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Abstract

Background: This study examines the impact of a mindfulness-based stress reduction-training program on depression, anxiety, and stress
among nurses in Morocco.

Methods: Participants were selected from a hospital in the province of Tetouan, Morocco. They included 80 hospital nurses, 59 women and
21 men. They were randomly assigned to an intervention group and a control group, with 40 participants in each group. An eight-week
mindfulness training was used as a psychological intervention in the intervention group. To assess the outcomes of both groups before
and after the intervention, a depression, anxiety, and stress scale and a five-facet mindfulness questionnaire were used.

Results: In the intervention group, mean post-test scores showed significant differences from pre-test in the depression variable
(n?=0.249; p < 0.001), Anxiety = (12 = 0.282; p < 0.001), and Stress = (n? = 0.396; p < 0.001), as well as in the FFMQ (n° = 0.379; p < 0.001.
Similarly, a 4-month follow-up revealed that all variables showed statistically significant differences, with an equally large effect size
(n?=1.387; p < 0.001).

Conclusion: The MBSR training program is an effective, evidence-based psychotherapeutic intervention for treating depression, anxiety,
and stress in hospital nurses. Further in-depth studies based on neuroscientific data using electroencephalogram (EEG) evoked brain

potentials are recommended.
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Introduction

Nurses occupy a fundamental place in all health care systems
around the world. Their contribution to the prevention and
protection of individual and community health is of great
importance (Ghods et al., 2017). However, heavy workloads,
unstable schedules, and a lack of support and recognition can
lead them to present certain psychological disorders (Gong et
al., 2014; Letvak et al., 2012).

Indeed, some studies have revealed that the prevalence
of stress in this category of staff varies from around 40% to
90% (Dalvand et al., 2017; Kibria, 2018), and its severity rang-
es from high to moderate (Okuhara et al., 2021; Subih et al,,
2011).

Therefore, the persistence of this problem can have a seri-
ous impact on the quality of service and psychological health of
some nurses. According to previous studies, workplace stress
is a significant factor in reducing work efficiency and perfor-

mance, and significantly affects the quality of care provided to
patients and the community (Gao et al., 2012; Welsh, 2009).
In addition, the intensity of stress also has a significant im-
pact on psychological disorders, including negative feelings of
self-esteem, weakness, fatigue, and sexual dysfunction, as well
as appetite and sleep dysfunction (Dyrbye et al., 2006). At the
physical level, the consequences of stress generally result in
the significant development of metabolic, cardiovascular, neu-
rological, and musculoskeletal diseases (Schneiderman et al.,
2005). Beyond that, too much stress can lead to or sometimes
amplify certain behavioral changes, such as smoking, drink-
ing, or illicit drug use (Sinha, 2008; Yau and Potenza, 2013).
In parallel, according to a general systematic review in-
cluding the results of several meta-analytic studies on the in-
cidence of psychological disorders in nurses, the overall pro-
portion of subjects suffering from both depression and anxiety
was 24.94% and 24.83% respectively (Sahebi et al., 2021). In
addition, data from a systematic review including the results
of 10 comparative studies showed that the prevalence of de-
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pressive and anxiety disorders in nurses was 28% and 22.8%
respectively (Fernandez et al., 2021).

These statistical data reflect the complexity and demand-
ing nature of this profession as well as the risks inherent in
its daily practice (Lai et al., 2020). Therefore, implementing ef-
fective strategies to better control stress, anxiety, and depres-
sion-related issues within this profession could help improve
nurses’ well-being, performance, and job satisfaction.

Mindfulness therapy relies on a combination of medita-
tions, physical awareness, and mindfulness practice to stim-
ulate inner attention and improve individuals’ self-regulatory
abilities to help mitigate their levels of stress, pain, and illness
(Guillaumie et al., 2017).

This therapeutic strategy was adopted by behavioral med-
icine specialists in the 1970s as “Mindfulness-Based Stress
Reduction (MBSR)” by Jon Kabat-Zinn. Indeed, the MBSR
program was designed to support people with chronic pain
symptoms and life problems that are difficult to treat in medi-
cal centers (Fleer et al., 2014).

In the health care field, this psychotherapy has had suc-
cessful results as a complementary treatment for certain
psychological disorders and chronic illnesses (Crane, 2017).
Indeed, MBSR has been used to treat work-related stress and
to improve some anxiety and depressive states with very en-
couraging results (Khoury et al., 2013).

The findings of Hofmann et al. (2010) demonstrated that
the MBSR program was moderately effective in improving anx-
iety and mood symptoms in patients with anxiety disorders
and depression. In a randomized controlled trial, Song and
Lindquist (2015) found that nursing students who completed
the MBSR program reported a significantly greater decrease in
depression, anxiety, and stress, as well as a greater increase in
mindfulness.

Within the field of nursing, a recent systematic review
found that the MBSR program resulted in positive outcomes in
the experimental group in terms of burnout, self-satisfaction,
and ability to concentrate (Ghawadra et al., 2019).

However, to date, no research has evaluated the effect of
the MBSR program on reducing levels of depression, anxie-
ty, stress, and developing mindfulness in Moroccan nurses.
Therefore, the purpose of this study is to determine the extent
to which the MBSR program reduces levels of depression, anxi-
ety, and stress, and develops mindfulness in Moroccan nurses.

Materials and methods

Study design, sample, and setting

In this study, a randomized controlled trial was conducted to
examine the effects of MBSR on decreasing levels of anxiety
depression, stress, and mindfulness development in hospi-
tal- based nurses in relation to the demanding nature of their
work. A sample of 80 nurses practicing in a provincial hospi-
tal was selected using a stratified and proportional sampling
method. To be included in the study, participants had to be
nurses working in hospital wards for at least two years, have
no serious health problems and not be undergoing psychother-
apeutic treatment, agree to attend all training sessions, and
practice mindfulness- related activities for 30 minutes per day
at home. Free and informed consent was obtained from partic-
ipants prior to data collection.

Sample size
The present study was conducted on a total of 80 nurses, of
which 40 were allocated to each group. Sample size calculation

was performed by G* power analysis via the a priori sample
size calculation method for MANOVA (Cohen, 1988). Consid-
ering a significance level of a = 0.05, an expected large effect
size is (r]2 =0.12), and a statistical power of 0.92. Indeed, this
sample size was quite sufficient to perform a meaningful sta-
tistical analysis.

Intervention

Based on the results of the pre-test questionnaire, the MBSR
training programme was adapted to the needs of the nurses,
which contributed to their adherence to the training process.

MBSR was delivered to the intervention group partici-
pants by an experienced psychotherapist with a PhD in applied
psychology between June and July 2022, followed by a four-
month period until the end of November 2022. The sessions
are spread over eight weekly two-hour sessions, supplemented
by 30 minutes of daily home practice. The training is divided
into three parts: training on the themes of meditative practice,
guided practice exercises, and a final part devoted to sharing
experiences, discussing, and answering questions from the
trainer.

The topics covered in this training included a general intro-
duction to mindfulness, a detailed description of MBSR tech-
niques including strategies for coping with difficult situations,
concentration and mindfulness techniques, time management
techniques, techniques for staying in the present moment,
techniques for dealing with and neutralising guilt, techniques
for neutralising negative emotions, and techniques for the de-
tachment mechanism.

The control group nurses did not participate in this train-
ing, but attended a one-hour awareness session, during which
the researchers explained the purpose of this study. During
the final training session, the nurses in the intervention and
control groups were asked to complete the post-test question-
naires and submit them to the research coordinator. In addi-
tion, as part of the monitoring and follow-up, nurses in the
intervention group were reassessed four months after the end
of the intervention to see if the results were maintained over
time.

Ethical considerations

The Director of the Provincial Hospital of Tetouan approved
this study (NOR: 103/06-2022). Confidentiality was respected
and all participants signed a free and informed consent.

Data collection tools

The primary outcomes of the research focused on participants’
levels of depression, anxiety, stress, and mindfulness. These
were measured before the training program began (pre-test)
and after the program (post-test and four-month follow-up).

1) Depression, Anxiety and Stress Scale (DASS-21)

The psychological symptoms of depression and anxiety and
stress were measured with the Arabic version of the DASS-21
scale (Moussa et al., 2016).

This scale contains 21 items divided into three domains in-
cluding depression (3, 5, 10, 13, 16, 17, 21), anxiety (2, 4, 7,
9,15, 19, 20), and stress (1, 6, 8,11, 12, 14, 18). Respondents
rate the level of symptoms experienced in the past week on
a 3-point Likert scale, ranging from 0 (does not apply to me
at all) to 3 (applies to me often or most of the time). High-
er scores reflect greater levels of symptom confirmation. The
DASS 21 has excellent reliability in all three domains: Depres-
sion (a = 0.95), Anxiety (a = 0.96), and Stress (a = 0.94). In the
present study, the Cronbach’s alpha for the scale was a = 0.97.
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2) Five Facet Mindfulness Questionnaire (FFMQ)

The Arabic version of the FFMQ was used (Alkholy, 2022). This
questionnaire consists of 24 items assessing five dimensions
of mindfulness, including observing, (e.g., “I pay attention
to physical experiences, like the wind in my hair or the sun
on my face”). Describing (e.g., “I am good at finding words to
describe my feelings”). Acting with mindfulness (e.g., “I have
trouble staying focused on what is happening in the present
moment”). Non-judgment of inner experience (e.g., “I tell
myself I shouldn’t feel the way I feel”). And non-reactivity to
inner experience (e.g., “When I have unpleasant thoughts or
images, I don’t let them get to me”). Each FEMQ item has five
possible responses on a scale ranging from 1 = never or very
rarely true to 5 = very often or always true. A range of scores
from 24 to 120 was obtained. The higher scores corresponded
to a very strong level of mindfulness. In the present study, a
Cronbach’s alpha of 0.94 was obtained, which is very close to
that obtained in Alkholy’s (2022) study validated in the Arabic
context (Cronbach’s alpha = 0.92).

3) Sociodemographic questionnaire

Personal and professional data were collected from the demo-
graphic questionnaire completed by the nurses, including age,
gender, marital status, children, specialty, and work experi-
ence.

Statistical analysis
Data analysis was performed using SPSS 22.0 (IBM Corp., Ar-
monk, NY, USA). Descriptive statistics were used, including

mean, standard deviation (mean + SD), and frequency. The chi-
square test was used to test for a possible correlation between
two or more categorical variables and the Student’s t-test to
determine if there was a significant difference between the
means of the two groups. The one-factor repeated measures
ANOVA test (intra- and inter-group) was used. Mauchly’s
W test was used to check for sphericity, with a Greenhouse-
Geisser correction where appropriate. Bonferroni compensa-
tion was applied for multiple comparisons. Analysis of covari-
ance (ANCOVA) was used to compare changes in post-test and
4-month follow-up scores between the two groups.

Results

Participant characteristics

A total of 80 nurses agreed to take part in the study and com-
plete the questionnaires. Their mean age was 38.12 years
(SD = 4.06). Of the 80 nurses, 73.75% (n = 59) were female,
72.5% (n = 58) were married, 76.25% (n = 61) had children,
53.75% (n = 43) were multipurpose specialty nurses, and
76.25% (n = 61) had 4 or more years of clinical experience. The
intervention and control groups did not differ significantly
in any sociodemographic or occupational characteristics (Ta-

ble 1).

Table 1. Socio-demographic and professional characteristics of nurses in the control and intervention groups (N = 80)

Variables N =40 CG N =40 IG P-value
Age (Mean + SD) = 38.12 + 4.06
Gender
Female 28 70% 31 77.5% 074
Male 12 30% 9 22.5% :
Marital status
Married 30 75% 28 70%
Single 8 20% 7 17.5% 0.62
Divorced 2 5% 5 12.5%
Having children
Yes 31 77.5% 30 75% 0.79
No 9 22.5% 10 25% :
Specialty
MPN 25 62.5% 18 45%
NA 6 15% 8 20% 068
EN 3 7.5% & 12.5% ?
MHN 6 15% 9 22.5%
Year of experience
> 4 years Silk 77.5% 30 75% 0.63
< 4 years 9 22.5% 10 25% ’

Abbreviation: SD: Standard Deviation; CG: Control Group; IG: Intervention Group; MPN: Multi-Purpose Nurse; NA: Nurse Anesthetist;

EN: Emergency Nurse; MHN: Mental Health Nurse.

Depression, Anxiety, Stress and Mindfulness

Based on the pre-test results, the two groups showed no sta-
tistically significant difference in the three domains of the
DASS-21: (Depression P = 0.419; Anxiety P = 0.524; Stress
P =0.394), and in the FFMQ (P = 0.295), reflecting the sim-
ilarity of the scores before the start of the MBSR training.
However, the post-test results revealed a significant difference

in the intervention group, with a large effect size (? = 0.249,
n%=0.282, n? = 0.396, n? = 0.379 respectively).

Similarly, the results of the 4-month follow-up, also
showed statistically significant differences among subjects in
the intervention group in mean depression, anxiety, stress,
and FFMQ scores, with an equally large effect size (n? = 1.387)
(Table 2).
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Table 2. Intergroup comparison of DASS-21 and FEMQ pre-test and post-test by one-factor ANOVA (N = 80)

Variables Evaluation CG IG F P n?
n =40 n =40
Mean + SD Mean + SD
Pre-test 9.61 + 3.09 10.87 +4.41 0.478 0.419 0.031
Depression Post-test 9.78 + 3.09 8.91 +2.77 51.899 0.001 0.249
Four-month follow-up 9.92 +3.58 7.83+2.61 67.174 0.001 0.388
Pre-test 6.83 +2.07 6.27 +2.85 0.726 0,524 0.027
Anxiety Post-test 6.79 +2.16 4.96 +2.71 64.125 0.002 0.282
Four-month follow-up 6.68 +2.25 4.34+2.39 69.312 0.001 0.313
Pre-test 14.33+4.79 15.11 + 3.62 0.547 0.394 0.028
Stress Post-test 14.27 +4.42 11.19 +2.87 72.335 0.001 0.396
Four-month follow-up 14.78 + 4.66 9.41 +2.25 78.128 0.001 0.301
Pre-test 25.09 +5.17 26.96 + 5.66 0.411 0.295 0.024
FFMQ Post-test 25.45 +5.76 29.55 + 5.58 70.249 0.001 0.379
Four-month follow-up 24.89 +5.81 32.19+5.29 72.213 0.001 0.385

Abbreviation: CG: Control Group; IG: Intervention Group; DASS21: Depression, Anxiety and Stress Scale - 21 Items; FFMQ: Five Facet Mindfulness
Questionnaire.

Based on the results of the within-group comparisons, the domains of the DASS-21 (Depression = P < 0.001, Anxiety =
mean post-test scores and the mean 4-month follow-up scores P < 0.001, and Stress = P < 0.001), as well as in the FFMQ
revealed significant differences from the pre-test in all three (P < 0.001) among subjects in the intervention group (Table 3).

Table 3. Intra-group comparison of DASS-21 and FFMQ pre-test and post-test by repeated measures ANOVA (N = 80)

Variables Evaluation CG IG F P n?
n =40 n =40
Mean + SD Mean + SD
Pre-test 9.23+3.19 10.66 + 4.91 0.369 0.360 0.039
Depression Post-test 8.61+2.73 7.10+2.16 52.374 0.001 0.315
Four-month follow-up 9.31+3.05 6.51+2.22 73.248 0.001 0.426
Pre-test 6.74+2.13 6.84+291 0.484 0,463 0.031
Anxiety Post-test 6.63 +2.43 4.58 +2.62 63.217 0.001 0.344
Four-month follow-up 6.59 +2.74 4.03 +2.21 68.522 0.001 0.480
Pre-test 13.40 +4.29 15.64 +3.41 0.472 0.369 0.024
Stress Post-test 1429 +4.71 12.01 +2.38 65.152 0.001 0.311
Four-month follow-up 13.31+4.22 7.66 +2.10 79.217 0.001 0.450
Pre-test 24.78 + 5.49 26.49 + 5.42 0.453 0.329 0.032
FFMQ Post-test 25.20 + 5.42 29.78 + 5.47 71.127 0.001 0.421
Four-month follow-up 24.26 +5.21 32.92 +5.81 72.260 0.001 0.496

Abbreviation: CG: Control Group; IG: Intervention Group; DASS21: Depression, Anxiety and Stress Scale - 21 Items; FFMQ: Five Facet Mindfulness
Questionnaire.

The ANCOVA analysis revealed statistically significant group comparisons mentioned above. Therefore, the MBSR
differences for the variables depression, anxiety, stress, and training program explains the changes observed at post-test
mindfulness between the two groups, confirming the inter- and four-month follow-up in the intervention group (Table 4).



204 Ksiksou et al. / KONTAKT

Table 4. ANCOVA analysis comparing the two groups: post-test and 4-month follow up results and pre-test results (N = 80)

Evaluation Variable Source Type III Df Mean Square F P r]2
Sum of Square
Pre-test depression 545.51 1 545.51 38.770 <0.001 0.381
Depression CG/IG 109.17 2 54.58 8579 0.013 0.080
Error 996.82 61 16.32
Pre-test anxiety 199.38 1 199.38 31.167 <0.001 0.373
Anxiety CG/IG 22.39 2 11.19 2.260 0.101 0.119
Error 365.84 61 5.99
Post-test
Pre-test stress 159.70 1 159.70 46.550 <0.001 0.389
Stress CG/1G 36.80 2 18.4 4.331 0.012 0.120
Error 256.51 61 4.20
Pre-test FEMQ 529.82 1 529.82 44.120 <0.001 0.399
FFMQ CG/1IG 126.10 2 64.05 4.146 0.021 0.089
Error 982.10 61 9.78
Pre-test depression 418.31 1 418.31 29.688 <0.001 29.845
Depression CG/IG 79.08 2 39.54 3.052 0.041 0.065
Error 942.22 41 22.98
Pre-test anxiety 109.63 1 109.63 21.124 <0.001 0.242
Anxiety CG/IG 21.28 2 10.64 2.160 0.114 0.041
Teuremarih Error 351.62 41 175.81
follow up Pre-test stress 134.70 1 134.70 36.230 <0.001 0.289
Stress CG/IG 19.91 2 9.95 2.481 0.023 0.062
Error 241.22 41 5.88
Pre-test FFMQ 582.91 1 582.91 44.261 <0.001 0.402
FFMQ CG/IG 162.18 2 81.09 4.154 0.036 0.093
Error 991.79 41 24.19

Abbreviation: df: Degree of Freedom; CG: Control Group; IG: Intervention Group; FFMQ: Five Facet Mindfulness Questionnaire.

Discussion

In this research, the effects of an MBRS training programme
for hospital nurses were evaluated. The potential benefits of
this training programme on depression, anxiety, and stress
were examined. The main results showed that participants
who underwent MBSR training improved their scores on the
DASS-21 and FFMQ tests, and that these effects were main-
tained over time.

This result is consistent with some studies that have shown
that MBSR training leads to a positive transformation in the
way people perceive their environment, relationships, behav-
iors, and emotions, while helping them to take a more objec-
tive view of the different situations and experiences that arise
in their lives (Gracia-Gracia and Olivan-Blazquez, 2017; Ha-
zlett-Stevens, 2020; Song and Lindquist, 2015).

The theory developed by Shapiro et al. (2006) indicates
that the MBSR training program induces a significant and last-
ing change in our perception of various events and emotions
from three mechanisms: intention, attention, and attitude.
These in turn trigger additional mechanisms that participate
in the production of positive changes in the functioning of
consciousness and the appearance of pleasant emotions and

internal satisfaction. In fact, we distinguish mainly self-regu-
lation and self-management, emotional, cognitive and behav-
ioral flexibility, value clarification and exposure. Through this
approach, some studies confirm that the beneficiaries of this
program will be able to implement a “mindfulness-based stress
management strategy” and thus will be able to better control
their emotions and reduce their anxiety and stress levels (Gra-
cia-Gracia and Olivan-Blazquez, 2017; Hazlett-Stevens, 2020;
Shapiro et al., 2006).

The literature on MBSR-trained nurses supports this find-
ing. Indeed, according to a meta- analytic review pooling the
results of 38 randomized clinical studies on the impact of
mindfulness on nursing, Spinelli et al. (2019) found that occu-
pational anxiety and stress were significantly alleviated after
conducting this training program. Kriakous et al. (2021) cor-
roborate these findings by reporting that stress and anxiety
were significantly improved after a three-month follow up in
an MBSR program for caregivers, and then finding significant
reductions after a six-month follow-up.

The findings of our study also show that the implementa-
tion of an MBSR training program satisfactorily contributes to
the improvement of depressive symptoms experienced by the
participants. Indeed, Song and Lindquist (2015) examined the
issue of depression and academic performance of Korean nurs-
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ing students and implemented an eight-week MBSR training
program. Thus, the results obtained showed a good reduction
in depressive manifestations and an increase in the academ-
ic performance level of these students. Similarly, Pizutti et al.
(2019) examined the potential impact of an eight-week MBSR
training on depressive and anxiety symptoms among a group
of eighty-four nurses working in primary care centers, and ob-
served a statistically significant decrease in these symptoms
after this intervention. In contrast, research by Moody et al.
(2013) found that MBSR training led to no consistent or sig-
nificant effect on stress or depression. This variation in results
could be attributed to methodological differences, measure-
ment instruments used, sample sizes, sociocultural differenc-
es in the individuals selected, and the overrepresentation of
women.

Moreover, the current study confirmed that MBSR train-
ing promotes a significant improvement in the overall level of
mindfulness among nurses. According to data from Fortney et
al. (2013), participation in an eight-session MBSR training and
a nine-month follow up resulted in a significant reduction in
levels of depression and an increase in specific facets of mind-
fulness among nurses. Furthermore, according to data report-
ed by Bazarko et al. (2013), nurses who underwent MBSR
training, were able to develop certain dimensions of mind-
fulness such as: self-regulation of one’s own and others’ emo-
tions and non-reactivity to inner experience when unpleasant
thoughts or images arose — unlike other nurses who did not
undergo this training. Another study found that nurses were
more positive about their clinical work after MBSR training
(Duarte and Pinto-Gouveia, 2016). In this regard, our study is
consistent with the literature.

Strengths and limitations

It should be noted that this innovative study is the first to ana-
lyze the effects of an eight-session MBSR training program on
levels of depression, stress-related anxiety, and dimensions of
mindfulness in Moroccan nurses. However, these results will
need to be examined in terms of their strengths and limita-
tions. The most important strengths relate to a longitudinal
methodology based on randomization, which ensures the

identification of causal relationships between the different
components. In addition, the use of validated measurement
instruments allows for the collection of more reliable data tai-
lored to the Moroccan population. Finally, the identical char-
acteristics of the groups before the beginning of the study in
terms of levels of depression, anxiety, stress, and mindfulness
allowed us to conclude that the conditions were almost identi-
cal in all participants, which led to the development of a train-
ing plan adapted to their needs.

It should be noted that the generalizability of the results of
this study is limited because the data collection was conduct-
ed in a single hospital, which may limit the representativeness
of all nurses in Morocco. Indeed, cross-sectional studies could
generate far more reliable results by including a very large
sample of nurses from different regions of Morocco.

Similarly, future studies should be based on mixed meth-
ods including measurement scales and personal interviews to
allow for a more comprehensive and in-depth evaluation of the
MBSR training program on psychological disorders such as de-
pression, anxiety, and stress.

Conclusion

Based on the results of an eight-session MBSR training pro-
gram for hospital nurses, a significant improvement in levels
of depression, anxiety, and stress in general, and in the dimen-
sions of mindfulness in particular, was recorded, with a last-
ing effect over a four-month period. Further in-depth studies
based on neuroscientific data using electroencephalogram
(EEG) evoked brain potentials are needed to better analyze
objectively and accurately the possible psychological effects of
the MBSR program and the resulting beneficial effects.
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Vliv tréninkového programu zamér¥eného na snizZovani stresu, deprese a uzkosti u marockych

sester na zakladé vsimavosti

Souhrn

Pozadi: Tato studie zkouma dopad tréninkového programu zaméreného na snizovani stresu, deprese a uzkosti na zakladé vima-

vosti u zdravotnich sester v Maroku.

Metody: Uastnici byli vybrani z nemocnice v provincii Tetouan v Maroku. Jednalo se 0 80 nemocni¢nich sester, 59 Zen a 21 muzL.
Byli ndhodné rozdéleni do intervenéni skupiny a kontrolni skupiny, v kazdé skupiné bylo 40 ucastnikt. Jako psychologicka inter-
vence v interven¢ni skupiné byl pouZit osmitydenni trénink na v§imavost. K posouzeni vysledki obou skupin pfed a po intervenci
byla pouZita $kala deprese, uzkosti a stresu a pétitroviiovy dotaznik zaméteny na vsimavost.

Vysledky: Interven¢ni skupina vykazovala vyznamné rozdily v pramérném post-testovém skore od pre-testu v proménnych: de-
prese (n% = 0,249; p < 0,001), tzkost = (n? = 0,282; p < 0,001) a stres = (2 = 0,396 p < 0,001), stejné jako ve FFMQ (n? = 0,379;
p < 0,001). Podobné éty¥mési¢ni sledovani odhalilo, Ze viechny proménné vykazovaly statisticky vyznamné rozdily se stejnou

velikosti t¢inku (n? = 1,387; p < 0,001).

Zavér: Vycvikovy program MBSR je Gi¢inna psychoterapeuticka intervence zaloZena na ditkazech pro 1é¢bu deprese, uzkosti a stre-
su unemocnicnich sester. Doporucuji se dalsi hloubkové studie zaloZené na neurovédeckych datech pomoci elektroencefalogramu

(EEG) evokovanych mozkovych potenciala.

Kli¢ova slova: deprese; snizeni stresu pomoci dbalosti; stres; tuzkost; zdravotni sestticka
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