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ABSTRACT

RÉSUMÉ

Introduction. Burnout is one of the major unresolved
problems of healthcare professionals. Considering the
recent situation with COVID-19 and associated psychological stress, this issue becomes high- critical over
the world.
Objective. The study aimed at validating the effectiveness of Asimov’s coping strategy among a group of primary care physicians in reducing emotional burnout.
Material and methods. The study was conducted
in Almaty (Kazakhstan). The volunteers (N = 243)
were randomly divided into intervention group (IG)
and control group (CG). In the IG, short-term psychotherapy based on the coping strategy (Asimov method)
was implemented. Methods of measurement of emotional burnout included the use of emotional burnout
(‘Maslach’) and Lazarus questionnaires. In addition,
factors related to demography, work, and lifestyle were
assessed as well.
Results. The assessment of the emotional burnout showed a high level of emotional burnout in
both groups (p>0.05). After 6 months, emotional
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Introduction. L’épuisement professionnel est l’un des
principaux problèmes non résolus des professionnels
de la santé. Compte tenu de la situation récente de
l’infection au COVID-19 et du stress psychologique associé, ce problème devient extrêmement critique dans
le monde.
Objectif. L’étude visait à valider l’efficacité de la stratégie d’adaptation d’Asimov auprès d’un groupe de médecins de soins primaires pour réduire l’épuisement
émotionnel.
Materiel et méthodes. L’étude a été menée à
Almaty (Kazakhstan). Les volontaires (N = 243) ont
été répartis au hasard en groupes d’intervention (IG)
et témoins (CG). Dans le groupe IG, une psychothérapie de courte durée basée sur la stratégie d’adaptation
(méthode Asimov) a été mise en place. Les méthodes
de mesure de l’épuisement émotionnel comprenaient
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exhaustion (EE) (p=0.019) and depersonalization (DP)
(p=0.028) indicators in the IG group were reduced, in
contrast to the CG group, except for the lack of personal achievement (PA) (p=0.067). However, after 12
months, indicators of EE and DP were decreased, at
the same time the PA indicator was elevated in the IG
group (p <0.05). The data of the study based on the
Lazarus questionnaire (12 months) showed the effectiveness of this method (p <0.05).
Conclusions. The use of Asimov’s coping strategy
showed a positive effect on the emotional status of
primary care physicians. Such a strategy possesses the
potential for the management of the psychological stability of doctors who underwent emotional burnout.
Keywords: emotional burnout, coping strategy, primary care physician.
Abbreviations
IG = intervention group
CG = control group
EE = emotional exhaustion
DP= depersonalization
PA= absence of personal achievements

l’utilisation de l’épuisement émotionnel («Maslach») et
des questionnaires Lazarus. De plus, des facteurs liés
à la démographie, au travail et aux styles de vie ont
également été évalués.
Résultats. L’évaluation du burnout émotionnel a
montré un niveau élevé de burnout émotionnel dans
deux groupes (p> 0,05). Après 6 mois depuis le début,
les indicateurs d’épuisement émotionnel (EE) (p =
0,019) et de dépersonnalisation (DP) (p = 0,028) ont
été réduits dans le groupe IG, contrairement au groupe
CG, sauf pour le manque d’accomplissement personnel (PA ) (p = 0,067). Cependant, après 12 mois, les
indicateurs d'EE et de DP ont été diminués, en même
temps l'indicateur PA était élevé dans le groupe IG
(p <0,05). Les données de l’étude basées sur le questionnaire Lazarus (12 mois) ont montré l’efficacité de
cette méthode (p <0,05).
Conclusions. L’utilisation de la stratégie d’adaptation
d’Asimov a montré un effet positif sur l’état émotionnel des médecins de soins primaires. Une telle stratégie
possède le potentiel pour la gestion de la stabilité psychologique des médecins qui ont subi un épuisement
émotionnel.
Mots-clés: épuisement émotionnel, stratégie d’adaptation, médecin de premier recours.

INTRODUCTION
Burnout syndrome among healthcare professionals is a complex of psychological symptoms linked to
professional activity. The burnout has been associated
with emotional exhaustion, depersonalization, and a
decrease in the assessment of personal accomplishment, resulting in the decline of life quality, health,
and finally, in the problems of the healthcare system1.
It encompasses low-work productivity, an increase in
staff turnover, a decrease in the number of patients,
and finally, an increase in costs. In addition, burnout
also results in a negative impact on patients, because
of the low quality of medical care and the rise of medical errors, leading to longer recovery periods1,2. It is
worth noting that burnout syndrome has also significant negative consequences for the doctors themselves, such as disappointments in the chosen profession3, the conflicts in the family, alcohol abuse, the
development of depression, and suicidal tendencies4.
Burnout syndrome occurs as a result of a complex interaction of social and individual factors.
These include work-related stress, length of hours
spent at work, high workloads, conflicts, organizational changes, and reduced social and organizational
support, lack of psychological support and disturbance of family-life balance5.

The widespread introduction of electronic medical records and intensification of work led to a significant overload of clinicians. It results in the development of psychological stress and professional burnout6.
In some countries, the rate of burnout of healthcare
workers exceeds 50%9. Many studies note that the susceptibility of medical workers to burnout depends on
their specialty7,8. General practitioners and specialists
working in the field of primary healthcare, due to the
necessity to make an initial diagnosis for undifferentiated patients, are more likely than other doctors to
experience some uncertainty in the decision-making
process10 and associated stress and burnout7.
Up to date, some reports and recommendations
on the prevalence of burnout have been published,
however the progress on the treatment and prevention of emotional burnout is still insufficient11-13.
From well-known practices, the help of professional
psychologists or coaching services with solving the
problems of burnout is still limited for healthcare
workers, particularly in low-income countries14.
The current methods for overcoming burnout
are sub-divided into doctor-oriented and organization-oriented. The doctor-oriented approach includes
cognitive-behavioural methods to enhance professional competence and improve communication and
cognitive skills. Organization-oriented interventions
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consist of decisions aimed at reducing the workload,
optimization of teamwork, and encouraging the participation of doctors in decision-making15. Such an
approach demonstrated an advantage in comparison
with the doctor-oriented method16.
In fact, the evaluation of methods aimed at the
reduction of the occurrence of burnout among doctors showed limited use in randomized trials1. The
average duration of some studies did not exceed one
week, which is, definitely not, enough to method
validation. Longer studies are needed to assess the
medium and long-term effects of coping strategies17.
In a study conducted by Gregory et al, doctors
were asked to reduce their workload in order to decrease the main symptoms of burnout18. According to
the results of this study, the indicators of emotional
exhaustion and depersonalization were diminished
(after 3 and 6 months). However, the disadvantage of
this study was the lack of randomization.
Up to date, there is not enough data about the
emotional burnout of healthcare professionals in
Central Asia, particularly about primary healthcare
workers in Kazakhstan. One of rare studies on the
emotional burnout syndrome of medical staff conducted in a cardiology hospital (Almaty, Kazakhstan)
showed a rather high level of depersonalization
among doctors and nurses19; however, no coping strategies were used in this study.

THE AIM OF THIS STUDY was to evaluate the effective-

ness of Asimov’s coping strategy in reducing emotional burnout among a group of primary care physicians
in Almaty, Kazakhstan. It was dictated by the high
prevalence of stress among physicians, its negative
consequences for the healthcare system, and the lack
of data on the level of emotional burnout of primary
care professionals in the Republic of Kazakhstan.

MATERIALS

AND METHODS

All protocols pertaining to human subjects
were first approved by the Ethical Committee of
S.D. Asfendiyarov Kazakh National Medical
University, Almaty, Kazakhstan (protocol LEC No 4
(81) by 27. 03. 2019). All procedures performed in
studies involving human participants were in accordance with the 1964 Helsinki declaration and its
later amendments or comparable ethical standards.
Informed consent was obtained from all volunteers
included in the study.
Study participants

The study was conducted in Almaty, Kazakhstan.
Two out-patient-clinics from each of the eight city
districts were randomly selected (total: 16 clinics).
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Figure 1. Scheme of recruitment of study participants.

Questionnaires were sent to all doctors (involved in
primary healthcare) in selected polyclinics (N = 560).
Initially, an invitation to participate in this study, informed consent, along with the detailed information
and instructions, were sent by e-mail.
In case of the consent of the participants,
web-based questionnaires were sent out. Figure 1
shows that 42 participants (7.5%) refused to participate at the initial stage, while 60 participants (10.7%)
did not provide the results of the questionnaire. Of
the remaining 458 participants, 215 participants
(38.3%) were not included in the study for some reasons, such as the absence of informed consent, incompleteness or unfilling out of the questionnaire,
etc.
Inclusion criteria: the participant must be a practicing physician of the primary health-care system in
Almaty; he/she should have at least one year of work
experience; he/she must provide signed informed
consent.
Exclusion criteria: incomplete filling out of questionnaires, refusal to participate in the study, lack of
informed consent, dismissal from work.
The remaining participants (n = 243) were assigned with an individual number, after which they
were randomized using online random tools (experimental and control groups into two groups):
 group of control (CG): intervention was not done;
 intervention group (IG): the participants individually underwent short-term psychotherapy based on
the coping strategy (Asimov method) at the beginning of the study, after 6 and 12 months).
The experimental (n = 121) and control (n =
122) groups underwent online testing according to
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the questionnaire at the beginning of the study (after
6 and 12 months), a total of 3 measurements were
obtained for each group of participants.
Thus, for a randomized trial, 243 (43.3%) of the
560 participants were included. In the experimental
group, 37 (6.6%) participants refused to continue before the start of the study. The main reasons were: 1)
no time = 2 (0.35%), 2) not suitable time = 3 (0.53%),
3) personal reasons = 11 (1.96% ), 4) unidentified reasons = 20 (3.57%), and 5) willing to quit = 1 (0.17%).
Before the procedure, 42 (7.5%) study participants refused to participate in the control group (example reasons: no time = 9 (1.6%), unsuitable time =
3 (0.53%), personal reasons = 11 (1 , 96%), unknown
reasons = 9 (1.6%), and willing to quit = 3 (0.53% ). All
stages of the study were completed by 52 (9.2%) participants in the experimental group and by 60 (10.7%)
participants in the control group.
Criteria for evaluation

All participants were asked to fill out online
forms at the beginning of the study (after 6 and 12
months). They also received a reminder (by email)
about the need of filling out the questionnaires.
The questionnaire was available for filling out
within one week from the date of receiving the
email. Participants completed their own survey using ‘SurveyMonkey’© programme. The questionnaire
consisted of several parts: demographic data, questions on determining the level of emotional burnout according to ‘Maslach’, and questions from the
Lazarus „coping strategy“ questionnaires.
1. As in many standard studies evaluating employee’
burnout, demographic data were collected, which
included age, gender, marital status, and the presence of children. Data on the characteristics of
employment included the degree of qualification
in the specialty, time of employment, the nature of
work, the total time of the workload (for 1 month),
and the average duration of sleep per day.
2. The use of the Maslach Emotional Burnout
Questionnaire (MBI-HSS MP) in the study was dictated by the fact that this questionnaire is the most
widely used tool for measuring burnout among
healthcare providers20. The questionnaire consists of 22 criteria, and it evaluates three aspects
of the burnout syndrome: emotional exhaustion
(EE), depersonalization (DP), and lack of personal
achievement (PA) according to the 6-point Likert
model, where the scale is from 0 (never) to 6 (every
day). Each subscale has been evaluated individually
and assessed on a continuous scale13.
A high degree of burnout was recorded if the
indicators were equal to EE ≥ 27 points, DP ≥ 10
and PA <33. Moderate burnout was determined in

the case of 26 <EE <19 points, 6 <DP <9 points and
34 <PA <39 points. Low levels of burnout have corresponded to EE ≤ 18 points, DP ≤ 5 points, and PA
≥ 40 points21.
The 9-point Emotional Exhaustion (EE) scale
measures the feeling of emotional overwork and exhaustion at work. The 5-element Depersonalization
Scale (DP) measures the insensitive and impersonal response to recipients of services, care, treatment, or education. Higher grades correspond to greater degrees
of experimental burnout. The Personal Achievement
Scale (PA), consisting of 8 points, measures feelings of
competence and success in working with other people.
A 6-point professional performance scale measures a
sense of competence and success in a job. This sense
of personal success emphasizes the efficiency and success in exerting beneficial effects on people. A 5-point
cynicism scale measures indifference or distance relation to one’s work. Cynicism, as measured by this
scale, is a mechanism that allows to distance oneself
from the debilitating job requirements21.
To test the reliability of the Maslach test,
tau-equivalent reliability (a measurement of internal
consistency; ‘Alpha Cronbach’) was calculated. For
the samples, a coefficient of emotional burnout was
chosen to be 0.90 (0.87 for emotional burnout, 0.80
for depersonalization, and 0.83 for lack of personal
achievement).
3. In addition, coping was also assessed by using Lazarus method. The technique is designed to
determine coping mechanisms, ways to overcome
difficulties in various fields of mental activity, and
coping strategies. The questionnaire is considered
the first standard technique in the field of measuring
coping. The technique was first developed by Lazarus
and Folkman in 1988, and then, it was adapted by
Kryukova, Kuftyak, and Zamyshlyaeva in 200422.
According to this method, a health professional is
offered 50 statements regarding behaviour in difficult
life situations. The test subject must evaluate how
often these behavioural patterns appear in his/her
life. The Lazarus „copy-strategy“ questionnaire allows
identifying the following indicators: confrontive coping, distancing, self-control, seeking social support,
accepting responsibility, escape-avoidance, planful
problem-solving, a positive reappraisal. This technique aims at analyzing the preferred behaviours in
difficult life situations. When answering each question, a point is awarded on a scale where 0 (never),
1 (rarely), 2 (sometimes), and 3 (often).
The maximum value on the question that the
subject can score is 3, and for all answers is overall
a maximum of 18 points. According to the results,
scores from 0 to 6 refer to a low level of tension,
which indicates an adaptive version of coping. Points
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Figure 2. Determination of feelings by Asimov’s method. The vital part of Asimov method is the distribution of feelings on the fingers of the palm that plays an important role for quick memorization. According to this method, there
are 11 feelings: joy, excitement, anxiety, fear, sadness, sorrow, longing, irritation, anger, wrath and relative calm. It is
important to note that on three fingers the feelings are marked in increasing order. Relative calm is the state when the
prevailing feeling cannot be distinguished. It is desirable to find a specific feeling from the remaining 10 feelings.

from 7 to 12 correspond to the average adaptive potential of a person in a borderline state, whilst the
points from 13 to 18 indicate a high coping tension,
reflecting a pronounced maladaptation.
Intervention

In the experimental group, the method of
short-term psychotherapy (Asimov’s method) was applied based on the coping strategy, which consists of
five successive steps:
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 1st step – differentiation and self-knowledge;
 2nd step – awareness of the state through induced
images;
 3rd step – awareness of the state through spontaneous images with closed eyes;
 4th step – awareness of the state through spontaneous images with open eyes;
 5th step – environmentally friendly behaviour.
At the beginning of the study, psychometric research methods were carried out. After this, individual
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short-term psychotherapy based on a coping strategy
was conducted (duration: 9-12 times a month for 50
minutes). Sessions of short-term psychotherapy were carried out using video communication. Short-term
psychotherapy was repeated after 6 months and 12
months. All video materials of the interview were recorded, after subsequent decryption were deleted.
Participants have been taught the skill of observing and differentiating a state. The main meaning of
this technique is founded on the fact that the mental
state consists of feelings, sensations, and images. In
this regard, the assessment of the psychological state
is based on identifying three factors (‘triad’): feelings,
sensations, and images. The ‘sensations’ include heat,
warmth, coolness, cold, pain, heaviness, tightness,
trembling, compressing, crushing, bursting, pricking,
twisting, choking, numb, numbness, dryness, humidity, tightens, and yanks. It is important to clarify the
localization of sensation (in the upper/ lower body, in
the extremities, irradiation of sensation). It is also necessary to examine the internal state and find sensation
in every part of the body, organs, and the whole body
as well. The ‘feelings’ encompass joy, calm, excitement, anxiety, fear, irritation, anger, wrath, sadness,
sorrow and longing (Figure 2). The ‘images’ were defined as clear or incomprehensible. Then, through the
induced images, the method acts on a subconscious
level, helps the participant to realize his condition
with the help of feelings, sensations.
In phases 3 and 4, the mental state is assessed and
defined through spontaneous images with closed /
open eyes of the participant. The participant experiences a stressful situation with the help of spontaneous images. For self-perception of emotional state, a sequence
of changing images, and the corresponding feelings and
sensations are necessary as a condition for controlling
the mind’s state (‘image-feeling-sensation’ triad).
At the last step, the participant learns the skill
of environmental behaviour through awareness of
his/her condition It leads to the formation of an
effective system of behavioural strategies in stressful situations, and the creation of adaptive mechanisms. The essence of environmental behaviour is
awareness and realizing feelings, images, sensations,
leading to the development of the skill of expressing
one’s state. Thus, through the expression of feelings
and thoughts, a person could come to environmental
verbalization in communication with society. In this
context, manifestation and expression of feelings are
different concepts. However, manifesting a negative
state (for example: frowning, shouting, crying) can
result in conflicting behaviour, whilst the expressing
a mindful state (for example, using expressions such
as „I think ...“, „I feel ...“ one can help to achieve an
‘environmental behaviour’.

Statistical analysis

Statistical analysis was performed using SPSS
22.0 software (USA). Numerical data were presented as mean ± standard deviation (SD). ANOVA
(analysis of variance) method was used for statistical analysis. The results were calculated using confidence intervals of average values for the
compared groups. The error of the mean values
and the arithmetic mean did not exceed 5%. In
all cases, P <0.05 was considered statistically significant. The Kolmogorov-Smirnov test confirmed
that all variables were normally distributed (p>
0.05). The Leven test determined the uniformity of
variances for each of the variable (p> 0.05).

RESULTS
The main characteristics of the studied population are presented in Table 1. The demographic
analysis showed that among the participants, women
made up 68.3% in the control and 71.1% in the experimental group.
To a greater extent, with an indicator of 75% in
the control and intervention groups, the average age
of respondents ranged from 31 to 40 years. With regard to marital status, the majority of respondents in
the intervention group and in the control group
(96.2% and 91.7%, respectively) were married. 96.2%
in the intervention group and 88.3% in the control
group had one or more children.
According to the characteristics of professional
activity, 65% of doctors in the control group and
69.7% in the group using the Asimov method had at
least 7 years of work experience. Most of primary care
physicians in the control group (55%) and in the intervention group (52%) worked with adult population.
Regarding the total working hours, 38.5% of respondents in the intervention group and 41.7% in the
control group worked 48-56 hours each working week.
The average duration of sleep of the most respondents
in the control group (43.3%) and in the intervention
group (48.1%) was 6-8 hours per day (Table 1).
According to the results, there was no statistically significant difference between age, gender,
marital status and specialty of doctors in the two
groups (p <0.05) .
Assessment of burnout by the questionnaire Maslach

The results of the assessment of emotional burnout according to the Maslach questionnaire at the beginning of the study in the two groups showed a high
level of emotional burnout (Table 2). EE in the CG
group (27.4±3.2) and in the IG group (28.1±2.8) indicators related to high depletion rates did not differ
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Table 1. Characteristics of participants depending on the study group
Characteristic
Gender

Age

Family status

Children

Work experience

time busy (busy time)

By type or nature of
work

Intervention
N = 52 (%)

Controls
N = 60 (%)

Women

37 (71.1)

41 (68.3)

78 (69.6)

Men

15 (28.8)

19 (31.6)

24 (30.3)

20-30

6 (11.5)

7 (11.7)

13 (11.6)

31-40

39 (75)

45 (75)

84 (75)

Category

51-60

7 (13.5)

8 (13.3)

15 (13.4)

Married (married)

50 (96.2)

55 (91.7)

105 (93.7)

Divorced

1 (1.9)

3 (5)

4 (3.6)

Alone

1 (1.9)

2 (3.3)

3 (4.6)

No

2 (3.8)

7 (11.7)

9 (8.03)

One or more

50 (96.2)

53 (88.3)

103 (92)

From 1 to 3 years

5 (9.6)

6 (10)

11 (9.8)

At least 3 years

8 (15.4)

10 (16.7)

18 (16.07)

At least 7 years

36 (69.2)

39 (65)

75 (67)

10 years or more

3 (5.8)

5 (8.3)

8 (7.1)

full time employment

50 (96.2)

57 (95)

107 (95.5)

partial time of employment

2 (3.8)

3 (5)

5 (4,5)

adult

27 (52)

33 (55)

60 (53.5)

children’s

23 (44.2)

26 (43.3)

49 (43.7)

howl

2 (3.8)

1 (1.7)

3 (2.7)

7 (13.5)

5 (8.3)

12 (10.7)

48 – 56 hours

20 (38.5)

25 (41.7)

45 (40.6)

56 and more

25 (48)

30 (50)

55 (49.1)

36 – 48 hours
Total working time for
1 week

Average sleep time per
day

Less than 4 hours

6 (11.6)

8 (13.3)

14 (12.5)

4-6 hours

19 (36.5)

23 (38.3)

42 (37.5)

6-8 hours

25 (48.1)

26 (43.3)

51 (45.5)

More than 8 hours

2 (3.8)

3 (5)

5 (4,5)

significantly from each other (p=0.059). DP indicators also showed a high level of burnout, with the
results of 10.3±2.4 and 10.8±1.9 in the CG and IG
groups, respectively, without a statistical difference
(p = 0.061). PA with low indices in the group CG
(34.9±4.5) and IG (32.7±3.3) also did not differ from
each other with significant statistical significance,
that proves the uniformity of indicators of emotional
burnout in both groups.
6 months after the start of the study (Table 3),
the EE in the IG group (24.7±2.1), in contrast to the
CG group (28.3±4.2), demonstrated a decrease with
a significant difference (p = 0.019). On the DP scale,
the IG group (8.4±1.3), in contrast to the CG group
(10.2±2.0), also showed a decrease in this indicator
with a significant difference (p = 0.028). However,
the PA indicator after 6 months in the groups CG
(33.1±1.9) and IG (31.9±2.8) did not show significant
statistical differences (p = 0.067).
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Total

12 months after the start of the study based on
the Maslach questionnaire, there was a decrease in all
indicators of emotional burnout in the groups where
the intervention was used, in contrast to the control
group (Table 4). EE indices in the IG group with a
score of 18.9 ± 4.9 showed a significant decrease compared to the CG group (p = 0.017). DP indicators in
the IG group with an index of 8.4±1.3 were reduced
in contrast to CG (11.2±0.9), which was considered
statistically significant (p = 0.01). PA in the CG group
was 33.1±1.9, however, in the IG group, this indicator increased to 42.2±3.9, which was regarded as a
positive effect of the intervention with a statistically
significant difference (p = 0.021).
Evaluation of indicators for Lazarus coping
method

The results of studying coping mechanisms, including overcoming difficulties in various fields of
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Table 2. Assessment of emotional burnout of both groups (CG / IG)
according to the Maslach questionnaire at the beginning of the study.
Emotional exhaustion ( EE)

Item’s
or
Index

Depersonalization ( DP)

Absence of personal achievements
(PA)

Cg

IG

Cg

IG

Cg

IG

Mean

27.4

28.1

10.3

10.8

34.9

32,7

Standard
deviation

3.2

2,8

2,4

1.9

4,5

3.3

95% CI

26.1-28.9

25.9-28.4

8.3-11.1

8.1-11.4

32.8-35.2

31.1-34.5

Cronbach’s, 

0.91

0.90

0.75

0.78

0.71

0.76

t – Student , p

p = 0. 059

p = 0.061

p = 0. 079

Table 3. Assessment of emotional burnout of both groups (CG / IG) according to the Maslach questionnaire 6
months after the start of the study.
Item ‘ s
or
Index

Emotional exhaustion (EE)

Mean

Depersonalization ( DP)

Absence of personal
achievements ( PA)

Cg

IG

Cg

IG

Cg

IG

28.3

24.7

10.2

8.4

33.1

31.9

Standard deviation

4.2

2.1

2.0

1.3

1. 9

2,8

95% CI

26.0-28.7

23.1-25.7

9.2-10.9

7.9-8.8

30. 9 -34.2

31.1-33.6

Cronbach ‘ s , 

0.91

0.89

0,077

0.83

0.81

0.79

t - Student, p

p = 0.019

p = 0.028

p = 0.067

Table 4. Assessment of emotional burnout of both groups (CG/ IG) according to
the Maslach questionnaire, 12 months after the start of the study.
Item ‘ s
or
Index
Mean

Emotional exhaustion ( EE)

Depersonalization ( DP)

Absence of personal
achievements ( PA)

Cg

IG

Cg

IG

Cg

IG

29.2

18.9

11.2

8.4

33.1

42.2

Standard deviation

1.9

4.9

0.9

1.3

1. 9

3.9

95% CI

27.1-30.5

16.9-20.8

10. 1 -12.0

7.9-8.8

30.9-34.2

39.0-44.1

Cronbach ‘ s , 

0.88

0.89

0,081

0.83

0.81

0.76

t-Student criterion, p

p = 0.017

activity) based on the Lazarus copying test, showed
that at the beginning of the study in the CG and IG
groups for all eight indicators there was no statistically significant difference, which indicates equivalent
emotional burnout in both groups (Table 5). During
the period from the start of the study (p=0.83) and
after 6 months (p=0.49), there was no significant decrease in maladaptation copings in the CG group,
compared with a time period of 12 months from
the start with a statistically significant difference
(p=0.01), and in contrast to the data of IG group.
After 6 months, the IG group was characterized by indicators of „confrontive coping“ 10.3±1.8,
„self-control“ 10.8±0.3, „accepting responsibility“ 10.6±2.3, „escape-avoidance“ 9.0±1.0, „planful

p = 0.01

p = 0.021

problem-solving“ 9.1±0.4 and „positive reappraisal“
8.4±0.9 that indicates a decrease with a significant
difference in comparison with the CG group (p
<0.05).
In the IG group, in comparison with the start of
the study, the „confrontive coping“ indicator showed
a decrease from 12.1±4.2 to 5.8±0.3 with a statistically
significant difference (p <0.05) (after 12 months). The
same statistically significant almost twofold decrease
in „confrontive coping“ from 10.3±4.2 to 5.8±0.3
was observed when comparing the indicators after 6
months and 12 months (p<0.05), respectively. Such
indicators as „distance“, „seeking social support“ and
„positive reappraisal“ after 12 months, compared
with the data from the questionnaire from the start
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Table 5. Evaluation of coping by Lazarus of both groups (CG / IG) at the beginning, after 6 and 12 months of
the study.
Indicators

Study start

In 6 months

After 12 months

Cg

IG

Cg

IG

Cg

IG

Confrontive coping

11.9 ± 3.5

12.1 ± 4.2

12.9 ± 2.4

10.3 ± 1.8 *

13.4 ± 1

5.8 ± 0.3 º #

Distancing

9.6 ± 0.7

10.0 ± 1.2

10.2 ± 0.3

9.4 ± 0.2

9.7 ± 1.3

8.9 ± 1.2 º

Self control

12.9 ± 1.7

13.4 ± 1.3

11.8 ± 3.2

10.8 ± 0.3 *

11.8 ± 08

8.01 ± 0.6 º #

Seeking social support

8.7 ± 1.6

8.9 ± 0.8

8.8 ± 0.2

7.1 ± 0.4

8.7 ± 1.5

6.9 ± 1.3 º

Accepting responsibility

12.7 ± 1.5

13.3 ± 1.1

13.1 ± 0.7

10.6 ± 2.3 *

13.0 ± 2.5

8.4 ± 1.2 º #

Escape – Avoidance

13.7 ± 0.4

13.9 ± 0.7

12.9 ± 1.1

9.0 ± 1.0 *

13.8 ± 03

6.1 ± 0.7 º #

Planful problem solving

10.9 ± 1.6

11.9 ± 0.7

10.7 ± 1.3

9.1 ± 0.4 *

10.4 ± 1.8

8.5 ± 0.9 º #

Positive reappraisal

14.2 ± 0.3

13.9 ± 1.0

14.4 ± 0.3

8.4 ± 0.9 *

14.1 ± 0.7

8.1 ± 2.4 º

Student’s T test

p = 0.83

p = 0.49

p = 0.01

* difference of 6 months from the start of the study
º difference of 12 months from the start of the study
# difference of 12 months from 6 months

of the study, also demonstrated a significant decrease
to 8.9±1.2, 6.9±1.3 and 6.9±1.3, respectively (p <
0.05). The values of „self-control“ after 12 months
compared with the start of the study (13.4±1.3) and
after 6 months with indicators of 10.8±0.3 decreased
with a statistically significant difference to 8.01±0.6
(p <0.05). Another indicator, „accepting responsibility“ after 12 months, was significantly reduced to
8.4±1.2, in contrast to the start of the intervention
(13.3±1.1) and compared with the indicator calculated
after 6 months (10.6±2.3).
The effect of the intervention also had a positive
effect on the escape-avoidance coping indices, which
was 6.1±0.7 after 12 months. Such a decrease was
statistically significant, unlike the indicators at the
beginning of the study (6.1±0.7) and after 6 months
(9.0±1.0) from the beginning of using the Asimov
method (p <0.05). Data on the coping of „planful
problem-solving“ after 12 months also showed a significant decrease to 8.5±0.9 compared with the start
of the study in IG, when the indicators were 11.9±0.7
(p <0.05). In addition, the dynamics of a significant
decrease in scores on the „planful problem-solving“
scale in the IG group remained the same 12 months
later, in contrast to 6 months after the start of the
intervention, from 9.1±0.4 to 8.5±0.9, respectively.

DISCUSSION
The high prevalence and the negative impact
of emotional burnout among medical workers spur
the interest of researchers to find a solution to this
problem23. In the presented study, the use of Asimov’s
coping strategy (based on the method of short-term
psychotherapy) showed a consistently positive effect
on the emotional burnout of primary care physicians.
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It has been achieved through the step-by-step awareness of their condition and the development of adaptive mechanisms. We hypothesized that the Asimov
method is able of decreasing the symptoms of emotional burnout. This hypothesis was tested by using
the methodology of a randomized controlled trial
with the participation of 243 primary care physicians
in Almaty city (Kazakhstan).
As a strategy, the development of awareness
aimed at increasing concentration in work and the
ability to regulate emotions. Such an approach can be
a solution for reducing stress and burnout of doctors.
The development of awareness is based on flexibility, and it can be considered as the optimal strategy
for clinicians, who are normally busy and overloaded
with the work24. The results of the study confirmed
that primary care physicians who used Asimov’s coping strategy noted a decrease in burnout-induced
stress (compared to the control group).
Efforts on the management of burnout-associated states are often aimed at improving resistance to a
given condition, but not at identifying and eliminating the cause. However, without an understanding of
the cause of burnout, the development of measures
to reduce it will be unsuccessful18. In this regard,
methods such as improving self-awareness and the
development of self-control (based on reducing stress
itself) have been recognized as effective methods to
diminish negative consequences25.
Copying methods usually refer to the behavioural and psychological efforts that are used to
combat stress. For example, there are studies indicating that such behavioural techniques as talking
with colleagues, a break in work, the use of humour,
and frequent spending time with family can significantly reduce the occurrence of emotional exhaustion
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compared to ignoring the presence of stress and keeping the stress experienced within oneself 26. However,
this approach requires further in-depth research and
validation. It should be also noted that personal
mechanisms for assessing threats and overcoming
them can vary sufficiently for each person, and the
occurrence of burnout will directly depend on personal qualities27. In this regard, individual work on
overcoming burnout for each case would definitely
be more effective. However, training programmes designed for small groups of doctors showed effectiveness in reducing stress, including depersonalization.
This intervention could not be considered as a panacea for a doctor’s burnout, but it is an important addition to maintaining a healthy mental state of medical
professionals28.
The protection of emotional well-being of doctors is vital because the widespread occupational risks
specific to the medical profession expose doctors to
the risk of distress. This includes informing patients
about their diseases, with a non-comforting prognosis
of the diagnosis, encountering a severe reaction of patients in response, working with dying patients, making difficult clinical decisions, taking into account
the risk of possible death and harm to health29.
In connection with the positive results obtained
on the effectiveness of Asimov’s coping strategy for
the burnout of doctors, this approach can prove to
be an effective method for increasing the emotional
stability of doctors. Moreover, such a strategy can be
applied individually and in group sessions of psychotherapy. According to the results of this study, the
physicians in the control group even after a period of
12 months showed no decrease in emotional burnout
that indicates the importance and relevance of psychological intervention.
There are reports on the relationship between
the occurrence of burnout syndrome and factors such
as gender, age, children, and the marital status of a
medical worker1. However, we did not detect statistically significant differences between age, gender,
marital status, and the specialty of doctors in the two
groups (p <0.05).
In previous studies on the assessment of emotional burnout based on the Maslach questionnaire,
the stress reduction training has been focussed on
the enhancement of awareness leading to a decrease
in the level of depersonalization (p=0.03)30. However,
in this study there was no randomization. Moreover,
there was no follow-up period after the training,
which cannot guarantee a sustainable effect of reducing emotional burnout. In addition, in another
study, the levels of EE and the absence of PA were
assessed by using the Maslach questionnaire. The
results demonstrated that after 6 months the initial

level of EE and PF did not show a statistically significant change towards a significant decrease in burnout 31. It indicates the need and therapeutic potential
of such psychological intervention. A study on the
use of ‘coping-awareness’ method for 8 weeks showed
a change in the average EE (25.1), high DP (9.8), low
PA range (38.8), low EE, average DP score and the
absence of a significant difference in the PA indices32.
According to obtained results, the indicators
of emotional exhaustion such as EE (18.9), DP (8.4)
were significantly reduced. Moreover, it was observed
a gradual raise of PA (42.2) after 12 months from the
start of the study, that indicates a consistent and sustainable curing effect.
It must be noted that other studies based on the
use of Lazarus coping method have been predominantly focussed on the positive reappraisal and planful problem-solving. However, the need for other coping mechanisms and alternative approaches were not
ruled out 33.
In our study, after 12 months of applying
Asimov’s coping strategy, none of the eight scales (according to the Lazarus questionnaire) showed a high
coping intensity compared to the beginning of the intervention (points 13-18). Also, the average levels on
the scales of „confrontive coping“ and „seeking social
support“ gave way to low indicators, which indicates
the adaptive version of coping. At the same time, high
rates of severe maladaptation at the beginning of the
study, such as „self-control“, „accepting responsibility“ and „positive reappraisal“ were transformed into
an average level of tension. And on the scale of „escape-avoidance“ after 12 months in the intervention
group, we observed low indicators of tension, which
proves the effectiveness of the method.
Given the recent challenges related to the
COVID-19 pandemic, the problem of the doctors’
burnout, and its prevention do not lose its relevance.
Surveys showed that most of medical workers working in isolation wards of hospitals do not receive
training and support for psychiatric care34. In this
situation, patients and medical personnel who work
at the forefront of the fight against coronavirus are
the most vulnerable category to psychological stress35.
However, one study came to the unexpected conclusion that, in comparison with doctors directly contacting patients with coronavirus, non-infectious doctors
had a high level of emotional burnout. At the same
time, physicians attending patients with COVID-19
demonstrated a high rate of personal achievement (according to questionnaires)36. These findings require
further intensive research and validation.
Apart from physicians, students of medical
universities, interns and residents especially, also
encounter difficulties and stress-related disorders,
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particularly at the start of practical activity37. Available
published data indicate that the emotional burnout
of doctors begins from the start of studying at medical universities. In fact, medical students experience a
high level of emotional burnout that also requires the
attention and practical solution38. In this regard, the
use of the Asimov coping method can be included in
the curriculum of interns and residents as a preventive measure against burnout and stress-associated
disorders.

CONCLUSIONS
To the best of our knowledge, this work is one
of the few randomized controlled studies to evaluate
the effectiveness of coping strategy on the emotional
state of primary care physicians in Central Asia. Our
data showed that the use of Asimov’s coping strategy
based on the short-term psychotherapy course had a
consistently positive effect on the emotional burnout
of primary care physicians. However, this study has
some limitations as well. The sample size was small. It
was caused by the difference in the doctors’ working
schedule, refusal to participate, and other reasons. In
this regard, further research with larger sample size is
planned in the future.
Apart from the use of such a method for doctors, this strategy can be also employed and implemented in the educational practice of medical universities in the form of short-term sessions. However, it
would require intensive research and development of
a program for further implementation in the process
of medical training in Kazakhstan, aimed at reducing the psychological incidence and burnout among
doctors.
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