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   Foreword   

 In the  Parables of Leadership , Chan Kim narrates a parable that he fi rst heard as a 
youth from a Korean master in the temples of Kyung Nam province of Korea. As the 
parable goes, to prepare his son to succeed him, the king sent the young prince to a 
renowned master to learn the fundamentals of being a good ruler. The master sent 
the young prince alone to the local forest and instructed him to return in a year and 
describe the sounds of the forest. When the young prince returned, the master asked 
the prince to describe what he heard and the prince replied, “Master, I could hear the 
cuckoos sing, the leaves rustle, the hummingbirds hum, the crickets chirp, the grass 
blow, the bees buzz, and the wind whisper and holler.” On hearing this, the master 
sent the young prince back into the forest to listen to the unheard sounds of the for-
est. The young prince wondered what else there was to hear, but he followed the 
master’s instructions and he began to listen more intently to experience the sounds 
of the forest. When the young prince returned, the master asked him what more had 
he heard. The prince replied, “Master, when I listened most closely, I could hear the 
unheard—the sound of fl owers opening, the sound of the sun warming the earth, 
and the sound of the grass drinking the morning dew,” and the master nodded in 
approval. It was only by cultivating mindfulness that the young prince was able to 
hear the unheard. 

 The concept and practice of mindfulness has been in the lexicon of all wisdom 
traditions in one form or another since the beginning of such traditions. Although 
individuals in the West have been searching for and/or practicing some form of 
mindfulness for many years, the practice of mindfulness meditation came into its 
own in the West when Jon Kabat-Zinn formulated and introduced Mindfulness- 
Based Stress Reduction (MBSR) about 35 years ago at the University of 
Massachusetts Medical Center. Mindfulness meditation has slowly gained traction 
since then and, in the past decade, we have witnessed increasing public and media 
attention, some favorable and some critical. But what is certain is that mindfulness 
has taken hold of people’s imagination in innumerable fi elds—medicine, psychol-
ogy, psychiatry, nursing, occupational therapies, social services, pediatrics, oncol-
ogy, diabetes, health and wellness, economics, and politics, among many others. 
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 Recent events—wars, medical epidemics, and natural disasters—have height-
ened our sense of suffering in this world. But suffering has been with us since the 
beginning of time and there is great need for simple ways by which we can over-
come or lessen suffering, regardless of its origins. While we may not be able to 
overcome the pain associated with various conditions we suffer from, surely we can 
lessen the suffering that such pain engenders. This quest for fi nding solutions to our 
suffering has been embraced by academic and scientifi c communities in their search 
for treatments, programs, or regimens that will provide lasting relief. What we need 
is a resource that informs us of the current status of what we know about these treat-
ments, programs, and regimens, the research evidence that underpins these 
approaches, and newer approaches that are in development which appear most 
promising. Fortunately, we now have this resource and we are indebted to the edi-
tors of this book for bringing together a stellar group of scientifi cally and clinically 
enlightened contributors who have sifted through the growing literature to inform us 
of the state of the art of mindfulness and its applications. 

 Mindfulness has always been a diffi cult term to defi ne in the context of science. 
Louis Armstrong, a prominent American jazz musician, once observed that, “If you 
have to ask what jazz is, you will never know.” The same could be said of mindful-
ness. But the notion of experiencing mindfulness to know what it is, as opposed to 
operationally defi ning it, is anathema to the scientifi c mind. Of course, there have 
been various attempts to defi ne mindfulness, an ill-translated Pāli word  sati , a rela-
tive of the Sanskrit word  smriti , which is traditionally translated as, “that which is 
remembered,” or recalling to one’s mind. In the context of Western science, there 
does not appear to be much consensus on how it can be defi ned in a unitary manner. 
For example, Jon Kabat-Zinn has defi ned it as “the awareness that emerges through 
paying attention on purpose, in the present moment, and non-judgmentally to the 
unfolding of experience moment to moment.” The great mindfulness meditation 
master, Munindra, suggested that in the context of daily life, mindfulness is the “. . 
. experiencing from moment to moment, living from moment to moment, without 
clinging, without condemning, without judging, without criticizing—choiceless 
awareness. . . It should be integrated into our whole life. It is actually an education 
in how to see, how to hear, how to smell, how to eat, how to drink, how to walk with 
full awareness.” 

 Over the years, Kabat-Zinn’s MBSR became mainstream and a small number of 
related mindfulness-based interventions (MBIs) emerged. To varying degrees, these 
MBIs were found to have a positive effect on individuals who had various diseases 
and disorders—both medical and psychiatric, physical and emotional. Such was the 
effectiveness of these interventions that they were ruled to be evidence-based, and 
mindfulness-based treatment guidelines were included by various professional 
associations in several countries. The fi rst generation of MBIs was uniformly secu-
lar in their presentation, often eschewing the spiritual bases of mindfulness medita-
tion practices. The recent advent of the second generation of MBIs has explicitly 
included other practices, most often Buddhist practices, which place these MBIs 
squarely in the spiritual realm. While one does not need to be a Buddhist to engage 
in these MBIs, the developers of these MBIs offer them as being more broad-based 
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and better equipped to produce transformational changes in the practitioners. These 
MBIs were developed to enable the practitioners to embody the teachings rather 
than focus on health and wellness as the primary outcomes. 

 There is natural tension between the secular and spiritual MBI traditions, but it 
need not be if the essence of both approaches is to be on the journey of life itself. 
The editors and contributors of this book cover a broad swath of the current mind-
fulness canvas—from assessment, diagnosis, and treatment to patient engagement 
in the practices. Taken as a whole, this book paints a very positive picture of the 
current status of the fi eld and promises even more in the future.  

   Augusta ,  GA ,  USA       Nirbhay     N.     Singh   
 2015   Medical College of Georgia

Georgia Regents University     
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    Chapter 1   
 Mindfulness and Buddhist-Derived Treatment 
Techniques in Mental Health and Addiction 
Settings       

       Edo     Shonin     ,     William     Van     Gordon    , and     Mark     D.     Griffi ths   

            Introduction 

 Mindfulness is a 2500-year-old Buddhist practice and is a fundamental part of the 
Buddhist path to spiritual awakening. The most popular defi nition of mindfulness in 
the mental health literature is the practice of  paying attention in a particular way : 
 on purpose ,  in the present moment ,  and non - judgmentally  (Kabat-Zinn,  1994 : p. 4). 
Other defi nitions employed in the clinical literature describe mindfulness as  the 
process of engaging a full ,  direct ,  and active awareness of experienced phenomena 
that is :  (i) spiritual in aspect, and (ii) maintained from one moment to the next  
(Shonin & Van Gordon,  2015 : p. 900). 

 Until a few decades ago, there was limited public and scientifi c interest in the 
West concerning the properties, correlates and applications of mindfulness. 
However, mindfulness is now arguably one of the fastest growing areas of mental 
health research. It is diffi cult to pinpoint precisely why mindfulness and related 
Buddhist practices are growing in popularity in Western clinical settings, but some 
possible explanations are the need to (1) fi nd alternatives to pharmacological treat-
ments, (2) augment the effi cacy of psychopathology treatments, and (3) offer cultur-
ally syntonic treatments to service users from increasingly diverse cultural and 
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religious backgrounds. Other factors likely to have asserted an infl uential role are 
the steady infl ux to the West of Buddhist teachers from the East, and what could be 
considered the growing acceptance in Western culture that responsibility for 
psycho- spiritual wellbeing rests with the individual rather than an external entity or 
divine being. A slightly less eloquent (albeit plausible) explanation is that the cur-
rent mindfulness trend has arisen for no reason other than the fact that popularity 
tends to foster popularity and that researching, practising or administering mindful-
ness approaches is—at least for the time being—a fashionable undertaking. 

 In terms of its psychotherapeutic applications, emerging evidence suggests that 
 mindfulness-based interventions (MBIs)   have applications for treating diverse 
 psychopathologies and mental health disorders including mood disorders, anxiety 
disorders, substance use disorders, gambling disorder, post-traumatic stress disor-
der, eating disorders, attention-defi cit hyperactivity disorder and schizophrenia 
(Arias, Steinberg, Banga, & Trestman,  2006 ; Edenfi eld & Saeed,  2012 ; Shonin, Van 
Gordon, & Griffi ths,  2014 ). Mindfulness currently features—with differing degrees 
of emphasis—in the treatment guidelines of the  American Psychiatric Association  
[APA], the UK’s  National Institute for Health and Care Excellence  [NICE] and the 
 Royal Australian and New Zealand College of Psychiatrists  [RANZCP] for the 
treatment in adults of either recurrent depression [APA and NICE] or binge-eating 
disorder [RANZCP] (Van Gordon, Shonin, & Griffi ths,  2015a ). 

 Since mindfulness was fi rst introduced into research and clinical settings approx-
imately 30 years ago, a signifi cant number of MBIs have been formulated and 
empirically evaluated. These range from MBIs intended to target a specifi c psycho-
pathology (e.g. mindfulness-based relapse prevention for the treatment of substance 
addiction) to MBIs that appear to have broader applications (e.g. mindfulness-based 
stress reduction). A further development in mindfulness research and practice has 
been the introduction in recent years of a second wave of MBI (Singh, Lancioni, 
Winton, Karazsia, & Singh,  2014 ). First-generation MBIs refer to interventions 
such as  mindfulness-based stress reduction   and  mindfulness-based cognitive 
 therapy   (Shonin & Van Gordon,  2015 ). First-generation and second-generation 
MBIs are both invariably tailored for utilisation in Western clinical settings (e.g. 
they are generally secular in nature). However, relative to the fi rst generation of 
MBIs, second- generation MBIs (such as meditation awareness training) tend to be 
more overtly spiritual in nature, and often teach mindfulness in conjunction with 
other meditative practices and principles (e.g. ethical awareness, impermanence, 
emptiness/nonself, loving-kindness and compassion meditation, etc.) that are tradi-
tionally deemed to promote effective mindfulness practice (Van Gordon, Shonin, 
Griffi ths, & Singh,  2015b ). 

 The recent development and empirical evaluation of  second-generation mindful-
ness approaches   has arguably arisen due to the fact that there has not always been 
complete agreement amongst researchers and clinicians as to (1) exactly what 
defi nes mindfulness and (2) what constitutes effective mindfulness practice (e.g. 
Chiesa,  2013 ; Rosch,  2007 ). Indeed, it is not uncommon for academic papers con-
cerning mindfulness to include a statement to the effect that  there is currently a lack 
of consensus amongst Western psychologists in terms of how to defi ne mindfulness . 
However, it is our personal view that too much emphasis is placed by academicians 
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on attempting to devise and disseminate an “absolute” or “all-encompassing” defi ni-
tion of mindfulness. This is not to say that certain aspects of Western psychological 
defi nitions of mindfulness would not benefi t from additional clarifi cation, but this 
should not detract from the important contribution that mindfulness research has 
made not only in terms of introducing a novel and cost-effective approach to treating 
mental illness, but to advancing understanding of the human mind more generally. 

 In addition to mindfulness, other  Buddhist-derived  interventions (BDIs)   have 
recently been introduced into research and clinical settings. Some of the most 
widely researched and publicised techniques include loving- kindness meditation, 
compassion meditation (including self-compassion meditation) and meditation on 
emptiness and nonself. Based upon emerging fi ndings, it appears that such tech-
niques have an important role to play in the treatment of mental illness (including 
addiction). However, in much the same way that there have been calls to replicate 
and consolidate outcomes from studies of MBIs, further research is required in 
order to evaluate the full clinical utility of these additional Buddhist techniques. 

 The present volume on  Mindfulness and Buddhist-Derived Approaches in Mental 
Health and Addiction  includes contributions from some of the world’s leading 
experts in mindfulness research and practice. It provides a timely synthesis and 
discussion of recent developments in the research and clinical integration of mind-
fulness. The role of other Buddhist-derived interventions that are gaining momen-
tum in mental health and addiction is also discussed.  

    Part One 

 Part One focusses on the effective use of mindfulness and derivative Buddhist tech-
niques during both the diagnostic and treatment phases of clinician–patient engage-
ment. In the opening chapter of Part One (Chap.   2    ), Brendan Kelly examines how 
core Buddhist teachings can inform more skilful engagement with psychiatric clas-
sifi cation systems such as the  Diagnostic and Statistical Manual of Mental Disorders  
and  ICD - 10 Classifi cation of Mental and Behavioural Disorders . This is followed 
by an exploration in Chap.   3     by Don McCown of the relational dimensions that 
underlie the activities of teaching and learning mindfulness. The chapter describes 
four basic skill sets for teaching mindfulness: (1) stewardship of the group, (2) guid-
ance of meditation, (3) sharing of didactic information (e.g. psycho-education) and 
(4) enquiry into participants’ direct experience in the present moment. 

 In Chap.   4    , Jacob Piet, Lone Fjorback and Saki Santorelli focus on mindfulness- 
based stress reduction and mindfulness-based cognitive therapy and present a frame-
work for the effective teaching of mindfulness within these interventional approaches. 
In the fi nal chapter of Part One (Chap.   5    ), Christopher May, Kelli Johnson and Jared 
Weyker demonstrate that  mindfulness meditation   and  loving- kindness meditation   
have differential effects within and between individuals. They emphasise a greater 
need for single-subject experimental designs and  discuss how the idiopathic 
approach of the clinician can help to advance the science of meditation.  
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    Part Two 

 Following a discussion in Part One concerning the key considerations for using 
mindfulness and derivative Buddhist approaches in clinician–patient practice, Part 
Two draws upon key empirical fi ndings and undertakes an in-depth discussion of 
the role of mindfulness both in the treatment of specifi c psychopathologies and for 
promoting psychological wellbeing more generally. In the opening chapter of Part 
Two (Chap.   6    ), Jon Vøllestad provides a comprehensive review of studies of mind-
fulness- and acceptance-based interventions for the treatment of anxiety disorders. 
He concludes that although cognitive behavioural therapy (CBT) is still the 
 treatment of choice for most anxiety disorders, mindfulness approaches constitute a 
viable treatment option for CBT nonresponders and may also be preferred by some 
patients. 

 In Chap.   7    , William Marchand reviews evidence supporting the use of mindful-
ness for the treatment of depressive spectrum disorders. Based on empirical studies, 
he suggests that mindfulness may impact depressive symptoms by facilitating 
 disengagement from ruminative self-referential thinking. In Chap.   8    , Karen Johanne 
Pallesen, Jesper Dahlgaard and Lone Fjorback give an account of the stress response 
( allostasis ) and discuss fi ndings from recent research examining the damaging 
effects of long-term stress ( allostatic load) . They then discuss how mindfulness can 
be used to mediate neuroplastic changes that have the potential to reverse some of 
the harmful effects of chronic stress. 

 In Chap.   9    , Sean Dae Houlihan and Judson Brewer focus on mindfulness for the 
treatment of addictions. They describe the overlap and similarities between early 
Buddhist and contemporary scientifi c models of the addictive process, review 
 studies of mindfulness training for addictions (including discussion of their mecha-
nistic effects on the relationship between craving and behaviour), and then discuss 
fi ndings from recent neuroimaging studies that help to inform understanding of the 
neural mechanisms underlying mindfulness. 

 In Chap.   10    , following an appraisal of both the quantitative and qualitative litera-
ture, Álvaro Langer, José Carmona-Torres, William Van Gordon and Edo Shonin 
examine the role of mindfulness in the treatment of psychosis. They conclude that 
whilst fi ndings point towards improvements in quality of life along with reduced 
intensity and frequency of psychotic episodes, further high-quality empirical 
enquiry is required. 

 In Chap.   11    , Anka Vujanovic, Barbara Niles and Jocelyn Abrams discuss the 
relevance of mindfulness-based approaches to the aetiology, maintenance and treat-
ment of post-traumatic stress disorder (PTSD). They conclude that mindfulness 
may serve as an effective stand-alone or adjunctive treatment for PTSD, or as an 
effective preventive or early-intervention approach. This chapter is complemented 
by Chap.   12    , in which Joanne Cacciatore and Jeffrey Rubin present three case study 
examples and propose a model for mindfulness-based bereavement care. 

 In Chap.   13    , Christopher Pepping, Penelope Davis and Analise O’Donovan veer 
away from the use of mindfulness for the treatment of mental health issues and focus 
on the role of mindfulness in cultivating self-esteem. This is complemented by 
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Chap.   14     in which Tim Lomas and Itai Ivtzan examine how in recent years, the fi eld 
of positive psychology has been at the forefront of efforts to create mindfulness-
based interventions that foster wellbeing and fl ourishing, and that capture more of 
the missing spirit of the original Buddhist meditational teachings.  

    Part Three 

 Part Three explores the emerging use of mindfulness in other remits of applied psy-
chology. In the opening chapter of Part Three (Chap.   15    ), Andrew Day considers the 
role of mindfulness-based approaches in the delivery of forensic mental health 
 services. He argues that whilst mindfulness is likely to have benefi cial effects on 
mental health and wellbeing, it also has an important role to play in the management 
of risk—particularly in reducing the risk of violence. 

 Chapter   16     examines the utility of mindfulness for promoting work-related well-
being. Here, Maryanna Klatt, Emaline Wise and Morgan Fish refer to the various 
physiological and psychological benefi ts elicited by mindfulness across a diverse 
range of professions (e.g. nurses, physicians, police, fi refi ghters, teachers, lawyers, 
etc.). They discuss how mindfulness may be a cost-effective intervention for organ-
isations wishing to promote mental health and wellbeing at work. In Chap.   17    , 
Lucia McBee and Patricia Bloom explore the applications of mindfulness for elders 
and their caregivers. They conclude that mindfulness holds promise for preventing 
the major ailments facing elders and caregivers, and for improving quality of life 
amongst these two groups. 

 In Chap.   18    , Koa Whittingham focusses on the applications of mindfulness to 
parenting. She reviews the relevant literature and concludes that mindfulness-based 
interventions may improve antenatal and postnatal outcomes, decrease parental 
stress, improve parental wellbeing and foster better parent–child interactions. 
Finally, in Chap.   19    , Christopher Pepping and Kim Halford provide an assessment 
of the benefi ts of mindfulness in cultivating healthy couple relationships. The chap-
ter also appraises the relevant literature and examines potential mechanisms in 
terms of how mindfulness can alleviate couple relationship distress.  

    Conclusions 

 The current volume provides what we believe to be a comprehensive overview of 
recent developments in the research and practice of both mindfulness and related 
Buddhist-derived approaches within mental health contexts. We hope that the book 
will serve as a valuable resource for researchers and mental health practitioners 
wishing to keep up to date with developments in mindfulness clinical research, as 
well as any professional wishing to equip themselves with the  necessary theoretical 
and practical tools to effectively teach or utilise mindfulness in mental health and 
addiction settings.     
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    Chapter 2   
 Compassion, Cognition and the Illusion 
of Self: Buddhist Notes Towards More Skilful 
Engagement with Diagnostic Classifi cation 
Systems in Psychiatry       

       Brendan     D.     Kelly    

            Introduction 

 Diagnoses in psychiatry are primarily based on elucidation of symptoms rather than 
detection of biological parameters that differ from biological norms (Burns,  2013 ). 
As a result, formal diagnostic classifi cation systems, based on identifying clusters 
of symptoms which commonly co-occur, assume greater importance in psychiatry 
than in other areas of medicine in which diagnostic suspicions can be confi rmed 
through the use of laboratory tests or imaging techniques. This situation poses both 
challenges and opportunities for psychiatry, and this chapter focuses on specifi c 
ways in which to navigate this complex, important and often controversial area of 
practice. 

 At present, there are two dominant classifi cation systems in psychiatry. The sys-
tem most commonly used in the USA is the  Diagnostic and Statistical Manual of 
Mental Disorders  (DSM) of the American Psychiatric Association (APA), fi rst pub-
lished in 1952 (APA,  1952 ) and now in its fi fth edition, DSM-5 (APA,  2013 ). In 
Europe, the classifi cation system most commonly used is the  ICD-10 Classifi cation 
of Mental and Behavioural Disorders: Clinical Descriptions and Diagnostic 
Guidelines  (World Health Organization [WHO],  1992 ), which is similar to the DSM 
in format, but differs in its defi nitions of various mental illnesses. 

 Media interest in these classifi cation systems, especially the DSM, which has 
greater global reach, is phenomenal (Cloud,  2012 ). In addition to this public atten-
tion, DSM also generates controversy within medicine and psychiatry, as each new 
edition brings further changes to diagnostic practices, introduces apparently ‘new’ 
mental illnesses and unleashes a fresh wave of controversy and soul-searching 
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(Angell,  2011 ; Bentall,  2003 ,  2009 ; Davies,  2013 ; Frances,  2013 ; Frances & Nardo, 
 2013 ; Greenberg,  2010 ; Horowitz,  2002 ; Leader,  2010 ,  2011 ; Menand,  2010 ). 

 The aim of the present chapter is to explore these classifi cation systems and the 
controversies they generate from a Buddhist perspective and identify ways in which 
DSM and ICD can be used more skilfully if their use is informed by Buddhist teach-
ings about ‘dependent arising’ and ‘nonself’, compassion and cognition. 

 This chapter is divided into four sections. ‘ Diagnostic Classifi cation Systems in 
Psychiatry ’ examines the fundamental nature of psychiatric classifi cation systems, 
their advantages and disadvantages, their interpretation and use. ‘ Buddhist Teachings 
About Nonself ’ examines Buddhist teachings about dependent arising and nonself 
and how these can inform more skilful and enlightened engagement with psychiat-
ric classifi cation systems. ‘ Other Buddhist Teachings: Cognition and Compassion ’ 
examines other relevant Buddhist teachings, chiefl y relating to cognition and com-
passion, and how these can further assist with fruitful interpretation and use of DSM 
and ICD. Finally, ‘ Conclusions: You Cannot Diagnose the Same Mental Illness 
Twice ’ presents relevant conclusions.  

     Diagnostic Classifi cation Systems in Psychiatry 

    Classifi cation Systems:  DSM   and  ICD      

    The presence of two dominant systems of psychiatric diagnosis, DSM in the USA 
and ICD in Europe, generates signifi cant controversy within psychiatry and 
beyond (Bentall,  2009 ; Frances & Nardo,  2013 ). However, given psychiatry’s reli-
ance on symptoms rather than demonstrated biological anomalies for diagnosis, it 
is perhaps surprising that there are  only  two well-developed classifi cation systems 
with signifi cant global reach. Given the infi nite variety of human experience and 
psychological states, one might expect a far greater number of well-developed 
diagnostic systems, refl ecting myriad different cultures and belief systems around 
the globe. Nonetheless, it remains the case that, for better or worse, DSM and ICD 
dominate the fi eld. 

 Both DSM and ICD rely on lists of symptoms which need to be present to a 
specifi ed degree of severity for a specifi ed period of time in order for a given diag-
nosis to be made. For example, a DSM-5 diagnosis of major depressive disorder 
requires the presence of fi ve or more out of nine key symptoms, for more than 2 
weeks, and this must represent a change from previous functioning (APA,  2013 ). 
The nine key symptoms are:

•    Generally depressed mood  
•   Reduced pleasure or interest  
•   Signifi cant weight change (loss or gain)  
•   Insomnia or hypersomnia almost every day  
•   Psychomotor agitation or retardation almost every day  
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•   Loss of energy or fatigue almost every day  
•   Feelings of guilt or worthlessness  
•   Reduced concentration or decisiveness  
•   Recurring thoughts of death, self-harm or suicide or related acts    

 For a DSM-5 diagnosis of major depressive disorder, at least one of the fi ve 
 symptoms must be either generally depressed mood or reduced pleasure or interest; 
symptoms must cause signifi cant distress or impairment in functioning; symptoms 
must not be attributable to a substance, medical condition or other mental illness; and 
there must have never been an episode of mania or hypomania, which would suggest 
a diagnosis of bipolar affective disorder rather than major depressive disorder.     

     Criticisms and Controversy   

  DSM and ICD go on to defi ne a wide array of mental illnesses and psychological 
states in this list-based fashion with the result that, ever since this practice com-
menced, it has generated a steady stream of criticism and controversy. These criti-
cisms and controversies fall into two main categories: criticism of the very idea of 
psychiatric classifi cation as it is currently conceptualised and practiced, and detailed 
criticisms relating to the expansion and redefi nition of specifi c diagnostic categories 
in various iterations of the DSM and ICD. 

 The fi rst area of contention is the very idea that psychiatric classifi cation as it is 
currently conceptualised and practiced represents a reasonable medical, psychiatric 
and psychological endeavour in the fi rst instance (Leader,  2010 ; Lynch,  2001 ; 
Watters,  2010 ). Given the apparently reductive nature of this enterprise, it seems 
entirely reasonable to ask: What is the precise purpose of these psychiatric classifi -
cation systems? Should they exist at all? Do they not reduce complex, changeable 
human states to lists of symptoms and diagnostic codes, removing the humanity, 
complexity and beauty of each individual and replacing them with cold, impersonal 
categorisation? Are they simply tools for the invention of new mental illnesses, 
marketing of new pharmaceutical products and generation of revenue for healthcare 
providers? What do these categories  mean?  

 There are several reasons why psychiatric classifi cation systems need to exist. 
First, every year, hundreds of thousands of people around the world develop mental 
states that are suffi ciently unpleasant, disturbing or worrying that they appear to 
exceed the capacity of the individual and those immediately around them (Kessler 
& Üstün,  2008 ). When such individuals present to psychological or mental health 
services, it is necessary for mental health professionals to have some guide as to 
which kinds of psychological or psychiatric treatments will work best to address the 
problems represented by the constellation of symptoms with which each individual 
presents (Barr Taylor,  2010 ). Classifi cation is necessary in order to perform studies 
and clinical trials to inform such an evidence based and provide responsible, effec-
tive care (Craddock & Mynors-Wallis,  2014 ). 
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 For example, evidence from 41 studies involving a total of 1806 children and 
adolescents who fulfi lled DSM or ICD criteria for anxiety disorders showed that 
cognitive behavioural therapy (CBT) is an effective treatment for children and ado-
lescents with this particular collection of symptoms (James, James, Cowdrey, Soler, 
& Choke,  2013 ). In order to generate this evidence based, it was necessary to test 
CBT on children and adolescents with defi ned sets of symptoms, rather than chil-
dren and adolescents arbitrarily selected from the general population. In other 
words, diagnosis is necessary in order to identify evidence-based treatments that are 
proven to help with specifi c problems and avoid well-meaning but unproven inter-
ventions that may do more harm than good. 

 It is, of course, imperative that the identifi cation of recurring states of psycho-
logical distress (later codifi ed as ‘new’ mental illnesses) drives the search for new 
treatments, rather than having the requirements of pharmaceutical companies 
(Angell,  2011 ; Healy,  2002 ; Horowitz,  2002 ) or healthcare funders (Carlat,  2010 ; 
Leader,  2011 ) drive the creation of new mental illnesses or, indeed, shape informa-
tion about the effectiveness of, and indications for, specifi c treatments (Davies, 
 2013 ; Whitaker,  2002 ). The DSM and ICD processes present the best possibility for 
protections in this regard: robust revision processes for these classifi cation systems 
have the potential to defend against cynical manipulation by vested interests and 
create opportunity for open, ethical engagement of all stakeholders, including 
patients, families, carers, mental health professionals, voluntary agencies, health-
care providers and governmental bodies, in this process. 

 Second, a similar argument applies to efforts to discover the aetiology or under-
pinnings of various psychological states or mental illnesses. There is, for example, 
strong evidence that individuals are more likely to develop the constellation of 
symptoms that ICD and DSM call ‘schizophrenia’ if they have a fi rst degree relative 
with that same constellation of symptoms (Van Os & Kapur,  2009 ). Indeed, herita-
bility estimates for schizophrenia are around 80 % (compared with 60 % for osteo-
arthritis of the hip and 30–50 % for hypertension) which refl ects a substantial body 
of evidence for a relatively unifi ed biological process contributing to ‘schizophre-
nia’. While specifi c genes have yet to be identifi ed for certain mental illnesses, 
diagnostic practices have greatly facilitated steps towards better understandings of 
biological elements of the aetiology of many such illnesses, including schizophre-
nia. The same applies to the non-biological determinants of mental illnesses and 
states of psychological distress (e.g. psychological stressors, social environments, 
upbringing, etc.). 

 Third, there are compelling human rights reasons for establishing clear criteria 
for psychiatric diagnoses, chiefl y because involuntary admission and treatment have 
been long-standing features of the management of severe mental illness (Porter, 
 2002 ). Such mental health laws affect only a small minority of individuals: most 
individuals with mental illness are treated in primary care by family doctors (i.e. 
entirely voluntarily); among the minority referred to secondary (i.e. hospital-based) 
care, most are treated as outpatients rather than inpatients (again, voluntarily); and, 
fi nally, among those admitted to inpatient care, the vast majority are treated on a 
voluntary basis, and only a small minority ever require involuntary admission or 
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treatment (Ng & Kelly,  2012 ). Nonetheless, for the tiny minority who become sub-
ject to involuntary treatment, there is a strong need for as much clarity as possible 
in diagnosis, in order to ensure appropriate treatment and accountability. In this 
context, clinically based classifi cation systems are vital in protecting individuals 
from being labelled mentally ill for purposes of political or societal convenience 
(Clare,  1976 ). 

 Today, this argument is as relevant as ever: despite the clear limitations to clas-
sifi cation systems such as the DSM and ICD, it is still apparent that transparent 
diagnostic systems are crucial in protecting human rights. If these systems had been 
introduced and implemented in an open, accountable fashion in the past, they held 
the potential to help protect against the alleged labelling of political dissidents as 
mentally ill in the former Soviet Union in the 1970s and 1980s (Bloch & Reddaway, 
 1984 ). Today, these classifi cation systems, once used correctly and with an aware-
ness of their limitations, hold similar potential in parts of the world where psychiat-
ric diagnosis may still be used for political rather than therapeutic purposes (Munro, 
 2006 ). Other potential benefi ts include reducing stigma, alleviating blame or guilt 
that individuals or families may feel, guiding patients in choosing treatments and 
assisting with the construction of networks of individuals or families affected by 
similar symptoms (Craddock & Mynors-Wallis,  2014 ) .  

     Expansion and Redefi nition of Diagnostic Categories   

  The second area of common criticism of DSM and ICD relates to the expansion and 
redefi nition of specifi c diagnostic categories in various iterations of the DSM or 
ICD. This is a vital and important area of debate (Batstra & Frances,  2012 ; Burns, 
 2013 ; Sommers & Satel,  2005 ). Over the past six decades, myriad critics and com-
mentators have expressed concern and alarm at the expansion of diagnostic catego-
ries and, especially, the apparent medicalisation of parts of everyday life which 
were not hitherto considered to be disordered psychological states or mental ill-
nesses, such as grief (Davies,  2013 ; Kramer,  1994 ). 

 Psychiatry is, of course, by no means unique in this regard, as thresholds for diag-
nosis and treatment are falling in all areas of medicine, not just mental health (Burns, 
 2013 ). Nonetheless, the issue appears especially acute in psychiatry (Frances,  2013 ). 
Most recently, DSM-5 generated signifi cant and predictable controversy with some of 
its categorisations and reclassifi cations, including a compelling argument that the 
reconceptualised DSM-5 diagnosis of ‘somatic symptom disorder’ may now mislabel 
medical illness as mental disorder (Frances & Chapman,  2013 ). This kind of debate, 
far from striking at the heart of the DSM or ICD processes, is, in fact, a vital part of 
those processes. These kinds of arguments, once articulated clearly and presented 
with supporting evidence, can and should infl uence the next revisions of DSM and 
ICD and thus help generate a more refl exive, responsive and responsible classifi cation 
process. Therefore, far from threatening the psychiatric classifi cation process, these 
kinds of discussions are essential components of it. 
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 These two areas of criticism and debate—relating to the idea of psychiatric 
classifi cation as it is presently conceptualised and practiced, and questioning the 
validity of specifi c categories within DSM and ICD—refl ect a high degree of public 
and professional engagement with psychiatric classifi cation systems. These debates, 
however, also commonly reveal a great deal of misunderstanding about the precise 
role of diagnostic systems and how they might best be used in clinical practice. 
In other words, despite the apparent merits of DSM and ICD, some commentators 
argue that the ways in which they are sometimes used in clinical practice render 
them little more than infl exible lists (Carlat,  2010 ) that dehumanise the individual 
experience of mental illness and undermine valuable psychological, philosophical, 
cultural and political interpretations of suffering. 

 This is a central concern of the present chapter. Must the manner in which DSM 
and ICD are used really deny the individualised meanings that are often refl ected, 
symbolised and distilled in complex states of psychological distress? How can we 
better understand and engage with these elaborate diagnostic systems so as to use 
the knowledge and experience embedded within them while retaining and deepen-
ing the unique interpersonal values that the therapeutic encounter demands, merits 
and (at its best) refl ects? In the next section of this chapter, I argue that Buddhist 
teachings about ‘dependent arising’ and ‘nonself’ offer a deeply valuable perspec-
tive on these questions.    

      Buddhist Teachings   About ‘Nonself’ 

    What Does ‘ Nonself’   Mean? 

   The word ‘Buddhism’ refers to a collection of philosophical, psychological and 
cultural traditions, all of which fi nd their roots in the original story of Buddha 
(Gethin,  1998 ). According to traditional accounts, Siddhartha Gautama was born in 
north-east India around 566 BC and, having become dissatisfi ed with his life of 
privilege, left home to become a wandering ascetic. After several years, he sat to 
meditate beneath a sacred Bodhi tree at Isipatana and achieved enlightenment, 
becoming a ‘Buddha’, or awakened one, who saw the nature of reality as it really is. 

 Buddha spent much of the rest of his life teaching about the ‘four noble truths’ 
which are  dukkha  (suffering, unsatisfactoriness or unease, which is everywhere), the 
causes of  dukkha  (craving, hatred and delusion, which are also everywhere), the 
cessation of suffering (by overcoming craving, hatred and delusion, one can achieve 
the cessation of suffering) and precisely how to overcome  dukkha , by following the 
‘eightfold path’, based on the principles of wisdom, moral virtue and meditation. 
The eightfold path involves right view (i.e. seeing things as they really are), right 
resolve, right speech, right action, right livelihood, right effort, right mindfulness 
and right concentration (e.g. meditation) (Das,  1997 ; Gethin,  1998 ,  2001 ). 

 According to this paradigm, the word ‘right’ means insightful or skilful (a term 
common in Buddhist teaching) and refers to well-motivated and clear-sighted 
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thought and behaviour, free of craving, hatred and delusion. As a result of these 
teachings, Buddhism is at once a philosophy, a psychology and an ethics (Bodhi, 
 1999 ), i.e. it provides a specifi c system of beliefs about reality (philosophy), a the-
ory of the human mind and behaviour (psychology) and recommendations for 
appropriate conduct (ethics) (Kelly,  2008a ). 

 ‘Dependent arising’ is another central concept in Buddhism and refers to the idea 
that phenomena arise, abide and pass away because of specifi c causes and condi-
tions (Powers,  2000 ). Since phenomena are entirely dependent on these causes and 
conditions for their arising, endurance and cessation, such phenomena are without 
essence or underlying substance in and of themselves: they are empty. These phe-
nomena include the self, which is also without substance, permanence or indepen-
dent existence. In other words, for every phenomenon (including the self) there is a 
collection of causes and conditions which give rise to it, and all of these causes, 
conditions and phenomena (including the self) are in a state of continuous change 
(Bodhi,  1999 ). There is, therefore, no fi xed or identifi able self, only the passing, 
changing impression of one. 

 Given that perceived and experienced phenomena are devoid of substantive or 
enduring reality, what, then, is going on around us? How is it that I feel like the 
same person from moment to moment, from day to day? To explain why transitory 
phenomena devoid of substance come to appear so concrete, Buddhism refers to the 
fi ve ‘aggregates’ (Pāli,  khandhas ; Sanskrit,  skandhas ) which construct the apparent 
reality that surrounds us. These are (a) form (Pāli/Sanskrit:  rūpa ) which we perceive 
with our bodily senses; (b) feelings (Pāli/Sanskrit:  vedanā ) produced by these per-
ceptions; (c) recognition and classifi cation of experiences (Pāli,  saññā ; Sanskrit, 
 sa Ð jñā ); (d) volitional forces or formations (Pāli,  sa Ð khāra ; Sanskrit,  saÐskāra ) 
provoked by experiences, such as wishes or desires; and (e) conscious self-aware-
ness (Pāli,  viññāṇa ; Sanskrit,  vijñāna ) (Epstein,  2001 ; Gethin,  1998 ). This process 
is conceptualised as a circular one which results in the erroneous consolidation of 
self- image and conviction of self (Brazier,  2003 ). 

 Various combinations of these fi ve aggregates are responsible for all aspects of 
apparent reality, including the self. In Buddhism, then, the self is merely a concep-
tual construct refl ecting a constantly changing collection of aggregates and is other-
wise without substance (Gethin,  2001 ; Powers,  2000 ). Each ‘self’ is simply a bundle 
of these aggregates, and while it remains operationally convenient to label a given 
bundle ‘Helen’ or ‘John’ or ‘Peter’, it is a mistake to ascribe permanence, substance 
or too much reality to such constructs (Williams & Tribe,  2000 ). This is the essence 
of the Buddhist teaching of ‘nonself’ (Pāli,  anattā ; Sanskrit,  anātman) : not that 
individual human beings do not exist (Brazier,  2003 ; Midgley,  2014 ), but rather that 
the ‘selves’ we perceive are without permanence or substance and are so utterly 
dependent on surrounding causes and conditions that they are devoid of lasting 
substance or reality in themselves. 

 This teaching of nonself is the subject of constant discussion in various traditions 
and schools of Buddhism, with some conceptualising it as an absence of inherent 
existence rather than literal non-existence of a self (Thanissaro,  2014 ; Williams, 
 1989 ,  2009 ). Regardless of how it is conceptualised, however, the importance of the 

2 Compassion, Cognition and the Illusion of Self…



16

teaching is that, if brought to its logical conclusion, the idea of nonself assists with 
the cessation of suffering (  dukkha   ) by fatally undermining the reasons for craving 
and delusion, which are root causes of  dukkha  (Williams & Tribe,  2000 ); i.e. if we 
shed the delusion that everyday phenomena possess signifi cant or lasting substance, 
then why crave them? If we accept the impermanence and instability of all phenom-
ena, shouldn’t this end our futile, self-defeating search for acquisition and perma-
nence? Moreover, if we accept the teaching of nonself, there isn’t even a permanent 
self to do the craving or searching for permanence in the fi rst instance. 

 These are profound and challenging perspectives on the world, rooted in ancient 
Buddhist tradition. What implications, if any, do these ideas hold for contemporary 
psychiatric classifi cation systems?  

    Nonself and Psychiatric Classifi cation Systems 

 The Buddhist teaching of nonself has attracted signifi cant interest in the Western 
world (Gethin,  2001 ) not least in the fi elds of social justice (Cho,  2000 ; Ward,  2013 ) 
and psychotherapy (Epstein,  2001 ,  2007 ) and, to a lesser extent, science (Lopez, 
 2008 ). Can the teaching of nonself assist with the skilful use of DSM and ICD? 

 In the fi rst instance, the teaching of nonself points to the fact that the apparent 
self is in a state of constant change, so any detailed descriptions of the apparent self 
or its associated phenomena (such as symptoms of mental illness) are likely to prove 
transitory at best. According to the Buddhist paradigm, the individual is in such a 
state of continual change that he or she exists solely as a collection of aggregates 
that form the  pattern  of a human being, and, while a certain connectedness main-
tains apparent identity over time, change is the only constant, not least because the 
human body is constantly replacing itself, cell by cell (Gethin,  1998 ). This is a salu-
tary thought when seeking to characterise the precise features of mental illness in 
any given individual at any given point in time: if the person himself or herself is in 
a constant state of change, is it not likely that the mental illness will also constantly 
change in form and character, rendering it more or less impossible to characterise in 
detail at any given point in time, let alone over a period of time? 

 Notwithstanding this constant change—or, possibly, because of it—Buddhist 
psychology places enormous emphasis on describing and classifying cognitive and 
emotional phenomena. In the broader scheme, indeed, Buddhism displays a remark-
able fondness for lists and systematisation in general: there are four noble truths, an 
eightfold path, fi ve aggregates and many more such classifi cations and tabulations 
throughout Buddhist texts. The   Abhidhamma    (Pāli; Sanskrit:  Abhidharma ), or 
‘higher doctrine’ of Buddhist psychology (Powers,  2000 ), in particular, presents 
what is possibly the most extraordinary array of lists and classifi cations in all 
Buddhism, centred on the myriad cognitive, emotional and experiential phenomena 
stemming from the apparent self and aiming to characterise and categorise all 
human mental experiences (Bodhi,  1999 ). 

 The ultimate focus of the   Abhidhamma    and other Buddhist teachings is the 
elimination of  dukkha  or suffering. The  Abhidhamma  is especially important 
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because Buddhism teaches that, while  dukkha  is everywhere and is closely related 
to our cognitive and emotional habits, these phenomena change all the time, and 
clear- sighted description and understanding of the nature of, and our cognitive and 
emotional responses to,  dukkha  is a vital step in understanding and resolving it. This 
is consistent with the fundamental ideas underpinning DSM and ICD, at least in 
theory, i.e. the idea that clear-sighted description and classifi cation of specifi c men-
tal states can assist with the resolution of suffering through guiding research, facili-
tating discussion and pattern recognition, and increasing phenomenological 
understanding of complex states of psychological distress. 

 The teaching of nonself, however, warns against according too much reality both 
to the apparent self that is suffering and to other phenomena, such as the ‘diagnosis’ 
indicated by DSM or ICD. Both the self and the diagnosis are convenient labels that 
are useful for defi ned purposes (e.g. to guide treatment choices or facilitate research), 
but it would be a mistake to accord too much reality to them. Regrettably, it is com-
mon to see people accord far too much reality to the categories in DSM and ICD, 
with the result that diagnoses that were originally meant as research or treatment 
guidance tools come to be seen as concrete, immutable disease entities (Horowitz, 
 2002 : 213). In other words, people confer too much reality on   DSM and ICD   diag-
noses, eventually coming to regard them as real, stand-alone entities, rather than 
mere descriptions that are useful for certain purposes (e.g. testing treatments for 
specifi c sets of symptoms) but can be actively harmful if misused (e.g. disempower-
ing people, ignoring the uniqueness of individualised distress, dominating the indi-
vidual’s self-image). 

 As the categories outlined in DSM and ICD are clearly based on symptoms 
rather than demonstrated biological aberrations, this kind of over-interpretation of 
their categorisations is a real risk. This risk is, however, well recognised in both 
DSM and ICD. In DSM-5, the APA ( 2013 : 19) emphasises that the symptom lists 
are not comprehensive defi nitions of mental disorders, which are substantially more 
complex than such summaries suggest; that each case formulation must be broad 
and multifactorial; and that a tick-box system of diagnosis is insuffi cient and inap-
propriate. The APA ( 2013 : 24) adds that the DSM-5 refl ects current opinion in an 
evolving fi eld: change is constant. The WHO makes precisely the same point in 
ICD-10 (WHO,  1992 : 2). 

 In other words, both DSM and ICD clearly and openly acknowledge that their 
criteria are not to be used in an unthinking, tick-box fashion; mental disorders are 
signifi cantly more complex than a simplistic reading of these criteria might suggest; 
and the categories presented are intrinsically impermanent and subject to change. 
An approach to DSM and ICD that is explicitly informed by the Buddhist teaching 
of dependent arising will not only underpin this point and lead to more fl exible, skil-
ful use of DSM and ICD, but will also go one step further, pointing to the 
 impermanence of the ‘self’ that is experiencing these symptoms in the fi rst instance. 
Consequently, signifi cant diffi culties arise if the transitory natures of the diagnostic 
categories and the self are ignored, and DSM or ICD are used as rigid, infl exible 
tools, rather than guides or simply structured ways of enquiring into psychological 
distress, which must always be combined with broad-based engagement with the 
unique position of each individual patient. An awareness of the Buddhist teachings 

2 Compassion, Cognition and the Illusion of Self…



18

of dependent arising and nonself can assist greatly with maintaining the fl exibility, 
humility and humanity required for this task, as can a nuanced understanding of two 
other key areas of Buddhist teaching: cognition and compassion.     

     Other Buddhist Teachings: Cognition and Compassion 

     Cognition         

    Buddhist teaching and practice place strong emphasis on the workings of the mind 
as it relates to both cognition and emotion. The most detailed account of Buddhist 
theories of mind is presented in the  Abhidhamma  or ‘higher doctrine’ of Buddhist 
psychology. Vast and intricate, the seven books of  Abhidhamma  were, according to 
Thervāda tradition (but not all traditions), conceived by the Buddha 21 days after 
his awakening (Gethin,  1998 ) and present a highly disciplined, detailed classifi ca-
tion of all mental phenomena (Bodhi,  1999 ). 

 Unlike the DSM and ICD, the  Abhidhamma  focuses not on mental illnesses or 
states of psychological distress, but on the broader scheme of human consciousness 
and workings of the mind. The  Abhidhamma  outlines levels of categorisation, sub-
categorisation and sub-subcategorisation of mental phenomena that are vastly more 
complex and systematised than those presented in either DSM or ICD. 

 By way of an overview of the  Abhidhamma , it is instructive to consider the con-
tents of the seven books of the Therāvada  Abhidhamma  (linked to the oldest 
Buddhist tradition, from India), which clearly demonstrate Buddhism’s emphasis 
on the centrality of understanding specifi c psychological concepts, the signifi cance 
of various cognitive practices, the defi nition and attainment of certain states of con-
sciousness and the centrality of cognitive discipline (e.g. meditation) (Kelly,  2012 ):

    (a)      Dhammasangani    :  The fi rst of the seven books of the Theravada  Abhidhamma  
provides an outline of the  Abhidhamma , presenting its categorisation of mate-
rial phenomena and states of consciousness, as well as explanations of key 
terms.   

   (b)      Vibhanga   : This book analyses critical Buddhist concepts such as sense bases, 
mindfulness, dependent arising, the eightfold path, types of knowledge and 
 dhammahadaya  (the essence of the doctrine).   

   (c)      Dhātukathā   : This book analyses all phenomena in relation to Buddhist concepts 
of sense bases, elements and aggregates.   

   (d)      Puggalapannatti   : This book studies different levels of spiritual development 
and different types of individuals, using an approach similar to that of the  Suttas  
(Pāli; Sanskrit:  Sūtras ) (or more general teachings) rather than the  Abhidhamma  
itself.   

   (e)      Kathāvatthu   : This book comprises a collection of undecided or debatable points 
in  Abhidhamma  teachings.   
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   (f)      Yamaka   : This book is centred in the use of  Abhidhamma  terminology and reso-
lution of ambiguities in relation to sense bases, latent dispositions and con-
sciousness, among other areas.   

   (g)      Patthāna   : This book is also known as the ‘Great Treatise’ and presents an anal-
ysis of the interrelations between different  Abhidhamma  teachings, according 
to 24 varieties of conditional relations. This constitutes an extremely detailed 
overview of much of Buddhist psychology and forms the centre of the 
 Abhidhamma  teachings (Bodhi,  1999 ).    

  This substantial emphasis on studying and categorising mental phenomena in the 
 Abhidhamma  is further refl ected in the unique emphasis that Buddhism places on 
the practice of meditation as a key element of the path to enlightenment (Gethin, 
 1998 ). This includes meditation for the attainment of calm (Pāli,  samatha ; Sanskrit, 
 śamatha ) and meditation for the development of insight (Pāli,  vipassanā ; Sanskrit, 
 vipaśyanā ). In recent years, this emphasis that Buddhism places on meditation 
(especially for the attainment of calm) and cognitive training has been translated 
and modifi ed in the Western world into the form of ‘mindfulness’ (Siegel,  2010 ). 

 Mindfulness essentially means paying attention to the present moment, simply 
and directly. It involves maintaining a careful awareness of thoughts, emotions and 
actions, but not judging them. It involves staying focussed on the present moment 
as much as possible and attaining calmness. There is now evidence to support the 
use of mindfulness-based techniques for a range of psychological states and mental 
illnesses (Kelly,  2008a ,  2008b ; Mace,  2008 ) including, most notably, preventing 
recurrence of depression (Segal, Williams, & Teasdale,  2013 ). 

 One of the key messages of the  Abhidhamma , broader Buddhist teachings and, 
indeed, the practice of mindfulness (Michie,  2004 ) is that all of our mental phenom-
ena are subject to dependent arising, i.e. occur due to surrounding causes and condi-
tions, are subject to constant change and are devoid of substantive, permanent 
reality. These mental phenomena can be categorised at any given moment in time 
according to the  Abhidhamma  (and, in the case of states of psychological distress or 
mental illnesses, according to the DSM or ICD) but are also subject to constant 
change, at least some of which can be volitional or brought under conscious control. 
As a result, the practices of meditation and mindfulness can change our mental 
phenomena signifi cantly, just as the practice of cognitive-behaviour therapy can 
help shift our cognitive habits in a more positive direction (Beck,  2011 ). Given this 
plasticity in our mental processes and phenomena, it is unsurprising that routine 
interaction with elaborate systems designed to guide cognitive decision-making in 
clinical situations (e.g. DSM, ICD) can affect patterns of thought. 

 Consistent with this, Carlat ( 2010 : 61), a psychiatrist, in a uniquely thoughtful 
and constructive critique of contemporary psychiatry, describes a cognitive phe-
nomenon that he terms ‘DSM-think’, which occurs when DSM starts to reshape 
thinking above and beyond what it merits and produces fundamental shifts in the 
way clinicians interpret and conceptualise human suffering, and their responses to 
it. This phenomenon can be exacerbated by the need for clinicians in certain coun-
tries (e.g. USA) to document DSM diagnoses in order to receive payment or by 
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pharmaceutical companies seeking to develop and promote medications linked with 
specifi c DSM diagnoses. 

 Most of all, perhaps, ‘DSM-think’ may emerge from the feelings of confusion 
that clinicians sometimes feel when faced with complex psychological problems 
that threaten to overwhelm the clinician, just as they overwhelmed the patient. 
Faced with this situation, clinicians commonly feel a strong social pressure and 
real human need to act, and DSM and ICD provide apparent refuge from this con-
fusion in the reassuring form of detailed lists of symptoms which appear to pro-
vide a ready-made ‘diagnosis’ and point to a path forward. The fact that the patient 
is likely to identify with at least some of the criteria listed in at least one of the 
categories in DSM and ICD reassures both patient and the clinician that, however 
confusing the present circumstances appear, this has happened before: they are 
not alone. 

 From a Buddhist perspective, the most skilful response to this situation involves, 
in the fi rst instance, sitting mindfully with the feelings of confusion and being over-
whelmed and recognising that these feelings fl uctuate (and are thus less substantial 
than they appear), are dependent on specifi c causes and circumstances for their 
apparent existence (and should thus be accorded less reality than might be initially 
imagined) and eventually start to abate (and are thus impermanent). In addition, 
Buddhism’s overall emphasis on cognitive discipline and mindfulness is intended to 
assist in seeing things ‘as they really are’, and this approach is especially useful 
when faced with apparently unbounded phenomena (e.g. panic attack) or an appar-
ently overwhelming emotion (e.g. depression), which can be examined with greater 
equanimity, either during or after the phenomenon, if one has previously habituated 
oneself to mindful cognitive practice. 

 In this context, mindful and measured engagement with DSM or ICD can offer 
real guidance and genuine reassurance in relation to states of complex psychologi-
cal distress or mental illness, in much the same way as the  Abhidhamma  offers guid-
ance in relation to other apparent mental phenomena and levels of consciousness or 
awareness. This kind of measured engagement with DSM and ICD is more likely to 
be measured and appropriate if the cognitive habits of both patient and clinician are 
characterised by mindfulness and various other elements of the eightfold path 
including, most notably, right view (i.e. seeing things as they really are), right 
resolve, right speech, right effort, right mindfulness and right concentration. 

 In this way, Buddhism’s emphasis on recognising the transient, dependent nature 
of cognitive and emotional experiences can assist with skilful engagement with 
DSM and ICD. More specifi cally, an awareness of, and engagement with, these 
basic Buddhist concepts can increase habitual cognitive fl exibility when interpret-
ing DSM and ICD criteria, promote mindful awareness of the transitory nature of 
such systems, deepen consciousness of the complexity of mental phenomena (as 
outlined in the  Abhidhamma  and elsewhere) and embed an awareness that the self 
and associated psychological phenomena lack permanent reality and are subject to 
constant change. These useful concepts, especially Buddhism’s emphasis on mind-
ful cognitive awareness and training, are usefully complemented by consideration 
of another key theme in Buddhist thought: the centrality of compassion.     
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     Compassion         

    To complete this discussion of Buddhist perspectives on psychiatric classifi cations 
systems, it is useful to consider three other key concepts in Buddhist thought: 
 kamma  (Pāli; Sanskrit:  karma ), rebirth and compassion. These ideas come together 
in the concept of compassion, which is highly relevant to clinical encounters in 
psychiatry and more skilful engagement with DSM and ICD. 

   Kamma    refers to the idea that every volitional act, which results from a deliberate 
choice, leads to a series of events which produces concordant results, i.e. results 
may be pleasant or unpleasant, depending on the nature and motivation of the origi-
nal act (Keown,  2005 ; Powers,  2000 ; Ward,  2013 ). According to Buddhist thought, 
these results may be immediate or delayed and may even be delayed until a future 
life (Williams & Tribe,  2000 ). This is linked with the Buddhist idea of rebirth 
(Lopez,  2008 ), which refers to the idea that all sentient beings (including human 
beings) are caught in a repetitive cycle of birth, death and rebirth (Pāli/Sanskrit: 
 sa Ð sāra ) (Harvey,  2000 ). One of the key ways to break this cycle is through medita-
tion on the true nature of reality, which leads to clear-sighted awareness of the 
mechanisms of the cycle and release from it through enlightenment (Brazier,  2003 ). 
The nature of future rebirths is determined by the  kammic  results of previous 
actions; rebirth as a human, with consequent opportunity for spiritual advancement, 
is the  kammic  result of previous good actions. Rebirth as an insect, which offers less 
opportunity for advancing towards enlightenment, is the  kammic  result of previous 
bad actions. The teachings of  kamma  and rebirth thus provide Buddhists with pow-
erful incentives for good or skilful behaviour. 

 The ideas of  kamma  and rebirth are strongly consistent Buddhism’s emphasis on 
compassion (Pāli/Sanskrit:  karu n.  ā ) (Williams,  1989 ). In the Western world, the 
word compassion refers to an emotion such as pity which inclines one to help others 
(Pearsall & Trumble,  1996 ). In Buddhism, compassion refers to a specifi c wish for 
the suffering of all beings to cease, and it constitutes the basis for the Buddhist con-
cept of ‘loving kindness’, a feature of many meditation practices (Gethin,  1998 ). 
The idea of rebirth suggests that this compassion should extend not only to one’s 
self and other humans but to all sentient beings, because any sentient being (e.g. an 
insect) may have been a human in a previous life, or may be one in a future life, and 
is thus to be treated with compassion and respect. 

 The teaching of rebirth, interpreted literally, is the subject of considerable debate 
within Buddhism (Powers,  2000 ). Nonetheless, it remains a central concept, 
 possibly because it is amenable to many interpretations. For example, given 
Buddhism’s teachings about the impermanence and emptiness of the concept of 
self, it is not unreasonable to imagine that one might experience multiple rebirths 
during the course of a single human life. Practicing compassion will lead to good 
 kammic  results and better rebirth, be it conceptualised as rebirth following a human 
death or rebirth within the span of a single human life (i.e. reinvention of the ‘self’ 
as one proceeds through life). 

 So, how is compassion linked to the more skilful use of DSM and ICD? First, 
compassion is immediately relevant to psychiatry anyway, owing to psychiatry’s 
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strong focus on relieving suffering though effective treatment of mental illness and 
provision of assistance to people in states of psychological distress. In this way, 
compassion is central to all aspects of medicine (Lown,  1999 ) and the psychiatric 
enterprise in particular (Spandler & Stickley,  2011 ), including the use of DSM and 
ICD, regardless of one’s position on Buddhist teachings and ideas. 

 Second, Buddhist teachings about nonself,  kamma  and rebirth provide specifi c 
support for the idea that compassion can and should permeate all aspects of psychia-
try, including the use of DSM and ICD in individual cases. The teaching of nonself, 
for example, does not deny that individuals exist or suggest that they are without 
meaning (Brazier,  2003 ), but rather that the concept of a self is dependent on a range 
of causes and conditions which change constantly and produce a range of outcomes 
that include the apparent self. In this way, the suffering ( dukkha ) that one ‘self’ 
experiences is continuous with the suffering of others, i.e. we are all a single, unifi ed 
phenomenon, without distinction between artifi cially constructed ‘selves’ (Harvey, 
 2000 ), and this is a powerful argument in favour of compassion towards all. 

 Thus, Buddhist teachings about  kamma  and rebirth articulate the connections 
between volitional actions and their consequences; the teaching of nonself empha-
sises that our apparent ‘selves’ are not as substantive as we imagine, and we are 
essentially continuous with others; and all three teachings, taken together, point to 
the centrality of compassion in all areas of life, including psychiatry: if there is no 
self, there can be no self-interest, and if the suffering of others is continuous with 
one’s own, then compassion for one’s ‘self’ is compassion for all sentient beings 
(Cho,  2000 ; Ward,  2013 ). In this way, the Buddhist conception of compassion pro-
vides a powerful incentive to relieve the suffering attributable to mental illness for 
the benefi t of  all  sentient beings, including the patient, the apparent ‘self’ and all 
other beings (there being no meaningful distinction between these groups). This 
further emphasises the logic supporting compassion as a key value in all aspects of 
psychiatric diagnosis and treatment, including use of DSM and ICD. 

 Third, the teaching of  kamma  suggests that the  kammic  results of compassionate 
actions, such as relieving the mental suffering of others, will produce good  kammic  
results for the ‘self’ and for others. Such actions need to be motivated by genuine 
compassion for others and taken with mindful awareness of context. In psychiatry, 
this means diagnosing and practicing with a broad-based awareness of the suffering 
of the individual patient in all of his or her complexity. In the more specifi c context 
of DSM and ICD, this clearly points to a need to move away from a tick-box 
approach to diagnosis and towards an approach that is applied mindfully and 
 compassionately and demonstrates the fl exibility required to interact compassion-
ately with all suffering beings. This is highly consistent with the emphasis the WHO 
places on having a fl exible attitude towards diagnosis (WHO,  1992 : 1–2), some-
thing which may be especially important towards the start of the diagnostic process 
(Callard,  2014 ): all diagnoses are provisional to begin with, and all remain subject 
to revision forever .  

 Fourth, mindful awareness of compassion can not only lead to more skilful diag-
nosis but also, in due course, help inform therapy. Compassion-focussed therapies are 
now being used and explored for a broad range of mental illnesses and psychological 
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states (Gilbert,  2009 ) including anxiety (Tirch,  2012 ), post-traumatic stress disorder 
(Lee & James,  2011 ; Bowyer, Wallis, & Lee,  2014 ), disordered eating (Goss,  2011 ), 
personality disorder (Lucre & Corten,  2013 ) and even psychosis (Braehler et al., 
 2013 ; Laithwaite et al.,  2009 ; Wright et al.,  2014 ). These developments build on 
existing traditions of Buddhist-informed psychotherapies (Epstein,  2001 ,  2007 ; 
Kelly,  2008a ,  2008b ,  2012 ) and articulate further the importance of compassion at all 
stages of the therapeutic process, from the point of initial diagnosis (e.g. using DSM 
or ICD) through the provision of both general mental healthcare and specifi c psycho-
logical therapies and the ultimate resolution of psychological and psychiatric 
symptoms.      

     Conclusions: You Cannot Diagnose the Same Mental 
Illness Twice 

 The media commonly describe the DSM as the ‘psychiatrists’ bible’, despite both 
DSM-5 and ICD-10 stating clearly that their descriptions are merely guidelines, to 
be interpreted fl exibly and with a broad awareness of the multifactorial nature of 
psychological and psychiatric distress. Nonetheless, the description of DSM as the 
‘psychiatrists’ bible’ is not entirely without truth in one important respect: the 
majority of individuals in most religious traditions engage with their ‘bible’ or 
scripture in a nuanced fashion, taking certain sections literally, interpreting other 
sections metaphorically (Kelly,  2011 ) and completely ignoring other sections. It is 
useful and sensible and necessary for thinking clinicians to look at DSM and ICD in 
a similar fashion, depending on specifi c circumstances that present themselves. 

 In this context, and despite the controversies associated with psychiatric classifi -
cation systems, there are compelling reasons why these systems should be retained 
and continuously revised. Not least of these are the facts that these systems facilitate 
research into treatment and aetiology of mental illnesses and states of psychological 
distress, help guide alleviation of suffering and help protect human rights, especially 
the right to liberty (i.e. protection against inappropriate or unlawful involuntary 
treatment). Until such time as the true aetiological underpinnings of mental illnesses 
and psychological distress are more clearly established, and the stigma associated 
with mental illness fi nally dispelled (Sartorius & Schulze,  2005 ), DSM and ICD will 
continue to generate controversy. This is to be expected and is not unwelcome. 

 It is, however, notable that many of the controversies surrounding DSM and ICD 
stem not from problems with the diagnostic systems themselves, but rather the 
inappropriate use of such systems, despite clear and emphatic warnings against 
inappropriate, over-literal or tick-box approaches in both DSM and ICD. The mis-
use of such systems is especially regrettable because nuanced, thoughtful use of 
these tools can help greatly with enhancing diagnostic transparency and under-
standing in individual cases, once their use is tempered by an awareness of their 
limitations and combined with genuine therapeutic engagement with individual 
patients and families. 
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 In this context, more skilful engagement with DSM and ICD would be facilitated 
by an awareness of Buddhist teachings about dependent arising and nonself which, 
as already discussed, refer to the idea that perceived phenomena (including the self) 
are entirely dependent on specifi c causes and conditions for their apparent existence 
and are thus without substance, permanence or, in a sense, independent existence. 
This approach emphasises that specifi c clusters of co-occurring symptoms (such as 
the diagnoses outlined in DSM and ICD) are deeply impermanent and thus to be 
interpreted very fl exibly and that the self experiencing such symptoms is similarly 
devoid of lasting substance and subject to change and constantly transforming forms 
of  dukkha  (suffering). Ultimately, it is the patient and his or her suffering, and not 
DSM or ICD, who guides diagnosis, treatment and resolution (Kelly,  2013 ). 

 Skilful engagement with DSM and ICD can be further advanced through an 
awareness of Buddhism’s emphasis on the importance and  complexity  of mental 
phenomena (as outlined in the  Abhidhamma ), the need for cognitive fl exibility (e.g. 
when interpreting DSM or ICD criteria) and mindful awareness of the transitory 
nature of such classifi cation systems, complemented by a deep awareness that the 
self and associated psychological phenomena (e.g. symptoms) lack permanent real-
ity and are also subject to constant change. This is highly consistent with Buddhism’s 
emphasis on compassion, which, in the context of these other Buddhist concepts, is 
another construct necessary for skilful use of DSM or ICD: if there is no self, there 
can be no self-interest, and the suffering of others is continuous with one’s own. 
Compassion should therefore underpin all aspects of psychiatric diagnosis and treat-
ment, as well as informing specifi c, compassion-based psychological therapies. 

  Humility   is another key value that complements compassion in mental health-
care and is highly consistent with the Buddhist world view (Harvey,  2000 ). In psy-
chiatry, for example, it is important and appropriate to cultivate genuine humility 
about how much we really know about the biology of the brain, the biological cor-
relates of mental illness (Kirsch,  2009 ), and, therefore, how medications work 
(Kramer,  1994 ). From a Buddhist point of view, new perspectives on knowledge 
about the brain has been a key (if controversial) feature of recent dialogues between 
Buddhism and neuroscience (Kelly,  2008a ; Lopez,  2008 ; Shaheen,  2012 ) and will 
undoubtedly further shape concepts of both brain and mind in the coming decades. 

 In this context, what is important for clinicians, in the midst of the controversies 
surrounding DSM and ICD, is that the core tasks of mental healthcare do not become 
obscured: the core tasks remain the alleviation of suffering among individuals in 
states of psychiatric and psychological distress and the promotion of health and 
social care systems which promote wellness, enhance human rights, deepen social 
inclusion and optimise autonomy (Kelly,  2013 ). Accurate, sensible, fl exible and 
compassionate diagnosis is central to this task. 

 Ultimately, an approach that combines DSM or ICD with fl exible, individualised 
interpretation, an awareness of nonself, skilful cognition and deep compassion can 
recognise both that (a) identifi able patterns of suffering recur in different individu-
als, refl ecting a commonality of experience and unity of suffering, and (b), at the 
same time, each individual is unique and constantly changing, so that all diagnosis 
is subject to revision—forever. The Greek philosopher Heraclitus stated that  you 
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cannot step into the same river twice ; in psychiatry, you cannot diagnose the same 
person or the same illness twice: all the parts are moving parts, and change is the 
only constant. 

 Future research and development of classifi cation systems can and should take 
account of changes in psychiatric and psychological knowledge, practice and 
thought, in order to make revised diagnostic categories refl ect more accurately cur-
rent experiences of mental illness and psychological distress (Frances & Nardo, 
 2013 ). Future editions of DSM and ICD could also usefully re-emphasise and elab-
orate ICD-10’s guidance on careful, mindful use of diagnostic criteria (WHO,  1992 ) 
and DSM-5’s stern warning against a tick-box approach to diagnosis (APA,  2013 ). 

 An approach to psychiatric classifi cation and revision of diagnostic guidelines 
that was explicitly informed by compassion would also help ameliorate some of the 
suspiciousness and bitterness that occasionally surrounds ideological debates about 
DSM and ICD and help refocus attention on the common task: the alleviation of the 
suffering of all beings, including not only our patients but also ourselves and all 
sentient beings—regardless of their DSM or ICD diagnosis (if any) and regardless 
of their stage on the path to enlightenment. Further exploration of the relevance of 
Buddhist psychology to this process is likely to prove helpful, inclusive, insightful 
and even, perhaps, enlightening.     
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    Chapter 3   
 Being Is Relational: Considerations for Using 
Mindfulness in Clinician-Patient Settings       

       Donald     McCown    

            Introduction 

 The most obscure fact in the use of mindfulness in clinical practice may actually be 
its most obvious feature—that we learn mindfulness ‘together’. Because the chap-
ters that follow begin to open into the range of applications, this relational basis of 
mindfulness becomes a central consideration. In any undertaking in the clinical use 
of mindfulness, there is a teacher and at least one participant. This may be a group, 
as in mindfulness-based stress reduction (MBSR)    or one of the many mindfulness- 
based interventions (MBI) that are targeted to specifi c clinical populations, or it 
may be that a therapist and patient undertake to apply mindfulness in their work 
together. In any case, we need to develop an understanding of both the person of the 
teacher and the nature of the relational situation of the pedagogy. Yet, we encounter 
obscurity in both. 

 Much of this obscurity might be traced to more than three decades of scientifi c 
research that has been modelled on or has aspired to the ‘gold standard’ of the  ran-
domised controlled trial   (RCT), endowing scientifi c legitimacy, while factoring out 
potential ‘teacher effects’, and insisting on a strong individualist view of the peda-
gogy. Assuredly, this effort has elaborated an evidence base that has been power-
fully persuasive in encouraging adoption of mindfulness for a wide range of clinical 
applications. Yet, much has been and continues to be lost. That is, as colleagues and 
I have suggested (McCown, Reibel, & Micozzi,  2010 ; McCown,  2013 ; McCown & 
Wiley,  2008 ,  2009 ) and as others have concurred (Crane, Kuyken, Hastings, 
Rothwell, & Williams,  2010 ; Crane et al.,  2014 ), the concerns in teacher training 
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and pedagogical study are in a different discourse from the outcome studies. The 
RCT approach assumes the view of mindfulness as an analogue to a pharmaceutical 
compound. Mindfulness is reifi ed, a thing to be placed ‘inside’ the patient to effect 
individual change. Moreover, this thing is placed there via a teacher who is simply 
a delivery vehicle, a ‘vector’, even, that must be pure and controlled. 

 The intention of this chapter is to attempt to counteract this individualist and 
positivist view, by exploring the  relational dimensions   of mindfulness that underlie 
the activities of teaching and learning it, and in the process to identify and defi ne 
practical theories and skills for teachers that are valuable across the range of 
mindfulness- based approaches delivered in groups, as well as in more tailored 
applications for individuals. These theories and skills will offer answers to essential 
questions: Who is it that can engage in the use of mindfulness in clinical work with 
patients, that is, who are we as teachers? How do we understand the rich, non-verbal 
experience of being together with participants in the classroom or consulting room? 
How do we know that what we are doing is ‘working’? And what do we do when it 
is not? As answers to these questions unfold, we will also consider the nature of 
teacher training, a context for pedagogical theory and practice, a non-foundational 
ethical stance for clinicians when using mindfulness and an aesthetics of the 
pedagogy. 

 All of these explorations will start from the relational dimensions of mindful-
ness, which is newer theoretical territory in the development of the use of mindful-
ness in clinician-patient settings. What follows, then, relies on language and 
descriptions that are mostly different from the more established discourses within 
the medical, scientifi c and Western Buddhist communities. It is hoped that this more 
neutral language will have the dual effect of allowing new descriptions of the space 
in which teachers and participants practice the pedagogy to come to the foreground 
while allowing the unresolved tensions between clinical and  Western Buddhist 
framings   of mindfulness (e.g. Lindahl,  2015 ; Monteiro, Musten, & Compton,  2015 ; 
Purser,  2015 ; Van Gordon et al.,  2015 ; Williams & Kabat- Zinn,  2011 ,  2013 ) to 
recede into the background. 

 Perhaps, for the reader, the most pressing questions are about the person of the 
teacher—who am I and what do I do? Yet, to best answer those questions, it is nec-
essary to consider another set of questions—how do we understand the experience 
of being mindful together? It is the context that defi nes the teacher, not the other 
way around, as the following section will describe.  

    Context First: It All Starts With Relationship 

 In considering the pedagogy of the mindfulness-based interventions, my colleagues 
and I (McCown & Reibel,  2009 ; McCown et al.,  2010 ; McCown,  2013 ,  2014 ) have 
adopted a social constructionist view (e.g. Gergen,  2009 ,  2015 ), in which relation-
ship defi nes who we are and what we do in any situation. This approach defi nes the 
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activities of teaching and learning mindfulness as an ongoing co-creation, involv-
ing and affecting all participants. Each instance of co-creation is unique, arising in 
the moment, and therefore unrepeatable. These characteristics may begin to sug-
gest the challenges to the teacher, as well as the broad margins for engagement and 
even pleasure. 

    Confl uence 

   A clear evocation of co-creation comes in Gergen’s ( 2009 ) description of  confl u-
ence     . In the dominant discourse of individualism, participants in a class or dyad are 
seen as autonomous individuals fi rst, bound up in their chosen identities and only 
(perhaps even grudgingly) accountable to others. In opposition to that discourse, the 
concept of confl uence sees participants as relational beings fi rst, with identities 
shaped in each instant by the unfolding of the shared activities. 1  For example, in an 
MBI class, when the curriculum calls for learning sitting meditation, the partici-
pants mutually defi ne meditators who sit quietly and a teacher who ‘guides’ with 
their voice. Participants know what to do (who they are) in that moment. Then, 
when the confl uence that is formal meditation practice ends, the meditators are 
redefi ned as dyad partners that speak aloud to each other. A further change in action, 
as a plenary dialogue takes form, defi nes students who speak and listen and a teacher 
who listens and offers answers or inquires into the student’s experience in the 
moment. These shifting ways of being are not seen as forced on participants from 
outside nor are they compelled by inner pressures to act as they do. What happens 
next in the class is moderated by the relationships throughout the confl uence. 

 Confl uence is a philosophical concept, but not as speculative as one might think. 
With this concept in mind, we can turn to a description, if not an explanation, that 
makes use of our emerging physiological and neurophysiological understanding of 
mindfulness.    

1   This discourse of bounded individuals dominates our culture and therefore our language. Gergen 
( 2009 ) notes that it is nearly impossible to fi nd terms in English that suggest the relationships of 
the confl uence. Rather than creating a new set of terms, the reader could readjust their thinking, 
and when they see the term, say, ‘participants’ to consider the mutually defi ning and shifting iden-
tities of the confl uence. In comparing the pedagogy of mindfulness-based interventions in the 
United States and Korea ( McCown, under review ), Korean terms are found to describe the confl u-
ence situation clearly. The term ‘Ahwoolim’ connotes a meeting of more than two different per-
sons or things that become harmonious; however different they were, they come to resonate with 
each other and lose their ordinary self-boundaries. The term  Shinmyong  describes an ecstatic state 
of aliveness and mutual sense of becoming one another; it literally means a state when a divine 
force becomes brightened and connotes the fullness of vital life force when something bottled 
inside is completely released. 
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    A  Scientifi c Description   

  Nearly 30 years after the fi rst study of mindfulness as defi ned within MBSR, Imel, 
Baldwin, Bonus and MacCoon ( 2008 ) pushed against the dominant discourse and 
looked at the effect of the relationships in the group on participants’ outcomes. 
With data from 60 groups—about 600 participants—they applied multi-level statis-
tical modelling to calculate the group effect on the differences in symptom change 
from pre- to post-intervention while factoring out any teacher effects and adjusting 
for pre-intervention symptom severity. The effect of the group, they reported, 
accounts for 7 % of variability in outcomes—a signifi cantly large number. To give 
perspective, the most signifi cant predictor of outcomes in psychotherapy, the client- 
therapist alliance, accounts for only about 5 % of variability in outcomes (Horvath 
& Bedi,  2002 ). 

 Such power in being together has always been obvious to MBI teachers, who 
often hear in last-class refl ections how strongly the participants value the sense of 
support of the class, how much easier they fi nd it to practice with others and how 
‘close’ they feel to people with whom they’ve spent precious little time—and whose 
names they may not even know. 

 The scientifi c explanation for this closeness starts with the mirror neurons in our 
brains that allow us literally to feel in our bodies the movements and even the inten-
tions of those who are with us (Gallese, Fadiga, Fogassi, & Rizzolatti,  1996 ; Gallese 
& Goldman,  1998 ). It may be that a ‘resonance circuit’ (Siegel,  2007 ) brings us 
together. It runs like this (Carr, Iacoboni, Dubeau, Mazziotta, & Lenzi,  2003 ): We 
become aware of an action or expression in another (it may not even be seen but 
might be heard or otherwise sensed), which is ‘tried on’ by the mirror neuron sys-
tem. Next, the superior temporal cortex predicts how that will feel to us. Then, that 
information goes through the insula to the limbic system, which establishes the 
emotional tone and returns the information back through the insula to the prefrontal 
cortex for higher level interpretation—so now we know the situation. 

 Through this circuit, we feel what others are feeling. What’s more, we know their 
intentions—their next move. We attune to one another through this circuit. It is 
active in the bonding of infant and caregiver, of lovers, of family and further out-
ward in social circles. As an evolutionary fact, it is active in our cooperation, our 
competition and even our fi ghting (Cozolino,  2006 ). 

 This effect of the group helps to describe the quality of a typical pedagogical 
situation. Yet, we must also consider the effect of the mindfulness practice on the 
group or dyad in teaching and learning mindfulness. Here the resonance circuit may 
come into play ‘intrapersonally’ as well as ‘interpersonally’, with meditators attun-
ing to their own intentions and resonating with themselves. The most important part 
of the resonance circuit in the description that we are developing is the fi nal move 
of activation of the prefrontal cortex to name the feeling. Activity in the prefrontal 
cortex reduces negative reactivity by calming the limbic system, particularly the 
right amygdala—the seat of fear (Creswell, Way, Eisenberger, & Lieberman,  2007 ; 
Lieberman et al.,  2007 ). 
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 To most fully explain the pedagogical situation of a mindfulness group or dyad, 
there is one move left to make: during a formal group practice, some or many of the 
participants may come to intrapersonal resonance, resulting in a feeling that they 
might label as peaceful or relaxed. That feeling is evident in their expressions and 
postures, even in their breathing and speaking, all of which is information available 
to all in the room. As the formal practice closes and participants look around, 
whether they are ‘peaceful’ or not, their mirror neurons react to all those who are 
gathered—peaceful ones included. The whole group has a chance to ‘try on’ the 
feeling of resonance. That, indeed, creates a unique situation. And we can explain 
it, in some detail, through Stephen Porges’ ‘polyvagal theory’ ( 2011 ). 

 Porges suggests that not only do we have subcortical reactions to awareness of 
threats in the environment—the fi ght or fl ight reaction to moderate threat or the 
freeze reaction to overwhelming threat—but we also have a subcortical reaction to 
awareness of safety. This reaction prepares us for social engagement. It is mediated 
by the myelinated vagus nerve, which enervates the heart, and the muscles of the 
head and neck as well. So, when our subcortical threat detection system perceives 
the environment as safe (as with a group of peaceful meditators), the hypothalamic-
pituitary- adrenal (HPA) axis and sympathetic nervous system response of fi ght or 
fl ight is suppressed, the heart rate slows and the social response possibilities of the 
head and neck are enhanced. That is, for better communication, the eyes open fur-
ther to exchange glances, the eardrums tune to the frequency of the human voice, 
the muscles of the face and neck gain tone for fi nely shaded expressions and ges-
tures, while the larynx and pharynx get set for articulate speech. And, for bonding, 
there is a release of the ‘love hormone’ oxytocin, encouraging approach and 
embrace. 

 Now, perhaps, it is possible to consider the group effect described at the outset as 
so potent for bringing about positive participant outcomes. In the practice of mind-
fulness, in a class or dyad, we co-create, again and again, an environment that feels 
safe. The many potentially peaceful faces, postures, voices and gestures help even 
those who are struggling for emotional balance to move towards social engagement 
behaviours. In a sense, that response moves through the group as resonance moves 
through a circuit, bringing openness to approach—making it more possible for the 
group and each participant to meet the experience of the moment (whether wanted 
or unwanted) in a friendly way.   

    Three Descriptions of the  Pedagogy      

   We are back, at last, to consider what the relational dimension adds to teaching and 
learning mindfulness. What happens when we are together—in a group or dyad—
may be more powerful and of more lasting effect than a pedagogy pointed towards 
some ideal of the individual practicing alone. The space we create together is 
immensely valuable. Perhaps the neurophysiological story is persuasive for you. Or 
you may fi nd that other descriptions make more sense, in your experience. 
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 To better understand the qualities of this ‘homeland’ of the teacher and to better 
prepare for the unique, dynamic and unrepeatable events in class or dyad, let’s walk 
through three different representations of the pedagogical space and process. First, 
we will investigate the nonconceptual, embodied ways that we respond to the ongo-
ing fl ow of the moment in the group that is the background in which the pedagogy 
takes place. Second, we will examine the ways that we are shaped by the noncon-
ceptual, embodied experiences of the moments of the pedagogy. Finally, we will 
consider how participants’ capacities for action in the moment grow, change and 
become potentials for the future. 

    1.  Joint Action      
   John Shotter, investigating the deep processes of social construction, insists that our 
living bodies are spontaneously responsive to the ‘others or othernesses’ (e.g.  2012 , 
p. 84) around us, which make up the background in which we are embedded. This 
background shapes us far more than we contribute to its ever-shifting shape. There 
is not simply our action or the other’s action, it is ‘joint action’ ( 1984 ). Shotter uses 
resources of the Russian literary theorist Mikhail Bakhtin to describe this as ‘dia-
logical’, that each in the dialogue is responsive to the other and any utterance is 
shaped by the prior and anticipated utterance of the other ( 2008 ). Shotter thickens 
this description further through the phenomenology of Maurice Merleau-Ponty, for 
whom dualisms such as body-mind or self-other are overlapping or ‘chiasmically 
intertwined’. Thus, we make sense of a situation because the living body can inte-
grate the range of our perceptions and impulses to orient us in the present moment, 
with others (Shotter,  2011 ). Joint action is not dependent upon intentions of particu-
lar participants (or the teacher). It is, rather, the actuality of the unpredictable 
exchanges among them and, in fact, can be seen as inviting further actions from any 
and all. The situation of joint action, then, is dialogically or socially constructed and 
is in fl ux from moment to moment. The world of the participants changes with each 
silence, each word, each motion and each feeling. Shotter ( 2011 ) describes it: 

   But more than simply responding to each other in a sequential manner—that is, instead of 
one person fi rst acting individually and independently of another, and then the second also 
by acting individually and independently of the fi rst in his/her reply—the fact is that in such 
a sphere of spontaneously responsive dialogically structured activity as this,  we all act 
jointly as a collective-we . (p. 58, emphasis added) 

   Of powerful signifi cance, as we will see as each of the three representations of 
the pedagogical space and process unfold for us, is the part the collective-we plays 
in the development of new ontological possibilities. Through the shared activity of 
the group, Shotter ( 1984 ) notes, participants come away with new, different ways of 
being. Spend time sharing space and activities with musicians, and musician 
becomes a way of being. Spend time with brewers brewing beer, and brewing 
becomes a way of being. Share mindfulness practice—being within the experience 
of the moment in the group—and come away as one who can stay longer (perhaps!) 
in the present. 

 This is not the usual way of thinking about pedagogy. As teachers, scientists or 
clinicians, we are trained to take an intellectual, conceptual approach to our 
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 activities. From what is a continuous fl ow of events, we focus on and abstract par-
ticular parts, which become concepts that we can grasp—that we can hold on to in 
the fl ow. This allows us to both orient ourselves to general patterns and to create 
protocols, principles or rules to ensure repeatable responses. Further, through such 
a process, the conceptual becomes a world in which we live and act. This has 
undoubted value in certain areas of life: we can fi x cars or perform heart surgery; 
there, we benefi t from keeping the sense of continuous fl ow and change at bay. 

 In different undertakings, however, continuous fl ow and change may be the key. 
In the pedagogy of mindfulness, we are learning to be within the experience of the 
moment, regardless of its emotional valence for us. We learn to be with the experi-
ence of the moment by navigating it, again and again, together, as a group. As 
Shotter ( 2012 ) has it, ‘we turn our intellectual powers in a rather unusual, ontologi-
cal rather than epistemological direction’ (p. 91). That is, we work on ‘how to get 
ourselves ready, so to speak, to go out to meet the events confronting us, rather 
than …working out how, instrumentally, to infl uence those events themselves’ 
(Shotter,  2012 , p. 91). The overall experience of being a participant in a mindful-
ness group produces a way of being in the continuously fl owing and changing 
world, as opposed to a conceptual understanding of navigating a mapped and 
defi ned account of a world.    

  2. An  Omelette in a Kitchen      
   The anthropologist Tim Ingold ( 2008 ) insists that we do not learn by bringing 
knowledge from ‘outside’ to ‘inside’ us. Rather, he suggests that we ‘grow into’ 
knowledge within a relationship located in a specifi c place with specifi c objects. As 
he describes, ‘The minds of novices are not so much ‘fi lled up’ with the stuff of 
culture, as ‘tuned up’ to the particular circumstances of the environment’ ( 2008 , 
p. 117). He refers to this not as learning or education but as ‘enskillment’ and pro-
vides the example of a child learning to make an omelette. There is no one right way 
to crack a given egg, because each egg is different. The child learns the feel for it 
from hands that are skilled being placed on or over theirs. What is more, this process 
happens in a particular kitchen, with particular bowls and pans. The knowledge is in 
the system, not inside the child. Ingold notes that ‘you only get an omelette from a 
cook-in-the-kitchen’ ( 2008 , p. 116). 

 Ingold’s image of the knowledge in the system—cooking or being mindful—
arises from a powerful critique of the dominant view of beings and their develop-
ment. Ingold ( 2006 ) calls this dominant view the  logic of inversion , in which the 
being’s involvement in the continually changing outside world (consider the moment 
in the kitchen with egg, bowl and teacher) is seen as a cognitive schema or cultural 
model installed inside the being that is brought out when needed. Through the logic 
of inversion, ‘beings originally open to the world are closed in upon themselves, 
sealed by an outer boundary or shell that protects their inner constitution from the 
traffi c of interactions with their surroundings’, notes Ingold ( 2006 , p. 11). To invert 
this inversion, then, is to open the being to the world again, to come to experience 
continual fl ow and change and to be within each moment, which is, in fact, the cen-
tral move of the pedagogy of mindfulness. An open being, then, is unbounded, 
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 moving in the world along a line (actually many lines) of development, interweav-
ing relationships. Such an unbounded being is tangled, enmeshed with the texture 
(or textile!) of the world—in the kitchen, classroom or consulting room. Knowing 
is not inside but all around.    

  3.  Potentials   
   Gergen’s  (2009 ) concept of confl uence, as described at the outset of this section, 
may now have more resonance. Beings that are open may act jointly in the ‘collec-
tive- we’ that Shotter ( 2011 , p. 58) mentions and may interweave to a thick texture 
in relationship with others, as Ingold ( 2006 ) suggests. A confl uence and the mutu-
ally defi ning relationships that it comprises bestow on participants ‘ potentials’   for 
being and acting in particular ways, according to Gergen ( 2009 ). A participant may 
attend to another’s way of being as a model, will surely take on a particular way of 
being and will come to some level of prowess in the coaction of the confl uence. 
Such potentials are not merely cognitive; they are embodied in action, movement, 
gesture, posture, facial expression, gaze, vocal tone and more. They are established 
by familiarity, by repetition within particular confl uences, and are then available as 
seems sensible in particular situations. Through experiences, we develop a vast 
store of ways of being, or multi-being, as Gergen calls it ( 2009 ). This is not prob-
lematic, as questions of coherence and integration of the many potentials bestowed 
by relationships do not arise within the discourse of open, unbounded beings. In 
multi-being, coherence and integration may be valued within specifi c relationships, 
but are not essential to some overall self. As Gergen states, ‘For the relational being 
there is no inside versus outside; there is only embodied action with others. 
Authenticity is a relational achievement of the moment’ ( 2009 , p. 138). 

 The pedagogy of mindfulness, then, is a question of potentials that are bestowed 
within the relationships of the class or therapeutic dyad. Everyone steeps in what 
is co-created in the confl uence. This is not simply true of the participants, clients 
and patients—whatever word we use—but is also true of the teacher. All of those 
gathered are part of the confl uence, all have potentials from past relationships and 
all help to bestow further potentials each to each, all to all, each to all and all to 
each. In this exhaustive situation, it begins to make sense to explore who it is that 
teaches.      

    The  Teacher     : Who (and How) Are You? 

   If the pedagogy of mindfulness is a relational undertaking, a process by which 
potentials are endowed among participants, the typical assumptions about the for-
mation and identity of mindfulness teachers for clinical applications must come 
under rigorous scrutiny. Education and training need to be considered from the 
capacity to catalyse the central move of the pedagogy, that is, of helping participants 
to stay within their experience of the moment, however aversive or distracting it 
may be. This is a subtle and intimidating job that requires tacit as well as theoretical 
understanding of mindfulness as relational practice. It is not enough to know the 
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practice of meditation for oneself (although this is certainly a requirement), for one 
must also be skilful with the other participants. It is not enough to be deeply expe-
rienced or knowledgeable in one or more meditative or contemplative tradition 
(although, again, this has signifi cant value), for mindfulness in clinical work is most 
often presented with secular language and under time restraints that limit contextual 
explanations. Likewise, it is not enough to have clinical training (although, once 
more, this is an important background), since the confl uence works without diagno-
ses, therapist/patient hierarchy or instrumental therapeutic moves.   

    Mindfulness  Training      

   If all of this is the case, how is a teacher to be educated and trained for the subtle 
and intimidating job of catalysing and maintaining the move of turning towards and 
being within the experience of the moment? As suggested above, training must be 
multidimensional while maintaining the singular focus of the pedagogy of mindful-
ness as the key practice. Through spending time in MBI groups and dyads as a 
participant, participant/observer, co-teacher and teacher, the teacher in training is 
endowed with the potentials found within the pedagogy. This ‘steeping’ in the prac-
tice of the pedagogy is a defi nition of teacher training. Certainly, teachers are also 
endowed with different potentials from steeping in other forms of confl uence, such 
as professional training in a clinical discipline or meditative training in a specifi c 
tradition, and these potentials may be more or less germane to MBI pedagogy from 
moment to moment in a class. Ultimately, however, steeping in the MBI confl uence 
is the most simple, direct and effective mode of teacher training. After all, the prac-
tice of the confl uence is the pedagogy of mindfulness, and those potentials are 
constantly being endowed, refi ned and endowed again to the teacher and all 
participants. 

 The priority of steeping in the confl uence of mindfulness pedagogy for teacher 
training does not decrease the importance of the teacher’s personal daily practice of 
mindfulness meditation and regular retreat attendance. The phrase in the MBI com-
munity appears to be ‘having your own practice’ and is a marker of existential com-
mitment to an identity as a diligent and ethically aware MBI teacher. For example, 
the formal statement of ‘principles and standards’ for teaching MBSR teachers 
(Kabat-Zinn et al.,  2012 ) states, ‘MBSR instructors need to have their own personal 
meditation practice and attend retreats in the spirit of ‘continuing education’ and the 
ongoing deepening of their practice and understanding’. In mindfulness-based cog-
nitive therapy (MBCT), developed on the armature of MBSR, the explicit require-
ment for therapists of ‘having your own practice’ (Segal, Williams, & Teasdale, 
 2002 , p. 83) is rooted in the developers’ failed attempts to teach without it, as well 
as with their positive experiences with the senior MBSR teachers at the UMASS 
Center for Mindfulness, whose existential commitments to mindfulness were 
embodied in their lives. With such a correlation of personal practice time and com-
mitment as a teacher, it would be simple to move to ‘a more is better’ outlook. 
However, this has not been the case in clinical application of mindfulness, as 
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 demonstrated in an attitudinal statement from the MBSR community. ‘We have had 
instructors with 5 or 6 years of meditation experience who do very well in the class-
room. Conversely, we have met people seeking jobs who have 20 or more years of 
meditation practice in their background who we did not feel at the time were capa-
ble of teaching in the classroom’ (Santorelli,  2001 , p. 11–8:4). 

 We could begin to understand this more deeply by returning to a relational dis-
course, leaving behind the discourse of personal practice as individualistic and 
internal. Thus, the practice away from the group, so-called practice in solitude, may 
be reframed relationally as unfi nished dialogue (McCown,  2013 ). The discourse of 
self-improvement and self-exploration shifts to ongoing practice of the turning 
towards and being within the emerging moment that is the central move of mindful-
ness pedagogy. Meditating alone is then the invocation of dialogue with one’s cur-
rent and past teachers (necessarily one sided, although with a background of 
profundity) to maintain that central move. 

 Likewise, then, requirements for retreat practice may be reframed as steeping in 
the practice of the pedagogy of mindfulness, so that the potentials endowed are 
relational in origin and intent. This, of course, problematises retreats that do not use 
MBI or other clinical mindfulness practice modes. Steeping in alternative confl u-
ences cannot endow the same potentials as MBI-style retreats and develops teachers 
in divergent ways. This is acknowledged to a certain extent, for example, in MBSR 
training recommendations for developing teachers to attend retreats in the ‘Western 
Vipassana or other Buddhist mindfulness meditation traditions’ (CFM/retreat), 
because the experience ‘mirrors and expresses many aspects of MBSR’ (CFM/
retreat). When considered in the discourse in which mindfulness is a relational 
accomplishment, such retreats would endow very different relational potentials ver-
sus MBSR. The secular MBI language game and the form of life in which it is 
instantiated—to borrow useful terms from Wittgenstein ( 1953 )—are signifi cantly 
different from those encountered in a retreat in Western Buddhism. There, the life 
world is tinged with more or less Buddhist language, views and actions that would 
need to be carefully translated for application in the secular arena of the MBIs. This 
is diffi cult work and requires signifi cant knowledge of both sides of the translation. 
Thus, neither retreat practice nor meditation training through resources outside the 
secular, clinical mindfulness community would be ideal for endowing new teachers 
with the potentials that are most valuable in secular, clinical uses of mindfulness. 
On refl ection, this may answer the riddle of Santorelli’s ( 2001 ) observation that 
teachers with relatively few years of meditation experience were found who notably 
outperformed meditators with 20 years or more of experience. The endowed poten-
tials of the former may be traced to secular, clinical sources and, thus, more closely 
match the language game and form of life in which they come to be actuated.   2   

2   This does not call into question the existential commitment to mindfulness of either a Western 
Buddhist or a secular practitioner. It is simply that the fi t for the situation may be more or less close 
and thereby more or less successful. This suggests that staying within the practice “lineage” of 
secular and clinical mindfulness may have value in establishing oneself as a valuable therapist/
teacher. This should not be seen in any way as a less spiritual path; the commitment is to the other 
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     Clinical Training      (and Unlearning) 

   Because this book is focussed on mindfulness uses in mental health and addictions 
contexts, it might be assumed that the reader has been trained as a clinician in one 
of a range of possible disciplines, including psychiatry, nursing, psychology, social 
work and professional counselling, among others. Such an education has signifi cant 
value in endowing relational potentials that may be actuated by particular situations 
that arise, say, in screening interviews with potential MBI participants or with par-
ticipants who fi nd themselves in great distress during MBI class sessions. In a spe-
cifi c area, that of codes of ethics and rules of professional conduct, a clinical 
education offers an irreplaceable resource, as will be described in the section on 
ethics further below. The background knowledge, skills and confi dence offered by 
professional education cannot be gainsaid, yet much of what is required in the appli-
cation of mindfulness in clinician-patient settings is new and contradictory and 
often requires of clinicians a process of ‘unlearning’. This section will consider the 
three areas where unlearning may be necessary, and the section to follow will pres-
ent an overview of the new skills that may be endowed in the pedagogy of 
mindfulness. 

 There are three essential differences between clinical uses of mindfulness and 
the vast majority of other clinical interventions; they are located in three areas that 
are immediately problematised by both a relational approach and the application of 
mindfulness: (1) diagnostic practices, (2) the clinician-patient relationship and (3) 
the intention of practice. 

  1.  Diagnostic Practices   
  Kabat-Zinn ( 2011 ) foreshadows the difference in the MBIs (and other uses of mind-
fulness) with the well-known statement made at the start of MBSR classes, ‘We 
often say that from our perspective, as long as you are breathing, there is more 
“right” with you than “wrong” with you, no matter what is wrong. In this process, 
we make every effort to treat each participant as a whole human being rather than as 
a patient, or a diagnosis, or someone having a problem that needs fi xing’ (p. 292). 
When such expression of disinterest in an imposed and limiting identity is urged by 
the teacher, freedom and possibility are awakened in participants. Anything may 
happen. The next moment can be different. We need not rehearse old stories or look 
for patterns of continuity. Change is happening in each moment and is a resource 
available to all. 

as the central concern, meaning the sense of self-sacrifi ce or selfl essness is primary and notewor-
thy. As Shonin and Van Gordon ( 2015 ) note, “Belonging to a lineage theoretically ensures that a 
person has the necessary ‘credentials’ to be an effective meditation teacher, and as such, knowing 
an individual’s lineage can help us make an informed decision about their suitability as a teacher. 
However, just because a given meditation or mindfulness teacher is from a scientifi c background 
and/or is not particularly interested in being part of a Buddhist lineage or tradition, this does not by 
default mean that they are not authentic. Likewise, just because a teacher belongs to an‘established’ 
Buddhist or meditation lineage, this does not, by default, mean that they are able to impart an 
authentic transmission of the teachings” (p. 143). 
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 The release from diagnostic identities, particularly those drawn from psychiatric 
manuals such as the DSM 5, is not limited to the classroom; when the teacher lets 
go of diagnostic thinking, participants may be endowed with a potential to let go of 
such constructs in other contexts of their lives as well. Foucault ( 1995 ) reminds us 
that participants tend to subject themselves to the same ongoing scrutiny that is 
operative in many clinicians’ ways of relating. Once labelled ‘depressive’, for 
instance, a patient is under surveillance by self and others. The patient comes to feel 
well, but ‘It may come back!’ Those who subject themselves are never free. Foucault 
describes how participants take on the limits set by their diagnoses and treatments: 

   He who is subjected to a fi eld of visibility and who knows it, assumes responsibility for the 
constraints of power; he makes them play spontaneously upon himself; it inscribes in him-
self the power relation in which he simultaneously plays both roles; he becomes the prin-
ciple of his own subjection. (1995, pp. 202–203) 

   Foucault encourages us to resist such subjectifi cation, and the MBI class or 
mindfulness dyad may be seen as a site of collective resistance. The confl uence, 
then, is a counter-culture in which it is possible for participants to explore new iden-
tities and different ways of being through the central pedagogical move of turning 
towards and staying within the experience of the present moment.   

  2.  Clinician-Patient Relationship      
   The pedagogy of mindfulness is inherently democratic. Because the teacher is part 
of the confl uence in practice, that role is more one of catalyst (getting the process 
started) and steward (maintaining the central move of the pedagogy) than of direc-
tor. Further, as the class (or dyad) grows in its capacity to be within experience, the 
urgency of catalytic and stewardship interventions diminishes. In effect, teachers 
are subsumed more and more in the confl uence. 

 In moving towards such a situation, there are pitfalls for those used to thinking 
in other clinical modes. The language of mindfulness pedagogy is specifi c and 
crucial; the stakes are high. Kabat-Zinn ( 2004 ) notes that verbal and non-verbal 
communication can misdirect the class. For example, there is a tone that he names 
‘idealising’, which suggests ‘I know how to do this and I’m going to teach you’. 
On the contrary, in competent mindfulness pedagogy, the teacher’s language, 
expression, gesture and posture would convey an invitation to shared exploration, 
emphasising the not-knowing position of mindfulness—a ‘Well, we can investigate 
this together and see what comes of it’. Such an approach makes the pedagogy’s 
central move the focus for the confl uence—turning towards and being within the 
moment’s experience. 

 Another tension between typical clinical approaches and applications of mind-
fulness is in the teacher’s use of ‘self-disclosure’. In the confl uence, the teacher’s 
moment-to-moment experience is as formative as any other. Shotter ( 1995 ) reminds 
us that the joint action of the group or dyad proceeds on a moment-by-moment basis 
of embodied (or practical) responsive understandings:

  a structure of presumptions and expectations of a non-cognitive, gestural kind that unfolds in 
the ‘temporal movement’ of the speaker’s voice…The very act of saying a word in a practical 
circumstance is a joint action: it is open to the infl uences of both past and present others at 
the very moment of its performance, and their infl uences may be present in it too. (p. 66) 
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   The co-creation of mindfulness depends upon moments of self-disclosure for all 
participants. The proviso here is that self-disclosure is an expression of the shared 
pedagogy; it is in and of the moment. The MBI teacher is inevitably transparent and 
self-disclosing.    

  3.  Intention of Practice   
  Mindfulness pedagogy diverges—sometimes dramatically—from many established 
clinical approaches. Kabat-Zinn ( 2010 ) suggests the obvious gap, noting that mind-
fulness is not ‘just one more method or technique, akin to other familiar techniques 
and strategies we may fi nd instrumental and effective in one fi eld or another’ (p. xi). 
Rather, he continues, mindfulness pedagogy has ‘a way of being, of seeing, of tap-
ping into the full dimensionality of our humanity, and this way has a critical non- 
instrumental essence inherent in it’ (p. xi). These statements highlight the essential 
credo that derives from the moment-to-moment, not-knowing position of the peda-
gogy: no one needs to be fi xed, because no one is broken. 

 Even in extremis, in deep sadness or intense pain, for example, the central move of 
the pedagogy may be maintained. This is both useful and potentially a misdirection, 
depending upon the intention. A ‘staying with’ pain or sadness that is instrumental in 
intention, seeking a change, a way out, may, in the words of Crane and Elias ( 2006 ):

  work to subvert a strong internal and external tendency to look for certain (sometimes quite 
fi xed) kinds of improvement or resolution of diffi culties. This is a tendency that can play out 
in therapeutic and mental health contexts in familiar and unhealthy ways for both practitio-
ners and clients at times. (p. 32) 

   However, a ‘staying with’ that rests on not knowing and existential curiosity 
works in a different register, to provide the individual—and the group—with:

  the possibility to experience a sense of “OKness” in the midst of “not OKness,” is a broader 
infl uence offered by the meditative traditions, which can inform not merely process but also 
potentially a different approach to content. (p. 32) 

   The pedagogical move of turning towards and being within experience often 
brings participants to a choice point. Does one allow the experience? Or does one 
change it if that is possible? The teacher does not decide in some calculated way 
what is best; rather, the participant assumes the responsibility. The quality of inten-
tion in this situation is of curiosity and fearlessness. 

 For clinicians who begin their MBI teaching with a history of meditation training 
and practice from specifi c spiritual traditions, adjusting to the differences inherent in 
the pedagogy of mindfulness may be challenging. For clinicians without such histo-
ries, the pedagogy of the MBIs may become home ground. In fact, becoming a 
teacher may even call into question their identity as a ‘clinician’. There is a  possibility 
that steeping in mindfulness pedagogy could potentiate a shift of paradigm away 
from conventional diagnostic theory and hierarchical practice in medicine (e.g. 
Sauer, Lynch, Walach, & Kohls,  2011 ) and mental health care (e.g. Grossman,  2010 ). 
As a start, we might point to the choice that UK training programmes for MBSR and 
MBCT (Crane et al.,  2010 ) have made to use the term ‘teacher’ rather than ‘thera-
pist’ for those trained. The mindfulness pedagogue may be seen as a clinician work-
ing at the extreme edges of the clinical paradigm—or, perhaps, beyond the edges. 
As such, pedagogues apply a unique set of skills, which are worth profi ling  .     
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    The Teacher’s Skills: Stewardship, Guidance and Inquiry 

 As my colleagues and I found in trying to identify and categorise the skills of the 
teacher (McCown et al.,  2010 ), even with an almost elemental scheme of four, it is 
diffi cult to divide the skills, as each includes the other three to some extent. For 
example, stewardship of the group requires not simply concrete actions but also 
language choices that help to catalyse the co-creation of the pedagogy of mindful-
ness. The teacher may use fi gures of speech and rhetorical turns that they bring or 
extract from the conversation in the confl uence. This connects stewardship closely 
to the language-centred skills of guidance and homiletics. Further, the skill dubbed 
inquiry generates language, gesture and other non-verbal expressions in the moment 
in the class, and these, in turn, shape guidance and homiletics and ultimately stew-
ardship. The four skill sets belong ultimately to the confl uence—yet they start with 
the teacher. Let us consider them in a logical order for their interrelationship.  

     Stewardship      

   The word itself comes from  sty - ward , the Old English term for the one who guards 
the meeting hall. The word denotes the action of the person and connotes the humil-
ity of the service. This is evident to those who teach, as we are often left to take 
down tables and set up chairs in a repurposed clinical space, making a circle and 
ensuring what comfort we can. That circle is emblematic of the stewardship skill 
set. The circle creates an outside, upon which the world beyond the group may act; 
likewise the circle has an inside, which belongs to the group, the confl uence, and 
eschews hierarchy in the way of King Arthur’s Round Table. 

 Stewardship skills are applied on both sides of the circle. The outside skills are 
mainly concrete—recruiting, organising, fi nding a meeting space and tending the 
space before and after the session. The inside skills are those of maintaining the 
central move of the pedagogy of turning towards and being within the experience of 
the moment.   

     Outside Skills      

    These  are skills of the working as well as possible with a world that may not under-
stand or be concerned with mindfulness meditation. Worldliness, compromise, 
business acumen, may come into play. Depending on the teacher’s situation, 
demands may include entrepreneurial skills of setting up a programme, fi nding a 
setting and space. Even marketing, public relations and advertising may need to be 
accessed. How might it be possible for the teacher to accomplish these tasks while 
maintaining a mindful balance? This part of stewardship may be more challenging 
than it at fi rst appears. 
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 Recruiting and screening are perhaps the most important stewardship skills. The 
question is not so much who is appropriate for the group as it is who may be inappro-
priate. Screening out those who have a potential to be disruptive is mostly unseen by 
participants, yet it is essential for their safety, comfort and possibilities for transforma-
tion. Well-honed clinical skills are an advantage here. Exclusion of potential partici-
pants should be considered carefully, and a teacher’s honest appraisal of their own skill 
in maintaining the central move of the pedagogy in diffi cult situations is paramount. 

 Hayes and Feldman ( 2004 ) state the issue clearly; the judgment is of partici-
pants’ abilities to face their own negative material while suspending use of their 
current coping strategies to try on new possibilities. This is a tall order for anyone. 
The teacher must feel confi dent that, with help as required, this is possible. As such, 
a teacher’s exclusion parameters will no doubt change over time and with greater 
endowment of potentials will come to allow more and more inclusion. 

 For beginning teachers, some rules of thumb may be useful. The exclusion crite-
ria used by the UMASS Center for Mindfulness (Santorelli,  2014 ) are clear and 
offer confi dence for teachers with differing levels of clinical training. They specifi -
cally exclude folks in active addiction or in recovery less than a year and patients 
with suicidality, psychosis (refractory to medication), post-traumatic stress disor-
der, major depression, other psychiatric disorders if they interfere with group par-
ticipation and social anxiety unworkable in a group environment. Exceptions are 
individual—if the participant is highly motivated and engaged in supportive profes-
sional treatment and agrees to the teacher communicating with the professionals 
and the professionals agree to act as primary care givers and fi rst contacts in emer-
gencies, enrolment may be considered. Other exclusion issues include language 
comprehension, logistical possibilities of attendance (not related to physical impair-
ment) and scheduling issues that would result in missing three or more classes. 
It cannot be emphasised enough that the teacher’s intuitive feel for the participant 
and confi dence in their skills must always be the deciding factor. 

 The fi nal outside skill is that of caring for the space, literally, meaning the room 
and its furnishings. The room may be made as comfortable and attractive as possi-
ble, yet ‘fussiness’ about décor and overcontrol of temperature fl uctuations and out-
side noise may ultimately become distractions and undermine the central move of 
the pedagogy. It is often worth making statements about obvious ‘drawbacks’ to the 
physical set up, noting that we practice for real life, which is seldom perfect or the 
way we would prefer. The message that most supports the pedagogy is that ‘we do 
what we can and accept what we must’. The setting of the circle of chairs or cush-
ions marks the transition from outside to inside skills, so it will be taken up next.    

     Inside Skills      

    A circle  of chairs or cushions is indeed the emblem of stewardship. The use of a 
circle (or some other sensitive arrangements of seating that allow participants to 
see and experience one another’s expressions, gestures and postures) optimises the 
potential for social engagement responses, as described using theories from Porges 
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( 2011 ) above, and thereby aids in establishing a space that supports the pedagogy 
of mindfulness. It is stewardship skills that begin the process and keep it going. 
The circle, particularly, undercuts the sense of anyone, even the teacher, having a 
preferred seat. All have equal potential, and all can see themselves as part of 
something larger. In fact, a stewardship skill is to turn participants towards each 
other, rather than towards the teacher, by establishing the value of the other mem-
bers. This can be achieved through the use of dyads and small groups, to process 
experiences before dialogue in the larger group takes place. These conversations 
develop more fl uidity in relationships around the circle—especially as participants 
are asked again and again to talk to someone they have not yet talked with—while 
also establishing that there are no experts, no right answers, yet there is wisdom to 
be found. 

 As the capacity of the group to stay with the central move of the pedagogy devel-
ops, it is often tested, by the environment, dramatic distractions or emotion or con-
fl ict within the gathering. The teacher’s skill here is simply the pedagogy of 
mindfulness—aiding the group in turning towards diffi cult experiences as they arise 
or letting go of attractive experiences as they pass. Take a simple example of an 
outside distraction that cannot be avoided, say, a series of fi re engines passing with 
sirens in the street, the teacher can (in good voice) ask the group to ‘drop in’ to 
meditation and to pay attention to what is in their awareness moment to moment. 
When the distraction has passed, the group can engage in small group and plenary 
dialogues around the experience. In this way, an extraordinary experience becomes 
an ordinary example of mindfulness practice, and participants come away with new 
potentials. 

 If the group is tested in its dialogues by confl ict, crosstalk or dominating partici-
pants, the teacher may invoke stewardship skills of a formal approach to conversa-
tion that may equalise the situation. First is to remind all that the mindfulness skill 
in dialogue is located in listening. Then a formal practice for dialogue could be 
introduced. A simplifi ed version of the subgrouping technique from Systems- 
Centred Therapy (Agazarian,  1997 ) may be valuable, as may a basic approach to 
Council Circle (Zimmerman & Coyle,  1996 ). 

 In subgrouping, as part of mindfulness pedagogy, the instructions to the group are 
three. First, participants are asked to come to awareness of the body and to  maintain 
that awareness throughout the process of listening and speaking. This move brings 
them into the moment and helps ensure that whatever is spoken is present- focussed, 
not rushing off into past or future. Second, one person is speaking and all are listen-
ing. The listeners are asked to attempt to make a connection between what is being 
said and their own present-moment experience. If this is possible, they may choose 
to speak of that experience—to build on what has been said. Third, then is the 
instruction for when the participant does not connect to what is being said. They are 
asked to simply hold their own truth, in quiet, listening while those who have con-
nected explore their topic. They are also told that when one exploration is complete, 
they may bring in a difference, which may then be explored with others. Using this 
technique, slowly and without confl ict, all sides of a topic may be given voice. 
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 Council Circle again makes listening a mindfulness practice and offers opportunities 
for participants to be aware of their inner reactivity and the unfi nished dialogues we 
call thinking and to be with those in quiet while others speak. The process is simple. 
A talking piece moves around the circle. The participant with the talking piece may 
speak or offer silence, while the others in the group listen. There are four basic 
intentions involved in the practice. When translated into the language of mindful-
ness pedagogy, they might be stated: (1) speaking the truth of your present- moment 
experience; (2) listening by being present with your whole being for what is spoken 
by the other; (3) expressing what is true for you, without elaborating with story or 
analysis; and (4) do not rehearse as the talking piece nears you—keep returning 
your attention to the speaker and trust that what you need to say (or not say) will 
come to you. This is a mindfulness practice that endows the potentials to be found 
in keeping one’s own counsel over time. 

 In both these practices, it may be noticed that participants are free to choose to 
be silent. This highlights what is perhaps the most important stewardship fact: par-
ticipation is not easy to defi ne. Folks may be quiet during spoken dialogues and yet 
be deeply engaged with their own unfi nished dialogue. They may be transformed by 
what looks like simply sitting in the circle.    

    Homiletics 

   Another word study reveals that  homiletics     , at its Greek root, denotes friendly con-
versation and connotes dialogue in a group assembled to talk together—which is 
how it has come to its specifi c modern use referring to making sermons. Today, the 
word suggests much more of a sense of hierarchy than is intended in the usage here. 
The skill is defi nitely not one of sermonising, not of speaking from expertise, but 
rather of a curious collaborator in conversation. In the practice of the skill, the 
teacher, who does have information to impart, starts from the ‘text’ that the group 
creates in dialogue and explores and illuminates that text. As Santorelli ( 2014 ) 
describes it:

  rather than “lecturing” to program participants, the attention and skill of the teacher should 
be directed towards listening to the rich, information laden insights and examples provided 
by program participants and then, in turn, to use as much as possible these participant- 
generated experiences as a starting point for “weaving” the more didactic material into the 
structure and fabric of each class. (p. 9) 

   The experiences of the participants become living texts that are available for all 
to appreciate and interpret. A class, in fact, is a democracy of texts, because each 
participant has the opportunity to be an author. This increases the sense of deep 
sharing. Whether or not a participant speaks, he or she is nevertheless involved with 
this form of study. Thus, when the teacher is required by the curriculum to deliver 
specifi c information—say, describing the stress response—the teacher attempts to 
solicit contributions and conversation. For example, participants might be asked to 
imagine a scene, such as being stuck in traffi c and late for a meeting, and to respond 
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with the body sensations, thoughts and emotions that appear. The teacher then has 
references to heart rate, breathing, muscle tension, anxiety, catastrophic thoughts 
and many more contributions with which to work. 

 Another literal form of text is often used skilfully in the pedagogy of mindful-
ness within the MBIs: poems, stories and children’s books (e.g. Baer & Krietemeyer, 
 2006 ; Segal et al.,  2002 ). Read aloud, with mindful listening as a practice; such texts 
bring the group together. The wisdom of a poem or story is not the teacher’s wis-
dom, so the democracy of texts asserts itself. Further, the content and the ideas 
shared around any text are a form of wisdom that is available to all.    

    Guidance 

    Guidance      is simply using language to catalyse the pedagogy of mindfulness. The 
forms of that language are different from teacher to teacher, yet there are consider-
ations that would seem to be inherent in the practice. Kabat-Zinn ( 2004 ) developed 
a style that is replicated in many of the MBIs. It is designed to support participant’s 
understanding of mindfulness and is a feature of the pedagogy. He identifi es four 
ways that language, expression, gesture and posture can undermine both under-
standing and practice. First, the teacher could convey ‘striving’ for things to change, 
as in ‘if you did this long enough, you’d be better’. Second, the teacher may be 
‘idealising’, as in ‘I know how to do this and I’m going to teach you’. Third, the 
participant may hear an offer of ‘fi xing’, implying that there is something wrong 
with the participant that mindfulness is meant to address. Fourth, the participant 
may detect ‘dualism’, assuming that there is an observed and an observer. 

 Guidance, then, must avoid placing these stumbling blocks in participants’ paths. 
Further, and this is the most salient characteristic of the MBI style, teachers’ lan-
guage must reduce the resistance of participants. This is achieved by inviting the 
participants, rather than directing them. In a discursive analysis of a Kabat-Zinn 
audio recording of the body scan practice for MBSR, Mamberg, Dreeben and 
Salmon ( 2015 ) identifi ed three features of language use that are of interest here. 
What they call ‘inclusivity’ involves the use of the fi rst person plural in guidance, 
rather than second person, implying that all in the group are participating together. 
It sounds like ‘Now, let’s let the focus of our attention move on…’. What they call 
‘process over ownership’ involves, among other tropes, the use of the defi nitive 
article, rather than fi rst or second person possessive. That is, ‘Raising the left leg’, 
not ‘your left leg’, which suggests that the action is already underway and partici-
pants may join in, or not. Bringing us to the third feature, which Mamberg et al., call 
‘Action without agency’. This involves the inevitability of the present participle, 
together with constructions that diminish rather than intensify the call for doing. It 
sounds something like ‘If you’re ready, just raising the left leg and perhaps notic-
ing…’. The impression on the participant is that, come what may, these actions are 
taking place in the present in the room. There is a sense of joining, a sense that 
refl ects the concept of confl uence. 
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 A less specifi c and therefore potentially more fl exible way of considering 
 language use comes from the work of the sociologist Richard Sennett, who, across 
two books,  The Craftsman  ( 2009 ) and  Together  ( 2012 ), works towards an under-
standing of the very real practices that humans use to foster cooperation. When 
craftspersons are confronted with resistance from their material or when diplomats 
are working with diffi cult relationships, both have strategies that can be applied to 
the situation of an MBI teacher guiding meditation. Perhaps it is possible to read 
Sennett’s description here as useful in encountering MBI participants:

  Applying minimum force is the most effective way to work with resistance. Just as in work-
ing with a wood knot, so in a surgical procedure: the less aggressive the effort, the more 
sensitivity. Vesalius urged the surgeon, feeling the liver more resistant to the scalpel than 
surrounding tissues, to ‘stay his hand’, to probe tentatively and delicately before cutting 
further. In practicing music, when confronted by a sour note or a hand-shift gone wrong, the 
performer gets nowhere by forcing. The mistake has to be treated as an interesting fact; then 
the problem will eventually be unlocked. (2012, p. 210) 

   The concept of minimum force may be used to shape the language of guidance, 
and specifi cs will follow. As an aside, however, the concept is wonderfully appli-
cable to a teacher’s own development: mistakes are simply interesting facts to be 
explored, not overcome. Sennett even notes that the use of minimum force links to 
mastering the tools one has—whether leaning to drive a nail, bow a cello or begin a 
meditation session. Reducing aggression towards oneself as teacher will shift the 
environment in the classroom. 

 In applying minimum force to dialogical or collaborative situations, such as the 
MBI classroom, there are three distinctive insights that Sennett ( 2012 ) offers from 
diplomatic practice, which deserve serious consideration as rules of thumb. First, 
one may refrain from insisting on one’s own ideas and take on another’s view of the 
situation. From whose position are we guiding? Second, one may deploy the ‘sub-
junctive mood’ in one’s language: the ‘what if…’ and ‘perhaps…’ way of talking 
that opens possibilities for dialogue—that is, as an unfi nished dialogue experienced 
by the participant. Third is that technique known as ‘sprezzatura’, recommended by 
Baldassare Castiglione, in that sixteenth-century diplomat’s  Book of the Courtier . 
Sprezzatura is a lightness of touch, a nonchalance that makes it diffi cult for others 
to fi nd offence in what one says. In the MBI classroom, such lightness and such a 
sense humour are a powerful unguent. The reference is not to comedy—teachers 
don’t need to do ‘schtick’ — but to the generation of a pleasant and informal 
atmosphere. 

 As this eschewing of comedy in favour of humour suggests, guidance is not per-
formance. The language and expression of guidance arises within the experience of 
the teacher, who uses their own moment-to-moment experience of the practice they 
are leading to understand the environment in which the meditation is unfolding. 
That is, the teacher is a ‘sensor’, an instrument reading the quality of the confl uence, 
using their embodied understanding of the practice and the group to shape their 
speaking in the moment. Yet it is not only the teacher’s experience that is voiced. 
The language, expression, gesture and posture are considered, to allow an infi nite 
range of possibilities for participants’ subjective experiences, as well. 
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 On a concrete level, the teacher senses and uses whatever arises in the environ-
ment, say, hallway sounds of whispered conversations or noisy groups or squeaky 
cart wheels—even the sounds and substance of HVAC systems can bring partici-
pants closer to their experience. 

 The most important of all manifestations of guidance is the specifi c meditations 
provided as audio recordings for participants to use in their ‘homework’ practice 
between classes. Language choices and expressive speaking must carry the entire 
experience. Because a practice will be listened to repeatedly, the recording needs to 
offer many layers of information, direction and permission to explore the new 
moment. In fact, permission to explore may be expanded, subtly, beyond the allow-
ance offered in the classroom, since the home contexts from week to week, even 
year to year, will vary widely. A recording cannot become a document; as much as 
possible, it should allow the living moment to unfold, beyond any scripting or 
attempts to control experience.    

    Inquiry 

   As noted above,  inquiry      and dialogue are salient features of the MBIs: ‘It is rec-
ommended that a signifi cant amount of time in each class be dedicated to an 
exploration of the participants’ experience of the formal and informal mindful-
ness practices and other weekly home assignments’, suggests Santorelli ( 2001 ). 
The reference is not to plenary dialogue sessions but rather to teacher-participant 
engagement that inquires into a subjective experience. What is it like for this 
person, right now? Bringing tacit knowledge into language in this way may offer 
insights not only to the participant so engaged but to all of those listening as it 
happens. 

 Inquiry is a collaboration of two parties that incorporates the confl uence. The 
interlocutors work from a ‘not-knowing’ position that is not directed towards any 
fi xed outcome. The process is about recognising and knowing what is happening. It 
is, from the teacher’s seat, an offering friendship. Stephen Batchelor ( 1997 ) 
describes this offering from a Western Buddhist context, parsing the participant’s 
experience of a skilful inquiry:

  [F]riends are teachers in the sense that they are skilled in the art of learning from every situ-
ation. We do not seek perfection in these friends but rather heartfelt acceptance of human 
imperfection. Nor omniscience but an ironic admission of ignorance… For true friends seek 
not to coerce us, even gently and reasonably, into believing what we are unsure of. These 
friends are like midwives, who draw forth what is waiting to be born. Their task is not to 
make themselves indispensable but redundant. (pp. 50–51) 

   The friendship of inquiry is expressed not only through a willingness to accept 
whatever comes but also through a genuine curiosity—expressed in the open ques-
tions that characterise inquiry. ‘How was it for you?’ is a simple but ultimately 
unfathomable starting point. The participant may respond tentatively, and the 

D. McCown

www.ebook3000.com

http://www.ebook3000.org


49

teacher may prompt another, perhaps deeper, exploration—‘Can you say more 
about that?’ A process of refl ection and speech may reveal new ways of encounter-
ing the world for the participant. 

 Inquiry is not a late-in-the course undertaking, but rather may be entered into 
from the start, as in this exchange during class one ( McCown & Ahn , under review): 

  Participants around the circle introduce themselves with more or less detail 
about ‘What brings you here? ’  And the moment comes for ‘I ’ m Maria ,  and I don ’ t 
think I can do this’ . 

 ‘ What’s this’ ,  asks the teacher . 
 ‘ This course …  being quiet and meditating and stopping my thinking …  I ’ ve 

never been able to manage that. My mind is racing all the time ,  like now. I ’ m always 
full of worries ,  so every time I try to stop and be quiet like I know you ’ re supposed 
to ,  it just gets that much louder in my head. And so I can ’ t sit still. At home ,  I ’ d 
already be up and doing something ,  washing dishes ,  doing laundry ,  something to 
distract me. That ’ s the only thing that works …’. 

 ‘ So Maria’ ,  the teacher refl ects ,  ‘That ’ s not what I ’ m seeing in the present 
moment. I ’ m seeing someone who is focused and engaged and sitting in one place’ . 

 ‘ I guess’ ,  she says . 
  The teacher suggests ,  ‘Can you put the story you ’ re telling on hold for a moment , 

 and simply check in with what it ’ s like for you right now? ’  Then ,  looking around the 
group ,  the teacher connects others to the inquiry ,  saying ,  ‘This is something you all 
can try ,  too. Maybe there ’ s a way that you can explore this idea for yourself’ . 

  Turning back to Maria ,  the teacher offers potential for exploration ,  ‘Maybe 
checking in to how it is now—in this moment. Just knowing that you ’ re sitting here , 
 feeling your feet on the fl oor ,  and feeling the chair holding you ….  Maybe closing 
your eyes ,  if that ’ s comfortable …’.  A long ten seconds of quiet ,  and then ,  ‘Taking a 
little while with it …  Noticing your body and where it ’ s touching down’. Another 
longer pause ,  and then ,  ‘So how is it with you right now ,  Maria? In this moment , 
 without your story? ’ 

 ‘ Right now ,  it ’ s not too bad …  It ’ s OK. I know I ’ m still in the chair ,  and my mind 
feels less racy’ ,  she says . 

 ‘ So ,  maybe the thought  ‘ I can never be still ’  is just a thought ,  a part of a story 
that ’ s not true in this moment? ’ 

  Maria says ,  ‘I guess so’ . 
 ‘ It ’ s a possibility’ ,  the teacher says and turns to the rest of the group. ‘Do you see 

this difference Maria is noticing ,  between a story about what ’ s happening in the 
moment and what you can fi nd out is happening when you pay attention?’ Hands go 
up around the circle. ‘That ’ s a way of thinking about mindfulness. It ’ s always avail-
able ,  even when your mind is racing …  Thanks ,  Maria ,  for being willing to do this’ . 

 Maybe there was no shattering revelation, yet Maria worked towards some new 
experiences. What’s more, the other participants engaged in their own ‘unfi nished’ 
dialogues and noticed whatever they noticed—perhaps something important to 
them. Inquiry is subtle work, shared work and work that no one may own or 
control.     
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    A Space to Hold Us: The  Ethical Work   of the Group 

  As my colleagues and I (McCown et al.,  2010 ) analysed the pedagogy of the MBIs in 
order to write the fi rst textbook about teaching mindfulness and as we went on to help 
develop curricula for training MBI teachers, we identifi ed the key qualities of what I 
have come to call the ‘ethical space’ of mindfulness in clinical practice (McCown, 
 2013 ). These qualities are located in both the actions of teaching and the unspoken 
framing of the space by the teacher for the participants. The model I have suggested 
has seven key qualities, divided into two dimensions and one quality that pervades all 
others. It may sound like the ethical space is an abstraction, a construction of the 
confl uence. This is not the case, however. The space of which I speak is an actual 
architectural volume—a place where people act together in site-specifi c ways. This 
will be evident in the description of each dimension, perhaps more in the ‘doing 
dimension’ than in the ‘non-doing dimension’, yet each is made concrete. A graphic 
depiction of the space may be helpful in orienting to the different dimensions.  

    The  Doing Dimension   

  There are three qualities of action that defi ne the work of the MBI confl uence. These 
qualities are endowed by participation in the pedagogy of mindfulness, the ongoing 
attempt to turn towards and stay within the experience of the present moment.

 

   The interweaving of the doing and non-doing dimensions is ultimately infused with the quality of 
friendship, which can be compared to Aristotle’s concept of perfect friendship, teleia philia       

     ‘ Corporeality’    foregrounZds the experience of the body, which participants 
quickly recognise as different from the typical modes of investigation in mental 
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health interventions. Mindfulness meditation at its foundation is a practice of the 
body. Participants recognise that it is founded on available sensations—particularly 
of the breath moving in the body. This sense of the body brings the participants into 
intimate contact with their ongoing experience—one cannot feel sensation in the 
future or the past—and helps make aesthetic and affective experiences available and 
tolerable for participants to explore directly and through dialogue. 

  ‘ Contingency’    deconstructs these experiences, particularly of aversive affect. In 
the formal and informal practices of the confl uence and the homework, participants 
track the arising and subsiding of their emotions, the feelings in their bodies and the 
sometimes oppressive awareness of their thoughts. Participants see how sensations 
continually change and pass away. They encounter and are often able to turn towards 
and be within distressing moments of affect. When this can be investigated, particu-
larly through observation of the affect as body sensation, the tendency towards 
change becomes evident. Things may be ‘worse’ or ‘better’ in the moment, but they 
are constantly moving. It is that kind of experience that helps to deconstruct an emo-
tion—what is it really?—and that opens for participants different possibilities for 
self-regulation. Finally, they notice the instability of the stream of thought. In such 
a situation, insight and meaning may arise. 

  ‘ Cosmopolitanism’    holds any new insight or meaning. The term is chosen to 
describe the acceptance of the meaning that arises in the moment, without a drive to 
abstract it, reduce it or fi t it into any system or set of values. Meaning, in other 
words, is revealed as contingent. This is a particularly consequential quality, because 
mindfulness practice often opens participants to the spiritual dimension of their 
lives. Although empirical evidence is thin in the literature of the MBIs, a meta- 
analysis of controlled trials (Chiesa & Serretti,  2009 ) found fi ve studies that mea-
sured aspects of spirituality and results suggesting that MBSR signifi cantly enhances 
spirituality compared to inactive but not active control groups. Two studies not in 
the meta-analysis (Carmody, Reed, Kristeller, & Merriam,  2008 ; Greeson et al., 
 2011 ) also suggest signifi cant spiritual engagement. Teachers using mindfulness 
with participants are witness to a great deal more of this kind of meaning-making 
than researchers, and cosmopolitanism is one way of allowing such meanings to 
unfold in the classroom.   

    The  Non-doing Dimension   

  In the dimension of ‘non-doing’, it would be easy to focus on the teacher as the actor 
establishing the qualities. Yet, as I hope you’ve seen in our explorations of the peda-
gogy, that is not usually the case. In the illustration of inquiry with Maria, above, the 
non-doing qualities are actually inherent in and activated through actions within the 
confl uence. 

  ‘Non-pathologising’  refers to that defi ning perspective that ‘if you are breathing 
there is more right with you than there is wrong’. Ideally, no labels are invoked in 
the dialogues that are spoken aloud, and there is a possibility to allow the unfi nished 
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dialogue called thinking to be deconstructed and any pathologising self-surveillance 
to be undermined as well. 

  ‘Non-hierarchical’  certainly refers to the teacher’s position of not-knowing when 
confronted with participants’ experiences, and it also refers beyond the teacher, to 
describe the group relationship in dialogue—the rule that no one needs to be fi xed 
because no one is broken is the key. One can impose meanings on one’s own ever- 
changing experience, yet no one is the expert on the unfolding of the present 
moment. To phrase it in American vernacular speech, the teacher is as clueless as 
anyone else and is committed to exploring whatever experience is available ‘within’ 
the confl uence. 

  ‘Non-instrumental’  may be the most diffi cult to grasp of the qualities. The class 
does not practice the pedagogy of mindfulness in order to be changed or trans-
formed in a particular way. Participants don’t practice ‘because’ or ‘in order to’ but 
rather as exploration of the unknown of the present moment. This does not, how-
ever, rule out transformation. In fact, transformation may be seen as the nature of 
the confl uence. Together, participants are observing that all contingent structures of 
sensation, affect and thought deconstruct themselves as they unfold within the ethi-
cal space and its associated qualities. Guided by the unfolding relationships in the 
moment and steeping in the experiences of silence, practice, spoken and unspoken 
dialogue, participants may come to be endowed with new potentials—that change 
life in and out of the confl uence.   

    The Character of the  Confl uence   

    Friendship     is neither a dimension nor a quality; rather it is the total character of the 
confl uence of the pedagogy of mindfulness. It is not ‘held’ by the teacher in some 
way; it is not a choice to be friendly. Rather, friendship is a ‘possibility of being’ 
arising through the practice of the pedagogy, which participants steep in and may be 
endowed with and carry away from the confl uence. Friendship, then, may be 
refl ected in actions in relationships of other confl uences and even in relationships of 
unfi nished dialogue—the care and compassion for self that is a strong characteristic 
of the MBIs (Kuyken et al.,  2010 ) and, by extension the secular, the clinical peda-
gogy of mindfulness.  

    Ethics in the  Ethical Space   

  The ethical space arises from the group or dyad’s practice of the pedagogy. 
 Gergen ( 2009 ,  2011 ) would say that participants are fully immersed within a 

fi rst-order morality, which means the confl uence has defi ned and may create its own 
goods, which become new ways of being, which Gergen has dubbed ‘potentials’, 
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for participants. Those in a fi rst-order morality cannot act otherwise than in accor-
dance with those goods: the confl uence, the ethical space and a fi rst-order morality 
are identical. However, participants and teacher all have potentials from other fi rst- 
order moralities as well—allegiances to other communities. Gergen ( 2009 ) suggests 
that such instability of allegiance can be problematic. However, teachers of mind-
fulness may also fi nd this fact congenial; their allegiances (potentials) as psycholo-
gist, social worker, nurse or physician are available if required. 

 When the confl uence is steeping in the pedagogy of the MBIs, the qualities of the 
ethical space are evident, and the teacher is a seamless part of that. However, should 
a participant fi nd themselves incapable of maintaining the key move of the peda-
gogy, even with assistance from the teacher, that participant may enact other poten-
tials from other fi rst-order moralities, disturbing the confl uence. In such a case, the 
teacher may ‘step out’ of the ethical space and align instead with the ethical code of 
their particular profession—potentials from another fi rst-order morality. 

 It is also possible that it is the teacher that lacks the capacity to maintain the key 
move of the pedagogy in a particular situation or encounter. In this case, the teacher 
may ‘step out’ of the ethical space and actuate ethical potentials of a clinical profes-
sional identity. The character of this stepping out is different than the fi rst, in that the 
impulse is to protect the teacher rather. Such refl exive self-protection does also pro-
tect the participants—offering codifi ed control in an ambiguous situation. 

 Within the co-created ethical space, the participants steep in the potentials of the 
confl uence. They grow more and more in capacity to turn towards and be within 
what is arising in the moment. Therefore, the less the participants or teacher ‘step 
out’ and interrupt that steeping, the more ‘trust’ in the practice develops within the 
relationships of the gathering—endowing valuable potential in all. Yet, stepping out 
is a live option for all, as well. There is safety in both the ethical space and within 
the alternative fi rst-order moralities of the health-care professions, with well- 
accepted professional and legal commitments. We might say that the ethical space 
as fi rst-order morality is transparent to participants and is a useful pragmatic situa-
tion for teachers.    

    Sublime Moments: The  Aesthetic Work   of the Group 

  Clinical work with mindfulness is different from mindfulness in education and 
organisational development and, particularly, from personal development and spiri-
tual practice. There is an aesthetic experience available in clinical applications that 
is not easily found in the others. It can be described as a form of the sublime. 
Imagine a confl uence that is well steeped in the central move of the pedagogy, so 
that the participants fi nd it possible to approach aversive moments of experience. 
Imagine, as well, that one particular participant is willing to enter into dialogue—
inquiry with the teacher—about an emerging experience. It might sound something 
like this, arising from the continuation of the introductions from a fi rst class that 
appear above: 
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 ‘ What brings me here is my panic disorder …  Oh ,  my name is Jessica …  sorry’ , 
 says a young woman. ‘My therapist thinks that this course can help me not react so 
big and fast. I start to get anxious ,  and I don ’ t like the feelings I get …  they scare 
me …  and so I need to take something ,  or call my Mom or my boyfriend ,  before I end 
up in a panic’ . 

 ‘ That doesn ’ t sound like the easiest way to be’ ,  the teacher ventures . 
 ‘ It ’ s tiring …  for everyone’ ,  she says . 
 ‘ How is it with you right now? ’  the teacher asks. ‘Is there anxiety here? ’ 
 ‘ Yeah ,  a bit’ . 
 ‘ Would you be willing to explore it ,  just a little ,  in a mindful way? Maybe there ’ s 

a way to be with it that ’ s different than what you ’ ve been doing. You ’ re in charge , 
 so you can stop any time ,  OK? ’ (The teacher has been very much reading the person 
and the opportunity in the group in the moment, before making this attempt to 
engage.) 

 ‘ OK’ ,  says Jessica . 
  To the group ,  the teacher says ,  ‘While Jessica and I explore her experience , 

 maybe you can fi nd a way— not to watch ,  exactly ,  yet to be connected to your own 
experience. I suspect that quite a few of you may be interested in ways to be with 
anxiety. Yes? ’  Hands sprout around the circle. Jessica looks around ,  maybe settling 
a little more in her chair . 

 ‘ So ,  Jessica ,  are you still noticing some anxiety? ’  the teacher asks . 
 ‘ Some ,  yeah’ ,  she says quietly . 
  The teacher asks ,  also quietly ,  ‘If you bring attention to your body right now ,  can 

you feel where that anxiety is showing up? Just take your time and feel into it …’. 
  Quickly she answers ,  ‘In my back. That ’ s where it ’ s been a lot recently. It sort of 

moves around …’. 
  From the teacher ,  ‘Can you bring your attention there? And see what you fi nd out 

about that feeling?’  
 ‘ That ’ s scary ,  but I ’ ll try’. A longish pause. ‘OK ,  I am …  I ’ m paying attention’ . 
 ‘ And what is the feeling like? ’ 
 ‘ It ’ s like ,  constricted …  tight ’. 
 ‘ Do you know anything more? Like how big the area is ,  or ,  maybe ,  what shape it 

is …’.  And the teacher waits quietly ,  with a curious and patient expression and 
attitude . 

  With her thumbs and forefi ngers Jessica makes a long ,  horizontal oval. ‘It ’ s a 
rectangle ,  about this big ,  in the centre of my back. It ’ s really tight’ . 

 ‘ OK’ ,  says the teacher. ‘You ’ re right there with it …  I wonder if you can fi nd a 
way to give it a little room ,  to open some space around it? Maybe you can use your 
breath to soften around it …’.  She looks puzzled ,  and the teacher elaborates. ‘Can 
your breath go to that part of your back when you breathe in? Do you know what I 
mean? ’ 

 ‘ I think so …  Yeah ’ 
 ‘ So when you breathe in ,  letting some space open up around that rectangle … and 

when you breathe out ,  letting it stay soft …’.  Jessica ,  the teacher and the participants  
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in the space breathe in the quiet for thirty seconds—a long time. The teacher asks , 
 ‘What more do you know about that spot now? Anything? ’ 

 ‘ It ’ s gotten smaller’ ,  Jessica replies. ‘Much smaller …  It ’ s like the size of my 
fi nger ,  now’ . 

 ‘ So it changed …  You gave it space and it stopped taking up so much space in 
you. OK. Maybe you want to keep in touch with it ,  keep breathing and softening’ , 
 the teacher says to Jessica. Then to the whole group ,  ‘That ’ s sometimes what hap-
pens. It ’ s not a guarantee of a particular outcome not a technique to get rid of 
something. Jessica was just paying attention to what was there ,  opening space for it 
to be ,  and for herself to see what it was. The willingness to be with …  and to pay 
attention to her experience is the important thing here. Her courage in showing up 
for it …  that ’ s what matters’ . 

 This was not an easy dialogue for Jessica. Nor was it easy for the other members 
of the class to have their own incomplete dialogues as they watched and listened. 
This was not so much an encounter of teacher and participant as it was an encounter 
of the class with an affective charge—the question of turning towards and being 
within one’s own anxiety. This was an initial steeping in the deeply human, seri-
ously committed, way of being that it is possible to experience in a mindfulness- 
based group or therapeutic dyad. One potential description of such experiences is of 
the sublime. 

 The term is borrowed from aesthetics and rendered with particular connotations 
for mindfulness pedagogy. A detailed discussion of the history of the many uses and 
interpretations of the sublime is far beyond the scope of this chapter (e.g. Shaw, 
 2006 ). However, Burke’s (1759/ 1999 ) view of the sublime and its activities on the 
person offers a historically infl uential and useful discussion. His attempt at  defi nition 
makes ‘terror’ a central idea. It might be found in overwhelming natural phenom-
ena, such as storms at sea or ascents of mountains. The inexpressibility of such 
views and experiences takes them beyond the rational and carries one, as observer, 
beyond oneself. The ego is diminished, the ‘I’, is reduced, and one is more open to 
the experience. In mindfulness pedagogy, the term sublime may be used to point to 
those moments when participants confront more of the fullness and contingency of 
human existence—the possibilities of death and madness, to name the extremes—
than is typical for in a classroom. In the scene above, the affect for many may have 
been strong and may have opened them to Jessica’s and their own experience of 
anxiety. Along with this opening may arise, as well, a contradictory or paradoxical 
sense of pleasure, which, Burke suggests, is possible when there is space for obser-
vation. The ability to observe that which imbues a sense of terror is not merely a 
requirement for experience of the sublime; it is also the central move of the peda-
gogy of mindfulness—the turning towards and being within the experience. 
Mindfulness, then, makes the experience of the sublime possible for the participants 
of a class or dyad. 

 The sublime has particular value for the teacher in the MBIs or other modes of 
mindfulness application; when it is part of the experience of a session, it may be 
assumed that the pedagogy is ‘working’ and that participants are steeping—being 
endowed with potentials for living in more profound and authentic ways. 
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 The experience of the sublime is in contrast to the beautiful, as Burke (1759/ 1999 ) 
notes. Shaw ( 2006 ) quotes Burke pithily that:

  Where the sublime ‘dwells on large objects, and terrible’ and is linked to the intense sensa-
tions of terror, pain, and awe, the focus of the beautiful, by contrast, is on ‘small ones, and 
pleasing’ and appeals mainly to the domestic affections, to love, tenderness, and pity. 
Crucially, with the sublime ‘we submit to what we admire’, whereas with the beautiful ‘we 
love what submits to us. (p. 57) 

   The beautiful is what brings us closer together through our agreement on the 
pleasure of an experience; the sublime does bring us together but through terror—as 
if the participants all faced a fearful prospect together. Continual experience of the 
beautiful, not interspersed with the sublime, therefore, may be considered as a mea-
sure of the weakness of a mindfulness group or dyad. When the currency, so to 
speak, of the experiences of the participants is restricted to the beautiful, the steep-
ing, the development of potentials is likewise restricted. We might use the sublime- 
beautiful distinction to distinguish the effective use of mindfulness in clinical 
practice from other applications. The clinical uses are different because they are 
sublime. In other uses, such as in business, organisations or education, where, for 
many reasons, the default is to the pleasure of togetherness and shared taste, the 
beautiful dominates, and the capacity for endowing new potentials is in conse-
quence reduced.   

    Conclusion:  Continuous Development   

  When mindfulness is seen as a relational achievement, the considerations for using 
mindfulness in clinician-patient settings become clear: the pedagogy is the practice, 
and the practice has no end. Together, whether in a group or a therapeutic dyad, 
patients and clinicians (or, better, participants and teachers) co-create a space in 
which it is possible for all to turn towards and be within their experience of the 
moment. The space is living and responsive, with a neurophysiological background 
that may create a safety that resonates throughout the group and allows deep social 
engagement (Porges,  2011 ). Participants and teachers are able to steep in that atmo-
sphere, that space, and as a result are endowed with potential ways of being that 
comprise mindfulness, ways that they may bring to old, new and different situations 
in their lives. 

 There is a balance and reciprocity in the pedagogy and the formation of teachers 
in clinical mindfulness applications, particularly the MBIs. Just as participants are 
changed and shaped through the availability of new potentials, so too are teachers 
developed by being in the classroom, and that development has no end. The skills of 
caring for the group and its space, of speaking in ways that reinforce the practice of 
the pedagogy, of guiding formal meditation practice and of inquiring into partici-
pants’ moment-to-moment experience become, once a teacher has been introduced 
to them, self-reinforcing. That is, the skills assist the co-creation of the space in 
which participants and teacher simply ‘are’ together: ‘being is relational’. 

D. McCown

www.ebook3000.com

http://www.ebook3000.org


57

 When all are engaged in the pedagogy, learning to turn towards and be within 
each moment of experience, it is likely that the qualities of the ethical space arise. 
Participants connect more closely to bodily experiences, which helps to deconstruct 
emotions as feelings. They are continually expecting and tracking change, as they 
learn to live in contingency. Further, they are making their own meaning from their 
experiences, rather than having meanings imposed on them. And it is the non-doing 
in the pedagogy that helps the environment as well. There is little interest in people’s 
diagnoses from the teacher or other participants, which allows participants to dis-
tance the diagnoses as well and to come with beginner’s mind to the possibility of 
each moment. No one can be one-up on another—not even the teacher—since all are 
experts on their own experience. And, within the pedagogy, mindfulness practice 
does not aim to cause or create anything; rather, it is an expression of curiosity and 
courage, an openness, a willingness to turn towards and be within how it is in the 
moment, whether pleasurable or aversive. A space with such qualities is inherently 
a space where participants and teacher can be friendly towards their experience and 
towards others. It may be that a clear defi nition of the pedagogy of mindfulness is 
perfect friendship,  teleia philia , in which the friends are together turned towards the 
good, rather than towards each other. The good certainly is the central move of the 
pedagogy—turning towards and being within each moment of experience. 

 The pedagogy reinforces itself: friendship deepens friendship. It also allows par-
ticipants, individually and as a refl ective group, to encounter that which might 
 terrify them in any other context. Thus, the sublime becomes a measure of the trans-
formative power of the pedagogy in a group or dyad. Touching the extremes offers 
that paradox of being broken open and becoming more whole, together.      
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    Chapter 4   
 What Is Required to Teach Mindfulness 
Effectively in MBSR and MBCT?       

       Jacob     Piet     ,     Lone     Fjorback    , and     Saki     Santorelli   

            Introduction 

 In a book on  Mindfulness and Buddhist-derived Approaches in Mental Health and 
Addictions , why devote an entire chapter to the subject matter of skills, capacities 
and competencies required to teach mindfulness effectively? Might it not be suffi -
cient simply to read the treatment manuals to familiarise oneself with the structure 
and content of specifi c mindfulness-based intervention programmes? Let us con-
sider the background for even addressing such a question in the fi rst place. 

 The majority of mindfulness-based intervention programmes, which are now 
increasingly being integrated into fi elds of medicine, health care, education, busi-
ness, social care and leadership, are either based on or derived from mindfulness- 
based stress reduction (MBSR), which was developed by Jon Kabat-Zinn in the late 
1970s and subsequently refi ned in close collaboration with his colleagues at the 
Center for Mindfulness in Medicine, Health Care, and Society, University of 
Massachusetts Medical School (Kabat-Zinn,  2013 ; Santorelli,  1999 ). 

 MBSR is the coming together of two distinct epistemological traditions or ways 
of knowing: contemporary empirical science and traditional contemplative practice. 
Since the development of MBSR, scientifi c research has been carried out to investi-
gate its health-related benefi ts. During the last few decades, there has been a dra-
matic and exponential rise in the number of peer-reviewed published articles on 
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mindfulness, including numerous clinical trials documenting the benefi cial effects 
of mindfulness-based interventions (Williams & Kabat-Zinn,  2011 ). 

 In this chapter, mindfulness-based interventions (MBIs) refer to MBSR and pro-
grammes modelled on MBSR that have been adapted to specifi c clinical and non-
clinical populations. The two main MBIs we will focus on are MBSR (Kabat-Zinn, 
 2013 ) and mindfulness-based cognitive therapy (MBCT) (Segal, Williams, & 
Teasdale,  2013 ). These programmes are well structured, based on systematic train-
ing in mindfulness meditation, and have an extensive base of scientifi c evidence. 
Indeed, as the empirical evidence has grown strong, MBSR and MBCT are now 
supported by results from several recently published meta-analyses (e.g. Hoffmann, 
Sawyer, Witt, & Oh,  2010 ; Khoury et al.,  2013 ; Piet & Hougaard,  2011 ; Piet, 
Würtzen, & Zachariae,  2012 ). 

 While the results derived from empirical investigation are highly promising, it is 
worth noting that in the majority of published studies of MBSR and MBCT, the 
intervention was carried out by highly skilled and well-trained MBI teachers, many 
of whom are dedicated long-term students of contemplative practice with deeply 
integrated and embodied knowledge of mindfulness acquired through decades of 
ongoing daily practice of mindfulness meditation, coupled with a detailed grasp of 
the MBSR/MBCT curriculum and solid interpersonal and didactic teaching skills. 

 However, it cannot be taken for granted that the inherent integrity and quality of 
the fi rst generation of MBI teachers have been or will be successfully passed on to 
future generations. Indeed, as mindfulness is becoming increasingly popular and 
integrated into the mainstream of society, the proposition becomes more tenuous. 
Many health-care professionals, who are oriented towards evidence-based clinical 
interventions, now seek professional education and training in MBSR and MBCT 
without prior experience of training in mindfulness meditation. While this is encour-
aging, it also presents a huge challenge to the people responsible for training future 
MBI teachers. Given the statement below by Jon Kabat-Zinn, the professional train-
ing of MBI teachers may be of uttermost importance to ensure the quality and integ-
rity of interventions based on training in mindfulness:

  … the quality of MBSR as an intervention is only as good as the MBSR instructor and his 
or her understanding of what is required to deliver a truly mindfulness-based programme. 
(Kabat-Zinn,  2011 , pp. 281–282) 

   Indeed, if the teacher is a signifi cant moderator of the intervention outcome, in 
particular, the extent to which he or she embodies genuine knowledge and under-
standing of mindfulness and the specifi c mindfulness-based programme, then inad-
equate training of novice teachers, with no prior experience of mindfulness 
meditation, will have serious implications for future research. The worst-case sce-
nario is that future studies with inadequately trained MBI teachers may no longer 
fi nd and report any benefi cial effects of MBSR and MBCT, nor be able to replicate 
positive fi ndings found in previous studies. As such, we strongly suggest that the 
professional trajectory for educating and training teachers to competently deliver a 
mindfulness-based programme is a critical necessity for maintaining the quality and 
integrity of MBSR and MBCT as well as their adaptations.  
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     Effective Teachers      

   The attempt to write and decide on the main content of a chapter on effectively 
teaching mindfulness within MBSR and MBCT is immediately humbling. Why is 
that? One might ask. Experiencing highly effective MBSR teachers over long peri-
ods of time, aspiring professionals often report observing the following: these 
teachers are apparently not using any specifi c technique; they rarely respond in a 
stereotypical manner; they do not give lectures to the programme participants; they 
do not put on a professional attitude or persona; they often make no attempt to posi-
tion themselves as teachers, and they do not appear to be so caught up in the ten-
dency of wanting to be liked. They are deeply and personally engaged in teaching. 
They are not afraid to turn towards people in the midst of suffering, as suffering 
takes the form of pain, loss, anger, aggression, sadness, sorrow, despair, doubt, agi-
tation, jealousy, etc. They appear to really listen to what is being said, sometimes 
you may even get the impression that they manage to comprehend the fuller mean-
ing of what is being expressed beneath the spoken words, as they are not exclusively 
focussed on the verbal forms of communication. They appear to be in tune with 
what is unfolding in the present moment. Importantly, independent assessors, using 
the mindfulness-based interventions–teaching assessment criteria (MBI:TAC), have 
observed the embodiment of these teacher qualities and competencies (Crane et al., 
 2013 ). However, as we shall see below, these ‘advanced’ teachers are not ‘special’. 
In fact, they exhibit a lot of the same qualities of any well-seasoned teacher across 
a wide array of fi elds. 

 In the educational literature, the question of ‘what makes an expert teacher?’ has 
been thoroughly investigated. Similar to the description of highly effective MBSR 
teachers, expert teachers across disciplines are characterised by traits such as auton-
omy and fl exibility. Moreover, their teaching refl ects a rich and integrated knowl-
edge base, they demonstrate a high degree of awareness of important contextual 
variables, they have accurate pattern recognition, and they show creative problem- 
solving together with highly developed improvisational skills for relating to the 
immediacy and unpredictability of classroom events (Tsui,  2003 ; Berliner  2004a , 
 2004b ). 

 Apparently, innate talent is not the most critical factor for the development of a 
high degree of expertise. Rather, people identifi ed as experts have all studied with 
devoted teachers and practised intensively while being deeply engaged in the 
demanding process of continuously learning from feedback (see Ericsson, Charness, 
Feltovich, & Hoffman,  2006 ). According to Ericsson, Prietula, & Cokely ( 2007 ), 
the development of genuine expertise involves struggle, sacrifi ce and honest and 
often painful self-assessment. 

 While seasoned and highly effective mindfulness teachers, like most expert 
teachers in general, often function as a source of great inspiration, as living evidence 
of what might be possible in terms of learning and growing as a human being on the 
path of becoming a teacher, their level of integrity and competency should not rep-
resent ‘the’ benchmark for prospective teachers in terms of what is required to begin 
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teaching. This is simply because the traits and qualities that such expert teachers 
manifest and embody are the consequence of many years of deliberate practice and 
teaching in a process of being highly committed to lifelong learning. 

 To help guide prospective and novice MBSR and MBCT teachers, it is therefore 
much more appropriate to explore professional training and teaching skills and 
competencies that may be considered competent or ‘good enough’ to begin teach-
ing. In fact, models have been proposed that may serve to provide systematic and 
sustained guidance as one enters into the territory of becoming an MBI teacher. 

 In the following parts of this chapter, we identify key elements of professional 
teacher education and training, standards for teaching and proposed competencies 
considered ‘good enough’ to effectively deliver mindfulness-based interventions.    

    An Integrative Model of Quality and  Integrity      

   In the Japanese Zen tradition, the term  koan  is sometimes used to refer to a story, 
question or statement to be meditated upon in order to reach a deeper understanding 
of aspects of reality, not merely based on logic and intellectual reasoning. The  koan  
of this chapter, so to speak, is to try to uncover the very fabric that good teachers are 
made of. What makes a teacher effective? Is it their academic background? Is it their 
professional training as a mindfulness instructor? Is it because they are in alignment 
with established good practice standards of teaching mindfulness-based interven-
tions? Is it a matter of acquired competencies or skills? Is it the ethical foundation 
of their behaviour? Might it concern the teacher’s ability to be fully human, know-
ing intimately the human condition? If so, can this be taught? Or might it have 
everything to do with the fi rst-person experience of being committed to a life fully 
lived? Is it possible that highly effective MBI teachers may at times hold an aware-
ness that sees things as they are, with great compassion and the urge to relieve suf-
fering? Might they in their interaction with others be guided by a form of perception 
that is not clouded by personal preferences, opinions, strategies and agendas and 
therefore able to relate much more directly in order to actually be of service? How 
many of us teachers can live up to such standards? Perhaps at our inherent ‘best’, we 
all can, as the potential for awareness and compassion is already ours, already intact 
and ‘simply’ needs to be discovered or uncovered, nurtured and applied through 
practice and teaching. 

 To begin with, let’s have a look at one available map of the territory of becoming 
a competent teacher. Figure  4.1  is an extension of a working model presented by 
Crane et al. ( 2012 ) of three interconnected aspects of quality and integrity in teach-
ing mindfulness-based courses, namely, (a)  professional training , (b)  good practice 
standards  and (c)  teaching competencies . To highlight that the process of becoming 
an effective teacher is by far a professional undertaking alone, we have added an 
outer circle to the model called ‘life practice’ based on an ‘inner ethical foundation’ 
and ‘awareness as the essential ground’ for living and teaching mindfulness, 
together with an orientation towards ‘contemplative traditions and lineages’ that 
have been deeply engaged in cultivating and refi ning mindfulness over millennia.
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   As such, the model serves to illustrate how an all-integrating view of teaching 
mindfulness may support the fi eld in the long-term perspective of maintaining 
integrity and quality among mindfulness-based teachers. We fi nd it especially 
important that teaching mindfulness is not viewed as some professional endeavours 
separate from the foundational intention and practice of bringing awareness to all 
aspects of one’s life nor separate from the vast wisdom of contemplative traditions 
and practicing lineages. The different interconnected components of the model will 
be explained in detail in the following parts of this chapter.    

     Professional Training and Education      

   Because mindfulness is a capacity of mind that cannot be discovered and refi ned 
through intellectual understanding alone, the act of teaching mindfulness takes on a 
certain complexity different from that of other forms of academic knowledge 
acquired and assimilated primarily through reading and study. Teaching mindful-
ness can be likened to the well-known metaphor of a fi nger pointing at the moon. 
If you look too much at the fi nger, you are likely to miss the full beauty of the moon 

Professional
training

Teaching
competencies

Good practice
standards 

LIFE PRACTICE

ETHICAL FOUNDATIONETHICAL FOUNDATION
AWARENESS AS THE ESSENTIAL GROUND

CONTEMPLATIVE TRADITIONS AND LINEAGES

  Fig. 4.1    The life practice of integrity and quality in teaching mindfulness       
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and, more so, the ‘moon-like’ qualities within you that allow you to ‘recognise’ the 
moon. In parallel, the instructions given in the guided practices of MBSR and 
MBCT invite participants to explore their own innate capacity for attending to the 
full range of human experiences, the pleasant, the neutral and the unpleasant, with 
an awareness that is inherently nonjudgemental, kind and compassionate. They are 
discovering something that they already are. Meanwhile, for some people, it is pos-
sible that this way of being in relationship to experience is something that has not 
previously been nurtured or trained—at least not by means of intentional and sys-
tematic daily practice. 

 Regarding the role of the teacher, the fact of the matter is that mindfulness is 
being transmitted or revealed not only through the spoken words and guidance of 
the teacher but essentially by his or her way of relating to the unique confi guration 
of the present moment, including the expression of diffi cult emotions from class 
participants in distress. Ideally, the teacher is capable of showing a different way of 
meeting suffering by relating with a spacious and kind mind that does not try to fi x, 
alter or escape from what might initially by some participants be conceived of as a 
problem to be solved, avoided or suppressed. Therefore, any well-designed profes-
sional MBI teacher-training path is intended to try to prepare students for entering 
into the great work and challenge of teaching mindfulness in ways that are actually 
transformative and effective. 

 Importantly, this involves knowing how to provide the present moment space and 
ground needed for genuine learning to take place among class participants. It resem-
bles what Robert Kegan, expanding on the work of D. H. Winnicott, has termed a 
healthy holding environment characterised by (1) ‘confi rming’ people where they 
are while validating their absolute rightness; (2) skilfully introducing ‘contradic-
tion’, often using questions to spur curiosity and further investigation; and (3) offer-
ing ‘continuity’ to support learning over time (for a detailed description of these 
three core processes within the context of teaching MBSR, see Santorelli,  2015 ). 

 As mindfulness continues to be integrated within the mainstream of society, pro-
fessional training institutes have been established within university settings around 
the world. These include Center for Mindfulness in Medicine, Health Care, and 
Society, University of Massachusetts Medical School (  http://www.umassmed.edu/
cfm/    ); Oxford Mindfulness Centre, University of Oxford (  http://oxfordmindfulness.
org    ); Centre for Mindfulness Research and Practice, Bangor University (  http://
www.bangor.ac.uk/mindfulness/    ); Danish Center for Mindfulness, Aarhus 
University Hospital (  http://mindfulness.au.dk    ). 

 Any professional training path that remains true to the integrity of mindfulness- 
based interventions such as MBSR and MBCT will often include the following 
successive phases:

    1.    Prerequisites 
 To begin with, prospective teachers must complete the relevant MBI as a class 

participant. This initial phase provides an opportunity for learning from the 
inside what it actually means to be engaged in bringing mindfulness into every-
day life by participating in a structured mindfulness-based programme. 
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 Throughout the teacher training and beyond, this fi rst-person perspective of 
direct experience of mindfulness is further cultivated, strengthened, refi ned and 
stabilised through ongoing daily meditation practice as well as regularly attend-
ing mindfulness meditation retreats. Indeed, attending 5–10 days silent teacher- 
led retreat is usually another prerequisite for embarking on a path of professional 
teacher training in MBSR or MBCT. Furthermore, a professional degree in men-
tal or physical health care, education or social care and prior knowledge and 
experience of the particular clinical or nonclinical population, for whom the 
intervention is adapted for, are often required.   

   2.    Foundational teacher training 
 This phase involves attending several professional training courses intended 

to prepare the students to begin teaching. One such training course might include 
attending the 8-week MBSR or MBCT programme as a so-called participant- 
observer. This involves full participation in the programme with fellow class 
participants, followed by weekly refl ection, and study together with other pro-
spective teachers, led by a senior teacher. This format is highly praised as it 
allows future teachers to enter into dialogue and inquiry with an experienced 
teacher about the actual unfolding of each in vivo session of the 8-week pro-
gramme. Likewise, it mirrors an aspect of mindfulness practice itself: the capac-
ity to both observe (observer) and feel (participant) the full range of body 
sensations, thoughts and emotions arising in the continually changing fi eld of 
awareness. Bhante Gunaratana says it like this:

  Mindfulness is participatory observation. The meditator is both participant and observer at 
one and the same time. If one watches one’s emotions or physical sensations, one is feeling 
them at that very same moment. Mindfulness is not an intellectual awareness. It is just 
awareness. The mirror-thought metaphor breaks down here. Mindfulness is objective, but it 
is not cold or unfeeling. It is the wakeful experience of life, an alert participation in the 
ongoing process of living. (Gunaratana,  2011 , p. 135) 

   Usually, completion of one or more 5–10 days silent, teacher-led mindfulness 
meditation retreat is required before attending the next level of professional 
training. Retreats are considered an absolute necessity for developing one’s own 
meditation practice, for refi ning and stabilizing attention and awareness, for cul-
tivating greater kindness towards oneself and others, and for developing one’s 
understanding and effectiveness as a teacher (Santorelli,  1999 ,  2015 ; Kabat-
Zinn,  2011 ). Additional training courses are often weeklong intensive trainings 
in which the cultivation of mindfulness is closely interwoven with learning and 
observing specifi c core teaching skills. Furthermore, at this stage, led by experi-
enced teacher trainers, students may start to guide one another in a series of dif-
ferent mindfulness practices while learning how to give and receive nuanced and 
constructive feedback. 

 In this second phase, essential study courses are also offered, including sub-
jects on, for example, the science of mindfulness, stress physiology, psycho- 
education on depression, interpersonal mindfulness, group dynamics, the use of 
story and metaphor in teaching, introduction to relevant aspects of Buddhist 
 psychology, etc.   

4 What Is Required to Teach Mindfulness Effectively in MBSR and MBCT?



68

   3.    Advanced teacher training 
 In addition to further teacher training, aimed at refi ning essential teaching 

skills, this phase encourages teachers to enter into a period of teaching under 
supervision by an experienced senior MBI teacher. This allows for a deepening 
of their understanding of the 8-week programme as well as of themselves as an 
MBSR or MBCT teacher, including shedding light on any barriers that may pre-
vent effective teaching. As for all other phases in the formation of teachers, 
attending silent meditation retreats is a mandatory discipline.   

   4.    Ongoing professional and personal development 
 This phase involves a deep commitment to sustain and refi ne mindfulness 

through daily formal and informal practice, as well as attending silent retreats on 
a regular basis. Also, the teacher needs to keep up with the relevant literature and 
evidence base of mindfulness. Supervision when needed is strongly recom-
mended as well as familiarisation with the current good practice standards for 
teaching MBSR and MBCT. In addition, ongoing participant evaluation of inter-
vention outcome is regarded as good practice. Finally, this phase may include a 
teacher certifi cation review.        

     Good Practice Principles and Standards      

   For people wishing to teach mindfulness as a mind-body intervention, in ways that 
ideally correspond with the quality and integrity of the original MBSR approach, 
good practice guidelines, principles and standards are now available. 

 The following six points to be considered and embodied over time by any teacher 
of MBSR and related MBIs have been emphasised by Kabat-Zinn ( 1996 ). They 
include the guiding principles of:

    (a)    Making experience and the act of observing one’s life mindfully an adventure 
to be lived and a challenge to be met   

   (b)    Prioritising individual effort, motivation and discipline in the daily formal prac-
ticing of mindfulness, regardless of whether one ‘feels’ like it or not   

   (c)    Understanding the immediate change of lifestyle required to fully participate in 
MBSR, given extensive daily homework   

   (d)    Deliberately prioritising the full experience of each unfolding moment during 
formal and informal practice   

   (e)    A group format and time-limited structure with an educational orientation as 
the foundation for forming a community of learning and practicing to cultivate 
ongoing support and motivation together with feelings of acceptance and 
belonging   

   (f)    A generic approach focussing on common humanity, and what is right with 
people rather than what is wrong, on deep inner resources rather than limita-
tions and on active involvement in one’s own healing process rather than adopt-
ing a passive attitude    
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  Although substantial research has found therapeutic effects of MBSR (e.g. 
reduced symptoms of stress, anxiety and depression), it has been underscored that 
MBSR is ‘not’ therapy; it is a way of being (Kabat-Zinn,  2006 ). 

 More recently, a number of standards and guidelines have been proposed to pro-
mote good practice in teaching mindfulness to people in the mainstream of society 
and to help maintain and protect the quality and integrity of research-supported 
mindfulness-based intervention programmes. The key principles and aspects of 
these standards and guidelines are summarised below:

    1.    MBI teachers need to have a strong commitment to the practice of mindfulness 
meditation sustained through (a) daily practice and (b) ongoing participation in 
retreats, in order to deepen their own practice and understanding which provide 
the very ground of teaching mindfulness.   

   2.    Adherence to the principle of never asking more of participants in terms of daily 
practice requirements than you as a teacher ask of yourself. On a similar account 
‘Do not teach what you do not know’. For example, by not guiding participants 
in mindfulness practices that you do not know intimately through your own 
direct experience or so-called fi rst-person perspective. This form of knowledge, 
while rooted in the present moment, is gained from the teachers’ own long-term 
practice of mindfulness meditation practice.   

   3.    Understanding the noninstrumental nature of teaching mindfulness. That mindful-
ness, rather than being a set of techniques to be acquired or a particular mental state 
to be attained, essentially is a way of being in wise relationship to experience.   

   4.    Commitment to ongoing learning and development as a teacher through (a) fur-
ther training and regular supervision by senior MBI teachers, (b) continuing col-
laboration with MBI colleagues, (c) keeping updated with the relevant scientifi c 
literature on mindfulness and (d) gaining an understanding of the historical roots 
of mindfulness by studying some of the essential texts from relevant contempla-
tive traditions, in particular Buddhism, that are grounded in mindfulness practice 
and remain informative for bringing mindfulness into the lives of people in mod-
ern society. To begin an exploration of mindfulness at the intersection of science 
and dharma,  Contemporary Buddhism, volume 12 ,  issue 1 , is a helpful place to 
start.   

   5.    Adherence to ethical guidelines, including a fair pricing structure for mindfulness- 
based courses as well as for professional training of mindfulness-based teachers.     

 In addition, in a paper on practical recommendations for teaching mindfulness 
effectively, Shonin and Van Gordon ( 2014a ,  2014b ) have emphasised the impor-
tance of remembering to practice mindfulness while teaching and guiding others. 
To support this intention, they strongly recommend taking time to restabilise atten-
tion and re-establish oneself in the present moment immediately before teaching a 
class or group of people. Such an effort, to actually pause before teaching MBSR 
or MBCT, can provide a powerful shift from (a) the usual doing mode of mind to 
(b) being present and available to others in ways that embody the practice of 
mindfulness. 
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 Furthermore, these authors caution teachers against trying to appear ‘too mind-
ful’. They also point out some of the characteristics that may defi ne a teacher who 
does not have much presence of mind. These include (1) an overly pious demean-
our, (2) constant and/or inappropriate smiling, (3) not being able to introduce genu-
ine joy and light-heartedness into their teachings and (4) doing things excessively 
slowly when others are watching while rushing around mindlessly at other times. 
These characteristics may be worth looking for, at least in ourselves as teachers, as 
they are all based on a ‘mental idea’ of how a teacher who is mindful should behave, 
rather than actually teaching from within present moment awareness in ways that 
are embodied, authentic, relaxed and transparent to reality. In addition to a regular 
practice of mindfulness, it may be very benefi cial continuously to remind oneself 
that the work of teaching mindfulness is all about being at the service of other 
people. To actually be at service may require that we learn to get out of our own 
way. Being caught up by our personal preferences, needs and agendas, e.g. the need 
to be seen, heard and respected, can easily create a barrier for helping others towards 
growth and well-being. In Buddhism, too much attachment to one’s ego or self- 
image is a root cause of suffering, and it may indeed be the greatest hindrance for 
maturing as a person and teacher to effectively teach mindfulness. While many 
people may begin teaching with pure intentions, there is a real risk for all of us to 
become infl ated and corrupted by even the slightest bit of fame or success (ibid.). 
This is one reason why it is important for mindfulness teachers to have (1) a mentor 
(teacher), (2) access to teachings and practical guidelines for travelling the path of 
awakening (dharma) and (3) a community (sangha) of fellow meditation practitio-
ners. Such fortunate circumstances, in Buddhism referred to as the three jewels, can 
provide immediate feedback and regulation to protect against crucial pitfalls on the 
journey of becoming an authentic and effective teacher. 

 For further details on standards of good practice of teaching MBSR and MBCT, 
please see the following documents, as well as practical recommendations for teach-
ing mindfulness by Shonin and Van Gordon ( 2014a ,  2014b ):

     http://www.umassmed.edu/cfm/stress-reduction/mbsr-standards-of-practice/      
    http://www.umassmed.edu/cfm/training/principles--standards/      http://mindful-

nessteachersuk.org.uk        

 In addition, at the Center for Mindfulness in Medicine, Health Care, and Society 
(CFM), University of Massachusetts Medical School, standards of practice for 
trainers of MBSR instructors have been outlined. Apart from having (1) completed 
the MBSR professional training path, (2) taught a minimum of 15 8-week MBSR 
courses and (3) received MBSR teachers certifi cation granted by the CFM, MBSR 
teacher trainers are required to (4) engage in ongoing MBSR teacher training con-
sultation, (5) regularly attend teacher-led silent meditation retreats, (6) maintain a 
sustained personal practice of mindfulness meditation and mindful Hatha yoga and 
(7) embody learner-centred teaching skills, a capacity for deep listening, regard and 
compassion for all participants, highly developed sensitivity to the use of language, 
knowledge of the art of dialogue and inquiry with class participants and an ability 
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to create and maintain a safe container for exploration and learning in the face of 
stress, pain, illness and suffering (for details, see   http://www.umassmed.edu/cfm/
training/principles--standards/    ). Similarly, the UK Network for Mindfulness-Based 
Teacher Trainer Organizations has proposed good practice guidelines for trainers of 
mindfulness-based teachers (see   http://mindfulnessteachersuk.org.uk    ).    

     Teaching Skills and Competencies      

   Given the effort of novice teachers to adhere to the professional standards of 
practice, committing oneself to the path of meditation, and being called by the 
imperative to begin to turn towards suffering with skilful means, what essential 
teaching competencies might hopefully be discovered, developed and refi ned 
over time? 

 First of all, the foundation or basic ground of teaching mindfulness within 
MBSR and MBCT is awareness itself. For mindfulness to be truly effective, the 
capacity for nonjudgemental awareness, clear seeing and genuine compassion 
needs to be directly known and embodied by teachers, in their life and in their 
teachings. By genuine compassion, we mean compassion that is felt and experi-
enced from the inside to the extent that it naturally and effortlessly fl ows out in the 
form of deeply caring about the well-being of others. When such qualities of being 
are embodied by the teacher, and inform the teaching process moment by moment, 
it allows for being in direct relationship to other people with an open mind and 
heart that is capable of listening deeply by offering a form of attention that is not 
caught up in discursive thinking based on theory and analysis, or personal ideas, 
beliefs, preferences and opinions, all of which may characterise our ‘default’ state 
of mind. Therefore, as emphasised in a paper on dialogue and inquiry in the MBSR 
classroom:

  The MBSR teacher’s capacity for appreciating and cultivating mutually-ennobling relation-
ships with participants, for sympathetic resonance, gratitude, warmth, clarity and fl exibility 
in making moment-by-moment choices in response to class participants’ experiences 
requires them to be fi rmly committed to a keen and persistent observation of their own 
experience. (Santorelli,  2015 ) 

   This of course is asking a lot of people, perhaps especially of those who may 
enter into a professional training pathway to learn MBSR or MBCT based on the 
assumption that mindfulness is simply a set of skills or competencies that can easily 
be observed, learned, imitated and then applied in order to successfully carry out the 
intervention. While some people, these days, may come to a professional training 
pathway with a limited understanding of what it takes, many may, over time, come 
to see that a lot more is at stake. In fact, this recognition may give rise to an even 
deeper motivation and reorganisation of their initial intention for learning and 
studying MBSR or MBCT. 
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 In a book on teaching mindfulness, McCown, Reibel and Micozzi ( 2010 ) iden-
tify four sets of interrelated skills that appear to be shared among MBI teachers. 
These are:

    1.    ‘ Stewardship’   of the group, which emphasises a nonhierarchical, participatory- 
oriented form of teaching in which the teacher holds the space in a certain way 
that creates a sense of freedom and belonging to allow participants to explore 
and share their direct experience of the joys and sorrows of the human 
condition.   

   2.    ‘ Homiletics’   ,  used by the authors to refer to a certain way of delivering didactic 
material to convey principles of the pedagogy of MBSR. Rather than presenting 
information from an ‘expert lecturing’ stance, information is co-created by 
engaging participants using skilful questioning, refl ections, stories and poetry. 
This approach can provide a starting point for delivering didactic material in 
ways that make central themes of MBSR (e.g. perception, stress and communi-
cation) personally relevant. For example, people in an MBSR class already know 
a lot about stress in terms of their direct personal experience, and probing this 
knowledge may be very helpful in order to cocreate and unfold knowledge about 
stress physiology.   

   3.    ‘ Guidance’   of formal and informal practices and exercises using language that is 
non-commanding and invitational in ways that allow people to feel and experi-
ence what they are actually feeling and experiencing beyond judgements or 
expectations. Most importantly, the teacher needs to be anchored in the present 
moment in order to effectively guide others towards paying attention nonjudge-
mentally to the unfolding of different aspects of their moment-by-moment 
experience.   

   4.    ‘Inquiry’ into participants’ direct experience of practicing mindfulness. Inquiry 
is a form of conversation or dialogue based on the presence, openness and curi-
osity on behalf of the teacher in ways that support participants in exploring, 
acknowledging and discovering the full territory of their own direct experience 
of themselves and their lives.    

Interestingly, the authors emphasise that these four skill sets completely depend 
upon the teacher’s authenticity, authority and friendship, in particular, the teacher’s 
capacity for remaining present and responding thoughtfully and compassionately to 
whatever arises in the present moment (ibid.). The topic of dialogue and inquiry 
between teacher and class participants in MBSR and MBCT is further addressed 
later in this chapter. 

 In parallel, in a series of papers, Crane et al. (Crane et al.,  2010 ,  2012 ,  2013 ) have 
proposed a number of core competencies for teaching mindfulness-based 
 interventions that provide the foundation for assessing MBSR/MBCT intervention 
integrity. These competencies are refl ected in the following six domains:

    1.    Coverage, pacing and organisation of each session   
   2.    Relational skills   
   3.    Embodiment of mindfulness   
   4.    Guiding mindfulness practices   
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   5.    Conveying course themes through interactive inquiry and didactic teaching   
   6.    Holding the group learning environment    

  Based on the above six domains (or teaching assessment criteria), the scale 
developed by Crane and colleagues, the mindfulness-based interventions–teaching 
assessment criteria (MBI:TAC), has been reported to be a reliable and valid tool for 
evaluating the integrity of MBSR/MBCT by means of assessing teacher competen-
cies (Crane et al.,  2013 ). The MBI:TAC may prove useful for assessing teacher 
competencies in order to:

    (a)    Support the development and formation of future MBI teachers in professional 
training programmes by monitoring their level of competency. Such routine 
may help to both evaluate the effectiveness of the professional training process 
and to identify specifi c skills that need further refi nement before prospective 
teachers are ready to deliver MBSR/MBCT in real-world settings in alignment 
with the integrity of the approach.   

   (b)    Optimise the quality and integrity of MBSR/MBCT in future research studies. 
In particular, the MBI:TAC may help to select highly competent teachers to 
ensure a high degree of teacher fi delity in future clinical trials. Indeed, several 
reviews and meta-analyses (e.g. Baer,  2003 ; Grossman et al.,  2004 ) have pointed 
to the lack of assessment of teacher fi delity in trials investigating the effects of 
mindfulness-based interventions. As discussed earlier in this chapter, the qual-
ity and integrity of the MBSR/MBCT teacher may actually be a signifi cant 
moderator of the intervention effect. Although plausible, this hypothesis 
remains to be tested, confi rmed or rejected, by empirical research.      

       Life Practice      

   As emphasised previously in this chapter, the foundation for teaching mindfulness 
rests on the capacity of the teacher to stay present and open with a nonjudgemental 
attitude. This way of being in relationship to whatever arises in the fi eld of aware-
ness, even in the midst of diffi cult situations and painful experiences, is very differ-
ent from the usual habit of relating to experience through the fi lter of judgement and 
personal opinions of right and wrong. Indeed, it may be, in and of itself, a radical 
form of loving-kindness. 

 Initially, we have the rich texture of our personal life as a training arena to explore 
and implement new ways of being in wise relationship to our own suffering. This 
work of individual liberation over a lifetime is informed by our meditation practice. 
In Buddhism, it is sometimes referred to as the journey of the foundational vehicle, 
which is considered necessary for learning how to stay present to other people who 
are suffering (Trungpa,  2013a ,  2013b ). 

 From this perspective, teaching mindfulness is not separate from the intention to 
be present to what Jon Kabat-Zinn has called the full catastrophe, namely, life itself. 
The term  life practice  or  integral life practice  is sometimes used to refer to specifi c 
complementary and mutually supportive practices for developing one’s body, mind, 
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emotional capacities and interpersonal skills (see Leonard & Murphy,  1995 ; Wilber, 
Patten, Leonard, & Morelli,  2008 ; Risom,  2010 ). However, we use the term  life 
practice  in a broader sense to refer to the intention of bringing the same quality of 
awareness and attention that is cultivated through the formal practice of mindful-
ness meditation into every imaginable aspect of life, sometimes called informal 
practice, including the interpersonal domains, the act of cooking and eating, work-
ing, exercising, making love, taking out the garbage, caring for the children, etc. It 
also involves periodically going into therapy to help resolve or coming to terms with 
personal trauma as well as other aspects of one’s personality and relational patterns 
that may at times in very real ways prevent one from relating to others with clarity 
and compassion. 

 This ongoing commitment to personal growth and self-development together 
with several other factors—including a sustained practice of mindfulness medita-
tion, consistent silent retreats, regular mentoring and supervision by senior teachers, 
as well as self-inquiry into the questions of who and what I am—is what Saki 
Santorelli has called ‘the real work of an MBSR teacher’ (Santorelli,  2015 ). 

 A lack of this kind of knowledge of oneself may cause a great barrier to being 
effective as an MBSR or MBCT teacher. For example, unresolved anger or sadness 
may arise in a teaching situation, and to the extent that the teacher is taken over by 
such strong emotions, it may completely prevent him or her from seeing the situa-
tion clearly. Rather than responding with clarity and kindness, it may lead to auto-
matic and fearful reactions based on old habitual patterns. This therapeutic work, 
which is considered part of an integrative life practice leading to greater self- 
knowledge, may be required in order to start navigating more freely in one’s life and 
teaching—perhaps in ways that may at times to some degree dissolve the perceived 
barrier between oneself and others. The Japanese Zen meditation master Dogen 
beautifully expresses the way of transcending the experience of being an isolated 
self that is separate from others:

  To study the Way is to study the self. To study the self is to forget the self. To forget the self 
is to be enlightened by all things. To be enlightened by all things is to remove the barriers 
between one’s self and others. (Dogen,  2002 ) 

   Thus, we view teaching mindfulness as something that is by no means separate 
from one’s life. Awareness is the essential ground of all of life, including teaching 
others to discover their own full potential for attention and awareness as necessary 
means for learning, and growing, and for coming to terms with things as they are. 
For a clear and simple presentation of mindfulness meditation as a practice of life 
awareness, please see Risom ( 2010 ).    

     Ethical foundation   

    MBSR is at its healthiest and best when the responsibility to ensure its integrity, quality, and 
standards of practice is being carried by each MBSR instructor him or herself. (Kabat-Zinn, 
 2011 , p. 295) 
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   Integrity of the approach is fundamentally carried by each individual teacher and 
therefore involves carefully attending to how we as teachers live our personal and 
professional lives. This endeavour is supported by the intention to bring full aware-
ness to the present moment, including one’s own state of body and mind, in order to 
skilfully relate in ways that prioritise right conduct and the well-being of others. For 
many of us, to actually be in touch with awareness of our interior experience in a 
moment-by-moment manner, while relating to others, may not be all that easy. 
However, it can be cultivated, stabilised and refi ned through the practice of mindful-
ness. Indeed, this present moment capacity, to know one’s emotional state with the 
confi guration of thoughts that usually comes along with it, can make a real differ-
ence by virtue of awareness itself that allows for freedom to choose to respond (or 
not to respond) in alignment with the intention to benefi t others. This contrasts the 
usual process in which we are normally hooked and triggered by potentially harm-
ing emotional states such as anger, rage, jealousy, envy, pride, etc. With no aware-
ness of our own interior landscape, we run the risk of being driven by automatic 
habitual reactions that manifest through words and behaviour that can cause unfore-
seen harm to our relationships and to ourselves. 

 As such, ethics are not primarily guided by a set of external values, rules or guide-
lines. Rather ethical behaviour arises from having, to some extent, developed genuine 
empathy and compassion for others and also from having gained insight into the 
causes of suffering. In teaching mindfulness, this involves present moment skilful 
means in order to differentiate between (a) behavioural responses, including any form 
of communication, that may support others to discover their own innate capacity for 
awareness, wisdom, kindness and compassion and (b) behavioural responses that are 
likely not to be helpful to the learning, growing and healing of other people. 

 This perspective on ethics, the imperative of the teacher to live with care and atten-
tion, invites there to be no separation between one’s practice and one’s life. At the 
same time, MBSR and MBCT rest on an ethical foundation that lies at the very root 
of medicine and health care, namely, the Hippocratic oath or principle of  primum non 
nocere , meaning above all ‘to fi rst do no harm’. It is remarkable how this guiding 
principle at least to some extent resembles the Bodhisattva vow which in classical and 
contemporary Buddhism refl ects the intention to devote one’s life to work for the 
well-being of others (Kabat-Zinn,  2011 ; Harvey,  2013 ; Santorelli,  1999 ,  2015 ). For a 
more detailed description of the ethos of MBSR, please see Santorelli ( 2015 ).   

     Tradition, Lineage and Modern Society   

    MBSR is simply a contemporary expression of a twenty-six hundred year old meditation 
tradition that has at its heart, the cultivation of a human being’s familiarity with the one 
awareness that already is. (Santorelli,  2015 ) 

   Given that the practice of mindfulness meditation within many ancient contem-
plative traditions, in particularly Buddhism, has been passed on from one generation 
to the next for at least 2500 years, let us consider some of the traditional require-
ments for teaching mindfulness. 
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 In general, within these traditions, you would receive authorisation to teach the 
dharma (the teachings of the Buddha), including guiding practitioners in the life-
long process of working with mindfulness meditation, through what is commonly 
known as ‘lineage transmission’. Traditionally, this responsibility was, and still is, 
granted by lineage holders within each particular contemplative tradition, only to 
highly devoted, gifted and dedicated long-term students, who, in their way of con-
ducting themselves with integrity of thought, speech and action, to a large extent, 
embody what the dharma is all about. This embodied knowledge and insight are 
presumably acquired through intensive and prolonged study and practice of the 
dharma, including formal and informal practice of mindfulness meditation. 
However, lineage can be transmitted in several different ways, e.g. oral transmis-
sion, written transmission or mind-to-mind transmission. Ultimately, and beyond 
any formal means of transmission and approval, a lineage holder is someone who 
embodies genuine presence with the mark of wisdom, unconditional compassion 
and steadfast awareness. Therefore, inner realisation of the dharma, recognition of 
the essence of consciousness, may be the only true credential that counts (for details 
on lineage transmission, please see Shonin & Van Gordon,  2014a ,  2014b ). For read-
ers interested in a nuanced description of the functions of ordinary consciousness 
that covers the essence of mind, please see Bertelsen ( 2013 ). 

 Thus, traditionally, only relatively few people had achieved a level of personal 
maturation considered adequate for effectively teaching others the practice of 
meditation. 

 A basic view in many traditions of contemplative practice is that the innate 
human capacity for clarity of awareness, kindness and compassion and essentially 
the wisdom needed to respond in a manner that does not cause harm to people, is 
something that can be nurtured and developed through sustained practice and right 
livelihood. In many of these traditions, and explicitly addressed in Mahayana 
Buddhism, a fundamental motivation is the cultivation of   bodhichitta    ,  which means 
‘mind of awakening’, and  metta  which means ‘loving-kindness’, namely, human 
qualities needed to effectively guide and help suffering beings. To take on this 
 lifelong work and responsibility—to nurture and cultivate these important aspects 
of the human mind and heart to relieve suffering in oneself and others—may be 
exactly what is needed, not only for the future generation of mindfulness-based 
teachers but for humanity all together. We are as a species, and as part of the larger 
order of sentience, in a very precarious place in human history. Potentially, we could 
do enormous damage to the planet and all life forms that inhabit this small sphere. 
It is well known that we, due to ever-greater consumption, have depleted the Earth 
of many of its resources. According to Rifkin ( 2009 ), we now have a world in crisis 
that more than ever needs a global shift towards greater empathy to save the Earth 
and improve on our species’ ability to survive and fl ourish in the future. The prac-
tice of mindfulness meditation is one means of bringing about such a shift towards 
greater empathy and compassion. 

 Now, as mindfulness is increasingly integrated within the mainstream of society, 
including health care, education, business and leadership—mainly due to scientifi c 
research documenting the effect and applicability of MBSR and MBCT in a broad 
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range of clinical and nonclinical populations—there is a need to increase the 
 capacity of people who can effectively deliver interventions based on mindfulness. 

 The downside to the popularisation of mindfulness, what we might call worst- 
case scenarios, is the training courses offered for becoming a certifi ed mindfulness 
instructor by attending a single weekend course or two. Such initiatives run the risk 
of seriously compromising the quality and integrity of mindfulness-based interven-
tions. These interventions, carried out by less competent teachers, are in fact likely 
not to be based on mindfulness. If mindfulness, as a core trait and way of being in 
relationship to oneself, others and the world, could be taught and acquired in just a 
few days or weeks, without previous experience of practicing mindfulness, this 
would be no problem. But it turns out—as with training of any genuine human 
capacity, including the acquisition of different languages, mathematics, athletics 
and musical skills—that it takes time and effort to develop, nurture and refi ne the 
inherent capacity for being present to whatever is unfolding in the mind-body-heart 
moment by moment. 

 The rigorous traditional requirements for teaching mindfulness, embodied by 
some living teachers within contemplative traditions, may provide an inspiring per-
spective in terms of the potential possibilities for human growth and development. 
However, as described in the beginning of this chapter, it is not helpful to view the 
marks of an expert as standards of what is required to begin teaching—simply 
because the characteristics of an expert teacher are the result of decades of practice 
and learning. Rather, to sum up, we suggest that the proposed MBI teacher compe-
tencies and standards of good practice, outlined in this chapter, refl ect what might 
be considered adequate or ‘good enough’ to begin teaching mindfulness in MBSR 
and MBCT. 

 To assist novice teachers in the process of further growth and development, a 
competent mentor or senior teacher is highly recommended. In the poem below, the 
Sufi  master Rumi beautifully describes the process of transformation from being 
raw to being cooked by one’s teacher and undone by the heat of life. All in service 
of one day becoming effective as a teacher—capable of teaching others to discover 
their own innate capacity for living life fully with awareness and the courage of an 
open heart that is responsive and responsible to oneself, others and the world—per-
haps with an increasing sense that the perceived separation between self and others 
may be somewhat artifi cial.   

     Chickpea to Cook   

     A chickpea leaps almost over the rim of the pot where it’s being boiled.  
  ‘Why are you doing this to me?’  
  The cook knocks him down with the ladle.  
  ‘Don’t you try to jump out. You think I’m torturing you. I’m giving you fl avour, so 

you can mix with spices and rice and be the lovely vitality of a human being. 
Remember when you drank rain in the garden. That was for this’.  
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  Grace fi rst. Sexual pleasure, then a boiling new life begins, and the friend has some-
thing good to eat.  

  Eventually, the chickpea will say to the cook, ‘Boil me some more. Hit me with the 
skimming spoon. I can’t do this by myself. I’m like an elephant that dreams of 
gardens back in Hindustan and doesn’t pay attention to his driver. You’re my 
cook, my driver, my way into existence. I love your cooking’.  

  The cook says, ‘I was once like you, fresh from the ground. Then I boiled in time, 
and boiled in the body, two fi erce boilings. My animal soul grew powerful. I 
controlled it with practices, and boiled some more, and boiled once beyond that, 
and became your teacher’.    

 Rumi, translated by Coleman Barks (Coleman & Moyne,  1995 ). Reprinted with 
permission by Coleman Barks   

    Relevance of the Four  Noble Truths   

  In addition to principles and standards of teaching mindfulness, agreed upon by 
experts in the fi eld, a number of complementing facets of what is actually required 
to teach mindfulness effectively need to be highlighted with reference to the four 
noble truths, as described in various Buddhist traditions. 

 The fi rst noble truth of the Buddhadharma, which in essence is no different from 
a universal dharma operating independently of Buddhism or any other religion for 
that matter, is the recognition that suffering (stress) is part of the human condition. 

 A helpful distinction is often made between (a) a fi rst order or natural form of 
suffering caused by sickness, old age and death, including the inevitable loss of 
people we love, and (b) a second order or extra form of suffering, sometimes referred 
to as adventitious suffering, which causes the majority of suffering in a human 
being’s life (Kabat-Zinn,  2012 ). Mark Twain is known for having expressed this 
heart breaking observation in the following sentence: ‘I am an old man and have 
known a great many troubles, but most of them never happened’ .  This extra form of 
suffering is self-imposed on top of the unavoidable natural suffering, and according 
to Buddhism, it is largely caused by (a) the tendency to try to secure our own hap-
piness by grasping on to pleasant experiences while trying to avoid the unpleasant 
and (b) ignorance of the impermanent and interconnected nature of ourselves and 
reality. Indeed, the second noble truth of the Buddha is the recognition that there is 
a cause to all suffering, including this form of self-created suffering. The third noble 
truth recognises that the cessation of this suffering is possible, while the fourth 
noble truth concerns the actual path of the dharma that may eventually lead to the 
liberation of self-imposed suffering. By practicing meditation, we gradually come 
to see many ways in which we actually cause and maintain our own suffering. 

 The path of becoming a teacher of mindfulness and the dharma in its universal 
manifestation essentially involve the courage to meet the suffering of this world. 
Initially this involves turning towards one’s own suffering in order to begin learn-
ing to relate to suffering in new ways, rather than trying to avoid or deny its  existence. 
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Through meditation practice, by relating directly to the experience of one’s own 
suffering, the wish and urge to be at service to alleviate the suffering of others may 
arise naturally over time. Indeed, the teacher may then gradually come to view and 
prioritise the well-being of other people as equally or more important than their own 
well-being. This radical orientation may arise from the recognition or insight that 
others are not fundamentally separate from oneself.   

     Dialogue and Inquiry   

  To navigate as a teacher by means of intimately knowing the present moment is 
central to the process of dialogue and inquiry. In the context of MBSR and MBCT, 
the terms inquiry and dialogue refer to the open intimate conversation between 
teacher and participants in ways that allow for further exploration and investigation 
of the experience of being alive and awake to the present moment. This includes 
bringing close attention to the full range of experiences’ characteristic of the human 
condition—the full catastrophe of life with all of its joys and sorrows. 

 Interestingly, ‘dialogue’ in  MBSR   has been described as the outward counterpart 
to the inward cultivation of present-moment-centred, nonjudgemental awareness 
(Santorelli,  1999 ; Kabat-Zinn,  2012 ). It is radically different from the process of 
‘discussion’, which tends to be the norm or stereotype of verbal communication in 
the interpersonal domain. Discussions are often characterised by strong personal 
opinions and strategies and often driven by hidden agendas and power differentials 
between people. Dialogue on the other hand provides a relational space of openness 
and safety based on the faculty of nonjudgemental deep listening and seeing that 
can allow each and every voice to be heard and known as a valid contribution to the 
collective process of inquiry and investigation (Kabat-Zinn,  2012 ). Such a sensitive 
approach to communication may lead to important insight and discovery that cannot 
be uncovered if the process is primarily fuelled by personal and fi xed agendas. With 
fundamental attitudes, such as nonjudgemental deep listening and no attachment to 
outcome, the process of dialogue and inquiry may provide enough relational space 
for new knowledge to emerge. This in turn may guide action in more creative, inno-
vative and compassionate ways. 

 In the MBCT treatment manual (Segal, Williams, & Teasdale,  2013 ), the practice 
of inquiry has been described in terms of three concentric circles or layers. The fi rst 
layer is concerned with the direct experience of the practice of mindfulness by invit-
ing participants to describe any thoughts, feelings and bodily sensations that they 
were aware of during the practice. The second layer involves skilful questioning and 
refl ection to place experience in a personal context of understanding. In the third 
layer, however, learning is generalised and situated to a larger context, making it 
relevant for the whole group of participants. 

 A note of caution: If this step-by-step model to dialogue and inquiry is rigidly 
applied with too much interruption and intervening, driven by a perceived direction-
ality and goal-oriented behaviour on behalf of the teacher, the risk may be that 
participants are not allowed enough space to investigate and express their actual 
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experience, whatever it may be. The authors seem to be well aware of this. In fact, 
they underscore what may be one of the most important aspects of inquiry and dia-
logue, namely, the quality of the relationship to experience that is lived and embod-
ied by the teacher. If this relationship is one of awareness infused with kindness, 
gentleness, compassion and understanding, especially towards diffi cult and painful 
experiences, it may help participants themselves to integrate this way of being in 
relationship to their own experience. Indeed, it may serve as a powerful antidote to 
self-criticism and self-judgement, which is not an uncommon habitual response to 
diffi cult experiences. To witness the conduct of a human being or expert teacher with 
such capacity of mind and heart can make a long lasting impression and is a powerful 
inspiration for practicing mindfulness meditation, at least in our experience. 

 According to Santorelli ( 2015 ), while detailed frameworks and maps of the pro-
cess of inquiry and dialogue may have limited value, there is no doubt that as a 
teacher, with the intention to ‘fi rst do no harm’, the capacity to mindfully investigate 
one’s own experience of being human essentially provides the context required to 
actually meet other people in ways that are helpful for human growth and transfor-
mation. A fundamental view of human nature, embedded in the teachings of MBSR, 
is expressed in the following line: ‘As long as you are breathing, there is more right 
than wrong with you’ (Kabat-Zinn,  2013 ). In other words, the capacity to live this 
human life with awareness is available within each of us as a deep resource for heal-
ing and for coming to terms with things as they are and as such not restricted by 
adversity, loss, illness and pain. 

 Based on the ethos of MBSR, Santorelli ( 2015 ) has outlined 21 guiding princi-
ples that express the essence of the dialogue and inquiry process within MBSR. Some 
of these guiding principles are the following: Dialogue and inquiry are an expres-
sion and refl ection of mindfulness meditation practice. They are grounded in the 
body and grounded in present centred awareness. Dialogue and inquiry are  respectful 
and directed towards inner growth and the implications of this learning in everyday 
life. Dialogue and inquiry are non-goal oriented, and they are not directed towards 
changing or fi xing anyone or anything. Even when painful, they are always directed 
towards the sovereignty of every human being and the principle of ennobling. 
Through direct experience, they are a learning to ‘turn towards’ the diffi cult and/or 
unwanted. Importantly, dialogue and inquiry occur in a community that learns to 
bear witness to the self-revealing of another without giving advice (ibid.). 

 While inquiry is an art form that essentially is creative and responsive to the 
unique confi guration of the present moment, Santorelli ( 2015 ) has described a 
typology of Socratic questions that can be integrated into the MBSR learning envi-
ronment. These types of questions include (1) ‘conceptual clarifi cation’ which 
invites participants to expand on and clarify what they report from their own experi-
ence; (2) ‘wondering about assumptions’ that participants may have about them-
selves, others and the world; (3) ‘probing rationale and evidence’ for a certain point 
of view; (4) ‘challenging viewpoints and perspectives’ that may no longer serve; (5) 
‘probing implications and consequences’; and (6) asking questions about questions 
(ibid.). How do you know this? Are you sure? Do you benefi t from this view? What 
might happen if…? What do you make of that? These are a few examples of such 
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open questions. Now, the teacher’s willingness to live with and inside such open 
questions, to inquire into their own experience of life, is exactly what provides them 
with the licence to ask such questions to their students (ibid.). Again, this is not a 
technique or manual-based approach but rather a response in the form of a question 
arising from deep listening and attending to participants as they communicate and 
express their experience of being aware in the present moment. The intention is to 
be at service to others with great sensitivity to the present moment and to be in touch 
with the range of present-moment information that can provide the foundation for 
responding with wisdom and skilful means in ways that may allow each individual 
as well as the group to further their understanding and growth towards wholeness 
and greater well-being.   

    Closing Comments 

 If the principles of ‘fi rst do no harm’ and ‘teach only what you know’—along with 
a direct recognition that MBSR and MBCT ‘rest in the view that the essential nature 
of human beings is luminous and unimpeded’ (Santorelli,  2015 )—become an 
embodied ethos within an MBI teacher and they continue their deep commitment to 
practice and study and silent retreats and a working relationship with a teacher and 
with life itself, they may be able to do some genuine good in this world.     

  Acknowledgement   The authors thank Edo Shonin and Jens-Erik Risom for helpful comments to 
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    Chapter 5   
 Experimental Approaches to Loving-Kindness 
Meditation and Mindfulness That Bridge 
the Gap Between Clinicians and Researchers       

       Christopher     J.     May     ,     Kelli     Johnson    , and     Jared     R.     Weyker   

            Introduction 

  Mindfulness meditation (MM)   and  loving-kindness meditation (LKM)   are two 
broad types of  meditation   stemming from the Buddhist tradition. MM has numerous 
salutary effects in both clinical and non-clinical populations (Brown, Ryan, & 
Creswell,  2007 ; Chiesa & Serretti,  2011 ; Cullen,  2011 ; Eberth & Sedlmeier,  2012 ; 
Goyal et al.,  2014 ; Grossman, Niemann, Schmidt, & Walach,  2004 ; Kabat-Zinn, 
 2003 ; Ludwig & Kabat-Zinn,  2008 ). Increasingly, researchers are also investigating 
kindness-based meditations (for reviews, see Galante, Galante, Bekkers, & 
Gallacher,  2014 ; Shonin, Van Gordon, Compare, Zangeneh, & Griffi ths,  2014 a). 
MM and LKM emphasize different psychological domains (Wallace & Shapiro, 
 2006 ). Mindfulness practice cultivates attention, typically to the breath, with an 
awareness of phenomena arising in the body, mind, and environment (Shonin, Van 
Gordon, Griffi ths,  2014 b). Loving-kindness meditation cultivates the affective 
domain as the practitioner directs heartfelt intentions to others (Salzberg,  1995 ). 
Because psychiatric conditions, such as depressive and anxiety disorders, involve 
both attention and affect, mindfulness and loving- kindness meditations may provide 
complimentary therapeutic interventions. 

 A small number of studies have begun to directly examine  the   relative effects of 
these two types of meditation (Barnhofer, Chittka, Nightingale, Visser, & Crane,  2010 ; 
Crane, Jandric, Barnhofer, & Williams,  2010 ; Feldman, Greeson, & Senville,  2010 ; Lee 
et al.,  2012 ; May, Weyker, Spengel, Finkler, & Hendrix,  2014 ). Barnhofer et al. ( 2010 ) 
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demonstrated that both MM and LKM increased left-hemisphere  anterior EEG asym-
metry, a pattern associated with positive affect. Interestingly, participants scoring higher 
on a measure of brooding tended to respond more strongly to MM while low brooders 
exhibited a greater leftward shift following LKM. May et al. ( 2014 ) found that MM and 
LKM both increase mindfulness and positive affect, with LKM having a greater effect 
on positive affect. May et al. ( 2014 ) also identifi ed a dissociation where MM had a 
greater impact on self-acceptance, while LKM had a greater effect on participants’ 
sense of presence. Feldman, Greeson, and Senville ( 2010 ) found that MM increased 
decentering (viewing thoughts and emotions from a more objective point of view) rela-
tive to LKM and progressive relaxation. In Lee et al. ( 2012 ), MM was associated with 
enhanced sustained attention and changes in attention-related brain areas not seen in 
LKM. MM and LKM also led to the recruitment of distinct brain networks in process-
ing affective images. Collectively, these studies suggest that particular types of medita-
tion practice may be more helpful for a given personality/disposition, disorder, or 
symptom. A natural follow-up research program would be to match meditation types 
with individual psychological profi les. 

 Research on  contemplative practices,   such as MM and LKM, is complicated, 
however, by the substantial individual differences in response to beginning medita-
tion. May et al. ( 2014 ) found that 48–71 % of the study variance was attributable to 
individual differences, rather than assignment to MM or LKM groups. A number of 
studies have also shown either no or minimal associations between meditation time 
and signifi cant effects (Carmody & Baer,  2008 ,  2009 ; Davidson et al.,  2003 ; 
Leppma,  2011 ). This should not be taken to mean that there is no effect of practice 
time—indeed, long-practicing monks exhibited striking differences compared to 
novice meditators (e.g., Lutz, Greischar, Rawlings, Ricard, & Davidson,  2004 )—
but rather that there is substantial variability in the relationship between meditation 
time and observed effects. Some individuals may respond rapidly, while others 
more slowly. There are also likely to be nonlinear effects of practice time, with 
periods of relative gain or stagnancy. 

  High between-subject variability   means that studies must have higher sample 
sizes in order to isolate experimental effects. This need for higher sample sizes is 
further compounded when comparing two or more types of meditation. The differ-
ent effects of MM and LKM reported by Barnhofer et al. ( 2010 ), Feldman, Greeson, 
and Senville ( 2010 ), Lee et al. ( 2012 ), and May et al. ( 2014 ) were derived from 
sample sizes much too small to be considered robust. Their results should therefore 
be regarded as suggestive. Obtaining large sample sizes can be problematic for con-
templative research, however. Experimental studies assessing changes over time in 
response to a treatment generally require more resources, in terms of time, labor, 
and money, than do cross-sectional or correlational studies. Moreover, for medita-
tion research, experienced meditators should be used to providing initial instruction 
to meditation-naïve participants (Crane, Kuyken, Hastings, Rothwell, & Williams, 
 2010 ; Kabat-Zinn,  2003 ; Shonin & Van Gordon,  2014 ). Participants should also 
have opportunities to discuss diffi culties arising in their practice and receive 
informed feedback from a teacher. These best practices put constraints on the num-
ber of participants that can be ably taught meditation at a time. 
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 One remedy to the diffi culty of obtaining adequate sample sizes for comparing 
the effects of different types of meditation is to more extensively  employ   single- 
subject experimental designs.  Single-subject designs   focus on an individual, such as 
a patient, exemplifying the idiopathic approach (Molenaar,  2004 ). In these designs, 
the subject serves as their own control. For example, patient or client symptoms can 
be compared during periods when they have been instructed to meditate with periods 
when they have been instructed not to meditate. Single-subject designs differ from 
case studies in that there is an explicit manipulation (e.g., whether and when a patient 
is practicing a certain type of meditation) and thus are considered experiments (for 
an accessible review, see Kratochwill et al.,  2010 ). Because clinical work is also 
typically idiopathic, there may be a natural synergy between clinicians and single-
subject experimental designs. Importantly, multiple single-subject experiments can 
be collated for collective analysis (see Shadish,  2014a ). This presents an opportunity 
to “crowdsource” the experimental study of meditation, effectively distributing the 
relatively high cost of conducting such work. In other words, the clinician can, and 
we believe should, play a vital role in advancing the science of meditation. 

 In the next section, we present an example of a single-subject experiment look-
ing at the relative effects of MM and LKM. We conducted this experiment with 
multiple subjects, simulating a clinician that is working with multiple patients. As 
we will discuss at the end, the results from this experiment further reinforce the 
value, if not the need, for an idiopathic approach to studying meditation.  

    Experiment 

 We conducted an exploratory alternating-treatment experiment to examine the rela-
tive effects of mindfulness and loving-kindness meditation. Though  an   alternating- 
treatment experiment is a type of single-subject design, we simultaneously 
conducted the experiment with 16 participants. Participants with no previous regu-
lar meditation practice were recruited through campus advertisements. Participants 
alternated weekly over the course of 8 weeks between MM and LKM. 

 Guided meditations created by the fi rst author (a practitioner of 10 years) were 
provided to participants. They were asked to practice at least 4 days per week for 
15 min at a time. In MM, participants were instructed to attend to their breathing, 
returning their attention to their breath whenever they noticed their mind had wan-
dered. In the loving-kindness meditation, participants directed intentions (“may you 
be well; may you be happy; may you be free from suffering”) fi rst to a loved one and 
then to themselves. 

 Each week, participants completed the  Five   Facet Mindfulness Questionnaire 
(FFMQ; Baer, Smith, Hopkins, Krietemeyer, & Toney,  2006 ; Baer et al.,  2008 ) and 
 the   Profi le of Mood States-Short Form (POMS; Curran, Andrykowski, & Studts, 
 1995 ; Shacham,  1983 ). The FFMQ contains subscales for “observing,” “describ-
ing,” “acting with awareness,” “non-reacting,” and “nonjudging.” Participants were 
asked how frequently they had  had   certain experiences (e.g.,  “ I perceive my  feelings 
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and emotions without having to react to them,” “I fi nd it diffi cult to stay focused on 
what’s happening in the present”) in the past week on a 5-point scale. In  the   POMS, 
participants were asked to rate to what extent each of 37 adjectives (such as tense, 
cheerful, bitter, and lively) described how they had been feeling in the past week on 
a 5-point scale. We also employed additional measures, such as the Navon task and 
heart rate variability; however we are able to demonstrate all pertinent points using 
results from just the FFMQ and POMS. For the sake of brevity and clarity, we omit 
those other measures (results were consistent with those to be presented). The 
FFMQ and POMS took participants 5–10 min to complete. 

 During our alternating-treatment experiment, there were a total of seven alterna-
tions between meditation conditions (A-1-B-2-A-3-B-4-A-5-B-6-A-7-B). Half of 
the participants began with MM, while the other half started with LKM. We pre-
dicted that the data would follow one of two patterns: a sawtooth pattern where 
scores increased in the fi rst transition, decreased in the second, and alternated for 
the remaining transitions or the reverse sawtooth pattern where scores decreased in 
the fi rst transition, increased in the second, and alternated for the remaining transi-
tions. Given seven transitions in which scores either increased or decreased, there 
are 2 7  = 128 permutations of these transitions. 1  The  probability   of obtaining one of 
the two predicted patterns is 2/128 or 0.015. The probability of obtaining 6 transi-
tions following the predicted patterns within the range of 7 transitions is 
6/128 = 0.047. 2  We therefore considered six or more consecutive pattern-following 
transitions as statistically signifi cant evidence for a causal effect of meditation type 
on a particular dependent variable.  

    Results 

 For the  FFMQ  , three participants exhibited a signifi cant effect of meditation type on 
the “observing” facet (see Fig.  5.1 ). For all three, “observing” scores decreased fol-
lowing a week of mindfulness meditation and increased after a week of loving- 
kindness meditation. One individual  had   systematically higher “acting with 
awareness” scores following MM compared to LKM. Another participant scored 
higher on the “nonjudging” scale of the FFMQ following LKM compared to 
MM. Three participants scored differentially from week to week on the “non- 
reacting” subscale of the FFMQ. One participant scored lower following MM, 
while two participants scored lower following LKM. One participant with lower 
“non-reacting” scores following MM also had lower “observing” scores following 
MM. Indeed, their total FFMQ score was lower following MM compared to LKM. 

1   Some scores did not change in successive weeks. We believe, however, that adding the possibility 
of unchanged scores to that of increased and decreased scores would produce an excessively con-
servative probability: 2/(3 7 ) = 0.0009. 
2   The six possible hypothesized combinations of increasing (I) and decreasing (D) scores were 
IDIDIDI, IDIDIDD, IIDIDID, DIDIDID, DIDIDII, and DDIDIDI. 
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  Fig. 5.1    Weekly changes in  FFMQ   and POMS  scores   following a week of mindfulness meditation 
(MM) or loving-kindness meditation (LKM). Only participants and variables with signifi cant 
effects are included in the graph.  Light gray shading  indicates participants had practiced MM in 
the previous week;  dark gray shading  corresponds to LKM in the previous week.  Diagonal lines  
extending from the  upper left  to the  lower right  indicate decreases in scores from the previous 
week.  Diagonal lines  extending from the  lower left  to the  upper right  denote increases in scores 
from the previous week. A  single block of rows  starting from week 2 and ending at week 8 corre-
sponds to a single individual       
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For this participant, LKM led to higher levels of mindfulness. However, a second 
participant, who scored more highly on the “non-reacting” subscale following MM, 
scored lower on the “observing” facet during the same testing periods. For this indi-
vidual, the two types of meditation had a differential impact on aspects of 
mindfulness.

   On the Profi le of Mood States scale, one  individual   self-reported lower tension 
following weeks of LKM. This same individual systematically reported heightened 
vigor and increased “observing” after practicing LKM. For this individual, LKM 
had greater salutary effects than MM. A second participant also reported more vigor 
after a week of LKM. Another participant noted greater feelings of confusion fol-
lowing MM; this corresponded with decreased “nonjudging” scores during the 
same periods. Lastly, one individual reported higher positive emotions (as indexed 
by the total POMS score) following LKM as well as decreased “non-reacting” 
scores. LKM had both positive and negative effects for this particular individual. 

 There are three  particularly   notable effects in our data:

    1.    MM and LKM exerted a differential impact on separate aspects of mindfulness 
(“observing,” “non-reacting”) in one individual; they exerted a consistent effect 
in another.   

   2.    MM and LKM had a differential impact on the same variable (“non-reacting”) 
across multiple individuals while having a consistent effect across individuals 
for other variables (“observing,” “vigor”).   

   3.    LKM produced both positive and negative effects in the same individual 
(increased “non-reacting” and decreased positive emotion).    

  These three effects vividly demonstrate the extent of variability—both between 
and within subjects—in response to beginning meditation. Neither MM nor LKM 
have the same effects on all individuals. Indeed, they could have opposing effects in 
different individuals. Within an individual, one type of meditation may be more 
benefi cial for a particular outcome, while another outcome may be more sensitive to 
an alternative practice. Finally, some individuals may have a relatively negative 
response to one type of meditation compared with another (see also Crane, Jandric 
et al.  2010 ). 

 These results are very conservative. Participants should  be   measured multiple 
times within each phase of a single-subject experiment (Kratochwill et al.,  2010 ). 
Rather than assessing participants once at the end of each week of MM or LKM, a 
more robust experiment would have participants rate their levels of mindfulness and 
emotion more frequently. We were unable to determine the natural variability for a 
particular variable with just one data point each week. Without an estimate of the vari-
ability from week to week, which would permit a more robust inference of the mean 
for each week, results were more likely to deviate from the predicted sawtooth pat-
tern. Despite this limitation, we nonetheless observed a number of illustrative effects. 

 These results highlight the importance of an idiopathic approach to the study of 
mindfulness and meditation. Group analyses of this data would not reveal effects of 
meditation type on any variable (Johnson, Weyker, & May,  2013 ). However, with a 
single-subject design, we were able to determine that certain types of meditation 
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had demonstrable effects for particular individuals. In group analyses, individual 
differences can obscure individual effects. This complicates using evidence-based 
practice (see Spring,  2007 ) with patients. In general, the higher the individual vari-
ability in a particular domain, such as meditation, the less the average effect reported 
in the literature will be refl ective of a particular individual. For this reason, clini-
cians may fi nd single-subject designs both more appealing and more useful. 

 The academic study of meditation would also benefi t from the wide-scale use by 
clinicians of single-subject experiments. Limitations imposed by the resource- 
intensiveness of longitudinal meditation research can be mitigated by distributing 
the load over hundreds of clinicians. To maximally profi t from this work, the fi eld 
should develop an international database for clinicians and researchers to publish 
their data and methods. Even in the absence of such a database, however, experi-
ments can be collated by individual researchers and analyzed using increasingly 
sophisticated methods (see Moeyaert, Ferron, Beretvas, and Van den Noortgate, 
 2013 ; Shadish, Kyse, and Rindskopf,  2013 ; Shadish,  2014a ,  2014b ). With suffi cient 
adoption, researchers will be better positioned to determine the effects of different 
meditation types (or combinations of practices) for particular personality profi les, 
disorders, or symptoms. This, in turn, would provide clinicians with more skillful 
means for improving the mental health of their patients.     
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    Chapter 6   
 Mindfulness- and Acceptance-Based 
Interventions in the Treatment of Anxiety 
Disorders       

       Jon     Vøllestad    

            Introduction 

    Anxiety Disorders 

 Humans have a hard-wired ability to respond with fear to threatening situations and 
to solve problems by anticipating potential aversive outcomes. Unfortunately, these 
adaptive capacities can sometimes go awry, inhibiting the person in a number of 
ways. When this impairment becomes signifi cant, we speak of anxiety disorders—a 
set of clinical conditions characterised by excessive fear, worry, or anxious appre-
hension (Barlow,  2002 ). Epidemiological data show anxiety disorders to be the sec-
ond most common group of mental disorders after substance use, with an overall 
lifetime prevalence of 25 % (Kessler, Chiu, Demler, & Walters,  2005 ). Anxiety 
disorders incur large costs in terms of reduced quality of life and everyday function-
ing, poorer academic achievements, relationship instability, and low occupational 
and fi nancial status (Lépine,  2002 ; Marciniak, Lage, Landbloom, Dunayevich, & 
Bowman,  2004 ; Olatunji, Cisler, & Tolin,  2007 ). For individuals with an early onset, 
these disorders lead to increased risk of comorbid mental and substance use disor-
ders (Kessler, Ruscio, Shear, & Wittchen,  2010 ). Anxiety disorders are also inde-
pendently linked to increased mortality due to heightened risk for coronary heart 
disease (Kubzansky, Davidson, & Rozanski,  2005 ) and suicide (Bolton et al.,  2008 ). 

 Studies of the clinical course of  anxiety disorders   show that they are unlikely to 
remit without treatment and are highly likely to recur after observed recovery (Bruce 
et al.,  2005 ; Ramsawh, Raffa, Edelen, Rende, & Keller,  2009 ; Wittchen, Lieb, 
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Pfi ster, & Schuster,  2000 ). A substantial proportion of sufferers never seek treat-
ment (Roness, Mykletun, & Dahl,  2005 ). For those who do, there is a considerable 
delay from onset of the disorder to referral for treatment (Wang et al.,  2005 ). 
Concurrent with underutilisation of mental health services, anxiety disorders are 
associated with overutilisation of other health services, including emergency care 
(Deacon, Lickel, & Abramowitz,  2008 ; Greenberg et al.,  1999 ). There is a need for 
interventions that are cost-effi cient, easily disseminated, and attractive to individu-
als less likely to seek help for their problems. 

 Of the psychological treatments,  cognitive behavioural therapy (CBT)   has proven 
particularly effective in the treatment of anxiety disorders (Hofmann & Smits,  2008 ; 
Hollon & Beck,  2004 ; Norton & Price,  2007 ). However,    current CBT interventions 
have not reached optimal levels of effi ciency for anxiety disorders. Meta-analyses 
report dropout rates in the range of 9–21 %, and approximately a third of patients 
are classifi ed as nonresponders (Taylor, Abramowitz, & McKay,  2012 ). For specifi c 
disorders, 40–50 % of patients suffering from social anxiety disorder treated with 
CBT show minimal improvement (Hofmann & Bögels,  2006 ; Rodebaugh, Holaway, 
& Heimberg,  2004 ) and continue to report considerable dissatisfaction with their 
lives following treatment (Heimberg,  2002 ). Research on generalised anxiety disor-
der (GAD) indicates that partial remission is a twice as likely outcome of CBT as 
full remission, and a number of responders continue to be troubled by residual 
symptoms (Ninan,  2001 ). A number of authors have argued that current interven-
tions should be expanded upon or supplemented in order to meet the public health 
challenge of anxiety disorders in the twenty-fi rst century (e.g. Antony,  2002 ; 
McManus, Grey, & Shafran,  2008 ). Mindfulness- and acceptance-based interven-
tions constitute one potential avenue of expansion.  

    Mindfulness- and Acceptance-Based Interventions 

 ‘Mindfulness’ is a mental state characterised by  a   present-centred and non-judging 
mode of awareness. Originally a Buddhist practice, mindfulness training aims to 
facilitate an adaptive way of    relating to experience that can alleviate distress and 
suffering. A mindful state allows the person to be aware of what happens perceptu-
ally, psychologically, or physiologically, without being absorbed in it and without 
reacting to it in a habitual or non-refl ective manner. Instead, the person cultivates an 
attitude of friendly acknowledgement of whatever arises in the present moment. The 
related notion of ‘acceptance’ captures the same allowing stance toward experience. 
Taken together, present-centred awareness and openness to experience constitutes a 
form of psychological fl exibility (Hayes,  2004 ) that can enable the person to relate 
more adaptively to the bodily distress, strong emotions, and negative thinking char-
acterising a number of clinical disorders. 

 A seminal contribution in the clinical use of mindfulness is   mindfulness-based 
stress reduction  (MBSR)   created by Jon Kabat-Zinn ( 1990 ). This programme imple-
ments a secularised version of various mindfulness practices in the structured  format 
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of an 8-week course. MBSR was originally aimed at chronically ill patients in a 
behavioural medicine setting but has subsequently been applied to a wide variety of 
presenting problems. Reviews of the research on MBSR show signifi cant reductions 
in psychological symptoms secondary to medical illness, as well as the mitigation 
of stress and enhanced emotional well-being in nonclinical samples (Chiesa & 
Serretti,  2009 ; de Vibe, Bjørndal, Tipton, Hammerstrøm, & Kowalski,  2012 ). 

 Building on the MBSR programme, Segal, Williams and Teasdale ( 2012 ) devel-
oped  mindfulness-based cognitive therapy (MBCT)   for patients with recurring 
depressive problems. MBCT aims to prevent depressive relapse by familiarising 
patients with their own experience through mindfulness practice and by enabling 
them to view their thoughts and feelings as events in the mind rather than the truth 
about themselves and the world. The cultivation of a ‘decentred’ perspective on 
thoughts, feelings, and bodily sensations is presumed to inhibit the pattern of 
depressive rumination that could otherwise trigger new episodes of depression. 
Several randomised controlled trials have shown that MBCT signifi cantly reduced 
the rate of relapse in recurrent major depression compared to treatment as usual 
(Bondolfi  et al.,  2010 ; Godfrin & van Heeringen,  2010 ; Ma & Teasdale,  2004 ; 
Teasdale et al.,  2000 ). MBCT has also proven to be as effective as long-term main-
tenance treatment with antidepressants in preventing relapse (Kuyken et al.,  2008 ; 
Segal et al.,  2010 ). 

 MBSR and MBCT employ mindfulness training as the main intervention. As a 
second—although partially overlapping—developmental trajectory, several multi-
component treatment packages have integrated interventions from CBT into a con-
ceptual framework of mindfulness and acceptance. This synthesis of models is 
argued by some to be a novel psychotherapeutic paradigm, constituting a ‘third 
wave’ in the historical development of CBT (see Hayes,  2004 ). The overall goal is 
to enable clients to relate in a non-identifi catory and fl exible way to experience, but 
the range of interventions employed in the service  of   this goal is  typically   broader 
than in stand-alone mindfulness-based therapies. 

  Acceptance and commitment therapy (ACT)   combines  principles   of mindfulness 
and acceptance with treatment components from behavioural therapy and experien-
tial psychotherapy (Hayes, Strosahl, & Wilson,  1999 ). The ACT model holds    that 
psychopathology is due to relating to thoughts as literal truths (cognitive fusion), as 
well as maladaptive attempts to escape from or control unwanted experience (expe-
riential avoidance) (Hayes,  2004 ). The strategies in ACT include metaphors, expe-
riential work, exposure in the service of valued goals, as well as traditional 
mindfulness exercises to promote non-judgmental and nonreactive awareness of 
internal experiences. In ACT terms, these are all known as ‘defusion techniques’, 
aimed at undermining contexts of literality that constrict psychological fl exibility 
(Hayes, Luoma, Bond, Masuda, & Lillis,  2006 ). Meta-analytic reviews have found 
ACT to outperform control conditions on primary and secondary outcomes after 
treatment and follow-up for a variety of conditions (Powers, Zum Vörde Sive 
Vörding, & Emmelkamp,  2009 ). There were no signifi cant differences in effect 
sizes when comparing ACT to active control conditions, suggesting equal effective-
ness relative to established treatments (Powers et al.,  2009 ). 
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  Acceptance-based behaviour therapy (ABBT)   is a multicomponent intervention 
augmenting CBT with components from ACT, dialectical behaviour therapy (DBT), 
and MBCT (Roemer & Orsillo,  2007 ; Roemer, Orsillo, & Salters-Pedneault,  2008 ). 
ABBT has been developed specifi cally for the treatment of generalised anxiety dis-
order (GAD) and aims to decrease experiential avoidance through increased aware-
ness and willingness to carry out valued action in important life domains. 

 One issue that needs to be considered is that of mindfulness-based interventions 
in a narrow sense versus treatment packages comprising a greater range of compo-
nents. As noted, MBSR and MBCT aim most exclusively at the cultivation of mind-
fulness skills, while ACT, DBT, and ABBT include a broader array of therapeutic 
interventions from the cognitive behavioural tradition. However, these interventions 
share an overarching conceptualisation of the nature of mental processes, the causes 
of suffering, and the development of well-being. I argue that they have more shared 
than unique features, both conceptually and in terms of practical implementation. 
Their common denominator is an emphasis on changing the individual’s relation-
ship to experience, enabling a present-centred and nonevaluative stance that facili-
tates valued action in the face of distress. There is also a shared understanding of the 
tendency of discursive thoughts and linguistic processes to reify experience in ways 
that contribute to psychological suffering. Rather than changing the content of 
thoughts or verbal rules, these interventions aim for insight into the transient and 
non-veridical nature of mental phenomena. As such,  mindfulness- and acceptance- 
based interventions (MABIs)   can be seen as a family of interventions, with different 
treatment packages offering different routes to a common goal. 

 However, it must be noted that some authors disagree.    For instance, Hofmann, 
Sawyer, Witt, and Oh ( 2010 ) and Strauss, Cavanagh, Oliver, and Pettman ( 2014 ) 
chose to exclude acceptance-based approaches from their recent reviews and meta- 
analyses on the grounds that the behaviour analytic framework constitutes a differ-
ent therapeutic model. Also, Chiesa and Malinowski ( 2011 ) raise the question 
whether mindfulness is an adequate umbrella term for the diversity of backgrounds, 
aims, and practices found in different MABIs. 

 For the present purpose, I will use the term MABIs to refer to mindfulness- and 
acceptance-based interventions in the broad sense.    When referring to the group- 
based modalities of MBSR and MBCT that offer mindfulness training in the pure 
form, the term mindfulness-based interventions (MBIs) will be used. Although a 
conceptual equivalence is assumed here, it is important to note that the comparative 
effi cacy of pure or mixed approaches can only be assessed empirically. It is possible 
that as the fi eld progresses, points of conceptual or empirical distinction between 
these approaches might emerge more clearly than is the case today.  

    Outline of the Chapter 

 In this chapter, I will present a more detailed rationale for why MABIs may be of 
relevance to the treatment of anxiety disorders. My point of departure will be the 
variety of transdiagnostic processes characterising these clinical conditions, before 
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I go on to consider more specifi cally how strategies of mindfulness and acceptance 
can modify these processes within the domains of cognition, emotion, behaviour, 
and self-experience. I then review the empirical status of MABIs for both transdiag-
nostic samples and samples with homogeneous anxiety disorders, before discussing 
their clinical implementation and recommendations for future research.   

    The Relevance of Mindfulness and Acceptance 
for the Treatment of Anxiety Disorders 

 Anxiety as such is, strictly speaking, not the problem in anxiety disorders. Rather, it 
is the way the person relates to his or her experience that creates distress and prob-
lems in functioning. Flexible adaptation is characterised by an ability to view 
thoughts, feelings, and bodily sensations as transient events. When this is the case, 
irrational thoughts, worry, and anxious arousal can arise and pass in awareness 
without being given too much credence or focus. By contrast, anxiety as a disorder 
manifests itself in cases where there is a reactive relationship to experience—that is, 
a state of being overly absorbed in thinking or arousal—and concurrent attempts to 
control, suppress, or avoid experience (Baer,  2007 ; Roemer, Erisman, & Orsillo, 
 2008 ). This infl exible relationship to the contents of awareness serves to maintain 
loops of avoidance and safety behaviours and related distress. As a somewhat para-
doxical antidote, mindfulness- and acceptance-based interventions aim to facilitate 
willingness to stay in contact with whatever is present in a non-judgmental way and 
may thus be helpful for patients’ suffering from anxiety disorders. Instead of fi ght-
ing symptoms or trying to achieve control over them, the person practises attending 
to his or her experience as a temporary mental state. Thereby, reactive behavioural 
tendencies are expected to diminish, and the detrimental cognitive-affective pro-
cesses characteristic of anxiety can be prevented from unfolding (Roemer, Erisman, 
& Orsillo,  2008 ). Additionally, therapeutic work is consistently embedded in a 
framework de-emphasising the removal of unpleasant thoughts and feelings. 
Instead, the focus is on valued action and the possibility of living a meaningful life 
regardless of anxiety-related discomfort (Eifert & Forsyth,  2005 ). 

 It is fair to assume that individuals vary in terms of how they habitually relate to 
their experience, including anxious arousal and distress. A number of self-report 
instruments have been developed to assess mindfulness, acceptance, and psycho-
logical fl exibility. Research shows that measures of mindfulness as a dispositional 
variety or trait are inversely related to anxiety symptoms in nonclinical samples 
(Baer, Smith, Hopkins, Krietemeyer, & Toney,  2006 ; Bränström, Duncan, & 
Moskowitz,  2011 ; Brown & Ryan,  2003 ; Cash & Whittingham,  2010 ). Research on 
dispositional mindfulness in samples with clinical levels of anxiety is more limited, 
but a recent study of patients seeking treatment for anxiety and depression found that 
the mindfulness facets of ‘nonreactivity’ and ‘describing’ were particularly indica-
tive of lower levels of anxious distress (Desrosiers, Klemanski, & Nolen- Hoeksema, 
 2013 ). Also, a recent meta-analysis of studies incorporating a much- used measure of 
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acceptance and psychological fl exibility, the  Acceptance and Action Questionnaire 
(AAQ)  , found consistent negative correlations between the AAQ and both general 
measures of anxiety as well as measures of severity of specifi c anxiety disorders 
(Bluett, Homan, Morrison, Levin, & Twohig,  2014 ). This indicates that present-
centred, non-judging awareness and value-oriented action constitute a potential 
counterpart to the psychophysiological state of anxiety. How might we understand 
this obverse relationship in greater detail? 

 The current diagnostic  taxonomy for   anxiety disorders contains a number of dis-
tinct phenotypes, characterised by specifi c cognitions, behaviours, symptoms, and 
maintaining factors. For instance, an individual with panic disorder (PD) will typi-
cally be cognitively preoccupied with signals of bodily harm (Austin & Richards, 
 2001 ), while an individual with social anxiety disorder (SAD) will rather be hyper-
vigilant with regard to potential interpersonal embarrassment (Voncken, Bögels, & 
de Vries,  2003 ). The various diagnostic categories will be presented in more detail 
later, as clinical research on anxiety usually targets discrete disorders. However, in 
addition to diagnostically distinct symptom profi les, a number of processes are 
involved in the instigation and maintenance of the various anxiety disorders 
(Mansell, Harvey, Watkins, & Shafran,  2009 ; Norton & Philipp,  2008 ). When con-
sidering the potential for mindfulness and acceptance in the treatment of anxiety 
disorders, there is reason to consider both approaches. Emphasis on disorder- 
specifi c expressions could allow more effective targeting of unique symptoms and 
maintaining factors but requires that clinicians train in a variety of models and may 
be less suited to address cases where several diagnoses are present. Transdiagnostic 
approaches, on the other hand, can be applied to patient groups with different pre-
senting problems. Theoretically and conceptually, MABIs emphasise mental and 
emotional processes that generate distress irrespective of diagnostic categories. 
Instead, these are seen as inherent tendencies in human psychology as such,    but in 
clinical disorders are present in more extreme forms. I now go on to consider these 
shared features as they relate to anxiety disorders, and how the psychological pro-
cesses associated with mindfulness may be benefi cial with regard to  the   anxiety 
spectrum in general. Specifi cally, the following transdiagnostic features of anxiety 
disorders are addressed: dysfunctional cognitive processes (including attentional 
biases), avoidance behaviours, emotional dysregulation, and maladaptive self- 
relatedness. Table  6.1  presents an overview of these transdiagnostic features, their 
corresponding counterpoints in MABIS, as well as examples of relevant practices 
and interventions.

      The Cognitive Domain 

 In the cognitive domain,  anxiety disorders   are characterised by attentional biases to 
threat (Craske et al.,  2009 ), aversive self-focussed attention (Ingram,  1990 ; Mor & 
Winquist,  2002 ), as well as a tendency to catastrophic interpretations and repetitive 
negative thinking in the form of worry or rumination (Ehring & Watkins,  2009 ; 
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Mathews & MacLeod,  2005 ). Experientially, this leads to an erratic or rigid atten-
tional focus and a narrowing down of the bandwidth of information that is available 
from both the environment and about oneself. This frenzied hypervigilance exists 
alongside a state of ‘cognitive fusion’ that causes thoughts to be experienced as 
dominant in awareness and as factual and convincing despite their often dramatic 
one-sidedness. I now go on to consider separately the attentional and thought- 
related transdiagnostic processes implicated in anxiety disorders, as well as the 
potential of MABIs to counteract these processes. 

   Table 6.1    MABIs and transdiagnostic features of anxiety disorders   

 Domain 

 Transdiagnostic 
psychopathological 
processes 

 Benefi cial psychological 
processes from MABIs 

 Examples of practices 
from MABIs 

 Cognition  Attentional bias to threat, 
self-focussed attention 

 Self-regulation of 
attention/contact with the 
present moment 

 Awareness of 
breathing (MBSR/
MBCT) 

 Cognitive fusion and 
reactivity (worry, 
rumination, and 
catastrophising) 

 Metacognitive insight/
decentring/defusion 

 Awareness of thinking 
(MBSR/MBCT) 
 Defusion exercises 
(ACT/ABBT) 

 Emotion  Hyperarousal 
 Emotional reactivity 
 Experiential Avoidance 

 Body awareness: 
attending to internal 
sensations and feelings 
with non-judging attitude 

 Body scan, yoga 
(MBSR/MBCT) 

 Acceptance-facilitated 
interoceptive exposure 
and emotion regulation 

 Working with 
diffi culty (MBCT) 

 Behaviour  Avoidance 
 Passivity 
 Social isolation 

 Value clarifi cation  Value work, 
establishing chosen 
life directions (ACT/
ABBT) 

 Committed action  Determining effective 
action guided by 
values (ACT) 

 Reactivity/impulsivity 
 Automatic pilot 

 Behavioural self-
regulation/acting with 
awareness 

 Breathing space 
(MBCT) 

 Self  Attachment to narrative/
conceptualised self and rigid 
self-standards 

 Self as process/context  Choiceless awareness 
(MBSR/MBCT) 
 Observer exercises 
(ACT) 

 Self-criticism  Self-compassion  Loving kindness/
Metta meditation 
(MBSR) 

   MABIs  mindfulness- and acceptance- based   interventions,  MBSR  mindfulness-based stress reduc-
tion,  MBCT  mindfulness-based cognitive therapy,  ACT  acceptance and commitment therapy, 
 ABBT  acceptance-based behaviour therapy  
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 Well-regulated attention is a central aspect of well-being and optimal perfor-
mance in any kind of activity. To deal with challenges and arousal, the person needs 
to be able to voluntarily and fl exibly direct, sustain, and disengage attention 
(Baumeister, Heatherton, & Tice,  1994 ; Wadlinger & Isaacowitz,  2010 ). It is also of 
value to be able to broaden the fi eld of awareness in a manner that enables integra-
tion of information from the surroundings with ongoing mental events. One of the 
clinical features of anxiety disorders is the tendency for scarce attentional resources 
to be bound up in a hypervigilant scanning for cues of threat or danger. Reviews of 
the research conclude that threat-related biases in information processing have been 
found in all anxiety disorders (Bar-Haim, Lamy, Pergamin, Bakermans-Kranenburg, 
& van Ijzendorn,  2007 ; Mathews & MacLeod,  2005 ). Conversely, a central facet of 
approaches based on mindfulness and acceptance is the ‘self-regulation of atten-
tion’ (Bishop et al.,  2004 ; Carmody,  2009 ). 

 In order to cultivate contact with the here and now,  the   individual must practise 
engaging with present-moment stimuli, sustain attention, and redirect it whenever it 
wanders onto past- or future-focussed cognitive processing. The practice of sustain-
ing and redirecting attention is assumed to lead to greater stability in attention and 
a corresponding greater deliberate control of what one is attending to. Furthermore, 
mindfulness practice also aims to strengthen a capacity to broaden the attentional 
focus, enabling the individual to accommodate more aspects of experience in the 
fi eld of awareness, as well as learning to monitor his or her state of mind (Carmody, 
 2009 ). Most commonly, early phases of training involve a focussing of attention 
through concentrating on specifi c objects of awareness, while later phases gradually 
reduces the focus on an explicit object and instead emphasises an open monitoring 
of any element of awareness (Lutz, Slagter, Dunne, & Davidson,  2008 ). It is there-
fore conceivable that MABIs could exert positive effects on anxiety disorders by 
increasing the effective and fl exible allocation of attentional resources. 

 A common mindfulness practice that can illustrate how MABIs facilitate self- 
regulation of attention is awareness of breathing as it is practised in MBSR and 
MBCT. The person here gathers attention and awareness around the felt physical 
sensation of breathing either in the abdomen or wherever else in the body that the 
breath can be sensed most clearly. The instruction is to follow the breath, and when-
ever one becomes aware that the mind has wandered, merely to notice what has 
caught one’s attention and to return to breathing. This seemingly simple exercise 
most likely recruits a number of neural subsystems required for focussing, sustaining, 
and redirecting attention as needed. A related practice from MBSR/MBCT is aware-
ness of sounds. This entails a greater degree of expansive awareness or open monitor-
ing, as the person focusses on the sense modality of hearing—adopting an allowing 
and investigative stance toward sounds from the environment as they come and go. 

 One of the most consistent fi ndings across brain imaging studies of meditation is 
the functional upregulation of brain regions involved in the mediation of attention 
control (Hölzel et al.,  2011 ; Marchand,  2014 ). This is evidence of neural plasticity: 
experience and practice shape neural sculpture, leading to increased connectivity in 
brain areas underlying the capacity being exercised. Meditation techniques, includ-
ing mindfulness training, have been shown to be associated with outcomes such as 
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enhanced ability to concentrate and inhibit distracting stimuli, reduced expectancy 
response when presented with unexpected stimuli, and improved sustained attention 
and attention switching (Ivanovski & Malhi,  2007 ; Rubia,  2009 ). Research on basic 
attentional processes also shows that mindfulness training modifi es subsystems of 
attention, as indicated by performance on the attention network test (Jha, Krompinger, 
& Baime,  2007 ; van den Hurk, Giommi, Gielen, Speckens, & Barendregt,  2010 ) and 
the Stroop test (Chan & Woollacott,  2007 ; Kozasa et al.,  2012 ). Taken together, 
these fi ndings indicate that attentional performance and cognitive fl exibility are 
positively related to mindfulness. Consequently, mindfulness training and its incor-
poration in acceptance-based behaviour therapies could serve to counteract the mal-
adaptive attention deployment often seen in anxiety disorders. 

 Turning to the form and content of cognitive processes involved in anxiety, nega-
tive repetitive thinking is a central feature of these disorders (Ehring & Watkins, 
 2009 ; Mathews & MacLeod,  2005 ). Rumination is the repetitive focussing on nega-
tive feelings and thoughts in response to low mood, presumably in an effort to 
understand and cope with distress. Ironically, however, elaborating on negative 
emotional states and their corresponding mental content maintains the mood it seeks 
to reduce (Nolen-Hoeksema,  2000 ; Watkins, Moberly, & Moulds,  2008 ). Rumination 
is often focussed on the present or past, while worry is a process of future-focussed 
thinking characterised by overestimating negative outcomes and related tension and 
anxious apprehension (Barlow,  2002 ). Interwoven with the lack of fl exible attention 
described above, rumination and worry constitute forms of negative self-absorption 
(Mor & Winquist,  2002 ; Ingram,  1990 ) that prevents the individual from relating in 
an adaptive manner to current situations and challenges. 

 Furthermore, negative or catastrophic interpretations or expectations are a prom-
inent feature of anxiety disorders. For instance, individuals with PD/AG typically 
interpret descriptions of bodily sensations as indicative of impending physical col-
lapse, and those with social phobia predict that social situations will have disastrous 
outcomes (e.g. Austin & Richards,  2001 ; Stopa & Clark,  2000 ; Voncken et al., 
 2003 ). Rumination, worry, and catastrophising are all characterised by cognitive 
fusion, that is, a quality of mental experience as being predominant in awareness, 
factually accurate, and requiring urgent action (Hayes,  2004 ). Phenomenologically, 
this feels as being ‘zoned out’, lost in a stream of thoughts that have an adhesive, 
sticky quality, with little freedom in choosing how to respond. 

 Mindfulness can be seen as an alternative behaviour to ruminating about the past 
and worrying about the future, where the person is clinging less to his or her thoughts 
or interpretations (Hayes,  2004 ). Although mindfulness practice is sometimes mis-
construed as a form of emptying the mind of thoughts, it is better understood as a 
more fl exible and less identifi ed relationships to thinking. Both mindfulness train-
ing and acceptance-based interventions cultivate a mental mode that lets the person 
disengage somewhat from maladaptive cognitive processes while at the same time 
being aware of the patterns of thinking as they are unfolding in the mind. In that 
way, it gradually becomes clear that thoughts and mental images are temporary 
phenomena that do not always give actual representations of the self or reality. As a 
consequence, mental processes need not be identifi ed with too strongly and don’t 
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necessarily have to be acted upon. This form of spacious awareness of mental con-
tent is variously called ‘metacognitive insight’ (Teasdale et al.,  2002 ), ‘defusion’ 
(Hayes,  2004 ), or ‘decentring’ (Shapiro, Carlson, Astin, & Freedman,  2006 ). 

 An illustrative exercise for the purpose of strengthening metacognitive skills is 
the practice of observing thinking. Here, the person practises mindful awareness of 
the content of the mind from a witnessing perspective, allowing thoughts to come 
and go without being absorbed in them and without trying to control them. Rather 
than avoiding mind wandering, the task is to observe such wandering as it is hap-
pening with a gently detached attitude. Similarly, in ACT, there are various inter-
ventions designed to facilitate defusion from thoughts, such as visualisations 
inviting one to relate to thoughts as one would to cars passing by outside one’s 
house or leaves sailing by on a stream. Also, the ‘milk exercise’ is a way of facilitat-
ing defusion by repeating a word until it is experienced as meaningless, thereby 
garnering insight into the arbitrary and non-veridical nature of linguistic signifi ers 
(and, by extension, thinking as such). 

 By developing the capacity for mindful  awareness   of thoughts, the mental prolif-
eration or cognitive reactivity often seen in anxiety disorders may be diminished. 
This capacity for broadening the fi eld of awareness can serve to facilitate a decou-
pling from negative cognitive loops or merely allowing processes of rumination and 
worry to play themselves out without being absorbed in them (Carmody,  2009 ). In 
line with this, evidence indicates that mindfulness training is associated with 
decreases in negative repetitive thinking (Deyo, Wilson, Ong, & Koopman,  2009 ; 
Frewen, Evans, Maraj, Dozois, & Partridge,  2008 ; Jain et al.,  2007 ; Kumar, Feldman, 
& Hayes,  2008 ). There is also evidence from patients with depressive disorders 
indicating that MBCT leads to a more decentred perspective on mood and mental 
processes that may serve to counteract depressive relapse (Hargus, Crane, Barnhofer, 
& Williams,  2010 ; Kuyken et al.,  2010 ).  

    The Domain of Behaviour 

 Behaviourally,  anxiety disorders are   characterised by avoidance of situations and 
activities seen as fear-provoking (Shear, Bjelland, Beesdo, Gloster, & Wittchen, 
 2007 ). This restricts the behavioural repertoire of patients and contributes to the 
functional impairment and reduced quality of life associated with these diagnoses 
(Mendlowicz & Stein,  2000 ). The lack of positive reinforcement and sense of dis-
connection caused by pervasive avoidance can also serve as a partial explanation for 
the high rates of comorbidity between anxiety and depressive disorders. That is, 
avoiding situations, or enduring them despite strong discomfort, contributes to a 
lack of mastery and a sense of helplessness that increase the risk of a secondary 
depressive disorder developing. 

 Mindfulness and acceptance might serve to counteract avoidance behaviours 
through the encouragement to seek out meaningful activities and situations despite 
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the discomfort they engender. This theme is most fully developed in the interven-
tions in ACT, which to a large extent frames therapeutic work in terms of how it 
might help the client reconnect with important life goals. In this sense, mindfulness 
and acceptance can serve an important self-regulatory function—in accordance 
with self-determination theory which posits open awareness as a prerequisite for 
facilitating choices consistent with the individual’s needs, values, and interests 
(Brown & Ryan,  2003 ). However, MBSR and MBCT also emphasise the cultivation 
of awareness as something different from and beyond a mere strategy for reducing 
distress. Instead, mindfulness training is seen as a reconfi guration of one’s way of 
being in the world, also opening up to the aspects of life that give the individual 
enjoyment, occasion for relational connections, and a sense of purpose (Kabat- 
Zinn,  2003 ; Santorelli,  1999 ). 

 Interventions facilitating behavioural self-regulation include value work in ACT, 
where the person is assisted in exploring valued life directions and making them 
more explicit. In turn, this ‘moral compass’ serves to determine avenues of action 
to bring oneself more in line with overarching life goals. These exercises are simi-
lar to exposure interventions and behavioural activation strategies in traditional 
CBT but are consistently framed in terms of willingness to accept distress in the 
service of living an engaged life, as opposed to reducing anxiety as such (see Hayes 
et al.,  1999 ). 

 There is evidence that willingness to engage in valued action despite distress 
is associated with outcome in studies on various disorders. Early changes in 
acceptance and valued action have been shown to predict later changes in social 
anxiety (Dalrymple & Herbert,  2007 ; Kocovski, Fleming, & Rector,  2009 ). 
Changes in acceptance and valued action have been found to mediate effects on 
depression at follow-up (Bohlmeijer, Fledderus, Rokx, & Pieterse,  2011 ), as well 
as predicting posttreatment responder status for patients with GAD (Hayes, 
Orsillo, & Roemer,  2010 ). 

 Behaviour in  anxiety disorders is   furthermore characterised by a lack of deliber-
ate choice, as ingrained proclivities for avoidance cause people to act in an  automatic 
or habitual manner. Mindfulness training aims to increase the ability to fl exibly 
respond rather than mindlessly react to stressors and emotionally challenging situa-
tions (Kabat-Zinn,  1990 ). An example of an exercise supporting such fl exibility is 
the ‘three-minute breathing space’ found in MBCT. In this brief practice, the person 
starts by bringing a spacious, non-judging awareness to his or her current experi-
ence (thoughts, feelings, and bodily sensations). As a next step, attention is nar-
rowed for a brief period of time to focus on the breath, as a means of stabilising 
attention. The third step is to expand awareness again to include the totality of one’s 
experience, allowing for the presence of worries, emotional distress, and physical 
discomfort/tension. This alternation between open monitoring and focussed atten-
tion may help the person step out of behavioural automaticity and gain a more 
decentred perspective on his or her situation. This can help him or her to see poten-
tial behavioural options that were previously unavailable. It also entails a form of 
emotion regulation, a process to which I now turn.  
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    The Domain of Emotion Regulation 

 Emotional distress is considerable in  all   anxiety disorders, as they are characterised 
by physiological tension and hyperarousal (Craske et al.,  2009 ). In addition to overt 
avoidance of anxiety-provoking activities and situations, individuals suffering from 
anxiety disorders usually display defi ciencies in emotion regulation in the form of 
overreliance on covert strategies aimed at removing, diminishing, or controlling 
their distress (Amstadter,  2008 ; Campbell-Sills & Barlow,  2007 ). These strategies 
are usually counterproductive and serve to maintain or exacerbate the disorder in 
question (Clark,  1999 ; Salkovskis,  1991 ). By contrast, ‘acceptance’ is the active and 
aware embrace of current private events without attempting to change their form or 
frequency (Hayes et al.,  2006 ). It involves a ‘turning toward’ experience regardless 
of its emotional valence and an emphasis on processing the concrete details of phys-
ical sensations in the body as opposed to judging, ruminating about, or trying to 
eliminate internal experiences (Williams,  2010 ). In this sense, regular mindfulness 
and acceptance can be seen as facilitating a form of interoceptive exposure (Barlow, 
 2002 ) that offers opportunities for desensitisation to internal events that would 
habitually be avoided or suppressed. This may lead to corrective learning experi-
ences whereby fear and anxious apprehension can be attenuated or extinguished and 
a corresponding expansion in the range of behaviours engaged in (Treanor,  2011 ). 

 Mindfulness and acceptance can be seen as modes of emotion regulation that are 
not based on the deliberate manipulation of the affective experience itself. Instead, 
it entails a shift from representational experience (an evaluative, instrumental mode 
of processing) to a more direct mode of experiencing. In a mindful state, the indi-
vidual is able to see more clearly the difference between direct perceptions or sensa-
tions and the reactions he or she has to these experiences (Williams,  2010 ). The 
ability to stand back and observe with an open-hearted curiosity enables the indi-
vidual to relate to aversive experience as shifting patterns of thoughts and  sensations, 
rather as something to be elaborated on or changed. Mindfulness is thus conceptu-
alised as being in opposition to both avoidance and over-engagement by being  an 
emotional balance that involves acceptance of internal experiences, affective clar-
ity, and ability to regulate one’s emotions and moods  (Hayes & Feldman,  2004 , 
p. 257). This does not imply passivity or resignation in the face of distress, but 
rather an acknowledgement that unpleasant experience is a part of life that can be 
coped with more adaptively if one does not try to fi ght or control it. 

 Notable practices that illustrate  the   process of emotion regulation in MBIs 
include those aimed at facilitating bodily awareness, such as body scan or yoga. By 
attending to shifting patterns of sensation in a non-judging manner, people can 
familiarise themselves with their bodies and can use its signals as information that 
can be acted upon intentionally instead of automatically. There are also exercises 
more explicitly targeting subjective distress, such as ‘working with diffi culty’ from 
MBCT. Here, the person is asked to contemplate a distressing situation and, rather 
than thinking about it, is encouraged to stay experientially present with the way 
distress is sensed in the body. Instructions invite the person to allow the experience, 
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to open up to it, and to observe it from moment to moment with a caring attitude 
(see Segal, Williams, & Teasdale,  2012  for more detailed instructions). 

 Research in nonclinical samples show that attempts to suppress mental content 
or emotional arousal tends to backfi re, leading to greater accessibility of unwanted 
thoughts and increased arousal (Gross,  2002 ; Wegner & Erber,  1992 ; Wegner, 
Broome, & Blumberg,  1997 ). Such ironic effects of experiential avoidance have 
also been demonstrated in subclinical and clinical samples. Laboratory studies show 
that when subjects with anxiety disorders or high anxiety sensitivity are instructed 
to accept their experience as opposed to suppressing it during biological challenge 
paradigms (CO 2  trials), they either report less anxiety symptoms (Eifert & Heffner, 
 2003 ) or evaluate their symptoms less negatively (Levitt, Brown, Orsillo, & Barlow, 
 2004 ). These fi ndings on the benefi ts of acceptance with regard to panicogenic stim-
uli might be particularly relevant to panic disorder (PD), but studies indicate that 
patients with different anxiety disorders display lower degrees of present-centred 
awareness and an overreliance of suppression and avoidance strategies (Campbell- 
Sills, Barlow, Brown, & Hofmann,  2006a ; Roemer et al.,  2009 ). There is also evi-
dence to suggest that distress may be related to more adaptively by applying 
present-centred acceptance as an intentional emotion regulation strategy (Campbell- 
Sills, Barlow, Brown, & Hofmann,  2006b ). 

 Brain imaging studies support the notion that mindfulness training benefi cially 
impacts brain areas associated with emotion regulation. Longitudinal studies indi-
cate that participation in an MBSR course is associated with reduced grey matter 
density in the amygdala, a part of the limbic system involved in stress- and anxiety- 
related reactivity (Hölzel et al.,  2009 ,  2010 ). Also, mindfulness has been shown to 
be associated with increased functional connectivity in brain networks associated 
with emotion regulation and present-moment awareness and reduced activity in lim-
bic areas associated with fear and distress, including the amygdala. This pattern of 
fi ndings have been reported for individuals scoring higher on dispositional mindful-
ness (Creswell, Way, Eisenberger, & Lieberman,  2007 ), for individuals having 
undergone a brief mindfulness induction (Lutz et al.,  2014 ), and for individuals with 
generalised anxiety disorder having participated in MBSR (Hölzel et al.,  2013 ). 
Hölzel et al. ( 2011 ) note that there appears to be striking similarities in brain regions 
infl uenced by mindfulness meditation and those involved in mediating fear extinc-
tion, suggesting that mindfulness meditation could facilitate the extinguishing of 
learned fear by enhancing brain networks involved in safety signalling. 

 Mindful emotion regulation involves  an   ability to accurately perceive and 
appraise ongoing emotional and physiological processes. Hölzel et al. ( 2008 ) found 
that meditators as opposed to non-meditators had increased grey matter concentra-
tion in the right anterior insula, an area involved in detecting interoceptive stimuli. 
Similarly, Farb, Segal, and Anderson ( 2012 ) found that MBSR participants showed 
plasticity in the middle and anterior insula relative to controls, indicating that mind-
fulness practice alters the way in which interoceptive attention is represented in the 
brain. Specifi cally, this is suggested to entail a shift in which experience is pro-
cessed less by evaluative and elaborative cognitive activity involving cortical mid-
line structures and more by way of attention to the shifting landscape of sensory 
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input as it is represented in interoceptive networks of the brain (Farb, Segal, & 
Anderson,  2012 ). Although there are many unanswered questions with regard to 
mindfulness and the brain, these investigations provide preliminary support that 
mindfulness training affects discrete neural networks in a way that might facilitate 
more adaptive emotion regulation.  

    The Domain of Self-experience 

 Anxiety disorders involve a  sense   of the self as precarious and vulnerable. At the 
same time, certain facets of the self become more salient, such as self-critical and 
demanding standards for one’s own behaviour, performance, and control and the 
acceptability of bodily and mental experience. All of the facets of anxiety disorders 
detailed above (attentional and cognitive distortions, avoidance behaviours, and 
defi cits in emotion regulation) contribute to a particular constellation of self- 
relatedness, characterised by heightened self-focus and a reactive relationship to 
experience. Interweaving this heightened self-salience and vulnerability, Barlow 
( 2002 ) points to low expectations of mastery and self-effi cacy with regard to per-
ceived distress, akin to a state of learned helplessness. Interventions based on mind-
fulness and acceptance might facilitate different self-perceptions that could serve to 
counteract maladaptive self-relatedness. 

 Anxiety entails a perception of one’s self as a distinct and static entity opposed 
to one’s surroundings, whose experiences are identifi ed with and whose current 
state is being monitored with regard to threats from within or without. By contrast, 
the mindful stance allows for experience to ebb and fl ow more freely, without put-
ting rigid demands on sensations, thoughts, or emotions. In the process, a change in 
the sense of self may occur that entails a movement from a fi xed sense of self (vul-
nerable, subject to self-critical performance standards, a high need for control, and 
low tolerance for fl uctuation in affect) to what is termed ‘self as process’ or ‘self as 
context’ (Hayes,  2004 )—a more relaxed and open way of being in the world, regard-
less of the ongoing emotional valence of experience. Instead of the pervasive self- 
criticism often seen in anxiety disorders, this mode of being is characterised by 
‘self-compassion’—that is, a sense of care, warmth, and kindness toward the expe-
riencing self (Neff,  2003 ). 

 The practice of ‘choiceless awareness’ from MBSR captures well how mindful-
ness training may support the development of an observing self-experience rather 
than one based on narrative and self-evaluation. This is a form of open-monitoring 
meditation wherein the person practises mindfulness and acceptance of whatever 
enters the fi eld of awareness, be it body sensations, feelings, sounds, or thoughts. 
Similarly, ACT features ‘observer exercises’ that invite a similar stance toward the 
various streams of experience while at the same time discerning between the objects 
of attention and the neutral core of the observing self watching the arising and pass-
ing of mental and physical phenomena. Finally, a number of mindfulness exercises 
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emphasise friendliness and compassion for self and others in a way that supports a 
less atomistic self-experience, such as ‘loving-kindness’ or ‘Metta’ meditation. 

 Theoretically, there is a  compelling   convergence between traditional Buddhist 
notions of ‘non-self’ and contemporary investigations of neurally based self- 
experience as it relates to well-being and distress. There is also some evidence 
from brain imaging studies indicating that mindfulness practice is associated with 
downregulation of conceptual-linguistic representations of the self (Farb et al., 
 2007 ; Goldin, Ramel, & Gross,  2009 ). These studies indicate that there is a net-
work of cortical midline structures involved in maintaining a sense of the self as a 
permanent, cognitively elaborated, and narratively based entity that may also be 
implicated in processes of anxiety, rumination, and worry. Conversely, by engag-
ing networks associated with moment-to-moment somatosensory experiencing, 
the person may be able to redeploy attention away from the reactive, maladaptive 
egocentric loops characterising anxiety and mood disorders (Farb, Anderson, & 
Segal,  2012 ).   

    Clinical Trials 

    Heterogeneous Anxiety Disorders 

 As detailed above, there is a sound  theoretical   and empirical rationale for expecting 
MABIs to impact transdiagnostic  processes   involved in all anxiety disorder. The 
fi rst ever study of mindfulness-based interventions for anxiety disorders was carried 
out on a sample with different anxiety disorders (Kabat-Zinn et al.,  1992 ). These 
authors studied the effects of MBSR in an open trial of 22 patients with generalised 
anxiety disorder or panic disorder with or without agoraphobia. Twenty of the 
twenty-two participants showed signifi cant decreases over the course of treatment 
on both clinician-rated and self-report measures. Treatment gains on anxiety, agora-
phobia, and panic frequency were maintained after 3 months and at a 3-year follow-
 up investigation (Miller, Fletcher, & Kabat-Zinn,  1995 ). The results from this 
pioneering study indicate that mindfulness training constitutes a potentially effec-
tive treatment for anxiety disorder that is responded to with compliance and lasting 
satisfaction from participants. 

 Despite these promising results, it took more than a decade for the next clinical 
trial for patients with anxiety disorders to appear (Ramel, Goldin, Carmona, & 
McQuaid,  2004 ). Subsequently, a number of open trials have yielded promising 
results in samples with heterogeneous anxiety disorders or mixed anxiety and 
depression (Finucane & Mercer,  2006 ; Ree & Craigie,  2007 ; Yook et al.,  2008 ). 
These studies show MBSR and MBCT to be consistently associated with signifi cant 
reductions in symptoms of anxiety, depression, worry, and rumination. 

 Several randomised controlled trials  have   investigated MABIs for samples with 
heterogeneous anxiety disorders. Vøllestad et al. ( 2011 ) compared MBSR to a 
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 wait- list control for 76 patients diagnosed with panic disorder with or without ago-
raphobia, social anxiety disorder, or GAD. Treatment completers showed medium 
to large effect sizes on measures of anxiety, depression, and sleep problems, and 
gains were maintained at follow-up after 6 months. Analysis of clinical signifi cance 
showed that two thirds of MBSR participants reached either recovery status or reli-
able improvement on measures of anxiety, worry, and depression. The percentages 
of patients in the clinical range reaching recovery status at posttreatment were high-
est for anxiety (44 %) and depression (53 %) and lower for trait anxiety (36 %) and 
worry (26 %). 

 At a treatment site in South Korea, Lee et al. ( 2007 ) and Kim et al. ( 2009 ) exam-
ined the effectiveness of a meditation-based  stress   management programme and 
MBCT, respectively, for two different samples of 46 patients with PD/AG or GAD 
receiving concurrent pharmacotherapy. Participants were randomly assigned to an 
8-week trial of either mindfulness training or an anxiety disorder education pro-
gramme. Compared to the education group, patients in the mindfulness condition 
group showed signifi cant improvement in anxiety severity. Kim et al. ( 2009 ) report 
that 16 patients in the MBCT group and none in the anxiety education group were 
categorised as remitters, and this difference was statistically signifi cant. 

 How do  MABIs   perform when compared to established treatment for patients 
with mixed anxiety disorders? One study compared ACT to CBT for a sample of 
128 participants with heterogeneous anxiety disorders (Arch et al.,  2012 ). Both 
treatments were given in individual format. Results for ACT ( n  = 57) and CBT 
( n  = 71) were equal on self-reported measures of worry, fear, and behavioural avoid-
ance. Within-group effect sizes were very large for principal disorder severity and 
in the moderate to large range for other anxiety measures, indicating that both treat-
ments were highly effi cacious. After the end of treatment, a steeper curve of 
improvement was observed for treatment completers in the ACT condition, yielding 
a greater reduction in anxiety severity than CBT at 1-year follow-up. As hypothe-
sised, at follow-up, patients in the ACT condition reported greater psychological 
fl exibility. However, patients in the CBT condition had higher quality of life 
scores—contrary to expectations, as the emphasis of broader goals and living a 
valued life is prominent in ACT and less explicit in CBT. This study is among the 
few to assess adherence to treatment manual and therapist competence, which were 
found to be good for both conditions. It thus indicates that ACT performs as well as 
a bona fi de treatment of choice for anxiety disorders in the short term and even 
showing a potential edge over CBT in reducing anxiety severity in the long term. 

 Arch et al. ( 2013 ) compared  adapted   MBSR and Group CBT for a sample of 105 
US combat veterans with one or more anxiety disorders. Care was taken to maxi-
mise external validity by carrying out the trial in a real-life veteran hospital setting 
with economically disadvantaged patients and by limiting exclusion criteria. The 
initial prediction that CBT ( n  = 60) would outperform MBSR ( n  = 45) on anxiety- 
specifi c outcomes was not supported, as both showed very large improvement in 
clinician-rated anxiety severity. A pattern of differential effects emerged at follow-
 up, where CBT was more effective at reducing perceived anxious arousal, whereas 
MBSR was more effective at reducing worry and comorbid disorders. There were 
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no signifi cant differences in clinically signifi cant improvement, with 54 % in the 
CBT sample and 68 % in the  MBSR   sample showing reliable and clinically signifi -
cant change based on one or more primary outcomes. The authors note that overall, 
MBSR performs better in this study than in the other study comparing MBSR to 
CBT (Koszycki, Benger, Shlik, & Bradwejn,  2007 ), suggesting that MBSR may be 
a more favourable treatment choice than CBT for more severe and complex patients 
with anxiety disorders. However, attrition was high, with only half of patients com-
pleting the recommended number of sessions. Also, despite large effects on 
clinician- rated disorder severity, effects on self-report measures were considerably 
lower than those found in other trials for CBT for mixed anxiety disorders (Arch 
et al.,  2013 ). 

 Finally, a Swedish study compared Internet- based   mindfulness training to a dis-
cussion forum control group in a sample of 91 patients with PD, SAD, GAD, or 
anxiety not otherwise specifi ed (Boettcher et al.,  2014 ). Participants in the mindful-
ness condition ( n  = 45) showed a large decrease of symptoms of anxiety, depression, 
and sleep problems relative to the control group ( n  = 46). The between-group effect 
size posttreatment indicated a large group difference for both anxiety and depres-
sion, with no signifi cant difference in effects for the different anxiety disorders and 
maintenance of gains for anxiety (but not depression) at follow-up. Forty percent of 
the participants in the mindfulness condition met criteria for clinically signifi cant 
change, as opposed to only four participants in the control group. These results indi-
cate that an Internet-delivered mindfulness intervention is associated with effects of 
the same magnitude as found for face-to-face MBSR as reported by Vøllestad et al. 
( 2011 ). Boettcher et al. ( 2014 ) note that the between- and within- group effect sizes 
found in their trial are comparable to results from other trials on computerised CBT 
for anxiety disorders. Interestingly, the results of Boettcher et al. ( 2014 ) were 
obtained despite low amount of home practice (only 7 min a day) and low adherence 
(participants completed on average only half of the treatment protocol).  

    Generalised Anxiety Disorder 

  Generalised anxiety disorder (GAD)   is  primarily   characterised by pervasive chronic 
worry about a number of different everyday events or problems, where worry is dif-
fi cult to control and accompanied by muscle tension or other physical symptoms 
(American Psychiatric Association,  1994 ; Tyrer & Baldwin,  2006 ). Cognitive con-
ceptualisations of the disorder also emphasise maladaptive psychological processes 
such as intolerance of uncertainty (Dugas, Buhr, & Ladouceur,  2004 ), as well as 
worry over everyday matters serving as a defensive strategy distracting from both 
larger life concerns and from current emotional experience (Borkovec, Alcaine, & 
Behar,  2004 ). From the mechanisms and evidence reviewed above, it is clear that 
MABIs have the potential to reduce rumination and worry and related distress by 
way of present-centred attention, increased metacognitive awareness, and more 
adaptive emotion regulation. Through increased acceptance and commitment to 
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valued action, the anxious person might also be able to live with greater ease with 
the unknown and unexpected in life. How does research on MABIs for GAD bear 
out these hypotheses? 

 Several pilot studies have explored  MABIs   in the treatment of GAD. Evans et al. 
( 2008 ) found MBCT to be associated with decreases in anxiety, worry, and depres-
sion in a small sample of 11 patients, with about half of the participants who exhib-
ited clinical levels of anxiety or worry dropping below the nonclinical range at 
posttreatment. Craigie, Rees, Marsh, and Nathan ( 2008 ) examined effects of MBCT 
in a larger GAD sample of 23 patients. They found signifi cant improvements in 
pathological worry, stress, depression, and one of two anxiety scales, with moderate 
to large effect sizes for each. However, the authors note that effects in this study 
were smaller than those observed for the most effective trials of CBT for GAD and 
the rate of clinically signifi cant improvement in pathological worry scores was very 
small (Craigie et al.,  2008 ). Roemer and Orsillo ( 2007 ) carried out a small open trial 
of acceptance-based behaviour therapy (ABBT) for 16 patients with GAD, fi nding 
signifi cant reductions in clinician-rated severity of GAD as well as self-reported 
improvement in anxiety, depressive symptoms, fear/avoidance of internal experi-
ence, and quality of life. 

 Turning to randomised controlled trials,  a   wait-list-controlled study by Roemer, 
Orsillo, and Salters-Pedneault ( 2008 ) found large effects of ABBT on GAD-specifi c 
outcomes as well as depressive symptoms. At posttreatment, 77 % of the treated 
sample met criteria for high end-state functioning, and 78 % no longer fulfi lled 
diagnostic criteria for GAD. These effects    were stable at follow-up after 9 months. 
The intervention group also showed signifi cant change in the expected direction on 
measures of mindfulness and experiential avoidance and a subsequent study of pro-
cess variables found changes in acceptance and valued action to predict responder 
status (Hayes et al.,  2010 ). 

 Hoge et al. ( 2013 ) compared a slightly modifi ed MBSR ( n  = 48) programme to an 
attention control group (Stress Management Education—SME) ( n  = 45). Both 
 interventions led to signifi cant reductions in clinician-rated anxiety on the  Hamilton 
Anxiety Rating Scale (HAMA)  , with a large effect size. However, MBSR was asso-
ciated with signifi cantly greater reduction in anxiety on the three other clinical out-
come measures. Furthermore, clinician-rated ‘responder’ status (being rated as 
‘very much’ or ‘much’ improved) was higher for MBSR (66 %) than CME (40 %). 
MBSR participants also showed reduced ratings of distress and anxiety following a 
laboratory stress paradigm, suggesting that mindfulness training may have improved 
coping in challenging situations (Hoge et al.,  2013 ). 

 Two studies have featured active and credible control groups. A recent RCT 
 compared   ABBT to applied relaxation (AR), an evidence-based treatment for GAD 
(Hayes-Skelton, Roemer, & Orsillo,  2013 ). Both ABBT ( n  = 40) and AR ( n  = 41) led 
to large effects on clinician-rated GAD severity, anxiety symptom severity, as well 
as on self-reported worry, anxiety, depressive symptoms, and quality of life. Results 
were comparable to, or better than, what has been reported in trials of conventional 
CBT for GAD, with between 60 and 80 % of participants in both conditions mani-
festing clinically signifi cant change both at posttreatment and follow-up. The 
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authors had expected ABBT to outperform AR; however, they note that their ver-
sion of AR was designed to be maximally effective—and may also be operative 
through some of the same mechanisms such as mindfulness, acceptance, and decen-
tring (Hayes-Skelton et al.,  2013 ). 

 Finally, ACT in a group format  has   been compared to cognitive behavioural 
group therapy (CBGT) for a sample of 51 patients (Avdagic, Morrissey, & Boschen, 
 2014 ). Both treatments led to signifi cant improvement on all measures from pre- to 
post-assessment, with large within-group effect sizes for all symptom scales. The 
ACT group ( n  = 25) showed more rapid gains    in reduction of worry, distress, and 
symptom interference than the CBT group ( n  = 26). However, at follow-up after 3 
months, the treatments were equivalent. Also, a greater number of ACT participants 
achieved reliable and clinically signifi cant change on worry symptoms at posttreat-
ment (72 % vs. 42 %). Similarly to what was found for symptom scores, there were 
no differences between the treatments at follow-up, with both groups demonstrating 
rates of reliable and clinically signifi cant change of 60 % (Avdagic et al.,  2014 ).  

    Panic Disorder 

  Panic disorder (PD)   is characterised by  unexpected   panic attacks, which are sudden 
surges of fear accompanied by physical sensations interpreted by the individual in a 
catastrophic manner. In PD, panic attacks lead to worry about the consequences of 
the attacks for one’s physical health, safety, and well-being. PD is sometimes 
accompanied by agoraphobia, a pattern of phobic avoidance of situations or settings 
where it is diffi cult to escape or get help if a panic attack should occur (American 
Psychiatric Association,  1994 ; Roy-Byrne, Craske, & Stein,  2006 ). 

 How might the quality of awareness found in  MABIs   be brought to bear on PD? 
Fear of bodily sensations in PD often leads to watchful scanning for signs of an 
oncoming attack, as well as avoidance of both internal experience and of activities 
and external situations. In a sense, PD is clearly associated with heightened aware-
ness—but this awareness is of the vigilant and fearful kind. Mindfulness, by con-
trast, entails a form of concrete and specifi c somatic awareness that is unlike the 
focus found in PD in that it is (a) inquiring in a gentle manner rather than    fearful and 
(b) allowing for the natural ebb and fl ow of bodily sensations, rather than attempting 
to control or remove them. Individuals with PD are also often preoccupied with 
catastrophic thoughts, be it the possibility of a heart attack, fainting, or going mad/
losing control. This thinking has a quality of absoluteness to it, where thoughts are 
seen as unquestionable facts rather than temporary mental phenomena that may or 
may not be true. By contrast, the processes of metacognitive awareness and defu-
sion associated with the practice of mindfulness and acceptance could enable the 
individual to observe his or her thoughts from a witnessing perspective rather than 
being identifi ed with them. The question is thus whether the cultivation of mindful-
ness and acceptance can counteract the psychological mechanisms triggering and 
exacerbating panic disorder. 

6 Mindfulness- and Acceptance-Based Interventions…

www.ebook3000.com

http://www.ebook3000.org


116

 The hypothesis would be that MABIs  could   provide what Barlow ( 2002 ) terms 
‘interoceptive exposure’ by enabling  the   person to stay in touch with sensations of 
fear and panic without acting on them. It might facilitate a more relaxed and dis-
cerning attitude to bodily sensations, reducing the vigilant attention to them. Also, 
when panic occurs, allowing the physiological rush of it to arise and pass lends to 
an experiential realisation that the feared outcomes did not appear, thus constituting 
a form of extinction learning. A more spacious awareness of thoughts might make 
catastrophic interpretations either less salient or more liable to just fade away from 
awareness. Alternately, there is the possibility that the individual might also be able 
to challenge the veracity of these interpretations by way of merely becoming aware 
of them—or to counter them with more supportive and self-compassionate 
statements. 

 There is evidence from correlational studies that    mindfulness and acceptance are 
inversely related to anxiety sensitivity, a heightened vulnerability to bodily symp-
toms that is seen as a precursor to developing a full-blown diagnosis of panic disor-
der (Vujanovic, Zvolensky, Bernstein, Feldner, & McLeish,  2007 ; McKee, 
Zvolensky, Solomon, Bernstein, & Leen-Feldner,  2007 ). Furthermore, analogue 
studies have shown that in laboratory paradigms designed to elicit panic symptom-
atology in both healthy subjects and subjects with anxiety disorders, behavioural 
strategies based on mindfulness and acceptance lead to better regulation of distress 
than what is the case for control groups (Eifert & Heffner,  2003 ; Levitt et al.,  2004 ). 

 In sum, there exists a cogent theoretical rationale as  to   why mindfulness and 
acceptance may be benefi cial for people suffering from PD/AG. According to both 
cross-sectional and analogue research designs, there are empirical indications that 
individuals high on measures of mindfulness and acceptance have less panic-related 
symptomatology. However, to this day, very few studies have examined the effect of 
MABIs on pure samples of patients with panic disorder. 

 An open trial of ACT for 11 patients with PD/AG found the intervention to be 
feasible and most likely effective. Large reductions in panic symptom severity were 
observed, comparing well to traditional CBT for panic disorder (Meuret, Twohig, 
Rosenfi eld, Hayes, & Craske,  2012 ). Another open trial investigated the effects of 
MBCT in combination with pharmacotherapy for a sample of 23 patients (Kim 
et al.,  2010 ). Participants showed signifi cant improvement on measures of panic 
severity, anxiety sensitivity, and specifi c catastrophic cognitions relating to bodily 
sensations. Effect sizes were large for clinician-rated scales but small for self-report 
outcome measures. Improvement was maintained at 1-year follow-up. 

 The fi rst randomised controlled trial  to   examine a MABI for PD was recently 
published (Gloster et al.,  2015 ). These  authors   examined the effects of ACT relative 
to a waiting list with delayed treatment for a sample of 43 patients with PD/AG who 
had failed to respond to previous evidence-based treatment. The ACT group ( n  = 33) 
demonstrated improvement on panic    symptoms, general symptom load, and func-
tioning relative to the control group ( n  = 10), with medium to large effect sizes that 
were maintained at follow-up after 6 months. Despite this being a small trial, the 
results indicate that ACT may be a viable treatment option for patients who do not 
respond to conventional CBT.  
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    Social Anxiety Disorder 

  Social anxiety disorder (SAD)   involves   excessive anxiety and self-consciousness in 
social situations, with the primary concern in such situations being that the indi-
vidual will say or do something that will result in embarrassment or humiliation 
(American Psychiatric Association,  1994 ; Stein & Stein,  2008 ). Like other anxiety 
disorders, social phobia constitutes the inverse of mindfulness as far as it involves 
negative self-focussed attention and a highly self-critical and judgmental stance 
toward oneself. The more adaptive form of attention toward thoughts and bodily 
sensations described above in relation to GAD and PD should thus be relevant also 
for SAD. In addition, mindfulness and acceptance as it is linked to the domain of 
self-experience might be particularly benefi cial for individuals with SAD. The per-
son could gently detach from reactive loops related to the narrative and evaluative 
self, instead allowing for thoughts and feelings as transient events and behaviour to 
be carried out in the service of broader life goals. 

 Bögels, Sijbers, & Voncken ( 2006 ) combined MBCT with task concentration 
training for nine patients with social phobia. They found signifi cant decreases in 
self-reported symptoms of social phobia, and 7 out of 9 no longer met diagnostic 
criteria posttreatment. Patients kept improving from end of treatment to follow-up 
at 2 months. Effect sizes and the percentage of patients meeting criteria for high 
end-state functioning were within the range found for conventional CBT for social 
phobia (Bögels et al.,  2006 ). 

 Ossman, Wilson, Storaasli, and McNeill ( 2006 ) investigated a group treatment 
protocol based on ACT for 22 patients with social phobia  and   reported signifi cant 
decreases on measures of social phobia and experiential avoidance. In a pilot study 
of a 12-week programme  integrating   exposure therapy and ACT for patients with 
SAD, Dalrymple and Herbert ( 2007 ) found signifi cant improvement and large effect 
sizes for social anxiety symptoms and quality of life. )   Finally, Kocovski et al. ( 2009 ) 
assessed the feasibility and clinical effectiveness of mindfulness- and acceptance- 
based group therapy (MAGT) for 42 patients with social anxiety disorder in an open 
trial. MAGT resulted in signifi cant reductions in social anxiety, depression, and 
rumination, as well as signifi cant increases in mindfulness and acceptance. Gains 
were maintained at follow-up after 3 months. Most of the treatment completers met 
criteria for reliable change, and 43 % demonstrated clinically signifi cant change on 
the Social Phobia Scale. 

 The most recent open trial examined the effects of ABBT for 38 patients with 
SAD and comorbid depression on concurrent pharmacotherapy (Dalrymple et al., 
 2014 ). Effect sizes for both clinician-rated and self-reported measures of social 
anxiety and depression were large for treatment completers. The authors note that 
while effects are lower than what is found in the most impressive effi cacy trials  of 
  CBT for SAD, they compare well both to average effect sizes in meta-analyses of 
CBT for SAD, as well as to what is found in studies on real-world samples. Effects 
for broader measures of quality of life and everyday functioning were in the moder-
ate range but also compare well to what has been found in trials of CBT for 
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SAD. However, the dropout rate was 32 %—fairly high, although not atypical for 
highly comorbid samples (Dalrymple et al.,  2014 ). 

 Moving now to randomised controlled trials, Jazaieri, Goldin, Werner, Ziv, and 
Gross ( 2012 ) examined the effects of  MBSR   versus aerobic exercise for 56 patients 
with SAD ( n  = 31 vs. 25). Both conditions showed equal reductions in social anxi-
ety and depressive symptoms, as well as increases in well-being at posttreatment 
and 3-month follow-up. Within-group effect sizes were in the moderate range. 
About ¼ of participants in both groups evidenced clinically signifi cant change in 
   social anxiety symptoms as measured by LSAS-SR and SIAS-S, indicating that 
both interventions were less effective than what has been found in previous trials of 
CBT for SAD. 

 In a well- designed   randomised trial, Koszycki et al. ( 2007 ) compared MBSR and 
 cognitive behavioural group therapy (CBGT)   for 53 patients with generalised 
SAD. Results revealed better response and remission rate on both clinician-rated 
and self-report outcome measures for CBGT, although the effects found for MBSR 
were also in the large range. The treatments were equally effi cacious in improving 
functioning, self-rated depression, and quality of life. The authors conclude that 
despite MBSR being less effective than CBGT in reducing core symptoms of SAD, 
MBSR might still be a potentially useful alternative intervention for some patients 
with SAD. It should be noted that treatment dosage was unequal in the study, with 
the duration of CBGT being 12 weeks versus 8 weeks for MBSR. 

 Piet, Hougaard, Hecksher, and Rosenberg ( 2010 ) compared MBCT and group 
cognitive behavioural therapy (GCBT) in a small randomised pilot trial for 26 
young adults with SAD. They report results similar to those of Koszycki et al. 
( 2007 ), with both groups achieving moderate to large within-group effects on 
 composite measures of social phobia. Unlike Koszycki and colleagues, Piet et al. 
( 2010 ) did not fi nd a signifi cant difference between mindfulness training and 
G CBT. The   authors conclude that MBCT is a useful low-cost treatment for patients 
with social phobia. However, they note that it is probably less effi cacious than CBT, 
on the basis that the trial in question did not have large enough sample size for 
numerical trends favouring CBT to reach statistical signifi cance. 

 Finally, Kocovski, Fleming, Hawley, Huta, and Antony ( 2013 ) compared mind-
fulness- and acceptance-based group therapy (MAGT)  to   cognitive behavioural 
group therapy (CBGT) and a wait-list control condition for 137 patients with 
SAD. Both interventions were more effective than the control group, and gains were 
maintained at 3-month follow-up. There were    no signifi cant differences for MAGT 
( n  = 53) and CBGT ( n  = 53) on most outcome measures. For both groups, two thirds 
of participants were categorised as ‘much’ or ‘very much’ improved  on   clinician- 
rated clinical severity. Forty percent of treatment completers met criteria for clini-
cally signifi cant change on self-report measures of social anxiety, with no difference 
between the active treatment groups. Contrary to expectations, there was no differ-
ence between conditions on measures of valued living, mindfulness, acceptance, or 
reappraisal—the three former being outcome dimensions more directly addressed 
in MAGT, while the latter is seen as a core mechanism in CBT.  
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    Post-traumatic Stress Disorder 

  Post-traumatic stress disorder (PTSD)   is an anxiety disorder in which an individu-
al’s ability to function is impaired by cognitive and emotional responses  to   memo-
ries of one or more traumatic events. The diagnosis of PTSD requires exposure to 
an extreme stressor or traumatic event to which the individual responded with fear, 
helplessness, or horror. Symptoms include re-experiencing the event in the form of 
distressing images, nightmares, or fl ashbacks; avoidance of reminders of the event; 
and hyperarousal (American Psychiatric Association,  1994 ; Yehuda,  2002 ). 

 Whereas MABIs encourage present-centred awareness, PTSD powerfully illus-
trates how the past can intrude into the present to create suffering. Trauma-related 
cues trigger both cognitive and emotional reactivity, usually accompanied by physi-
ological arousal that is diffi cult to regulate. The potential for mindfulness and 
acceptance to be directed toward intrusive mental images seems particularly prom-
ising with regard to PTSD, and so do the various strategies helping the individual to 
anchor himself or herself in the actuality of the present rather than in overwhelming 
memories of the past. 

 A few open trials have examined the effects  of   MBSR for patients with 
PTSD. Kimbrough and colleagues ( 2010 ) found large effect sizes for depression, 
anxiety,    and PTSD symptoms for 27 adult survivors of childhood sexual abuse. A 
follow-up study after 2 ½ years with 19 of 27 original participants showed that these 
gains were largely maintained,    indicating that MBSR may be effective in reducing 
emotional distress in the long term for individuals with childhood sexual trauma 
(Earley et al.,  2014 ). Another open trial of MBSR for 92 US combat veterans found 
signifi cant improvements in measures of PTSD, depression, experiential avoidance, 
and quality of life (Kearney, McDermott, Malte, Martinez, & Simpson,  2012 ). 
Effect sizes for mental health were medium to large, and nearly half of participants 
had clinically signifi cant reductions in PTSD symptomatology at follow-up after 6 
months. Mindfulness skills increased signifi cantly during participation and were 
found to statistically mediate improvement in PTSD, depression, and quality of life 
(Kearney et al.,  2012 ). Similarly, Serpa, Taylor, and Tillisch ( 2014 ) observed sig-
nifi cant improvement in anxiety, depression, and general mental health for 79 US 
combat veterans, with increased mindfulness skills found to mediate these out-
comes. This study also found MBSR to decrease suicidal ideation by almost half, an 
important metric in a patient population at far higher risk for suicide or self-injury 
than the general population (Kang et al.,  2015 ). 

 Following up their 2012 open trial, Kearney, McDermott, Malte, Martinez, and 
Simpson ( 2013 ) carried out a randomised controlled pilot study comparing MBSR 
to treatment as usual for 47 veterans with PTSD. MBSR completers showed medium 
to  large   between-group effect sizes for depression, quality of life, and mindfulness 
from pre- to posttreatment. However, these results were attenuated when taking the 
entire intention-to-treat sample into consideration. Also, neither completer nor 
intention-to-treat analyses found reliable effects of MBSR on PTSD. In sum,    this 
study found no evidence that MBSR was more effective  than   treatment as usual for 
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trauma symptomatology in combat veterans, but there was some indication that 
mindfulness benefi cially affects health-related quality of life for this population. 
The authors argue in favour of further trials to evaluate MBSR for veterans with 
PTSD and possibly augmenting the intervention to explicitly address the core symp-
toms of this disorder. 

 Another pilot study for combat  veterans   with long-term trauma symptoms com-
pared MBCT modifi ed for PTSD to treatment  as   usual (group-based psychoeduca-
tion or imagery rehearsal therapy) in a nonrandomised design (King et al.,  2013 ). A 
reduction in clinician-rated PTSD symptoms was observed for MBCT participants, 
but not for the control condition. The effect size was moderate (0.67), and improve-
ment was largely due to reduction in the avoidance subscale. Eleven of 15 treatment 
completers (73 %) in the MBCT condition showed ‘clinically meaningful’ improve-
ment, as opposed to only 4 of 13 in the treatment as usual (33 %). As in the studies 
by Kearney et al. ( 2012 ) and Serpa et al. ( 2014 ), King et al. ( 2013 ) found indications 
that mindfulness was associated with better outcome, as decrease in intrusive symp-
toms was correlated with self-reported time spent on formal mindfulness exercises. 
The authors note that the fi ndings are particularly noteworthy considering the brev-
ity of the intervention and the long-standing trauma-related problems of the partici-
pants (all more than 10 years of PTSD, with the majority more than 30 years) (King 
et al.,  2013 ). 

 Finally, one study has investigated MBSR as a  telehealth   intervention compared 
to psychoeducation for a )   sample of 33 male combat veterans (Niles et al.,  2012 ). 
MBSR participants showed an initial signifi cant decrease in PTSD symptoms 
 relative to the psychoeducation intervention, but returned to baseline levels of dis-
tress at follow-up after 6 weeks.   

    Other Anxiety Disorders 

    Obsessive-Compulsive Disorder 

  Obsessive-compulsive disorder (OCD)   is characterised  by   intrusive thoughts or 
images (obsessions) and by repetitive or ritualistic actions or mental rituals (com-
pulsions) which reduce anxiety (Stein,  2002 ). The most frequent symptoms in OCD 
are concerns about contamination and cleanliness with consequent washing or fear 
of harming oneself or others with consequent checking. However, there are a broad 
array of other obsessions and compulsions, including symmetry concerns and 
arranging, hoarding, as well as sexual, religious, and somatic concerns and corre-
sponding rituals (American Psychiatric Association,  1994 ; Stein,  2002 ). 

 Two case series studies of patients with OCD found ACT protocols to be associ-
ated with reductions in compulsions in the magnitude of 80–90 %, as well as 
decreases in OCD severity (Dehlin, Morrison, & Twohig,  2013 ; Twohig, Hayes, & 
Masuda,  2006 ). In a more rigorous study design, Twohig et al. ( 2010 ) compared a 
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short ACT protocol  to   relaxation training for 79 patients with OCD, fi nding greater 
improvement in OCD    symptoms and depression symptoms at posttreatment and 
follow-up for  the   ACT condition. Half of the ACT participants (19 of 41) showed 
clinically signifi cant change on the Yale-Brown Obsessive Compulsive Scale 
(Y-BOCS), as opposed to only 5 of 38 of those having received relaxation training. 
ACT participants also showed larger initial decreases in thought control and 
increased psychological fl exibility relative to relaxation training.  

    Hypochondriasis 

 A pilot study found signifi cant improvement in  health   anxiety, disease-related 
thoughts, and somatic symptoms for 10 patients with  hypochondriasis   (Lovas & 
Barsky,  2010 ). Building on these results, McManus, Surawy, Muse, Vazquez- 
Montes, and Williams ( 2012 ) compared  MBCT   to unrestricted health service utili-
sation for 74 patients with hypochondriasis. They found no difference in levels of 
general anxiety and depression or in comorbid states, but on a composite measure 
of health anxiety, the MBCT had signifi cantly more improvement than the control 
condition both immediately after treatment and at follow-up after 1 year. Half of 
MBCT treatment completers (53 %) no longer met diagnostic criteria for hypochon-
driasis at the end of treatment, with this rate increasing to 72 % at 1-year follow-up. 
The authors also found support for increased mindfulness as being a mechanism of 
change, as changes in self-reported mindfulness served as a statistical mediator for 
changes in health anxiety (McManus et al.,  2012 ).   

    Meta-Analyses 

 A benefi t of the accumulating empirical investigation  in   any fi eld is the possibility 
of quantitatively integrating the available evidence. Several recent large-scale meta- 
analyses have examined the impact of MABIs  for anxiety disorders  . Firstly, anxiety 
has been considered as an outcome across patient groups and diagnostic categories. 
Khoury et al. ( 2013 ) summed up the results of 209 clinical trials ( n  = 12 154) and 
found large effect sizes for anxiety both within groups (0.89) and when comparing 
active treatment and wait-list control groups (0.96). These effects were maintained 
at follow-up. When MBIs were compared to active control groups, an advantage 
was found for MBIs over some interventions (e.g. psychoeducation, supportive 
therapy, relaxation) but not over traditional CBT (Khoury et al.,  2013 ). 

 A more stringent recent meta-analysis included only randomised controlled trials 
where comparison groups were either active treatment or nonspecifi c placebo (i.e. 
matched for time and attention) (Goyal et al.,  2014 ). When comparing mindfulness 
meditation to nonspecifi c placebo, these authors found moderate effect sizes on 
measures of anxiety at posttreatment (0.38) relative to controls. This effect was 

6 Mindfulness- and Acceptance-Based Interventions…

www.ebook3000.com

http://www.ebook3000.org


122

attenuated somewhat at follow-up (0.22), but was still signifi cant. The meta- analysis 
found no evidence that any meditation intervention was more effective than active 
comparisons including, among others, CBT, physical exercise, and progressive 
muscle relaxation. Nevertheless, they conclude that mindfulness meditation may 
serve to reduce anxiety and depression over and above the effects of time and atten-
tion—with effects akin to those of antidepressant medication, but without the poten-
tial side effects (Goyal et al.,  2014 ). 

 Turning now to meta-analyses limited to clinical trials for patients diagnosed 
with anxiety disorders, the present author and colleagues (Vøllestad et al.  2011 ) 
found 19 studies examining the effects of MABIs for anxiety disorders (PD/AG, 
SAD, GAD, or mixed anxiety), with pre- to posttreatment effects yielding overall 
Hedge’s g effect sizes of 1.08 for anxiety measures and 0.85 for depression symp-
toms,    with treatment gains maintained over time. Effect sizes for measures of qual-
ity of life were in the medium range, indicating that MABIs do contribute to broader 
positive outcomes than reduced symptom distress. As the majority of the trials were 
uncontrolled, it is not possible to draw any defi nite conclusions about the contribu-
tion of the mechanisms assumed to be specifi c to MABIs to outcomes. The four 
trials employing proper randomisation procedures indicate that MABIs outperform 
no-treatment and placebo controls and either perform as well as or slightly poorer 
than established treatments (Vøllestad et al.  2012 ). 

 Strauss et al. ( 2014 ) focussed  their   meta-analysis on RCTs where participants 
met diagnostic criteria for a current episode of an anxiety or depressive disorder. 
The authors initially found reason to question the feasibility and effectiveness of 
 MBIs   for this purpose, as individuals in the midst of acute depression or anxiety 
might have diffi culties bringing awareness to their present-moment experience, as 
well as diffi culties in motivation and concentration inhibiting engagement in the 
therapeutic work of MBIs. The authors draw different conclusions for depression 
and anxiety. They report signifi cant benefi ts of MBIs relative to control conditions 
for patients with primary diagnosis of depression, with a moderate to large between- 
group effect size (0.73). So contrary to the authors’ expectations, a current depres-
sive episode does not constitute a barrier to benefi tting from MBIs. However, the 
authors did not fi nd a similar signifi cant effect for anxiety disorders—neither when 
examining participants with a confi rmed diagnosis of anxiety nor when taking into 
account anxiety as an outcome irrespective of primary diagnosis. On this basis, they 
caution against offering MBIs to patients with anxiety disorders or when addressing 
anxiety severity as such in patients with other primary diagnoses. This more pessi-
mistic conclusion is in opposition to what was found by Vøllestad et al. ( 2012 ) but 
Strauss et al. ( 2014 ) argue that their meta-analysis features more stringent inclusion 
criteria (restricted to MBIs and thus excluding acceptance-based interventions) and 
include more trials in the between-group analysis—and thus provides a more accu-
rate picture of the (lacking) impact of MBIs on anxiety symptoms. 

 A recent review of ACT for anxiety disorders found modest support for the use 
of ACT with GAD, OCD, SAD, and mixed anxiety disorders (Bluett et al.,  2014 ). 
These authors also conducted a preliminary meta-analysis of RCTs of ACT for 
anxiety disorders, including nine studies with a total sample size of 404 participants. 
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There were no signifi cant differences between ACT and active comparison condi-
tions on anxiety outcome measures or measures of change process (e.g. the 
Acceptance and Action Questionnaire). The authors conclude that although CBT 
should continue to be seen as the treatment of choice for anxiety disorder, there is 
suffi cient evidence to recommend ACT to patients who choose to opt out of CBT or 
do not benefi t from it. 

 Finally, Norton, Abbott, Norberg, and Hunt ( 2014 ) provide  a   systematic review 
of nine trials of MABIs (termed MABTs) for SAD (all of which have been pre-
sented in this chapter). They conclude that MABTs are associated with clinically 
signifi cant reductions in social anxiety symptoms, with effect sizes in the moderate 
to large range at posttreatment and at follow-up after 3 or 6 months. However, they 
note that the observed effects are consistently smaller than those found in RCTs of 
CBT [1.24–2.63], as well as there being considerable methodological limitations in 
the current research on MABTs for SAD (small sample sizes, high attrition rates, 
lack of active control groups, or equivalent or slightly less favourable results when 
active comparisons are used).  

    Discussion 

    A Summary of the Evidence 

 We have seen in this chapter that there is a cogent theoretical rationale for employ-
ing mindfulness- and acceptance-based approaches to the treatment of anxiety dis-
orders, detailing how the cultivation of non-judgmental, present-centred attention 
may alleviate the suffering associated with these clinical syndromes. Specifi cally, 
mindfulness and acceptance may serve to counteract the maladaptive psychological 
processes involved in anxiety disorders, such as attentional defi cits, repetitive nega-
tive thinking, avoidance behaviours, emotional dysregulation, and maladaptive self- 
experience. Furthermore, correlational studies have shown mindfulness and 
acceptance to be inversely related to anxiety and related constructs; also basic labo-
ratory research has demonstrated that strategies of present-centred awareness and 
acceptance constitute a viable response to distress. However, clinical trials have not 
as of yet unequivocally borne out the potential of these approaches. 

 In keeping with the  transdiagnostic nature of MABIs  , there is emerging evidence 
that they are consistently associated with signifi cant reductions of anxiety and 
related problems for patients with heterogeneous anxiety disorders. They have out-
performed wait-list (Vøllestad et al.  2011 ) and attentional control groups (Lee et al., 
 2007 ; Kim et al.,  2009 ), and ACT and MBSR have proven equivalent to CBT in 
well-designed RCTs with adequate sample sizes (Arch et al.,  2012 ; Arch et al., 
 2013 ). This would indicate that for samples of patients with heterogeneous anxiety 
disorders, MABIs may be regarded as empirically validated and even well- 
established treatments. It is also of interest that an Internet-delivered mindfulness 
intervention performs as well as face-to-face MBSR (Boettcher et al.,  2014 ), giving 
grounds for optimism regarding alternative modes of delivery for MABIs. 
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 When considering specifi c anxiety disorders, the picture is more mixed. The best 
evidence exists for the treatment of GAD, where clinical trials of MABIs have con-
sistently found signifi cant improvements in anxiety, worry, and comorbid depres-
sion. ABBT  has   outperformed wait-list control, demonstrating impressive effects 
with regard to end-state functioning and diagnostic remission (Roemer, Orsillo, & 
Salters-Pedneault,  2008 ). MBSR has outperformed an attentional control (Hoge 
et al.,  2013 ), while a comparison of ACT and CBGT found both treatments to be 
equivalent (Avdagic et al.,  2014 ). Finally, ABBT has also performed as well as an 
already established treatment for GAD, applied relaxation, with outcomes compa-
rable to the strongest fi ndings from trials of CBT for GAD (Hayes-Skelton et al., 
 2013 ). Similar to what was found for mixed anxiety disorders, the case could be 
made that MABIs are an empirically validated treatment option for GAD. However, 
comparisons between MABIs and CBT in trials with a greater number of partici-
pants are needed in order to clarify how well these interventions perform relative to 
the current treatment of choice for GAD. 

 For SAD, open trials of MABIs have  demonstrated   consistent reductions in 
social anxiety and related symptoms. One RCT found equivalent outcomes for 
MBSR and aerobic exercise, but the authors emphasise that the rate of clinically 
signifi cant change is lower than what has been found for CBT in other trials (Jazaieri 
et al.,  2012 ). In RCTs comparing MABIs to CBT, two studies have found equal 
outcomes, while one found CBT to be superior. However, the authors in both studies 
reporting equal effects conclude that CBT is most likely a more effi cacious treat-
ment for SAD. Piet et al. ( 2010 ) note that CBT would probably have proved more 
effi cacious given a larger sample size, while Kocovski et al. ( 2013 ) point to the fact 
that larger effects are routinely found in individual CBT for SAD. It must also be 
noted that the UK guidelines for SAD caution against routinely offering MBIs to 
this patient group, on the basis of insuffi cient evidence (National Institute for Health 
and Care Excellence,  2013 ). 

 The current evidence suggests caution in offering  MABIs   as a fi rst-line treatment 
for patients with SAD. However, there is a cogent theoretical rationale for employ-
ing MABIs for this disorder, as well as some evidence from laboratory and analogue 
studies showing strategies from these treatments to be effective in managing or 
counteracting psychopathological processes involved in SAD (Vassilopoulos,  2008 ; 
Vassilopoulos & Watkins,  2009 ) . It is possible that the strong negative self-focus 
and entrenched proneness to self-criticism and shame found in SAD require further 
tailoring of interventions for MABIs to fully benefi t socially anxious individuals. 

 There is a gap between the strong theoretical rationale for MABIs and the prom-
ising analogue studies of mindfulness and acceptance for panic disorder and the 
paucity of research on this diagnostic category. This could be due to existing highly 
effective treatment in the form of CBT, with higher response rates than treatments 
for SAD and GAD. However, a recent open trial which shows effects for CBT non-
responders (Gloster et al.,  2015 ) indicates that MABIs merit further consideration 
also for this diagnostic category. 

 A reactive relationship to experience and lack of present-centred awareness are 
prominent features of PTSD. There is also correlational research showing acceptance 
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and mindfulness to be negatively associated with trauma symptomatology (Smith 
et al.,  2011 ; Thompson & Waltz,  2010 ; Vujanovic, Youngwirth, Johnson, & 
Zvolensky,  2009 ). Despite this, clinical research on MABIs  for PTSD   has been lag-
ging behind compared to the most-studied anxiety disorders. However, in recent 
years, both open and controlled trials comparing MBSR and MBCT to treatment as 
usual have produced promising results. Interestingly, pure-form mindfulness train-
ing seems to predominate in the trauma fi eld. An exception here is  dialectical 
behaviour therapy (DBT)  , which has been studied extensively for patients with bor-
derline personality disorder, a clinical syndrome often featuring prominent trauma 
symptomatology (for a review, see Panos, Jackson, Hasan, & Panos,  2013 ). It will 
be interesting to see how ACT performs for patients with PTSD, as well as the rela-
tive effi cacy of MBSR/MBCT compared to treatments already established as effec-
tive for PTSD (see Watts et al.,  2013 ).  

    Clinical Implications 

 A considerable subset of patients with anxiety disorders does not respond to current 
treatment or suffers from residual symptoms or impairment after treatment 
(Hofmann & Bögels,  2006 ; Ninan,  2001 ). It is possible that MABIs could offer a 
novel way of relating  to   symptoms that might alleviate distress unsuccessfully tar-
geted by CBT. The reasons for nonresponse or premature treatment termination are 
diverse, but one possibility is that the treatment format of CBT might not appeal 
equally to all patients. Matching treatments to patient preferences have been shown 
to benefi cially affect outcome and reduce likelihood of premature termination. A 
recent meta-analysis found that matched clients have a 58 % chance of showing 
greater improvement, and further analyses indicate that they are about half as likely 
to drop out of treatment when compared with clients not receiving a preferred treat-
ment (Swift & Callahan,  2009 ). 

 MABIs have features that might cause patients  to   prefer them over other treat-
ment modalities, given the opportunity of patient choice. These include the down-
playing of disorder-specifi c processes and symptom removal and an explicit focus 
on valued action and quality of life over and above that related to illness and mental 
health. MABIs typically engage more comprehensively with issues pertinent to the 
totality of the individual’s life, advocating mindful awareness as a way of life rather 
than merely a more effi cient way of managing symptoms. 

 MABIs come in different treatment modalities. The group format of MBSR, 
MBCT, and MAGT may confer potential advantages in terms of cost-effectiveness, 
although this has not hitherto been assessed in relation to patients with anxiety dis-
orders. It could be argued that  MABIs   might be particularly suited for group admin-
istration: understanding of the somewhat counter-intuitive nature of mindfulness 
and acceptance strategies could be facilitated by vicarious learning, and the possi-
bility for communal exercises could benefi t motivation and commitment to thera-
peutic tasks. Also, many treatment centres are unable to recruit homogeneous 
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groups within manageable time frames, and allowing for diagnostically heteroge-
neous groups enables treatment providers to easily recruit from a broader spectrum 
of patients. On the other hand, the individual format that ACT and ABBT is usually 
delivered in has the advantage of tailoring treatment by way of personalised case 
formulations and interventions targeting the most pressing problem areas. 

 Some authors and guidelines caution against applying MABIs to anxiety disor-
ders given the current status of evidence (National Institute for Health and Care 
Excellence,  2013 ; Strauss et al.,  2014 ). However, there are no reports of adverse 
effects of mindfulness for these disorders. MABIs are likely to be effective for some 
patients, but more research is needed to determine who might benefi t from MABIs 
as compared to other treatments. It is also important to keep in mind that research 
on these modalities  is   ongoing and progressing, so conclusions from current meta- 
analytic reviews should not be seen as fi nal assessments of their effi cacy. But until 
further notice, as a general rule CBT should be treatment of choice, while MABIs 
could be an option for patients not benefi ting fully from CBT or who decline CBT 
treatment. 

 There is also the issue of how similar or different  MABIs   are from CBT. Should 
they be seen as a separate family of treatments, or should they rather be subsumed 
as a potential set of interventions within the framework of CBT? It can sometimes 
be diffi cult to distinguish MABIs from traditional CBT, as many include elements 
that are similar to CBT interventions. Consequently, some authors have argued that 
they should be seen as part of the CBT family (Hofmann & Asmundson,  2008 ; 
Mennin, Ellard, Fresco, & Gross,  2013 ). However, as argued initially in this chapter, 
MABIs can be seen as operating according to common principles and mechanisms 
of change that serve to unite them conceptually while at the same time distinguish-
ing them from conventional CBT. There is still a need to further clarify how well the 
varieties of MABIs perform relative to established treatments. Given the tendency 
to differential effects for different MABIs in anxiety disorders, it might also be rel-
evant to compare different treatment modalities within this tradition head to head. 
However, an equally relevant issue is the investigation of how different approaches 
may be suited to different types of patients or presenting problems, as some fi ndings 
are beginning to suggest (Wolitzky-Taylor, Arch, Rosenfi eld, & Craske,  2012 ). 

 On the other hand, there is potential for selective integration between MABIs 
and CBT, informed by theory and research evidence. There is no reason that current 
treatment options for anxiety should be seen as fi nal in this regard. It does seem that 
therapeutic packages combining mindfulness and cognitive behavioural principles 
(i.e. ACT, ABBT, and MBCT) fare somewhat better than the pure-form mindfulness 
of MBSR.    This would seem to go counter to the transdiagnostic approach that is 
integral to MABIs and that has been emphasised in this chapter. However, one can-
not disregard the possibility that specifi c anxiety disorders do constitute particular 
forms of suffering, characterised by certain deeply engrained reactive patterns that 
need to be more explicitly addressed. Indeed, some authors have cautioned against 
applying mindfulness training with disregard for the specifi c characteristics of par-
ticular disorders (Teasdale, Segal, & Williams,  2003 ; Williams,  2010 ). The addition 
of certain cognitive behavioural techniques to an MBI could further help participants 

J. Vøllestad



127

in disengaging from maladaptive patterns or biases in information processing. The 
behaviour-analytical approaches of ACT and ABBT are already practising this form 
of eclecticism. Such integration is also the foundation of MBCT, which in addition 
to the formal mindfulness exercises in MBSR features psychoeducational material 
and experiential exercises to address the particular modes of cognitive reactivity 
involved in depressive relapse. It is possible that the MBCT format could thus be 
tailored to address the specifi c pathogenic forms of information processing, behav-
ioural avoidance, emotional dysregulation, and self-experience in different anxiety 
disorders. It would be relevant to further explore along these lines in future treat-
ment development.  

    Recommendations for Research 

 There is a need for further studies that compare MABIs to CBTs, in order to clarify 
the relative benefi t of these approaches to patients with anxiety disorders. It is advis-
able that such studies are suffi ciently powered to test for statistical non-inferiority, 
i.e. equal effi cacy. Also, few studies  have   provided adequate checks for fi delity and 
competence with regard to treatment manuals, and this  is   recommended to ensure 
that therapists are actually offering the treatment in question. It would also be of 
interest to compare different MABIs to each other, to test which mode of delivery is 
most useful with regard to anxiety disorders. However, it is possible that such head-
to- head comparisons will demonstrate less of a difference between treatment 
groups, as is generally the rule rather than the exception in psychotherapy research 
when bona fi de treatments are tested against each other. It will therefore be impor-
tant to consider moderating variables that may tell us more about who benefi ts from 
what type of treatment. 

 A further avenue of investigation concerns mechanisms of action. There are indi-
cations that observed outcomes in clinical trials of MABIs can be ascribed to 
changes in the putative mechanisms of change, such as increased mindfulness and 
acceptance. However, future studies will benefi t from designs that allow for strin-
gent statistical tests of mediation, as this is rare in the extant research. Also, for 
MBIs it needs to be further investigated which role formal and informal mindful-
ness practice plays in bringing about outcomes. At present, neither changes in 
mindfulness/acceptance nor amount of practice have been established as prerequi-
sites for observed benefi ts. As such, it cannot be ruled out that the effects of inter-
ventions are due to ‘nonspecifi c’ factors of treatment such as social support, group 
cohesion, therapeutic alliance, relaxation, increased self-effi cacy, expectancy 
effects, and a host of other factors. It is also the case that particularly MBIs require 
therapists or mindfulness instructors to be suffi ciently trained and grounded in med-
itative practice, in order to be able to embody the qualities of mindful awareness and 
non-judging inquiry in their clinical work. The relationship between such compe-
tencies and outcomes has of yet been largely neglected in the study of MABIs and 
may be a worthwhile path to follow in future investigations.   
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    Conclusion 

 There is growing evidence that therapeutic strategies aimed at fostering a stance of 
mindfulness and acceptance are effective in reducing distress and improving func-
tioning in individuals with anxiety disorders. The current evidence is strongest for 
mixed anxiety disorders and GAD, with equivocal fi ndings for SAD and limited 
research on other anxiety disorders. At present, few trials of MABIs have demon-
strated the same level of effi cacy as found in both individual trials and meta-analytic 
reviews of CBT. These more modest fi ndings suggest that despite a cogent theoreti-
cal rationale and evidence that mindfulness and acceptance is inversely correlated 
with anxiety, we still don’t know how to optimally strengthen these important quali-
ties in patients with anxiety disorders. However, given the level of nonresponding to 
CBT and varying patient preferences, there is reason to include MABIs as part of  a 
  differentiated set of treatment options. There may be reason to expect the further 
integration of strategies of mindfulness with conventional cognitive behavioural 
interventions to be a way forward. This might undercut the transdiagnostic founda-
tion of MABIs somewhat, but could be necessary in order to effectively address the 
entrenched nature of psychological dysfunction in some of these disorders. MABIs 
may be of particular appeal as an empowering, non- pathologising approach empha-
sising the active participation of the individual in self-care and emotion regulation. 
They offer a broad range of coping mechanisms relevant not only to disorder-spe-
cifi c symptoms but also to everyday life more broadly conceived. Continued inves-
tigation of their implementation for patients with anxiety disorders is warranted.     
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    Chapter 7   
 Mindfulness for the Treatment of Depression       

       William     R.     Marchand    

            Introduction 

 In recent years, mindfulness-based interventions have become increasingly popular 
as complementary treatment strategies for a number of medical and psychiatric con-
ditions. In particular, there has been a focus on using mindfulness as an alternative 
treatment for depressive disorders. One of the most studied clinical mindfulness 
interventions,  Mindfulness-Based Cognitive Therapy (MBCT)   was developed spe-
cifi cally for the prevention for relapses in recurrent depression by Zindel Segal, 
Mark Williams, and John Teasdale ( 2002 ). Another evidence-based intervention, 
 Mindfulness-Based Stress Reduction (MBSR)   developed by Jon Kabat-Zinn ( 2005 ), 
has been shown to have benefi t for depressive symptoms. This chapter will review 
what is known about the underlying mechanisms of action and discuss evidence for 
supporting the use of these interventions for depression. It will start with an expla-
nation of mindfulness and meditation, including the development of mindfulness 
from classic Buddhist practices.  

    Basics of Mindfulness and Meditation 

 The language of mindfulness and meditation practices can be unclear. Mindfulness 
refers to a mental state that can occur while practicing meditation or at any time or 
place during one’s daily life. Meditation refers to specifi c practices that can include 
mindfulness meditation. One practices mindfulness meditation to develop the abil-
ity to spend more of life in a state of mindful awareness. 

        W.  R.   Marchand      (*) 
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    Mindfulness 

 The concept of  mindfulness can be   puzzling, but in fact, it is a very simple idea. 
Mindfulness is simply keeping one’s attention focused on the present moment 
(Bishop et al.,  2004 ; Kabat-Zinn,  2005 ). Mindfulness can be best understood by 
contrasting the mindful to the non-mindful state of mind. 

  Cognitive neuroscience   considers mental  processes   to come in two varieties—
controlled and automatic. Automatic processes may be innately automatic or 
become automatic through practice, such as when one learns a new skill. Automated 
processes are initiated unintentionally and cannot be easily interrupted or prevented 
(Raz & Buhle,  2006 ). In the non-mindful state, the mind automatically focuses 
attention. In the language of mindfulness, this is known as autopilot. When on auto-
pilot, attention may be focused on whatever is occurring at the time, but often there 
is also stimulus-independent thought (Mason et al.,  2007 ) or what we commonly 
think of as mind wandering. In fact, unless the current situation or task requires full 
attention, the mind will often be primarily engaged in  stimulus-independent thought 
(SIT)  . SIT is a component of mind wandering (Smallwood & Schooler,  2006 ), is 
automatic, and occurs in the absence of a strong requirement to respond to external 
stimuli (McKiernan, D’Angelo, Kaufman, & Binder,  2006 ). A simple example is 
thinking about what happened at work while driving home in the evening. It is 
important to note the difference between making a conscious decision to spend time 
thinking about the work event versus the situation where these thoughts arise spon-
taneously. The latter mental state is autopilot/SIT. 

 In contrast, when practicing mindfulness, attention is directed on the incoming 
stimuli, mental activity, and actions that are occurring at the moment. When the 
practitioner notices the mind has wandered, attention is directed back to the present 
moment. The general practice of mindfulness then is simply keeping attention 
focused on whatever is occurring at the moment. This includes internal stimuli 
(thoughts, emotions, proprioception, pain, and interoception), external stimuli 
(auditory, olfactory, and visual stimuli as well as general awareness of the environ-
ment), and cognizance of any current motor behaviors. The overarching aim of a 
mindfulness practice is to spend more of one’s time in mindful awareness and less 
on autopilot/SIT. As will be discussed in this chapter, autopilot/SIT thinking pat-
terns contribute to depressive symptoms.  

    Meditation 

 Mindfulness meditation is the  foundation   of a mindfulness practice. The word 
“meditation” stems from the Latin  meditari , meaning to participate in contempla-
tion or refl ection. Meditation in general includes a large number of practices. 
Though there are many variations, meditation practices are united by a general aim 
to bring mental processes under voluntary control by way of intentionally focusing 
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attention and awareness (Walsh & Shapiro,  2006 ). Perhaps the most straightforward 
explanation of meditation is that it is a practice aimed at training one’s attention to 
remain under voluntary control rather than being directed by autopilot/SIT. Two 
general forms of meditation have been described, focused attention (FA) and open 
monitoring (Lutz, Slagter, Dunne, & Davidson,  2008 ). 

 In the broadest sense, mindfulness meditation is simply a specifi c practice during 
which one attempts to keep attention under voluntary control and focused on the 
present moment and thus avoiding autopilot/SIT. An advanced mindfulness practice 
is a sitting meditation in which attention is on open awareness and one observes 
thoughts, emotions, and physical sensations arise and pass. This is the open moni-
toring (OM)    meditation style. OM is diffi cult because of the strong tendency of the 
mind to engage in SIT. Thus, FA meditations are initially used to develop mindful-
ness skills. In FA,    attention is typically focused on an anchor for the attention. 

 One of the most common FA practices is meditation with a focus on the physical 
sensations of breathing. The breath is a useful anchor because it is always available, 
lacks emotional valence, and occurs in the present moment. Keeping attention 
focused on the sensations of the breath automatically keeps awareness in the present 
moment and helps prevent the mind from being carried away with autopilot/
SIT. Beginning mindfulness practitioners are instructed to sit for a specifi ed period 
of time and do their best to keep awareness focused on the breath. When the mind 
wanders, the instruction is to gently redirect attention to the breath. 

 It is important for students of mindfulness to expect the mind to wander. The 
goal of meditation is not to completely avoid SIT, rather it is to recognize autopilot 
when it occurs and then return attention to the sensations of breathing. One useful 
technique is to count the breaths to ten and then start over. Whenever one notices 
they have lost count because the mind has wandered, then the instruction is to start 
over with one. By consistently practicing FA meditation, mindfulness students 
gradually develop their meditation skills and are able to practice mindfulness at 
other times when not engaged in formal meditation. Other practices used to develop 
mindfulness skills include doing simple activities, such as brushing one’s teeth 
mindfully, with attention fully focused on the physical sensations of the activity. 

 The relevance for depression is that  mindfulness   practitioners develop the ability 
to recognize autopilot-/SIT-driven thinking patterns that worsen depressive symp-
toms as well as the automatic emotional responses associated with this illness. By 
shifting into mindful awareness, one is able to gain distance from mental and emo-
tional processes such that these lose power and become less compelling.   

    Buddhist Roots and Advanced Mindfulness Concepts 

 Though the core of a mindfulness practice is maintaining the focus of awareness on 
the present moment, an understanding of more advanced concepts is necessary to 
comprehend the hypothetical mechanisms underlying the effectiveness of mindful-
ness-based interventions for depression. A brief review of the origins of mindful-
ness is a useful starting point. 

7 Mindfulness for the Treatment of Depression



142

    Buddhist Traditions 

 Mindfulness-based  interventions   originated in Buddhist spiritual practices (Salmon 
et al.,  2004 ). Though Buddhism is a complex religion and philosophy encompassing 
many schools, the fundamental concept of Buddhism is the relief of suffering. This 
is articulated in The Four Noble Truths, which are thought to represent the fi rst 
instructions of the Buddha and the core teachings of Buddhism. The Four Noble 
Truths are expressed in a variety of translations. However, they can be understood 
as follows (Fischer-Schreiber, Ehrhard, & Diener,  1991 ). 

 The fi rst truth says that all existence is characterized by suffering and does not 
bring satisfaction. The second truth declares that the cause of suffering is craving 
and desire. The third truth indicates that elimination of craving and desire can result 
in the end of suffering. Finally, the fourth truth indicates that Buddhist practice can 
bring the end of suffering. This practice is further described in the Eightfold Path. 

 Though generally considered a religion, Buddhism is essentially a method for 
the relief of suffering. The liberation from suffering does not require a deity, and the 
Buddha is not thought of as a divine being. In contrast, escape from suffering is 
entirely predicated on the actions that an individual can choose to take based upon 
the teaching of the Buddha. Buddhism postulates that engaging in a specifi c set of 
practices will result in the decrease or elimination of personal suffering. Sometimes 
this is interpreted as release from samsara, which is an endless cycle of death and 
rebirth (Fischer-Schreiber et al.,  1991 ). However, many Buddhist traditions, such as 
Zen, interpret Buddhism as a way to move out of a cycle of suffering in one’s cur-
rent life and do not emphasize the concept of reincarnation.  

    Understanding Mindfulness from a Buddhist Perspective 

 There are several essential points from  the   above that inform an understanding of 
mindfulness and specifi cally how mindfulness practices may be benefi cial for 
depression. The fi rst point is that the First Nobel Truth indicates that life always 
results in suffering. 

 In this context, the defi nition of suffering is broad and ranges from severe physi-
cal or emotional pain to unhappiness or just a vague sense of unease or dissatisfac-
tion. Another way to think about it is that suffering can be equated to a lack of joy 
and pleasure in life. This truth is very self-evident. We all experience dissatisfaction 
and unhappiness as a normal component of our lives. However, depression could be 
conceptualized as an extreme manifestation of the Buddhist concept of suffering, as 
it is a condition of sadness and loss of joy and pleasure in life. This is not to say that 
Buddhist philosophy explains the etiology of depression, but rather to suggest there 
are similarities between suffering as understood in Buddhism and the clinical mani-
festations of the illness of depression. 
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 Importantly, the Second Noble Truth indicates that suffering is the result of the 
workings of the mind. This implies that changing one’s own thinking patterns can 
lead to less suffering. It also suggests that increased happiness and satisfaction with 
life can be achieved by changing thought processes. In other words, Buddhist phi-
losophy suggests that interventions, such as psychotherapy and mindfulness prac-
tices, may be benefi cial. This is the point of the Third Noble Truth, which indicates 
that elimination of craving and desire is the method to decrease suffering. 

 The Third Noble Truth is often translated as above, that the process for the relief 
of suffering is through the elimination of craving and desire. However, what this 
really means is that through meditation practice, one learns to decrease the desire 
for life to be different than the reality of the moment. The core point of a mindful-
ness practice is to recognize that autopilot/SIT frequently is focused on wanting 
things to be different than reality. In other words, the mind tends to be dissatisfi ed.  

    Resistance to Physical and Emotional Pain 

 One way that wanting things to  be   different manifests is the natural human resis-
tance to the pain of life. Mindfulness hypothesizes that this resistance often causes 
increased pain and suffering rather than resulting in a symptom decrease. Physical 
pain is a good example of this. If one is experiencing physical pain, the natural ten-
dency of the mind is to wish that the pain would go away and think about ways to 
eliminate the pain. This can be a benefi cial process if it leads to adaptive behaviors 
that may work, such as seeking medical treatment. However, often the mind’s desire 
to be free of pain increases suffering. 

 This is particularly the case in chronic pain for which there is unlikely to be 
an easy solution. In this case, the tendency to think about the pain typically leads 
to increased suffering. Mindfulness is particularly effective for pain because 
practitioners learn to recognize that wishing the pain would go away actually 
makes it worse. In contrast, they discover that by simply being present with the 
pain in mindful awareness, there is a tendency for the discomfort to decrease 
(Segal et al.,  2002 ). 

 One mechanism is that by focusing on the sensations of the moment, one may 
discover that subconscious tensing of the muscles in the painful area is causing 
increased pain [Is there a citation to support this statement?]. Sometimes by really 
paying close attention to pain, one may realize that it is not that uncomfortable and 
that it can be accepted without resistance. 

 By paying very close attention to the workings of the mind, practitioners may 
realize that autopilot/SIT is almost always focused on the past or future, rather than 
the present moment. In the situation of chronic pain, thinking about the distress 
associated with past pain is obviously not helpful. Perhaps more importantly, 
 worrying about future pain clearly increases suffering. To put it another way, the 
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pain of the present moment is likely to be tolerable. In contrast, if one thinks about 
the pain for the next moment, next day, etc., this may feel overwhelming. 

 In mindfulness language,    the expression, “pain is mandatory, but suffering is 
optional” is used to assert this concept. A similar process occurs for emotional pain, 
which will be discussed later in the chapter.  

    The Human Tendency to Be Dissatisfi ed 

 Another manifestation  of   suffering because of the natural human tendency to be 
dissatisfi ed involves our inability to achieve lasting joy from success. The propen-
sity to be dissatisfi ed drives human success by compelling us to always strive for 
new accomplishments and successes. However, by practicing mindfulness and pay-
ing attention to one’s thinking patterns, it becomes apparent that the mind is very 
frequently dissatisfi ed. Practitioners also notice that accomplishments typically do 
not result in a long-term sense of satisfaction. The mind typically becomes dissatis-
fi ed quickly and thinking patterns focus on another goal. Mindfulness does not label 
this inclination as good or bad, but rather advocates for awareness of it. 

 By practicing mindfulness, one can develop the understanding that thoughts are 
just thoughts and not facts. Thoughts of dissatisfaction can exist, but practitioners 
can allow them to run in the background without believing them. Mindfulness, 
through watching one’s thoughts, leads to the realization that many autopilot/SIT 
thoughts are irrational and some are absurd. Buddhist language calls autopilot/SIT 
“monkey mind,” suggesting that thoughts are like the mindless chattering of a mon-
key. Practitioners become skeptical of their own thoughts and thus are less likely to 
be infl uenced by those that don’t make sense or lead to a sense of dissatisfaction. 

 Finally, as stated above, the Fourth Noble Truth indicates that Buddhist practices 
can decrease or end suffering. This chapter describes how the secularized Buddhist 
practice of mindfulness meditation can decrease the suffering associated with 
depression.  

    Spiritual Awakening 

 Perhaps the most  important   Buddhist concept is that of enlightenment or awaken-
ing. This is traditionally understood as a profound insight into a transcendental truth 
(Shambhala,  1991 ). A more straightforward interpretation in the awakening is sim-
ply developing the ability to see life, as it really is, not obscured by one’s ego-based 
irrational thinking patterns. In other words, awakening is the process through which 
one comes to the understanding that unhappiness and dissatisfaction with life come 
from the workings of the mind and not the external circumstances of the moment. 
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The aim of Buddhist practice is enlightenment and thus liberation from suffering. 
However, it is important to note that in many Buddhist traditions, the goal is awak-
ening for oneself and for all other sentient beings.   

    Psychological Mechanisms of Mindfulness for Depression 

 This section of the chapter will discuss general psychological mechanisms of 
 mindfulness and then review how mindfulness may impact depression from a psy-
chological standpoint. The next section will integrate psychological and neural 
mechanisms. 

    Psychological Components of Mindfulness 

 One psychological model of mindfulness is that developed by Shapiro and col-
leagues (Shapiro, Carlson, Astin, & Freedman,  2006 ). They propose three constitu-
ents of mindfulness: (1) intention, (2) attention, and (3) attitude. These are not 
thought to be separate stages, but rather interwoven aspects of a single process. 

 The component of  intention is   the ‘why’ behind developing a mindfulness prac-
tice (Shapiro et al.,  2006 ). In Buddhism, the intent is the attainment of enlighten-
ment and thus liberation from suffering for oneself and for others. For those with 
depression, the initial intention will likely be to decrease their symptoms. 
Nevertheless, there is evidence (Shapiro,  1992 ) that over time, the intentions of 
mindfulness practitioners may shift from simply symptom control to self- exploration 
and fi nally to self-liberation. One potential advantage of using mindfulness as an 
intervention for depression is that it offers the possibility of self-exploration and 
spiritual development as well as symptom reduction. 

 Attention is the element  of   mindfulness that facilitates awareness of moment-to- 
moment experience (Shapiro et al.,  2006 ).  Attitude   describes the ‘how’ one pays 
attention to moment-by-moment experience when practicing mindfulness. 
Practitioners focus attention on the here and now with an attitude of curiosity, open-
ness, and acceptance. This attitude facilitates the capacity to accept things as they 
are and avoid the autopilot/SIT striving for pleasant and avoidance of aversive expe-
riences (Shapiro et al.,  2006 ). 

 An important point is that while mindfulness encourages accepting things as they 
are in the moment, the intent is not for individuals to become passive. Rather, the 
aim is to be able to take appropriate and benefi cial actions based upon the awakened 
state of seeing reality clearly. In the context of depression, one would accept the 
feelings of sadness in the moment but then take suitable action to fi nd symptom 
relief, such as going for a walk or engaging in physical exercise. This is in contrast 
to autopilot-/SIT-driven behaviors which might be maladaptive, such as self- 
medicating with substances or sitting and ruminating.  
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    Mindfulness Changes Perspective Through Reperceiving 

 Shapiro and colleagues have  also   suggested that a fundament psychological mecha-
nism of mindfulness is “reperceiving” or shifting perspective (Shapiro et al.,  2006 ). 
Reperceiving is postulated to occur as a result of the mindfulness components of 
intention, attention, and attitude described above. Reperceiving is an alteration in 
perspective resulting in the ability to step back from, and be less identifi ed with, 
one’s own thoughts and emotions (Shapiro et al.,  2006 ). 

 Reperceiving may be thought of as analogous to one component of the Buddhist 
concept of awakening. By being less identifi ed with one’s habitual thinking patterns 
and beliefs, it is possible to see reality more clearly. Mindfulness practitioners gain 
awareness that they are greater than their thoughts and emotions (Shapiro et al., 
 2006 ). In Buddhism, this is an important element in the process of becoming aware 
of one’s own Buddha-nature. Buddha-nature is the concept that all humans are 
capable of becoming awake and achieving enlightenment, just as the Buddha is said 
to have done. One’s own Buddha-nature is diffi cult, or impossible, to see when 
caught up in autopilot/SIT thinking patterns. 

 As Shapiro and colleagues state,    reperceiving may manifest as awareness that 
“this pain is not me” or “this depression is not me.” Becoming less identifi ed with 
one’s emotions and cognitions results in these mental processes losing power. Thus, 
negative thoughts may be less likely to lead to depression, and negative affect may 
be less likely to persist.  

    Decreased Identifi cation with the Concept of Self 

 Reperceiving and watching one’s  monkey   mind may also lead to the discovery that 
self is only a psychological concept made up of ever-changing memories, beliefs, 
and ideas (Shapiro et al.,  2006 ). This is perhaps the most profound idea expressed 
by Buddhism and mindfulness. The memories of our experiences and beliefs about 
ourselves defi ne how we see ourselves and who we see ourselves to be. Mindfulness 
leads to the realization that these are just ephemeral thoughts too, without any deep 
meaning. What is left after letting go of ideas and beliefs about the self is 
Buddha-nature. 

 Becoming less identifi ed with the concept of self facilitates seeing reality more 
clearly; in Buddhist language this is considered to be part of the process of awaken-
ing (Shambhala,  1991 ). Decreased attachment to an egocentric worldview allows 
one to more readily see the perspectives of others. This perception shift can facili-
tate increased compassion and concern for both self and others. One becomes less 
likely to feel separate from others and to have an “us against them” mentality. There 
is greater awareness that all humans are very similar and want the same things. We 
are all more alike than different. Awakening leads to a profound sense of being con-
nected to the entire universe rather than feeling separate and alone. 
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 From the Buddhist perspective (Shambhala,  1991 ), the decreased identifi cation 
with the idea of self that is associated with awakening leads to less distress when the 
concept of self is threatened, whether the threat is actual (e.g., old age and death) or 
perceived (e.g., negative thinking about the self). The impact of a mindfulness prac-
tice on self-referential thinking is thought to be a key component underlying the 
benefi ts of mindfulness for depression.  

    Self-referential Thinking and Depression 

 Dysfunctional  self-referential thinking   plays a key role in the etiology of depressive 
disorders. For example, aberrant self-schemas (beliefs and ideas about self) form 
the basis for Beck’s classic approach to depression (Beck,  1967 ). Many studies 
indicate an association between low self-concept and/or negative self-schemas and 
depression, for example (Brown, Andrews, Harris, Adler, & Bridge,  1986 ; Evans, 
Heron, Lewis, Araya, & Wolke,  2005 ; King, Naylor, Segal, Evans, & Shain,  1993 ; 
Miller, Warner, Wickramaratne, & Weissman,  1999 ; Schafer & Keith,  1981 ). There 
is persuasive evidence that processing of self-referent information in general is 
abnormal in affective illness, for example (Blairy et al.,  2004 ; Gara et al.,  1993 ; 
Nilsson, Jorgensen, Craig, Straarup, & Licht,  2010 ; Shestyuk & Deldin,  2010 ). 
Lastly, the effectiveness of cognitive therapy interventions targeting negative sche-
mas is well established (Gibbons et al.,  2010 ; Jones,  2004 ; Lauder, Berk, Castle, 
Dodd, & Berk,  2010 ; Work Group On Major Depressive Disorder,  2010 ; Wright, 
Beck, & Thase,  2003 ). These studies suggest that mindfulness, which changes the 
way one thinks about the self, might be an effective intervention for depressive 
spectrum disorders. 

 Research indicates that in addition to the content of thoughts about self (i.e., 
schemas and self-esteem), the extent and type of self-referential thinking are also 
important in depression. Individuals with unipolar illness demonstrate a tendency 
toward generalized increase of self-focus (Ingram,  1990 ; Northoff,  2007 ). 
Furthermore, excessive self-focus in general is associated with negative affect (Mor 
& Winquist,  2002 ). Finally, self-focused rumination is specifi cally associated with 
depression (Burwell & Shirk,  2007 ; Sakamoto,  1999 ; Spasojevic & Alloy,  2001 ) 
including relapse of illness (Michalak, Holz, & Teismann,  2010 ). Therefore, inter-
ventions that might decrease the amount of time spent thinking about the self also 
have the potential to benefi t depression. 

 The content of  self-referential thinking is   particularly relevant for depression. 
Narrative thoughts about the self include memories of the past and intentions for the 
future (Gallagher,  2000 ). Narrative thinking includes generalized autobiographical 
memory (Watkins & Teasdale,  2004 ) and is the basis for the sense of self, described 
above, that is composed of memories of subjective experiences across time. 
Narrative self-reference is composed of autopilot-/SIT-driven thinking patterns. SIT 
may take the form of self-referential rumination (Burwell & Shirk,  2007 ; Michalak 
et al.,  2010 ; Sakamoto,  1999 ; Spasojevic & Alloy,  2001 ) and is analytical, for 
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 example, thinking analytically about self and depressive symptoms. This type of 
self- referential thinking is often maladaptive (Teasdale,  1999 ), frequently associ-
ated with negative self-judgments (Rimes & Watkins,  2005 ) and dysphoria (Lo, Ho, 
& Hollon,  2010 ; Williams & Moulds,  2010 ).  

    Psychological Changes of Mindfulness that Impact Depression 

 In contrast to the analytical/narrative style of self-referential thinking described 
above, experiential self-reference is the experience of self in the immediate moment 
without a story or theme. The aim of mindfulness practices is to facilitate the ability 
to experience experiential self-reference, which is adaptive (Watkins,  2004 ; Watkins 
& Teasdale,  2004 ). 

 Studies show that mindfulness is associated with enhanced emotional self- 
regulation and decreased emotional reactivity (Brown, Goodman, & Inzlicht,  2012 ; 
Delgado et al.,  2010 ; Goldin & Gross,  2010 ; Hill & Updegraff,  2011 ; Kemeny et al., 
 2011 ; Robins, Keng, Ekblad, & Brantley,  2012 ; Taylor et al.,  2011 ). In  mindful 
awareness, one is   able to step back and observe, rather than be controlled and car-
ried away by emotions and thoughts (Shapiro et al.,  2006 ). Gaining distance from 
negative thoughts and emotions can support the use of positive coping strategies 
rather than simply reacting. An analogy is standing on the bank of a fl ooded river 
watching the torrent fl ow by as opposed to falling in and being swept away with the 
current. Mindfulness allows the recognition of being carried away by autopilot/SIT 
and subsequently moving into mindful awareness. Traditionally from the Buddhist 
perspective, the aim of mindfulness is to spend all of one’s time in mindful aware-
ness (an awakened state). However, secular mindfulness practices typically start 
with a more modest goal of developing the ability to recognize autopilot-/SIT-based 
thinking and shift into mindfulness when appropriate. This is particularly important 
when experiencing symptoms of depression, such as dysphoria. A longer-term goal 
is to spend as much time as possible in a state of mindful awareness. 

 Another important effect of mindfulness is the development of an increased abil-
ity to tolerate uncomfortable emotions or sensations. In other words, practitioners 
develop the ability to stay present with physical or emotional pain. This avoids fall-
ing into autopilot/SIT thinking patterns that may worsen the experience of depres-
sion. Being present with emotional symptoms, such as sadness, may result in greater 
exposure to the discomfort and thus eventual desensitization. 

 The material discussed above may be best understood with an example. The 
dysphoria of depression is a very unpleasant emotion. The natural tendency of the 
mind is  to   avoid pain and discomfort, as discussed above. The mechanism to relieve 
the discomfort often involves autopilot-/SIT-based thinking about how to get rid of 
the pain. This is similar to a refl ex like the automatic jerking back of a hand after 
accidently touching something hot. Sometimes autopilot/SIT may lead to adaptive 
behavioral responses. Often however, narrative rumination ensues about the symp-
toms and the self. For example, one might think, “Oh no, another bout of  depression. 
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The last time this happened it lasted for weeks.” Another example could be, “Now I 
won’t be able to enjoy the party tonight.” Or, “My antidepressant must have stopped 
working.” It is readily apparent that these thoughts are not helpful and may lead to 
a vicious cycle of dysphoria leading to negative thoughts, leading to increased dys-
phoria, and so on. An important point is that the autopilot-/SIT-based thinking is not 
recognized; one is simply carried away with the thoughts and emotions. 

 Mindfulness facilitates the recognition of the autopilot/SIT cycle and provides a 
way to move out of it through meditation. For example,  in   MBCT (Segal et al., 
 2002 ), a short meditation practice is taught called the 3-min breathing space. 
Practitioners use this when they notice autopilot/SIT and/or uncomfortable emo-
tions. After the short meditation, one may see reality more clearly (be more awake 
in Buddhist terms) and be able to take positive action to feel better rather than being 
stuck in a cycle of negative rumination. 

 In summary, mindfulness practices are thought to benefi t depression as a result 
of changes in thinking patterns. Practitioners develop the ability to spend time in 
experiential self-reference with attention focused on the here and now. This 
decreases attachment to the idea of self in general and also decreases narrative self- 
referential thinking, which contributes to depression and negative thinking.   

    Neural Mechanisms of Depression and Mindfulness 

 In this section, neural process underlying the etiology of depression will be dis-
cussed fi rst. This will be limited to a discussion of those regions impacted by a 
mindfulness practice. This will be followed by evidence from neuroimaging studies 
that indicate how mindfulness works at a systems neuroscience level. While there is 
considerable evidence in regard to the general effects of mindfulness, this author is 
not aware of any published neuroimaging studies investigating the mechanisms of 
mindfulness in unipolar illness. This section will provide evidence that mindfulness 
impacts brain regions known to exhibit aberrant function in individuals with depres-
sion. However, additional research will be required to demonstrate a direct link 
between symptom improvement and functional changes in these regions among 
individuals with unipolar depression. 

    Neural Mechanisms of Depression 

 Depressive spectrum  disorders   are complex conditions that likely have multiple eti-
ologies. Nonetheless, some neural mechanisms thought to underlie these disorders 
may help elucidate the effects of mindfulness. 

 The medial surface of the cortex is  an   area of particular interest for understand-
ing neural processes impacted by mindfulness. Most of the anterior and posterior 
midline cortex can be characterized as an anatomical and functional unit known 
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collectively as the cortical midline structures (Northoff & Bermpohl,  2004 ).  The 
  cortical midline structures (CMS) are components of the default mode network 
(Gusnard & Raichle,  2001 ; Raichle et al.,  2001 ), have connectivity with the amyg-
dala (Amaral & Price,  1984 ; Barbas & De Olmos,  1990 ; Buckwalter, Schumann, & 
Van Hoesen,  2008 ; Carmichael & Price,  1995 ; Porrino, Crane, & Goldman-Rakic, 
 1981 ), and play a key role in both self-referential and emotional processing (Grimm, 
Boesiger et al.  2009 ; Heinzel et al.,  2005 ; Northoff & Bermpohl,  2004 ; Northoff 
et al.,  2006 ). 

 Many studies (Brooks et al.,  2009 ; Drevets et al.,  1997 ; Dunn et al.,  2002 ; 
Grimm, Ernst et al.  2009 ; Johnson, Nolen-Hoeksema, Mitchell, & Levin,  2009 ; 
Kegeles et al.,  2003 ; Liotti, Mayberg, McGinnis, Brannan, & Jerabek,  2002 ; 
Mayberg et al.,  2000 ; Osuch et al.,  2009 ; Pizzagalli et al.,  2009 ; Ritchey, Dolcos, 
Eddington, Strauman, & Cabeza,  2010 ; Scheuerecker et al.,  2010 ; Smith et al., 
 2009 ; Smoski et al.,  2009 ; Wu et al.,  1999 ) suggest functional alterations of CMS in 
unipolar illness. Specifi cally there is evidence that the CMS play a role in mediating 
the relationship between aberrant self-referential thinking and negative affect in 
mood disorders (Altshuler et al.,  2008 ; Altshuler et al.,  2005 ; Chen et al.,  2006 ; 
Cooney, Joormann, Eugene, Dennis, & Gotlib,  2010 ; Elliott et al.,  2004 ; Grimm, 
Boesiger et al.  2009 ; Grimm, Ernst et al.  2009 ; Lagopoulos & Malhi,  2011 ; Lemogne 
et al.,  2010 ; Lennox, Jacob, Calder, Lupson, & Bullmore,  2004 ; Malhi et al.,  2004 ; 
Marchand et al.,  2011 ; Yoshimura et al.,  2010 ). 

 The above studies tell us that the CMS is the area of the brain where self- 
referential thinking and emotional regulation intersect. This provides a neural 
explanation of why disruptions in thinking about the self and the emotional dys-
regulation of depression may be linked. The fact that the CMS has key nodes in the 
 default mode network (DMN)   is also important. The DMN (Gusnard & Raichle, 
 2001 ; Raichle et al.,  2001 ) is the brain area that becomes  active   when an individual 
 is   not engaged in a task. Thus, it is thought of as the default mode of brain function-
ing or the area that automatically becomes active if the brain is not otherwise 
engaged. When attention involuntarily drifts away from an object of attention, the 
DMN is engaged (Mason et al.,  2007 ). This may explain why SIT (described above) 
is an automatic process as well as why SIT often involves self-referential thinking. 

 As discussed above, there  is   compelling evidence that self-perception and pro-
cessing of self-referent information are abnormal in affective disorders, of both 
bipolar and unipolar spectrum (Blairy et al.,  2004 ; Gara et al.,  1993 ; Nilsson et al., 
 2010 ; Shestyuk & Deldin,  2010 ). A key point (discussed above) is that unipolar ill-
ness is associated with increased self-focus (Ingram,  1990 ; Northoff,  2007 ). 
Importantly, evidence indicates that self-referential processing activates the CMS 
and that this neural response is associated with negative affectivity in healthy con-
trols (Lemogne et al.,  2010 ). Also, studies indicate that abnormal self-referential 
processing in unipolar illness is mediated by neural response in cortical and subcor-
tical midline structures (Grimm, Ernst et al.,  2009 ; Yoshimura et al.,  2010 ). Finally, 
CMS circuit dysfunction persists in the euthymic state of recurrent major depres-
sion and thus may represent trait pathology (Marchand, Lee, Johnson, Thatcher, & 
Gale, 2013). 
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 Within the CMS, the precuneus, cingulate,    and neighboring medial parietal cor-
tex are interconnected areas sometimes referred to as posterior medial cortex 
(Parvizi, Van Hoesen, Buckwalter, & Damasio,  2006 ), and this region has been 
specifi cally implicated as playing a role in self-refl ection/self-awareness (Gusnard 
& Raichle,  2001 ; Johnson et al.,  2002 ). The posterior CMS is densely connected 
with the hippocampus and implicated in encoding and retrieving autobiographical 
memory and therefore may play a role in putting self-referential stimuli within a 
temporal context linking them to past self-referential stimuli (Northoff & Bermpohl, 
 2004 ). The posterior CMS may also be more specifi cally engaged in self-refl ection 
related to duties and obligations (Johnson et al.,  2009 ). Studies suggest specifi c 
functional alterations in the posterior CMS in unipolar illness (Brooks et al.,  2009 ; 
Grimm, Ernst et al.,  2009 ; Johnson et al.,  2009 ; Scheuerecker et al.,  2010 ; Smith 
et al.,  2009 ). Thus, it may be that the posterior CMS is particularly relevant for self- 
identifi cation in general and the negative thoughts about self frequently associated 
with depressive disorders. 

 Taken together, these studies provide compelling evidence that the CMS plays a 
major role in aberrant self-referential thinking of depressive disorders. 

 The striatal circuits can be divided into three basic components. These are input 
(cortex to striatum), subcortical (striatum to thalamus), and output (thalamus to cor-
tex) segments. Output of the striatal (corticobasal ganglia) circuitry is associated 
with the experience of pleasure and motivation; for extensive review, see Marchand 
( 2010 ). The striatum, like the CMS, is extensively involved in emotional regulation 
(Marchand,  2010 ). Also, the striatum and CMS have extensive anatomical (Ferry, 
Ongur, An, & Price,  2000 ; Haber, Kunishio, Mizobuchi, & Lynd-Balta,  1995 ) and 
functional (Marchand et al.,  2008 ) connectivity. 

 There is considerable evidence that the  function   of the striatum and associated 
corticobasal ganglia circuitry plays a role in the neuropathology of affective disor-
ders; for reviews, see Marchand ( 2010 ) and Marchand and Yurgelun-Todd ( 2010 ). 
Studies suggest that corticobasal ganglia circuitry is likely a locus of primary 
pathology in major depression (Marchand, Lee, Suchy et al.  2012 ; Marchand et al., 
 2013 ). Our group found that a network involving the bilateral striatum and anterior 
CMS was associated with depressive symptom severity (Marchand, Lee, Johnson 
et al.  2012 ). Thus, striatal circuit dysfunction is thought to play a key role in the 
neurobiology of depression, and aberrant connectivity between the striatal and CMS 
regions may specifi cally contribute to symptom expression. 

 Research indicated that dysfunction of the  lateral   prefrontal cortex is associated 
with unipolar illness, for example (Halari et al.,  2009 ; Harvey et al.,  2005 ; Walter, 
Wolf, Spitzer, & Vasic,  2007 ). Areas in the lateral frontal cortex are generally asso-
ciated with many processes generally associated with higher executive functioning. 
These regions are also components of some of the neural networks involved in the 
attention process, often labeled as alerting and executive attention circuits (Posner 
& Rothbart,  2007 ; Raz & Buhle,  2006 ). The alerting network modulates task- 
specifi c alertness as well as attention engagement and involves the right lateral fron-
tal cortex (dorsolateral prefrontal cortex), CMS, and right parietal cortex (Raz & 
Buhle,  2006 ). The executive control network, including CMS, lateral frontal cortex, 
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and basal ganglia (Posner & Rothbart,  2007 ), is involved with attention control, 
which includes top-down control as well as resolution of confl ict between computa-
tions involving planning, error detection, and regulation of thoughts and feelings 
(Raz & Buhle,  2006 ).  

    Neural Mechanisms of Mindfulness and Meditation 

 There is substantial  literature   suggesting some of  the   neural mechanisms underlying 
the effects of practicing mindfulness and meditation in general. Many investigators 
have studied individuals who had completed mindfulness training, for example 
(Allen et al.,  2012 ; Desbordes et al.,  2012 ; Farb et al.,  2010 ; Farb, Segal, & 
Anderson,  2013 ; Farb et al.,  2007 ; Goldin, Ziv, Jazaieri, & Gross,  2012 ; Goldin, Ziv, 
Jazaieri, Hahn, & Gross,  2013 ;. Goldin & Gross,  2010 ; Holzel et al.,  2013 ; Ives- 
Deliperi, Howells, Stein, Meintjes, & Horn,  2013 ; Kilpatrick et al.,  2011 ; Wells 
et al.,  2013 ; Zeidan et al.,  2011 ; Zeidan, Martucci, Kraft, McHaffi e, & Coghill, 
 2013 ). Investigations have focused specifi cally on experienced meditators 
(Baerentsen et al.,  2010 ; Gard et al.,  2012 ; Garrison, Santoyo et al.  2013 ; Garrison, 
Scheinost et al.  2013 ; Hasenkamp & Barsalou,  2012 ; Hasenkamp, Wilson- 
Mendenhall, Duncan, & Barsalou,  2012 ; Holzel et al.,  2007 ; Kirk, Downar, & 
Montague,  2011 ; Kozasa et al.,  2012 ; Lutz, McFarlin, Perlman, Salomons, & 
Davidson,  2013 ; Pagnoni,  2012 ; Pagnoni, Cekic, & Guo,  2008 ; Taylor et al.,  2011 , 
 2013 ) and brief mindfulness training (Dickenson, Berkman, Arch, & Lieberman, 
 2013 ; Lutz, McFarlin et al.  2013 ), as well as state (Ives-Deliperi, Solms, & Meintjes, 
 2011 ) and trait (Creswell, Way, Eisenberger, & Lieberman,  2007 ; Paul, Stanton, 
Greeson, Smoski, & Wang,  2013 ; Shaurya Prakash et al.  2013 ) mindfulness. At 
least one study has compared expert and novice meditators (Brefczynski-Lewis, 
Lutz, Schaefer, Levinson, & Davidson,  2007 ). 

 The studies listed above have evaluated mindfulness mechanisms in healthy sub-
jects. Recently, some investigations have focused on using mindfulness interven-
tions for psychiatric illness. There have been studies of individuals with social 
anxiety disorder (Goldin et al.,  2012 ; Goldin et al.,  2013 ; Goldin & Gross,  2010 ), 
generalized anxiety disorder (Holzel et al.,  2013 ), and bipolar disorder (Ives- 
Deliperi et al.,  2013 ). 

 Functional imaging studies indicate that mindfulness is associated with neural 
mechanisms involving several brain areas in healthy subjects. A large number of 
studies indicate mechanisms involving frontal cortex, for example (Allen et al., 
 2012 ; Creswell et al.,  2007 ; Dickenson et al.,  2013 ; Farb et al.,  2007 ,  2013 ; Gard 
et al.,  2012 ; Holzel et al.,  2007 ,  2013 ; Ives-Deliperi et al.,  2011 ,  2013 ; Kozasa et al., 
 2012 ; Lutz, Herwig et al.  2013 ; Lutz, McFarlin et al.  2013 ; Taylor et al.,  2013 ; 
Zeidan et al.,  2011 ,  2013 ). Some of these investigations suggest mechanisms involv-
ing lateral frontal regions (Allen et al.,  2012 ; Gard et al.,  2012 ; Holzel et al.,  2013 ), 
such as ventrolateral prefrontal cortex (Holzel et al.,  2013 ) and dorsolateral prefron-
tal cortex (Allen et al.,  2012 ). 
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 In contrast to lateral frontal regions, many studies suggest that mindfulness 
impacts the CMS (Farb et al.,  2013 ; Farb et al.,  2007 ; Gard et al.,  2012 ; Goldin 
et al.,  2012 ; Hasenkamp & Barsalou,  2012 ; Holzel et al.,  2007 ; Ives-Deliperi et al., 
 2013 ; Ives-Deliperi et al.,  2011 ; Kozasa et al.,  2012 ; Taylor et al.,  2013 ; Zeidan 
et al.,  2011 ; Zeidan et al.,  2013 ). Findings implicate anterior medial cortex, such as 
anterior cingulate cortex (Gard et al.,  2012 ; Holzel et al.,  2007 ; Ives-Deliperi et al., 
 2011 ; Zeidan et al.,  2011 ; Zeidan et al.,  2013 ) as well as posterior CMS (Baerentsen 
et al.,  2010 ; Garrison, Santoyo, et al.,  2013 ; Garrison, Scheinost, et al.,  2013 ; Goldin 
et al.,  2012 ; Ives-Deliperi et al.,  2011 ; Pagnoni,  2012 ; Shaurya Prakash et al.,  2013 ; 
Taylor et al.,  2013 ). In particular, evidence suggests that mindfulness impacts the 
posterior cingulate cortex and precuneus (Baerentsen et al.,  2010 ; Garrison, Santoyo, 
et al.,  2013 ; Garrison, Scheinost, et al.,  2013 ; Goldin et al.,  2012 ; Ives-Deliperi 
et al.,  2011 ; Shaurya Prakash et al.,  2013 ; Taylor et al.,  2013 ). 

 Additionally, some studies have specifi cally focused on the DMN (Garrison, 
Santoyo, et al.,  2013 ; Hasenkamp et al.,  2012 ; Pagnoni et al.,  2008 ; Shaurya Prakash 
et al.,  2013 ; Taylor et al.,  2011 ,  2013 ) described above. These investigations indi-
cate that mindfulness impacts DMN function. 

 Finally, there is evidence that mindfulness impacts the insula (Farb et al.,  2007 , 
 2013 ; Gard et al.,  2012 ; Kirk et al.,  2011 ; Lutz, Herwig et al.  2013 ; Lutz, McFarlin 
et al.  2013 ; Paul et al.,  2013 ; Zeidan et al.,  2011 ,  2013 ), amygdala (Creswell et al., 
 2007 ; Desbordes et al.,  2012 ; Goldin & Gross,  2010 ; Holzel et al.,  2013 ; Lutz, 
Herwig et al.  2013 ; Lutz, McFarlin et al.  2013 ; Taylor et al.,  2011 ), basal ganglia 
(Baerentsen et al.,  2010 ; Kozasa et al.,  2012 ), and thalamus (Zeidan et al.,  2011 ). 
Thus, mindfulness likely impacts the perception of physical sensations of emotion 
(insula), the fear response (amygdala), and motor, emotional, and cognitive process-
ing as well as the experience of pleasure (basal ganglia). 

  These   investigations indicate that mindfulness impacts several brain  regions 
  associated with depressive disorders as outlined above. Specifi cally, these areas are 
the CMS, DMN, basal ganglia, and lateral prefrontal cortex. 

 The studies reviewed above indicate brain regions for which there is strong evi-
dence of functional changes associated with mindfulness and meditation. However, 
it is also possible to interpret studies in terms of functional specialization of brain 
regions. 

 A number of investigations suggest that mindfulness and meditation result in 
enhanced attention, which is associated with neural mechanisms involving the pari-
etal cortex (Goldin et al.,  2013 ),  CMS   (Kozasa et al.,  2012 ), temporal cortex (Kozasa 
et al.,  2012 ), sensorimotor cortex, (Kozasa et al.,  2012 ), and basal ganglia (Kozasa 
et al.,  2012 ). 

 Lastly, mindfulness also facilitates the enhancement of interoceptive attention to 
visceral bodily sensations as they occur in the present moment. One fMRI study 
(Farb et al.,  2013 ) found that mindfulness training predicted greater interoceptive 
attention-related activity in anterior insula regions as well as decreased recruitment 
of CMS. This fi nding indicates that mindfulness appears to rewire the brain such 
that interoceptive attention is enhanced and attention to self-referential thinking 
based in the CMS may be decreased. 
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 Mindfulness impacts DMN neural processes (Garrison, Santoyo, et al.,  2013 ; 
Hasenkamp et al.,  2012 ; Pagnoni et al.,  2008 ; Shaurya Prakash et al.,  2013 ; Taylor 
et al.,  2011 ,  2013 ). Modifi cation of this network likely plays a signifi cant role in the 
objectifi cation of the experience of automatic thoughts. Objective awareness of 
DMN-based autopilot/SIT is understood to be a primary mechanism by which 
mindfulness decreases symptoms of depression; for review, see Marchand ( 2012 ). 
Objective awareness allows one to interpret thoughts as “just thoughts” and pre-
vents experiencing irrational negative thinking as fact. 

 Finally, studies indicate that mindfulness enhances emotional regulation. This 
involves modifi cation of processing in lateral frontal regions (Holzel et al.,  2013 ), 
CMS/DMN (Farb et al.,  2010 ; Ives-Deliperi et al.,  2013 ; Taylor et al.,  2011 ), regions 
involved with interoception (Farb et al.,  2010 ), and amygdala (Desbordes et al., 
 2012 ; Goldin & Gross,  2010 ; Holzel et al.,  2013 ; Lutz, McFarlin et al.  2013 ; Taylor 
et al.,  2011 ).   

    Evidence for Effectiveness of Mindfulness Interventions 
for Depression 

 There are limitations of the literature regarding  the   effectiveness of mindfulness. 
For example, some authors have pointed out (Chiesa & Malinowski,  2011 ; Chiesa 
& Serretti  2010a ) that some studies have substantial methodological limitations. Of 
these, perhaps the most signifi cant criticism concerns the lack of high- quality, ran-
domized controlled studies (Chiesa & Malinowski,  2011 ). Other limitations include 
absence of follow-up measures as well as small sample size, reliance on self-report 
instruments, and a variety of differences across interventions (Chiesa & Malinowski, 
 2011 ; Fjorback, Arendt, Ornbol, Fink, & Walach,  2011 ). 

 In regard to the two most studied interventions, MBSR and MBCT, there is con-
siderable evidence of benefi t for depression and other psychiatric conditions. As 
reviewed elsewhere (Marchand,  2012 ), studies indicate effectiveness of MBSR for 
depressive and anxiety symptoms. For MBCT, the strongest evidence is for relapse 
prevention in unipolar illness (Bondolfi  et al.,  2010 ; Chiesa & Serretti,  2010a ; 
Godfrin & van Heeringen,  2010a ,  2010b ; Kuyken et al.,  2008 ; Manicavasgar, 
Parker, & Perich,  2010 ; Mathew, Whitford, Kenny, & Denson,  2010 ; Piet & 
Hougaard,  2011 ; Segal et al.,  2010 ) particularly among those with three or more 
prior episodes. Furthermore, MBCT offers protection against relapse equal to that 
of maintenance antidepressant pharmacotherapy (Marchand,  2012 ; Segal et al., 
 2010 ). Evidence also suggests effi cacy for those experiencing a current episode as 
well as for those in remission (Finucane & Mercer,  2006 ; van Aalderen et al.,  2011 ), 
and one study indicates that MBCT is as effective as CBT in the treatment of current 
depression (Manicavasgar, Parker, & Perich,  2011 ).  
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    Conclusions 

 Mindfulness is practiced with the objective of maintaining attention in the present 
moment rather than allowing thought patterns and emotional responses to be carried 
away by automatic thought processes (autopilot/SIT). Mindfulness is based upon 
Buddhist practices aimed at the reduction of suffering. Secular mindfulness inter-
ventions attempt to relieve suffering associated with psychiatric conditions, stress, 
and physical illness. The foundation of a mindfulness practice is meditation. By 
practicing mindfulness meditation, one may develop the skill of decreasing autopi-
lot/SIT thought patterns, which contribute to depressive symptoms. 

 The main psychological mechanism of mindfulness is known as reperceiving, 
which is a perspective shift such that one sees thoughts and emotions as passing and 
frequently insignifi cant phenomena rather than as representing fact. This shift 
causes thought patterns associated with depressive symptoms to lose power. Thus, 
one is able to break the repetitive autopilot/SIT cycle of pessimistic thoughts lead-
ing to dysphoria, leading to more negative thoughts, resulting in more negative 
affect and so on. 

 Neuroimaging studies indicate that mindfulness induces neuroplasticity such 
that the brain is more likely to engage in moment-by-moment awareness than DMN- 
mediated autopilot/SIT. 

 Finally, compelling evidence indicates that two secular mindfulness-based inter-
ventions, MBSR and MBCT, have antidepressant benefi ts. Very strong evidence sup-
ports the use of MBCT as an adjunctive intervention for depressive spectrum illness.     
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    Chapter 8   
 Mindfulness for the Treatment of Stress 
Disorders       

       Karen     Johanne     Pallesen      ,     Jesper     Dahlgaard     , and     Lone     Fjorback    

            Stress and Allostasis 

 In order to  understand   stress-related disorders, we need to consider stress against 
the background of evolution. We experience stress because our body runs a sequence 
of physiological reactions that evolved across animal species on a timescale of hun-
dreds of millions of years. The  stress response   is automatic and instantaneous, 
because it is a survival mechanism that prepares the body for “fi ght or fl ight”. In an 
evolutionary perspective, this makes sense: better to be prepared to take action than 
to stay calm and risk getting injured or killed. 

 As it turns out, the automaticity of  the   stress response is often not benefi cial to 
humans. We become stressed out despite the absence of anything obviously “threat-
ening”. One reason for this is that our human intellectual capabilities have a draw-
back when it comes to stress; our brain can activate the stress response even when 
merely  imagining  unpleasant or dangerous situations. Furthermore, we have man-
aged to develop a society that tricks our brains into falsely perceiving the presence 
of threat, even when there is none. Indications of danger, from an evolutionary per-
spective, are closely related to unpredictability. In our stimulus-packed societies, 
our brains are continuously bombarded with new information, making unpredict-
ability abundant. Hence, in modern society, the innate  stress response   may keep our 
bodies and minds on high alert, while our rational knowledge about the basic 

        K.  J.   Pallesen ,  Ph.D.      (*) •    L.   Fjorback ,  Ph.D.    
  The Research Clinic for Functional Disorders and Psychosomatics , 
 Aarhus University Hospital ,   Nørrebrogade 44 ,  Aarhus C   8000 ,  Denmark   
 e-mail: karepall@rm.dk   

    J.   Dahlgaard ,  Ph.D.    
  Unit for Psychooncology and Health Psychology ,  Aarhus University , 
  Bartholins Allé 9 ,  Aarhus C   8000 ,  Denmark    

www.ebook3000.com

mailto:karepall@rm.dk
http://www.ebook3000.org


166

 harmlessness of the surrounding environment has little to say. As a consequence, 
people may suffer from stress even in their normal, relatively safe, everyday life. 

 It is often posited that stress leads our bodies away from equilibrium or  homeo-
stasis,   i.e. the physiological state in which metabolic processes function at their 
best. While it is true that stress has the potential to disrupt homeostasis, this says 
little about the nature of the processes involved in the stress response. As a remedy 
to the lack of an appropriate descriptive terminology, the term  allostasis , has subse-
quently been adopted in stress research.  Allostasis   tags the physiological state in 
which processes in the body may be tilted between relatively wide-ranging states, 
for example, when the heart beat speeds up or when the bronchia dilate. Hence, 
whereas homeostasis and allostasis serve the common goal of keeping the body 
stable (i.e. “stasis”), the underlying processes differ. During ongoing stress, allosta-
sis results in wear and tear on the body, and the organism enters a risk zone, in 
which physiological functions may go awry, a state coined by McEwen and Stellar 
as  allostatic load  (McEwen & Stellar,  1993 ). At some point, when the individual 
has become predisposed to develop disease, the term  allostatic overload  can be 
applied (McEwen & Wingfi eld,  2003 ).  Allostatic load   has been described as “the 
biological costs of a long-term or  chronically    activated stress response” (Zachariae 
 2009 ) or “a pathophysiological process in which multisystem biological dysregula-
tion caused by chronic stress synergizes with unhealthy behaviours” (Picard, Juster, 
& McEwen,  2014 ). 

 The  stress response   is initiated by the brain on  the   basis of information from the 
senses or from internally driven thoughts and memories. In terms of brain struc-
tures, the hippocampus, critically involved in memory; the  amygdala  , essential to 
emotion processing; the prefrontal cortex, central in top-down regulation; and the 
hypothalamus are critically involved in triggering the stress response. The  hypo-
thalamus   communicates to the body via the sympathetic nervous  system      (SNS; a 
branch of the autonomous nervous system) and the “HPA axis” (hypothalamus-
pituitary- adrenal  axis  ). SNS and  its   major stress hormone adrenalin are in charge of 
the fi rst phase of the stress response, pushing the release of adrenalin by the inner 
organs and to the blood stream from the adrenal glands.  Adrenalin   makes the heart 
beat faster, causes the airways to expand, and stimulates the release of easily acces-
sible energy (glucose and fatty acids) to the blood. The HPA axis, slightly delayed 
compared to SNS, initiates a range of additional processes via the secretion of hor-
mones to the blood stream. The adrenals are stimulated to release glucocorticoids, 
including cortisol, by  adrenocorticotropic hormone (ACTH)      from the pituitary 
gland, which in turn is stimulated by corticotrophin-releasing factor ( CRF  )  from   the 
hypothalamus. 

 Allostasis involves multiple immune/ infl ammatory and metabolic mediators   that 
respond to the signals from ANS and the HPA axis. Corticosteroids, primarily cor-
tisol, work by binding to glucocorticoid receptors on cell surfaces throughout the 
body. During  short-term stress  , cortisol stimulates the storage of glucose into glyco-
gen through the stimulation of enzymes in the liver, upregulates the expression of 
anti-infl ammatory proteins, and stimulates the immune system. In the brain, corti-
sol, together with glutamate and noradrenaline, strengthens memory encoding 
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(Cahill & McGaugh,  1998 ; Roozendaal, Portillo-Marquez, & McGaugh,  1996 ) 
(O’Carroll, Drysdale, Cahill, Shajahan, & Ebmeier,  1999 ). An important function of 
cortisol is to enable the body to return to normal after a stressful event. This happens 
via a feedback signal to the brain. 

 The mediators of  allostasis   interact non-linearly and promote adaptation in the 
short run as long as they are turned on effi ciently when needed and turned off when 
not needed (McEwen, Gray, & Nasca,  2015 ). During allostasis, processes controlled 
by the parasympathetic branch of ANS and sometimes referred to as “rest-and- digest”, 
i.e. processes that serve maintenance and repair, are temporarily dampened. These 
processes return to normal as  the   stress response declines, due to downregulation of 
the HPA axis.  

    Allostatic Load 

 When the body’s energy resources are becoming drained and parasympathetic func-
tions are no longer being suffi ciently maintained, we have entered a state of  allostatic 
load  . At some point, physiological processes that originally served in favour of benefi -
cial adaptation start to change. Recent theories have abandoned the long- standing idea 
that  long-term stress   acts through the direct effects of elevated levels of stress hor-
mones, as this idea has failed to comply, e.g. with observations of fl attened or lowered 
cortisol levels in PTSD (Wingenfeld, Whooley, Neylan, Otte, & Cohen,  2015 ). 
Instead, it seems that receptor tissues change their willingness to respond normally to 
stress hormones (Cohen et al.,  2012 ). Subsequently intracellular changes occur result-
ing in up- or downregulation of gene expression and a new transcriptional pattern that 
may fuel pathophysiological changes and cause diseases such as atherosclerosis 
(Schnall et al.,  1990 ) and type 2 diabetes (Kelly & Ismail,  2015 ). 

    Allostatic Load in the Brain 

 The brain is the initiator, as well as the target of the stress response.    Brain functions 
that we rely on every day in order to navigate effi ciently in life are at risk in long- 
term stress. The ability to regulate the stress response to our own benefi t critically 
depends on the proper feedback regulation of the HPA axis. During  long-term stress  , 
this mechanism is perturbed. The perturbation involves decreasing numbers of corti-
costeroid receptors in the hippocampus, with the result that its impact on  the   HPA 
 axis   changes. Ultimately, the secretion of corticosteroids from the adrenals is no 
longer regulated in an optimal manner. Studies show that this regulatory mechanism, 
once perturbed, may remain so for years, hence offering an explanation to why peo-
ple who suffered from stress or depression feel “ stress sensitive  ” for a long time 
afterwards. Numerous studies show that childhood adversity such as being exposed to 
bad parenting can lead to lifelong problems with stress regulation (Felitti et al.,  1998 ) 
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and that a dysfunctional HPA axis is a central part of the problem (McGowan et al., 
 2009 ; Meaney,  2001 ; Weaver et al.,  2004 ). Early life adversity and cumulative stress 
exposure leading to decreased stress resilience is also linked to smaller  amygdala   and 
hippocampal volumes (Hanson et al.,  2015 ). 

  During    long-term stress, we no l  onger benefi t from the  strengthened   memory 
encoding, which is present  during       short-term stress  .    The hippocampus appears 
partly to shut down during stress, and a hippocampal volume decrease has been 
observed in brain images in stress-related (or cortisol-related) disorders including 
 Cushing’s syndrome   (Starkman, Gebarski, Berent, & Schteingart,  1992 ), PTSD 
(Bremner et al.,  1995 ), depression (Sheline, Wang, Gado, Csernansky, & Vannier, 
 1996 ), and type 2 diabetes (Gold et al.,  2007 ). Hippocampal volume decreases 
 signifi cantly in only 3 days (Brown et al.,  2014 ), and just a single stress event modu-
lates gene expression in rat hippocampus (Hunter, Gagnidze, McEwen, & Pfaff,  2014 ). 
These observations corroborate earlier studies of modulated synaptic plasticity 
(involved in the formation of new memories) following mild behavioural naturalistic 
stress (Xu, Anwyl, & Rowan,  1997 ). 

 Elevated levels of  glucocorticoids      were observed in relation to deterioration of 
memory functions (de Quervain, Roozendaal, & McGaugh,  1998 ; de Quervain, 
Roozendaal, Nitsch, McGaugh, & Hock,  2000 ). Prescribed medications such as 
prednisone were related to decreased long-term memory or “ steroid dementia  ” and 
even confusion or delirium (Fardet et al,  2012 ). Severe cognitive disturbances were 
reported to persist after discontinuation of treatment (Ancelin et al.,  2012 ). The 
detailed mechanistic explanation of  how   cognitive benefi ts turn into cognitive 
decline during severe stress also involves the neurotransmitter glutamate, which is 
stimulated by cortisol and which becomes toxic at high levels (Armanini, Hutchins, 
Stein, & Sapolsky,  1990 ; Choi,  1988 ). Apparently to avoid these negative effects, 
the hippocampus halts the production of new cells in the dentate gyrus of the 
 hippocampus and reorganizes nerve cell structure, as dendrites are shortened and 
the production of transmitter molecules involved in communication is decreased 
(Magarinos & McEwen,  1995 ; Pham, Nacher, Hof, & McEwen,  2003 ). A recent 
study in rats indicated that blocking glutamate receptors during stress improves 
spatial working memory and modifi es hippocampal synaptic plasticity (Amin, 
El-Aidi, Ali, Attia, & Rashed,  2015 ). Noradrenalin, in a manner similar to cortico-
steroids also loses its benefi cial effect during long-term stress (Ramos & Arnsten, 
 2007 ; Rao, Williams, & Goldman-Rakic,  2000 ). 

  Glucocorticoids   are  also   involved in the association between stress and the 
development  of   mood disorders (Heim & Nemeroff,  2001 ). Glucocorticoid treat-
ment is associated with a sevenfold higher risk of suicide and suicide attempts and 
markedly higher risks of other severe neuropsychiatric conditions including 
depression, mania, panic disorder, and delirium, confusion, or disorientation 
(Bender, Lerner, & Kollasch,  1988 ; Fardet, Petersen, & Nazareth,  2012 ). Another 
neurotransmitter strongly linked to depression is  serotonin  . Recent fi ndings sug-
gest a link between glucocorticoid and serotonergic abnormalities (van der Doelen 
et al.,  2014 ). Serotonin defi cits were also linked to reductions in neurotrophic activity 
and smaller hippocampal volume (Coplan et al.,  2014 ). Increased  amygdala   activity 
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(Drevets & Raichle,  1992 ) and volume (Lupien et al.,  2011 ) has also been related 
to  mood disorders  , and threat-related  amygdala   reactivity is a predictor of psycho-
logical vulnerability to commonly experienced stressors (Swartz, Knodt, Radtke, 
& Hariri,  2015 ). Another study has related the link between  stress   and develop-
ment of anxiety to a single neural circuit, initially involved in adaptive threat biases 
under stress and, subsequently, in  anxiety disorder  s in the absence of the stressor 
(O. J. Robinson et al.,  2014 ). 

  Sleep   is normally a healthy response following stress exposure. Poor sleep qual-
ity often results from  allostatic load   and is also a characteristic sign of depression. 
Sleep is essential for restorative processes, and poor sleep may give rise to a range 
of dysfunctions and even to pain, e.g. in fi bromyalgia (Moldofsky,  1995 ). 

 Normally a protective response to injury and normally downregulated via feed-
back corticosteroid effects, infl ammation in tissues throughout the body results 
from long-term stress. Cohen and colleagues ( 2012 ) presented a plausible model 
suggesting that prolonged stressors result in glucocorticoid receptor resistance, 
which, in turn, interferes with appropriate regulation of infl ammation (Cohen et al., 
 2012 ).  Infl ammation   is likely to play a key role in the onset of psychopathology 
induced by stress. Neuroinfl ammation has been associated with  Parkinson’s disease 
(PD)   (Epel et al.,  2004 ) and major depressive disorder (Berk et al.,  2013 ).  

    Allostatic Load in the Immune System 

   During a stress reaction,  the   immune system, in itself a  complex      system of pro-
cesses that  protects   against disease, responds to signals from the brain communi-
cated via  the      HPA axis. In accordance with the biopsychosocial model, effects of 
stress on the immune system show great interindividual variation (Kemeny & 
Laudenslager,  1999 ). 

 The possibility that stress modulates immune function emerged in the context of 
studies of social isolation and viral activity, e.g. herpes simplex viruses, HIV-1, 
Epstein-Barr virus, and cytomegalovirus. These are latent viruses that remain pres-
ent in the cells of the body after the primary infection. The host remains free of 
symptoms as long as the immune system is able to control the infection. Weakening 
of the immune system by stress can reactivate the virus and lead to development of 
symptoms (Cole,  2013 ). 

  Prolonged stress   can result  in   some immune system components being down-
regulated, with consequent increases in susceptibility to infections—and increased 
risk of cancer. Other components of the immune system may be upregulated, for 
example, an increased release of pro-infl ammatory cytokines may result in increased 
risk of cardiovascular diseases, autoimmune diseases, cancer, and depression 
(Korte, Koolhaas, & Wingfi eld,  2005 ). 

 Some studies report  that   short-term and acute stressors (e.g. emotional stress) are 
associated with upregulation of the innate immune system, being the fi rst line of 
defence against bacterial and viral infection resulting from, e.g. wounding. On the 
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other hand, the  acquired immunity  , which may be considered as a second line of 
defence, appears to be downregulated (Segerstrom & Miller,  2004 ). For the acquired 
immune response, studies have found a downregulation of cellular immunity (e.g. 
the T cell response), whereas  humoral immunity   (i.e. antibody production) on the 
other hand is relatively unaffected. Prolonged stressors, e.g. grief from losing a 
spouse or persistent stress associated with caring for a family member with demen-
tia, are associated with a general downregulation of both cellular and humoral 
immunity. In an evolutionary perspective, it may be meaningful that short-term 
stress sometimes leads to an upregulation of our innate immunity. This may prepare 
the organism to respond more effectively to potential infections in threatening situ-
ations with a risk of being wounded.  Loneliness      is also considered a stress factor, 
which may increase the risk of experiencing health problems. In two different popu-
lations, Jaremka and colleagues (Jaremka et al.,  2013 ) demonstrated that the blood 
cells of lonely participants produced more cytokines in response to stress than less 
lonely participants. 

 Stress can also increase susceptibility  to   infection (Pedersen, Zachariae, & 
Bovbjerg,  2010 ). This may occur  because   prolonged stress results in a downregulation 
of acquired immunity (both cellular and humoral immunity). Stress can also weaken 
the response to infl uenza vaccination (Pedersen, Zachariae, & Bovbjerg,  2009 ). Many 
people, mainly elderly and other vulnerable people, die every year from infl uenza. 
These groups are therefore offered vaccination.  Stress  , however, can affect the 
effi cacy of vaccinations, causing a lack of increase in the number of antibodies, and 
thus can pose a serious health hazard for these particularly weakened groups. Finally, 
other health-related processes, such as wound healing, autoimmune diseases, and 
allergic processes, have been found to be susceptible to stress (Zachariae  2009 )  .  

    Allostatic Load Alters Gene Expression 

   Cellular  receptors   throughout the body translate the binding of signal molecules, such 
as cortisol, into activation of transcription factors that regulate the activity of hundreds 
of genes. When receptors  no   longer respond as usual to extracellular signals, such as 
observed during allostatic load, the intracellular sequence of events also changes, and 
ultimately the gene expression pattern changes. It is becoming increasingly clear that 
gene expression changes associated with severe stress can affect cellular mechanisms 
(Epel et al.,  2004 ; Irie, Asami, Nagata, Miyata, & Kasai,  2002 ; Zieker et al.  2007 ),and 
that the consequence may be a wide range of physical and mental diseases. 

 In response to adversity, the mammalian immune system appears to have devel-
oped a conserved response in terms of decreasing transcription of some groups of 
immune response genes such as type I interferons and specifi c immunoglobulin 
genes. The transcription of other genes, including genes for pro-infl ammatory cyto-
kines, is simultaneously upregulated (Irwin & Cole,  2011 ). 

 A stressful life may lead to shortening of  leucocyte telomeres   (Epel et al.,  2004 ), 
which in turn is linked to the development of Parkinson’s  diseases   (Maeda, Guan, 
Koyanagi, Higuchi, & Makino,  2012 ). 
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 Looking at blood cells, the mechanisms by which stress (e.g. traumatic stress, 
social isolation, or low socioeconomic status) induces genome wide expression 
changes involve peripheral blood mononuclear cells that stimulate infl ammatory 
processes in tissues (Cole,  2013 ). Gene expression changes following long-term 
stress are associated with (a) decreased mitochondrial functioning, (b) increased 
oxidative stress, (c) a pro-infl ammatory environment, (d) cellular ageing, and (e) 
increased NF-kB pathway activity (Epel et al.,  2004 ; O’Donovan et al.,  2011 ; Zieker 
et al.  2007 ). Such expression changes, during severe or prolonged stress, affect both 
the intra- and extracellular environment of the body. For example, studies on mito-
chondrial dysfunction reveal changes in the cellular environment including infl am-
matory-, immune-, and oxidative stress pathways (Maes & Twisk,  2010 ; Zolkipli, 
Pedersen, Lamhonwah, Gregersen, & Tein,  2011 ) that resemble the pathological 
phenotype in neurodegenerative   (Chaturvedi & Beal,  2013 ) and psychiatric diseases 
(Manji et al.,  2012 ).   

    Mindfulness: Allostatic Load Reversed? 

 The growing realization of the complex nature of the damaging consequences of 
 allostatic load   justifi es the question: “Can allostatic load be reversed?” At present, 
we still need more knowledge to answer this question. However, increasing amounts 
of evidence indicate that, given the right conditions, the body seems to be capable 
of producing stress-compensation mechanisms (McEwen et al.,  2015 ). Mindfulness- 
based therapies ( MBT  ) have become a popular way to deal with stress and were 
shown by an increasing number of studies to mediate improvements by targeting 
stress perception and stress regulation mechanisms. 

 The perception of potential stressors is an early and critical stage in which the 
body decides whether or not to enter fi ght or fl ight mode. Studies show that MBT has 
the potential to alter the way we categorize events as stressful or non-stressful 
(Krusche, Cyhlarova, & Williams,  2013 ), indicating that the brain becomes less 
prone to engage in allostatic processes. This implies enhanced resilience, i.e. more 
optimal ways of handling adverse experiences. There is growing evidence that mind-
fulness training improves emotion or self-regulation skills as demonstrated through 
a range of self-report, physiological, and neuroimaging methods (Vago & Silbersweig, 
 2012 ).    MBT results in neuroplastic changes, including reduced  amygdala   activation, 
increased hippocampal activity and growth, increased activity in the prefrontal cor-
tex, and increased insula volume (Hölzel et al.,  2010 ; Holzel et al.,  2011 ; Lazar et al., 
 2005 ; Lutz et al.,  2014 ). It was recently found that  amygdala   reactivity predicts 
psychological vulnerability to commonly experienced stressors, and hence reduced 
 amygdala   activity is a discrete target for intervention (Swartz et al.,  2015 ). 

 As a consequence of altered stress perception, processes that mediate stress 
effects on, e.g. immune responses may be altered. Considering viral infections, 
 MBSR   has been found to reduce CD4 + T lymphocyte declines in HIV-1-infected 
adults (Creswell, Myers, Cole, & Irwin,  2009 ). Mindfulness may also affect suscep-
tibility to infectious diseases, reducing the acute respiratory infection illness burden 
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(Barrett et al.,  2012 ). Davidson, Kabat-Zinn, and co-workers found signifi cant 
increases in antibody titres to infl uenza vaccine among subjects in a MBSR group 
compared with those in a waiting list control group (R. Davidson et al.,  2003 ). 
MBSR may thus change immune function in positive ways increasing the capacity 
to react to infl uenza vaccination. Furthermore, the rate of healing or clearing of 
psoriatic lesions in patients with psoriasis was improved following body scan medi-
tation during light treatment when compared to a waiting list control group receiving 
light treatment without body scan meditation (Kabat-Zinn et al.,  1998 ). 

 Several studies have associated MBT with gene expression changes (Black et al., 
 2013 ; Irwin & Olmstead,  2012 ; Lavretsky et al.,  2011 ,  2013 ; Pace et al.,  2009 ). In a 
recent review, MBT effects were reported to involve gene expression changes 
resembling molecular antistress effects characterized by (a) increased mitochon-
drial functioning, (b) improved capacity to respond to oxidative stress and the asso-
ciated molecular and cellular damages, (c) decreased pro-infl ammatory environment, 
(d) a slowing down of cellular ageing, and (e) reduced NF-kB pathway activity 
(Dahlgaard & Zachariae,  2014 ). Reduced expression of the glutamate receptor 
GRM7A was also found and may be associated with a recent study in rats which 
indicated that blocking glutamate receptors during stress improves spatial working 
memory and modifi es hippocampal synaptic plasticity (Amin et al.,  2015 ). Hence, 
benefi cial effects of MBT on hippocampal function could be associated with 
reduced GRM7 expression. 

 Compassion training mediates some of the positive health effects of mindfulness 
(Velden et al.,  2015 ). Not surprisingly,  self-compassion   is positively associated with 
the practice of four key health-promoting behaviours: eating better, exercising more, 
getting more restful sleep, and stressing less (Sirois et al.,  2014 ). By improving our 
health behaviour as well as psychological and social well-being, mindfulness may 
positively impact our immune system and our physical and mental health. Based on 
a small, randomized control trial, it was found that  MBSR   might be a novel treat-
ment approach for reducing loneliness and related pro-infl ammatory gene expres-
sion in older adults (Creswell et al.,  2012 ). 

 In summary, evidence supports the theory that mindfulness practice has the 
potential to reverse physiological processes that go awry during allostatic load. In 
other words, mindfulness may represent a sophisticated way to overcome the 
instinctive responses of our own body.  

    Stress Disorders: A Clinical Perspective 

 There is an ongoing debate about the classifi cation and the diagnostic criteria for 
“stress disorders”. In modern terms, “allostatic load” could be the pivotal link 
between psychological processes and somatic illness. However, as matters stand 
today, the plausible categorization of severe somatic symptoms as “allostatic 
overload” continues to pose a challenge to traditional Descartes-inspired medical 
thinking. 
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    The Psychosomatic Link 

  Stress disorders   have existed since ancient times and were often categorized as 
 psychosomatic      and “ somatization  ”. These phenomena have caused stigmatization 
as evidenced by such concepts as “ hysteria  ”, which dates back to about 1900 
BC. Although the medical profession has gained much ground since ancient times, 
somatization remains a puzzle. Medical professionals may fi nd somatization diffi -
cult, and patients may be told that “it’s all in your mind” and “you just have to live 
with it” or they may be told that if they coped better, they would not experience all 
these symptoms and use time and money in the healthcare system (Carson, Stone, 
Warlow, & Sharpe,  2004 ; Chew-Graham & May,  1999 ; Sharpe, Mayou, & Seagroatt, 
 1994 ; Wileman, May, & Chew-Graham,  2002 ). The “understanding” of the concept 
of somatization disclosed by such utterances may be rooted in the mind/body dual-
ism deeply embedded in modern medicine, which tends to classify symptoms and 
diseases as either physical or mental. Illnesses without organ pathology are a source 
of confusion for physicians, who were often taught, “if it is not organic, it must be 
psychiatric”: the prevailing paradigm simply makes it diffi cult to believe in the real-
ity of an illness without organ pathology (McWhinney, Epstein, & Freeman,  2001 ). 
The physicians may think that the patients are faking and are untreatable, especially 
if they decline psychosocial treatment. The patients, on their part, may also believe 
that they can only be helped by means of medication prescribed to treat a biomedi-
cal problem. Furthermore, psychological or psychiatric treatment may seem inap-
propriate for a person with somatic complaints, and it may be perceived as 
unnecessarily stigmatizing. Thus, the sharp division of a healthcare system into 
“mental” and “physical” domains is problematic in the light of current research, 
which argues that the problem of stress disorders is one that encompasses both the 
body and the mind.  

    Bodily Distress Syndrome 

   The accumulation  of   detailed knowledge about the harmful effects of stress  and   allo-
static load offers a new explanatory model and new ways to investigate a  range   of 
complex and poorly understood disorders and diseases, often labelled as “ medically 
unexplained symptoms  ”, “ functional somatic syndromes  ”, or “ functional disorders  ”. 
Characteristically in these disorders, patients present with various “ functional symp-
toms  ”, i.e. symptoms that  impair   normal everyday functions, and that cannot be 
ascribed to other well-known illness (Fink, Toft, Hansen, Ornbol, & Olesen,  2007 ). 
Certain symptom clusters are defi ned as functional somatic syndromes, including 
fi bromyalgia, chronic fatigue syndrome, and  irritable bowel syndrome  . 

 Although functional symptoms/syndromes are often considered in the light of the 
biopsychosocial model (Engel,  1980 ), the respective roles of biological, psychological, 
and social factors in the pathogenesis are intensely debated in an often opinionated 
manner. Biological factors may, e.g. be “hard-wired” dispositions such as genes for 
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hypertension but may also be a more general sensitivity which may manifest in 
behavioural patterns in early infancy (Rask, Ornbol, Olsen, Fink, & Skovgaard,  2013 ). 
Psychological and social factors that predispose to functional disorders include per-
sonality (Escolas & Escolas,  2015 ; Oswald et al.,  2006 ), psychological distress 
(Carstensen et al.,  2008 ), sexual abuse (Paras et al.,  2009 ), dilemmas (Hatcher & 
House,  2003 ), negative events, traumatic events and infections (Afari et al.,  2014 ; 
Theorell, Blomkvist, Lindh, & Evengard,  1999 ), as well as acquired attitudes and 
illness beliefs (Frostholm, Petrie, Ornbol, & Fink,  2014 ). 

  Functional symptoms are   systemic, appearing throughout the body, including 
abnormal bodily sensations, chronic pain, and a range of neuropsychological abnor-
malities (Creed, Barsky, & Leiknes,  2011 ; Fink, Rosendal, & Toft,  2002 ; Henningsen, 
Zipfel, & Herzog,  2007 ; Rief & Broadbent,  2007 ). Once a functional symptom is 
present, the likelihood of acquiring another symptom increases; alas the strongest 
predictor of acquiring a functional symptom is already to have one (Fink & Schroder, 
 2010 ). These aspects strongly indicate a common aetiology. Schroder and Fink 
( 2010 ) have suggested the research diagnosis “bodily distress syndrome” ( BDS) 
  conceptualized as “a (patho)physiologic response to prolonged or severe mental 
and/or physical stress in genetically susceptible individuals” (Schroder & Fink, 
 2011 ). 

 BDS is divided  into   subtypes referring to the bodily system(s) that produce the 
symptoms. The “multi-organ-type BDS” requires functional somatic symptoms 
from at least three out of the four bodily systems—cardiopulmonary, gastrointesti-
nal, musculoskeletal, or general symptoms—as well as moderate to severe impair-
ment in daily living and at least 6 months of duration (Fink & Schroder,  2010 ; Fink 
et al.,  2007 ; Schroder & Fink,  2010 ) (Table  8.1 ).

   It is estimated that functional disorders occur  in   approximately 6 % of the general 
population in Western countries, 16 % of primary care attendees, and up to 33 % of 

   Table 8.1    Diagnostic criteria for bodily distress syndrome (Fink et al.,  2007 )           

 Musculoskeletal  Gastrointestinal 

 Muscular ache or pain  Abdominal pain 
 Pain in the joints  Nausea 
 Feelings of paresis or localized weakness  Frequent loose bowel movements, diarrhoea 
 Backache  Feeling bloated/full of gas/distended 
 Pain moving from one place to another  Regurgitations, burning sensation in the chest 
 Unpleasant numbness or tingling sensations  Constipation 
 Pain in arms or legs  Vomiting 

 General symptoms  Heart and lung 

 Concentration diffi culties  Palpitations/heart pounding 
 Impairment of memory  Hot or cold sweats 
 Excessive fatigue  Breathlessness without exertion 
 Headache  Hyperventilation, dry mouth 
 Dizziness  Trembling/shaking, churning in the stomach, fl ushing, or blushing 
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patients in secondary care clinics (Creed et al.,  2011 ; de Waal, Arnold, Eekhof, & van 
Hemert,  2004 ; Fink, Sorensen, Engberg, Holm, & Munk-Jorgensen,  1999 ; Kirmayer 
& Robbins,  1991 ; Kringlen, Torgersen, & Cramer,  2006 ; Kroenke & Price,  1993 ). 
The impairments of BDS are comparable with those of depressive disorders or a 
general medical disease. Due to these impairments and the numerous investigations 
made to rule out any medical conditions, BDS is expensive in terms of healthcare  u  se 
and time missed from work (Akehurst et al.,  2002 ; Barsky, Ettner, Horsky, & Bates, 
 2001 ; Fink & Schroder,  2010 ; Fink et al.,  1999 ; Kolk, Schagen, & Hanewald,  2004 ; 
Reynolds, Vernon, Bouchery, & Reeves,  2004 ; Robinson et al.,  2003 ). In the 
Netherlands, medically unexplained symptoms and somatoform disorders form the 
fi fth most expensive diagnostic category (Dunlop, Jenkins, & Spiller,  2003 ; Meerding, 
Bonneux, Polder, Koopmanschap, & van der Maas,  1998 ). The costs appear to be 
higher than those incurred by stroke and cancer. The high healthcare costs do not 
include time lost from work and reduced productivity or the time of carers. 
The money is spent on medical consultations and expensive investigations, which 
lead to little or no health gain (Creed et al.,  2011 ). The greater societal costs are 
evidenced by the fact that these diagnoses account for 6–10 % of early retireme  nt 
pensions in Denmark (Fink et al.,  2007 ).  

    Allostatic Load in the Functional Disorders 

   The   relationship between mental and/or physical stress  and    functional somatic 
syndromes   is a long-standing theory, which has gradually developed into a theoreti-
cal framework. In particular, the absence of peripheral pathology and the systemic 
nature of the symptoms suggest that the central nervous system is involved in the 
pathophysiology. Currently, modern examination techniques are increasingly being 
employed to explore signs of allostatic load in the functional disorders. 

 Central nervous  system   abnormalities have been observed in several studies. The 
three most frequent functional syndromes (fi bromyalgia, chronic fatigue syndrome, 
and  irritable bowel syndrome  ) were consistently associated with alterations in the 
HPA axis (Bohmelt, Nater, Franke, Hellhammer, & Ehlert,  2005 ; Chang et al.,  2009 ; 
Dinan et al.,  2006 ; Macedo et al.,  2008 ; Papadopoulos & Cleare,  2012 ). Both fi bro-
myalgia and chronic fatigue syndrome are considered as hypocortisol disorders, 
whereas this tendency is not found in  irritable bowel syndrome   (Tak et al.,  2011 ). 
Increased activation of the  amygdala  , facilitating activation of the hypothalamic-
pituitary- adrenal (HPA) axis and enhancing symptomology, was observed in  irrita-
ble bowel syndrome   (Tillisch, Mayer, & Labus,  2011 ). Infl ammation and altered 
cytokine profi les were also frequently observed in functional somatic syndromes 
(Clauw,  2001 ; Ford & Talley,  2011 ; Geiss, Rohleder, & Anton,  2012 ; Maes,  2009 ; 
Rosenkranz,  2007 ; Russell et al.,  1994 ; Vaeroy, Helle, Forre, Kass, & Terenius, 
 1988 ), and elevated levels of pro-infl ammatory markers were linked to abnormal 
glucocorticoid receptor function (Geiss et al.,  2012 ). Several studies indicate 
that the aetiological factors include mitochondrial changes and oxidative stress 
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(Iqbal, Mughal, Arshad, & Arshad,  2011 ; Meeus, Nijs, Hermans, Goubert, & 
Calders,  2013 ; Oran et al.,  2014 ). 

 Poor sleep quality, fatigue,  and   diffuse pains, all general symptoms in the func-
tional disorders, were linked to CNS abnormalities and infl ammation. In chronic 
fatigue syndrome, pain sensitivity increases with sleep disturbance (Agargun et al., 
 1999 ), and hypocortisolism has been related to the amount of  sleep   (Nijhof et al., 
 2014 ). Abnormal brain activity during the restorative (non-REM) sleep phase 
(Moldofsky,  1995 ) and a pattern of non-restful sleep and pain (Nicassio, Moxham, 
Schuman, & Gevirtz,  2002 ) were observed in fi bromyalgia. In  irritable bowel syn-
drome  , a relationship between circulating infl ammatory markers and poor sleep has 
been reported (Wilson et al.,  2015 ). 

  Pain perception   is strongly  infl uenced   by emotional and cognitive processes: in 
particular the co-occurrence of negative affect and pain is well recognized (Lapate 
et al.,  2012 ; Price,  2000 ), and some studies point towards a defi ciency in the cogni-
tive regulation of pain perception in patients suffering from functional disorders 
(Kuzminskyte, Kupers, Videbech, Gjedde, & Fink,  2010 ). In  irritable bowel syn-
drome  , brain regions involved in the processing of visceral afferent information 
show normal activation, whereas the downregulation of emotional arousal circuitry 
appears to be less effective than in healthy controls (Tillisch et al.,  2011 ). Indeed, 
 acceptance commitment therapy   led to modulation of cortical control mechanisms 
as well as improvement of symptoms and also improved depression and anxiety 
symptoms in fi bromyalgia patients (Jensen et al.,  2012 ). 

 Cognitive changes such as  decreased   attention and working memory function in 
functional disorders are linked to enhanced activity in several cortical and subcorti-
cal regions during cognitive tasks compared to healthy controls (Cockshella & 
Mathiasa  2010 ; Cook, O’Connor, Lange, & Steffener,  2007 ; Kennedy et al.,  2014 ; 
Lange et al.,  2005 ).  Somatoform disorders   were particularly associated with 
increased activity of limbic regions in response to painful stimuli and a generalized 
decrease in grey matter density (Browning, Fletcher, & Sharpe,  2011 ). Reductions 
in global grey matter volume are linked to a reduction in physical activity in chronic 
fatigue syndrome (de Lange et al.,  2005 ). The high comorbidity of functional disor-
ders and affective disorders (Creed et al.,  2011 ; Fjorback et al.,  2013 ; Schroder, 
Rehfeld, & Ornbol,  2012 ; Wingenfeld, Nutzinger, Kauth, Hellhammer, & 
Lautenbacher,  2010 ) appears further to be in line with the hypothesis that allostatic 
load underlies the functional disorders. 

 In addition to psychological and social factors, the multifactorial aetiology of the 
functional somatic syndromes involves innate factors. In the light of the allostatic 
load hypothesis, it is relevant to consider that abnormal cortisol levels are not due to 
allostatic load but may also be due to normal genetic variance, e.g. in the amount or 
affi nity of glucocorticoid receptors (Gagliardi, Ho, & Torpy,  2010 ; Lin, Muller, & 
Hammond,  2010 ). Hence, HPA axis perturbations and associated symptoms may 
appear independently of exposure to long-term or severe stress. 

 The application of different treatment regimes  has   provided further evidence in 
support of the relevance of allostatic load-related illness mechanisms in the func-
tional disorders. In particular, cognitive behavioural therapy can boost cortisol levels 
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(Papadopoulos & Cleare,  2012 ), and normalization of hypocortisolism is associated 
with treatment success in chronic fatigue syndrome (Nijhof et al.,  2014 ), addressing 
the need for treatment strategies that target the HPA axis (Tomas, Newton, & 
Watson,  2013 ). 

 At present, accumulating evidence supports the theory that allostatic load is a cen-
tral actor in symptom formation in the functional disorders. However, there is a lack 
of studies that directly compare the different functional syndromes on the same 
markers, including longitudinal studies that investigate the gradual appearance of 
these markers in connection with symptom development.    

    Mindfulness Treatment 

    The Buddhist Backdrop 

 From a  traditional   Buddhist point of view and as refl ected in the four noble truths, 
suffering is a basic premise of life that we all share (Bhikkhu,  2010 ). The principal 
underlying cause of suffering is assumed to be attachment/clinging, which is also 
the basis of all destructive emotions. It is a central premise of mindfulness that if we 
investigate our emotions, analyse them, and look at their effects, we can attenuate 
negative emotions and cultivate positive emotions (Sauer, Walach, & Kohls,  2011 ). 
BDS patients are suffering, and mindfulness attempts to work with the very stress 
and pain that cause suffering (Kabat-Zinn,  1990 ). 

 According to some practice modalities, mindfulness starts by observing the body 
and holding the awareness of the body with a friendly,    non-judgmental attitude. 
Daniel Siegel has proposed that the ability to observe the body enhances stress regu-
lation or “bodily regulation” (Siegel,  2007 ). The next step is to observe  the   mind 
and to notice when thoughts and emotions arise. The point is not to try to block 
arising thoughts but not to allow them to invade the mind. What people do in medi-
tation is to familiarize themselves with a new way of dealing with thoughts that 
come to their minds (Goleman,  2003 ). When a powerful thought of strong attraction 
or anger arises, you recognize it: “Oh that thought is coming”. An example often 
given is that of a thief coming into an empty house. There is nothing to lose for the 
owner and nothing to gain for the thief. This is an experience of freedom. You do 
not become apathetic, but you gain mastery over your thoughts. This can only hap-
pen through sustained training and genuine experience (Goleman,  2003 ). Daniel 
Siegel has proposed that the ability to observe the mind is a seventh sense that may 
enhance attention and emotion regulation. The last step is to move towards accep-
tance and to observe relationships: your relationship towards yourself, the situation 
you are in, and your connection with others. Daniel Siegel has proposed that the 
ability to observe a relationship may enhance communication skills and enable one 
to feel part of a larger whole (Siegel,  2007 ). 

 Regulation of stress and emotions are well-documented effects of mindfulness 
(R. J. Davidson,  2000 ,  2004 ). Some of the active elements of mindfulness are 
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(1) connection to the body, (2) connection to the mind, and (3) connection to self 
and others. The yoga practices—body scan ( yoga nidra  ) and  hatha yoga  — are the 
tools systematically used to enhance the connection with the body.     The   meditation 
practices systematically used to discipline the mind consist of concentration on the 
breath, the body as a whole, pain, sounds, thoughts, and emotions. These practices 
are used to keep the attention in the present, observing and embracing whatever 
comes up in awareness with a friendly, non-judgmental attitude. Connections to the 
self and others are practised through  deep listening     . From a mindfulness perspec-
tive, deep listening is one of the greatest gifts a person can offer: it is not just being 
silent, but it is being fully present with the patient. This presence may be explained 
as compassion in action or as an ethical action that is believed to be the outcome and 
expression of a clear mind and an open heart.  

    Mindfulness-Based Stress Reduction in the Treatment of BDS 

 BDS patients do not come to  the   hospital saying: “I am suffering”, but they do come 
with a body they want to have fi xed. It is beyond question that physical training has an 
impact on physical and mental health. Now, it is becoming increasingly acknowledged 
that the same mechanisms hold true for mental training, and since 2007, we have 
included  MBSR   in the treatment of patients suffering from BDS in our research clinic.  

    A Randomized Controlled Trial 

 We designed a project that could develop and evaluate a mindfulness treatment 
approach for those most severely disabled patients who suffer from multi-organ BDS 
(Fjorback,  2012 ). The results of the project indicate that mindfulness therapy is fea-
sible and is acceptable to patients with multi-organ BDS, producing improvements 
within the range of those improvements that are reported by CBT. To evaluate the 
economic effectiveness of mindfulness therapy, it was compared with enhanced con-
ventional treatment, and the 119 included BDS patients were compared with 5950 
matched controls. Register data were analysed from 10 years before their inclusion to 
the 15-month follow-up. The main outcome measures were disability pension at the 
15-month follow-up and reduction in total healthcare costs. Unemployment and 
sickness benefi ts prior to inclusion were tested as possible risk factors. 

  Mindfulness therapy    had   substantial socioeconomic benefi ts compared with 
enhanced conventional treatment. The costs related to permanently health-related 
benefi ts in general and disability pension in particular were signifi cantly lower in 
the mindfulness therapy group than in the enhanced conventional treatment group 
over a 15-month follow-up period. Mindfulness therapy was signifi cantly more 
expensive than enhanced conventional treatment. Despite these additional costs, 
mindfulness therapy appears to reduce overall healthcare costs within the range of 
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enhanced conventional treatment. The reduction in costs observed due to primary 
care is equivalent to a reduction of four visits per year in both groups. Furthermore, 
the reduction in costs observed due to utilization of hospital facilities corresponds 
to a reduction of nine outpatient visits per year in the mindfulness therapy group. 
Five and ten years before their inclusion, the BDS patients were less self-supporting 
than an age-, gender-, and ethnicity-matched population control group; the BDS 
patients accumulated more weeks of sickness benefi t and unemployment. Thus, the 
included BDS patients may have been ill and at high risk for social decline even 
5 and 10 years before they received a proper diagnosis and treatment. For the year 
of inclusion, the BDS patients had a lower yearly income than the population con-
trols, although the two groups had identical fractions of members with a higher 
education. This indicates that the social and economic consequences of BDS are 
signifi cant and that mindfulness therapy is a cost-effective treatment. 

 In conclusion, preliminary evidence suggests that mindfulness therapy may prevent 
disability pension at 15-month follow-up and may reduce healthcare costs. Thus, 
mindfulness therapy may have a potential to signifi cantly reduce societal costs, 
improve function, and increase effectiveness of care. The project also showed that 
even socially marginalized patients suffering from BDS are willing to participate 
and engage in a treatment that requires a high level of patient involvement.  

    Perspective 

 Mindfulness is not a cure, which can be used when nothing else is working, but it 
may very well be the right treatment if the body is distressed to a level where it is no 
longer functioning. In mindfulness therapy, the core focus is on observing what is 
present in the body, and by doing so insights may arise, for example: “I noticed that 
I am able to regulate the level of stress in my body”, “I noticed that I hate myself”, 
“I noticed that I feel isolated most of the time, but in class it is as if everything is okay, 
as if I am okay”, “Now, I have tools so I can work without becoming ill”, “I never 
believed in any of this, but experiencing a body without a simple symptom totally blew 
me away”, “Not much happened, but I quit the painkillers”, “I realized that I am not the 
only one suffering, but that it is a human condition just like happiness”, and “I realized 
that by keeping my focus on the pain, humour suddenly arrived” .   

    Conclusion 

 Long-term or severe mental and physical stress can create a state of allostatic 
load in the body that induces a risk of pathological processes. At present, as these 
processes are becoming increasingly understood, the list of stress-related disor-
ders appears to be growing. In particular, functional disorders including fi bromy-
algia, chronic fatigue syndrome, and more may eventually be found to share a 

8 Mindfulness for the Treatment of Stress Disorders

www.ebook3000.com

http://www.ebook3000.org


180

common pathological basis, appropriately encompassed by the term “bodily distress 
syndrome”. 

 The traditional tools offered by medicine, including psychiatry, are intended to 
fi x or attack patients’ symptoms not to release suffering or promote fl ourishing. 
Accumulating evidence supports the view that MBT represents a realistic and 
sophisticated approach to deal with stress via mechanisms that induce enhanced 
body awareness and self-empowerment. 

 The term mindfulness, which derives from the pāli word  sati , means to “remember”: 
remember the body, the mind (intelligence), and the heart (kindness). This is obvious 
and trivial, but it may, nevertheless, be exactly what is called for in modern medicine. 
Teaching how to feel whole, physically present, mentally clear, and emotionally 
balanced may, indeed, be an integrated part of modern medical practice.     
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    Chapter 9   
 The Emerging Science of Mindfulness 
as a Treatment for Addiction       

       Sean     Dae     Houlihan     and     Judson     A.     Brewer     

            Introduction 

 There are few conditions that cause as much suffering on a personal and societal 
level as addictions. Extensive strides have been made in understanding the neuro-
biological circuitry that drives various substance addictions in both animal models 
and humans, but these insights have yet to produce comparable advances in treat-
ment methods. Mindfulness trainings, which are based on ancient Buddhist psycho-
logical models, have recently been tested as addiction treatments and have yielded 
promising results. Fascinatingly, these Buddhist models revolve around the elimina-
tion of suffering, which is thought to be the inevitable product of craving. Further, 
there are considerable overlaps between these ancient ideas and modern models of 
behavioral reinforcement. The early Buddhist models may even offer a more sophis-
ticated understanding of the psychological mechanisms of addiction and ways to 
improve current treatment strategies. Since mindfulness itself has recently become 
the subject of psychological and neurobiology study, this chapter will consider the 
overlaps between the early Buddhist and contemporary models of the addictive pro-
cess, review studies of mindfulness-based addiction treatments, and discuss recent 
neuroimaging studies to further inform our understanding of the neurological mech-
anisms and potential effects of mindfulness-based addiction treatments. 

 When people think of addiction, it is often the  debilitating   drug addictions that 
fi rst spring to mind such as heroin and alcohol dependence. Indeed, drug addictions 
are one of the costliest human conditions, having signifi cant effects on mental, 
physical, and economic health. As a whole, substance abuse in the United States 
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cost approximately $193 billion in 2007, primarily as a result of lost productivity 
(Offi ce of National Drug Control Policy,  2007 ). While many salient examples of 
addictive behavior are associated with drug use, addictive tendencies take many 
(often subtler) forms, and an exogenous chemical dependency is not requisite for an 
addiction to exist. Compulsive gamblers can be helplessly ensnared by a slot- 
machine in much the same way as someone else is by  cocaine  . If a drug dependency 
does manifest, however, the physical effects of withdrawal reinforce the addiction 
and add momentum to an already powerful feedback loop (Baker, Piper, McCarthy, 
Majeskie, & Fiore,  2004 ). 

 Acquisition of an  addictive behavior   is a complex process with a basis in  operant 
conditioning  : the pairing of actions with “effects,” which alters future behaviors . 
Behavioral modifi cation   occurs via induction of positive (pleasant) and negative 
(unpleasant) affective states linked to action patterns. This sets up positive and neg-
ative loops by reinforcing the associative memories between these affective states 
and behaviors. The consequence is the formation of associative memories that pair 
actions with “affects.” Subsequently, stimuli cue associative memories and are 
interpreted as positive or negative in light of prior experiences, which induces posi-
tive or negative affective states. The affective states in turn trigger  cravings   to either 
maintain the state if it is positive or alleviate the state if it is negative. The cravings 
incite behaviors that are rewarded or punished by the subsequent affective state, 
thus encoding more associative memories and fueling a feedback loop. In this way, 
craving drives the repetition  of   behavior patterns (Baker et al.,  2004 ). 

 In some cases, the  associative loops   are strengthened, modifi ed, and eventually 
molded into an addiction that takes on a life of its own. This automatization of the 
loop leads to a habitual cue-induced behavior that is largely outside of conscious-
ness, let alone conscious control (Bargh & Chartrand,  1999 ; Curtin, McCarthy, 
Piper, & Baker,  2006 ). Additionally, neutral cues that have been classically condi-
tioned may directly trigger craving (Lazev et al.,  1999 ). These  associative learning   
processes may then lead to increased motivational salience of future cues, fortifying 
the addictive loop (Robinson & Berridge,  2008 ). 

 There are limitless variations of the circumstances that initiate addictive tenden-
cies, and addictions can seem quite dissimilar—addictive loops might similarly 
develop around the euphoria and dysphoria cycle of  cocaine   use, the passion and 
comfort of a romantic relationship, or the excitement of receiving facebook likes for 
a witty post about an ill-suited presidential candidate. Seemingly  innocuous behav-
iors   such as eating or checking one’s cell phone can also become objects of addic-
tion. The expanding understanding of brain function has partially illuminated what 
common neurological features underlie seemingly disparate behaviors such as 
 cocaine   use, romantic infatuation, rich food, and posting selfi es to Facebook, when 
they turn addictive (Aron et al.,  2005 ; Bartels & Zeki,  2004 ; Tang, Fellows, Small, 
& Dagher,  2012 ; Meshi, Morawetz, & Heekeren,  2013 ). The range of behaviors that 
can be incorporated into addictive loops suggests that the effects of  associative 
learning   are widespread, underlie many of our cognitive functions, and are proba-
bly, from an evolutionary perspective, quite ancient. 
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 The neural circuitry permitting this type of  associative learning   has extensively 
infl uenced the evolution of our species, shaping behaviors critical to our survival by 
enabling learned associations between actions and the consequences of those 
actions (e.g., learning where a food source is or where danger is lurking). The 
mechanisms underlying  associative learning   can be observed not only in our species 
and our close relatives but even in the most primitive nervous systems, for instance, 
those of sea slugs (Aplysia). The near ubiquity of  associative learning   among ani-
mals suggests that the process is evolutionarily conserved. This is relevant for our 
consideration of addiction because like other primitive nervous system functions, 
 associative learning   is likely resistant to cognitive manipulation (Nargeot & 
Simmers,  2011 ; Treat, Viken, Kruschke, & McFall,  2011 ). This may provide some 
explanatory power for the relative strengths and weaknesses of current treatment 
paradigms. 

 To recapitulate: the addictive  loop   model is noteworthy for several reasons. First, 
its general and ubiquitous nature blurs the line between addictions and habitual 
reactivity, indicating that addictive process might be more of a norm and less an 
exception. Second, each link in the chain is supported by convergent fi ndings from 
both nonhuman animal and human studies, suggesting an evolutionarily conserved 
process. Third, its self-propagating nature aligns surprisingly well with Buddhist 
psychological models of human suffering, which the next section of this chapter 
will explore.  

    Early Buddhist Models of Addiction 

 Mindfulness endeavors to help reduce the experience of suffering, which is under-
stood to be ultimately derived from attachment to particular experiences and fear of 
other experiences. The early Buddhist texts present a therapeutic model that expli-
cates the pervasiveness of suffering, its cause, the possibility for a cure, and the 
methods for achieving that cure.  The   method prescribed revolves around under-
standing the cause of suffering and the way to interrupt the positive feedback loops 
that perpetuate it. External objects are not considered the origin of these loops nor 
are our spontaneously arising internal experiences. Rather, it is our reactions to our 
own sensoria that drive the process. In Pali, the language of these early texts, the 
critical juncture between sensory perception and the cycle of suffering is called 
 tan. hā  (N.B. there are six senses in Buddhist psychology: the fi ve that we are accus-
tomed to, plus the experience of mental thought activity).   Tan. hā    is commonly trans-
lated as “craving,”’ though it more literally means “thirst,” and can be understood in 
some contexts as habitual reactivity. Mindfulness aims to teach the “relinquishment, 
release, and letting go” of this reactive craving, such that suffering is cured 
(SN.56.11 in Thanissaro,  2010 ). 

 The early Buddhist texts that articulate the model are understood to be the teach-
ings of a North Indian prince named Siddhartha  Gautama   who, as an adolescent, 
abdicated his royal title to single-mindedly investigate the nature of suffering. 
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Gautama’s campaign led him to study with the premiere teachers of his time, but he 
found their methods to be unsatisfactory. Their approaches largely dealt with the 
objects of temptation (sex, drugs, physical comfort, etc.) by avoiding them and the 
objects of aversion (pain, fear, not getting what we want, etc.) by building extreme 
tolerances to them (SN.56.11 in Thanissaro,  2010 ). Finding that these methods did 
not fully accomplish what they intended to, Gautama isolated himself and set about 
investigating his own mental processes. By way of his intensive introspection, it is 
said that Gautama brought about the ultimate fruition of his mind:  Buddhahood  , 
which is marked by the cessation of suffering caused by craving (movement toward 
objects of desire) and aversion (movement away from objects of dislike). 

 Gautama  Buddha’s   central discovery was how the human mind processes infor-
mation, i.e., the sequence of causal links by which our minds construct experience. 
Interestingly, this shows major overlaps with modern-day models of  operant condi-
tioning   (Brewer, Elwafi , & Davis,  2013 ). This model, called “ dependent [co-]origi-
nation  ,” posits that at any given moment, our minds exist in a state preconditioned 
by our prior experiences (For this brief illustration of dependent origination, con-
sider the example of Sally in the adjoining text box.). When Sally encounters sen-
sory input (cf. #1 in Fig.  9.1 ), her mind interprets the input based on her mind’s 
prior experiences (conditioning; #2). Registration of the incoming information rap-
idly and automatically generates somatic information, an “affective tone,” which 
can be felt as pleasant or unpleasant. That is, the valence of the affective tone arises 
from the interaction of the current state of the mind with the sensory input. 
Subsequently, an impulse arises as a psychological urge (craving; #3) to perform 
some behavior that will continue the pleasant or discontinue the unpleasant feeling. 
The craving motivates action (#4) and fuels the birth of what is referred to in 
Buddhist psychology as “self-identity” (#5; Brewer et al.,  2013 ). The outcomes of 

  Fig. 9.1    Early models of 
addiction: dependent 
origination (Copyright 
2011 Judson Brewer. 
Reprinted with permission 
of author)       
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that action are recorded in memory (#6), resulting in the formation of a new associa-
tive link, which updates the conditioning of Sally’s mind, leading to subsequent 
rounds of this process (#7).

    In this way, an individual learns that some action (mental or physical) decreases 
unpleasant feelings and begins to form a behavior pattern around these affective 
reactions. The perception of any object is infl uenced by a person’s prior experi-
ences. One’s mind interprets and fi lters incoming sensory stimuli according to its 
current state of conditioning. The present encounter, which is now a composite of 
present and past, is then consolidated with related memories, leading to the forma-
tion of  a   habit pattern.    These patterns do not need to be complicated and drawn out 
but can be nearly instantaneous reactions. Thus, the current experience modifi es the 
perception of future experiences. The recursive nature of these loops means that 
they can fortify and fuel themselves via positive feedback. Further, since the states 
of craving and aversion are themselves unpleasant, individuals often develop aver-
sive reactions toward their own reactions. Fortunately, the iterative nature of this 
cyclic process also means that it can be disrupted at each new round. 

 From this Buddhist perspective, clinically defi ned addictions can be thought of 
as dependent origination loops that have developed in such a way that they no lon-
ger fi t with societal norms to the point of causing concern. However,  the   associative 
loops that fall within a given culture’s criteria for addiction are themselves not cat-
egorically different than the many other associative loops that we have all developed 
over the course of our lives. If Buddhist methods are effective at uprooting craving 
from a person’s mind, we might reasonably expect that the same methods could also 

Consider Sally, a junior at Hypothetical High School, who is invited to 
drink with a group of older students that she looks up to (see #1, “positive 
cue” in Fig.  9.1 ). She learns to associate drinking with social disinhibition, 
peer-group bonding, and excitement. When she is drinking at a party with her 
friends, she feels good (#2). In fact, even when she is not so happy, she fi nds 
that she can still go and have fun at a party, and the tribulations of her life at 
Hypothetical High fade into the background (#2–6). As Sally grows up and 
the thrill of underage drinking dissipates, the adrenaline rush gives way to a 
subtle sense of relief that she can come home from work and relax with a 
bottle of wine. When her boss yells at her or she feels stressed out (#2), she 
fi nds herself thinking, “I could use a drink” (#3). The more Sally drinks in 
these situations, the more she reinforces her behavioral pattern and the deeper 
she engrains the sense of release and escape from unpleasantness with the act 
of drinking (#5–7). At times, she may even fi nd herself “waking up” en route 
to a bar she occasionally stops at on the way home, before knowing that she 
decided to go there. At other times, she may fi nd that she notices the urge to 
drink before noticing that something is actually bothering her, stimulating the 
craving.
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have clinical utility as treatments for addiction. The pervasiveness of  associative 
learning   and its capacity to form addictive feedback loops set up an important caveat 
for traditional addiction treatment strategies. Without understanding the fundamen-
tal structure of the addictive process, it is all too easy to unwittingly perpetuate it. 
Many treatment regimes utilize the transferability of addictive tendencies through 
behavioral substitution. For example, someone might “will” themselves to exercise 
when the urge to smoke a cigarette arises, thereby diminishing  smoking   behavior by 
building a new link between the urge to smoke and an exercise. This approach can 
meet with moderate success in treating the targeted addictive behavior, but it does 
not address the person’s underlying addictive tendencies, which can lead to relapses 
(and other problems) down the road. The diffi culty with treating people’s addictions 
is that many treatments attempt to treat a specifi c addictive behavior instead of treat-
ing the fundamental cause of addiction: craving itself. 

 Since the English word “craving” only partially maps onto the Pali term, it is 
important to understand that  tan. hā  encompasses both wanting to gain and maintain 
desirable things (craving), as well as wanting to avoid undesirable things (aversion). 
Furthermore, the psychological process in question occurs rapidly and automati-
cally in most cases, such that people are frequently only conscious of its down-
stream effects. It is through the practice of closely observing one’s experiences that 
the sequence of these events becomes readily apparent. Further, the rapidity with 
which   tan. hā    forms then subsequently generates the next step in the process, which 
may pose a problem for cognitive interventions.    Cognition is a comparatively slow 
process. This inherently forces cognitive interventions to contend not with the 
ephemeral reactivity at the core of the process but rather with the cascade of self- 
reinforcing loops that the initial craving begat. Thus, cognitive-behavioral and/or 
control-based treatments focus on building willpower—“mental muscle” to avoid, 
think through, and substitute behaviors—essentially putting individuals at odds 
with their unruly minds. Further, this willpower may be “depleted” precisely at 
times when individuals are most susceptible to relapse, such as when they are men-
tally and physically tired (Muraven & Baumeister,  2000 ). Mindfulness training 
teaches us to see more clearly the nature of our addictions, rather than avoiding or 
trying to change them. When we can perceive the mental processes, we feel and 
know more clearly the pain of perpetuating emotional craving and aversion, and we 
naturally begin to become disenchanted with the cycle, which begins the process of 
letting go. Conversely, blindness to this process leads to proliferation of craving 
through the iterative reinforcement of these cycles (This process is referred to as 
  avijjā    in Pali. It is commonly translated as  ignorance  and literally means “to not 
see.”). Buddhist texts call this repetitive proliferation   san. sāra   , or endless wander-
ing, as there is no obvious way out of it when propagated. 

 The central point of the early Buddhist model is that craving and aversion arise 
in response to an affective tone that is associated with perceptual representations of 
a sensory object (Grabovac, Lau, & Willett,  2011 ). This provides a critical entry 
point for therapeutic interventions. By paying careful attention to present-moment 
experience, the Buddhist model claims that one can see that perceptions and the 
associated affective reactions (affective tone) are separate from—and indeed separable 
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from—   craving and aversion, as well as the elaborative thought processes that these 
can initiate. In theory, the potential of mindfulness practice is to prevent the associa-
tive loop from beginning. However, since it can require substantial practice to 
develop the mental acuity required to clearly perceive and modify dependent origi-
nation, it is important to note that even when craving has already arisen, mindful 
awareness can prevent further cycles of aversive reaction by helping an individual 
disengage from the loop. In this way, mindfulness practice can immediately begin 
deconstructing these links. By overcoming the habitual reactions of craving and 
aversion that biases attention and memory, mindfulness allows individuals to feel 
and know more clearly the pain of perpetuating emotional craving and aversion. 
Being fully present with the pain of this emotional reactivity may be suffi cient to 
motivate individuals not to perpetuate it (Brewer, Davis, & Goldstein,  2012 ). 

 Another concept that bears consideration is the birth of “ self-identity  ” (#5). The 
sense of self that is generated in the process  of   dependent origination is composed 
of one’s habitual reactions of clinging to pleasant aspects of experience and to the 
absence of unpleasant aspects. Imagine how, in a moment of desperate craving for 
something, the mind can collapse into a singular want. It seems as if appeasing this 
particular desire will bring all that one needs, even if one knows better. This is a 
distorted perception (i.e., ignorance); sense pleasures are fl eeting and incapable of 
resolving the core distress that fuels the cycle of searching for gratifi cation. As one 
discourse relates it,  “Indeed, I have long been tricked, cheated, and defrauded by 
this mind. For when clinging, I have been clinging just to material form… feeling… 
perception… formations, consciousness… With my clinging as condition, being… 
birth… aging and death, sorrow, lamentation, pain, grief, and despair come to be. 
Such is the origin of this whole mass of suffering”  (MN.75 in Ñān. amoli & Bodhi, 
 1995 ). In this model, a sense of self is born by craving and clinging to any kind of 
experience. This sense of self is very basic, being dependent only on grasping after 
experiences, and it does not depend on an explicit narrative of self-identity to exist. 
As long as there is craving for any aspect of experience, this affectively constructed 
sense of self continues. Even a person with complete retrograde amnesia (a common 
cliché in soap operas) who does not remember anything about his past still has a felt 
sense of self, although he cannot say who that is. When the sense of self is threat-
ened by the inability to prevent the loss of what is grasped after, or to prevent the 
occurrence of what is pushed away, then one suffers. We postulate that mindfulness 
does not prevent the cognitive construction of self-identity necessary for functioning 
in the world but instead targets previously developed affective biases that bring 
about internal confl ict and limit perspective (Elliott, Zahn, Deakin, & Anderson, 
 2011 ). The reactive impulses produced when the sense of self is threatened prevent 
one from accurately assessing what is happening in the present moment and acting 
accordingly. Through deconstructing the habitual process by which we generate a 
reactive nonconceptual self-identity, the self does not go away, it simply loses the 
ability to obscure (i.e., ignorance is no longer at play). That is to say, mindfulness 
does not stop one from being a person but rather from taking things personally. 

 Given that one’s self-identity stems largely from memory, the Buddhist descrip-
tion of dependent origination is remarkably similar to  the   contemporary model of 

9 The Emerging Science of Mindfulness as a Treatment for Addiction



198

the addictive loop (Brewer et al.,  2013 ). When Sally, who has learned to associate 
drinking with the reduction of stress and/or the temporary abatement of withdrawal 
(#6), encounters a stressful situation or alcohol withdrawal symptoms such as irrita-
bility, restlessness, or agitation (#1), her neural conditioning interprets these as 
unpleasant (#2). She wants the unpleasant feeling to go away and consequently 
experiences a craving to drink (#3). When she drinks, she reinforces the habituated 
reaction to affective experience (e.g., “if I drink, I will feel better”; #4–6). 

 While Sally might take this personally, having thoughts such as “I am a drinker,” 
it is not these particular self-related thoughts but rather the affective bias underlying 
the reaction of taking things personally that fuels the birth of self-identity (i.e., 
habituated reactions to affective experience). Sally may even begin to ruminate 
about drinking and start planning her day around access to alcohol, which, as we 
will see later, likely engages brain circuits involved in self-referential processing, 
thus further fueling this process. An addictive loop appears remarkably similar to 
the endless wandering characterized by Buddhist psychology. However, the psycho-
logical terms and links employed in dependent origination will need careful refi ne-
ment and empirical validation to determine their relative explanatory and predictive 
power in contemporary models of addiction.  

    Conventional and Mindfulness-Based Treatments 
for Addiction 

 Mainstay addiction treatments have focussed on manipulating addiction behavior 
by teaching affl icted individuals to avoid cues, divert attention from cravings, sub-
stitute healthy activities for deleterious ones, foster positive affective states (e.g., 
practicing relaxation), and develop social support structures (Fiore et al.,  2008 ). 
Such cognitively based treatments typically yield abstinence rates between 20 and 
30 % (Law & Tang,  1995 ). From the view of Buddhist psychology, these methods 
of treatment are unlikely to have more than a limited effect on addictive loops 
because they do not suffi ciently address the critical links of dependent origination 
but rather upstream and downstream elements (Niaura & Abrams,  2002 ). Avoiding 
cues that lead  to   temptation limits input to the addictive loop but does not dismantle 
it, and substitutive behaviors (e.g., eating carrot sticks in lieu of candy or doing 
pushups when the urge to smoke arises) only reorients the craving impulse to a dif-
ferent object. Acute treatments can work as short-term fi xes but leave the individual 
to contend with the same addictive tendencies as before. It is even possible that cue- 
induced cravings increase with the duration of abstinence, suggesting that avoiding 
cues or substituting behaviors might do little to target the core processes driving 
addictive behaviors (Bedi et al.,  2011 ). These methods also require recruitment of 
substantial mental effort (willpower) to enact, which undermines their effi cacy 
since self-control is impaired by stress and strong affective states (Muraven & 
Baumeister,  2000 ). The experimental evidence for common addictive circuitry and 
the modest long-term success rates of existing treatment options suggests that 
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treating addictive behavior may be insuffi cient. Innovative treatments that directly 
target the core networks underlying addiction may be able to produce substantially 
improved results. The early Buddhist model of suffering claims to do precisely this, 
and the clinical therapeutic interventions it has inspired have gained support from 
recent studies. 

 The meditation practices taught by Siddhartha  Gautama   emerged out of a vastly 
different cultural milieu  than   Western modernity. Many aspects of his basic teach-
ings were practiced in ways best suited to his historical context and should be reex-
amined in light of a different culture’s psychological background, the aims of a 
specifi c application, and the availability of new teaching tools. Mindfulness and the 
associated concepts are adaptations of Buddhist practice and philosophy (Shonin, 
Van Gordon, & Griffi ths,  2014 ), which have taken forms such  as    Mindfulness- 
Based Stress Reduction (MBSR)  , Mindfulness-Based Cognitive  Therapy   ( MBCT  ; 
combined with Cognitive Therapy for depression relapse prevention), and 
Mindfulness-Based Relapse Prevention ( MBRP  ;    combined with Relapse Prevention 
for addiction treatment).  The   framing of Buddhist practices by MBSR and the 
related mindfulness adaptations refl ects the values of the adoptive culture, namely 
scientifi c empiricism. Mindfulness-based treatments incorporate multiple elements, 
most with origins in techniques taught by Gautama, but from its inception, MBSR 
was designed to interface with the scientifi c tools employed by Western medicine to 
assess the effi cacy of medical treatments. Common features of these mindfulness- 
based treatments include, for instance, the training of equanimous attention in order 
to detect and modify automatic patterns of thought and reactivity (Desbordes, Gard, 
Hoge, Holzel, & Kerr,  2014 ). Mindfulness trainings have been evaluated in the 
treatment of a number of ailments including pain, anxiety, and depression (see 
Goyal et al.,  2014  for meta-analysis). These data are promising, but additional work 
is needed as many of the studies to date have used small sample sizes, wait-lists, and 
other suboptimal control conditions. 

 The use of mindfulness in addiction treatments has been a more recent adapta-
tion (Bowen et al.,  2009 ; Brewer et al.,  2009 ; Zgierska et al.,  2008 ). The training 
has been operationalized to deploy two distinct components: (1) maintaining atten-
tion on immediate experience and (2) maintaining an attitude of acceptance toward 
this experience (Bishop et al.,  2004 ). For example, when the desire for a cigarette 
comes on, a smoker might choose to bring mindful awareness to the sensations that 
constitute the craving.    A key point of this practice is to begin to dissect the compos-
ite sensations that make up an experience. By heading straight into an aversive 
feeling like an intense craving, the surprising discovery that practitioners can make 
is that the overwhelming intensity breaks up into a manageable fl ow of simple sen-
sory input (heat, tingling, tightness, etc.). By training the ability to directly and 
closely examine the somatic manifestation of an experience such as craving, one 
discovers that the horrifi c, ghastly fi gure lumbering through one’s mind is actually 
only the shadow of a mouse. Paradoxically, the intensity is much greater when an 
experience is viewed at a distance, or out of the corner of one’s eye, so to speak. 
Skillful application of this technique turns even judgment of the craving into an object 
for nonreactive examination rather than a driving force for subsequent behavior. 
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As such, mindfulness training may specifi cally target the  associative learning   pro-
cess with an emphasis on the critical link between affect and craving (Nyanaponika, 
 2000 ). According to the early Buddhist model, this process of close, nonreactive 
observation has the potential to dismantle not only the associative links of the tar-
geted addiction but the reactive tendencies of the mind in general. 

 Mindfulness has been packaged into several addiction treatments, such as 
 Acceptance and Commitment Therapy (ACT)      and  MBRP   (Bowen et al.,  2009 ; 
Brewer et al.,  2009 ). Assessment of these treatment regimes has yielded preliminary 
success. For example, Gifford et al. ( 2004 ) randomized 76 participants to receive 
either nicotine replacement treatment or  ACT.   The regimes performed comparably 
by the end of the treatment period, with 33 % of the nicotine replacement group and 
35 % of the ACT group showing 24-h abstinence. At a 1-year follow-up, however, 
the abstinence within the nicotine replacement group had diminished to 15 % while 
the ACT group maintained 35 %. Other studies have not found evidence that mind-
fulness treatments are more effective than comparison conditions (Zgierska et al., 
 2009 ). A study by Bowen and colleagues comparing MBRP to Relapse  Prevention   
(RP)    or Treatment as Usual ( TAU)      as aftercare to standard treatment and found that 
both MBRP and RP showed signifi cantly lower risks of relapse to substance use and 
heavy drinking compared to TAU at 6-month follow-up. Where RP showed an 
advantage in increasing the time to fi rst drug use, MBRP showed fewer days of use 
and less heavy drinking at a 12-month follow-up (Bowen et al.,  2014 ). There are 
several major confounds in assessing the effi cacy of mindfulness treatments for 
addictions. Until 2009, of the 22 published studies that included mindfulness train-
ing, none tested mindfulness training as a stand-alone treatment and only one was 
randomized. There is also a lack of standardization between treatment regimes, and 
fi delity in the delivery of those regimes can be an issue. Further, since mindfulness- 
based trainings are often an amalgamation of multiple elements (some Buddhist, 
some not), there is currently little mechanistic understanding of what components at 
what dosages produce what effects. 

 With regard to  smoking  , mindfulness training has shown preliminary utility for 
reducing cigarette cravings and withdrawal symptoms (Cropley, Ussher, & Charitou, 
 2007 ), as well as for smoking cessation (Davis, Fleming, Bonus, & Baker,  2007 ). 
Bowen et al. ( 2009 ) provided college students with brief mindfulness-based instruc-
tions and found that they smoked signifi cantly fewer cigarettes 1-week after the 
intervention compared to those that did not receive instructions. Brewer, Mallik 
et al. ( 2011 )) studied the effects of stand- alone   mindfulness training for smoking 
cessation. This study randomized 88 subjects to receive  a   tailored mindfulness 
training or the  American Lung Association’s Freedom from Smoking (FFS) pro-
gram  —a gold standard smoking cessation treatment. The mindfulness groups 
smoked signifi cantly fewer cigarettes during the program and upon completion 
showed twofold greater abstinence rates (36 % compared with 15 % in the Freedom 
from Smoking Program). At a 4-month follow-up, the abstinence rate of the mind-
fulness group had largely maintained (31 %), whereas over half of the FFS group 
had relapsed, bringing the 4-month success rate for the FFS group to 6 % ( p  = 0.01). 
Similar to previous studies of psychological health and mindfulness training 
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(Carmody & Baer,  2008 ), this study observed that the more individuals in the mind-
fulness training group practiced, the more favorable their outcomes: increased home 
practice was correlated with decreased cigarette use for both formal ( r  = −0.44, 
 p  < 0.02) and informal practice ( r  = −0.48,  p  < 0.01). The FFS group performed home 
practices such as relaxation, but these did not show any correlations with  smoking   
cessation outcomes. 

 Through attentional focus, individuals learn to become more aware of habit- 
linked, minimally conscious affective states and bodily sensations (e.g., low-level 
craving), thus “de-automating” this largely habitual process (Brewer, Bowen, Smith, 
Marlatt, & Potenza,  2010 ). Effective implementation of mindfulness training may, 
over time, lead to the  attenuation   and eventual dismantling of addictive loops that 
perpetuate  smoking  , drug use, and other deleterious behaviors. In the absence of an 
intact associative loop, subsequent addiction-related cues will fail to elicit cravings. 
If the underlying craving is uprooted, it would be consistent with Buddhist theory 
that even recalcitrant addictions, which can lay dormant only to reemerge years 
later, can be eradicated through the sustained application of nonreactive attention to 
subjective somatic experience. Of course, it will take many years of longitudinal 
addiction studies to assess if this claim is borne out. There is, however, evidence that 
mindfulness practice alters the way the brain processes interoceptive cues. 
Bornemann, Herbert, and Mehling ( 2015 ) found that following a 3-month mindful-
ness training, participants reported signifi cantly greater awareness of bodily sensa-
tions,    including increased awareness of emotions and mind–body interactions and a 
higher propensity to listen to their bodies for insight about their emotional state, 
particularly under stress. Another study showed that relative to a relaxation control 
group, mindfulness training decreased emotional interference on a cognitive pro-
cessing task and lead to signifi cant changes in a psychophysiological measure of 
arousal while viewing pleasant and unpleasant images (Ortner, Kilner, & Zelazo, 
 2007 ). These fi ndings may suggest that mindfulness practice leads not only to 
greater emotional stability at a physiological level but also that this emotional sta-
bility is paired with better neural monitoring of the body and association of its states 
with the external environment; in essence, helping individuals to “see things as they 
are.” For example, women who are distracted by emotionally driven self-evaluative 
thoughts were shown to be much slower in registering bodily reactions to emotion-
ally charged images, an effect that is reversed by meditation training (Silverstein, 
Brown, Roth, & Britton,  2011 ). 

 Simply by teaching individuals to observe aversive body and mind states (e.g., 
negative affect) rather than reacting to them, mindfulness training may foster the 
replacement of stress- and affect-induced habitual reactions with more adaptive 
responses (e.g., enhancing self-control; Curtin et al.,  2006 ). Additionally,  mindful-
ness   training may help individuals change their relationships to negative affective 
or physically unpleasant states and thoughts (i.e., “not taking them personally”). To 
be clear, we postulate that the mechanism of action here is the attenuation of affec-
tive bias underlying the reaction of “taking things personally,” rather than a change 
in self-related thoughts or cognitive attributions. Since it is the habitual affective 
bias underlying emotional reactivity that fuels further rounds of craving and 
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habituation, attenuation of this affective bias diminishes momentum of the feedback 
loop and ultimately leads to  smoking   cessation (Bowen et al.,  2009 ; Bowen & 
Marlatt,  2009 ; Brewer et al.,  2010 ). However, studies that directly test these 
hypotheses are needed.  

    Craving at the Core 

  Mindfulness training teaches that rather than running away from unpleasantness, 
one can learn to accept what is happening right now and, paradoxically, move “into” 
the experience and explore what it actually feels like in the body, no matter how 
unpleasant it might be at the moment. In this way, mindfulness training may help 
individuals sit with or “ride out” their  cravings.   In drugs that produce physical 
dependencies, sitting with a craving can be overwhelming; the longer a craving goes 
unsatisfi ed, the more it may intensify as it becomes fueled by further reactions to the 
symptoms of withdrawal and the unpleasantness of the wanting itself. In a study of 
treatment-seeking smokers, for each standard deviation increase in craving scores 
on the target quit date, the risk of lapsing rose by 43 % on that day and 65 % on the 
following day (Ferguson, Shiffman, & Gwaltney,  2006 ). Mindful dissection of these 
intense experiences can lead people to see two aspects clearly. First, that cravings 
are physical sensations in their bodies, not moral imperatives that must be acted on. 
Second, that each time they successfully ride out a craving—experiencing its physi-
cality without acting on it—cravings naturally subside on their own, even if not 
satiated. Through repeated and sustained application of this introspective observa-
tion, individuals learn “from experience” that cravings are inherently impermanent 
and that the intense experiences are not as overwhelming as they fi rst seemed. 

 Through the practice of “befriending” all of one’s experiences as they arise and 
pass, one strengthens one’s cognitive capacity for equanimity (nonjudgmental 
awareness), attenuates one’s habitual emotional reactivity, and begins to build 
insight into the mechanisms of dependent origination. Cravings may continue to 
arise (often with a vengeance, especially at the beginning), but literally sitting with 
these urges and becoming curious about their nature (rather than immediately react-
ing to them) disrupt both the automaticity and the strength of the associative loop. 
If mindfulness is a causative agent in the success of these addiction treatments, one 
might predict that it would decouple the traditional observation that  smoking   and 
craving are positively correlated. 

 In a follow-up to their  smoking   cessation trial of mindfulness training, Brewer 
and colleagues examined the relationship between craving and smoking behavior 
during treatment (Elwafi , Witkiewitz, Mallik, Thornhill, & Brewer,  2013 ). At the 
beginning of treatment, subjects showed strong positive correlations between aver-
age daily cigarette use and their self-reported craving for cigarettes, as measured by 
the Questionnaire on Smoking Urges ( r  = 0.58,  p  < 0.001). At the end of the 4-week 
treatment period, the relationship between self-reported cigarette cravings and 
smoking had decoupled to the point of statistical nonsignifi cance ( r  = 0.13,  p  = 0.49). 
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In fact, the individuals who quit smoking showed no difference in craving scores 
compared to those who continued to smoke and instead demonstrated a delayed 
reduction in reported craving, while those who did not quit reported an increase in 
craving concomitant with increases in  smoking  . Further, the observed decoupling 
was itself moderated by mindfulness practice—the more that individuals practiced 
during treatment, the less their craving correlated with the number of cigarettes 
they smoked at the end of treatment. These results suggest that after just 4 weeks of 
outpatient mindfulness training, individuals were no longer reacting to their crav-
ings by smoking. This fi nding is consistent with the hypothesis that mindfulness 
decouples the relationship between craving and smoking. In other words, mindful-
ness practice may help individuals stop adding fuel to the fi re (craving) so that 
while the fi re still continues to burn off of the fuel already present, the heat is no 
longer intolerable. Over time, without continued sustenance (smoking), the fi re 
burns out by itself. 

 The capacity of mindfulness training to attenuate the relationship between crav-
ing and substance use has been observed in other studies as well. Witkiewitz and 
Bowen ( 2010 ) examined the relationship between craving, substance use, and 
depression following a randomized clinical trial of Mindfulness-Based Relapse 
Prevention. They found that craving mediated the relationship between depressive 
symptoms and substance use in the group that received a conventional treatment but 
not in the group that received MBRP. These results further support the Buddhist 
claim that mindfulness training targets craving itself. The Buddhist model goes on 
to claim that when the craving is attenuated, over time the addictive loop will 
become dismantled through a dis-identifi cation with the object (or dismantling of 
self-identity; Brewer et al.,  2013 ). The next logical steps will be to determine how 
these map onto current psychological models of behavior. For example, do toler-
ance of craving and dismantling of self-identity equate to reappraisal and extinction, 
respectively, or to other skills, or constitute unique processes unto themselves ?  

    Neurobiological Underpinnings of Addiction as Related 
to Mindfulness 

 Mindfulness meditation integrates multiple neurological systems, including net-
works that regulate attention, working memory, somatic perception, and emotion 
(for a more detailed review see Hölzel et al.,  2011 ). Brain systems that show com-
monality between a number of different maladies and have also been theoretically 
and functionally linked to mindfulness training may provide a logical starting 
point for assaying the neurobiological mechanisms by which mindfulness impacts 
disease progression and for identifying promising targets for clinical interven-
tions.    The default mode network ( DMN     ; a collection of brain regions that show 
robust functional correlation when one’s mind is otherwise unoccupied) may be 
one such point of convergence (see Andrews-Hanna, Reidler, Sepulcre, Poulin, & 
Buckner,  2010 ; Buckner, Andrews-Hanna, & Schacter,  2008 ; Fox & Raichle,  2007 ). 
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The  DMN   was originally identifi ed as a conserved pattern of regional activations 
that the participants in fMRI studies “defaulted” to while laying in a neuroimaging 
scanner and waiting for experiments to begin (Raichle et al.,  2001 ). The DMN is 
strongly associated with off-task ideation (mind-wandering), self-referential pro-
cessing, and with a number of psychiatric disorders ranging from anxiety to addic-
tion (Buckner et al.,  2008 ; Whitfi eld-Gabrieli et al.,  2011 ; Whitfi eld-Gabrieli & 
Ford,  2012 ). Two primary nodes of the DMN, the  medial prefrontal cortex 
(MPFC)     and  the    posterior cingulate cortex (PCC)  ,    show temporally correlated 
activity with multiple peripheral nodes and anticorrelated activity with brain 
regions involved in self-monitoring and cognitive control (including the anterior 
insula, AI; dorsal anterior cingulate cortex, dACC; and dorsolateral prefrontal cor-
tex, DLPFC; Andrews-Hanna et al.,  2010 ). Though self-referential processing is a 
complex area of investigation in itself, on fi rst approximation, this may  be   where 
models of self-identity formation at least partially overlap with cognitive disor-
ders; memory retrieval and the “self across time” are linked  by   PCC activity 
(Andrews-Hanna et al.,  2010 ; Buckner et al.,  2008 ). Mindfulness practices gener-
ate marked deactivation of  the   DMN and have also been shown to increase func-
tional connectivity between  the   DMN and regions associated with cognitive 
control (the DLPFC and dACC). Long-term meditators show these differences 
 both   during meditation and at rest compared to controls, suggesting that the func-
tional connectivity alterations associated with active meditation practice may 
become stably integrated as trait changes in these individuals. Given the primacy 
of the DMN in numerous psychiatric disorders and contribution to self-referential 
processing and mind-wandering, the DMN appears a biologically plausible target 
for mindfulness training, which retrains the mind’s tendency for discursive thought 
activity and for developing pathological self- constructs. Of course, the exact pat-
terns and functions of these networks should be interpreted with some caution as 
there are limitations to our current analytic methods; we are only just beginning to 
understand the various causal factors that lead to the observed patterns (e.g., see 
Fan et al.,  2012 ). 

 The  DMN,   and  in   particular the PCC, are also implicated specifi cally in addic-
tion.  PCC   activity  has   been positively correlated with the severity of alcohol addic-
tion (Claus, Ewing, Filbey, Sabbineni, & Hutchison,  2011 ; Tapert et al.,  2003 ) and 
with the likelihood of relapse following treatment for  cocaine   and nicotine addiction 
(Kosten et al.,  2006 ; Janes et al.,  2010 ). In  cocaine   users, a relatively higher PCC 
response to  cocaine  -related cues during a 2-week treatment program distinguished 
patients who used again from those that did not in the 10-week following treatment 
(Kosten et al.,  2006 ). Similarly, Janes et al. ( 2010 ) found that smokers who slipped 
after attaining abstinence had shown greater activations in response to  smoking   cues 
in brain regions including  the   PCC during the treatment.  The   PCC is only one of 
many brain regions implicated in the progression of addiction, yet it may be a cen-
tral player. A meta-analysis of the neural substrates of reactivity to smoking-related 
cues found that the most reliably activated regions were the PCC and adjacent areas 
(Engelmann, Versace, Robinson, & Minnix,  2012 ). Other meta-analyses have simi-
larly found that cue reactivity in nicotine addiction positively correlated with PCC 
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activation (Tang et al.,  2012 ). Importantly, in a direct comparison of cigarette smok-
ers currently undergoing treatment who were shown smoking cues and instructed to 
either allow themselves to crave  smoking   or resist their cravings, Brody et al. ( 2007 ) 
found that resisting craving was  associated   with increased activity in the MPFC and 
PCC. It may seem counterintuitive that increased PCC activity correlates with 
addiction severity and relapse, but also with resisting cravings during treatment. 
After all, it could be reasonably presumed that patients who are committed to quit-
ting smoking “should” be resisting their cravings. From the dependent origination 
model, however, it is clear that resistance reengages the addictive cycle, rather than 
dismantling it, ultimately undermining the intention of the effort. 

 In this chapter alone, we have seen that  PCC     activity correlates with multiple 
attributes of addiction, self reference, internal resistance, and mind-wandering and 
that PCC deactivation is seen across multiple types  of   meditation. While still pre-
liminary, there are some converging lines of evidence that while the function of 
mindfulness practice may be to disassemble pathological habit patterns, the unskill-
ful use of self-identifi ed effort to accomplish this may itself be a pathological loop. 
To better understand the contribution of PCC function to conscious experience, 
Garrison et al. ( 2013 ) used real-time fMRI neurofeedback for PCC activity in the 
context of mindfulness meditation. Activation of this structure tracked with the 
experience of being “caught up” in one’s experience, whereas PCC deactivation 
corresponded with the sense of “effortless awareness” (being nonreactively aware 
of one’s present experience). Farb et al. ( 2007 ) found that participants of an 8-week 
 MBSR   course showed less DMN (including PCC and MPFC) activation when 
mindfully viewing self-referential adjectives. Another group found that experienced 
meditators exhibited deactivation  of   DMN structures (including the PCC and 
MPFC) during mindful viewing of emotionally evocative pictures whereas novice 
meditators did not (Taylor et al.,  2011 ). These fi ndings suggest that the success of 
mindfulness training for addictions may be due to the disengagement from self- 
identifi ed habitual response  patterns   and that the sense of “effort” during enacting 
control might actually be part of the problem. 

  Since   DMN activity is tightly coupled with mind-wandering, the possibility that 
in the above studies, mindful viewing of the images and the self-referential words 
simply suppressed mental elaboration should  be   considered. Indeed some elements 
of mindfulness training are intended to develop the practitioner’s capacity to direct 
attention and focus uninterruptedly on a specifi ed object (commonly the somatic 
perception of breath). As the skill of the practitioner increases, this type of concen-
tration practice progressively eliminates mind-wandering during  the   meditation 
period and elicits pronounced DMN deactivations, as one might expect (Brewer, 
Worhunsky et al.,  2011 ; Hasenkamp, Wilson-Mendenhall, Duncan, & Barsalou, 
 2012 ). However, other mindfulness practices that do not aim to alter the prevalence 
of mind-wandering, but rather the  practitioner’s   relationship to it, also  elicit   MPFC 
and PCC deactivation (Brewer, Worhunsky et al.,  2011 ). In these “choiceless aware-
ness” practices, the intent is to bring nonreactive observation to one’s experience, 
which includes unrestricted spontaneous thought. In the same study, the very expe-
rienced meditators (having on average over 10,000 h of practice) showed greater 
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functional connectivity than controls between the PCC and regions associated with 
self-monitoring and cognitive control (namely the dACC and DLPFC). In the vast 
majority of contexts, the PCC and these regions are anticorrelated (Fox & Raichle, 
 2007 ). In this case, the control subjects showed typical anticorrelation patterns 
between these structures at baseline, which decreased during meditation, suggesting 
a state-dependent connectivity pattern in untrained individuals. However, the 
observed increased connectivity patterns seen in experienced meditators were pres-
ent both at baseline and during meditation, suggesting that  diligent   meditation prac-
tice may have established a “new” default mode of intrinsic brain activity and 
connectivity. These neurological fi ndings are consistent with the notion that aware-
ness and affective control are being coupled with spontaneous mental activity, not 
suppressing it. These fi ndings should be interpreted with caution, however, as this 
study was cross-sectional and could be infl uenced by self-selection bias. 

 Action-monitoring/prediction (e.g.,  dACC) and   cognitive control regions (e.g., 
DLPFC) have been shown to be important  in   self-control, addictions, and treatment 
outcomes (Brewer, Worhunsky, Carroll, Rounsaville, & Potenza,  2008 ). The above 
fi ndings from Brewer, Worhunsky et al. ( 2011 ), showing that experienced medita-
tors exhibited altered resting-state networks, suggest that mindfulness practice may 
fundamentally alter brain activity and connectivity patterns in networks important 
for the perpetuation of addictive behaviors. In essence, mindfulness may help to 
integrate the capacity to monitor internal and external environments (AI/dACC; see 
Farb, Segal, & Anderson,  2013 ), especially when craving or self-referential states 
arise (likely activating the  DMN   and its major nodes, the MPFC and PCC), and to 
utilize self-control (likely activating the DLPFC) when needed. Over time, as the 
ability to meta-cognitively monitor one’s experience strengthens and the processes 
of craving weaken due to a lack of sustenance, effortful self-control may not be 
needed as much. 

 In theory, the more Sally develops her capability to pay attention to her internal 
and external environments while maintaining affective equipoise, the less fuel she 
would add to her habitual “coping” strategies of drinking to deal with stress and 
withdrawal states, leading to the winding-down of her habituated affective self- 
identity and its eventual cessation. However, prospective studies of individuals 
receiving mindfulness training for addictions that measure changes in brain activity 
and connectivity over time are needed to test such hypotheses. We focused mainly 
on the DMN in this chapter, but studies assessing other possible brain regions/net-
works that may emerge as prominent players in the neural mechanisms of mindful-
ness will also be important.  

    Conclusions and Future Directions 

 The past century has seen a great leap forward in the understanding of the psychol-
ogy and neurobiology of behavioral change mechanisms and addiction mechanisms 
(Goldstein et al.,  2009 ; Kalivas & Volkow,  2005 ). This impressive body of work has 
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shown remarkable similarities to the ancient Buddhist model, which is aimed at 
describing the causes and cure of human suffering. Modern treatments that have 
reframed Buddhist practices for use in addiction treatment have shown preliminary 
utility. While longitudinal studies will be needed to assess the long-term effi cacy of 
mindfulness-based trainings compared to conventional treatments, it is possible that 
mindfulness-based approaches offer substantial improvements in the durability of 
addiction cessation rates. If the Buddhist theory holds, it may also be that mindful-
ness treatments are able to induce fundamental modifi cations to neural networks so 
as to act nonspecifi cally on the root of craving, rather than on targeted behaviors. 
Neuroimaging data are beginning to inform the neural mechanisms of mindfulness 
and how mindfulness practices specifi cally interface with active addictions. Insight 
into the functional, structural, and network changes brought about by mindfulness 
may open the door for improved therapies and therapeutic tools. The initial evidence 
indicates that meditation practice grants one deeper access to one’s own cognitive 
functions and present-moment experience. With practice, this may lead to more 
adaptive choices with concomitant decreases in stress and suffering. It is particularly 
interesting that there are fundamental similarities between the methods of Western 
empiricism and the methods of Buddhist insight meditation. While the practice of 
meditation takes many years to master, at essence, all that is required is to simply 
observe one’s experience without preconception and see what one discovers.     
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    Chapter 10   
 Mindfulness for the Treatment of Psychosis: 
State of the Art and Future Developments       

       Álvaro     I.     Langer     ,     José     A.     Carmona-Torres    ,     William     Van     Gordon    , 
and     Edo     Shonin    

            Introduction 

 In conjunction with competencies such as ethical awareness, compassion, and 
loving- kindness, mindfulness is a key component of the Buddhist path to spiritual 
awakening (Brito,  2013 ). In the late 1970s, Jon Kabat-Zinn extracted and synthe-
sised aspects of the Buddhist mindfulness teachings into a secular group interven-
tion, called Mindfulness-Based Stress Reduction ( MBSR)     . Mindfulness has 
positioned itself in the last decade as a key area of scientifi c development, and recent 
meta-analyses indicate that mindfulness can be effective for treating various psy-
chopathologies, particularly anxiety and depression (Hofmann, Sawyer, Witt, & 
Oh,  2010 ). There is also growing evidence suggesting that mindfulness leads to 
immune system improvements and neuroplastic changes in the brain (Hölzel et al., 
 2011 ). However, despite growing scientifi c interest into the health benefi ts of mind-
fulness, there is limited research examining the suitability of mindfulness as a treat-
ment for psychosis. 
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 While current diagnostic manuals of mental disorders, such as ICD-10 or DSM- 
5, present psychosis as a specifi c set of symptoms (e.g.,  hallucinations   or  delusions  ), 
based on the subjective experiences of individuals who have experienced  psychosis  , 
the condition can be characterised by the presence of: (1) a deep state of personal 
confusion regarding what is real in the individual’s inner and external world and (2) 
stress and confl ict for both the individual and their families (Hayward, Awenat, 
McCarthy Jones, Paulik, & Berry,  2014 ; British Psychological Society Division of 
Clinical Psychology,  2014 ). The National Institute for Health and Care Excellence 
( NICE  )    advocates the use of cognitive behavioural therapy ( CBT  )    for treating indi-
viduals with psychosis and  schizophrenia   (NICE,  2014 ). However, given the func-
tional consequences and complexity of the condition, CBT is not an effective 
treatment for all individuals with psychosis, and relapse is not uncommon (Shonin, 
Van Gordon, & Griffi ths,  2014a ). 

 Consequently, a key direction in treatment-related psychosis research has been 
the formulation and empirical validation of interventions that advocate and impart 
new ways of relating to psychotic experiences. Mindfulness-based interventions 
( MBIs  )     have   assumed an important role in this respect due to the manner in which 
they target reducing the sources of stress (i.e., rather than eliminate symptoms such 
as  hallucinations  ) and promote healthy engagement (or reengagement) with mean-
ingful experiences and interpersonal interactions (Chadwick, Taylor, & Abba,  2005 ; 
Gaudiano & Herbert,  2006 ). 

 However, despite encouraging fi ndings concerning the application of MBIs in 
psychosis, some clinicians are of the view that mindfulness (and/or meditation) can 
trigger an increase in psychotic symptoms and that it is thus an inappropriate treat-
ment for this target group (Chadwick,  2014 ). The present chapter focuses on these 
issues and undertakes a timely appraisal of the role of MBIs in the treatment of 
psychosis. We evaluate key quantitative and qualitative research fi ndings and make 
recommendations relating to future research directions and the effective use of 
mindfulness in psychosis treatment settings.  

    Mindfulness in the Field of Psychosis 

    Overview of Key Findings from Quantitative Studies 

 In one of the fi rst studies investigating the role of mindfulness in the treatment of 
psychosis, Chadwick et al. ( 2005 ) conducted an uncontrolled study in which mind-
fulness was taught to individuals with current, subjectively distressing psychosis. 
During the six-session (each of 90-min duration) group intervention, participants 
practised  a   range of mindfulness techniques including: (1) a brief body scan, (2) 
mindfulness of breathing, and (3) ‘choiceless awareness’. Prolonged periods of 
silence were avoided and participants received an audiotape of guided meditations 
to facilitate at-home practice. The results showed an improvement in ability to 
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regulate distressing thoughts and images, and participants’ levels  of   general well- 
being and mindfulness also improved. The same mindfulness techniques were sub-
sequently employed in a small ( n  = 22) randomised controlled trial ( RCT  )    in which 
participants’ (all of whom were experiencing psychosis-related distress) levels of 
subjective well-being and mindfulness skills were improved following the interven-
tion (i.e., relative to participants in the wait-list control group) (Chadwick, Hughes, 
Russell, Russell, & Dagnan,  2009 ). 

 Dannahy et al. ( 2011 ) conducted an uncontrolled study to investigate the effects 
of  person-based cognitive therapy (PBCT)       on   individuals experiencing distressing 
voices. PBCT incorporates mindfulness and is based on the principle of acceptance 
of both voices and self in order to enhance well-being and reduce distress. At the 
end of the treatment, participants demonstrated improvements in general quality of 
life as well as in their ability to accept and regulate auditory  hallucinations  . These 
interventional gains were maintained at 1-month follow-up. 

 A further uncontrolled study involved 16 patients recovering from a fi rst episode 
of psychosis (van der Valk, van de Waerdt, Meijer, van den Hout, & de Haan,  2013 ). 
Participants were offered mindfulness-based therapy consisting of eight 1-h ses-
sions that were conducted within a 4-week time span. No signifi cant increase in 
psychotic symptoms was observed, and participants demonstrated a decrease in 
agoraphobic and psycho-neuroticism symptoms. 

 In a small RCT, 23 patients with a  schizophrenia  -spectrum disorder participated 
in a  mindfulness   intervention for 8 weeks (weekly sessions of 60-min duration). 
Participants received a CD of guided meditations in order to facilitate daily self- 
practice. Compared to the control group, participants demonstrated signifi cant 
improvements in their ability to accept distressing thoughts and to regulate stressful 
internal events (Langer, Cangas, Salcedo, & Fuentes,  2012 ). 

 A further  RCT   assessed the effects of a  mindfulness- based psychoeducational 
programme (MBPP)    on   Chinese outpatients ( n  = 96) with  schizophrenia  .    MBPP 
includes guided awareness exercises and homework practice within a psychoeduca-
tional framework (e.g., in order to increase participants’ insight into their illness and 
symptoms). The results showed signifi cant improvements in the intervention group 
(i.e., compared to the treatment-as-usual control group) in illness insight, severity of 
symptoms, adaptive psychosocial functioning, and the number and length of re-
hospitalisations at 18 months post-treatment (Chien & Lee,  2013 ). 

 Although the abovementioned studies suggest that mindfulness appears to ame-
liorate psychotic symptoms, the generalisability  of   fi ndings is limited by factors 
such as: (1) small sample sizes, (2) inadequately defi ned and inactive control condi-
tions (i.e., not controlling for potential confounding factors such as therapeutic alli-
ance, group interaction, etc.), (3) heterogeneity between intervention types (i.e., 
differences in treatment duration, facilitator contact hours, use of non-meditative 
techniques, etc.), (4) fi delity of implementation not assessed (i.e., the extent to 
which facilitators deviated from the planned delivery format), and (5) adherence to 
practice not assessed (Shonin, Van Gordon, & Griffi ths,  2014b ). See Table 10.1  for 
an overview of key study characteristics and outcomes.
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       Overview of Key Findings from Qualitative Studies 

 Abba, Chadwick, and Stevenson ( 2008 ) utilised grounded theory analysis (Glaser & 
Strauss,  1967 ) in order to cast light on  the   process of how people with distressing 
psychosis learn to respond mindfully to unpleasant experiences. The sample com-
prised 16 participants (4 women and 12 men; age range 22–58) with chronic, 
treatment- resistant positive symptoms (including paranoia and  hallucinations  ). The 
questions administered during the semi-structured interviews addressed the follow-
ing topics: (1) how participants experienced the group, (2) experience of practising 
mindfulness, (3) how participants would describe mindfulness, (4) aspects of the 
programme that could be improved, and (5) general comments about their experi-
ences. Following the mindfulness intervention, fi ndings demonstrated that partici-
pants were able to relate differently to psychosis. The authors proposed a key shift, 
through a three-stage process, wherein participants changed their relationship with 
their symptoms: (1) centering in awareness of psychosis, (2) allowing voices, 
thoughts, and images to come and go without reacting or struggle, and (3) reclaim-
ing autonomy through acceptance of psychosis and the self. 

 In order to address the paucity  of   research relating to how people with early psy-
chosis respond to mindfulness-based therapy, Ashcroft, Barrow, Lee, and 
MacKinnon ( 2012 ) employed grounded theory to explore the experiences of nine 
participants recruited from an early intervention for psychosis service. Participants 
received a group mindfulness intervention based on person-centred therapy. 
Seventeen themes emerged from the coded data, which were grouped into four cat-
egories: (1) making use of mindfulness, (2) making sense of mindfulness (i.e., in the 
context of improving coping skills), (3) relating to people differently, and (4) greater 
self-understanding and acceptance. Although participants initially found mindful-
ness a diffi cult concept to come to terms with, the learning process and associated 
salutary outcomes were facilitated by the group-based delivery format. 

 The specifi c effects  of   mindfulness on anxiety in people with  schizophrenia   were 
investigated by Brown, Davis, LaRocco, and Strasburger ( 2010 ). The qualitative 
study comprised 15 males (age range, 45–58; mean age, 51 [ SD  = 4.78]) with a 
diagnosis of  schizophrenia   ( n  = 5) or schizoaffective disorder ( n  = 10). An inclusion 
criterion was the presence of anxiety symptoms whilst being in a stable, post-acute 
phase of  schizophrenia  . Examples of questions posed during the semi-structured 
interviews are:  ‘Have you noticed any ways in which you have benefi ted from prac-
tising mindfulness?’ ;  ‘Has anything about the program caused you to feel uncom-
fortable in any way?’;  and  ‘What keeps you coming back to classes?’  The four most 
frequent themes to emerge from the data analysis were: (1) relaxation, (2) symptom 
reduction, (3) ability to focus on the present moment, and (4) cognitive changes. All 
participants reported relief from  hallucinations   (and ten reported relief from  delu-
sions  ) following completion of the intervention. Participants also reported improve-
ments with regard to anxiety, depression, paranoia, memory problems, sleep 
problems, and somatic pain. 
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 Dennick, Fox, and Walter-Brice ( 2013 ) utilised interpretative phenomenological 
analysis ( IPA)      (Smith, Flowers, & Larkin,  2009 ) in order to explore participants’ 
‘lived experiences’ of mindfulness group practice. The sample comprised three 
adults (age range, 30–40) who were  experiencing   distressing psychosis. Four pri-
mary  themes   emerged from the dataset: (1) experiencing distress (i.e., associated 
with experiences of psychosis), (2) the group as a safe environment to explore expe-
riences of hearing voices (and of practising mindfulness), (3) mindfulness as ben-
efi cial (i.e., changing the way participants relate to distressing experiences, 
including reacting mindfully to voices instead of struggling), and (4) group interac-
tion as part of the process of recovery (involving re-establishing or re-affi rming a 
sense of self). 

 Consistent with a number of other studies, including that of Abba et al. ( 2008 ), 
mindfulness provided the participants with an ‘open space’ where they could 
explore concerns and fears such as societal labelling and feelings of ostracisation. 
This creation of ‘shared meanings’ through interaction with others proved to be 
constructive and positive. The participants of this study also described experiencing 
a greater intuitive awareness of self, thus developing a sense of agency and a desire 
to respond mindfully to feelings of distress. It appears that taking part in the mind-
fulness groups helped participants to cultivate ‘metacognitive awareness’, allowing 
them to change how they respond to experiences such as hearing voices. Participants 
reported being able to make use of mindfulness in various life situations including 
family struggles and stressful situations. None of the participants reported experi-
encing diffi culty in learning or practising mindfulness (Dennick et al.,  2013 ). 

 Using  a   thematic analysis approach, May, Strauss, Coyle, and Hayward ( 2014 ) 
evaluated the experiences of individuals who had enrolled  in   person-based cogni-
tive  therapy   in order to alleviate distressing voices. Ten individuals (age range, 
36–55; mean age, 47.2) diagnosed with  schizophrenia   ( n  = 8), post-traumatic stress 
disorder ( n  = 1), and non-specifi ed personality disorder ( n  = 1) participated in this 
study. The interview explored participants’ experiences across six broad areas: (1) 
reasons for attending the group, (2) expectations of the group therapy interactions, 
(3) experience and understanding of the therapeutic process, (4) understanding 
auditory  hallucinations  , (5) sense of self, and (6) levels of well-being following the 
intervention. 

 The analysis of the data generated three themes that corresponded to how partici-
pants changed the way they relate to: (1) voices (i.e., through developing mindful-
ness skills), (2) the self (i.e., developing a separate and positive identity compared 
to one dominated and defi ned by voices), and (3) other people (i.e., empowerment 
in societal roles and social relationships). Participants reported that they found 
mindfulness practice to be benefi cial, and participants spoke of the voices becoming 
‘quieter’ and ‘more distant’. Most participants reported practising and making use 
of mindfulness outside of the group therapy sessions. These outcomes support Abba 
et al.’s ( 2008 ) earlier fi nding that mindfulness can change the relationship that indi-
viduals with psychosis have with their internal experiences (i.e., by observing and 
relating to their symptoms with greater perceptual distance).  
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    What Do We Know About the Iatrogenic Effects of Mindfulness? 

 There is some small- scale   clinical evidence to suggest that over-intensive  medita-
tion   practice can induce psychotic episodes—including in people who do not have 
a history of psychiatric illness. A summary of the cases extant in the peer- reviewed 
clinical and scientifi c literature are as follows:

    1.    Three individuals with a history of  schizophrenia   who experienced acute psy-
chotic episodes whilst engaging in meditation retreats (Walsh & Roche,  1979 ).   

   2.    Two individuals previously diagnosed with schizotypal personality disorder who 
experienced acute psychosis following meditation (Garcia-Trujillo, Monterrey, 
& Gonzalez de Riviera,  1992 ).   

   3.    Three individuals with a psychiatric history who experienced psychotic symp-
toms following meditation practice (Chan-ob & Boonyanaruthee,  1999 ).   

   4.    A 25-year-old female graduate student in whom delusional episodes accompa-
nied by violent outbursts and inappropriate laughter were induced by meditation 
(Yorston,  2001 ).   

   5.    Two individuals without a history of psychiatric illness who experienced psy-
chotic experiences following meditation practice (Sethi & Subhash,  2003 ).   

   6.    A male patient who experienced an acute and transient psychotic episode follow-
ing meditation (Kuijpers, van der Heijden, Tuinier, & Verhoeven,  2007 )    

  Although the above-mentioned studies indicate that meditation can induce psy-
chotic episodes, it is important to examine the quality and reliability of this evi-
dence. In other words, these fi ndings should be considered in light of their many 
limitations, including the fact that all of these studies: (1) utilised very low partici-
pant numbers, (2) did not employ a control condition, and (3) involved participants 
who in some cases had a history of psychiatric illness (Shonin et al.,  2014b ). 

 It is also important to note that in the majority of the studies outlined above, par-
ticipants were invariably engaging in very intensive meditation retreats (in some 
cases, this involved 18 h of meditation practice per day that was accompanied by 
lengthy periods of fasting and/or silence). For these participants,    practising medita-
tion for up to 18 h per day—under conditions of silence and/or fasting—most prob-
ably refl ected a sudden change to their normal daily routine. Within Buddhism, a 
philosophy of quality as opposed to quantity of meditation is widely advocated, and 
practising meditation in an extreme and potentially stressful manner is discouraged 
(Shonin et al.,  2014b ). This is consistent with the view in Western psychology that 
 stress   is a key risk factor for psychosis. Therefore, even for those individuals who 
did not have a history of psychiatric illness, it is perhaps unsurprising that engaging 
in intensive meditation retreats led to psychotic episodes. 

 A further consideration when evaluating the above evidence is that most of the 
studies provided insuffi cient information in terms of the exact modality of medita-
tion that was employed (Shonin et al.,  2014b ). Therefore, it is very diffi cult to 
 conclusively isolate mindfulness (i.e., as opposed to other forms of meditation) as 
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the source of  the   psychotic episodes. This is a particularly important consideration 
because numerous reports of adverse effects exist for non-mindfulness variants of 
meditation such as  Transcendental Meditation and Qigong  . Examples of such 
adverse effects reported for these types of meditation include panic attacks, muscu-
loskeletal pain, anti-social behaviour, impaired reality testing, dissociation, guilt, 
uncomfortable kinaesthetic sensations, despair, suicidal feelings, and exhaustion 
(Perez-De-Albeniz & Holmes,  2000 ; Shonin et al.,  2014b ). Thus, although tech-
niques such as mindfulness meditation, Transcendental Meditation, and Qigong can 
be broadly grouped together as modalities of ‘meditation’, it is important to note 
that these techniques represent fundamentally different approaches. For instance, 
Transcendental Meditation is a commercial technique introduced in the 1950s by 
Maharishi Mahesh Yogi—it includes mantra recitation and derives from Hinduism. 
Conversely, mindfulness is a 2500-year-old Buddhist practice and does not include 
chanting or mantra recitation—it primarily focuses on breath and present-moment 
awareness (Shonin et al.,  2014b ). 

 Another related factor that limits the generalisability of fi ndings from the above- 
mentioned studies is that little or no information was provided on the levels of 
experience or competency of the meditation instructor. The extent to which  a   medi-
tation instructor is able to impart an ‘authentic embodied transmission’ of the medi-
tation teachings is a factor that considerably affects outcomes (Van Gordon, Shonin, 
Griffi ths, & Singh,  2015 ). Indeed, poorly administered meditation training can lead 
to adverse health effects including: (1) asociality, (2) nihilistic and/or defeatist out-
looks, (3) dependency on meditative ‘bliss’ (Sanskrit:  prīti   ), (4) a more generalised 
addiction to meditation, (5) engaging in compassionate activity beyond one’s spiri-
tual capacity (and at the expense of psychological well-being), and (6) spiritual 
materialism (a form of self-deception in which rather than potentiating spiritual 
development and subduing selfi sh or egotistical tendencies, meditation practice 
serves only to increase ego-attachment and narcissistic behaviour) (Shonin, Van 
Gordon, & Griffi ths,  2015 ).   

    Discussion 

  In the words of the British Psychological Society Division of Clinical Psychology 
( 2014 ):

  It is vital that mental health  workers   are open to different ways of understanding experi-
ences, and do not insist that people see their diffi culties in terms of an illness. This simple 
change will have a profound and transformative effect on our mental health services (p. 72). 

   To be in touch with the inner world of people with psychosis is challenging for 
clinicians, and both skill and experience are required in order to avoid anxiety being 
introduced into the therapeutic relationship (Fromm-Reichmann,  1960 ). In the 
treatment of psychosis, clinician competencies of acceptance, patience, and letting 
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go should be driven by an understanding of the ‘worldview’ of the individual with 
psychotic experiences and by an appreciation of how these experiences could be an 
attempt to make sense and cope—albeit in a maladaptive manner—with signifi cant 
events in their life. Thus, for treating individuals with psychosis, the importance of 
establishing a strong therapeutic alliance cannot be over-emphasised (Pinto,  2009 ). 
Learning to objectify distressing thoughts and voices is a key objective of psycho-
therapy, and shorter (i.e., 15 min) rather than prolonged periods of formal seated 
meditation practice are preferred (Wyatt, Harper, & Weatherhead,  2014 ). 

 By practising mindfulness themselves, clinicians can improve their capacity to 
be fully present, thereby creating an atmosphere that allows the client to freely 
express their world. Although some therapists have undoubtedly acquired this skill 
without necessarily engaging in mindfulness practice, mindfulness is likely to help 
clinicians cope with transferrable emotional distress as well as the various psycho-
logical demands placed on the therapist  (Siegel,  2010 ).  

Based on an overview of key empirical fi ndings, mindfulness appears to be an 
effective treatment for individuals with psychosis.    Findings demonstrate that mindful-
ness can lead to improvements in: (1) general psychological functioning, (2) ability to 
regulate positive and negative symptoms, (3) non-psychotic symptoms (e.g., agora-
phobia), and (4) diminution of re-hospitalisations (both number and duration). 
Qualitative studies demonstrate that mindfulness can help participants relate differ-
ently to symptoms and exert greater ‘control’ over how they respond to unpleasant 
experiences (e.g., Abba et al.,  2008 ). Mindfulness appears to help individuals with 
psychosis by allowing them to mindfully notice their internal experiences—no matter 
if these are pleasant or unpleasant—in the context of cultivating a more adaptive sense 
of self (Dennick et al.,  2013 ; May et al.,  2014 ). Thus, instead of being ‘paralysed’ by 
voices,  hallucinations  , or undesirable thoughts, individuals with psychosis can objec-
tify such experiences and use them to foster greater self-understanding and ultimately 
greater levels of well-being (Ashcroft et al.,  2012 ). Findings indicate that mindfulness 
taught in the contexts of a group setting is a particularly effective means for eliciting 
such well-being and for helping participants to successfully integrate mindfulness into 
everyday life situations (e.g., family, job, etc.). 

 However, despite promising outcomes, further  RCT  s that use larger sample sizes 
are required in order to replicate fi ndings (Shonin et al.,  2014b ). In addition  to 
  addressing this issue, future studies should focus not only on individuals currently 
experiencing psychosis (either fi rst episode or chronic) but also on individuals: (1) 
deemed to  be   ‘at risk mental state’ (ARMS)    for psychosis, (2) with distressing psy-
chotic-like experiences (Langer, Cangas, & Gallego,  2010 ), and (3) those that pro-
vide a supporting role in the context of a family member or caregiver (Carmona-Torres 
& García- Montes,  2010 ). Future research could also assess the possible impact of 
mindfulness on cognitive impairments as well as structural and functional brain 
abnormalities reported in psychosis (Smieskova et al.,  2013 ). 

 In terms of adverse effects, there is some small-scale clinical evidence that 
 suggesting that meditation can induce psychotic episodes in individuals with or 
 without a psychiatric history. However, the quality of this evidence is highly 
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 questionable—especially when viewed in light of the abundance of more method-
ologically robust evidence indicating that mindfulness and meditation improve 
somatic, psychological, and spiritual well-being (Shonin et al.,  2014b ). Thus, 
although poorly practiced or poorly taught meditation can actually be harmful to a 
person’s health, where mindfulness and meditation are taught by an experienced and 
authentic teacher who is aware of all of the risks, we conclude that adverse side 
effects are unlikely.     
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    Chapter 11   
 Mindfulness and Meditation 
in the Conceptualization and Treatment 
of Posttraumatic Stress Disorder       

       Anka     A.     Vujanovic     ,     Barbara     L.     Niles    , and     Jocelyn     L.     Abrams   

            Introduction 

 In recent years, mindfulness and meditation have received increasing scholarly 
attention in the traumatic stress fi eld due to their potential theoretical and clinical 
relevance to the etiology, maintenance, and treatment of posttraumatic stress disor-
der (PTSD; Kim, Schneider, Bevans et al.,  2013 ; Lang et al.,  2012 ; Vujanovic, 
Niles, Pietrefasa, Schmertz, & Potter,  2011 ). High levels of mindfulness may serve 
as a protective factor in the context of trauma recovery (e.g., Thompson, Arnkoff, & 
Glass,  2011 ), while lower levels of mindfulness may be a risk factor following 
trauma exposure. In addition, interventions that increase levels of present-centered 
attention, awareness, and/or acceptance (e.g., mindfulness skills, meditation) have 
great promise in terms of improving treatment outcomes for individuals with PTSD. 

 Indeed, the increased interest in mindfulness and/or meditation is driven largely 
by its noted potential as a target for intervention in clinical problems when emotional 
avoidance is prominent (e.g., Linehan,  1993 ), such as with PTSD. Although well-
established evidence-based treatments for PTSD, namely, prolonged exposure ther-
apy (PE; Foa, Hembree, & Rothbaum,  2007 ) and cognitive processing therapy (CPT; 
Resick & Schnicke,  1993 ), are available, a substantial proportion of individuals with 
PTSD do not seek treatment, drop out of treatment prematurely, refuse treatment, or 
do not manifest signifi cant improvements (Imel, Laska, Jakupcak, & Simpson,  2013 ; 
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Schottenbauer, Glass, Arnkoff, Tendick, & Gray,  2008 ). Furthermore, individuals 
with PTSD may not feel “ready” to engage in trauma- focused treatment and/or may 
benefi t more from an alternative treatment approach. Currently, such individuals are 
typically referred to skills-based group treatment programs, including mindfulness- 
or meditation-based programs, as a precursor or adjunct intervention. However, the 
extent to which targeting present-centered attention, awareness, or acceptance skill 
defi cits in adjunctive treatments for PTSD improves outcomes is still worthy of 
empirical exploration. Questions remain as to whether mindfulness or meditation 
programs should be offered as stand-alone interventions or as precursor programs 
to improve retention and outcomes for evidence- based PTSD treatments, such as 
PE or CPT. 

 Indeed, mindfulness- and meditation-based interventions have signifi cant clinical 
implications for ultimately functioning as either stand-alone or adjunctive interven-
tions for PTSD. Furthermore, enhancing mindfulness or meditation skills may be a 
successful avenue for primary or secondary prevention of PTSD for populations with 
a high probability of exposure to intense or chronic potentially traumatizing events 
(PTEs), such as police or military personnel. Offering mindfulness skill-building or 
meditation-based interventions to such populations in advance of their service—or 
shortly following exposure to PTE if PTSD symptoms are emergent—might serve to 
preclude the development of PTSD in a signifi cant proportion of cases.  

    Chapter Overview 

 The goal of this chapter is to further elucidate the construct of mindfulness in terms 
of its potential utility in conceptualizing, preventing, and treating PTSD so as to 
stimulate further scholarly and clinical thought in this domain. Notably, distinct, 
though related, practices such as meditation are included as well so as to provide a 
broad-based picture of relevant clinical and empirical landscapes. Given the theo-
retical and clinical utility of gaining further understanding of mindfulness and med-
itation in the context of trauma, the most salient research relevant to PTE exposure, 
posttraumatic stress/PTSD, and mindfulness and meditation is reviewed. This chap-
ter is not meant to serve as a systematic literature review, but instead as a review of 
highlights of current theoretical and clinical work. The clinical implications of 
mindfulness and meditation for the treatment of PTSD are also discussed. In order 
to provide a comprehensive view of this literature, all forms of mindfulness- and 
meditation-based interventions studied in the context of PTSD are highlighted, 
including approaches such as mindfulness-based stress reduction (MBSR), 
mindfulness- based cognitive therapy (MBCT), mindfulness-based stretching and 
deep breathing, as well as yoga. In addition, related practices, such as transcenden-
tal meditation (TM) and Mantram Repetition, are included in order to provide an 
overly inclusive picture of the empirical landscape. Finally, a discussion of limita-
tions of extant research is presented along with several future research directions 
with the potential of informing both clinical and research efforts.  
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    Defi ning Mindfulness 

  Mindfulness   is most commonly conceptualized as involving two key components: 
(1) intentional regulation of attention to and “awareness” of the present moment and 
(2) nonjudgmental “acceptance” of the ongoing fl ow of sensations, thoughts, and/or 
emotional states (Baer, Smith, Hopkins, Krietemeyer, & Toney,  2006 ; Bishop et al., 
 2004 ). “ Awareness  ” is cultivated through intentional regulation of attention to pres-
ent experience. While attending to the present, mindfulness also entails a stance of 
“acceptance” or willingness to experience the array of one’s thoughts and emotions 
without judgment. Awareness of one’s present-centered experience might be con-
sidered a necessary fi rst step toward nonjudgmental acceptance of that experience. 
For the purposes of this chapter, we refer to mindfulness according to this most 
common operational defi nition, which emphasizes the two factors of awareness and 
acceptance. We include meditation- based interventions as well, as meditation prac-
tice ostensibly may be related to at least the cultivation of attention and awareness.  

    Defi ning PTSD 

 PTSD,     historically   conceptualized as an anxiety disorder, is currently categorized as 
a “ trauma-related disorder  ” (American Psychiatric Association [APA],  2013 ). 
PTSD may result from a traumatic event, defi ned as exposure to actual or threatened 
death, serious injury, or sexual violence via directly experiencing or witnessing the 
traumatic event, learning that the trauma (violent or accidental) occurred to a close 
family member or close friend, or experiencing exposure to repeated or extreme 
details of the trauma (APA,  2013 ). Notably, PTSD can result from many different 
types of trauma, including—but not limited to—sexual assault, military combat, 
natural disasters, motor vehicle accidents, and childhood sexual or physical abuse. 
Recent epidemiological estimates indicate that up to 89.7 % of the general popula-
tion is exposed to a traumatic event during their lifetimes, while approximately 7–8 
% will develop PTSD (APA,  2013 ; Kilpatrick et al.,  2013 ).  Prevalence rates of 
  PTSD in populations chronically exposed to trauma, such as military personnel, are 
estimated at up to 20 % (Ramchand et al.,  2010 ). 

 Four  symptom   clusters defi ne PTSD: (1) trauma-related intrusion symptom 
(e.g., distressing memories, nightmares), (2) trauma-related avoidance symptoms 
(e.g., avoidance of memories or reminders of the trauma), (3) negative alterations in 
cognitions and mood associated with the trauma (e.g., negative beliefs or expecta-
tions about oneself, others, or the world), and (4) alterations in arousal or reactivity 
 associated with the trauma (e.g., irritability, reckless or self-destructive behavior, 
sleep disturbance). For a diagnosis of PTSD to be considered, symptoms need to 
last more than 1 month and cause clinically signifi cant distress or functional impair-
ment (APA,  2013 ). The public health burden associated with PTSD is signifi cant, as 
it is associated  with   high rates of comorbidity with other mental health conditions 
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(e.g., Brady, Killeen, Brewerton, & Lucerini,  2000 ), signifi cant functional impair-
ment (e.g., Sareen et al.,  2007 ), deleterious health outcomes (e.g., Schnurr & 
Jankowski,  1999 ), and increased healthcare utilization (e.g., Kartha et al.,  2008 ).  

    Posttraumatic Stress and Mindfulness: A Theoretical 
Framework 

 Given the benefi cial effects of mindfulness and meditation practice on enhancing 
emotion regulation as well as decreasing anxiety and depressive symptoms, these 
practices have been increasingly discussed in the context of PTSD and its treatment 
(see Orsillo and Batten,  2005 ). During the past 5–7 years, there has been an expo-
nential proliferation of work on this topic, and the theoretical and empirical litera-
ture suggests that mindfulness and/or meditation may serve at least fi ve clinically 
meaningful functions in terms of alleviating PTSD symptoms. 

 First,  regular   mindfulness or meditation practice can enhance or create a greater 
present-centered awareness and nonjudgmental acceptance of distressing internal 
states as well as trauma-related triggers (e.g., Walser & Westrup,  2007 ). Indeed, 
mindfulness may serve as an indirect mechanism of cognitive-affective exposure, as 
it involves an intrinsic willingness to approach, rather than to avoid, distressing 
thoughts and feelings. Mindfulness and meditation practice may increase an indi-
vidual’s ability to attend to thoughts and emotions as they arise and to tolerate dis-
tressing internal experiences by observing their transient nature, thus increasing 
meta-cognitive and meta-emotional awareness. Mindfulness or meditation may 
serve as a protective, or resilience, factor for some individuals exposed to PTE, thus 
preventing the development of PTSD. Mindfulness also may be an especially useful 
skill for individuals with PTSD, as it may help facilitate approach-oriented coping 
with trauma-related internal or external cues and decrease experiential avoidance. 
Through mindfulness or meditation practice, an individual with PTSD may become 
more willing to confront trauma-related triggers, including cognitions and emotions 
but also people, places, and activities. Consistent engagement in these exercises 
may decrease PTSD avoidance symptoms over time, thus targeting the core mainte-
nance factor of the disorder (Foa, Riggs, Massie, & Yarczower,  1995 ). 

 Second, individuals who are more aware of present experience may be better 
able to effectively engage in various forms of treatment. For example, greater levels 
of present-centered awareness might facilitate client-therapist communication via 
enhanced openness. Clients who are more keenly aware of their thoughts and emo-
tions may be better able to talk about them in treatment. Furthermore, greater levels 
of nonjudgmental acceptance of internal experience might decrease shame, guilt, 
and diffi culties in self-acceptance, core issues for many individuals with PTSD 
(e.g., Henning & Frueh,  1997 ). 

 Third, regular mindfulness  or   meditation practice has been shown to decrease 
physiological arousal and stress reactivity (e.g., Delizonna, Williams, & Langer, 
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 2009 ), perhaps via greater awareness and acceptance of such symptoms. In this 
manner, mindfulness might have a benefi cial effect on symptoms of PTSD-related 
hyperarousal over time. As one example, mindfulness, indexed with  the   Mindful 
Attention Awareness Scale ( MAAS  ; Brown & Ryan,  2003 ), has been associated 
with more adaptive sleep functioning (Howell, Digdon, & Buro,  2010 ). It is thought 
that mindfulness may foster a greater sensitization to bodily cues (e.g., breathing 
rate, heart rate), thereby providing individuals with the necessary awareness to self- 
regulate in a more adaptive manner (e.g., Brown & Ryan,  2003 ). The cultivation of 
greater interoceptive awareness and acceptance may also serve indirectly as expo-
sure to uncomfortable physical sensations (e.g., chest tightness), thus increasing 
tolerance to such sensations over time. Furthermore, with ongoing attention to 
bodily processes, individuals are thought to become more attuned to their intrinsic 
needs and thus better able to tend to those needs. 

 Fourth, both dispositional mindfulness and mindfulness practice have demon-
strated associations with  greater   empathy and compassion (e.g., Birnie, Speca, & 
Carlson,  2010 ; Tirch,  2010 ). Furthermore, self-compassion has shown inverse asso-
ciations with both symptom severity and quality of life in distressed samples with 
anxiety and depressive symptoms, even over and beyond the effects of mindfulness 
(Van Dam, Sheppard, Forsyth, & Earleywine,  2011 ). Indeed, compassion might 
serve as a mediating function in associations between mindfulness and a variety of 
adaptive psychological outcomes (Hollis-Walker, & Colosimo,  2011 ). As individu-
als with PTSD are often plagued by excessive and maladaptive degrees of self- 
blame, fear, and anger, a mindfulness or meditation practice with the potential to 
cultivate greater levels of self-empathy and self-compassion and empathy and com-
passion for others could serve a meaningful purpose in healing from psychological 
trauma (e.g., Gilbert & Tirch,  2009 ; Tesh, Learman, & Pulliam,  2015 ). Compassion 
and empathy thus might serve as potential mechanisms of change in the alleviation 
of PTSD symptoms in mindfulness- and meditation-based interventions. 

 Finally, “mindful distraction” exercises (e.g., grounding; Batten, Orsillo, & 
Walser,  2005 ) can be used  to   foster psychological fl exibility, such that individuals 
might learn (a) when it is appropriate and benefi cial to sit with distressing internal 
experience and (b) when it might be more constructive to shift attention away from 
ruminative thoughts and prevent dissociation.  Psychological fl exibility   has been 
defi ned as the ability to adopt a present-centered stance and to act in accordance 
with one’s values in a given situation (Hayes, Strosahl, Bunting, Twohig, & Wilson, 
 2005 ). Indeed, mindfulness training has been associated with the cultivation of sus-
tained attention and attention switching (e.g., Jha, Krompinger, & Baime,  2007 ) or 
the increased ability to selectively direct attention from one stimulus (e.g., internal 
experience) to another. Relatedly, mindfulness training has also been associated 
with an increased ability to inhibit secondary elaborative processing of thoughts, 
feelings, and sensations (e.g., Jha et al.,  2007 ). Thus, with increased mindfulness 
training, individuals might be better able to notice repetitive negative thinking and 
to prevent extensive engagement with maladaptive ruminative processes by attend-
ing to feelings and sensations in the present moment.  
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    Mindfulness and Posttraumatic Stress: Review 
of Non- treatment Studies 

    Cross-Sectional Studies 

 Several published cross-sectional studies have examined associations between 
mindfulness and PTSD symptoms across a variety of populations, including com-
munity samples, police personnel, fi refi ghters, military veterans, and undergraduate 
students. Most of these studies operationalized mindfulness as a multifaceted con-
struct and included self-report instruments that measured various facets of mindful-
ness. To promote clarity in the operationalization of the mindfulness construct, the 
specifi c instruments utilized across studies are delineated along with the specifi c 
mindfulness facets measured. 

 For instance, Vujanovic, Youngwirth, Johnson, and Zvolensky ( 2009 ) found a 
 signifi cant   negative association between both the “acting with awareness”  and 
  “accepting without judgment” subscales of the Kentucky Inventory of Mindfulness 
Skills ( KIMS  ; Baer, Smith, & Allen,  2004 )  and   posttraumatic stress symptoms in a 
community sample of adults exposed to PTE. This association remained statisti-
cally signifi cant even after controlling for the variance accounted for by negative 
affectivity and number of trauma exposure types. “Accepting without judgment” 
emerged as the most robust mindfulness factor, demonstrating incremental  negative 
  associations with each of the posttraumatic stress symptom clusters, while “acting 
with awareness” was incrementally negatively associated with only the reexperienc-
ing symptom cluster (Vujanovic et al.,  2009 ). 

 Chopko and Schwartz ( 2013 ) partially replicated the fi ndings of Vujanovic et al. 
( 2009 ) with a sample of active-duty police offi cers, documenting an inverse (nega-
tive) association between “accepting without judgment,”    also measured via the 
KIMS, and posttraumatic stress avoidance and intrusion symptoms and an inverse 
association between both “describing” and “accepting without judgment” and post-
traumatic stress hyperarousal symptoms. Wahbeh, Lu, and Oken ( 2011 ) extended 
this line of work to military veterans and conducted a cross-sectional study compar-
ing levels of mindfulness, measured with the MAAS (Brown & Ryan,  2003 ) and the 
“accepting without judgment” subscale of the KIMS (Baer et al.,  2004 ), across three 
groups: 15 combat veterans with PTSD, 15 combat veterans without PTSD, and 15 
noncombat veterans without PTSD. Groups were matched on age, gender, depres-
sion, other trauma histories, and other demographic characteristics. No group differ-
ences in  MAAS   scores were documented. However, in terms of “accepting without 
judgment,” the group of combat veterans without PTSD reported the highest levels. 
In addition, mindfulness accounted for up to 32 % of unique variance in PTSD 
symptoms; and only “accepting without judgment” was signifi cant in the model. 

 In a sample  of   undergraduate students, Thompson and Waltz ( 2010 ) found incre-
mental negative relations between “non-judging of inner experience”—as indexed 
via the Five Facet Mindfulness Questionnaire ( FFMQ  ; Baer et al.,  2008 )— and   post-
traumatic stress avoidance symptoms, even after controlling for various indices of 
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experiential avoidance. In a follow-up study also employing an undergraduate 
 student sample and using the FFMQ, Kalill, Treanor, and Roemer ( 2014 ) found 
somewhat discrepant fi ndings from Thompson and Waltz ( 2010 ). Kalill et al. ( 2014 ) 
documented incremental negative associations between “describing,” also measured 
via the FFMQ, and posttraumatic stress hyperarousal symptoms and between “non- 
reactivity to inner experience” and posttraumatic stress symptom severity and sever-
ity of reexperiencing and hyperarousal symptoms. Notably, effects were established 
even after controlling for negative affect, age, number of traumas, and years since 
the trauma. 

 Furthermore, in an  a  dult community sample reporting exposure to PTE, 
Bernstein, Tanay, and Vujanovic ( 2011 ) found that levels of mindful attention and 
awareness—as measured with the MAAS (Brown & Ryan,  2003 )—were signifi -
cantly and negatively associated with posttraumatic stress symptom severity, psy-
chiatric multi-morbidity, anxious arousal, and anhedonic depression symptoms, 
above and beyond the number of traumatic event types. Relatedly, Smith et al. 
( 2011 ) extended these fi ndings to urban fi refi ghters, documenting signifi cant (nega-
tive) associations between mindful attention and awareness, indexed via the  MAAS  , 
and PTSD symptoms, depressive symptoms, physical symptoms, and alcohol prob-
lems. Mindful attention and awareness were incrementally (negatively) associated 
with PTSD symptoms, depressive symptoms, physical symptoms, and alcohol 
problems, when controlling for demographic characteristics and fi refi ghter stress. 

 Taken together, these studies support the clinical utility of mindfulness, as higher 
levels of mindfulness were related to lower posttraumatic stress and related symp-
toms and vice versa. However, these studies are limited in their exclusive reliance on 
a cross-sectional design, self-report measures of mindfulness and posttraumatic 
stress, and mostly nonclinical samples of adults exposed to PTE. Discrepancies in 
fi ndings might be attributed to several factors, including differences in the popula-
tions studied (e.g., undergraduates, police personnel), in the measures of PTSD 
symptomatology implemented, and in the covariates employed in statistical models.  

    Mindfulness in Residential PTSD Treatment 

 At least two studies have documented relations between mindfulness and changes 
in PTSD and relevant symptomatology in  the   context of residential PTSD treatment. 
Although not treatment studies, these publications documented the associations of 
mindfulness with relevant symptom outcomes in residential PTSD treatment pro-
grams for military veterans. First, Owens, Walter, Chard, and Davis ( 2012 ) docu-
mented signifi cant associations between three KIMS subscales—“acting with 
awareness,” “describing,” and “accepting without judgment” and self-reported 
PTSD symptoms at posttreatment among military veterans in residential treatment 
for PTSD. Improvements on the “acting with awareness” subscale of the KIMS 
were signifi cantly associated with lower interview-based PTSD symptoms at post-
treatment. Changes in the “describing,” “acting with awareness,” and “accepting 
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without judgment” subscales of the  KIMS   were signifi cantly associated with self- 
reported PTSD symptoms at posttreatment. Furthermore, changes in the “describ-
ing” subscale of the KIMS were associated with lower self-reported depressive 
symptoms at posttreatment, while changes in the “acting with awareness” subscale 
were associated with major depressive disorder diagnostic status at posttreatment. 
Similarly, Boden et al. ( 2012 ) investigated pre- to posttreatment changes in various 
facets of mindfulness, as measured via the  KIMS  , and relations to posttreatment 
PTSD and depression symptoms in 48 military veterans enrolled in residential 
PTSD treatment. The residential program adhered to a cognitive-behavioral treat-
ment framework, which included group CPT, psychoeducation, communication 
skills, and non-trauma cognitive therapy. Boden et al. ( 2012 ) documented that ele-
ments of mindfulness, specifi cally self-reported levels of “acting with awareness” 
and “accepting without judgment,” increased during the course of treatment. 
Furthermore, changes in “acting with awareness” explained unique variance in 
posttreatment PTSD symptom severity, and changes in “accepting without judg-
ment” explained unique variance in posttreatment depression symptom severity. 

 Taken together, these studies suggest at least two important postulations worthy of 
further study. Firstly, cognitive-behavioral treatment programming for PTSD might 
indirectly improve levels of mindfulness and acceptance. Secondly, perhaps greater 
baseline levels of mindfulness might predict the extent of symptom change in PTSD 
treatment. These lines of inquiry necessitate further empirical exploration.   

    Mindfulness Interventions for Posttraumatic Stress 

    Review of Clinical Trials 

 An overview of  the   clinical research literature on mindfulness and PTSD is pre-
sented here, and fi ndings from both uncontrolled and randomized controlled trials 
(RCTs) are presented. Relevant distinctions are noted with regard to methodology, 
as necessary. Furthermore, in the interest of being overly inclusive of all literature 
broadly relevant to the cultivation of awareness and acceptance, published trials of 
meditation-based and mind-body interventions that incorporate meditation are 
included as well.  

    Transcendental Meditation 

  The   fi rst published study to examine  the   preliminary effi cacy of a meditation- based 
intervention for PTSD was conducted by Brooks and Scarano ( 1985 ). This study 
was comprised of a group of 18 male Vietnam veterans and compared the effi cacy 
of TM to eclectic psychotherapy for PTSD. The TM program consisted of 4 days of 
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1.5-h daily instruction and then weekly 1-h follow-up meetings for 3 months. 
Psychotherapy consisted of 1-h weekly sessions along with the option to participate 
in group or family therapy. Veterans randomly assigned to TM were instructed to 
meditate twice daily for 20 min. A signifi cant positive treatment effect for TM, as 
compared to psychotherapy, was documented in terms of PTSD symptoms, anxiety 
and depressive symptoms, alcohol consumption, insomnia, and family problems. 
Furthermore, the TM group manifested a faster habituation response to a stressful 
stimulus. This study offered an important step in the study of mindfulness-based 
processes in trauma-exposed populations, but it was limited due to several factors, 
including loose inclusion/exclusion criteria (e.g., veterans were not required to meet 
criteria for PTSD to participate), small sample size, lack of standardization of the 
psychotherapy condition, and reliance on self-report measures for most outcomes. 

 Since the original Brooks and Scarano ( 1985 ) work, a more recent, albeit small, 
pilot study on the effects of TM in Operation Enduring Freedom (OEF)/Operation 
Iraqi Freedom (OIF) veterans with PTSD was conducted (Rosenthal, Grosswatd, 
Ross, & Rosenthal,  2011 ). In this study, TM was taught over 3 consecutive days, 
and participants were asked to meditate for 20 min twice a day for 12 weeks. A total 
of seven veterans were enrolled. Veterans reported positive effects including 
decreased stress and anxiety and sleep improvements. However, this study was lim-
ited due to the lack of a control group and the small sample size.  

    Mindfulness-Based Stress Reduction 

 To date, one of  the   most popular and well-researched mindfulness interventions to 
address both psychological and physical ailments is MBSR (Kabat-Zinn,  1990 ), an 
8-week group treatment that introduces a meditative practice and cultivates present 
awareness of mental processes and physical states.  MBSR   has demonstrated effi -
cacy for individuals with a wide range of medical and mental health diagnoses. In 
the fi rst study to apply MBSR to the treatment of trauma survivors, Kimbrough, 
Magyari, Langenberg, Margaret, and Berman ( 2010 ) conducted an 8- week   MBSR 
pilot program that is comprised of 2.5–3-h classes and a 5-h silent retreat, with 
27 adult survivors of childhood sexual abuse. The authors concluded that this trial of 
MBSR was effi cacious in signifi cantly decreasing posttraumatic stress symptoms, 
with symptoms of avoidance/numbing most signifi cantly reduced. This MBSR trial, 
though lacking a randomized controlled condition, demonstrated promising results 
with regard to the effi cacy of a mindfulness-based intervention for reducing symp-
toms of posttraumatic stress among adult survivors of childhood trauma. 

 More recently, Kearney, McDermott, Malte, Martinez, and Simpson ( 2012 ) 
investigated the preliminary feasibility, acceptability, and initial effi cacy of MBSR 
as an adjunct to military veterans’ usual care. A total of 92 veterans participated in 
the MBSR course, and results demonstrated that participation in MBSR was asso-
ciated with improvements in PTSD symptoms, depression, behavioral activation, 
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acceptance, and mindfulness over a 6-month period. Inclusion criteria for this 
study were intentionally broad-based, and veterans were not required to meet 
 criteria for PTSD. 

 In a follow-up study, Kearney, McDermott, Malte, Martinez, and Simpson ( 2013 ) 
investigated the effi cacy of MBSR for veterans with PTSD in the context of an RCT, 
and the fi ndings were mixed. Compared to treatment as usual ( TAU  )   , no reliable 
effect of MBSR plus TAU on PTSD or depression symptoms was found using 
intention- to-treat analyses. However, completer analyses of those veterans who 
attended at least half of the classes (4 or more) showed medium to large effects for 
depression, health-related quality of life, and mindfulness skills. 

 A mindfulness intervention that is consistent with the tenets of MBSR, though 
considerably less intensive, and delivered using telephone treatment was also done 
with military veterans (Niles et al.,  2012 ). In this Niles et al. ( 2012 ) study, the mind-
fulness telehealth intervention was compared to a psychoeducation intervention and 
both treatments consisted of two individual in-person sessions and 6 telephone ses-
sions.    Completer analyses showed drops in self-reported and clinician-assessed 
PTSD symptoms at posttreatment with large effect sizes. However, symptoms 
returned to baseline at the 6-week follow-up. Notably, this mindfulness telehealth 
intervention was also associated with gains in self-reported mindfulness skills, as 
measured via the MAAS, and the “observing” and “describing” facets of the FFMQ 
(Niles, Vujanovic, Silberbogen, Seligowski, & Potter,  2013 ). 

 Omidi, Mohammadi, Zargar, and Akbari ( 2013 ) conducted a clinical trial of 
MBSR of male veterans with PTSD in Iran. In this study, veterans were random-
ized to either MBSR, consisting of 2-h weekly group sessions for 8 weeks, or 
TAU, described as “routine treatment” by a psychiatrist. A positive treatment 
effect for MBSR was documented, and those assigned to MBSR, as compared to 
those in TAU, reported signifi cantly reduced rates of depression, dizziness, fatigue, 
and tension.  

    Mindfulness-Based Cognitive Therapy 

 King et al. ( 2013 ) adapted MBCT (group format), an intervention with demon-
strated effi cacy for prevention of depression relapse (Segal, Williams, & Teasdale, 
 2013 ) and for combat veterans with PTSD, and conducted a pilot study—comparing 
MBCT to TAU—to investigate feasibility, acceptability, and initial clinical out-
comes. The TAU group interventions were comprised of either PTSD psychoeduca-
tion  and   skills group or imagery rehearsal therapy group. Group assignment was not 
randomized; consecutive patients were recruited from a PTSD outpatient clinic and 
assigned to one group at a time. Intent-to-treat analyses indicated a signifi cant 
improvement in PTSD symptoms in the MBCT condition, as compared to TAU. In 
addition, veterans in the MBCT condition demonstrated good compliance with 
assigned exercises and clinically meaningful improvement in PTSD symptom 
severity, particularly avoidance/numbing symptoms and self-blame.  
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    Mantram Repetition 

 Two studies by Bormann et al. (Bormann, Thorp, Wetherell, & Golshan,  2008 ; 
Bormann, Thorp, Wetherell, Golshan, & Lang,  2013 ) evaluated Mantram Repetition, 
a 6-session group meditation-based intervention that teaches three tools for training 
attention and regulating emotion, including the silent repetition of  a   typically spiri-
tual or “sacred” word or phrase, called a  mantram  . The initial Bormann et al. ( 2008 ) 
study was a feasibility pilot trial indicating that this treatment is acceptable to vet-
erans with PTSD, feasible to deliver, and associated with improvements in symp-
toms of PTSD, psychological distress, and quality of life compared to a delayed 
treatment control. The second larger  RCT   (Bormann et al.,  2013 ) indicated that 
Mantram Repetition, as compared with TAU, was associated with improvements in 
PTSD symptoms with moderate posttreatment effect sizes reported for both self- 
reported and clinician-assessed symptoms. 

 Oman and Bormann ( 2015 ) then evaluated the Mantram Repetition program in 
terms of its effects on self-effi cacy to manage PTSD symptoms in the same group 
of veterans with PTSD. The Mantram Repetition group evidenced approximately 
linear weekly increases, from baseline to post-intervention, in self-effi cacy to man-
age PTSD symptoms. Furthermore, self-effi cacy (to manage PTSD symptoms) par-
tially mediated the effects of Mantram Repetition on depression and mental health 
and full mediated effects on PTSD symptoms.  

    Mindfulness-Based Stretching and Deep Breathing 

 Kim et al. (2013)    delivered an intervention, in the context of an RCT, consisting of 
mindfulness-based stretching and deep  breathing   (MBX)    to intensive care unit 
nurses with subclinical symptoms of PTSD.    Completer analyses indicated that, 
compared to a waitlist control group, those randomized to the MBX condition 
showed greater drops in self-reported PTSD symptoms that were maintained at the 
8-week follow-up. Serum cortisol concentrations also increased and moved toward 
the normal range for those in the MBX condition.  

    Yoga Interventions for Posttraumatic Stress 

  Yoga   is  a   physical and contemplative practice commonly comprised of breath con-
trol, simple meditation, and the adoption of a series of specifi c body postures. Yoga 
is increasingly implemented in PTSD treatment centers, including those housed in 
the Veterans Affairs Healthcare System. Yet, until very recently, there were no 
RCTs supporting its use for PTSD, specifi cally. 

 Two clinical trials of yoga breath interventions have been published to date. 
First, in an uncontrolled study, Descilo et al. ( 2009 ) examined the effect of a yoga 
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breath intervention, as compared to yoga breath intervention plus 3-h trauma reduc-
tion exposure techniques or waitlist control, on symptoms of PTSD and depression 
in survivors of the 2004 tsunami in Southeast Asia. The yoga breath intervention 
was comprised of 2-h sessions, administered on 4 consecutive days, covering four 
distinct breathing techniques. Here, signifi cant treatment vs. waitlist control effects 
were found with regard to PTSD and depression symptoms. That is, both of the 
yoga breath intervention conditions performed better than the waitlist control condi-
tion with regard to symptom outcomes, as measured up to 24 weeks posttreatment. 
Second, Seppala et al. ( 2014 ) published an RCT of a breathing-based meditation for 
PTSD in military veterans. Seppala et al. ( 2014 ) evaluated the effi cacy of  Sudarshan 
Kriya yoga  , a group-oriented, manualized controlled breathing meditation interven-
tion that focuses on several types of breathing exercises interspersed with discus-
sion and stretching. Compared to a waitlist control group ( n  = 10), the active group 
( n  = 11) demonstrated signifi cant reductions in PTSD symptoms, anxiety symp-
toms, and respiration rate. Reductions in startle responsivity were associated with 
reduction in hyperarousal symptoms at post-intervention and at 1-year follow-up. 

    Moreover, a recent  RCT  , conducted in Australia by Carter et al. ( 2013 ), provides 
important new evidence that yoga may be effective in the treatment of PTSD for 
male veterans. This study examined an intensive yoga intervention that consisted of 
22-h guided group yoga instruction over 5 days followed by weekly 2-h group ses-
sions for 5 months. Compared to a waitlist control, the yoga group showed a signifi -
cant decrease in clinician-assessed PTSD 6 weeks following intervention 
completion, while the waitlist group had no decline. The waitlist group then received 
the yoga intervention and also improved signifi cantly on clinician-assessed 
PTSD. For both groups, improvements were maintained at the 6-month follow-up. 

 To evaluate the effi cacy of yoga for women with PTSD symptomatology, 
Mitchell et al. ( 2014 ) completed a pilot study with women using a much less inten-
sive yoga intervention and a more active control condition. The yoga condition, 
consisting of twelve 75-min group sessions of yoga, was compared to a 12-session 
assessment control condition in which the participants completed questionnaires in 
a group format. The results showed that there was a signifi cant drop in self-reported 
PTSD symptoms over time, but that there was no signifi cant difference between the 
groups indicating no advantage for yoga over group assessment. Post hoc analyses 
indicated that PTSD symptoms decreased signifi cantly for the yoga group and the 
effect size was small. 

 Also in  2014 , van der Kolk et al. published a RCT of trauma-informed yoga, as 
compared to supportive women’s health education, for 64 women with chronic, 
treatment-resistant PTSD. Both conditions were held as weekly 1-h classes for 10 
weeks. While both conditions reported signifi cant decreases in PTSD symptoms, 
decreases in the yoga group were in the large effect size range ( d  = 1.07), as com-
pared to the medium to large effect size decreases in the control group ( d  = 0.66). 
Furthermore, while both conditions manifested signifi cant decreases in PTSD 
symptoms during the fi rst half of treatment, these improvements were maintained 
only by the yoga group; the control group relapsed after initial improvement. 

 Although these results are encouraging, given demonstrated reductions in PTSD 
symptoms for participants in the yoga conditions, these studies do not provide enough 
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evidence to determine whether yoga is an effective treatment for PTSD. The consid-
erable difference in the number of hours of yoga offered across studies, the sex of the 
participants (all men in the Carter et al. study and all women in the Mitchell et al. and 
van der Kolk et al. studies), or the comparison groups utilized (waitlist compared to 
assessment or health education controls) may account for the differences in results. 
Additional studies are needed to further investigate this popular form of therapy.   

    Summary of Clinical Trials 

 Taken together, the data are encouraging, indicating that mindfulness- and meditation- 
based interventions are acceptable and feasible for individuals with PTSD, can 
impact both clinical and subclinical levels of PTSD symptoms, and can be delivered 
in a group or telehealth format. Furthermore, effect sizes—when reported—are mod-
erate, suggesting that the impact is more than minimal. However, most studies used 
a TAU or waitlist control group instead of an active treatment comparison. Sample 
sizes are small in most studies and intention-to-treat analyses were not consistently 
utilized. Although evidence is accumulating, additional RCTs are needed in order to 
establish mindfulness as an effective stand-alone treatment for PTSD.  

    Posttraumatic Stress and Mindfulness: The Substance 
Use Context 

 Posttraumatic stress  and   substance use disorders co-occur at exceptionally high 
rates, with up to 43 % of individuals with PTSD reporting a lifetime history of sub-
stance use disorders and up to 75 % of military combat veterans with lifetime PTSD 
also meeting criteria for alcohol use disorders (e.g., Jacobsen, Southwick, & Kosten, 
 2001 ). Evidence-based interventions for this highly prevalent comorbidity are lim-
ited, and examination of mechanisms underlying the comorbidity has great poten-
tial to inform specialized treatment approaches. Mindfulness has been identifi ed as 
one such promising mechanism underlying the association between posttraumatic 
stress and substance use disorders and with potential as a signifi cant target for inte-
grated treatments for this diffi cult-to-treat comorbidity. In fact, mindfulness- based 
interventions have demonstrated preliminary effi cacy in terms of decreasing sub-
stance use and craving (e.g., Bowen et al.,  2014 ; Witkiewitz & Bowen,  2010 ; 
Witkiewitz, Bowen, Douglas, & Hsu,  2013 ; Witkiewitz, Greenfi eld, & Bowen, 
 2013 ). However, there are only a few studies to date that have explored the role of 
mindfulness-based processes in posttraumatic stress and substance use disorders. 

 For example, Vujanovic, Bonn-Miller, and Marlatt ( 2011 ) examined the role of 
nonjudgmental acceptance with regard to posttraumatic stress and alcohol use cop-
ing motives. Specifi cally, Vujanovic, Bonn-Miller, et al. ( 2011 ) found that “accept-
ing without judgment,” measured via the KIMS, partially mediated the association 
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between posttraumatic stress symptom severity and alcohol use coping motives. 
Consistent with previous fi ndings (Bowen & Marlatt,  2009 ; Ostafi n & Marlatt, 
 2008 ), this study suggests that for alcohol users with exposure to PTE, a lower level 
of nonjudgmental acceptance may be a mechanism by which coping-oriented alco-
hol use is maintained. 

 Similarly, Bonn-Miller, Vujanovic, Twohig, Medina, and Huggins ( 2010 ) 
explored the role of  nonjudgmental   acceptance in the association between posttrau-
matic stress symptom severity and marijuana use coping motives.    In a community- 
based sample of adults with a history of PTE exposure and recent marijuana use, 
Bonn-Miller et al. ( 2010 ) found that “accepting without judgment,” measured via 
the  KIMS  , partially mediated the association between posttraumatic stress symptom 
severity and marijuana use coping motives. Taken together, these fi ndings begin to 
suggest a potential clinically signifi cant avenue for further empirical consideration: 
the role of “acceptance” in the prevalent association of posttraumatic stress and 
substance use disorders. 

 Furthermore, in a clinical sample  of   trauma-exposed adults in residential treat-
ment for substance use, Garland and Roberts-Lewis ( 2013 ) investigated associa-
tions among dispositional mindfulness, measured via the FFMQ, thought 
suppression, posttraumatic stress symptoms, and substance craving. Here, disposi-
tional mindfulness was signifi cantly (negatively) associated with posttraumatic 
stress symptom severity and substance cravings, after controlling for extent of 
trauma history (i.e., number of traumatic event types experienced). Path analyses 
indicated that individuals reporting more extensive trauma histories also described 
greater tendencies to engage in thought suppression, which in turn was associated 
with more severe posttraumatic stress symptomatology. Thought suppression medi-
ated the (negative) association between dispositional mindfulness and posttraumatic 
stress symptom severity. 

 Furthermore, the applicability of mindfulness-based interventions, such as 
MBSR, to the integrated treatment of PTSD and substance use disorders has been 
considered (e.g., Lange,  2011 ). However, there are no available published studies 
reporting upon the feasibility or effi cacy of MBSR or other mindfulness- or 
meditation- based interventions for individuals suffering from PTSD and substance 
use disorders. This is a fruitful area for future exploration, given the need for more 
integrated treatments for this diffi cult-to-treat comorbidity and the mounting evi-
dence in support of the effi cacy of mindfulness-based approaches for PTSD and 
substance use disorders, respectively.  

    Mindfulness and Posttraumatic Stress in Children 
and Adolescents 

 In our review of the literature, a signifi cant paucity of research on associations 
between mindfulness and posttraumatic stress in children and adolescents was 
revealed. Although treatments that include a signifi cant mindfulness component, 
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such as dialectical behavior therapy (Linehan,  1993 ), have been implemented with 
demonstrated effi cacy in adolescent samples (e.g., Klein & Miller,  2011 ; Rathus & 
Miller,  2015 ; Wagner, Rathus, & Miller,  2006 ), no direct studies of mindfulness and 
posttraumatic stress in this population have been published to date. The studies 
reviewed here thus are meditation-based, largely mind-body skills group programs 
delivered to children  and  adolescents exposed to trauma. 

 In terms of trauma-exposed adolescents, Gordon, Staples, Blyta, Bytyqi, and 
Wilson ( 2008 ) evaluated  the   effi cacy of a 6-week mind-body skills program in post-
war Kosovar adolescents. This mind-body skills program was comprised of medita-
tion, biofeedback, guided imagery, drawings, autogenic training, movement, and 
breathing techniques. In the context of an RCT, the mind-body skills group, as com-
pared to a waitlist control group, reported signifi cantly greater decreases in PTSD 
symptom severity in postwar Kosovar adolescents. These fi ndings were consistent 
with results from their previous pilot study (Gordon, Staples, Blyta, & Bytqi,  2004 ). 
However, these adolescents manifested varying levels of PTSD symptomatology 
and were not screened for the PTSD diagnosis, but all were exposed to war-related 
trauma. A similar mind-body skills group was conducted with Palestinian children 
and adolescents in Gaza (Staples, Abdel Atti, & Gordon,  2011 ). This uncontrolled 
trial documented signifi cant improvements in PTSD and depression symptoms and 
a signifi cant decrease in hopelessness in these children, which was maintained for 
up to 7-months post-intervention. 

 With regard to children, Catani et al. ( 2009 ) conducted an RCT wherein Sri 
Lankan children, affected by civil war and the 2004 tsunami and  diagnosed   with 
PTSD, were randomly assigned to either 2-week (6 sessions) meditation-relaxation 
intervention or narrative exposure therapy for children. Children in both treatment 
conditions evidenced signifi cant reductions in PTSD symptoms and functional 
impairment at 1-month posttreatment and at 6-month follow-up. Taken together, the 
study and application of meditation-based interventions to trauma-exposed chil-
dren/adolescents certainly represent important areas of great clinical signifi cance 
for further study.  

    Limitations of Current Research and Future Directions 

   The extant literature  is   limited in several key ways, each of which represents a per-
tinent avenue for future work. First, despite the recent proliferation of research on 
mindfulness and/or meditation and PTSD, there are still only a handful of clinical 
intervention studies, including RCTs in this area. Although fi ndings are promising, 
there is a need for more extensive clinical examination of these phenomena, with 
attention to more diverse samples in terms of race/ethnicity, age, trauma exposure 
types, settings (e.g., inpatient vs. outpatient), and intervention types (e.g., individual 
vs. group). 

 Second, extant clinical trials on mindfulness and meditation interventions for 
PTSD have differed in the use of individual vs. group formats for the interventions. 
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It would be interesting for future studies to examine the possibility of differential 
effects of interventions simply based on the delivery platform. Relatedly, as some 
researchers have begun to do (Niles et al.,  2012 ), it will be important to investigate 
telehealth, Internet-, or smartphone-based models of service delivery. Such tech-
nologies would allow for alleviation of disparities in access to care for underprivi-
leged and/or rural populations. 

 Third, as the literature is in a nascent stage, most of the work has focused on 
determining associations or comparing symptom outcomes in treatment trials, and 
much less attention has been allotted to the examination of mechanisms of change. 
Both biological and psychological mechanisms would be important to study. 
Relatedly, the utilization of diverse paradigms to index mindfulness, PTSD, and 
related outcomes is important in order to more directly examine, manipulate, and 
control variables of interest. For instance, incorporating neurobiological (e.g., neu-
rostructural, neuroendocrine, neurophysiological) and genetic/epigenetic perspec-
tives and techniques would provide a methodologically rigorous biopsychosocial 
lens through which to better understand mindfulness and meditation-based pro-
cesses and their role in the etiology, maintenance, and treatment of PTSD. These 
lines of inquiry will help us to gain a better understanding of the processes driving 
the noted gains yielded by mindfulness-based interventions. 

 Fourth, most extant studies have relied heavily on self-report measures to index 
factors of interest, both in cross-sectional and treatment studies. Furthermore, sev-
eral studies have attempted to measure change in levels of mindfulness over time 
using available self-report measures, and yet, many such measures are not necessar-
ily “state” measures with documented sensitivity to change. Future work should 
strive to incorporate multimodal assessments of the primary outcomes of interest 
(e.g., interview-based measures, experimental paradigms). 

 Fifth, no published studies to date have evaluated mindfulness- or meditation- 
based interventions in the context of PTSD prevention or early intervention postex-
posure to PTE. This type of application of mindfulness or meditation represents a 
potentially fruitful avenue for alleviating the suffering associated with psychologi-
cal trauma. Mindfulness- or meditation-based interventions potentially could have 
transdiagnostic implications for individuals exposed to PTE. 

 Sixth, the applications of mindfulness to the study of PTSD-relevant comorbid-
ity are just emerging. Very few studies have evaluated the role of mindfulness in 
posttraumatic stress and substance use disorders. While several of the published 
RCTs of mindfulness-based interventions for PTSD have included depression and 
other symptom outcomes, a more focused effort to evaluate the potential transdiag-
nostic effi cacy of mindfulness or meditation in targeting several symptom clusters 
concurrently is imperative. Over 80 % of individuals with PTSD present with a 
comorbid diagnosis (e.g., Brady et al.,  2000 ; Sareen et al.,  2007 ), and thus, more 
attention to transdiagnostic implications is clinically imperative. 

 Finally, as aforementioned,    there has been a relative dearth of research on the 
relevance of mindfulness- or meditation-based processes for trauma-exposed chil-
dren and adolescents. However, several studies have documented the positive 
effects of mindfulness on social-emotional development in children, more generally  
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(e.g., Schonert-Reichl et al.,  2015 ). This is a highly relevant area for future study, 
especially given the promising results of the emerging literature on mindfulness 
in youth  .  

    Summary and Conclusions 

 Our understanding of the therapeutic role of mindfulness and meditation in the 
treatment of PTSD is just beginning to take form. Available evidence suggests that 
mindfulness and meditation have signifi cant clinical relevance to our understanding 
of the etiology and maintenance of PTSD as well as its prevention and treatment. 
However, given the nascent stage of this research literature, much more study is 
needed to solidify our theoretical and clinical conceptualization of the effects of 
mindfulness- and meditation-based practice on PTSD and the mechanisms impli-
cated in such effects. Given the need for additional effective treatment avenues for 
PTSD and related disorders, and the solid empirical foundation that is forming rel-
evant to mindfulness- and meditation-based processes, the study of these processes 
and interventions has the potential to change the landscape of PTSD treatment in the 
not-so-distant future.     
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    Chapter 12   
 The Last of Human Desire: Grief, Death, 
and Mindfulness       

       Joanne     Cacciatore       and     Jeffrey     B.     Rubin    

           Introduction 

 Death has, for millennia, intrigued and terrifi ed, preoccupied, and mesmerized 
human beings around the world. Even more mysterious and frightening is what 
faces those who survive the death of a loved one: grief. Some resist and avoid, some 
deny and repress, and yet others turn toward grief. Artists sculpt grief. Authors 
lament grief. Spiritual leaders preach about grief. Ethicists argue about grief. 
Counselors seek to provide solace to the grieving. Cultures ritualize grief. Physicians 
treat grief. As the post-industrialization era has taken death and grief out of personal 
tragedy and into the private sector, they remain largely unexplored territory in con-
temporary Western culture.  
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    Death and Grief and Suffering 

 There are more than 2000 published studies on  death anxiety  , perhaps ignited by the 
work of Ernest Becker ( 1973 ) in his landmark book  The Denial of Death . Strack and 
Feifel ( 2003 ) found that the majority in the Western world report some fear of death 
and that most people are more concerned about potential pain, helplessness, depen-
dency, and the well-being of loved ones after their death. This latter fear is reported 
as more signifi cant than their own deaths, that is, the fear of grief and how their 
loved ones will survive their deaths. 

 Western culture tends to  deny death  , push away thoughts of mortality (Becker, 
 1973 ), and run away from grief. There are a great premium placed on youth, happi-
ness, and hedonism and a pervasive avoidance of aging, grief, and discomfort. Thus, 
 suffering and mourning   are treated as something to avoid altogether or from which 
we “move on” rather expeditiously. We have witnessed, personally and profession-
ally, a pervasive pattern: many people are disturbed and frightened by  grief   and 
approach it with clichés and pat slogans—“it’s meant to be,” “everything happens 
for a reason,” “don’t dwell on the past,” “God has a plan for you,” and “just let go 
and choose happiness.” These empty platitudes leave the grief-stricken person 
feeling worse than before they shared their grief—often full of shame about their 
inability to “let go” of their agony. 

 For several thousand years, Eastern philosophy has recognized that  suffering   is a 
central part of the human condition. In the Buddhist parable about the mustard seed, 
for example, the Buddha tried to help a grieving mother see that no one was immune 
to loss and suffering, revealing the qualitative oneness of grief. And yet, despite the 
explicit recognition in Buddhism that suffering pervades human existence, Buddhist- 
inspired theories and practices, especially when taken out of context, may not be 
enough to help those struggling with grief. Furthermore, we have seen the way 
spiritual theories and practices all-too-often lead to  spiritual bypassing  , attempting 
to do an end-run around unavoidable human and existential challenges. As Wallace 
Stevens ( 1982 ) noted, “The way through the world/Is more diffi cult to fi nd than the 
way beyond it” (p. 446). Authentic living is harder than creating illusory solutions. 
In  spiritual bypassing  , individuals adopt a “spiritual” perspective, either as a means 
to temporarily comfort self or others—such as “God has a plan,” “the self is an 
illusion,” “just trust in God,” and “all things happen for a reason”—or pursues a 
spiritual practice (e.g., meditation, yoga, prayer) so as to, often unconsciously, 
avoid, rather than turn toward, confront, and explore, what affl icts them so pro-
foundly. This transitory solution is brittle and rarely enduring, and, of course, the 
grief remains unexplored and unprocessed. Often, it then returns with a vengeance 
in the form of symptoms, physiological, emotional, and social, adding unnecessary 
suffering to necessary grieving.  
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    Mindfulness Comes to the Contemporary West 

 In 1979, mindfulness-based stress reduction ( MBSR     ) was developed by Jon Kabat- 
Zinn at the University of Massachusetts Medical Center. The program, a secular 
group-based curriculum, was designed primarily to treat patients with chronic pain 
(Ospina et al.,  2007 ), typically administered over 8 weeks and including a daily 
home meditation practice. Then, in the 1990s, Teasdale, Segal, and Williams devel-
oped mindfulness-based cognitive therapy ( MBCT     ) specifi cally to prevent and treat 
major depressive disorder (MDD) relapse, combining aspects of MBSR with 
aspects of cognitive therapy plus the introduction of the 3-min breathing space 
(Ospina et al.,  2007 ). Their program emphasizes awareness and tolerance of 
thoughts, similar to the way in which exposure therapy might function (Shigaki, 
Glass, & Schopp,  2006 ). 

 Now,  mindfulness-based interventions   have demonstrated signifi cant effi cacy in 
reducing symptoms for a broad range of medical and psychological ailments includ-
ing fi bromyalgia, heart disease, chronic pain, obesity, eating disorders (Grossman, 
Niemann, Schmidt, & Walach,  2004 ), asthma, type II diabetes mellitus, hyperten-
sion, substance abuse (Ospina et al.,  2007 ), epilepsy, psoriasis, HIV (Carlson et al., 
 2004 ), and multiple sclerosis (Shigaki et al.,  2006 ). And yet, despite the extensive 
applicability of mindfulness, deeper understanding demands that we also examine 
areas that have been neglected.  

    Death, Grief, and Mindfulness 

 Several scholars have begun to explore the relationship between mortality salience, 
or “impermanence awareness,” and posttraumatic growth (Kumar,  2005 ; Wada & 
Park,  2009 ). The cultivation of this state of mind is believed to ease the overwhelm-
ing burden of grief by understanding its normalcy and necessity while not avoiding, 
pathologizing, or medicalizing grief. Wada and Park ( 2009 ) suggest that the mindful 
approach to grief recognizes suffering and emotional vulnerability as essential 
forces to propel one forward into growth, when he or she is ready, rather than the 
view of grief as pathology which requires medical attention. The middle path 
through grief wherein one neither avoids, represses, nor numbs affects nor does one 
grasp, cling, or unnecessarily punish oneself in grief. Both extreme states, that is, 
“severing the bond with the deceased or rigidly holding on to the loss…will not lead 
one to cope with the loss in a wholesome way” (p. 665). 

 Very few scholars, and even fewer empirical studies, however, have focused on 
death, grief, and mindfulness practice, for client, provider,  and  the relationship. 
Cacciatore ( 2011 ) proposed the fi rst mindfulness-based paradigm, its utility focused 
on the tripartite relationship. The  model’s utility and success   have been demonstrated 
in several studies since its inception ( Cacciatore & Flint, 2012 ; Cacciatore, 
Thieleman, Osborn, & Orlowski,  2014 ; Thieleman & Cacciatore,  2014 ; Thieleman, 
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Cacciatore, & Wonch,  2014 ). For example, using this model, Thieleman et al. 
( 2014 ) found a reduction in trauma, depressive, and anxious symptoms in a popula-
tion of the traumatically bereaved after an average of just 14 h in counseling. Still, 
the model does not tout a particular goal or objective, nor does it seek to reduce 
symptoms within a specifi c time period. Rather, this paradigm merely seeks to facil-
itate and bear witness to a process of being with, surrendering to, then, when ready, 
doing, or taking compassionate action, with grief (Cacciatore,  2014 ). 

  The model, known as  ATTEND   ( a ttunement,  t rust,  t ouch,  e galitarianism, 
 n uance, and  d eath  education  ), built upon a foundation of self-care practices, encour-
ages mindfulness practice for the provider, modeling for the client, and bringing 
such practice into the therapeutic relationship (attunement). Providers, themselves, 
are strongly encouraged to cultivate a meditation practice and grief/death education 
as part of the client’s treatment. Particularly with traumatic grief, it is crucial that 
providers have high affect tolerance and radical acceptance of the client’s painful 
memories and accompanying emotions. In so doing, this psychological environ-
ment fosters a sense of safety and nurturance for the bereaved client (trust). In the 
context of this model, once trust has been established, haptic feedback in the form 
of non-perfunctory touch, when appropriate and therapeutic, is encouraged rather 
than anathema (touch). Relational power is shared, provider humility is paramount, 
and the counselor or therapist recognizes the client as his or her own expert, acting 
more as a guide. The emphasis is not on pathologizing the client’s experiences; 
rather, the provider meets the client wherever he or she is in the grief experience and 
allows what is, in that moment, to be (egalitarianism). Because of the inherent fl uid-
ity of this model, there isn’t a standardized protocol. Rather, the provider recognizes 
the individuality of each family, every circumstance, and every presentation as 
unique, acting with sensitivity for his or her cultural identifi cation (nuance). The 
model also encourages providers to contemplate and study mortality and grief 
(death education), shown to signifi cantly increase both mindfulness and empathy in 
second-year graduate students (Cacciatore, Thieleman, Killian, & Tavasolli,  2014 ). 
This yields benefi ts to both the practitioner and to the client, and this, ultimately 
then, supports the therapeutic relationship. 

 Finally, this model is built upon a foundation of self-care and compassion. 
Practitioners using this model are strongly encouraged to engage in various strate-
gies for self-care, empirically demonstrated to diminish compassion fatigue and 
vicarious trauma, not just for their own benefi t but, also, to help the client. 
Compassion fatigue is defi ned in the literature as a reduction in a provider’s capac-
ity for empathy toward clients as a result of repeated trauma exposure (Adams, 
Boscarino, & Figley,  2006 ). Obviously, both compassion fatigue and vicarious 
trauma have profoundly negative effects on both providers and the clients they 
serve. Yet, there is some evidence to suggest that a mindfulness-model of practice 
may protect providers from compassion fatigue and vicarious trauma. 

 Thieleman and Cacciatore ( 2014 ) found that providers using the ATTEND 
model, despite working in one of the highest risk populations (the traumatically 
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bereaved), were protected from vicarious trauma, provider burnout, and reported 
higher life satisfaction. No doubt, these protective variables yield a more helpful 
and compassionate environment for clients and thus they benefi t from such a milieu 
(Thieleman & Cacciatore,  2014 ). Grepmair et al. ( 2007 ) conducted a double-blind 
randomized controlled trial wherein, indeed, the clients of “providers who meditated” 
had better therapeutic outcomes than clients of therapists who did not meditate. 
This is potent ethical motivation for provider mindfulness practices .  

    What Mindful Care Looks Like 

 Mindful care, vis-à-vis the ATTEND model, cannot be quantifi ed, manualized, or 
put into a neat formula. Nevertheless, it has certain common ingredients including 
empathy and compassion, patience and humility, understanding, and fl exibility. 
 Deep self-awareness and attunement foster   the development of all these states. 
 Empathy  , striving to understand someone from within their unique frame of refer-
ence (Kohut,  1977 ), is the foundation upon which the relationship is built because 
without it there is no safety or understanding. And compassion, ancillary to empa-
thy, has been described as “ empathic action  ” (Parr,  2002 ).  Patience   is crucial 
because the grieving person must have the time and space to experience the full 
range of their loss and agony. They cannot be rushed; nor can they follow someone 
else’s timetable.  Humility   recognizes and respects the inherent wisdom of the cli-
ent’s pain, presenting “symptoms,” and personal process. A humble provider fosters 
an environment of culturally appropriate care that is individualized for this particu-
lar person in his or her painful situation.  Flexibility   is crucial because each person 
is unique; and every therapeutic dyad must discover the best way to approach heal-
ing and transformation ( Rubin, 1998 ). 

 We have found that there is always an emotional logic to the client’s situation, 
even when we, as providers, don’t necessarily understand initially. However, we 
strive to create an environment in which the client’s feelings and experiences are not 
only fundamental but also revered—even if they clash with or are foreign to our 
own experiences. For example, we both believe in the transformative power of 
speaking about and witnessing what feels overwhelming and unbearable. But when 
a particular client needs to avoid talking about what affl icts them in order to protect 
against anticipated re-traumatization, their needs are more important than our mod-
els of helping. 

 We use the therapeutic relationship as an arena to gently explore, illuminate, and 
hopefully transform the client’s struggles in coping with grief and trauma. Crucial 
to this process is our willingness to accompany them on their journey of mourning, 
witnessing, and validating their experience. They are our guide as together we 
struggle to understand and make meaning or sense of that which most haunts them.  
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    Beyond Mindfulness: The Marriage of Mindful Care 
and Meaning 

 It’s one thing to talk about mindfulness in treating traumatic grief. It’s another thing 
to practice this unique type of  caregiving  . One of the greatest challenges facing 
clinicians who work in this fi eld is how we, ourselves, process our own emotional 
reactions to traumatic loss, including feelings of vulnerability for ourselves and for 
our loved ones. Meditation and psychotherapy can be immensely helpful in doing 
this. And, also, each tradition has its blind spots and weaknesses, and the strength of 
each corrects for the limitations of the other ( Rubin, 1996 ). 

  Meditation      is a remarkable tool for cultivating heightened attention and presence, 
a wonderful asset to therapists and clients. But meditation tends to neglect meaning 
( Rubin, 2013 ). It features, for example, being aware of what arises, but that doesn’t 
always lead to understanding its emotional signifi cance. For example, noting anger 
while meditating is different than experiencing the disappointment and hurt that 
sometimes underlies it. The emphasis in certain meditative practices on investigat-
ing the causes and signifi cance of experienced phenomena doesn’t mean that 
meditators are illuminating the unconscious underpinnings of its meaning. Indeed, 
meditators, potentially, have greater access to their emotions; yet they often do not 
do enough with it.  Western psychotherapy   does a wonderful job of understanding 
meaning. Combining the meditative ability to develop refi ned concentration, equa-
nimity, and self-compassion with the therapeutic capacity to illuminate human 
experience is an extraordinarily potent and often neglected means of helping people 
in pain. For example, when we are truly attentive and present, and then examine the 
emotional signifi cance of what we are feeling—from anger and sadness to jealousy 
and grief—we are more likely to understand ourselves and be able to skillfully cope 
with our own feelings in the moment ( Rubin, 2009 ). 

     1 Glenn, Client of JC 

  Glenn   is a fi rst-time father in his early 30s of mixed ethnic descent. His son, Sean, 
died 2 years earlier during birth. Sean was 2 weeks over his due date when he died. 
Glenn and his partner discussed inducing labor but ultimately he discouraged the 
procedure, wanting to wait until Sean was “ready for birth.” He blamed himself for 
Sean’s death. So did his partner, Ann. Shortly after Sean’s birth and death, Ann left 
Glenn. He began using alcohol, along with prescription drugs, to help him “cope 
with the grief of losing both his son and his partner.” He began showing up late at 
work, personal hygiene declined, and his family expressed signifi cant concern over 
his well-being. Glenn sought counseling at the urging of loved ones after being 

1   Clients’ names have been changed to protect their anonymity and they have given permission 
to use their stories for this manuscript. 
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arrested while driving under the infl uence. He was reluctant to seek help because he 
“contributed to Sean’s death” and felt “unworthy to live.” I noticed, in my fi rst few 
meetings with Glenn, that his affect was fl at, inconsistent with what he reported 
verbally. His range of emotional expression felt stunted, frozen perhaps. While he 
could recount details of his experiences, much of the narrative was told in a rather 
detached manner. Once I felt Glenn trusted me, I asked him about the story he was 
telling. I inquired as to his degree of “deeply felt emotion” and asked if he felt he 
could share from a more authentic place. He said he’d felt this disconnect since he 
began using substances, and he reported a strong desire to stop the abuse. With the 
aid of his primary care physician, Glenn titrated off a low-dose anxiolytic and 
SSRI. Our weekly 2-h meetings continued. He shared more openly over time and 
eventually his emotional expression became increasingly more potent, congruent 
with the narrative of his story. It felt like a deeply trusting relationship, and I prac-
ticed being aware of my own sense of grief with and for Glenn, particularly when 
he would weep. My own meditation practice helped immensely in this regard. 
Within 9 months, Glenn was off his psychiatric medications and had restricted his 
alcohol consumption to two glasses of wine a week. Glenn still felt he was not ready 
to implement a mindfulness practice. He felt like there was a “truck sitting on [his] 
chest” and “breathing was hard.” He also felt his discursive mind would interfere 
with his ability to be still. I invited him to a practice of mindful movement, which 
he embraced. He began walking every morning, in silence, paying careful attention 
to the placement of his feet, the cool air on his face, and the swing of his arms. 
Eventually, when he felt ready, we incorporated breath awareness to his mindful 
morning walk. He began to feel and express deeper sadness than ever, yet he had 
cultivated a practice wherein he trusted his ability to be with the pain—and the pain-
ful memories—without feeling overwhelmed, threatened, or paralyzed by it. Six 
months later, Glenn attended a meditation retreat for the fi rst time. That was 5 years 
ago, and he continues his practice even today. He feels that his mindfulness prac-
tices help him to “both remember and cope with the inevitable suffering” and “life-
long grief” he will experience as a bereaved father.  

    Annie, Traumatic Grief Client of JC 

  Annie   is a 38-year-old mother of three who lost her youngest child, Maggie, 8 years 
old, after a routine surgical procedure. She was given psychiatric medication 2 days 
after her daughter’s death, both a benzodiazepine and an antidepressant which she 
had been taking, without adjunctive psychotherapy, for 2 years prior to seeking 
counseling. During Annie’s fi rst session, she lamented the loss of her primary social 
support system, friends who had children Maggie’s age who she felt “now avoided” 
her because they were “too terrifi ed to confront” her pain and grief. Annie was also 
experiencing marital discordance as she reported “no interest in sex or intimacy at 
all” and felt her “skin crawled” every time her husband tried to initiate intimate con-
tact. When I asked her if she could share details of Maggie’s death, she declined 
saying it felt “too hard to tell the story” and that “she hadn’t told the story in years.” 
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Of course, I did not push her; rather, I reengaged in exploring her experiences in the 
dyadic and social relationships which were so painful for her. When she spoke of her 
marital disharmony, she also said that she’d gained weight since Maggie’s death and 
“felt unsexy and undesirable” noting a signifi cant decline in sexual interest and 
arousal. She seemed to have some insight of this feeling “unfair” to her partner but 
was “uncertain how to change anything.” Additionally, in recounting her feelings of 
isolation within her former social group, she noted that she “self-isolates,” and 
despite being invited by her friends, she often “declines because of a lack of motiva-
tion” and “desire to be alone.” We spent much of our fi rst session building trust in the 
relationship and I listened deeply to not only the rare glimpses into her grief over 
Maggie’s death but also her expression of isolation and loneliness. During our third 
session, Annie began to open up more fully, shared more detail about Maggie’s 
death, and asked if I would be willing to look at photos of her, to which, of course, I 
replied an unequivocal assent. At one point while looking at photos, she began to 
divulge her sense of guilt: “I killed Maggie,” she said with tears in her eyes. “Annie, 
tell me more, please?” I said softly and gently. She continued to explain that when 
they’d left the hospital, she had a “very specifi c feeling” that something wasn’t “right 
with Maggie… that something bad, terrible, was going to happen.” She began sob-
bing, uncontrollably, saying repeatedly how Maggie’s death was her fault and how 
ashamed she felt for having “let her die.” I noticed my own feelings of pain for and 
with Annie in this moment of abysmal suffering. I leaned into her pain and just sat 
closely with my head bowed: “I’m so sorry, Annie. I’m just so sorry.” She continued 
to weep, audibly, for the next 10–15 min without pause. I remained silent but very 
present, holding space for her feelings of guilt and shame. I did not try to change her 
heart. I did not try to convince her otherwise. I just bore witness to the dark emotions 
that surfaced. By the end of that session, I could sense that something, inexplicable, 
had shifted. She hugged me before she left, thanked me profusely, and even sent a 
follow-up e-mail about how she’d never been able to share so honestly with anyone. 
It wasn’t for a lack of trying. She’d tried to express her feelings of guilt and shame 
with others. But they couldn’t bear to hear it and quickly dismissed her feelings as 
invalid, “ridiculous,” and “outrageous.” She stopped sharing her story, her feelings, 
and her thoughts shortly thereafter. By the tenth session, Annie began titrating off her 
psychiatric medications and we began to introduce brief breath meditation to her 
daily journaling practice. By the 15th session, she was off her psychiatric medication 
and “feeling much more depth and pain,” but she also noted a renewed interest in 
sexual intimacy and social interaction. She attended a four-day meditation retreat, 
began a yoga practice, and lost 25 pounds. It’s been 4 years since Annie walked 
through my door. The shift in her ability to cope has been extraordinary.  

    Beverly, Trauma Client of JR 

 Several years into treatment,  Beverly  , a middle-aged woman with a severe trauma 
history, began to unthaw from a horrendous history of abuse that left her feeling 
grief-stricken, demoralized, and self-doubting. While she was making signifi cant 
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progress understanding the causes and the impact of her uncle’s sexual abuse, she 
still struggled with a diffi culty tolerating feelings and a tendency to either retreat 
into protective isolation or pathologically accommodate the wishes of those people 
she interacted with. She informed me that Buddhist meditation was very helpful in 
trying to cope with distressing feelings that seemingly came out of nowhere and 
made her feel as if she was drowning. But she sheepishly admitted that she was 
resistant to meditating. As we explored what happened when she tried to meditate 
at home on her own, I asked her if meditating at home left her alone with extremely 
painful feelings and if she stayed away from meditating so that she was not alone 
with these feelings. Tears rolled down her face as she shook her head up and down 
in assent. 

 We meditated together in that session and some subsequent ones and then 
processed the feelings that arose. Her capacity to sit with and accept a fuller range 
of feelings—especially sadness and grief—slowly developed. Meditation helped 
her become more self-accepting and less self-judging. 

 In our own personal and clinical experience, mindful care entails the marriage of 
mindfulness and meaning ( Rubin, 2013 ). Mindfulness practices, like psychother-
apy, increase awareness of our experience in the present. It also lessens judgment 
and increases our—and our client’s—tolerance of painful emotions. In other words, 
both participants in therapy can sit with and through a wider range of feelings with-
out prematurely and reactively denying them, drowning in them, or attributing them 
to someone else. And this makes it possible to explore their meaning and cultivate 
experiential understanding of their signifi cance. And this is crucial for the therapeu-
tic process. Without that mindfulness of feelings by itself—knowing that we feel 
sad without understanding its full meaning and signifi cance (that we, e.g., might 
blame ourselves or imagine we are bad for feeling what we are feeling)—may not 
lead to coming to terms with that which, consciously or unconsciously, haunts us so.   

    Conclusion 

 Grief is inevitable for us all. Yet, a culture which does not foster a compassionate 
response in the face of inevitable and universal grief simply adds to the suffering of 
its members. And we live in a world in which individuals—and even various thera-
peutic and spiritual systems—tend to minimize, if not outright neglect and ignore, 
affl ictive emotions such as grief, anger, and shame. Instead, both implicit and 
explicit messages coercively focus only on positive feelings, which can create an 
increasingly painful social milieu for those who experience traumatic grief 
( Cacciatore & Devine, 2015 ; Welwood,  2002 ). 

 Mindfulness practices allow us to deepen the genuineness of our relationships 
with self and other, bringing us closer, even amidst tragedy, and can enhance the 
feeling of safety as we all seek solace for our experiences of unfathomable pain. As 
providers, our hearts can remain open to the other, without needing to self-protect 
or to erect unnecessary boundaries of fear and death anxiety. But mindfulness 
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practices, while necessary, are often insuffi cient, for the grief-stricken mourner. 
They need to judiciously integrate mindfulness with developing and deepening 
meaning and understanding. And that provides something rare and vital in our 
fraught world—namely, an emotional home for the grief and trauma and death that 
permeate our lives.     
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    Chapter 13   
 Mindfulness for Cultivating Self-Esteem       

       Christopher     A.     Pepping     ,     Penelope     J.     Davis    , and     Analise     O’Donovan   

            Mindfulness for Cultivating Self-Esteem 

 Self-esteem is widely conceptualized as a fundamental and pervasive human need 
(Greenberg et al.,  1992 ; Pyszczynski, Greenberg, Solomon, Arndt, & Schimel, 
 2004 ). In the present chapter, we argue that mindfulness may be associated with 
increased self-esteem and, in particular, with secure forms of self-esteem rather than 
fragile high self-esteem. We begin by providing an overview of self-esteem, includ-
ing the benefi ts of healthy self-esteem and the costs of low self-esteem. Next, we 
differentiate between secure high self-esteem and fragile high self-esteem and argue 
that individuals high in dispositional mindfulness may have greater capacity for 
secure high self-esteem. We then review evidence from clinical and experimental 
studies examining causal associations between mindfulness and self-esteem. 
Finally, we conclude with a discussion of how mindfulness-based interventions may 
enhance healthy self-esteem and outline directions for future research.  

    Self-Esteem 

  Self-esteem   refers to an individual’s evaluation of his or her own self-worth, and it 
is considered to be a relatively stable personality trait that varies across individuals 
(Kernis,  2003 ; Waterman,  1992 ). Self-esteem is generally considered a fundamental 
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human desire, and individuals are particularly motivated to maintain high self-
esteem and engage in efforts to protect their self-esteem when it is threatened. Two 
main theories have been proposed to explain the human need for self-esteem, 
namely, sociometer theory (Leary,  1999 ; Leary, Tambor, Terdal, & Downs,  1995 ) 
and terror management theory (Greenberg, Pyszczynski, & Solomon,  1986 ). 
According to the  sociometer theory      of self-esteem (Leary,  1999 ; Leary et al.,  1995 ), 
self-esteem is an evolved system that serves as a meter of social acceptance and 
relationship quality with others. From an evolutionary perspective, humans are 
driven to maintain connection with others and strive towards acceptance from peer 
groups. Thus, individuals are not necessarily motivated to maintain high self-esteem 
as the end goal but rather to maintain acceptance from other people. This then moti-
vates behaviors designed to enhance the chances of being valued and accepted by 
others. Consistent with this proposition, Leary et al. ( 1995 ) found that individuals’ 
self-esteem correlates with the extent to which they believe they are accepted or 
excluded, with self-esteem decreasing in response to social exclusion. 

   Terror management theory ( TMT     ) offers a distinct though somewhat related 
explanation as to why humans desire self-esteem (Greenberg et al.,  1986 ,  1992 ; 
Pyszczynski et al.,  2004 ). Humans are in the unique position of being aware of their 
own mortality and the inevitability of death. This awareness generates signifi cant 
existential anxiety and motivates individuals to engage in anxiety-buffering defen-
sive strategies. TMT posits that humans are motivated to pursue self-esteem as it 
serves as a buffer to existential death anxiety. Specifi cally, self-esteem is derived 
from meeting the standards and expectations of one’s particular culture and pro-
vides individuals with a sense that they are a valuable contributor to the world, and 
thus their life has meaning and importance (Pyszczynski et al.,  2004 ). Consistent 
with the TMT perspective, experimental studies indicate that high self-esteem buf-
fers death anxiety and that priming mortality leads individuals to engage in efforts 
to increase their self-esteem. However, when individuals are experimentally con-
vinced of the existence of an afterlife, their efforts to increase self-esteem in 
response to mortality salience primes are diminished (Pyszczynski et al.,  2004 ). In 
brief, self-esteem is a fundamental human desire, and individuals are particularly 
motivated to maintain high self-esteem and engage in efforts to protect self-esteem 
when it comes under threat.   

 Self-esteem is an important construct and is related to a variety of  positive psy-
chological and social outcomes  , including general psychological adjustment, posi-
tive emotion, social confi dence, prosocial behavior, work well-being, satisfying 
relationships, and overall life satisfaction (Diener, Emmons, Larsen, & Griffi n, 
 1985 ; Leary & MacDonald,  2003 ; Orth & Robins,  2014 ). In addition, a  meta- 
analysis     of 77 longitudinal studies suggested that low self-esteem predicts depres-
sion; low self-esteem is not simply an outcome of depression (Sowislo & Orth, 
 2013 ). Finally, low self-esteem in adolescence prospectively predicts poorer mental 
and physical health and higher criminal behavior in adulthood, compared to those 
with high self-esteem (Trzesniewski et al.,  2006 ). In brief, much evidence indicates 
that high self-esteem is a positive personal resource. 
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 Despite the pervasive pursuit for high self-esteem and the widely documented posi-
tive outcomes associated with high self-esteem, several researchers have noted that 
high self-esteem is not always benefi cial (e.g., Deci & Ryan,  1995 ; Jordan, Spencer, 
Zanna, Hoshino-Browne, & Correll,  2003 ; Kernis,  2003 ; Ryan & Brown,  2003 ). For 
example, some studies have found that high self-esteem is associated with increased 
prejudice (Verkuyten & Masson,  1995 ), defensive self-enhancement (Baumeister, 
Heatherton, & Tice,  1993 ), and heightened violence and aggression (Baumeister, 
Smart, & Boden,  1996 ). What might explain these somewhat counterintuitive fi nd-
ings? One possibility is that there are two forms of high self-esteem: one associated 
with positive outcomes and one with negative  outcomes  . Accordingly, several research-
ers have proposed that high self-esteem can indeed take two forms (Kernis,  2003 ; 
Ryan & Brown,  2003 ), namely, secure high self-esteem and fragile high self-esteem. 

  Secure high self-esteem   refers to a positive self-view that is grounded in reality 
and is not easily threatened, whereas  fragile high self-esteem   refl ects a positive self- 
view and feelings of self-worth that require frequent validation, are vulnerable to 
threat, and oftentimes refl ect some form of self-deception or compensation for 
underlying feelings of low self-esteem (Zeigler-Hill,  2006 ). There are several ways 
in which secure and fragile high self-esteem have been conceptualized and distin-
guished. For example, defensive high self-esteem (Jordan et al.,  2003 ; Kernis,  2003 ) 
refers to a defensive attempt to bolster or enhance explicit views of oneself, despite 
implicit or unconscious low self-esteem. Similarly, contingent high self-esteem is 
an additional conceptualization of fragile high self-esteem. Contingent high self- 
esteem refers to the tendency to base one’s self-worth and self-value on achieve-
ments or meeting an ideal standard relative to others. Deci and Ryan ( 1995 ) note 
that when these achievements or standards on which this self-esteem is contingent 
upon cease, self-esteem also tends to decrease. 

 In summary, several terms have been used in the literature to differentiate 
between secure forms of self-esteem and fragile high self-esteem (i.e., defensive 
high self-esteem, contingent high self-esteem). Although there are differences 
between the various conceptualizations of self-esteem, for the purposes of the pres-
ent review, we use the terms  secure high self-esteem   and  fragile high self-esteem   
throughout the chapter and refer to the more specifi c forms of fragile high self- 
esteem, namely, defensive high self-esteem and contingent high self-esteem, only 
when reporting on individual studies using these specifi c conceptualizations. We 
propose here that mindfulness is likely to be associated with high self-esteem and, 
in particular, may facilitate the development of secure high self-esteem as opposed 
to fragile high self-esteem.  

    Dispositional Mindfulness and Self-Esteem 

 In the present chapter, we use the defi nition of  mindfulness   proposed by Kabat-Zinn 
whereby mindfulness is defi ned as “paying attention in a particular way: on pur-
pose, in the present moment, non-judgmentally” (Kabat-Zinn,  1994 , p. 4). Consistent 
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with the defi nition outlined by Kabat-Zinn ( 1994 ), Bishop et al. ( 2004 ) propose that 
mindfulness includes two core components: (1) the self-regulation of attention and 
(2) a certain orientation to experience.  Self-regulation of attention   refers to the pro-
cess of directing attention towards the present moment, coupled with the ability to 
observe and attend to the ever-changing stream of thoughts, emotions, and sensa-
tions that individuals experience at any moment. Bishop et al. ( 2004 ) argue that 
self-regulation of attention facilitates pure awareness of thoughts, feelings, and sen-
sations based on direct experience rather than elaborative processing of these expe-
riences or becoming involved in rumination about these experiences. The second 
component of the conceptualization outlined by Bishop et al. ( 2004 ) is a  certain 
orientation to experiences  , which refers to a nonjudgmental and curious stance 
directed towards experiences in the present moment, together with an attitude of 
openness and acceptance to whatever may arise in each moment. 

 There have been a number of measures of mindfulness developed (e.g., Baer, 
Smith, Hopkins, Krietemeyer, & Toney,  2006 ; Brown & Ryan,  2003 ; Lau et al.,  2006 ; 
Walach, Buchheld, Buttenmuller, Kleinknecht, & Schmidt,  2006 ). To provide a more 
in-depth analysis of the construct of mindfulness, Baer et al. ( 2006 ) examined the 
underlying factor structure assessed by items from fi ve measures of mindfulness and 
found a fi ve-factor solution. The factors identifi ed were “ observing  ,” which refers to 
the process of noticing internal and external experiences, including thoughts, physi-
cal sensations, and emotions; “ non-judging of inner experiences  ,” which refers to 
taking a nonjudgmental and accepting stance to internal experiences such as diffi cult 
thoughts, emotions, and physical sensations; “ describing  ” which is the ability to label 
with words one’s own internal experiences; “ non-reactivity  ” to inner experiences 
refers to the capacity to remain present with thoughts and emotions without impul-
sively responding to them and without being either consumed by them or seeking to 
avoid these experiences; and, fi nally, “ acting with awareness  ” refers to the process of 
paying attention to the present moment rather than being preoccupied with thoughts 
or emotions about the future or past (Baer et al.,  2006 ,  2008 ). The fi ve facets are 
moderately correlated with each other but differentially predict theoretically related 
outcomes. With regard to the association between mindfulness and self-esteem, iden-
tifi cation of the relative importance of a range of facets of mindfulness in the predic-
tion of self-esteem may be a useful focus with important clinical implications. 

 Why might high dispositional mindfulness enhance self-esteem? We have argued 
previously (Pepping, O’Donovan, & Davis,  2013 ) that individuals dispositionally 
high in mindfulness may be less consumed by the  thoughts and emotions   that char-
acterize low self-esteem and thus have greater capacity to cope with these experi-
ences. A key feature of mindfulness is a decentered stance towards thoughts. 
Further, individuals higher in mindfulness tend to possess a nonjudgmental, open, 
and receptive stance to their experiences and their thoughts and emotions (Baer 
et al.,  2006 ), which may allow them to be less consumed by harsh, critical, and 
judgmental thoughts relating to the self. Although it may be that those high in mind-
fulness are less likely to generate harsh negative thoughts about the self in the fi rst 
place, it is also likely that high mindfulness enables individuals to respond to harsh 
and self-critical thoughts, when they do occur, more adaptively. 
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 Drawing from Ryan, Brown, and Creswell’s ( 2007 ) discussion of attachment and 
mindfulness, individuals who have low self-esteem have cognitive biases that are 
based on past experiences and deeply held beliefs about the self that are oftentimes 
highly negative. However, mindfulness may allow an individual to transcend these 
 cognitive biases and maladaptive schemas  . Mindfulness facilitates nonjudgmental 
acceptance of the present moment, including thoughts and emotions, without being 
infl uenced or overwhelmed by cognitive biases relating to the past. Therefore, high 
dispositional mindfulness may act as a buffer to low self-esteem. Individuals who 
are high in dispositional mindfulness may have enhanced capacity to step back 
from, and cope with, negative thoughts relating to the self. 

 Consistent with the proposition that high dispositional mindfulness should be 
related to increased self-esteem, several studies have found a positive relationship 
between mindfulness and self-esteem (Brown & Ryan,  2003 ; Michalak, Teismann, 
Heidenreich, Strohle, & Vocks,  2011 ; Rajamaki,  2011 ; Rasmussen & Pidgeon, 
 2011 ; Thompson & Waltz,  2008 ). Very little research has examined which specifi c 
facets of mindfulness predict increased self-esteem. Michalak et al. ( 2011 ) found 
that “ acceptance  ” (similar to non-judging of experiences) predicted increased mind-
fulness. However, the research focused only on the acceptance facet, and the other 
facets of mindfulness were therefore not examined. To extend prior research exam-
ining the association between mindfulness and self-esteem, we recently conducted 
two studies  examining   the association between mindfulness and self-esteem 
(Pepping et al.,  2013 ). The research had two major aims: the fi rst was to examine 
associations between individual facets of mindfulness and self-esteem (Study 1) 
and the second focus was to examine the effects of a brief experimental mindfulness 
induction on self-esteem (Study 2). 

 With regard to the association between specifi c facets of mindfulness and self- 
esteem, we argued that understanding the relative importance of various facets of 
mindfulness in the prediction of self-esteem may inform mindfulness-based clinical 
interventions to increase self-esteem. That is, understanding the specifi c compo-
nents of mindfulness that relate to increased self-esteem would enable clinicians to 
tailor interventions, focusing in particular on the specifi c processes that predict 
self-esteem. 

 We predicted that four of the fi ve mindfulness facets ( non-reactivity, awareness, 
labeling , and  non-judging of inner experience ) would signifi cantly predict self- 
esteem (Pepping et al.,  2013 , Study 1) as measured by the  Rosenberg self-esteem 
scale   (Rosenberg,  1965 ). Consistent with predictions, individuals scoring high on 
these four facets of mindfulness were higher in self-esteem. We argued that “non- 
judging      ” should facilitate increased self-esteem as individuals higher in this facet 
may be better able to take a nonjudgmental and less self-critical stance towards 
themselves. In addition, they may be less prone to judging and evaluating specifi c 
thoughts themselves (Baer et al.,  2006 ,  2008 ). That is, “non-judging” facilitates a 
nonjudgmental stance towards thoughts, emotions, and experiences, and these expe-
riences are observed from a neutral, objective standpoint, as opposed to being 
judged as good or bad (Baer et al.,  2006 ). With regard to self-esteem, those who are 
higher on the non-judging facet may be less likely to experience self-critical 
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thoughts in the fi rst place but may also display enhanced capacity to perceive these 
thoughts purely as thoughts, rather than evaluating them or becoming caught up in 
the content. Interestingly, “non-judging” was most strongly associated with 
increased self-esteem which suggests that the ability to maintain an open and non-
judgmental approach to thoughts, feelings, and sensations has a particularly positive 
effect on self-esteem. Individuals high on this facet may be less likely to get caught 
up in harsh judgmental thoughts about the self. 

 The “ labeling  ” subscale was also associated with higher self-esteem. Individuals 
with greater capacity to label, describe, and express cognitive and emotional experi-
ences may be less likely to become mindlessly caught up in self-critical thoughts 
about themselves (Baer et al.,  2006 ). Specifi cally, self-critical thoughts can be 
labeled, which we proposed might allow the individual to continue with other activ-
ities without becoming overwhelmed by these experiences. This may be why psy-
chotherapies such as  dialectical behavior therapy (DBT)   encourage individuals to 
label and describe thoughts and emotions (Linehan,  1993 ). In brief, the ability to 
“label” thoughts and feelings with words appears to be associated with increased 
self-esteem, perhaps refl ecting the benefi cial effects of being able to identify self- 
critical thoughts. 

 Individuals high on the “non-reactivity”  facet   were also higher in self-esteem. It 
may be that these individuals are able to allow internal experiences such as thoughts 
and feelings relating to the self to enter and leave awareness, without engaging in 
efforts to avoid or get rid of these experiences but also without engaging in rumina-
tion (Baer et al.,  2006 ,  2008 ). Rather than defensively trying to bolster self-esteem 
or reduce self-critical thoughts, individuals high on the “non-reactivity” facet may 
be better able to experience these thoughts and emotions without responding in 
maladaptive ways. It seems likely that “non-reactivity” enables individuals to treat 
harsh and self-critical thoughts associated simply as thoughts, rather than a true 
refl ection of reality. 

 We also predicted that the “ acting with awareness  ” subscale would be associated 
with increased self-esteem, as individuals high on this facet are able to attend to the 
present moment as opposed to being distracted by self-critical thoughts. Low 
“awareness,” on the other hand, is associated with the tendency to get caught up in 
thoughts about the future or past. In line with this proposition, we found that indi-
viduals higher on the “acting with awareness” subscales were higher in self-esteem, 
suggesting that the capacity to maintain present-focused attention may assist with 
an individual’s ability to transcend deep-seated negative beliefs relating to the self. 

 The “observe”  facet   did not predict self-esteem. It thus appears that noticing or 
observing self-critical thoughts and diffi cult emotions does not necessarily enhance 
self-esteem, but rather it is the attitude or stance taken towards these experiences 
that is important. It is probable that individuals with both high and low self-esteem 
may observe self-critical thoughts. However, it appears that the “relationship” one 
has with these experiences is more strongly related to increased self-esteem. The 
fi nding that “observe” did not predict increased self-esteem is consistent with this 
proposition. 
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 The study described here (Pepping et al.,  2013 , Study 1) represented the fi rst 
attempt to examine the “relative” importance of fi ve facets of mindfulness in the 
prediction of healthy self-esteem. This level of analysis allows us to understand 
more specifi cally which aspects of mindfulness are associated with self-esteem. 
It appears that present-focused attention; a nonjudgmental, nonreactive, and accept-
ing stance towards thoughts and emotions; and the ability to label thoughts and 
feelings all contribute to the development of healthy self-esteem. It is important to 
note, however, that the research reviewed above, although very useful with regard to 
providing insight into the specifi c factors of mindfulness relating to increased self- 
esteem, is cross-sectional. This limits the extent to which we can conclude that 
mindfulness actively enhances self-esteem. We therefore turn to the use of 
mindfulness- based clinical interventions and experimental studies examining causal 
associations between mindfulness and self-esteem.  

    Mindfulness-Based Interventions to Cultivate Healthy 
Self-Esteem 

     Mindfulness-Based Clinical Interventions 

 As mentioned previously, past research has demonstrated that mindfulness is asso-
ciated with high self-esteem (Brown & Ryan,  2003 ; Michalak et al.,  2011 ; Rajamaki, 
 2011 ; Rasmussen & Pidgeon,  2011 ; Thompson & Waltz,  2008 ) and that several 
specifi c facets of mindfulness each make unique contributions in the prediction of 
high self-esteem (Pepping et al.,  2013 , Study 1). To more fully understand the clini-
cal applications of mindfulness for cultivating healthy self-esteem, however, it is 
necessary to examine the effects of mindfulness-based clinical interventions on 
self-esteem. 

 Several studies have shown that  mindfulness-based clinical interventions   have 
benefi cial effects on self-esteem. Goldin and Gross ( 2010 ) and Goldin, Ramel, and 
Gross ( 2009 ) examined the effi cacy of an 8-week mindfulness-based stress reduc-
tion intervention for the treatment of social anxiety disorder. The researchers also 
included measures of self-esteem. Consistent with the mindfulness-based stress 
reduction protocol, participants completed eight 2.5-h sessions and a half-day 
retreat. Further, daily practice of mindfulness skills between sessions was encour-
aged. Participants who completed the intervention displayed improvements not only 
in their symptoms of social anxiety but also displayed increased self-esteem. It is 
important to note, however, that the study did not utilize a control group which does 
limit the extent to which results can be attributed specifi cally to the intervention. 

 In a mindfulness-based stress reduction intervention for adolescents with 
depression, Biegel, Brown, Shapiro, and Schubert ( 2009 ) found that participants 
in the mindfulness intervention condition displayed a reduction in depression, and 
an increase in self-esteem, relative to a treatment as usual control condition. 
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Participants in the mindfulness intervention group received eight weekly 2-h group 
sessions of mindfulness that emphasized both formal mindfulness meditation 
training and informal mindfulness practice. 

 More recently, Rajamaki ( 2011 ) examined the effects of mindfulness-based 
stress reduction on different forms of self-esteem. Specifi cally, the authors exam-
ined whether an 8-week mindfulness intervention would increase basic self-esteem 
and reduce competence-based self-esteem, which is a more fragile form of self- 
esteem, characterized by the tendency to strive for achievement in order to counter-
act or compensate for underlying low self-esteem (Johnson & Blom,  2007 ). 
Interestingly, participants reported decreased competence-based self-esteem and 
increased basic self-esteem from pre- to post-intervention. Also of interest, increased 
mindfulness resulting from the intervention predicted decreased competence-based 
self-esteem. However, increased mindfulness across the intervention did not predict 
increased basic self-esteem. Although it is important to note that there was no con-
trol condition included in this study, results do suggest that enhancing mindfulness 
may facilitate the development of secure forms of self-esteem and reduce more 
fragile, insecure forms of self-esteem. 

 Results of the abovementioned studies clearly suggest that mindfulness-based 
interventions may be benefi cial for cultivating self-esteem in a range of populations, 
including adolescents with depression (Biegel et al.,  2009 ) and individuals with 
social anxiety disorder (Goldin et al.,  2009 ;  Goldin and Gross,  2010  ). Interestingly, 
enhancing mindfulness is also associated with a decrease in defensive forms of self- 
esteem (i.e., competence-based self-esteem) and an increase in basic self-esteem 
(Rajamaki,  2011 ). This is consistent with the proposition that mindfulness may 
facilitate the development of healthy, secure forms of self-esteem, as opposed to 
defensive or fragile high self-esteem, an issue that will be discussed in more depth 
below. We now turn to the use of experimental mindfulness inductions to examine 
causal associations between mindfulness and self-esteem.   

     Experimental Mindfulness Inductions 

 The results of the mindfulness-based clinical interventions reported above clearly 
demonstrate that mindfulness-based interventions lead to improved self-esteem. 
However, it is somewhat diffi cult to draw defi nitive conclusions here because of the 
nature of the interventions, the lack of control groups in some studies, and the nature 
of the samples used in the studies. It is unclear whether mindfulness itself was 
directly responsible for the improved self-esteem, or whether other factors associ-
ated with clinical interventions, such as the therapeutic relationship, group cohe-
sion, or the alleviation of suffering associated with the presenting problem itself 
(i.e., depression and social anxiety), were more important in enhancing self- esteem. 
To examine direct, immediate causal associations between mindfulness and psycho-
logical outcomes, researchers are beginning to use brief  experimental mindfulness 
inductions   (e.g., Arch & Craske,  2006 ; Eifert & Heffner,  2003 ; Keng, Smoski, & 
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Robins,  2011 ). Researchers have examined the effects of experimental mindfulness 
inductions on dysphoric mood (Broderick,  2005 ), negative affect and emotional 
volatility (Arch & Craske,  2006 ), symptoms of panic attacks (Eifert & Heffner, 
 2003 ), self-reported physical pain (Braams, Blechert, Boden, & Gross,  2012 ), and 
pain tolerance (Liu, Wang, Chang, Chen, & Si,  2013 ). 

 We recently extended this research to investigate whether a brief mindfulness 
induction could lead to increased state self-esteem (Pepping et al.,  2013 , Study 2). 
We proposed that participants in the experimental mindfulness induction condition 
should increase not only in state mindfulness as a result of the mindfulness induc-
tion but also should display an increase in state self-esteem. No such effects were 
predicted for those in the control condition. Here, we briefl y describe the experi-
mental procedures used in the study and outline the fi ndings. 

 Sixty-eight participants were randomly assigned to either a 15-min mindfulness 
induction condition or to a control condition. Participants in the mindfulness condition 
completed a mindfulness meditation of the breath that also included a focus on mind-
fulness of thoughts. The meditation script was read aloud to participants in groups of 
up to ten participants per session. The script is included in the Appendix of this chap-
ter. Participants in the control condition were read a 15-min story about Venus fl ytrap 
plants. This control condition was chosen because it was unlikely to enhance mindful-
ness or self-esteem but was still an active condition whereby participants were required 
to listen to a story. All participants completed brief measures of state mindfulness and 
state self-esteem before and after the experimental manipulation. 

 Results revealed that state mindfulness signifi cantly increased in the experimen-
tal condition (pre-post) and not in the control condition, which indicated that the 
manipulation (inducing a mindful state) was successful. With regard to whether 
inducing mindfulness led to change in self-esteem, we found that state self-esteem 
also increased in the experimental condition (pre-post) and not in the control condi-
tion, demonstrating that enhancing state mindfulness led to a positive change in 
state self-esteem. Although this experimental mindfulness induction was successful 
in enhancing both state mindfulness and state self-esteem, it is important to consider 
that the effects of this brief mindfulness induction are likely to be temporary. 
However, the fi ndings are consistent with the cross-sectional evidence of a relation-
ship between mindfulness and self-esteem and are also consistent with evidence 
from clinical studies that demonstrate that enhancing mindfulness leads to increased 
self-esteem. Importantly, results reported by Pepping et al. ( 2013 , Study 2) demon-
strate that mindfulness has a “direct” positive infl uence on self-esteem. In brief, 
systematically enhancing mindfulness leads to positive effects on self-esteem.    

    Mindfulness to Cultivate Secure as Opposed 
to Fragile High Self-Esteem 

 We propose that mindfulness should  cultivate secure   rather than fragile high self- 
esteem. Mindfulness emphasizes the importance of a nonjudgmental and accepting 
stance to diffi cult thoughts and emotions that arise moment to moment (Baer,  2003 ). 
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In the context of self-esteem, an individual high in dispositional mindfulness would 
therefore notice positive and negative thoughts about the self without getting 
“caught up” in these experiences and engaging in elaborative processing but also 
without engaging in efforts to avoid or change these experiences. This is consistent 
with the fi nding that individuals high in four facets of mindfulness, each of which 
involves mindful acceptance and awareness (non-reactivity, labeling, non-judging, 
and awareness), were higher in self-esteem (Pepping et al.,  2013 , Study 1). 

 Importantly, the processes of  mindful acceptance and awareness   are vastly dif-
ferent from the cognitive strategy of reappraisal, which refers to the process of cog-
nitively reappraising the situation by changing the way one views the situation 
(Gross,  2011 ; Gross & John,  2003 ).  Cognitive reappraisal   is somewhat removed 
from, and even antithetical to, the concept of mindfulness (Chambers, Gullone, & 
Allen,  2009 ). Indeed, Chambers et al. ( 2009 ) argue that reappraisal may even refl ect 
a form of experiential avoidance at its most extreme. Much evidence indicates that 
efforts to avoid or control diffi cult thoughts and emotions can have paradoxical 
effects by increasing or intensifying these experiences (e.g., Hayes, Luoma, Bond, 
Masuda, & Lillis,  2006 ; Salters-Pedneault, Tull, & Roemer,  2004 ; Wenzlaff & 
Wegner,  2000 ). Engaging in efforts to cognitively reappraise and bolster explicit 
views of oneself despite underlying low levels of self-esteem may represent defen-
sive high self-esteem (a form of fragile high self-esteem) (Jordan et al.,  2003 ; 
Kernis,  2003 ). Mindfulness, on the other hand, allows an individual to accept and 
transcend these thoughts relating to the self without reacting to them. 

 Similarly, reappraisal could lead to contingent high self-esteem, which is an 
additional conceptualization of fragile high self-esteem (Deci & Ryan,  1995 ). 
 Contingent high self-esteem   refers to the process of temporarily bolstering one’s 
self-view based on achievements, successes, or adherence to some ideal standard 
(Deci & Ryan,  1995 ). However, as noted earlier, when the standards, achievements, 
or successes on which this form of self-esteem is contingent upon are threatened or 
ceased, self-esteem is likely to suffer as a result. We therefore propose that strate-
gies used to  cognitively reappraise and temporarily bolster views   of the self may not 
lead to secure forms of self-esteem, whereas mindfulness may facilitate the ability 
to nonjudgmentally accept diffi cult thoughts and emotions without buying into 
them and without reacting to them impulsively. 

 Perhaps, the most compelling evidence that mindfulness may lead to secure 
forms of self-esteem comes from our recent experimental study described earlier 
whereby participants were induced with a mindful state, which resulted in increased 
state self-esteem (Pepping et al.,  2013 , Study 2). Interestingly, this experimental 
mindfulness induction did not explicitly target self-esteem. Participants in the 
 mindfulness meditation condition were not asked to think more positively about 
themselves; no attempt was made to temporarily bolster self-esteem; and partici-
pants were also not asked to think about achievement or positive aspects of their 
lives. Instead, the focus of the  induction   (consistent with mindfulness) was to adopt 
a different “relationship” to thoughts and feelings (Baer et al.,  2006 ; Kabat-Zinn, 
 1994 ). It appears that participants in the mindfulness induction condition were bet-
ter able to let go of negative thoughts about the self and were more open to  perceiving 
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thoughts purely as events in the mind, rather than a true refl ection of reality. The 
above description may refl ect a form of secure high self-esteem as opposed to frag-
ile high self-esteem. 

 Niemiec et al. ( 2010 ) recently reported on research pertaining to mindfulness 
and self-esteem from a terror management perspective. As mentioned earlier, 
according to terror management theory, humans attempt to regulate death anxiety 
by striving for self-esteem (Greenberg et al.,  1986 ,  1992 ; Pyszczynski et al.,  2004 ). 
Niemiec et al. ( 2010 ) found that individuals who were low in mindfulness were 
more likely to strive for self-esteem in response to experimental mortality salience 
inductions, which refl ects an attempt to buffer death anxiety by bolstering self- 
esteem. Interestingly, the need to defensively bolster self-esteem was not observed 
in those high in mindfulness following the experimental mindfulness induction. 
Again, this is consistent with the notion that mindfulness is associated with enhanced 
self-esteem and, importantly, secure high self-esteem. 

 In summary, both cross-sectional and experimental research suggest that mind-
fulness may facilitate the development of secure high self-esteem as opposed to 
fragile forms of self-esteem. The fi nding that measures of mindfulness, which 
focuses on nonjudgmental acceptance as opposed to cognitive reappraisal, predicts 
increased self-esteem is consistent with this proposition (Brown & Ryan,  2003 ; 
Michalak et al.,  2011 ; Rajamaki,  2011 ; Rasmussen & Pidgeon,  2011 ; Thompson & 
Waltz,  2008 ). Further, experimentally inducing a mindful state, without bolstering 
self-esteem or restructuring self-views, led to an increase in state self-esteem 
(Pepping et al.,  2013 , Study 2), again, consistent with a non-defensive, secure form 
of self-esteem resulting from increased mindfulness. Mindfulness may thus be a 
useful way to address the underlying processes associated with low self-esteem, 
without temporarily bolstering positive views of oneself by focusing on achieve-
ment or other transient factors.  

    Conclusions and Future Directions 

 The fi ndings from the research reviewed in this chapter suggest that individuals high 
in dispositional mindfulness tend to be high in self-esteem and that mindfulness- 
based clinical interventions may assist in cultivating secure self-esteem. With regard 
to which specifi c components of mindfulness enhance self-esteem, results by 
Pepping et al. ( 2013 , Study 1) indicate that the “non-judging” facet of mindfulness 
most strongly relates to high self-esteem, suggesting that mindfulness-based inter-
ventions that utilize strategies to foster a nonjudgmental stance towards the self, 
thoughts, and emotions may be particularly benefi cial to individuals low in self-
esteem. Further, “non-reactivity,” “acting with awareness,” and “describing” were 
also associated with high self-esteem, again, suggesting that mindfulness strategies 
focusing on these specifi c skills may also enhance self-esteem. Importantly, the 
proposition that mindfulness-based clinical interventions increase self-esteem has 
been supported by both intervention studies (Biegel et al.,  2009 ; Goldin et al.,  2009 ; 
Rajamaki,  2011 ) and experimental research (Pepping et al.,  2013 , Study 2). 
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 Although this research is promising, the challenge for future research is to 
 examine whether mindfulness-based interventions lead to enhanced self-esteem in 
samples specifi cally seeking assistance for low self-esteem and also in nonclinical 
populations. It would also be very useful for future research to explore potential 
mediators of the relationship between mindfulness and self-esteem and to examine 
the underlying mechanisms of the benefi cial effects of mindfulness interventions on 
self-esteem. This would have particularly important clinical implications as it would 
elucidate the specifi c underlying processes responsible for any benefi t from mind-
fulness interventions. In summary, the research reviewed in this chapter clearly 
demonstrates that mindfulness and self-esteem are related, that enhancing mindful-
ness increases self-esteem, and that specifi c components of mindfulness may be 
particularly important for cultivating self-esteem.      

    Appendix 

    Experimental Mindfulness Induction Script 

 I am now going to take you through a 15-min guided mindfulness meditation. The 
purpose of this meditation is not necessarily to feel more relaxed or calm or better 
than you did at the start of the meditation but to just simply practice mindfulness. 
So, taking a few moments now to settle into a comfortable position, wiggle into a 
position so that your back is straight but not rigid. Place your feet squarely on the 
ground. If you wear glasses, you may like to take them off, and gently close your 
eyes if you feel comfortable doing so. And if not, just fi nd a spot on the fl oor to 
focus on. 

 Feel all the points of contact between your body and the chair and just settle into 
the stillness. Let’s begin by just noticing that you can feel your feet on the ground. 
Notice that you can feel the bottom of your feet in your shoes. Just settle into this… 
bringing attention now to the feeling of the palms of your hands, and either paying 
attention to what you’re touching or the feeling of contact or perhaps the feeling of 
the air or the temperature of the air on your palms. And just bring all your attention 
and awareness to this part of the body. 

 And now shift your attention to the sensation of breathing. We’re not trying to 
change the breath in any way. It doesn’t have to become deeper or slower or calmer. 
Just pay attention to the breath as it is in this moment. Throughout this meditation, 
we will be using the breath as an anchor. So, every time you fi nd that your mind 
wanders, you start thinking or responding to sounds or thoughts as they arise; every 
time you notice this, just time and time again, bring your mind back to the breath, 
that is, your attention back to the breath. And so now for the next few moments, just 
sit and bring your attention to the feeling of the in-breath and the feeling of the out- 
breath. Hold in awareness that part of the body where the breath feels most vivid or 
strong for you. It might be your abdomen or your chest or nose or throat. Just bring 
all your attention and awareness to that part. 
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 Every time you fi nd your mind has wandered, just gently bring your attention 
back to the breath. You may already fi nd that your mind has wandered, and your 
mind is just doing what minds do. You may be noticing thoughts about the medita-
tion, whether you are doing it right or whether this is boring. You may have thoughts 
about how relaxing or calming this feels. No matter what your thoughts are, just 
know that they are thoughts; they’re mental events that come into the mind, and just 
as easily, if you leave them well alone, they will also go out of your mind and be 
replaced by more. You may be noticing bizarre or random thoughts. You might be 
planning what you will do for the rest of the day or tomorrow. 

 The purpose of a mindfulness meditation is not to stop your thoughts or suppress 
them or resist them or get rid of them. It’s just to know that you’re thinking. And 
then shift your attention back to the breath. So, your thoughts become like back-
ground chatter—like a radio going in the background—they are there; your mind is 
chattering away, and you are just not getting caught up with it. 

 Just notice your breathing and what is happening in the present moment. 
 So, just bring your attention to where the mind is now. And if you need to come 

back to the breath, then gently bring your mind back. You may also like to notice the 
reactions when you fi nd that your mind has wandered when you bring awareness to 
the focus of the thoughts. Perhaps, you have a reaction that you don’t want to be 
having this thought or you shouldn’t be having this thought at the moment. Perhaps, 
if you are fi nding it diffi cult for your mind to settle that it shouldn’t be this way or 
that this is hard, just notice those thoughts as thoughts. Your mind is giving a com-
mentary of what it is thinking at the moment, nothing more and nothing less. The 
thoughts are not necessarily true, are not necessarily things to be believed, and are 
not necessarily things to be acted upon. Just let the thoughts do their thing, and just 
bring your attention back to the breath, no matter what your thoughts are telling you. 

 So, breathe in and breathe out… just simply observe the breath, in this moment…. 
And now in this moment…. Just breathe in and just breathe out. Being aware of 
everything that is happening, in each moment, as it passes, your thoughts are going 
to be there whether you want them to be there or not. So, sometimes you may as 
well just let them. But bring your attention to the experience of breathing in and 
breathing out, and let your thoughts come and go as they will. And you may be 
noticing themes to your thoughts—these are the “hard and boring” thoughts. These 
are the “planning” thoughts. Just when you notice the theme of the thoughts, just 
remember they are just thoughts too, and bring your attention back to the 
breathing. 

 You may be also becoming aware of feelings and sensations as you’re sitting for 
this amount of time. You may be noticing themes of discomfort or itches as you sit. 
See if you can experience these just as sensations. You may notice thoughts like this 
really hurt or this is unbearable or I have to scratch. And again, just because they’re 
thoughts doesn’t mean they are real or that you have to obey them. Just be willing 
to experience it—be open to allowing it to be there. Hold these sensations in one 
part of awareness and focus on the breath at the same time. 

 And observe your mind’s reaction. Perhaps, your mind is irritated. Perhaps, your 
mind is telling you to scratch or to move. And if you do decide to move, or to itch, 
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just do so mindfully. And then just come back to the breath, and allow things to be 
just as they are. Just breathe in, and just breathe out. Let thoughts and sensations just 
enter awareness and then leave awareness. And continue to focus on your breath. 
So, mindfulness is awareness of everything that is happening in the present moment. 
Just allow it to be there. Be willing to have the experience you are having. And just 
breathe in, and just breathe out. 

 Be aware of whatever is happening in the present moment. If you fi nd you’re lost 
in thoughts, just notice where your mind went, and bring your mind back to the 
breath. You might fi nd that the background chatter gets less, or maybe it doesn’t. 
Regardless of what’s happening… just come back to the breath. 

 And now bring your attention and awareness to the feeling in your body on the 
chair and all the points of contact between you and the surface. And now, just notice 
that you can feel your feet on the ground. Notice that you can feel the bottom of 
your feet in your shoes. 

 Then bring your attention to the palms of your hands. Whether they are touching 
the chair or your body or whether you can just feel the temperature of the air on 
them… just bring your attention to the palms of your hands. Now, gently bring your 
attention and awareness of the room around you. And when you’re ready, open your 
eyes, and come back to the room. 

 Script used in Study 2 reported by Pepping et al. ( 2013 ).    
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    Chapter 14   
 Beyond Defi cit Reduction: Exploring 
the Positive Potentials of Mindfulness       

       Tim     Lomas      and     Itai     Ivtzan    

            Introduction 

 Mindfulness has travelled a long distance, in all kinds of ways. In historical terms, 
as we peer back through the mists of time from our current vantage point at the 
dawn of the twenty-fi rst century, we can discern its origins in antiquity, over two 
and a half millennia ago. Geographically, as we sit in England writing this chapter, 
we can appreciate how, from its initial roots on the Indian subcontinent, mindful-
ness has slowly migrated across the world, fi nally reaching the West towards the 
close of the nineteenth century. Finally, in conceptual terms, it is fascinating to trace 
the way in which the idea of mindfulness has shifted and developed as it has jour-
neyed through time and space, often changing shape to suit the needs, values, and 
worldviews of the various cultures that have embraced it. And so it is the case with 
the way mindfulness has been taken up in the West today. As this chapter will show, 
its main route of transmission has been through therapeutic interventions that were 
developed in a clinical context, most notably Jon Kabat-Zinn’s ( 1982 ) seminal 
Mindfulness-Based Stress Reduction (MBSR) programme. Given their formative 
and infl uential role, these interventions have rightly been celebrated as making a 
hugely important contribution in bringing mindfulness to new Western audiences. 
However, at the same time, one can recognise that the type of clinical psychological 
context in which these interventions were formulated has had a defi nite infl uence on 
the way in which mindfulness has so far been appraised, understood, and utilised. 

 Unfortunately, it could be argued that, by being fi ltered through this clinical con-
text, the great potential for mindfulness to facilitate psychological wellbeing and 
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development has been somewhat limited. Of course, that is not to denigrate the 
pioneering interventions noted above; these have been revolutionary in their impact, 
improving people’s wellbeing in myriad ways. However, these interventions have 
been constrained by one crucial factor: this clinical context is fundamentally based 
on a ‘defi cit’ model of human psychology. In their various ways, all these interven-
tions are concerned with treating or alleviating dysfunction or illness—from stress 
and depression to pain and discomfort. Needless to say, such aims are laudable and 
necessary. That said, they do not exhaust the vast potential of mindfulness; for 
example, in its original Buddhist context, mindfulness was the vehicle for radical 
psycho-spiritual development and the gateway to transcendent states of great import. 
Sadly, if mindfulness is conceived of narrowly according to a defi cit model of well-
being, such potentials are neglected if not overlooked entirely. This is not an issue 
that is confi ned to mindfulness; arguably, much of Western psychology has been 
founded upon and driven by this defi cit model, focussing predominantly on disease, 
disorder, and dysfunction. Thus, one might argue that mainstream academia gener-
ally has failed to appreciate the great potential of people to develop, fl ourish, and 
fi nd fulfi lment. 

 However, in recent years, a new branch of psychology has emerged focussing 
specifi cally on concepts such as wellbeing and fl ourishing, namely, positive psy-
chology (PP). It is of course recognised that such phenomena have been studied and 
analysed for decades, if not centuries. That said, the formulation of an academic 
fi eld devoted specifi cally to such ‘positive’ topics has been valuable in providing a 
common forum and discursive space where these can be brought together and inves-
tigated collectively. And, to return to the topic at hand, PP has brought a fresh per-
spective to bear on mindfulness, developing interventions that are not focussed on 
alleviating dysfunction, but on actively promoting positive outcomes, from meaning 
in life to psychological development. As such, this chapter aims to introduce the 
contribution that PP has made to our understanding and utilisation of mindfulness 
in contemporary psychology. It will do so over the course of three parts. Section 1 
takes a historical view, exploring the long migration of mindfulness, from its distant 
Asian roots far back in the Axial age to its transmission to the West over recent 
centuries. Section 2 then considers the way mindfulness has been embraced by 
Western psychology and how this was shaped by the clinical context in which early 
mindfulness-based therapeutic interventions were developed, as noted above. 
Section 3 then introduces the emergent fi eld of PP and highlights a number of new 
interventions being developed within the fi eld—including the Positive Mindfulness 
Programme, created by Dr. Ivtzan—which open up new possibilities for the way in 
which we might harness mindfulness to promote health and wellbeing.  

    Transmission of Mindfulness to the West 

 This fi rst section traces the long journey of mindfulness, from its origins on the 
Indian subcontinent over 2500 years ago to its current embrace by Western psychol-
ogy. The practice of mindfulness dates back to Siddhartha Gautama, better known 
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by the honorifi c  Buddha , meaning ‘Enlightened one’. Although the dates and loca-
tion of his birth are contested, there is some consensus that he was born in Lumbini 
in present-day Nepal (Thomas,  2000 ) and lived from around 480 to 400 BC 
(Cousins,  1996 ). The cultural context in which the Buddha was born and lived was 
suffused by Hinduism, which developed the earliest examples of meditation (exca-
vations of the Indus Valley have uncovered pottery depicting people sitting in the 
lotus posture dating back to 3000 BC; Varenne,  1977 ).  Hinduism features   a compre-
hensive system of physical, mental, and spiritual disciplines, referred to collectively 
as yoga (a Sanskrit term derived from the verb  yug , meaning to bind or to yoke 
together; thus yoga is interpreted as meaning to ‘unite the mind and body in a way 
that promotes health’; Wren, Wright, Carson, & Keefe,  2011 , p. 477). It was in this 
context that the Buddha developed his own teachings. Having been raised in relative 
luxury, a series of encounters with illness and mortality aged 19 led to an ‘ existen-
tial crisis  ’, prompting him to pursue a religious existence dedicated to exploring the 
human condition (Kumar,  2002 ). However, after spending 5 years engaging in aus-
tere yogic practices, he determined that such self-mortifi cation was unhelpful and 
decided to pursue his own path—leading to the formulation of a unique body of 
teachings and practices which we now refer to as Buddhism. 

 Buddhism is a tradition of astonishing depth and breadth, and it is far beyond the 
scope of the present chapter to provide even a cursory summary of its insights. As 
such, we can merely hope here to introduce its teachings that pertain to mindfulness 
(and even then only briefl y). That said, mindfulness occupies a central place in the 
Buddha’s teachings, playing a pivotal role in his message of the possibility of psy-
chological development and ultimately of  liberation  . Arguably, the key teaching of 
Buddhism is the Four Noble Truths, which acknowledge the ubiquity and universal-
ity of suffering, but which also propose a remedy in the form of a medical diagnosis 
for its alleviation: suffering is universal; it has a cause; cessation is possible, 
achieved by following the  Noble Eightfold Path   (Thrangu,  1993 ). Building on this 
central insight, much of Buddhism is devoted to elucidating this path, a prescription 
for ‘right living’, which involves meditation and other moral recommendations, 
including right vision, thought, speech, conduct, livelihood, effort, mindfulness, and 
concentration. As such, in its original context, mindfulness was an integral compo-
nent of an extensive programme of psycho-spiritual development, which had the 
radical aim of ending suffering and allowing people to achieve ‘enlightenment’. 
While terms such as  enlightenment   are hard to operationalise within the ontological 
and epistemological context of Western psychology, we might view it as the ulti-
mate state of happiness, equanimity, and freedom that a human being is capable of 
experiencing. Unfortunately, just as the notion of enlightenment is diffi cult to appre-
ciate within the context of Western science, as mindfulness has been transmitted to 
the West and conceptualised within psychology, its original potential as a compo-
nent of psycho-spiritual transformation has to some extent likewise been lost (Van 
Gordon, Shonin, Griffi ths, & Singh,  2014 ). 

 So, how did mindfulness reach the West in the form that it did? Buddhism was 
known to Western cultures as early as the thirteenth century through the accounts of 
Marco Polo (Abeydeera,  2000 ). However, it was only in the late nineteenth century 
that it achieved any degree of cultural prominence, as translations of scriptures 
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became available and religious fi gures from Asia began to travel abroad. Foremost 
among the scholars engaged in the exegesis and translation of original Buddhist 
texts was T. W. Rhys Davids ( 1881 ,  1910 ) who was pivotal in introducing mindful-
ness to the West. Indeed, it was Rhys Davids who coined the term ‘mindfulness’ 
itself, selecting this as a translation of the Pali term   sati    (Gethin,  2011 ). The notion 
of   sati    is the basis for  the  foundational teaching on mindfulness in the Buddhist 
canon, the  Satipat. t.hāna Sutta  (the ‘Discourse on the Establishment of Mindfulness’), 
in which the Buddha fi rst sets out practical instructions for how to cultivate the 
desired mental state of  sati . Now, what is  sati ? Within the Brahmanical tradition of 
ancient India—the context in which the Buddha lived and taught—the word had 
connotations of ‘remembrance’ and ‘recollection’ (Peacock,  2014 , p. 5). However, 
as used by the Buddha, it does not refer to historical or chronological memory per 
se, but to a state in which one ‘recalls’ the activity that ‘one is engaged in, in the 
present moment’ (p. 6). This meaning of  sati  is evident in the pre-eminent contem-
porary defi nition of mindfulness, proposed by Kabat-Zinn ( 2003 , p. 145)—who 
explicitly cited  sati  as the origin of his formulation—namely,  the awareness that 
arises through paying attention on purpose, in the present moment, and nonjudg-
mentally to the unfolding of experience moment by moment.  

 And, it is this particular notion of   sati   —translated and conceptualised by Rhys 
Davids and subsequently operationalised and defi ned by Kabat-Zinn—that has fun-
damentally shaped the way in which mindfulness has been embraced and under-
stood in the West today (alongside the teachings of other infl uential contemporary 
masters, such as Thich Nhat Hanh). As we explore in section 2, this harnessing of 
mindfulness has led to a proliferation of interventions that have helped improve 
mental health and wellbeing in diverse populations, which is of course hugely wel-
come. However, this enthusiasm for mindfulness, based on a particular translation 
of  sati , has come at a price. There are various issues. Firstly, of all the concepts and 
practices in Buddhism that could be relevant to wellbeing,  sati  has been emphasised 
above all others. This means that other potentially equally valuable notions have 
been overlooked. For example, there are at least two other Buddhist terms which 
also pertain to awareness (as  sati  does)—and thus which could also be translated as 
mindfulness—but which possess additional layers of meaning that are largely 
absent in  sati  (Lomas & Jnanavaca,  2015 ). These include  appamada , which can be 
understood as referring to awareness infused with an ethos of ethical care, and  sam-
pajañña , which may be thought of as awareness suffused with a sense of spiritual 
progress. Thus, one consequence of basing our current conception of mindfulness 
on  sati , as opposed to  appamada  or  sampajañña , is that mindfulness has 
become somewhat detached from considerations around ethics and spirituality that 
were present in the original teachings. 

 This latter point brings us to the second issue with the construction of mindful-
ness in contemporary psychology: it has become largely ‘ decontextualised’   from 
the Buddhist teachings in which it was originally formulated. That is, mindfulness 
has tended to be presented in a secular way, without reference to Buddhism (Shapiro, 
 1994 ), conceptualised and operationalised using cognitive theories of attention and 
awareness (Bishop et al.,  2004 ). Now, it is not necessarily the case that constructs 
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such as attention are discordant with the original Buddhist teachings. Moreover, it 
is likely that this  decontextualisation   was necessary in order for mindfulness to fi nd 
a receptive audience in secular Western societies (King,  1999 ). However, viewing 
mindfulness as ‘just’ a form of attention training is somewhat limiting. For exam-
ple, as noted above, in Buddhist teachings, mindfulness is inextricably linked to 
ethics, with the ethical quality of one’s actions seen as shaping the subjective con-
tent of mindfulness itself. Thus, the risk with the current enthusiasm for mindful-
ness (as a translation of  sati ) is that the precious insights of the original teachings 
may be overlooked. This danger is recognised by Kabat-Zinn himself, who suggests 
that ‘the rush to defi ne mindfulness within Western psychology may wind up dena-
turing it in fundamental ways’, and thus there is ‘the potential for something price-
less to be lost’ (Williams & Kabat-Zinn,  2011 , p. 4). 

 Indeed, as one analyses the transmission of mindfulness to the West, one can 
clearly see that the way in which it has been received and interpreted has been 
shaped and fi ltered by the values and epistemological contours of Western science. 
As such, it has been suggested that we are seeing the emergence of a new form of 
‘ Western Buddhism’     , referred to by sociologists as ‘Scientifi c Buddhism’ 
(McMahan,  2004 ) or ‘Therapised Buddhism’ (Obadia,  2008 ). By way of explana-
tion, critical sociologists have argued that as people in the West have engaged with 
Buddhism, this engagement has unfolded in three main ways (Lomas, Cartwright, 
Edginton, & Ridge,  2014 ): Westerners becoming ‘Easternised’, Eastern practices 
being ‘Westernised’, and the ‘intermingling’ of East and West. With the fi rst devel-
opment, Buddhism in the West is seen as retaining its original ‘Eastern’ form and is 
valued just for that reason. Here, we see Western Buddhists espousing discourses 
which Said ( 1995 ) identifi ed as being ‘ Orientalist’  , featuring the construction of an 
otherworldly ‘mystic East’. For example, Phillips and Aarons ( 2005 ) found that 
Buddhists in a group in Australia had experienced disenchantment with Western 
society and had consequently sought escape in Eastern ideas and practices. 

 Conversely, a second movement has seen Buddhism becoming ‘Westernised’, 
diverging from traditional forms, eschewing ‘ ritualized forms and traditional reli-
gious affi liations’  , and being reconstructed to suit secular ‘Western sensibilities’ 
(King,  1999 , p. 156). From this perspective, even people who meditate in a secular 
way—as most do (Shapiro,  1994 )—might be regarded as ‘engaged’ with Buddhism, 
albeit in a form which dis-identifi es with its antecedent roots. Finally, a third current 
has seen the emergence of ‘ New Religious Movements’   which ‘intermingle’ dis-
courses and practices from various spiritual and therapeutic sources, both East and 
West, promoting a ‘fl exible and diffuse version of spiritual identity’ (Phillips & 
Aarons,  2005 , p. 217). Here, the practitioner is viewed as a consumer in a ‘spiritual 
marketplace’, selecting from interchangeable beliefs and practices—of which 
Eastern spiritualities are just some of many—to suit their individual needs (Roof, 
 2001 ). So, according to the above analysis, clinical and academic engagement with 
mindfulness can be seen as an example of the second current, ‘Eastern’ practices 
becoming ‘Westernised’. Such Westernisation is thus refl ected in the emergent 
forms of ‘Scientifi c  Buddhism’   (McMahan,  2004 ) or ‘Therapised Buddhism’ 
(Obadia,  2008 ), of which MBSR is just one example, as we explore in section 2.  
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    Clinical and Academic Engagement with Mindfulness 

 In this second section, we examine the way in which mindfulness has been embraced 
by clinical practitioners and researchers in the West. Moreover, we consider how 
such engagement has led to the emergence of new ‘Western’ forms of Buddhism, in 
particular, ‘Scientifi c Buddhism’ (McMahan,  2004 ) and ‘Therapised Buddhism’ 
(Obadia,  2008 ). The story here begins over 30 years ago, with Kabat-Zinn’s ( 1982 ) 
pioneering MBSR intervention, which played such a pivotal role in introducing 
mindfulness to the West. Since then, the past few decades have seen an astonishing 
‘explosion’ of interest in mindfulness, in academia and beyond (Brown, Ryan, & 
Creswell,  2007 ). This interest encompasses an extensive programme of research 
across a diverse range of methodological paradigms, from cognitive neuroscience to 
sociology, as well as a panoply of emergent mindfulness-based interventions aimed 
at various (mostly clinical) populations. Moreover, this enthusiasm for mindfulness 
continues to grow and even appears to be accelerating, with over 500 studies pub-
lished on it in 2012 alone (Shonin, Van Gordon, & Griffi ths,  2013 ). Thus, it can 
truly be said that mindfulness has entered mainstream academia and clinical prac-
tice. As Fortney and Taylor ( 2010 , p. 81) conclude in their review of the use of 
mindfulness in medical practice, rather than being a ‘fringe or marginal concept’, it 
is now widely known and accepted as ‘a benefi cial mind-body practice by the gen-
eral public and the scientifi c community’. 

 However, as this programme of research and clinical practice has unfolded, it has 
tended to eschew any overt connection to Buddhism and especially to explicit spiri-
tual or religious ideas or practices (King,  1999 ). Instead, mindfulness has been fi l-
tered through a contemporary scientifi c understanding, resulting in a number of 
distinct characteristics. First, as McMahan ( 2004 ) has identifi ed, this has produced 
a form of ‘ Scientifi c Buddhism’  . This means, for one thing, that mindfulness has 
generally been ‘conceptualized as a nonreligious construct suitable for scientifi c 
study’, as Baer and Sauer ( 2009 , p. 324) put it, using cognitive theories of attention 
and awareness rather than the terminology and discourses of Buddhism (Bishop 
et al.,  2004 ). However, Scientifi c Buddhism does not just refer to the overarching 
conceptual approach with which mindfulness has been appraised but also to the type 
of developments that practitioners themselves are seen as experiencing. That is, 
rather than emphasising spiritual or ethical progression, for example, research has 
tended to focus on the development of cognitive skills, such that the practitioner 
themselves might be seen as cultivating a more ‘scientifi c’ mode of thinking and 
approach to life. This includes the idea that mindfulness enhances emotional intel-
ligence (Lomas, Edginton, Cartwright, & Ridge,  2014 ), rationality (Lee,  2005 ), 
attentional control (Moore, Gruber, Derose, & Malinowski,  2012 ), brain connectiv-
ity (Kilpatrick et al.,  2011 ), and so on. 

 Perhaps even more signifi cant and dominant than this type of Scientifi c Buddhism 
has been the phenomenal development of what Obadia ( 2008 ) calls ‘Therapised 
Buddhism’. This encompasses the panoply of mindfulness-based interventions that 
have emerged over recent decades. Now, as noted above, most such interventions 
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present mindfulness in a secular way, without reference to Buddhism. However, this 
is exactly Obadia’s point—these refl ect the way in which mindfulness, and 
Buddhism more generally, has been ‘Westernised’ within academia and clinical 
practice, co-opted into and fi ltered according to a dominant secular scientifi c world-
view. This worldview places restrictions on the types of outcomes that are consid-
ered valid objects of enquiry and, more specifi cally, tends to denigrate or overlook 
more nebulous and less quantifi able phenomena, such as spiritual experience and 
development. Moreover, as highlighted in the introduction, the dominant scientifi c 
worldview—evident in contemporary disciplines from psychology to medicine—
tends to endorse a somewhat negative ‘defi cit’ model of the person. Generally 
speaking, this means that humans are regarded as inherently fl awed or dysfunc-
tional; as such, any role that therapeutic disciplines such as clinical psychology 
might play is limited to correcting or ameliorating such defi cits, as refl ected in 
Freud’s infamous remark (to a hypothetical patient) that psychotherapy could aim 
no higher than hoping to transform the misery of neurosis into ‘common unhappi-
ness’ (in Freud & Breuer,  1895 , p.351). Of course, there are exceptions, such as 
humanistic psychology, from Jung’s ( 1939 ) concept of individuation to Rogers 
( 1961 ) notion of self-actualisation. Nevertheless, on the whole, a defi cit model of 
human  functioning   has defi nitely held sway within psychology and medicine. 

 And, it was into this context that mindfulness was received and developed. As we 
shall see, almost without exception, mindfulness-based approaches have been 
underpinned by this defi cit-based approach, seeking to alleviate or correct disease 
or dysfunction, both mental and physical. It is crucial to emphasise here that this is 
not a critique of these interventions; these have all played extremely valuable roles 
in treating the very real issues that people suffer with, from depression and anxiety 
to pain and discomfort. The pioneer in this regard, as noted above, was Kabat- 
Zinn’s ( 1982 ) MBSR intervention. This was designed and intended initially as a 
treatment for chronic pain and had considerable success in this regard, with half of 
participants reporting a decrease in perceived pain of 50 %. In the MBSR protocol, 
an 8–10-week course for groups of between 10 and 40, participants undertake 
weekly sessions to learn and practise mindfulness, as well as homework activities 
designed to promote it in everyday life. In essence, these varied activities encourage 
participants ‘to become more aware of, and relate differently to thoughts, feelings 
and bodily sensations’ (Shapiro, Astin, Bishop, & Cordova,  2005 , p. 165). This 
process includes teaching participants to ‘decentre’ from negative qualia, that is, 
cultivating the ‘ability to observe one’s thoughts and feelings as temporary, objec-
tive events in the mind, as opposed to refl ections of the self that are necessarily true’ 
(Fresco et al.,  2007 , p. 234). Thus, in the case of chronic pain, rather than resisting 
or seeking to escape the pain, as patients might normally do, people are encouraged 
to decentre from it, which helps to lessen its physical and psychological impact. 

 As the effi cacy of  MBSR   continued to be demonstrated (e.g. Miller, Fletcher, & 
Kabat-Zinn,  1995 ), clinicians began exploring its use with other patient popula-
tions. Soon, an impressive body of work was accumulating showing that, in clinical 
trials, MBSR could reduce psychological problems (e.g. anxiety, depression) and 
even physical issues (e.g. symptomology, pain) across diverse illness groups. 
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These included people with cancer (Ledesma & Kumano,  2009 ), HIV (Creswell, 
Myers, Cole, & Irwin,  2009 ), migraine (Schmidt et al.,  2010 ), sleep disturbance 
(Shapiro, Bootzin, Figueredo, Lopez, & Schwartz,  2003 ), fi bromyalgia (Schmidt 
et al.,  2011 ), irritable bowel syndrome (Kearney, McDermott, Martinez, & Simpson, 
 2010 ), rheumatoid arthritis (Pradhan et al.,  2007 ), and coronary disease/cardiac risk 
symptoms (Olivio, Dodson-Lavelle, Wren, Fang, & Oz,  2009 ). MBSR was also 
used successfully with various other groups of people, united by a common defi cit 
or issue, including adolescent psychiatric outpatients (Biegel, Brown, Shapiro, & 
Schubert,  2009 ), adolescents with substance abuse problems (Bootzin & Stevens, 
 2005 ), transplant patients (Gross et al.,  2009 ), parents/caregivers of children with 
developmental disabilities (Bazzano et al.,  2010 ), workers in high-stress jobs 
(Walach et al.,  2007 ), and various groups of healthcare professionals (e.g. to prevent 
stress-related burnout; see Irving, Dobkin, and Park ( 2009 ) for a review). In all these 
cases, mindfulness was harnessed—very valuably and usefully—to reduce defi cits 
and ameliorate issues, whether psychological (e.g. anxiety) or physical (e.g. pain). 

 Following the success of the MBSR programme, clinicians and researchers began 
to develop other mindfulness-based interventions, targeting different clinical issues 
and populations. Foremost among these was mindfulness-based cognitive therapy 
( MBCT     ), designed to prevent relapse or recurrence of major depressive disorder 
(Segal, Williams, & Teasdale,  2002 ). Teasdale’s ( 1988 ) ‘differential activation 
hypothesis’ holds that previously depressed individuals are susceptible to relapse 
because even mildly dysphoric states can reactivate ‘depressogenic’ thinking pat-
terns (e.g. rumination) associated with previous episodes of depression. Thus, 
Teasdale, Segal, and Williams ( 1995 ) proposed that the attentional training involved 
in MBSR could be harnessed to prevent such relapse, and so MBCT was developed 
from the MBSR protocol. Just as MBSR taught patients to decentre from subjective 
pain, MBCT aimed to help ‘recovered recurrently depressed individuals to disen-
gage from dysphoria-activated depressogenic thinking that may meditate recur-
rence’ (Teasdale et al.,  2000 , p. 615). Corroborating this hypothesis,  MBCT   was 
found to signifi cantly reduce relapse rates for people with three or more previous 
major depressive episodes (Ma & Teasdale,  2004 ) and as such was included in the 
National Institute for Health and Care Excellence’s ( 2004 ) guidelines for prevention 
of recurrent depression. Subsequent to this success, the MBCT protocol was then 
used with other patient populations, including people with bipolar disorder (Williams 
et al.,  2008 ), insomnia (Heidenreich, Tuin, Pfl ug, Michal, & Michalak,  2006 ), gen-
eralised anxiety disorder (Craigie, Rees, Marsh, & Nathan,  2008 ), traumatic brain 
injury (Bedard et al.,  2008 ), panic disorder (Kim et al.,  2010 ), hypochondria (Lovas 
& Barsky,  2010 ), and cancer (Foley, Baillie, Huxter, Price, & Sinclair,  2010 ). 

 With MBSR and MBCT leading the way in the treatment of  psychological and 
physical issues  , clinicians and researchers began to develop new mindfulness-based 
interventions targeted at a wide range of further conditions and problems, designed 
specifi cally to meet the needs of that particular patient population. These include 
interventions for bipolar disorder (Weber et al.,  2010 ), epilepsy (Thompson et al., 
 2010 ), chronic heart failure (Sullivan et al.,  2009 ), age-related cognitive defi cits 
(McHugh, Simpson, & Reed,  2010 ), multiple sclerosis (Mills & Allen,  2000 ), irritable 
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bowel syndrome (Ljótsson et al.,  2010 ), maladaptive behaviours in adults with 
learning disabilities and mental illness (Adkins, Singh, Winton, McKeegan, & 
Singh,  2010 ), physical aggression in offenders with learning disabilities (Singh 
et al.,  2008 ), pain management (Cusens, Duggan, Thorne, & Burch,  2010 ), post- 
traumatic stress disorder (Nakamura, Lipschitz, Landward, Kuhn, & West,  2011 ), 
obsessive-compulsive disorder (Patel, Carmody, & Simpson,  2007 ), obesity (Dalen 
et al.,  2010 ), substance abuse (Bowen et al.,  2006 ), smoking (Bowen & Marlatt, 
 2009 ), weight loss (Tapper et al.,  2009 ), and alcohol-dependency relapse (Zgierska 
et al.,  2008 ). Further unique mindfulness-related interventions—focussed on defi cit 
reduction (e.g. reducing anxiety)—have also been developed for use in a wide vari-
ety of clinical and non-clinical groups, including bone marrow transplant patients 
(Horton-Deutsch, O’Haver Day, Haight, & Babin-Nelson,  2007 ), people with dia-
betes (Rungreangkulkij, Wongtakee, & Thongyot,  2011 ), US marines prior to 
deployment (Stanley, Schaldach, Kiyonaga, & Jha,  2011 ), and caregivers of chil-
dren with developmental disabilities (Singh et al.,  2007 ), as well as for use in thera-
peutic settings such as couples therapy (Carson, Carson, Gil, & Baucom,  2004 ) and 
life-coaching (Collard & Walsh,  2008 ). 

 As the previous few paragraphs have demonstrated, there is a burgeoning arsenal 
of emergent mindfulness-based interventions that is truly extraordinary; the studies 
featured above—which by no means exhaust the literature in this area—represent a 
fantastic collective effort among clinicians and researchers to bring mindfulness to 
people suffering from a wide range of ailments and issues. And, to reiterate a point 
repeatedly made above, all of these interventions are valuable and to be welcomed. 
Nevertheless, reading through the list above and the literature generally, it is striking 
the extent to which almost all the work here takes a defi cit-based approach to mind-
fulness. Almost without exception, all current mindfulness-based interventions are 
concerned with remedying or ameliorating a defi cit of some kind, whether depres-
sion (Teasdale et al.,  2000 ), anxiety (Craigie et al.,  2008 ), insomnia (Heidenreich 
et al.,  2006 ), aggression (Singh et al.,  2008 ), pain (Cusens et al.,  2010 ), substance 
abuse (Bowen et al.,  2006 ), and so on. As such, there is an almost total absence of 
interventions, and research more generally, exploring the great ‘positive’ potential 
of mindfulness—i.e. not simply as a prophylactic or remedy for dysfunction but as 
a tool to help people soar and strive for the peaks of human experience and develop-
ment. However, over the course of the last few years, there has been an effort to 
augment the defi cit-based therapies above with an exploration of the radical positive 
possibilities offered by mindfulness. At the forefront of this effort has been the 
emergent fi eld of positive psychology, as the fi nal section explores.  

    Mindfulness in Positive Psychology 

 So, we suggested above that most contemporary clinical and academic disciplines 
have tended to adopt a ‘defi cit-based’ model of the person, focussing on  dysfunction 
and disorder  , which has infl uenced the way mindfulness has been adopted and 
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adapted by these fi elds. However, in recent years, a new discipline has emerged which 
has avowedly sought to focus on the assets, capabilities, and potentials of human 
beings, namely, positive psychology (PP). The fi eld came into being in 1998, when 
Martin Seligman used his ascension to the presidency of the American Psychological 
Association to inaugurate this new branch of psychology. His broad intention was to 
provide a corrective balance to ‘psychology as usual’—i.e. to conventional psychol-
ogy—redressing its ‘negative bias’ by accentuating the positive (Seligman & 
Csikszentmihalyi,  2000 ). That is, in contrast to the defi cit model of the person out-
lined above, PP aimed to focus on all that is ‘good’ about human beings, their values, 
strengths, and skills. Above all, PP was concerned with the issue of what makes life 
worth living; as such, it took a particular interest in valued ends such as meaning and 
happiness. Of course, prior to the emergence of PP, most of these topics had been 
studied empirically for years. However, this newly created fi eld offered a  conceptual 
space   where all these diverse topics—all of which share the ‘family resemblance’ 
(Wittgenstein,  1953 ) of pertaining to wellbeing in some way—could be analysed col-
lectively. Thus, as a novel branch of academia focussed ‘specifi cally’ and entirely on 
‘the science and practice of improving wellbeing’ (Lomas, Hefferon, & Ivtzan,  2014 , 
p. ix), PP was indeed a useful new addition to the broader fi eld of psychology. 

 Crucially, from the perspective of this chapter’s central message—that mindful-
ness has become detached and decontextualised from its Buddhist origins to its 
detriment—PP is aligned in various ways with the spirit of Buddhism. For instance, 
Buddhist teachings contain various prescriptions and exhortations advising practi-
tioners to cultivate particular qualities as a route towards fulfi lment (Keown,  2009 ). 
In the Theravada tradition, there is an emphasis on the four   brahmaviharas  (divine 
abidings):   metta  (loving-kindness),  karun.    ā  (compassion),  muditā  (sympathetic joy), 
and  upekkha  (equanimity). Similarly, the Mahayana tradition elucidates six 
 pāramitās  (perfections):  dāna  (generosity),  sīla  (morality),  khanti  (patience),  viriya  
(perseverance),  samādhi  (concentration), and  paññā  (insight). PP not only likewise 
emphasises many of these qualities as being conducive to wellbeing, but has been 
at the forefront of developing interventions to help people cultivate such qualities. 
That is, one of the most important components of PP is the area of ‘applied’ PP, 
which is concerned with developing positive psychology interventions ( PPIs  )   . As 
will be outlined further below, PPIs are often modelled on the type of clinical inter-
ventions discussed above, but instead of aiming at defi cit reduction (e.g. reducing 
anxiety), they are explicitly focussed on promoting some positive quality or out-
come (e.g. increasing compassion). And indeed, there is an emergent body of PPIs 
which aim to engender the types of qualities encouraged by Buddhism, including 
interventions based around  metta  (e.g. loving-kindness meditation; Fredrickson, 
Cohn, Coffey, Pek, & Finkel,  2008 ),  karun.    ā  (e.g. mindful self-compassion; Neff & 
Germer,  2013 ), and  dāna  (e.g. charitable giving; Surana & Lomas,  2014 ). 

 Such  PPIs   are quite different in spirit and nature to the type of defi cit-based thera-
pies featured above, and as such are valuable additions to the corpus of interventions 
currently used within psychological and clinical practice. This difference is high-
lighted in defi nitions of PPIs provided by scholars within the fi eld. For example, Sin, 
Della Porta, and Lyubomirsky ( 2011 , p. 469) suggest that a PPI is ‘an intervention, 
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therapy, or activity, primarily aimed at increasing positive feelings, positive behav-
iors, or positive cognitions, as opposed to ameliorating pathology or fi xing negative 
thoughts or maladaptive behavior patterns’. Likewise, Parks and Biswas-Diener 
( 2014 ) outline a number of rigorous inclusion and exclusion parameters for the clas-
sifi cation of PPIs, beginning with the need for the intervention’s goal to build a posi-
tive variable(s). Now, it is worth stating that, within the fi eld, it is recognised that the 
concept of ‘positive’ can be somewhat problematic (Lomas & Ivtzan,  2015 ; Lomas, 
Hefferon, & Ivtzan,  2014 ). Theorists of a critical persuasion have pointed out that 
qualities or states that might be deemed ‘positive’ can be detrimental to wellbeing 
under certain circumstances, while ostensibly ‘negative’ ones may conversely pro-
mote fl ourishing (Ivtzan, Lomas, Hefferon, & Worth,  2015 ; Wong,  2011 ). For exam-
ple, optimism can be harmful if it becomes unrealistic or ‘excessive’ (e.g. leading to 
misperception of risk and subsequently to health risk behaviours; Weinstein, Marcus, 
& Moser,  2005 ); likewise, pessimism can be adaptive in certain cases (e.g. if it 
prompts pre-emptory fault-fi nding and problem- solving; Norem,  2001 ). 
Nevertheless, even while remaining cognisant of such critical caveats, the fi eld has 
begun to develop an emergent body of PPIs which aim to help individuals fl ourish. 

 Crucially—and this is where PP can really be seen as augmenting extant  defi cit- 
based therapeutic fi elds   such as clinical psychology—fl ourishing is not the same as 
an absence of mental disorder or pathology (Ryff & Singer,  1998 ). An often used 
metaphor here is that of a continuum (Ryff et al.,  2006 ), involving a (somewhat arbi-
trary) scale stretching from minus fi ve (mental illness) through zero (absence of 
mental illness) and up to plus fi ve (mental health). By eliminating defi cits such as 
anxiety or  depression  , as interventions such as MBSR and MBCT aim to do, this 
could be seen as bringing a person from minus fi ve up to zero. However, doing so 
does not necessarily then mean that a person is thriving and fulfi lling their potential, 
which is represented in this metaphor by the positive integers on the continuum. 
Thus, PP aims to help people progress beyond zero to reach towards plus fi ve. Thus, 
in a sense, PP could be seen as  complementing fi elds   such as clinical psychology, 
picking up where they leave off (i.e. once therapies have brought people up to zero, 
PP can help take them further). It is worth saying that there are issues with this meta-
phor (Keyes,  2002 ): mental life is far more multidimensional than implied by a single 
continuum, and people may have defi cits in some aspects of their functioning (and 
thus be in minus territory) and be fl ourishing in others (thus being in positive terri-
tory). Moreover, recent studies (e.g. Sin & Lyubomirsky,  2009 ) show that PPIs may 
also be able to help people while they are still in ‘negative territory’—i.e. suffering 
from mental health issues—as discussed further below. Nevertheless, the metaphor 
is still a valid way of appreciating the contribution that PP may be able to make in the 
context of applied psychology (i.e. in terms of where PPIs sit within psychology’s 
diverse array of interventions aimed at improving mental health and wellbeing). 

 And so, to return to the central topic of this chapter, PP has brought new dimen-
sions to our appreciation of mindfulness by seeking to develop PPIs that harness its 
‘positive’ potential. That is, beyond the defi cit reduction of the mindfulness-based 
interventions highlighted above, these PPIs aim to help people thrive and move 
towards mental health (which, to reiterate the point above, is not the same as an 
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absence of mental illness). Before we introduce some of these new PPIs, it is worth 
stating another caveat: despite being ostensibly defi cit-focussed, clinical interven-
tions such as the ones detailed above have led to incidental improvements in  posi-
tive variables  , such as positive affect (Geschwind, Peeters, Drukker, van Os, & 
Wichers,  2011 ), positive reappraisal of thoughts (Hanley & Garland,  2014 ), inter-
personal interactions (Allen, Bromley, Kuyken, & Sonnenberg,  2009 ), and quality 
of life (Godfrin & Van Heeringen,  2010 ). However, as valuable as such outcomes 
are, they are not the primary goal of the intervention; rather, they are emerging as 
benefi cial side effects. The central point about PPIs is that there may be much more 
to be gained if interventions seek to explicitly promote and facilitate such positive 
 outcomes  . As outlined below, by specifi cally designing activities to target such out-
comes, it is possible to enhance the effi cacy with which these can be facilitated. 

 Moreover, in a broader sense, having an overarching ‘positive’ intention for 
engaging in the intervention—i.e. promoting fl ourishing rather than correcting defi -
cits—has an impact on the types of outcomes people can experience. Shapiro, 
Carlson, Astin, and Freedman ( 2006 ) suggest that mindfulness comprises three cen-
tral components:  attention   (‘observing the operations of one’s moment-to-moment, 
internal and external experience’; p. 376),  attitude   (‘a sense of open-hearted, friendly 
presence and interest’; Kabat-Zinn,  2003 , p. 145), and  intention   (reasons for practis-
ing). Shapiro et al. ( 2006 , p. 375) contend that the latter component is often neglected 
in discussions around mindfulness, which they attribute to the fact that Western 
psychology has generally sought to ‘extract the essence of mindfulness practice 
from its original religious/cultural roots’, a point that is central to this chapter. 
However, one’s intention for practising mindfulness plays a key role in shaping the 
kinds of outcomes one may experience. As Kabat-Zinn ( 1990 , p. 32) puts it, ‘Your 
intentions set the stage for what is possible. They remind you from moment to 
moment of why you are practicing in the fi rst place’. The importance of intention is 
underlined in Shapiro’s ( 1992 ) study, which showed that the majority of meditators 
attained effects which were congruent with their original intentions. For example, if 
they aimed for self-regulation (control over self), they were more likely to achieve 
greater self-regulation, whereas an intention of self-exploration (knowledge of self) 
meant that they were more likely to increase self-exploration. Such fi ndings suggest 
that the intentions of a mindfulness programme—both the stated aim of the inter-
vention itself (whether reducing defi cits such as anxiety or promoting fl ourishing) 
and the intentions of the practitioner undertaking it—will affect its outcomes. 

 Given the above considerations, it is encouraging that interventions are being 
developed within PP which aim to augment existing defi cit-based interventions by 
harnessing some of the positive possibilities offered by mindfulness. Two such  PPIs   
are  Mindfulness-Based Strengths Practice   (Niemiec, Rashid, & Spinella,  2012 ), 
which combines strengths-based approaches with mindfulness, and the  Mindful 
Self-compassion programme   (Neff & Germer,  2013 ), which aims to increase self- 
compassion and kindness. Both of these have successfully integrated mindfulness 
and PP variables to good effect. However, these programmes only focus on one 
quality promoted within PP, i.e. strengths and self-compassion, respectively. As 
such, a potentially more comprehensive intervention is the Positive Mindfulness 
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Programme (PMP), created by Dr. Ivtzan, which is currently being validated in a 
number of independent research studies (e.g. Ivtzan, Young, et al.,  2015 ). The PMP 
is an online, 8-week programme, which combines mindfulness training with a vari-
ety of PPIs and theory. Aimed at the general population, the programme is designed 
to increase wellbeing by targeting nine positive variables: positive emotions, self- 
compassion, wellbeing (happiness), autonomy, mindfulness, self-effi cacy 
(strengths), meaning, compassion, and engagement (savouring). 

 These variables are designed to facilitate different facets of wellbeing; that is, in 
PP, a distinction is made between ‘hedonic’ wellbeing (i.e. pleasure, satisfaction) 
and ‘eudaimonic’ wellbeing (i.e. fulfi lment, psychological development) (Peterson, 
Park, & Seligman,  2005 ). Between them, the nine variables were selected to cover 
both ‘types’ of wellbeing. For example, engagement and gratitude both increase 
positive emotions (Adler & Fagley,  2005 ; McCullough, Emmons, & Tsang,  2002 ) 
and as such facilitate hedonic wellbeing (Deci & Ryan,  2008 ). The remaining seven 
variables all promote eudaimonic wellbeing, as based on Ryff’s ( 1989 ) model of 
‘Psychological Wellbeing’, which comprises six dimensions, fi ve of which are tar-
geted in the PMP: self-acceptance (self-compassion), autonomy, environmental 
mastery (self-effi cacy), purpose in life (meaning), and positive relations with others. 
Finally, mindfulness has been linked to both  hedonic and eudaimonic wellbeing   
(Brown et al.,  2007 ). Early fi ndings from the programme have been promising. For 
instance, Ivtzan, Young, et al. ( 2015 ) offered it to 455 participants in a randomised 
controlled trial (reduced to 168 in the fi nal analysis due to attrition). Relative to a 
control group, the experimental group enjoyed signifi cant self-reported post- 
intervention improvements in all nine positive variables, as well as reductions in 
depression and stress. Moreover, these gains were also maintained at the 1-month 
follow-up. Thus, the programme shows good promise as an intervention that har-
nesses the positive potential of mindfulness, taking it beyond a tool for defi cit 
reduction and helping to actively promote fl ourishing. 

 Intriguingly, fi ndings from Ivtzan, Young, et al.’s ( 2015 ) study suggest that PPIs 
such as the PMP may not only be suitable for people who are ‘free’ of mental health 
issues but can potentially help people who are currently experiencing such prob-
lems. That is, participants who had mild to moderate levels of depression at the 
beginning of the programme experienced greater benefi ts—on measures of mind-
fulness, gratitude, depression, and stress—than those with no depression at base-
line. Likewise, participants with lower baseline levels of wellbeing gained more, 
relative to those with higher baseline levels, in eight  variables  : mindfulness, wellbe-
ing, depression, stress, gratitude, self-effi cacy, and meaning. The researchers sug-
gest that such fi ndings may be due in part to the fact that such participants were in 
greater initial need of the programme and therefore utilised its tools and benefi ts 
more fully. These results are in line with a meta-analysis conducted by Sin and 
Lyubomirsky ( 2009 ), featuring 25 separate studies examining the impact of PPIs on 
depression, which found that depressed participants gained more from PPIs than 
nondepressed participants. Such fi ndings suggest that the potential role for PP may 
be greater than that implied by the continuum metaphor above: rather than PPIs 
simply assisting people without disorders (i.e. above ‘zero’) to fl ourish, they may 
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have a role too in helping treat such disorders. However, such PPIs arguably remain 
distinct from conventional therapeutic offerings, such as MBSR, as they are still 
focussed on accentuating positive qualities rather than reducing defi cits. 

 It is important to recognise that PP is still very much a new and emerging fi eld 
and likewise that PPIs such as the PMP are in the very early stages of development. 
Nevertheless, hopefully the promise of such interventions is evident. By harnessing 
the positive potentials of mindfulness, these PPIs may help us further deepen our 
appreciation of its practice; moreover, they might enable us to capture some of the 
spirit of the original Buddhist teachings that have to an extent been lost with the 
defi cit-based mindfulness interventions. Indeed, our engagement in the West with 
mindfulness, and with Buddhism more broadly, is only just beginning. In the con-
text of its long history of evolution and migration, spanning over two and a half 
millennia, Buddhism has only just begun to make its immense presence felt in the 
West. Even then, its impact has been remarkable, especially over the past few 
decades. Thus Western psychology, and academia and society more broadly, has an 
exciting future ahead exploring the great riches and insights offered by this ancient—
and yet still breathtakingly relevant—tradition of wisdom and spiritual practice. To 
this end, the present chapter, and this book more generally, will hopefully play a 
useful role in our unfolding appreciation and utilisation of mindfulness and ideally 
of Buddhism more broadly too.     
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    Chapter 15   
 Mindfulness and Forensic Mental Health       

       Andrew     Day    

            Introduction 

 Patients of forensic mental health services are those with diagnosable mental disor-
ders whose behaviour has led, or could lead, them to offend (Mullen,  2000 ). They 
include mentally ill inmates of correctional facilities, sex offenders who have a 
recognised mental disorder, and those who have been judged to be incompetent to 
stand trial or found guilty but not responsible for their behaviour. Typically, forensic 
mental health services are offered to those with a ‘major mental disorder’, a term 
usually reserved for more serious forms of mental illness such as schizophrenia, 
major affective disorders, bipolar disorders, and other psychotic conditions but 
which also encompasses the effects of brain damage, intellectual disability, and seri-
ous personality disorder. In practice, this means that forensic mental health patients 
represent some of the marginalised, troubled, and perhaps diffi cult-to-treat mem-
bers of society. The aim of this chapter is to consider the role that mindfulness- 
based interventions have to play in their effective care and management. 

 The need to provide effective mental health services for mentally disordered 
offenders is evident from statistics which show that the prevalence of major mental 
disorder is particularly high in offending populations, especially prisoners (see 
Skeem, Manchak, & Peterson,  2011 ). One of the largest studies in this area, which 
aggregated the fi ndings of 62 different studies involving a total of almost 23,000 
prisoners from 12 different countries, concluded that one in seven inmates experi-
ences either a psychotic illness or major depression (Fazel & Danesh,  2002 ), with 
prevalence rates thought to be even higher in female offender populations 
(Steadman, Osher, Robbins, Case, & Samuels,  2009 ). Similarly, high rates have 
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also been reported for those offenders who live in the community (Gunter, Philibert, 
& Hollenbeck,  2009 ). 

 Of course, the notion that mindfulness-based interventions can lead to improve-
ment in mental health is no longer contentious. A large and ever-growing evidence 
base now exists that demonstrates that mindfulness interventions can benefi t those 
with a wide range of mental health problems, including depressive disorders (Chiesa 
& Serretti,  2011 ), bipolar disorders (Perich, Manicavasagar, Mitchell, & Ball, 
 2013 ), and anxiety disorders (Hofmann, Sawyer, Witt, & Oh,  2010 ). The pri-
mary focus of this chapter, however, is on understanding the role that mindfulness- 
based interventions have to play in managing the risk of further offending in forensic 
patients. In the UK and elsewhere, tragic cases such as those involving Sharon 
Campbell and Christopher Clunis triggered national enquiries into the way in which 
the health system identifi es and manages risk (Taylor & Gunn,  2008 ) and led to risk 
management being identifi ed as of overriding concern for forensic mental health 
service providers (Duggan,  2008 ). This has prompted interest in the development of 
new treatments and interventions which can effectively manage the future risk of 
offending, particularly violent offending. 

 Coupled with this are some rather signifi cant changes in how treatment is con-
ceptualised. From times when models of care were fi rmly entrenched within bio-
logical or medical conceptualisations of illness, contemporary forensic mental 
health services now utilise a range of psychosocial and multidisciplinary approaches 
to patient care that have opened up a number of possibilities for the development 
and delivery of new and alternative interventions to support the pharmacological 
approaches that have long characterised the sector (Soothill,  2008 ). There is consid-
erable scope for innovation given the (surprisingly) limited evidence base from 
which to draw any fi rm conclusions about effectiveness of psychological treatment 
on reducing aggressive and violent behaviour (McGuire,  2008 ). In what is still the 
only published meta-analysis of violent offender treatment programmes, Polaschek 
and Collie ( 2004 ) concluded that although most of the programmes they reviewed 
showed some level of effi cacy, it was diffi cult to draw any fi rm conclusions about 
effectiveness. It is in this context that recent years have seen growing interest in the 
potential to apply mindfulness-based approaches to risk management and, in par-
ticular, to the clinical management of violence. Before discussing the rationale and 
evidence for using mindfulness interventions in this way, it is fi rst important to 
consider what is known about those factors that trigger violence and the role of 
major mental disorder. 

     Understanding Violence 

  Violent   offenders constitute a group that attract considerable public concern in rela-
tion to the risks they present to the community after leaving institutional care. This 
is understandable given the often catastrophic effects of violence—not only on vic-
tims but also on those who are less directly involved, including bystanders, those 
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who know the victims and perpetrators, and children who witness violence (Tolan, 
 2007 ). Even for highly aggressive individuals, however, aggressive acts are not ran-
dom but predictable responses to particular events and situations. Violence that 
occurs when the perpetrator is in a state of anger, for example, is typically elicited 
when he or she is blocked from achieving important goals, where expected rewards 
fail to eventuate, or when events occur that are in some way aversive for the indi-
vidual. For others, violence can occur in the context of intimate relationships, in the 
commissioning of other crimes, or sometimes in response to specifi c mental health 
symptoms. 

 Whilst there has been much debate about the nature of the relationship between 
mental disorder and violence, there now appears to be a broad consensus that the 
primary predictors of risk are largely the same for mentally disordered offenders as 
they are for non-disordered offenders (see Andrews & Bonta,  2010 ). The exception 
to this is when particular psychotic symptoms such as paranoia (Grossman, 
Haywood, Cavanaugh, Davis, & Lewis,  1995 ) and delusions involving personal tar-
gets (Nestor, Haycock, Doiron, Kelly, & Kelly,  1995 ) are present, particularly when 
these occur in conjunction with substance use (Swanson, Borum, & Swartz,  1996 ). 
Ullrich, Keers, and Coid ( 2014 ), for example, have recently observed that violence 
can be precipitated by delusional thinking (such as thoughts about being spied upon, 
being followed, being plotted against, being under control of a person/force, and 
having special gifts or powers), particularly when these experiences give rise to 
angry emotion. In other words, specifi c symptoms can trigger anger which then 
motivates aggressive or violent behaviour, at least in some people who experience 
major mental disorders. Accordingly, when seeking to understand or manage risk in 
mentally disordered offenders, it becomes important to understand what role, if any, 
the mental illness plays, particularly in relation to how anger is experienced. 

 There are also grounds to suspect that negative emotional states more generally 
are causally related to many types of offending. Zamble and Quinsey’s ( 2001 ) study 
of parolees found that over three-quarters of those who reoffended experienced dys-
phoric emotion in the 30-day period prior to offending, compared with less than half 
of those who did not reoffend. Two-thirds of the recidivists experienced negative 
emotion in the 48 h leading up to their offence, compared with only one in ten non- 
recidivists. This fi nding, when considered along with Hanson and Harris’s ( 2000 ) 
conclusions that recidivist sexual offenders show an increase in negative emotion, 
anger, and general psychiatric symptoms just prior to offending, identifi es negative 
emotion and anger as key dynamic risk factors. Thus, although effective violence 
risk management strategies should seek to infl uence a wide range of risk factors, 
including antisocial attitudes, substance use, social support, and compliance with 
treatment (Douglas & Skeem,  2005 ), the treatment of dysphoric emotion (negative 
mood, anger) becomes particularly important. 

 Contemporary theories of aggressive and violent behaviour all highlight the 
importance of dysphoric emotion. Cognitive-affective theories, for example, focus 
on the ‘instigation’ of aggression and the central role that negative emotion, particu-
larly anger, plays in many, though not all, forms of violence (see Novaco,  2011 ). 
Self-regulation theories, on the other hand, seek to understand the ways in which 
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aggressive impulses are responded to. The concept of self-regulation has some over-
lap with the concept of inhibition and also with (low) impulsivity, described by 
Polaschek ( 2006 ) as a lifelong characteristic or pattern of behaviours that is refl ected 
in rule breaking, unstable relationships, poor tolerance of frustration, and an inabil-
ity to delay gratifi cation. It can also, of course, be a state, induced by factors such as 
intoxication or stress, which overrides any broad disposition to self-regulate behav-
iour. Under these conditions, individuals are more likely to experience states char-
acterised by diminished guilt; a focus on immediate, short-term concerns; lessened 
infl uence of self-standards; and diminished inhibitions (Baumeister, Heatherton, & 
Tice,  1994 ). Other processes are also thought to diminish self-regulation, including 
desensitisation through repetition of violent acts, escalation as a result of retaliation 
between perpetrator and victim, or tiredness (see Howells & Day,  2002 ).   

    Mindfulness and  Negative Emotion   

 It is in relation to the management of negative emotion that mindfulness-based 
interventions can perhaps make their most powerful contribution to forensic mental 
health service delivery. Baer ( 2003 ) and Wright, Day, and Howells ( 2009 ) have both 
identifi ed a number of different mechanisms by which mindfulness-based interven-
tions might improve emotional control. For example, they suggest that mindfulness 
improves an individual’s ability to tolerate negative emotional states and the ability 
to cope with them effectively. They propose that the avoidance that is typically 
associated with emotional reactivity may be reduced through a process of sustained, 
non-judgemental observation of emotion-related sensations. Related to this is the 
idea that mindfulness training interferes with those ruminative patterns that charac-
terise negative emotional episodes (Nolen-Hoeksema,  1991 ). Teasdale ( 1999 ), for 
example, has suggested that the non-judgemental, decentred view of one’s thoughts 
leads individuals to notice the onset of negative thoughts and redirect their attention 
to other aspects of the present moment, such as breathing, walking, or sounds in the 
environment, so avoiding rumination. For Metcalf and Dimidjian ( 2014 ), mindful-
ness is ‘a way to help people decrease cognitive reactivity to negative emotion 
through repeated practice with both neutral and affectively triggering content on a 
regular basis’ (p. 275). To put this another way, the application of mindfulness skills 
allows the individual to step back from emotional disturbance and to see it clearly 
as an emotional state that will, in time, pass. Improved self-noticing may thus help 
the individual to make more informed, wiser, behavioural choices as he or she 
develops a higher level of tolerance for unpleasant internal states. In addition, the 
ability of various meditation strategies to induce relaxation has been well docu-
mented, and the resulting improved tolerance for provocation may be helpful in its 
own right. This is illustrated in the work of Gillespie, Mitchell, Fisher and Beech 
( 2012 ) who have begun to document the neurobiological and cardiorespiratory 
mechanisms that are associated with controlled breathing (thought to be conducive 
to a state of mindfulness). They argue that these techniques can be shown to affect 

A. Day

www.ebook3000.com

http://www.ebook3000.org


303

the functioning of those neural circuits involved in the regulation of emotional 
states, including the prefrontal cortex and the amygdala. Several studies utilising 
brain imaging techniques have shown that mindfulness can alter levels of neural 
activity in these areas (see the systematic review by Chiesa & Serretti,  2011 ).   

    Mindfulness in Forensic Mental Health Practice 

 It has been suggested so far in this chapter that a strong rationale exists for the appli-
cation of mindfulness-based interventions with forensic mental health patients. They 
might reasonably be expected to not only help patients to successfully manage dis-
tressing symptoms of mental disorder but also assist in the broader goal of reducing 
the risk of violence. It might be expected then that mindfulness-based interventions 
would form a central component of forensic mental health service delivery and yet, 
despite the growing infl uence of these approaches in mainstream mental health 
(Kangas,  2014 ), their application to the forensic setting seems relatively rare. There 
are, for example, no references to mindfulness in a well-known handbook of forensic 
mental health edited by Soothill, Rogers, and Dolan in  2008 . Although, it is fair to 
say that interest has grown substantially since this book fi rst appeared, published 
accounts of how mindfulness-based interventions are used with forensic populations 
remain relatively rare. There are, of course, notable exceptions—including the con-
tributions of Singh and colleagues (e.g. Singh et al.,  2007 ,  2008 ) and the develop-
ment of mindfulness-based treatment for high-risk patients in a high-security forensic 
hospital in the UK (e.g. Evershed et al.,  2006 ; Tennant,  2010 ). Singh, Lancioni, 
Winton, Singh, and Adkins ( 2011 ), for example, describe using the ‘soles of the feet’ 
technique and ‘mindful observation of thoughts’ to reduce deviant sexual arousal in 
sexual offenders, whereas Tennant and Howells ( 2010 ) consider the effects of  dialec-
tical behaviour therapy   on violent behaviour in a forensic inpatient setting. In addi-
tion, there is a growing body of work that has investigated the effects of  mindfulness 
methods   on offender and prison populations more broadly. Samuelson, Carmody, 
Kabat-Zinn, and Bratt ( 2007 ), for example, have reported improvements on mea-
sures of mood disturbance, hostility, and self-esteem following mindfulness training 
in a US correctional facility. This body of knowledge has been recently summarised 
by Shonin, Van Gordon, and Griffi ths ( 2014 ) and suggests that these methods do 
have a potentially important role to play with forensic populations.  

    Some Critical Issues 

 The rest of this chapter is devoted to a discussion of some of the issues that poten-
tially inhibit the ‘scaling up’ or wider implementation of mindfulness-based inter-
ventions in forensic mental health settings. Perhaps the most obvious of these is the 
ongoing need to establish that the delivery of these interventions does indeed lead 

15 Mindfulness and Forensic Mental Health



304

to reductions in violence or reoffending. There are, however, a number of associated 
issues related to both the diversity and integrity of those mindfulness-based inter-
ventions that are currently being delivered. As a consequence, it would seem that 
service delivery in this area has remained rather fragmented and somewhat depen-
dent on the interests and skills of individual practitioners. 

      Outcome Evaluation   

 It is likely that only when direct evidence about the impact of mindfulness-based 
interventions on reoffending (or at least  risk  of reoffending) can be presented that 
they will be systematically implemented. Indeed, many of the published reviews of 
mindfulness-based approaches identify the need for more rigorous evaluation of 
this type, often linked to calls for a concerted research programme to establish treat-
ment outcomes (e.g. Fix & Fix,  2013 ; Howells, Tennant, Day, & Elmer,  2010 ; 
Shonin, Van Gordon, Slade, & Griffi ths,  2013 ). In short, whilst there is signifi cant 
early evidence to suggest that mindful meditation represents a viable therapeutic 
tool to prevent violence, studies which have directly investigated its impact on 
offending behaviour have yet to be conducted (Shonin et al.,  2014 ). Indeed, current 
trials fall some way short of providing the type of evidence required to describe 
mindfulness approaches as ‘evidence based’, defi ned by the Washington State 
Institute for Public Policy in the following way:

  a programme or practice that has been tested in heterogeneous or intended populations with 
multiple randomised and/or statistically-controlled evaluations, or one large multiple-site 
randomised or statistically control evaluation, where the weight of evidence from a system-
atic review demonstrates sustained improvements in recidivism or other outcomes of inter-
est. Further, “evidence-based” means a programme or practice that can be implemented 
with a set of procedures to allow successful replication… … and, when possible, has been 
determined to be cost-effective. (Drake,  2013 , p. 2) 

   Random-assignment controlled trial studies are particularly important in estab-
lishing an evidence base, primarily because of problems associated with self- 
selection into treatment groups. There are, however, signifi cant challenges to 
conducting randomised controlled trials in forensic mental health settings, includ-
ing the limited number of patients who receive treatment, the heterogeneity of the 
population, the length of the treatment, the assessment case fl ow, the occupation of 
treatment beds by previously assessed patients, and the possibility of dropouts (see 
Farrington & Jolliffe,  2002 ). There are additional issues in disentangling the effects 
of other interventions (e.g. pharmacological) and that arise in relation to the low 
base rates for reoffending, meaning that very long-term follow-up is required. 

 Such problems are, of course, not restricted to mindfulness interventions. The 
National Collaborating Centre for Mental Health ( 2009 ) concludes their review of 
the evidence for the treatment of personality disorder with a number of comments 
about the limited number of studies that have been conducted, uncertainty about 
their scientifi c quality, and problems with small sample sizes, short follow-up periods, 
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and the tendency to focus on community settings. Gilbody, House, and Sheldon 
( 2003 ) have also noted that psychiatrists ‘do not routinely measure outcome 
(patient-based or otherwise) in the context of their practice’ and that ‘substantial 
practical and attitudinal barriers were identifi ed to the collection of standardised 
outcomes’ (p. 87). Such observations are important, as it would be unfair to set dif-
ferent criteria for establishing the effectiveness of mindfulness-based interventions 
from those used in relation to other treatments. 

 There are some particular diffi culties in establishing the specifi c effects of 
mindfulness- based interventions on dynamic risk. As noted above, a wide range of 
risk factors will inevitably infl uence the risk of violence including antisocial atti-
tudes, substance use, social support, and compliance with treatment (Douglas & 
Skeem,  2005 ). It is suggested in this chapter that the most direct effects of 
mindfulness- based intervention on risk will be associated with changes to how neg-
ative emotion is managed, but clearly change in this area will be infl uenced by (and 
infl uence) change in these other areas. It may also be the case that improved man-
agement of dysphoric emotion is a necessary rather than suffi cient condition to 
prevent reoffending for some patients and that treatment success in this area should 
not be expected, by itself, to lead to observable reductions in future violence. 

 Finally, there is a need to move beyond group-level outcome studies to examine 
who these methods work best for (and under what conditions). Teasdale, Segal, and 
Williams ( 2003 ) have emphasised the importance of individualised case formula-
tion before using mindfulness-based methods, arguing that these should not be 
regarded as generic approaches for coping with distress. In considering how mind-
fulness might be incorporated into broader approaches to managing risk, it seems 
important to target interventions to those patients whose offending occurs in 
response to those issues (such as unregulated dysphoric emotion) that mindfulness- 
based methods can reasonably be expected to assist with.   

      Programme Diversity   

 One of the most signifi cant problems that has inhibited large-scale evaluation of 
mindfulness-based interventions is the diversity of those interventions that are 
described as utilising mindfulness techniques. Not only do clear differences exist 
even between relatively well-articulated approaches such as mindfulness-based 
stress reduction (Kabat-Zinn,  1990 ) and mindfulness-based CBT (Kuyken et al., 
 2008 ) but forensic mental health services have a tendency to ‘import’ components 
of different treatments or to adapt more established treatments to meet the needs of 
forensic clients or the forensic setting. For example, dialectical behaviour therapy 
(DBT) has been widely used in the treatment of personality disorder, with over half 
of all treatment outcome studies for antisocial personal disorder investigating the 
effects of DBT (see National Collaborating Centre for Mental Health,  2009 ). DBT 
does contain elements of mindfulness training but was originally developed by 
Marsha Linehan to treat individuals with  borderline personality disorder (BPD)   
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who were at risk of suicide and self-harm. For Linehan ( 1993 ), borderline individu-
als have problems in regulating some or all of their emotions and these are produced 
by emotional vulnerability and inadequate emotion regulation strategies. The per-
son is taught to learn to experience and label the emotions before restraining inap-
propriate behaviour, act in a way that is not dependent on mood, and refocus 
attention and self-soothe physiological arousal. Treatment thus focuses on changing 
distressing events and circumstances and learning to tolerate and accept distress. 
Although DBT is not an intervention designed to manage violence against others or 
offending, there is a small amount of research that has shown a link between some 
of the traits associated with BPD and reoffending, particularly in female offender 
populations (e.g. Hogue, Jones, Talkes, & Tennant,  2007 ; Nee & Farman,  2005 ). 

 There are also a number of other, relatively new, interventions which incorporate 
aspects of mindfulness and have attracted the interest of forensic mental health 
practitioners (Woldgabreal, Day, & Ward,  2014 ).  Acceptance and commitment ther-
apy (ACT)  , for example, is a psychological treatment which has been shown to be 
particularly useful in decreasing levels of psychological distress. ACT is essentially 
a behavioural approach that uses acceptance and mindfulness processes to produce 
psychological fl exibility or states in which the person is more consciously aware of 
the present moment and more willing to engage in values-based actions. 
 Psychological infl exibility   is identifi ed as a cause of signifi cant mental ill health and 
is thought to lead to the adoption of thinking styles commonly associated with 
offending behaviour (e.g. egocentrism, rumination about past grievances). The 
approach to treatment is broadly compatible with that used in motivational inter-
viewing (being compassionate, show how to be willing and accepting, no arguing, 
sarcasm or shaming, some self-disclosure) but involves strategies that aim to 
actively promote behaviour change. For example, ACT methods focus on the futil-
ity of trying to avoid or control unpleasant internal experiences, identifying the 
differences between a valued direction in life and a more specifi c goal, and distanc-
ing oneself from the feelings and thoughts that motivate antisocial behaviour. 
Finally, there is an expectation that participants will commit to achieving short-term 
and long-term goals (see Amrod & Hayes,  2013 ). 

 The diffi culty here lies in disentangling the effects of the mindfulness compo-
nents of these treatments with the other techniques that are utilised, many of which 
draw on behavioural treatment methods. The distinction between therapeutic ‘tech-
niques’ (systematic actions designed to address or explore client diffi culties either 
within or between sessions), ‘strategies’ (specifi c plans for intervention), ‘therapeu-
tic processes’ (client-therapist interactions), and ‘mechanisms of change’ (theory- 
driven reasons that explain why change occurs) made by Petrik and Cronin ( 2014 ) 
is particularly relevant here as it draws attention to the need to be explicit about how 
specifi c techniques contribute to a treatment strategy and infl uence the way in which 
treatment is delivered. It provides a language to describe what it is that is being 
delivered, as well as the likely effects of interventions of different levels of depth, 
intensity, or complexity. In short, there is a need to articulate the underlying 
 programme logic of all mindfulness-based interventions, such that it is clear which 
components are expected to bring about which type of change.   
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     Programme Integrity 

 The term  programme integrity   refers to the extent to which an intervention pro-
gramme is delivered in practice as intended in theory and design (Hollin,  1995 ). 
Waltz, Addis, Koerner, and Jacobsen ( 1993 ) suggest that assessing integrity involves 
two components: therapist adherence to the treatment protocol and therapist compe-
tence in delivering the treatment. It is clear that many treatments offered to 
both forensic patients and offenders have low levels of integrity (Bonta, Rugge, 
Scott, Bourgon, & Yessine,  2008 ), leading to moves towards standardised treatment 
manuals and protocols in an attempt to increase programme integrity. These can be 
easily translated into checklists of treatment adherence for completion by a clinician 
and/or patient, although assessing clinical competence is more diffi cult. 

 There are grounds to question the integrity of many of those interventions that 
are described as mindfulness-based but often without suffi cient defi nition. An 
example of this is a mindfulness intervention reported by McMurran and Jinks 
( 2012 ) in a study conducted in a secure psychiatric hospital in England for offenders 
who had been detained under mental health legislation. Participants were personality- 
disordered men on an assessment ward or who were new to treatment. The interven-
tion was labelled ‘self-awareness’ and involved ‘an experiential exercise,  based 
upon mindfulness techniques , in which participants attend to sensations and emo-
tions’ (p. 47; emphasis added). Another example is from Suarez et al.’s ( 2014 ) 
prison trial which combines mindfulness with what they refer to as ‘compassionate 
social communication’, involving noticing others’ behaviours, examining the 
accompanying feelings, making requests, and acknowledging the needs that have 
been met/unmet. No information is provided in either of these studies about the 
integrity of the mindfulness methods or information that might be used to assess 
this. The concern here is that these interventions may only be approximations of 
what might be expected in mindfulness training. 

 The second component of programme integrity concerns the quality of delivery. 
There are obvious issues around the competence and training of those who deliver 
mindfulness-based interventions (Shonin et al.,  2014 ), as well as the way in which 
training occurs. Shonin et al. ( 2013 ), for example, note that developing profi ciency 
in meditation and mindfulness practice can often take many years of focused train-
ing. None of the published studies of mindfulness-based interventions delivered in 
forensic mental health settings report the experience or background of treatment 
providers. Shonin et al. ( 2013 ) further note that the interventions that are used in 
prison settings range from just 10 days to 10 weeks. The low intensity of these inter-
ventions may signifi cantly limit their effectiveness, particularly in light of Klainin- 
Yobas, Cho, and Creedy’s ( 2012 ) meta-analysis of intervention outcomes for 
mindfulness-based therapies which reported that effect sizes were signifi cantly 
associated with the length of intervention. 

 In summary, there would seem to be a need to develop methods that not only 
describe what it is that is actually being delivered in forensic mental health services 
when providers talk about providing mindfulness-based interventions, but also to 
consider  how programme integrity might be routinely monitored.    
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    Conclusion 

 The aim of this chapter was to provide an overview of how mindfulness-based tech-
niques have been used in forensic mental health settings. It is suggested that a rea-
sonably strong rationale exists for these methods to be used in pursuit of the core 
goal of risk management, although controlled outcome studies are needed to estab-
lish the extent to which mindfulness training does actually lead to meaningful behav-
iour change. A number of challenges to this type of evaluation are noted, not least of 
which are those related to the variable diversity and integrity of those treatments 
offered in forensic mental health that are loosely described as mindfulness- based. 
There are also signifi cant challenges in determining the impact of those interven-
tions that are delivered as part of a broader approach to treatment and risk manage-
ment. The conclusion, however, is that the outcomes of mindfulness- based 
interventions when used with forensic mental health patients do need to be better 
documented if they are to become more established as part of standard treatment. 

 As a fi nal note, it is worth raising the broader question of how mindfulness-based 
interventions sit within institutional efforts to treat or manage patients, often in set-
tings where treatment is coerced. As Singh, Lancioni, Wahler, Winton, and Singh 
( 2008 ) has argued ‘the end point of mindfulness meditation is not in the alleviation 
of psychological and physical distress’ (p. 10) but to gain insight into the nature of 
one’s own mind. It is, in other words, a method by which enlightenment might be 
pursued, rather than something that might be used instrumentally to meet legal obli-
gations or to reduce the risk of offending. Of course, the goals of forensic mental 
health services may well be compatible with broader goals relating to social and 
emotional well-being and it seems evident that greater levels of awareness and com-
passion are unlikely to be associated with chronic violence or offending. Nonetheless, 
there is a danger that the integrity of mindfulness-based treatment will be compro-
mised in attempting to realise short-term service-oriented risk management goals. 
As Howells et al. ( 2010 ) comment, ‘as utilised in psychological and psychiatric 
interventions, mindfulness has been largely severed from its fundamental roots and 
treated in relative isolation from the extensive, deeper and sophisticated philosophi-
cal, spiritual and psychological system which generated it’ (p. 8). There is, then, a 
need to ensure that the very real benefi ts of these methods are not lost in a context 
in which the management of patients will always be a priority.     
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    Chapter 16   
 Mindfulness and Work-Related Well-Being       

       Maryanna     D.     Klatt      ,     Emaline     Wise     , and     Morgan     Fish    

            Introduction to Workplace Stress and Wellness 

 As employees in fi rst world nations are spending more and more time at work, the 
impact of stress experienced by employees, no matter what its etiology, has become 
a central topic of concern voiced at the workplace. Research data supports the 
hypothesis that chronic stress in society is a contributing factor to the resulting 
behaviors (including addiction) and physiology that have accelerated the increase in 
chronic disease. A recent study done by MetLife found that 20 % of those who 
responded to a survey on stress and work had taken time off due to a stress-related 
illness in the past 12 months (Crawford,  2014 ). Even more importantly, 63 % of the 
respondents to the survey said they “would welcome help and advice from their 
employer on how to improve their health and well-being” (Crawford,  2014 ). For 
employees who are in a delicate balance of home/work obligations, navigating a 
path out of the chronic stress cycle can be extremely diffi cult, and employers who 
miss an opportunity to help employees navigate this cycle may be short-sighted. 
Low-cost educational mind-body stress reduction programs could be of great assis-
tance in managing this epidemic. 
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 Financially, decreasing employee stress-related illness is benefi cial for employ-
ees and employers alike. One study placed the estimated annual cost of stress- 
related conditions on the American economy at $300 billion, due to absenteeism, 
turnover, decreased productivity, and other costs (Rosch,  2001 ). To make this more 
relevant, this staggering fi gure compares to about 16 % of the US federal budget 
and about 3 % of the GDP during the year the estimate was made (Clinton,  2000 ; 
World Bank,  2014 ). Prudent employers are looking for wellness programs to keep 
employees healthy and insurance costs down, as they purchase much of American 
health care, spending approximately $13,000 per employee per year on direct and 
indirect healthcare costs. Interruption of an individual’s stress response has implied 
health consequences, as it has been shown that stress impacts wound healing, 
immune status, susceptibility to infectious disease, and, among other things, the 
rate of tumor cell growth (Glaser et al.  1999 ; Glaser, Sheridan, Malarkey, 
MacCallum, & Kiecolt-Glaser,  2000 ; Glaser et al.,  2001 ,  2005 ; Kiecolt-Glaser & 
Glaser,  1988 ,  1999 ; Kiecolt-Glaser et al.,  1995 ). Chronic conditions such as depres-
sion, anxiety, obesity, arthritis, and back/neck pain have been found to be espe-
cially linked to productivity loss, with these fi gures remaining stable across 
professions, from executives to laborers (Loeppke et al.,  2009 ). In a study of mid-
dle-hierarchy managers, who are especially susceptible to high levels of work-
related stress, signifi cant improvements in work-related stress, job satisfaction, 
psychological distress, and employer-related job performance were found and 
maintained at follow-up of Meditation Awareness Training (Shonin, Van Gordon, 
Dunn, Singh, & Griffi ths,  2014 ). These fi ndings suggest that MBI’s may be useful 
in combatting some of the serious consequences of workplace stress, even in the 
most severe cases. 

 A cultural tipping point has arrived, as the American public has become open to 
Complementary and Alternative Medicine (CAM) approaches in an unprecedented 
way, but these approaches must be evidence-based and generalizable to busy adults 
in order to reap the health benefi ts. Programs that are pragmatic and are supported 
at the worksite, via funding, space designations, and with protected time for the 
mind/body intervention, seem to be the best candidates for success. An example of 
how powerful stress reduction programs can be in combating chronic disease is 
highlighted by a recent study that utilized a stress reduction intervention meant for 
management of emotional factors to prevent recurrent cardiovascular disease 
(CVD). This intervention showed that the stress reduction group had a 41 % lower 
rate of fatal and nonfatal fi rst recurrent CVD events, in addition to showing that 
there was a strong dose–response effect between intervention group attendance and 
outcome (Gulliksson et al.,  2011 ). Feasible interventions that disrupt a chronic 
stress response could have huge public health ramifi cations, including reductions in 
addictive behaviors, as these are often utilized to cope with stress. The earlier a 
resiliency technique is learned to combat stress, the greater its potential health 
impact, both for the health status of the individual and for decreasing escalating 
healthcare costs.  
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    Mind-Body at Work 

 Americans already use CAM approaches to manage symptoms of underlying 
 diseases in conjunction with conventional western medicine, as the 2007 National 
Health Interview Survey showed that more than 38 % of Americans had used some 
form of CAM in the previous 12 months (Nahin et al.,  2009 ). CAM research evi-
dence has had a huge impact on the public at large. Scientifi c knowledge about 
effective workplace mind-body approaches has been critically important in chang-
ing behaviors that may impact health care expenditures, and even more importantly, 
the health and wellness of the individual employee (NIH,  2011 ). 

      Mindfulness-Based Stress Reduction 

 Mind-body approaches, such as  Mindfulness-Based Stress Reduction (MBSR)  , 
have been shown to modulate stress reactivity.  MBSR  , traditionally an 8-week, 26-h 
intervention, is a mind-body approach developed by Jon Kabat-Zinn to reduce pain 
and stress through mindfulness meditation (Kabat-Zinn,  1982 ,  2003 ). More than 30 
years of empirical research illustrates the health benefi ts of this valuable approach. 
Both controlled and uncontrolled studies of MBSR show effect sizes of approxi-
mately 0.5 ( p  < 0.0001) with a homogeneity of distribution (Grossman, Niemann, 
Schmidt, & Walach,  2004 ). Improvements have been noted in standardized mental 
health measures including quality of life scales, depression, anxiety, coping style, 
social functioning, and other affective dimensions of disability, all of which affect 
one’s ability to function (Grossman et al.,  2004 ; Reibel et al.,  2001 ). MBSR is a 
structured group mind-body program that utilizes mindfulness meditation to help 
manage stress and to retrain the mind to change its usual responses to stressful situ-
ations. Mindfulness is characterized by nonjudgmental, sustained moment-to-
moment awareness of physical sensations, perceptions, affective states, thoughts, 
and imagery. It involves sustained focus of mental phenomena, which arise during 
waking consciousness. As a form of receptive awareness, mindfulness may create 
an interval of time where one is able to view one’s mental landscape, including 
one’s behavioral options, rather than just reacting to interpersonal events. 

 The Buddhist tradition of mindfulness is a practice that can aptly be applied in 
the workplace, as people are focused on pragmatic solutions to pragmatic problems. 
Kabat-Zinn’s conception of vipassana meditation, derived from Burmese Buddhism, 
is a nonreactive awareness of one’s affective response to external events and is an 
essential key to changing one’s internal experience of stress in MBSR. Buddhism 
teaches followers to move past diffi cult situations via acceptance in order to experi-
ence life as it unfolds, which is widely applicable to the workplace setting as much 
of our waking moments are spent at work. Mindfulness is an avenue that may 
encourage individuals to end the cycle of negativity with diffi cult coworkers and 
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instead foster healthy working relationships. High-stress professions (such as 
trauma responders) that experience high rates of burnout and depression can poten-
tially be overcome by looking past one’s own troubles and instead focusing on 
encouraging others (Metcalf & Hateley,  2001 ). Overall, the Buddhist tradition sug-
gests a strategy of “Mind over Matter,” which can be applied by using mindfulness 
interventions to reframe stressful situations at work. These stressful situations may, 
or may not, be beyond the employee’s scope of control, but inviting awareness into 
one’s conscious experience allows an individual to discern the difference. 

 MBSR has been found useful for a variety of symptoms and illnesses including 
anxiety, binge-eating disorders, depression, fi bromyalgia, cancer, coronary artery 
disease, chronic pain, psoriasis, and psychiatric disorders, and most recently, atten-
tion and brain density (Grossman et al.,  2004 ; Hölzel et al.,  2010 ; Jha et al.,  2007 ). 
Physical and biological measures were less frequently assessed in the early mind-
fulness studies, yet improvements were noted in pain control, functional quality of 
life, psoriatic skin disease, and immune function (Grossman et al.,  2004 ; Davidson 
et al.,  2003 ). However, those who have the most to benefi t from MBSR, stressed 
individuals who have yet to experience physical symptoms, are deterred by the 
required time commitment, which negatively infl uences the applicability of this 
type of intervention for many working adults.    

    Workplace Mindfulness 

 Scientifi c research in the applicability of  workplace mindfulness programming   has 
exploded in the last 5–10 years. It began in 2000 with two papers by Langer and 
Moldoveanu detailing prior mindfulness research and its application in several set-
tings, including the workplace (Langer & Moldoveanu,  2000a ,  2000b ). This was 
soon followed by Riskin’s paper on the potential benefi ts of mindfulness for lawyers 
and law students (Riskin,  2002 ). A 2003 study by Richard Davidson et al. imple-
mented MBSR in a high-tech company, yielding biometric differences in response 
to fl u immunization. Participants in the MBSR group had signifi cant increases in 
antibody titers to the fl u vaccine compared to those in the wait-list control group 
(Davidson et al.,  2003 ). This was a  groundbreaking study   in two ways: (1) it showed 
that the worksite was a possible location for MBSR program delivery and (2) it 
showed evidence-based support of mindfulness meditation’s effect on brain and 
immune function. 

 The pragmatic  applicability   of mindfulness to the stress that one associates with 
work makes the workplace a ripe environment to introduce mindfulness concepts. 
After a study with employees from The Dow Chemical Company, Aikens et al. 
( 2014 ) indicated that mindfulness can do more than facilitate stress reduction and 
coping in the workplace; it can also be used as a tool to increase positive organiza-
tional behavior. Increasing the degree to which overall performance can be improved 
through measurable psychological and administrative advances is advantageous to 
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any company or business as a whole. These advances can be achieved through the 
implementation of mindfulness in workplace interventions that can help real people 
apply these concepts toward achieving the life that they want to live. Worksite loca-
tion of a stress reduction intervention makes sense from both the employer and 
employee perspective; employers save on productivity and potentially health care 
costs, while offering the program on-site increases convenience for the employee 
and likelihood of attendance, which has been shown to impact outcome. 

 Another pragmatic mindfulness intervention (that is signifi cantly less time inten-
sive) has been successfully implemented with employees in busy intensive care 
units, yielding 40 % reduction in Salivary α-amylase, refl ecting decreased activation 
of the sympathetic nervous system. Called  Mindfulness in Motion , (Duchemin, 
Steinberg, Marks, Vanover, & Klatt,  2015 ) this program utilizes music for relax-
ation alongside increased yoga movement as compared to traditional MBSR and has 
been very well received by a variety of working populations (Duchemin et al.,  2015 ; 
Malarkey, Jarjoura, & Klatt,  2013 ).   

    Research and Demonstrated Outcomes 

 The amount of mindfulness research being published has increased more than 900 % 
in the past 10 years (Black,  2014 ). In just a few decades of mindfulness research, 
researchers have succeeded in empirically demonstrating that mindfulness, while 
derived from Buddhism, transcends religion, spirituality, and/or cultural beliefs. The 
development of various mindfulness scales has also aided the progression of research 
in this area; scales such as the  Kentucky Inventory of Mindfulness Skills (KIMS)   
(Baer, Smith, & Allen,  2004 ), Toronto Mindfulness Scale (TMS) (Lau et al.,  2006 ), 
Cognitive and Affective Mindfulness Scale (CAMS) (Feldman, Hayes, Kumar, 
Greeson, & Laurenceau,  2007 ), Five Facet Mindfulness Questionnaire (FFMQ) 
(Baer, Smith, Hopkins, Krietemeyer, & Toney,  2006 ), Freiburg Mindfulness Inventory 
(FMI) (Buchheld, Grossman, & Walach,  2001 ), and the Philadelphia Mindfulness 
Scale (PHLMS) (Cardaciotto, Herbert, Forman, Moitra, & Farrow,  2008 ) have helped 
increase effi ciency in mindfulness research while supporting the concept of mindful-
ness as scientifi c and non-mystical (Black,  2010 ). Each of these scales highlights 
subtle nuances within mindfulness practice (for example, an increased sense of curi-
osity and decentering as highlighted in the Toronto Mindfulness Scale). 

 Exploring the concept of mindfulness as a practice, as well as an outcome, has 
allowed researchers to supplement the general focus of mindfulness research with 
various other outcomes of interest. Some of these other scales may be chosen spe-
cifi cally for the population participating in the research study (e.g., scales measur-
ing burnout for populations dealing with victims of trauma or compassion fatigue 
for those in helping professions), while other outcomes may be applicable across 
various professions/worksites (e.g., infl ammatory biomarkers and/or scales measur-
ing perceived stress). 
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    Health-Related Outcomes 

 Health and work-life have the potential for a synergistic and antagonistic relation-
ship with each other. When in good health, an individual’s productivity at work or 
job satisfaction might be higher, and vice versa; wellness in one area of an individ-
ual’s life is benefi cial for other areas of life as well. However, when job satisfaction 
is low, health can suffer/trigger a diffi cult cycle of stress and illness, including 
potentially addictive behaviors to cope with either stress or illness. Mindfulness in 
the workplace, modifi ed for the modern-day employee (while recognizing its tradi-
tional Buddhist roots), could provide individuals with tools to prevent the cycle of 
stress from perpetuating. It can be a means to stop the assumption that our individ-
ual perceptions are reality. As discussed below, various health outcomes have been 
examined to explore the impact of mindfulness programs in the workplace. 

     Cardiovascular Health   

 Factors involved in the etiology of cardiovascular disease have been examined in 
regard to mindfulness. Risk factors for cardiovascular disease include psychosocial 
conditions, lifestyle habits such as smoking, and preexisting health conditions such 
as diabetes and hypertension (Younge, Gotink, Baena, Roos-Hesselink, & Hunink, 
 2014 ). Correspondingly, mindfulness has demonstrated reductions in conditions 
related to these factors including anxiety, stress, and depression (Grossman et al., 
 2004 ). In one study, a group of individuals reporting high levels of stress partici-
pated in an MBSR program and showed signifi cant decreases in overall systolic and 
diastolic blood pressure after 8 weeks (Nyklíček, Mommersteeg, Van Beugen, 
Ramakers, & Van Boxtel,  2013 ). Smoking cessation was also more successful when 
combined with mindfulness training. These results were sustainable even 17 weeks 
after the end of mindfulness training (Brewer et al.,  2011 ). Researchers currently 
believe this is in part due to mindfulness training’s emphasis on controlling cravings 
versus avoiding cues, which has been the focus of traditional smoking cessation 
programs (Brewer et al.,  2011 ).  

      Biomarkers   

 Changes in biomarkers related to stress and immune function can indicate the effec-
tiveness of a workplace mindfulness intervention. Interleukin 6 (IL-6), tumor necro-
sis factor alpha (TNF-α), C-reactive protein (CRP), and cortisol are immunological 
and neuroendocrine biomarkers that are commonly used. There are various methods 
available for collecting information on biomarkers and infl ammation in the body, 
including drawing small samples of blood, collecting saliva through oral swabs, 
and, to examine cortisol, collecting hair samples. 
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  CRP  , a protein made by the liver, indicates infl ammation somewhere in the body. 
A recent study by Malarkey et al. ( 2013 ) conducted  Mindfulness in Motion  at the 
workplace for university faculty and staff employees with elevated CRP levels. 
Participants signifi cantly benefi ted from the 8-week mindfulness intervention 
designed specifi cally for the workplace, and nonobese subjects (BMI < 30) experi-
enced a clinically signifi cant decrease in CRP (Malarkey et al.,  2013 ). Trait mind-
fulness has been associated with lower levels of  IL-6  , a pro-infl ammatory cytokine 
that is secreted by T cells and macrophages to promote an immune response in 
healthy adults. Two subscales of the Five Facet Mindfulness Questionnaire,  observ-
ing  and  nonreacting , were implicated in this change. However, increased  observing  
was only correlated with decreased IL-6 when  nonreacting  was also high (Tomfohr, 
Pung, Mills, & Edwards,  2014 ).  TNF-α   is an adipokine mainly secreted by macro-
phages that is implicated in systemic infl ammation as well as cell differentiation and 
apoptosis. Rosenkranz et al. ( 2013 ) showed that an MBSR intervention reduced 
TNF-α levels in participants signifi cantly more than an active control program. 

  Cortisol  , a steroid hormone released during the stress response, can also be 
affected by mindfulness practice. One study showed that participants in a 3-month 
meditation program demonstrated decreased P.M. cortisol levels as mindfulness 
increased (Jacobs et al.,  2013 ). More conclusive work on cortisol has been done 
with cancer survivors and caregivers, but more data is needed on the healthy, work-
ing population (Lengacher, Kip, & Barta,  2013 ). 

 As additional research emerges, especially using  randomized, controlled trials 
(RCTs)  , there is a strengthened indication that mindfulness can affect immune and 
stress response pathways in the body. Employers may be more likely to adopt 
evidenced- based programs where the research has both biologic and work-related 
outcomes. Pragmatic workplace mindfulness interventions could be utilized for 
both decreasing infl ammation and increasing levels of mindfulness and work 
engagement in employee populations. Scientifi c research identifying changes in 
biomarkers in response to worksite mindfulness programming is building as 
employers become open to the idea of trying mind/body interventions at the work-
place to help their employees with stresses, inside and out of work.   

     Quality of Life 

  Quality of life   may also increase as a result of participation in a workplace 
mindfulness intervention. The World Health Organization (WHO) defi nes quality 
of life as the following:

  Quality of Life [is] individuals’ perception of their position in life in the context of the 
culture and value systems in which they live and in relation to their goals, expectations, 
standards and concerns. It is a broad ranging concept affected in a complex way by the 
person’s physical health, psychological state, level of independence, social relation-
ships, personal beliefs and their relationship to salient features of their environment. 
(WHO,  1997 ) 
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   There may be variations in the interpretation and quantifi cation of quality of life, 
but it is commonly described in a similar fashion to the WHO’s defi nition. Some 
scales used to quantify quality of life through self-report are the  Quality of Life 
Scale (QOLS)   (Burckhardt & Anderson,  2003 ),  Professional Quality of Life Scale 
(ProQOL)   (Stamm,  2005 ), and  World Health Organization Quality of Life 
(WHOQOL)-BREF   (Skevington, Lotfy, O’Connell, & WHOQOL Group,  2004 ). 
Questions on these scales often speak to the user’s satisfaction with various aspects 
of their lives, including home, health, work, relationships, self-understanding, 
expression, socializing, and independence. Completion of these scales allows for a 
quantifi cation of quality of life that allows for quantitative analysis and comparison 
across studies. However, qualitative research involving focus groups and participant 
interviews is also a common technique used to document changes in quality of life, 
yet they are often supplemented with data from validated and reliable scales. 

 An example of use of such a scale was done with Mayo Clinic employees. A 
yoga-based program that incorporated mindfulness and meditation practice found 
that  linear analog self-assessment (LASA) scores   among Mayo Clinic employees 
increased signifi cantly over the course of 6 weeks (Thomley, Ray, Cha, & Bauer, 
 2011 ). Increased LASA scores indicated that participants were experiencing 
increased physical, emotional, and spiritual well-being. Quantitative values 
describing a qualitative construct such as quality of life may appeal to an employ-
er’s sensibility when investigating the effi cacy of programs for employees. And, 
one could certainly argue that such outcomes may be correlated with less need for 
coping mechanisms that lead to addictive ways of dealing with uncontrollable feel-
ings of stress.   

      Stress   

 Mindfulness does in fact contribute to employees’ perceptions of stress and their 
abilities to cope with stressors in their lives. A widely used measure of perceived 
stress amongst researchers is the Perceived Stress Scale (PSS), but the Stress 
Appraisal Measure (SAM) and Impact of Event Scale (IES) are also popular 
(Andreou et al.,  2011 ). These scales incorporate questions and statements such as 
“In the last month, how often have you found that you could not cope with all the 
things that you had to do?”; “How threatening is this situation?”; and “I got waves 
or pangs of intense or deep feelings about [a particular event],” respectively (Cohen, 
Kamarck, & Mermelstein,  1983 ; Peacock & Wong,  1990 ; Horowitz, Wilner, & 
Alvarez,  1979 ). These questions are a starting point for employees to begin to rec-
ognize the source of what they experience as “stress.” 

 MBSR was originally created with the purpose of training individuals to practice 
yoga and meditation to increase their health and decrease their stress (Brantley, 
 2005 ). Since then, the original program has been modifi ed and adapted for various 
companies and populations and to address a variety of concerns, including stress, 
pain, illness, and disease (Brantley,  2005 ). One example of this is “Mindfulness at 
Work,” a 12-week stress management program. Participants in Mindfulness at Work 
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showed signifi cant decreases in Perceived Stress Scale (PSS) scores (Wolever et al., 
 2012 ). The results of this program are particularly of interest, because employees 
who participated in the class online and those who participated in-person achieved 
nearly identical results (Wolever et al.,  2012 ). This supports the effectiveness of an 
online mindfulness intervention for the workplace, which, for many businesses and 
employees, could be more feasible than an extensive class conducted outside the 
workday hours.   

      Sleep Quality   

 Sleep can have both direct and indirect effects on work engagement and perfor-
mance. Self-report instruments such as the Pittsburgh Sleep Quality Index (PSQI) 
can be helpful in understanding an individual’s perception of his or her sleep habits 
and quality of sleep. This instrument categorizes questions into subcategories of 
sleep quality, including sleep latency, sleep duration, sleep disturbances, day dys-
function due to sleepiness, habitual sleep effi ciency, use of sleep medication, and 
subjective sleep quality (Buysse, Reynolds, Monk, Berman, & Kupfer,  1989 ). 
Researchers may also employ clinical tests such as  polysomnography (PSG)   
(Krystal & Edinger,  2008 ). Most useful in sleep research may be the combination of 
self-report measures such as PSQI and qualitative information obtained from a sleep 
diary along with results from a PSG. 

 Results from previous research show that poor sleep quality can drastically affect 
employees’ work. Kessler et al. ( 2011 ) found that work-related insomnia, which 
correlates to decreased productivity, costs US businesses approximately $63.2 bil-
lion each year. An inability to detach from work can increase insomnia, which pre-
vents employees from experiencing the restorative effects of a good night’s sleep 
(Hülsheger et al.,  2014 ). Mindfulness in the workplace can facilitate recovery from 
work stressors and help prevent burnout by increasing psychological detachment 
after work as well as encouraging sleep quality (Hülsheger et al.,  2014 ). A restful 
night of sleep may be the most valuable outcome experienced by participants in a 
worksite mindfulness program.    

    Work-Specifi c Outcomes 

 Signifi cant improvements in work-related outcomes are critical in developing MBIs 
for the workplace. Successful demonstration of positive changes in absenteeism 
and/or productivity creates a much higher incentive (and perhaps more tangible 
result) for employers to support the implementation and sustainability of any MBI 
in the workplace. The prevalence of chronic disease has increased 25 % in working- 
age adults in the past 10 years, a startling change that increases the overall number 
of sick days and time on disability (Hoffman & Schwartz,  2008 ). A Rand Report 
published in 2013, established to investigate workplace wellness programs, 
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emphasized that an earlier onset of chronic disease contributes to the cost of chronic 
disease through absence from work and decreased productivity and performance at 
work due to illness (Mattke et al.,  2013 ). Stress, therefore, is a multi-headed beast, 
affecting physical health, work, mental well-being, and economics. Prioritizing 
stress reduction at work via MBIs could, in other words, have an impact throughout 
the infrastructure of society and business, from the organizational level to the indi-
vidual. Identifying sources of stress through an MBI delivered at the worksite may 
be a fi rst step in accomplishing this. 

     Absenteeism and Mental Health   

 When employees are suffering from stress, anxiety, or depression, their work tends 
to suffer as well. A study by McCraty, Atkinson, and Tomasino ( 2003 ) shows that 
these employees struggling with mental health issues take 10 more days of sick 
leave than their healthy coworkers. This places a heavy burden on both employers, 
who suffer from a loss of productivity, and employees, who fall farther behind in 
their work the more often they are absent. Mindfulness can be a mediator in this 
cycle. MBIs are correlated positively with sleep quality, which is also strongly 
linked to absenteeism (Winbush, Gross, & Kreitzer,  2007 ). A study by Godet-Cayré 
et al. ( 2006 ) shows that people who suffer from severe sleep disturbances are absent 
for longer stretches of time and are absent twice as frequently as those with better 
sleep hygiene.  

      Presenteeism   

 A factor that rarely enters into discussions on worksite wellness is presenteeism. 
This refers to the concept that employees who are stressed or sick, even though they 
come to work, experience a decline in productivity and in the quality of the work 
they are able to accomplish. Research shows that a loss of productivity due to pre-
senteeism is 2.3 times more costly than medical costs for those who are absent 
(Loeppke et al.,  2009 ). One study shows that in a breakdown of annual health costs 
for an employee of Dow Chemical Company, only $2278 went directly to health 
care; $661 was lost to absenteeism versus a staggering $6721 to work impairment 
as a result of presenteeism (Collins et al.,  2005 ). The demands made of an employee 
who, while still coming to work, is too stressed or sick to do their job can create 
even more stress for the workplace. The Rand Report made the following overall 
conclusions concerning implementation of worksite wellness programs:

  Our own review of the most recent scientifi c literature evaluating the impact of workplace 
wellness programs on health-related behavior and medical cost outcomes identifi ed 33 
peer-reviewed publications that met our standards for methodological rigor. We found, con-
sistent with previous reviews, evidence for positive effects on diet, exercise, smoking, alco-
hol use, physiologic markers, and health care costs, but limited evidence for effects on 
absenteeism and mental health. We could not conclusively determine whether or not pro-
gram intensity was positively correlated with impact. (Mattke et al.,  2013 ) 
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   Before implementing a program at the worksite, it is important to explore what 
facets would make it most valuable to both employee and employer. A pre- 
assessment of the stresses of the particular worksite culture is recommended (Klatt, 
Steinberg, & Duchemin,  2015 ), but there are general guidelines to successful imple-
mentation of worksite wellness programs. Based on an investigation into 10 differ-
ent companies with successful worksite wellness programs, Berry, Mirabito, and 
Baun ( 2010 ) proposed 6 commonalities between the programs that they thought 
exemplifi ed success of worksite wellness programming. These commonalities 
included multilevel leadership and cooperation, alignment with each business’s 
identity, comprehensive, relevant, and engaging program material, ease of accessi-
bility, partnerships with internal and external entities, and effective communication 
between administration and workers about the mission or importance of the 
program.     

    Mindfulness Applied in the Working World 

 The deleterious effects of chronically high-stress work environments have been 
investigated, but interventions to mediate this stress have been more recent as the 
impact of stress on personal physical and mental health has become more clearly 
established (Duchemin et al.,  2015 ; Klatt et al.,  2015 ; Wolever et al.,  2012 ). Effects 
of chronically high-stress work environments also extend to the institutions that 
have to incur the costs of dealing with employee absenteeism and high turnover of 
expert personnel, such as highly trained nurses (Li & Jones,  2013 ). Interventions at 
the level of the organization (including mindfulness interventions) have been effec-
tive at reducing stress for personnel in various work environments, such as fi re fi ght-
ers, police offi cers, and prison guards (Chopko & Schwartz,  2009 ; Oginska-Bulik, 
 2005 ; Williams, Ciarrochi, & Deane,  2010 ). But the actuality and severity of the 
situation for nurses in particular have been recognized by many as shown by the 
number of publications on the topic of nursing stress in recent years (Bazarko, Cate, 
Azocar, & Kreitzer,  2013 ; Foureur et al.,  2013 ; Hulsheger et al.,  2013 ; McGibbon, 
Peter, & Gallop,  2010 ; Moody et al.,  2013 ; Orly, Rivka, Rivka, & Dorit,  2012 ; Pipe 
et al.,  2009 ; Shapiro, Astin, Bishop, & Cordova,  2005 ; Smith et al.,  2011 ). However, 
there are very few reports of pragmatic MBI’s that have been successfully imple-
mented during the workday, on-site, as part of an institutional initiative to combat 
stress and its impact in an attempt to transform organizational culture. 

      Nurses   

 Mindfulness has a history of effectiveness for health care professionals. An early 
randomized trial indicated that health care professionals who participate in MBSR 
benefi ted from decreases in perceived stress, job burnout, and distress, while nurse 
participants increased in self-compassion and satisfaction with life (Shapiro et al., 
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 2005 ). Researchers in this study believed that, “ stress may harm professional effec-
tiveness :  It decreases attention, reduces concentration, impinges on decision- 
making skills, and reduces providers’ abilities to establish strong relationships with 
patients”  (Shapiro et al.,  2005 ). Nurses, who have cited fi scal responsibilities, inad-
equate human resources, emotional distress, competing priorities, burden of respon-
sibility, negotiating hierarchical power, and engaging in bodily care as some of their 
workplace stressors, have been the subject of many studies on stress and coping in 
the workplace (McGibbon et al.,  2010 ; Udod & Care,  2013 ). Cognitive-behavioral 
interventions have demonstrated a positive impact on nurses’ sense of coherence, 
vigor, perceived stress, and fatigue (Orly et al.,  2012 ). Mindfulness-based interven-
tions in particular have exhibited an ability to provide nurses with the tools they 
require to be more satisfi ed with their work, worry less about what they are not able 
to accomplish during the work day, and lessen the amount of catastrophizing they 
do at home or work (Fortney, Luchterhand, Zakletskaia, Zgierska, & Rakel,  2013 ). 
This indicates that the completion of a cognitive-behavioral intervention may pro-
vide nurses with techniques to increase their coping skills, which could prevent 
burnout and compassion fatigue. 

 In a very recent study (Duchemin et al.,  2015 ), utilizing the mindfulness inter-
vention,  Mindfulness in Motion , designed specifi cally for the workplace, surgical 
intensive care unit (SICU) personnel ( n  = 32), was randomized to the MBI ( n  = 16) 
or a wait-list control group ( n  = 16). The 8-week program included mindfulness, 
gentle yoga, and music. The yoga movement was emphasized in the protocol to 
facilitate a quieting of the mind. The music was included for participants to associ-
ate the relaxed state experienced in the group session with their individual practice 
(the same music was included in the daily practice recordings). ICUs represent a 
high-stress work environment where personnel experience chronic exposure to cata-
strophic situations as they care for seriously injured/ill patients. Despite high levels 
of work-related stress, few interventions have been developed and delivered on-site 
for such environments. The intervention was delivered on-site in the ICU, during 
work hours, with participants receiving time release (institutional coverage) to 
attend sessions. 

 The intervention was well received with a 97 % retention rate. Work satisfaction 
and resiliency increase signifi cantly in the intervention group, compared to the con-
trol group, while participant respiration rates decrease signifi cantly pre–post in 6/8 
of the weekly sessions. Participants valued institutional support, relaxing music, 
and the CD as pivotal to program success. This provides evidence that a pragmatic 
MBI is feasible, well accepted, and benefi cial and can be effectively implemented 
in a chronically high-stress work environment (Duchemin et al.,  2015 ; Klatt et al., 
 2015 ). Psychological and biological markers of stress were measured 1 week before 
and 1 week after the intervention. The mindfulness intervention was delivered on 
the unit, in a conference room, with nursing coverage provided by the hospital. 
Nurses did not need to take time off work to participate in  Mindfulness in Motion  
and expressed that they felt supported by their employer. The large hospital employer 
had sought out a worksite wellness program for employees to increase their sense of 
well-being at work, recognizing the high-stress environment of an intensive care 
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unit. Salivary α-amylase levels, an index of sympathetic activation, were signifi -
cantly decreased by 40 %. Most signifi cant was that there was a positive correlation 
between reductions in salivary α-amylase levels and burnout scores. These data 
suggest that this type of intervention could not only decrease reactivity to stress but 
also decrease the risk of burnout, which has been cited as a precursor to addictive 
behavior (Montero-Marín & García-Campayo,  2010 ). The hospital recognized that 
the high-stress nature of working in an intensive care unit required an intervention 
to provide employees additional tools to navigate such stresses.   

    Physicians 

  Physicians   have been shown to benefi t from mindfulness interventions as well. 
A study by Krasner et al. ( 2009 ) showed that primary care physicians who partici-
pated in a mindful communication program experienced a stronger sense of per-
sonal well-being and improvements in empathy, a step toward practicing 
patient-centered care, a desired focus of their work. More recent research confi rmed 
that mindfulness is an evidence-based innovation that can improve both healthcare 
professionals’ well-being, job burnout, depression, anxiety, and stress, while 
increasing patient-centered communication and satisfaction (Beach et al.,  2013 ; 
Fortney et al.,  2013 ). Programs for physicians are most effective if they include an 
opportunity for individuals to share and discuss professional stories, learn mindful-
ness skills in the context of patient care, and provide time for personal refl ection and 
growth (Beckman et al.,  2012 ). Mindfulness is an educational intervention of inter-
nal change appropriate for both patient and provider, as it can improve both the care 
process (by offering additional coping skills to the provider) and patient outcomes 
(Fang et al.,  2010 ; Gulliksson et al.,  2011 ), as has been shown in many studies. It is 
an educational innovation that has great potential to enhance the work of caring for 
patients.  

     Police Offi cers   

 Mindfulness interventions have been used as a tool to combat the harmful effects 
associated with working in law enforcement. Offi cers are exposed to violence, 
death, and other environmental infl uences on a daily basis, which leave them at a 
higher risk for cardiovascular disease, cancer, chemical intoxication, and posttrau-
matic stress disorder (Violanti,  2014 ). A study on the North Wales police indicated 
an increase in mental health problems and depression upon entering the police force 
(Williams et al.,  2010 ). Mindfulness was found to be an accurate predictor of 
depression, with higher levels of mindfulness correlating with smaller increases in 
depression. When compared to a similar demographic, it was found that as a group, 
police offi cers show signifi cantly less emotion regulation, consistent with reported 
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diffi culties dealing with negative emotions (Berking, Meier, & Wupperman,  2010 ). 
An emotion-regulation intervention focusing on awareness and mindfulness signifi -
cantly enhanced participants’ ability to deal with negative emotions, which may 
arise as a result of working in a stressful, and oft times, adversarial environment. 
Furthermore, in a study of 183 frontline police offi cers, fi ndings indicated that spiri-
tual growth and acceptance were predictive of growth after incidents causing trau-
matic stress (Chopko & Schwartz,  2009 ). One quarter of police offi cers were found 
to be alcohol dependent, a behavior that is strongly correlated with stress, suggest-
ing that law enforcement offi cers are in need of additional methods/approaches of 
coping with job-related hazards (Violanti,  2014 ). Mindfulness interventions may be 
a prime candidate to interrupt addictive coping mechanisms employed by police 
offi cers.  

     Firefi ghters   

 Similar to police offi cers, fi refi ghters experience a high level of job stress due to the 
risky and hazardous work environment. A 6-week intervention involving 108 fi re-
fi ghters indicated that yoga conducted during work shifts signifi cantly reduced per-
ceived stress (Cowen,  2010 ). Accordingly, high levels of mindfulness among 
fi refi ghter correlated with fewer symptoms of PTSD, depression, physical malaise, 
and alcohol problems. Mindfulness interventions have important implications for 
improving resilience in fi refi ghters and helping to decrease some of the job-related 
side effects (Smith et al.,  2011 ).  

     Teachers   

 Frequently struggling to maintain balance of students’ needs and educational direc-
tives, teachers could benefi t from the implementation of a mindfulness-based inter-
vention. Good teachers face many daily demands, including attention, fl exibility, 
and, unfortunately, often a lack of support from an administrative level (Roeser 
et al.,  2012 ). One recent study examined a mindfulness program for teachers that 
focussed on improving resilience, stress, and the facilitation of teaching and learn-
ing in the schools. In this 8-week, 36-h intervention that focussed on supporting 
 teachers’   self-compassion and resilience through mindfulness instruction, group 
discussion, and yoga practice, Roeser et al. ( 2013 ) found that teachers experienced 
higher levels of mindfulness and self-compassion while benefi ting from decreased 
occupational stress and burnout. Currently there are some programs for teachers 
looking to limit stress and increase mindfulness. These include Cultivating 
Awareness and Resilience in Education (CARE for Teachers), Stress Management 
and Relaxation Techniques (SMART-in Education), Inner Resilience, Mindfulness, 
Courage, and Refl ection for Educators, Mindful Schools, and Passageworks Soul of 
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Education Course for Teachers. These programs are all mindfulness-based and are 
aimed at strengthening certain skill-sets and supporting emotional engagement. 
Some are in-person and some online, and they range from short workshops to 36-h 
long programs spread out over days or weeks (Roeser et al.,  2012 ). Increasing mind-
fulness in teachers has the potential to impact a much larger group of individuals as 
each teacher interacts with a multitude of students each day. Similar to the way in 
which physicians’ mindfulness can improve the physician–patient relationship, 
teachers’ mindfulness can foster relationship-building with students (Frank et al., 
 2013 ). This is a different approach to classroom dynamics than has been explored in 
the past but could further increase teachers’ job satisfaction while bettering the edu-
cational environment for students.  

    Lawyers 

  Lawyers   are subject to a work environment with a culture of distrust and anger, as 
well as high levels of stress to perform high-detail work in a tight time frame (Keeva, 
 2005 ). Additionally, lawyers’ preparation via law school does not train attorneys 
concerning strategies to be resilient (James,  2011 ) and may even encourage mal-
adaptive coping behaviors. Accordingly, high levels of clinical depression and sub-
stance abuse are prevalent in this group of professionals (Benjamin et al.,  1990 ). 
Alternately, practicing mindfulness in this highly charged environment allows law-
yers to manage their emotions, leading to increased empathy and patience with cli-
ents and better relationships both at work and at home (Orenstein,  2014 ). Mindfulness 
has also been shown to be useful in the trial setting, helping lawyers to actually 
listen to what is currently happening in the courtroom and respond appropriately, 
rather than clinging to their notes (Zlotnick,  2011 ), being fully present in the 
moment. Robert Zeglovitch, a litigation partner who teaches a meditation course at 
a Minneapolis law fi rm, attributes the success of his program, which is based on the 
MBSR model, to the fact that it was held in the law fi rm setting. Zeglovitch explains 
that practicing mindfulness in the workplace, where it is diffi cult to be yourself, 
promotes self-healing and relief (Keeva,  2004 ). The location of mindfulness pro-
gram delivery at the worksite is a common theme of successful worksite wellness 
programming across professions.   

      Value Added   

 Organizations are increasingly burdened with employee healthcare costs, most of 
which can be attributed to a short list of controllable risk factors and many of which 
are associated with eventual cause of death (Katz,  2014 ). A 2012 study based on 
92,486 employees across 7 different employers found high blood pressure, obesity, 
physical inactivity, and depression to be signifi cantly predictive of rising healthcare 
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costs. Psychosocial risks, including depression and inability to manage stress, were 
associated with an especially large increase in expenditures. Compared to individu-
als who were not at risk, health care costs were found to be 48.0 % ($2184) higher 
in those with depression and 8.6 % ($413) more expensive for those reporting high 
levels of stress (Goetzel et al.,  2012 ). These fi ndings suggest a need for health pro-
motion programs within organizations to help reduce or prevent some of these risk 
factors, in turn increasing employee value and lessening health care costs. The study 
performed by Aikens et al. ( 2014 ) administered a modifi ed MBSR program for the 
workplace to a group of 44 employees, which was compared to a control group of 
45 employees. The intervention group showed signifi cant decreases in burnout and 
high-stress days, which could potentially lead to an increase in employee productiv-
ity and a decrease in absenteeism, resulting in savings for the employer. Additionally, 
the group showed a signifi cant decrease in fast-food meals consumed, as well as a 
signifi cant increase in servings of fruits and vegetables consumed per week (Aikens 
et al.,  2014 ). A mindfulness health promotion program implemented in the work-
place could serve to reduce psychosocial risk factors as well as those related to 
dietary patterns. Reducing these individual risk factors has implications for overall 
reduction of chronic physiological and psychological diseases that cost organiza-
tions money. Individual reduction of risk factors is likely to lead to enhancement of 
employee well-being at the workplace as well. Hence, value is added at both the 
individual and organizational levels. 

 There has been a growth in pragmatic mindfulness programs for the workplace 
in the past decade, including many that utilize the MBSR model. An example of 
such programming is Mindfulness at Work, a 12-week stress management program 
created by Drs. Elisha Goldstein and Michael Baine. Mindfulness at Work teaches 
mindfulness while tailoring the content of the didactic portion of the program as 
well as practices to fi t the specifi c needs of the working population. The practices 
are also shorter than traditional MBSR, 5–10 min compared to 20 min, so that they 
may be done while at work by the employee. Research with Mindfulness at Work 
showed that it can signifi cantly improve perceived stress and sleep quality, as well 
as marginally improve breathing rate and autonomic balance. Mood and work pro-
ductivity also improved, but not signifi cantly. Currently, Mindfulness at Work is 
contracted for use by Aetna health insurance because of the demonstrated effects it 
showed on participants’ health and well-being. One unique feature of this study was 
its indication that an online version of the class demonstrated a much higher adher-
ence rate than the classes done at the worksite (Wolever et al.,  2012 ). This is promis-
ing for the ease of accessibility for employees and ease of distribution for employers 
and health insurance companies as the practice of utilizing mindfulness programs 
for employee well-being expands. 

 Another promising mindfulness-based worksite wellness program is telephonic 
MBSR (tMBSR) geared toward supporting positive lifestyle, workplace, and mental 
health well-being in nurses (Bazarko et al.,  2013 ). In this particular program, 2 out 
of the 8 weekly sessions are still conducted in-person. This program shows signifi -
cant effects on health, stress, burnout, self-compassion, serenity, and empathy. 
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Similar to Mindfulness at Work, tMBSR is more cost-effective and feasible than 
traditional MBSR because it does not require extensive travel time commitment for 
the participant. Yet, tMBSR demonstrated signifi cant sustainability up to 4 months 
after the program for individuals who continued their practice, particularly in burn-
out and subscales of self-compassion, including self-kindness, common humanity, 
and overall self-compassion (Bazarko et al.,  2013 ). This is very signifi cant in regard 
to both the effectiveness and cost-effectiveness related to the implementation of one 
of these programs in a workplace setting. 

  Mindfulness in Motion  (research results detailed under the section on mindful-
ness programs delivered to nurse employees) is an 8-week series to improve resil-
iency and reduce daily stress and is a fi nal example of a pragmatic worksite wellness 
program with foundations in MBSR. It differs from MBSR in that it is done at work, 
lasts only 1 h instead of 2.5 h, and incorporates yoga that can be done from a chair 
in professional attire or whatever the individual typically wears to work (in the 
study with surgical intensive care nurses they wore scrubs). This makes the class 
more accessible to busy participants who are unable to commit to extra time outside 
of their working hours. The impact of  Mindfulness in Motion  has been researched 
across various high-stress populations, including personnel at a large urban univer-
sity. Successful completion of the 8-week program has led to signifi cant decreases 
in perceived stress and infl ammation, signifi cant reductions in salivary amylase, 
enhanced neuroplasticity in older adults, increased sleep quality and work engage-
ment, and correlated changes in mRNA between high and low reported levels of 
stress (Duchemin et al.,  2015 ; Klatt, Buckworth, & Malarkey,  2009 ; Prakash, De 
Leon, Klatt, Malarkey, & Patterson,  2013 ). Similarly to Mindfulness at Work and 
tMBSR, the overall goals of  Mindfulness in Motion  are to help individuals identify 
stressors, respond to stress in a resilient manner, be more aware and focussed at 
work, and set the intention to live with purpose, clarity, and commitment to the life 
they want to lead. End of program participant responses refl ect an enhanced well- 
being not only at work but in home life as well (Klatt et al.,  2015 ). Program delivery 
may be most prudent at the worksite, but the impact of various worksite mindful-
ness programming extends well beyond the hours the employee spends at work. The 
skills learned through mindfulness programming enlarge the skill set of the 
employee to deal with various stresses—inside and outside of the workday.   

     Current Programs and Coverage   

 Due to the signifi cant fi ndings of the effectiveness of the MBSR program, a multi-
tude of universities nationwide offer programs to students and employees, as well as 
the general public. In the American higher education environment, there are cur-
rently 14 universities that offer cost-recovery supplement to students and employees 
who participate in the university mindfulness program. Coverage ranges from 15 % 
to full reimbursement, with tuition assistance, scholarships, and payment plans 
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available to help reduce the burden of cost. The University of Minnesota offers par-
tial coverage for a traditional MBSR program (approximately 26 h) and full cover-
age for  Mindfulness in Motion  (8 h). In addition, there are several universities that 
offer tuition assistance, scholarships, and payment plans to help reduce the burden 
of cost for MBIs meant to impact well-being. 

 In an attempt to change the culture of the work environment to support employee 
well-being, an increasing amount of companies have begun the transition to a mind-
ful work environment. Companies such as General Mills and AOL Time Warner 
Inc., among others, have incorporated mindfulness classes for employees, resulting 
in increased focus, motivation, and overall productivity (Adams,  2011 ; General 
Mills,  2010 ) (See Table  16.1 ).

   Table 16.1    American employers offering MBIs   

 Institution/company 
 Allowed research 
with employees 

 Fully covered 
employee benefi t 

 Partially covered 
employee benefi t 

 University of California—San 
Diego 

 X 

 University of California—San 
Francisco 

 X 

 Duke University  X 
 Harvard University  X 
 Howard University  X 
 University of Iowa  X 
 University of Massachusetts  X 
 University of Miami  X 
 University of Minnesota  X a   X 
 University of Missouri  X 
 Thomas Jefferson University  X 
 Tufts University  X 
 University of Wisconsin  X 
 The Dow Chemical Company  X 
 The Ohio State University  X  X 
 The Children’s Hospital at 
Montefi ore NYC 

 X 

 Aetna International  X  X 
 General Mills Inc  X  X 
 AOL Time Warner Inc  X 
 Medtronic  X 
 AstraZeneca Pharmaceuticals  X 
 Green Mountain Coffee 
Roasters 

 X 

 Google Inc  X 

   a  Mindfulness in Motion  covered 100 %, MBSR covered 50 %  
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       Conclusion: Well-Being and Mental Health 

 The outlook for chronic disease may not be promising as chronic stress continues to 
rise, but MBIs are increasingly being utilized by both private and public employers 
at the workplace to address the effects of chronic stress. There are various forms of 
these workplace mindfulness programs including, telephonic delivery and internet 
delivery and those programs that include increased yoga with music added in the 
background (Duchemin et al.,  2015 ). The benefi ts of mindfulness programs deliv-
ered at work are multifaceted. In the interests of the employer, mindfulness in the 
workplace could increase productivity, limit absenteeism, and decrease the cost of 
health insurance as employees’ overall health increases. For employees, mindful-
ness at work can improve mental health, quality of life, and job satisfaction, as well 
as decrease stress, burnout, and infl ammation in the body. Having mindfulness as an 
available tool for lifestyle behavior change could be crucial in circumventing spe-
cifi c types of burnout, such as the frenetic profi le of burnout that may lead to addic-
tion, as well as, providing individuals with an alternative to substances to cope with 
the stressors of work and daily life (Montero-Marín & García-Campayo,  2010 ). 
However, to incorporate mindfulness interventions and workplace wellness, 
employees and employers need to work together to reap the benefi ts. Researchers 
believe that to really effect change, the entire way the workforce looks at health 
must change, that  “what is needed is a transformational system if organizations 
desire to create a healthy workplace and workforce”  (Edington, Pitts, & Schultz, 
 2014 ). Worksite mindfulness programming to increase well-being is a prudent 
delivery location and use of resources, both human and fi nancial, for employer and 
employee alike as we introduce ways to remain resilient, encouraging both indi-
vidual and organizational well-being.     
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    Chapter 17   
 Is Aging a Disease? Mental Health Issues 
and Approaches for Elders and Caregivers       

        Lucia     McBee       and     Patricia     Bloom    

           Introduction 

 We are all aging, moment by moment. How we perceive aging creates our experi-
ence of it. Do we regard our aging as part of the natural trajectory of life, as an 
adventure, as a tragedy, or as a pathological medical condition? Ageism, as described 
by Robert Butler ( 1980 ), is the stereotyping of and prejudicial attitude toward older 
adults. Similar to other “isms,” ageism includes external bias and discrimination 
and the internalization of the stereotypes. If we have internalized bias, we may 
regard our aging as a tragedy or ailment to be remedied. Mindfulness, the nonjudg-
mental awareness of the present moment (Kabat-Zinn,  2013 ), offers new perspec-
tives, reacquainting us with the adventure of our lives. The practices of mindfulness 
hold a wide range of promise for the aging, including new viewpoints, holistic con-
nection, and empowerment. 

 Complex  psychosocial factors   such as loss, pain, and loneliness impact elders 
more frequently and routinely than other age groups. In addition, we are living lon-
ger, but with more disabilities. Currently, 62 % of US citizens over 65 have two or 
more chronic conditions, and this number is expected to rise signifi cantly (Vogeli 
et al.,  2007 ). Mindfulness is a 2500-year-old Buddhist practice and is one of many 
mind/body approaches to health and healing that view and treat the mind, body, and 
spirit holistically. A small but signifi cant study by Creswell et al. ( 2012 ) nicely 
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illustrates the multifaceted nature of issues facing elders and the benefi ts of holistic, 
wellness-centered programs such as mindfulness-based stress reduction (MBSR) 
and other mindfulness-based interventions (MBIs). Following an MBSR class with 
non-frail elders, these researchers found that participants self-reported less loneli-
ness (an emotional state elders often face and that is associated with health prob-
lems) and also had reduced pro-infl ammatory gene expression (infl ammation is 
increasingly associated with chronic conditions, including Alzheimer’s, heart dis-
eases, and stress). 

  Conventional medical approach  es treat individual diagnoses separately, often 
with specialists. For elders, this approach has increased the likelihood of polyphar-
macy and even potentially inappropriate medicine use especially for elders with 
cognitive loss (Lau et al.,  2010 ). In addition, conventional medicine tends to focus 
on pathology, while MBIs focus on abilities, not disabilities. 

 Mental health conditions in elders are also complex and multifaceted. Physical ill-
ness may systemically impact mental and emotional health. Distressing symptoms, 
such as pain, may lead to mental and emotional suffering. Chronic conditions are asso-
ciated with an increased risk of major depression and substantial disability (Moussavi 
et al.,  2007 ). Healthcare professionals routinely screen elders for depression before a 
diagnosis of dementia because depression is common among elders and may cause 
confusion and memory loss (Rodda, Walker, & Carter,  2011 ). In one scenario, an elder 
admitted to the emergency room for confusion became increasingly verbally and phys-
ically agitated. She was temporarily restrained, sedatives were administered, and she 
was scheduled for admission to the psychiatric unit when her caregiver arrived with her 
hearing aids. Once she could hear, this elder’s agitation vanished, and she was able to 
communicate her complaints and needs (McBee,  2008 , p. 74). 

 Frail elders experience multiple losses, and the loss of meaning and control in 
life has profound effects (Krause,  2004 ). Mindfulness practice can be adapted and 
taught to elders and provides tools to cope with these challenges. While frail elders 
may be dependent on others for their basic needs, they may realize they have choices 
in how they respond to dependency. Mindfulness practice also reminds us of our 
basic interconnectedness and that we all have meaning in the web of life. 

 In this chapter, we will describe the most common mental health problems for 
elders and adaptations to MBIs to provide relief. We will also describe why caregiv-
ers are an integral component of mental health for elders, the common emotional 
suffering and mental health problems experienced by family and professional care-
givers, and how MBIs can be best offered to this population. 

 Despite the complexities of conditions, mindfulness holds a promise of prevent-
ing the major ailments facing elders and caregivers, as well as treating distressing 
symptoms and improving quality of life. A primary tenet of mindfulness-based 
approaches is health, rather than disease. Or, as Jon Kabat-Zinn writes in  Full 
Catastrophe Living , “as long as you are breathing, there is more right with you than 
there is wrong with you” ( 2013 , p. xxvii). 

  Refl ection  
  Step back and consider how aging is viewed in the media and culture. How have 

I internalized these views?  
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  Practice  
  Start with yourself. Contemplate your body. How has it changed over time? How 

might it change more as you age? What thoughts and feelings arise? How might you 
cope with limitations to your life and lifestyle? Can you accept that it is challenging, 
but perhaps the ultimate practice of our life?   

    Mindfulness as a Prescription for Preventing 
and the Ameliorating of Age-Associated Diseases 

   Old age is not a diagnosis. 

 Gawande ( 2014 , p. 27) 

   Many adults over 65 are healthy, and their mental health/addiction problems are 
similar to those of their younger peers. In this chapter, we will include the spectrum 
of aging, with a particular focus on frail elders and adaptations of MBIs for this 
underserved population. More than 75 % of US adults over age 65 suffer from at least 
one chronic medical condition that requires ongoing care and management (Institute 
of Medicine (IOM) of the National Academies,  2008 ). Pain and disability clearly 
impact mental as well as physical health. Older adults who adopt the proactive stance 
of preventing, or at least delaying, the onset of  age-associated diseases   may fi nd 
mindfulness practice benefi cial in either avoiding or reducing the symptom burden of 
the major categories of age-associated diseases and mental health conditions. 

 Older adults are at particular risk of stress-related illness. The top three causes of 
mortality with aging are  heart disease, cancer, and stroke   (Sahyoun, Lentzner, Hoyert, 
& Robinson,  2001 ). Heart disease and stroke are clearly stress-related while the role of 
stress is less clear with regard to cancer (Sapolsky,  2004 ). A recent review by Carlson 
( 2012 ) illustrated strong evidence in multiple studies for the emotional and mental, as 
well as physical benefi ts of MBIs for mixed-age adults with medical conditions. 
A  meta-analysis   by Goyal et al. ( 2014 ) found that meditation programs can reduce 
multiple negative dimensions of psychological stress with no reported harm. Given the 
strong evidence that meditation programs and MBIs reduce both physical and psycho-
logical suffering, as well as offer preventative value, clinicians need to make their 
patients aware of mindfulness and meditation in an array of recommended best prac-
tices. The challenge for clinicians working with frail older adults is identifying meth-
ods of teaching or conveying the essence of mindfulness practice to this population.  

    Mental Health 

   Some people feel the rain. Others just get wet. 

 Miller, R. (January 1,  1973 ) 

   Mental health problems in older adults refl ect the general population and are 
specifi c to aging. According to a review (Goodwin,  1983 ), the four most prevalent 
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psychiatric disorders specifi c to elderly persons are dementia, depression, alcohol-
ism, and paranoia. The sections below will review the fi rst three of these in detail, 
and the forth – paranoia – will be encompassed in the section on dementia. 

 Ageism, the  stereotyping and discrimination   toward older adults, was fi rst 
labeled in 1980 by Robert Butler and continues to negatively impact elders. While 
the negative impact of discrimination is clear, internalization of the ageist stereo-
type has been linked to detrimental physical and cognitive outcomes (Levy,  2009 ). 
Mindfulness teaches us how much our perceptions of life impact our emotions and 
understanding. A holistic perception of well-being would include a true sense of 
mental wellness, not simply an absence of mental health problems. For elders, this 
perception itself may be empowering. 

  Refl ection  
  How do I view/perceive aging? Do I focus on illness or the worst case scenario? 

When I look at frail elders, do I see the whole person behind the frailty?  
  Practice  
  Practice taking slow, long, deep belly breaths. When you do this exercise, feel 

your breath fi lling your torso, your whole body. After you feel comfortable with this 
practice, teach it to an elder. If the elder cannot follow your instructions, just prac-
tice the deep breathing in their presence. Notice what happens.   

    Cognitive Decline 

   The mind can go in a thousand directions, but on this beautiful path, I walk in peace. With 
each step, a gentle wind blows. With each step, a fl ower blooms. 

 Thich Nhat Hanh ( 1990 , p. 376) 

   Loss  of   cognitive function is one of the most feared experiences of aging. 
Alzheimer’s disease (AD), the most common cause of chronic dementia, is the sixth 
leading cause of mortality in the United States; a recent article in a leading neurol-
ogy journal gives evidence suggesting that it is actually the third leading cause of 
death (James et al.,  2014 ). Lesser manifestations of cognitive dysfunction with 
aging include mild cognitive impairment (MCI) and age-associated memory impair-
ment (AAMI). And, as the population ages worldwide, the prevalence of Alzheimer’s 
disease and other dementias increases exponentially (James et al.,  2014 ). 

 In view of the projected epidemic of Alzheimer’s disease and other forms of age- 
related cognitive impairment, as well as the as yet lack of a good pharmacological 
intervention, a technique that has been shown to be feasible and acceptable to older 
adults and possibly effi cacious in altering the course of cognitive changes with 
aging is of major interest. Even a small shift in the inexorable trajectory of the 
Alzheimer’s disease process would manifest major economic and social benefi ts. 

 In recent studies, mindfulness and MBIs demonstrate a moderate to strong effect 
in improving brain elasticity and function, while reducing emotional stress and 
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 disability. A review article by Newberg and colleagues ( 2014 ) found that meditation 
can change both brain structure and function, improve cognitive function, enhance 
memory, and protect against age-related and high stress-related cognitive decline. 
One of the highest profi le articles in this area of inquiry demonstrated that the tradi-
tional MBSR 8-week course in healthy, meditation-naïve, mixed-age adults resulted 
in signifi cant increases in the density of the brain in areas related to learning and 
memory (Holzel et al.,  2011 ). An analysis of the link between aging and cerebral 
gray matter suggested a slower decline in gray matter with aging among long-term 
meditators (Luders, Cherbuin, & Kurth,  2015 ). A systematic review of meditation 
on cognition and age-related cognitive decline found meditation both feasible and 
effective for older adults (Gard, Holzel, & Lazar,  2014 ). An article in the Spanish 
medical literature attributed stabilization of global cognitive function, functional 
status, and behavioral symptoms to a mindfulness intervention involving 127 prob-
able Alzheimer’s patients over a two-year follow-up period, compared with pro-
gressive muscle relaxation and cognitive stimulation experimental groups (Quintana 
Hernandez et al.,  2014 ).    Recent small studies demonstrate promising evidence for 
teaching elders in supportive housing/assisted living. Elders were able to participate 
in MBSR groups and reported decreased anxiety and stress (Sasi, Ramesh, & Anice, 
 2014 ; Moss et al.,  2014 ) 

 Often, behavioral problems accompany dementia, resulting in frustration, anger, 
and disinhibition regardless of the person’s previous nature and customs (Cohen- 
Mansfi eld,  1997 ). Dementia can produce behaviors ranging from mild agitation to 
spitting, hitting, kicking, biting, cursing, and elopement. (Cohen-Mansfi eld,  1997 ).
These behaviors lead to suffering and injury for both the care receiver and care pro-
vider and are a leading cause of institutionalization or hospitalization (Phillips & 
Diwan,  2003 ). Here, also, mindfulness may benefi t by addressing these painful and 
often escalating behaviors. With modifi cations, mindfulness can be taught in groups 
or individually to those with cognitive loss. While carryover benefi ts are limited and 
quantitative research diffi cult, anecdotally, elders with dementia are able to benefi t 
from simplifi ed meditation and mindfulness (Lantz, Buchalter, & McBee,  1997 , 
McBee,  2008 ). Environmental and, specifi cally,    caregiver interactions may also 
serve to escalate or de-escalate challenging situations. For this reason, this chapter 
will include information on working with both family and paid caregivers, describ-
ing research on mindfulness interventions and offering general tips on teaching 
mindfulness to caregivers. 

  Refl ection  
  How do I identify myself? Am I my body? My history? My material or scholarly 

acquisitions? What if I lost the ability to access memory?  
  Practice  
  Consider the image of ourselves as a wave. We believe we are the wave, but often 

forget the wave is only a temporary manifestation of the ocean. Do you view your 
thinking mind as “you?” Is there a bigger “you?” Without expecting answers, walk 
with this question. Feel the ground, smell the wind, taste your life.   
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    Depression 

   Above all, I have been a sentient being,  a      thinking animal, on this beautiful planet, and that 
in itself has been an enormous privilege and adventure. 

 Oliver Sacks, The New York Times Opinion Page, 2/19/ 2015 , My Own Life: On learn-
ing he has terminal cancer 

   Depression in older adults is associated with medical illness, disability, and 
death, and medical illness and disability are associated with higher levels of con-
comitant depression (Murrell, Himmelfarb, & Wright,  1983 ). Incidence of depres-
sion in persons with Alzheimer’s disease may be as high as 86 %, indicating the 
importance of this issue (Rodda et al.,  2011 ). Mindfulness-based cognitive therapy 
(MBCT), an offshoot of MBSR formulated by Segal, Williams, and Teasdale ( 2002 ) 
as an intervention for recurrent depression, has demonstrated signifi cant positive 
results. A meta-analysis commissioned by the US Agency for Healthcare Research 
and Quality (AHRQ) on the effi cacy of programs for psychological stress and well- 
being concluded that mindfulness meditation had moderate evidence of both short- 
and long-term improvement in depression (Goyal et al.,  2014 ). A few studies have 
targeted MBCT and MBIs specifi cally for older adults with depression. Results 
included improvements in anxiety, depression, and “purpose in life” and no relapse 
after 6 months (Meeten, Whiting, & Williams,  2014 ; O’Connor, Piet, & Hougaard, 
 2013 ; Smith,       Graham, & Senthin atha n, 2007). A retrospective review of 141 older 
adults who had taken MBSR found a >50 % reduction in the number reporting clini-
cally signifi cant depression and anxiety (Young & Baime,  2010 ). MBIs appear to be 
acceptable and effi cacious in treating elders for both the symptoms of depression 
and the root causes. 

 While MBIs may clearly translate for an older population with minimal disabil-
ity, many elders suffer from multiple disabilities, including those that require modi-
fi cation in teaching mindfulness practices. In institutional or other group settings, 
one author (LM) taught mindfulness skills to elders with a wide range of physical 
and cognitive disabilities, described in greater detail below in: Teaching Mindfulness. 
MBI groups for elders served to connect an often disconnected population and also 
to empower a disempowered population. Elders reported benefi ting from the group 
connection and signifi cantly improved in their sense of well-being. Or as one group 
participant observed, “(Mindfulness) makes me feel at peace with the world. It 
helps my whole body and spirit. I forgot all my troubles” (McBee,  2008 ). 

  Refl ection  
  How do I respond to challenges? Physically, emotionally, mentally? Can I step 

back and observe?  
  Practice  
  A fellow teacher and friend describes how he works with frail elders. “You enter 

a space with people who are in that way of being in the world and work from there.” 
When you are with an elder, can you step into their space?   
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    Alcoholism and Substance Abuse 

   But I would not feel so all alone, everybody must get stoned. 

 Dylan ( 1966 ) 

    Alcoholism and substance abuse   are largely undiagnosed and studied in older 
adults (Benshoff, Harrawood, & Koch,  2003 ). Alcohol abuse is often associated 
with self-treatment of depression, sadness, loneliness, and dysphoric moods, con-
ditions disproportionately impacting elders (Gupta & Warner,  2008 ; Goodwin, 
 1983 ). Diagnosing alcohol and other substance abuse in elders is challenging, 
partly due to age bias but also due to the different metabolism of alcohol in aging 
bodies and its effects on the aging brain. Alcohol-related dementia may not be 
appropriately diagnosed, leading to treatment error (Ridley, Draper, & Withall, 
 2013 ). Ultimately, the complicated medical and social etiology and diagnosis of 
older adult alcoholism may lead to poor or no treatment. The legalization of mari-
juana and growing acceptance of it as a treatment for disease and end-of-life suf-
fering will also present potential areas for discussion. In addition, certain pain 
medications carry risk for addiction and misuse, compounded by elders with con-
fusion (Malec & Shega,  2014 ). 

 Unfortunately, there are few studies to recommend specifi c treatment for elders 
with a substance abuse problem. The aging population is increasing, and older 
addicted adults are unlikely to decrease usage or become abstinent (Patterson & 
Jeste,  1999 ). Problematic substance abuse in elders is predicted to increase consid-
erably in the near future, creating an urgent need for treatment models specifi c to 
this population. One study projects a 70 % increase in US older adults needing treat-
ment for substance abuse by 2020 (Gfroerer, Penne, Pemberton, & Folsom,  2003 ). 
Mindfulness-Based Relapse Prevention (MBRP), an MBI targeting substance abuse 
in the general population, has proved promising (Witkiewitz, Marlatt, & Walker, 
 2005 ). With modifi cations for elders such as those described elsewhere in this chap-
ter, this treatment may offer one model for addressing the upcoming epidemic and 
warrants further study. For the frail elders unable to participate in the cognitive/
behavioral aspects of MBIs, mindfulness treatments for distressing behaviors may 
offer relief. 

 Family caregivers are at risk for substance abuse as a maladaptive response to 
stress and substance abuse often leads to elder abuse (Homer & Gilleard,  1990 ; 
Gordon & Brill,  2001 ). Healthcare workers are also at risk for substance abuse 
 problems. In a 2001 review of the literature, Bennett and O’Donovan ( 2001 ) 
describe the risk of substance misuse in healthcare workers related to the high-stress 
environments and relative ease of access to pharmaceuticals. This report also 
reviewed the personal and professional negative effects of substance abuse in this 
population. As above, both MBRP and other MBIs may offer partial solutions to 
substance abuse in caregivers, with possible adaptations of time and locations as 
described elsewhere in  this   chapter. 
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  Refl ection  
  Do I use behaviors or substances to fi nd relief from suffering?  
  Practice  
  Sit. Practice. Stay with whatever comes up: pleasant, unpleasant, boring, pain-

ful, distressing, no matter how strong the call, sit. Notice where you wish to go, what 
you wish to do. Is it habitual? Is it an addictive response?   

    Quality of Life: Pain, Insomnia and End of Life 

 As previously described, elders face complex and interdependent issues. While 
pain, insomnia, and end of life are not considered mental health problems, problems 
in these areas are common to elders and in the clinical experience of the authors 
often lead to mental and emotional distress.

  Your suffering is not you. 

 Kabat-Zinn ( 2013 , p. 411) 

      Pain 

  Pain   is one of the biggest causes of reduced quality of life for older adults. Up to 50 
% of community-dwelling older adults and 85 % of nursing home residents experi-
ence persistent pain (Cavalieri,  2007 ). Pain is often untreated or undertreated in 
older adults for a variety of reasons, from mythologies concerning pain being a part 
of the aging process to lack of expertise on the part of healthcare professionals. 
Undertreatment of pain has numerous mental health consequences, including anxi-
ety, depression, cognitive impairment, insomnia, loss of mobility, and social isola-
tion (Zeidan, Grant, Brown, McHaffi e, & Coghill,  2012 ). 

 Much pain, especially if it is chronic, has an element of “secondary pain.” This 
secondary pain is a reaction to the perception of pain and may include anxiety, fear, 
anger, and frustration, resulting in a physiologic response that can exacerbate the 
perception of pain, including muscle contraction and other “fi ght-or-fl ight” reac-
tions (Kabat-Zinn,  1982 ; Kabat-Zinn, Lipworth, & Burney,  1985 ). In addition, 
chronic pain is increasingly being recognized as a phenomenon of the central ner-
vous system, in which previously inadequately treated pain may cause the  imbedding 
of the neural circuitry of pain perception in the brain, which is subsequently initi-
ated by minimal stimuli, a sort of broken record repeating itself. It is thought that 
mindfulness practice, by strengthening certain regions of the brain, overrides and 
creates new circuits that diminish the prominence of the pain circuitry (Grant,  2014 ; 
Zeidan et al.,  2012 ). Goyal et al. ( 2014 ), in a meta-analysis commissioned by the 
AHRQ, found that meditation reduced pain by one third in the general population. 
Two large recent meta-analyses found that mindfulness did not statistically signifi cantly 
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diminish pain but did positively impact mental health and quality of life in a general 
population of those who suffer from pain (Rajguru et al.,  2014 ; Song, Lu, Chen, 
Geng, & Wang,  2014 ). Studies of mindfulness for chronic low back pain in older 
adults reported improved disability, pain, and psychological function (Morone, 
Rollman, & Moore,  2009 ) and improved pain acceptance and physical function 
(Morone, Greco, & Weiner,  2008 ). These fi ndings are consistent with the author’s 
own small study with older nursing home adults (McBee,  2008 ). In this group, frail 
elders reported a trend toward less pain and a statistically signifi cant reduction in 
feelings of sadness, or as one member reported: “I feel uplifted. I realize we all 
have pain.” These  fi ndings   clearly refl ect that perception of an experience is the 
experience.  

    Insomnia 

 Sleep-related  disorders   are common in older adults; 25 % of American adults 50 
and older self-report a sleep “problem” (Gallup Poll,  2005 ). This high level of sleep 
disruption, contrary to popular myth, is not an inevitable concomitant of aging but 
refl ects the prevalence of medical and psychological morbidities in this population. 
There is a bidirectionality involved: older individuals with sleep disorders are more 
likely to develop multiple medical problems, and those with medical problems are 
more likely to develop sleep disturbances. Increased morbidity and mortality 
accompany all manifestations of these interrelated problems (Bloom et al.,  2009 ). 

 Mindfulness for sleep problems has not been adequately studied in older adults, 
but it has been shown in studies to benefi t other patient groups with insomnia 
(Carlson, Speca, Patel, & Goodey,  2003 ; Gross et al.,  2010 ). Black and colleagues 
( 2015 ) recently reported a randomized clinical trial of mindful awareness practices 
for older adults with sleep disturbances which found improvements in sleep quality 
superior to results in the control sleep hygiene education group (Black, O’Reilly, 
Olmstead, Breen, & Irwin,  2015 ).  

    A Good Death 

   Everything is changeable, everything appears and disappears; there is no blissful peace 
until one passes beyond the agony of life and death. 

 Kyokai ( 2006 , p. 123) 

   While mindfulness and meditation are often  taught   without reference to their 
spiritual roots, the essence of these practices is grounded in the teachings of the 
Buddha. At times, it is helpful to refl ect on these core teachings, which some view 
as philosophical and could align with most religions. 

17 Is Aging a Disease? Mental Health Issues and Approaches…

www.ebook3000.com

http://www.ebook3000.org


346

 The practice of being “with dying” is considered the most important of practices. 
The natural affi liation of mindfulness practice and dying and end-of-life care has 
been embraced by ancient texts (Coleman & Thupten,  2006 ) as well as by modern 
meditation teachers (Levine & Levine,  1989 , Rosenberg & Guy,  2000 ). Although 
the usage of mindfulness and meditation practices at the end of life is increasing, 
scientifi c research evidence concerning the use of mindfulness and dying is limited. 
Ball and Vernon ( 2014 ) elucidate these limitations and suggest areas to be researched. 
At the end of life, mindfulness can benefi t the dying and also their caregivers 
(Mackenzie & Poulin,  2006 ). Currently, many hospice and palliative care move-
ments, such as the New York Zen Center for Contemplative Care, teach mindful 
presence to end-of-life care doctors, nurses, chaplains, medical students, and other 
healthcare professionals (  www.zencare.org    ). As one 93-year-old MBSR participant 
reported in a group run by one of the present authors (PB), “I have come to under-
stand and embrace the concept of impermanence.” 

  Refl ection  
  How comfortable am I with death? Could I allow the idea of my own death to be 

a mindfulness practice?  
  Considerations for elders and caregivers  
  Remember that hearing is the last sense to leave us. Be mindful of what is said 

around the dying person. Even if there is no response, offer comforting words, 
music, prayers. If no words come, use the breath as a teaching. How is the dying 
person breathing?     What does this tell us about her/him? Can we sync our breathing 
to him/her as a way of relating?  

  Caregivers may be suffering more than the dying patient. How can mindfulness 
practice offer relief?    

    Suggestions for Teaching Mindfulness to Frail Elders 

   We are always the same age inside. 

 Stein ( 1955 , p. 946) 

   Mindfulness practices  may   be helpful for all of the above mental health problems 
and physical symptoms. Elders with few or no physical and cognitive limitations 
would be appropriate for mixed-age groups of  MBSR and MBCT  . Mindfulness may 
also be taught to elders with a range of limitations, with teaching modifi cations 
addressing communication, physical, and cognitive frailties.  The   teacher’s authentic 
respect and conviction will convey the essential qualities of mindfulness – aware-
ness and compassion – for all sentient beings. If we as teachers accept that there is 
more right with us than wrong with us, how do we convey this essential “rightness 
and intrinsic wisdom” to elders? 

 The authors have taught mindfulness to elders with a range of abilities and dis-
abilities, in a variety of environments. The grounding of all adaptations and training 
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of both teachers is in Mindfulness-Based Stress Reduction, the 8-week, 2–2 ½-hour 
class with homework and an all-day retreat, developed by Kabat-Zinn ( 2013 ). This 
class includes the formal practices of meditation, yoga, mindful walking, and 
loving- kindness, as well as informal inquiry and awareness of everyday events. 
These practices are based on, but not limited to, the stricter interpretations of mind-
fulness. For example, deep breathing is included in MBSR, while more traditional 
mindfulness might instruct participants to only observe, rather than direct the breath. 
Also, guided imagery could be viewed as distancing oneself from the present. In 
MBSR, guided imagery, such as the mountain meditation, is used as a metaphor to 
assist in deepening practice (Kabat-Zinn,  2013 ). In working with frail elders and 
caregivers, the authors taught the formal and informal practices listed above with 
some adaptations. For example, the all-day retreat and homework expectations 
would be shortened or eliminated. For the mindfulness-based elder care program 
developed by McBee, these modifi cations also included use of music and aroma-
therapy as a way of creating a calming milieu in a  sometimes   chaotic institutional 
environment ( 2008 ). Other adaptations for frail elders included mindful hand mas-
sage as one way of connecting with elders with cognitive loss ( 2008 ). 

 Guidelines below describe some teaching modifi cations. While these methods 
include adaptations from traditional mindfulness teaching, the core teaching of 
awareness and compassion remains. As mindfulness teaching expands, there have 
been, and will continue to be, discussions on the integrity of teaching. The teacher 
emerges as a key component of teaching, or “The work ultimately depends on you, 
on who you are as a person” (McCown, Reibel, & Micozzi,  2010 , p. 91). What the 
teacher ideally conveys is authenticity, compassion and presence, and teaching via 
embodiment as well as words. In working with frail elders, mindfulness teachers are 
encouraged to be especially aware of conveying these qualities nonverbally, com-
municating through body language, facial expression, hand gestures, hands-on 
guidance as well as tone and cadence of voice. 

 It is impossible to offer detailed  guidelines   here for teaching mindfulness to frail 
elders due to the wide range of abilities and disabilities. Some common themes 
include: 

    Communication 

 Elders often  experience   communication limitations including hearing and vision 
loss. Identifying this in advance is helpful. In a group, teachers can sit near those 
with more profound hearing or vision loss to repeat or communicate the instructions 
or feedback. Demonstrating instructions through dramatic gestures or hands-on 
instruction in the case of mindful movement is another suggestion. Elders with cog-
nitive limitations will benefi t from repeated, simple, concrete instructions, with 
nonverbal cuing.  

17 Is Aging a Disease? Mental Health Issues and Approaches…

www.ebook3000.com

http://www.ebook3000.org


348

    Adapting Formal Practices 

 Meditation times may be shorter, and instructions repeated more frequently. Allow 
time for participants to settle in and understand the instructions. Physical exercises 
can be adapted for seated or prone participants. For example, if a group member 
could only lift one arm, she was encouraged to do so, focusing on remaining abili-
ties rather than disabilities. Mindful walking may become mindful wheeling (in 
wheelchairs). Some group members may be passive participants and yet still may 
benefi t from the experience of participating in a mindfulness group.  

    Adapting Informal Practice and Group Discussion 

 Group discussion may focus on complaints about  physical ailments   or care provid-
ers. This can be an excellent opportunity to encourage group members to use mind-
fulness skills during challenging moments. For example, if a participant is upset 
about having to wait for a caregiver, they can practice deep breathing or mindful 
movement. If concerned about pain, a breath awareness meditation can be 
suggested.   

    Caregivers and Mental Health 

   Three things  in   human life are important: the fi rst is to be kind; the second is to be kind; and 
the third is to be kind. 

 James (in Edel, ed.) ( 1972 ) 

   Caregivers are integral to the frail elders’ physical and mental well-being, and 
healthier elders may stay well longer with the support of an involved caregiver. 
Absence of a family caregiver has been linked to hospital readmissions, and care-
giver stress is linked to institutionalization of frail elders, demonstrating the 
overall importance of the caregiver role (Schwartz & Elman,  2003 ; Spillman & 
Long,  2009 ). 

 The complex and multifaceted medical  conditions   of elders present challenges 
for caregivers, especially when combined with cognitive decline, impaired judg-
ment, and even combative behavior. Caregiving is provided by family, friends, vol-
unteers (informal or unpaid), and professionals (formal or paid), often a combination 
of them. Each of these caregiving groups has unique benefi ts and stresses associated 
with the caregiving experience. The sections below will review the research on 
informal and formal caregivers as well as benefi ts and options for MBIs. While 
caregiving can be stressful and lead to physical and emotional challenges for the 
caregiver, 83 % of caregivers report that the experience is positive (National Opinion 
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Research Center,  2014 ). And, perceiving the benefi ts of caregiving is correlated 
with lower levels of reported depression (Haley, LaMonde, Han, Burton, & 
Schonwetter,  2003 ). 

    Informal Caregivers 

   As desire abates, generosity is born. When we are connected and present, what else is there 
to do but give? 

 Kornfi eld ( 2015 ) 

      Overview 

 Informal caregivers, unpaid family and friends, provide the majority of assistance 
 for   frail elders. Exact numbers are varied, but most estimates are in the tens of mil-
lions. The survey “Caregiving in the US” (2009) found that 65 million individuals, 
or approximately 29 % of the US population, were providing informal care for a 
disabled friend or family member (National Alliance for Caregiving &AARP, 
 2009 ). The majority of care recipients are elders, and their main problems, as 
reported by their caregivers, are “old age” and dementia. In addition, the average 
age of both those who give and receive care is increasing, and caregivers may have 
their own age-related conditions. While all fi gures cited here are from a US study, 
they refl ect global trends, where developed and less-developed countries also face 
the complex problems of an aging population. 

 Engaged informal caregivers have a critical effect on those they care for. 
Caregiver involvement has been shown to improve outcomes in dementia (Mittelman, 
Haley, Clay, & Roth,  2006 ; Vickrey et al.,  2006 ) and to postpone institutionalization 
(Miller & Weissert,  2000 ). Caregiver duties may be as basic as a daily phone call but 
ultimately are unpredictable and may become continuous round-the-clock care. 
   Caregivers may be unable to leave the recipient alone and often neglect their own 
physical illness or impairments to provide assistance. This situation may affect the 
caregiver in various ways, including disrupted sleep, emotional and fi nancial diffi -
culties, and physical strain (Wolff, Dy, Frick, & Kasper,  2007 ). The impact of care-
giver stress is so pervasive that a recent article in the Journal of the American 
Medical Association cautioned physicians to assess caregivers for their level of 
“caregiver burden” when providing care for frail elders (Adelman, Tmanova, 
Delgado, Dion, & Lachs,  2014 ). While not a diagnosis, caregiver burden is defi ned as 
the perceived negative effect of caregiving on the caregiver’s life and ability to function 
(Zarit, Todd, & Zarit,  1986 ). Approximately 30 % of caregivers report that caregiving 
is highly stressful (National Alliance for Caregiving & AARP,  2009 ). Supporting 
this, research strongly correlates links between informal caregiving and elevated 
stress hormones (Kiecolt-Glaser et al.,  2003 ; Vitaliano, Zhang, & Scanlan,  2003 ). 
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Caregivers are also more susceptible to physical illness and psychological distress 
(Emanuel, Fairclough, Slutsman, & Emanuel,  2000 ; Pinquart & Sorensen,  2006 ; 
Sörensen, Duberstein, Gill, & Pinquart,  2006 ) and even elevated mortality rates 
(Christakis & Allison,  2006 ; Schulz & Beach,  1999 ). Multiple studies have found 
that long-term informal caregiving is associated with increasing depression (Burton, 
Zdaniuk, Schulz, Jackson, & Hirsch,  2003 ; Cannuscio et al.,  2002 ). 

 Caregiver mental and physical illness will have obvious  tangible effects   on their 
ability to assist care recipients. Less tangible, but equally potent, are the emotional 
contagions of stress and depression (Goodman & Shippy,  2002 ; Joiner & Katz, 
 1999 ). No matter how frail, cognitively impaired, and/or noncommunicative they 
are, elders receiving care may perceive the emotional distress of their caregiver and 
may become distressed as a result. In a French study of 100 community-dwelling 
informal caregivers and care receivers diagnosed with Alzheimer’s disease (AD), 
Thomas et al. ( 2006 ) found that the caregiver’s depressive symptoms and quality of 
life correlated with the care receiver’s depressive symptoms, quality of life, and 
behavior problems .   

    MBIs for Informal Caregivers 

 In a meta-analysis  of   evidence-based practices for caregiver distress, Gallagher- 
Thompson and Coon ( 2007 ) identifi ed key elements of successful interventions as 
skill building, education, and support. MBSR and MBIs more generally include 
these elements and show strong evidence in reducing caregiver stress. Pilot studies 
have demonstrated that teaching MBSR, or modifi ed MBIs, benefi tted AD caregiv-
ers. Following an 8-week MBSR course one author (LM) offered for informal care-
givers at a nursing home, participants reported decreased stress, anxiety, grief, and 
caregiver burden. After a 4-week follow-up, they reported further reduction in all 
measures except depression. Participants also expressed greater satisfaction in the 
caregiving role and found the group discussions focused on reducing stress while 
caregiving (Epstein-Lubow, McBee, Darling, Armey, & Miller,  2011 ). Other pilot 
studies have found that AD caregivers participating in mindfulness training 
improved psychological symptoms compared to control participants (Franco, Sola 
Mdel, & Justo,  2010 ; Ho et al.,  2011 ; Norouzi, Golzari, & Sohrabi,  2013 ; Oken 
et al.,  2010 ). In two randomized controlled studies for family AD caregivers, an 
MBSR group was compared with a matched control support group. Participants in 
both groups showed reduced stress and depression (Coogle, Brown, Hellerstein, & 
Rudolph,  2011 ; Whitebird et al.,  2012 ). 

 MBSR and MBIs more generally hold signifi cant potential for mitigating care-
giver stress and increasing a sense of self-effi cacy. Unfortunately, while caregivers 
are at high risk for stress and stress-related problems, there are realistic practical 
and emotional obstacles to providing needed self-care. The majority of caregivers 
are also employed, and many report juggling work schedules as well as sacrifi cing 
time with friends and other family members for caregiving (National Alliance for 
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Caregiving & AARP,  2009 ). There may also be underlying resistance to self-care or 
to viewing oneself as vulnerable. Moreover, a frequent symptom of depression is a 
lack of motivation, decreasing the likelihood of seeking support. Modifi cations of 
mindfulness teaching may increase participation in either  brief   MBI programs or 
traditional MBSR for this busy and stressed population. To begin, it may be helpful 
to consider adapting time commitment expectations for meeting and practice, acces-
sibility of location of classes, and highlighting applicability to caregiving. Dosage 
and effect of mindfulness teaching and practice is a focus of current and ongoing 
studies, with some targeting caregivers. Carmody and Baer ( 2009 ) reviewed pub-
lished standard and shortened MBSR programs and found no signifi cant correlation 
between mean effect size and number of in-class hours. In one study for caregivers, 
a yogic form of meditation, Kirtan Kriya, was assigned for 12 minutes per day for 8 
weeks. Participants in the experimental Kirtan Kriya group improved in mental 
health and cognitive functioning, psychological distress, and telomerase activity as 
compared to controls (Lavretsky et al.,  2013 ). Another study found that a 4-hour 
mindfulness training offered to caregivers increased acceptance, presence, peace, 
and hope, as well as decreased reactivity and caregiver burden (Hoppes, Bryce, 
Hellman, & Finlay,  2012 ). 

 Research conducted with caregivers and populations with intellectual disabilities 
(ID) and developmental disabilities (DD) holds implications for AD caregivers, 
since both cope regularly with behavioral challenges. Singh et al. ( 2004 ) found that 
when ID caregivers received mindfulness training, their patients were happier. In 
another study, he and colleagues found that when ID parents received mindfulness 
training, their children showed greater positive and less aggressive behaviors (Singh 
et al.,  2007 ). Research increasingly points to the benefi ts of learning stress reduction 
skills for both caregivers and care receivers. Harmell, Chattillion, Roepke, and 
Mausbach, ( 2011 ) analyzed key characteristics of resilience in caregivers for per-
sons with dementia and found higher levels of personal mastery and self-effi cacy 
and increased use of positive coping strategies appear  to   have a protective effect on 
various health outcomes. In addition, Lewallen and Neece ( 2015 ) found family 
caregiver stress was reduced following participation in an MBSR class and that this 
was also associated with improved behavior and social skills for their developmen-
tally delayed children with DD. 

  Refl ection  
  How do I feel about caregiving? Do I view it as a burden? Am I bringing a light 

heart to the experience? How would I feel if I were dependent on others for my basic 
needs?  

  Practice  
  Can I fi nd ways to bring lightness and joy to caregiving? Remember, “we don’t 

stop playing because we grow old; we grow old because we stop playing.”- George 
Bernard Shaw  

  How am I cared for in less obvious ways by others? How would I feel if my needs 
increased?  

  Smile, fake it if you have to. Laugh. Smile and laugh with the person(s) you 
care for.     
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    Paraprofessional and Professional Caregivers 

   We cannot cure the world of sorrows, but we can choose to live in joy. 

 Campbell ( 2011 ) 

   Medical  professionals   working with frail elders are under increasing pressure 
due to changing reimbursement systems, managed care, challenging end-of-life 
decision-making, and treating simultaneous chronic conditions, many of which are 
drug resistant. Job stress directly impacts patient care. Doctors experiencing burn-
out, a result of long-term stress, report giving less than optimal patient care 
(Shanafelt, Bradley, Wipf, & Back,  2002 ). Geriatric healthcare workers may be 
especially vulnerable to “burnout,” the emotional exhaustion experienced by those 
who work with people (Freudenberger,  1974 ). Both nurses and nursing assistants 
studied in a long-term care facility linked a signifi cant correlation between stress 
and inadequate preparation to meet the emotional needs of clients and perform job 
duties (Kennedy,  2005 ). 

 Professionals,    such as doctors, social workers, nurses, and therapists, all deliver 
care to frail elders, but paraprofessionals, or nursing assistants, provide 70–80 % of the 
basic, life-sustaining personal care. This direct-care workforce is currently the largest 
US occupational group and the fastest growing (Paraprofessional Healthcare Institute 
(PHI),  2013 , Bureau of Labor Statistics (BLS),  2007 ). The aging population with 
multiple chronic conditions will require exactly the personal care provided by para-
professionals, over longer and longer periods. US paraprofessionals are overwhelm-
ingly female; many are of ethnic minority and/or foreign born, and most have a high 
school diploma or less (Figueiredo,  2010 ). They are at physical risk due to disease 
exposure and the physical demands of direct care with often confused and combative 
patients (Bureau of Labor Statistics (BLS),  2008 ). The work is high risk, yet poorly 
paying, leading to signifi cant job stress (Figueiredo,  2010 ). Unsurprisingly, more than 
one in ten paraprofessionals have reported depression lasting 2 weeks or longer, the 
highest rates of any occupation (Mental Health Services Administration & Offi ce of 
Applied Studies (October 11,  2007 )). Paraprofessional stress results in high job turn-
over and unsatisfactory communication (DHHS and DOL U.S. Department of Health 
and Human Services and U.S. Department of Labor (DHHS and DOL),  2003 ). 

    MBIs for Formal Caregivers 

 A recent  study   found that burnout was signifi cantly associated with suboptimal self- 
reported patient care (Shanafelt et al.,  2002 ). In 2009, the  Journal of the American 
Medical Association  published a study by Krasner and colleagues ( 2009 ) reporting 
reductions in burnout and improvements in mood and professional behavior follow-
ing an 8-week MBSR course with 10-month follow-up for physicians. Additional 
studies also demonstrate that mindfulness-based programs for healthcare profes-
sionals are feasible and effective for reducing burnout and improving patient care 
(Beckman et al.,  2012 ; Irving, Dobkin, & Park,  2009 ; Schenstrom, Ronnberg, & 

L. McBee and P. Bloom



353

Bolund,  2006 ). In addition, a doctoral study found that professional dementia care-
givers who participated in an 8-week mindfulness class that included information 
on dementia and challenging behaviors showed improvements in staff well-being 
and adaptive attitudes toward people with dementia (Clague,  2010 ). One author 
(LM) experimented with a wide range of formats, locations, timing, and other teach-
ing adaptations of mindfulness for staff at a large nursing home. All models were 
found to have some success and created a broader facility awareness of the personal 
and professional benefi ts of mindfulness for self-care [see below and McBee,  2008 ]. 
Finding time to attend stress reduction classes, either by taking time on or off the 
job, was the most challenging obstacle. In a shortened (4-week) class based on 
MBSR and MBCT offered to nurses and nursing assistants in a geriatric hospital, 
researchers found that participants demonstrated signifi cant improvements in symp-
toms of burnout and increased relaxation and life satisfaction when compared to a 
similar wait-listed group (Mackenzie, Poulin, & Seidman-Carlson,  2006 ). 

 Cognitive problems,    including dementia and intellectual disability, often lead to 
challenging behaviors as a result of frustration and lack of inhibition, causing distress 
and injury to both patient and staff (Ozga, M. (November 3,  2011 ); Rymer et al.,  2002 ). 
Pilot studies offering mindfulness-based programs to staff caring for people with intel-
lectual disabilities(ID) report promising results, including increased awareness of 
stress and reductions in psychological distress as well as improvements in self-care 
and interactions with peers and clients (Bethay, Wilson, Schnetzer, Nassar, & Bordieri, 
 2012 ; Brooker et al.,  2012 ; Noone & Hastings,  2010 ). Studies have also shown a cor-
relation between mindfulness programs for staff and improved patient/client care 
(Singh et al.,  2004 ). One meta-analysis reviewed 11 studies and found mindfulness 
programs offered to persons with ID improved behaviors, and that mindfulness pro-
grams offered to family and professional caregivers improved relationships and job 
satisfaction (Chapman et al.,  2013 ). Following a 7-day intensive training of mindful-
ness-based positive behavior support (MBPBS) for staff caring for those with develop-
mental disabilities (DD) in three residential group homes, staff stress level improved, 
resident restraints were discontinued, and staff and peer injuries ceased (Singh et al., 
 2014 ). Byron, Ziedonis, McGrath, Frazier, and Fulwiler ( 2014 ) also found that resi-
dential staff caring for adolescents with DD reported an MBI program provided an 
environmental shift that increased focus and increased cohesion on the unit.   

    Suggestions for Teaching Mindfulness to Informal 
and Formal Caregivers 

   It is relationality above all else… that is at the heart of mindfulness. 

 Kabat-Zinn ( 2013 , p. 265) 

   The range  of      those who receive care and those who give care, as well as their 
environments, additional support or lack thereof, fi nancial resources, and other 
essential factors, are as varied as the general population. Despite some differences, 
the overwhelming majority of caregivers readily assert a need for stress reduction in 
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the experience of these authors. The major obstacles for caregivers are time limita-
tions; inability to leave care receiver and/or fi nd backup care; and resistance to, or 
postponement of, self-care. Thus, the primary challenge to teaching mindfulness to 
caregivers may be to get them in the room. 

 Educating caregivers on the causes and effects of chronic long-term stress on 
their emotional and physical well-being may be an incentive. One author (LM) 
offered a one hour in-service for all nursing home staff that included this informa-
tion followed by mindful meditation and gentle stretching. Family and professional 
caregivers may also benefi t from a discussion on the contagious nature of emotions 
(see description above under Caregiver/Overview). Family caregivers for noninsti-
tutionalized elders may need respite arrangements and even transportation to attend 
mindfulness groups. Groups held in nursing homes or hospitals could include both 
caregivers and care receivers, modifying instructions and programs as appropriate. 
Holding classes in locations convenient for caregivers is also helpful. 

 Once recruited, groups or individual classes for caregivers may need to be briefer. 
One author (LM) visited nursing units during times when not providing direct care 
(charting time) and offered simple skills training on breath awareness or mindful 
movement. Both family and professional caregivers anecdotally report benefi ting 
from skills that they could use in the midst of their busy lives (Author LM). 
Caregivers used diaphragmatic/deep  breathing      when in challenging situations and 
practiced standing or seated mountain pose throughout the day. In addition to teach-
ing these practices, suggesting practical applications helps. For example, caregivers 
can be encouraged to stop and take a deep breath before encountering a challenging 
situation or to stand in mountain pose while waiting in line. These pauses with 
intentional awareness on physical sensation lead to more habitual poses and perhaps 
an ability to respond, rather than react, to stressful situations. 

 Teacher  presence      is also an important factor. Caregivers may miss classes or 
spend class time complaining about the challenges of caregiving. If classes are 
missed, the teacher can call the absent participants with encouragement and sup-
port. When caregivers complain, the teacher may fi nd this an excellent teaching 
opportunity. With curiosity and compassion, the discussion can reframe the conver-
sation as inquiry. Inquiry into the caregivers’ subjective experience, as described by 
McCown, Reibel, and Micozzi ( 2010 ), is “‘cultivating observation’ and ‘moving 
towards acceptance’” (p. 127) that honors the individual wisdom held by all.  

    Conclusion: Cultivating Equanimity 

 In 2008, the Institution of Medicine described the “impending crisis” in healthcare 
provision for older adults. Aside from workforce shortages, recommendations for 
fundamental changes include promoting new models of care, increased training and 
support for family and professional caregivers, and a comprehensive view of health 
for older adults and inclusion of patients and families in decision-making. 
Mindfulness practices might offer key benefi ts for this aging population and their 
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caregivers. Cultivating awareness and compassion may provide frail elders and care-
givers with equanimity in the face of mortality, illness, loss, and frailty. Equanimity, 
an attitude of openness and acceptance, has not previously been regarded as a quan-
tifi able outcome in mindfulness research, but a leading group of scientifi c mindful-
ness researchers has reviewed the psychological, physiological, and neuroimaging 
assessments that have been applied in measuring equanimity and also endorses this 
outcome measure as potentially the most important element in refl ecting the ability 
of mindfulness to improve overall well-being (Desbordes et al.,  2014 ). 

 Mindfulness practices promote our ability to view aging holistically, not patho-
logically. Increasing evidence supports the preventative benefi ts of mindfulness on 
our brain and body. Recent studies also link mindfulness and measures of psycho-
logical well-being, including self-reported depressive symptoms, quality of life, and 
stress profi le (Fiocco & Mallya,  2015 ). Anecdotally, and through various studies, 
both authors (LM and PB) have found mindfulness not only teachable to elders and 
caregivers but also overwhelmingly well received and profoundly informative for 
the challenges of aging. One author (LM) found in groups in the nursing home that 
included residents, staff, and family/friend caregivers, the lines between teacher and 
taught diminish, and all learned from one another. Following many mindfulness 
groups, elders report increased acceptance, quiet, and peace. One informal caregiver 
found: “I feel less anxious about stresses than I formerly did. I think about ‘riding 
the waves’ instead of getting anxious about them or ‘fi ghting’ the waves. I feel less 
responsible for my husband’s well-being.” Both formal and informal caregivers 
report increased self-effi cacy as well as a deeper understanding described by this 
formal caregiver, “I remember thinking many times during the class that this work 
has a way of bringing us all to a common denominator. We all have bodies, breath, 
and thoughts.” One family caregiver even stated “she no longer felt she ever had to 
be alone again” (McBee,  2008 ). 

 Ultimately, the true practice for teachers and clinicians is to work with our own 
perceptions and beliefs on aging, limitations, dependency, and dying. Embodiment 
of the practice of awareness and compassion is conveyed verbally and nonverbally 
by the teacher. As mindfulness teachers, practitioners, and clinicians, we can teach 
mindfulness practices with adaptations to frail elders and caregivers. However, the 
most important skill/intervention/knowledge we bring to frail elders and their care-
givers is our presence, who we are in each moment.

  Within each health care practitioner lives the Wounded One; in every patient, every sick and 
suffering human being, abides a powerful Inner Healer. 

 Santorelli ( 1990 , p. 15) 
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    Chapter 18   
 Mindfulness and Transformative Parenting       

       Koa     Whittingham    

            Mindfulness and Parenting 

 The quality of parenting that an individual child receives will infl uence many and 
varied aspects of that child’s life. Parenting impacts upon a child’s physical health, 
emotional competence, intelligence, verbal abilities, behavioural competence, 
social abilities, educational aptitude and, indeed, a child’s very happiness 
(Ainsworth, Blehar, Waters, & Wall,  1978 ; Bowlby,  1988 ; Eshel, Daelmans, Cabral 
de Mello, & Martines,  2006 ; Gottman, Katz, & Hooven,  1997 ; Hart & Risley,  1995 ). 
In fact, the relationship between parenting and child outcomes is so clear that if we 
as a society care about our children, and wish to optimise the abilities, health and 
happiness of the next generation Keywords Frail elders Keywords Frail elders, 
then we also must, by necessity, care about parents and the quality of parenting that 
they are providing. 

 With the recent explosion of interest in mindfulness, there has also been growing 
interest in the application of mindfulness to parenting. Within the scientifi c literature, 
multiple researchers have highlighted an urgent need for research into mindfulness 
and parenting (Cohen & Semple,  2010 ; Dumas,  2005 ; Duncan, Coatsworth, & 
Greenberg,  2009 ; Greco & Eifert,  2004 ; Whittingham,  2014a ). Parenting interven-
tions, incorporating mindfulness, have been developed and tested. Mindfulness may 
make unique contributions to parenting interventions by addressing parenting 
behaviour that has become automatic (Dumas,  2005 ), targeting the psychological 
functions of parenting behaviour for the parent (Coyne & Wilson,  2004 ) and supporting 
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fl exible parenting (Whittingham,  2014a ). As with the explosion of interest in mind-
fulness more generally, this growing interest in the application of mindfulness to 
parenting has not been limited to academic circles. When entered into Google, 
“mindfulness AND parenting” produces over 21,300,000 results and “mindful 
parenting” over 1,840,000 results (Google search January 2015). Results include 
books on mindful parenting, websites for mindful parenting workshops and blogs 
discussing the use of mindfulness by parents. This demonstrates the level of interest 
amongst ordinary parents. 

 Mindfulness has multiple defi nitions and there is not a clear consensus on the 
exact meaning of the term within either the psychological or the Buddhist literature 
(Fletcher & Hayes,  2005 ; Kang & Whittingham,  2010 ; Kostanski & Hassed,  2008 ; 
Shonin, Gordon, & Griffi ths,  2014 ). This chapter is written to be inclusive to the 
multiple nuances in the way the term mindfulness may be used particularly within 
the psychological literature but also within wider philosophical and Buddhist litera-
ture. Widely agreed upon key  features   of mindfulness include: (1) awareness of the 
present moment; (2) psychological contact with your own unfolding experiences, 
including physical sensations, cognitions and emotions; and (3) a nonjudgemental 
or open or kind quality to awareness. The concept of mindfulness overlaps with the 
concept of experiential acceptance within the acceptance and commitment therapy 
(ACT) literature. Experiential acceptance is the acceptance of your own experi-
ences, including thoughts, feelings and memories as they arise within the present 
moment (Hayes, Luoma, Bond, Masuda, & Lillis,  2006 ). Due to the extensive over-
lap between the concepts of mindfulness and acceptance, research on the relation-
ship between experiential acceptance and parenting will also be considered.  

    Mindful Parenting 

 Just as there is no exact consensus on the defi nition of mindfulness, there is no exact 
consensus on the defi nition of mindful  parenting   (Bogels, Lehtonen, & Restifo, 
 2010 ; Duncan et al.,  2009 ; Harnett & Dawe,  2012 ; Kabat-Zinn & Kabat-Zinn, 
 1997 ). As a broad defi nition, mindful parenting involves bringing mindful aware-
ness to parent–child interactions (Kabat-Zinn & Kabat-Zinn,  1997 ). Mindful par-
enting includes parenting with a nonjudgemental, open awareness of the present 
moment, of your own unfolding experiences in the present moment and of the expe-
riences of your child in the present moment. Some models, defi nitions and interven-
tions also include self-compassion, as well as compassion for your child. 

 Duncan’s (2009) conceptual model of mindful parenting provides a theoretical 
basis for some of the existing interventions and research and includes the  following 
  components: (1) listening with full attention to your child, (2) nonjudgemental 
acceptance of both self and child, (3) emotional awareness of self and child, (4) 
self- regulation in parenting and (5) compassion for self and child. Further, Bogels 
et al. ( 2010 ) propose that there are six potential mechanisms by which parental 
mindfulness improves outcomes for children: (1) reducing parental reactivity and 

K. Whittingham



365

stress, (2) reducing parental preoccupation, ruminative thinking and negative biases, 
(3) improving executive functioning and reducing impulsive parenting, (4) breaking 
the cycle of intergenerational transmission of attachment patterns, schemas and 
 dysfunctional parenting, (5) increasing parental self-compassion or self-nourishing 
 attention   and (6) improving the couple relationship and co-parenting. 

 Models of mindful parenting such as that by Duncan (2009) and Bogels (2010) 
are important to guiding further research and intervention development and should 
be further tested empirically. It is also important to consider the application of 
mindfulness to parenting by using existing, empirically supported theoretical frames 
(Harnett & Dawe,  2012 ), including attachment theory and relational frame theory. 
Mindful parenting can be understood as foundational to both parental responsive-
ness and parental fl exibility.  

    Interpersonal Mindfulness and Responsive Parenting 

    Development Is Interpersonal 

 Infant and child development is fundamentally an  interpersonal process   (Bowlby, 
 1988 ). A human infant can only develop into full personhood,    as a verbal and self- 
aware human being, if that infant develops within the context of interpersonal rela-
tionships. Further, the quality of the interpersonal relationships experienced by an 
individual child has ramifi cations for that child’s development. A systematic review 
of the literature on parental responsiveness and child outcomes across both devel-
oped and developing countries showed that parent-child relationships with high 
parental responsiveness—prompt, child-directed, contingent and developmentally 
appropriate parenting— are associated with improved cognitive, emotional, behav-
ioural and social outcomes (Eshel et al.,  2006 ). 

 In order to fully understand the importance of parental responsiveness and the 
interpersonal nature of child development, it is necessary to view human parenting 
from an evolutionary context. Parental care is a key characteristic of mammalian 
behaviour and mammals fall into one of two types: altricial and precocial (Ball, 
 2009 ). Altricial mammals are born developmentally immature and in litters (e.g. 
mice). The parental care strategy is to keep the litter in a nest for warmth and secu-
rity. Altricial mothers typically produce high-fat milk and thus the infants can space 
out feeds allowing the mother to leave the nest in order to search for food. Precocial 
mammals are born developmentally mature and as singletons or in pairs (e.g. 
horses). Precocial mammals are mobile shortly after birth. The parental care strat-
egy for precocial mammals is for the infant to maintain close proximity to the 
mother through its own efforts and volition. Precocial mothers typically produce 
low-fat, high-lactose milk providing easily digestible calories to a mobile infant 
who is able to follow the mother, feeding frequently and at will. Humans evolved 
from precocial ancestors; however, human infants are secondarily altricial (Ball,  2009 ). 
Although humans show some characteristics of precocial mammals, including 
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high-lactose milk and typically singleton birth, human infants are born developmen-
tally immature and with poor  neuromu  scular control. In fact, humans are born with 
only a quarter of their total brain volume (chimpanzees are born with half). A new-
born human infant, unlike a newborn horse, is incapable of maintaining close 
proximity to the parent; instead, the parent must respond to the infant’s signals for 
proximity and care. 

 Neurodevelopmentally immature human birth has another consequence: human 
infants undergo much neurodevelopment within a stimulating, verbal and interper-
sonal context. Without such a context, development into a self-aware, verbal adult 
is impossible. Stimulation is crucial to early neurodevelopment (Douglas & Hill, 
 2011 ),    and yet a newborn infant, with poor neuromuscular control, has little control 
over their environment. It is not surprising then to fi nd that parental responsiveness 
predicts cognitive development (Eshel et al.,  2006 ): parental responsiveness to 
infant cues serves as a dose-control system for stimulation, ensuring that an infant’s 
stimulation exposure is kept in the ‘just right’ zone for learning and neurodevelop-
ment. From birth, human infants seek interpersonal stimulation, and when parents 
respond to their infant’s signals with interaction, they naturally expose their child to 
language and other uniquely human cognitive processes. This early language expo-
sure, occurring naturally within every day interactions, is crucial to later cognitive 
and verbal development (Hart & Risley,  1995 ). 

 Towards the end of  the   fi rst year of life, humans reach the neurodevelopmental 
maturity and mobility that precocial mammals show at birth. Infants are now able to 
maintain proximity to their caregivers, through their own efforts and volition, and as 
a result pre-attachment behaviours consolidate into attachment behaviours at this 
time (Bowlby,  1988 ). The attachment behavioural system is activated when the 
child experiences a threat and includes any behaviour aimed at seeking proximity to 
and nurturance from caregivers (Bowlby,  1988 ). Parental caregiving behaviour, par-
ticularly parental responsiveness, is key to determining the pattern of attachment 
behaviours displayed by any particular child (Ainsworth et al.,  1978 ; Sroufe,  2005 ). 
Further, patterns of attachment are related to later psychological health and success 
in relationships (Ainsworth et al.,  1978 ; Sroufe,  2005 ).    Children who experienced 
responsive parenting, and subsequently developed a secure attachment style, fare 
better in terms of mental health and relational success. Parental responsiveness con-
tinues to be important to the parent-child relationship as children develop (Biringen, 
Derscheid, Vliegen, Closson, & Easterbrooks,  2014 ).  

    What Is Parental  Responsiveness  ? 

 Parental responsiveness to child cues is then the bedrock of human parental care, 
and parental responsiveness predicts diverse child outcomes including social, psy-
chological, cognitive, emotional and relational outcomes (Ainsworth et al.,  1978 ; 
Bowlby,  1988 ; Eshel et al.,  2006 ; Sroufe,  2005 ). But what are the crucial ingredients 
to parental responsiveness? Responsiveness involves three key features: (1) the 
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parent must be aware of their child’s cues or signals; (2) the parent must accurately 
interpret their child’s cues, correctly deducing the needs of their child; and (3) the 
parent must promptly and consistently act in response to cues, in a manner that 
meets the needs of the child (Ainsworth et al.,  1978 ; Eshel et al.,  2006 ). Importantly, 
a responsive parent is warm and caring but is not merely warm and caring. A respon-
sive parent is also parenting ‘on cue’; their caregiving behaviour is under the con-
textual control of their child’s signals (Whittingham,  2014b ; Whittingham & 
Douglas,  2014 ). This is not to say that responsiveness requires perfection. In fact, 
parental responsiveness includes ordinary human error. What is crucial, however, is 
that there is an ‘intention’ to respond, coupled with a continual returning of aware-
ness to the child in the present moment and a continual taking of the child’s perspec-
tive in order to accurately deduce the child’s needs.  

    Mindfulness Is Crucial to Responsiveness 

 In breaking down the components  of    parental responsiveness  , the relevance of 
mindfulness to parenting is immediately apparent (Synder, Shapiro, & Treleaven, 
 2012 ). In order for a parent to respond to their child’s cue, the parent must, neces-
sarily, be aware of their child’s cue. For a parent to engage in a responsive pattern 
of care over time, the parent must be aware of their child’s cues as they unfold in 
the present moment. That is, the parent must be able to keep their attention within 
the present moment and focussed upon their child. Although the parent’s attention 
may be drawn to other things, including their own thoughts or emotions, other 
people, specifi c tasks or simply distractions, a responsive parent must return their 
attention again and again to their child. In other words, the parent must practise 
interpersonal or relational mindfulness: mindfulness of another person and of the 
relationship between self and other (Surrey,  2005 ). 

 Proximity is a key feature of the attachment bond, the ongoing dance between 
the attachment behavioural pattern of the child and the caregiving behavioural pat-
tern of the parent (Bowlby,  1988 ), not only in the sense that the evolutionary pur-
pose of infant attachment behaviour is to maintain proximity to the parent but also 
because proximity is required for responsive parenting and secure attachment. In 
fact, increased physical proximity (through babywearing with a soft infant carrier) 
has been shown to increase the responsiveness of mothers to their infants at three 
and a half months of age in an experimental study (Ainsfeld, Capser, Nozyce, & 
Cunningham,  1990 ). Further, rates of secure attachment in their infants at 13 months 
of age were also improved. 

 In human relationships we can distinguish not just physical proximity but also 
psychological proximity. In order to fl ourish psychologically, our children require us 
to be not just physically available to them, but also emotionally available (Biringen 
et al.,  2014 ). Emotional availability includes awareness of emotions and emotional 
signalling within a relationship as well as an awareness and responsiveness to the needs 
and goals of the other. That is,    emotional availability requires relational mindfulness. 
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 The non-judgemental, open aspect of mindfulness means holding refl exive 
judgements of objects, people and situations lightly and, instead, maintaining psy-
chological contact with reality as it is (Duncan et al.,  2009 ). Such openness enables 
a clear understanding of your immediate experience without distortions caused by 
desires, biases and opinions and may better enable parents to appreciate the legiti-
mate needs behind their child’s cues, even when the cues are inconvenient, dis-
tressing or at odds with the parent’s own needs. The increased emotional awareness 
that comes with mindfulness, and the ability to accept the ebb and fl ow of your 
own emotional life, may enhance parental willingness to experience intense emo-
tions while continuing to be psychologically present with their child and while 
continuing to respond, as best they can, to their child’s cues (Duncan et al.,  2009 ).   

    Mindfulness, Parental Flexibility and Resilience 

    Parental Flexibility 

 Psychological  fl exibility,   the ability to adapt to specifi c situations, to fl exibly shift 
attention and perspective and to balance competing needs, desires and domains of 
life, is a key underpinning of psychological health (Kashdan & Rotteberg,  2012 ). 
Psychological fl exibility includes an openness to learning from direct experience 
and a willingness to either persist or change, according to what is workable (Hayes, 
 2004 ). Parental fl exibility refers to parenting with psychological fl exibility 
(Whittingham,  2014a ). It involves approaching parenting with fl exible, relaxed 
experimentation and openness to learning from your own direct moment by moment 
experiences interacting with your child. It includes shifting attention easily and fl ex-
ibly between your child and other competing demands, shifting perspective to imag-
ine the needs, emotions and desires of your child and balancing the competing needs 
of self and child or the competing needs of multiple children as well as balancing 
parenting with other life domains. Through fl exible parenting, the parent is able to 
respond to the unique needs of his or her unique child in the unique circumstances 
in which they fi nd themselves. As psychological fl exibility broadly underpins psy-
chological resilience (Kashdan & Rotteberg,  2012 ), parental fl exibility is crucial to 
parental resilience (Whittingham & Douglas,  2014 ). Yet, parental fl exibility can be 
 undermined   by key features of human language and cognition: cognitive fusion and 
experiential avoidance (Coyne & Wilson,  2004 ).  

    Parental Flexibility and Cognitive Fusion 

 The concept of  cognitive fusion   is informed by relational frame theory (RFT), a con-
textual theory of language and cognition suggesting that the language and complex 
cognitive skills of humans are underpinned by our ability to learn to relate stimuli 
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‘arbitrarily’ (Coyne, McHugh, & Martinez,  2011 ; Hayes, Strosal, & Wilson,  2003 ). 
Humans can learn that the sound ‘dog’ is equivalent to (i.e. means) dog, even though 
the sound ‘dog’ and dogs are not physically related. In addition to learning to relate 
stimuli arbitrarily, humans also learn behavioural responses through ‘derived’ rela-
tions, not merely through direct experience (Coyne et al.,  2011 ; Coyne & Wilson, 
 2004 ; Hayes et al.,  2003 ). So, if a human learns that the sound ‘dog’ is equivalent to 
an actual dog and that human also learns that the sound ‘cane’ is equivalent to an 
actual dog, the human will ‘derive’ that ‘dog’ is equivalent to (i.e. means) ‘cane’. 
Humans can learn that stimuli are related not just in terms of equivalence but in terms 
of multiple relational frames including opposition, hierarchy or temporal relations. 

 An important property of this phenomenon is the transformation of stimulus 
functions (Coyne et al.,  2011 ; Coyne & Wilson,  2004 ; Hayes et al.,  2003 ). The psy-
chologically relevant features of a stimulus are transformed according to the derived 
relations applicable in a specifi c context. For example, both humans and animals 
can be trained to fear dogs through direct experience with actual dogs. But only an 
English-speaking human will then exhibit fear if someone says, ‘Look, a dog!’ 
Further, if that same person goes on holiday to Italy and learns that the sound ‘cane’ 
means ‘dog’ in Italian, they will also exhibit fear upon hearing, ‘Guarda un cane!’ 
even though they have never learnt, through direct experience, to become fearful 
when hearing the sound ‘cane’. 

 Although derived relational responding makes human language and complex 
cognition possible, it comes with a cost. We have a tendency to treat our own inter-
nal experiences as if they were real phenomena (Coyne & Wilson,  2004 ). Through 
derived relations, neutral or even positive stimuli may be experienced as aversive 
(Murrell, Wilson, LaBorde, Drake, & Rogers,  2009 ). For example, a parent experi-
encing signifi cant parenting stress may come to experience their child themselves as 
aversive, even in the absence of problem behaviour. In addition, human behaviour 
may come under the control of verbal processes or rules. When a person’s behaviour 
is under the control of verbal processes, and this is unworkable, this is termed cogni-
tive fusion (Coyne & Wilson,  2004 ; Hayes et al.,  2003 ). 

 Two kinds  of   rule-governed behaviour are particularly likely to be problematic: 
pliance and incorrect, unworkable or untestable tracks (Hayes et al.,  2003 ). Pliance 
refers to when a person’s behaviour is under the control of socially mediated conse-
quences identifi ed in the rule. For example, a parent may follow the rule, ‘good 
parents teach their children to sleep in their own bed’, in order to be recognised by 
others as a ‘good parent’. The socially mediated consequence is the approval that 
the parent anticipates receiving from others for their successful compliance with the 
rule. Pliance may be problematic when the course of action specifi ed in the rule is 
not the most useful behaviour for that individual in that context. A parent fused with 
the rule ‘good parents teach their children to sleep in their own bed’ may fail to 
notice salient aspects of their specifi c situation, for example, that their own sleep is 
not disturbed by bed sharing or that their child’s desire to sleep in the parent’s bed 
is related to specifi c emotional needs. 

 Tracks, in contrast, are verbal rules describing naturally occurring consequences 
within the world (Hayes et al.,  2003 ). When tracks are factually accurate and workable, 
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they can be incredibly useful, for example, ‘if your baby is under 3 months of age 
and has a fever then take your baby to the doctor because medical treatment may be 
needed’. Parents don’t need to learn every aspect of caregiving through their own 
experience; instead, they can follow verbal rules and hence learn from other parents 
as well as from professionals. However, tracks may also be inaccurate, unworkable 
or untestable. For example, ‘spare the rod and spoil the child’. When fused with 
tracks, a parent may fail to notice salient aspects of their individual situation. For 
example, a parent may fail to notice that since they began using corporal punish-
ment, their child’s behaviour has gotten worse and their relationship with their child 
has deteriorated. Behaviours under the control of verbal rules are less sensitive to 
context. When rule-following, it is more diffi cult to learn from our direct experi-
ences (Coyne & Wilson,  2004 ).    Derived relations that are salient in the current 
context and have a strong learning history dominate making it diffi cult to respond in 
new and creative ways (Murrell et al.,  2009 ).  

    Parental Flexibility and Experiential Avoidance 

 Cognitive fusion makes  experiential avoidance   (the opposite of experiential accep-
tance) possible. Experiential avoidance is an unwillingness to experience painful 
cognitions, emotions and memories and includes deliberate efforts to avoid, mini-
mise or control our own experiences (Hayes et al.,  2003 ). It is a direct consequence 
of the fact that we treat our internal experiences like real phenomena (Coyne & 
Wilson,  2004 ). When our internal experiences are unwanted, we try to eliminate or 
escape them, just as we would do with real phenomena. In small doses, experiential 
avoidance is not necessarily problematic, for example, the use of distraction during 
a brief medical procedure. However, internal experiences are not the same as real 
phenomena and experiential avoidance attempts may, paradoxically, increase suf-
fering (Hayes et al.,  2003 ). For example, attempts to suppress specifi c cognitions 
may create a rebound effect in which the suppressed cognition is experienced more 
frequently. In addition, experiential avoidance may have other consequences that 
increase suffering. A parent may fi nd that it decreases their own distress in the 
immediate future to avoid having an open discussion with their child about a recent 
confl ict. But there is a cost paid in the long-term for such avoidance in terms of 
greater connection and intimacy within the parent-child relationship. 

 Some parenting choices and strategies, such as harsh discipline, intrusive parent-
ing, lax parenting or simply tuning out, may serve the function of experiential 
avoidance for the parent (Coyne et al.,  2011 ; Coyne & Murrell,  2009 ; Shea & 
Coyne,  2011 ; Tiwari et al.,  2008 ). Parents may attempt to control their children’s 
behaviour or even their children’s cognitions and emotions in order to control their 
own internal experiences. With parental attention narrowed to unwanted thoughts 
and emotions, and the avoidance of such thoughts and emotions, parents may be 
unable to access and choose from the full array of parenting options they may have 
(Shea & Coyne,  2011 ).  

K. Whittingham



371

    Mindfulness as the Antidote 

 Mindfulness involves deliberately re-establishing psychological contact with the 
world as it is in the present moment, including the unique aspects of your own 
experience. It involves bringing an open and non-judgemental awareness to cogni-
tions, memories and emotions. In fact, mindfulness as it is understood within the 
ACT literature includes ‘defused’ awareness or cognitive defusion (instead of cog-
nitive fusion). Defused awareness refers to psychological contact with cognitions, 
memories and emotions, as experientially distinct from self and the world (Fletcher 
& Hayes,  2005 ). This defused aspect of mindfulness involves the liberation of a 
person’s behaviour from the control of verbal rules which may be centred on 
obtaining approval from others, unworkable in the specifi c circumstances in which 
the individual fi nds themselves or simply inaccurate (Hayes et al.,  2003 ). Mindful 
parenting involves letting go of fi rm and fi xed views about how things should be 
(Kabat-Zinn & Kabat-Zinn,  1997 ) and, instead, opening up to fl exible 
experimentation.   

    Mindfulness and Parenting: The Evidence So Far 

    Mindfulness, Responsiveness and Attachment 

 Cross-sectional research has demonstrated a link between mindfulness and  attach-
ment style   in adults, with dispositional mindfulness predicting attachment secu-
rity within romantic relationships (Goodall, Trejnowska, & Darling,  2012 ; Hertz, 
Laurent, & Laurent,  2014 ; Walsh et al.,  2009 ). Mindfulness predicts both 
decreased avoidance (Hertz et al.,  2014 ) and decreased anxiety (Hertz et al.,  2014 ; 
Walsh et al.,  2009 ) within romantic relationships. This, in turn, buffers stress 
response during and after confl ict, as measured by cortisol levels and negative 
affect (Hertz et al.,  2014 ). These relational benefi ts of mindfulness would be 
expected to also impact on parent-child relationships as well, and the available 
evidence suggests they do. 

 Within the high-risk population of mothers of infants born preterm (<37 weeks 
of gestation), experiential acceptance was found to be a signifi cant predictor of self- 
reported bonding and parental responsiveness ( n  = 127) (Evans, Whittingham, & 
Boyd,  2012 ). In another study, the relationship between maternal attachment pat-
terns to her own mother and child quality of life was mediated by maternal self- 
compassion and parenting stress within 171 mother-child (8–18 years of age) dyads 
(Moreira, Gouveia, Carona, Silva, & Canavarro,  2014 ).    Higher attachment related 
anxiety and avoidance predicted lower self-compassion and higher parenting stress, 
which in turn predicted lower child quality of life.  
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    Mindfulness and Parenting 

 Mindfulness and experiential acceptance predict parental adjustment including 
parenting stress, parental anxiety, parental depressive symptoms, parental grieving 
and the experienced burden of parenting, including in high-risk populations. 

 Parental dispositional mindfulness was signifi cantly associated with parental 
stress above and beyond child behaviour problems in both mothers of children with 
autism spectrum disorders ( n  = 67) and mothers of typically developing children 
( n  = 87) (Conner & White,  2014 ). In a cross-sectional study with parents of children 
with  autism spectrum disorders   ( n  = 28), mindful parenting was correlated with paren-
tal stress and depressive symptoms, although it was not found to mediate the relation-
ship between child behaviour problems and parental stress and depressive symptoms 
(Beer, Ward, & Moar,  2013 ). However, another study did fi nd a mediational relation-
ship. Parental dispositional mindfulness and mindful parenting were both found to be 
signifi cant mediators of the relationship between child behaviour problems and 
maternal anxiety, stress and depressive symptoms in parents of children with autism 
(71 mothers, 39 fathers) (Jones, Hastings, Totsika, Keane, & Rhule,  2014 ). 

 Acceptance, too, is important. In mothers of Head Start pre-schoolers (3–5 years 
of age;  n  = 144),  experiential acceptance   was found to mediate the relationship 
between maternal depressive symptoms and parenting-related stress, with lower 
levels of acceptance linked to higher parenting-related stress (Shea & Coyne,  2011 ). 
Experiential acceptance has been found to mediate the relationship between child 
behaviour problems and maternal anxiety, stress and depressive symptoms as well 
as the relationship between child behaviour problems and paternal depressive symp-
toms in parents of children with autism (71 mothers, 39 fathers) (Jones et al.,  2014 ). 
Within the high-risk group of parents of infants born preterm, experiential accep-
tance predicts parental psychological adjustment (Evans et al.,  2012 ; Greco et al., 
 2005 ). Experiential acceptance partially mediates the relationship between stress 
related to their infant’s early hospitalisation within the neonatal intensive care unit 
and both parenting-related stress and parental posttraumatic stress (Greco et al., 
 2005 ).  Experiential acceptance   predicted parental adjustment, as well as the current 
intensity grief symptoms and the experienced burden of parenting in parents of 
children with cerebral palsy ( n  = 94) (Whittingham, Wee, Sanders, & Boyd,  2013 ). 
Parents with greater experiential acceptance reported that parenting was less 
 burdensome and reported fewer current grief symptoms related to their child’s 
diagnosis.  

    Mindfulness, Parenting and Child Outcomes 

 In mothers of  Head   Start pre-schoolers (3–5 years old;  n  = 144), lower levels of 
experiential acceptance were linked to higher parenting-related stress, and parenting 
stress, in turn, was a unique predictor of inconsistent and harsh parenting (Shea & 
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Coyne,  2011 ). Within a sample of clinic-referred mother-child dyads, mothers with 
higher dispositional mindfulness rated their parenting style as more authoritative 
and less authoritarian, and this, in turn, predicted lower parent-reported internalising 
and externalising behaviour in their children (Williams & Wahler,  2010 ). In another 
study, parental non-judgemental self-acceptance signifi cantly predicted decreased 
depressive and anxious symptoms in their adolescent children ( n  = 901) (Geurtzen, 
Scholte, Engels, Tak, & van Zundert,  2014 ). Other aspects of mindful parenting 
outlined in Duncan’s model (2009) were not signifi cant predictors. Dispositional 
mindfulness has also been found to relate to experienced parenting effort in mothers 
of pre-schoolers and adolescents ( n  = 50,  n  = 118) (Bluth & Wahler,  2011a ,  2011b ). 
Parents with high levels of mindfulness found parenting less burdensome and found 
it less effortful to make moment to moment parenting decisions.   

    Mindfulness in the Transition to Parenthood 

 The transition to parenthood demands signifi cant personal change and is a steep 
learning curve. In addition, for most women, it is a uniquely embodied time of life, 
including pregnancy, childbirth and breastfeeding. As such, it is an excellent oppor-
tunity for mindfulness practice (Kabat-Zinn & Kabat-Zinn,  1997 ). Mindfulness 
during the  transition to parenthood   may prove benefi cial in the management of pain 
during pregnancy and childbirth, in reducing risk of postnatal depression and anxi-
ety, in increasing parental well-being and in improving parental responsiveness to 
the baby (Hughes et al.,  2009 ; Whittingham,  2013 ). 

 Multiple mindfulness interventions for the transition to parenting have been 
developed and the research to date is promising. The  Mindfulness-Based Childbirth 
and Parenting Programme (MBCP)   adapts  mindfulness-based stress reduction 
(MBSR)   practices to pregnancy, birth and early parenting including breastfeeding 
(Bardacke,  2012 ). Alongside familiar  MBSR   practices such as body scan medita-
tion, participants practice mindfulness of their baby and explore the use of mindful-
ness during childbirth and breastfeeding. For example, participants practice 
sounding, that is, concentrative focus upon making specifi c vocalisations such as 
“ah” or “aum” as a mindfulness practice for childbirth. It is suggested that 
 participants practice mindfulness during breastfeeding as the calm, peaceful mental 
state may support oxytocin release and the milk ejection refl ex (Bardacke,  2012 ). 
 MBCP   is delivered in nine 3-h group sessions. MBCP was found to be associated 
with signifi cant gains in positive affect and mindfulness, as well as signifi cant 
reductions in negative affect and depressive and anxious symptoms in a pilot study 
with pregnant women participating in the third trimester of pregnancy ( n  = 27) 
(Bardacke,  2012 ). 

 The Mindful  Motherhood intervention   was developed drawing from MBSR, 
mindfulness-based cognitive therapy (MBCT) and ACT (Vieten & Astin,  2008 ). 
Within the Mindful Motherhood programme, the cultivation of bodily awareness 
includes awareness of the developing foetus. Familiar mindfulness practices such as 
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mindful movements with yoga, mindfulness of thoughts and emotions and the 
cultivation of acceptance are also practised. In a small pilot randomised controlled 
trial ( n  = 31), the Mindful Motherhood programme delivered antenatally (between 
12 and 30 weeks at the beginning of the intervention) was associated with reduc-
tions in anxiety and negative affect during pregnancy for the mindfulness group 
compared to a waitlist control. Differences were not signifi cant at 3-month follow-up; 
however, the small sample size may explain this null result. 

 A 6-week antenatal mindfulness-based intervention including mindfulness of the 
 body, emotions and cognitions   was tested in a pilot randomised controlled trial 
( n  = 47) (Guardino, Schetter, Bower, Lue, & Smalley,  2014 ). Participants were ran-
domly assigned to the mindfulness condition or to a reading control condition and 
were between 10 and 25 weeks of gestation at commencement. The mindfulness 
group showed reductions in pregnancy-specifi c and pregnancy-related anxiety dur-
ing the intervention as compared to the control group, but this was not sustained at 
follow-up 6 weeks post-intervention. Further, both groups showed increased mind-
fulness and reductions in anxious symptoms and stress. The fi nding that the control 
group also demonstrated increases in mindfulness is intriguing. The effects of preg-
nancy, childbirth and breastfeeding themselves on mindfulness have not, to my 
knowledge, been investigated. It is plausible that this uniquely embodied time of 
life, with dramatic physical changes, frequent foetal movements and great physical 
challenges, may, in and of itself, precipitate increased mindfulness in some women. 

 An 8-week antenatal MBCT intervention was piloted with women between 12 
and 28 weeks of gestation at commencement ( n  = 10) (Dunn, Hanieh, Roberts, & 
Powrie,  2012 ). Participants showed reductions in depressive and anxious symptoms 
as well as stress. In addition, participants showed gains in mindfulness and self- 
compassion. Results were sustained at follow-up 6 weeks postpartum. 

    Mindfulness to Prevent Postnatal Depression and Anxiety 

 Mindfulness has also been tested with women at risk of  postnatal depression and 
anxiety  , with the evidence so far suggesting that mindfulness could play an impor-
tant role in the prevention of postnatal depression and anxiety disorders. 

 A mindfulness yoga class, conducted in groups for 90 min a week for 10 weeks, 
was tested in a pilot study with women ( n  = 22) recruited through a perinatal psy-
chiatry clinic all with a score on the Edinburgh Postnatal Depression Scale of nine 
or over (Muzik, Hamilton, Rosenblum, Waxler, & Hadi,  2012 ). Participants showed 
signifi cant reductions in depressive symptoms, as well as signifi cant gains in mind-
fulness and maternal-foetal attachment. Antenatal MBCT has been piloted in 
women with a history of depression ( n  = 49) (Dimidjian et al.,  2014 ). The partici-
pants demonstrated signifi cant reductions in depressive symptoms throughout the 
intervention, with these reductions sustained during pregnancy and postpartum. 
Across pregnancy and through to 6 months postpartum, relapse/recurrence rates for 
this high-risk group were 18 %, as compared to rates of 30 % with standard care 
found in naturalistic studies. 
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 Mindfulness may also be useful in preventing  perinatal and postnatal anxiety  , as 
well as depression. The  Coping with Anxiety through Living Mindfully (CALM) 
Pregnancy programme   is an adaptation of MBCT for perinatal anxiety (Goodman 
et al.,  2014 ). CALM Pregnancy includes familiar MCBT practices such as mindful-
ness with thoughts and mindfulness of baby practices. The CALM Pregnancy inter-
vention was piloted in women with generalised anxiety disorder (GAD) or 
subclinical features of GAD ( n  = 24). Participants reported signifi cant reductions in 
anxiety and depressive symptoms and signifi cant gains in mindfulness and self- 
compassion. Of the 24 participants, 17 met full criteria for GAD at baseline and 
only one continued to meet criteria at post-intervention.  

    Mindfulness Postpartum 

 Mindfulness can be built,  not   just into antenatal care, but into postnatal care. ACT 
has been adapted for use during the antenatal and the postnatal period. This approach 
includes familiar mindfulness practices such as mindfulness of breathing, along 
with mindfulness of baby and acceptance of baby practices (Whittingham,  2013 ). 
In addition, it includes the identifi cation of parenting values, exercises to develop 
compassion for baby and for self, behavioural activation and strategies to increase 
social support. This full approach has not yet been tested empirically. An ACT 
approach to postnatal care has been integrated with an interdisciplinary lens includ-
ing complexity science, evolutionary anthropology, neuroscience, clinical lactation 
science and developmental theory in the  Possums Sleep Intervention   (Whittingham 
& Douglas,  2014 ). The Possums Sleep Intervention is a new paradigm in parent-
infant sleep that integrates lifestyle advice drawn from understanding the biological 
regulation of sleep with cued care, safe sleep advice, and parental mindfulness, 
cognitive defusion and acceptance practices.  The   Possums Sleep Intervention is 
currently being evaluated. It is a good example of the role mindfulness can play, 
within a larger interdisciplinary framework, in generating novel solutions to every-
day problems.   

    Mindfulness Interventions with Parents 

 Mindfulness-based interventions can bolster parental adjustment, decreasing paren-
tal stress and anxious and depressive symptoms and increasing parental well-being. 
Further, increased parental mindfulness may also improve child functioning. 

 An adapted  MBSR intervention  , including 8 weekly 2 h sessions and a 4 h silent 
retreat, was piloted with parents and caregivers of children with developmental dis-
abilities ( n  = 76) (Bazzano et al.,  2013 ). Participants reported signifi cant reductions 
in stress and parenting stress, as well as signifi cant increases in mindfulness, 
self- compassion and well-being. Reductions in stress continued at follow-up 
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2 months after programme completion. In a within-subject repeated-measures 
design study with a within-group waitlist, a mindfulness intervention for both par-
ents and children was tested with families of children with ADHD ( n  = 22) (Van der 
Oord, Bogels, & Pejnenberg,  2012 ). The intervention was grounded in both MBSR 
and MBCT practices. Parents reported signifi cant reductions in parenting stress and 
gains in child adjustment were reported both by parents and by teachers. 

 Mindfulness has been shown to decrease parental stress, child aggression and 
child non-compliance and to increase child social behaviour in families of children 
with autism spectrum disorders and developmental disabilities in multiple-baseline 
across-subjects designs (Singh et al.,  2006 ,  2007 ). Strengths of these studies include 
a lengthy post-intervention practice period with a 1-year follow-up. The interven-
tion combined familiar mindfulness practices, such as mindfulness of breathing, 
with mindfulness of child, non-judgemental acceptance and loving-kindness prac-
tices. In another study with a multiple-baseline design, the effects of an 8-week 
mindfulness programme focussing on occupational mindfulness as a caregiver for 
individuals with physical and intellectual disabilities was found to generalise to par-
ent–child interactions for three mothers (Singh et al.,  2011 ). Child non-compliance 
was found to decrease during the mindfulness intervention and to decrease further 
during the practice period, even though the intervention focussed on occupational, 
not parental, mindfulness. 

 In a randomised controlled trial of MBSR for parents of children (2.5–5 years of 
age) with developmental delays ( n  = 46),    MBSR showed benefi cial effects (Neece, 
 2014 ). Parents who received MBSR reported signifi cantly less stress and depressive 
symptoms, as well as greater life satisfaction, than the control group at post- 
intervention. In addition, they reported fewer behavioural problems in their chil-
dren, particularly decreases in attentional diffi culties and hyperactivity. Given the 
decreases in child attentional diffi culties and hyperactivity in particular, this study 
suggests that increased parental mindfulness may, through relational mindfulness in 
parent–child interactions, increase the regulatory capacity of children. 

 In a  randomised controlled trial   of a 5-week mindfulness intervention for parents 
( n  = 32) and teachers ( n  = 38) of children with special needs, participants receiving 
the mindfulness intervention showed signifi cant reductions in stress and anxiety as 
well as gains in mindfulness, self-compassion and empathic concern (Benn, Akiva, 
Arel, & Roeser,  2012 ). Results were sustained at follow-up 2 months later and the 
outcomes at follow-up were mediated by changes in mindfulness. A small pilot 
randomised controlled trial compared an 8-week mindfulness programme to an 
8-week parenting skills programme for families of children with autism ( n  = 15) 
(Ferraioli & Harris,  2013 ). Families were randomised to the intervention groups 
after being matched on parenting stress. Only the participants receiving mindfulness 
reported signifi cant improvements in parental stress and global health outcomes. 

 The Mindful Parenting Programme combines familiar mindfulness practices 
such as mindfulness of breathing, with strategies to increase the frequency of 
connection- promoting  parent–child interactions  , for example, listening to your child. 
The Mindful Parenting Programme was piloted in group sessions over 12 weeks 
( n  = 12) (Altmaier & Maloney,  2007 ). Parents reported signifi cant gains in mindfulness 
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during the intervention; however, parenting stress and parent-child connectedness 
(as measured by a home observation) remained unchanged. 

 The Mindful Parenting intervention includes mindfulness practices drawn from 
MBSR and MBCT such as body scan meditation. In addition, Mindful Parenting 
includes compassion and loving-kindness exercises and practices intended to bring 
greater mindful awareness to parenting interactions. The Mindful Parenting inter-
vention was piloted with families recruited from referrals to a child and youth sec-
ondary mental health centre ( n  = 86) (Bogels, Hellemans, van Duersen, Romer, & 
van der Meulen,  2014 ; Bogels & Restifo,  2014 ). The children experienced a variety 
of neurodevelopmental and/or psychological disorders including ADHD (47 %), 
autism spectrum disorder (21 %) and an anxiety disorder (7 %). All families received 
the Mindful Parenting intervention in 8 weekly 3 h group sessions. Following par-
ticipation in the Mindful Parenting course, parents reported reductions in parental 
psychological symptoms and parenting stress, as well as reductions in their  child’s 
  internalising and externalising behaviour problems. In addition, parents reported 
gains in their ability to co-parent. 

 In a second study of the Mindful Parenting intervention, families were again 
recruited from referrals at  child mental health centres   ( n  = 74) (Bogels & Restifo, 
 2014 ). The children experienced a variety of neurodevelopmental and/or psycho-
logical disorders including ADHD (19 %), autism spectrum disorder (23 %) and an 
anxiety disorder (3 %). Parents reported gains in mindful parenting, parental dispo-
sitional mindfulness and parental experiential acceptance. In addition, parents 
reported reductions in parenting stress at follow-up 8 weeks after completion of the 
programme. In a third study of the Mindful Parenting intervention, improvements in 
mindful parenting, dispositional mindfulness and experiential acceptance, as well 
as reductions in parental stress, parental psychological symptoms and child inter-
nalising and externalising behaviour, were again noted ( n  = 14) (Bogels & Restifo, 
 2014 ). In addition, parents reported reductions in parental over-reactivity. 

  ACT   has also been adapted for parents. A 14 h ACT workshop was tested with 
parents of children with autism spectrum disorders in a within-subject repeated- 
measures design ( n  = 20) (Blackledge & Hayes,  2006 ). Parents reported signifi cant 
reductions in stress and depressive symptoms at post-intervention and at 3-month 
follow-up. In addition, gains were reported in experiential acceptance.  

    Parenting Interventions Incorporating Mindfulness 

 Mindfulness has also been integrated into existing, well-established parenting inter-
ventions and has been shown to make an additional contribution. In a  multiple- 
baseline design study  , three mothers of adolescents with autism spectrum disorder 
received an 8-week mindfulness programme as well as behaviour support on the 
application of behavioural parenting strategies in the context of mindful parenting 
(Singh et al.,  2014 ). All three mothers reported challenging behaviours in their children 
at intake. The mindfulness intervention tested was a second-generation mindfulness 
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approach, an overtly spiritual intervention, aiming at both personal and transper-
sonal transformation and not merely improved health and decreased stress. The 
intervention content drew upon Mahayana Buddhism. In addition to mindfulness 
practices, the programme included practices for each of the four immeasurables: 
loving-kindness, compassion, equanimity and sympathetic joy. Participants reported 
reductions in parental stress as well as reductions in their child’s challenging behav-
iour and increases in child compliance. 

 The mindfulness-enhanced  Strengthening Families Programme   was compared to 
the Strengthening Families Programme and to a waitlist control group in a pilot 
randomised controlled trial with three arms, recruiting families of children aged 
10–14 ( n  = 65) (Coatsworth, Duncan, Greenberg, & Nix,  2010 ). The mindfulness- 
enhanced programme included familiar mindfulness practices such as mindfulness 
of breathing, as well as loving-kindness practices, and refl ections intended to 
increase mindful parenting. The programme is grounded within Duncan’s (2009) 
conceptual model of mindful parenting. Overall, the mindfulness-enhanced 
Strengthening Families Programme showed similar effects to the original pro-
gramme for parenting style, with families in both groups showing benefi ts relative 
to waitlist control for parent-reported rules communication. For parent-reported dis-
cipline consistency, however, the original programme showed greater benefi t. This 
may refl ect the adoption of a more fl exible parenting style in the parents practising 
mindfulness. The mindfulness-enhanced version showed stronger effects for mind-
ful parenting, as measured by parent-report, and parent-child relationship quality 
measured by parent and youth report as compared to both the waitlist control group 
and the original programme. Further, the changes found in parent-child relationship 
quality were mediated by changes in mindful parenting. 

 The mindfulness-enhanced  Strengthening Families Programme   has been further 
refi ned and tested in comparison to the Strengthening Families Programme and a 
minimal-treatment control condition in a randomised controlled trial with three 
arms recruiting families of children aged 10–14 ( n  = 432) (Coatsworth et al.,  2014 ). 
A signifi cant strength of this study is the inclusion of mother, father and youth 
reports. Both the Strengthening Families Programme and the mindfulness-enhanced 
Strengthening Families Programme were clearly effective interventions, with sig-
nifi cant differences in interpersonal mindfulness, parent-child relationship quality, 
parenting style and parental well-being as compared to the waitlist control condition 
apparent at either post-intervention to 1-year follow-up or both. However, the 
 pattern of the results was complex. Some effects were apparent at post-intervention 
but not at follow-up, some were sustained and some apparent only at follow-up. In 
addition, there were differences in the patterns of outcomes between mothers and 
fathers and differences between parent and youth report. Given this level of com-
plexity, it is diffi cult to distil overall conclusions about the additive effects of mind-
fulness to the Strengthening Families Programme. Overall, fathers made greater 
gains than mothers in the mindfulness-enhanced version. For mothers, gains in 
interpersonal mindfulness, as compared to the waitlist control, were not made until 
1-year follow- up, and the mindfulness-enhanced Strengthening Families group 
was never signifi cantly different to the group receiving the original programme. 
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In contrast, for fathers, gains in interpersonal mindfulness were made by the mind-
fulness-enhanced Strengthening Families group as compared to the waitlist control 
group and the Strengthening Families group, at post-intervention and 1-year follow-
up, and these gains were evident by both parent and youth reports. Further, fathers 
reported clear benefi ts in terms of their own well-being at 1-year follow-up. The 
differences in outcomes for mothers and fathers are not explained by baseline dif-
ferences. It is possible that the programme presents mindfulness in a manner better 
suited to the typical experiences of fathers rather than mothers. Further investigation 
is required. However, the ability for the mindfulness-enhanced Strengthening 
Families Programme to enhance the interpersonal mindfulness of fathers is itself 
not trivial as the improvement of father-child relationships is an important end goal 
in itself. 

 The Parents under Pressure ( PUP     ) programme is grounded in the ecological 
model of child development, targets multiple domains of family functioning and 
includes mindfulness training (Dawe & Harnett,  2007 ; Dawe, Harnett, Rendalls, & 
Staiger,  2003 ). Mindfulness practices, once learnt, are applied directly to child- 
directed play and to discipline situations (reducing impulsive, emotive discipline 
practices). In addition, PUP includes information on behavioural parenting strate-
gies, extending social support, building a stronger spousal relationship and improv-
ing health behaviours like diet and exercise. PUP was piloted with parents 
participating in a methadone programme ( n  = 12) (Dawe et al.,  2003 ). Parents 
reported reductions in parenting stress, child abuse potential and child externalising 
behaviour. Later, PUP was trialled in a three arm randomised controlled trial with 
parents on methadone maintenance and with a child between the ages of two and 
eight ( n  = 64) (Dawe & Harnett,  2007 ). Parents were randomly assigned to either 
PUP, standard care or a brief parenting skills intervention. PUP was delivered over 
10–12 weeks in the family’s own home. Both parents receiving PUP and parents 
receiving the brief parenting intervention reported signifi cant reductions in child 
abuse potential compared to standard care. The parents receiving PUP also reported 
reductions in child internalising and externalising behaviour, parenting stress, 
parental methadone dose and parental rigidity. 

 ACT has been tested in conjunction with the behavioural parenting intervention 
Stepping Stones Triple P (Positive Parenting Programme) for families of children 
with acquired brain injury (Brown, Whittingham, McKinlay, Boyd, & Sofronoff, 
 2013 ; Brown, Whittingham, Boyd, McKinlay, & Sofronoff,  2014 ) and cerebral 
palsy (Whittingham, Sanders, McKinlay, & Boyd,  2013 ,  2014 ). Stepping Stones 
Triple P is a variant of Triple P tailored specifi cally for families of children with 
developmental disabilities. Within both studies ACT for parents was a brief (4 h) 
group intervention that combined familiar mindfulness practices, such as mindful-
ness of breathing, with cognitive defusion techniques, experiential acceptance exer-
cises and refl ections on parenting values. 

 The combination of  Stepping Stones Triple P and ACT   was tested in a ran-
domised controlled trial with families of children (2–12 years of age) with acquired 
brain injury ( n  = 59) (Brown et al.,  2014 ). Parents receiving Stepping Stones Triple 
P combined with ACT reported reductions in child externalising and internalising 
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behaviour, as well as reductions in dysfunctional parenting style of laxness and 
over-reactivity. 

 The combination of  Stepping   Stones Triple P and ACT was also tested in a three 
arm randomised controlled trial with families of children (2–12 years of age) with 
cerebral palsy ( n  = 67) (Whittingham et al.,  2014 ). Families were randomly assigned 
to one of three groups: waitlist control, Stepping Stones Triple P alone or Stepping 
Stones Triple P combined with ACT. Parents receiving Stepping Stones Triple P 
alone reported decreases in internalising behaviour and in the number of externalis-
ing behaviour problems as compared to the waitlist control group. Parents receiving 
Stepping Stones Triple P combined with ACT reported decreases in the number and 
intensity of externalising behaviour problems, decreases in child hyperactivity and 
reductions in dysfunctional parenting styles of over-reactivity and verbosity as com-
pared to the waitlist control group. Parents who received the combined Stepping 
Stones Triple P and ACT intervention reported reductions in child hyperactivity and 
the dysfunctional parenting styles of laxness and verbosity at 6-month follow-up, 
compared to parents who received Stepping Stones Triple P alone. 

 The fact that parents who received Stepping Stones Triple P reported a reduction 
in child internalising behaviour but the parents receiving ACT in addition to 
Stepping Stones Triple P did not is surprising, as it is diffi cult to explain how the 
addition of ACT could undermine the intervention effect of Stepping Stones Triple 
P. It may be the case that ACT increased parental capacity to recognise child affect 
and hence to recognise and report child internalising symptoms. Overall, this study 
suggests that ACT has an additive contribution to make, above and beyond estab-
lished behavioural parenting interventions.  

    Mindful Parenting as Relational Mindfulness 

 Relational  or   interpersonal mindfulness involves not solitary mindfulness practices, 
but practising mindfulness ‘during’ interpersonal interactions (Falb & Pargament, 
 2012 ; Surrey & Jordan,  2012 ; Wilson & Dufrene,  2008 ). That is, interpersonal con-
nection itself is the object of mindfulness practice. The practitioner of relational 
mindfulness brings mindful awareness to the moment to moment changes within 
themselves, the moment to moment changes within the behaviour of the other per-
son and the moment to moment changes in the fl ow of the relationship between the 
two. In particular, the practitioner is aware of moments of connection and discon-
nection and of the emotional aspects of the ongoing interaction. In terms of com-
munication, interpersonal mindfulness involves listening fully to the other without 
judgement and speaking honestly and genuinely. There is a compassionate, kind and 
open aspect to the interaction. Further, the practitioner trusts in emergence within 
the interaction, that is, the practitioner trusts in the process of co-creation rather than 
controlling the interaction (Surrey & Jordan,  2012 ). Interpersonal mindfulness 
forms an integral part of existing models of mindful parenting (Bogels et al.,  2010 ; 
Duncan et al.,  2009 ) and relational mindfulness practices have been incorporated 
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into mindfulness interventions for parents (Altmaier & Maloney,  2007 ; Bogels 
et al.,  2014 ; Bogels & Restifo,  2014 ; Coatsworth et al.,  2010 ; Dawe & Harnett, 
 2007 ; Dawe et al.,  2003 ; Singh et al.,  2006 ,  2007 ). Relational mindfulness practices 
may not be as familiar to the reader. To aid familiarity, and to see how relational 
mindfulness may be applied to parenting, the following is a script of a relational 
mindfulness practice for parent–child interaction. The script is written to be inclusive 
to parents of children of all  ages   and fl exible to individual family circumstances.  

     Mindfulness of a Parent–Child Interaction  

•     Your mindfulness practice begins when your child  ne  xt desires interaction. Your 
child will call you to practise and your child’s call may sound like a cry or a ques-
tion or it may feel like a small hand grasping at your leg. Wait for the call and, 
when it comes, respond to it as you might to chimes or bells or the gentle urgings 
of a kind, wise teacher calling you to wakefulness.  

•   Allow your child’s call to wake you up completely.  
•   Allow distracting thoughts to simply drift away. Let go of whatever you were 

thinking or doing and bring your attention to focus on your child.  
•   Bring your full awareness into your physical body, as it is in the here and now as 

you respond to your child.  
•   Ground yourself in your breathing, steady and deep, as you respond to your child.  
•   Be aware of the preciousness of the moments you are about to spend with your 

child. Relish them in full awareness and wakefulness.  
•   As your interaction begins, follow your child’s lead. If your child wishes to play 

then let your child lead the play. If your child wishes to talk, then let your child 
lead the conversation. If your child is asking for comfort, either in words or cries, 
then comfort them.  

•   Notice your own physical sensations, in the here and now, as you interact.  
•   If thoughts arise, notice them and bring your attention back to your child.  
•   If emotions arise, make room for them, and expand your awareness to include 

your child’s emotions too.  
•   Savour the interaction.  
•   Notice your child as if you were meeting him or her, again, for the very fi rst time. 

Children change so fast. Notice your child exactly as he or she is right now, at 
this stage of his or her life.  

•   When your child talks or babbles or cries, listen to your child without judgement. 
Let go of your own beliefs and your own agenda and just understand who your 
child is in this moment.  

•   Allow yourself to grow open and spacious for your child.  
•   Find within yourself kindness for your child.  
•   Be the open, accepting space that your child needs.  
•   Be the open, accepting space that you need.  
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•   Interact with your child, person to person, in this very moment, without judging 
your child and without judging yourself.  

•   Let connection emerge from open awareness. Don’t force it. Let it come: in the 
spontaneous creativity of child-led play, in the joyous laughter of shared fun, in 
the empathic connection of suffering heard and understood or in the sweetness of 
spontaneous affection. Let connection come.  

•   Your mindfulness session ends when your child signals, through words or non-
verbally, that he or she is ready to end the interaction. Wait for the signal, and 
when it comes, treat it as you might chimes or bells or the compassionate words 
of a wise teacher, gently ending your mindfulness session and urging you to 
remain awake in your day to day life.        

    Transformative Parenting 

    Mindfulness and Personal Transformation 

 Second- generation   mindfulness approaches aim not merely at improved physical 
and psychological health and decreased stress, but also at both personal and transper-
sonal transformation (Singh et al.,  2014 ; Shonin & Gordon,  2014 ). As such, these 
approaches can be described as explicitly spiritual with a goal of liberation. Second- 
generation mindfulness approaches include mindfulness, and they also draw more 
broadly upon other aspects of Buddhist philosophy and practices including wisdom 
and ethics. For example, the second-generation mindfulness approach used by 
Singh et al. ( 2014 ) is grounded in Mahayana Buddhism more broadly. In addition to 
mindfulness, the intervention contains practices for developing the four immeasur-
ables: loving-kindness, compassion, equanimity and sympathetic joy. 

 The Buddhist path contains three pillars: meditation (including mindfulness), 
wisdom and ethics (Shonin et al.,  2014 ). Of the complete Buddhist path, mindful-
ness has enjoyed considerable uptake and attention within the scientifi c literature 
and within clinical practice. Practices aimed at the cultivation of compassion have 
also received signifi cant attention and are incorporated into many of the existing 
mindfulness interventions for parents. However, Buddhist concepts and practices 
from the wisdom pillar, such as the realisation that there is no inherently existing 
self, that all phenomena are impermanent or that all phenomena are interconnected, 
have received little attention. Such concepts may prove useful to parents in a num-
ber of ways. The realisation that there is no inherently existing self may assist par-
ents in navigating the identity crisis that the transition to parenthood may bring 
(Napthali,  2003 ). The interconnected state of pregnancy and life as a primary care-
giver may be better understood and lived when seen as an example of the intercon-
nectedness of all phenomena. The concept of impermanence puts into perspective 
current parenting challenges and calls parents to enjoy their child’s current develop-
mental stage. Ethical practices beyond compassion, such as the practice of generosity 
or speaking truthfully, have also been given little attention and yet are highly relevant 

K. Whittingham



383

to parenting. For example, parents could practice these ethical principles by giving 
parental attention generously and by communicating truthfully and genuinely with 
their children. 

 Arguably,    ACT is already a second-generation mindfulness intervention. 
Although ACT does not explicitly draw from Buddhist philosophy and practices, in 
common with second-generation approaches, ACT situates mindfulness within the 
context of a wider intervention (Hayes,  2002 ). Within ACT mindfulness is practised 
alongside exercises to increase acceptance or willingness, strategies to increase cog-
nitive defusion, practices aimed at undermining a conceptualised self in favour of a 
transcendent self (self-as-context) and purposeful, values-based action. Also simi-
larly to the Buddhist path, ACT is grounded in a universally applicable understand-
ing of suffering. With an overarching goal of promoting psychological fl exibility, 
the ability to act fl exibly in accordance with your own chosen values, rather than on 
reducing stress or depressive or anxious symptoms, ACT is also primarily con-
cerned with personal transformation. 

 Situating mindfulness within a broader intervention, grounded within a univer-
sally applicable understanding of suffering and aiming at personal transformation, 
is key to truly addressing the full human condition. We need to develop a mindful 
parenting culture, not just to reduce the distress of parents or even to optimise par-
enting behaviour, but  to   empower parents, to enable parents to be more fulfi lled, 
authentic and complete human beings, to enable them to fi nd meaning within par-
enting and to empower them in the raising of fulfi lled and empowered children.  

    Parenting as Fertile Soil 

 The Buddha himself ordained women and recognised both male and female lay 
practitioners within the early Buddhist community as attaining advanced states of 
spiritual awareness, virtue and wisdom (Harvey,  1990 ; Thera & Hecker,  2003 ; 
Hecker,  2003 ). This clear early recognition of the capacity for women  and   lay prac-
titioners to achieve enlightenment has been inconsistently preserved. Although 
there are accounts of lay practitioners and women achieving enlightenment, in many 
Buddhist communities, the ‘complete’ Buddhist path, including mindfulness prac-
tices, has historically been the domain of the ordained Sangha: the celibate and 
childless monastic (Harvey,  1990 ). In some Buddhist countries, the ‘complete’ 
Buddhist path has been the domain of an exclusively male class of celibate and 
childless monastics (in some countries the tradition of ordaining women has been 
lost and in others ordained women have a lower status and less access to complete 
practice opportunities). In cultures where taking robes is a common life stage within 
a life inclusive of parenthood (e.g. a rite of passage in early adulthood or retire-
ment), it is nevertheless understood as a separate life stage. The contemporary 
uptake of Buddhism in the West, along with the renewed interest in mindfulness 
practices amongst lay Buddhist practitioners in traditional Buddhist countries and 
the growing interest in mindfulness and related practices from outside the Buddhist 
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community itself, offers a unique opportunity. It is possible to explore fully the 
opportunities for mindfulness, wisdom and ethical development that exist within the 
life of a committed parent. Arguably, parenting is rich in opportunities for personal 
development (Kabat-Zinn & Kabat-Zinn,  1997 ).    Becoming a parent may be associ-
ated with personal growth, fl ourishing and transpersonal experiences (Athan,  2011 ; 
Galliano Desai,  2012 ). Instead of simply bringing mindfulness to parents, we should 
also ask: what unique possibilities for transformation exist within the path of parent-
hood itself? 

 Parenting offers rich opportunities for relational or interpersonal mindfulness 
practices, that is, mindfulness practised during an interpersonal interaction focus-
sing on mindfulness of self, others and the ongoing interaction (Bogels et al.,  2010 ; 
Duncan et al.,  2009 ). Interpersonal mindfulness practice, by its very nature, includes 
wisdom and ethics. Done fully, it is a whole-of-path practice, requiring fl exible 
attending to your own unfolding experience and the perspective of another, with 
wisdom guiding ongoing interaction within a compassionate, generous and open 
space. The transformative potential of rich interpersonal mindfulness practices, 
developed to specifi cally suit life as a parent, needs to be more fully explored. 
Relational mindfulness practices have been incorporated into mindfulness interven-
tions for parents (Altmaier & Maloney,  2007 ; Bogels et al.,  2014 ; Bogels & Restifo, 
 2014 ; Coatsworth et al.,  2010 ; Dawe & Harnett,  2007 ; Dawe et al.,  2003 ; Singh 
et al.,  2006 ,  2007 ), and interpersonal mindfulness is key to existing models of 
mindful parenting (Bogels et al.,  2010 ; Duncan et al.,  2009 ); however, solitary 
mindfulness practices, such as mindfulness of breathing performed in the absence 
of the child, still form the bulk of mindful parenting interventions. A creative diver-
sity of interpersonal mindfulness practices need to be developed. We need language 
and practices specifi cally suited to the transformative possibilities found within life 
as a parent. 

 Embodiment refers to  our   psychological grounding within bodily states 
(Michalak, Burg, & Heidenreich,  2012 ). Many mindfulness practices, such as mind-
fulness of breathing, body scan meditation and mindfulness of walking, bring mind-
ful awareness to the body and bodily sensations. With increased awareness of the 
physical body comes increased awareness of emotional and mental states (Bogels 
et al.,  2014 ; Michalak et al.,  2012 ). 

 The antenatal and postnatal period is a uniquely embodied time of life for 
women, and there is a paucity of exploration of the practice opportunities that exist 
within this time of life for women within traditional Buddhist teachings. The dra-
matic physical changes of pregnancy, the physical challenge of childbirth and the 
interconnectedness of early parenting, including feeding, bring the physical body 
and bodily sensations into sharp focus. Further, at this time of life, women are 
‘interconnectedly embodied’; their very physical space is also occupied by another. 
The antenatal and postnatal period may be associated with transpersonal experi-
ences, personal growth and fl ourishing (Athan,  2011 ; Galliano Desai,  2012 ; Kabat- 
Zinn & Kabat-Zinn,  1997 ). To give one specifi c example, the embodied experience 
of feeling the moment to moment movements of another being, within your own 
physical body, is an experience as profound and potentially transformative as viewing 
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the Earth from space, and its potential transformative power should not be underes-
timated merely because it is more common. 

 The fi nding that participants in a reading control condition also showed increases 
in mindfulness in a randomised controlled trial ( n  = 47) of a 6-week antenatal 
mindfulness- based intervention suggests that increases in mindfulness may be a 
natural aspect of the antenatal period for some women (Guardino et al.,  2014 ). The 
potential for mindfulness,    wisdom and compassion, within the embodied experi-
ences of the antenatal and postnatal period, needs exploration. The development of 
mindfulness exercises specifi cally for the antenatal period, including mindfulness 
of the developing foetus (Bardacke,  2012 ; Goodman et al.,  2014 ; Whittingham, 
 2013 ) and mindfulness for childbirth through sounding, mindful awareness of your 
own vocalisations (Bardacke,  2012 ), is an encouraging beginning.   

    Looking Forward: Future Research 

 Overall, the existing literature is promising. This area of research is coming of age, 
and the next several decades will be crucial to its development. We need more care-
fully constructed empirical studies, including multiple-baseline design research, 
and, crucially, randomised controlled trials. We also need to recontextualise mind-
fulness, to embed mindfulness within a larger intervention, such as a second- 
generation mindfulness intervention or ACT. These interventions should be, as 
relevant, specifi cally tailored to the embodied experiences of the antenatal and post-
natal period, as well as to the unique opportunities for interpersonal mindfulness 
practice that exist within life as a parent. Much of this development and clinical 
research is already happening within the literature, which is deeply encouraging. 

 In addition to well-constructed clinical research, we also need basic research to 
inform further clinical developments. A better understanding of the potential for 
mindfulness that naturally exists within the antenatal period and within life as a par-
ent needs to be developed. Is there a natural trajectory towards increased mindful-
ness during pregnancy? Can a solely interpersonal mindfulness practice, in the 
absence of more familiar mindfulness exercises, lead to personal transformation? 
We also need to explore the impact of parental mindfulness on the children that they 
are raising, as well as the parenting practices that foster the development of mind-
fulness, acceptance and compassion in children. Does parenting with mindfulness 
and compassion, in and of itself, increase the mindfulness and compassion of chil-
dren? Are particular parenting practices associated with increased acceptance, com-
passion and mindfulness in children? Can mindful parenting improve the parent-child 
relationship? 

 Mindful parenting needs to be linked, at a theoretical level, to basic science and 
to wider theoretical frames and concepts such as parental responsiveness and attach-
ment theory as well as psychological fl exibility and relational frame theory. 
Mindfulness, in conjunction with an interdisciplinary perspective, can form an 
important part of innovative solutions to the everyday problems that parents face.  
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    Conclusion 

 The research on the application of mindfulness to parenting is beginning to come of 
age, and the existing literature is encouraging. Mindfulness-based interventions 
may soon form a key aspect of services to parents, from pregnancy and beyond. 
Parenting, as a near-universal experience with inbuilt transformative potential and a 
vast ability to infl uence the next generation, is an ideal target for efforts to build a 
wiser, accepting, mindful and compassionate society.     
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    Chapter 19   
 Mindfulness and Couple Relationships       

       Christopher     A.     Pepping      and     W.     Kim     Halford   

            Introduction 

 Alex and Jo have been in a committed romantic relationship for 5 years. Despite 
both expressing a strong desire to spend their lives together, they often feel unhappy 
in their relationship, which frequently escalates into confl ict between them. Both 
Alex and Jo have busy careers and very active social lives and report it can be dif-
fi cult to ensure they have time together as a couple. When Alex and Jo do spend 
time together, they both fi nd that they are often preoccupied with thoughts about 
work. Alex also complains that Jo is often texting and calling friends when he tries 
to talk with her and that “we never can just be there and talk”. For example, he 
reported she spent nearly 45 min on the telephone to a friend when they were out to 
dinner as a couple recently. Jo complains that Alex is preoccupied with his work 
and is often distracted by a call or message when they speak. She mentioned how 
they were talking about coming to therapy when Alex dashed off to respond to an 
incoming message alert on his mobile telephone. These patterns make it very dif-
fi cult to fully engage in  positive shared activities   together. They both report want-
ing to make their relationship work but are feeling increasingly unsure of how to 
improve things. 

 The above case illustrates an increasingly common complaint of couples that 
distraction, particularly around social media, work responsibilities, and online 
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activity, prevents full engagement in the couple relationship. In the present chapter, 
we review the potential contribution that mindfulness can have on understanding 
and enhancing couple relationships.  

    Couple Relationships 

 Being in a satisfying romantic relationship is one of the strongest predictors of life 
satisfaction and well-being (Diener, Eunkook, Lucas, & Smith,  1999 ; Schmaling & 
Sher,  2000 ; Wade & Pevalin,  2004 ) and is associated with greater physical health 
(Dupre & Meadows,  2007 ; Waite & Gallagher,  2002 ) and increased life expectancy 
(Waite & Gallagher,  2002 ). Individuals in distressed relationships, however, experi-
ence lower well-being (Diener et al.,  1999 ) and are at greater risk for the develop-
ment of  mood and anxiety disorders   and  substance misuse   (Overbeek et al.,  2006 ; 
Whisman, Uebelacker, & Bruce,  2006 ). Importantly, much evidence indicates that 
relationship quality infl uences mental health; relationship quality is not simply an 
outcome of mental health. Firstly, relationship distress prospectively predicts men-
tal health problems. For example, national surveys in the USA and the Netherlands 
demonstrate that relationship dissatisfaction predicts the onset of adults’ fi rst epi-
sode of depression (Overbeek et al.,  2006 ; Whisman & Bruce,  1999 . Further, rela-
tionship distress predicts future alcohol abuse, even when controlling for prior 
history of alcohol abuse (Whisman et al.,  2006 ). 

 With regard to treatment of  psychological disorders  , when disorders are treated 
with individual evidence-based treatments, relationship distress predicts poor out-
come in depression (Denton et al.,  2010 ; Whisman,  2001 ), alcohol abuse (Fals- 
Stewart, O’Farrell, & Lam,  2009 ), and a range of anxiety disorders (Dewey & 
Hunsley,  1990 ; Durham, Allan, & Hackett,  1997 ). Further, enhancing couple rela-
tionships via clinical interventions improves the mental health of individual part-
ners. Specifi cally, couple interventions enhance both the couple relationship and 
individual adjustment when treating substance abuse (Powers, Vedel, & Emmelkamp, 
 2008 ), depression (Barbato & D’Avanzo,  2008 ), and possibly eating disorders, 
obsessive-compulsive disorder (Baucom, Whisman, & Paprocki,  2012 ), and post- 
traumatic stress disorder (PTSD) (Monson et al.,  2012 ). In addition, couple relation-
ship education (CRE) (a relatively brief educational intervention) assists couples to 
sustain high relationship satisfaction (Halford & Bodenmann,  2013 ), and this pro-
motes the individual spouse’s mental health (Wadsworth & Markman,  2012 ). 

 Here, we examine the possibility that mindfulness may be benefi cial to romantic 
relationships. To date, most of the scientifi c literature has examined whether mind-
fulness enhances individual well-being and functioning or reduces individual dis-
tress (Keng, Smoski, & Robins,  2011 ). However, more recently, there has been 
increasing focus on the potential benefi ts of mindfulness for  interpersonal outcomes  . 
We begin by reviewing the available theoretical and empirical evidence pertaining 
to the infl uence of dispositional mindfulness on relationship outcomes and then 
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discuss the use of mindfulness-based interventions to enhance couple relationships. 
We conclude with a discussion of the clinical utility of mindfulness for use with 
distressed couples and outline directions for future research.  

    Mindfulness 

 Mindfulness is commonly defi ned as the process of “ paying attention   in a particular 
way: on purpose, in the present moment, non-judgementally” (Kabat-Zinn,  1994 , 
p. 4). Almost all individuals are capable of mindfulness, but there are individual 
differences in naturally occurring levels of mindfulness (Brown & Ryan,  2003 ; 
Kabat-Zinn,  2003 ). As such, dispositional mindfulness refers to an individual’s 
capacity and “tendency to abide in mindful states over time” (Brown, Ryan, & 
Creswell,  2007a , p. 218). The enhanced awareness to the present moment that char-
acterises high dispositional mindfulness is said to facilitate cognitive and behav-
ioural fl exibility, which allows for more adaptive responses to situations as opposed 
to responding in a habitual or impulsive manner to situations (Baer,  2003 ; Bishop 
et al.,  2004 ; Brown et al.,  2007a ,  2007b ; Brown, Ryan, & Creswell,  2007a ). Much 
evidence converges as to the benefi cial effects of  dispositional mindfulness   (Keng 
et al.,  2011 ). Individuals higher in dispositional mindfulness fare better on a variety 
of psychosocial outcomes than their less mindful counterparts (Brown & Ryan, 
 2003 ; Brown et al.,  2007a ; Keng et al.,  2011 ), many of which are likely to contribute 
to satisfying romantic relationships.  

    Dispositional Mindfulness and Relationship Outcomes 

 Theoretically,  dispositional mindfulness   should facilitate a relationally focussed, 
non-judgemental, and experientially non-avoidant stance towards diffi cult emotions 
that can arise in interactions with others and in relationships (Wachs & Cordova, 
 2007 ). This non-judgemental and accepting stance towards diffi cult emotions in 
relationships may allow appropriate, constructive responses in relationships rather 
than reactive, impulsive responses. Consistent with this proposition, high disposi-
tional mindfulness is associated with increased romantic relationship satisfaction 
(Barnes, Brown, Krusemark, Campbell, & Rogee,  2007 ; Wachs & Cordova,  2007 ) 
and satisfaction with interpersonal relationships more broadly (Pepping, O’Donovan, 
Zimmer-Gembeck, & Hanish,  2014 ). Here, we review six broad reasons as to why 
dispositional mindfulness may enhance couple relationships, namely, (1) enhanced 
individual adjustment, (2) greater emotion regulation capacity, (3) increased accep-
tance of one’s own experiences and acceptance of one’s partner, (4) enhanced 
capacity for self-refl ection and relationship self-regulation, (5) increased empathy 
and support-giving skills, and (6) greater capacity to engage in shared enjoyable 
couple activities. 
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    Individual Adjustment 

 High dispositional mindfulness  is   associated with less psychopathology and 
enhanced psychological adjustment (Keng et al.,  2011 ). Much evidence indicates 
that psychopathology in one or both partners is a strong predictor of couple relation-
ship distress (Whisman & Baucom,  2012 ; Whisman, Uebelacker, & Weinstock, 
 2004 ). For example, in a sample of 774 married couples, Whisman and colleagues 
( 2004 ) found that anxiety and depression predicted one’s own relationship distress 
and that depression also predicted partner distress. Mindfulness is associated with 
lower levels of depression (Brown & Ryan,  2003 ), anxiety (Brown & Ryan,  2003 ; 
Dekeyser, Raes, Leijssen, Leysen, & Dewulf,  2008 ), eating pathology (Pepping, 
O’Donovan, Zimmer-Gembeck, & Hanisch,  2015 ), and substance misuse (Bowen 
& Enkema,  2014 ). Further, mindfulness-based clinical interventions, such as 
mindfulness- based stress reduction, have been effective for the treatment of depres-
sion (Grossman et al.,  2010 ; Shapiro, Schwartz, & Bonner,  1998 ; Vollestad, 
Sivertsen, & Nielsen,  2011 ) and anxiety disorders (Anderson, Lau, Segal, & Bishop, 
 2007 ; Shapiro et al.,  1998 ; Vollestad et al.,  2011 ). Further, dialectical behaviour 
therapy, which incorporates mindfulness skills, is effective for the treatment of bor-
derline personality disorder (Kliem, Kroger, & Kosfelder,  2010 ). In brief, there is 
clear evidence that mindfulness is protective against psychopathology. Thus, one 
plausible mechanism by which mindfulness might enhance romantic relationships 
is that it moderates the risk of psychopathology. 

 High dispositional mindfulness is also associated with a wide range of positive 
psychological outcomes likely to affect individual well-being and, in turn, romantic 
relationship functioning. Of particular relevance to couple relationship processes, 
low dispositional mindfulness is associated with insecure attachment (specifi cally, 
attachment anxiety and avoidance; Pepping, O’Donovan, & Davis,  2014 ). 
Attachment anxiety refers to the tendency to be fearful of abandonment and rejec-
tion in romantic relationships, whereas attachment avoidance refl ects discomfort 
with emotional intimacy and closeness (Mikulincer & Shaver,  2007 ). Both forms  of 
  attachment insecurity are associated with poor relationship outcomes, including 
maladaptive communication, low relationship satisfaction, and negative partner 
attributions (Mikulincer & Shaver,  2007 ). Moreover, in a sample of 104 married 
adults, Jones, Welton, Oliver, and Thoburn ( 2011 ) found that mindfulness was asso-
ciated with increased relationship satisfaction, and this association was mediated by 
low attachment avoidance. Thus, mindfulness may, over time, impact upon relation-
ships via attachment processes and, in particular, by reducing avoidant attachment. 
However, it is important to note that the established association between low mind-
fulness and attachment insecurity is cross-sectional (Pepping, Davis, & O’Donovan, 
 2015 ), and further longitudinal work is needed to eliminate competing explanations 
for the associations. For example, low avoidant attachment might enable mindful 
engagement with relationships. Alternatively, a third variable, such as low neuroti-
cism or quality of parenting received in childhood, might lead to both high mindful-
ness and low  avoidant   attachment. 
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 Attachment insecurity is a risk factor for relationship break-up (Mikulincer & 
Shaver,  2007 ) as well as low relationship satisfaction. Saavedra, Chapman, and 
Rogge ( 2010 ) found that mindfulness attenuated the negative effects of attachment 
anxiety on risk of relationship break-up. This fi nding combined with the Jones and 
colleagues’ ( 2011 ) fi ndings that attachment avoidance mediated effects of mindful-
ness on relationship satisfaction suggests a possible reciprocal infl uence between 
insecure attachment and mindfulness. That is, high mindfulness might promote low 
insecure attachment and vice versa. 

 In summary, mindfulness is associated with a wide range of positive individual 
qualities, including low risk of psychopathology and secure attachment. It seems 
likely that the association between mindfulness and greater relationship satisfaction 
is, at least in part, due to the association between mindfulness and individual 
adjustment.  

    Emotion Regulation 

 High unregulated negative affect is one of the characteristic features of couple rela-
tionship distress (Cordova, Gee, & Warren,  2005 ; Gottman,  2014 ; Gottman, Coan, 
Carrere, & Swanson,  1998 ; Greenberg & Johnson,  1988 ), which often prevents the 
successful resolution  of   relationship confl icts (Gottman,  2014 ). On the other hand, 
the ability to effectively identify and communicate emotion is associated with high 
romantic relationship satisfaction (Cordova et al.,  2005 ). High negative emotion can 
lead to negative cycles of couple interaction (Christensen & Heavey,  1993 ; Gottman, 
 2014 ; Greenberg & Johnson,  1988 ). For example, couples often engage in mutual 
blaming and escalating confl ict, which predicts deteriorating relationship satisfac-
tion and risk of separation (Gottman,  2014 ). Sometimes the demand-withdraw pat-
tern of interaction develops when one partner exerts pressure for change through 
criticism or complaints and the spouse responds with defensiveness and emotional 
withdrawal (Christensen & Heavey,  1990 ,  1993 ). 

 Emotion-focussed couple therapy (Greenberg & Johnson,  1988 ; Johnson,  1999 ) 
is an empirically supported approach to couple therapy that aims to modify dis-
tressed couples’ negative cycles of interaction (such as the demand-withdraw pat-
tern described earlier). A critical component of emotion-focussed couple therapy is 
the identifi cation and expression of previously unacknowledged primary emotions 
such as fear, hurt, or sadness. It is suggested people often express secondary emo-
tions, notably anger, as a response to unacknowledged primary emotions. In other 
words, individuals are often most aware of, and express most freely, the secondary 
emotions such as anger. Emotion-focussed therapy facilitates the expression of the 
vulnerable primary  emotions   between partners in an effort to de-escalate the nega-
tive cycle of interaction (Johnson & Greenberg,  1987 ; Johnson,  1999 ). 

 Individuals higher in dispositional mindfulness may be better able to identify 
emotion and, in particular, more vulnerable primary emotions and may also have 
greater capacity to tolerate, cope with, and respond to diffi cult emotion that can occur 
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in couple relationships. Much evidence indicates that mindfulness is associated 
with enhanced ability to recognise and tolerate diffi cult emotion (Baer, Smith, & 
Allen,  2004 ; Brown & Ryan,  2003 ; Liu, Wang, Chang, Chen, & Si,  2013 ) and regu-
late emotion effectively (e.g. Arch & Craske,  2006 ; Broderick,  2005 ; Campbell- Sills, 
Barlow, Brown, & Hofmann,  2006 ). Further, Wachs and Cordova ( 2007 ) found that 
individuals higher in mindfulness rated themselves as better able to respond adap-
tively to intense emotion (Wachs & Cordova,  2007 ). Wachs and Cordova ( 2007 ) 
proposed that dispositional mindfulness should assist individuals to maintain open-
ness and receptiveness to diffi cult emotions that can arise in romantic relationships. 
The authors also posited that mindfulness should prevent experiential avoidance in 
response to emotion in relationships, for example, by not withdrawing. 

  A   non-judgmental accepting stance towards emotion in relationships should 
facilitate the open expression of emotion and enhance each partner’s ability to 
respond in a constructive way to intense emotion. For example, mindful acceptance 
of strong emotion arising in response to diffi cult relationship experiences should 
enable an individual to respond in a constructive manner that will enhance the rela-
tionship (Gambrel & Keeling,  2010 ; Wachs & Cordova,  2007 ). On the other hand, 
low capacity to tolerate negative affect might lead to unhelpful behaviours to termi-
nate the interaction (e.g. yelling to shut the other person up) or attempts to experien-
tially avoid diffi cult emotion arising through emotional withdrawal and distancing. 

 Consistent with the above-mentioned possibilities of mindfulness enhancing 
emotion regulation in the context of couple relationships, in a sample of 33 couples, 
Wachs and Cordova ( 2007 ) found that high dispositional mindfulness was associ-
ated with low emotional distress, ability to identify and communicate emotion, and 
effective regulation of anger and impulsivity. Importantly, identifying and commu-
nicating emotion, and anger regulation, fully mediated the association between 
mindfulness and relationship satisfaction. Barnes and colleagues ( 2007 ) investi-
gated the impact of dispositional mindfulness on communication behaviours during 
couple confl ict discussion and found that individuals’ own mindfulness predicted 
lower anger and hostility following the confl ict discussion and female mindfulness 
also predicted less anger and hostility in men following the discussion. In brief, high 
dispositional mindfulness may enhance couple relationships via the capacity to 
identify, accept, tolerate, and respond to diffi cult emotions that can arise in romantic 
relationships.  

    Acceptance 

 A defi ning feature of mindfulness is the concept of  acceptance   (Baer,  2003 ; Keng 
et al.,  2011 ). Mindfulness-based interventions include a strong focus on acceptance 
of experiences as they are, without engaging in efforts to avoid or escape from these 
experiences (Kabat-Zinn,  1994 ; Baer,  2003 ). Individuals who are dispositionally 
high in mindfulness may be able to accept their internal experiences of relationship 
challenges. Being able to accept these experiences could reduce the felt need to 
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reduce these experiences, whereas desperation to modify distressing internal 
experience can sometimes induce impulsive responses like aggression or substance 
abuse (Peterson, Eifert, Feingold, & Davidson,  2009 ). It is also likely that high 
dispositional mindfulness facilitates acceptance of one’s partner’s qualities that may 
be challenging (Christensen, Sevier, Simpson, & Gattis,  2004 ; Peterson et al.,  2009 ). 
The question of whether acceptance of internal  reactions   and one’s partner is 
responsible for the association between mindfulness and relationship satisfaction is 
yet to be investigated empirically.  

    Enhanced Self-refl ection and Self-regulation 

 Mindfulness may enhance an  i     ndividual’s ability to refl ect on their own behaviour 
and implement self-change to enhance the relationship (Carson, Carson, Gil, & 
Baucom,  2006 ). High dispositional mindfulness is cross-sectionally associated 
with greater self-refl ection and insight into one’s own thoughts, emotions, and 
behaviours (Harrington, Loffredo, & Perz,  2014 ). Further, this insight mediates the 
relationship between dispositional mindfulness and psychological well-being 
(Harrington et al.,  2014 ). Although this research is cross-sectional, it does provide 
some preliminary evidence that the mechanism underlying the mindfulness-well- 
being association may, at least in part, be due to enhanced insight. Mindfulness is 
also associated with insight problem-solving abilities, which refers to the process 
of restructuring a problem (Ostafi n & Kassman,  2012 ). For example, a person who 
becomes resentful that their partner is not keen to attend their favourite sporting 
event might mindfully note that the desire to attend the sporting event refl ects two 
desires: to spend time with the partner and to attend the sporting event. That mind-
fulness might lead to the insight that these two desires need not be met simultane-
ously, they could go to the sporting event with someone else and plan a mutually 
enjoyable activity with their partner. Perhaps the greater insight, personal refl ec-
tion, and creative problem-solving abilities associated with mindfulness contribute 
not only to individual well-being but also to relationship outcomes. Individuals 
high in dispositional mindfulness may be able to refl ect on their own behaviour in 
relationships and engage in efforts to modify or adapt their behaviour to enhance 
the relationship. 

 The concept of relationship self-regulation refers to the extent to which partners 
work at their relationship and engage in relationship-enhancing behaviours (Wilson, 
Charker, Lizzio, Halford, & Kimlin,  2005 ). Specifi cally, it involves self-appraisal of 
the impact of one’s own behaviour on the quality of the relationship and identifying 
aspects of one’s behaviour that may be modifi ed in order to enhance the quality of 
the relationship. Relationship self-regulation is associated with relationship satis-
faction in newlywed and long-term married couples (Wilson et al.,  2005 ) and also 
longitudinally predicts relationship satisfaction (Halford & Wilson,  2009 ). It  seems 
     likely that individuals high in dispositional mindfulness may be able to non- 
judgementally refl ect on their relationship, identify aspects of their behaviour they 
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wish to modify, and subsequently engage in a process of self-change directed 
towards building the relationship they desire. 

 Finally, distressed couples tend to attribute negative relationship behaviours or 
relationship diffi culties to their partner’s behaviour and internal qualities of the part-
ner (Bradbury & Fincham,  1990 ; Durtschi, Fincham, Cui, Lorenz, & Conger,  2011 ). 
Further, these negative partner attributions tend to be global (i.e. refl ecting a per-
sonal quality of the partner rather than being situationally specifi c) and stable (i.e. 
the belief that one’s partner always acts in this manner). Negative partner attribu-
tions predict poor relationship quality longitudinally, and importantly, this effect is 
mediated by negative partner behaviour (Durtschi et al.,  2011 ). Given that mindful-
ness is characterised by a non-judgemental and nonreactive stance towards the pres-
ent moment and internal experiences, it is possible that individuals higher in 
mindfulness may be less likely to form negative partner attributions in the fi rst 
place. However, even when mindful individuals do experience negative partner 
attributions, they may be better able to remain nonreactive to these thoughts, as 
opposed to engaging in partner blaming or criticism of one’s partner in response. 
Although this possibility seems theoretically plausible, research is needed to address 
this proposition empirically.  

    Empathy and Support 

 Mindfulness involves a non-judgemental stance towards, and non-elaborative pro-
cessing of, thoughts, emotions, and experiences (Kabat-Zinn,  1990 ; Baer,  2003 ). 
Individuals high in dispositional mindfulness  are   likely to have capacity to suspend 
judgement in the context of diffi cult experiences in relationships and engage con-
structively with their relationship partner. The capacity to feel empathic concern for 
the other person may be facilitated by the awareness of experiences associated with 
mindfulness and thus enhance relationship outcomes (Block‐Lerner, Adair, Plumb, 
Rhatigan, & Orsillo,  2007 ; Kozlowski,  2013 ). Wachs and Cordova ( 2007 ) found 
associations between dispositional mindfulness and self-reported empathy and per-
spective taking in a sample of married couples. Further, Shapiro and colleagues 
( 1998 ) investigated the effects of an 8-week mindfulness intervention and found 
that increased mindfulness was associated with increased empathy. It therefore 
seems likely that individuals high in dispositional mindfulness enjoy enhanced 
romantic relationships because they have greater capacity for empathy and perspec-
tive taking. 

 Related to the concept of empathy is  the   provision of mutual support by partners 
during times of stress. There is now a wealth of evidence that major life stress can 
impact negatively on couple relationship satisfaction, but that these negative effects 
can be attenuated if the couples are effective in coping with these stresses together 
(Bodenmann,  2005 ). The term dyadic coping is used by Bodenmann and Shantinath 
( 2004 ) to describe a process whereby partners communicate with each other 
empathically to develop a shared understanding of the effect of particular stresses 
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on each partner and then develop an agreed-upon conjoint approach to manage 
these stresses. Dyadic coping is strongly associated with relationship satisfaction in 
couples confronting both major life stresses such as a cancer diagnosis (Kuijer 
et al.,  2000 ), as well as couples managing more common daily life hassles (Dehle, 
Larsen, & Landers,  2001 ). 

 To date, very little empirical research has examined the association between 
mindfulness and dyadic coping in couples. However, in a sample of 51 couples in 
which one partner was suffering chronic pain, Williams and Cano ( 2014 ) found that 
chronic pain patients who were better able to remain nonreactive to fl uctuating 
internal pain experiences perceived their partners as being more supportive. For 
example, individuals who are suffering from chronic pain can experience substan-
tial negative emotion, physical pain, and disturbing thoughts about the condition. 
Those high in mindfulness are able to accept these experiences and not react in 
unhelpful ways (e.g. trying to avoid these experiences by substance abuse or becom-
ing angry at their spouse). The mindful acceptance of pain experiences likely allows 
them to accept and perceive support from their partner more readily, despite these 
diffi cult internal experiences. 

 In addition, partners’ who scored high on the acting with awareness subscale of 
mindfulness were rated by the pain patients as being high in emotional and instru-
mental support (Williams & Cano,  2014 ). That is, partners who were more aware 
were perceived by chronic pain sufferers as more emotionally and instrumentally 
supportive. This makes theoretical sense, as the supporting partner who is high in 
mindful awareness is likely to be better able to detect the needs of their partner and 
their pain. In brief, this study provides some preliminary evidence that aspects of 
mindfulness play a role in couple support and dyadic coping, which may be an 
 additional   mechanis m  by which mindfulness infl uences relationship processes.  

    Engagement in Positive Couple Activities 

 The fi nal mechanism by which mindfulness might enhance romantic relationship 
functioning is via increased engagement within the relationship. As mentioned ear-
lier, mindfulness is associated with increased positive affect and lower negative 
affect (Brown & Ryan,  2003 ). It seems plausible that mindfulness may enhance 
engagement in, and enjoyment of, positive couple interactions. The couple described 
at the start of the chapter were low in mindfulness of the couple relationship, with 
both partners being preoccupied with thoughts of work and distracted by social 
media. Perhaps cultivating mindfulness would enhance their ability to be fully pres-
ent with each other and engage more completely in activities they do as a couple. 
Research from a clinical trial of a mindfulness-based relationship enhancement pro-
gramme supports this contention. Carson, Carson, Gil, and Baucom ( 2007 ) found 
that the benefi cial effects of a mindfulness-based relationship enhancement pro-
gramme were mediated largely by couples reporting they increased engagement in 
exciting and absorbing activities. 
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 In summary, there are numerous potential mechanisms by which high mindfulness 
may enhance romantic relationship functioning. Individuals high in mindfulness 
enjoy more positive romantic relationships (Barnes et al.,  2007 ; Wachs & Cordova, 
 2007 ), which may be because of enhanced individual adjustment, emotion regulation 
capacity, self-regulation, acceptance of self and partner, heightened empathy, and 
increased engagement in positive couple activities. We now turn to the use of mind-
fulness-based clinical interventions to enhance relationship functioning in couples.   

    Mindfulness-Based Interventions to Enhance Couple 
Relationships 

 There are two broad approaches to  enhancing   couple relationships: couple relation-
ship education and couple therapy. Couple relationship education (RE) was devel-
oped to enrich couples’ relationships and help couples to sustain a healthy, mutually 
satisfying, and stable relationship (Halford, Markman, Kling, & Stanley,  2003 ). 
RE usually works with couples who are currently satisfi ed in their relationship and 
are committed to that relationship. Evidence-based RE usually is brief, typically 
consisting of a 12–15 h curriculum that introduces key relationship knowledge (e.g. 
the importance of commitment, developing shared and realistic relationship expec-
tations) and skills (e.g. couple communication, problem-solving, coping) (Halford, 
Markman, & Stanley,  2008 ). Here, RE builds upon the high level of positive emo-
tion typical of currently satisfi ed couples and has a strong emphasis on building the 
positive foundations for a mutually satisfying life together. 

 Couple therapy is usually addressed to couples who are distressed in their rela-
tionship. In contrast to the typically fi xed curriculum of RE,  evidence-based couple 
therapy   typically involves developing a couple specifi c conceptualisation of distress 
and an individually tailored treatment programme (Snyder & Halford,  2012 ). 
Couple therapists usually are trained mental health professionals who have the skills 
to deliver this specialised treatment and to manage the high levels of negative affect 
many distressed couples feel (Halford & Snyder,  2012 ). 

 There are well replicated short-term benefi ts of RE, particularly if the pro-
grammes are of suffi cient duration. A meta-analysis of 117 studies of curriculum- 
based RE reported medium effect size improvements in couple communication, 
 d  = 0.44, and small increases in relationship satisfaction,  d  = 0.36, immediately after 
RE (Hawkins, Blanchard, Baldwin, & Fawcett,  2008 ). Programmes with moderate 
dosage (9–20 h) had substantially larger effect sizes than low-dose programmes 
(1–8 h) on satisfaction, with limited variability in pre-RE means across studies. 

 The modest magnitude of  short-term effects   of RE has been a source of debate in 
the literature. Bradbury and Lavner ( 2012 ) argued that the effect of existing forms 
of RE on relationship satisfaction was variable across studies, with a mixture of null 
and small (possibly trivial) effects. The overall null fi ndings of the recent large, 
multisite Building Strong Families (BSF) study (Wood, McConnell, Moore, 
Clarkwest, & Hsueh,  2012 ) and the very small effects observed in the large multisite 
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 Supporting Healthy Marriage (SHM) study   (Hsueh et al.,  2012 ) might seem to 
support the view of Bradbury and Lavner. However, both BSF and SHM involved 
extensive contact hours for couples, and there was a lot of attrition from the pro-
grammes. Nonetheless there have been calls to seek to be more innovative in the 
content of RE in an attempt to enhance its effects (e.g. Bradbury & Lavner,  2012 ). 

 There are over 30 randomised controlled trials of couple therapy for distressed 
couples, most of which have examined effi cacy of behavioural couple therapy 
(BCT) or emotion-focussed couple therapy (Snyder & Halford,  2012 ). Meta- 
analyses demonstrate a large effect size gain in couple adjustment for couple ther-
apy compared to control conditions (Shadish & Baldwin,  2003 ) and pre-therapy to 
post-therapy in couple adjustment (Baucom, Hahlweg, & Kuschel,  2003 ). There is 
little evidence of systematic differences in the effi cacy of different approaches to 
couple therapy (Shadish & Baldwin,  2003 ; Snyder & Halford,  2012 ). However, 
although couple therapy is benefi cial for many distressed couples, only approxi-
mately 50 % of couples who end treatment are no longer distressed, 25–30 % 
increase in satisfaction but remain distressed following therapy, and 20 % do not 
signifi cantly benefi t from treatment (Snyder & Halford,  2012 ). Although to date no 
new approach has been replicated as being more effi cacious than pre-existing 
approaches (Snyder, Castellani, & Whisman,  2006 ), researchers are continuing to 
develop new approaches to couple therapy, or refi ne existing approaches, in attempts 
to enhance effi cacy of couple therapy. 

 The evidence reviewed earlier clearly indicates that mindfulness is associated 
with many outcomes related to satisfying romantic relationships. It therefore seems 
likely that enhancing mindfulness via mindfulness-based clinical interventions may 
have benefi cial effects on couple relationships. Specifi cally, mindfulness- and 
acceptance-based interventions may be useful for the treatment of couple relation-
ship distress but may also be benefi cial for relationship enhancement. In this sec-
tion, we describe mindfulness-based relationship enhancement (Carson, Carson, 
Gil, & Baucom,  2004 ,  2006 ; Carson et al.,  2006 ) and integrative behavioural couple 
therapy (Jacobson, Christensen, Prince, Cordova, & Eldridge,  2000 ; Christensen 
et al.,  2004 ) which incorporates acceptance-based strategies for treatment of couple 
relationship distress.  

    Mindfulness-Based Relationship Education 

 Carson  and   colleagues ( 2004 ) developed and evaluated mindfulness-based relation-
ship education for non-distressed couples. The intervention was closely modelled 
on mindfulness-based stress reduction programmes (Kabat-Zinn,  1990 ), modifi ed 
to be appropriate for couple relationships. Consistent with mindfulness-based 
approaches (Kabat-Zinn,  1990 ), the intervention focussed on the cultivation and 
development of mindful attention and awareness. Further, a non-striving stance was 
encouraged, and couples were not encouraged to strive for the development of par-
ticular outcomes or behaviours as their primary goal (Carson et al.,  2004 ). 
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 The intervention consisted of eight 2.5-h weekly sessions and a full day mindfulness 
retreat. Several important modifi cations to the standard mindfulness-based stress 
reduction protocol were made in order to be more suitable for the purposes of 
enhancing couple relationships. For example, participants were encouraged to med-
itate upon and cultivate loving-kindness towards their partners (Carson et al.,  2004 ). 
Couples were “asked to recall the days when they fi rst fell in love and decided to be 
together, and observe whether they could actually ‘feel’ again in the present moment 
the sense of discovery, closeness, trust, sweetness, or fun that they had at the time” 
(Carson et al.,  2006 , p. 318). 

 Couples also completed yoga exercises as a couple and physically supported 
each other in various yoga postures. In addition, there were mindful touch exercises 
completed by the couples (e.g. giving each other a mindful back massage and dis-
cussing any implications of this activity for sexuality). The authors also described 
an eye-gazing exercise in which the two partners gaze into each other’s eyes while 
focussing on the inherent goodness in each other. Couples were encouraged to 
develop enhanced awareness of shared pleasant activities, as well as  unp  leasant or 
challenging situations, and to refl ect on what each individual learned from such 
situations. 

 Carson and colleagues ( 2004 ) also reviewed the use of mindfulness skills for 
managing life stressors and relationship diffi culties, focussing on the use of mind-
fulness to promote emotion and problem-focussed coping. In addition, a key focus 
was on the cultivation of mindful attention and awareness to relationship processes 
and activities. For example, the authors emphasised the importance of cultivation of 
mindfulness skills during shared positive and enjoyable activities, as well as during 
diffi cult or stressful situations or activities. Importantly, mindfulness skills were 
practised within each session, and regular practice of mindfulness skills was encour-
aged as homework activities. 

 Carson and colleagues ( 2004 ) evaluated the effi cacy of the above-mentioned 
mindfulness-based relationship enhancement intervention in a sample of 44 non- 
distressed couples relative to a wait-list control condition.    Couples assigned to the 
mindfulness-based relationship enhancement programme evidenced higher relation-
ship satisfaction, acceptance of partner, autonomy, relatedness, closeness, and less 
relationship distress compared to the wait-list control group. In addition, partners in 
the intervention condition displayed enhanced optimism, spirituality, daily coping 
and relaxation, relative to the control condition, and less psychological distress. 
Importantly, those in the mindfulness group who practised mindfulness meditation 
more frequently evidenced greater relationship satisfaction and coping with stress.  

    Couple Therapy 

  Emotion-focussed couple therapy   has a very strong empirical base for its effi cacy 
(see Halford & Snyder,  2012  for a recent review of the evidence). The emotion- 
focussed approach has as its central tenet that emotional reactions to the partner are 
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at the heart of couple distress and that enhancing distressed relationships requires a 
focus on those emotional reactions (Greenberg & Goldman,  2008 ; Johnson,  2007 ). 
More specifi cally, emotion-focussed couple therapists seek to help the couple 
become more aware of their emotional reactions, how these emotional reactions 
infl uence couple interaction, and how to modify these reactions. Central ideas in the 
emotion-focussed approach overlap considerably with mindfulness concepts. For 
example, Johnson ( 2007, p. 47 ) suggests that emotion-focussed couple therapy is 
about helping individuals be “ open to experience”  and that “ problems arise then 
from lack of or denial of awareness, constriction in processing ongoing experience 
so that this experience cannot be understood and trusted” . 

 The attempt to facilitate emotional awareness in emotion-focussed couple ther-
apy is done by increasing mindfulness of the experienced emotion. For example, 
Johnson and Greenberg ( 1987 ) describe the process of tracking the emotional cycle 
of a couple’s interactions in terms of the therapist being empathic by refl ecting back 
emotional statements, having the partners amplify emotions through repeating 
statements and gestures, having the partners focus on their subjective experiences of 
feelings, and the therapist making tentative interpretations of partially expressed 
emotions. Greenberg and Goldman ( 2008 ) refer to this process as emotional coach-
ing, by which they mean teaching the individual to better tune in to their own emo-
tional experience and using that emotional mindfulness constructively within their 
relationship. Three studies of emotion-focussed couple therapy show that couples 
make the predicted increase in emotional expression, particularly revealing more 
primary and vulnerable emotions across the course of therapy (Bradley & Furrow, 
 2004 ; Greenberg, Ford, Alden, & Johnson,  1993 ; Makinen & Johnson,  2006 ). 

 Integrative behavioural couple therapy ( IBCT  )    is an acceptance-based interven-
tion for the treatment of relationship distress (Jacobson et al.,  2000 ). Whereas  tradi-
tional behavioural couple therapy (TBCT)   is focussed on assisting partners to 
change their behaviour to enhance the relationship and alleviate distress, IBCT 
emphasises the importance of emotional acceptance of aspects of their partner and 
relationship that may have been considered problematic and may not be able to be 
changed (Jacobson et al.,  2000 ). Specifi cally, IBCT facilitates acceptance of the 
emotional responses, the conditions that elicit them, and the outcomes of such 
responses, for each partner (Christensen et al.,  2004 ; Jacobson et al.,  2000 ). 
Importantly, however, acceptance does not refer to passive resignation to relation-
ship challenges and should not be encouraged for abusive behaviour or addictive 
behaviour (Christensen et al.,  2004 ). Rather, it recognises that there are often aspects 
of a partner that are not able to be changed and problems in relationships that do not 
have solutions to them, and thus acceptance is often warranted (Christensen et al., 
 2004 ; Jacobson et al.,  2000 ). However, the authors note that acceptance can often 
paradoxically lead to change. 

 IBCT uses three specifi c strategies to facilitate acceptance in couple relation-
ships: empathic joining, unifi ed detachment, and tolerance building (Christensen 
et al.,  2004 ; Jacobson et al.,  2000 ). With regard to empathic joining, therapists 
engage in strategies to elicit emotion associated with the couple’s challenges that 
the partner’s may not typically express. Often partners may not be fully aware of 
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these emotions until a therapist conjectures as to what a client may be experiencing. 
However, at other times, partners may be aware of the emotion but may avoid 
expressing these softer, more vulnerable emotions because of fear or embarrass-
ment (Christensen et al.,  2004 ; Jacobson et al.,  2000 ). The therapist therefore aims 
to facilitate an empathic connection between the partners about the emotionally 
charged diffi culties the couple is experiencing (Christensen et al.,  2004 ). These 
strategies seem to overlap considerably with emotion-focussed couple therapy 
approaches to tracking the cycle. 

 Unifi ed detachment refers to the process of generating an objective stance to the 
relationship diffi culties and obtaining some distance from these problems 
(Christensen et al.,  2004 ). That is, the therapist encourages the partner’s to view 
their ongoing relationship diffi culties from a distance and engage in a descriptive 
analysis of the problematic behavioural patterns and the sequence of events. 
Therapists may also make use of metaphors, humour, and labelling the problem 
with names to generate distance from the problems, in a similar way to defusion 
exercises in acceptance and commitment therapy (Hayes, Strosahl, & Wilson,  2012 ) 
or decentring (Shapiro, Carlson, Astin, & Freedman,  2006 ). One goal of  unifi ed 
detachment   is to view the actual relationship diffi culties as the problem, as opposed 
to blaming any one partner. Importantly, both emotional exploration of the problem 
(empathic joining) and unifi ed detachment serve to develop mindfulness of their 
relationship and non-judgemental awareness of relationship patterns and sequences 
of interactions (Christensen et al.,  2004 ; Jacobson et al.,  2000 ). 

 Finally,  tolerance building   recognises that relationship challenges stemming 
from differences between partners are likely to always exist. These differences 
between partners are unlikely to be completely removed. However, it is possible to 
reduce the intensity of the emotional impact of these differences. Building tolerance 
and acceptance of these differences can take many forms during therapy. For exam-
ple, a therapist might review the benefi ts of differences between partners. A thera-
pist may also ask a client to enact problematic behaviours in session when both 
partners are “not” feeling highly emotionally charged at the time so that the couple 
experiences these behaviours differently (Christensen et al.,  2004 ). Because the 
typical sequence of negative events is unlikely to occur in the absence of intense 
emotional arousal, partner’s can experience these behavioural patterns and respond 
in ways that differ from their usual pattern of responding, and thus gain tolerance of 
these usually distressing behaviours, and more adaptive ways to respond (Christensen 
et al.,  2004 ; Jacobson et al.,  2000 ). 

 The focus of  IBCT   is emotional acceptance. However, when it becomes apparent 
that a couple may benefi t from direct skills training to rectify a skill defi cit, the 
IBCT therapist may engage in direct change strategies (Christensen et al.,  2004 ; 
Jacobson et al.,  2000 ). For example, a couple may benefi t from communication 
skills training or problem-solving training, and thus these change skills can be 
incorporated into the couple therapy in addition to the key acceptance-based strate-
gies. Christensen and colleagues ( 2004 ) note that these change strategies are, how-
ever, generally taught in an individualised manner and applied to the specifi c 
sequences of problematic behaviour occurring in the couple. Further, when strong 
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emotions appear in the context of change-based strategies, the IBCT therapist 
reverts back to acceptance-based strategies of emotional acceptance (e.g. empathic 
joining). 

 Evidence indicates that the acceptance-based IBCT is at least as effi cacious as 
traditional behavioural couple therapy (TBCT; Christensen et al.,  2004 ; Christensen, 
Atkins, Baucom, & Yi,  2010 ). Christensen and colleagues ( 2004 ) compared IBCT 
with TBCT in a sample of signifi cantly and chronically distressed married couples. 
Results revealed that couples in both intervention conditions improved in satisfac-
tion. Although there were somewhat different trajectories of change between the 
two conditions, with  TBCT   evidencing more rapid improvement early in therapy 
and IBCT displaying steady improvement over therapy, both conditions were simi-
lar in regard to clinically signifi cant improvement at post-therapy. These results held 
at 5-year follow-up (Christensen et al.,  2010 ). Interestingly, with regard to observed 
couple communication at 2-year follow-up, Baucom, Sevier, Eldridge, Doss, and 
Christensen ( 2011 ) found that couples in the acceptance-based IBCT evidenced 
more positive communication compared to those in the TBCT. Thus, IBCT is at 
least as effi cacious as existing evidence-based couple therapies, and there is some 
evidence that it may be more benefi cial on communication behaviours.  

    Conclusions and Future Directions 

 In this chapter, we have outlined how mindfulness may be benefi cial to romantic 
relationship functioning and the utility of mindfulness-based clinical interventions 
to enhance  romantic relationships   and alleviate relationship distress. Evidence 
clearly indicates that high mindfulness is associated with enhanced relationship sat-
isfaction (Barnes et al.,  2007 ; Wachs & Cordova,  2007 ). This may be because high 
mindfulness is associated with less psychopathology, secure attachment, enhanced 
emotion regulation and self-regulation, increased acceptance of self and partner, 
and greater capacity to be empathic and enjoy positive couple activities. The chal-
lenge for future research is to examine the relative importance of these and other 
potential mechanisms underlying the association between mindfulness and relation-
ship outcomes. Further, it would be useful to examine not only cognitive and emo-
tional mechanisms but also behavioural mediators. In other words, it is important 
that we begin to understand what individuals higher in mindfulness actually “do” 
that enhances the relationship for themselves and their partner. 

 With regard to the use of mindfulness-based interventions to enhance couple 
relationships and reduce relationship distress, the evidence to date is promising. 
Specifi cally, one randomised controlled trial demonstrates that mindfulness-based 
relationship enhancement is benefi cial for non-distressed couples and found larger 
effect size improvements than existing evidence-based relationship enhancement 
programmes on satisfi ed couples (Carson et al.,  2004 ). It is important, however, to 
directly compare the effi cacy of mindfulness-based relationship enhancement with 
existing evidence-based programmes. Emotion-focussed couple therapy seems to 
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do things that are closely associated with mindfulness. Acceptance-based integrative 
behavioural couple therapy also seems to promote mindfulness. 

 In summary, much evidence indicates that mindfulness and mindfulness-based 
clinical interventions produce benefi cial outcomes on a wide range of psychological 
factors (Keng et al.,  2011 ). It is encouraging that research is beginning to examine 
not only the individual benefi ts of mindfulness but also the interpersonal and rela-
tional outcomes of mindfulness and mindfulness-based interventions. Although 
there is further work to be done to elucidate the mechanisms underlying the benefi -
cial effects of mindfulness on relationship outcomes, the available evidence pertain-
ing to the benefi ts of mindfulness on romantic relationships is promising.     
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