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Introduction

The emergency departments (ED) create a stress source for 

many physicians due to the long shifts, overcrowding of the 

acute care areas, the necessity of proper and rapid treatment, 

and the high risk of being exposed to violence by patients and 

their relatives [1]. This leads to reduced professional satisfaction 

in physicians. Fatigue, stress, distraction, and the increased 

number of patient admissions may cause delays in recognizing 

and correcting fatal diseases. As a result of all these stress factors, 

the risk of many psychiatric disorders, especially depression, 

increases in physicians working in the ED, and impairment is 

observed in their social and occupational functionality [2]. To 
ensure professional functionality and satisfaction in emergency 
physicians, it is necessary to review their working conditions, 
increase their stress coping skills, and prevent depression.

Mindfulness is defined as focusing one’s attention on the 
moment without judgment and accepting the present 
experiences [3]. With the ability to focus on the present, the 
person can become aware of what is happening here and now 
by avoiding the anxiety, fear, and troubles caused by negative 
experiences in the past, expectations for the future, and 
uncertainties. In many studies conducted in different groups, 
it has been revealed that there is a significant relationship 
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between mindfulness and the ability to cope with stress and 
depression [4,5]. The literature reveals that stress management 
yields-positive effects, increased professional satisfaction, and 
decreased depressive symptoms thanks to mindfulness-based 
practices (mindfulness-based education, stress reduction 
programs, and cognitive therapies) [6,7]. There are very few 
studies in the literature examining the level of mindfulness 
among emergency physicians and the relationship between 
mindfulness and coping with stress and depression [8,9]. This 
study aims to examine the relationship between mindfulness 
and coping with stress and depression in emergency medicine 
residents (EMR).

Materials and Methods

This cross-sectional study was conducted between February 
2019 and September 2019. There are 26 training and research 
hospitals, 4 city hospitals and 17 university hospitals in 
İstanbul. Emergency medicine clinic administrators of all these 
hospitals were applied for the research and 3 universities and 
12 training and research hospitals that accepted the research 
were included in the research. An invitation letter was sent to 
all residents working in EM clinics who agreed to participate 
in the study, and all EMR who participated in the invitation 
and filled out the research form were included in the study. 
Socio-demographic information forms were handed to all 
participants who had given their written informed consent. 
Although the project was designed to reach data of 250 
physicians, 219 persons were interviewed, 12 were excluded 
for inadequate data, and finally, data obtained from 207 
physicians were included in the analysis. This form contains 
questions about the participants’ age, sex, marital status, 
starting date of residency, working conditions, habits, chronic 
diseases, etc.

Mindful Attention Awareness Scale (MAAS)

The MAAS was used to measure the participants’ awareness 
levels. Developed by Brown and Ryan [3] in 2003, this scale 
measures individual differences in being aware of instant 
experiences and being mindful of experiences. It is a 6-point 
likert-type scale (1= almost always, 2= most of the time, 3= 
sometimes, 4= rarely, 5= quite infrequently, 6= almost never), 
which consists of 15 items and gives a single total score. Higher 
scores on the scale indicate a high level of mindfulness. The 
internal consistency coefficient of the original scale was found 
to be α=0.82. Özyeşil et al. [10] conducted a validation study 
for the original questionnaire in Turkish, with high validity and 
internal consistency.

Beck Depression Inventory (BDI)

The BDI was used to assess the depression levels of the 
participants. This self-report scale is used to measure the severity 

and level of depression symptoms in adult patients and was 
developed in 1961 by Beck et al. [11]. Its Turkish validity and 
reliability study was conducted in 1988 by Hisli [12]. It consists 
of 21 items used to measure the symptoms of depression in 
vegetative, emotional, cognitive, and motivational areas. Each 
item consists of a 4-item self-assessment statement that goes 
from less to more and is scored between 0 and 3. The total 
score ranges from 0 to 63. For detecting depressive disorder 
patients, a score of ≥17 is defined as an optimal cut-off score 
with sensitivity 0.809, specificity 0.764, the positive predictive 
value, 0.402, and the negative predictive value 0.953. We set 
the cut-off value at a score of 17 [13]. The mean scores of the 
scale are not affected by sex, age, or education level.

Ways of Coping with Stress Inventory (WCSI)

In this study, the WCSI was used to determine individuals’ 
styles to cope with stress. The scale is a 4-point likert-type 
scale consisting of 68 items, developed as the ways of coping 
inventory by Folkman and Lazarus [14]. It was adapted to 
Turkish and validated in 1992 by Şahin and Durak [15].

The WCSI, an abbreviated form of the inventory, was prepared 
by Şahin and Durak [15] in 1995 for university students. The 
final version of the scale has 30 items and consists of 5 factors: 
Self-confident, optimistic, seeking social support, submissive, 
and helpless approaches. As the scores obtained from the self-
confident, optimistic, and social support-seeking approaches 
increase, it means the person uses effective coping strategies. 
On the other hand, as the scores for the helpless and submissive 
approaches increase, it is understood that they use ineffective, 
i.e., passive coping strategies [15].

Ethics Committee Approval

The Clinical Research Ethics Committee of the İstanbul Training 
and Research Hospital approved this study (approval number: 
1629, date: 04.01.2019). All participants were informed in 
detail before starting the study and approval was obtained via 
written informed consent forms.

Statistical Analysis

Demographic and clinic characteristics were summarized 
using descriptive statistics. Kolmogorov-Smirnov test was used 
to determine whether the variables were normally distributed. 
The Mann-Whitney U test and the chi-square test were 
performed to determine factors associated with depression. 
Fisher’s exact test was used when the conditions for the chi-
squared test were not met. We used Spearman’s correlation 
analysis to compare MAAS scores with WCSI subscale scores. 
Univariate and multivariate analyses were performed to assess 
the effect of mindfulness and other factors on depression. 
The level of significance was set at p<0.05 and the SPSS 22.0 
software was utilized for the analyses.
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Results

A total of 207 EMR were included in the study. One hundred 
fifty-nine of the participants were in the 24-30 age range 
(76.8%) and 81 were female (39.1%). Eighty-four of the 
participants were married (40.6%) and 37 (17.9%) had children. 
Eighty-nine (43.0%) of the participants worked as a split shift 
(day or night), while 118 (57.0%) had a 24-hour shift. One 
hundred seventy-two of the participants (83.1%) chose to 
be a medical doctor willingly and 157 (75.8%) chose the ED 
branch willingly. Ninety-three (44.9%) of the participants were 
smoking, while the rate of alcohol consumption was 50.7%. 
One hundred-nine of the participants (52.7%) found working 
conditions easy, 12 (5.8%) moderate, and 86 (41.5%) difficult. 
Twenty participants (9.7%) had a psychiatric disease and the 
rate of using antidepressant drugs was 7.7%. Twenty-one 
(10.1%) participants had a low-income level, 28 (13.5%) had a 
moderate-income level, and 158 (76.8%) had a high income. 
Seventy-five (36.2%) of the participants regularly did sports, 
while 159 (76.8%) had their hobbies. However, only 69 of 
these (33.3%) could spare time for their hobbies. According to 
the cut-off score for BDI, 83 (40.1%) of the participants had 
depression requiring treatment (BDI ≥17). Age, sex, marital 
status, or having children (p=0.053, p=0.464, p=0.439, 
p=0.667, respectively) did not differ significantly between 
participants with and without depression. On the other hand, 
there was a significant relationship between depression and 
starting date of the residency, choosing to be a medical doctor 
willingly, and choosing ED voluntarily (p=0.016, p=0.008, 
p=0.001, respectively). Also, patients with depression had 
higher rates of chronic illness (p=0.009) and psychiatric illness 
(p=0.004), while their income levels (p=0.047) were lower. 
As a remarkable finding, there was a significant association 
between depression and not being able to devote time to their 
hobbies (p=0.001) (Tables 1 and 2).

The participants had a median MAAS value of 47.0 (minimum 
15-maximum 79). The MAAS scores were significantly lower 
in the group with depression (p=0.000) than the group 
without depression. Among coping styles with stress, self-
confident approach was significantly higher, while helpless 
and submissive approaches scores were significantly lower 
in the group with depression than those without depression 
(p=0.000 for all). Optimistic approach (p=0.241) and social 
support-seeking approach scores (p=0.063) did not differ 
significantly between the groups (Table 3).

In the univariate analysis performed to determine the factors 
affecting depression, choosing to be a medical doctor willingly 
[hazard ratio (HR): 2.86, 95% confidence interval (CI): 1.34-6.11, 
p=0.007], choosing the ED willingly (HR: 2.74, 95% CI: 1.41-
5.32, p=0.003), having a chronic illness (HR: 2.84, 1.26-6.39, 
p=0.011), having a psychiatric illness (HR: 3.99, 95% CI: 1.46-
10.86, p=0.007), spending time for hobbies (HR: 2.80, 95% CI: 
1.47-5.32, p=0.003), working conditions (HR: 1.97, 95% CI: 1.11-
3.47, p=0.019), and MAAS score (HR: 0.88, 95% CI: 0.85-0.91, 
p=0.000) were significant factors. Among the coping styles with 
stress, self-confident (HR: 0.39, 95% CI: 0.22-0.70, p=0.002), 
optimistic (HR: 0.35, 95% CI: 0.20-0.60, p=0.000), helpless (HR: 
3.51, 95% CI: 1.95-6.31, p=0.000), and submissive approaches 
(HR: 1.71, 95% CI: 1.01-2.89, p=0.043) were significant as 
well. In the multivariate analysis after adopting the factors 
that were found to be significant in the univariate analysis, 
spending time for hobbies, helpless approach, and MAAS score 
obtained significant results. The correlation between MAAS 
scores and styles of coping with stress was examined. There was 
no significant (p=0.118) correlation between MAAS scores and 
the optimistic approach score. However, there was a significant 
(p=0.001) negative correlation between MAAS scores and self-
confident approach score and significant positive correlations 
between MAAS scores and helpless, submissive, and social 

Table 1. The relationship between depression and clinical characteristics*

 
 

Depression (+) Depression ( -)
p

n % n %

Specialization time 

1-6 months 26 21 26 31.3

0.016

7-12 months 12 9.7 7 8.4

13-24 months 33 26.6 10 12.0

25-36 months 29 23.4 13 15.7

More than 36 months 24 19.4 27 32.5

Working hours
Split shift 55 44.4 34 41.0

0.629
24-hour shift 69 55.6 49 59.0

Chose to be a medical doctor willingly
(+) 11 88.7 62 74.7

0.008
(-) 14 11.3 21 25.3

Chose the emergency department willingly
(+) 10 83.9 53 63.9

0.001
(-) 20 16.1 30 36.1

*Chi-square test (Fisher’s exact test)
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support-seeking approaches scores (p=0.001, p<0.001 and 
p=0.03, respectively) has been observed (Table 3).

Discussion

Our study revealed the prevalence of depression among EMR 
and the factors affecting it, especially their coping with stress 
and mindfulness. We found that increasing mindfulness levels 
can be an important protective factor against depression. In 
studies on the prevalence of depression both in ED and in 

other departments, a wide range of results have been obtained 

depending on factors such as the test chosen, the cut-off value 

of the test, specialization time, and the country in which the 

study was conducted [2,16,17]. In our study, according to the 

BDI, 83 (40.1%) of the participants had depression requiring 

treatment. Depression rates were significantly lower in those 

who chose the medical school and ED voluntarily than those 

who made their decisions randomly, which is consistent with 

the literature [18]. The rate of chronic illnesses was found to 

Table 2. The relationship between depression and other socio-demographic characteristics*

  Depression (+) Depression (-)
p

n % n %

Chronic illness
(+) 11 8.9 18 21.7

0.009
(-) 113 91.1 65 78.3

Smoking 
(+) 52 41.9 41 49.4

0.290
(-) 72 58.1 42 50.6

Alcohol use
(+) 57 46.0 48 57.8

0.094
(-) 67 54.0 35 42.2

Working conditions 

Easy 57 46.0 52 62.7

0.062Moderate 8 6.5 4 4.8

Difficult 59 47.6 27 32.5

Psychiatric illness
(+) 6 4.8 14 16.9

0.004
(-) 118 95.2 69 83.1

Use of antidepressants
(+) 7 5.6 9 10.8

0.170
(-) 117 94.4 74 89.2

Income level

Low 10 8.1 11 13.3

0.047Int. 12 9.7 16 19.3

High 102 82.3 56 67.5

Being involved in sporting activities
(+) 50 40.3 25 30.1

0.134
(-) 74 59.7 58 69.9

Hobbies
(+) 101 81.5 58 69.9

0.053
(-) 23 18.5 25 30.1

Spending time for hobbies
(+) 52 41.9 17 20.5

0.001
(-) 72 58.1 66 79.5

*Chi-squared test (Fisher’s exact test)

Table 3. Relationship of depression with MAAS and WCSI subscale scores*

 
 

Depression (-) Depression (+)
p

Mean ± SD Mean ± SD

MAAS score 55.2±12.0 37.3±11.4 0.000

Self-confident approach 1.1±0.5 1.5±0.6 0.000

Optimistic approach 1.1±0.5 1.2±0.6 0.241

Helpless approach 0.3±0.6 0.0±0.5 0.000

Submissive approach 1.3±0.4 1.0±0.4 0.000

Social support-seeking approach 0.7±0.3 0.6±0.4 0.063

*Mann-Whitney U test. 

SD: Standard deviation, MAAS: Mindful Attention Awareness Scale, WCSI: Ways of Coping with Stress Inventory
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be significantly higher in the group with depression, in line 
with the literature [19]. The rate of psychiatric illness was 
significantly higher in the group with depression than in the 
group without depression, which is also consistent with the 
literature [20]. The loss of interest and pleasure is one of the 
most prominent depressive symptoms and social isolation 
and distancing from activities and hobbies that people were 
previously interested in are common among people with 
depression [21]. In the present study, the rate of devoting time 
to hobbies was significantly lower in the group with depression 
than the group without depression, in line with the literature. 
The inability to spare time for hobbies was one of the influential 
factors on depression in univariate and multivariate analyses. 
Mindfulness is the awareness of one’s feelings, thoughts, 
internal and external stimuli, and experiences. The mind 
does not aim to stand on something or move away from it; 
it just observes, does not judge, and accepts it as it is. This 
makes the person more receptive, alert, peaceful, and happy. 
For this reason, there have been many studies examining the 
relationship between mindfulness and depression [5]. Studies 
are frequently conducted among individuals with chronic 
diseases (especially cancer patients), occupational groups 
with heavy stress load (especially teachers and healthcare 
professionals), and students, and a significant portion of these 
studies show that there is an inverse relationship between 
mindfulness level and depression. Depressive symptoms seem 
to decrease with such interventions [22-24]. Therefore, mindful 
awareness-based training has started to take place in medical 
schools in some countries [25]. In another study, a 4-week 
mindfulness-based training program was applied to medical 
students during their EM clerkship and a significant positive 
effect was observed on their behaviors and attitudes [9]. In 
our study, in accordance with the literature, the mindfulness 
score was significantly lower in the group with depression 
than the group without depression. It was also observed that 
the mindfulness score was effective on depression in both 
univariate and multivariate analyses. Based on these findings, 
we think that an increase in mindfulness may be a factor to 
decrease depression. Another issue that ED professionals 
should focus on is stress management and coping skills. When 
the literature is examined, more emotional and passive coping 
styles are seen in depressive individuals [26]. In our study, 
WCSI was used to investigate the styles of coping with stress. 
According to this scale, coping styles are discussed under two 
main headings as active and passive coping. Accordingly, 
“self-confident approach”, “optimistic approach” and “seeking 
social support approach”, which are sub-dimensions of the 
scale, are considered active methods of coping with stress. 
In contrast, “helpless approach” and “submissive approach” 
are passive methods [14]. In our study, the helpless and 
submissive approach scores were significantly higher in the 
group with depression than the group without depression, 

consistent with the literature. Besides, self-confident and 
optimistic approaches among active coping styles and 
helpless and submissive approaches among passive coping 
styles were determined as effective factors on depression in 
the univariate analysis. In the multivariate analysis, only the 
helpless approach was found to be effective on depression. 
According to these results, we think that depression is higher 
in individuals who use passive coping styles. Looking at the 
relationship between coping with stress and mindfulness, 
studies have found that mindfulness was positively associated 
with the self-confident, optimistic, and social support-seeking 
approaches. It has been negatively associated with the helpless 
and submissive approaches [27]. Again, many studies have 
shown the positive effects of mindfulness-based practices, such 
as mindfulness-based stress reduction program, mindfulness-
based cognitive therapy, and dialectical behavior therapy on 
coping with stress and stress factors [27-29]. In this study, a 
significant positive correlation was observed between MAAS 
scores and social support-seeking sub-scale scores, an active 
coping style, in line with the literature. While no significant 
relationship was observed between MAAS scores and optimistic 
approach subscale scores, another active coping style, a 
negative correlation was observed between MAAS scores and 
self-confident subscale scores, contrary to expectations. One 
of the potential reasons for this may be the low number of 
participants. Another reason can be the characteristic of WCSI 
since it is a self-report scale. The use of author-reported scales 
can provide more meaningful results.

Study Limitations 

Limitation of our study, apart from what we have mentioned 
before, is that it was conducted in a cross-sectional design, as 
the causal relationship between variables may not have been 
adequately revealed. Since the study included only residents, 
most of the participants were young and healthy individuals, 
and this prevented generalization of the findings to different 
age groups. Additionally, the fact that the study consisted 
of EMR prevents us from extrapolation of the findings to 
emergency physicians and other branch residents and 
specialists. Another limitation is utilization of self-report scales 
to measure the major endpoints, which may have represented 
a source of bias for each participant.

Conclusion

In EMR; increasing mindfulness levels can be an important 
protective factor for depression. Depression rates were 
significantly lower in those who chose the medical school 
and ED voluntarily than in those who made their decisions 
randomly. Depression is higher in individuals who use passive 
coping styles. According to the findings we have obtained, 
studies aimed at increasing mindfulness will positively affect 
the coping skills of EMR and will reduce depressive symptoms. 
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However, further studies with larger sample groups are needed 
to confirm this conclusion.
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