from one activity to another)

Attending to physical sensations (e.g. O O O O O
breathing) when your body is reacting to stress

Practicing non-judgmental awareness of O O O O O
thoughts (i.e. "just noticing" your thoughts)

Paying attention to emotional reactions (rather O O O O O
than getting "carried away")

Noticing that sense experiences arise from O O O O O
different "platforms" (body, sensations, 
thoughts or emotions)

4. Please provide an estimate of your average daily practice (in minutes) this past week.

> 50 mins 41-50 31-40 21-30 11-20 1-10 No practice

Formal practices o  O O O O O O

Informal practices o O O O O O O

5. Are there any other activities, not listed above, that have helped you with your 
practice since completing the course? If so, please describe below:

a) List any activity that, for you, is either a mindful practice (not listed above) or helps 
you to sustain your mindfulness practice in general. Describe briefly and provide 
examples for activities that you engaged in during the week.

1

2

3

4

b) Please provide an estimate of your average daily practice (in minutes) for each of the 
activities listed in the previous question.

>50 41-50 31-40 21-30 11-20 1-10

First activity O O O O O O
Second activity O O O O O O
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Third activity O O O O O O

Fourth activity O O O O O O

6. We have asked you about your practice for this past week. Compared with the 
previous week, would you say the frequency of your practice this past week has been 
about the same, higher or lower

O About the same 

O Higher 

O Lower

7. What is currently your biggest challenge or obstacle to keeping up your mindfulness 
practice?

8. What is a nagging question or concern that you have about mindfulness practice?

9. Please provide the same ID used for previous questionnaires. This will allow us to 
match your responses here with your previously submitted responses. All information 
remains confidential.

Your ID is your first and last initials followed by your date of birth (MMDDYY).
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W  O ttaw a M indfulness O n !c

M>ndfuiness-£>ased f*nograms
gitress Reduction and f*atn Management 

P>jrnoufcKesfency_|- raining Prrgam

Welcome to the program, and thank you for participating in our course evaluation. We 
are interested in knowing how our participants relate to themselves, others, and their 
environments. Please complete the following questionnaires before beginning the course 
to assist us. We will ask that you complete the same set o f questionnaires after 
completing the course as well.

The data gathered for this program evaluation are confidential and anonymous with 
respect to your personal identity. Please do no t include your name on any o f the 
questionnaires that you complete.

Instead, use the following ID on each o f the questionnaires you complete.

Your ID: Initials (First, Last), and date of birth (MMDDYY)

For example: Howard Zinn d.o.b. 08/24/1922 ID#: HZ082422

Thank you in advance for your cooperation. Your participation is valuable for helping us 
to learn more about how and why the program is effective and to improve future courses. 
If you have any questions about this program evaluation, please contact us and we will 
be happy to answer them.
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Otta wa Mindfulness Qinic 

M'ndfulness-£>ased Ynograms
5 t^ ss Reduction and f5arn Management 

Rjumout ResfcncyT"rainingrogam

Thank you for your participation in our program! W e’ve enjoyed having you.

Please take the time to fill out the attached questionnaires. Your responses help us 
to evaluate the usefulness of the program for participants as well as the 
effectiveness of this mindfulness intervention.

As a reminder, if these data are used in research publications you are assured of 
anonymity in the use of your responses. That is, there exists no risk of identifying 
persons directly.

Please use the same ID as before: Initials (First, Last) and date o f birth (MMDDYY) 

For example: Clint Eastwood d.o.b. 05/31/1930 ID#: CE053130

Thank you in advance for your cooperation. Please feel free to contact the clinic if you 
would like individual feedback on the results o f your questionnaires.
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O t t a w a  ( 3  n , c

Mmdfulne5S -£)a5ecl f*rograms
Reduction and f  ain Management 

£>jm out fvesJtency T~raining f*rogam

Thank you for your participation in our program evaluation. Enclosed are the final 
questionnaires for the 3-month follow-up. Your feedback will help us to evaluate the 
usefulness and effectiveness of this m indfulness program over time.

Please re tu rn  a ll fo rm s as soon as poss ib le . Once completed, kindly insert the 
questionnaires in the enclosed postage paid envelope and drop them in the mail.

As a reminder, if these data are used in research publications, you are assured of 
anonymity in the use of your responses. That is, there exists no risk of identifying 
persons directly. If you have any questions, we will be happy to answer them. Please 
feel free to contact the clinic.

Thank you in advance,

Lynette

Lynette M onteiro, Ph.D., C.Psych.
R. Frank M usten, Ph.D., C.Psych.
O ttaw a Mindfulness Clinic
595 M ontreal Road Suite 301
O ttaw a ON K1K 4L2
613 745 5366 613 7451186 (fax)
www.ottawam indfulnessclinic.com

http://www.ottawamindfulnessclinic.com
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Appendix D: Figures

—♦“  Exhaustion 
“• “ Cynicism 
—*  'Self-kindness 
“ *  'Self-judgment

2.2
Pre-course Post-course

Figure Dl. Graph of Levels of Exhaustion, Cynicism, Self-Kindness, and Self-Judgment 
at Pre- and Post-Course.
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“♦ “ Exhaustion 
“• “ Cynicism 
“ *■ Self-kindness 

Self-judgment

2.2
Follow upPre-course Post-course

Figure D2. Graph of Levels of Exhaustion, Cynicism, Self-Kindness, and Self-Judgment 
at Pre-, Post-Course, and 3-Month Follow Up.


