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Foreword

Anytime a handbook such as this one appears, we know from experience
that it represents a kind of pause in the head-long momentum of research,
inquiry, and application within a field; a moment in which we can individu-
ally and collectively stop and reflect, take a breath so to speak, and consider
where we are at. In twenty years, if it does its job, many of the details herein
might be obsolete, or perhaps seen as näıve or preliminary; even as, in the
broad-brush strokes of the field and its inevitable links to, if not, hopefully,
embeddedness within the dharma, many aspects of these pages and findings
will always be germane, perhaps even timeless and wise. In twenty years,
this book might, as most handbooks do, take on a new role as an historical
object in its own right, a marker of a creative moment in the history of an
emerging field, still in its infancy.

But in this here and this now, this handbook is a marvelous vehicle for
gathering from far and wide a range of different current views and efforts. It
offers the contributors an opportunity to say to the world and to each other:
“This is what we have been thinking,” “This is what we have tried,” “This
is what we have seen,” “This is what we suspect is going on,” “This is what
we have learned.” It is also an occasion to say with a degree of openness
and candor: This is where we have not succeeded, or were surprised, or dis-
appointed.” “This is what we feel is missing. “This is what we don’t know.”
Or even, “This is what we suspect we don’t even know we don’t know.”
Most of the presentations in this book do just that, and the authors are to be
congratulated for their openness and courage in this regard. As a result, this
handbook presents a rich treasure trove of important issues for contempla-
tion, deep inquiry, and study, as well as a hearty invitation to come to it all
with a broad and an open-minded skepticism, renewing hopefully, over and
over again, our commitment to keep a beginner’s mind, in Suzuki Roshi’s
immortal phrase [1].

A volume such as this one is a potentially powerful resource for actually
educating ourselves to the nature of possibly new dimensions embedded
within our own work and the work of others ... orthogonal ways of thinking
and seeing that can reveal and open up new dimensions of clinical under-
standing and care as well as new dimensions of basic research into questions
such as the nature of what we call mind, and how it relates to emotion,

xxv



xxvi Foreword

thinking, consciousness, awareness, attention, perception, the brain, the
body as a whole, and what we call “the self.”

As so many of the contributors point out, none of us should imagine that
we fully understand mindfulness, nor its implications in regard to these or
other questions. Nor should we fall into the conceit that we come even close
to fully embodying it in our lives or work, whatever that would mean, even as
we speak of the importance of doing so. It is very important that we neither
idealize nor reify whatever we mean when we speak of mindfulness. Really,
we are all beginners, and when we are truthful about it, we also cannot but
be humbled by the enormity of the undertaking. This is a very healthy frame-
work to adopt. Happily, it is palpable in the work presented here by the many
different authors and groups. The editor, Dr. Didonna is to be congratulated
for taking on such an ambitious and challenging project and shepherding it
to completion.

It is also important to keep in mind that, as deep and broad as the author
list is for this handbook, there are many more colleagues out there, liter-
ally around the world, who are doing important work under the umbrella
of mindfulness and its clinical applications who have not contributed to this
volume. Their contributions as individuals and groups to the overall conver-
sation, inquiry, and forward momentum of the field are immense. No doubt
many will study these presentations in some detail, perhaps agreeing with
or arguing with particular formulations or findings, recommending the hand-
book to their students, and possibly here or there making particularly cre-
ative use of some of the nuggets lying within to stimulate their own thinking.

So while a handbook such of this cannot in the end be all-inclusive, it can
nonetheless serve as a catalyst within the entire field (and, dare I say, sangha
of clinicians and investigators and practitioners, hopefully overlapping in the
majority of people?) in pausing in the way I have just suggested, reflecting
on where things are now in their fullness and their incompleteness, and then
participating in both the inner and the outer conversations (through, respec-
tively, silence for the former, and speech, deep listening, and writing for the
latter), asking the deep questions and trusting our deepest intuitions about
what is called for now, given the scope of the conditions, challenges, and
promises inherent in psychology and psychotherapy, medicine and health
care, neuroscience and phenomenology, and indeed, in the world – domains
in which we are all agents of creativity, wonder, and caring.

The welcome advent of this volume [2] is diagnostic of a remarkable phe-
nomenon that has been unfolding in both medicine and psychology over the
past five years or so, and promises to continue long into the future in ways
that may be profoundly transformative of both disciplines and of our under-
standing, in both scientific and poetic terms, of what it means to be human,
and of our intrinsic capacity to embody the full potential of our species –
to which we have accorded the name homo sapiens sapiens – for wakeful-
ness, clarity, and wisdom. This intrinsically self-reflective nomenclature and
the implicit promise or potential it carries brings to mind the rejoinder of
Gandhi when asked by a reporter what he thought of Western Civilization,
to wit: “I think it would be a very good idea [3].” The same might be said of
our species’ name.

For homo sapiens sapiens really means the species that knows and knows
that it knows, from the Latin verb sapere (to taste or to know). To know
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invokes awareness and meta-awareness, certainly one of the core mysteri-
ous elements, along with language, cognition, compassion, and music that
together constitute the final common pathway, one might say, of what it
means to be fully human. I prefer awareness and meta-awareness to cog-
nition and meta-cognition, as the latter formulation unavoidably privileges
conceptualization. Any direct first-person introspective examination of the
human repertoire from the perspective of experience itself requires a much
larger container, one that distinguishes between thinking and awareness, and
differentiates wisdom from knowledge and information; one that includes a
capacity to embody what is known in ways that round out and complete
the full potential of that human repertoire. One might say that the fate of
the earth and of the species itself hangs in the balance. The challenge may
come down to whether or not, and to what degree we can embody and enact
the qualities that this appellation is pointing to. Mindfulness may be the key
to this awakening to the full potential of our nature as human beings, both
individually and as a species.

If one charts the number of scientific papers over the past twenty-five
years or so with the word mindfulness in the title, one sees the phenomenon
depicted in Fig. 1 [4].

Fig. 1. Number of publications with the word “mindfulness” in the title by year since
1982.

It is immediately apparent that the field is growing exponentially. As sug-
gested above, this volume both in number of contributors and in its shear
size represents a watershed in this process. It allows us to drink in the vast
range of interest and potentially useful applications of mindfulness in the dis-
ciplines of psychology, psychiatry, and psychotherapy and the breadth and
depth in the quality of the work and the thought and effort behind it.

The book itself will also very likely serve as a catalyst to amplify even
further the phenomenon depicted in Figure 1, as it both legitimates aca-
demic and scholarly interest and invites students and young investigators and
clinicians to consider whether this emerging exploration of mindfulness res-
onates in some deep way with their calling in both professional and personal
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terms. My hope is that it will also germinate a whole new generation of
research investigations that bring together the emerging fields of what is now
being called contemplative neuroscience or neuro-phenomenology on both
the cognitive and affective sides, with practical high-quality mindfulness-
based clinical applications that may be of benefit to large numbers of people
who are experiencing pain and suffering in their lives, both from outright
illness and disease, and also from what could be termed “dis-ease,” the stress
and intrinsic unsatisfactoriness of a life that is always seeking some other
state or condition in which to feel fulfilled, complete, and happy – what the
Buddha was pointing to in his articulation of the first of the four noble truths:
in the Pali language, the actuality of dukkha [5].

Interestingly, the Four Noble Truths were articulated by the Buddha in a
medical framework, beginning with a specific diagnosis, dukkha itself: then
a clearly stated etiology, that the dis-ease or dukkha has a specific cause,
namely craving: a salutary prognosis, namely the possibility of a cure of the
dis-ease through what he called cessation: and fourth, a practical treatment
plan for bringing about liberation from suffering, termed The Noble Eightfold
Path. This is all recounted in Chapters 1 [Siegel, Germer, and Olendzky] and
Chapter 2 [Olendzky], where it is made abundantly clear that right or wise
mindfulness is one but only one of the eight path factors. However, as a
number of authors here and elsewhere point out, the term mindfulness (in
Pali, sati) has a range of different meanings that are hotly debated to this day
among Buddhist scholars, and even among scholars who share specializing
in a particular Buddhist tradition.

Perhaps it is important to state explicitly at this point that in my own
work and that of my colleagues in the Center for Mindfulness, from the very
beginning we have consciously used the term mindfulness in several com-
plementary ways: one, as an operationally defined regulation of attention
(see below); and two, as an umbrella term that subsumes all of the other
elements of the Eightfold Noble Path, and indeed, of the dharma itself, at
least in implicit form. We never limit our use of mindfulness to its most nar-
row technical sense of whether the attention is or is not fully on the chosen
object of one’s attention in any given moment. As noted, there is a consider-
able range of definitions of mindfulness even among Buddhist scholars who
specialize in the subject. I offered an operational definition for the sake of
clarifying what we mean when we speak of cultivating mindfulness through
both formal and informal meditative practices, namely, the awareness that
arises through paying attention on purpose in the present moment, non-
judgmentally. It was meant to be just that – an operational definition. This
approach leaves the full dimensionality and impact of mindfulness or mind-
ful awareness implicit and available for ongoing inquiry and investigation,
and indeed, it has recently become the subject of much interest and inquiry,
in the many attempts by researchers to develop with some degree of valid-
ity and precision various scales to “measure” mindfulness [see Chapters by
Brown and Cordon; and Baer, Walsh and Lykins]. Along with these attempts
come many attendant problems that are also well-recognized in these pages
and elsewhere [6].

The choice to have the word mindfulness does double-duty as a com-
prehensive but tacit umbrella term that included other essential aspects of
dharma, was made as a potential skillful means to facilitate introducing what
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Nyanaponika Thera referred to as the heart of Buddhist meditation into the
mainstream of medicine and more broadly, health care and the wider society
in a wholly universal rather than Buddhist formulation and vocabulary. I felt
that Nyanaponika Thera’s inclusive and non-dual formulation offered both
validation and permission to trust and act on my own direct experience of
the meditation practice and the dharma teachings I had received over the
course of my life, even if technically speaking, it was glossing over impor-
tant elements of Buddhist psychology (as outlined in the Abbidharma, and
in Zen and Vajrayana teachings) that I felt could be differentiated and clari-
fied later, once it was recognized that mindfulness, based on our operational
definition, however, it was construed or contextualized in detail, might con-
tribute profoundly to clinical care and to our understanding of the nature
of the mind itself in a Western mainstream medical and scientific setting. In
Nyanaponka’s words, mindfulness is

the unfailing master key for knowing the mind and is thus the starting point;
the perfect tool for shaping the mind, and is the focal point; and the lofty
manifestation of the achieved freedom of the mind, and is thus the culminating
point.[7]

That means that mindfulness is the aim, the methods or practices, and the
outcome or consequences all wrapped up together, wholly fitting for a non-
dual orientation that emphasizes nowhere to go, nothing to do, and nothing
to attain [8]. Together with the words of the Buddha in his most explicit
teaching on mindfulness, found in the Mahasattipathana Sutra, or great sutra
on mindfulness

this is the direct path for the purification of beings,
for the surmounting of sorrow and lamentation,
for the disappearance of pain and grief,
for the attainment of the true way,
for the realization of liberation –
namely, the four foundations of mindfulness

it seemed like an appropriate choice to feature mindfulness as the uni-
fying factor and name under whose umbrella the work of the stress reduc-
tion clinic, later known as mindfulness-based stress reduction, or MBSR,
could unfold. Now we have our first clinical handbook of mindfulness, which
includes a broad range of perspectives on this veritable koan, the nature of
mindfulness, its myriad applications, and potential impacts.

To make matters even more interesting, since in all Asian languages the
word for mind and the word for heart are the same word, it feels important
to remind ourselves that unless we hear “heartfulness” when we are using
or hearing “mindfulness,” we may be missing the mark in a fundamental way
that could have unfortunate consequences both for how mindfulness-based
interventions are constructed and delivered, and for how we approach rele-
vant research issues. Many of the authors here are very strong on this point
in the discussion of their work. For me, the dimension of heartfulness re-
inforces the core Hippocratic injunction: primum non nocere – first, do no
harm, to which we all need to accord continual present-moment attention in
relationship to those who come to us with untold vulnerabilities.
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One last word on the subject of mindfulness and its definitions: a small
group of meditation teachers and Buddhist scholars recently developed a col-
lective articulation/definition of mindfulness that may contribute to the con-
versation and perhaps amplify some of these issues as explicitly addressed in
this volume. In part, it states:

.... Many contemporary Buddhist teachers use the term mindfulness in a more
comprehensive way than simply “remembering” or lacking confusion. Accord-
ing to John Dunne, Buddhist scholar at Emory University, the components of
mindfulness as it is more broadly construed might include not only sati, but
also sampajanna (meaning clear comprehension) and appamada, (meaning
heedfulness). Clear comprehension includes both the ability to perceive phe-
nomena unclouded by distorting mental states (such as moods and emotions)
and the meta-cognitive capacity to monitor the quality of attention. Heedful-
ness in this context can be understood as bringing to bear during meditation
what has been learned in the past about which thoughts, choices and actions
lead to happiness and which lead to suffering.

Though the contexts and interpretations of these terms may vary, scholars
and meditation teachers would probably agree on the factors of sati, sampa-
janna and appamada as foundational to the development of mind. Moreover,
as both Buddhist and secular mindfulness programs proliferate in the west, this
broader use of mindfulness has become a culturally meaningful and accessible
“umbrella” term for the vast majority of practitioners unversed in the intrica-
cies of translating Sanskrit or Pali.[9]

As interest in mindfulness proliferates in both clinical and research envi-
ronments, it is critical to keep in mind and communicate to others that mind-
fulness; however, it is construed cognitively and conceptually, is a practice,
not merely a good idea. To my mind, one of the greatest risks we face in
this growing field is that mindfulness will be grasped and understood in a
limited way, simply as a concept. Unless we stress the element of embodied
practice and the vibrant paradox of a non-striving orientation, unless we live
it in our own lives as best we can, and allow it to inform both our research
designs and our clinical work, it may be that many people yet to come into
the field might imagine that they already understand what mindfulness is,
and insist, naively but sincerely, perhaps, that they already live in the present
moment and know how to be non-judgmental – and wonder what all the
fuss is about. What is the big deal? Without grounding our concepts, intu-
itions, and assumptions, however deep or superficial they may be, in actual
practice, the true depths of the meditation practice cannot be experienced
directly. Mindfulness as a living practice, as a way of being, makes available
to us to the full extent of our first-person experience, itself a huge mystery
worthy of scientific and philosophical inquiry and investigation [10] This has
important implications for how mindfulness-based interventions are taught,
and for basic teacher-readiness and competency standards (see point # 8
below) [11].

To mistake the concept of mindfulness for the actuality would be a betrayal
of what the lawfulness of dharma is offering us at this moment of confluence
between contemplative and scientific/medical disciplines. It would poten-
tially collapse the hidden dimensions that lie at the heart of authentic medi-
tative experience and eudaemonia [12,13] and thus deny both medicine and
psychology the possibility of investigating on a much deeper level our under-
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standing of human nature, the nature of the mind itself, and of the mind/body
connection, with its potential practical implications for health and disease
across the lifespan. All this and more could be lost in a denaturing of the
essence of mindfulness if divorced from a non-dual perspective, wisdom,
and practice. This cautionary note must be kept in mind or our inveterate
habits of unawareness may ironically obviate this most precious and most
rare of opportunities for true creativity and healing. To that end, it is obvi-
ous that engaging in periodic mindfulness meditation retreats led by highly
developed and competent teachers is essential for all those who would bring
the practice of mindfulness into their work, whether it is on the clinical side,
the research side, or both. There is simply no substitute for using one’s own
body, mind, and life as the ultimate laboratory for investigating and refining
mindfulness. This perspective is implicit or explicitly emphasized by many
of the contributors.

The dharma as it is described in this volume, and in the huge literature on
the subject, ancient and contemporary, emphasizes that it is a living, evolving
understanding, not a fixed dogma relegated to a museum honoring a cultur-
ally constrained past. As the Dalai Lama has stated on many occasions, the
framework of the dharma welcomes being put to empirical test, and would
need to change if it is found to be inadequate in some fundamental way
according to well-accepted criteria of scientific investigation and epistemol-
ogy. Now, as the glaciers of science and contemplative practices melt into
each other (due to another kind of global warming) and move ever-faster
in tandem to carve out new understandings of the most fundamental ques-
tions of what makes us human, the nature of mind and consciousness, and
the sources of empathy, compassion, and kindness within us, this kind of
open empiricism is more important than ever. While the dharma, in its most
universal articulation, cannot and should not dictate how things should be
explored, it is important, if not critical, for clinicians and researchers to know
what they are dealing with from first-person experience before being able to
authentically test the utility, efficacy, and potential of training in mindfulness
and its sisters, loving-kindness and compassion, in the secular coordinate sys-
tem of healing and knowing within psychology, psychiatry, psychotherapy,
and medicine.

Fruitful areas for future dialogue and investigation, all eloquently addressed
or pointed to in this volume, include: (1) whether mindfulness is best char-
acterized as a state, a trait, or a way of being in relationship to any state or
trait, or put otherwise, a way of seeing/knowing/being that is continually
deepening and changing; (2) differentiating between thinking and aware-
ness; and refining the clinical utility of both without confusing them; (3)
elucidating the various dimensions of the experience of “self” and its neural
correlates, as per the work of Farb et al. [14] and the skillful understanding
and clinical utility of the experience and embodiment of anata (not self); (4)
investigation of possible biological pathways via which mindfulness might
exert the various effects that are now being elucidated; (5) the need for
much more creative control groups to differentiate between mindfulness-
specific and general enthusiasm/attention-based outcomes; (6) how we con-
tinue to remind ourselves that the deepest insights relevant to both clinical
applications and also study design and interesting research questions may
come out of our own direct experience of mindfulness practice as clini-
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cians and researchers; (7) on-going conversations about skillful ways to avoid
reifying mindfulness into a concept or a “thing” as it becomes increasingly
well known; (8) developing well-considered and appropriate standards for
training and assessing mindfulness instructors, recognizing that the particu-
lar background, first-person experience with formal mindfulness meditation
practice, and attendant skill sets required to teach mindfulness-based inter-
ventions are not readily amenable to the customary manualized approach to
delivery of psychological interventions; (9) effective ways to train clinically
based mindfulness instructors in the practice itself and in specific curricula
for specific mindfulness-based interventions without losing the essence and
simplicity of the practice or collapsing its multiple-dimensionality; and (10)
a continual raising of the challenges involved in taking on the work of mind-
fulness in clinical settings, the occupational hazards associated with profes-
sional roles and callings, and the recognition of increasingly skillful ways to
catch ourselves getting caught up in ambition-driven striving or mere endless
doing, and losing track of the domain of being, and of awareness itself.

In this vein, I couldn’t help noticing and delighting in the fact that the
words “wise” and “wisdom” were not shied away from in appropriate con-
texts in many of the chapters of this book. To me, this is a positive indica-
tor that the practice itself is shifting the vocabulary we use to think and talk
about effective clinical interventions and outcomes, and is elevating the ways
in which we hold those who come to us who are sorely suffering and in need
of being seen and met wholly and wholeheartedly (as we need to do for our-
selves and each other as well). I will single out only one sentence from one
chapter because it states a perspective that is often tragically missing in the
clinical setting in both medicine and psychology: “In DBT, it is assumed that
all people have innate access to wisdom [15].”

The heart of mindfulness-based interventions lies in a deep silence, still-
ness and openheartedness that is native to pure awareness and can be expe-
rienced directly both personally and interpersonally. The consequences of
such cultivation (Pali: bhavana) may go far beyond symptom reduction and
conventional coping adjustments, defining new ways of being in the body
and in the world that are orthogonal to the conventional perspective on both
health and well-being. Indeed, perhaps the collective efforts in this emerg-
ing field, as represented here, are defining new ways of being and knowing
that express the wisdom and beauty inherent in being human - as well as
new ways to measure its biological and psychological consequences. It is
my hope that this volume, and the flowering of present and future research
and clinical practices that it represents, be a major catalyst in our deepening
understanding of the human psyche and its capacity for, and yearning for
experiencing the wholeness that is its intrinsic nature.

Jon Kabat-Zinn, Ph.D.

Worcester, Massachusetts
September 15, 2008
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Introduction: Where New
and Old Paths to Dealing

with Suffering Meet

Fabrizio Didonna

All humanity’s miseries derive from not being able to sit quietly in a
room alone.

– Blaise Pascal, Seventeenth-century French philosopher

Over the last 2 decades there has been growing interest in the possible
effectiveness of Eastern psychology in a clinical setting and in particular,
those techniques based on practices of Buddhist origin. Numerous stud-
ies have attempted to investigate the possible clinical implications of these
approaches and their application in the treatment of psychological disorders.
In a spontaneous manner and through the independent work and studies of
many researchers and therapists, this has given rise to a trans-epistemological
approach, leading to experimentation and the application in clinical settings
of principles and methods deeply rooted in Eastern psychology.

Interest in these approaches stems from an awareness that despite the
importance of scientific methodology, which aims at ensuring rigorous pro-
cedure and seeks to further evidence-based knowledge, there appears to be
a considerable need to combine these practices with the innate components
of human nature that are decisive in influencing an individual’s interpretation
of events and his/her emotional attitudes and behavior. These components
can be found in the acceptance of experience (Hahn, 1998; Hayes, Strosahl,
& Wilson, 1999), a compassionate attitude toward one’s own and other peo-
ple’s suffering (Gilbert, 2005), the capacity to observe oneself without judg-
ing (Kabat-Zinn, 1990), and the idea that the mind can observe itself and
understand its own nature (Dalai Lama, Benson, Thurman, Goleman, & Gard-
ner, 1991). They are also found in the capacity to direct attention toward the
emotional sphere and the relationship of interdependence and reciprocal
influence existing between the mind and the body (Goleman, 1991) and in
more general terms in a harmonizing and normalizing attitude toward intrap-
ersonal and interpersonal variables.

All of these components can be summed up in the concept of
mindfulness.

As is well explained in the first part of this book, mindfulness is the “heart,”
or the core teaching, of Buddhist psychology (Kabat-Zinn, 2003), and it is
inherently a state of consciousness that involves consciously attending to
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one’s moment-to-moment experience (Brown & Ryan, 2003). This state is
cultivated and developed through meditation practice (Kabat-Zinn, 2005),
which offers a method by which we can become less reactive to what is
happening to us in the present moment. It is a way of relating to our entire
experience (be it positive, negative, or neutral), which provides us with a
means by which we may reduce our general level of suffering and increase
our level of well-being (Germer, Siegel, & Fulton, 2005).

A crucial aspect of most mindfulness practices is a sense of heightened
but detached awareness of sensory and thought experience and, as Wolinsky
(1991) argues, mindfulness is actually the way out of the everyday trances
we live at the mercy of through unconscious, habitual, automatic patterns
of conditioning. Understanding the therapeutic value of these processes may
represent a particularly important integration of Eastern and Western psy-
chologies (Walsh, 1996).

The ever-growing integration between mindfulness and psychotherapy is
justified by the fact that mindfulness can be considered a trans-theoretical
construct that has been used and integrated into different Western theo-
retical and therapeutic approaches that up to only two decades ago had
few, if any, points of contact and dialogue. Today, different therapeutic
models (cognitive-behavior therapy, constructivism, evolutionary psychol-
ogy, humanist psychology, psychoanalysis, brain science, traumatology, pos-
itive psychology) now seem to have found a unifying factor and significant
shared element that will make it possible, in the future, to better understand
and develop the therapeutic factors common to all effective psychological
treatments. Indeed, it can be argued that the mechanisms of change that
form the basis of mindfulness meditation can be found in most Western psy-
chotherapeutic perspectives.

Mindfulness-based approaches also pay particular attention to the impor-
tance of personal resources and potential and to the capacity of an individ-
ual’s “system” to heal itself (or healing from within). By doing so, individuals
spontaneously reach a point (especially when properly guided and oriented)
at which they may pass from a state of imbalance and distress to a state of
greater harmony and serenity with respect to themselves with a consequent
enhanced subjective perception of well-being. Mindfulness practice (and all
of the therapeutic possibilities that may stem from its use and application) is
a discipline that unites all of the above “healing” components and provides
a point of convergence in the fertile dialogue that has arisen over the last
two decades between the East and West within the sphere of psychological
science.

The Dialogue Between Western and Eastern Psychologies

Eastern meditative traditions and Western psychology have both aspects in
common as well as significant differences. In order to better integrate the
differing scientific approaches and methods of investigation, these similari-
ties and differences must be fully understood. Western science has histori-
cally focused on the observer-independent physical world that can be stud-
ied objectively, using empirical facts and excluding subjective experience.
Western psychology, and especially neuroscience, tends to view the mind
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from a mechanistic perspective, in which an often used metaphor is that
of the mind as machine. From this perspective, it has been suggested
that meditation works through such psychological mechanisms as relax-
ation, exposure, desensitization, dehypnosis, deautomatization, catharsis,
and decounterconditioning (Murphy & Donovan, 1997). Other suggestions
of cognitive mechanisms include insight, self-monitoring, self-acceptance,
and self-understanding (Baer, 2003). Potential physiological mechanisms
include decreased arousal, changes in autonomic nervous system activity,
stress immunization, and hemispheric synchronization and laterality shifts
(e.g., Cahn & Polich, 2006). Some of these mechanisms have often been mis-
interpreted in a reductionistic way, leading to a limited understanding of the
processes of meditation (Wilber, 2000b). On the contrary, Eastern medita-
tive disciplines have a very different view of the mind. These traditions, and
Buddhism in particular, have focused primarily on the human mind and con-
sciousness as the primary subjects of introspective investigation, which they
see as the source of human joy and suffering, and, in general, as the source
of all phenomena (Walsh & Shapiro, 2006) to the degree that they are con-
sidered to have a tremendous impact on the understanding of the rest of the
world (Wallace, 1999).

Buddhist tradition maintains that, in the words attributed to the Bud-
dha, “All phenomena are preceded by the mind. When the mind is com-
prehended, all phenomena are comprehended,” and “by bringing the mind
under control, all things are brought under control” (Santideva, 1961, p. 68,
as cited in Wallace, 1999). This perspective differs from that of Western mod-
ern science, which assumes that the mechanistic control of the environment,
particularly the body and the brain, can alter one’s sense of well-being, com-
fort, and distress.

Another important point is that Western culture tends to be monopha-
sic, meaning that it is centered on, and conceptualized within, the usual
waking state of consciousness, whereas the culture of meditative traditions
(both Eastern and Western) is polyphasic and multistage, drawing on multi-
ple states of consciousness and multiple adult developmental stages (Laugh-
lin, McManus, & Shearer, 1992; Wilber, 2000a). As meditative practices are
studied using a Western scientific paradigm, there is a danger of “degener-
acy,” in which multiple dimensions are simplified into fewer ones, resulting
in a loss of complexity and multidimensionality (Tart, 1992).

According to Thurman (1991), scientists have more often than not con-
sidered reality to be something external to the world of human thought
in as much as reality is part of the physical world. They have thought that
the environment must be tamed, controlled, and modified in order to be
adapted to human needs. In order to understand the outside world, West-
ern science has without a doubt made extraordinary efforts and achieved
excellent results. Examples of this are the use of chemistry, pharmacology,
and surgery to cure illness, both physical and psychological. However, West-
ern science has focused solely on the study of potential cures outside the
self, introducing them into ourselves via highly advanced technologies. And
yet by doing so, it has given less importance to the positive and therapeu-
tic potential that each one of us has within ourselves. Buddhist tradition, on
the contrary, focuses on the importance of internal science and considers
the science of the mind to be the most important to the internal sciences,
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the king of all sciences. These beliefs have developed, thanks to the intense
and antique tradition based on the practice of meditation.

Another important difference between the two psychologies lies in the
methods and the means for obtaining mental health. Both systems of belief
have their own theories, but there is room for fruitful and effective collab-
oration between the two. Western psychotherapy tends to focus mainly on
the content of the consciousness and does not try to achieve the more radi-
cal transformation proposed by Buddhist psychology, which focuses on the
process of the consciousness. The aim is to free individuals from negative
mental states by altering the perceptive and cognitive processes.

Westerners that have tried to understand and adopt these meditative prac-
tices have had the opportunity to try them out on themselves involving their
own very intense and profound sensations and emotions. Thanks to these
experiences, they have been able to develop positive psychological compe-
tences, for example, managing “destructive emotions” such as anger, mental
agitation, and attachment. In this process, they have managed to cultivate a
lifestyle that enables them to prevent what Western culture would consider
to be “mental illness”.

In the past few decades, rigorous scientific studies based on Western tech-
nologies have demonstrated that meditation practiced by experts such as
Buddhist monks can modify cerebral activity and have a positive influence
on individual’s health, both mental and physical.

The aim is to open up dialogue on the issue of therapy for mental health
between these two cultures, which differ significantly from technological,
scientific, and ideological points of view. At the same time, they both focus
on the search for human well-being in all of its components and for ways
to overcome suffering. As Engler has stated (Wilber, Engler & Brown, 1986),
when the two psychologies are combined, the result is a much more com-
plete diagram of human development. This combination makes it possible
to trace the developments that have been well founded and well studied in
Western psychology and to see, therefore, how they can be improved by
integrating the techniques of Eastern psychologies.

In many ways this book is the fruit of this fertile dialogue between the two
cultures, the two sciences, and the two psychologies that has taken place
over the past decades. It exemplifies the result of a synthesis, translated into
conceptual models and therapeutic interventions, that is the expression of
the integration of Eastern psychology with its rigorous principles dating back
thousands of years and the ability to translate scientific progress and the-
oretical advances into operational models and therapeutic techniques that
can be scientifically verified and belong, therefore, to Western psychological
cultures.

Unity of the Mind and Body

An important aspect to be emphasized in mindfulness approaches is the
considerable relevance attributed to the unity of the mind and body,
whereby the identification and description of bodily sensations and per-
ceptions open up a channel of information with respect to the cognitive-
emotional sphere. It should be noted that in mindfulness interventions, the
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conception of an individual’s relationship with the body is substantially dif-
ferent from that normally adopted in Western culture and, more specifically,
with respect to psychotherapy, in standard cognitive-behavioral approaches
(which make little effort to contemplate the physical dimension), but also
in other psychotherapeutic models that may even involve physical contact
with the patient. While these latter models lead patients to experience bod-
ily sensations and/or emotions evoked by external stimuli, the practice of
mindfulness allows patients to explore the dimension of their own physical-
ity in an autonomous, spontaneous, and decentered manner. This aspect is
found to be all the more useful if one considers that a number of patients
have difficulty expressing their thoughts and emotions through verbal com-
munication and would rather make use of the body as a metaphor of their
experiences.

This fundamental unity of mind and body has basically been lost in Western
culture. In meditative practice this union is a crucial assumption: The two
entities communicate in an active and continuous way leading to a concept
of, a whole living being that continuously interacts with its internal world.
Behind this main difference between the two cultures are a very different
understanding of the concept of mind and a different mental representation
of the idea of health and illness. The point of view of Eastern psychology
stimulates the emergence of a wider vision compared to the Western view in
as much as it recognizes this basic unity of mind and body.

The basis of this difference is a significant dichotomy that has character-
ized Western thought since the seventeenth century when Descartes intro-
duced the subdivision of the whole being into separate entities: the body and
the mind. According to Kabat-Zinn (1990), this is, at one level, an efficient
simplification, but what we often tend to forget is that the mind and the body
are only separated abstractly, from the point of view of thought. This Carte-
sian dualism of mind and body has permeated Western culture to the point
that it has nearly eliminated the entire sphere of body–mind interactions as
a legitimate field of scientific research. We can no longer think of health and
illness as entities that belong separately to the body or the mind because
they are extremely interconnected. Only recently, as the weak points of the
dualistic paradigm have become more evident, has this tendency started to
be turned upside down.

The Concept of Illness in Eastern and Western Cultures

Modern Western medicine has never given great importance to developing
an understanding of the experiences of the internal functioning of individu-
als focusing almost exclusively on external appearances (the symptom) and
concentrating, therefore, on eliminating the external manifestation rather
than the latent cause in the organism, that is, the root of the problem. There-
fore, the fact that Westerners tend to ignore the inside of the body and
its processes comes first of all from our approach to illness: The “miracle
medicines” that were developed and widely diffused in the 1930s and 1940s,
thanks to the discovery of antibiotics, took over the public imagination, and
within a very short amount of time, it was assumed that in the end science
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would be able to demonstrate that every physical problem had its cause in
invasive microorganisms and germs.

This way of dealing with health problems was even extended to mental
illness. This is demonstrated by the often overuse of pharmaceuticals that
influence the mind and emotions. Attention was taken away from internal
states to focus on the external world. As Thurman (1991) states, in the West
our ability to influence the external reality has by far surpassed the power
we have over ourselves. Today we are at a point at which illness is seen as
something that invades us and as such must be fought against using external
means that are often, unfortunately, just as invasive.

As Goleman (2003) has clearly pointed out, in the West, medicines have
become the most common solution to dealing with destructive emotions,
that is, those that create significant suffering for ourselves and others. With-
out questioning the fact that pharmaceuticals that alter and stabilize mood
have helped millions of persons, it is possible to point out alternative ways to
control the mind. Differently from modern science, which has concentrated
on developing ingenious chemical compounds to help people overcome the
most intoxicating emotions, Buddhist psychology offers more difficult paths
to recover involving a series of methods aimed at training the mind through
the practice of meditation.

From a Western point of view, mental health is defined by defect as
absence of psychiatric pathologies, that is, in the West normalcy is the aim.
However, in Buddhist psychology, for example, normalcy is only the starting
point for practicing the principles that lead to freedom from suffering and
mental uneasiness.

Tibetan Buddhism has a very refined psychology that has been practiced
for more than 2,000 years as well as a model of well-being that extends our
concept of mental health. Buddhist psychology has developed an elaborate
model of the mind that, as is the case for every complete psychological sys-
tem, describes how perception, motivation, cognition, and emotions work
in detail and analyzes both the causes of human suffering (etiology) and the
ways out of this suffering (therapy). It has developed its own representation
of the mind and how it works as well as its own definition of mental health.
Over the centuries, it has defined a precise map of how changes in the mind
and body have a reciprocal influence on one another and has developed a
series of techniques aimed a voluntarily controlling these changes.

This psychology allows Westerners to have a complementary vision and
perspective with regard to some of the more central questions of modern
psychology: the possibility to cultivate mental health, the nature of the mind,
the limits of the growth potential of human beings, and the tools and meth-
ods needed to enact changes on the psyche.

Negative and Positive Mental Factors

In the Buddhist model of the mind and mental health, the measurement used
is a single moment of the mind characterized by several mental factors. The
concept of “mental factor” partially corresponds to the Western concept of
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“emotion,” but this is not the appropriate term since some of the factors are
cognitive or perceptive (Goleman, 1991).

Every mental factor has unique properties that influence our perception of
reality and our subjective experience moment after moment. For this reason,
the primary cause of changes in experience should not be attributed to exter-
nal realities, to objects, but rather to the properties of that specific moment
in our mind and conscience. It is also well known in Western psychology
that any fact in our life can be considered pleasant or unpleasant depending
on the situation we find ourselves in and the “lenses” we wear to examine it.
Every mental state, every moment of the mind, is made up of a changeable
variety of properties that can be combined in order to determine a particular
mental state and its tone (Goleman, 1991). Abidharma, one of the branches
of Buddhist psychology, takes about 50 mental factors into consideration,
half of which are considered to be negative or harmful in as much as they
distort one’s perception of reality, and the others are considered to be posi-
tive and beneficial. The rule of mental health in this system is very “simple”
and direct because it is based on experience: Negative or harmful states are
those that do not lead to calmness, tranquillity, balance, and meditation. This
is the basic rule in this psychological system: If a mental factor supports
and promotes balance, then it is to be considered positive and beneficial
(Goleman, 1991).

The basic negative mental factors are illusion or ignorance, attachment
or desire, and aversion or hostility. Illusion or ignorance is to be understood
as a perceptive defect, a fogging up of the mind that inhibits individuals from
seeing things clearly and without making any sort of judgment. Attachment
or desire is expressed as a selfish longing for gratification, which tends to
overestimate the quality of what one is desiring (idealization) and distorts
reality in as much as it leads the person to remain anchored to an object
or thought, creating a sort of fixation that is difficult to break away from.
Aversion and hostility are to be understood as intense anger that leads to
a distortion of reality, but in the opposite direction of attachment, and that
makes a person see everything in a negative way (see also Chapters 1 and 2 of
this volume). Combinations of these factors lead to various types of distress.
For example, anger can lead to fury, revenge, contempt, and envy, while
attachment brings about phenomena such as avarice, futility, various forms
of dependency and addictions, excitement, and mental agitation. Accord-
ing to the Abidharma, excitement often influences people’s mind because it
sets the mind up for uncontrollable and useless fantasies. Basically we prefer
the flow of awareness: a normal and habitual condition of excitement and
agitation. It is this very agitated and destructive “mental state,” which dis-
rupts a person’s overall well-being, that meditation aims to relax and heal
(Goleman, 1991).

Each negative mental factor is countered by a health factor that is dia-
metrically opposed to it and that can replace it through a mechanism simi-
lar to “reciprocal inhibition,” which is used in systematic desensitization in
cognitive-behavioral techniques. For example, relaxation inhibits its physio-
logical opposite, which is tension (Goleman, 1988). In other words, for every
negative mental factor, there is a corresponding positive one that can dom-
inate it (e.g., penetration, mindfulness, non-attachment, impartiality), and
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when a positive health factor is present in a mental state, the harmful one
it is suppressing cannot reappear.

When one factor or a group of specific factors frequently inhabit the men-
tal state of an individual, it becomes one of that individual’s personality
traits: The sum total of a person’s mental factors determines his/her type of
personality.

The issue of motivation is closely related to mental factors. Mental states
are what push a person to look for one thing and avoid another. If a mind is
dominated by greed, this will become the predominant motivational factor
and the individual’s behavior will be influenced as a consequence, that is, by
seeking to conquer the object of his/her desire.

Mindfulness Meditation, Cognitive Processes,
and Mental Suffering

One of the main factors that causes and maintains mental suffering
(e.g., depression, anxiety) is the relationship that people have learned to acti-
vate in relation to their own private experience. An important aspect of this
relationship is people’s tendency to let themselves be overcome and dom-
inated by thoughts that start from far away, deep in our minds, and slowly
spread out to a point in which they can no longer be controlled and taken
over. During meditation the same thing happens and we become aware of it.
People become aware, maybe for the first time, of the fact that we are contin-
uously immersed in an uninterrupted flow of thoughts that come regardless
of our will to have them or not, one after the other, in very rapid succes-
sion. Indeed this is simply the nature of our mind, intrinsically transient and
fluctuating. Therefore, the problem is not to eliminate the thoughts that are
generated, but rather to disidentify oneself from them. One of the most valu-
able teachings and principles mindfulness-based programmes are based on
(e.g., MBSR, Kabat-Zinn, 1990, and MBCT, Segal, Williams & Teasdale, 2002)
is this idea of not being your own thoughts.

Patanjali (1989) speaks about this “process of identification,” but broad-
ens the concept as it is understood by modern psychology, which maintains
that the ego identifies itself in objects and people, that is, stimuli coming
from the outside world. Patanjali suggests that there is something that lies
beneath even the smallest thought, and this is when we identify with this,
without being aware of it, that we believe we are the thoughts we are think-
ing. Patanjali claims something that is radically different from the Western
concept of “I think, therefore I am,” basically assuming that we are differ-
ent from our thoughts. As the mind becomes less and less identified with
the content of our thoughts, the greater our ability to concentrate and the
greater the resulting sense of calm.

Meditation seems to function not by changing the contents of our mind,
but rather our identification with these contents through a “seeing” that
is more accepting, intuitive, and immediate, thanks to which the coercive
power of some cognitive-affective contents progressively decreases until it
eventually disappears. Consequently, the central theme of psychopathol-
ogy seems to focus on automating our cognitive and emotional processes,
and crystallizing thought configurations, memories, emotions, and bodily
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reactions that become automatic beyond our awareness of them and will to
control them (Segal, Williams & Teasdale, 2002). In some ways mindfulness
works in the opposite direction. As will be carefully explained in various
chapters in this book, the processes of decentering and disidentification,
which in standard cognitive therapy are considered a means for achieving
the end (i.e., changing the contents of a though), are actually the end itself of
therapy based on mindfulness. Non-attachment and non-identification with
what we take to be real is the basis of mindfulness-based approaches.

Rumination is one of the major cognitive processes in many psychological
illnesses. When people worry or ruminate about their problems, even if it
seems to them that they are facing the difficulty, they are actually moving
further away from a direct perception of the nature of the difficulty. This
happens because ruminating always involves making a judgment about the
experience. Meditation techniques based on mindfulness work in exactly
the opposite direction favoring a “letting-go” attitude toward one’s own
thoughts. This is an indispensable skill for people’s psychological and phys-
ical health since it helps them avoid getting stuck once again in harmful
vicious cycles. The worst damage caused by depressive rumination is the fact
that the ruminative thought feeds itself continuously. This process generates
thoughts and, therefore, emotions that become more and more intense and
far from the actual situation, such that over time it becomes more and more
difficult to differentiate reality from one’s judgment of it. For this reason,
according to mindfulness, it is extremely important that patients learn how
to disidentify themselves from their thoughts.

Mindfulness-based programs seem to be able to directly intervene on
several aspects of ruminative thoughts by exploiting the repetitive way
these thoughts work. The possibility to disidentify ourselves from our own
thoughts can free us up from one of the strongest and most deeply rooted
attachments: the attachment to thinking for the sake of thinking, that is,
being dependent on the incessant mental conversation that goes on in our
minds. There seems to be a unique fascination with this attachment since
we only feel normal when our minds are thinking a lot and since we think
that the solution to all of our problems can come solely from thoughts as
if we had a sort of blind faith in the presumed magical power of thinking
and re-thinking. Mindfulness offers a passage through which thoughts can
be stripped of the importance we attribute to them. When we realize that
our thoughts are non-concrete and have no substance, that their true nature
does not necessarily have anything to do with reality, we have overcome the
obstacle of attachment and the possibility that it will degenerate into the
negative effects of rumination.

Through diligently practicing the ability to detach ourselves from our own
thoughts, our consciousness gradually evolves. The consistent practice of
meditation leads to the intentional suspension of every judgment and evalua-
tion we make regarding what happens around us and inside us. This allows us
to observe and accept, without wanting to change, the processes of thought
and our emotional reactions in all areas of experience. Therefore, the main
aim of mindfulness-based programs is to help individuals make a transforma-
tion at the root of their relationship with their thoughts, feelings, and physi-
cal sensations that contribute to activating and maintaining psychopatholog-
ical states.
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The issues that have been discussed demonstrate why and how, especially
in the last 20 years, there has been a natural and fruitful synthesis between
mindfulness meditation and cognitive-behavioral approaches. This synthe-
sis has made significant integrations between the two perspectives possible,
many of which will be illustrated in this handbook.

The Clinical Relevance of Mindfulness-Based Treatment

There are an estimated 10 million practitioners of meditation in the United
States and hundreds of millions worldwide. The widespread use of medita-
tion in all the major world religions is based on the experience of many that
meditation aids several processes related to personal development. Deurr
(2004) points out that meditation is one of the most widely used, lasting, and
researched psychological disciplines worldwide. In the last 20 years, there
has been a dramatic increase in clinical interventions that use meditation
skills, especially in the form of mindfulness. Salmon, Santorelli, and Kabat-
Zinn (1998) have reported that over 240 hospitals and clinics internationally
were offering mindfulness-based stress-reduction trainings as of 1997. This
number has certainly significantly increased today.

One of the most significant problems psychology has had in drawing upon
the practices of Eastern and Buddhist cultures is that until 15–20 years
ago, the word “meditation” was considered by many to be suspect and
associated with images of fraudulent mysticism (Kabat-Zinn, 1990). Medi-
tation was almost demonized and considered solely as an esoteric aspect.
In part this was due to cultural and conceptual ignorance regarding these
techniques, which have only recently started to be considered in scientific
research in psychology and neurology. This led some authors (Benson &
Proctor, 1984), especially in the 1990s, to recommend separating medita-
tion from its Eastern roots in order to make this practice more appealing
and acceptable within Western psychotherapy practice (Carrington, 1998;
Shapiro & Walsh, 1984) and in order to overcome suspiciousness and preju-
dices. However, leaving out the spiritual aspect of meditation practice may
limit a complete understanding of the potential of this practice (Kabat-Zinn,
1990).

Eastern roots need to be manifested in a universal way and language as skill-
ful means, so that people who are suffering can understand why meditation
might be helpful to them without all the cultural and ideological baggage that
invariably accompanies the whole Eastern gestalt, and for that matter, spiritu-
ality as it is often spoken about (Jon Kabat-Zinn, personnal communication,
2008).

The clinical areas of use of mindfulness-based treatment today are
extremely broad, and various outcome studies have highlighted the clinical
relevance of these forms of treatment with respect to a variety of disorders.
Mindfulness is a key component of several standardized therapy models,
most of which are included in the cognitive-behavioral approach as will be
widely illustrated in this handbook: the Mindfulness-Based Stress Reduction
(MBSR) protocol (Kabat-Zinn, 1990), perhaps the first model involving a



Introduction 11

clinical application of mindfulness, which has been found to be effective in
the treatment of various anxiety disorders, especially GAD, panic disorder,
and social phobia (Kabat-Zinn et al., 1992; Borkovec & Sharpless, 2004;
Miller, Fletcher, & Kabat-Zinn, 1995); the Mindfulness-Based Cognitive
Therapy (MBCT) model (Segal et al., 2002), an integration of cognitive
therapy and MBSR, which has been found to be effective in significantly
reducing the relapse rate in major depression; the integration between
evolutionary psychology and compassion in psychotherapy by Paul Gilbert
(2005); Marsha Linehan’s Dialectical-Behavioral Dialectrical-Behavioral
Theraphy (DBT) model, which comprises an important mindfulness-based
treatment component and which has demonstrated significant effectiveness
in reducing multi-impulsive and suicidal behaviors in patients suffering from
borderline personality disorder (Linehan, 1993a, b); and the Acceptance and
Commitment Therapy (ACT; Hayes et al., 1999), which is consistent with
mindfulness approaches though it does not explicitly include mindfulness or
meditation training. In this last therapy method, patients learn to recognize
an observing self able to see their own thoughts, emotions, and body
sensations and view them as separate from themselves. In addition to these,
as will be well described in Parts 3 and 4 of the handbook, there are at this
moment several other relevant application of mindfulness-based approaches
for many different psychological disorders in various clinical settings and
across diverse populations.

Regarding the state of the art (see also Chapter 3 of this volume), Baer’s
(2003) judgment after reviewing the empirical literature is that “mindfulness-
based interventions can be rigorously operationalized, conceptualized, and
empirically evaluated” (p. 140) and that at present they meet the American
Psychological Association Division 12 designation as “probably efficacious.”
Studies of the effectiveness of these approaches are encouraging, but further
investigation with more randomized and controlled studies is still required.
It would be important to conduct methodologically sound empirical evalua-
tions of the effects of mindfulness interventions for a range of problems, both
in comparison to other well-established interventions and as a component of
treatment packages.

We also need to better understand which mindfulness-based interventions
work and for whom, and which strategies work best for particular patients
and conditions. It will be possible to reach these goals by developing valid
and reliable measures of mindfulness (see Chapter 9 of this volume), allow-
ing measurement of mindfulness and its components and the associations
between them and clinical change.

Another central issue to be investigated in working with psychological
problems is whether or not there are particular brain processes associated
with specific clinical conditions that mindfulness practice either augments or
reduces. We also have to improve our understanding of the cognitive, emo-
tional, behavioral, biochemical, and neurological factors that contribute to
the state of mindfulness and investigate what mechanisms of action of mind-
fulness training actually lead to clinical change (exposure, relaxation, cogni-
tive, and behavior change). In order to reach these goals we need to stimulate
and increase the dialogue between mindfulness-based perspectives, Eastern
traditions, and neuroscience.



12 Fabrizio Didonna

Outline and Aims of the Book

One of the major stimuli behind the development of this project was the
need to bring together, in an operative, pragmatic, and easily accessible form,
the ever-increasing amount of knowledge and experience now available from
research and practice about mindfulness and its clinical application. This
book illustrates the links between theory, science, and the therapeutic appli-
cation of mindfulness for psychological and physical problems, highlighting
the connections of these themes with Eastern tradition. The book is divided
into four parts.

Part 1 (Chapters 1–4) covers theoretical issues and includes chapters on
the origin and conceptualization, phenomenology and state of the art of
research on the constructs of mindfulness and meditation. This part provides
an important theoretical framework and rationale for the clinical sections of
the book.

Part 2 (Chapters 5–9) addresses the relationships between mindfulness
and clinical problems, especially regarding psychopathology, explaining the
rationale of the use of mindfulness practice for mental diseases. Several rel-
evant clinical and phenomenological issues are also discussed, such as the
use of compassion and metaphor in psychotherapy, and the feeling of empti-
ness. The possibilities to assess and measure mindfulness components and
the possible effects of mindfulness-based interventions for non-clinical and
clinical populations are also illustrated.

Part 3 (Chapters 10–20) illustrates several mindfulness-based interventions
for a wide range of psychological disorders, but also for some severe medical
problems (cancer, chronic pain), for which this kind of approach has shown
clinical relevance and effectiveness. The chapters include a clear explana-
tion of the rationale for using mindfulness-based therapy with the specific
diseases discussed, illustrations of case studies, and descriptions of the limi-
tations and obstacles of the interventions as well as the strategies and tech-
niques that can be used to deal with problems and to implement mindfulness
interventions.

Part 4 (Chapters 21–25) shows how it is possible to implement and pro-
vide mindfulness-based interventions for specific populations (children, the
elderly) and in specific clinical settings (individual, inpatient treatment).
The last chapter in this part illustrates and explores some of the implica-
tions for clinicians wishing to use mindfulness-based approaches in terms
of the training that they need to be able to competently deliver the clinical
intervention.

Appendix A illustrates some classic mindfulness exercises that can help
readers both to more thoroughly understand mindfulness-based approaches
as well as to start developing their own meditation practice. Appendix B lists
a number of resources in several countries helpful for readers who wish to
train themselves in mindfulness-based approaches or maintain and deepen
their own meditation practice.

All the chapters were written by well-known experts and leaders in sev-
eral fields of mindfulness-based approaches and by clinical researchers with
extensive experience in the implementation of this kind of treatment with
their respective population and in their respective setting.
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This book will hopefully provide readers with a comprehensive and
integrated volume that illustrates the current development and evolution of
third wave approach in cognitive-behavioral therapy, as well as a practical
and valuable tool for practitioners interested in applying mindfulness in a
wide range of clinical settings. I hope and wish that this book will serve
as a helpful source of information for clinicians, researchers, and scholars
from a wide range of disciplines, in particular psychology, psychiatry, and
the social sciences, who wish to learn and/or more thoroughly understand
mindfulness and its clinical applications. The handbook can also serve
as a reference text for university students and for trainees in psychology,
psychiatry, social work, psychiatric nursing, counseling, and in general for
all mental health professionals.

I sincerely hope that this book will inspire future creative and novel appli-
cations of mindfulness-based approaches on the part of clinical practition-
ers, as well as stimulate further research that investigates the effectiveness
and power of mindfulness practice in achieving clinical change. This could
favor the opening of at least some of the many “closed doors” in the complex
understanding of mental functioning and human suffering.

The true value of a human being is determined primarily by the measure
and sense in which he has attained liberation from the self. We shall require
a substantially new manner of thinking if humanity is to survive.

Albert Einstein (From The World as I see it, 1934)
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Part 1

Theory, Conceptualization,
and Phenomenology



1
Mindfulness: What Is It? Where Did

It Come From?
Ronald D. Siegel, Christopher K. Germer, and Andrew Olendzki

We can make our minds so like still water that beings gather about
us, that they may see, it may be, their own images, and so live for
a moment with a clearer, perhaps even with a fiercer life because of
our quiet.

William Butler Yeats

Throughout history, human beings have sought to discover the causes of
suffering and the means to alleviate it. Sooner or later, we all ask the same
questions: “Why am I not feeling better?” “What can I do about it?” Inhabiting
a physical body inevitably exposes us to pain associated with sickness, old
age, and death. We also struggle emotionally when confronted with adverse
circumstances or with benign circumstances that we see as adverse. Even
when our lives are relatively easy, we suffer when we don’t get what we
want, when we lose what we once had, and when we have to deal with
what we do not want. From birth until death, we are relentlessly trying to
feel better.

As this book will show, mindfulness is a deceptively simple way of relat-
ing to all experience that can reduce suffering and set the stage for positive
personal transformation. It is a core psychological process that can alter how
we respond to the unavoidable difficulties in life—not only to everyday exis-
tential challenges, but also to severe psychological problems such as suicidal
ideation (Linehan, 1993), chronic depression (Segal, Williams, & Teasdale
2002), and psychotic delusions (Bach & Hayes, 2002).

Mindfulness is not new. It’s part of what makes us human—the capacity to
be fully conscious and aware. Unfortunately, we are usually only in this state
for brief periods of time and are soon reabsorbed into familiar daydreams and
personal narratives. The capacity for sustained moment-to-moment aware-
ness, especially in the midst of emotional turmoil, is a special skill. Fortu-
nately, it is a skill that can be learned.

Mindfulness is an elusive, yet central, aspect of the 2,500-year-old tradition
of Buddhist psychology. We can talk about mindfulness or write at length
about it, but to truly understand mindfulness, we have to experience it
directly. This is because mindfulness points to something intuitive and pre-
conceptual. With committed practice, every person can gradually figure out
how to become more and more mindful in life, even in the face of significant
suffering. Cultivating mindfulness is, and has always been, a deeply personal
journey of discovery.
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The Ancient Meaning of Mindfulness

“Mindfulness,” as used in ancient texts, is an English translation of the Pali
word, sati, which connotes awareness, attention, and remembering. (Pali is
the language in which the teachings of the Buddha were originally recorded.)
The first dictionary translation of sati into “mindfulness” dates to 1921
(Davids & Stede 1921/2001). As we shall see, the definition of “mindfulness”
has been somewhat modified for its use in psychotherapy, and it now encom-
passes a broad range of ideas and practices.

Awareness is inherently powerful, and attention, which is focused aware-
ness, is still more powerful. Just by becoming aware of what is occurring
within and around us, we can begin to untangle ourselves from mental pre-
occupations and difficult emotions. Sometimes this can be quite simple, as
in the case of a mentally retarded man who managed his anger outbursts
by shifting his attention to the “soles of the feet” whenever he noticed he
was angry (Singh, Wahler, Adkins, & Myers, 2003). By redirecting attention,
rather than trying to control or suppress intense emotions, we can regulate
how we feel.

Another aspect of mindfulness is “remembering.” This does not refer to
memory of past events. Rather, it means remembering to be aware and pay
attention, highlighting the importance of intention in mindfulness practice.
Each moment we remind ourselves: “Remember—be aware!”

But “mindfulness” means more than being passively aware or being aware
for awareness’ sake. The Buddhist scholar, John Dunne (2007), has pointed
out that awareness, attention, and remembering (sati) are present when a
sniper, with malice in his heart, aims at an innocent victim. Obviously this
is not what we’re trying to cultivate as psychotherapists, nor is it the goal of
Buddhist psychology. Rather, the purpose of mindfulness in its ancient con-
text is to eliminate needless suffering by cultivating insight into the workings
of the mind and the nature of the material world. The mindfulness practi-
tioner is actively working with states of mind in order to abide peacefully in
the midst of whatever happens.

Through mindfulness, we develop “street smarts” to manage the mind
(Bhikkhu, 2007). It helps us to recognize when we also need to cultivate
other mental qualities—such as alertness, concentration, lovingkindness, and
effort—to skillfully alleviate suffering. For example, if in meditation we are
being self-critical, we may want to add a dose of compassion; if we are feel-
ing lazy, we might want to try to raise the level of energy in the mind or
body. Mindfulness alone is not sufficient to attain happiness, but it provides
a solid foundation for the other necessary factors (Rapgay & Bystrisky 2007).
In the classical literature, mindfulness was usually discussed in terms of its
function, not as a goal in itself. Mindfulness is ultimately part of a project
designed to uproot entrenched habits of mind that cause unhappiness, such
as the afflictive emotions of anger, envy, or greed, or behaviors that harm
ourselves and others.

The recent focus on mindful awareness in psychotherapy is a strategic cor-
rection to some modern treatment trends. Many well-intentioned therapists
prematurely attempt to “fix” a patient’s problems, unwittingly bypassing self-
acceptance and self-understanding. As will be demonstrated throughout this
volume, our emotional and behavioral problems can be amplified by our
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instinctive efforts to avoid discomfort by propelling ourselves into change-
seeking activity. The approach of the new, mindfulness-oriented agenda is
“awareness and acceptance first, change second.”

Therapeutic Mindfulness

As mindfulness is adopted by Western psychotherapy and migrates away
from its ancient roots, its meaning is expanding. Most notably, mental quali-
ties beyond sati (awareness, attention, and remembering) are being included
in “mindfulness” as we adapt it to alleviate clinical conditions. These qualities
include nonjudgment, acceptance, and compassion

Jon Kabat-Zinn, the foremost pioneer in the therapeutic application of
mindfulness, defines it as “the awareness that emerges through paying atten-
tion on purpose, in the present moment, and nonjudgmentally to the unfold-
ing of experience moment to moment” (Kabat-Zinn 2003, p. 145). In 2004,
Bishop et al. (2004) offered a consensus paper on the definition of mindful-
ness: Mindfulness is “self-regulation of attention so that it is maintained on
immediate experience, thereby allowing for increased recognition of men-
tal events in the present moment” and “adopting a particular orientation
toward one’s experience that is characterized by curiosity, openness, and
acceptance” (p. 232). The second part of this definition captures an essential
emotional or intentional attitude of mindfulness in clinical settings.

A stripped-down definition of “therapeutic mindfulness” that we and our
colleagues at the Institute for Meditation and Psychotherapy find useful
is awareness, of present experience, with acceptance (Germer, Siegel, &
Fulton, 2005). These three elements can be found in most modern psycho-
logical literature on mindfulness. Although the “acceptance” component is
implied in the classical Buddhist texts, it helps to make it explicit for clini-
cal application. Other related shorthand expressions we might use for ther-
apeutic mindfulness include “affectionate awareness,” “mindful acceptance,”
“openhearted presence,” and “mindful compassion.”

The explicit addition of acceptance to the mindfulness formula makes
sense to most psychotherapists. This is especially the case when our patients
are confronted with overwhelming traumatic circumstances. Awareness
without acceptance can be like looking at a scary scene under a bright flood-
light. Sometimes we need softer light—like a candle—to approach difficult
experience. The more intensely we suffer, it seems, the more we need accep-
tance and compassion to be able to work with what is occurring in our lives.
Conversely, kindness without clear awareness can lead to sugar coating the
difficulties of life that need to be addressed. Sans awareness, acceptance
could become a form of defensive avoidance.

When patients come to psychotherapy, they are often in dire distress, seek-
ing a person who will take the time to understand who they are and why they
suffer. They desperately want a strategy for relief. Compassion is the invisible
matrix that holds the entire enterprise. The word “compassion” comes from
the Latin roots com pati, meaning to “suffer with.” That’s how we really come
to understand what our patients are going through—we suffer with them. If
we offer helpful advice to a patient without first providing acceptance and
compassion, he or she simply feels misunderstood.
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Similarly, in the intrapersonal, therapeutic relationship—the one we have
with ourselves—compassion is also important. Self-compassion and self-
acceptance are “skillful means” for being aware under trying circumstances.
We need an open heart to have open eyes. When we practice mindfulness
by ourselves, self-acceptance is hopefully part of our emotional landscape;
in the therapy relationship, acceptance and compassion are essential for the
process to be effective.

Mindfulness and Mindlessness

A psychotherapist needs to experience mindfulness in order to integrate it
into his or her clinical practice. Learning meditation from an experienced
teacher is the best way to begin and is strongly recommended. Psychother-
apists also benefit from a conceptual road map to guide their work. To this
end, we suggest using the definition of mindfulness just mentioned: (1)
awareness, (2) of present experience, and (3) with acceptance (Germer
et al., 2005). A moment of mindfulness contains these three intertwined
elements. The mindfulness-oriented therapist may ask, moment to moment,
“How do I cultivate awareness of present experience with acceptance, for
myself and my patient?” This can be a touchstone for practice.

While its definition is easy to remember, the direct experience of mind-
fulness is more elusive. Sometimes mindfulness is easiest to understand by
examining its opposite. Even casual self-examination reveals that our typi-
cal mental state is remarkably mindless. We spend most of our time lost in
memories of the past and fantasies of the future. More often than not, we
operate on “autopilot,” where our minds are in one place and our bodies are
in another.

An embarrassing example of this happened to one of us recently while
driving to present a workshop on mindfulness and psychotherapy:

I was in a rush and running late. Suddenly, a few minutes into my drive, I real-
ized that I was heading in the wrong direction on the Massachusetts Turnpike—
a toll road on which the exits can seem as though they are 50 miles apart. I
wondered, “Who was driving the car?” “Who decided to head west? My mind
was busy preparing my presentation, while my body was steering the car auto-
matically, skillfully heading in the wrong direction.

Similar examples abound. Consider the leading cause of emergency
room visits to New York hospitals on Sunday mornings: bagel-cutting acci-
dents. While interacting with family members on the weekend, many peo-
ple are so distracted by interpersonal events that their bodies cut bagels
automatically—and their bodies aren’t very good at this without guidance
from the conscious mind.

Another less painful example of everyday mindlessness occurs in restau-
rants. Have you noticed how much restaurant conversation revolves around
where you ate in the past or where you might eat in the future? Only occa-
sionally do we actually taste the food that we’re eating.

And then there are our deliberate efforts to escape the present moment—
trying to get to the “good stuff.” Do you ever find yourself rushing through
the dishes to get to your cup of tea, book, or television program? Have you
ever had the thought, perhaps 10 minutes, into a psychotherapy session with
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a frustrating patient, “Darn, forty minutes to go!” When we reflect honestly,
we notice that we’re rushing through, or trying to get rid of, much of our life
experience.

You may notice this even in the present moment: As you read these sen-
tences, where has your mind gone? Have you had thoughts such as, “I won-
der if this book is going to be worthwhile?,” “Maybe I should’ve gotten
another one,” or “This is pretty interesting, I hope the rest of it is good too.”
Perhaps your mind has left the book entirely, and you’re thinking about what
you’ll do later or what happened earlier today.

The pervasiveness of everyday mindlessness is particularly striking when
we inquire into what really matters in our lives. Take a few seconds to recall a
moment in your life that you really valued. (Really, stop reading for a moment
and think of one.) Perhaps it was a special time with someone you love or
a magical experience in nature. During this moment, where was your mind?
Was it focused on recalling the past or imagining the future? Most people
find that the moments they value the most are those in which they’re fully
present, noticing what is happening here and now.

These are moments of mindfulness. We notice the positions of our hands
and the sensations of holding a knife and bagel. We are aware of our bodies
sitting in the car when we drive, and we notice the other cars, the road,
and the scenery. We taste the food we eat, and we actually experience the
sight, sound, and emotional presence of our patients during psychotherapy.
Right now, try noticing the position of your hands as you hold this book, the
physical experience of sitting or lying down, and how your mind reacts to
these words. Mindfulness involves being present to our lives.

While notoriously difficult to convey with words, the Zen Haiku tradition
endeavors to capture moments of mindfulness. Here is a classic example
from Matsuo Basho, a wandering Japanese poet of the seventeenth century:

An old pond!
A frog jumps in —
The sound of water.

(Toyomasu, 2001)

Mindfulness Practice

While it can be disturbing to notice how frequently we are mindless, and
how much of our lives we wish away, there is also good news: Mindfulness
can be cultivated. Just as we can improve physical fitness through regular
physical exercise, we can develop mindfulness through deliberate mental
practices.

Mindfulness practices all involve some form of meditation. Especially in the
West, misconceptions about meditation practice abound. It may therefore be
helpful to examine some of the most common misunderstandings.

Not having a blank mind: While some concentration practices are
designed to empty the mind of thought, this is not an aim of mindfulness
practice. Nor do we wish to become stupid or lose our analytical abilities.
Instead, mindfulness practice involves training the mind to be aware of what
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it is doing at all times, including being aware that we are thinking when
we think.

Not becoming emotionless: Many people secretly hope that mindfulness
practice will relieve them of the burden of emotion. Especially when in dis-
tress, the fantasy of becoming emotionless can be quite appealing. In reality,
mindfulness practice often has quite the opposite effect. Because we prac-
tice noticing the contents of the mind, we come to notice our emotions more
fully and vividly. Our ability to recognize how we feel increases as we relin-
quish normal defenses, such as distracting ourselves from discomfort with
entertainment or eating.

Not withdrawing from life: Because most meditation practices were orig-
inally refined by monks, nuns, and hermits, people often assume that they
involve withdrawing from living a full, interpersonally rich life. While there
are certainly benefits to be derived from practicing mindfulness in a sim-
plified environment, even in these settings, one isn’t exactly withdrawing.
Instead, the vicissitudes of life are experienced more vividly, because we’re
taking the time to pay attention to our moment-to-moment experience.

Not seeking bliss: The image of the spiritual master blissfully smiling while
the rest of us struggle with existential reality is very appealing. Early in their
meditation careers, many people become distressed when they find that their
minds wander and they feel agitated or unsettled. While exceptionally pleas-
ant states of mind do occur, in mindfulness meditation we allow them to
arise and pass—not clinging to blissful states nor rejecting unpleasant ones.

Not escaping pain: Rather than escaping pain, mindfulness practice helps
us to increase our capacity to bear it. We deliberately abstain from auto-
matic actions designed to make ourselves feel better. For example, if we
are meditating and an itch arises, a typical instruction is to observe the
itch and notice any impulses that arise (such as the urge to scratch)—
but to not act on the urge. As a result, we actually experience pain and
discomfort more vividly. This extends beyond itches and physical pain to
include the full spectrum of emotional discomfort as well. As we explore and
accept these unpleasant experiences, our capacity to bear them increases.
We also discover that painful sensations are distinct from the suffering
that accompanies them. We see that suffering arises when we react to
pain with resistance, protest, or avoidance rather than moment-to-moment
acceptance.

Forms of Practice

There are many ways to cultivate awareness of current experience with
acceptance. Not surprisingly, all of them involve repeated practice. If we
want to improve our cardiovascular fitness, we might begin by integrating
physical exercise into our everyday routine—taking the stairs instead of the
elevator or riding a bicycle instead of driving to work. If we want to become
even more physically fit, we might set aside time to exercise formally, per-
haps at a gym or health club. To really accelerate the process, we might go
on a fitness-oriented vacation in which much of the day is spent in vigorous
exercise. Similar options are available for cultivating mindfulness.
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Everyday mindfulness: This involves reminding ourselves throughout the
day to pay attention to what is happening in the moment without radically
altering our routines. It means noticing the sensations of walking when we
walk, the taste of our food when we eat, and the appearance of our sur-
roundings as we pass through them. The Vietnamese Zen teacher Thich Nhat
Hahn suggests a number of techniques to enhance everyday mindfulness.
For example, when the telephone rings, try just listening at first, attending
to the tone and rhythm of the sound as one might listen to a musical instru-
ment. Or while driving, when the red tail lights of another vehicle appear, try
appreciating their color and texture as one might do in looking at a beautiful
sunset.

Formal meditation practice: This involves setting aside time to go to the
mental “gym.” We regularly dedicate a certain period to sit quietly in med-
itation. There are many types of meditation that can cultivate mindfulness.
Most involve initially choosing an object of attention, such as the breath,
and returning our attention to that object each time the mind wanders.
This develops a degree of calmness which, in turn, enables us to better
focus the mind on the chosen object. Once some concentration is estab-
lished, mindfulness meditation entails directing the mind to whatever begins
to predominate in the mind—usually centering on how the event is expe-
rienced in the body. These objects of attention can be physical sensations
such as an itch, an ache, or a sound, or emotional experiences as they man-
ifest in the body, such as the tightness in the chest associated with anger or
the lump in the throat that comes with sadness. Regardless of the chosen
object of attention, we practice being aware of our present experience with
acceptance.

Retreat practice: This is the “vacation” that is dedicated entirely to cul-
tivating mindfulness. There are many styles of meditation retreats. Most
involve extended periods of formal practice, often alternating sitting med-
itation with walking meditation. They are usually conducted in silence, with
very little interpersonal interaction, except for occasional interviews with
teachers. All of the activities of the day—getting up, showering, brush-
ing teeth, eating, doing chores—are done in silence and used as oppor-
tunities to practice mindfulness. As one observer put it, the first few
days of a retreat are “a lot like being trapped in a phone booth with
a lunatic.” We discover how difficult it is to be fully present. The mind
is often alarmingly active and restless, spinning stories about how well
we’re doing and how we compare to others. Memories of undigested emo-
tional events enter, along with elaborate fantasies about the future. We get
to vividly see how our minds create suffering in an environment where
all of our needs are tended to. Many people find that the insights that
occur—during even a single week-long intensive meditation retreat—are life
transforming.

The effects of mindfulness practice seem to be dose related. If one does
a little bit of everyday practice, a little bit of mindfulness is cultivated. If
one does more everyday practice, and adds to this regular formal practice
and retreat practice, the effects are more dramatic. While this has long been
evident to meditators, it is beginning to be documented through scientific
research (Lazar et al., 2005).
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Why Mindfulness Now?

We are currently witnessing an explosion of interest in mindfulness among
mental health professionals. In a recent survey of psychotherapists in the
United States (Simon, 2007), the percentage of therapists who said that they
do “mindfulness therapy” at least some of the time was 41.4%. In compari-
son, cognitive–behavioral therapy was the most popular model (68.8%), and
psychodynamic/psychoanalytic therapy trailed mindfulness at 35.4%. Three
years ago, we speculated that mindfulness could eventually become a model
of psychotherapy in its own right (Germer et al., 2005). That time is rapidly
approaching.

Why? One explanation is that the young people who were spiritual seek-
ers and meditators in the 1960s and 1970s are now senior clinical researchers
and practitioners in the mental health field. They have been benefiting per-
sonally from mindfulness practice for many years and finally have the courage
to share it with their patients.

Another explanation is that mindfulness may be a core perceptual process
underlying all effective psychotherapy—a transtheoretical construct. Clini-
cians of all stripes are applying mindfulness to their work, whether they are
psychodynamic psychotherapists who primarily work relationally; cognitive–
behavioral therapists who are developing new, more effective, and structured
interventions; or humanistic psychotherapists encouraging their patients to
enter deeply into their “felt experience.” The common therapeutic question
is, “How can I help the patient to be more accepting and aware of his or her
experience in the present moment?”

Perhaps the strongest argument for the newfound popularity of mindful-
ness is that science is catching up with practice—the soft science of contem-
plative practice is being validated by “hard” scientific research. Meditation is
now one of the most widely studied psychotherapeutic methods (Walsh &
Shapiro, 2006)—although, admittedly, many of the studies have design limi-
tations (Agency for Healthcare Research and Quality, 2007). Between 1994
and 2004, the preponderance of the research on meditation has switched
from studies of concentration meditation (such as transcendental meditation
and the relaxation response) to mindfulness meditation (Smith, 2004).

We are currently in a “third wave” of behavior therapy interventions
(Hayes, Follette, & Linehan, 2004). The first wave focused on stimulus
and response in classical and operant conditioning. The second wave was
cognitive–behavior therapy, which works to change the content of our
thoughts to alter how we feel. The current “third wave” is mindfulness-
and acceptance-based therapy. Researchers such as Steven Hayes, the
founder of Acceptance and Commitment Therapy, discovered mindfulness-
and acceptance-based treatment strategies while looking for novel solutions
to intractable clinical dilemmas. Others, such as Marsha Linehan, who devel-
oped Dialectical Behavior Therapy, had a personal interest in Zen Buddhism
and sought to integrate principles and techniques from that tradition into
clinical practice. We are now in the midst of a fertile convergence of modern
scientific psychology with the ancient Buddhist psychological tradition.

In the new mindfulness and acceptance-based approach, therapists help
patients shift their relationship to personal experience rather than directly
challenging maladaptive patterns of thought, feeling, or behavior. When
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patients come to therapy, they typically have an aversion to what they are
feeling or how they are behaving—they want less anxiety or less depression,
or want to drink or eat less. The therapist reshapes the patient’s relationship
to the problem by cultivating curiosity and moment-to-moment acceptance
of uncomfortable experience.

For example, a panic patient, Kaitlin, spent the previous 5 years white-
knuckling the steering wheel of her car while driving to work. She was
doing all the traditional behavioral strategies: She exposed herself to high-
ways and bridges, she practiced relaxation, and she could effectively talk
herself out of her fear of dying from a heart attack. Still, Kaitlin wondered
aloud, “Why the heck do I still suffer from panic?” The answer is that Kaitlin
never learned to really tolerate anxiety itself. She was always running away
from it. She needed the missing link that the third generation of behavior
therapies addresses—learning to accept inevitable discomfort as we live our
lives in a meaningful way.

Another arena of research that is fueling interest in mindfulness is brain
imaging and neuroplasticity. We know that “neurons that fire together, wire
together” (Hebb, 1949, in Siegel, 2007) and that the mental activity of medi-
tation activates specific regions of the brain. Sara Lazar et al. (2005) demon-
strated that brain areas associated with introspection and attention enlarge
with years of meditation practice. Davidson et al. (2003) found increased
activity in the left prefrontal cortex following only 8 weeks of mindfulness
training. The left prefrontal cortex is associated with feelings of well-being.
Increased activity in this part of the brain also correlated with the strength of
immune response to a flu vaccine. More dramatic changes could be found in
the brains of Tibetan monks who had between 10,000 and 50,000 hours of
meditation practice (Lutz, Grelschar, Rawlings, Richard, & Davidson, 2004).

The evidence from scientific studies is validating what meditators have
long suspected, namely that training the mind changes the brain (Begley,
2007). We are now beginning to see where and how much change is possible.
Furthermore, the changes that occur in the brain when we are emotionally
attuned to our own internal states in meditation seem to correlate with those
brain areas that are active when we are feeling connected to others (Siegel,
2007)—suggesting that therapists can train their brains to be more effective
therapeutically by practicing mindfulness meditation.

Practical Applications for Psychotherapy

Psychotherapists are incorporating mindfulness into their work in many
ways. We might imagine these on a continuum, from implicit to explicit
applications—from those hidden from view to those that are obvious to the
patient.

On the most implicit end is the practicing therapist. As just mentioned,
when a therapist begins personally practicing mindfulness, his or her capac-
ity for emotional attunement seems to increase. Regardless of theoretical ori-
entation, models of psychopathology, or modes of intervention, the therapist
seems to be able to more carefully attend to and empathize with a patient’s
experience. The therapist’s need to “fix” problems diminishes as he or she
cultivates the capacity to be with another’s pain. Therapists feel closer to
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their patients, developing compassion both by becoming aware of the univer-
sality of suffering and by seeing more clearly their interconnection with oth-
ers. Research in this area is just beginning (Grepmair, Mitterlehner, Loew, &
Nickel, 2006; Grepmair, Mitterlehner et al., 2007).

Next along the continuum is the practice of mindfulness-informed psy-
chotherapy (Germer et al., 2005). This is treatment informed by the insights
that derive from Buddhist psychology and mindfulness practice. The thera-
pist’s understanding of psychopathology and the causes of human suffering
change as a result of observing his or her own mind in meditation prac-
tice. Insights such as understanding the arbitrary and conditioned nature
of thought, seeing the counterproductive effects of trying to avoid difficult
experience, and noticing the painful consequences of trying to buttress our
sense of separate self, all have an impact on how we approach our patients’
problems.

Finally, the most explicit application of mindfulness to psychotherapy is
mindfulness-based psychotherapy (Germer et al., 2005). Mindfulness-based
therapists actually teach mindfulness practices to patients to help them work
with their psychological difficulties. A host of mindfulness-based interven-
tions are currently being developed for a wide range of clinical problems.
Sometimes the patient is taught a traditional meditation practice, and other
times that practice is customized for the patient’s particular diagnosis, per-
sonality style, or life circumstances.

Untangling Terminology

As “mindfulness” is absorbed into modern psychology and Western culture,
there is growing confusion about the term. It has come to cover a lot of
ground. At least some of the confusion could be eliminated if we used Pali,
rather than English, words. (The reader is referred to Mindfulness in Plain
English by Bhante Gunaratana (2002) for a remarkably lucid exposition of
Pali terms and how they relate to mindfulness practice.)

The following is an effort to tease apart the different meanings of mindful-
ness currently used in modern psychology.

Classical concept

As discussed earlier, the Pali term sati, which is often translated as “mindful-
ness,” denotes “awareness,” “attention,” and “remembering.” In the Buddhist
tradition, sati is cultivated as a tool for observing how the mind creates suf-
fering moment by moment. It is practiced to develop wisdom and insight,
which ultimately alleviates suffering.

Psychological process

Process definitions have an instructional aspect—they indicate what we
should do with our awareness. Two process definitions of mindfulness in
clinical settings are “moment-to-moment, nonjudgmental awareness” (Kabat-
Zinn, 1990, 2006) and “awareness, of present experience, with acceptance”
(Germer, et al., 2005). These process definitions suggest, “Look at your
moment-to-moment experience, and try to do it with a spirit of acceptance.”
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Another process definition of therapeutic mindfulness, “attentional control”
(Teasdale, Segal, & Williams, 1995), suggests redirecting attention to manage
emotional distress.

Process definitions are especially valuable because they identify processes
of change or mechanisms of action that may help particular patients. In ther-
apy, “mindfulness” in general is considered a change process and so are the
individual elements that constitute therapeutic mindfulness—acceptance,
present experience, and awareness. Different patients might require more
emphasis on one element or another. For example, self-critical persons
might benefit most from “acceptance,” obsessive patients might be helped
by focusing on “present moment sensations,” and people with impulse con-
trol disorders might benefit most from greater “awareness”—observing the
precursors to problem behaviors such as drinking, gambling, or overeating.

We can break down the processes even further to fine-tune treatment for
particular individuals. For example, there are different styles of awareness
that can benefit certain patients: metacognitive awareness (“thoughts are
not facts”) helps chronically depressed people disentangle from depressive
ruminations (Teasdale et al., 2002), while people with a schizoid or detached
style of relating to their feelings might benefit from a more participatory
observational style—intimately observing feelings as they arise in the body.

Meditation practice: When someone says, “I practice mindfulness medita-
tion,” what is he or she actually doing? There are three key meditation skills
often subsumed under the heading of “mindfulness meditation.”

Concentration meditation: This technique has a focal object, such as the
breath or a mantra. The instruction is, “When you notice that your mind has
wandered, gently bring it back to [the object].” Concentration meditation
produces a feeling of calmness. The Pali word most associated with con-
centration practice is samatha, while the traditional word for meditation is
bhavana, which means “developing.” “Concentration meditation” is a trans-
lation of samatha bhavana, the cultivation of concentration. The “relax-
ation response” (Benson & Klipper, 2000) is a well-known example of this
meditation approach.

Mindfulness meditation

The instruction for mindfulness meditation is, “Notice whatever predomi-
nates in awareness, moment to moment.” Here the intention is not to choose
a single object of focus, but rather to explore changing experience. The skill
of mindfulness cultivates insight into the nature of one’s personal condition-
ing (e.g., “fear of disapproval,” “anger at authority”) and the nature of mental
reality (“it’s changing,” “it’s often unsatisfactory,” “the ‘self’ is fluid”).

This is primarily what distinguishes “mindfulness meditation” from other
forms of meditation, such as concentration meditation and various forms
of visualization meditation, and it is a unique contribution of Buddhist psy-
chology. The Pali words for mindfulness meditation are vipassana bhavana,
which translates well as the cultivation of insight or “insight meditation.”
Western researchers and clinicians usually use the expression “mindfulness
meditation” to refer to this practice.

Making matters a bit more complicated, sati is actually cultivated by, and
necessary for, both concentration and mindfulness meditation techniques.
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That is, we need to know where the mind is to concentrate on either a single
object or many arising objects. Since the mind is actively engaged with a
wider range of experiences during mindfulness meditation, it can be said
that sati is more deliberately developed in this particular practice.

During mindfulness or insight meditation, the meditator can always return
to concentration practice to stabilize attention if he or she becomes lost
in daydreams and discursive thinking. In this regard, concentration practice
(samatha) facilitates mindfulness or insight (vipassana) practice.

Lovingkindness meditation: Lovingkindness is the emotional quality
associated with mindfulness. Translated from the Pali word, metta, lov-
ingkindness meditation can be a form of concentration meditation. The prac-
titioner returns attention again and again to phrases such as “May I and all
beings be safe, happy, healthy, and live with ease.” This technique allows
the person to soften into and allow arising experience to be just as it is.
It is cultivating the intention to be loving and kind, rather than superim-
posing warm feelings on our moment-to-moment experience. The emotional
flavor of affectionate awareness typically follows our kindly intentions. Lov-
ingkindness (feeling safe, peaceful, healthy, and free from suffering) keeps
the function of mindfulness practice clear in the mind of the practitioner.
It is a quality of mind that ideally pervades the other meditation practices.
Therefore, while practicing concentration meditation, we work to receive
mental distractions with openheartedness rather than sternness; when prac-
ticing mindfulness or insight meditation, we greet all mental contents like
welcome visitors.

When our sati (mindfulness) is strong, we can choose to switch flu-
idly among metta (lovingkindness), samatha (concentration), or vipassana
(mindfulness or insight) practices, as needed, even in a single sitting of med-
itation. For example, if dealing with psychological trauma, we can notice
when we are overwhelmed and can choose to redirect attention to the breath
or external sights and sounds (samatha). We can also add some lovingkind-
ness (metta) to our experience to reestablish a measure of calmness. When
we feel more stable, we can open up the field of awareness again to observe
how the trauma memories are experienced in the mind and body (vipas-
sana). In other words, the three skills—concentration, mindfulness, and
lovingkindness—can be selectively emphasized in meditation and daily life
to reduce suffering and increase happiness.

Common usage

To make matters even more confusing, the general public in Western culture
uses the term “mindfulness” loosely to refer to every variety of formal and
informal secular Buddhist practice. Under this label, we have not only the dif-
ferent meditation skills just mentioned—lovingkindness, concentration, and
mindfulness or insight—but also visualization techniques and innumerable,
informal meditation strategies to deal with everyday life. Visualization medi-
tations include practices that cultivate equanimity, such as imagining oneself
as a solid mountain unaffected by the wind and weather or as a deep pond
unperturbed by the waves.

As mindfulness is incorporated into diverse fields such as health care, edu-
cation, and business, the term will probably continue to accrue an increasing
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array of meanings. Within clinical psychology, “mindfulness” is already used
interchangeably with “acceptance” to describe the third wave of behavioral
treatments. In the field of education, Ellen Langer (1989) describes “mind-
fulness” as a cognitive process that implies openness, curiosity, and aware-
ness of more than one perspective. In the business world, Richard Boyatzis
and Annie McKee (2005) encourage “mindfulness practice” to “observe emo-
tional reality” (p. 124) in an organization and “avoid narrow focus and con-
stant multitasking” (p. 131).

Despite the recent proliferation of interest in mindfulness and its multiply-
ing meanings, the various uses of the term still have much in common. Only
time will tell what happens to “mindfulness” as the theory and practices
that began in Buddhist psychology move into new, heretofore unimaginable
domains.

Radical Roots

The cultivation of mindfulness in a rigorous way comes from a tradition with
ancient roots and lofty goals. These origins are important to understand so
that modern clinicians don’t inadvertently miss its profound potential for
psychological transformation.

As far back as 4,000 years ago, we find images of yogis in ancient India
sitting cross-legged in meditation, gazing inward with eyes half closed. Train-
ing the mind was understood as the principle means of achieving mental and
physical health, emotional equanimity and for perfecting the human condi-
tion.

Mindfulness, as we are coming to know it in the West, was most clearly
described in ancient times in the teachings of the historical Buddha. Accord-
ing to tradition, he was born a prince some 2,500 years ago. At the age of
29, he renounced a life of comfort and privilege to undertake rigorous men-
tal and physical disciplines for 7 years. Finally, at age 36, he experienced
a breakthrough of understanding that profoundly reordered his mind. He
wandered from place to place for the next 45 years, exhibiting behaviors
devoid of the usual human propensities toward attachment, aversion, or delu-
sion. The psychological teachings he left behind—including how to cultivate
mindfulness—are still accessible to us today.

For the Buddha, the mind and body are seen as the product of material
causes, lacking the divine essence that was assumed by the Indo-European
religions of his time. Nonetheless, in the Buddha’s view the body and mind
can be the vehicle for a profound experience of transcendence. Rather than
breaking through to something divine, however, this experience results from
a radical transformation of the mind. Consciousness itself, though condi-
tioned, can be purified to such an extent that it entirely understands itself
and its conditioning. The result is not only a deep sense of personal well-
being, but also the possibility of a more evolved way of being human.

The primary interest of this tradition is the quality of consciousness in
the present moment. How exactly is the mind and body manifesting here
and now? Consciousness arises from a whole network of interdependent fac-
tors, including all of the details of our genetic makeup and personal history.
Each moment of consciousness, in turn, has an impact upon our subsequent
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beliefs, feelings, and behaviors. Knowing both the causes and the effects of
a moment of consciousness allows us to participate intentionally in the pro-
cess of living, to steer a course away from suffering and toward healthier
states.

What the Buddha saw with great lucidity on the night of his awakening was
the workings of his own mind. His insights have profound implications for
modern psychotherapy, as they reveal how our minds construct our experi-
ence moment by moment and how these constructions can lead to suffering.
The following description is not for the faint hearted—it is a radically new
psychology for many readers, and somewhat complicated, so we encourage
you to consider it slowly.

How We Construct Our Experience

The Buddha saw that all experience involves a process in which the raw
data streaming into the mind through the sensory organs or “sense doors”
is compiled and synthesized into a virtual world of meaning. There are six
sense doors in all: eye, ear, nose, tongue, body, with the mind itself viewed
as the sixth. There are also five primary categories, or systems, whereby the
information flowing through these sense doors is processed.

The first category is material form, which acknowledges that the mind
and body have a material, biological foundation. The next is consciousness,
or the act of becoming aware of an object by means of one of the six sense
organs (again with the mind as the sixth organ). At this stage the eye sees, the
ear hears, the tongue tastes, and so on. The third and fourth systems, which
shape how consciousness manifests, are perception and feeling. Perception
identifies what is experienced through a series of associations, interpreting
incoming data in the light of historically learned patterns of recognition. For
example, you can recognize just two dots and a curved line to be a face� or identify the object in your hands to be a book. “Feeling” provides an
affect tone for each moment of cognition, pleasant, unpleasant, or neutral.
This is a hedonic assessment of each object’s value to the organism. In every
moment, we like, dislike, or aren’t interested in what we perceive.

The fifth and final component of the construction of experience is called
formations and reflects the intentional stance we take toward all objects
that we perceive and toward which we have feelings. Volition or intention is
the executive function of the mind which initiates conscious or unconscious
choices. Whereas the first four systems yield a sense of what is happening at
any given moment, the fifth decides what we are going to do about it.

How do these processes unfold together? Imagine that you’re hungry, and
you open the refrigerator door. The eye sees patterns of light, dark, and color
in the visual field, which are quickly organized by the brain and perceived
as a freshly made sandwich. Instantaneously, a positive feeling toward the
sandwich arises, and an intention forms to pick it up and eat it. This is soon
followed by the behavior of actually taking a bite. Consciousness creates and
responds to our reality so quickly that the process is usually unconscious.

Intentions and the behaviors that follow from them tend to become habit-
ual and turn into dispositions. Dispositions are the residue of previous deci-
sions, stored in memory as habits, learned behaviors, personality traits, etc.,
and provide historical precedents for how to respond to each newly arising
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moment. Feedback loops develop, whereby one’s present response to any
situation is both shaped by previous experience and goes on to mold the dis-
positions that will influence future responses. If we enjoyed this and other
sandwiches in the past, we may develop the habit of reflexively picking up
and eating sandwiches, even when we’re not really hungry.

Putting this all together, the six sense doors and five systems interact simul-
taneously to form a dynamic interdependently arising process of mind and
body, constructing meaning from an ever-changing barrage of environmental
information. In each moment, which can be measured in milliseconds, all
this arises concurrently, organizes around a particular bit of data, and then
passes away.

One unique feature of Buddhist psychology is that consciousness is
regarded as an unfolding process, or an occurring event, rather than as an
existing entity. Nothing permanent abides (and there is no enduring “me” to
be found) because every “thing” is a series of interrelated events. The every-
day sense that we (and other beings) have separate existence comes from the
fact that each moment of cognition is followed by another moment of cog-
nition, yielding the subjective sense of a stream of consciousness. We have
simply learned to connect the snapshots together into a coherent narrative.
This is like the illusion of continuous action that our minds create out of sep-
arate frames in a movie. Among the great insights of the Buddhist tradition
is not only that this is all happening below the threshold of ordinary aware-
ness, but also that this process can unfold in either healthy or unhealthy
ways, depending on the skills of its handler.

This analysis of human experience has important and radical clinical impli-
cations. It suggests that our reality, including the sense of “self” around which
so much personal psychology is centered, is based on a fundamental mis-
understanding. It is as though we believed that a powerful automobile like
a Ferrari was a living being—until we saw it disassembled on the floor of
a workshop. When we know the component parts and how they’re put
together, we can never look at a Ferrari in quite the same way. Similarly,
seeing the way the “self” is constructed can help both us and our patients
loosen our identification with the changing kaleidoscope of thoughts and
feelings that arise in the mind, allowing us to live more flexible, adaptive,
happier, and productive lives.

A Physician of the Mind

The Buddha sometimes referred to himself as a physician, and to his teaching
as a kind of medicine. The illness he treated was the fact that conscious-
ness is continually influenced by patterns of conditioning that inevitably
result in unhappiness, frustration, and disappointment. This is certainly an
observation familiar to the modern psychotherapist. Rather than changing
brain chemistry by pharmaceuticals or probing past traumas arresting nor-
mal development, however, the Buddha’s approach was to help the patient
gain direct insight into the nature of experience. This takes many forms.

One track is to notice the extent to which the patterns of conditioning we
acquire, through learned behaviors, conditioned responses, or cultural osmo-
sis, are for the most part built upon certain illusions or even delusions. Fore-
most of these are our remarkably robust habit of taking what is impermanent
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and subject to change to be stable or reliable; believing that the satisfaction
or gratification of desires is sustainable for longer than a few moments when,
because of the former point, it is not; and projecting again and again onto
the field of experience the notion of a person or agent that owns, controls,
or consists of what is happening. In other words, we continuously delude
ourselves into believing that we can hold onto what we want and get rid
of what we don’t want, despite considerable evidence to the contrary. And
on top of this, we delude ourselves into believing that a stable, independent
“I” or “me” is running this show. To the extent these misperceptions can be
gradually uncovered and corrected, considerable healing can occur.

For example, there is the story of a monk who complained to his Zen
teacher that he was an angry person. The teacher said, “Show me.” Since the
student was not angry at the moment, he could not show it, whereupon the
teacher said, “See, you are not an angry person because you are not angry all
the time.” Such insight into the fluidity of experience and insubstantiality of
identity can be enormously helpful to patients who have core beliefs about
being unworthy, unlovable, unintelligent, and so forth.

Another approach is to recognize the fact that behavior is driven by desire,
both conscious and unconscious, and to use that knowledge to diminish and
eventually eliminate the role of desire in the moment-to-moment functioning
of mind and body. The impulse to like some things and dislike others leads to
pulling some objects of experience closer and pushing others farther away
from a sense of self that sets itself apart from what is actually happening.
Ironically, say the Buddhists, the very strategies we employ to overcome the
perceived shortcomings of the world as we find it—embracing what offers
pleasure and rejecting what brings pain—have the result of causing and per-
petuating greater suffering. The solution is to practice letting go of desire
itself, which can be replaced by an attitude of equanimity or acceptance. In
clinical practice, we see countless examples that “what we resist persists”
and how patients suffer terribly from wishing that things would be other
than they are, that is, from not facing “reality.”

The underlying tendencies of both delusion and desire are deeply embed-
ded in human nature, but can be successfully diminished and even elimi-
nated. The word “Buddha” actually means “awake,” and the historical Bud-
dha was a man who undertook a program of transformation that resulted in
his “awakening” from the misconceptions of delusion and the addictions of
desire.

Bottom-Up Versus Top-Down Processing

Modern cognitive scientists distinguish between bottom-up and top-down
information processing (Eysenck & Keane, 2000). At the heart of mindful-
ness meditation is an emphasis on bottom-up, rather than top-down, func-
tions of the mind. That is to say, mindfulness seeks to bring attention directly
to the stream of sensory data entering experience through each of the sense
doors—the visual forms, sounds, smells, tastes, and bodily sensations—as
well as to the arising of thoughts and images in the mind. In doing so, it steers
attention away from the many “upper level” schemas, narratives, beliefs,
and other conceptual maps we normally use to guide our way through a
day’s experience. This is cognitive–behavioral therapy on steroids—bringing
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attention to subtle sensory experience, and in so doing, coming to see all
thoughts and their associated feelings as arbitrary, conditioned events. While
ordinary consciousness tends to overlook the details of sensory experience
(usually we are just trying to extract from it what is of interest to achieve
our goals), mindfulness practice instead focuses on the sensory data itself,
for its own sake, and invites the practitioner to consistently abandon con-
ceptual judgments and narrative stories. Such a method has the effect of
depriving the mind of much of the energy that fuels its stories and delusions,
and transfers our awareness to the areas that will directly reveal the transient,
constructed, and selfless nature of experience.

Mindfulness in Context

As mentioned earlier, mindfulness is part of a project designed to uproot
harmful habits of mind. In the traditional Buddhist context, mindfulness is
embedded in an eight-fold path to alleviate suffering; mindfulness is guided
and directed by seven other factors. They are as follows: (1) the view one has
of what is real, important, valuable, and useful; (2) how intention is used to
initiate and sustain action in skillful ways; (3) the nature of speech that can
be either harmful or beneficial; (4) the quality of action as it relates to eth-
ical principles; (5) one’s means of sustaining oneself in the world as liveli-
hood; (6) the degree and quality of effort employed to bring about change;
and (7) concentration as a focusing and supporting factor to mindfulness.
When mindfulness is taken out of this broader context, its power may be
limited. For example, it is difficult to sustain mindful awareness if we are
causing harm to ourselves or others, or if we do not have the concentra-
tion and beneficial intentions to focus our efforts. In other words, it’s hard
to have a good meditation session after a busy day of cheating, stealing, and
killing.

The Buddhist tradition has focused on universal challenges in human life,
such as the problem of suffering in general. Many aspects of Buddhist psy-
chology are therefore as applicable today as they were in ancient India. As
this book demonstrates, psychotherapy is harnessing the power of mindful-
ness and acceptance to bring relief to intractable psychological conditions.
However, the proposed outcome of dedicated Buddhist practice is radically
different: the complete cessation of suffering. In modern terms, this means
envisioning a life without a trace of psychological symptoms found in our
diagnostic manuals. Such an “awakened” person lives naturally, with a full
range of physical, emotional, and intellectual capacities, but without need-
ing events to be other than what they are in order to feel fulfilled. By prac-
ticing mindfulness, we can learn to lead a peaceful, balanced, and loving life,
all the while working for the benefit of others. There is no need to wait for
another time, place, or condition for this to occur—we can begin where we
are, therapists and patients alike.
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2
Mindfulness and Meditation

Andrew Olendzki

What should be done for his followers by a teacher with compassion
and care for their welfare, that I have done for you. Here are the roots
of trees. Here are empty places. Meditate! Do not be lazy. Do not be
ones who later have regrets. This is my instruction to you.

Buddha (Majjhima Nikāya 8)

As words become more widely used, and especially as they become
fashionable, they may often become more difficult to understand. One might
think it would be the other way around, but this obfuscation of meaning
has generally been the rule with the popularization of Buddhist vocabulary.
While each had a precise technical meaning in its original context, terms like
zen, yoga, karma, and nirvana can mean almost anything the modern writer
wants them to mean. A similar trend may well be underway with mindful-
ness, and perhaps even with the more general word meditation. Understand-
ing the sense in which these words are used in their original setting should
prove to be a worthwhile undertaking as we see them applied in the current
creative encounter between psychology and Buddhist thought.

What Is Meditation?

The traditional sense of meditation in Western culture, before significant
encounter with Asian practices, involves sustained consideration or thought
upon a subject. Originating from the Indo-European root

√
med, primarily

meaning “to measure,” it suggests a discourse upon a subject (as in the title
of Descartes’ famous work) or calm thought upon some subject (as with
structured religious prayers). As such, it is always an exercise of ordered
conceptual contemplation, involving the systematic and disciplined use of
language, symbol, and concept. As we shall see, this is exactly what one is
not doing in mindfulness meditation. While such a structured exploration of
a conceptual landscape can be important to some forms of psychotherapy
that focus on reframing the narrative of one’s prior experience, most forms
of Buddhist meditation are working in the other direction, toward less con-
ceptual modes of consciousness.

The most common word for meditation in the classical languages of
Buddhism (Sanskrit and Pali) is samādhi. The etymology of this term sug-
gests gathering (sam-) the mind and placing (

√
dhā) it upon (-ā-) an object.

In this broad sense, its meaning seems similar enough to English usage, but
there is a subtle and crucial difference between the Western and Buddhist
understanding of how the mind operates. As mentioned in the previous
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chapter, experience ensues from the confluence of three things: conscious-
ness, an organ, and an object. An organ cognizes an object; an object is cog-
nized by an organ; consciousness of an object arises by means of an organ—
these are three ways of describing the same event. What we consider concep-
tual thinking is only one of six modes of the mind, the other five being sen-
sory, so meditation may or may not involve conceptual thought. Placing the
mind upon a sensory object is just as much meditation as placing the mind
upon a conceptual object, and it is not possible to do both at once. The point
here is that while in Western usage meditation generally assumes the exer-
cise of “thinking about” something, in Buddhism it may mean this, but more
often refers to placing the mind upon physical sensations, upon raw sights or
sounds, or upon the tangible objects of smell and taste. This gives it a wider
range of meaning, and this difference will become important.

The primary characteristic of meditation, and the term most often used
to define it, is ekaggatā, which literally means one (ek-) pointed (-agga-)
ness (tā). Meditation is about focusing the mind to a single point, unifying
it, and placing it upon a particular object. To some extent this happens natu-
rally every mind moment, and it if did not, there would be a serious lack of
cohesion to mental experience. According to Buddhist models of mind, con-
sciousness takes a single object at a time and organizes various supporting
mental functions around it. This can be construed as a single episode of con-
sciousness, which is essentially an event that takes place rather than some-
thing that exists. The knowing of a particular object by means of a particular
organ arises in response to a stimulus, persists for only a very brief moment,
and then passes away almost immediately. Another mind moment arises right
away in response to another stimulus, and this too immediately ceases. Sub-
jective experience presents itself to us as a stream on conscious moments;
the sense of continuity, and of subject and object stability, is projected onto
the stream much as a narrative is constructed from rapidly presented frames
of a movie. One-pointedness is a factor in every frame, for each moment
has a single focus, but concentration meditation has to do with extending
this singularity of focus over multiple ensuing mind moments. Using the cin-
ema image further, concentration meditation is like holding the video camera
steady for a long time—one takes multiple pictures of the same scene.

This is something that does not come easily to the human mind and must
be practiced diligently if the skill is to be learned. We have evolved to stay
alert to all significant changes to our environment, and attention is naturally
drawn to sensory data that is out of the ordinary or that presents in sudden
or unexpected ways. Like a bird or chipmunk, rapidly casting around in all
directions to check for danger, our mind is habituated to lurching rapidly
from one sense object to another, or from one thought to another. As anyone
who has practiced meditation can attest, or as you can discover for yourself
in a few moments, holding the mind steady on a single object, such as the
breath or a repeated word, is exceedingly difficult to do. But like so many
other things, it is a skill that can be learned through patient and diligent
practice. Much of Buddhist meditation is a process of placing the mind on a
particular object, often called the primary object, and then noticing (sooner
or later) that it has wandered off that object. When one notices this, one
gently and forgivingly abandons the train of thought the mind has boarded
and returns the attention once again to the primary object. This process is
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then repeated again and again: The mind is placed on a particular object;
it wanders off on trails of association, reverie, recollection, judgment, plan-
ning, verbalizing, conceptualizing, calculation, commentary, fantasy, and day-
dream, only to be carefully and patiently retrieved from its adventuring and
settled back upon the primary object.

Obstacles to Meditation

As with every other learned skill, people have differing aptitudes for med-
itation; make progress in an apparently endless series of breakthroughs,
plateaus, and reversals; and can experience repeated episodes of triumph
and failure in rapid succession. Any given meditation session might be influ-
enced by how comfortable the body is, how much sleep one has had
recently, the overall state of health, the temperature in the room, whether
one has a problem on the mind or is working through some emotional
issues—all sorts of factors. An interesting feature of the traditional Buddhist
understanding of meditation is that it is always influenced by one’s overall
ethical behavior. The ability of the mind to concentrate is directly hampered
by such acts as deliberately harming living creatures, taking what has not
been given, speaking untruthfully or harshly, misbehaving sexually, or tak-
ing intoxicants of various kinds. Thus, the ethical precepts of Buddhism are
a matter of great practical importance, rather than mere moral injunction.
But if one is relatively free of the remorse and emotional turmoil that can
come from unhealthy behavior, it is reasonable to expect significant progress
in the enterprise of unifying and concentrating the mind such that it can
remain steadily upon a single object over multiple mind moments.

Buddhist psychology identifies five primary obstacles to meditation,
known appropriately as the five hindrances. The first of these is sense desire,
or the impulse of the senses to seek out their objects. It is as if the eye wants
to see forms, the ear is eager to hear sounds, and so on for the other senses,
including the mind liking to think the thoughts that please it in one way or
another. We are so used to having our senses connect with their correspond-
ing object that a considerable habit energy is present in any given moment
inclining the mind to “lean toward” or be attracted to their habitual forms
of stimulation. This pull of the senses, including mind as the sixth sense, is
subtle but can be viscerally discerned as the mind gets more sensitive. The
second hindrance is ill-will, a corresponding propensity to shy away or with-
draw from those objects of experience that do not please us or are painful
in some way. These first two hindrances act as a matched pair of polar oppo-
sites, pulling and pushing the mind and senses from one object to another in
ways that make it difficult to settle down. The third and fourth hindrances
also work together as an opposed pair, restlessness and sluggishness. Rest-
lessness is a matter of too much energy, driving the mind relentlessly from
one object to another, while sluggishness is too little energy, bogging the
mind down in slothful, sleepy, or lazy states. The antidote for restlessness
is to relax and tranquilize the mind, while the remedy for sluggishness is to
arouse greater interest and enthusiasm. Paradoxically, the goal is to reach a
state that is simultaneously tranquil and alert. The mind should be calm with-
out being sluggish and alert without being restless. The final hindrance is
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doubt, often manifest as recurring thoughts of self-doubt, doubt about mak-
ing progress, or doubt about the entire enterprise of learning such a daunting
thing as meditation. As long as any of these five states or factors is arising in
the mind, it will be difficult or impossible to focus the mind and hold it steady
upon a particular object. But they can, with patient practice, be temporar-
ily put aside or abandoned. They are likened to wind-blown waves on the
surface of water, and when they quiet down, the mind, like water, becomes
limpid and clear.

Deepening Meditation

Although at first the attention has an almost irresistible propensity to be
drawn to sounds, physical sensations, or stray thoughts—wherever the
action is—it eventually gets less and less diverted by random stimuli. At some
point the momentum shifts, and it becomes more compelling to remain with
the primary object than to pursue the shallow stimulation of some novel
input. It is not that the object itself is of particular interest, but rather the
quality of mind with which the object is cognized becomes more intriguing
as it gains in power, depth, and lucidity. Under the scrutiny of a concen-
trated mind, everything becomes fascinating. If this process of steadying the
mind on a single object is allowed to mature, it will eventually reach a stage
called absorption, or jhāna in Pali (the same word is rendered dhyāna in
Sanskrit, ch’an in Chinese, and zen in Japanese). In this state the mind is
so thoroughly attending to a particular object that it is no longer aware of
other objects that might present themselves at a sense door. A bird might
sing and the sound waves will reach the ear and may even be processed by
subliminal sensory systems, but it will not enter conscious awareness since
“the line is busy” as it is absorbed by the primary object of awareness. This
is a state most resembling a trance to the outside observer and is the target
of considerable caricature of meditation in popular culture. But while the
mind may appear non-functioning from the outside, it has reached a state
of remarkable capability when regarded from the practitioner’s subjective
standpoint.

The classical meditation literature of the Buddhist tradition describes a
systematic (and repeatable) four-stage process by which the mind becomes
gradually purified of its distractions as it becomes increasingly focused and
potent. Nothing significant happens until the mind has at least temporarily
abandoned the five hindrances mentioned above, and any progress is immedi-
ately canceled if any sort of harmful or unethical impulse arises in the stream
of consciousness. Again, this is not so much a proscription as it is a descrip-
tion of the natural qualities of the mind, which can only achieve an advanced
state of concentration if its thoughts and intentions remain ethically whole-
some. The first stage of absorption meditation is accompanied by intense
physical pleasure and mental joy, more a state of deep well-being permeat-
ing the body than of sensory titillation. This stage also involves the normal
conceptual or discursive functions of the mind. One can feel very focused
while retaining the ability to verbalize and direct thought at will. In the sec-
ond stage these discursive functions cease, while the joy that comes naturally
with concentration persists. It is not that the mind has stopped functioning,
rather certain functions of the mind, those that direct and sustain deliberative
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conceptual thought, come to rest. In Buddhist understanding the more pro-
found levels of mind, characterized by a strong inner clarity, are only reached
when the chatter of verbalization and symbol manipulation ceases. The third
stage of absorption sees the diminishing of the intensive joy permeating the
first two stages into a more subtle sense of happiness and well-being. With
the fourth and final stage, all pleasure is replaced with equanimity, a deep
evenness of mind that regards phenomena with compete objectivity. The
usual attraction toward what is pleasing and avoidance of what is displeasing,
both attitudes of mind that prevent us from seeing clearly, are surmounted by
equanimity. At this point the concentrated mind is said to be purified, bright,
and steady. Moreover, like gold purified in a crucible, it becomes malleable
and can be turned with great effect to a number of non-ordinary modes of
functioning.

The civilization into which the Buddha was born had been adept at the
contemplative arts for centuries. The world he inhabited was filled with a
marvelous diversity of spiritual teachers and teachings, and he learned many
meditation practices from others. The yogis of his day, those disciplined
practitioners of the meditative arts, were influenced considerably by ancient
shamanic practices and used deep mental training in the service of universal
religious pursuits such as gaining magical powers, traveling to other dimen-
sions of reality, and interacting with non-human beings. Many operated in
traditional Hindu contexts, employing meditative practices in the mystical
pursuit of realizing and uniting with god in various ways. The Buddha seemed
to have a very different set of interests, however, and both discouraged the
development of magical abilities and repudiated the theistic assumptions of
his day. He fully embraced the science of purifying and training the mind,
but directed it to the goal of understanding the nature of human experi-
ence. In particular, he was interested in investigating the moment-to-moment
functioning of mind and body, the synthetic construction of experience, and
the specific ways in which both suffering and well-being are conditioned by
interdependent factors. He saw humanity as being in an existentially chal-
lenging situation, given the ubiquity of change and the inevitability of aging,
sickness, and death. He also saw that human beings have deep instincts for
personal survival, which manifest as a whole array of afflictive emotional
responses rooted in greed, hatred, and delusion. The bulk of our difficulties,
he discerned, come not from the existential challenges themselves, but from
internally generated maladaptive responses activated by the relentless and
unreflective pursuit of pleasure and avoidance of pain. Through the exam-
ple of his own awakening and a subsequent life devoted to training others,
the Buddha demonstrated that these internal causes of suffering can be seen,
understood, and healed. His approach is basically psychological, his methods
are mostly empirical, and his goal is ultimately therapeutic, which is why his
teachings are of growing interest to modern psychologists.

Mindfulness Meditation

The primary tool for bringing about the radical transformation from reflexive
suffering to profound well-being is meditation, but the one-pointed concen-
tration meditations described so far are of only limited usefulness. The dis-
cipline and focus they bring to the mind are indispensible, but insight into
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the workings of the complex mind requires a more agile meditative tool.
That tool is mindfulness. Called sati in Pali, mindfulness derives from a root
(
√

smŗt) meaning memory or recollection and refers to the cultivation of a
certain presence of mind that remembers to attend with persistent clarity
to the objects of present experience. Like meditation in general, it involves
placing attention deliberately upon an object and sustaining it over time,
but unlike one-pointedness and absorption, mindfulness tends to open to a
broader range of phenomena rather than restricting the focus to a singular
object. Like a floodlight rather than a spotlight, mindfulness illuminates a
more fluid phenomenological field of ever-changing experience rather than
isolating a particular object for intensive scrutiny. This alternative mode of
observation is necessary because mindfulness practice is more about investi-
gating a process than about examining an object. All mindfulness meditation
requires a certain degree of concentration in order to gather and focus the
powers of the mind, but the concentrated mind is then directed to a moving
target—the flowing stream of consciousness—rather than being allowed to
stabilize on a single point. Whereas concentration practice involves returning
the mind again and again to the primary object of meditation, mindfulness
practice allows the mind to follow whatever is arising in experience. There
is less a sense of controlling what the awareness is resting upon and more
care given to how awareness is manifesting.

In classical Buddhist psychology, mindfulness is regarded as a mental state,
one of the 52 functions of the mind that can arise in various combinations
to assist the cognizing of an object by consciousness. These mental factors
are similar to what are often called intentions, attitudes, or qualities of mind.
Among the mental states are found certain functions that are universal to
all mind moments, such as perception, feeling, volition, and attention, some
that may or may not arise in any given mind moment, such as decisiveness,
energy, or joy, and some that occur only in unwholesome states of mind such
as conceit, envy, or avarice. Mindfulness is among a list of factors that are
considered wholesome, and these serve as antidotes and alternatives to the
unwholesome factors. Mindfulness is always accompanied by such comple-
mentary mental factors as trust, equanimity, and kindness, along with factors
that contribute to the mind’s tranquility, malleability, and proficiency. This
system thus maps out a rather precise definition of mindfulness, which says
as much about what it is not as what it is. Mindfulness is not mere atten-
tiveness to experience; nor is it the deliberate turning of the mind toward
a particular object and the sustaining of attention upon that object; nor
can mindfulness ever co-arise with restlessness or any of the mental states
rooted in greed, hatred, or delusion. Mindfulness consists of a quality of
attention that is at once confident, benevolent, generous, and equanimous.
It is a manner of being aware, an attitude of mind toward experience, and a
mode of awareness that is paradoxically both intimately close and objectively
removed (Olendzki, 2008).

One more classical word for meditation that should be considered in this
context is bhāvana. It is based on the causative construction of the verb “to
be” and is thus literally “causing to be”; it is generally translated as develop-
ment. One of the important functions of meditation is the development of
those qualities of mind that are beneficial to a path of transformation. There
are meditations that develop concentration, there are those that develop
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mindfulness, and there are those that develop other specific qualities such
as kindness, compassion, appreciative joy, and equanimity. The idea, as it
is stated in an early text, is that “Whatever a person frequently thinks and
ponders upon, that will become the inclination of his mind” (Majjhima 19)
(Nanamoli & Bodhi, 1995). In a model where each mind moment arises and
passes away in serial progression, with each moment taking a single object
and each object being regarded with either a wholesome or an unwhole-
some attitude, the quality of each mind moment becomes a matter of great
concern. In a moment of anger, for example, kindness cannot simultaneously
manifest. In a moment of confusions, there can be no mindfulness. Psycho-
logical cultivation thus involves abandoning the unwholesome states as they
naturally arise in the mind and encouraging or developing the wholesome
states that arise. Mindfulness is the mental factor of most benefit to those
seeking mental well-being, so the development of mindfulness is a universally
healthy thing to do. Much of Buddhist meditation consists of the cultivation
of mindfulness, and this can only be done with great patience and persever-
ance. Putting aside an hour or two each day or attending a full-immersion
retreat setting from time to time is among the ways to practice being mind-
ful. The content of experience in this pursuit is almost irrelevant—one can
be mindful of breathing, of walking, of eating, or of almost any ordinary activ-
ity. What is of most importance is the quality of attention brought to these
pursuits.

Summary

What we have outlined above can be seen as a continuum that appears at
this point to have returned to its beginning. We start with the workings
of the ordinary mind, which takes anything that happens to appear in the
mind or senses as an object of awareness, but in an undisciplined and appar-
ently random way. According to Buddhist thought, nothing is truly random
in the human mind and body, however, so what appears to be the sponta-
neously attentive mind is actually a mind reacting to phenomena with host
of unconscious habits, reflexes, and attitudes. To the extent these subliminal
conditioning factors are rooted in greed, hatred, and delusion, our behavior
will continually incline toward more suffering for ourselves and others. To
counter this tendency, we might embark upon the enterprise of deliberately
controlling and disciplining the mind to return to a primary object of aware-
ness during sessions of sustained concentration practice. To some extent this
involves countering the mind’s natural inclination to turn away to something
else, and like any form of discipline, it can seem onerous at first. But as the
mind concentrates it accesses considerable power, and one can chooses to
direct that power either to explore the deeper reaches of altered states of
consciousness or to investigate more carefully the flow of ordinary experi-
ence. When, in mindfulness meditation, awareness is encouraged to roam
freely over the phenomena of experience, it does so with qualitatively more
clarity and continuity than is accessible in ordinary states of mind.

The benefits of this heightened capability of awareness are manifold, both
within and outside the Buddhist context. Traditionally, mindfulness was seen
as a tool to be used for gaining wisdom, which consists of the direct,
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experiential understanding of the impermanence, selflessness, unsatisfactori-
ness, and interdependence of all phenomena. This might not seem like much
at first glance, but the implications of these insights are far reaching, leading
to no less than the thorough purification of human nature of its inherited
toxins and the complete emancipation of consciousness from its hedonic
conditioning. The usefulness of mindfulness to the modern psychotherapist
and researcher is being discovered and creatively explored in ever new ways
each day, as will be amply demonstrated in the rest of this book.
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3
The Neurobiology of Mindfulness

Michael T. Treadway and Sara W. Lazar

The mind precedes all things, the mind dominates all things, the mind
creates all things.

Buddha

As Western culture has become more aware of Eastern spiritual traditions,
scientists have been increasingly interested in verifying the anecdotal claims
from expert meditators regarding mindfulness practice. For almost 50 years,
the practice of meditation and mindfulness has been studied by Western neu-
roscientists looking to better understand its phenomenology, neurobiology,
and clinical effects. In this chapter, we provide an overview of current neu-
robiological research on mindfulness and meditation practices, including key
findings, methodological issues, and clinical implications. It is not our intent
to provide a complete review of this vast and diverse body of work; for exten-
sive reviews of the neurobiological literature, please see Cahn and Polich
(2006), Austin (1998, 1998), and Murphy, Donovan, and Taylor (1997); for
reviews of the clinical literature, see Lazar (2005) or Baer (2006). The goal
of this chapter is to review the most recent literature and orient the reader
to this developing research area and its implications for mindfulness-based
interventions.

Although all forms of meditation increase one’s capacity to be mindful, the
Buddhist traditions place a particular emphasis on cultivating mindfulness.
Therefore, it is these traditions that have served as the primary source for the
mindfulness techniques that are now incorporated into Western psychother-
apeutic practices such as DBT, ACT, and MBCT (mindfulness-based cognitive
therapy). As the focus of this chapter is mindfulness, the term “meditation”
in this chapter will be used to denote the Buddhist meditation practices that
cultivate mindfulness, unless otherwise specified.

Studying Mindfulness

The goal of the neuroscientific investigation of mindfulness meditation is
to understand the neural systems that are utilized to achieve meditative
states and also to determine the effects that regular practice of mindful-
ness has on brain function and structure. Meditation is associated with both
state and trait-like effects. State effects refer to changes that occur in indi-
viduals while they actively meditate. In contrast, trait-like changes occur
gradually over time as a consequence of sustained meditation practice and
persist throughout the day. Trait-like effects are thought to result from stable,
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long-term transformations in brain activity and structure. When studying
trait-like versus state effects, scientists can ask different questions, all of
which may have clinical applications. Understanding state effects will help
elucidate why mindfulness may be useful within a therapy session when deal-
ing with painful memories or sudden bursts of emotion. Conversely, under-
standing the long-term effects will help identify why mindfulness is useful
for treating chronic conditions such as depression and general anxiety (see
Chapters 10 and 12).

One primary challenge of studying the state effects of meditation is the
complexity of meditation itself (see also Chapter 2). Typically, when scien-
tists want to investigate the neural systems that underlie a certain skill, they
use tasks that are very simple, repetitive, and easy to monitor, such as reac-
tion times to stimuli. By keeping tasks simple, it is easier to isolate specific
areas of the brain that are involved in task performance. In contrast, medita-
tion is highly complex and variable from moment to moment. In one instance
a person may be concentrating deeply on the breath, and in the next they
suddenly recall an errand to run; a few moments later they may become
mindful of having just been distracted and then return focus to the breath,
but then a few moments later an image from their childhood suddenly pops
up and so forth. Focusing on the breath, remembering an errand, recogniz-
ing that you have become distracted, and seeing an image from the past, all
involve discrete brain systems. Should all of those systems be considered part
of the “meditative state?” Or should the term “meditative state” include only
those brain regions that are active when we are focused on the breath? How
can scientists tease apart those moments of clear focus from those moments
of being distracted? Our experimental technology is not yet capable of deter-
mining when the mind switches between these mental events.

In the sections that follow, we review recent findings on neurobiological
studies of mindfulness mediation. The first two sections summarize the pri-
mary findings regarding the effects of meditation on attentional ability, cog-
nitive and emotional processing, and brain function and structure. The third
section addresses some recent studies pointing toward possible mechanisms
of action involved in meditation, and the final section addresses the possible
ramifications of these findings for clinical interventions.

Cognitive and Behavioral Effects of Mindfulness

According to the claims of experienced meditation practitioners, increased
levels of practice are accompanied by a heightened sense of awareness and
enhanced capacity for deep concentration both during meditative states and
throughout the day. Scientists have therefore reasoned that experienced med-
itators should show better performance on high cognitive-demand attention
and concentration tasks than individuals without meditation and mindful-
ness training. In this section, we summarize several key findings regarding
the cognitive and behavioral effects of mindfulness meditation training.

Studies of Attention

Drawing from the self-reported claims of meditation practitioners, changes
in attentional resources have been the focus of several recent studies. In the
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cognitive psychology literature, “attention” is a blanket term that may be
used to describe all or some of a set of discrete sub-processes that collec-
tively underlie our ability to attend to different stimuli. Examples of these
sub-processes include alerting (becoming aware of a stimulus, such as to
a car horn honking), sustained attention, and conflict monitoring (remain-
ing focused on a stimulus despite the presence of a distracting/conflicting
stimulus). In one recent study, Jha et al. (2007) sought to compare these
three attentional sub-processes across three participant groups: a group of
experienced meditation practitioners before and after an intensive 1-month
retreat, a group of novice meditators before and after an 8-week MBSR
course, and a control group tested 8 weeks apart. They found that both the
retreat and MBSR groups showed improvements on the sustained attention
task over the course of the intervention, relative to the control group. The
other two types of attention did not change, showing the specificity of the
results.

Another recent longitudinal study sought to investigate whether intense
meditation practice during a 3-month silent retreat would increase an indi-
vidual’s attentional capacity. When two stimuli are presented in quick suc-
cession, people generally have trouble identifying the second stimulus, a
phenomenon known as “attentional blink.” This reduced ability to process
two stimuli in close temporal proximity is thought to be an index of stimuli
competition for limited attentional resources (Shapiro, Arnell, & Raymond,
1997). Researchers found that meditators showed less of an attentional blink
response after the 3-month retreat. In addition, there was a group by time
point interaction, confirming the hypothesis that meditators improved more
during the 3 months than the non-meditating controls. Consistent with
theses behavioral findings, simultaneously recorded electroencephalography
(EEG) signals showed that individuals who performed best on the atten-
tional blink task also exhibited the least amount of brain activity at the onset
of the first stimulus. This suggests that these individuals were effectively
able to reserve attentional resources for the second stimulus (Slagter et al.,
2007).

Finally, in an earlier study, Valentine and Sweet (1999) sought to directly
compare the effects of mindfulness and concentration meditation on sus-
tained attention in both novice and experienced practitioners of Zen medi-
tation. In traditional Buddhist practice, novice meditators are first instructed
to concentrate on observing the breath. Over time, as a mediator’s ability
to sustain attention on breath increases, he or she is gradually instructed to
broaden his or her attention to other external and internal stimuli. For this
study, Valentine and Sweet classified all subjects as either mindfulness- or
concentration-style meditators depending on self-report as to their mental
focus during meditation. Meditation subjects and a control group were com-
pared on a task in which they had to count rapidly-presented beeps, which
is a measure of sustained attention. All meditators were significantly better
than controls in their ability to detect all stimuli, suggesting that both groups
had developed heightened attention as a result of their practice. However,
the mindfulness meditators were significantly better in their ability to detect
unexpected stimuli (tones with different repetition frequencies) compared
to the concentration group, consistent with the intention of each practice.
It should be noted, however, that the sample sizes were quite small (9–10
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subjects per group), so this finding should be interpreted cautiously. Finally,
when the two meditation groups were subdivided based on total number
of years they had practiced, there were striking and significant differences
between novice and experienced subjects in their ability to detect the stim-
uli, with subjects having more than 2 years of practice able to detect approx-
imately 5% more of the stimuli than the subjects with less than 2 years of
practice, regardless of meditation style. This last finding strongly suggests
that the differences between the meditators and controls were due to prac-
tice effects and not due to personality differences between groups.

Habituation

An additional claim of experienced meditators is that increased open aware-
ness to all internal and external stimuli will result in a decreased tendency
toward habituation. Habituation is the tendency to exhibit reduced neural
activity in response to a given stimulus if the stimulus has been repeated
multiple times. A decreased tendency toward habituation is therefore reflec-
tive of what the Buddhist tradition calls “beginner’s mind.” An early study
by Kasamatsu and Hirai (1973) with four highly experienced Zen masters
demonstrated that their EEG patterns failed to habituate to repeated clicking
sounds, while the pattern of non-meditating controls did habituate. Becker
and Shapiro failed to replicate these findings 15 years later (Becker & Shapiro,
1981) using three groups of meditators and two control groups—one con-
trol group was instructed to attend to the sound closely and one to ignore it.
However, the subjects in the different groups were not matched for age (Zen,
37.8 years old; yoga, 31.5 years old; TM, 28.7 years old; two control groups,
26.5 and 29.5 years old). Furthermore, the sound characteristics and method
in which the clicks were presented in the two studies differed, which might
account for the differences. In the Kasamatsu study the sounds were pre-
sented through stereo speakers, while in the Becker study the subjects wore
headphones. The physical sensations associated with the headphones would
likely draw more attention to the ears and make all subjects more attentive
to the clicks. Also, neither study reported the magnitude of the tones, so it is
possible that in the second study the sounds were louder or more intrusive,
overcoming the subtle effects observed in the first study.

These studies provide support for two central claims reported by experi-
enced meditators regarding the effects of their practice: Meditation practice
does appear to increase an individual’s attentional capacity and to decrease
habituation. As we will discuss later in this chapter, these effects may con-
tribute to the observed clinical benefits that accrue from mindfulness-based
interventions.

Effects of Mindfulness on Neural Activity

EEG Studies of Meditative States

Early in the history of the neuroscience of mindfulness and meditation,
researchers were primarily interested in determining the extent to which
meditative states represented a unique form of conscious experience. In
the first of these studies, scientists focused on evaluating physiological
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and psychological changes that occurred during meditation (Cahn &
Polich, 2006). It was not until the late 1960s, however, that scientists
began using EEG to examine changes in brain activity during the act
of meditation. An EEG recording measures changes in electrical activ-
ity within the brain and can distinguish between different frequencies
of electrical signals, which are associated with different types of brain
activity.

Despite a large number of studies, EEG findings have been inconsistent.
These differences are in part due to differences in the type of meditation
studied, as well as methodological differences. Therefore, a clear, concise
summary of EEG findings remains elusive (Cahn & Polich, 2006). Long-term
meditators appear to have higher baseline levels of alpha and theta band
activity, which is associated with sleep and rest (Aftanas & Golocheikine,
2005; Andresen, 2000; J. M. Davidson, 1976; Delmonte 1984; Jevning, Wal-
lace, & Beidebach, 1992; Schuman, 1980; West, 1979; Woolfolk, 1975). Some
studies have reported that increases in alpha band power are associated
with entering a meditative state (Banquet, 1973; Hirai, 1974; Kasamatsu &
Hirai, 1966; Taneli & Krahne, 1987), while some have reported decreases
of alpha band (G.D. Jacobs & Lubar, 1989; Pagano & Warrenburg, 1983),
and still other have reported no difference between meditation and non-
meditation within the same subjects (Cuthbert, Kriteller, Simons, Hodes,
Lang, 1981; Delmonte, 1985). Increases in theta power during meditative
practice have also been widely reported and are somewhat more consistent
(Cahn & Polich, 2006).

Lehmann et al. (2001) studied a highly advanced Buddhist lama while
he practiced five distinct exercises. Although all the exercises were of the
concentration type, the study clearly showed in a single subject that differ-
ent meditation practices elicit different patterns of brain activity. Further-
more, the regions activated were consistent with what was known about the
functions of those regions (i.e., use of mantra-activated language areas and
imagery-activated visual areas), which helps verify that the subject’s neural
activity was consistent with his subjective report.

One possible explanation of the discrepant results of EEG studies is that dif-
ferent meditation styles may produce unique patterns of activity. Meditation
practices that emphasize deep physical relaxation are more likely to produce
higher theta and delta activity (which are more closely associated with deep
sleep), while practices that focus more on intensive concentration and mind-
fulness will likely have higher alpha and beta power. This hypothesis has not
been thoroughly tested, as few studies have endeavored to compare differ-
ent meditation styles directly, a phenomenon likely due to the bias in favor
of studying expert mediators, who have significant experience in one partic-
ular style of meditation. However, one study using non-expert mediators was
able to contrast relaxation, concentration, and mindfulness meditation styles.
These researchers found that baseline relaxation was associated with higher
delta and theta increases as compared to both the concentration and mind-
fulness meditation styles, but that the two different meditation conditions
resulted in increased alpha and beta 1 power. Interestingly, mindfulness med-
itation was associated with higher alpha and beta 1 increases as compared
to concentration meditation (Dunn, Hartigan, & Mikulas, 1999). This study
supports the interpretation that different meditation styles may significantly
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affect the resulting EEG data, despite the fact that most, if not all, meditation
practices utilize overlapping techniques.

Finally, one recent study comparing Tibetan Buddhist monks to normal
controls reported that the ratio of gamma band activity as compared to
slow oscillatory activity was initially higher for the monks during the resting
baseline. This difference increased sharply once the monks began a loving-
kindness meditation. The authors concluded that these data support the pos-
sibility that meditation may promote short-term and long-term changes in
neural functioning (Lutz et al., 2004).

Neuroimaging Studies of Meditative States

As both earlier EEG studies and more recent behavioral studies have con-
firmed, meditation and mindfulness appear to represent unique patterns of
neural functioning. Although EEG allows scientists to see rapid changes in
types of brain activity, the major drawback of this technique is the extremely
limited spatial information it provides. One cannot assert with much confi-
dence where in the brain the observed activity is emanating from.

Conversely, two neuroimaging techniques developed over the last 10 or
15 years, fMRI and PET, have excellent spatial resolution but give no informa-
tion as to different types of neuron firing. The wealth of information these
tools provide concerning specific brain regions has revolutionized neuro-
science, allowing scientists to identify activity inside the brain during a wide
variety of tasks. Following the growing interest in mindfulness techniques,
a handful of studies using these tools to investigate meditation have been
published.

As with the earlier EEG studies, neuroimaging studies have varied sig-
nificantly in their design and the type of meditation studied, and therefore
often present conflicting results. However, several consistent findings have
emerged. The first is the activation of the dorsolateral prefrontal cortex
(DLPFC), an area that has been associated with executive decision-making
and attention. This area was activated in 5 of the 14 studies and appeared
across a range of meditation styles, including Kundalini yoga (Lazar et al.,
2000), mindfulness meditation (Baerentsen, 2001), Tibetan Buddhist imagery
meditation (Newberg et al., 2001), Psalm recitation (Azari et al., 2001), and
Zen meditation (Ritskes, Ritskes-Hoitinga, Stodkilde-Jorgensen, Baerentsen,
& Hartman, 2003). Our lab has found trait-like changes of increased cortical
thickness in this area, consistent with increased usage (Lazar, 2005). Taken
together, these findings suggest that meditation produces state changes of
increased activation in the DLPFC.

Another frequent finding is that meditation leads to increased activation
in the cingulate cortex, particularly the anterior subdivision (ACC). The ACC
has been described as playing a primary role in the integration of attention,
motivation, and motor control (Paus, 2001). A functional subdivision of the
ACC into dorsal and rostral areas has also been proposed, in which the ros-
tral portion is more activated by emotionally charged tasks, and the dorsal
portion is more activated by cognitive tasks (Bush, Luu, & Posner, 2000).
As the ACC is often associated with directing attention, it might be expected
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that more experienced meditators would show greater activation than novice
meditators. Alternatively, as more experienced meditators often report that
they can sustain periods of uninterrupted attention longer than novice med-
itators, it may result in less need for ACC activity. This was recently reported
in a study by Brefczynski-Lewis et al. in 2007. In this study, novice medi-
tators were also found to show more activity in the ACC as compared to
Buddhist monks (Brefczynski-Lewis, Lutz, Schaefer, Levinson, & Davidson,
2007). However, when Hölzel et al. attempted to replicate these results
using experienced insight (mindfulness) practitioners, they instead found
that these participants showed more activity in the ACC as compared to
non-meditators (Hölzel et al., 2007). This discrepancy may result from the
fact that Brefczynski-Lewis et al. utilized highly trained monks, while Hölzel
et al. utilized experienced lay practitioners, whose ability to sustain attention
is undoubtedly less developed than in the monks.

Finally, the insula has also been shown to activate during meditation
(Brefczynski-Lewis et al., 2007). The insula is associated with interoception,
which is the sum of visceral and “gut” feelings that we experience at any
given moment, and has also been proposed as a key region involved in pro-
cessing transient bodily sensations, thereby contributing to our experience
of “selfness” (Craig, 2004). One hypothesis for the increased activation of the
insula during meditation is that it reflects the mediator’s careful attention to
the rising and falling of internal sensations. The sub-region of insula identi-
fied in these studies is also strongly implicated in several psychopathologies
(Phillips, Drevets, Rauch, & Lane, 2003). The gray matter in this region is
significantly smaller among schizophrenic patients as compared to controls
(Crespo-Facorro et al., 2000; Wright et al., 2000). Insular activity has also
been found among depressed and healthy subjects during the induction of
sad mood (Liotti, Mayberg, McGinnis, Brannan, & Jerabek, 2002), experience
of pain (Casey, Minoshima, Morrow, & Koeppe, 1996) or disgust (Wright, He,
Shapira, Goodman, & Liu, 2004). Studies have also highlighted the role of the
insula in internally generated emotions (Reiman, Lane, Ahern, & Scwartz,
1997) as well as during guilt (Shin et al., 2000). These findings suggest that
abnormalities in insular function may play a critical role in various psychiatric
disorders.

In addition to brain regions that become active during meditation, neu-
roimaging techniques can also be used to identify specific differences in
brain structure. In 2005, our group published a study that strongly supports
the hypothesis that mindfulness practice has long-term effects on brain struc-
ture. Twenty long-term mindfulness meditators and 15 controls participated
in a comparison of cortical thickness using high-resolution MRI images. Med-
itators and controls were matched for gender, age, race, and years of edu-
cation. It was found that long-term meditators had increased cortical thick-
ness in the anterior insula, sensory cortex, and prefrontal cortex. Given the
emphasis on observing internal sensations that occurs during meditation,
thickening in these regions is consistent with reports of mindfulness prac-
tice (Lazar et al., 2005). A more recent study confirmed and extended the
results from our group, reporting increased gray matter density in the right
anterior insula, as well as the hippocampus and left temporal gyrus among
mindfulness meditators as compared to non-meditators (Hözel et al., 2008).
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Mechanisms of Action

As more information regarding the underlying neural networks involved in
meditation have been published, researchers are now beginning to investi-
gate the neural mechanisms that may explain how these networks promote
the reported behavioral and clinical effects of mindfulness practice. In so
doing, scientists hope to better understand mindfulness by exploring how it
is related to other types of mental activities.

Although this work is very much in its nascent stages, two recent stud-
ies deserve special note. The first study examined how MBSR training
may impact neural networks involved in self-referential experience. Self-
reference has historically been divided into two distinct forms: momentary
self-awareness focused on present experience, and extended self-reference in
terms of enduring characteristics (e.g., I am tall, I am generally upbeat, etc.).
Farb et al. (2007) hypothesized that mindfulness training may help individu-
als to better discriminate between these two forms of self-reference. Using
fMRI, the authors investigated the neural networks that became active dur-
ing an experiential focus condition in which subjects focused on present-
moment experiences as compared to a narrative focus condition in which
subjects considered their personality traits. Farb et al. found that while the
control group showed significant overlap in brain regions that activated
between the experiential and narrative focus conditions, the mindfulness
group did not. This data suggests that one possible mechanism of action
for mindfulness meditation is a decoupling of two self-referential neural net-
works that are normally integrated, and a strengthening of the experiential
network, consistent with the goals of MBSR training.

A second study explored the relationship between self-reported mind-
fulness and identifying emotions expressed in facial stimuli in healthy col-
lege students who were non-meditators (Creswell, Way, Eisenberger, &
Lieberman, 2007). This study is unique, in that it focused on mindfulness
as a skill/trait outside of the context of meditation practice. The authors
found that trait mindfulness as measured by self-report was correlated with
increases in activity in the medial prefrontal cortex (mPFC) as well as simulta-
neous decreases in activity in the amygdala during an affect-labeling task. The
authors propose that mindfulness may therefore be associated with improved
prefrontal regulation of limbic responses and may help explain part of why
mindfulness is a useful component of therapy.

While these studies are encouraging, they are preliminary. Significantly
more research will be required to elucidate the means by which mindfulness
practices may provide its putative cognitive, emotional, and psychological
benefits. In the final section, we will briefly touch on some of the clinical
implications of the studies that have thus far been reviewed.

Clinical Implications

The goal of this section is not to review the clinical literature of mindfulness-
based interventions. Rather, we wish to explore how recent neurobiological
studies of meditation and mindfulness may be relevant to clinical applica-
tions. A summary of important clinical findings is provided below.
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Increased time “Living in the Moment”

One of the hallmarks of expert meditators is their ability to experience
negative emotions without necessarily “getting caught up” in them. This
skill has significant implications for the treatment of common forms of
psychopathology, particularly mood and anxiety disorders. Both families of
disorders involve excessive forms of rumination on negative thoughts. Mind-
fulness training incorporates a set of techniques that helps individuals reduce
their tendency to ruminate (Jain et al., 2007). If mindfulness can indeed help
individuals decouple their present moment experience from their long-term
sense of narrative self as suggested by Farb et al. (2007), then this may explain
how it helps individuals focus on their current experience rather than nega-
tive thoughts relating to past experiences or future worries.

Increased Positive Affect

Although many long-term practitioners have reported high levels of equa-
nimity and contentment as a result of their meditation practice, objective
measurement of the tantalizing link between mindfulness and positive affect
is difficult to quantify. However, a few studies have offered some hints that
mindfulness practices may help to foment positive affect, inclusive of clinical
populations.

Richard Davidson and colleagues measured resting EEG patterns in healthy
subjects before and after an 8-week MBSR intervention as compared to a
control group (Davidson et al., 2003). Davidson had previously shown that
patients suffering from depression and anxiety have increased EEG power
in the right half of the brain while resting quietly, while psychologically
healthy subjects have greater activity on the left. Although the study was
small, the results indicated that a leftward shift in resting EEG patterns could
be detected after 8 weeks of practice and persisted for 3 months following
the study completion. More importantly, the observed changes were corre-
lated with improved immune function.

Additionally, a recent EEG study of MBCT using a group of 22 acutely sui-
cidal patients found that positive affective style as measured by EEG activity
increased significantly in the MBCT condition as compared to treatment as
usual. This suggests that the success of MBCT may in part be attributable to
helping individuals to maintain an emotionally stable pattern of brain activity
(Barhofer et al., 2007).

Reduced Stress Reactivity

Cultivation of equanimity increases the practitioner’s ability to experience
negative events with less reactivity. Goleman and Schwartz (1976) hypoth-
esized that meditators should demonstrate less physiological reactivity to
unpleasant stimuli compared to controls. To test this hypothesis, they
measured skin conductance responses (SCR) from meditators and controls
while the subjects viewed re-enacted wood-shop accidents. SCR measure
the amount of sweat produced as an indicator of autonomic arousal. Com-
pared to controls, the meditation subjects experienced a slightly larger initial
increase in SCR, but then returned to baseline levels more quickly, indicat-
ing that the meditation subjects had heightened responses to the negative
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images, but were then able to quickly “let go” of the images and return to
a state of mental calm and equilibrium. Presumably these subjects are less
engaged in ruminative thoughts that would prolong their autonomic arousal.

Enhanced Cognitive Vitality

Another potentially important benefit of regular meditation is the protection
against cortical thinning that normally occurs in old age. In our 2005 study,
it was found that among meditators, one small region of prefrontal cortex
appeared to be spared from normal age-related cortical thinning. This sug-
gests that meditation may protect against cortical thinning that is typically
associated with aging. A similar recent study comparing the cortical thick-
ness of a group of Zen practitioners with non-meditators also found that
age was correlated with decreased cortical thickness in the control group
but not for the meditator group (Pagnoni, personal communication) 2007.
Future studies will be required to verify whether this is indeed the case. If
so, meditation could be a potentially powerful intervention against some of
the age-dependent cognitive declines in older adults.

Summary

The purpose of this chapter has been to provide an overview of the recent
neurobiological literature on mindfulness meditation, as well as some of the
clinical applications of this work. We now possess sufficient evidence to
demonstrate that meditation is a unique mental state—distinct from resting
states—and that it appears to promote long-term structural and functional
changes in brain regions important for performing clinically relevant func-
tions. By identifying these neurobiological changes and connecting them to
behavioral and clinical benefits, we will be able to better understand how
meditation and mindfulness practice work at the brain level, which may help
validate their use and help identify those conditions that are more likely to
respond favorably to mindfulness-based interventions.

Given the heterogeneity of meditation techniques, future comparative
studies are needed to elucidate both common mechanisms and differential
effects that are associated with different styles of meditation practice. Par-
ticularly when working with a clinical population, we are likely to find that
different forms of meditation are more or less well-suited to help individu-
als with a specific type of disorder. Learning how to select the right form of
meditation practice to best match an individual patient is a critical next step
in the clinical application of mindfulness-based treatment. Of crucial impor-
tance in this effort will be the use of longitudinal study designs, in which
scientists can compare clinical and neurobiological changes in individuals at
pre- and post-treatment time points.

Overall, clinicians should be encouraged by the results of the neurobio-
logical research on meditation. While there is still much that we have yet to
understand, research findings generally support the use of meditation as a
powerful technique in clinical practice.
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4
Toward a Phenomenology
of Mindfulness: Subjective
Experience and Emotional

Correlates
Kirk Warren Brown and Shari Cordon

Natural objects . . . must be experienced before any theorizing about
them can occur.

Husserl E. (1981)

Since its introduction to the behavioral science research community 25 years
ago, interest in mindfulness has burgeoned. Much of that interest has
been among clinical researchers testing the efficacy of mindfulness-based or
mindfulness-integrated interventions for a variety of conditions and popula-
tions, and this volume is testament to the vitality of investigation and diver-
sity of applied knowledge that now exist in the field. In the last 5 years or so,
researchers have also become interested in describing and operationalizing
the mindfulness construct itself. This more recent line of work is important
for four reasons: The first concerns the basic scientific principle that a phe-
nomenon can be studied only if it can be properly defined and measured.
Second, investigation of mindfulness creates opportunities to investigate the
specific role of this quality in subjective experience and behavior through
methodologies derived from basic science that can complement applied,
intervention research. Third and relatedly, it is assumed that the efficacy
of mindfulness interventions is due, in large part, to the enhancement of
mindful capacities through training; but only with clear definitions and oper-
ationalizations of mindfulness can this claim be tested. Fourth, and more
fundamentally, the study of mindfulness can help to widen the window into
the study of human consciousness and its modes of processing experience.
In this way, the study of mindfulness can help to inform about the nature
of consciousness, its fundamental role in human functioning, and how its
processes can be refined to enhance that functioning.

This chapter has two primary, related aims designed to highlight the value
of research on mindfulness itself. First, we attempt to situate mindfulness
within a long-standing scholarly discussion of conscious processing to better

Portions of this chapter were drawn from Brown, Ryan, and Creswell (2007).
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understand the nature of the phenomenon. This effort is important, we
believe, because the concept of mindfulness is not well understood within
contemporary behavioral science, likely due in part to its relative novelty
as a topic of scientific study. Conversely, the annals of philosophical and
psychological discourse are replete with discussions of consciousness that
can help to inform the construction of a well-specified theory about the
meaning and functional consequences of mindfulness. A second aim of this
chapter is to highlight the findings of recent research on those functional
consequences of mindfulness, particularly as they pertain to emotional states
and well-being. The study of emotion in the context of consciousness is
important for several reasons, including the fact that emotions are a pri-
mary, ongoing feature of day-to-day consciousness and, as we will argue,
the valence, duration, and other aspects of emotion are dependent on the
modes through which events and experiences are processed. Also, emotions
can significantly influence cognitive experience and behavior, and not coin-
cidentally in view of its impact on human functioning, emotion is the domain
in which much of the extant research on the mindfulness construct has been
conducted.

The Nature of Mindfulness

Central to the scientific enterprise of describing the nature and effects of
mindfulness is a clear definition of the phenomenon. In contemporary behav-
ioral science discourse, the term is often used in an unclear, even confus-
ing way (Brown, Ryan, & Creswell, 2007; Lutz, Dunne, & Davidson, 2007).
There is general agreement in both historical and contemporary philosophi-
cal and psychological discourse that mindfulness is rooted in the fundamen-
tal capacities of consciousness, namely, attention and (meta-) awareness. Yet
consciousness is a challenging area of study, thus making a firm understand-
ing of mindfulness more difficult. In this chapter we attempt to clarify the
nature of mindfulness by drawing on scholarship that has devoted consider-
able study to its experiential nature. In particular, we discuss work that has
attempted to deconstruct human consciousness into its primary modes of
processing. Viewing mindfulness through such a lens may facilitate an under-
standing of mindfulness as a basic human capacity (e.g., Goldstein, 2002;
Kabat-Zinn, 2003) and not simply as a therapeutic practice. In so doing, the
task of understanding mindfulness per se, apart from the attitudes and tech-
niques used to cultivate it in clinical and other practices, may be simplified
considerably (cf. Olendzki, 2005). This will also aid the advancement of the
science of mindfulness, insofar as it aims to de-confound mindfulness from
its antecedents, consequences, and particular uses in clinical practice and
research.

In this discussion we draw on two rich traditions of historical and contem-
porary scholarship, namely phenomenology, particularly with the Husserlian
school, and Buddhism, especially within the Theravadin tradition, which
has and continues to have intense interest in mindfulness. We begin with
Husserlian phenomenology. This vital philosophical tradition offers a rich
analysis of subjective states of mind that can inform our understanding of
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the Buddhist psychology on mindfulness. Indeed, the various points of inter-
section between these schools of thought may help to show what features of
conscious experience that are relevant to mindfulness extend beyond the
specific cultural and practice traditions of Buddhism. Such dialogue may
facilitate the scientific investigation of mindfulness and related conscious
states. Given space constraints, we will not attempt a detailed analysis of
such descriptive parallels, but will simply indicate basic points of connec-
tion that, recent theory and research suggest, may be generative for further
investigation.

A Phenomenological Perspective

While the concept of mindfulness appears to have been first described in
Asia, its phenomenological nature is strikingly familiar to Western philosoph-
ical and psychological schools of thought. Phenomenology, particularly in
the Husserlian school (e.g., Husserl, 1999), has a considerable literature of
relevance to the experiential nature of mindfulness. Buddhist psychology
and phenomenology naturally converge in their interest in discovering the
operation of the mind through first-person experience, specifically by closely
observing our subjective and sensory experiences (Dreyfus & Thompson,
2007). Phenomenology, and more recently cognitive science, propose that
there are two primary modes of conscious processing. Husserl called these
the natural attitude and the phenomenological attitude. The natural atti-
tude – the default mode of processing – is an orientation toward ourselves,
others, and the world in which events and experiences are treated as objects
upon which cognitive operations are made. In this mode, what comes into
awareness through the senses or the mind is both subjectively experienced
as a sense impression, image, feeling, and so on and filtered through cogni-
tive operations, typically of a habitual nature – evaluation of it, rumination
about it, for example – all designed to disclose the content of what we expe-
rience, and in particular what it represents (or could represent) to me or
for me. This mode of processing has a variety of expressions. A common
one is a rapid presumption of truth about some phenomenon in which the
discursive mind makes cognitive commitments that say, in effect, “I know
what this is” or “I know what’s going on” without careful observation, or
sometimes without more than a glance (cf. Langer, 2002). In this conceptual
mode or attitude, similar to what has been called second-order processing
(Lambie & Marcel, 2002) and propositional processing (Teasdale, 1999), our
reality takes mental representational form; that is, our experience becomes
what we conceptualize it to be.

Contemporary cognitive and social cognitive science has lent support to
the phenomenological claim that the natural attitude can be considered a
default mode of conscious processing because what comes into awareness
is often held in focal attention only briefly, if at all, before some cognitive
and emotional reaction to it occurs. These rapid perceptual reactions have
several characteristics of relevance to subjective experience and function-
ing: First, they are often of an evaluative nature, in which a primary appraisal
of the object is made as, most basically, “good,” “bad,” or “neutral,” usually
in reference to the self and usually with an affective tone of, most basically,
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pleasantness or unpleasantness. Second, they are usually conditioned by past
experience of the sensory object or other objects of sufficient similarity
to evoke an association in memory. Third, perceptual experience is easily
assimilated or, through further cognitive operations upon the object, made
to assimilate into existing cognitive schemas.

The psychological consequence of such processing is that concepts,
labels, ideas, and judgments are often imposed, often automatically, on every-
thing that is encountered (e.g., Bargh & Chartrand, 1999). This is not to imply
that humans simply process the world passively, however, because cognitive
schemas, beliefs, and opinions also channel our attention and subsequent
cognitive processing of what is attended to (Leary, 2004; 2005). This mode
of processing does have adaptive benefits, including the establishment and
maintenance of order upon events and experience of relevance to the self,
and the facilitation of goal pursuit and attainment. However, it also means
that we do not experience reality impartially, as it truly is, but rather through
cognitive filters that are frequently of a habitual, conditioned nature. These
filters can furnish superficial, incomplete, or distorted views of reality, and
they lend themselves to particular emotional colorings. For example, an opti-
mistic view or bias may conduce to hope or excitement; a pessimistic view
may result in frustration, fear, or sadness.

Husserl called the second mode of processing the phenomenological atti-
tude in which our attention is turned toward reality simply as it appears
or is given to us, that is, simply as a flow of phenomena or appearances.
Husserl termed the means to do so phenomenological reduction. This does
not mean a replacement or an elimination of our typical cognitive operations
upon reality but rather a “stepping back” from our usual way of processing
in order to receive experience as it manifests itself to us. In this way, every-
thing – sense impressions, feelings, images, and thoughts – remain but are
perceived in a different way, that is, strictly as they appear (Thompson &
Zahavi, 2007). In this stepping out of the natural attitude, through a “sus-
pension” or “bracketing” of our habitually conceptual mode of processing,
the mind discloses how reality is “constituted” in the present moment and
within the structure of our conscious minds.

This mode of processing, similar to first-order processing (Lambie &
Marcel, 2002) and buffered implicational processing (Teasdale, 1999),
involves a receptive state of mind, wherein attention is kept to a bare reg-
istering of the facts observed. That this is possible is suggested by a simple
illustration (Kriegel, 2007): An individual looks at the sky with a particular
shade of blue that we will call blue17. But when later presented with two
shades of blue, blue17 and blue18, he is unable to recognize which shade of
blue he saw before. This suggests that he lacks the concept of blue17 and that
his experience of that color is non-conceptual. Another illustration to help
make the distinction between the natural and phenomenological attitudes
comes from Varela and Depraz (2003, p. 205):

When I am perceiving a pear tree in the garden and its gradual blossoming
during early spring, the tree is here in front of me. I can touch it if I stretch
out my hand, I can sense its perfume and listen to the noise of the wind in its
branches. I am attending to the whole situation in flesh and bone, directly and
concretely. If, on the contrary, I close my eyes and try to get a mental image of
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the tree and its surroundings, I might be able to accurately describe the just-
lived scene if I have been quite attentive to its developing. But most probably I
will forget some features of the experience and will add some others.

At this point, it may be apparent that if one were not fully attending to
the scene in the first place, both the subjective quality of the experience and
one’s memory of it would be quite different than if one were giving full atten-
tion. When attention is used to make bare or direct contact with the world,
the basic capacities of consciousness – attention and awareness – permit the
individual to “be present” to reality as it is rather than to habitually react to
it. Even the usual psychological reactions that may occur when our attention
is engaged – thoughts, images, verbalizations, emotions, impulses to act, and
so on – can be observed as part of the ongoing stream of consciousness.
For example, in the moment-to-moment experience of anger or some other
emotion, it can be known in its cognitive, affective, somatic, and conative
manifestations.

It is important to note that the suspension of the second-order mode of
processing described here does not imply an objectification of, or disso-
ciation from, our experience; in fact, the process is exactly the opposite.
When cognitive elaborations are set aside, the phenomenological attitude
creates an intimacy with conscious experience, a “view from within” the
world (Varela & Shear, 1999) rather than set apart from it as an indepen-
dent perceiver (Legrand, 2007; Thompson & Zahavi, 2007). Indeed, as noted
above, from this intimate perspective not only external events but also inter-
nal experiences, including the operations of the mind, can be experienced
attentively.

This opens the question of who is doing the looking or, said differently,
who is the self simply attending to what is? A number of philosophical tra-
ditions propose that there are two selves that correspond to the modes of
processing outlined here (e.g., Gallagher, 2000). The “narrative self” is that
coherent set of cognitive activities that establish and maintain an ongoing
narrative or set of stories about ourselves and our place in the world. This
conceptual model of self and the world forms a powerful cognitive filter
through which second-order processing can take place; so powerful that
Dennett (1992) termed it “the center of narrative gravity.” In contrast, the
“minimal self” is our basic, immediate experience of reality; it is that feature
of consciousness that constitutes our experience of “what it feels like” to see
our friend approaching, feel joy or sadness, receive a creative insight, and
otherwise be an active recipient of what conscious awareness brings to our
attention (Legrand, 2007).

To speak of being an active recipient of experience is to suggest that
the phenomenological attitude has both active and passive aspects. Husserl
pointed out that consciousness is intentional, in that it aims toward or
intends something beyond itself; it is not self-enclosed (Thompson & Zahavi,
2007). This is not to be confused with the more familiar usage of the term
that implies goal directedness. For Husserl, our most fundamental intentional
activity is to be actively receptive to reality, to take notice by giving attention
to that which affects us. By speaking of “that which affects us” is to recognize
that attention is subject to influence; it tends to turn toward what is salient at
a given time or, said differently, toward stimuli that are sufficiently strong to
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engage the conscious mind. Thus, in this mode we are actively receptive to
that which engages the mind, and this dynamic forms our fundamental way
of being open to reality (Thompson & Zahavi, 2007).2

A Basic Phenomenology of Mindfulness

Husserl’s detailed analysis of the natural attitude and the phenomenologi-
cal attitude offers considerable insight into how mindfulness can be under-
stood, particularly as it operates in a day-to-day life context. Indeed, the
study of the nature of mindfulness is inherently phenomenological, as it con-
cerns the subjective nature and uses of the conscious mind. Further, mindful-
ness bears several striking similarities to the phenomenological attitude that
Husserl described, as we hope to make clear in our effort to characterize
mindfulness.

Much historical and contemporary scholarship uses the term mindfulness
(sati in Pali) to refer to heightened attention and specifically the sustained
focusing of the mind upon an object or experience (e.g., Lutz et al., 2007;
Wallace, 1999). As contemporary Theravadin scholars Analayo (2003) and
Bodhi (2000) note, mindfulness, in its simplest form, is bare attention, or
full attention to the present. As Nyanaponika (1973) first used that expres-
sion, attention is bare when undisturbed by, or captured by, the mind’s usual
discriminative thought and language – evaluations, conceptual elaborations,
and so on. In this way, mindfulness is intended to lay bare events and expe-
riences as clearly as possible (Bodhi, 2000; cf. Dreyfus & Thompson, 2007).
Thus, for example, thoughts and emotions are experienced as psychological
and somatic events, not as episodes in a narrative or personal drama (Bodhi,
2000). Even though attention may shift from one event or experience to
another, mindful attention is given to each.

Focused attention is the traditional, core meaning given to mindfulness.
However, Theravadin thought, like contemporary cognitive science, recog-
nizes that attention and awareness are intertwined in daily life. That is, atten-
tion regularly pulls “figures” out of the “background” of sensory and internal
stimuli that come into awareness. In traditional mindfulness training, once a
student has a certain familiarity with focused attention, it is supplemented by
meta-awareness (Pali: sampajanna). This term has multiple meanings: The
simplest meaning is knowing the state of the mind at a given moment, includ-
ing the quality of one’s attention. A deeper meaning is insight or clear see-
ing into the nature of the phenomena that are given attention. Such insight
comes as refined attention brings the field of experience into ever finer focus,
allowing for a deepening discovery of the elements that constitute experi-
ence – for example, the fact that thoughts, emotions, and other mental events
are in constant flux (Analayo, 2003; Bodhi, 2000, 2006).

Sati and sampajanna, though often discussed separately in scholarship,
can operate together in practice (Pali: satisampajanna; Analayo, 2003).
For example, in MBSR and other mindfulness-based treatment approaches,

2 It is important to note that an active–passive dynamic also occurs in object-oriented,
second-order processing, but in that case, the activity is not about opening to what
is, but rather concerns evaluation, discrimination, and other cognitive activities that
attention has been affectively turned to.
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the student is encouraged to take a kinesthetic experience as an object of
focused attention – most commonly, the breath. When awareness arises that
the mind has strayed from this object, attention is gently brought back to its
focus. In this way, attention is refined while awareness is made more sensi-
tive to what is occurring at any given moment, both of which are key, inter-
related skills to be translated into day-to-day life. For example, one can be
aware of all that is currently salient and can use that meta-awareness to bring
a focus of attention toward some stimulus or phenomenon (Kornfield, 1993).
In this way, mindfulness involves a voluntary, fluid regulation of attention.
This mindful mode of processing may have particular value for mental and
physical health maintenance and treatment, wherein a more sensitive aware-
ness can lead to the uncovering of (perhaps challenging) psychological or
somatic realities that can be given focused attention as a means to investi-
gate, more fully process, and thereby better regulate or transcend them.

Nyaniponika (1973) noted that when both attention and meta-awareness
work together in this way, mindfulness achieves its intended purpose.3 Bodhi
(2006) has called this conjoining of attention and awareness “integrated wise
attention.” The subjective experience of this refinement of the basic capac-
ities of consciousness is presence (Bodhi, 2006; Tsoknyi, 1998; Uchiyama,
2004) – an immediacy of experience as it occurs. As we have noted else-
where (Brown et al., 2007), the mind is adept at “time-traveling” into mem-
ories of the past, fantasies about the future and, in general, away from the
realities of the present. This time travel can serve the important regulatory
purpose of protecting, maintaining, and enhancing the self in, for example,
the pursuit of goals (Sheldon & Vansteenkiste, 2005), but it is easily forgot-
ten that we and our thoughts exist only in the present moment, with no
direct experience of either past or future. With consciousness dwelling in
current reality as it actually offers itself, rather than caught up in thought-
generated accounts about the past, present, and future, reality is more likely
to be seen objectively, as it is, rather than ignored or conceptually controlled,
and thereby only partially experienced. Indeed, in this experiential mode of
processing, thoughts of past, present, and future can be attentively engaged
in the same way that other phenomena are – that is, without the loss of psy-
chological autonomy that presence of mind confers.

This discussion suggests that the Buddhist concept of mindfulness has
several broad points of connection to Husserl’s phenomenological attitude:
First, in both traditions the experience of what is occurring in the present
becomes of paramount interest, whether that experience arises from within
the body-mind or through the senses. Second, both propose that this pres-
ence is entered through a suspension of the habitual or automatized way
of processing experience in favor of an open attentiveness that simply
processes what is occurring moment by moment. In both traditions, two
activities are involved in this – a suspension of inattentive immersion in

3 It is this integration of attention and meta-awareness that helps to distinguish mind-
fulness from concentration. As Georges Dreyfus (personal communication, October
17, 2007) notes, attention may become focused on an object but without sufficient
clarity or presence to retain that focus. That is, the mind may become concentrated,
but without meta-awareness to help preserve that focused attentiveness, it would be
lacking in mindfulness.
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experience that meta-awareness allows and a turning of attention to the
manner in which things appear. Both traditions claim that this flexibility
of attention helps to bring a freshness and clarity to subjective experience
(Thompson, 2007; Varela & Depraz, 2003). Third and relatedly, as an expe-
riential state, this attention is actively receptive to what enters the mind
rather than placed in the service of cognitive manipulation of that mental
content. Fourth, both systems of thought propose that presence can be cul-
tivated (lengthened, deepened, etc.) through practice, although historically,
these traditions have differed in their emphasis on the practical application
of attention to investigate first-person experience. Recently, phenomenolo-
gists have sought to more explicitly delineate pragmatic approaches to the
study of conscious experience from a first-person perspective (Depraz, 1999;
Thompson & Zahavi, 2007), but mindfulness and other attentional practices
have been foundational to informing Buddhist philosophy and psychology
for centuries.

Historically, these traditions have also received different degrees of atten-
tion from scientists interested in the benefits of the experiential mode of
processing and the way of being in the world, perhaps in part due to the dif-
fering focus on practical application. Recently, phenomenologically informed
researchers have begun to examine the neural correlates and perceptual
effects of attentional stability and other features of the experiential stance
described here (see Thompson, 2007, for a review). In contrast, mindfulness
researchers have, to date, emphasized the study of the purported mental and
physical health-relevant consequences of this state. The vast majority of this
research has been conducted using the mindfulness-based and mindfulness-
integrated interventions described in other chapters of this volume. But there
has been increasing interest in the study of the nature and effects of the phe-
nomenon itself. In the remainder of this chapter, we outline recent findings
from this recent research on the emotional correlates and consequences of
mindfulness, both as an induced state of mind, typically conducted in lab-
oratory settings (state mindfulness), and as a disposition toward day-to-day
experience (trait mindfulness). As we have suggested here, the two modes
of processing outlined herein have differing implications for emotional expe-
rience, and research on state and trait mindfulness has begun to offer support
for that claim. Before discussing that evidence, we first briefly outline devel-
opments in the operationalization of the mindfulness construct.

Operationalizations of Mindfulness

While the capacity for mindful presence is inherent to the human organ-
ism, this experience can vary considerably, from heightened states of clarity
and sensitivity to low levels, as in habitual, automatic, mindless, or blunted
thought or action (Wallace, 1999). This suggests both that individuals may
differ in the frequency with which mindful capacities are deployed, due to
inherent capability, inclination, or discipline, and also that there are intra-
individual variations in mindfulness. This research thus investigates mind-
fulness as an attribute that varies both between and within persons, and
examines the significance of both kinds of variation for emotional and other
correlates and consequences.
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Trait and State Mindfulness

The study of individual differences in mindfulness is based on a current sci-
entific consensus that “trait mindfulness” reflects a more frequent abiding
in the experiential state described earlier. Several self-report measures have
been recently published in attempts to assess dispositional mindfulness and
mindfulness practice skills, a number of which are reviewed by Baer in this
volume.4 Self-report measures of momentary mindful states have also been
developed (Brown & Ryan, 2003; Lau et al., 2006), though to date these
have not been subjected to much study. Most study of the mindful state
has been conducted using brief, laboratory-based experimental inductions
of mindfulness to examine its short-term effects on the regulation of men-
tal health-relevant behavior, particularly affect. Most induction research has
used guided instruction designed to bring attention to, and deepen aware-
ness of, moment-to-moment physical, emotional, and cognitive experiences.
The induction exercises used to date, usually 5–10 minutes in duration, are
designed to facilitate close observation of current events and experiences so
that present realities can be seen clearly and without cognitive interference.
A variant of this induction strategy is the use of very brief instructions (2–3
sentences) that simply cue individuals to enter an experiential state of pres-
ence akin to mindfulness. This induction approach permits investigation of
the manifestations and effects of experiential processing in real time.

Mindfulness and Emotional Experience

Emotional experience and its regulation is, of course, central to mental health
and intimately bound up with mental health-relevant cognition and behavior.
Thus, research addressing how mindful traits and states explain variance in
emotion and emotion regulation can contribute to our understanding of how
mindfulness may foster mental health more broadly.

Elements of Emotional Experience

Emotion can be understood in terms of both its content – what is felt – and its
underlying neurobiological processes or causes (Barrett, Mesquita, Ochsner,
& Gross, 2007). At its core, emotional content concerns subjective feelings
of pleasure or displeasure. This is termed core affect. There is now consid-
erable evidence that people represent emotions in these terms (e.g., Pos-
ner, Russell, & Peterson, 2005; Russell, 1980). But as Barrett et al. (2007)
note, the experience of emotion is typically about something, as well; that
is, it is an intentional state that is dependent on level of arousal, relational
meaning, and situational meaning that all help to create psychologically
distinct experiences of joy, calm, fear, sadness, anger, and many others. It
is in the meaning assigned to situations (i.e., cognitive appraisals) through

4 We refer to “mindfulness practice skills” as the variety of practice-based supports
for the expression of mindful attention, including an attitude of acceptance toward
experience, discursive description of subjective experiences as they arise (e.g., label-
ing), and so on.
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which the study of emotional content and emotion regulation has been com-
monly conducted.

Barrett et al. (2007) note that most influential theories of emotion assume
that experiences of emotion – like other mental events – are rooted in
(though not necessarily reducible to) neurological processes. In its current
state, neuroscience cannot pinpoint particular brain regions or types of
neural activity that instantiate specific emotional contents, but it has been
able to show what parts of the brain are active during core affective experi-
ences of pleasant and unpleasant emotion and in the experience of particular
emotions. Neuroscience research has also begun to hone in on those brain
regions that appear important to the regulation of core affect, particularly
unpleasant emotion.

Why Should Mindfulness Be Associated with Emotional Well-Being?

From the foregoing discussion of the subjective or phenomenological nature
of mindfulness, there are several reasons to propose that this quality should
have distinctive emotional content and regulatory correlates, all of which
center on the experiential nature of this manner of processing. First, because
mindfulness involves a disengagement from habitually evaluative conceptual
processing, it should conduce to more balanced states of core affect. That
is, it should be related to less unpleasant affect and perhaps less pleasant
affect as well, although a freshness and immediacy of contact with expe-
rience may, in some circumstances, add a pleasant affective overlay to it
(as in the Varela & Depraz (2003) example given earlier; see also Brown
& Ryan, 2003; Csikszentmihalyi, 1990; Deci & Ryan, 1985). Second, with
the clearer objective perception that mindfulness is thought to afford, poten-
tially challenging events and experiences are less likely to be distorted by
cognitive biases or misinterpretations that can generate unpleasant emo-
tional responses. So, for example, mild breathlessness can simply be “seen”
as is, rather than anxiously construed as a panic attack. A selfish or lustful
thought is observed as it is – a thought – rather than taken as depressing
evidence of personal unworthiness (Claxton, 1999). Thus, this movement
of the “cursor of consciousness” (Claxton, 1999) back to a more immedi-
ate, less elaborated state should not only help to diminish core, unpleasant
affective experience but also inhibit emotional reactivity to challenging stim-
uli. Third, the quality of attention is known to influence emotion regulatory
outcomes (e.g., Gross & Thompson, 2007), and because mindfulness con-
cerns a sustained, open attentiveness to internal and external phenomena
as they are, it should discourage maladaptive emotion regulatory tendencies
like rumination and thought suppression that involve cognitive entanglement
and also encourage voluntary exposure to unpleasant or challenging events
and experiences that has been shown to promote adaptive emotion regula-
tion (e.g., Felder, Zvolensky, Eifert, & Spira, 2003; Levitt, Brown, Orsillo, &
Barlow, 2004; Sloan, 2004).

Research has begun to show that both trait and state mindfulness are
related to emotional content, particularly core affect, and emotion reg-
ulation. The empirical evidence on mindfulness and emotional content
comes from the use of cross-sectional, experience sampling, induction-based,
and intervention methods. A fundamental question for such research has
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been: Is mindfulness associated with a more balanced or positive affective
tone (less unpleasant and more pleasant affect)? Cross-sectional and expe-
rience sampling methods have primarily been used to address the role of
trait mindfulness in the experience of core affect. Both cross-sectional and
induction-based research has also begun to disclose how both mindful traits
and states alter the primary appraisal and regulation of emotionally laden
events and experiences. Finally, mindfulness-based intervention research has
begun to show whether core affective experience and its regulation can
be changed. Research addressing affective processes is still incipient, but
studies of both mindful traits and states have begun to uncover neural sub-
strates for both the subjective experience and the regulation of emotion that
may accrue with mindfulness. We review research on each of these areas
in turn.

Mindfulness, Affect, and Emotional Content

Core affect. Trait measures of mindfulness have been shown to corre-
late with a variety of affective (and cognitive) indicators of mental health
and well-being in college student, community adult, and clinical samples.
For example, the various extant measures of mindfulness and mindful-
ness practice skills have been associated with higher pleasant affect, lower
unpleasant affect, and lower levels of emotional disturbance (e.g., depressive
symptoms, anxiety, and stress), along with other, related mental health indi-
cators including satisfaction with life and eudaimonic well-being (e.g., vital-
ity, self-actualization) (e.g., Baer, Smith, Hopkins, Krietemeyer, & Toney,
2006; Beitel, Ferrer. & Cecero, 2004; Brown & Ryan, 2003; Carda-
ciotto, Herbert, Forman, Moitra, & Farrow, 2008; Carlson & Brown, 2005;
Feldman, Hayes, Kumar, Greeson, & Laurenceau, 2007; Frewen, Evans, Maraj,
Dozois, & Partridge, in press; McKee, Zvolensky, Solomon, Bernstein, & Leen-
Feldner, 2007; Walach, Buchheld, Buttenmuller, Kleinknecht, & Schmidt,
2006). There is indication that relations between dispositional mindfulness
(as measured by the mindful attention awareness scale [MAAS; Brown &
Ryan, 2003]) and various emotional and other mental health indicators can-
not be explained away by social desirability biases or by shared variance with
global personality traits that have known impacts on emotional well-being,
such as neuroticism and extroversion (Brown & Ryan, 2003; Wupperman,
Neumann, & Axelrod, in press).

This correlational research is suggestive in revealing a possible wide range
of influence that dispositional mindfulness may have on emotional experi-
ence, but there are known limitations to global self-reports, including their
retrospective nature, which introduces room for memory biases and other
errors in reporting subjective experience (e.g., Brown & Moskowitz, 1998;
Stone & Shiffman, 1994). Self-reports also tend to engage semantic knowl-
edge or beliefs about thoughts, emotions, and other subjective experiences,
so it is not clear whether they accurately reflect the actual content of those
experiences in real time (Barrett et al., 2007; Barrett, 1997; Robinson &
Clore, 2002).

Such real-time or lived experiences can be assessed through experience
sampling and related ecological momentary assessment techniques designed
to capture subjective and overt behavioral experience as it occurs, typically
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in individuals’ natural environments and over periods of days or weeks. Two
studies have shown that MAAS-assessed trait mindfulness predicts core affec-
tive experience (Brown & Ryan, 2003). A 3-week-long experience sampling
study with community adults, in which participants were asked to record
the presence and intensity of their affective experience several times a day
on a quasi-random schedule when a pager signal was received, found that
trait MAAS predicted lower day-to-day unpleasant affect (but not pleasant
affect). Parallel results were found in a 2-week-long experience sampling
study with college students. This latter study also found that being in a mind-
ful state (as assessed by the state MAAS) was associated with higher pleasant
affect and lower unpleasant affect after controlling for variance attributable
to the trait MAAS. These effects were independent, suggesting that the ben-
efits of mindfulness may not be limited to those with a general disposition
toward mindfulness. However, this research also found that those higher in
trait mindfulness were more likely to report higher states of mindfulness on
a day-to-day basis.

Experimental research exploring the effect of a mindful state on core
affective experience has also been conducted. In a study contrasting the
effects of mindful, distracted, and no-instruction control states on reading
task-related subjective experience and performance, Brown and Ryan (2007)
found that those randomly assigned to the induced mindfulness condition
reported greater interest and enjoyment of the task relative to those in both
the distraction and the no-induction conditions, after controlling for interest
and enjoyment in a baseline (pre-induction) reading task.

Emotion regulation. While emotions, both pleasant and unpleasant, can
serve a number of adaptive purposes, they do not always do so, and optimal
emotional responding often requires regulation of the experience or expres-
sion of emotion (Barrett & Gross, 2001). This is most frequently the case
for unpleasant emotions, and the regulation of negative emotional states is
important to mental health (Barrett, Gross, Christensen, & Benvenuto, 2001;
Gross & Munoz, 1995; Ryan, 2005). Barrett and Gross (2001) argue that effec-
tive emotion regulation requires two major skills: accurately tracking ongo-
ing emotional states and knowing when and how to intervene to alter those
states as needed. There are considerable inter-individual differences in such
skills, and such differences have consequences for adaptive psychological
and social functioning.

There is some evidence that mindfulness may promote the effective use of
both of these skills. For example, trait mindfulness has been positively asso-
ciated with measures tapping clarity about emotional experience (e.g., Baer
et al., 2006; Brown & Ryan, 2003). Research has also found that mind-
fulness may be related to greater emotional self-awareness, as measured
by indicators of implicit and explicit emotional self-concept. Implicit emo-
tional self-concept refers to (typically) nonconscious emotional dispositions
that develop through repeated learning experiences. There is considerable
debate about whether and how individuals can be aware of implicit emo-
tions and other processes (Wilson, Lindsey, & Schooler, 2000), one man-
ifestation of which may be represented by concordance between implicit
and self-reported associations of emotions with the self. Brown and Ryan
(2003) found that, in general, people showed little or no concordance
between explicit (self-) reports of their pleasant and unpleasant emotional
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self-concept on the one hand and their implicit emotional self-concept on
the other. However, those higher in MAAS-assessed mindfulness showed a
stronger concordance between explicit and implicit emotional self-concept,
suggesting that these individuals may have greater emotional self-awareness.
This finding is consistent with the phenomenological nature of mindfulness
discussed earlier, but the research is still preliminary, and replication and
extension are needed before it can be concluded that mindfulness fosters
emotional awareness.

There is more research addressing the other primary emotion regulatory
skill, namely, the alteration of emotional responses. First, trait mindfulness
and mindfulness practice skills have been associated with less thought sup-
pression, rumination, impulsivity, and passivity, all maladaptive forms of reg-
ulation linked with poorer mental health (Baer et al., 2006; Brown & Ryan,
2003; Cardaciotto et al., 2008; Chambers, Lo, & Allen, 2008; Feldman et al.,
2007; Frewen et al., in press; McKee et al., 2007; Shapiro, Brown, & Biegel,
2007; Wupperman et al., in press). Conversely, mindfulness and mindfulness
skills have been positively associated with adaptive regulatory strategies,
including acceptance and letting go of negative thoughts (e.g., Baer et al.,
2006; Brown & Ryan, 2003; Frewen et al., in press). The adaptive nature of
acceptance of emotional and other subjective experiences is consistent with
the notion that it is sometimes more adaptive to experience or express an
emotion than to alter its trajectory (Barrett & Gross, 2001).

Beyond such preliminary investigations of dispositional emotion regula-
tory tendencies, several trait-based studies have tested the efficacy of mind-
fulness to attenuate the experience of negative emotion in emotionally
provocative situations. Among the most emotionally charged situations that
individuals find themselves in are those involving interpersonal conflict. It
has been argued (Goleman, 2006) that the receptive attentiveness that char-
acterizes mindfulness may promote a greater ability or willingness to take
interest in a communication partner’s thoughts and emotions and may also
enhance an ability to attend to the content of a partner’s communication
while also being aware of the partner’s (sometimes subtle) affective tone and
nonverbal behavior. At the same time, such a person may be more aware
of their own cognitive, emotional, and verbal responses to the communica-
tion. Boorstein (1996) has argued that mindfulness promotes an ability to
witness thought and emotion so as not to react impulsively and destructively
to them. Initial research guided by this theorizing has been conducted in the
realm of romantic relationships, in which studies have addressed whether
mindfulness may affect the emotional tone of romantic partner conflicts and,
perhaps relatedly, enhance the communication that happens within those
relationships.

Barnes, Brown, Krusemark, Campbell, and Rogge (2007) and Wachs and
Cordova (2007) found that higher MAAS-measured trait mindfulness pre-
dicted higher relationship satisfaction and greater capacities to respond
constructively to relationship stress among non-distressed dating couples
and married couples. In the second study in their series with dating cou-
ples, Barnes et al. (2007) tested the reliability of those findings in the heat
of a relationship conflict. Using a well-validated paradigm (e.g., Gottman,
Coan, Carrere, & Swanson, 1998), higher trait MAAS scores predicted lower
emotional stress responses to conflict (anxiety and anger hostility), and this
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effect was explained by lower emotional stress before the discussion. This
corroborates other cross-sectional and experience sampling research, noted
already, showing that those more dispositionally mindful are less suscepti-
ble to negative emotional states in general, and suggests that this lower sus-
ceptibility extends into the specific context of romantic couple interactions.
Interestingly, Barnes et al.’s (2007) results showed that rather than buffering
the effects of emotional arousal during conflict, mindfulness helped to inoc-
ulate against such arousal. The capacity of mindfulness to inhibit reactivity
to conflict was also evident in the cognitive judgments that each partner
made; those higher in trait mindfulness showed a more positive (or less neg-
ative) pre–post conflict change in their perception of the partner and the
relationship. This study also supported the importance of bringing a mindful
state into challenging exchanges, in that self-reported state mindfulness was
related to better communication quality, as assessed by objective raters of
the videotaped conflicts.

Whether mindfulness influences affective appraisals has also been tested
experimentally in two studies using state inductions of mindfulness. Arch and
Craske (2006) used a focused breathing exercise to induce a mindful state,
while two experimental control groups received inductions of unfocused
attention and worrying. Relative to experimental controls, those receiving a
mindfulness induction showed less negative reactivity and emotional volatil-
ity in response to affectively valenced picture slides and a greater willing-
ness to maintain visual contact with aversive slides. This latter finding sug-
gests evidence for one process theorized to explain the salutary effects
of mindfulness on emotion regulation and mental health, namely, willing
exposure to threatening information. Interestingly, this study also found that
those receiving mindfulness instructions maintained consistent, moderately
positive responses to neutral picture slides, while the groups induced by
unfocused attention and worry responded more negatively to neutral slides,
providing some basis for the claim that mindfulness helps to protect against
negatively biased processing of experience.

The Barnes et al. (2007), Wachs and Cordova (2007), and Arch and Craske
(2006) findings suggest that mindfulness may influence emotional content by
altering situational meaning through a primary appraisal process, in partic-
ular by reducing negative emotional reactivity to challenging stimuli. Other
evidence suggests that a mindful state may alter the time course of emo-
tion by facilitating recovery following a provocative event. Broderick (2005)
found that, in comparison to those in distraction and rumination condi-
tions, individuals in a mindful induction condition showed quicker emotional
recovery from an induced sad mood. Though preliminary, these findings
on reduced reactivity and speeding the recovery from unpleasant emotional
experiences offer support for the hypothesized consequences of the recep-
tive, non-evaluative mode of processing that characterizes mindfulness, and
also offer promise for clinical research by suggesting a means to cope with
difficult emotions when they arise (Broderick, 2005).

Dynamic relations between mindfulness and emotional content and
regulation. As other chapters in this volume attest, a growing body of
research indicates that mindfulness-based interventions can have positive
impacts on mental health. Mindfulness interventions are purported to
increase participants’ mindfulness, and this is believed to be responsible for
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the positive effects of the interventions on cognitive, emotional, and behav-
ioral indicators of mental health. Yet to date little research has examined
whether mindfulness itself is enhanced through such multi-modal treatments
and whether such enhancements are related to emotional content, emotion
regulation, and other mental health outcomes observed. Such research can
not only help to address basic questions about the role of mindfulness in
mental health, but can also inform study of the processes by which mind-
fulness interventions achieve their beneficial effects. In large part, the lack
of attention to such questions is because measures of the mindfulness con-
struct have developed only recently, but since then, intervention studies
have begun to test the dynamic relation between change in mindfulness and
changes in emotional and cognitive indicators of mental health in healthy,
healthy stressed, and clinical populations.

Several uncontrolled studies have shown scores on dispositional mind-
fulness and mindfulness practice skills to increase significantly over the
course of MBSR and related interventions with healthy and distressed sam-
ples (e.g., Carmody & Baer, 2008; Cohen-Katz et al., 2005; Frewen et al.,
in press; Forman, Herbert, Moitra, Yeomans, & Geller, 2007). In a study of
healthy adults participating in a 10-day intensive mindfulness training, Cham-
bers et al. (2008) found that, relative to matched control participants, trained
participants reported significant increases in MAAS mindfulness from pre-
to post-training and significant reductions in negative affect, reflective rumi-
nation, and depressive symptoms. Increases in mindfulness over the study
period were associated with declines in anxiety, depressive symptoms, and
reflective rumination, and increases in positive affect and working memory.

Other intervention studies testing these dynamic associations have focused
on health-care professionals, and professionals in training, whose occupa-
tions can put them at risk for a range of stress-related conditions, including
depression, anxiety, emotional exhaustion, and occupational burnout (Sher-
win et al., 1992; Tyssen, Vaglum, Gronvold, & Ekeberg, 2001). In a matched-
control MBSR study of psychotherapists in training, Shapiro et al. (2007)
found that intervention participants reported significant increases in MAAS-
assessed mindfulness over 8 weeks, as well as increases in positive affect
and declines in perceived stress, negative affect, state and trait anxiety, and
rumination relative to controls. Further, enhanced mindfulness was associ-
ated with declines in anxiety and distress and a reduced tendency to use
rumination to regulate emotion. Research has also begun to test such asso-
ciations in clinical populations. In an uncontrolled MBSR study with cancer
patients, Brown and Ryan (2003) found that increases in MAAS-assessed trait
mindfulness were related to declines in stress as well as anxiety, depressive
symptoms, and other indicators of mood disturbance (cf. Carlson & Brown,
2005).

In sum, preliminary trait-based research suggests that mindfulness is asso-
ciated with a variety of affective (and cognitive) indicators of well-being,
while both trait- and state-based research suggests that mindfulness is asso-
ciated with more pleasant affect and, in particular, less unpleasant affective
experience. Those higher in dispositional and state mindfulness appear to
experience unpleasant affect less intensely on a day-to-day basis, and when
in a mindful state, individuals react less intensely to emotionally provocative
stimulation. This lower reactivity, combined with initial evidence for quicker
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recovery from induced unpleasant (sad) moods, suggests that mindfulness
promotes more efficient emotion regulation, which may help to explain
the more positive emotional states associated with mindfulness. In turn,
this research also offers support for a variety of theories emphasizing the
importance of attentional sensitivity to psychological and other cues for self-
regulated functioning (e.g., Baumeister, Heatherton & Tice, 1994; Carver &
Scheier, 1998; Deci & Ryan, 1985).

Mindfulness and Affective Processes

Research on the affective processes underlying the apparent salutary emo-
tional correlates of mindfulness is even more recent than that focused on
core affect, specific emotional content, and cognitive appraisals, but the few
available studies are worth noting, particularly because they help to cor-
roborate the research on mindfulness and subjective emotional experiences
described already as well as suggest neural substrates for them.

Emotional processes involve an array of diverse, correlated neurologi-
cal processes (Anderson, 2007), but two areas of the brain – the amyg-
dala and the prefrontal cortex (PFC) – appear to be important to both the
experience and the regulation of emotion. There is indication that amyg-
dala activation is associated with negative emotional experience (particu-
larly fear), perhaps by increasing perceptual sensitivity to negative stimuli
(Barrett, Bliss-Moreau, Duncan, Rauch, & Wright, 2007). Activation in the
PFC, particularly in lateral and dorsal regions, has been associated with
both decreased amygdala activation and the deliberate diminishment of neg-
ative emotional responses (i.e., emotion regulation), perhaps via ventral
and medial PFC regions (Phelps, 2006; Urry et al., 2006). Together, anal-
ysis of amygdala and PFC regions provides a window into the processes
of emotional reactivity and regulation, thereby opening opportunities to
study the neural correlates of mindful processing of emotionally provocative
stimuli.

In a study addressing this topic, Creswell, Way, Eisenberger, and Lieber-
man (2007) examined whether more mindful individuals would show less
reactivity to emotionally threatening (negative) picture stimuli, as measured
by fMRI-assessed amygdala activation and stronger regulation of emotional
responses through prefrontal cortical mechanisms. The study found that, rel-
ative to those lower in mindfulness, higher MAAS scorers were less reactive
to threatening emotional stimuli, as indicated by an attenuated bilateral amyg-
dala response and greater prefrontal cortical activation (in dorsomedial, left
and right ventrolateral, medial, and right dorsolateral PFC) while labeling
those stimuli. Also, a stronger inverse association between these areas of the
PFC and the right amygdala was found among higher MAAS scorers. This lat-
ter result suggesting a greater emotion regulatory capacity through mindful-
ness may come through enhanced prefrontal cortical inhibition of amygdala
responses. Ochsner, Bunge, and Gross (2002) have suggested that this pat-
tern of activations may be associated with a “turning down” of evaluation
processes, thus switching from an emotional mode of stimulus analysis to an
unemotional one. This is consistent with the receptive, non-evaluative phe-
nomenology of mindfulness described already, in which objects and events
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in focal attention are simply observed, without attempts to alter or ana-
lyze them.

There is also initial evidence that mindfulness can diminish reactivity to
threat and subsequent distress in social situations, and in particular that
which commonly arises when connectedness is lost due to social exclusion,
an experience that people are highly motivated to avoid (e.g., Allen & Knight,
2005). Creswell, Eisenberger, and Lieberman (2007) tested whether mindful
attention incurred protective benefit against distress when facing exclusion
by members of a peer group and whether this greater equanimity in the face
of exclusion was due to reduced reactivity to this form of social threat, mea-
sured by brain imaging of regions known to be implicated in the experience
of social pain and distress.

Undergraduates participated in a virtual ball-tossing game with two other
“participants” (actually a computer) while undergoing fMRI. In the first
task block, each participant was included in the ball-tossing game, while
in the second block, the participant was excluded during the majority of
the throws. After the task, participants reported their perceptions of social
rejection during exclusion. Results showed that MAAS-assessed mindfulness
predicted lower perceived rejection. Further, this association was partially
mediated by reduced activity in the dorsal anterior cingulate cortex (dACC),
a region activated during social distress (Eisenberger, Lieberman, & Williams,
2003). These findings are consistent with the study of romantic couple con-
flict described already, in suggesting that mindfulness predicts a more sub-
dued response to social threat, in this case, apparent rejection by peers, and
that this attenuated response is due, in part, to reduced evaluative reactivity
to that threat.

The findings also provide a window into the role of mindfulness in alter-
ing the expression of self in social contexts. Theory and research suggest
that personal identity, or the self-concept, is strongly influenced by the opin-
ions and reactions of others, and negative evaluative reactions to rejection
occur because the individual’s sense of self-worth is invested in, or contin-
gent upon, validation by others (e.g., Leary, 2004). However, if a sense of self
that is grounded in experiential processing is operational, events like rejec-
tion that impinge upon the self-concept may be less threatening than they
otherwise might be (Brown, Ryan, Creswell, & Niemiec, 2008).

While this notion requires further study, there is initial evidence that the
experiential focus (EF) described by both mindfulness scholars and phe-
nomenologists has neural referents that are distinct from the narrative, con-
ceptual focus that is commonly the default mode of processing. Farb et al.
(2007) conducted an induction-based study with both MBSR graduates and
novices trained to use two types of attentional focus upon positive and
negative personality trait stimuli designed to arouse self-reference. The EF
entailed a present-centered, non-conceptual attention to thoughts, feelings,
and bodily states, using meta-awareness to return attention to present expe-
rience when distracted by thoughts or memories (i.e., mindfulness). A nar-
rative focus (NF) was characterized by analysis of the meaning of the trait
words and their application to self in an ongoing stream of thoughts that
is also characteristic of rumination, mind wandering, and resting attention.
Among other findings, the study found that EF yielded reductions in midline
cortical region activity associated with NF in both novices and mindfulness
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trainees, particularly the medial PFC (mPFC). These mPFC reductions were
more marked and pervasive among those previously trained in mindfulness.

While still nascent, this neural process-based research converges with sub-
jective report-based research reviewed above in suggesting that the phe-
nomenological or mindful mode of processing is associated with diminished
emotional reactivity to negative stimuli and enhanced regulation of emo-
tional response, perhaps through an engagement of attention upon immedi-
ate experience that permits a disentanglement from the conceptual networks
that link subjective experiences across time to promote anxiety, regret, sad-
ness, and other unpleasant, self-referential emotions. This process research
also offers a glimpse into the neural mechanisms that may underlie the more
equanimous subjective experience that mindfulness is theorized to foster
(e.g., Analayo, 2003; Brown & Ryan, 2003).

Conclusions and Future Directions

This chapter had two primary aims: First, we sought to clarify the nature
of mindfulness by taking a “view from within” the conscious mind’s dual
modes of processing experience. Husserlian phenomenology and Buddhist
theories were shown to converge on several points in the description of a
phenomenology of experience within which the subjective nature of mind-
fulness may be better understood. Second, we sought to describe the impli-
cations of this experiential approach to life for a key feature of subjective
experience, namely, emotions. Findings from recent research using trait mea-
sures and state inductions of mindfulness are convergent in showing that this
quality of presence is associated with more balanced emotional content, par-
ticularly a relative paucity of unpleasant emotional experience. Mindfulness
also appears to promote less reactivity to events that can provoke emotional
distress and more efficient regulation of that distress when it occurs. Studies
using neural imaging have begun to offer clues about the cortical and sub-
cortical substrates for the more sanguine subjective experiences that more
mindful individuals report.

These studies of emotional content and process provide insight into the
mechanisms by which mindfulness foster emotional well-being, and by impli-
cation, mental health. Mindfulness is believed to promote emotional well-
being through multiple means (e.g., Baer, 2003; Brown et al., 2007; Shapiro
et al., 2007), and the present review suggests support for the claim that
mindfulness is associated with diminished evaluation of stimuli (or what has
also been called acceptance and non-judgment), perhaps through an imme-
diacy of contact with them. Another explanation for the emotional bene-
fits of mindfulness is the receptive, non-defensive processing of experiences
that present emotional challenges. Studies reviewed here suggest that willing
exposure, a greater willingness to tolerate or remain experientially present
to unpleasant stimuli without cognitive reactivity, may help to explain the
role of mindfulness in producing greater emotional balance and more effec-
tive emotion regulation in the face of emotionally challenging events and
experiences.

These descriptive and explanatory conclusions must be considered provi-
sional, however, because studies of mindful traits and states are still relatively
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few, existing samples are comparatively small, and most studies have used
correlational designs – all factors that limit the ability to make causal con-
clusions about mindfulness and emotional experience and well-being. As the
field of mindfulness research matures, opportunities for building a firmer
foundation of knowledge are numerous. Two are briefly noted here. First,
better assessment of mindful traits is needed to more accurately reflect the
scholarly descriptions of this mode of processing. In this endeavor, schol-
arship on both conscious states and cognitive science will be invaluable
for detailing the subjective quality of experience that mindfulness involves.
Second, the advent of experimental research to study mindful states offers
excellent opportunities to observe the nature and outcomes of mindful,
or experiential processing in real time. The value of such research lies not
only in disclosing the nature and functional significance of mindfulness, but
also in helping to address fundamental questions about how the conscious
mind processes experience and how such processing may be optimized to
enhance emotional experience and human welfare in general.
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5
Mindfulness and Psychopathology:

Problem Formulation
Nancy L. Kocovski, Zindel V. Segal, and Susan R. Battista

There is no greater impediment to progress in the sciences than the
desire to see it take place too quickly.

Georg Christoph Lichtenberg (1742–1799)

Mindfulness-based interventions are currently being used with a variety of
populations to treat a wide range of physical and psychological disorders.
For example, Mindfulness-Based Stress Reduction (MBSR; Kabat-Zinn, 1990)
has been used to treat chronic pain and anxiety, among other conditions.
Mindfulness-Based Cognitive Therapy (MBCT; Segal, Williams, & Teasdale,
2002) has been used for the prevention of relapse in depression. Accep-
tance and Commitment Therapy (ACT; Hayes, Strosahl, & Wilson, 1999)
includes elements of mindfulness and has been used with a wide variety
of patients. Finally, Dialectical Behavior Therapy (DBT; Linehan, 1993) incor-
porates mindfulness as a core skill in the treatment of borderline personality
disorder.

With the growing number of mindfulness-based interventions, and the
growing evidence supporting the use of some of these interventions, clin-
icians are understandably interested in continuing to apply mindfulness to a
wide variety of concerns. However, the danger of over-applying mindfulness
as a treatment for psychopathology exists. Additionally, the application of a
generic mindfulness program to a wide variety of complaints may not be as
efficacious as tailoring the mindfulness intervention to a specific problem.
In addition to tailoring a mindfulness intervention to a specific complaint, an
integrative approach, one in which evidence-based interventions are retained
and mindfulness is incorporated in a theoretically consistent manner, may
lead to the most favorable outcomes.

The primary goal of this chapter is to highlight the importance of taking
a problem formulation approach in the development and use of mindfulness
interventions. Related to this, a secondary aim of this chapter is to review cur-
rent theory and research on mechanisms of change of mindfulness interven-
tions in the reduction of psychological distress and also to encourage further
research in this area. A clear understanding of how mindfulness interven-
tions lead to positive outcomes is essential for therapists, as it will enhance
problem formulation.

85
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Problem Formulation

The evidence supporting the efficacy of mindfulness interventions across a
wide variety of populations might lead some to conclude that mindfulness
groups are a cost-effective “general-purpose therapeutic technology” (Teas-
dale, Segal, & Williams, 2003, p. 157). Teasdale and colleagues posit that
while there have been favorable findings for mindfulness interventions, often
these studies have had instructors who “embodied, sometimes implicitly,
quite specific views of the nature of emotional distress and ways to reduce
that distress” (p. 157). They further argue that for mindfulness interventions
to be successful, it is necessary for practitioners to have a clear formulation
of the disorder being treated and how a mindfulness intervention may be
helpful for that disorder. We further believe that understanding mechanisms
of change is necessary for a problem formulation approach to the use of
mindfulness interventions.

Teasdale et al. (2003) outlined six considerations related to mindfulness
that require further investigation. Many of these considerations involve or
would be enhanced by an understanding of the mechanisms of change of
mindfulness interventions for a particular disorder. First, mindfulness train-
ing can be unhelpful. There are some conditions that may not benefit from
mindfulness meditation or may worsen. For example, early research on the
use of meditation in patients with psychotic disorders was not promising
(e.g., Walsh & Roche, 1979); however, later research using ACT for psychosis
found lower rehospitalization rates compared to a control group (Bach &
Hayes, 2002). The Melbourne Academic Mindfulness Interest Group (2006)
reviewed other adverse effects that have been reported in the literature; typ-
ically these adverse effects have been found with transcendental meditation
(TM) and longer-term meditation retreats, and they include an increase in
depressive and anxious symptoms. Relatedly, mindfulness interventions can
be a significant time investment, often involving a two-hour group meeting
weekly for at least eight weeks, possibly involving significant travel time
to and from the group meetings, and a significant homework commitment
(i.e., 45 minutes per day). Some programs also include a full day of mind-
fulness practice as a group. This large time commitment can be considered
an adverse consequence if a patient has not benefited from the intervention
(Melbourne Academic Mindfulness Interest Group, 2006).

Second, sharing a clear formulation with clients is important, and this
involves having an understanding of how mindfulness might lead to change
for that particular client’s problem. Some clients may have preconceived
notions of what mindfulness entails and may judge it as an unsuitable
approach. A discussion of how mindfulness may be an appropriate interven-
tion may help to counteract these preconceived notions.

The third consideration relates to the apparent simplicity of mindfulness.
Mindfulness appears to be a simple procedure, but the style is as impor-
tant as the technique. Understanding mechanisms of change for a particular
problem can inform the specific mindfulness exercises chosen for the inter-
vention, the style of delivery, and the emphasis for the inquiry.

Fourth, mindfulness was originally developed as part of a multifaceted
approach, not as an end in and of itself. Often there are well researched and
supported techniques for a particular disorder that can be integrated with
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mindfulness interventions. However, leaving out previously established tech-
niques in favor of a pure mindfulness approach may result in a disservice to
patients. Often there are traditional cognitive and behavioral therapies that
are empirically supported for specific populations. One of the challenges of
integrating mindfulness with these interventions is that the acceptance-based
underpinnings of mindfulness can be at odds with the change-based focus of
traditional cognitive and behavioral interventions (see Lau & McMain, 2005,
for a review). However, this challenge can and has been met (e.g., MBCT;
Segal et al., 2002), highlighting that, while it may seem difficult, it is possible
to achieve theoretical integration with seemingly very different approaches.
Therefore, rather than abandoning empirically supported treatments in favor
of a pure mindfulness intervention, integration may be the most effec-
tive approach. Additionally, understanding the mechanisms of change will
enhance the development of multifaceted approaches that include mindful-
ness interventions.

Fifth, some components of mindfulness training may be more relevant for
some conditions than for others. Understanding mechanisms of change for a
particular disorder will inform which components of mindfulness are most
relevant for that disorder.

The sixth and final consideration outlined by Teasdale et al. (2003) is that
while mindfulness training may affect processes common to many disorders,
indiscriminate application of mindfulness techniques across disorders is not
optimal. There is still room for specificity even if the process is similar across
several disorders.

MBCT as an Example of the Problem Formulation
Approach

The development of MBCT (Segal et al., 2002) is an example of the problem
formulation approach. Segal and colleagues sought out to develop a program
to target the recurrent nature of depression. Patients who have one episode
of depression have a 50% probability of becoming depressed a second time,
and those who have had two episodes of depression have a 70–80% prob-
ability of having a third episode. Segal and colleagues developed MBCT, an
eight-week group intervention, for patients who have been depressed but are
currently well. They integrated aspects of cognitive therapy for depression
with mindfulness training, following a clear rationale of what they expected
would be helpful, given current data on depression and mindfulness. The
emphasis in MBCT is on changing the relationship with thinking, rather than
changing the content of thought.

MBCT has been found to help patients with three or more episodes of
depression, but not those who only had two depressive episodes (Teasdale,
Segal, Williams, Ridgeway, Soulsby, & Lau, 2000; Ma & Teasdale, 2004). Ma
and Teasdale found that those with a history of only two episodes reported a
later onset of depression and less childhood abuse in their histories, suggest-
ing that they may have represented a unique population, compared to those
who had a greater number of depressive episodes. This illustrates the need
to study exactly how mindfulness techniques work in specific populations
as they may not be beneficial in all cases (Teasdale et al., 2003). Addi-
tionally, while MBCT was developed for formerly depressed patients who
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are currently well, there is growing evidence that MBCT can be effective
for actively depressed and anxious patients in a primary-care setting (Finu-
cane & Mercer, 2006) and for treatment-resistant actively depressed patients
(Kenny & Williams, 2007).

Other Examples of the Problem Formulation Approach

Further examples of how mindfulness components have been incorporated
into existing treatments following a problem formulation approach include
the following: the mindfulness component in DBT for borderline personality
disorder (Linehan, 1993), Acceptance-based behavior therapy for generalized
anxiety disorder (Roemer & Orsillo, 2007), mindfulness-based CBT for co-
occurring addictive and mood disorders (Hoppes, 2006), and Mindfulness-
and Acceptance-based Group Therapy (MAGT) for social anxiety disorder
(Kocovski, Fleming, & Rector, 2007).

Looking more closely at generalized social anxiety disorder, Koszycki,
Benger, Shlik, and Bradwejn (2007) conducted a randomized controlled
trial comparing MBSR and Cognitive Behavioral Group Therapy (CBGT;
Heimberg & Becker, 2002). They found that CBGT, the current gold stan-
dard group intervention for social anxiety disorder, was superior to MBSR
on a number of outcome variables. However, they did find MBSR to be help-
ful, resulting in medium to large effects. They provided a rationale for using
MBSR with this patient population. However, the MBSR program was not
adapted for patients with social anxiety disorder, and it was administered
by an instructor who typically delivers mindfulness training to the public.
Although positive effects were obtained with MBSR, the usual standard of
care was found to be superior and therefore should remain the first-line psy-
chological group intervention. Alternatively, an attempt at integrating MBSR
and CBGT might prove fruitful. Kocovski et al. (2007) have incorporated
mindfulness techniques along with acceptance- and exposure-based strate-
gies using a problem formulation approach. Pilot groups have demonstrated
that this approach is feasible and acceptable to patients, and there is prelimi-
nary evidence in support of its effectiveness. A trial comparing this treatment
(i.e., MAGT) to CBGT is underway. Additionally, Bögels, Sijbers, and Voncken
(2006) report positive results from a small pilot study where they integrated
MBCT and another intervention, task concentration training, for the treat-
ment of social anxiety disorder.

Overall, although there are many positive findings regarding mindfulness
techniques (Baer, 2003), it is important to study exactly how mindfulness
works for each disorder. This can be helpful in terms of the development
of a problem formulation for a particular disorder or support for an existing
problem formulation. Hence, the next section outlines the specific mecha-
nisms of change that have been theorized and/or empirically supported.

Mechanisms of Change: Biological Factors

Research examining the physical benefits of meditation has been extensive
(e.g., Aftanas & Golosheykin, 2005; Hankey, 2006; Orme-Johnson, Schneider,
Son, Nidich, & Cho, 2006; Travis & Arenander, 2006). However, this research
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has often focused on experienced meditators who have had many years of
training. For example, Travis and Arenander (2006) examined a sample of
individuals who had been practicing TM for an average of 22 years. These
highly experienced groups have then been compared to individuals who
have had no experience with meditation. A number of positive findings have
emerged from studies of this nature. Travis and Arenander found experienced
meditators to have higher frontal alpha asymmetry and greater electroen-
cephalogram (EEG) coherence than non-meditators. Frontal alpha asymme-
try has been associated with affective responding (Davidson & Irwin, 1999)
with particular patterns of asymmetry found in individuals with depression
(Gotlib, Ranganath, & Rosenfeld, 1998). EEG coherence is indicative of brain
coordination and has been linked to intelligence (Cranson et al., 1991), cre-
ativity (Orme-Johnson & Haynes, 1981), and mental health (Travis & Are-
nander). There is also support from EEG findings that long-term meditation
leads to a better capability of moderating the intensity of emotional arousal
(Aftanas & Golosheykin, 2005). Furthermore, in a second study, Travis and
Arenander found that EEG coherence increased over one year as individuals
practiced TM, indicating that even minimal meditative experience can lead
to improved brain functioning.

Other physical outcomes that have been observed in experienced
meditators include the following: decreased hypertension (Orme-Johnson &
Walton, 1998), increased sensory acuity (Carter et al., 2005), decreased sys-
tolic blood pressure (Wallace, Dillbeck, Jacobe, & Harrington, 1982), and
decreased brain responses to pain (Orme-Johnson et al., 2006). A complete
review of research in this area is beyond the scope of this chapter (see
Cahn & Polich, 2006, for a review of EEG, ERP, and neuroimaging studies
across various forms of meditation; see Newberg & Iversen, 2003, for a model
integrating data on neurotransmitter and neurochemical substrates that may
underlie meditation). In sum, there is evidence that intensive meditation
practice is physically beneficial across a variety of domains. It is important
to question, however, whether these benefits are unique to very experi-
enced meditators or whether these benefits are also evident in individuals
who undergo more short-term forms of meditation (i.e., mindfulness train-
ing programs such as MBSR or MBCT).

Studies that have specifically examined how mindfulness techniques affect
the brain are limited. Davidson et al. (2003) investigated brain and immune
changes in participants who were randomly assigned to receive MBSR (Kabat-
Zinn, 1990) or a wait-list control group. Compared to the wait-list con-
trol condition, participants who received MBSR showed greater left-anterior
activation immediately after the mindfulness training intervention was com-
pleted and at a four-month follow-up assessment. In addition, the group that
received MBSR also showed greater left-anterior activation after they wrote
about positive and negative life experiences. Greater left-anterior activation is
associated with positive emotions (Davidson, 1992), both dispositionally and
during positive mood inductions. It is also associated with adaptive respond-
ing to negative or stressful events (Davidson, 2000), which may explain why
individuals in the mindfulness group had increased left-anterior activation
even after writing about negative life events. This study also investigated
how mindfulness training affected immune functioning. All participants were
given an influenza vaccine after the completion of mindfulness training
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(or lack of training in the control condition), and antibody levels were mea-
sured at two time points. Results revealed a significantly greater increase in
antibodies from time one to time two for the mindfulness group as compared
with the control group. This study provides initial support for the idea that
even short-term mindfulness training can have widespread physical benefits
for individuals. However, it should be noted that the sample used by David-
son and colleagues was not comprised of individuals seeking treatment for
any clinical disorder, but rather, they likely represented a healthy population.

Given that mindfulness techniques are currently being used within clinical
samples to treat a variety of disorders, it is important to examine the biologi-
cal mechanisms of change that are specific to the problem undergoing treat-
ment. Barnhofer et al. (2007) recruited a sample of individuals who had a
history of suicidal depression, and randomly assigned them to receive MBCT
(Segal et al., 2002) or treatment as usual. EEG readings were taken before and
after the treatment period, which lasted eight weeks. Changes in prefrontal
asymmetry were not found in the group that received MBCT. However, the
group that received treatment as usual showed decreased levels of prefrontal
asymmetry at the eight-week reading. The researchers concluded that the
MBCT group had developed a more balanced pattern of prefrontal activa-
tion, whereas the treatment-as-usual group experienced more right-sided
activation, a pattern associated with avoidance. The researchers suggested
that developing a more balanced pattern of prefrontal activation, and hence
a more balanced affective response style, may help to prevent depression
relapse by decreasing the likelihood that one will fall back into a negative
cognitive style. This study provides preliminary insight into potential biolog-
ical changes that are the result of a specific mindfulness intervention and
how such biological factors can be connected with the specific disorder that
one is suffering from. Hopefully, future research will follow this path, namely,
that of investigating a particular mindfulness intervention and the biologi-
cal changes that occur compared to a control group, and perhaps going one
step further by having a competing empirically supported intervention as the
comparison group. Finally, with respect to biological mechanisms of change,
there is recent research examining the brain regions involved in the tendency
of minds to wander, which may help with this type of research (Mason et al.,
2007).

Mechanisms of Change: Psychological Factors

There is growing evidence indicating that mindfulness has a number of
positive effects on well-being. Although it is difficult to pinpoint exactly
how mindfulness leads to these positive outcomes, a number of psycho-
logical mechanisms are likely responsible. At this point in time, many of
the proposed mechanisms have not been empirically studied, but rather,
remain theoretical. It is of utmost importance that future research focus
on experimentally examining each psychological mechanism and link sup-
ported mechanisms to specific disorders. Additionally, for a variable to be
considered a mediator of treatment outcome in a randomized controlled
trial, it is important to show that the variable is affected by treatment before
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changes occur in the outcome variable (Kraemer, Stice, Kazdin, Offord, &
Kupfer, 2001). At present, even the variables that have been investigated
empirically do not meet this temporal requirement. This section will briefly
outline psychological mechanisms that have received empirical attention,
and meet some of the criteria supporting mediation, as well as those that
are currently theoretical and warrant further investigation.

Increased Metacognitive Awareness, Decentering, Reperceiving, and
Defusion

Metacognitive awareness (Teasdale et al., 2002), decentering, reperceiving
(Shapiro, Carlson, Astin, & Freedman, 2006), and defusion (Hayes et al.,
1999) are terms that describe a similar concept in mindfulness training.
Essentially, these refer to the extent to which individuals can view their
thoughts as being passing mental events as opposed to being true reflections
of reality (Teasdale et al., 2002). Shapiro et al. (2006) theorized that mind-
fulness practice would provide training in how to shift one’s perspective
so that thoughts and experiences could be viewed more objectively. There
is some evidence that increases in metacognitive awareness, decentering,
reperceiving, and/or defusion are associated with positive outcomes in mind-
fulness training. For example, Teasdale and colleagues examined the effects
of MBCT on a sample of individuals who had a history of recurrent major
depression. It was found that those who underwent MBCT experienced an
increase in metacognitive awareness and were less likely to relapse compared
to those who received treatment as usual. It is unknown, however, whether
increases in metacognitive awareness were directly responsible for reduced
relapse rates.

Decreased Rumination

Rumination is the extent to which one dwells on the emotional conse-
quences of an event and has been implicated as a contributing factor in both
depression and anxiety (Nolen-Hoeksema, 1991; Kocovski & Rector, 2007).
Jain et al. (2007) compared distressed students who had undergone a mind-
fulness meditation program with those who had undergone a relaxation train-
ing program on a number of variables. Results revealed that both programs
reduced distress and increased positive mood compared to a control condi-
tion. However, only the meditation group demonstrated significantly reduced
rumination compared to the control condition. Additionally, it was found that
decreases in rumination mediated the relationship between condition (mind-
fulness meditation or control) and reduced distress, such that the mindful-
ness meditation group reported less distress at the end of treatment, partially
due to a reduction in levels of rumination. As the authors point out, they
only assessed rumination pre- and post-intervention, and therefore they were
unable to test whether changes in rumination occurred prior to changes in
distress. Thus, further research is necessary to determine if rumination is
a true mediator. A prior study by Ramel, Goldin, Carmona, and McQuaid
(2004) also presented data supportive of the hypothesis that mindfulness
has its effect at least partially through a reduction in rumination. They exam-
ined previously depressed individuals before and after undergoing MBSR
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(Kabat-Zinn, 1982) and found that MBSR led to decreases in rumination and
that these decreases in rumination accounted for reductions in depressive
and anxious symptoms. Additionally, compared to a control group, Cham-
bers, Lo, and Allen (in press) found that a group of non-clinical novice medi-
tators reported significant improvements in a number of variables including
rumination.

In the area of anxiety, there is some support in favor of continuing to exam-
ine rumination as a mechanism of change. Patients with social anxiety disor-
der who took part in MAGT demonstrated significant reductions in levels
of rumination from baseline to mid-treatment, post-treatment, and follow-up
(Kocovski et al., 2007). However, the intervention consisted of elements in
addition to mindfulness training; there was no control group, and a mediation
model was not tested. As an aside, these variables were investigated in a stu-
dent sample cross-sectionally, and there was support for a mediation model,
such that rumination partially mediated the relationship between social anxi-
ety and mindfulness (Kocovski, Vorstenbosch, & Rogojanski, 2007). Addition-
ally, self-focused attention was also examined with this student sample and
also found to partially mediate the relationship between social anxiety and
mindfulness. In both cases, lower levels of mindfulness were associated with
increased levels of the mediator (rumination, self-focused attention), which
were in turn associated with increased levels of social anxiety. These results
need to be replicated in a clinical sample that has undergone a mindfulness
intervention.

Attentional Control

Mindfulness training inherently requires that individuals alter their attention
to be more present-moment focused. Chambers and colleagues (in press)
specifically investigated how a 10-day mindfulness meditation retreat affected
sustained attention in non-clinical, novice meditators. Participants exhibited
decreased reaction times when they performed an attention task after attend-
ing the meditation retreat compared to their baseline times. This decrease
was not found in the control group of participants who did not undergo
mindfulness training. Furthermore, decreases in reaction times were sig-
nificantly correlated with decreases in depression scores, indicating that
improvements in cognitive functioning may be associated with improved
mood. Mindfulness training, however, did not lead to improved performance
on an attention-switching task, and mediation models were not tested. Jha,
Krompinger, and Baime (2007) also investigated the effect of mindfulness
training on attention. They compared meditators who were attending a
retreat, participants in an MBSR course with no previous meditation expe-
rience, and a control group. At baseline, participants with past mindful-
ness training (i.e., those in the retreat group) demonstrated better conflict-
monitoring performance compared to the other two groups. At the second
assessment point, participants who had completed MBSR improved in their
ability to orient their attention compared to the other two groups, while
those who attended the retreat improved on exogenous alerting compared
to the other two groups. Therefore, various subcomponents of attention may
be affected differentially depending on the type of meditation and perhaps
the length of meditation experience.
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Increased Acceptance

Mindfulness treatments strongly emphasize acceptance of symptoms rather
than avoidance or suppression of symptoms (Baer, 2003; Brown & Ryan,
2003; Hayes et al., 1999). For example, ACT (Hayes et al., 1999) is strongly
rooted in the belief that with increased acceptance, one can experience
greater psychological health. There are studies showing that mindfulness-
and acceptance-based therapies are in fact leading to increased acceptance.
For example, Roemer and Orsillo (2007) administered the Acceptance and
Action Questionnaire (AAQ) pre- and post-intervention as one measure of a
proposed mechanism of change for their acceptance-based behavior ther-
apy for generalized anxiety disorder and found lower levels of experien-
tial avoidance (i.e., higher levels of acceptance) for patients following treat-
ment. When looking at pain tolerance tasks, there are a number of studies to
support that using acceptance strategies leads to increased pain tolerance
(Hayes, Bissett et al., 1999) and greater willingness to persist at the task
(Gutierrez, Luciano, & Fink, 2004) compared to more control-based strate-
gies. Levitt, Brown, Orsillo, and Barlow (2004) randomly assigned individuals
with panic disorder to a short acceptance, suppression, or distraction inter-
vention. Individuals were then exposed to air enriched with carbon dioxide.
It was found that those who received the acceptance intervention were more
willing to take part in the task and reported lower levels of anxiety compared
with those who received the suppression or distraction intervention. Overall,
it appears that levels of acceptance are increasing following treatment, and
there are laboratory studies that have manipulated acceptance and found less
distress and greater willingness in the acceptance condition.

Other Psychological Mechanisms: Values Clarification, Exposure,
Decreased Anxiety and Increased Emotional Stability, and Increased
Psychological Flexibility

There are a number of other possible mechanisms of change that have little, if
any, empirical support at this time. One such possible mechanism of action of
mindfulness training is the ability to carefully make decisions that are reflec-
tive of one’s true values (Shapiro et al., 2006). Often when individuals oper-
ate on automatic pilot, they make quick decisions that may not be in line
with their needs and/or values. Through mindfulness training, one can adopt
a more objective perspective and make choices that are more congruent
with one’s values. In support of this potential mechanism of change, Brown
and Ryan (2003) found that individuals who scored higher on a measure of
state mindfulness also reported engaging in more valued behaviors and inter-
ests. Second, mindfulness may promote exposure. Exposure has been out-
lined as a key component in mindfulness training (Baer, 2003; Kabat-Zinn,
1982). By having individuals focus their awareness on emotional symptoms
in a nonjudgmental manner, mindfulness can help to prevent avoidance or
escape. When individuals fully experience their feared emotional symptoms,
they can properly observe the consequences of their emotional symptoms
and formulate more effective coping strategies. In this way, mindfulness may
play a role in the extinction of the fear response (Baer, 2003). Third, in con-
junction with biological differences between meditators and non-meditators,
Travis and Arenander (2006) found that those with meditation experience
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also had significantly lower levels of both state and trait anxiety compared
to those without meditation experience. Experienced meditators were also
more emotionally stable than non-meditators. A final mechanism of action
may be that mindfulness promotes the adoption of an overall more flexible
cognitive, emotional, and behavioral style (Shapiro et al., 2006), or increased
overall psychological flexibility (Hayes et al., 1999).

Mechanisms of Change: Considerations and Limitations

There are several limitations and considerations in this area of research. It
is important that a distinction be made between mindfulness and relaxation
techniques, and only some studies have sought to do this (e.g., Jain et al.,
2007). Further, clear definitions and descriptions of the particular mindful-
ness interventions used are essential in examining mechanisms of change
(Dimidjian & Linehan, 2003). There are many different forms of meditation,
and the actual results that are found may depend on the technique that is
used (Hankey, 2006). Therefore, it would be beneficial to examine the spe-
cific components of meditation and how they lead to various outcomes.
Additionally, mindfulness techniques are often not studied independent of
the other components involved in the treatment, which does not allow for
conclusions to be drawn about what is specifically helpful about mindfulness
(Dimidjian & Linehan, 2003). It is important to keep in mind that while some
of the research in this area does test for mechanisms of action, most research
studies show that mindfulness interventions lead to a decrease or increase
in a variable, but have not tested that variable as a mediator of change. Even
research that does test for mechanisms of change is often not meeting the
criteria for a stringent test, namely, showing that there is a change in the
mediator prior to a change in the outcome variable (Kraemer et al., 2001).

As noted by Teasdale et al. (2003), mindfulness may target processes that
affect many disorders (sixth consideration). Rather than taking this to mean
that mindfulness can be applied indiscriminately as a treatment for many
disorders, there is still room for specificity; the exact nature of each compo-
nent will likely differ depending on the disorder. For example, rumination is
common in both depressed and socially anxious patients. However, the con-
tent of the rumination can be different (e.g., dwelling on depressive symp-
toms versus dwelling on social inadequacies) and the consequences may also
be different (e.g., relapse versus avoidance or increased anxiety). Therefore,
knowing that rumination may be reduced via mindfulness interventions can
be a starting place. However, the exact problem formulation can still vary
across disorders that might have rumination as a process to be targeted.

Beyond Mechanisms of Change

In addition to understanding the mechanisms of change of mindfulness inter-
ventions for specific disorders, other factors require attention. Personality
factors may also play a role in understanding which patients might benefit
from a mindfulness treatment approach. For example, in our social anxi-
ety work, our first MAGT patients had already received CBT and were still
experiencing clinically significant symptoms and were interested in further
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treatment. They made significant gains with our mindfulness and accep-
tance approach; these particular patients may have been better suited for
this approach. In contrast, other clients have not been interested in listen-
ing to mindfulness CDs or tapes outside of the group sessions and are not
particularly open to this type of intervention. There is a paucity of research
examining personality as a predictor of treatment outcome for mindfulness
interventions and, as such, it is an important direction for future research.

Conclusion

Mindfulness is an old technique that has recently gained considerable atten-
tion within psychological research, and there has been a promising level of
empirical support. However, as we have argued, it is important to be cautious
in its application and not to expect it to be a cure-all intervention on its own.
We advocate for the following basic steps for clinicians considering the use
of mindfulness in their practice: (1) careful consideration of the population
being served, and the current understanding with respect to etiology and
maintenance of the particular condition being treated, (2) determination of
how mindfulness might be helpful with this population, making reference to
the mechanisms of change research, (3) evaluation of whether mindfulness
training can be integrated with other empirically supported interventions,
and (4) inclusion of a rationale to patients for the mindfulness components.
The recent research empirically evaluating mindfulness interventions and
the early research on the identification of mediators of change are excit-
ing. Certainly, there is a need for the continued empirical evaluation of the
integration of mindfulness components with other interventions. Addition-
ally, as reviewed above, much of the research on mediators has only pro-
vided partial support for certain variables, as complete tests of mediation
have been rare thus far. Hopefully, future research evaluating possible medi-
ators will be more stringent. Overall, mindfulness interventions are gaining
prominence, and with continued research on how they work and the most
beneficial ways to incorporate them, this trend will continue with promising
results.
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6
Emotional Memory, Mindfulness

and Compassion

Paul Gilbert and Dennis Tirch

But when the universe becomes your self, when you love the world as
yourself, all reality becomes your haven, reinventing you as your own
heaven.

Lao Tzu, Translated by Ralph Alan Dale Tao Te Ching

Emotional Memory, Mindfulness and Compassion

This chapter considers the role that mindfulness and compassion can play
in helping people who come from difficult and traumatic backgrounds.
These individuals often have a highly elevated sense of threat – both
from the outside (what others might do to them) and from the inside
(feeling overwhelmed by aversive feelings or memories; or their own self-
dislike/contempt for themselves). The basic view is that traumatic back-
grounds sensitise people to become overly reliant on processing from their
threat systems.

To explore this further we need to outline briefly the idea that the brain
has evolved different types of affect-behaviour regulation systems (Panskepp,
1998). These systems coordinate attention, thoughts, emotions and actions.
One way to conceptualise these affect regulations is as basic systems (Depue
& Morrone-Strupinsky, 2005). These are as follows: (1) threat-protection sys-
tem, (2) drive, seeking, and reward system and (3) a contentment-soothing
system. These systems are in constant states of co-regulation and are shown
in Figure 6.1

Various other sub-divisions have been suggested and described (Panskepp,
1998), but the three-systems approach offers a useful heuristic for
compassion-focused therapy (Gilbert, 2005, 2007a,b). Looked at this way,
our threat system can be seen as having certain defensive emotions (e.g.
anger, anxiety, and disgust), a range of behaviour options (e.g. fight, flight,
freeze, and submission; Marks, 1987), and various ‘better safe than sorry’
attentional and processing biases (Gilbert, 1998). There are also clear
physiological systems that underpin the threat system (LeDoux, 1998). Once
activated, it creates various physiological patterns in the body underpinning
felt experiences, directs thinking and actions tendencies. The drive system
on the other hand orientates us to things that are rewarding (e.g. food, sex,
money, and status). It is associated with the activated affects of excitement-
linked positive affects. In contrast, the ‘contentment system’ enables animals
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Types of Affect Regulation Systems

Incentive/resource 
focused

Seeking and behaviour 
activating

Dopamine (?)

Affiliative focused

Soothing/safeness

Opiates (?)

Threat-focused 
safety seeking

Activating/inhibiting
Serotonin (?)

Anger, anxiety disgust,

Drive, excite, vitality Content, safe, connect

Figure. 6.1. Types of affect regulation systems.

to be quiescent when they no longer need to acquire resources and are
not under any threat. This system appears to be associated with a sense of
(soothing) peaceful well-being. During evolution the contentment system
has evolved into a soothing system that can be triggered by social stimuli of
affection, love and care (Carter, 1998; Depue & Morrone-Strupinsky, 2005).

The development, coordination and co-regulation of these three basic
systems are dependent on gene-learning interactions. Indeed, biological
organisms are designed to be changed and moulded by life experiences. Dif-
ferent experiences encourage and strengthen some neuronal connections
and weaken others (LeDoux, 2002). For example, it is now known that
harsh, neglectful and/or abusive backgrounds have major impacts on the
maturing brain of young children, especially on those areas that regulate emo-
tions such as connections between the prefrontal cortex (PFC) and amygdala
(Cozolino, 2007; Schore, 1994; Siegel, 2001). Life experiences are coded as
emotional memories, linked to synaptic sensitisation at one level–through
to the complex brain systems dedicated to different types and forms of mem-
ory – such as episodic, semantic, and short- and long-term memory (LeDoux,
2002).

Understanding the way life experiences shape the brain’s various sensi-
tivities in threat and positive affect systems, and emotional memories, is
important because we know that emotional disorders are linked to early
affect sensitisation and emotional memories. Indeed, some therapists place
the activation of emotional memories, at both implicit and explicit levels,
centre stage to psychopathology (Brewin, 2006). Psychodynamic (Greenberg
& Mitchell, 1983) and behavioural theorists (Ferster, 1973) have long argued
that emotional memories, associations and conditioning need not be con-
scious but still highly influential on how people process and respond to life
events and situations.

Most people who experience psychological problems, that require some
kind of intervention, feel under threat from various aspects of their lives
(e.g. in social relationships) or their inner experiences (e.g. being over-
whelmed by emotions or memories or negative, ruminative thoughts). Thus,
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depression, anxiety, paranoia, eating disorder, phobias, PTSD and OCD are
all related to threat-focused processing and efforts to regulate threat and get
safe. Hence, most psychological therapies aim to help people recognise the
early and current sources of heightened threat and loss sensitivities, vari-
ous thoughts and feelings that automatically ‘jump into mind’, their ways
of processing threats/losses from memory (Brewin, 2006), schematic repre-
sentations of self and others (Beck, Freeman, Davis et al., 2003) and coping
strategies (e.g. vigilance and avoidance). Through various interventions that
may involve the therapeutic relationship, exposure, cognitive and emotional
change, and new behaviour strategies, therapies try to reduce threat/loss
sensitivities and threat/loss processing. In this way the external and internal
stimuli that have activated threat/loss processing systems lose their power to
do so.

One aspect that increases threat sensitivity and focuses threat processing is
our human meta-cognitive abilities (Wells, 2000). These have given us huge
advantages in being able to plan, anticipate and cooperate and are the source
of culture, civilisation and science – but these abilities come with a cost.
Chimpanzees probably do not worry that the pain in the chest could be a
heart attack, or if they eat too much they will get fat and, in some social
groups, might be rejected; they do not worry about their future prospects in
family or work. Humans, however, live in both a world of ‘is’ (linked to direct
sensory experiences) and one of ‘imagination and meta-cognitions’ where
we can focus on the past and future, the feared, the lost and the hoped for
(Gilbert, 2007a; Singer, 2006). We can construct plans and scenarios in our
minds and then respond to them like real stimuli (Wells, 2000). Our imagina-
tions are not physiologically neutral; rather fantasies (e.g. sexual) can stimu-
late physiological systems and produce arousal (e.g. sexual fantasies). When
our attention is absorbed in this inner world of thinking, imagining or being
overwhelmed by emotional memories, we are no longer open to live ‘in’ the
present moment. We are dragged away from ‘the present moment’ because
other systems in our brains are pulling on the field of consciousness demand-
ing attention. For example, different emotional memories and conditioning
means that we react quickly to things – our bodies might start reacting to a
situation before we are consciously aware of it, and then our emotions rush
us along, focusing our thoughts and behaviours.

Mindfulness

Mindfulness addresses both these problems. We can learn to be attentive
to emotions and thoughts as they are triggered, to see them as linked to
emotional memories and conditioning. We switch to an ‘observer’ mode –
being able to notice and describe what happens inside us rather than be cap-
tured by it. Many therapies help people switch to this observing-describing
mode of attention. Mindfulness also helps us to become more aware of the
way our minds wander from the present moment into daydreams, the past
and future, and with regret, anticipation or apprehension. By noticing the
way consciousness is ‘grabbed by these inner concerns’ and our emotions
affected, we are enabled to pull the attention back and thus reduce and calm
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the feedback loops between threat arousal and the maintaining effects of
certain meta-cognitions and ruminations.

For over two and half thousand years Buddhist psychology has seen human
psychology as dominated by the efforts of our minds to cope with the
inevitability of threats, losses and harms that give rise to suffering; none of
us are immune to life’s frustrations, adversities and final decay and death of
ourselves and of those we love. At the heart of the Buddhist approach is to
train our minds in ways that enable us to ‘face’ but also ‘flow with’ the harsh
realties of life. The two most important tasks in this mind training are those
of mindfulness and compassion.

In the last 20 years mindfulness has attracted considerable attention as
both a way to promote well-being and also a therapeutic process for specific
difficulties (e.g. recurrent depression). For the most part these approaches
focus on how to train one’s attention so that we learn to pay attention to the
present moment without judgement. Hence mindfulness is a mode of expe-
riencing and is suggested to be a fundamental psychological state involved
in the alleviation of suffering (Corrigan, 2004; Martin, 1997; Fulton &
Seigel, 2005). The contemporary protégé Tibetan meditation master Yongyey
Mingyur Rinpoche (2007) described mindfulness as ‘the key, the how of Bud-
dhist practice [that] lies in learning to simply rest in a bare awareness of
thoughts, feelings and perceptions as they occur.’

Humans depend on verbal-linguistic and logico-mathematical processing
in a great deal of their interactions with the environment. However, as
noted above, the dominance of these processing mechanisms in human con-
scious experience can result in a disconnection from moment-to-moment
experience and a reification and concretisation of internal emotional experi-
ences (Hayes, Barnes-Holmes, & Roche, 2001; Hayes, Stroshal, Wilson, 1999).
Because humans have meta-cognitive abilities, we can plan (what will hap-
pen if I do X; how can I get Y) and be fearful (what will happen if X hap-
pens) – all purely on the basis of our thoughts, attributions, exceptions and
anticipations. As a result, humans may often spend their time responding to
internal thoughts, predictions and intrusive memories as though they are real
events. This ‘literalisation’ of mental representations has been referred to as
‘cognitive fusion’ (Hayes et al., 1999).

The distress that may arise in the presence of painful, literalised cogni-
tions and emotional memories is clear and obvious. However, the way people
try to cope with emotional sensitivities, intrusions, ruminations and mem-
ories – that pull on their thought processes – may be even more signifi-
cant. For example, research has demonstrated that attempts at thought sup-
pression or avoidance (both common coping strategies) often serve only to
increase the frequency, pull and intrusiveness of painful thoughts, feelings
and predictions (Hayes, Wilson, Gifford, Follette, & Strosahl, 1996; Wegner,
Schneider, Knutson, & McMahon, 1991). Under such conditions, our emo-
tional memories, associational learning patterns, and the nature of human
relational responding create a paradoxical prison, wherein our attempts to
reject and ignore painful experiences only serve to drag our attention back
to the internal constructs which drive our suffering. Buddhist psychology
describes such a phenomenon as Samsara (cyclic existence), a cycle of
persistently re-experiencing (i.e. re-incarnating) our suffering through grasp-
ing at what we cannot have and rejecting that which we do not wish to
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experience. Historically, this re-experiencing was construed as a returning
to lives of suffering after death. However, a post-modern, 21st-century, West-
ern perspective may interpret this Samsara as a remarkably apt and concise
description of a life spent experientially fused with emotional memories and
dysfunctional cognitions. Mindfulness is a way of recognising the eruptions
in thoughts and feelings, the pull and flow in our thinking that link to our per-
sonal sensitivities. It also trains the mind to be with them but not ‘in’ them.

We noted above that many of our personal threat sensitivities and the links
between thoughts and emotions can be understood as emergent for the inter-
play of various neurophysiological systems. Mindfulness research has focused
on its neurophysiological effects. In fact, research across a range of levels of
analysis, from neuroimaging to clinical outcome studies, has demonstrated
the effectiveness of mindfulness-based practice in helping people change
their relationship to their emotions. Recent experimental research has found
that a 15-minute focused breathing induction, which parallels aspects of
mindfulness training, resulted in greater capacity for emotion regulation and
a greater willingness to remain in the presence of emotionally aversive stimuli
(Arch & Craske, 2006). Similarly, research has demonstrated that individuals
who completed an eight-week mindfulness training intervention reported
less-frequent negative automatic thoughts and believed that they were bet-
ter able to ‘let go’ of these thoughts when they encountered them. This
finding was supported by research on dispositional mindfulness, which indi-
cated that individuals exhibiting a higher level of dispositional mindfulness
reported fewer negative automatic thoughts and believed themselves capable
of ‘letting go’ of such thoughts (Frewen, Evans, Maraj, Dozois, & Partridge,
2006).

Neuroimaging research has demonstrated that adept meditators practicing
a mindfulness of breathing exercise exhibit stronger activation in the anterior
cingulate cortex (ACC) during mindfulness of breathing, when compared
to controls (Holzel, et al. 2007). It has been hypothesised that this group
difference may be attributed to a more effective processing of distracting
events and may involve more effective processing of emotional memories.
The ACC is theorised to be involved in the resolution of conflict, emotional
self-control and adaptive responses to changing conditions (Allman, Hakeem,
Erwin, Nimchinsky, & Hof, 2001). It has been postulated that the ACC may
be involved in a neural homeostatic mechanism that regulates an individual’s
response to distress (Corrigan, 2004).

People present with varying degrees of innate or dispositional mindful-
ness, reflecting their capacity to employ a mindful state of awareness to
better address difficult emotional experiences and adapt to the presence
of their emotional memories. fMRI data suggests that dispositional mind-
fulness is correlated with stronger widespread prefrontal cortical activity
and reduced bilateral amygdala activity during the act of labelling emo-
tions (Creswell, Way, Eisenberger, & Lieberman, 2007). Mindfulness train-
ing frequently employs the labelling of phenomenal emotional experiences
(e.g. upon noticing a sad feeling, the meditator may label the experience
‘sadness’). These findings suggest a possible component of mindfulness,
this being enhanced prefrontal regulation of affect brought about through
the act of noting and then labelling of affect – which requires cognitive
work.
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Recent neuroimaging data also suggests that the effectiveness of mindful-
ness may involve a shift in the perceived sense of self that is experienced dur-
ing meditation. fMRI studies have contrasted the neural correlates involved
in a ‘narrative’ mode of self-reference and an ‘experiential’ mode of self-
reference (Farb et. al., 2007). A ‘narrative’ sense of self roughly corresponds
to a conventional Western view of the self as a pervasive and ongoing sep-
arate individual identity enduring across time and situations. The narrative
mode of self-reference has been found to be correlated with the medial pre-
frontal cortex (mPFC), which is involved in maintaining a sense of self across
time, comparing one’s traits to those of others, and the maintenance of self-
knowledge (Farb et. al., 2007). The ‘experiential mode’ of self-reference cor-
responds to the present moment-focused awareness found in mindfulness
meditation and represents the mode of being that has been described as an
‘Observing Self’ (Deikman, 1982).

Farb et al. (2007) research examined the neurological activity involved
in these modes of self-reference among both experienced meditators and
novice participants in an 8 week mindfulness training. Novice meditators
exhibited a reduction in the activity of the mPFC while maintaining an expe-
riential focus, which may reflect a reduction in a narrative sense of self-
reference. More experienced mindfulness practitioners exhibited stronger
reductions in this mPFC activity. Further, the trained participants also exhib-
ited a more right lateralised network of cortical activity including the lateral
PFC, viscerosomatic areas, and the inferior parietal lobule. This network
of activity appeared to correlate with a phenomenology of an ‘observ-
ing self’ and may indicate a more effective mode of processing emotional
memories from a mindful stance. Additionally, novice meditators evidenced
a stronger coupling between areas of the PFC involved in narrative self-
reference (mPFC) and areas which may be involved in the translation of
visceral emotional states into conscious feelings (i.e. right insula) (Damasio,
1999).

More experienced meditators exhibited weaker coupling between these
areas, which may reflect a cultivated capacity to disengage the habitual con-
nection between an identified sense of self across time and the processing of
emotional memories, yielding the previously described beneficial aspects of
the experience of mindfulness.

The above outlines a variety of avenues by which mindfulness may help
people recruit and train their brains to better ride the waves of emotions and
thoughts that are in constant flow. Also it offer ways that people can better
choreograph their affect regulation systems.

Compassion

Some practitioners of mindfulness suggest that compassion is an emergent
quality of mind that comes with ‘mindful practice’. This is in part because
mindfulness helps us experience the illusions of the grasping, bounded ego-
self, and instead experience insights/feelings of all being part and parcel of a
unifying consciousness that pervades the universe. However, other schools
of Buddhism (e.g. Mahayana) suggest it is important to specifically focus and
practice developing a ‘compassionate mind.’ To do this they have developed
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a range of concepts on the nature and benefits of compassion and ways
of thinking and behaving to practice and enhance compassion, including
a range of compassion-focused mediations and imagery exercises (Leighton,
2003). Interestingly, many of the writings of the Dalai Lama (e.g. 1995, 2001)
have focused less on the processes of mindfulness and far more on the nature
and value of developing compassion.

There have been important explorations of Western and Eastern views of
compassion and how to enhance compassion in all walks of life as well as
personally (Davidson & Harrington 2002; Neff, 2003a,b). In some forms of
mindfulness training, loving-kindness (compassion) mediations are added to
standard procedures and may be one of the key ingredients of change (e.g.
Shapiro, Astin, Bishop, & Cordova, 2005). Compassion-focused therapies are
also emerging that specifically focus on developing compassion for self and
others as a therapeutic process (Gilbert, 2000; Gilbert & Procter, 2006; Leary,
Tate, Adams, Allen, & Hancock, 2007). While some of these are directly
linked to Buddhist traditions (e.g. Neff, 2003a; Leary et al., 2007), others
are focused on evolutionary psychology (e.g. attachment theory), social neu-
roscience and affect regulation (Gilbert, 2005, 2007).

Most theorists see compassion as a multifarious process. For example,
McKay and Fanning (1992) view compassion as involving developing under-
standing, acceptance and forgiveness. Neff (2003a,b), from a social psychol-
ogy and Buddhist tradition, has developed a self-compassion scale that sees
compassion as consisting of bipolar constructs related to kindness, common
humanity and mindfulness. Kindness involves understanding one’s difficul-
ties and being kind and warm in the face of failure or setbacks rather than
harshly judgemental and self-critical. Common humanity involves seeing
one’s experiences as part of the human condition rather than as personal,
isolating and shaming; mindful acceptance involves mindful awareness and
acceptance of painful thoughts and feelings rather than over-identifying with
them. Neff, Kirkpatrick & Rude (2007) have shown that self-compassion is
different to self-esteem and is conducive to many indicators of well-being.

Gilbert’s (1989, 2005, 2007a,b) evolutionary model suggests that the
potential for compassion evolved with the caring-giving side of the attach-
ment system. Hence, receiving compassion has the same effects as being
cared for – that is it stimulates the soothing systems (see Figure 6.1) in the
recipients of compassion, helping people feel safe and calmed. In this model
human compassion-giving arises from specific motivational, emotional and
cognitive competencies that can be enhanced through training. The six main
components of compassion are as follows:

(1) Developing a motivation to care for one’s well-being and the well-being
of others. This motivational aspect also extends into a self-identity – that
is to develop and become more compassionate. With this motivation
people can then engage in seeking ‘knowledge’ and developing compas-
sion skills, that will include the following:

(2) Developing one’s sensitivity to one’s own distress and needs and those of
others; recognising how one’s own threat emotions (e.g., anger, anxiety)
can block such sensitivity

(3) Developing one’s capacity for sympathy, which involves the ability to be
emotionally open and moved by the feelings, distress and needs of others
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(4) Developing one’s capacity for distress and emotional tolerance, which is
linked to the ability to ‘be with’ painful or aversive emotions within self
or others without avoiding them or trying to subdue them. Thus, this is
also linked to competencies for acceptance

(5) Developing empathy, which involves more cognitive and imaginal com-
petencies of putting ‘oneself in the shoes of the other’ and developing
insights into understanding why they may feel or act as they do. This is
also linked to what is sometimes called mentalising, or theory of mind

(6) Developing non-judgement is a way of refraining from condemning and
accusing. It evolved for empathy and deepening one’s understanding
of the human condition rather than being adopted as ‘an instruction’.
It does not mean non-preference. For example, the Dalai Lama (2001)
would dearly love the world to be more compassionate.

When developing these qualities and competencies, they are all cultivated
in the emotional atmosphere of warmth and kindness. Hence in this sys-
tem, warmth and also mindfulness are ways of developing the compassion
qualities and competencies. These are viewed as being interconnected and
interdependent qualities – as shown in Figure 6.2.

Compassion training involves developing these qualities ‘for the self’. They
can then be utilised when individuals feel stressed but also to promote a
sense of well-being and contentment. This occurs because training our minds
for compassion can help us to stimulate these emotion systems and go some
way to facilitating a sense of well-being.

Hence, unlike mindfulness, which is not designed to stimulate any particu-
lar affect system (but rather to develop the observing self), compassion work
is design to stimulate the soothing system that evolved with attachment. This
is because, as noted above, it is the system that is a natural regulator of the
threat and drive systems, and underpins feelings of contentedness, connect-
edness and well-being.

There are many exercises and processes that can be used therapeutically to
stimulate compassion for others and self. These involve the therapeutic rela-
tionship (Gilbert 2007b) and helping people develop compassionate atten-
tion, compassionate thinking, compassionate behaviour and compassionate

Components of Compassion
from the Care Giving Mentality

Compassion

Sympathy

EmpathyNon-judgement

Care for well being

Distress and needs sensitiveDistress and needs sensitive

Distress tolerant

Create opportunities for growth and change With
Warmth

Figure. 6.2. Compassion circle.



Chapter 6 Emotional Memory, Mindfulness and Compassion 107

feelings. Breathing and body focus, method-acting techniques, imagery,
reframing and compassionate letter writing can all be used to advance these
abilities (Gilbert 2007a in press; Gilbert & Irons 2005). Compassion-focused
therapy utilises mindfulness but is also very focused and active, and there-
fore different to mindfulness both in formulation and in process. The major
focus in compassion training is that whatever one undertakes and tries to
do to facilitate change, one does it via creating feelings of warmth and sup-
port within the self. Although research is limited, there is some evidence for
compassion development to be helpful (Gilbert & Procter, 2006; Mayhew
& Gilbert, 2008). It should be noted, however, that much of the therapeu-
tic work is often focused on the fear of, resistance to, or inability to, feel
compassion for the self.

Conclusion

This chapter looked at a neurophysiological model of psychological sensi-
tivities and explored ways in which mindfulness and compassion-focused
therapies may impact on neurophysiological systems. Mindfulness oper-
ates through attentional training which facilitates different brain states and
enables people to gain new insights and management over distressing
thoughts, feelings and memories. Compassion-focused therapies utilise mind-
fulness but in the service of creating compassionate feelings and thoughts
within oneself. One of the reasons for doing this is because trying to gen-
erate compassionate feelings within oneself will stimulate a particular kind
of affect system which has soothing qualities. It was suggested that such a
system evolved with attachment and gives rise to attachment-type feelings of
calming, sense of connectedness and empathy for others.

Mindfulness teaches a non-judgemental observing of the arising and
emergence of thoughts and feelings onto the screen of our consciousness.
Compassionate mind training utilises this but also focuses on (re)directing
attention, with a focus on trying to generate feelings of warmth, gentleness
and kindness (Gilbert, 2000; Gilbert & Irons, 2005). When people feel threat-
ened and traumatised and have few emotional memories or schema of being
helped, loved or wanted, they may not be able to access their soothing and
reassurance affect system. Through processes that involve learning to nur-
ture compassionate attention, thinking, imagery, behaviour and feeling, peo-
ple can be trained to develop a self-compassion orientation to themselves
and difficulties. This orientation aims to shift focus from the threat system to
the soothing system and may be especially helpful in the face of high affect
and when engaging with painful emotional memories.

References

Allman, J. M., Hakeem, A., Erwin, J. M., Nimchinsky, E., & Hof, P. (2001). The Anterior
cingulate cortex: The evolution of an interface between emotion and cognition.
Annals of The New York Academy of Science, 935, 107–117

Arch, J. J., & M. G. Craske (2006). Mechanisms of mindfulness: Emotion regulation
following a focused breathing induction. Behaviour Research and Therapy, 44,
1849–1858.

Beck, A.T., Freeman, A., Davis, D. D., & associates. (2003). Cognitive therapy of per-
sonality disorders (Second Edition). New York: Guilford Press



108 Paul Gilbert and Dennis Tirch

Bifulco, A., & Moran, P. (1998). Wednesday’s child: Research into women’s expe-
riences of neglect and abuse in childhood, and adult depression. London:
Routledge.

Brewin, C. R (2006). Understanding cognitive behaviour therapy: A retrieval compe-
tition account. Behaviour Research and Therapy, 44, 765–784.

Carter, C. S. (1998). Neuroendocrine perspectives on social attachment and love.
Psychoneuroendocrinlogy, 23, 779–818.

Corrigan, F. M. (2004). Psychotherapy as assisted homeostasis: Activation of emo-
tional processing mediated by the anterior cingulate cortex. Medical Hypotheses,
63, 968–973.

Cozolino, L. (2007). The neuroscience of human relationships: Attachment and the
developing social brain. New York: Norton.

Creswell, J. D., Way, B. M., Eisenberger, N. I., & Lieberman, M. D. (2007). Neural corre-
lates of dispositional mindfulness during affect labeling. Psychosomatic Medicine,
69, 560–5.

Dalai Lama. (1995). The power of compassion. India: HarperCollins.
Dalai Lama. (2001). In N. Vreeland (Ed.), An open heart: Practising compassion in

everyday life. London: Hodder & Stoughton.
Damasio, A. R. (1999). The feeling of what happens: Body and emotion in the mak-

ing of consciousness. USA: Harcourt Trade Publishers.
Davidson, R. J., & Harrington, A. (2002, Eds). Visions of compassion: Western scien-

tists and tibetan buddhists examine human nature. New York: Oxford Univer-
sity Press.

Deikman, A. (1982). The observing self: Mysticism and psychotherapy. Boston: Bea-
con Press.

Depue, R. A., & Morrone-Strupinsky, J. V. (2005). A neurobehavioral model of affilia-
tive bonding. Behavioral and Brain Sciences, 28, 313–395.

Farb, N. A. S., Segal, Z. V., Mayberg, H., Bean, J., McKeon, D., Fatima, Z., & Ander-
son, A. K. (2007). Attending to the present: Mindfulness meditation reveals distinct
neural modes of self-reference. Social Cognitive Affective Neuroscience Advance
Access. 1–10.

Ferster, C. B. (1973). A functional analysis of depression. American Psychologist, 28,
857–870.

Frewen, A. P., Evans, E. M., Maraj, N., Dozois, D. J. A., & Partridge, K. (2006). Let-
ting go: Mindfulness and negative automatic thinking. Cognitive Therapy and
Research. In press.

Fulton, P. R., & Seigel, R. D. (2005). Buddhist and Western psychology: Seeking com-
mon ground. In C. K. Germer, R. D. Seigel, & P. R. Fulton (Eds.) Mindfulness and
Psychotherapy (pp.55–72) New York: Guilford Press.

Gerhardt, S. (2004). Why love matters. How affection shapes a baby’s brain. London:
Routledge.

Gilbert, P. (1989). Human nature and suffering. London: Lawrence Erlbaum
Associates.

Gilbert, P. (1998) The evolved basis and adaptive functions of cognitive distortions.
British Journal of Medical Psychology, 71, 447–463

Gilbert, P. (2000). Social Mentalities: Internal ‘social’ conflicts and the role of inner
warmth and compassion in cognitive therapy. In P. Gilbert, & K. G. Bailey (Eds.)
Genes on the couch: Explorations in evolutionary psychotherapy (p.118–150).
Hove: Psychology Press.

Gilbert, P. (2005). Compassion and cruelty: A biopsychosocial approach. In P. Gilbert
(Ed.), Compassion: Conceptualisations, research and use in psychotherapy
(pp. 9–74). London: Routledge.

Gilbert, P. (2007a). Psychotherapy and counselling for depression: 3rd edition. Lon-
don: Sage.



Chapter 6 Emotional Memory, Mindfulness and Compassion 109

Gilbert, P. (2007b). Evolved minds and compassion in the therapeutic relationship
In P. Gilbert, & R. Leahy (Eds.). The therapeutic relationship in the cognitive
behavioural psychotherapies (pp.106–142). London: Routledge.

Gilbert, P., & Irons, C. (2005). Focused therapies and compassionate mind training
for shame and self attacking. In P. Gilbert (Ed.), Compassion: Conceptualisations,
research and use in psychotherapy (pp. 263–325). London: Routledge.

Gilbert, P., & Procter, S. (2006). Compassionate mind training for people with high
shame and self-criticism: A pilot study of a group therapy approach. Clinical Psy-
chology and Psychotherapy, 13, 353–379.

Gilbert, P. (in press). The Compassionate Mind. A New Approach to life’s Challenges.
London Constable-Robin.

Greenberg, J. R., & Mitchell, S. A. (1983). Object Relations in Psychoanalytic Theory.
Cambridge, Mass.: Harvard University press.

Hayes, S. C., Barnes-Holmes, D., & Roche, B. (2001) Relational frame theory: A post-
Skinnerian account of human language and cognition. New York: Kluwer Aca-
demic/Plenum Press.

Hayes, S. C., Stroshal, K. D., & Wilson, K. G. (1999). Acceptance and commit-
ment therapy: An experiential approach to behavior change. New York: Guilford
Press.

Hayes, S. C., Wilson, K. G., Gifford, E. V., Follette, V. M., & Strosahl, K. (1996). Expe-
riential avoidance and behavioral disorders: A functional dimensional approach
to diagnosis and treatment. Journal of Consulting and Clinical Psychology, 64,
1152–1168

Holzel, B. K., Ott, U., Hempel, H., Hackl, A., Wolf, K., Stark, R., & Vaitl, D. (2007).
Differential engagement of anterior cingulate and adjacent medial frontal cortex in
adept meditators and non-meditators, Neuroscience Letters, 421(1), 16–21.

Leary, M. R., Tate, E. B., Adams, C. E., Allen, A. B., & Hancock, J. (2007). Self-
compassion and reactions to unpleasant self-relevant events: The implications of
treating oneself kindly. Journal of Personality and Social Psychology, 92,887–904.

LeDoux, J. (1998). The emotional brain. London: Weidenfeld and Nicolson.
LeDoux, J (2002). Synaptic Self: How Our Brains Become Who We Are. New York:

Penguin.
Leighton T. D. (2003). Faces of compassion: Classic bodhisattva archetypes and

their modern expression. Boston: Wisdom Publications.
Martin, J. R. (1997). Mindfulness: A proposed common factor. Journal of Psychother-

apy Integration, 7, 291–312.
Marks, I. M. (1987). Fears, phobias, and rituals: Panic, anxiety and their disorders.

Oxford: Oxford University Press.
Mayhew, S., & Gilbert, P. (2008). Compassionate Mind Training with people who hear

malevolent voices: A case series report. Clinical Psychology and Psychotherapy.
McKay, M., & Fanning, P. (1992). Self-esteem: A proven program of cognitive tech-

niques for assessing, improving, and maintaining your self-esteem. Second Edi-
tion. Oakland, C.A: New Harbinger Publishers.

Mingyur, Y. (2007). The joy of living: Unlocking the secret and science of happiness.
New York: Harmony Books.

Neff, K. D. (2003a). Self-compassion: An alternative conceptualization of a healthy
attitude toward oneself. Self and Identity, 2, 85–102.

Neff, K. D. (2003b). The development and validation of a scale to measure self-
compassion. Self and Identity, 2, 223–250.

Neff, K. D., Kirkpatrick, K., & Rude, S. S. (2007). Self-compassion and its link to adap-
tive psychological functioning. Journal of Research in Personality, 41, 139–154.

Panskepp, J. (1998). Affective neuroscience. New York: Oxford University Press.
Schore, A. N. (1994). Affect regulation and the origin of the self: The neurobiology

of emotional development. Hillsdale: N.J. Lawrence Erlbaum.



110 Paul Gilbert and Dennis Tirch

Shapiro, S. L., Astin J. A., Bishop, S. R., & Cordova, M. (2005). Mindfulness-based
stress reduction for health care professionals: Results from a randomised control
trail. International Journal of Stress Management, 12, 164–176.

Siegel, D. J. (2001). Toward an interpersonal neurobiology of the developing
mind: Attachment relationships, “mindsight” and neural integration: Infant Men-
tal Health Journal, 22, 67–94.

Singer, J. L. (2006). Imagery in psychotherapy. Washington DC: American Psycholog-
ical Press.

Wegner, D. M., Schneider, D. J., Knutson, B., & McMahon, S. R. (1991). Polluting the
stream of consciousness: The effect of thought suppression of the mind’s environ-
ment. Cognitive Therapy and Research, 15, 141–151.

Wells, A. (2000). Emotional disorders and metacognition: Innovative cognitive
therapy. Chichester: Wiley.



7
The Use of Metaphor to Establish

Acceptance and Mindfulness

Alethea A. Varra, Claudia Drossel, and Steven C. Hayes

All instruction is but a finger pointing to the moon. He whose gaze is
fixed upon the pointer will never see beyond.

Buddhist Allegory

Figurative speech plays two distinct roles in clinical psychology: It serves as
a useful clinical tool and guides clinicians’ conceptualizations of presenting
problems and subsequent interventions (see Leary, 1990, for a discussion
of metaphor in the history of psychology). Given its utility it is not sur-
prising that metaphors, allegories, similes, analogies, adages, and maxims
are found across therapeutic interventions (Blenkiron, 2005; Eynon, 2002;
Lyddon, Clay, & Sparks, 2001; Otto, 2000). The current chapter focuses on
the functions of figurative speech that are especially related to acceptance-
and mindfulness-based approaches. We are emphasizing on acceptance and
commitment therapy (ACT, said as one word, not initials; Hayes, Strosahl,
& Wilson, 1999) both because we know it well and because it seems to
raise the key issues in this area that apply to mindfulness approaches more
generally.

ACT is a therapeutic approach that focuses on the creation of psycholog-
ical flexibility by undermining the overextended impact of literal, temporal,
and evaluative human language and cognition. The basic theory underlying
ACT views human verbal abilities as a two-edged sword, allowing us to solve
everyday problems and create a comfortable world, while simultaneously
permitting us to bring our painful past to the present, to view the emotional
echoes of our history as a problem to be solved, to compare ourselves to an
unrealistic ideal, and to project fearful futures.

Metaphor as the Scientist-Practitioner’s Conceptual
Framework

While it is important to understand specific metaphors useful in therapy, it is
also important to acknowledge the root metaphors underlying a given prac-
titioner’s conceptual framework. This is especially important in acceptance-
and mindfulness-based practice because the fundamental assumptions are
often different than those that predominate a great deal of medical and psy-
chiatric practice.

111
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Pepper (1970) identifies four “root metaphors” describing prevalent views
of human affect, behavior, and cognition and their relation to other events.
All scientific questions, subsequent research programs, and interventions
mirror can be characterized according to these metaphors (Rosnow &
Georgoudi, 1986; Hayes, Hayes, Reese, & Sarbin, 1993). Two of these
metaphors are of special interest for clinical psychology. The metaphor
of the machine views human beings and their problems as one would a
complex clock. It prompts an examination of how components and forces
work together to culminate in a perceived explanatory chain of events. This
metaphor is the basis for the medical model and provides guidance to inter-
vention as finding the broken part and fixing it.

A contextualistic metaphor, conversely, views all human events as one
would a historically situated, purposive action, like going to the store or
making love. This metaphor emphasizes the nested, historical, and ongo-
ing nature of human action and introduces a focus on context and workabil-
ity within that context. In a contextualistic metaphor, there is not something
that is necessarily broken that needs to be fixed, but rather an interest in how
a particular action functions, given the person’s history and current situation.
In contrast to other metaphors, the metaphor of ongoing purposive, histori-
cal actions assumes neither a final or complete analysis nor a “right way” to
go about such an analysis. Instead, as illuminated by the root metaphor itself,
analysis itself is just another ongoing action, embedded in uncountable layers
of context and history:

[The analysis itself] is categorically an event [. . ..] In the extended analysis of
any event we presently find ourselves in the context of that event, and so on,
from event to event as long as we wish to go, which would be forever or until
we got tired [. . .] there are many equally revealing ways to analyze an event
(Pepper, 1942, p. 249–250).

ACT specifically and contextual psychology more broadly have explicitly
adopted this latter metaphor (Hayes, Hayes, & Reese, 1988). They repre-
sent an approach to human behavior within its context, as interconnected,
nested, historical, and ongoing events. We are writing this chapter largely
from within the assumptions of a contextual approach.

The concept of mindfulness tends readily toward contextualistic perspec-
tive, for its focus at each moment is on the fundamentally interrelated nature
of human experience. This contextual understanding resembles the teach-
ings of many eastern philosophical schools that cultivate an intuitive, almost
nonverbal knowledge of the interrelated quality the person experiences in
the world through meditation and mindfulness practice. Contextual psychol-
ogy avoids overlaying mindfulness practices from eastern traditions onto an
essentially mechanistic root metaphor. Instead, mindfulness is a nature exten-
sion of the tenets of contextual psychology that have emerged from the basic
and applied study of human affect, cognition, and behavior (Drossel, Waltz,
& Hayes, in press).

It seems important to explicitly acknowledge the influence of root
metaphors on scientific and clinical activities, because otherwise these
assumptions present themselves, falsely, as data on the success of an
approach. Root metaphors are the ground of analysis, not the result of
analysis, and they need to be owned and stated, not thrust forward as an
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intellectual weapon in the battle with other views. The use of figurative
speech for clinical change is thus itself embedded in the even deeper
metaphors of clinical and scientific work. When we consider the value of
mindfulness in clinical work, we need to do so within the set of assump-
tions we adopt that allows value itself to be known and to be a useful guide
to intellectual activity; these assumptions themselves need to be grasped. In
creatures as cognitively limited as human beings, there seems to be no bet-
ter way to do that than to embrace our assumptions as embedded in a root
metaphor.

Understanding Figurative Speech in ACT

ACT attempts to alter the normal, culturally, and linguistically established
relationships among affect, cognition, and behavior so as to weaken barriers
to change. While the machine metaphor of human behavior assumes a causal
chain leading from sensation to perception, then to emotion and cognition,
and finally to behavior, contextualists hold that behavior change is possible
without a prerequisite alteration of the form or frequency of thoughts, feel-
ings, or memories (e.g., Harmon, Nelson, & Hayes, 1980; Jacobson et al.,
1996). The form or frequency does not need to change because the impact
of the experience is embedded in context. With a change in context, the
impact of the experience can change even when the form of the thought of
felling remains the same.

We understand this fully in everyday life, but its implications are usually
missed. A person on a roller coaster may be terrified, but the terror is not
harmful. A person having a panic attack may be terrified, but that terror as it
is carried forward may be life restricting. The difference is not so much the
terror itself as the psychological context in which it occurs.

From an ACT perspective, many of the most important functional contexts
for thoughts, feelings, memories, and sensations are those that are built into
human language itself. For example, language communities find it useful to
establish the social and practical functions of language to treat words largely
as if they are their referents. A person being told how to walk to a destination
is usually not harmed by treating the description and the images it evokes
almost as if it is the actual experience of walking to the destination. Words
and their referents are poured together, or “fused” (a word drawn from an
ancient root meaning “to pour”), without damage. But a person doing the
same thing while thinking “I’m bad” can be drawn into a lifelong struggle
with shame and self-blame, without even noticing the illusion of language
that demanded that this fight be fought. The person is having the thought
“I’m bad”—not experiencing being bad—but if that is missed the functions
of that thought are radically altered. From an ACT perspective, cognitions
and emotions function as barriers in life when we—therapists, clients, and
people in general—take them literally and treat them as static objects that
must be avoided or complied with, or that constitute “good reasons” for
engaging in some actions and withdrawing from others, or that prove further
judgments and evaluations of oneself or the world.

The avoidance, alteration, or termination of unwanted thoughts, feelings,
or memories are often futile and even counterproductive (Hayes, Wilson,
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Gifford, Follette, & Strosahl, 1996; Wenzlaff & Wegner, 2000), but because
these effects are contextual, people often experience them as automatic, and
not a matter of behavioral choice. Western culture encourages such experien-
tial avoidance as a coping strategy, through the media and commercialism in
particular. Disengaging from particular experiences certainly provides some
short-term relief. However, in the long term, language processes assure the
more frequent or more influential occurrence of exactly those experiences
one seeks to avoid.

For example, the rule “I should not think x” contains a verbal event (“x”)
that will tend to evoke x, and thus following that rule is likely to work only
temporarily. As soon as the person following it checks to see if it is working,
it no longer will. A lack of flexibility and perceived vitality is the result of
such processes, and people feel “stuck” (Chödrön, 1997).

The reason figurative language is so frequently used in ACT is that it is a
challenge to alter the functions of normal verbal processes by engaging in
verbal processes. The theory on which ACT is based, Relational Frame The-
ory (RFT; Hayes, Barnes-Holmes, & Roche, 2001), provides a way out. RFT
divides language functions into those that establish the meaning of terms
based on their relations to other things (cf., Sidman, 1994) and those that give
terms behavioral impact. Most therapeutic approaches to cognition focus
on the relational context, that is, on methods that instigate different rela-
tions among terms and between terms of other events. Said in another way,
these methods try to change thinking patterns. ACT focuses instead on the
functional context, that is, on methods that alter the degree to which verbal
events evoke behavior. Said in another way, these methods try to change the
impact of thinking.

Some of these methods, such as defusion techniques, directly target func-
tional contexts. For example, saying a word repeatedly aloud quickly dimin-
ishes the believability and emotional arousal to the term (Masuda et al.,
2004). But it is also possible to use the relational context in a way that alters
a functional context. Figurative language is an example. From an RFT point
of view, figurative language brings together two or more entire sets of ver-
bal relations. The number of derived relations that result are staggering, and
functions that are dominant in one relational network may now be available
with regard to another but often not in a way it is easy for the person influ-
enced by the metaphor to describe. For example, the metaphor “anxiety
is like quicksand” may bring functions that exist with regard to quicksand
(e.g., do not struggle with it; maximize your contact with it by laying out
flat) to bear on anxiety.

Interventions based on the “machine metaphor” assume that clients’ pre-
senting problems are due to atypical errors in the machinery and will subside
with error correction (Mojtabai, 2000). The processes targeted in ACT main-
tain the root metaphor of nested, historical, and ongoing events. Thus, figura-
tive speech in ACT is not so much designed to change think as it is designed
to change the context of thinking. Figurative speech is used to reframe think-
ing, evaluating, judging, remembering, and feeling as ongoing human activ-
ities, and to decouple the culturally established link between these experi-
ences and overt behavior, so that life transformation becomes possible even
if unwanted private experience persists.
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Figurative Speech Versus Direct Instruction

ACT employs a variety of figurative speech component as is shown in
Table 7.1. In contrast to other therapies that may employ figurative speech as
rhetorical tools to convince or persuade, figurative speech in ACT eschews

Table 7.1. Types and examples of figurative language.

Figure of
speech Definition

Examples (from
Kittay, 1987) ACT examples

Similes

“Compare one thing with
another” (Oxford English
Dictionary [OED] online)

“A wolf is like a dog”
(literal simile) versus
“A man is like a wolf”
(figurative simile)
(p. 18)

Struggling with anxiety is
like struggling in
quicksand (Stewart &
Barnes-Holmes, 2001)

Analogies

Point to “the fact that the
relation borne to any
object by some attribute or
circumstance corresponds
to the relation existing
between another object
and some attribute or
circumstance pertaining to
it” (OED online)

“Just as the right and
left foot are equally
strong because they
must equally carry
the burden of the rest
of the body, [. . .] so
the right hand and
the left hand could be
equally matched
were they equally
trained” (p. 276)

Just as “things” can be
described,
approached,
manipulated, or
“bought,” so can
thoughts and feelings

Metaphors Transfer a name or a descriptive word or phrase to
an object or action different from [. . .] that to which
it is literally applicable (OED online)

Conventional
Metaphorical origins go

unnoticed (Kittay, 1987)
“Hold your tongue”

(p. 51)

Pervasive in vernacular
discourse; ACT stresses
metaphorical or word
origin (e.g., discussion
of “responsibility”)

Conceptual

Concepts are applied to a
variety of expressions
pertaining to the same
topic (Lackoff & Johnson,
1980)

“Love is a physical
force” (p. 90)

Human affect, behavior,
and cognition are
nested, historical, and
ongoing events (Hayes,
Wilson, & Strosahl,
1999, pp. 18–26)

Creative

Similarity is generated and
not preexisting (Black,
1962)

“The garden was a slum
of bloom.” (p. 17)

Emotions, thoughts, and
impulses are the cargo
of trains running on
parallel tracks in one’s
mind (Hayes & Smith,
2005, p. 66)

Allegories
“Extended metaphors” (OED

online)
Plato’s Allegory of the

Cave

The story of the person
in the hole (Hayes
et al., 1999,
pp. 101–102)

Maxims

Express “a general truth
drawn from science or
experience” (OED online)

If you aren’t willing to
have it, you got it
(Hayes et al., 1999,
pp. 121)
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direct instruction or detailed rule giving. A body of research in the 1980s
(e.g., Barrett, Deitz, Gaydos, & Quinn, 1987; Catania, Matthews, & Shimoff,
1982; Hayes, Brownstein, Zettle, Rosenfarb, & Korn, 1986) demonstrated
that people are less likely to meet the changing demands of situations after
having received explicit instructions. In essence, excessive rule-following
may be repertoire narrowing, decreasing the flexibility necessary to mas-
ter life’s challenges. Conversely, more strategic or less-detailed verbal rules
may preserve flexible coping. The Buddhist allegory of the finger and the
moon (Watts, 2003) provides an example: Meticulous instruction following
(i.e., attending to the other person’s pointing finger) may prevent contact
with the actually prevailing conditions (seeing what is there to be seen).

Experiential exercises combined with the figurative speech in ACT are
explicitly designed to minimize the role of instruction and to maximize per-
sonal engagement with subtle and complex social situations. They downplay
the therapist’s expert (and potentially coercive) role, amplify the importance
of individual experience, and create a space where the client may begin to
experience events “freely and without defense” (Hayes et al., 1999, p. 77).
Flexible approach, rather than rigid avoidance, characterizes the engagement
in life that ACT aims to promote. In line with this understanding, regardless
of ACT’s evidence base and the demonstrated usefulness of the approach,
therapists have to assess whether the use of figurative speech has the desired
impact on the client.

Theories of Figurative Speech

Modern theorists characterize figurative speech as the “constitutive form” of
language and its “omnipresent principle” (Richards, 1936, p. 93). While sim-
iles and analogies explicitly extend comparative relations and proportions to
other subject matters and were rather uninteresting to linguists, metaphors
have always received more scholarly attention because they seemed to arise
out of a random, creative process that involved an intentional, “degener-
ative, incidental, or non-conforming” (Ritchie, 2006, p. 3) misuse of lan-
guage. After Lakoff and his colleagues pointed to the ubiquity of conceptual
metaphors in language process (Lakoff & Johnson, 1980, 1999), linguistic
scholars began to distinguish “conventional metaphors”—firmly engrained
in vernacular use, sharing nonverbal experience or a conceptual basis—from
the “creative metaphors” of extraordinary rhetorical construction in speech,
poetry, and literature (Knowles & Moon, 2006; Rozik, 2007).

RFT (Hayes et al., 2001) reconciles these seemingly divergent views (Stew-
art & Barnes-Holmes, 2001). RFT shows (1) how correlations between differ-
ent types of nonverbal or verbal experiences may influence descriptions and
(2) how novel references to nonexisting events may emerge out of purely
verbally constructed relationships. To illustrate, a child commenting that car-
bonated water tastes like “my foot’s asleep” would be an example of the
first type of metaphorical extension (Skinner, 1957, p. 92), Shakespeare’s
“O, beware, my lord, of jealousy. It is the green-eyed monster which doth
mock the meat it feeds on” (3.3, 189–192) is an example of the second.
RFT integrates nonverbal events with verbal ones and provides an account
of how never-before-experienced events (e.g., a green-eyed monster) come
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to exert cognitive meaning as well as emotional effects. Unlike the current
compartmentalized and discontinuous theories of figurative speech, RFT ren-
ders a consistent and comprehensive account of language and cognition that
systematically spans all types of literal and figurative speech, from descrip-
tions over similes to creative metaphors.

The Application of Metaphor

ACT is a theory-driven and contextually based therapy in which the appropri-
ate intervention differs greatly, given the individual client and the presenting
problem. In discussing common ACT metaphors, we encourage therapists to
identify the purpose of the metaphor and adapt the story or technique to
their individual client’s experience. This is congruent with research that sug-
gests that clinical effectiveness of metaphors is increased when metaphors
are produced in collaboration with client, are frequently repeated, and are
apt to the situation (Martin, Cummings, & Hallberg, 1992). Thus, while each
of the following metaphors is commonly used by ACT therapists, therapists
are encouraged to create their own, similar metaphors in conjunction with
their clients.

Undermine or Avoid Reason Giving

The ACT approach to understanding human suffering postulates that lan-
guage is the basis for a great deal of emotional pain and inflexible behav-
ior. One of the common impediments to behavioral change is reason giving.
Individuals find it difficult to do something new because they have a well-
developed story about why they are doing something old. A classic example
is discussing why a person continues to use a particular coping strategy that
is clearly not working. One approach would be to identify the strategy and
identify reasons the person should do something else. From the ACT perspec-
tive, this simply strengthens reason giving as an appropriate coping strategy
and leaves clients further entrenched in their original suffering. Consider the
following metaphor:

The Person in the Hole Metaphor

The situation you are in seems a bit like this. Imagine that you’re placed in a
field, wearing a blindfold, and you’re given a little bag of tools. You’re told that
your job is to run around this field, blindfolded. That is how you are supposed
to live life. And so you do what you are told. Now unbeknownst to you, in this
field there are a number of widely spaced, fairly deep holes. You don’t know
that at first—you’re naive. So you start running around and sooner or later you
fall into this large hole. You feel around and sure enough you can’t climb out
and there are no escape routes you can find. Probably what you would do in
such a predicament is take the bag of tools you were given and see what is
in there: Maybe there is something you can use to get out of the hole. Now
suppose that there is a tool in that bag but what you’ve been given is a shovel.
It’s seemingly all you’ve got. So you dutifully start digging, but pretty soon you
notice that you’re not out of the hole. So you try digging faster, and faster. But
you’re still in the hole. So you try big shovelfuls, or little ones, or throwing the
dirt far away or not. But still you are in the hole. All this effort and all this work



118 Alethea A. Varra, Claudia Drossel, and Steven C. Hayes

and oddly enough the hole has just gotten bigger and bigger and bigger. Hasn’t
it? So you come in to see me thinking “maybe he has a really huge shovel—
a gold-plated steam shovel.” Well, I don’t. And even if I did I wouldn’t use it
because digging is not a way out of the hole—digging is what makes holes. So
maybe the whole agenda is hopeless—you can’t dig your way out, that just digs
you in.

(Hayes et al., 1999, pp. 101–102)

One function of this metaphor is to undermine reason giving. The
metaphor acknowledges that the person may have reasons and that those
reasons make quite logical sense. However, the metaphor puts at the fore-
front the question of whether or not what the person is doing is working.
Reasons are undermined in that they are less important than the measure
of workability. The therapist need not debate the individual’s reasons nor
convince their clients of the supremacy of other reasons.

Undermine or Avoid Pliance

As discussed above, while rule-following may decrease the flexibility neces-
sary to master life’s challenges, sufficiently vague rules may preserve flexi-
ble coping. Metaphors are particularly useful in undermining pliance in part
for this reason. There is often no correct response or answer following a
metaphor. In ACT, this is sometimes addressed directly in discussion of the
therapeutic relationship. This is an example:

Two Mountains Metaphor

It’s like you’re in the process of climbing up a big mountain that has lots of
dangerous places on it. My job is to watch out for you and shout out directions
if I can see places you might slip or hurt yourself. The question is how do I best
do that? If I am at the top of your mountain, then I can’t really see you very well.
If I am leading you up the mountain, then I have the same view as you and that
isn’t much help either. I see it like I am actually on my own mountain, just the
one across the valley. From there I have a good view of your path. I don’t have
to know anything about exactly what it feels like to climb your mountain to see
where you are about to step. You are the expert on your mountain and what it
feels like to be there. I have the advantage of being able to see from a different
perspective. Together we might be able to figure out a way to climb.

At other times, the metaphor is used to give a specific message, but the
expected change in behavior is not articulated by the therapist

The Rubber Hammer Metaphor

It would be as if you were to go to the doctor and say that you have a terrible
headache, and the doctor looks at you and you’re hitting yourself in the head
with a rubber hammer. You may not know that you’re hitting yourself, or you
might have a very good reason for doing so. However, the first thing the doctor
is likely to tell you is “you are hitting yourself over the head with a hammer,
and your head is likely to continue to hurt until that stops.”

In this situation, the patient must decide what the hammer is and what
it means to stop hitting oneself over the head with it. Pliance is reduced
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because the therapist does not explicitly define the rule. The resulting effect
more closely resembles contingency shaping than a direct rule because a
very wide variety of actions could be relevant to the metaphor.

Weaken Literal Functions of Language

Because of the emphasis on language in ACT, there are many metaphors that
specifically target the literal functions of language. These metaphors are used
to highlight the pitfalls of taking our thoughts and the associated language
literally, and seek to establish contexts in which that is less likely. This is an
example.

Two Computers Metaphor

Imagine two computers, sitting side by side, each with an operator in front of
them. These are identical machines, and they have the same programs and the
same data in them. Now, the way computers work is that if you give them a par-
ticular input, they give a particular output. So suppose we push a key on these
two machines and some read-out shows up on both screens. Suppose what
comes up is, “Deep down, there’s something wrong with me.” Now imagine
two different situations. In situation #1, the operator is totally lost in the opera-
tion of the computer. It’s like being lost in a movie; you’re not watching, you are
in that movie, so when someone jumps out from behind a door, you jump. It is
like that. The operator is sitting right in front of the monitor, nose touching the
screen, lost in the read out and unable to distinguish between the machine and
the person operating the machine. The operator has forgotten that there’s any
distinction. So the screen shows “Deep down there’s something wrong with
me.” Now, from that place—with the operator indistinct from the machine—
the operator’s only choice is to try to reprogram the machine. Who’s going to
accept that deep down inside there’s something wrong with them? That’s like
saying it would be OK to be eaten by the tiger. Situation #2: Same computer,
same programming, everything is the same. The same readout comes up, “Deep
down there’s something wrong with me.” But this person is sitting back a little,
and is real clear that there is a distinction between the machine and the person.
He’s the operator of the machine, he’s working on the machine, but he is not
the machine. The operator can still see the read out very clearly, but because
there’s a distinction between himself and the machine, the read-out doesn’t
necessarily have to change. He could call over his friends and say “Look at this
thing. I type in x and looks what comes out on the screen. Interesting, huh.”
It’s like that. Your mind has been programmed by all kinds of people. So at one
point, Mom comes over and works on the keyboard for a while; a little later Dad
comes over. At various times, your husband (or wife), your teachers, your kids,
your friends, your coworkers—they all spend a little time at the computer. And
in certain situations—given the right input—you’ll get a certain read-out. You
might even believe it to be true. For example, it says on the screen, “Boy, I really
need to use heroin!” It may or may not be accurate. The issue isn’t whether the
readout is true or false. The issue is whether there is any distinction between
the person and the mental machinery. Is there any distinction between you and
the stuff that is in your life?

This metaphor is designed to weaken literal functions of language on multi-
ple levels. First, it equates thought and the associated language as computer
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output rather than actual truth. Second, it introduces the idea that these
thoughts and language may be highly influenced by the “input” of other
people, rather than the clients own experience. Third, it emphasizes the
distinction between the person and their verbal products, increasing a sense
of choice even in the presence of particular verbal formulations.

Provide a Commonsense Model of Paradoxical Processes

Many ACT concepts do not make logical sense even though they make good
psychological sense. It is not that ACT is illogical; it is that the usefulness
of ACT concepts is dependent more on experience than analysis. Metaphors
provide a commonsense model that can reassure and guide the client when
dealing with paradoxical concepts. Consider the following example:

The Feedback Screech Metaphor

You know that horrible feedback screech that a public address system some-
times makes? It happens when a microphone is positioned too close to a
speaker. Then, when a person on stage makes the least little noise, it goes
into the microphone, the sound comes out of the speakers amplified and then
back into the mic, a little bit louder than it was the first time it went in, and
at the speed of sound and electricity, it gets louder and louder until, in split
seconds, it’s unbearably loud. Your struggles with your thoughts and emotions
are like being caught in the middle of a feedback screech. So what do you
do? You do what anyone would. You try to live your life [whispering] very
quietly, always whispering, always tip-toeing around. You can’t really live with-
out making noise. But notice that in this metaphor, it isn’t how much noise
you make that is the problem. It’s the amplifier that’s the problem. Our job in
here is not to help you live your life quietly, free of all emotional discomfort
and disturbing thoughts. Our job is to find the amplifier and to take it out of
the loop.

This metaphor is used to describe the complex implications of experiential
avoidance while, at the same time, to introduce the idea of acceptance. The
commonsense model of a feedback screech is more clear than an in-depth
description of how rules can interact with direct experiences to produce
self-amplifying loops of emotions and thoughts.

Providing Evidence Without Argument

This allows the client to experience a concept without having to convince
the person. An example in ACT is discussing our limits at achieving internal,
emotional control.

The Polygraph Metaphor

Suppose I had you hooked up to the best polygraph machine that’s ever been
built. This is a perfect machine, the most sensitive ever made. When you are
all wired up to it, there is no way you can be aroused or anxious without
the machine knowing it. So I tell you that you have a very simple task here:
all you have to do is stay relaxed. If you get the least bit anxious, however,
I will know it. I know you want to try hard, but I want to give you an extra



Chapter 7 The Use of Metaphor to Establish Acceptance and Mindfulness 121

incentive, so I also have a .44 Magnum which I’ll hold to your head. If you just
stay relaxed, I won’t blow your brains out, but if you get nervous (and I’ll know
it because you’re wired up to this perfect machine), I’m going to have to kill
you. Your brains will be all over the walls. So, just relax! . . . What do you think
would happen? Guess what you’d get? Bam! How could it work otherwise? The
tiniest bit of anxiety would be terrifying. You’d be going “Oh, my God! I’m
getting anxious! Here it comes!” BAM! You’re dead meat. How could it work
otherwise? (Hayes et al., 1999, pp. 123–124).

In this example, it is easy for the individual client to imagine being anxious,
despite their best efforts to control their anxiety. The extreme nature of the
metaphor allows the clinician to reliably demonstrate the concept without
having to convince the client of the outcome logically or argue that it fits the
client’s actual situation.

Structure Experiential Processes

From an ACT perspective, mindfulness involves acceptance, defusion, a
focus on the present moment, and a transcendent sense of self. Experien-
tial mindfulness exercises are used regularly in ACT. Metaphors can be used
to help guide the client to use these mindfulness exercises in a way that is
focused on these four ACT processes. The following metaphor is designed to
help the client observe their thoughts mindfully.

Leaves on a Stream Metaphor

Imagine yourself sitting on the bank of gurgling stream. You are sitting, enjoy-
ing the beautiful day, and relaxing under a large oak tree. It is fall and as you
sit you notice many leaves falling from the tree into the stream, and floating
by. As you imagine this, I want you to pay attention to any thoughts that you
may be having in each moment. Notice the thoughts coming and going as the
leaves come and go, and imagine your thoughts are written on the leaves as
they float by. One leave may say, “Am I doing this right,” and another might
say, “I feel tired today.” Whatever thought you having—just picture it on one
of the leaves and watch it as it goes by, without pushing it or pulling it. At
some point you may have the sense that you are no longer doing the exercise,
that you are caught up in the thoughts rather than just watching them go by.
When that happens, I want you to back up a few seconds and see if you can
catch what you were doing right before the leaves stopped. Then go ahead and
sit under that tree and start putting your thoughts on the leaves again. I’ll be
quiet now while you engage in this process [several minutes of silence follow]
(Hayes et al., 1999, pp. 158–162).

In this exercise, all four ACT processes that are thought to define mind-
fulness are put into a figurative image. The “person under the tree” repre-
sents a transcendent sense of self; looking at a thought like one looks at a
leaf encourages defusion; neither pushing nor pulling the leaf is a metaphor
for acceptance; and watching for thoughts as they arise is a focus on the
present moment. The silence that follows allows the actual exercise, but the
metaphor structures it so that it is likely to be successful in ACT terms.
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Summary

We have reviewed the importance of metaphor in ACT, from the model
underlying its philosophy of science to the use of figurative language to
encourage ACT processes. We have argued that metaphor is a useful clini-
cal tool in acceptance- and mindfulness-based practice in general because it
is uniquely suited to address the concerns that contextual therapies hope to
address. Metaphor is heavily used in ACT therapy and addresses the impact
of language on human suffering by undermining or at least avoiding reason
giving and pliance, weakening the literal functions of language, providing
commonsense models of paradoxical processes, experientially demonstrat-
ing concepts, and helping to properly structure and guide more experiential
processes.
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8
Mindfulness and Feelings

of Emptiness

Fabrizio Didonna and Yolanda Rosillo Gonzalez

“Nothing is as unbearable for man as to be completely at rest, without
passion, without business, without distraction, without application to
something.”
In such a state of rest man becomes aware of “his nothingness, his
foresakenness, his insufficiency, his dependence, his impotence, his
emptiness.”
Incontinently there springs from the depth of his soul “the ennui, the
blackness, the tristesse, the chagrin, the spite, the despair.”

Blaise Pascal

Introduction

The feeling of emptiness is a common symptom or phenomenological
experience found in clinical practice with several kinds of disorders. What is,
however, more difficult is finding two patients who describe this experience
in the same way. Patients report different experiences: “I feel an emptiness
inside,” “everything seems empty,” “I feel like I’m falling into a great empti-
ness,” “nothing makes sense because of the emptiness,” and many others.
Though at first sight they may appear to be very similar, some specific and
distinctive characteristics surface on closer observation. The diagnoses that
comprise these manifestations can be multiple and are recurrent in relation
to a series of disorders: from common depressive episodes to personality
disorders, even in comorbidity with other pathologies.

This phenomenon seems to be a universal human experience and might
not always seem directly linked to a pathology. All of us, at some moment in
our lives, can experience a “feeling of emptiness,” without suffering from
a mental disorder. Like many other nonspecific symptoms, the feeling of
emptiness is neither a necessary nor a sufficient reason for a frank diagnosis
although it has become one of the inclusion/exclusion nosological criteria of
borderline personality disorder (BPD) in the Diagnostic and Statistical Man-
ual of Mental Disorders (DSM-IV, American Psychiatric Association, 2000).

The experience of emptiness has aroused the interest of well-known schol-
ars and has become the main subject of their writings. Unfortunately, few
thorough or rigorous studies have focused specifically on emptiness. This
may be because of the many methodological problems involved in this type
of study. For example, what do we mean by experience of emptiness? Does
this feeling of emptiness always present itself in the same way? Does it vary
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according to the disorder diagnosed? Although we will try to answer these
questions, at least in part, in this chapter, the main aim is to take the reader
through a theoretical reflection on the possible clinical use of mindfulness,
to alleviate, reduce, or eliminate the suffering caused by the experience of
emptiness as a pathological symptom.

Psychology and Emptiness

He who has a why to live, can bear almost any how
Nietzsche

The experience of emptiness has not been studied only by psychologists.
Various categories of scholars, including philosophers and theologists, have
been and still are interested in this phenomenon of human experience.
However, if we focus specifically on psychology, we can highlight some
epistemological approaches that, more than others, have tried to explain
this psychological experience. Cognitive-behavioral theory (Linehan, 1993;
Young, 1987), existential psychology (Frankl, 1975, 1963; May, 1950, 1953),
and psychoanalysis (Kernberg, 1975; Kohut, 1971, 1977) are some of the
theoretical perspectives that have provided important contributions to the
understanding of the experience of emptiness. These contributions will be
discussed in detail below.

Cognitive-Behavioral Theory and Feelings of Emptiness

Several cognitive-behavioral authors have suggested that the experience of
emptiness can be a sort of dysfunctional avoidance strategy in a situation of
deep subjective suffering (Beck, Freeman et al., 1990; Linehan, 1993; Young,
1987). Linehan (1993) bases her therapeutic model on the idea that the
inability to regulate and modulate painful emotions is an essential element
in explaining the behavioral difficulties of patients with BPD. These patients
present a sort of intolerance to negative emotions: “Many borderline patients
try to control their emotions simply by forcing themselves not to feel what
they are experiencing” (Linehan, 1993). Other researchers, such as Fiore and
Semerari (2003), speak of a state of emotional anesthesia to avoid any suf-
fering by which patients detach themselves from everything and everyone.

Young, Klosko, and Weishaar (2003) have identified various modes, mean-
ing the specific emotions, cognitions, and behavior active in a person in the
here and now. Among these, the detached protector mode aims at isolating
the person from his needs and feelings, creating a sort of detachment with
a protection purpose. The main symptoms of this mode include depersonal-
ization, self-harm, boredom, and feelings of emptiness. These theories can be
associated with Hayes, Wilson, Gifford, Follette, and Strosahl’s (1996) asser-
tions on experiential avoidance.

Experiential avoidance is a putative pathological process recognized by a
wide number of theoretical orientations. Experiential avoidance is the phe-
nomenon that occurs when a person is unwilling to remain in contact with
particular private experiences (e.g., bodily sensations, emotions, thoughts,
memories, and behavioral predispositions) and takes steps to alter the form
or frequency of these events and the contexts that occasion them. We occa-
sionally use terms such as emotional avoidance or cognitive avoidance
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rather than the more generic experiential avoidance when it is clear that
these are the relevant aspects of experience that the person seeks to escape,
avoid, or modify. We recognize that thoughts, memories, and emotions are
richly intermingled and do not mean to imply any necessary rigid distinc-
tion among them (although distinctions might be drawn by some theoretical
perspectives without threat to the underlying principle of experiential avoid-
ance) (Hayes et al., 1996).

The question, then, is what can a patient do if, as has been hypothesized by
the aforementioned authors, the feared stimulus is one’s own emotions? How
can a person avoid something that is not outside, but part of his or her natural
and theoretically adaptive response to the outside world? Certainly, a possi-
bility is to try not to feel, as was said above. Experiencing this “emptiness”
creates a detachment leading to actions aimed at distancing the subject from
the stimulus situation, that is, the negative emotions, replacing them with
physical pain (self-harm), numbness (alcohol or substance abuse), euphoria
(acting out dangerous behaviors), or physical gratification (sexual promiscu-
ity, bulimic crises), all manageable situations from the subject’s point of view.

Referring to the BPD, Linehan (1993) claims that exposure to an invalidat-
ing environment, where inadequate and unforeseeable answers follow the
manifestation of a person’s inner experiences, leads to the non-recognition
or inhibition of negative emotions. This continuous inhibition of negative
emotions leads to emotional avoidance. The paradigm, the author claims,
is similar to learning flight behavior to avoid painful stimuli. In this case,
the emotions, meaning the complex response of the body (activation of the
central nervous system accompanied on a neurovegetative, behavioral, and
cognitive level by specific modifications), seem to be conditioned. This con-
ditioning may have been caused by a repeated process of adversive asso-
ciation stimuli such as those previously described by Linehan regarding an
invalidating environment. If we add this to specific circumstances, increases
in fear not caused by events experienced by the subject but rather by the
simple repeated presentation of discriminative and conditioned stimuli, con-
nected to such events (Sanavio, 1991), we find that even simple physical
sensations, previously associated with a negative emotion, can produce a
phenomenon known as incubation of fear. The sense of emptiness could
be triggered by the simple arising of one of these discriminative stimuli, pre-
ceding the activation of the negative emotions, which the subject avoids and
sometimes fails to recognize.

Existential Psychology

Viktor Frankl coined the term “existential vacuum” (1963; 1973), and aspects
of the meaning of this term come close in meaning to the term “emptiness”
as described in this chapter. Frankl posits that humans have a “will to mean-
ing,” which is as basic to them as the will to power or the will to pleasure.
The frustration of the will to meaning results, in Frankl’s estimation, in a
“noogenic neurosis” – an abyss experience (Hazell, 2003). If meaning is what
you desire, then meaninglessness is a hole, an emptiness, in our lives. When-
ever you have a vacuum, of course, things rush in to fill it. Frankl (1963)
suggests that one of the most conspicuous signs of existential vacuum in
our society is boredom. He points out how often people, when they finally
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have the time to do what they want, don’t seem to want to do anything,
for example, people go into a tailspin when they retire, students get drunk
every weekend, and people submerge themselves in passive entertainment
every evening. He calls this the “Sunday neurosis” and defines it as “that
kind of depression which afflicts those who become aware of the lack of
content in their lives when the rush of the busy week is over and the void
within themselves becomes manifest” (Frankl, 1963, p. 169). The result of
this is an attempt to fill our existential vacuums with “stuff” that, because
it provides some satisfaction, we hope will provide ultimate satisfaction as
well; for example, we might try to fill our lives with pleasure, eating beyond
all necessity, having promiscuous sex, living “the high life;” we might seek
power, especially the power represented by monetary success; we might fill
our lives with “busyness,” conformity, and conventionality; or we might fill
the vacuum with anger and hatred and spend our days attempting to destroy
what we think is hurting us. We might also fill our lives with certain neurotic
“vicious cycles,” such as obsession with germs and cleanliness, or fear-driven
obsession with a phobic object. The defining quality of these vicious cycles
is that, whatever we do, it is never enough.

Frankl conducted many studies where he interviewed people on “existen-
tial emptiness” (1975). At the Policlinic Hospital in Vienna, he found that
55% of patients had experienced a loss in the meaning of life, and a statistical
survey showed that 25% of European and 50% of American students had had
this experience. In Frankl’s thinking, the experience of emptiness is made
up of two feelings: a feeling that life is meaningless and a feeling of inner
emptiness. This bifactorial quality in the experience of existential vacuum
is sometimes undifferentiated from other concepts such as boredom and
depression: “The existential vacuum manifests itself mainly in a state of bore-
dom” (Frankl, 1963, p. 169). Another important representative of existential
psychology, Rollo May (1950, 1953), has illustrated some useful ideas on the
concept of the experience of emptiness. In his earlier work, May (1950) con-
nects the experience of anxiety with the threat of nonbeing, that is, anxiety
is the experience of being affirming itself against nonbeing: “Emptiness and
loneliness, are thus the two phases of the basic experience of anxiety”. In
1953 (p. 14), he wrote: “. . . the chief problem of problem in the mid-decade
of the twentieth century is emptiness. By that I mean that not only do peo-
ple not know what they want; they often do not have any clear idea of what
they feel . . . they have no definite experience of their desires or wants.” May
relates the experience of emptiness with turning to drug use or to the use of
sex in a mechanical way: “. . . the most common problem now is not social
taboos on sexual activity or guilt feelings about sex itself, but the fact that
sex for most people is an empty, mechanical and vacuous experience” (May,
1953, p. 15). This behavior, which is found rather frequently in some types of
disorders such as BPD, is often traced back by the same patients to their own
experience of emptiness. Other interesting reflections by the author refer
to the relationship between the experiences of emptiness, helplessness, and
powerlessness (May, 1953). The experience of emptiness rather generally
comes from people’s feeling that they are powerless to do anything effective
about their lives or the world they live in. Inner vacuousness is the long-
term accumulated result of a person’s particular conviction toward himself,
namely, that he or she cannot act as an entity in directing his or her own life,
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and since what he or she wants and what he or she feels can make no real
difference, he or she gives up wanting and feeling. Apathy and lack of feeling
are also defenses against anxiety (May, 1953, p. 22).

Psychoanalysis and Emptiness

As far as psychoanalysis is concerned, let us take a look at Otto Kernberg’s
work (1975) on the experience of emptiness. Kernberg used psychodynam-
ics and object-relations theory as a means of explaining the various forms the
experience might take. For him, the experience of emptiness arises when
there is a loss of what Jacobson (1964) calls “self feeling”. Kernberg points
out that although there are several forms of the experience of emptiness,
there are two broad reactions to the experience: that of “acting out” in a
forced attempt to regain a sense of internal aliveness and that of submit-
ting to the experience and going through one’s daily activities in a split-off,
mechanical fashion (Hazell, 2003).

Kernberg (1975) also highlights the difference between the two concepts
of emptiness and loneliness, which at times can be confused in a clinical
context: “loneliness implies elements of longing and the sense that there are
others that are needed, and whose love is needed and who seem unavail-
able now.” If this longing were present, the individual would not feel empty.
Emptiness is the lack of others without the realization of the lack or the
longing to fill the lack (Hazell, 2003). In general, Kernberg (1975, p. 220)
posits that: “The experience of emptiness represents a temporary or perma-
nent loss of the normal relationship of self with the object relations, that
is, with the world of inner objects that fixates intrapsychically the significant
experiences with others and constitutes a basic ingredient of ego-identity . . ..
Therefore, all patients with the syndrome of identity diffusion (but not with
identity crises) present the potential for developing experiences of empti-
ness.” The author hypothesizes that the experience of emptiness could be
different depending on the personality experiencing it, and he describes
the feeling of emptiness as it may occur in four personality types (depres-
sive, schizoid, narcissistic, and borderline), arguing that its form, intensity,
and etiology will differ for each type. While Kernberg interprets the expe-
rience largely in terms of object relations, Heinz Kohut (1977, p. 243) uses
the framework of “self psychology” to explain this experience: “The psy-
chology of the self is needed to explain the pathology of the fragmented self
and of the depleted self (empty depression, i.e., the world of unmirrored
ambitions, the world devoid of ideals).” He argues that the experience of
emptiness is a symptom of narcissistic personality disorders (NPDs). The self-
structure matures gradually in response to optimal failures in mirroring and
idealized figures. If the failures are sub-optimal, the self-structure becomes
friable and labile. One of the experiential outcroppings of this is the expe-
rience of emptiness, especially in the face of criticism or lack of warmth or
acclaim from the environment. Kohut argues that very often, in response to
early traumatic environmental failures, reactions develop, very often in the
way of a soothing mechanism, to cope with, and alleviate the pain of the
inner emptiness (Hazell, 2003). On occasion, a person will develop “a psy-
chic surface that is out of contact with an active nuclear self” (Kohut, 1977,
p. 49). This concept sounds extremely close to the concept of “false self
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system” proposed by Winnicott (1965a,b) and developed by Laing (1969).
The false self is like a mask or set of clothes, donned to adapt to society but
cut off from the individual’s real self that lies hidden, even to the individu-
als themselves. This psychological state can lead to frequent experiences of
emptiness: When the person attempts to discover his or her “true feelings,”
he or she is so alienated from them through habit that he or she draws a
blank and feels empty (Hazell, 2003).

Among the symptomatic responses to the experience of emptiness, Kohut
cites the following: an excessive interest in words, pseudovitality, compul-
sive sexuality, addictions, and delinquency. Each of these is a reaction to the
inner experience of emptiness and is employed as a means of counteract-
ing the experience in some way. Kohut also posits that young adulthood and
middle age are the critical testing grounds for the cohesiveness of the sense
of self, and there are thus times when the individual is especially prone to
experiences of emptiness.

Subtle variants of these psychodynamic explanations for the experience of
emptiness, basically growing out of “object relations theory,” can be found
in a number of other works. Bowlby (1980) follows the thought of Winni-
cott in that he connects feeling of emptiness with the experience of loss.
“Numbness” and “emptiness” are, in Bowlby’s model, the first phases of the
human being’s reaction to a loss. For Bowlby this loss is confined to a loss
through death. He argues, however, that a small loss may act as a trigger for
a prior, more serious loss. Bowlby also offers a hint at an explanation for the
feeling of emptiness or numbness although he does not propose it as such.
He cites the disruption of habitual responses that occur to the person who
has recently experienced a loss. This, in turn, leads to a vague sense of dis-
orientation, much akin to the disorientation Bowlby mentions in his earlier
works on attachment and separation (Bowlby, 1980, p. 94).

Feelings of Emptiness and Essential Needs

Other valuable hypotheses have been suggested by Almaas (1987) and
Trobe-Krishnananda (1999). Almaas (1987), in the chapter called “The The-
ory of Holes,” describes how energetic holes develop inside when an essen-
tial need is not met as a child. A hole is a feeling of emptiness inside in
relation to some aspect of our being that was not nourished and therefore
not developed. According to Trobe-Krishnananda (1999), because it is fright-
ening and uncomfortable to feel these holes, we spend much of our time and
energy in our daily life unconsciously trying to fill them. Much of our behav-
ior is directed at getting others to fill them. There may be many reasons that
these holes exist; many of them can be difficult to explain, but they are prob-
ably directly related to basic needs that remain unfulfilled. Although there is
really only one hole inside, the author makes distinctions to help with clarity.
Those of us who did not receive the support we needed to find out who we
were may develop a support hole. When we did not get the recognition we
needed, we have a recognition hole. We can have a worthiness hole when
we feel that we are not good enough as a person or when we don’t feel spe-
cial or respected. In this latter case, we then hunger for someone to validate
us with the hope that the hole can be filled. We may develop holes related
to being perfectionists and self-critical or to having deep fears of survival; we
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may have holes connected to feeling unwanted and abandoned or to getting
warmth, touch, and closeness; in this case, we become dependent on some-
one to provide that for us. We may also have a hole related to trust when
we feel that opening up and being vulnerable exposes us to mistreatment,
control, or manipulation by another.

The intensity and effects of these holes and the degree to which they can
affect the development and life of an individual may depend on the partic-
ular way in which he or she is able to deal with this experience. In some
cases, these holes create a co-dependency in which individuals continually
push other people away while longing for closeness at the same time. Our
holes create deep anxiety and our life becomes a constant unconscious com-
pulsion to fill them. Every hole creates a dependency on the outside in some
way, either by desiring another or a situation to fill it or by avoiding a per-
son or situation because of the hole. Our holes have a powerful effect on
the type of people and situations we attract. We have a compulsion to cre-
ate situations that provoke our holes because that is often the only way we
become aware that they are there. This is the way that we can learn about
and develop what is missing inside. We need the challenge to grow (Trobe-
Krishnananda, 1999).

When we don’t have awareness or understanding of our holes and the way
they are affecting our lives, we naturally feel that something on the outside
has to change for us to be happy. This is one of the cardinal beliefs of what
the Trobe-Krishnananda has called “emotional child” – an inner experience
of self, derived from the childhood wounds and negative experiences full of
fear, shame, and mistrust and covered with compulsive behavior. For exam-
ple, people can find themselves repeating the same painful patterns in their
relationships without understanding why; they can become lost in addictive
behavior, or they may have repetitive accidents or illnesses or sabotage their
life repeatedly (Trobe-Krishnananda, 1999). Because of the emptiness inside,
when individuals are identified with the emotional child, they experience
themselves as needy. It is not real, but it leads to their believing that life or
others have to fill the hole. People have to start treating us better or give us
more recognition, love, space, attention, and so on. Another reaction is that
individuals try to fill the holes with things that make them feel better such as
drugs, objects, or entertainment. It can be very difficult to find other ways to
end the discomfort, pain, anxiety, and fear that holes cause, without filling
them from the outside. People can realize that the efforts to fill the holes
from the outside never work – it only creates deeper frustration. What does
work is beginning to understand our holes – what they are, where they come
from, and how we can fill them. To do this, it could be helpful to have a look
at what the author calls “the essential needs”.

As a child, we each have essential needs (see also Bowlby, 1980). When
these needs are not met, we could live in a constant state of deprivation.
That deprivation is the hole inside, longing to be filled. While the degree
and types of deprivation vary, we all share a common experience of depri-
vation in some form. From our deprivation, we unconsciously project our
unmet needs onto our lovers, children, close friends, and those we work
with – in fact, on anyone with whom we relate. The closer the connection,
the deeper the projection. The experience of being deprived is universal,
and it is an important rite of passage. People usually start out in a state of
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denial, in which they are not even aware that they were deprived of cer-
tain essential needs or how. Trobe-Krishnananda (1999) highlighted some of
individuals’ essential needs: the need to feel wanted and to feel special and
respected; the need to have our emotions, thoughts, and perceptions vali-
dated (see also Chapter 11 in this volume); the need to be encouraged to
discover and explore our unique aptitudes and turns, sexuality, resourceful-
ness, creativity, joy, silence, and solitude; the need to feel secure, protected,
and supported; the need to be physically touched with loving presence; the
need to be inspired and motivated to learn; the need to know that it is right
to make mistakes and to learn from them; the need to witness love and inti-
macy; the need to be encouraged and supported to separate; and the need to
be given firm and loving limits and boundaries. This list is where an individ-
ual’s deprivation comes from, and it is ever present. It is interesting to notice
that when one starts a relationship with another person, very often he or she
is unconsciously experiencing these unmet needs. When there is no aware-
ness, the individual automatically moves into one of five behavioral patterns
of the emotional child: reaction and control, expectation and entitlement,
compromise, addictiveness, or magical thinking (Trobe-Krishnananda, 1999).
For this author, the starting point for overcoming these holes, and feelings of
emptiness, is recognizing how automatically people try to fill them from the
outside. This process of watching and understanding releases energy to break
the automatic behavior and just be with the experience of emptiness when
it is provoked. This means feeling it and letting it be there without trying to
fix or change anything. Mindfulness, as we will see in the last part of this
chapter, can be the core strategy to developing this non-reactive attitude.

Mindfulness and Emptiness: The “Paradox” of Meditation

If you say you are somebody, you are attached to name and form,
so I will hit you thirty times.
If you say you are nobody, you are attached to emptiness,
so I will hit you thirty times.
What can you do?

Soen Sa Nim (Citated in J. Kabat-Zinn, Coming to Our Senses)

As we mentioned in the introductory paragraph, the aim of this chapter is
to theorize a possible clinical use of mindfulness to treat the pathological feel-
ing of emptiness. To be able to speak about the relationship between mind-
fulness and emptiness, it is essential to know how it is conceived within the
psychological and philosophical approaches and traditions that have given
origin to meditative practice.

The concept of emptiness in Eastern psychology and culture is totally unre-
lated to that of the West, especially considering the negative value that is
commonly ascribed to it in the West. An analysis of the classical texts of Tao-
ism or Chinese Buddhism is enough to conclude that the Christian-Western
concepts are basically opposite of those illustrated in Eastern thought.

The majority of Buddhist schools share a series of basic common prin-
ciples. What interests us is called Sunyata (Sanskrit), generally translated
into English as “emptiness” or “voidness.” This is a concept of central impor-
tance in the teaching of Buddha since a direct realization of Sunyata is a
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requirement for achieving liberation from the cycle of existence (samsara)
and full enlightenment. Widely misconceived as a doctrine of nihilism, the
teaching on the emptiness of people and phenomena is unique to Buddhism,
constituting an important metaphysical critique of theism with profound
implications for epistemology and phenomenology.

Sunyata means that everything one encounters in life is empty of abso-
lute identity, permanence, or “self.” This is because everything is interrelated
and mutually dependent – never wholly self-sufficient or independent. All
things are in a state of constant flux where energy and information are for-
ever flowing throughout the natural world giving rise to themselves under-
going major transformations with the passage of time. This teaching never
connotes nihilism – nihilism is, in fact, a belief or point of view that Buddha
explicitly taught was incorrect – a delusion, just as the view of materialism, is
a delusion. In the English language, the word emptiness suggests the absence
of spiritual meaning or a personal feeling of alienation, but in Buddhism the
emptiness of phenomena enables liberation from the limitations of form in
the cycle of uncontrolled rebirth. Kabat-Zinn (2005, p. 180) explains the
concept:

People can get scared even hearing such a thing, and may think that it is
nihilistic. But it is not nihilistic at all; emptiness means empty of inherent self-
existence, in other words that nothing, no person, no business, no nation or
atom exists in and of itself as an enduring entity, isolated, absolute, indepen-
dent of everything else. Nothing! Everything emerges out of the complex play
of particular causes and conditions that are themselves always changing. This
is a tremendous insight into the nature of reality.”

Further he posits that “Emptiness is intimately related to fullness. Empti-
ness doesn’t mean a meaningless void [. . .] emptiness is fullness, [. . .] is the
invisible, intangible “space” within which discrete events can emerge and
unfold. No emptiness, no fullness.”

Rawson (1991) states that “One potent metaphor for the Void, often used
in Tibetan art, is the sky. As the sky is the emptiness that offers clouds to
our perception, so the Void is the ‘space’ in which objects appear to us in
response to our attachments and longings.” The Japanese use of the Chinese
character signifying Sunyata is also used to connote sky or air.

Sunyata is a key theme of the heart sutra (one of the Mahayana Perfec-
tion of Wisdom Sutras), which is commonly chanted by Mahayana Buddhists
worldwide. The heart sutra declares that the skandhas, which constitute
our mental and physical existence, are empty of any such nature or essence.
However, it also states that this emptiness is the same as form (which con-
notes fullness), that this is an emptiness which is at the same time not differ-
ent from the kind of reality which we normally ascribe to events, and that
it is not a nihilistic emptiness that undermines our world, but a “positive”
emptiness that defines it.

The inability to experience emptiness (Sunyata), considered as the true
nature of reality, would represent a sort of primordial ignorance of the human
being (avidya). When this happens, it is called nirvana (the awakening) in
Buddhism. This concept is a central part of all the Buddhist psychology, so
much so that the teachings of Buddhism on the nature of reality develop
in order to help understand this vacuity. Mark Medweth (2007) explains
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this notion of emptiness in Buddhism: “Emptiness has been a term used
to describe many psychological states in the West, including the confusing
numbness of the psychotic, incomplete feelings of the personality disorders,
identity diffusion and existential meaninglessness (Epstein, 1989). Buddhists,
however, refer to emptiness as the ultimate reality. Emptiness assumes a
defining role in the notion of ‘self’; it is the experience of emptiness that
destroys the idea of a continuous, independent individual nature. Unlike
many Western misconceptions, emptiness is not an end in itself nor is empti-
ness considered real in a concrete sense but merely a specific negative of
inherent existence (Epstein, 1988). While the ordinary consciousness per-
ceives things as permanent and independent, Buddhists would counter that
perceived phenomena are interdependent and thus empty of permanence
and without an identity based on their own assumed nature (Komito, 1984).
In relation to the sense-of-self, in Buddhism, emptiness does not imply (as
Westerners have often interpreted) the abandonment or annihilation of the
ego, ‘self,’ or ‘I’ but simply a recognition that this ‘self’ actually never existed
at all (Epstein, 1989). Buddhism is not an escape from the world but sim-
ply a refusal to extend or exaggerate the importance of conventional reality.
In so doing, the mind becomes empty of struggle, allowing us to see things
as they are in an ultimate sense. Thus, in Buddhist psychology, the empty
quality of the mind is regarded as the true nature of a person.” Therefore, a
translation of this mental and experiential state in Western terms is what we
called “mindemptiness”.

The Feeling of Emptiness as an Indicator
of Psychopathology

There are many psychological disorders in which the feeling of emptiness
generally presents itself as a transitory symptom (e.g., eating disorders,
obsessive compulsive disorders, PTSD, schizophrenia) or as a rather stable
phenomenological condition (personality disorders). Describing all these dis-
orders is beyond the scope of this chapter, so we will limit the following
discussion to pathologies where the feeling of emptiness often appears to be
a central and recurrent experience of the pathology.

Personality Disorders and Emptiness

All clinicians who have worked with personality disorders are familiar with
the relationship between this type of disorder and the experience, often
reported by patients during sessions, of the feeling of emptiness. The descrip-
tions, the hypothesized causes, and the consequences of experiencing these
sensations vary greatly even within the different disorders in Axis II (DSM-IV,
1994). We will now try to discuss what “emptiness” means when we come
across a patient with a specific personality disorder.

Borderline Personality Disorder
The main characteristics of BPD, as reported in the DSM-IV (APA, 2000), are
a pervasive instability condition of interpersonal relations, self-esteem, and
mood and a marked impulsiveness, with onset in early adult age and occur-
ring in several contexts. Among all the diagnostic criteria of the disorder,
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criterion 7 specifies, “These individuals can be affected by chronic feelings
of emptiness. They are easily bored, they are continuously searching for
something to do.” This state, as well as anger, has been a specific charac-
teristic of this disorder since its first formalized empirical descriptions (Fiore
& Semerari, 2003). Kernberg (1975), in his descriptive analysis, considers it a
minor criterion. Other important authors like Gunderson and Singer (1975)
or Spitzer (1975) consider this diagnostic criterion a discriminating feature
of this disorder.

As previously pointed out, several authors in the field of cognitive-
behavioral therapy think that the experience of emptiness in BPD can be
a sort of dysfunctional avoidance strategy in situations of clear subjective suf-
fering and associated with a major risk of abuse or injuries to self and others
(Beck, Freeman et al., 1990; Linehan, 1993; Young, 1987). According to Fiore
and Semerari (2003), the perception, in this type of patient, of the “unwor-
thy self” and the “vulnerable self” can expose them to intolerable pressure.
At times, patients succeed in escaping this pressure, detaching themselves
from everybody and everything and entering into a state of numbness. This
is the condition where frequent suicide attempts and self-injuries occur more
frequently, representing a state of complete detachment from the world or a
way to evoke such detachment. Other times, according to these authors, the
emptiness can be perceived as “a painful sense of lack of purpose.” In these
cases, patients tend to react by raising their level of arousal, for example,
seeking promiscuous sexual relationships, dangerous acting out, and alcohol
or substance abuse to the point of no return or bulimic crises.

From a psychodynamic perspective, Pazzagli and Monti (2000) for research
purposes consider that two of the criteria listed in the DSM-IV for BPD diag-
nosis, chronic feelings of emptiness and efforts to avoid abandonment, can
be appropriately grouped together in the concepts of “solitude and empti-
ness.” According to the authors, the borderline person functions via osmosis:
He is empty but, at the same time, intolerant of a solitude in which he keeps
looking for objects to fill this inner sense of emptiness. The solitude of the
BPD patient is actually an intolerance of true solitude, the solitude of being
able to be alone. It is a solitude dominated by emptiness: a void in the outside
world, made up of inadequate objects, sporadic, stormy, and superficial rela-
tionships prone to sudden break-ups, and a void in the inner world, always
subject to the threat of rupturing and the loss of limits.

In a research study conducted by Rogers, Widiger, and Krupp (1995) aimed
at identifying the qualitative differences of depression diagnosed in patients
with BPD and others, the most frequent aspects associated with depression
were found to be self-condemnation, emptiness, abandonment fears, self-
destructiveness, and hopelessness. The authors conclude that the depression
associated with borderline pathology is unique in certain aspects. The impli-
cations of the study outline the importance of considering the phenomeno-
logical aspects of depression, among which is the experience of emptiness,
in the BPD. Leichsenring (2004) reports the following in another study: “Clin-
ical observations suggest that depressive experiences in patients with bor-
derline personality disorder have a specific quality. These experiences are
characterized by emptiness and anger (‘angry depression’).” In this study,
this observation was tested empirically. Westen et al. (1992) found an inter-
personally focused “borderline depression” that was phenomenologically
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characterized by emptiness, loneliness, despair, and an unstable negative
affectivity. The quality of the depression may also have consequences for
pharmacotherapy (Westen et al., 1992, p. 391). The qualitative experience
of depression (e.g., emptiness or anger) may influence a patient’s reaction to
drugs more strongly than the diagnosis (depression).

Narcissistic Personality Disorder
The essential characteristic of NPD is a pervasive picture of grandiosity,
necessity of admiration, and lack of empathy, with onset in early adult age
and present in a variety of contexts (DSM-IV, APA, 2000). On the whole, we
can say that the authors studying the disorder can be divided into those who
describe some subtypes (Gabbard, 1989; Millon, 1999) and those who lean
more to a Horowitz-type interpretation assuming that a subject experiences
a set of multiple distinct mental states. These authors observe how the nar-
cissists oscillate between states of grandiosity, emptiness, shame, anguished
depression, and dysregulated affect with acting-out tendencies (Horowitz,
1989; Young & Flanagan, 1998; Dimaggio et al., 2002). A substantial agree-
ment exists between the various authors: It is most probable that the narcis-
sist experiences on the whole mental states described in the literature and
that the diagnosed subtype is characterized by the most important and mani-
fest of mental states. Dimaggio et al. (2002) have identified in their work four
mental states: grandiosity, transition, frightening depression, and devitalized
emptiness. In this state of devitalized emptiness, the emotional experience
is completely shut down; not only are feelings of weakness and fragility “sco-
tomized” (obscured, clouded), but also feelings overall are. Subjects feel cold,
detached, distanced from others and from their own inner experience, and
they perceive an almost unreal world; their body is annoyingly far away and
they are anhedonic. The experience is not at all intensely unpleasant; for
a long time narcissists dwell in this state where they are untouchable, not
subject to self-esteem fluctuations and to the complex, annoying, and incom-
prehensible demands of others.

The fantasy of success and almightiness can fill up mental life even
though these subjects lack the triumphant echoes overwhelming the state
of grandiosity. The aims are mostly inactive. This state largely coincides
with the clinical descriptions of Modell (1984), which describes patients
as being closed up as if in a “cocoon.” In the long run, this state becomes
ego-dystonic: The subject perceives life as empty and boring, the emotional
coldness touches him, and his need for relationships surfaces unconfessed
(Dimaggio, Petrilli, Fiore, & Mancioppi, 2003).

The sense of emptiness as an important and distinctive experience in NPD
has been indicated by a large number of authors. Forman (1975) made a
summary of the characteristics that emerge from the descriptions of Kohut
(1971). The most important are low self-esteem, a tendency to have hypocon-
driac episodes, and a feeling of emptiness or a deficiency of vital force.
Millon (1996) gives us the following description of the narcissistic prototype
at a biopsychological level in clinical settings: “the narcissistic personality
presents a general indifference, unflappability, and fake tranquility. . .except
when his narcissistic confidence is threatened, where brief demonstrations
of anger, shame or feelings of emptiness appear.” Millon identifies rational-
ization as a mechanism of defense in NPD; if the rationalization fails, these
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individuals often feel rejected and embarrassed, and experience feelings of
emptiness. Kernberg (1975) explains how the experience of emptiness in
narcissists is characterized by the addition of strong feelings of boredom
and restlessness: “Patients with depressive personality and even schizoid
patients, are able to empathize deeply with human feelings and experiences
involving other people, and may feel painfully excluded from and yet able to
empathize with love and emotion involving others. . .patients with narcissis-
tic personalities, on the other hand, do not have that capacity for empathiz-
ing with human experience in depth. Their social life, which gives them
opportunities to obtain confirmation in reality or fantasy of their needs to be
admired, and offers them direct instinctual gratifications, may provide them
with an immediate sense of meaningfulness, but this is temporary. When
such gratifications are not forthcoming, their sense of emptiness, restless-
ness and boredom take over. Now their world becomes a prison from which
only new excitement, admiration, or experiences implying control, triumph
or incorporation of supplies, are an escape. Deep emotional reactions to art,
the investment in value systems or in creativity beyond gratification of their
narcissistic aims, is often unavailable and indeed strange to them” (1975,
p. 218)

Schizoid Personality Disorder
The essential characteristics of schizoid personality disorder are a pervasive
condition of detachment from social relations and a restricted range of emo-
tional experiences and expressions in interpersonal contexts. The onset of
this condition is in early adult age, and it is present in a variety of contexts
(DSM-IV, APA, 2000).

Kernberg (1975), as previously indicated, thinks that the experience of
emptiness varies in form, intensity, and etiology in relation to the type of
personality disorder affecting the patient. Even in schizoid disorders, spe-
cific characteristics of emptiness are obviously present. According to the
author, these individuals can experience the emptiness as an inborn qual-
ity that makes them different from others: “in contrast to others, they cannot
feel anything and they may feel guilty because they do not have feelings
of love, hatred, tenderness, longing or mourning which they observe and
understand in other people, but feel they cannot count on to experience
themselves” (1975, p. 215). For these schizoid patients, the experience of
emptiness can be less painful than for the depressed because the contrast
between the periods when they feel empty and those when they would like
to have emotional relations with others is less violent. A feeling of inner fluc-
tuation, of subjective unreality, and the appeasement derived from this same
unreality make the vacuous experience more acceptable to schizoids, allow-
ing them to fill in time with the awareness of external reality opposed to
their subjective experience.

Depression and Emptiness

Many people who come to therapy complain about having a senseless life.
Their words express the idea of deep and anguishing “emptiness” leading
them to wish for death as a liberation from this state. These patients often suf-
fer from depression, and what has been described is only the manifestation
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of one of the many emotional, cognitive, and physical symptoms marking the
disease.

Maureta Reyes (2007) defines this existential emptiness as:

the feeling of a lack of a sense in life, of tediousness, of not knowing the reason
for living, leading to isolation and impoverishment of the relation with family
and society [. . .] patients with this problem, usually experience moments of
strong tension and anxiety attacks without a valid reason, they worry about
everything, but nothing seriously, they have lost the motivation and interest for
everything and this makes them think that living is the worst thing that can
happen to them. When this situation is prolonged, becoming more intense, it
can lead to suicide.

This type of experience, described as such, appears more frequently in
certain periods of life, for example, during old age, retirement, or the course
of a terminal illness, or in the so-called empty-nest syndrome when adult
children abandon the family home. In the latter case, women, seeing their
role as mothers ending – their children having little need for them and their
husbands busy at work, spending little time with them – are more prone
to feeling depressive symptoms and a sense of emptiness. Old age, though,
is surely a period where this type of feeling of emptiness becomes more
present. Faced with fears associated with becoming old, such as isolation,
solitude, physical decline, no longer being desired, uselessness, the loss of
every role in society or in the family, and illness, it is easy to imagine how
the lack of one’s own sense of life leads to experiencing emptiness.

The feeling of emptiness in depression is often associated with significant
experiences of loss (see also Bowlby, 1980), above all in conjunction with a
first depressive episode (see also Chapter 12). In some cases, the feeling of
emptiness is connected not only to what is no longer there, but also to what
will no longer be there in the future.

In the following case example, a 41-year-old depressed patient describes
her deep sense of emptiness derived from the loss of her 15-year-old son who
died tragically in a car accident:

I would never have thought that, from one day to another, life could
change so violently and destructively. With N’s death, I find myself having
to reinvent everything, fighting against this harsh reality, with all its emo-
tions and feelings. It is unthinkable that he is no longer here with me and
that he has left this immense emptiness just in this moment: a life yet to
start, come to a sudden end by such an unfair destiny.

The pain is so great that with its presence, it is actually physical every
time I think of the things N. liked and loved to spend his time on, his
determination and will to live. It’s like suddenly opening a door without
expecting to find someone there: an icy wave, a shock which rises up from
my feet and leaves me momentarily incredulous that all this belongs to
me. A great weakness is left behind and a loss of feeling pervades my
arms and hands. I get a tingling which becomes all one with a pain in
my stomach as if it were knotted. These are very hard moments that make
me realize that I’ll never have him near me again. This great emptiness
that I perceive projects itself not so much in my past memories which are
alive, but based on the fact that I will never experience some situations or
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share them with him. There is only emptiness when I think I’ll never be
able to listen to his secrets, there won’t be any requests of advice, I won’t
be able to see him growing up, becoming a man. I won’t be able to get
excited about his first love, a disappointment, a defeat or a victory. There
will only be the lack of a relationship based on participation, bonding,
joining of forces that was just starting and I was really waiting for. Why
has all this been denied me? Everything has become null and void when I
think of all that has been left suspended: it’s like an abnormal condition
in my life that I don’t know how long will last. It’s as if, while I’m watching
a TV programme, this suddenly changes and I’m left here waiting in vain
for everything to go back to normal, to the previous programme.

In this patient, like in other individuals suffering from major depression,
the deep and overwhelming feeling of emptiness was determined on the one
hand by what was no longer in her life, but on the other hand by the loss of
what there would not be in the future and that never more will be, that is,
the ineluctable interruption of a plan, a loss in the future.

How Mindfulness Can Help to Deal with and Overcome
the Feeling of Emptiness

There is nothing greater than anything else

Plutarco, Adversus Colotem

Mindfulness as an Anti-avoidance Strategy

If we hypothesize the feeling of emptiness as a sort of emotional avoidance
of a phobic stimulus situation (negative emotion), it is then right to think
that the treatment should include the exposure to the stimulus provoking
fear in the absence of the feared consequences. During this exposure, the
patient is asked to pay attention to the stimuli that he or she usually system-
atically avoids in a controlled way, showing him or her with the same stimuli
(imaginatively or in vivo), thereby hampering avoidance so that the patient
can experience the harmlessness of the stimulus.

It is assumed that exposure causes habituation to the stimulus or a process
of extinction of the avoided reactions, favoring the emotional coping, that is,
preparing the subject to face the emotions resulting from feared situations.
Baer (2003) affirms that among the mechanisms explaining the clinical effec-
tiveness of mindfulness, one of the most important is experimenting through
exercises a form of “exposure” to various types of information (extere-
oceptive and interoceptive) that are usually avoided and/or suppressed.
Kabat-Zinn (1982) used mindfulness on patients affected by chronic pain.
The author has stated that guiding patients to develop a non-judgmental atti-
tude with respect to their own feelings of pain, and helping them to curi-
ously observe them without reacting impatiently or intolerantly, resulted in
a significant reduction in suffering, not related to the sensory perception of
pain but to their own emotional reactivity (aversion) toward the perceived
feelings. This can be considered an extended exposure associated with an
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attitude of acceptance of physical pain. The result would be an increase in
tolerance toward the suffering and a reduction in the reactive emotionality.

Linehan (1993) starts from the theoretical assumption that BPD emotional
distress is mainly derived from secondary responses (e.g., deep shame, anx-
iety, anger, or guilt) to the primary emotions that often, instead, would
be adaptive and context appropriate. A reduction in this secondary stress
requires exposure to primary emotions in non-judgmental circumstances.
In a similar context, awareness and non-judgmental attention toward one’s
own emotional responses can be considered a technical exposure. The basic
concept is that exposure to intense or painful emotions, without associating
negative consequences, will extinguish their ability to stimulate negative sec-
ondary affects. If a patient judges negative emotions as “bad” or “wrong,” it
is obvious that every time he or she experiences them, he or she will have
feelings of guilt, anger, and/or anxiety. Adding these feelings to an already
negative situation will only increase the patient’s distress and will only make
it more difficult to put up with the anguish. Mindfulness is the ability to
ensure or the set of skills capable of ensuring that the patient enacts this
form of perception, taking advantage of all the assumptions needed for it to
be effective. During the practice of mindfulness, we can keep frequency and
duration of the exposure under control. The exercises can be guided so that
they will be clearly specified and last long enough. Intensity can also be man-
aged by leading patients to set their non-judgmental attention and awareness
on elements outside themselves and far from anxiety-producing stimuli: As
they progress in the process, they bring themselves closer to their physical
sensations, thoughts and, lastly, to their negative emotions. The validating
environment, during mindfulness training, accepts any experience originat-
ing from practice, informing patients that accepting reality does not neces-
sarily mean approving it.

Exposure is probably not the only active factor in the process of mind-
fulness clinical effectiveness that could refer to the experience of empti-
ness. The mechanisms implementing these effects are in our opinion closely
related to the development and initiation of meta-cognitive processes regard-
ing the aforementioned experience.

Detachment and Decentering

One of the more important processes in the state of mindfulness is detach-
ment (detached mindfulness; Wells, 1997, 2000, 2006; see also Chapters 5
and 11). According to the author, this attitude would be characterized by
meta-awareness (a form of objective conscience of thoughts), cognitive
decentering (acquired consciousness that thoughts are just thoughts, not
facts), attentive flexibility (self-regulation of attention including both sus-
tained attention and skills in switching, and meta-attention; see also next
paragraph and Chapter 11 of this volume), low levels of conceptual process-
ing (low levels of inner dialogue), and a low level of coping behaviors aimed
at the avoidance or reduction of the threat. This is the equivalent of affirming
that the patient becomes aware of his or her feelings mainly due to the ability
to observe them, implementing a decentering from them, and developing a
better understanding of his or her own cognitive functioning.
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Self-Regulation of Attention

Bishop et al. (2004) consider self-regulation of attention to be central among
the main cognitive processes that lead to mindfulness (see also Chapters 5
and 11 of this volume). Wallance and Shapiro (2006) also say that there are
two types of attentive ability: One deals with the ability to continuously
support voluntary attention on a familiar object without forgetfulnesses or
distractions; the other, called “meta-attention,” refers to the ability to moni-
tor the quality of the attention, quickly recognizing if he or she has yielded
to sluggishness or excitement. The concept of self-regulation of attention
would then include three sub-functions: the ability to shift attention from
one content to another, the ability to stay focused on a single object, and
the meta-attentive ability leading to recognizing the moments where the
attention has shifted toward other mental objects. In the process of dynam-
ics, the self-regulation of attention constantly interacts with two other fac-
tors: the unconditioned openness of behavior toward the tried experience
(acceptance equanimity) and the continual consideration given to the func-
tional objectives of the momentary task (intention). The self-regulation of
attention becomes extremely useful in helping subjects to focus on the
components of the experience of emptiness, overcoming the difficulties
that are often present in deciphering their own emotional and cognitive
state.

Acceptance

Acceptance, another basic component of the state of mindfulness, has an
essential role in allowing the patient to stay in touch with his or her own
experience of emptiness, thus allowing the exposure to painful stimuli,
whichever they are. Acceptance allows the patient, in a state of psychological
openness and willingness, and through a gentle curiosity to approach various
sources of aversive stimulation that has till that moment caused the person
behavioral patterns of escape, refusal, or avoidance. For Hayes (1994), accep-
tance is a position relative to which previously intrinsically problematic or
painful events become an opportunity of personal growth and development.
Donaldson (2003) and Wells (2002) consider it a meta-cognitive process
operating at a higher level than that of immediate experience, a “meta”
level implying the direct perception of thoughts, feelings, or intentions of
purpose.

Accepting is receiving, welcoming the experience of the moment, stay-
ing fully in touch with one’s own thoughts, emotions and physical feelings,
without reacting to and developing a decentered ability to observe them.
Acceptance gives us the possibility to see our experience in the moment as
it really is. However, accepting does not actually mean appreciating what
we accept. The experience of emptiness could for a certain period of time
be admitted and accepted. This would give the patient the opportunity
to observe the consequences of this contact without negatively labeling it
through judgment.

In a state of acceptance, the person recognizes that some aspects of the
experience cannot be changed while he succeeds in realizing the elements
that can. The patient will, therefore, channel his or her energies toward these
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latter ones, trying to respond, where possible, through a thoughtful action,
rather than reacting (with automatic and impulsive actions) to the distressing
experience in order to reduce, and often cancel out, the aversive psycholog-
ical component of the experience. All the signs that accompany the experi-
ence of emptiness are usually submitted to meta-evaluation (a meta-cognitive
process) by the subject; that is, they are affected by a negative meaning con-
sidered highly disagreeable or unbearable, leading the individual to various
attempts of suppression or avoidance. Unconditioned acceptance would be a
different way to relate to the experience that would reduce cognitive avoid-
ance, thereby eliminating one of the factors responsible for the suffering
(Didonna, 2007).

Letting Go

Letting go is the ability directly connected to acceptance that can fail to be
immediately experienced when the patient comes into contact with certain
disagreeable thoughts or feelings. Kabat-Zinn (1990) states that in the prac-
tice of meditation, we deliberately put aside that part of the mind clinging
to certain aspects of our experience and reject others. The non-attachment,
the letting go, is a form of acceptance of the things as they are. This ability
allows patients to give the same attention to all stimuli, regardless of his or
her need to hold on to or distance him/herself from those aspects of the
experience of emptiness that cause suffering, or “entrapping” them in a cer-
tain mental state.

Not Striving

Not striving is the attitude where the patient does not pursue any precise aim
during the practice of mindfulness. There is nothing that he or she should or
should not do. Nothing has to be reached. It is enough “to be” and to remain
in the present, bringing his or her own attention to himself/herself. We need
to ask patients not to want to attain any changes or expect to modify their
own experience of emptiness. The only thing they are to do is to remain
there and observe. The change, if it happens, will paradoxically be the result
of not having sought it out.

Identifying the Precocious Signs of Emptiness

Another important mechanism of change of mindfulness for the experience
of emptiness could be the precious aid given to the ability to identify the
feelings, thoughts, or situations leading to the feeling of emptiness early.
Mindfulness allows patients to gather these signs, which differ depending
on each patient’s own experience, from the onset, helping to identify the
suitable moment in order to use appropriate coping strategies and not to
remain “entrapped” in the emptiness that leads to having to resort to dys-
functional solutions. Baer (2003) suggests that mindfulness training may pro-
mote recognition of early signs of a problem, at a time when application of
previously learned skills will be most likely to be effective in preventing the
problem.
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Clinical Application of Mindfulness to the Experience
of Emptiness

Practical Issues

A mindfulness-based intervention with patients affected from a pathological
“feeling of emptiness” should be carried out by an expert therapist in the
practice of meditation. In addition, the therapist should have good clinical
competence with respect to all the psychological problems of the patient
toward which the intervention is directed. The therapist should be ready
to effectively deal with the eventual intense reactions that could be activated
during the sessions, including dissociative crises and intense states of anxiety
or escape.

Many patients who feel emptiness have a long history in invalidating envi-
ronments where their emotions, feelings, and needs have been denied recur-
rently, and the only remaining inner criteria is the one labeling their own
inner experience of the moment as unreliable or dangerous. It is therefore
useful and important to help the patient trust and believe what he or she
is feeling, in his or her own cognitive, emotional, and sensory experience,
learning to listen to herself/himself. Furthermore, a regular practice of mind-
fulness by the patient outside of the therapeutic setting is necessary. It is vital
that he/she has the possibility to find a small amount of time to dedicate to
meditative practice every day (even 10–15 minutes). This intervention could
be integrated in a structured mindfulness-based program (e.g., MBSR, MBCT)
or form a specific independent intervention that could be implemented in
an individual or group setting.

The final goal of this training is to lead the patient to explore and confront
his or her own emotions, mainly anxiety, which, as we have hypothesized
above, appears to be strictly related to the emptiness experienced in certain
types of disorders. As suggested by Trobe-Krishnananda (1996), the objec-
tive is to penetrate the fear in depth, but with awareness, compassion, and
understanding, giving value to these feelings and creating an inner space to
allow patients to feel, observe, and accept.

Venturing into this layer of vulnerability is not an easy task for the
patient affected by feelings of pathological emptiness. As we have previously
explained, these people are used to activating a set of avoidance strategies
and mechanisms in order not to feel the suffering. This “shell” keeps psy-
chological fear and pain away, even at the cost of developing alexithymia or
turning psychological suffering into a physical one, sometimes putting the
patient’s life at risk.

In our opinion, approaching the emotional sphere should take place in a
gradual way, with the utmost caution. The activation of emotions at a neu-
rovegetative level is often undifferentiated and can be the same for different
emotions. Any element of this activation can lead the patient back to a state
of emptiness, given the strong evocative potential for emotions associated
thereto. Every session, in such a structured intervention, should include a
gradual increase in the level of difficulty, that is, taking the patient a little
closer to the stimuli, situations, and feelings connected to emptiness. Every-
thing has to take place in a completely acceptable and non-judgmental frame-
work. In order to do this, we suggest starting the intervention by teaching
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patients to initially focus attention on exteroceptive stimuli, which are usu-
ally less anxiety inducing, doing exercises like mindful seeing or hearing, or
mindful walking (see Appendix A). Only at a later stage, during the course
of the program, are they conscientiously drawn closer to their inner feel-
ings and, therefore, to the enteroceptive experiences; some exercises such
as body scan or sitting meditation (see Appendix A) would be suitable for
this purpose (Didonna, 2007, paper submitted for publication).

Once these abilities have been consolidated, for example, “letting go,” not
passing judgment on their own experience, or “trusting” their own percep-
tions (see also Chapter 11), patients should be in a position to be in contact
with thoughts, feelings, and negative mindsets without enacting avoidance
behaviors. Moreover, during the course of the treatment, patients have the
opportunity to observe their own state of emptiness, to become aware of
its components, and above all, to perceive how secondary emotions and the
increase in emotional reactivity in those situations have decreased, reducing
the level of suffering of this experience. The patient should no longer judge
or blame himself/herself for feeling what he or she feels.

Staying in Touch with the Feeling of Emptiness

At a certain point in the therapeutic program, the patient should directly
face the experience of emptiness. Specific exercises can be developed to
help the patient to voluntarily enter into such a state. The fear of feeling pain
can keep patients distanced from their own feelings. A particular atmosphere
of acceptance, presenting them with a gentle invitation to get in touch with
what they fear, is required. There must be no pressure or judgment. In order
to recreate this state, it might be sufficient to ask patients to remember the
last time they felt this way, or the time when the feeling was so strong that
they did something particular in order not to feel it. Being “with themselves”
in those moments was not a pleasant feeling.

These experiences can be explored with the guidance of the therapist,
helping patients to focus their attention on certain aspects in order not to
let themselves go, thereby avoiding passing judgment on themselves. The
most important thing is to learn to recognize what is happening, intimately
bonding with what was previously avoided. The instructions could invite the
patient to focus their own attention on those aspects, for example, allow-
ing them to remain inside their experience, preventing the activation of the
escape behavior, or observing how the sense of threat is perceived, or simply
examining when and which type of impulses occur during the session. This
could help, in some cases, to identify even the nature of their own fear con-
nected with the feeling of emptiness (abandonment, failure, violence, judg-
ment, and the thought that the fear will never end) more easily recognized
observing the contents of thoughts in this state.

It is natural for these patients to fear being overwhelmed by the feeling of
emptiness they encounter. The idea of being in contact and remaining with
the feeling is terrifying. For this reason, the method used needs to be well
consolidated, offering a “safe base” made up of previously acquired experi-
ences and abilities, which are needed to deal with stimuli with greater aver-
sive potential. The approach has to happen gradually, with the maximum
sensitivity and without haste, but with the knowledge that with mindfulness
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meditation, the individual needs to go through the feeling of emptiness if he
or she wants to be free.

Some possible instructions that can be used in order to allow patients to
better understand and stay in touch with the feeling of emptiness, in a mind-
ful way, are the following (adapted from Trobe-Krishnananda, 1999):

1. Look over your childhood essential needs. Ask yourself: “Do I have a hole
related to this need?”

2. Then focusing on this particular hole, ask yourself: “How does this hole
affect the way I relate to myself?” and “How does this hole affect the way
I relate to people and life?”

3. Staying with this hole, ask yourself: “How do I feel this hole inside?” and
“Which sensations do I feel right now and where in the body?” Allow
yourself to notice your feelings in this moment and realize how they are,
however, different from you, they aren’t you. . .breathe with them. Try to
observe them, without judging them, carrying a sense of gentle curiosity
toward that experience. You can approach or recede from these feelings,
and finally try to let them go.

4. Explore your needs: “What thoughts and feelings arise when you con-
sider your needs?” (e.g., “I am weak or needy if I want this” or “I don’ t
feel I have the right to want or need this”). Let’s grant them the possibility
and the necessary time to cross our mind . . .; “We accept and are com-
passionate toward these thoughts, realizing that when they were formed,
they certainly made sense and had a function even though we have now
lost them. . .let’s try to think how much they need us to exist, without
us they don’t have strength or meaning. . .let’s allow ourselves to observe
and understand them without judging . . .”; “Let’s give ourselves permis-
sion to immerse ourselves in our inner experience even though it hurts
and causes pain, breathing together, crossing it and letting it envelop us in
order to reemerge at a certain point. . .let’s try to observe what happens,
what changes. . .trusting our experience.”

• We may also ask the patient to write down, if possible, what beliefs he or
she holds inside about having or expressing these needs.

• And eventually may ask: “What were you taught as a child about having
and expressing your needs?” (e.g., “It is selfish to have needs and wants”
and “Men should not have needs and wants”). “Be kind and do not judge
yourself and your own thoughts. There is nothing that you need to do
or not do in this moment. Just stay with yourself and your breath now,
moment by moment . . .”.

What Can the Instructor Do

• Consider that sense of pathological emptiness is only the manifes-
tation of a wider range of psychological difficulties of the patient.
According to Teasdale (2004), it is necessary to keep in mind the speci-
ficity of emotional disorders examined as well as some specific interven-
tions likely to help the patient in the effort to modify the processes (apart
from the contents) of his or her own modes of mind. Mindfulness must be
used in an overall therapeutic strategy within a framework of clear under-
standing of the emotional problems of the patient.
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• Share with the patient a new conceptualization/formulation of his
problem, helping him or her to formulate an alternative vision of the
feeling of emptiness through a cognitive-behavioral model of understand-
ing the functioning of his or her problem. Some mindfulness-based train-
ing, like MBSR, MBCT, or ACT, use homework (ABC, self-monitoring form,
diary, etc.) as a vehicle for explaining the various cognitive processes at
the basis of the disorder and of their functioning modes when they occur.

• Welcome the difficulties of the method reported by patients from
the onset. We need to use the difficulties from the beginning as an oppor-
tunity to teach new attitudes for facing the problems. Relating to the dif-
ficulties with curiosity and interest, trying to accept them rather than
reject them, defines the bases for a mindfulness approach to thoughts
and negative emotions, especially those deriving from experiences of
emptiness.

• Share one’s own experience during the meditative practice, invit-
ing patients to do the same. Segal, Willians, and Teasdale (2002, p. 55)
talk about the approach and attitude of the instructors observed in the
MBSR mindfulness program: “the stance of the instructor was itself ‘invi-
tational’. In addition, there was always the assumption of ‘continuity’
between the experience of instructor and the participants ( . . . )”. The
assumption was simple: Different minds work in a similar way, and there
is no reason to discriminate between the mind of the person asking for
help and of the person offering it.

Conti and Semerari (2003) describe sharing in a therapeutic context
as a set of explicit interventions where it is stressed that some aspects
of the patient’s experience are shared or shareable by the therapist him-
self/herself. Sharing interventions include elements of both validation and
self-disclosure. With this technique, in fact, the therapist implicitly vali-
dates the patients’ experience through the acceptance and recognition of
the shared dimension and, in so doing, reveals one’s own mental state.
However, this does in no way imply that the patients should feel forced
to report their own experience. It must be clear that it is a free choice
that does not affect the practice. It is enough to be present and to listen
in order to take part in this intervention.

• Eliminate any type of judgment during the practice or the sharing,
and invite patients to do the same. Often, especially at the beginning,
patients tend to judge the “success” of the practice sessions, the positive
or negative changes, their own feelings at the time, or their mental con-
tents. Following the examples and instructions of the leader, they initially
learn not to pass judgment on the experience of others; as the practice
slowly goes ahead, they will acquire the ability not to judge themselves
and their own experience, which is much more complex.

• Communicate clearly that meditating implies the unconditioned
acceptance of anything arising moment by moment. The first thing
that we can suggest to a patient is to note and record (without judg-
ing himself/herself) during the early experiences with the practice of
mindfulness the moments when he or she would tend to react (or actu-
ally reacts) to the disturbing experience, noticing the type of evalua-
tions that lead to the non-acceptance and to the dysfunctional reactions
as well.
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• Refrain from offering solutions or answers. At any time during the
individual or group intervention, patients are simply asked to become
aware of their difficulties and remain in contact with them. The aim is
to promote acceptance, “being” and not “doing”, suggesting the detach-
ment from a reactive way, aiming at getting results and answers to any
problem.

• Validate the patient’s emptiness experience together with all the
elements connected thereto: Validation, according to Linehan (1993),
is a therapeutic strategy consisting in giving value to the subjective expe-
rience of a patient. In particular, it is needed when the individual finds
himself/herself in a self-invalidating state, a mental state where he or she
negatively judges or tries to suppress any aspect of his or her own expe-
rience, considering it dishonorable, wrong, horrible, or unacceptable by
others. In this condition, totally aimed at judging or denying, rather than
at understanding one’s own mental states, the patient is not in a position
to reflect on it in a constructive way. The simple fact of succeeding in shar-
ing one’s own perceptions of the feelings of emptiness, being able to feel
that they are accepted, not receiving any type of judgment while they are
reported, and not feeling pressured to modify or find a solution to them
validates the experience as of itself.

Possible Usefulness and Effects of the Intervention

Clinical observation suggests that a mindfulness-based intervention may help
a patient deal with his/her experience of emptiness in many ways. This
approach might make it possible to

• identify the prodromes or the early signs of emptiness before it starts, as
well as at-risk situations;

• succeed in identifying the components of one’s own “emptiness”:
thoughts, physical feelings, emotional states and impulses, acquiring
awareness;

• neutralize the tendency to self-invalidate one’s own experience, develop-
ing the ability to cross one’s own inner state;

• become able to remain in that state without exasperating it by activating
secondary emotions (guilt, shame, anger) or with an escalation of anxiety;

• accept being in contact with the experience of emptiness without enact-
ing dysfunctional behavior in order to escape it, also thanks to the aware-
ness of its transience;

• lower the intensity of suffering experienced in the feeling of emptiness
and its frequency;

• succeed in sharing what patient feels with others and accept their
support.

Summary and Future Directions

The feeling of emptiness may be one of the most difficult psychological phe-
nomena to explain and describe, but it is also not an unusual symptom to
find in both normal and pathological human experience. In this chapter, the
authors have tried to illustrate the state of the art present in the literature
with respect to the clinical problem of emptiness and show how the concept
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of emptiness is utilized in radically antithetical ways in Western psychology
compared to its meaning in Eastern psychology.

The authors have proposed some hypotheses to explain the possible mech-
anisms of actions of mindfulness with regard to the clinical experience of
emptiness. The potential clinical effectiveness of mindfulness with respect
to feelings of emptiness should mostly be due to exposure to the different
stimuli configuring the aversive experience, usually avoided or suppressed,
most often dysfunctionally. Surely there are also other possible mechanisms
of change in the potential clinical relevance of mindfulness on the feeling of
emptiness. Different meta-cognitive processes are developed and strength-
ened during its use of mindfulness such as detachment or the self-regulation
of attention. Becoming aware of what one really feels inside an experience of
emptiness; identifying emotions, thoughts, and feelings related thereto; man-
aging to observe everything by decentering; and reflecting on one’s own
cognitive functioning and on the consequences of the dysfunctional behav-
ior actually mean improving the meta-cognitive functions implying control-
ling and regulating of one’s own mental states.

Some treatment guidelines have been proposed on pathological empti-
ness, but it is important to stress that these interventions are never a sub-
stitute for an overall psychological therapy for the pathology that is at the
root of the feeling of emptiness. Furthermore, we believe that this type of
intervention must be carried out by therapists expert in the disorder pre-
senting emptiness as a symptom and with a long and regular mindfulness
practice. At the moment there are few studies that have investigated the phe-
nomenological experience of emptiness and there are even fewer that have
certified the effectiveness of the treatments carried out thereon.

Future research is needed to more thoroughly study this clinical phe-
nomenon since it is common to numerous nosographic frames that are
extremely different from one another. The importance of methodologically
sound research in this area cannot be overstated as this could lead to a better
understanding of the activating and maintenance mechanisms of the phe-
nomenon, as well as how therapeutic intervention like mindfulness-based
training, used for the pathology presenting these symptoms, modify and
improve this challenging and disabling experience.

I am tired of being bedridden with the feeling that something must happen.
I don’t understand what is happening to me. I have never been afraid

of the dark: but maybe mine is not fear of the dark. I have exchanged
day for night. At night I open the shutters and I always keep the light
on. . .during the day I close everything in order to isolate myself from the
thought that everyone is working or doing something. Lately I have started
to go to bed dressed and putting the pillow on top of the blankets for
thickness.

Maybe it is just a habit, I cannot look for a meaning in everything I do. In
so doing, I miss out on so many things that could make me feel alive. . .Well,
all these thoughts are partly a defense against those feelings of emptiness
that otherwise I would experience. In other words, the truth is that inventing
all these small manias and fears or choosing to live the depression is a more
acceptable way of saying that you do not know what to do with yourself and
your life.

Angela, a 21-year-old depressed patient
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9
Assessment of Mindfulness

Ruth A. Baer, Erin Walsh, and Emily L. B. Lykins

Mindfulness can be cultivated by paying attention in a specific
way, that is, in the present moment, and as non-reactively, non-
judgmentally and openheartedly as possible.

Kabat-Zinn (2005, p. 108)

Mindfulness-based interventions have been developed for a wide range of
problems, disorders, and populations and are increasingly available in a vari-
ety of settings. Empirically supported interventions that are based on or
incorporate mindfulness training include acceptance and commitment ther-
apy (ACT; Hayes, Strosahl, & Wilson, 1999), dialectical behavior therapy
(DBT; Linehan, 1993), mindfulness-based cognitive therapy (MBCT; Segal,
Williams, & Teasdale, 2002), and mindfulness-based stress reduction (MBSR;
Kabat-Zinn, 1982, 1990). Variations on these approaches, including integra-
tion of mindfulness training into individual psychotherapy from diverse per-
spectives, also have been described (Germer, Siegel, & Fulton, 2005). As
the empirical evidence for the efficacy of these interventions continues to
grow, the importance of investigating the mechanisms or processes by which
they lead to beneficial outcomes is increasingly recognized (Bishop et al.,
2004; Shapiro, Carlson, Astin, & Freedman, 2006). Addressing this question
requires psychometrically sound measures of mindfulness (Baer, Smith, &
Allen, 2004; Brown & Ryan, 2004; Dimidjian & Linehan, 2003). Without
such measures it is impossible to determine whether the practice of mind-
fulness leads to increased levels of mindfulness and whether these changes
are responsible for the improvements in psychological functioning that are
often observed.

The development of tools for assessing mindfulness requires clarity about
its definition. According to Clark and Watson (1995), a sound measure must
be based on “a precise and detailed conception of the target construct”
(p. 310). Although the current literature includes many descriptions of mind-
fulness, several authors have noted that mindfulness is a subtle and some-
what elusive construct and that defining it in concrete terms is difficult
(Block-Lerner, Salters-Pednault, & Tull, 2005; Brown & Ryan, 2004). Com-
pounding the difficulty is the necessity of understanding closely related con-
structs such as acceptance and decentering. These are sometimes described
as components or elements of mindfulness (Block-Lerner et al., 2005; Dimid-
jian & Linehan, 2003), whereas others argue that they are better under-
stood as outcomes of practicing mindfulness (Bishop et al., 2004) or as skills
that aid in fostering mindfulness (Brown, Ryan, & Creswell, in press). This
chapter will provide an overview of current definitions and descriptions
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of mindfulness, instruments that have been developed to measure it, and
findings based on the use of these instruments. Assessment of acceptance
and decentering will be addressed, and future directions for research on the
assessment of mindfulness will be discussed.

Definitions and Descriptions of Mindfulness

Perhaps the most commonly cited definition is provided by Kabat-Zinn
(1994), who describes mindfulness as “paying attention in a particular way:
on purpose, in the present moment, and nonjudgmentally.” Several other def-
initions are similar. For example, Marlatt and Kristeller (1999) describe mind-
fulness as “bringing one’s complete attention to the present experience on
a moment-to-moment basis” (p. 68), and Brown and Ryan (2003) define it
as “the state of being attentive to and aware of what is taking place in the
present” (p. 822). Other descriptions are somewhat more detailed. Accord-
ing to Bishop et al. (2004), mindfulness is “a process of regulating attention in
order to bring a quality of non-elaborative awareness to current experience
and a quality of relating to one’s experience within an orientation of curiosity,
experiential openness, and acceptance” (p. 234). Segal et al. (2002) note that
“. . .in mindfulness practice, the focus of a person’s attention is opened to
admit whatever enters experience, while at the same time, a stance of kindly
curiosity allows the person to investigate whatever appears, without falling
prey to automatic judgments or reactivity” (p. 322–323). These authors also
note that mindfulness can be contrasted with behaving mechanically, with-
out awareness of one’s actions, in a manner often called automatic pilot.
Kabat-Zinn (2003) states that “mindfulness includes an affectionate, compas-
sionate quality within the attending, a sense of openhearted friendly pres-
ence and interest” (p. 145). Similarly, Marlatt & Kristeller (1999) suggest that
mindfulness involves observing one’s experiences “with an attitude of accep-
tance and loving kindness” (p. 70).

Commonly used instructions for teaching mindfulness are consistent with
these definitions and descriptions. Participants in mindfulness training are
often encouraged to focus their attention on particular types of stimuli that
are observable in the present moment, such as sounds that can be heard in
the environment or the movements and sensations of breathing. If thoughts,
emotional states, urges, or other experiences arise, participants are encour-
aged to observe them closely. Brief, covert labeling of observed experiences,
using short words or phrases, is often encouraged. For example, partici-
pants might silently say “sadness,” “thinking,” “aching,” “urge,” or “sound” as
they observe internal or external phenomena. Participants are typically asked
to bring a stance of acceptance, willingness, allowing, openness, curios-
ity, kindness, and friendliness to all observed experiences, and to refrain
from efforts to evaluate, judge, change, or terminate them, even if they are
unpleasant. In DBT (Linehan, 1993), mindfulness has been operationalized
as a set of interrelated skills; three related to what one does while practic-
ing mindfulness, and three related to how one does it. The “what” skills
include observing (noticing or attending to) current experience, describ-
ing (noting or labeling observed experiences with words), and participat-
ing (focusing full attention on the current activity). The “how” skills include
being nonjudgmental (accepting, allowing, or refraining from evaluation),
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being one-mindful (with undivided attention), and being effective (using
skillful means).

This collection of definitions, descriptions, and instructions for teaching
mindfulness suggests that mindfulness may be usefully conceptualized as
a multifaceted construct that includes attending to (observing or noticing)
present moment experiences, labeling them with words, and acting with
awareness or avoiding automatic pilot. Particular qualities of attention also
appear to be important. Terms used to capture these qualities include accep-
tance, openness, allowing, nonjudging, willingness, kindness, and curiosity.

Instruments for Measuring Mindfulness

Several measures of mindfulness have been developed in recent years. Most
use self-report methods to assess a general tendency to be mindful in daily
life and are based on one or more of the descriptions of mindfulness just
summarized. These instruments have shown promising psychometric char-
acteristics and have contributed to increased understanding of the nature of
mindfulness, its relationships with other psychological constructs, and the
changes that occur as individuals practice mindfulness meditation. Recently
developed mindfulness questionnaires are described in the following
paragraphs.

Freiburg Mindfulness Inventory

The Freiburg mindfulness inventory (FMI; Buchheld, Grossman, & Walach,
2001) is a 30-item instrument designed to assess nonjudgmental present-
moment observation and openness to negative experience in experienced
meditators. Items include, “I watch my feelings without becoming lost in
them” and “I am open to experience in the present moment.” The FMI was
developed with participants in intensive mindfulness meditation retreats and
has high internal consistency in this sample (alpha = 0. 93). From pre- to
post-retreat, mean scores increased by approximately one standard deviation.
Although factor analyses revealed that the FMI captures several components
of mindfulness, factor structure was not stable across administrations, and
the authors recommend a unidimensional interpretation.

In a subsequent study, Walach, Buchheld, Buttenmüller, Kleinknecht, and
Schmidt (2006) developed a 14-item form of the FMI for use in nonmedi-
tating samples. This version demonstrated adequate to good internal consis-
tency in several samples and showed differences in the expected direction
between meditators, nonmeditators, and clinical groups. Higher scores on
both versions of the FMI were related to increased private self-awareness
and self-knowledge, decreased dissociation, and lower psychological distress
in meditating and general adult samples. The authors recommend using the
longer form in samples familiar with mindfulness or Buddhist concepts and
the short form in populations without such experience.

In a sample of undergraduate students, Leigh, Bowen, and Marlatt (2005)
found that the FMI was internally consistent and modestly related to mea-
sures of spirituality. Surprisingly, they also found that higher scores on
the FMI were associated with increased alcohol and tobacco use, possibly
because of an increased tendency to notice bodily sensations in those who
use these substances.
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Mindful Attention Awareness Scale

The mindful attention awareness scale (MAAS; Brown & Ryan, 2003) is a
15-item measure assessing the general tendency to be attentive to and aware
of present-moment experiences in everyday life. Items describe being on
automatic pilot, preoccupied, and inattentive and are reverse scored, so
that higher scores represent higher levels of mindfulness. Factor analyses
revealed a single-factor structure. Example items include, “I find it difficult
to stay focused on what’s happening in the present” and “I break or spill
things because of carelessness, not paying attention, or thinking of some-
thing else.” In undergraduate and general adult samples the MAAS has demon-
strated good internal consistencies (alphas = 0. 82 and 0.87, respectively).
Evidence for convergent and discriminant validity includes positive correla-
tions with openness to experience, emotional intelligence, and well-being;
negative correlations with rumination and social anxiety; and a nonsignifi-
cant relationship to self-monitoring. Additionally, Zen Buddhist practitioners
scored significantly higher on the MAAS than matched community controls.

In recent investigations, the single-factor structure has been further val-
idated in a population of cancer outpatients (Carlson & Brown, 2005), as
well as in a large undergraduate student sample (MacKillop & Anderson,
2007). However, MacKillop and Anderson (2007) reported that the MAAS did
not discriminate between novice meditators and individuals with no prior
meditation experience. Higher scores on the MAAS have been associated
with increases in psychological mindedness (Beitel, Ferrer, & Cecero, 2005),
decreases in mood disturbance and symptoms of stress in cancer outpatients
(Carlson & Brown, 2005), and decreases in the tendency to experience lapses
of attention (Cheyne, Carriere, & Smilek, 2006).

Kentucky Inventory of Mindfulness Skills

The Kentucky inventory of mindfulness skills (KIMS; Baer et al., 2004) is
based largely on the DBT conceptualization of mindfulness skills and includes
39 items measuring four facets of mindfulness: observing, describing, acting
with awareness, and nonjudgmental acceptance. The KIMS assesses the gen-
eral tendency to be mindful in daily life and does not require experience
with mediation. Items include, “I notice when my moods begin to change”
(observe); “I’m good at finding words to describe my feelings” (describe);
“When I do things, my mind wanders and I am easily distracted” (act with
awareness); and “I tell myself I shouldn’t be feeling the way I’m feeling”
(acceptance). The authors reported internal consistencies ranging from 0.76
to 0.91 for the four subscales. The four-factor structure was supported by
exploratory and confirmatory factory analyses. Evidence for convergent and
discriminant validity was provided by correlations in the expected directions
with constructs including openness to experience, emotional intelligence,
alexithymia, and experiential avoidance.

Cognitive and Affective Mindfulness Scale

The cognitive and affective mindfulness scale-Revised (CAMS-R; Feldman,
Hayes, Kumar, Greeson, & Laurenceau, 2007) is a 12-item measure of atten-
tion, present focus, awareness, and acceptance of thoughts and feelings in
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general daily experience. These components are not measured separately
but are combined to provide a total mindfulness score. Items include, “I
try to notice my thoughts without judging them,” “It is easy for me to con-
centrate on what I am doing,” and “I am able to accept the thoughts and
feelings I have.” Internal consistency for the 12-item scale ranged from 0.74
to 0.77, and confirmatory factor analyses supported the proposed model.
The CAMS-R was positively correlated with the FMI and MAAS, well-being,
adaptive emotion regulation, cognitive flexibility, problem analysis, and plan
rehearsal and negatively correlated with symptoms of distress, worry, rumi-
nation, brooding, thought suppression, experiential avoidance, and stagnant
deliberation.

Southampton Mindfulness Questionnaire

The Southampton mindfulness questionnaire (SMQ; Chadwick, Hember,
Mead, Lilley, & Dagnan, 2005) is a 16-item inventory assessing the degree
to which individuals mindfully respond to distressing thoughts and images.
Although the SMQ is designed to capture four aspects of mindfulness (mind-
ful observation, non-aversion, nonjudgment, and letting go), the authors rec-
ommend use of a single total score. Each item begins with, “Usually when I
have distressing thoughts or images” and is followed by a statement, such
as, “I am able to just notice them without reacting” and “they take over
my mind for quite a while afterwards”. The SMQ demonstrated good inter-
nal consistency (alpha = 0. 89), was significantly correlated with the MAAS
(r = 0. 57), and differentiated between meditating and non-meditating indi-
viduals in expected directions. Scores on this instrument were positively
correlated with pleasant mood ratings and significantly increased following
participation in an MBSR course.

Philadelphia Mindfulness Scale

This 20-item measure (Cardaciotto, Herbert, Forman, Moitra, & Farrow,
2007) includes two factors that are scored separately: awareness and accep-
tance. Awareness refers to the ongoing monitoring of internal and exter-
nal experience (e.g., “I’m aware of thoughts I’m having when my mood
changes”). Acceptance refers to an attitude of nonjudging or openness about
experience, and refraining from attempts to avoid or escape it (e.g., “I try
to distract myself when I feel unpleasant emotions”). In several clinical and
nonclinical samples, good internal consistency was demonstrated, most cor-
relations with other constructs were significant in the expected directions,
and clinical samples generally had lower scores than nonclinical samples.

Five-Facet Mindfulness Questionnaire

Using large student samples, Baer, Smith, Hopkins, Krietemeyer, and Toney
(2006) studied five of the mindfulness questionnaires described earlier (all
but the Philadelphia Mindfulness Scale [PHLMS], which was not available)
and found them to be internally consistent, significantly correlated with each
other, and correlated in expected directions with several other variables
predicted to be related to mindfulness, including openness to experience,
emotional intelligence, thought suppression, alexithymia, and experiential
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avoidance. However, differences in their content and relationships with
other constructs suggested that these questionnaires might be measuring
somewhat different elements or facets of mindfulness. The MAAS appeared
to emphasize an aspect of mindfulness that is inversely associated with
dissociation and absent mindedness, whereas the SMQ was most strongly
associated (negatively) with experiential avoidance and difficulties in emo-
tion regulation. To examine facets of mindfulness systematically, Baer et al.
(2006) combined responses to all five of these questionnaires into a sin-
gle data set and conducted exploratory factor analysis to examine underly-
ing dimensions. This analysis allowed items from different instruments to
combine to form factors, yielding an empirical integration of these indepen-
dent attempts to operationalize mindfulness. Findings suggested a five-factor
solution. Observing includes noticing or attending to internal and external
stimuli, such as sensations, emotions, cognitions, smells, sounds, and sights.
Describing refers to labeling observed experiences with words. Acting with
awareness includes attending to the activities of the moment and can be con-
trasted with automatic pilot, or behaving mechanically, without awareness of
one’s actions. Nonjudging of inner experience refers to taking a nonevalua-
tive stance toward cognitions and emotions. Nonreactivity to inner experi-
ence is the tendency to allow thoughts and feelings to come and go, without
getting carried away by them or caught up in them. The five-facet mindful-
ness questionnaire (FFMQ), which contains 39 items, was created by select-
ing the seven or eight items with the highest loadings on their respective
factors and low loadings on all other factors. The five-facet scales demon-
strated adequate to excellent internal consistency (alphas ranging from 0.75
to 0.91), and relationships between the facet scales and other variables were
consistent with predictions in most cases (Baer et al., 2006).

Recent findings with the FFMQ support the utility of measuring facets of
mindfulness separately and help to clarify the skills that are cultivated by the
practice of mindfulness meditation. Baer et al. (2007) administered the FFMQ
in a sample of experienced meditators and several nonmeditating compari-
son samples. Scores on four of the facets (all but acting with awareness)
were significantly correlated with extent of meditation experience and med-
itators scored higher than nonmeditators. In the group of experienced med-
itators, all facets were significantly negatively correlated with psychological
symptoms and positively correlated with psychological well-being. Several
of the facets demonstrated incremental validity over the others in predicting
well-being and contributed to the significant mediation of the relationship
between meditation experience and well-being. These results support the
common assumption that meditation cultivates mindfulness skills, which in
turn facilitate psychological health. Findings also suggest that consideration
of multiple facets of mindfulness is helpful in understanding the relationship
between mindfulness and psychological adjustment.

In samples of experienced meditators and demographically similar non-
meditators, Lykins and Baer (in press) examined relationships between med-
itation experience and several proposed mechanisms by which mindfulness
training may exert beneficial outcomes. These mechanisms include reduced
rumination (Segal et al., 2002), desensitization through exposure to nega-
tive emotion (Linehan, 1993), and improved ability to behave constructively
when experiencing unpleasant emotions or sensations (Kabat-Zinn, 1982).
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Lykins and Baer (in press) showed that the acting with awareness, nonjudg-
ing and nonreactivity facets of mindfulness completely mediated the rela-
tionships between meditation experience and rumination, fear of emotion,
and ability to engage in goal-directed behavior when upset. Two of these
variables also were shown to partially mediate relationships between mind-
fulness and psychological well-being. Overall, results support the idea that
increased mindfulness improves psychological functioning by reducing rumi-
nation and fear of emotion.

In another recent study, Carmody and Baer (2008) administered the FFMQ
to 174 individuals with stress, anxiety, and illness-related complaints who
completed MBSR, an 8-week group program based on the intensive practice
of several forms of mindfulness meditation (see other chapters in this volume
for more detail). Scores on all five facets of mindfulness increased signifi-
cantly from pre- to post-treatment. For four of the facets (all but describing)
increases were related to the amount of home practice of meditation exer-
cises that participants completed during the program. Increases in mind-
fulness also were shown to mediate the relationship between extent of
home practice and improvement in psychological symptoms and stress lev-
els. Weaker findings for the describing facet may not be surprising in this
case, as MBSR places very little emphasis on verbal labeling of experiences.
In contrast, DBT and ACT include exercises for the labeling of emotions, cog-
nitions, and sensations. Study of the describing facet with these interventions
is warranted.

Overall, preliminary evidence from studies of the FFMQ supports two gen-
eral conclusions. First, the five subscales of the FFMQ appear to measure
skills that are cultivated by the practice of mindfulness, both in long-term
meditators and in relative novices. Second, increases in levels of mindfulness
appear to be related to changes in other aspects of psychological functioning
that promote well-being.

Assessment of Mindfulness as a State

The instruments discussed in previous sections measure a trait-like general
tendency to be mindful in daily life. In contrast, Bishop et al. (2004) view
mindfulness as a state-like quality that occurs when attention is intentionally
directed to sensations, thoughts, and emotions, with an attitude of curios-
ity, openness, and acceptance. The Toronto Mindfulness Scale (TMS; Lau
et al., 2006) assesses attainment of a mindful state during an immediately
preceding meditation session. Participants first practice a meditation exer-
cise for about 15 minutes and then rate the extent to which they were aware
and accepting of their experiences during the exercise. This instrument
has two factors. The curiosity factor reflects interest and curiosity about
inner experiences and includes items such as “I was curious to see what my
mind was up to from moment to moment.” The decentering factor empha-
sizes awareness of experiences without identifying with them or being car-
ried away by them, and includes items such as “I experienced myself as
separate from my changing thoughts and feelings.” Findings showed good
internal consistency for each factor and significant correlations with other
measures of self-awareness. Scores increased with participation in MBSR,
and decentering scores predicted reductions in psychological symptoms and
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stress levels. This measure has good psychometric properties and is likely to
be useful in the study of mindfulness meditation. However, as the authors
note, scores reflect the experience of mindfulness during a specific medita-
tion session and may not be related to the tendency to be mindful in ordi-
nary daily life. The authors also recommend multiple assessments, because
the extent to which a mindful state was attained during a single medita-
tion session may not reflect participants’ general tendency to be mindful
while meditating, due to factors such as fatigue or stress on a particular
occasion.

Mindfulness as a state has also been assessed using experience sampling
in participants asked to carry pagers for a few weeks (Brown & Ryan, 2003).
When paged at quasi-random intervals during each day, participants immedi-
ately responded to a subset of MAAS items asking about the extent to which
they were attending to their activity of the moment or were behaving auto-
matically. Results showed that momentary-state mindfulness was significantly
correlated with baseline levels of trait mindfulness as assessed by the original
form of the MAAS. State mindfulness also predicted higher levels of positive
emotion and autonomy and lower levels of negative emotion while engaged
in the activity of the moment.

Assessment of Closely Related Constructs

Acceptance

Acceptance has been most comprehensively described in writings on ACT
(Hayes et al., 1999; Hayes & Strosahl, 2004) and usually refers to willing-
ness to experience a wide range of internal experiences (such as bodily
sensations, cognitions, and emotional states) without attempting to avoid,
escape, or terminate them, even if they are unpleasant or unwanted. Accep-
tance is generally an issue when attempts to avoid or escape these experi-
ences are harmful or counterproductive. This is often true in situations that
involve competing contingencies or approach-avoidance conflicts (Dougher,
1994). For example, initiating conversation with a stranger may offer both
reinforcing and punishing consequences (social interaction and develop-
ment of a relationship versus shame or humiliation if rejected) and may
therefore elicit anxiety. Avoiding the anxiety by refraining from conversa-
tion will be counterproductive if it perpetuates loneliness. Attempts to elim-
inate the anxiety with alcohol or drugs may be harmful if these substances
contribute to socially inappropriate or ineffective behavior or maladaptive
health consequences. Thus, acceptance of feelings of anxiety (allowing them
to be present while continuing with goal-consistent behavior) may be more
adaptive.

The Acceptance and Action Questionnaire (AAQ; Hayes, Strosahl, et al.,
2004) is a nine-item self-report instrument whose items describe elements
of experiential avoidance, including negative evaluation of and attempts to
control or avoid unpleasant internal stimuli, and inability to take constructive
action while experiencing these stimuli. If reverse scored, it serves as a mea-
sure of acceptance. Its internal consistency is adequate (alpha = 0. 70), and it
is correlated with many forms of psychopathology. A revised version by Bond
and Bunce (2003) includes 16 items and has two subscales: Willingness and
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Action. The first measures willingness to experience negative thoughts and
feelings and includes items such as “I try hard to avoid feeling depressed or
anxious.” The Action subscale measures ability to behave consistently with
goals and values even while having unpleasant thoughts and feelings and
includes items such as “When I feel depressed or anxious, I am unable to
take care of my responsibilities.” A revised version of the AAQ is currently in
development.

Measures based on the AAQ but modified for specific populations have
also been developed. For example, the Chronic Pain Acceptance Question-
naire (CPAQ; McCracken, 1998; McCracken & Eccleston, 2003; McCracken,
Vowles & Eccleston, 2004) measures recognition that pain may not change,
ability to refrain from fruitless efforts to avoid or control pain, and engaging
in valued life activities despite the presence of pain. Items include, “I am
getting on with the business of living no matter what my pain level is.” Inter-
nal consistency is good (alpha = 0. 85). Scores are correlated positively with
daily activity level and improved work status and negatively with depres-
sion, anxiety, and disability, even when pain intensity is controlled. Also
derived from the AAQ, the Acceptance and Action Diabetes Questionnaire
(AADQ; Gregg, Callaghan, Hayes, & Glenn-Lawson, 2007) assesses accep-
tance of diabetes-related thoughts and feelings and ability to engage in val-
ued actions while having these experiences (e.g., “I do not take care of
my diabetes because it reminds me that I have diabetes”). Internal consis-
tency is high (alpha = 0. 94), and scores improved significantly in a group
of diabetics who participated in an ACT workshop, but not for those in
a control condition. Other measures currently in development include the
AAQ-Weight (Lillis & Hayes, 2008) for weight loss and weight maintenance
contexts, and the Avoidance and Fusion Questionnaire for Youth (AFQ-
Y; Greco, Ball, Dew, Lambert, & Baer, 2008), a measure for children and
adolescents.

Decentering

Decentering is defined as the ability to observe one’s thoughts and feelings
as temporary events in the mind, rather than reflections of the self that are
necessarily true (Fresco, Moore, et al., 2007). It includes taking a present-
focused, nonjudgmental stance toward thoughts and feelings and accepting
them as they are (Fresco, Segal, Buis, & Kennedy, 2007). Decentering (also
called distancing) has long been recognized as an important process in cog-
nitive therapy for depression (Beck, Rush, Shaw, & Emery, 1979), but is often
viewed as a step in the process of changing thought content rather than as
an end in itself. Patients in cognitive therapy learn to adopt a decentered per-
spective on thoughts by viewing them as ideas to be tested, rather than truths
(Hollon & Beck, 1979). However, they then go on to dispute distorted
thoughts and generate more rational ones. Several authors have suggested
that decentering alone may be the central ingredient in the effectiveness
of cognitive therapy in preventing relapse of depression (Ingram & Hol-
lon, 1986; Segal et al., 2002). It is a central ingredient in MBCT, which
uses the intensive practice of mindfulness meditation to teach decen-
tering, which in turn reduces rumination and lowers the likelihood of
relapse.
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Decentering can be measured with two recently developed tools. The Mea-
sure of Awareness and Coping in Autobiographical Memory (MACAM; Moore,
Hayhurst, & Teasdale, 1996) is a vignette-based, semistructured clinical inter-
view in which participants are asked to imagine themselves in several mildly
depressing situations and to feel the feelings that would be elicited. They
are then asked to recall specific occasions from their own lives that the
vignettes bring to mind and to describe these occasions in detail, including
their feelings and how they responded to them. Responses are tape recorded,
and trained raters then code the responses for the presence of decentering
or awareness of thoughts and feelings as separate from the self. Teasdale
et al. (2002) found that decentering scores were higher for a group of never-
depressed adults than for a previously depressed group. Previously depressed
patients who completed MBCT showed larger increases in decentering than a
control group who received treatment as usual. Finally, lower baseline levels
of decentering predicted earlier relapse following treatment for depression
with either cognitive therapy or medication. Overall, these findings support
the idea that the ability to adopt a decentered perspective on thoughts and
feelings is centrally related to recovery from depression and prevention of
relapse.

Although the MACAM appears to have good psychometric properties, it
is time consuming and difficult to use. For this reason, Fresco, Moore, et al.
(2007) conducted a psychometric evaluation of the experiences question-
naire (EQ), a rationally derived self-report instrument designed by Teasdale
to assess decentering and rumination. Analyses by Fresco et al. (in press)
yielded an 11-item decentering factor, which includes items such as “I can
observe unpleasant feelings without being drawn into them” and “I can sep-
arate myself from my thoughts and feelings.” The EQ showed good inter-
nal consistency and was correlated in expected directions with measures
of depressive rumination, experiential avoidance, emotion regulation, and
depression. Depressed patients showed lower levels of decentering than
healthy controls (Fresco et al., in press). In a second study, Fresco, Segal,
et al. (2007) showed that depressed patients who responded to CBT showed
greater gains in decentering than those successfully treated with medication.
In addition, high levels of decentering post-treatment were associated with
lower rates of relapse during an 18-month follow-up period.

Fresco, Moore, et al. (2007) note that the EQ was not designed to be a
measure of mindfulness. However, definitions of decentering are very similar
to descriptions of mindfulness summarized earlier. Empirical investigations
of relations between the EQ and measures of mindfulness have not yet been
conducted.

Performance-Based Tasks

Self-report methods can be subject to demand characteristics or response
biases, and some aspects of mindfulness may be difficult for individuals to
report on, especially if they have no meditation experience. Thus, it is impor-
tant to develop additional tools for assessing mindfulness that do not rely
on self-report methods. Unfortunately, very little research has examined the
assessment of mindfulness by non-self-report methods. Bishop et al. (2004)
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suggested several laboratory- or computer-based tasks for which perfor-
mance may reflect aspects of the tendency or ability to be mindful. For exam-
ple, as the practice of mindfulness should cultivate both sustained attention
and flexibility of attention, more mindful individuals should score higher on
established tests of vigilance and attention switching. In addition, mindful-
ness encourages observation of stimuli without secondary elaborative pro-
cessing. Therefore, more mindful individuals should perform better on tasks
that require inhibition of semantic processing, such as the emotional Stroop
task (Williams, Mathews, & MacLeod, 1996). The Implicit Associations Test
(Greenwald, McGhee, & Schwartz, 1998) could provide a method for assess-
ing the tendency to associate negative emotions with avoidance rather than
approach. Because the practice of mindfulness encourages acceptance and
allowing of negative emotion, this tendency should be lower in more mindful
individuals.

Some authors have suggested that responses to stressful or unpleas-
ant experiences in a laboratory setting might reflect levels of mindful-
ness or acceptance. Several studies have shown that participants who
are instructed to adopt a mindful perspective while experiencing short-
term, laboratory-induced pain, negative mood, or panic-like symptoms show
quicker recovery or greater willingness to repeat the experience than those
given suppression, distraction, or rumination instructions (e.g., Broder-
ick, 2005; Levitt, Brown, Orsillo, & Barlow, 2004). Zettle and colleagues
found that participants who scored higher on experiential avoidance (as
measured by the AAQ) also showed lower pain tolerance (Zettle et al.,
2005) and were more distressed by unpleasant sensations (Zettle, Peterson,
Hocker, & Provines, 2007). However, whether such tasks provide adequate
indices of individuals’ levels of mindfulness or acceptance requires more
investigation.

Conclusion

No single method of psychological assessment can provide a complete
picture of the characteristic it is designed to measure. Self-report question-
naires, structured interviews, performance-based measures, and other meth-
ods all have strengths and weaknesses, and each may yield useful data not
provided by the others (Meyer et al., 2001). Mindfulness, as noted ear-
lier, appears to be unusually difficult to define and conceptualize, perhaps
because it is associated with the “mysterious territory” of consciousness
(Brown & Ryan, 2004, p. 242, see also Chapter 4 of this volume) or because
mindful acceptance is an atypical way of meeting adversity in our culture
(Santorelli, 1999). Mindfulness-based interventions address these difficulties
through extensive use of experiential methods and by placing less empha-
sis on intellectual learning (Hayes et al., 1999; Segal et al., 2002). Given
the difficulty of translating mindfulness and acceptance into the concrete
operational definitions required by scientific methods of assessment and the
importance of understanding of how mindfulness-based treatments work,
it is essential that we continue to strive for the most productive combina-
tion of critical thinking and open mindedness about how to assess these
constructs.
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Appendix: Five-Facet Mindfulness Questionnaire

Please rate each of the following statements using the scale provided.
Write the number in the blank that best describes your own opinion
of what is generally true for you.

1 2 3 4 5

never or very
rarely true

rarely
true

sometimes
true

often
true

very often or
always true

1. When I’m walking, I deliberately notice the sensations of my body
moving.

2. I’m good at finding words to describe my feelings.
3. I criticize myself for having irrational or inappropriate emotions.
4. I perceive my feelings and emotions without having to react

to them.
5. When I do things, my mind wanders off and I’m easily distracted.
6. When I take a shower or bath, I stay alert to the sensations of water

on my body.
7. I can easily put my beliefs, opinions, and expectations into words.
8. I don’t pay attention to what I’m doing because I’m daydreaming,

worrying, or otherwise distracted.
9. I watch my feelings without getting lost in them.

10. I tell myself I shouldn’t be feeling the way I’m feeling.
11. I notice how foods and drinks affect my thoughts, bodily sensations,

and emotions.
12. It’s hard for me to find the words to describe what I’m thinking.
13. I am easily distracted.
14. I believe some of my thoughts are abnormal or bad and I shouldn’t

think that way.
15. I pay attention to sensations, such as the wind in my hair or sun on

my face.
16. I have trouble thinking of the right words to express how I feel

about things
17. I make judgments about whether my thoughts are good or bad.
18. I find it difficult to stay focused on what’s happening in the present.
19. When I have distressing thoughts or images, I “step back” and am

aware of the thought or image without getting taken over by it.
20. I pay attention to sounds, such as clocks ticking, birds chirping, or

cars passing.
21. In difficult situations, I can pause without immediately reacting.
22. When I have a sensation in my body, it’s difficult for me to describe

it because I can’t find the right words.
23. It seems I am “running on automatic” without much awareness of

what I’m doing.
24. When I have distressing thoughts or images, I feel calm soon after.
25. I tell myself that I shouldn’t be thinking the way I’m thinking.
26. I notice the smells and aromas of things.
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27. Even when I’m feeling terribly upset, I can find a way to put it
into words.

28. I rush through activities without being really attentive to them.
29. When I have distressing thoughts or images I am able just to notice

them without reacting.
30. I think some of my emotions are bad or inappropriate and I

shouldn’t feel them.
31. I notice visual elements in art or nature, such as colors, shapes,

textures, or patterns of light and shadow.
32. My natural tendency is to put my experiences into words.
33. When I have distressing thoughts or images, I just notice them and

let them go.
34. I do jobs or tasks automatically without being aware of what

I’m doing.
35. When I have distressing thoughts or images, I judge myself as good

or bad, depending on what the thought/image is about.
36. I pay attention to how my emotions affect my thoughts and behav-

ior.
37. I can usually describe how I feel at the moment in considerable

detail.
38. I find myself doing things without paying attention.
39. I disapprove of myself when I have irrational ideas.
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10
Mindfulness and Anxiety Disorders:

Developing a Wise Relationship
with the Inner Experience of Fear

Jeffrey Greeson, Jeffrey Brantley

. . . the term mental disorder unfortunately implies a distinction
between “mental” disorders and “physical” disorders that is a reduc-
tionistic anachronism of mind/body dualism. A compelling literature
documents that there is much “physical” in mental disorders and
much “mental” in physical disorders.

– American Psychiatric Association (DSM-IV-TR, 2000)

Introduction

Perhaps no condition better illustrates the intimate relationship between
brain and behavior – mind and body – as the inner experience of fear. In
this chapter, we present an integrative scientific view of anxiety and clini-
cal anxiety disorders, with an emphasis on awareness and acceptance as a
foundation for mind/body health. Whereas anxiety-related psychopathology
is characterized by a desire to avoid the inner experience of fear, we postu-
late that practicing mindfulness can promote a wise and accepting relation-
ship with one’s internal cognitive, emotional, and physical experience, even
during times of intense fear or worry. Further, we suggest that the “wise rela-
tionship” that develops by turning toward fear, anxiety, and panic with stable
attention, present focused awareness, acceptance, and self-compassion can
promote psychological freedom from persistent anxiety and greater behav-
ioral flexibility.

Mindfulness is a word that refers to a basic human capacity for non-
conceptual, non-judging, and present-moment-centered awareness. This
awareness arises from intentionally paying attention, from noticing on pur-
pose what is occurring inside and outside of oneself, with an attitude of
friendliness and acceptance toward what is happening while it is happen-
ing. Mindfulness has been cultivated by human beings using “inner tech-
nologies” of meditation in various spiritual contexts for literally thousands of
years. In the past 25–30 years, Western medical science has turned increas-
ing attention to the psychological and physical correlates of meditation and
mindfulness practices (Walsh & Shapiro, 2006). Modern clinical investiga-
tors have joined meditation teachers in offering definitions of mindfulness
(see Table 10.1).
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Table 10.1. Definitions of mindfulness.

Definition Reference
“the non-judgmental observation of the ongoing

stream of internal and external stimuli as they
arise.”

Baer (2003)

“self-regulation of attention [and] adopting a
particular orientation toward one’s experience in
the present moment, an orientation that is
characterized by curiosity, openness, and
acceptance.”

Bishop et al. (2004)

“friendly, nonjudging, present-moment awareness.”
Brantley (2003)“awareness, of present experience, with acceptance.”
Germer (2005)“the awareness that emerges through paying

attention on purpose, in the present moment, and
nonjudgmentally to the unfolding of experience
moment by moment.”

Kabat-Zinn (2003)

“the state of being fully present, without habitual
reactions.” Salzberg and Goldstein

(2001)

Our central thesis in this chapter is that practicing mindfulness offers a
healthier and more effective means for relating to one’s inner experience of
fear and anxiety, through self-regulation built on intentional, non-judging
awareness.

In the sections that follow, we present current theoretical, scientific, and
clinical evidence in support of our hypothesis that practicing mindfulness
enables a “wise relationship” to develop toward one’s own inner life, partic-
ularly the internal experience of anxiety and fear. By bringing inner processes
of thinking, feeling, and physical sensations into consciousness using mind-
fulness practice, identification with and perpetuation of unconscious pat-
terns in mind and body can be transformed into interactions that are “wise”,
that is, based in accurate perception and inclusive of all the domains of expe-
rience available to each human being in each moment. The healing benefits
of mindfulness practice to the conditions of anxiety and fear follow from this
more conscious, wise relationship.

Prevalence, Characteristics, and Current Treatment
of Anxiety Disorders

Human anxiety occurs along a continuum, from normal fear reactions that
help avert clear and present danger to uncontrollable panic and maladaptive
avoidance of people, places, and things in an effort to feel safe from harm.
The experience of acute fear and mild-to-moderate anxiety is ubiquitous in
the human condition. When it occurs in the appropriate context, some fear
and anxiety can increase attention to threatening circumstances or enhance
effective performance in the face of a challenge. Thus, some degree of anxi-
ety is good.

However, when anxiety is unwarranted, excessive, and persistent, and/or
it interferes with everyday functioning, it can be categorized as a psychi-
atric disorder (American Psychiatric Association, 2000). The Diagnostic and
Statistical Manual of Mental Disorders, 4th edition, Text Revision (DSM-IV-
TR) includes six primary anxiety disorders (see Table 10.2). Each anxiety
disorder shares characteristic symptoms of intrusive and disturbing thoughts,
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Table 10.2. Primary anxiety disorders, clinical descriptions, and lifetime
prevalence.

Diagnostic category Clinical description Lifetime prevalence∗
Generalized anxiety

disorder
Persistent, pervasive worry that

is difficult to control
5%

Obsessive-compulsive
Disorder

Obsessive thinking about
possible threats to safety and
compulsive ritualistic
behaviors to allay fear

2.5%

Panic disorder Sudden, overwhelming, intense
fear of something going
wrong

1.0–3.5%

Post-traumatic stress
disorder

Intrusive thoughts,
hyperarousal, and
reexperience of past trauma

8%

Social anxiety
disorder

Fear of negative social evaluation Up to 13%

Specific phobia Fear of a specific object or
situation

7–11%

∗Obtained from DSM-IV-TR, American Psychiatric Association (2000).

heightened psychophysiological arousal, and intensely unpleasant appraisals
of one’s internal emotional experience (Brantley, 2003). Taken together, anx-
iety disorders are the most prevalent category of mental health diagnoses,
affecting an estimated 25–30 million Americans during their lifetime (Lepine,
2002; Narrow, Rae, Robins, & Regier, 2002).

Anxiety disorders are often conceptualized as a fear of fear that results in
high levels of subjective distress, somatic symptom manifestation, and disrup-
tion of daily living (Barlow, 2002). Worry has been described as the persistent
activation of one’s cognitive representation of anxiety, including disturbing
thoughts, stories, or images about a possible danger or threat (Borkovec, Ray,
& Stober, 1998). Despite its useful function in helping one to cope, feel safe,
and prepare for what may come, persistent worry and its associated affec-
tive distress and physiological arousal can produce defensive, self-protective,
and avoidant behavior out of context, typical of psychiatric disorder (Barlow,
2002; Borkovec et al., 1998).

The Psychobiological Nature of Fear and Anxiety

The psychological experience of fear occurs concomitantly with a pattern of
stress-related physiological activation designed to promote survival by avoid-
ing danger through fight-flight-or-freeze behavior (Barlow, 2002). A startle
response initiated by sensory detection of a potentially threatening stimulus,
such as a sudden loud noise, a looming shadow, or an unexpected touch,
immediately signals the subcortical structures in the brain (i.e., the limbic
system) that perceive threat and mediate an alarm reaction. This alarm reac-
tion descends from the limbic system through the brainstem, spinal cord, and
peripheral nervous system, ultimately activating a broad-spectrum physio-
logical response throughout the body. Integrated psychophysiological activa-
tion in response to a perceived threat enables one to cope through vigorous
defensive action, such as fighting or fleeing (Schneiderman & McCabe, 1989).
These adaptive responses are generated by activation of multiple body sys-
tems, including the central and peripheral nervous systems, cardiovascular
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system, endocrine system, metabolic system, neuromuscular system, and
immune system (Selye, 1976). Conversely, select biological systems unessen-
tial for survival in the face of an immediate threat, including the digestive
system and the reproductive system, are deactivated under conditions of fear
or stress (Selye, 1976).

Psychophysiological activation and accompanying energy mobilization is
certainly useful in supporting escape behavior when actual escape is possi-
ble. When a threat outweighs one’s perceived ability to escape or otherwise
cope, however, behavioral freezing and cognitive hypervigilance may occur
in an attempt to passively avoid harm (Schneiderman & McCabe, 1989).
Under conditions of passive avoidance rather than active coping or escape,
the physiological effort and energy generated can go unused. While acute,
time-limited onset and recovery of stress-related mental and physical acti-
vation clearly provides an adaptive advantage in the face of a true threat
(i.e., when actual fighting, fleeing or freezing is needed to promote survival),
chronic or unwarranted activation of fear-related psychophysiology can be
detrimental to health. Indeed, a growing body of animal and human research
indicates that repeated, exaggerated, or prolonged activation of stress physi-
ology, as well as delayed recovery of biological responses to stress, can con-
tribute to premature breakdown of organ systems that may increase suscep-
tibility to disease (McEwen, 1998).

Mind/Body Connections and Processes Underlying Clinical Anxiety

Anxiety disorders can be characterized by a set of dysregulated cognitive,
affective, physiological, and behavioral processes that manifest as maladap-
tive ways of responding to one’s inner experience of fear. Dysregulated cog-
nitive processes in anxiety disorders typically include the following:

• a narrow focus of attention on some disturbing aspect of internal experi-
ence, such as a distressing thought or physical sensation,

• misappraisal of threat in the absence of real danger, and
• distortion of the magnitude of a true threat or challenge through magnify-

ing, catastrophizing, or fortune telling (Barlow, 2002).

In addition, from a cognitive standpoint, anxiety disorders can be char-
acterized by a focus of attention on future-oriented concerns about possi-
ble misfortune (Barlow, 2002). The narrow focus of attention on disturbing
thoughts or physical sensations, coupled with a future-oriented tendency to
worry about potential threats of harm, can predispose an individual to a lack
of awareness of what is actually happening in the present moment (Brantley,
2003).

When one is unaware of what is actually happening in the present
moment, one’s attentional focus is more susceptible to being hijacked by
a train of cognitive interpretations about one’s experience that may be inac-
curate and distress provoking. For instance, in the case of depression, the
“downward spiral” of automatic, negatively biased information processing,
or “depressogenic thinking,” can transform momentary emotional distress
into longer-lasting mood disturbance, which in turn, can increase suscepti-
bility to depressive relapse (Segal, Williams, & Teasdale, 2002). Similarly, in
the case of anxiety, a cognitive style marked by a narrow focus of attention,



Chapter 10 Mindfulness and Anxiety Disorders 175

orientation to future events as opposed to present moment experience, and
a propensity to catastrophically appraise or misinterpret mental or physical
phenomena can result in the arousal of anxiety and other emotional distur-
bances such as anger, sadness, and loneliness.

While the perception of fear and anxiety occurs in the brain, the response
can be most noticeable in the body. The induction of fear and other forms
of negative affect stimulates widespread sympathetic activation, which orig-
inates from pathways in the cerebral cortex and subcortical limbic struc-
tures (e.g., amygdala, hippocampus, hypothalamus), and descends through
the brainstem, spinal cord, and peripheral sympathetic nerves to organ sys-
tems throughout the body (Thayer & Brosschot, 2005). Consequently, fearful
cognitive interpretations and associated emotional and physiological arousal
can manifest in an array of somatic symptoms, including painful muscle ten-
sion, racing pulse, elevated blood pressure, cardiac arrhythmia, labored respi-
ration, and gastrointestinal disturbance. Moreover, given one’s anxiety-prone
cognitive style, somatic symptoms can be interpreted as evidence of harm,
which may result in even narrower attention to the symptoms, catastrophic
thinking, acute panic, emotional distress, and even a sense of impending
doom. Because these internal experiences are unpleasant and aversive, they
are typically avoided by actively attempting to distract attention away from
the inner experience when it is present and attempting to prevent recurrent
anxiety in the future by avoiding associated people, places, or things. Taken
together, it has been noted that “reactions (both cognitive and emotional) to
one’s own internal experiences (thoughts, feelings, bodily sensations) may
underlie the development and/or maintenance of anxiety disorders,” which
categorically manifest as psychological and behavioral inflexibility (Orsillo,
Roemer, & Holowka, 2005).

Overview of Current Treatments for Anxiety

Given the integrated mind/body nature of fear and experiential anxiety, it is
logical that effective treatment strategies for anxiety disorders address both
mental and physical functioning. Standard treatment approaches for clinical
anxiety include psychotherapy and medication, both of which are intended
to modulate cognitive, affective, physiological, and/or behavioral reactions to
perceived threat (American Psychiatric Association, 2005). Several different
psychotherapies and medications are equally efficacious in the short-term
amelioration of anxiety-related symptoms (American Psychiatric Associa-
tion, 2005). Effective psychotherapies include behavior therapy in which
an individual is systematically exposed to a feared condition without being
permitted to engage in an automatic, avoidant behavioral response, and
cognitive-behavioral therapy (CBT), in which distorted beliefs, misappraisals,
contextually inappropriate emotional reactions, and inflexible behavior pat-
terns are identified and corrected using self-monitoring, cognitive restructur-
ing, and relaxation training (for detailed reviews see Barlow, 2002). CBT for
anxiety has demonstrated to be superior to medication for long-term symp-
tom reduction (Otto, Smits, & Reese, 2005). There are many “active ingredi-
ents” in psychotherapeutic approaches to anxiety disorders, and it remains
unclear to what extent specific cognitive, affective, behavioral, or psy-
choeducational components account for therapeutic change, as opposed to
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non-specific factors such as therapist attention, empathy and positive regard,
or perceived social support (Barlow, 2002). Effective medications for the
treatment of clinical anxiety include benzodiazepines, tricyclic antidepres-
sants, monoamine oxidase inhibitors, and selective serotonin reuptake
inhibitors (Sheehan & Harnett Sheehan, 2007). In chronic and/or treatment
refractory cases, psychotherapy may be effectively combined with pharma-
cotherapy (Sheehan & Harnett Sheehan, 2007).

In recent years, mindfulness- and acceptance-based approaches have
been combined with traditional change-based approaches such as CBT in
an attempt to enhance effective treatment of psychopathology, including
anxiety and depressive disorders (for reviews see Feldman, 2007; Hayes,
2005; Lau & McMain, 2005; Orsillo & Roemer, 2005; Segal et al., 2002).
Because individuals who experience clinically relevant anxiety typically have
a strongly conditioned desire to avoid distressing internal experiences –
despite the tendency of experiential avoidance to prolong or even exac-
erbate distressing sensations – mindfulness practice offers a fundamentally
different orientation in which anxiety is deliberately noticed, allowed, and
responded to with openness, curiosity, and acceptance. Therefore, practic-
ing mindfulness may increase distress tolerance, interrupt habitual avoid-
ance, and ultimately promote adaptive self-regulation and healthy mind/body
functioning.

How Mindfulness May Target the Shared Roots
of Anxiety-Related Suffering

Modern-day responses to psychological stress, fear, and uncertainty are often
marked by rumination, worry, anticipatory anxiety, and stagnant delibera-
tion. These habits of thinking continue to stimulate fear reactions in the body,
which in turn, feed back to fuel worried thoughts, causing a cycle of unpleas-
ant experience (Brosschot, Gerin, & Thayer, 2006; Feldman, Hayes, Kumar,
Greeson, & Laurenceau, 2007). Consequently, one might say that human
beings today are more likely to fight the unpleasantness of their own inner
experience of threat rather than fight off the threat itself. In the short term,
strategies for avoiding one’s inner experience of anxiety, such as distraction,
thought suppression, or the use of emotion-regulating substances including
cigarettes, alcohol, illicit drugs or food, may be effective in reducing dis-
tress temporarily. This behavioral approach can certainly be reinforcing, and
thus can become quite habitual, automatic, and rigid. However, attempts to
avoid the inner experience of fear, anxiety, and panic not only fail to ame-
liorate the root cause of emotional upset, but also paradoxically exacerbate
the inner experience of suffering by reinforcing maladaptive (i.e., avoidant)
coping behaviors that permit an emotionally upsetting experience to recur
indefinitely outside of an appropriate context.

Knowing Without Identifying or Reacting

From the perspective of mindfulness, thoughts, emotions, physical sensa-
tions, and impulses that arise in association with one’s internal experience
of fear, anxiety or panic are merely events in the broad field of one’s present-
moment awareness (Brantley, 2003). Mindfulness practice is believed to
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improve effective self-regulation of anxiety-related cognition, emotion, sen-
sation and behavior, although the precise mechanisms are not yet clear
(Baer, 2003; Bishop, 2002; Garland, 2007; Kabat-Zinn, 1990; Shapiro, Carl-
son, Astin, & Freedman, 2006; Shapiro, & Schwartz, 2000).

Central to the self-regulatory capacity of mindfulness is a fundamental shift
in one’s relationship with one’s inner life and the outer world. In essence,
mindfulness enables conscious awareness of inner life and physical sensa-
tions. This shift in awareness brought about by mindfulness has variably been
termed “reperceiving,” “decentering,” “detachment,” “metacognitive aware-
ness,” “bare attention,” and “clear seeing” (Salzberg & Goldstein, 2001; Segal
et al., 2002; Shapiro et al., 2006; Teasdale et al., 2002). Shapiro et al. (2006),
for instance, have described reperceiving as “rather than being immersed in
the drama of our personal narrative or life story, we are able to stand back
and simply witness it.”

The capacity for mindfulness – and its resultant perspective shift on the
inner life – is traditionally cultivated by regular meditation practice (Hahn,
1976; Kabat-Zinn, 1990; Salzberg & Goldstein, 2001; Brantley, 2003). Medi-
tation can be understood as an intentional training of attention, embedded
with acceptance, and the resulting awareness and understanding that emerge
(Brantley, 2003). As observed by Goleman (1980), “The first realization in
‘meditation’ is that the phenomena contemplated are distinct from the mind
contemplating them.”

Walsh and Shapiro (2006) have emphasized that meditation training typ-
ically differs from other self-regulatory strategies such as self-hypnosis,
visualization, and psychotherapy in that meditation primarily aims to train
attention and awareness, whereas other approaches primarily intend to
change mental contents (i.e., thoughts, images, beliefs, emotions) and mod-
ify behavior. Although mindfulness has been described as the “heart of Bud-
dhist meditation,” being mindful is considered an innate human capacity that
is universal, secular, and compatible with nearly every major world religion
(Kabat-Zinn, 2005). Indeed, mindfulness and the ability to reperceive are con-
ceptualized as part of a developmental process (Shapiro et al., 2006).

From a meditation teacher’s perspective, practicing mindfulness may help
in the following way. As one pays attention on purpose to one’s actual direct
experience of anxiety, as opposed to being identified with what one thinks
about anxiety, one gains significantly greater understanding and insight about
the experience of anxiety and about oneself in relation to one’s world
(Goldstein, 1976). Such understanding and insight can provide a foundation
for more skillful responses in the face of fear, anxiety and panic, including
equanimity rather than reactivity and wise self-regulation rather than aver-
sion. By virtue of the psychological and behavioral flexibility mindfulness
can afford in the present moment, one might be better able to consciously
choose actions that are effective in meeting one’s needs for safety, a sense of
security, and calm.

“How Are You Treating Anxiety?” Establishing Wise Relationship

Put simply, distress seems to increase as we stray further from the present
moment. As Mark Twain, a famous worrywart, once said, “There has
been much tragedy in my life; at least half of it actually happened.” The
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consequences for psychological suffering are clear when we live in the
future. Moreover, reflexively and rigidly attempting to avoid one’s inner expe-
rience of fear, anxiety, and panic not only fails to address the problem, but
actually functions to exacerbate it and prolong suffering. But, what happens
when one deliberately takes a different relationship to one’s inner life experi-
ence? A more conscious and allowing relationship? Can such an act of inten-
tion, attention, and acceptance increase one’s awareness of the mind/body
connection, including implications for self-regulation, wise action, and opti-
mal health?

When one changes their relationship to their internal experience from that
of automatic judgment, rigid thinking, and disconnection to one of accep-
tance, openness, and intentional connection, an immediate impact occurs
in the circuits and feedback loops of mind and body. Because mindfulness
represents a completely different perspective than the prevailing Western
cultural norm of narrowly focused attention, avoidance of unpleasantness,
and behavioral reactivity contingent on environmental circumstances, it has
been described as an “orthogonal rotation” in consciousness (Kabat-Zinn,
2005).

Many mindfulness teachers emphasize that practicing mindfulness is an
invitation to relate to life differently. In more practical terms, mindfulness
may be described as an intentional willingness to fully and completely engage
with one’s direct experience of living, on a moment-to-moment basis, with
whatever pleasant, unpleasant, or neutral events that arise. The central goal
of living mindfully is to open to the fullness and richness of each moment,
and not to add, subtract, or modify any part of one’s psychological or phys-
ical experience. At its core, mindfulness is intended to help one live a life
of deep meaning, value, direction, and purpose even when emotional or
physical pain is present (Kabat-Zinn, 2003). By awakening to the possibilities
available in the present moment, one often becomes empowered to choose
a wise response in the face of an upsetting internal experience or external
event, as opposed to having an upsetting experience or event dictate how
one responds.

Scientific Evidence to Support Mindfulness as a Model Self-
Regulatory Mechanism

Mindfulness enables one to establish a radically different relationship to one’s
experience of internal sensations and outer events by cultivating present-
moment awareness based on an attitude of allowance and a behavioral orien-
tation based on wise responsivity rather than automatic reactivity. As shown
in Figure 10.1, mindfulness offers an alternative response to the reactive ele-
ments of fear and anxiety in the mind and body. By purposefully engaging
higher order mental functions, including attention, awareness, and attitudes
of kindness, curiosity and compassion, mindfulness may effectively activate
control over emotional reactions via cortical inhibition of the limbic system.
Mindfulness practice, therefore, not only offers a new way of seeing, a new
way of being, in relationship to one’s interior life and external world, but
also provides a possible means for effective self-regulation of the mind/body
connection (Kabat-Zinn, 2005, 1994, 1990).
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Figure. 10.1. An automatic reaction versus a mindful response to the inner expe-
rience of fear. In the case of a fearful reaction, higher-order thinking centers in the
prefrontal cortex are taken “offline” (dashed line on left) so that one’s mind/body
experience is dictated by activation of the subcortical limbic system. Unencumbered
by conscious thought, activation of fear circuitry in the limbic system stimulates sym-
pathetic nerves that originate in the brain stem, descend through the spinal cord,
and innervate internal organs to prepare the body for vigorous defensive behavior
(e.g., “fight-or-flight”; solid lines on left). In the case of anxiety disorders, one’s per-
ception of threat may be greatly magnified or completely imagined. In this context,
mindfulness, including paying attention on purpose to one’s internal experience in
the present moment, may activate prefrontal cortex areas to come “online” (solid line
on right), which in turn, can inhibit reactive emotional circuitry, fear-related physio-
logical arousal, and automatic behavior (dashed lines on right).

Considerable data support the rationale for a model of conscious, accept-
ing attention to unfolding mind/body experiences as a skillful self-regulatory
process. A brief review of several psychological and biological pathways
through which mindful attention, awareness, and attitudes may influence
brain and body functioning follows.

First, mindfulness practice may increase one’s ability to maintain a stable
focus of attention that is intentional and chosen, as opposed to automati-
cally driven or hijacked by emotional reactivity (Jha, Krompinger, & Baime,
2007). Consequently, one may be more likely to avoid maladaptive, uncon-
scious patterns of anxiety-producing thinking, including perseveration on
upset, unpleasantness, or discomfort. Many forms of perseverative cogni-
tion, including worry, anticipatory anxiety, and rumination are associated
with increased sympathetic arousal and dysregulated (persistently activated)
cardiovascular, neuroendocrine, metabolic, neuromuscular, and immune pro-
cesses (Brosschot et al., 2006; Brosschot, Pieper, & Thayer, 2005; Thayer
& Brosschot, 2005). Notably, trait mindfulness has been associated with
lower levels of worry, rumination, thought suppression, experiential avoid-
ance, and stagnant deliberation (Baer, Smith, Hopkins, Krietemeyer, & Toney,
2006a; Feldman et al., 2007). In addition, formal training in mindfulness
meditation has produced significant reductions in the tendency to ruminate
and to problem-solve using an inflexible cognitive style (Feldman, Hayes,



180 Jeffrey Greeson, Jeffrey Brantley

& Greeson, 2006; Jain et al., 2007; Ramel, Goldin, Carmona, & McQuaid,
2004). Based on these shifts in attention, awareness, and cognitive process-
ing, one might also expect mindfulness to correlate with decreased physio-
logical arousal and somatic symptom manifestation.

A second line of scientific inquiry for the self-regulatory capacity of mind-
fulness practice involves the investigation of autonomic nervous system reg-
ulation. Preliminary evidence for such regulation was recently demonstrated
by a study in which mindful body scan meditation produced greater parasym-
pathetic activation than progressive-muscle relaxation (Ditto, Eclache, &
Goldman, 2006). In a different study, practice of a mindful body scan medita-
tion immediately prior to a standardized psychosocial stress task was asso-
ciated with normal stress-related activation of the hypothalamic-pituitary-
adrenal (HPA) axis among medical students trained in mindfulness-based
stress reduction (Greeson, Rosenzweig, Vogel, & Brainard, 2001). In addi-
tion to possible attenuating effects on stress-related physiological activation,
mindfulness and meditation may also induce a relaxation response, charac-
terized by relaxed alertness, passive disregard for internal stimuli or external
events, and low-level physiological arousal (Benson & Klipper, 1975).

A third line of scientific inquiry into the self-regulatory effects of mind-
fulness practice is the rapidly growing field of contemplative neuroscience.
This burgeoning area of investigation is beginning to reveal some of the
ways in which paying attention on purpose, cultivating inner attitudes of
acceptance and non-judgment, and setting meaningful intentions such as
to direct lovingkindness toward oneself or others can actually modify brain
activity, including perception, higher order cognition, and emotion regula-
tion (Cahn & Polich, 2006; Siegel, 2007; Wallace, 2006). One recent analysis
based on a comprehensive review of the current scientific literature spanning
neuroscience and meditation concluded that neural plasticity may indeed
enable humans, including adults, to gradually transform mindful states into
traits based on repeated exposure to experiential shifts in perspective, emo-
tional processing, and behavioral responses (Begley, 2007). A landmark clini-
cal intervention study by Davidson, Kabat-Zinn et al. (2003) demonstrated
for the first time that systematic mindfulness training in a real-world set-
ting can produce observable changes in the brain, namely greater left pre-
frontal activation, which has previously been associated with positive emo-
tion. Of particular interest, the study by Davidson, Kabat-Zinn et al. (2003)
further revealed a connection between change in the brain, and change in
the body, as greater intervention-related shifts toward left prefrontal activa-
tion corresponded with more vigorous antibody responses to influenza vac-
cination. The connection between changes in central nervous system activ-
ity and peripheral immune function is well established (Ader, 2007). Two
very recent examples of the power of the mind to change the brain include
modification of attentional subsystems following eight weeks of group-based
mindfulness meditation training (Jha et al., 2007), as well as enhanced pre-
frontal cortex regulation of affect through labeling negative emotions, a core
mindfulness skill (Creswell, Way, Eisenberger, & Lieberman, 2007).

Finally, behavioral scientific evidence suggests that mindfulness prac-
tice can positively impact health-related behaviors through its effects on
cognitive, affective, and physiological self-regulation. Specifically, mindful-
ness practice appears to increase behavioral flexibility in conditions previ-
ously associated with maladaptive rigidity, such as fear-related avoidance of
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normal everyday activities. A “third wave” of behavioral psychotherapies has
recently emerged in which mindfulness- and acceptance-based approaches
have been combined with traditional cognitive-behavioral treatment of anx-
iety and other emotionally dysregulated conditions, including depression,
chronic pain, eating disorders, and borderline personality disorder (Baer, Fis-
cher, & Huss, 2006b; Hayes, 2005; Lau & McMain, 2005). These new inte-
grated psychotherapies include mindfulness-based cognitive therapy (MBCT)
for active depression and anxiety as well as the prevention of depressive
relapse (Finucane & Mercer, 2006; Segal et al., 2002); acceptance and com-
mitment therapy (ACT) for anxiety disorders and chronic pain (Eifert &
Forsyth, 2005; Dahl, Wilson, Luciano, & Hayes, 2005); dialectical behav-
ior therapy (DBT) for borderline personality disorder (Linehan, 1993); and
mindfulness-based eating awareness training (MB-EAT) for binge eating dis-
order (Kristeller, Baer, & Quillian-Wolever, 2006). The primary objective of
integrating mindfulness meditation with traditional CBT is to increase treat-
ment efficacy by exploring the relationship between acceptance of one’s
present moment experience as a catalyst of desired behavior change, includ-
ing modification of self-destructive ways of thinking, feeling, and acting (Lau
& McMain, 2005).

There is a burgeoning literature to support the integration of mindfulness-
and acceptance-based strategies with traditional change-based strategies in
the treatment of anxiety disorders in particular. This area of clinical inves-
tigation has recently been reviewed in special journal issues, professional
handbooks, and practitioner’s treatment guides (for detailed reviews see
Borkovec, 2002; Craske & Hazlett-Stevens, 2002; Eifert & Forsyth, 2005; Ger-
mer, 2005; Orsillo & Roemer, 2005; Roemer, Salters-Pedneault, & Orsillo,
2006; Roemer & Orsillo, 2002; Wells, 2002). In addition, several literature
reviews have concluded that mindfulness-based stress reduction programs in
both controlled research and real-world community settings have produced
clinically significant reductions in anxiety, mood disturbance, and stress-
related physical symptoms (Baer, 2003; Brantley, 2005; Grossman, Niemann,
Schmidt, & Walach, 2004; Lazar, 2005; Shigaki, Glass, & Schopp, 2006; Smith,
Richardson, Hoffman, & Pilkington, 2005).

Whereas a number of different mindfulness-based clinical interventions
have demonstrated effectiveness in ameliorating maladaptive cognition, neg-
ative affect, and somatic symptoms, one should note that the core intention
of mindfulness practice centers around personal growth, transformation, and
the pursuit of what is possible, meaningful, and truly valued in life despite
any particular diagnosis, limitation, or pathology (Shapiro, Schwartz, & San-
terre, 2002). By virtue of progressively awakening to one’s senses, core val-
ues, intended life direction, and even spiritual purpose, mindfulness practice
may be effectively coupled with other positively oriented behavior-change
interventions like hypnosis to further increase contact with what is affirm-
ing, comforting, and fulfilling (Lynn, Das, Hallquist, & Williams, 2006).

Illustrative Case Report

Background: “John” is 25-year-old, single, Caucasian male graduate student
with an 18-month history of treatment refractory hypertension, non-cardiac
chest pain, and irregular heartbeat. He was referred for psychotherapeutic
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management of anxiety and recurrent panic attacks. Extensive biomedical
workup prior to psychotherapy revealed no known medical cause for his
physical or psychological symptoms, which were consistent with a diagno-
sis of panic disorder. Hypertension was reportedly non-responsive to com-
bination treatment with a beta-blocker (Toprol XL) and diuretic (hydrox-
ychlorothiazide; average blood pressure reading before and after medica-
tion = 145/95). The client reported that healing touch, breathwork with
heartrate variability (HRV) biofeedback, and yoga instruction had been
“somewhat beneficial” in reducing physical symptoms and anxiety, but
not blood pressure. Several months of individual counseling for the treat-
ment of anxiety and panic was reportedly “not helpful.” Current self-care
activities included yoga 5 days per week, running 1 day per week, avoid-
ing foods with processed sugar and added sodium, eating more fruits and
vegetables, and nightly deep breathing with sound therapy. The client
denied illicit substance use and reported minimal alcohol use (1 drink per
month). Family psychiatric history was significant for anxiety in mother and
father.

Intervention: Nine individual therapy sessions, which included a combi-
nation of formal mindfulness training, anxiety-specific cognitive-behavioral
skills training, and supportive psychotherapy to aid the client in clarifying
his vision of optimal health, wholeness, and life direction. Treatment goals
included the following: (1) ability to tolerate distressing physical symptoms
without panic, (2) reduction in muscle tension, including chest pain, and (3)
reduction in blood pressure. Each session emphasized formal mindfulness
meditation practice (i.e., awareness of breath; body scan; mindfulness of
thoughts, feelings, physical sensations, and sounds), cognitive-behavioral
strategies to reduce anxiety and related physiological symptoms (e.g., cog-
nitive restructuring, exposure therapy with response prevention), and self-
help readings to reinforce learning and to provide structured mindfulness-
based exercises (e.g., the book Calming Your Anxious Mind). In-session
meditation practices were recorded for home use. During the course of treat-
ment, “John” stated that he experienced a shift in his relationship to worri-
some thoughts, noting that “[his] feelings are temporary.” In addition, “John”
stated that he was “not focusing on what could happen, but focusing on
what is happening.” The client further described a shift in his relationship to
“strange pains” and other unpleasant physical sensations, noting that “[his]
experience of chest tightness dissipated with allowance.” Notably, “John”
did not experience a panic attack during his 9 weeks of therapy, which he
attributed to the shifts in perspective he experienced. Midway through ther-
apy, he described feeling “a bit nervous, but okay” in situations that he typi-
cally feared and avoided, such as flying and being outdoors in remote areas.
By the end of treatment, “John” had experienced a significant reduction in
self-reported levels of anxiety and muscle tension, as well as a decrease in
blood pressure readings following his regular yoga, breathwork, and mind-
fulness exercises. He insightfully reported discovering how to “be in control
by letting go.” Moreover, “John” was no longer avoiding formerly feared social
situations. He reported actively engaging with co-workers, community mem-
bers, and spiritual guides. And at the final session he enthusiastically shared
that he had become engaged to his long-time girlfriend, because “[he] was
no longer afraid.” Taken together, the multimodal intervention approach with
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mindfulness as a core self-regulatory skill resulted in marked improvements
the client’s quality of life, including mental, physical, and social functioning.

Illustrative Mindfulness Practice: “Awareness of Breath”

Paying attention on purpose to your breath sensations is an effective way
to reconnect with your inner experience as it is unfolding moment to
moment.

(1) Notice and follow the full duration of an in breath. . .an out breath. . .and
the spaces between them. . ..

(2) Noticing the physical sensations of the breath with a sense of curios-
ity and kind attention. . .allowing the sensations to unfold moment to
moment. . .breath by breath. . .observing as best you can. . ..

(3) Noticing whether your attention is on the breath in this moment. . .and
if it is not, where did the mind go. . .perhaps it began thinking, telling
some sort of story about your experience, or analyzing. . .just noticing
these thoughts or judgments as mere events in the field of your own
spacious awareness. . ..

(4) Noticing the transient nature of these mental events as you continue
to surf the rising and falling waves of the in breath and the out
breath. . .consciously choosing to acknowledge and let go of thoughts,
feelings, body sensations, or impulses with the next exhale. . ..

(5) Gently escorting your attention back to your focus on the present
moment. . .using the sensations of the breath as your anchor for
mindfulness. . .dropping back into your direct experience of what is here
in the present moment whenever you choose. . ..

(6) And whenever you are ready, reorienting to the room. . .noticing
where your body makes contact with the furniture. . .perhaps stretching
gently. . .and gradually opening your eyes.

Future Directions

A growing body of scientific literature demonstrates that mindfulness- and
acceptance-based treatment approaches to anxiety work, in part by creat-
ing a fundamental shift in perspective toward one’s inner life. Much work,
however, remains to be done across conceptual, definitional, and research
fronts applied to mindfulness-based interventions for fear and anxiety. In
addition, there is theoretical and empirical support for the concept that pay-
ing attention on purpose to the inner experience of fear and anxiety with
a sense of openness, curiosity, and acceptance can actually change one’s
experience by directly modifying habitual circuits and mind/body feedback
loops in the brain. Additional research is needed to examine more deeply
the aspects of consciousness, including awareness, attention and intention,
which may be used to effectively self-regulate mind-brain-body-behavior sys-
tems implicated in anxiety and anxiety disorders. Questions that await fur-
ther inquiry include: Who benefits most (and least) from mindfulness training
in the context of clinical anxiety? How can mindfulness training be integrated
most effectively with existing evidence-based treatment approaches, includ-
ing CBT and/or medication? And finally, what is the role that institutions and



184 Jeffrey Greeson, Jeffrey Brantley

communities may play in facilitating the development of greater mindfulness,
individually, and collectively?

Conclusion

Human beings have the capacity for accurate, present-moment awareness
of the flow of their inner life. Mindfulness is a name for this accepting and
accurate awareness. Mindfulness arises from paying attention on purpose.
Practicing mindfulness appears to complement and enhance established
psychotherapeutic approaches to the treatment of anxiety and underlying
mind/body dysregulation. Taken together, mindfulness practice appears to
offer a healthy and effective means of relating to one’s inner experience of
fear and anxiety, in part through cultivating the ability to pay attention on
purpose with an open, curious, and accepting attitude toward oneself and
one’s outer world. This “wise relationship” offered by mindfulness practice
may help ease the suffering of excessive fear, anxiety or panic by encour-
aging an individual to “reperceive” the transient conditions of internal dis-
comfort by maintaining equanimity as one’s experience unfolds, moment by
moment. Using the higher-order skill of “metacognitive awareness,” one may
more easily perceive unpleasant internal stimuli or external events simply
as they are, without creating a story about one’s present-moment experi-
ence that can fuel perseverative thinking, upsetting feelings, disconcerting
physiological arousal, and reactive behavior in an attempt to avoid distress.
With practice, as automatic reactions are deliberately acknowledged and let
go and consciously chosen behavioral responses are selected, one begins to
realize increasing wisdom, psychological freedom, and behavioral flexibility.
These characteristics afforded by mindfulness practice define healthy, adap-
tive mental functioning, which includes acknowledging fear and anxiety, but
does not allow fear to control or distort one’s life.
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11
Mindfulness

and Obsessive-Compulsive
Disorder: Developing a Way

to Trust and Validate One’s
Internal Experience

Fabrizio Didonna

Not through actions, not through words
do we become free from mental contaminations,
but seeing and acknowledging them over and over

– Anguttara Nikaya, 557–477 B.C.

Introduction

Obsessive-compulsive disorder (OCD) is a chronic and often severe
psychiatric disease. It is characterized by recurrent, intrusive and distressing
thoughts, images, or impulses (obsessions) and/or repetitive mental or overt
acts (compulsions or neutralizing behaviors) performed to reduce or remove
distress and anxiety caused by these obsessive thoughts and to prevent any
perceived harmful consequences (American Psychiatric Association, 2000).
This disorder has a lifetime prevalence of approximately 2–3 percent world-
wide (Weissman et al., 1994) and often begins in adolescence or early adult-
hood, usually with a gradual onset (American Psychiatric Association, 2000).
OCD is the fourth most common psychiatric disorder, following phobias, sub-
stance use disorders, and depression (Germer, Siegel & Fulton, 2005; Robins
et al., 1984; Rasmussen & Eisen, 1992), and the tenth leading cause of dis-
ability in the world (World Health Organization, 1996). It is associated with
high health care costs (Simon, Ormel, VonKorff, & Barlow, 1995) and leads
to significant impairment in quality of life.

OCD is also sometimes considered a thought disorder. This is why in OCD
intrusive cognitions and obsessions are often, although not always, both the
core feature and the trigger of the syndrome. However, OCD is not only a
thought disorder. If the clinical features and phenomenology of this psycho-
logical condition are more carefully observed, it becomes clear that many
OCD patients have a dysfunctional relationship with their entire private
experience: sensory perceptions, emotional states, feelings and thoughts.
Furthermore, we know that some people with obsessive problems (in
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particular chronic ones) may have no awareness of any cognitions during
compulsive actions so that their rituals have became over time automatic
behaviors with no need for conscious thought.

Cognitive-behavioral therapy (CBT) has long been recognized as an effec-
tive treatment for OCD, both in children and adults. In particular, exposure
and response prevention (ERP) is the most widely supported psychological
treatment for OCD; indeed, about 75% of patients treated with this method
improve significantly and stay so at follow-up (Menzies & De Silva, 2003).
Pharmacotherapy is also an effective treatment for this disorder, in particular
serotonergic antidepressants, with a 40–60% response rate.

In spite of these effective interventions, a substantial number of patients
who suffer from OCD do not respond well to the standard protocols of CBT
and serotonergic medication and in the longer term, pharmacotherapy is
associated with a high relapse rate on full discontinuation (80–90%; Pato,
Zohar-Kadouch & Zohar, 1998). Furthermore, ERP can be associated with a
significant dropout rate (25%) because of the highly anxiety-inducing nature
of the treatment, and it is not very effective with individuals with obsession
without overt compulsions (pure obsessive) and in patients with overvalued
ideas (Kyrios, 2003). In addition to being refractory to current treatments,
OCD patients very often share comorbidity with a range of DSM Axis I and
II disorders that contribute to a compromised quality of life. This make ther-
apies difficult to apply or reduces their effectiveness. OCD also has such a
diverse, idiosyncratic clinical presentation that is not possible to consider
the disorder as a single homogeneous diagnostic entity. In fact, different sub-
types of the disorder have been identified that may differ in the psychological
processes and fear structure that maintain the obsessive symptoms (Clark,
2004).

By definition, mindfulness (see Chapters 1 and 2) is a state which may be
conceptualized, in some ways, as the antithesis of many obsessive mecha-
nisms and phenomena and, in this sense, obsessive syndrome can be defined
as a state of mindlessness.

This leads clinicians to wonder how and if it is possible to integrate the
current treatments for OCD with “third wave approaches” (mindfulness- and
acceptance-based interventions) in order to deal with these challenges, with
the heterogeneity of the disorder, and to improve the effectiveness and appli-
cation of already established treatment programs.

The aims of this chapter are to analyze the particular features of the rela-
tionship OCD patients have with their inner states (thoughts, emotions and
sensory perception), using a mindfulness-based perspective, and to under-
stand how this relationship might play an important role in activating and
maintaining the obsessive problem. Furthermore, the author hypothesizes
how mindfulness-based interventions may intervene to change and improve
the relation of these patients with their private experience and consequently
help them to deal with their specific mindfulness deficits (attention deficits,
thought-action fusion, non-accepting attitude, self-invalidation of perception,
interpretation bias for private experience, etc.), which invariably lead to the
obsessive phenomenology. Preliminary research data and clinical observa-
tion suggest that mindfulness-based training and/or mindfulness techniques
may be a helpful and effective intervention for individuals with OCD, in par-
ticular if integrated with other empirically supported treatments. Integrating
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more traditional treatments with mindfulness-based interventions may offer a
more holistic approach for obsessive individuals – that is, one that deals with
more than just the primary symptoms of the disorder and treats the “whole”
person. This in turn might be of greater benefit because OCD affects so many
areas and functions of a patient’s life and experience, and because obsessive
symptoms are quite possibly only the most evident manifestation of a more
general dysfunction.

Why Can Mindfulness Be Effective for OCD? Rationale
for the Use of Mindfulness for Obsessive Problems

It is better to fret in doubt than to rest in error
Alessandro Manzoni (1785–1873), Italian novelist, poet, dramatist

A mindfulness-based approach to anxiety disorders and OCD is based
on changing the way in which individuals relate to their own private
experience. Within the framework of a cognitive-behavioral approach, var-
ious authors have made hypotheses which are consistent in some points
with such a perspective. Salkovskis (1996) pointed out that the aim of
CBT is not to persuade people that their present manner of interpret-
ing situations is wrong, irrational or excessively negative; the objective is
rather to allow them to identify where they are trapped or stuck in their
way of thinking and to let them discover other ways of looking at their
situation.

A cognitive-behavioral technique, called the tape-loop technique
(Salkovskis, 1983), developed for individuals with pure obsessions (without
overt rituals), consists in helping patients to provoke, listening repeatedly to
and staying in touch with their obsessive thoughts (recorded with a tape-loop
recorder). The aim is to simply observe them without reacting to them with
overt or covert rituals, considering them just as thoughts, refraining from any
evaluation, interpretation, or neutralization. This technique may be consid-
ered a powerful mindfulness exercise in which patients learn to see thoughts
as just thoughts.

Other authors have highlighted the fact that most forms of psychopathol-
ogy are characterized by an intolerance toward aspects of inner experience
and also by consequent modes of avoidance aimed at removing oneself from
such an experience. The most effective forms of psychotherapy tend to
reduce experiential avoidance, helping patients to accept exposure to var-
ious aspects of their inner states which they fear, both in a behavioral man-
ner and by offering encouragement to remain in contact with the painful or
frightening thoughts and emotions which emerge during the course of treat-
ment (Hayes, Wilson, Gifford, Follette, & Strosahl, 1996). As is described
in other chapters of this book, experiential avoidance has been concep-
tualized as “the phenomenon that occurs when a person is unwilling to
remain in contact with particular private experiences (e.g., bodily sensa-
tions, emotions, thoughts, memories, images) and takes steps to alter the
form or frequency of these experiences or the contexts that occasion them”
(Hayes et al., 1996). As is the case for other anxiety disorders, experiential
avoidance is a central problem for OCD, taking the form of a number of
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strategies such as safety seeking behavior, rituals, seeking reassurance, and
so forth. The practice of mindfulness encourages patients to suspend the
“struggle” they engage in with their thoughts and emotions and renounce
the ineffective experiential avoidance strategies with which, up until that
time, they have defended themselves against the content of their experience.
Furthermore, the clinical relevance of mindfulness in the treatment of vari-
ous forms of pathology, and for OCD too, may stem from its intervening
at a “radical” and hierarchically superordinate level in the process of acti-
vation and maintenance of the disorder. If we take into consideration the
problem-formulation models of the cognitive theories, we see that mindful-
ness can intervene at the point of transition between activating factors and
an individual’s metacognitive processes (cf. Figure 11.3). Thus, the mindful
state can be considered a pre-metacognitive attitude or mode that prevents
patients from falling into the specific evaluations, judgments, and biases that
maintain and/or overactivate the psychopathological problems. More specif-
ically, the practice of mindfulness allows patients to acquire and develop
the capacity to consciously recognize and accept undesired thoughts and
emotions as an alternative to the activation of habitual, automatic and pre-
programmed modes that tend to perpetuate difficulties. Moreover, it teaches
patients how to “observe” their experience without entering into the mode
of meta-evaluation.

The fact that disturbing cognitions in OCD are generally accompanied by
insight (i.e., the recognition that one’s symptoms are excessive and inap-
propriate) renders the disorder particularly amenable to mindfulness-based
methods. In fact, the symptoms themselves can be easily made natural sub-
jects of observation on the part of the patient, who is induced to view them
with greater clarity and awareness (mindfulness) and initiate a process of
decentering and disidentification from inner states.

OCD Phenomenology and Mindfulness Dimensions

There are two ways to slide easily through life:
To believe everything or to doubt everything.
Both ways save us from thinking.

Alfred Korzybski (1879–1950)

The core features and the source of distress of OCD are recurrent cog-
nitive intrusions (obsessions) that create an awareness of alarm or threat
(e.g., “Have I accidentally run over someone with my car? Did I lock the
door?”). Individuals with OCD typically engage in some safety seeking behav-
iors (avoidance or escape response) in reaction to the obsessive threat.
Obsessive thoughts normally take the form of either a perceived threat of
physical damage to oneself or others or, in some cases, more of a moral or
spiritual threat to oneself, others, or a divinity.

Considering the enormous heterogeneity and phenomenological differ-
ences that can be found in individuals suffering from OCD, clinical obser-
vation and several studies on information processing (Amir & Kozak, 2002)
and obsessive belief domains (OCCWG, 1997) suggest that OCD patients may
have a general problem of mistrust and lack of confidence in their private
experience that leads them to continuously do something in order to pre-
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vent the feared outcomes. This particular way of relating to internal states
might also be conceptualized, using a mindfulness-based perspective, as a
deficit of mindfulness.

In a recent exploratory study (Didonna & Bosio, manuscript in prepara-
tion) with a sample of 21 OCD patients (mean total severity score at the
Yale-Brown Obsessive-Compulsive Scale was 22 – moderate symptoms), the
authors investigated the relationships between obsessive-compulsive phe-
nomenology and mindfulness components and skills, using several clinical
scales and a multifactorial mindfulness scale called the Five-Facets Mindful-
ness Questionnaire (FFMQ, see Baer et al., Chapter 9 of this volume; Baer,
Smith, Hopkins, Krietemeyer, & Toney, 2006). The FFMQ measures a trait-
like general tendency to be mindful in daily life, which is defined through five
factors: observing, describing, acting with awareness, nonjudging of inner
experience, and nonreactivity to inner experience. Preliminary data show
that OCD patients scored significantly lower (p < 0, 001) than the control
group, a non-clinical sample, in three of the five factors plus the total score.
These three dimensions found in OCD sample were acting with awareness,
nonreactivity to inner experience, and nonjudging of inner experience.
Acting with awareness includes attending to the activities of the moment. It
contrasts with automatic pilot, behaving mechanically without awareness of
one’s actions (cf. rituals and neutralizations in OCD). Nonreactivity to inner
experience is the tendency to allow thoughts and feelings to come and go,
without getting carried away by them or caught up in them (cf. ruminations
and neutralizations in OCD). Nonjudging of inner experience refers to tak-
ing a non-evaluative stance toward private experience (cf. cognitive biases
and belief domains and assumptions in OCD). Furthermore, with respect to
this latter factor, a negative correlation between Y-BOCS scores and Nonjudg-
ing sub-scale scores was found: the more the obsessive symptoms increase,
the greater the tendency to judge the inner experience becomes. Further
investigation is needed to confirm these relationships, but this data suggests
that OCD may be associated with deficits in mindfulness skills which are
clearly connected with some clinical features of OCD.

In what follows, the relationships and effects of mindfulness training and
practice with respect to some typical OCD phenomenological features will
be analyzed.

Rumination and Mindfulness

To believe with certainty we must begin with doubting
– Stanislaw Leszczynski (1677–1766)

As has been observed by several authors (De Silva, 2000; Salkovskis,
Richards, & Forrester, 2000b), the term obsessional rumination has been
used in the literature indiscriminately to describe both obsessions and mental
neutralizing. Interestingly, however, with respect to the contents and scope
of this chapter and book, the meaning of the word “rumination” given by
the Oxford English Dictionary (1989) is paradoxically meditation. Since
“to ruminate” is defined as “to revolve, to turn over and over again in the
mind,” it is not a passive experience, and for this reason obsession cannot
be a rumination (de Silva, 2003). Following the definition of de Silva (2003)
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“an obsessional rumination is (more likely) a compulsive cognitive activity
that is carried out in response to an obsessional thought. The content of the
intruding thought determines the question or the theme that the person will
ruminate about.” Some examples of rumination are “Am I a homosexual?,”
“Will I go to hell?,” and “Am I going mad?”

Mindfulness training may affect processes common to many disorders
(Teasdale, Segal, & Williams, 2003). Rumination is a mental behavior that
characterizes several mental diseases, among them Generalized Anxiety Dis-
order, Social Anxiety Disorder, Depression, and OCD. Although the contents
and behavioral and emotional consequences of rumination may be quite dif-
ferent depending on the disorder, the starting point or the trigger of the pro-
cess and the clinical mechanisms of it are similar. There is a lot of agreement
that rumination is a normal and adaptive process at least to some degree (in
creativity, problem-solving, as a response to stress, etc.), but if this cognitive
process fails to reach a natural closure, it can be maladaptive (Field, St-Leger
& Davey, 2000). Rumination in both normal and clinical samples is used as a
problem-solving strategy in order to decrease the discrepancy between actual
state and desired state – the “doing mode” (Segal, Williams, Teasdale, 2002).
For obsessive individuals, rumination is an attempt to pass from a feeling of
discomfort or anxiety to calmness, or from an inflated sense of responsibil-
ity to feeling free from it. Since this strategy is related to self-states, in OCD
patients, as is the case for other disorders, it is disastrously counterproduc-
tive because it maintains the undesired state (see Figure 11.3).

Several factors have been associated with iterative thinking and rumina-
tion, among them: mood (low mood influences cognitive perseveration;
Schwarz & Bless, 1991); perfectionism (Bouchard, Rhéaume & Ladouceur,
1999) and inflated responsibility (Rhéaume, Ladouceur, Freeston & Letarte,
1994; Wells & Papageorgiu, 1998). In general, what above indicates that rumi-
nation is a reactive metacognitive process. Mindfulness-based interventions
are a form of mental training aimed at reducing cognitive vulnerability to
reactive modes of mind (e.g., rumination), which can intensify an individ-
ual’s level of stress and emotional malaise or which can perpetuate the disor-
der (maintenance factors) (Segal et al., 2002). Mindfulness training (such as
MBCT or MBSR) is an anti-ruminative intervention because it trains patients
to shift from a “doing mode” (motivated to reduce discrepancies between
actual and desired states) to a “being mode” (characterized by direct, imme-
diate, intimate experience of the present, non-goal oriented, accepting and
allowing what is) (Segal et al., 2002). In a mindful state, patients learn to
have a direct experience of inner states by directly living the thoughts, emo-
tions and sensations, rather than thinking about the experience. The anti-
ruminative effect of mindfulness has been well described by Jon Kabat-Zinn
(1990) in his illustration of the effects of his MBSR programme, which is also
a definition of the cognitive process of decentering:

It is remarkable how liberating it feels to be able to see that your thoughts
are just thoughts and they are not “you” or “reality. . .” For instance, if you
have the thought that you have to get a certain number of things done today
and you don’t recognize it as a thought but act as if it’s “the truth,” then you
have created a reality in that moment in which you really believe that those
things must all be done today .. . . On the other hand, when such a thought
comes up, if you are able to step back from it and see it clearly, then you will
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be able to prioritize things and make sensible decisions about what really
does need doing. You will know when to call it quits during the day. So the
simple act of recognizing your thoughts as thoughts can free you from the
distorted reality they often create and allow for more clear sightedness and a
greater sense of manageability in your life. (pp. 69–70).

Mindfulness practice is training that can help prevent ruminative processes
because it uses intentional control of attention to establish a type of alter-
native information processing or cognitive mode that is incompatible with
the factors that maintain the disorder (see Figure 11.3). During mindfulness
practice patients are invited to intentionally maintain awareness of a partic-
ular object of attention, such as the physical sensations in the body while
breathing, moment by moment (Teasdale, 1999). Whenever the mind wan-
ders (and this is a normal condition) to thoughts, emotions, sounds or other
physical sensations, the contents of awareness are noted. One then raises the
intention to gently, but firmly bring awareness back to the original focus of
attention. This focus, which is normally an internal experience that is always
available, such as breathing, can be a clear and firm “anchor” for patients
that brings their awareness back to the present moment limiting the extent to
which they become lost in the reality created by the thought streams they are
so often immersed in (rumination) (Teasdale, 1999). This process is repeated
continuously on a regular basis through several moments of daily practice of
mindfulness. This practice provides repeated experiences in which the abil-
ity to relate to thoughts as passing and impermanent events in the mind is
facilitated by choosing a non-cognitive (frequently bodily) primary focus of
attention, against which the experience of thoughts can be registered as sim-
ply another event in awareness rather than as the primary “stuff” of the mind
or the self (Teasdale, 1999), which is a common mode of processing for OCD
sufferers. As patients observe the content of thoughts as they arise and then
to let go of them and return to the original focus of attention, they learn to
develop a decentered and detached perspective with respect to every kind
of cognitions. Several studies (Jain et al., 2007; Kocovski, Fleming, & Rec-
tor, 2007) carried out with non-clinical and clinical samples (social anxiety,
depression) have showed that mindfulness- and acceptance-based interven-
tions lead to decreases in rumination and that these decreases in rumination
account for reductions in depressive and anxious symptoms (see also Chap-
ter 5 of this volume for more details).

To conclude, mindfulness training may be an effective intervention to pre-
vent or neutralize the tendencies to ruminate that obsessive individuals have,
allowing them to learn to stay in touch with their intrusive (normal) thoughts
without reacting to them in dysfunctional and counterproductive ways.

Inflated Responsibility and Mindfulness

Move, but don’t move the way fear moves you.
Rumi

In the last few decades, many authors (Salkovskis, 1985; Salkovskis,
Shafran, Rachman & Freeston, 1999; Rachman & Shafran, 1998, Obsessive
Compulsive Cognitions Working Group-OCCWG, 1997) have highlighted the
problem of an inflated sense of responsibility in OCD patients. Salkovskis
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(1985) considers an exaggerated sense of responsibility to be a cardinal fea-
ture of the disorder. It is particularly common among patients whose main
problem is checking and it tends to generate intense guilt. Inflated responsi-
bility is defined by OCCWG (1997) as the “belief that one is especially pow-
erful in producing and preventing personally important negative outcomes.
These outcomes are perceived as essential to prevent. They may be actual
problems, or perceived moral dilemmas. Such beliefs may pertain to respon-
sibility for doing something to prevent or undo harm, and responsibility for
errors of omission and commission.” An example of this kind of belief is: “If
I don’t act when I foresee danger, I am to blame for any bad consequences.”

OCD patients tend to misinterpret the meaning of responsibility, because
for them, this concept can only suggest “duty” or “rules.” They then mind-
lessly impose these rules upon themselves, most likely because they have
been told that this is the “right” and “proper” way to live or because some
particular experiences (in certain cases even traumatic ones) gave them
an inflated sense of responsibility. However, authentic responsibility means
being aware of the impact of our actions and being willing to feel how our
behavior really affects ourselves and others. Responsibility means “response-
ability” – the ability to be present in each moment and respond appro-
priately to each event we are confronted with (Trobe, T. & Trobe, G. D.,
2005); this is, in fact, a definition of mindfulness. When people are account-
able in this way, they are able to more deeply respect and trust themselves
(mindful self-validation). This is because in a mindful state (paying atten-
tion to the present moment without judgement), patients are more able
to clearly understand their own real involvement in the problematic situa-
tion. Therefore, mindfulness-based therapy may intervene in order to give
patients a more functional and realistic meaning of the sense of respon-
sibility, which is so seriously distorted in people suffering from obsessive
problems.

Attentional Bias and Mindfulness

There is good evidence that OCD patients show disorder-specific attentional
bias for threat (Lavey, van Oppen, & van den Hout, 1994; Foa, Ilai, McCarthy,
Shoyer, & Murdock, 1993). This problem seems to involve both a general
inability to inhibit processing of irrelevant information as well as distrac-
tion by threat relevant cues (Amir & Kozak, 2002). These individuals may
be paying particular attention to threatening information relevant to their
current concerns. Furthermore, because of their attentional biases, OCD
patients are not able to attend to information that would disconfirm their
fears (Didonna, 2003). OCD sufferers also show both deficits in orienting
attention (how attention is placed) and conflict attention (the process of
inhibiting an automatic response to attend to a less automatic response; Fan,
McCandliss, Sommer, Raz, & Posner, 2002). These biases in information pro-
cessing might be also conceptualized as mindfulness deficits. In fact, by def-
inition, mindfulness is a state of mind in which individuals pay attention in a
particular way: to the present moment, on purpose and without judgement
(Kabat-Zinn, 1994). This definition can easily allow us to understand how
mindfulness training and practice may intervene to change the way in which
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OCD patients pay attention to their internal and external experience because
mindfulness is a practice in which individuals learn and train themselves to
direct attention in a wholesome, productive and efficient manner.

A group of leading authors (Bishop et al., 2004) in the field of mindful-
ness highlighted that the first component of mindfulness involves the self-
regulation of attention so that it is focuses on the immediate experience,
thereby allowing for increased recognition of mental events in the present
moment. Mindfulness begins by bringing awareness to current experience –
observing and attending to the ongoing stream of thoughts, feelings, and sen-
sations from moment to moment – by regulating the focus of attention. This
leads to a feeling of being very alert to what is occurring in the here-and-
now (Bishop et al., 2004). It is hypothesized that self-regulation of attention
involves two specific skills and components: sustained attention and skills
in switching. Skills in sustained attention refer to the ability to maintain a
state of vigilance over prolonged periods of time (Parasuraman, 1998; Pos-
ner & Rothbart, 1992) as is required to maintain an awareness of current
experience. Skills in switching allow the patient to bring attention back
to a mindful focus (e.g., the breath) once an internal experience has been
acknowledged. Switching involves flexibility of attention so that one can shift
the focus from one object to another (Posner, 1980). Patients with OCD lack
both these abilities, and in fact, have a selective attention to threatening stim-
uli. But they are not really aware of the current experience and are unable to
switch attention to another focus.

The self-regulation of attention also creates a non-elaborative awareness of
private experience as it arises. Rather than getting caught up in ruminative,
elaborative thought streams about one’s experience and its origins, implica-
tions, and associations, mindfulness involves a direct experience of events in
the mind and body (Teasdale, Segal, Williams, & Mark, 1995). This could be
considered the opposite of what OCD patients normally do.

Clinical observation suggests that normally checking compulsions are
mindless behaviors in which attention is paid to the checking actions rather
than to the real perceptions and outcomes derived from the rituals or to what
the individual learns through the behavior. Therefore, OCD sufferers are not
able to bring mindful attention to their inner experience and then to the
rituals, which are aimed at changing or avoiding that experience. The devel-
opment of mindfulness can be associated with improvements in sustained
attention and switching, which can be objectively measured using standard
vigilance tests (e.g., Klee & Garfinkel, 1983) and tasks that require the sub-
ject to shift mind-set (Rogers & Monsell, 1995).

Recent studies (Zylowska, Ackerman, Yang, et al., 2008; Jha, Krompinger
& Baime, 2007) which investigated the effects of a mindfulness medita-
tion approach for Attention Deficit Hyperactivity Disorder (ADHD) and
also for non-clinical samples showed that this kind of training can lead
to significant cognitive changes, in particular those related to a reduc-
tion in various measures of attentional processes including alerting, ori-
enting, conflict attention and attentional set-shifting (see Chapter 17 of
this volume). These early findings suggest that mindfulness training might
be effective to improve attentional deficits in OCD too, in which these
biases may be relevant activating and maintenance factors for obsessive
symptoms.
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Thought-Action Fusion, Level of Insight and Mindfulness

Thought-action fusion is a cognitive bias, often found in OCD, in which a
fusion or confusion between thought and action arises (Rachman, 1993). It
may take two forms: (1) probability bias, in which the individual believes that
having an unwanted thought concerning harm increases the risk of actual
harm occurring to someone, and (2) morality bias, in which the person
believes that having the unwanted intrusive thought is morally equivalent
to carrying out the repugnant act (Rachman & Shafran, 1998). In this mental
process, individuals tend to create a sort of identification with an aspect of
their own private experience. In some way they say: “This thought is me,”
or “I am this thought,” or “This thought is something real,” creating a sort of
reification of cognitive experience.

In mindfulness practice the thinking mind is considered similar to one of
the five senses that registers (but does not cause) visual, auditory, and other
incoming stimuli. Negative thoughts are similarly registered and noticed as
transient “thought stimuli” that occur in the mind. As such, negative thoughts
are not overpersonalized and do not serve as dictators of subsequent feelings
and activities (e.g., rituals, neutralizations). Cognitions are accepted as the
natural and normal behavior of the mind, but not as inherently defining the
self (Marlatt & Kristeller, 1999; Epstein, 1996).

The mindfulness practice of self monitoring thoughts and other men-
tal events trains individuals to become less identified with their own pri-
vate experience (“thoughts without a thinker” – see Epstein, 1996), no
matter how upsetting or entertaining they may be. Through meditation,
individuals can learn to develop a sense of equanimity or balance without
being absorbed into their own mental processes. This process has been
called “mental disidentification” (Marlatt & Kristeller, 1999). As Goleman
(1988) suggests, “The first realization in meditation is that the phenomena
contemplated are distinct from the mind contemplating them.” When indi-
viduals enter into this process of disidentification from mental states, they
begin to see that these thoughts and feelings are not them. They happen acci-
dentally and are neither an organic part of the patients nor are they obliged
to follow them (Snelling, 1991. p. 55).

It has been ascertained that mindfulness training leads to a significant shift
in perspective (Shapiro, Carlson, Astin, & Freedman, 2006; see also the Chap-
ter 5 of this volume) and several concepts have been coined over the past
few years to define these metacognitive processes in which patients learn
to become a non-attaching and non-reacting observer and witness of their
own inner states: decentering (Safran & Segal, 1990), deautomatization
(Deikman, 1982; Safran & Segal, 1990), reperceiving (Shapiro et al., 2006)
and detachment (Bohart, 1983). Safran and Segal (1990) define decentering
(also called distancing) as the ability to “step outside of one’s immediate
experience, thereby changing the very nature of that experience” (p. 117).
Decentering is also defined as the ability to observe one’s thoughts and feel-
ings as temporary events in the mind rather than reflections of the self that
are necessarily true (see also Baer et al., Chapter 9 of this volume; Fresco
et al., 2007). Decentering involves awareness of experiences without iden-
tifying with them or being carried away by them, and includes taking a
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present-focused, non-judgemental stance toward thoughts and feelings,
accepting them as they are (Fresco, Segal, Buis, & Kennedy, 2007). As
Segal et al. (2002) have suggested, mindfulness-based interventions, such
as Mindfulness-Based Cognitive Therapy, may lead to clinical change not so
much through the alteration of thought content, as through “decentering,”
by which individuals learn to switch from a perspective that thoughts rep-
resent reality to a perspective in which their thoughts are viewed as only
an internal event. Deikman describes deautomatization as “an undoing of
the automatic processes that control perception and cognition” (p. 137).
Reperceiving (Shapiro et al., 2006) is conceptualized as a metamechanism
in which individuals are able to disidentify from the contents of conscious-
ness (thoughts, emotions, and body sensations) as they arise, and simply be
with them instead of being defined (i.e., controlled, conditioned, or deter-
mined) by them. Through reperceiving patients realize: “this pain is not me,”
“this depression is not me,” “these thoughts are not me,” as a result of being
able to observe them from a meta-perspective (Shapiro et al., 2006). Another
related cognitive process, in which the focus is on changing individual’s rela-
tionship to thought rather than attempting to alter the content of thought
itself, is the concept of cognitive defusion (Hayes, Strosahl, and Wilson’s,
1999). The authors noted that the ability to pay attention to private experi-
ence and becoming a detached observer of it is often associated with a shift
in the self-sense. Through defusion, which is considered a change in per-
spective, identity begins to shift from the contents of awareness to awareness
itself. Hayes et al. (1999) define this process as the shift from “self as content”
(that which can be observed as an object in consciousness) to “self as con-
text” (that which is observing consciousness itself). Individuals may develop
a sense of the “self” as an ever-changing system of constructs, concepts, sen-
sations, images and beliefs that are eventually seen to be as impermanent and
transient conditions rather than a stable entity. One final related concept is
the process of detachment (Bohart, 1983), which “encompasses the interre-
lated processes of gaining distance, adopting a phenomenological attitude,
and the expansion of attentional space” (Martin, 1997).

As has been well stated by Schwartz & Beyette (1997), “there is an observ-
ing aspect of the mind that can really maintain its independence even though
the contents of the consciousness are being flayed around by the disease pro-
cess. We are really training the mind to not identify with those experiences
but to see ourselves as separable from those experiences.”

All the metacognitive processes illustrated above, developed through the
practice of mindfulness, can have a significant clinical relevance for obses-
sive pathology. The problem in OCD is that individuals often tend to reify
their rapport with cognitions and consider thoughts as something real, as a
true and permanent representation of reality or self (in particular in patients
with poorer insight). Such “real” thoughts are then given inflated importance
(OCCWG, 1997). When obsessive sufferers realize the impermanence of all
mental states, they are more able to relate to private experience with a sense
of non-attachment, developing a higher level of tolerance for unpleasant
inner states and disengaging themselves from the automatic behavioral pat-
terns (neutralizations, compulsions, reassurance seeking) which maintain the
obsessive syndrome. Thus it can be assumed that for OCD patients, these
mechanisms may lead to an improvement and increase in the level of insight
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and ego-dystonicity (referred to the degree that the content of the obsession
is contrary to or inconsistent with a person’s sense of self as reflected in
his or her core values, ideals, and moral attributes, (Purdon, 2001; Purdon
& Clark, 1999). This, in turn, may decrease both the tendencies to judge
and to react (with compulsive behavior) to the cognitive, emotional and sen-
sory experience and to activate thought-action fusion bias. Furthermore, in
mindfulness- and acceptance-based interventions, the therapist often makes
use of metaphors or guided visualization exercises (see Chapter 7) that have
the purpose of allowing patients to internalize and indirectly incorporate
various elements of outer reality (connected in some way with mindfulness
principles – e.g., lake meditation, see Appendix A), which may be subse-
quently be transformed into powerful resources. Metaphor is also proposed
as a therapeutic tool to develop and improve decentering, detachment and
defusion processes.

Acceptance and OCD

A core problem for obsessive individuals is acceptance. For them it is very
difficult, or often impossible, to accept several experiences connected with
their problem: intrusive or obsessive thoughts, imagined and feared conse-
quences of not preventing harm or doing things in a wrong way, negative
emotions (anxiety, guilty, shame, disgust), physical sensations. Therefore,
OCD individuals are not able to accept potentially normal and nonthreat-
ening experiences (see also the section on problem formulation and Fig-
ure 11.3).

As it is well illustrated in other chapters of this book, acceptance is one
of the main components of mindfulness-based approaches and it is defined
as a moment by moment process by which one moves away from viewing
thoughts and feelings as reality or things that need to be changed, and toward
embracing them simply as internal events that do not need to be altered with-
out unnecessary attempts to change their frequency or form, especially when
doing so would cause psychological harm (Hayes et al., 1999). Through
acceptance, individuals can notice internal events they experience while
simultaneously renouncing any effort to avoid or change these events and
responding to the facts which actually occurred rather than the inner expe-
rience elicited by such events (Hayes et al., 1996). The use of acceptance for
OCD patients implies a conscious abandonment of behavior that functions
as experiential avoidance and a willingness to experience one’s emotions
and cognitions as they arise, without any secondary elaborative processing
(judgement, interpretation, appraisal, meta-evaluation).

Mindfulness is a training process through which patients learn to calmly
observe their inner experience with a feeling of clarity and without respond-
ing to it (Schwartz & Beyette,1997). The process of observing in and of
itself helps people increasingly come to the realization that they can change
their responses to those thoughts in very adaptive ways. In order to help
OCD individuals to observe and analyze their level of acceptance toward
private experience, in particular thoughts, and to develop and cultivate
this attitude, it may be useful to give patients a task to carry out on their



Chapter 11 Mindfulness and Obsessive-Compulsive Disorder 201

Thoughts,
Emotions,
Sensations

Am I trying to
cultivate

acceptance
now towards
these internal
experiences?

(Yes/No)

Was I able to allow and
accept this state

(Emotion, sensation,
thought) and stay in
touch to it, without

react?
If not why?

COMMENTS
How do I feel now if I

was able to accept?
How do I feel now if I

was not able to
accept?

What are the
consequences?

Figure. 11.1. Homework table of acceptance.

own (see Figure 11.1) in which they are asked to fill in a form as nega-
tive internal experiences arise, noticing the private experience (emotions,
sensations, thoughts) during critical situations and whether or not they are
willing accept that state, if they are able to cultivate acceptance toward it,
and if not why, and what the consequences of doing or not doing this are.
This exercise can improve the metacognitive awareness of patients’ attitude
toward private experience and allow them to realize what the consequences
of this attitude are on their cognitive and emotional experience and dis-
ease.

Obsessive Doubt and Self-Invalidation of the
Perceptive-Sensorial Dimension

We do not see things as they are, we see them as we are.
The Talmud

Several studies have found that OCD patients, in particular checkers, lack
confidence in their memory (Sher, Frost, & Otto, 1983; McNally & Kohlbeck,
1993) and are less satisfied with the vividness of their memories (Constans,
Foa, Franklin, & Matthews, 1995). Empirical observation and some studies
have suggested that this lack of confidence is only related to OCD-related
stimuli (Foa et al., 1997) and threatening situations, and is significantly lower
or often absent in normal or safe conditions (e.g., during a psychotherapy
session).

More specifically, Hermans, Martens, De Cort, Pieters, & Eelen (2003)
showed that this low cognitive confidence in OCD patients is present on at
least three different levels: low confidence in their memory for actions, low
confidence in their ability to discriminate actions from imaginations, and low
confidence in their ability of keeping attention undistracted.
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According with the already discussed attentional bias hypothesis (Lavey
et al., 1994; Amir & Kozak, 2002), Hermans et al. (2003), in order to
explain this lack of confidence, suggested that individuals suffering from
OCD would mistrust the accuracy or completeness of previous avoidance
behavior (checking, washing) because important elements of this behavior
might have been missed due to distraction or moments of lessened attention.

It has also been suggested (Didonna, 2003, 2005) that this low confi-
dence in cognitive experience in patients suffering from OCD – and “check-
ers” in particular – may depend on a cognitive bias in processing and/or
using relevant sensory information regarding situations that tend to generate
obsessive cognitions. This bias can be conceptualized as a self-invalidation
of perceptive experience. It is hypothesized that this problem may play a
decisive role in the activation of pathological doubt and in the relationship
between the patient’s conscious perceptive experience and the obsessive
phenomenology.

Clinical observation (Didonna, 2005) suggests that, during psychotherapy
sessions, obsessive patients are usually able to recall the perceptive experi-
ence they felt during the anxiety-evoking events that activated obsessions.
Nevertheless, we also find that during an obsessive crisis they experience
considerable difficulty in voluntarily recovering and trusting their own sen-
sorial information relating to that event. They then become unsure of their
own experience. If this information were used instead of being discounted,
it might, neutralize obsessive doubt. On account of the vicious-cycle phe-
nomenon in which the patient becomes ensnared (cf. Figure 11.2), this ini-
tial validation deficit consequently leads to an over-evaluation of the doubt,
which tends to invalidate and/or increasingly “scotomizes” (to cover or
exclude some elements in the perceptual and experiential field) and obscure
the objectivity of their own perceptive experience. As was stated by Pema
Chodron (2002), an American buddhist nun, “Whether we experience what
happens to us as an obstacle and enemy or as teacher and friend depends
entirely on our perception of reality. It depends on our relationship with
ourselves.”

In the following case example, a 23-year-old man performed “checking rit-
uals” consisting in returning home up to 15–20 times to check whether he
had closed the Venetian blinds of his apartment on the eight floor of the
condominium where he lived. He feared that a burglar might break into the
apartment while he was out and steal all of his possessions. During ther-
apy, the patient was able to recall a visual memory of the blinds fully closed
and the darkened rooms; he could visualize his hands moving as he manip-
ulated the strap beside the window to roll down the shutters and he had
an auditory memory of the noise that it made. Both the visual and auditory
memories were related precisely and with considerable detail. The problem
was that during the obsessive crisis, the patient did not use these memories
at all.

To comprehend the underlying cause of the development of the obsessive
phenomenon it may be useful to ask a seemingly obvious question: why do
most people not present obsessive symptoms? The hypothesis proposed by
the author – also useful in terms of the process of normalization of the
obsessive phenomenon with patients – is that in people who do not have
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OCD symptoms, an obsessive doubt concerning actions or events is not acti-
vated because they automatically use, and simultaneously self-validate their
own experience in the various situations they encounter, rendering such
consciousness salient and affording it due priority. Even obsessive patients
(in particular those with good insight) would have, in their episodic memory
store, a substantially clear memory of sensorial experiences. Awareness or
use of this memory could neutralize the doubt activation, but these patients
are not able to validate this information.

To validate one’s own perceptive experience means that one considers it
as real and objective: the awareness of the perceptive experience is hierarchi-
cally superordinate in the activation of the emotions and the behavior of an
individual. For example, if after leaving their home, people wonder whether
they have switched off the light or not, they may immediately recover the
memory of the visual experience of seeing a dark room or recall a vision of a
finger as it presses down on the light switch. Although the image may not be
perfectly clear, such a recollection is usually sufficient in itself to prevent the
activation of doubt. In obsessive patients as well, and especially in those with
good insight, we may presume that a clear memory of sensory experiences
(visual, auditive, tactile, etc.) is present in the episodic memory store, the
awareness and use of which would allow them to see their recurrent doubts
as groundless. However, these patients are unable to validate the information
available to them. The patient’s experience would thus in fact eventually be
relegated to a secondary position with respect to the obsessive doubt. The
patient may for example say, “I know I turned off the tap. I remember doing
it, but I am not absolutely certain that I did and I really need to be sure!” This
type of phenomenon only occurs when the patient has to face a situation that
can be associated in some way with the feared event. Moreover, its occur-
rence is facilitated by a dysfunctional evaluation of the gravity of the event,
rather than its likelihood. Consequently, an event can be evaluated by the
subject as being so “serious” (even if highly unlikely) that even the slightest
risk of its occurrence is unacceptable. This lack of confidence in one’s senso-
rial experience is hypothesized to be linked to a fear found in OCD patients –
should a personal error actually occur – of being excluded, marginalized, and
humiliated by their social group (Guidano & Liotti, 1983; Didonna, 2003,
2005). A mindfulness-based treatment would thus have an important influ-
ence on the capacity of obsessive patients to validate the recollection and
awareness of their perceptual experience moment by moment. In this way,
the practice of mindfulness would serve as an antidote to the activation of
obsessive ideation, thereby managing to neutralize pathological doubts.

One of the problems in OCD sufferers is that in anxiety-evoking situations
and during obsessive crises, they may very well enter in a different state of
mind. Insight into the unreasonable or senseless nature of a person’s obses-
sions is situation bound (Kozak & Foa, 1994; Steketee & Shapiro, 1995). In
fact, in clinical practice it has often been observed that the level of insight
is lowest in OCD patients during critical situations compared with “normal,”
nonthreatening conditions. For this reason these patients might benefit from
cultivating a regular mindfulness practice, which has the effect, among the
others, of stabilizing and normalizing one’s states of mind and metacognitive
processes (see also Chapter 4 of this book).
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A Mindfulness-Based Technique: The Perceptive
Experience Validation Technique (PEV)

Trust is intimately connected to the correspondence between our perceptions
and reality.

– Matthieu Ricard

The hypothesis illustrated in the previous section forms the rationale of
a therapeutic technique called the Perceptive Experience Validation (PEV).
This technique is aimed at training OCD patients, in particular checkers,
to pay attention mindfully to their own perceptive experience and to val-
idate as much as possible the memory and consciousness of it, using them
as an “antidote” against the activation of obsessive ideation. As was stated
above, during obsessive crises, patients’ information processing skills can
be compromised. They often experience significant difficulties in believing
their own memory of the perceptual experiences they have had. Normally,
OCD patients who don’t have a totally incapacitating disorder and who have
good insight also have good awareness of their decision making processes,
successfully making decisions numerous times each day in situations uncon-
nected with the disorder. To accomplish this, they must be fully aware of the
perceptual information that informed those decisions. The problem arises in
situations that evoke anxiety. In such situations, OCD patients are not able to
validate (or are not used to validating) their perceptions and cannot, there-
fore, fight the doubt, which eventually takes over.

Based on this hypothesis, the author (Didonna, 2003, 2005) developed a
procedure whose goal is to help patients to validate their perceptual experi-
ence during critical situations in order to credit this memory as objective and
real, and consequently, to minimize the importance of the doubt. The basic
idea, supported by clinical experience with dozens of clinical cases, is that
helping and training patients to pay attention to the ongoing stream of their
own experience in a mindful way and to validate it continuously can func-
tion as an antidote to the doubt. This initially takes place during the session
and the patient learns to develop a continuous and persistent habit to do the
same in vivo, first in normal (non-anxiety inducing) and then in critical situ-
ations. This activity may favor a reduction in or elimination of the deficit in
working memory and the self-invalidating cognitive bias. It is hypothesized
that a regular practice of a mindful, sustained attention to ordinary stimuli
during daily life, and actively giving those perceptions a clear and intentional
validation, can also create an improvement in the self-regulation of attention.

The technique is a process involving several different steps (see
Figure 11.2). The first one is to have the patients write a precise description
of an intrusive thought (doubt, obsession, image) they would like to work
on, and indicate how convinced they are (%) that the feared event will hap-
pen, has happened, how serious it is, or that they could be responsible for
it, and the level of discomfort or anxiety they experience thinking of it (0–
100). The patients are then asked to divide the paper into two columns. On
the left, they are to write down all of the information they remember about
their perceptive experience in a given situation that are incompatible or con-
flicting with the obsessive doubt (e.g., I saw that the window was closed).
On the right side of the paper, the patients are to write down anything and
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everything that keeps the obsessive doubt active (inferences, suppositions,
hypotheses, selective reasoning, etc.) and that are not in any way based on
their experience (e.g., “I could have done it without realizing it”). It is impor-
tant that the patient understand that they are not to write on the left-hand
side anything that comes from external reassurances or any rituals that would
just be reinforced by being placed there. The next step has two aspects: On
the one hand, there must be an intervention of validation of the percep-
tive experience of the patients (the left-hand side). The therapist confirms
through verbal and non-verbal behavior that he/she believes that what the
patient claims he/she has perceived is real, objective and indisputable. On
the other hand, the therapist has to try to help the patients learn to observe
the experience in a mindful way and to self-validate the experience, not only
during a session, but more importantly, outside as well. This will automati-
cally, and often immediately, lead the patients to place less importance on the
elements that “feed” the doubt. One sentence often used with OCD patients
in order to help them in this process is “Your senses don’t lie.”

Indeed, following a series of exercises, these elements (on the right side
of the paper) will tend to be less and less present. It is important that the
patients understand that they shouldn’t put too many perceptive elements
on the left-hand side of the page since this would lead to useless ruminating
and be counterproductive. A single element related to the perceptual experi-
ence should be considered enough with most people to neutralize the doubt
and put an end to the obsessive ritual. They need to be aware that this is
what they actually do in situations not related to the obsessive problem. For
example, one of the following recollections can be considered necessary and
enough: “I did not hear a crash,” “I saw that the room was dark when I left
the house,” “I didn’t hear any sounds of a newborn coming from that rub-
bish heap,” and so forth. At the end of the exercise, the patients are asked to
identify again the degree to which they are convinced that the thought they
are having in that moment related to the feared event is true and realistic,
and compare the initial level, of discomfort to the present level.

In a single case study (Didonna, 2003) (see Figure 11.2), a 28-year-old
patient was obsessed with the idea that when she had been driving her car
she might have hit another vehicle – without realizing it – and that the
ensuing damage would have later subsequently cause the death of the other
driver. Analyzing the patient’s recollection of her actual experience during
the feared event, it was discovered during a treatment session that she pos-
sessed a very clear memory of her sensory experience which would have
neutralized and prevented any obsessive doubt (e.g., “I didn’t hear the sound
of an impact” or “I didn’t feel that I was losing control of the vehicle”). What
the patient was incapable of doing was to simply validate and utilize those
sensory experiences during her obsessive crisis. The therapist helped the
patient validate the recollection, which was quite clear, of her actual expe-
rience, giving increased credibility to here experience (column on the left).
This led the patient to automatically place less importance on the subjective
elements that had previously fed her obsessive doubt (right-hand column).
At the end of the exercise, both her level of conviction with respect to the
obsessive thought and her level of discomfort decreased. The patient stated:
“Today I understood that continuously seeking all of the elements that feed
my doubts and obsessions (right-hand column) only leads to new doubts and
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Intrusive thought:“I’m afraid I hit a truck that was behind me when I was driving out of my parking 
space.”

Level of conviction: 75% 
Level of anxiety/distress (0-100): 80 

Information coming from my own 
perceptive experience 

(What did I see, hear, smell, feel, touch,
 taste in that situation?) 

Information not coming from my
own perceptive experience 

(What am I worried about? What do I think
happened?)

• I didn’t hear  any noise on my car 

• When I looked in the rear view mirror I 
saw that the truck was far enough
away not to cause me any problems 

• When I left I heard  a noise, but it
wasn’t the typical noise you hear
when you hit a car it

• I saw  that the bumper wasn’t damaged 

• I saw  the truck pull out into the
road  without any problem 

• I think  I moved backwards 

• The driver might not  have realised
I hit him 

• I think  I was at the right angle to have hit 
it

Level of conviction at the end of the exercise: 10% 

Level of anxiety/distress (0-100): 20 

Figure. 11.2. Example of the use of the perceptive experience validation (PEV)
technique.

obsessions; from now on I want to place more importance on my actual
experience.”

This procedure was repeated during other sessions and by the end, the
patient only needed one “objective” element in the left-hand column to neu-
tralize the obsessive doubts on the other side of the paper. The patient was
also asked to conduct the same procedure at home each time obsessive
ideations occurred and to try and maintain a mindful and validating attitude
toward her own experience throughout the day even when she wasn’t in
an anxiety-evoking situation. Treatment gains were maintained at 3-month
follow-up.

More than a therapeutic technique, it might be more appropriate to say
that PEV is a mindful mental style or attitude. It is an alternative way for OCD
patients to relate to themselves and their experience, helping them see that
certainty is unnecessary because the information that they already possess is
sufficient.

OCD Problem Formulation and Mindfulness

As has been pointed out by Teasdale et al. (2003), when a mindfulness-based
intervention is provided for individuals with specific disorders, it is particu-
larly important to share with patients, both in individual and group settings,
a clear problem formulation explaining the potential role of the mindful state
in order to prevent the maintaining mechanisms of the disorder. Mindfulness
training is effective when it is linked to coherent alternative views of patients’
problems, views that are shared with patients and reinforced through the
mindfulness practices (Teasdale et al., 2003).
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Anxiety disorders are activated and maintained by dysfunctional metacog-
nitions about normal and innocuous mental events. Following the standard
cognitive conceptualizations of psychological disorders, the clinical rele-
vance of mindfulness for several diseases, and for OCD too, might lie in its
intervening at a radical and hierarchically superordinate level, in particular,
at a point between inner and outer activating stimuli and the metacognitive
processes and maintaining mechanisms conducive to psychological distress
(Figure 11.3). Mindfulness, which is a being mode (see Chapter 1), can be
cultivated to prevent or deactivate the metacognitive processes which lead
patients into the vicious, self-perpetuating cycles of obsessions and the asso-
ciated counterproductive behaviors. (Didonna, 2006, 2008).

If we compare OCD with a related diagnosis such as panic disorder, we
can observe that in both disorders the problem stems from how some nor-
mal experiences are perceived (Figure 11.3). Looking at a standard cognitive
model of these problems, in the case of the obsessive-compulsive syndrome,
the trigger is normally an intrusive cognition, while in panic disorder, in the
trigger is one or more normal physical sensations. Subsequently, the patient
starts to interpret these normal experiences as dangerous (metacognition),
which in the case of OCD may involve a pervasive idea of responsibility
for harm or damage, while in panic disorder it will involve a thought of
imminent catastrophe. These two meta-evaluations then activate the main-
tenance mechanisms of the two disorders: “Doing mode” (neutralization,
rituals, seeking reassurance, rumination) and cognitive biases (perceptive
self-invalidation, attentional biases, thought-action fusion, non-acceptance
bias) on the one hand and safety seeking behavior on the other (avoid-
ance, flight, etc.), but also emotional states, anxiety, guilt, shame, disgust,
depression in OCD and anxiety in Panic, which will reinforce the initial
metacognitions that maintain the disorder. Compulsions, neutralizations,
and safety behaviors are acts that are performed in an attempt to reduce

META-EVALUATION
Misinterpretation of intrusions

based on hyperactivation of OCD belief
domains (e.g. inflated responsibility) 

normal intrusive cognitions

META-EVALUATION
misinterpretation of sensations
In terms of catastrophic belief 

Anxiety

normal sensations 

Obsessive-Compulsive
 Disorder Panic

SSttaattee ooff MMiinnddffuullnneessss
(““bbeeiinng mmooddee””)
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 states 
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Figure. 11.3. A cognitive formulation of the role and effects of mindfulness state and
practice with respect to the activating and maintenance factors in OCD and panic
disorder.
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the perceived threat and the anxiety and distress caused by the metacog-
nitions, but the relief is only temporary: indeed, these behaviors increase,
rather than reduce, the anxiety. These reactions maintain the problem and
prevent habituation to the anxiety and disconfirmation of the patient’s fears
(Didonna, Salkovskis, 1996, 2006, 2008).

The activation of a mindful state (a “being mode”) intervenes at an early
stage in the activation of the symptoms of these disorders, allowing the
patient to take a different attitude toward “normal” internal initial experi-
ences (thoughts, sensations) from the moment he/she becomes aware of
them, by means of an accepting, self-validating, and non-judgmental attitude.
Such an attitude, cultivated through mindfulness practice, prevents the acti-
vation of those meta-evaluational processes that would otherwise give rise to
the anxious syndrome (Figure 11.3).

Mindfulness training can help OCD patients inhibit secondary elaborative
processing of the thoughts, feelings, and sensations that arise in the stream
of consciousness and may cause improvements in cognitive inhibition,
particularly at the level of stimulus selection (Bishop et al., 2004). This effect
can be objectively evaluated using specific tests that involve the inhibition
of semantic processing (e.g., emotional Stroop; Williams, Mathews, &
MacLeod, 1996).

Integrating CBT and Mindfulness

Always do what you are afraid to do!
Ralph Waldo Emerson

Unlike standard CBT, in mindfulness-based interventions the main goal is
not to change the content of the patient’s system of cognitions but rather to
change his or her way of relating to it. During mindfulness training, patients
are helped to shift from a focus on the past and on the future (conditioned
by memories and rumination) to a focus on the present moment, develop-
ing a process of decentering and disidentification from personal experi-
ence (Segal et al., 2002). Mindfulness-based treatments focus on altering the
impact of and response to thoughts, emotions and sensations. It can thus be
particularly effective for a disorder like OCD in which intolerance of negative
inner experience and consequent behavioral avoidance play a central role.

Nevertheless, carrying out mindfulness interventions with obsessive
patients is not always easy, especially in the case of patients with severe or
chronic suffering. Such patients normally have rigid schemata and attitudes
toward their inner experience. One solution to this challenge also suggested
by other authors (Schwartz & Beyette, 1997; Hannan & Tolin, 2005; Wilhelm
& Steketee, 2007; Fairfax, 2008), and that is adopted at the Mood and Anxi-
ety Disorders Unit in Vicenza, is to integrate CBT with a mindfulness-based
intervention. This integration may be usefully provided in three phases, sum-
marized as follows:

(1) Problem formulation. This may be done during some preliminary ses-
sions in which therapist and patient reach a clear and shared conceptu-
alization of the activating and maintaining factors of OCD (Salkovskis,
1985) and the possible role and effects of mindfulness in this pro-
cess (see Figure 11.3). This allows the patient to understand how
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his/her problem works and how mindfulness training might challenge
the dysfunctional mechanisms highlighted by the problem formulation.
Mindfulness may ameliorate OCD deficits, change the modes and the
maintaining factors of the disorder, help the patient modify how he/she
relates to the entire experience (inner and outer), and develop a new
way of being.

(2) Training patients in Mindfulness skills. For this purpose it is useful to
provide patients with an already established and structured mindfulness-
based group, such as MBCT or MBSR, that has been adapted for OCD
patients. In this group, the importance and effects of exposure are high-
lighted, psychoeducational materials provided, and an explanation given
of how obsessive individuals relate to their thoughts, emotions and per-
ceptions. The mechanisms by which mindfulness can alter dysfunctional
OCD attitudes are also illustrated.

(3) Integrating Exposure and Response Prevention (ERP) techniques and
mindfulness using mindful exposure. Unlike classical ERP techniques,
in this form of exposure, the patient is continuously invited to stay
directly in touch with his/her private experience, carefully noticing,
moment by moment, the real cognitive, sensory and emotional expe-
rience which arises during exposure, without judgement, evaluation or
reaction to it, preventing on purpose any metacognitive processes on
the real experience, or seeing any metacognitions as simply thoughts,
and passing through it.

Anecdotal clinical experience with dozens of patients with OCD has sug-
gested that sessions (in individual or group setting) should follow the follow-
ing format (see Figure 11.4):

Practice of mindfulness
(Mindfulness of breath/body)

Exposure (in vivo or imagery) to anxiogenic stimuli
“Breath as an anchor”

Awareness of thoughts, sensations, feelings and emotions 
and actively observing and describing private experience without judgment

Using  allowing, ‘letting be’, acceptance attitudes towards
thoughts, sensations and emotional states

Using decentering, defusion and disidentification strategies;
‘thoughts as impermanent mental facts’  

Using metaphors (e.g. “thoughts like clouds in the sky”)

Response Prevention – avoiding any overt and covert reaction to private 
experience

(neutralizations, rituals, reassurance seeking)

Short mindfulness exercise (e.g. Breathing space)

Figure. 11.4. Example of an integrated model of exposure and response prevention
procedure and mindfulness-based intervention.
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(A) The session should start by inviting the patient to practice a mindfulness
exercise which allows him/her to enter into a stable, balanced and wake-
ful state of mind (e.g., sitting meditation, body scan – see Appendix A),
fully opening attentive and sensory processes.

(B) The patient should be exposed (in vivo or imaginal exposure) to anxiety-
provoking or distressing situations or triggers. In each moment of this
phase, it is important to invite the patient to bring attention to an
“attentional anchor” or “mindfulness center” (e.g., the body or a sensory
input such as breathing) in order to be centered in the present moment
(“breathing as an anchor”) observing whatever happens in the inner and
outer experience.

(C) The patient should pay attention and bring awareness to any thoughts,
sensations, feelings and emotions that may arise and actively observe and
describe this private experience over and over again without judgment.
For example, anxiety may be described by the patient as an array of
innocuous physical sensations and thoughts whose increase cannot lead
to any dangerous consequences.

(D) The attitudes to be used are allowing, “letting be,” and acceptance
attitudes (learned at the mindfulness training) toward thoughts, sen-
sations and emotional states. Decentering, defusion and disidentifica-
tion strategies are used and for this purpose it might be useful to use
particular phrases or sentences utilized during the mindfulness groups
(e.g., “thoughts are mental events, not facts,” “thoughts and emotions
are transient and impermanent events”) or to invite the patient to use
specific metaphors related to mindfulness (e.g., “thoughts like clouds in
the sky”; see also Chapter 7 of this volume). The aim in this phase is not
to change the content of the thoughts, but to change the way in which
the patient relates to them.

(E) For the duration of the entire session, it is particularly important to
invite and help the patient to prevent any overt or covert neutralization
through rituals or compulsions by asking him/her on a regular basis what
he/she is thinking he/she will do in that moment or after the session (rit-
uals) or if he/she is using any neutralizing thoughts in order to deal with
anxiety and distress. If so, the patient is invited to let go of the neutral-
ization and to bring his/her attention back to the real physical sensations
or sensory experience in the present moment, rating how the level of
distress changes (on a scale 0–100) moment by moment. The patient is
also invited to notice how discomfort is expressed by specific physical
sensations and be aware of where they are located in the body.

(F) The session should end with a short mindfulness exercise (e.g., Breath-
ing space – Segal et al., 2002) aimed at allowing the patient to recover a
sense of balance, stability, and presence.

Outcome Research

At present there are no randomized and controlled trials that have investi-
gated the effectiveness of a mindfulness-based treatment with OCD. How-
ever, there are some studies that have suggested a positive and significant
outcome using various adapted forms of Mindfulness-based approaches or
meditation with this disorder.
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In a clinical case study, Singh, Wahler and Winton (2004) present the case
of a patient who learned improved her quality of life by reframing her OCD as
a strength and enhancing her mindfulness so that she was able to incorporate
her OCD in her daily life. Results showed that she successfully overcame
her debilitating OCD and was taken off all medication within 6 months of
intervention. Three year of follow-up showed that she was well adjusted and
had a full and healthy lifestyle and that although some obsessive thoughts
remained, they did not control her behavior.

In another case report, Patel, Carmody, and Blair Simpson (2007) present
an OCD patient who refused treatment with medication or EX/RP and was
treated using an adapted Mindfulness-Based Stress Reduction (MBSR) pro-
gram. After an 8-week adapted MBSR program, the endpoint evaluation
revealed clinically significant reductions in symptoms of OCD as well as an
increased capacity to evoke a state of mindfulness.

Schwartz, Stoessel, Baxter, Martin & Phelps (1996) investigated the effects
of a cognitive-behavioral intervention integrated with mindfulness-based
components (the Four Step Program) for a group of OCD patients. This
study, which used brain-imaging methods (PET), showed that mindfulness-
based treatments were associated with significant structural and functional
change in the cerebral dysfunctions in the areas connected to the disorder
(self-directed neuroplasticity; Schwartz & Beyette, 1997; Schwartz & Begley,
2002; Schwartz, Gullifor, Stier, & Thienemann, 2005a). Some neuroimaging
research shows that patients with OCD would be capable of “reconstruct-
ing” the neuronal circuits associated with the disorder (Schwartz & Beyette,
1997; Schwartz, 1998) when mindfulness-based methods are adopted. Con-
sciously directed attention may cause a cerebral re-organization, which leads
to more adaptive cerebral and behavioral functioning (the quantum zeno
effect) (Graybiel, 1998; Graybiel & Rauch, 2000; Beauregard, Levesque &
Bourgouin, 2001; Ochsner, Bunge, Gross, & Gabrielli, 2002; Paquette et al.,
2003; Schwartz, 1999). More specifically, these authors hypothesized that
repeated acts of mindfulness, regularly practiced, could lay down circuitry
in the habit-forming part of the brain in the basal ganglia (Graybiel, 1998).
Prefrontal cortex mechanisms would be directly influenced in highly adap-
tive ways by wilfully instituting the mindful cognitive reframing perspec-
tive (Beauregard et al., 2001; Ochsner et al., 2002; Paquette et al., 2003).
Regular practice of mindfulness would rewire the brain in ways that tend
to calm the pathologically overactive orbital-frontal cortex, anterior cingu-
late gyrus, and caudate nucleus circuitry through self-directed neuroplastic-
ity (Schwartz, 1999). These studies also show that brain metabolism in the
orbital-frontal cortex changes in a significant manner when OCD patients
apply mindfulness-based approaches (Schwartz & Begley, 2002).

Furthermore, in a recent pilot study (Didonna & Bosio, work in progress)
the authors investigated the effect of an adapted form of MBCT for a group
of six OCD patients (Y-BOCS mean total score 21). Preliminary data on this
open trial showed that 4 out of 6 patients had a significant improvement
in the Y-BOCS and Padua Inventory scores at the end of treatment and that
they maintained this outcome at a 6-month follow-up (three of them were
fully remitted). From the beginning of the MBCT group until the follow-up,
the patients didn’t receive any other kind of psychological treatment and
those who were on medication had no changes in their dose from 4 months
before MBCT GROUP until the follow-up. The 4 patients who made improve-
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ments maintained a medium-high level of mindfulness practice during the
group and after 6 months. An interesting correlation between a significant
improvement in OCD symptoms (post treatment and follow-up) and a sig-
nificant improvement in Mindfulness skills at post treatment and follow-up
(assessed using FFMQ, see Baer et al., Chapter 9 of this volume) was also
observed .

These findings are encouraging, but further investigation using controlled
and randomized trials with large samples is needed to confirm the effects and
mechanisms illustrated above, and to understand to what degree mindfulness
components affect and improve therapy outcomes.

Conclusions and Future Directions

The true voyage of discovery is not in seeking new landscapes but in having
new eyes.

– Marcel Proust.

The introduction of mindfulness-based interventions into the psycholog-
ical treatment of OCD is a relatively recent application even though the
progress that these approaches have attained in the last two decades is note-
worthy. From a mindfulness-based perspective, OCD can be conceptualized
as a deficit in mindfulness skills. A Mindfulness-based approach seems to be
a promising intervention that may improve some of fundamental mindful-
ness skills that are involved in the phenomenology of obsessive patients.
More specifically, Mindfulness practice may strengthen exposure experi-
ences and, since it is an antiavoidant strategy and an antirumination process,
improve the attentional deficit in OCD. Furthermore, it has been hypoth-
esized that Mindfulness may teach patients to validate private experience
and prevent the secondary elaborative processing that is one of the main
activating factors in the obsessive syndrome. Self-validation and acceptance
are proposed as therapeutic attitudes that can modify the constant ongo-
ing obsessive self-invalidation of one’s own private experience and memory
of it. The perception experience validation technique (PEV), described in
this chapter, is a mindfulness procedure that may help patients with obses-
sive problems enhance their ability to acquire mindful attention and use the
memory of their own sensorial experience in order to deal with doubt and
rumination.

Mindfulness can help patients realize the impermanence of experience
(using acceptance, allowing, “letting be” attitudes, and metaphors), develop-
ing a sense of not-self and non-attachment (using detachment, disidentifica-
tion and defusion processes), with no need to control or react to thoughts.
Mindfulness training may also be a valuable intervention for improving
metacognitive skills and increase patients’ insight, reality testing, and general
functioning. It may also help patients learn to avoid activating the maintain-
ing factors of OCD that lead to the chronic and self-reinforcing vicious cycles
of the disorder (see Figure 11.3).

Mindfulness is a less specific intervention than standard behavioral tech-
niques because it is aimed at teaching patients a different attitude, mental
style, and way of being present to their entire private experience. This may
have positive implications with respect to the intervention with OCD since
it is such a heterogeneous nosographic entity with numerous comorbidities.
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These patients, in fact, might need a therapeutic integration with a more
comprehensive approach to their dysfunctional way of relating to thoughts,
emotions and sensations, integrating in this way mindfulness for OCD into a
complete view of the emotional suffering and disease of these patients.

Mindfulness practice can feasibly be integrated into traditional interven-
tions for OCD. Such data as are currently available, as well as clinical obser-
vation, suggest that the effectiveness of established treatment programs
for obsessive problems may be increased by adding mindfulness training
or mindfulness-based components. In some cases, integration is associated
with an improvement in therapy outcome in individuals who were previ-
ously described as refractory or resistant to traditional interventions. Further-
more, mindfulness offers an effective and less frightening integration with
CBT, and in particular ERP, reducing the risk of drop-out, which is high for
OCD patients who start a cognitive-behavioral intervention based on expo-
sure techniques. Mindfulness may enhance motivation to use these anxiety-
inducing, but effective, strategies.

A question for further exploration is whether or not there are any con-
traindications for mindfulness-based treatments of some kinds of severe OCD
patients. Clinical experience and observation at my Unit for Mood and Anx-
iety Disorder suggests that, in general, there are no particularly significant
contraindications for these approaches, or for integrating them into already
existing protocols – even for challenging problems and with different types
of obsessive domains. Moreover, the author has noticed that this kind of treat-
ment may be more effective with obsessive checkers and cleaners, and that
there could be a poorer response with people with poor insight and lower
egodistony (e.g., individual with overvalued ideation). In any case, methods,
strategies, and forms of meditation (mindfulness practice) that are specifi-
cally tailored for the heterogeneity of OCD and for comorbid disorders such
as depression, personality disorder, and dissociation, need to be found. For
example, perhaps patients with severe symptoms should be prepared grad-
ually for the practice of mindfulness, and interventions should be integrated
with CBT. With severe problems it is very helpful to provide mindfulness
training in which patients can shift gradually from external sensory aware-
ness (e.g., walking meditation) to inner mindfulness experiences (e.g., body
scan), from short to long exercises, and from informal mindfulness practice
to formal meditation (see also Chapter 24).

At present too few studies have investigated the therapeutic ingredients of
Mindfulness for OCD to draw firm conclusions about the precise mechanisms
of change. However, a number of tentative observations can be made. From
the available data and clinical observation it seems that mindfulness-based
interventions may lead to changes in some specific mindfulness deficits such
as attentional biases, rumination, thought-action fusion, inflated responsibil-
ity, and self-invalidation of private experience. A central issue that requires
further investigation is whether or not there are particular brain processes
associated with the clinical conditions of OCD that mindfulness practice
either alters (Farb et al., 2007; Schwartz et al., 1996; Lazar et al., 2005). There
is a need to understand the cognitive, emotional, behavioral, biochemical,
and neurological factors that contribute to the state of mindfulness (See also
Chapter 3 of this volume), and to investigate the mechanisms through which
mindfulness training may create clinical change in OCD.
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It is important to conduct methodologically sound empirical evaluations
of the effects of mindfulness interventions for OCD, both in comparison to
other well-established interventions, and as a component of treatment pack-
ages, employing sizable samples and established protocols. A further aim of
investigation would be to determine the differential effectiveness of mindful-
ness interventions with different types of OCD patients (checkers, cleaners,
orders, etc., and to explore how improved mindfulness skills correlates with
clinical change in obsessive individuals.

It is the hope of the author that this chapter will stimulate treatment
advances and the empirical study of mindfulness-based interventions for
OCD that can allow clinicians to deal effectively with it and better understand
the clinical mechanisms of change for this chronic and challenging problem.
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12
Mindfulness-Based Cognitive

Therapy for Depression
and Suicidality

Thorsten Barnhofer and Catherine Crane

I find hope in the darkest of days, and focus in the brightest. I do not
judge the universe.

XIV Dalai Lama

Introduction

Major depression is one of the most prevalent and most disabling emotional
disorders. Its impact is pervasive, affecting social, individual, and biologi-
cal functioning. For individuals with depression, negative thinking pervades
views of the personal past, the current self and the personal future while
lack of interest and anhedonia reduce engagement in activities that used
to be experienced as enjoyable. These psychological symptoms are accom-
panied by dysregulations in a number of physical systems, with symptoms
such as fatigue and difficulties concentrating undermining the ability to deal
actively with the challenges of everyday life. Individuals experience the state
of depression as painfully discrepant from their usual or desired level of func-
tioning and depressed mood is often perpetuated by the responses it evokes:
attempts at coping that often remain passive and a tendency to engage in
either avoidance or repetitive and analytical, ruminative thinking, which fur-
ther increase the likelihood of deteriorations in mood. In a significant num-
ber of cases the hopelessness associated with this condition escalates into
suicidal ideation and behavior.

The prevalence of depression in Western countries is extremely high. Cur-
rent estimates of 1 year prevalence for major depression in Europe are around
5% (Paykel, Brugha, & Fryers, 2005), similar to recent estimates from North
America, where the 2001–2002 replication of the National Comorbidity Sur-
vey showed a 1-year prevalence of 6.6% (Kessler et al., 2003). These rates are
projected to increase even further as demographic studies have shown con-
sistent increases in rates over the past decades (Compton, Conway, Stinson,
& Grant, 2006), with major depression predicted to become the second lead-
ing cause of disability worldwide by the year 2020 (Murray & Lopez, 1996).
In about 25% of depressed individuals in the community (Goldney, Wilson,
Del Grande, Fisher & McFarlane, 2000) and 50% of depressed inpatients
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(Mann, Waternaux, Haas, & Malone, 1999) depression is accompanied by
suicidal ideation or behavior.

What makes these high rates of prevalence particularly concerning is that
for most of those affected, an episode of depression is not a singular event.
Individuals who have suffered from one episode of depression are very likely
to suffer from further episodes. For example the collaborative depression
study (CDS; Katz & Klerman, 1979) identified rates of recurrence of 25–40%
after 2 years, increasing to 60% after 5 years (Lavori et al., 1994), to 75%
after 10 years, and to 87% after 15 years (Keller & Boland, 1998), suggesting
that risk for relapse remained even after prolonged periods of recovery. For
individuals who become suicidal when depressed the picture is equally con-
cerning. Perhaps the best predictor of death by suicide is a history of prior
suicidal behavior and where suicidality has been a feature of one episode of
depression it is very likely to recur as depression recurs (Williams, Duggan,
Crane, & Fennell, 2006). Treating depression in general and suicidal depres-
sion in particular therefore requires a focus not only on alleviating current
symptoms but also on reducing risk of relapse in those who have experi-
enced depression in the past.

Mindfulness-based cognitive therapy (MBCT), developed by Zindel Segal,
Mark Williams, and John Teasdale (2002), was specifically designed to tar-
get vulnerability processes that cognitive research has identified as playing
a causative role in depressive relapse. The eight-week program combines
training in mindfulness meditation, following the approach developed by
Jon Kabat-Zinn (1990), with interventions from cognitive-behavior therapy
(CBT) that have been used successfully in the treatment of acute depres-
sion. In common with other “third-wave” cognitive-behavioral therapies the
emphasis of treatment is on acceptance as well as change, its general aim
being to help participants become more aware of and respond differently
to negative thoughts and emotions that might trigger downward cycles of
thinking and mood. More recently research has begun to adapt MBCT for use
specifically with patients who experience serious suicidal ideation or suici-
dal behavior when depressed. The aim of this overview is to describe the
rationale for MBCT and explore how treatment is delivered. We then briefly
review current research on the effectiveness of MBCT and present a case
example to illustrate the treatment approach. Finally we describe why MBCT
may be particularly suitable for patients with a history of suicidal depres-
sion and outline some initial adaptations to the programme for this high-
risk group.

Theoretical Rationale

As discussed, risk of relapse to depression increases dramatically with num-
bers of previous episodes (e.g., Solomon et al., 2000). It is now generally
assumed that risk for relapse after a first episode of depression is approxi-
mately 50%, rising to about 70% with a second, and about 90% with a third
lifetime episode (DSM-IV TR). This has important implications both for the
understanding of the factors which determine vulnerability to depression
and the development of effective treatments, because models of depression
must take into account the increase in risk of recurrence across episodes
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either by assuming changes in factors meditating risk, or at least changes in
their relative contribution to determining risk. One example of this is the
observation that the relationship between negative life events and onsets of
depression is much stronger for first as compared to later episodes (for an
overview see Monroe & Harkness, 2005). This research suggests that across
episodes, depression is more likely to be triggered either autonomously or
by increasingly minor or idiosyncratic stressors. Why might this occur and
what might its treatment implications be?

From a cognitive science perspective these findings have been explained
within the framework of differential activation (Segal, Williams, Teasdale,
Gemar, 1996). The theory of differential activation suggests that across
depressive episodes associations are formed between low mood and other
emotions (e.g., anger, hopelessness), cognitions (e.g., dysfunctional atti-
tudes), and behaviors (e.g., passivity, risk taking), which occur in depressed
states. Although these patterns of response are likely to differ from individ-
ual to individual, forming the individual’s unique “relapse signature,” it is sug-
gested that they will nevertheless be relatively stable for the same individual
over time. Indeed across episodes of depression the associations between
these different aspects of the depressed “mode” are thought to be strength-
ened (due to co-activation), such that they become increasingly coher-
ent, with a reduced threshold for activation. Thus depressive episodes are
more and more easily triggered, increasing the likelihood of recurrence and
reducing the association between major negative life events and depressive
onsets.

Another factor that has been found to be of particular importance with
regard to vulnerability to depression is rumination. Research over the last
decades has shown that those who are at risk for depression tend to respond
to symptoms, negative cognitions and unpleasant body states by engaging
in repetitive, abstract-analytical thinking (Nolen-Hoeksema, 2004). While ini-
tially instigated as a means to solve problems and reduce self-discrepancies,
this ruminative thinking, in particular aspects characterized by brooding,
has a range of negative effects (e.g., Treynor, Gonzalez, & Nolen-Hoeksema,
2003). Rumination causes further deterioration in mood, increases biases in
negative thinking and undermines cognitive functions crucial for effective
coping including the ability to retrieve specific memories of autobiographi-
cal events (Raes et al., 2006) and the ability to solve interpersonal problems
(Watkins & Moulds, 2005). Paradoxically, previously and currently depressed
individuals report predominately positive beliefs about its usefulness as a
coping strategy (Papageorgiou & Wells, 2004), which are likely to contribute
to the fact that ruminative thinking often persists despite its deleterious con-
sequences.

As current mood worsens, individuals may oscillate in their attempts at
coping between ruminative monitoring and avoidance of negative thoughts
and body states. As with rumination, the effects of avoidance are predomi-
nately negative. Attempts to suppress negative thoughts, for example, have
been shown to paradoxically increase the frequency of intrusions rather than
reduce them (Wenzlaff & Wegner, 2000). Furthermore, avoidance precludes
both engagement in more active forms of problem solving and habituation
to distressing mental content. Teasdale, Segal, and Williams have argued that
it is these and other processes that lead to a situation in which the very



224 Thorsten Barnhofer and Catherine Crane

responses depression evokes serve to perpetuate the condition, a mecha-
nism which they refer to as “depressive interlock.”

Mindfulness-Based Cognitive Therapy: Overview

MBCT was developed specifically to target the above vulnerability processes.
It teaches as its core skill the ability “to recognize and to disengage from mind
states characterized by self-perpetuating patterns of ruminative, negative
thought” (Segal et al., 2002, p. 75) and to adopt a stance toward experience,
which is characterized by openness, curiosity and acceptance, rather than
experiential avoidance. Like cognitive therapy, MBCT aims to give patients
the ability to see thoughts as mental events rather than facts, to decouple the
occurrence of negative thoughts from the responses they would usually elicit
and, eventually, to change their meaning. However, while cognitive therapy
maintains a strong focus on the content of thoughts and the re-evaluation of
their meaning, the main aim in MBCT is to teach patients to take a differ-
ent perspective on thinking and awareness itself. By consistently practicing
bringing awareness to present moment experience, participants shift into a
mode of functioning that is incompatible with the self-focused and analyti-
cal cognitive processes that perpetuate depressive states. Segal et al. (2002)
describe this as change from a “doing” mode, in which the main focus is on
the reduction of discrepancies between the current state and ideas of how
things should be or ought to be through problem-solving behavior, to a mode
of “being,” in which the individual is in immediate and intimate contact with
present moment experience, whatever that experience might be.

Mindfulness has been described as “paying attention in a particular way: on
purpose, in the present moment and non-judgmentally” (Kabat-Zinn, 1994,
p. 4). As such mindfulness is both a means of becoming aware of and switch-
ing from “doing” to “being” mode as well as a central characteristic of the
“being” mode itself. In the MBCT program, participants train mindfulness
through regular formal meditation practice and through exercises designed
to generalize the effects of meditation to everyday life. In the early stages of
the program participants are taught to become aware of and recognize the
doing mode in its different manifestations and to cultivate the being mode
as an alternative state. The increased awareness this facilitates is an essential
foundation for the prevention of depressive relapse since without it individ-
uals are poorly equipped to spot the relatively subtle changes in mood and
body state that signal the activation of depressive modes of mind. In the
later stages of the programme, as this foundation strengthens, the focus of
the training moves toward recognizing the occurrence of negative emotions,
negative cognitions (for example self-criticism and judgment) and triggers
of negative moods in daily life. Practice during this stage cultivates the abili-
ties to disengage from responses such as rumination which characterize the
doing mode, and to be with difficult and aversive thoughts and emotions
in more skillful ways, adopting an attitude of acceptance rather than avoid-
ance. The final sessions emphasize the integration of learned skills to prevent
future relapse.

MBCT is first and foremost a training of skills. A regular formal medita-
tion practice between sessions and the practice of mindfulness in everyday
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life are essential components of the program. During the eight weekly ses-
sions the focus is, as much as possible, experiential rather than didactic,
apart from some psychoeducational elements in which participants learn
about the symptoms of depression and vulnerability mechanisms leading
to relapse. Most of the time in sessions is spent in the practice of medita-
tion and subsequent enquiry, primarily reflections on current practice, but
also on difficulties that participants may have encountered with their med-
itation practice during the week. The role of the instructor, in general, is
that of a facilitator and a model, inviting participants to open to and reflect
on their experiences. Through this dialogue and reflection MBCT encour-
ages both the development of greater metacognitive awareness, for exam-
ple an increased ability to observe the occurrence of mental events such
as thoughts, emotional responses, bodily sensations “online”; and the aris-
ing of metacognitive insight, into the nature of the mind, the relationship
between thoughts, emotions and bodily states, and the experience of suf-
fering. The attitude the instructor brings to this enquiry is one of curiosity,
and particularly one in which difficult thoughts and feelings are observed
and accepted without having to resort to problem solving and “fixing.” The
instructor incorporates in the class process the same principles of openness
and compassion that participants are taught to bring to their own meditation
practice. In this way, enquiry serves as a continuation of the meditation prac-
tices. It is both because of the need to guide meditations from within, that is,
from own meditation experience, and because instructors need to be able to
bring their own ability to relate differently to negative affect into the class,
that a developed regular mindfulness meditation practice is a prerequisite for
teaching MBCT classes.

The Programme

MBCT consists of eight weekly sessions of 2 hours length, each of which fol-
lows its own theme and curriculum. Prior to the first class participants meet
individually with the class instructor to give time for the instructor to ori-
ent them toward the treatment approach, develop an understanding of the
participant’s presenting problems, establish realistic expectations for treat-
ment, and answer any questions the participant might have. Class sizes vary
according to facilities but are often of around 12 participants. Sessions 1–4
emphasize learning to pay attention. Participants become aware of how their
minds often take them away from present moment awareness and increase
concentration and awareness of thoughts, feelings and bodily sensations as a
means to being in the moment. Sessions 5–8 shift emphasis toward dealing
with difficult thoughts and feelings. Participants learn to decenter as a means
of becoming aware of their thoughts, feelings, and body sensations, to bring
acceptance and kindly awareness to their sensations and to let go of thoughts,
reducing the tendency to get entangled in ruminative thinking, ultimately
leading to a general shift toward functioning in present moment awareness.
Across the eight sessions different guided meditation practices, including an
eating meditation, “body scan,” yoga stretches, walking meditation, and sit-
ting meditations are introduced to participants. Toward the end of the treat-
ment participants are encouraged to develop a home practice which fits their
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needs and which can be maintained in the longer term. Table 12.1 outlines
the meditation practices and CBT components introduced in each session,
the skills developed and insights supported by these components and the
activities suggested to participants as homework.

The Eight Sessions: A Case Example

We outline the progression of the eight classes of the program with a case
example: Fiona, a 37-year-old single woman with one daughter, worked as a
retail assistant. She referred herself to MBCT having read information about
an ongoing programme of mindfulness research in the local newspaper. She
had experienced several prior episodes of major depression accompanied by
suicidal ideation and was still experiencing periodic episodes of anxiety, low
mood and more fleeting suicidal thoughts. She described a typical “down-
ward spiral” of depression. This would usually be triggered by a perceived
rejection, either by someone at work or a social acquaintance and would lead
to feelings of abandonment, agitation, depression and worthlessness, as well
as physical reactions such as tightness in the chest and crying. Fiona reported
that she would tend to withdraw from social situations as these feelings
developed, reinforcing her sense of isolation, instead spending time on her
own ruminating about her current situation and past rejections. As depres-
sion and worthlessness escalated she would experience thoughts of suicide,
feeling that no one would care if she died. These sometimes progressed to
specific plans for suicide, but she had never acted on these thoughts.

At her pre-class interview the instructor asked Fiona questions about her
previous experiences of depression and factors that might be involved in
relapse and maintenance. Fiona learned more about the general background
of MBCT and how, more specifically, mindfulness meditation could help with
her recurrent problems. Potential benefits discussed included the possibility
of becoming more aware of the sequence of events and experiences which
typically led to suicidal ideation and to respond differently; for example notic-
ing her tendency to respond to social interactions with feelings of abandon-
ment and to choose an alternative response rather than withdrawal. Other
aspects touched on were how, through mindfulness, Fiona might be able
to learn to disengage from the rumination that became habitual when she
felt depressed and how she might be able to develop a different relation-
ship to the bodily symptoms of anxiety, which bothered her a great deal and
contributed to the escalation of her negative mood. Fiona stated as her gen-
eral intention that she wanted to improve her well-being and become more
engaged with life, rather than struggling from one crisis to the next.

The theme of the first session is “Automatic Pilot.” Through exercises and
meditation practice participants explore and become more aware of how
oftentimes we function in ways that are mechanical or automatic, what this
means for our experience of life, and how bringing mindful attention to what-
ever we do can change the nature of the experience of it. Although the class
instructor discussed with Fiona the fact that learning meditation was chal-
lenging and would not lead to immediate results she started the classes with
a lot of optimism that this would be “the cure” for her depression. Her initial
experience of the group, having heard each participant introduce him- or
herself briefly, was positive and she found the exercises in the first class



T
ab

le
1

2
.1

.
A

w
ee

k-
b

y-
w

ee
k

su
m

m
ar

y
o

f
th

e
p

ra
ct

ic
es

in
tr

o
d

u
ce

d
in

M
B

C
T,

th
ei

r
ai

m
s,

th
e

sk
ill

s
d

ev
el

o
p

ed
an

d
in

si
gh

ts
su

p
p

o
rt

ed
th

ro
u

gh
th

e
p

ra
ct

ic
es

,a
n

d
th

e
ac

ti
vi

ti
es

p
ar

ti
ci

p
an

ts
ar

e
en

co
u

ra
ge

d
to

co
m

p
le

te
at

h
o

m
e.

Se
ss

io
n

th
em

e
P

ra
ct

ic
es

an
d

ex
er

ci
se

s
Sk

il
ls

le
ar

n
ed

In
si

gh
ts

su
p

p
o

rt
ed

b
y

p
ra

ct
ic

es
H

o
m

e
p

ra
ct

ic
e

1
.A

u
to

m
a

ti
c

P
il

o
t

R
a

is
in

E
xe

rc
is

e
M

in
d
fu

ln
es

s
o
f

ev
er

yd
a
y

a
ct

iv
it

ie
s

A
im

:t
o

m
ak

e
p

ar
ti

ci
p

an
ts

m
o

re
aw

ar
e

o
f

h
o

w
o

ft
en

w
e

fu
n

ct
io

n
in

au
to

m
at

ic
p

ilo
t

an
d

w
h

at
th

e
ef

fe
ct

s
o

f
b

ei
n

g
m

in
d

fu
la

re
.

A
m

ed
it

at
io

n
in

w
h

ic
h

p
ar

ti
ci

p
an

ts
sp

en
d

se
ve

ra
l

m
in

u
te

s
ex

p
lo

ri
n

g
th

e
se

n
so

ry
fe

at
u

re
s

(s
ig

h
t,

sm
el

l,
ta

st
e,

to
u

ch
)

o
f

o
n

e
ra

is
in

.

To
b

eg
in

to
ex

p
er

ie
n

ce
th

e
sh

if
t

fr
o

m
‘d

o
in

g’
m

o
d

e
to

‘b
ei

n
g’

m
o

d
e.

To
ex

p
er

ie
n

ce
th

e
q

u
al

it
ie

s
o

f
m

in
d

fu
l

at
te

n
ti

o
n

.

Ex
p

er
ie

n
ce

s
ca

n
b

e
ri

ch
er

if
w

e
p

ay
fu

ll
at

te
n

ti
o

n
.

M
u

ch
o

f
o

u
r

ev
er

yd
ay

ex
p

er
ie

n
ce

is
m

is
se

d
b

ec
au

se
th

e
m

in
d

is
el

se
w

h
er

e.

Pa
rt

ic
ip

an
ts

ch
o

o
se

a
ro

u
ti

n
e

ac
ti

vi
ty

an
d

at
te

n
d

to
it

m
in

d
fu

lly
.

B
o
d
y

Sc
a

n
B

o
d
y

Sc
a

n
A

45
m

in
u

te
gu

id
ed

m
ed

it
at

io
n

in
w

h
ic

h
p

ar
ti

ci
p

an
ts

m
o

ve
th

ei
r

at
te

n
ti

o
n

th
ro

u
gh

th
e

b
o

dy
at

te
n

d
in

g
to

an
y

se
n

sa
ti

o
n

s
th

at
ar

is
e

in
ea

ch
ar

ea
an

d
b

re
at

h
in

g
in

to
ea

ch
ar

ea

Su
st

ai
n

ed
p

ra
ct

ic
e

in
en

ga
gi

n
g,

d
is

en
ga

gi
n

g
an

d
sh

if
ti

n
g

at
te

n
ti

o
n

to
d

if
fe

re
n

t
o

b
je

ct
s

o
f

aw
ar

en
es

s.
P

ra
ct

ic
e

at
re

tu
rn

in
g

th
e

m
in

d
re

p
ea

te
d

ly
to

th
e

in
te

n
d

ed
o

b
je

ct
o

f
co

n
ce

n
tr

at
io

n
w

h
en

it
w

an
d

er
s.

M
in

d
w

an
d

er
in

g
is

h
ab

it
u

al
.I

t
is

p
o

ss
ib

le
to

d
ev

el
o

p
gr

ea
te

r
aw

ar
en

es
s

o
f

b
o

d
ily

se
n

sa
ti

o
n

s
(w

h
ic

h
m

ay
b

e
as

so
ci

at
ed

w
it

h
em

o
ti

o
n

al
st

at
es

)

Pa
rt

ic
ip

an
ts

p
ra

ct
ic

e
a

45
-m

in
u

te
b

o
dy

sc
an

su
p

p
o

rt
ed

b
y

C
D

s,
o

n
at

le
as

t
6

d
ay

s,
n

o
ti

n
g

th
ei

r
ex

p
er

ie
n

ce
s.

2
.D

ea
li

n
g

w
it

h
B

a
rr

ie
rs

B
o
d
y

Sc
a

n
B

o
d
y

Sc
a

n
A

im
:t

o
ex

p
lo

re
in

it
ia

l
ex

p
er

ie
n

ce
s

o
f

th
e

p
ra

ct
ic

e
o

f
m

ed
it

at
io

n
an

d
to

in
tr

o
d

u
ce

th
e

m
et

ac
o

gn
it

iv
e

p
er

sp
ec

ti
ve

.

A
s

ab
o

ve
To

o
b

se
rv

e
m

in
d

w
an

d
er

in
g,

to
p

ra
ct

ic
e

le
tt

in
g

go
o

f
th

o
u

gh
ts

an
d

b
ri

n
gi

n
g

at
te

n
ti

o
n

re
p

ea
te

d
ly

b
ac

k
to

th
e

in
te

n
d

ed
o

b
je

ct
.

W
e

h
av

e
a

te
n

d
en

cy
to

ju
d

ge
o

u
r

ex
p

er
ie

n
ce

s
as

p
le

as
an

t
o

r
u

n
p

le
as

an
t,

to
av

o
id

u
n

p
le

as
an

t
ex

p
er

ie
n

ce
s

an
d

se
ek

th
o

se
th

at
ar

e
p

le
as

an
t.

Pa
rt

ic
ip

an
ts

p
ra

ct
ic

e
a

45
-m

in
u

te
b

o
dy

sc
an

su
p

p
o

rt
ed

b
y

C
D

s,
o

n
at

le
as

t
6

d
ay

s,
n

o
ti

n
g

th
ei

r
ex

p
er

ie
n

ce
s.

(C
o
n

ti
n

u
ed

)



T
ab

le
1

2
.1

(C
o
n

ti
n

u
ed

).

Se
ss

io
n

th
em

e
P

ra
ct

ic
es

an
d

ex
er

ci
se

s
Sk

il
ls

le
ar

n
ed

In
si

gh
ts

su
p

p
o

rt
ed

b
y

p
ra

ct
ic

es
H

o
m

e
p

ra
ct

ic
e

T
h

o
u

gh
ts

a
n

d
Fe

el
in

gs
E

xe
rc

is
e

N
o
ti

ci
n

g
P

le
a

sa
n

t
E

ve
n

ts
Pa

rt
ic

ip
an

ts
im

ag
in

e
an

am
b

ig
u

o
u

s
sc

en
ar

io
(n

o
t

b
ei

n
g

n
o

ti
ce

d
b

y
an

ac
q

u
ai

n
ta

n
ce

)
an

d
ex

p
lo

re
th

ei
r

re
ac

ti
o

n
s

to
su

ch
an

ev
en

t,
as

w
el

la
s

h
o

w
th

es
e

m
ig

h
t

va
ry

as
a

fu
n

ct
io

n
o

f
m

o
o

d
.

To
b

eg
in

to
re

fl
ec

t
o

n
th

e
as

so
ci

at
io

n
s

b
et

w
ee

n
th

o
u

gh
ts

,f
ee

lin
gs

,b
o

dy
se

n
sa

ti
o

n
s

an
d

b
eh

av
io

u
rs

fr
o

m
a

m
et

ac
o

gn
it

iv
e

p
er

sp
ec

ti
ve

.

O
u

r
m

o
o

d
in

fl
u

en
ce

s
o

u
r

in
te

rp
re

ta
ti

o
n

o
f

ev
en

ts
,

an
d

o
u

r
in

te
rp

re
ta

ti
o

n
o

f
ev

en
ts

in
fl

u
en

ce
s

su
b

se
q

u
en

t
em

o
ti

o
n

s,
co

gn
it

io
n

s,
b

o
d

ily
se

n
sa

ti
o

n
s

an
d

b
eh

av
io

u
rs

.

Pa
rt

ic
ip

an
ts

ar
e

as
ke

d
to

n
o

ti
ce

ev
en

ts
o

r
m

o
m

en
ts

th
ey

ex
p

er
ie

n
ce

as
p

le
as

an
t

an
d

o
b

se
rv

e
th

e
th

o
u

gh
ts

,f
ee

lin
gs

an
d

b
o

d
ily

se
n

sa
ti

o
n

s
th

at
ar

is
e

o
n

th
es

e
o

cc
as

io
n

s.

3
.M

in
d
fu

ln
es

s
o
f

B
re

a
th

Si
tt

in
g

M
ed

it
a

ti
o
n

St
re

tc
h

a
n

d
B

re
a

th
A

im
:T

o
in

tr
o

d
u

ce
th

e
b

re
at

h
as

a
ve

h
ic

le
fo

r
re

co
n

n
ec

ti
o

n
w

it
h

p
re

se
n

t
m

o
m

en
t

aw
ar

en
es

s
w

h
en

th
e

m
in

d
h

as
w

an
d

er
ed

to
d

if
fi

cu
lt

th
o

u
gh

ts
,e

m
o

ti
o

n
s

o
r

b
o

d
ily

se
n

sa
ti

o
n

s.

A
30

–4
0

m
in

u
te

gu
id

ed
si

tt
in

g
m

ed
it

at
io

n
in

w
h

ic
h

p
ar

ti
ci

p
an

ts
ar

e
in

vi
te

d
to

at
te

n
d

to
th

e
co

n
st

an
tl

y
ch

an
gi

n
g

se
n

sa
ti

o
n

s
o

f
th

e
b

re
at

h
,t

o
o

b
se

rv
e

w
it

h
cu

ri
o

si
ty

w
h

er
ev

er
th

e
m

in
d

w
an

d
er

s
an

d
th

en
to

ge
n

tl
y

re
tu

rn
at

te
n

ti
o

n
to

th
e

b
re

at
h

.I
n

th
e

fi
n

al
st

ag
es

o
f

th
e

p
ra

ct
ic

e
at

te
n

ti
o

n
is

b
ro

ad
en

ed
to

th
e

b
o

dy
as

a
w

h
o

le
.

To
at

te
n

d
to

th
e

b
re

at
h

,t
o

n
o

ti
ce

m
in

d
w

an
d

er
in

g
an

d
to

b
ec

o
m

e
fa

m
ili

ar
w

it
h

th
e

h
ab

it
s

o
f

th
e

m
in

d
.

In
cr

ea
si

n
g

aw
ar

en
es

s
o

f
h

ab
it

u
al

p
at

te
rn

s
o

f
th

e
m

in
d

(e
.g

.t
h

e
o

cc
u

rr
en

ce
o

f
se

lf
-c

ri
ti

ca
lt

h
o

u
gh

ts
,o

r
d

if
fi

cu
lt

b
o

d
ily

se
n

sa
ti

o
n

s)

A
se

q
u

en
ce

o
f

st
an

d
in

g
yo

ga
st

re
tc

h
es

fo
llo

w
ed

b
y

a
sh

o
rt

er
si

tt
in

g
m

ed
it

at
io

n
fo

cu
si

n
g

o
n

th
e

b
re

at
h

,
co

m
p

le
te

d
o

n
d

ay
s

1,
3,

5.

To
ex

p
lo

re
re

co
n

n
ec

ti
o

n
w

it
h

th
e

b
re

at
h

an
d

st
ay

in
g

w
it

h
d

if
fi

cu
lt

ex
p

er
ie

n
ce

s
as

an
al

te
rn

at
iv

e
to

en
ga

gi
n

g
in

co
n

ce
p

tu
al

th
o

u
gh

t
an

d
at

te
m

p
ts

at
p

ro
b

le
m

so
lv

in
g.

To
b

eg
in

to
u

se
th

e
b

re
at

h
as

a
ve

h
ic

le
to

re
co

n
n

ec
t

w
it

h
p

re
se

n
t

m
o

m
en

t
aw

ar
en

es
s

w
h

en
th

e
m

in
d

h
as

w
an

d
er

ed
.

T
h

e
b

re
at

h
is

a
ro

u
te

to
p

re
se

n
t

m
o

m
en

t
aw

ar
en

es
s.

Yo
ga

(2
,4

,6
)

A
lo

n
ge

r
se

q
u

en
ce

o
f

Y
o

ga
p

o
st

u
re

s
gu

id
ed

b
y

C
D

,
co

m
p

le
te

d
o

n
d

ay
s

2,
4,

6.

(C
o
n

ti
n

u
ed

)



T
ab

le
1

2
.1

(C
o
n

ti
n

u
ed

).

Se
ss

io
n

th
em

e
P

ra
ct

ic
es

an
d

ex
er

ci
se

s
Sk

il
ls

le
ar

n
ed

In
si

gh
ts

su
p

p
o

rt
ed

b
y

p
ra

ct
ic

es
H

o
m

e
p

ra
ct

ic
e

Yo
ga

St
re

tc
h

es
/M

in
d
fu

l
W

a
lk

in
g

Sc
h

ed
u

le
d

B
re

a
th

in
g

Sp
a

ce
s

Pa
rt

ic
ip

an
ts

ar
e

gu
id

ed
th

ro
u

gh
a

se
ri

es
o

f
ge

n
tl

e
yo

ga
st

re
tc

h
es

an
d

ar
e

en
co

u
ra

ge
d

to
o

b
se

rv
e

ch
an

gi
n

g
b

o
d

ily
se

n
sa

ti
o

n
s

d
u

ri
n

g
an

d
af

te
r

ea
ch

st
re

tc
h

.

To
b

ec
o

m
e

aw
ar

e
o

f
th

e
b

o
dy

in
m

o
ve

m
en

t,
to

o
b

se
rv

e
m

in
d

w
an

d
er

in
g

d
u

ri
n

g
p

ra
ct

ic
e

an
d

le
ar

n
to

re
co

n
n

ec
t

w
it

h
b

o
d

ily
se

n
sa

ti
o

n
s.

B
o

d
ily

se
n

sa
ti

o
n

s
ar

e
ri

ch
er

an
d

m
o

re
ch

an
ge

ab
le

if
o

b
se

rv
ed

w
it

h
fu

ll
at

te
n

ti
o

n
.

Pa
rt

ic
ip

an
ts

p
ra

ct
ic

e
th

e
3-

m
in

u
te

b
re

at
h

in
g

sp
ac

e
o

n
th

re
e

p
re

-d
et

er
m

in
ed

o
cc

as
io

n
s

ea
ch

d
ay

.

Pa
rt

ic
ip

an
ts

ar
e

in
st

ru
ct

ed
in

th
e

p
ra

ct
ic

e
o

f
w

a
lk

in
g

m
ed

it
a

ti
o
n

,a
tt

en
d

in
g

to
th

e
se

n
sa

ti
o

n
s

ar
is

in
g

fr
o

m
th

e
m

o
ve

m
en

t
an

d
p

la
ce

m
en

t
o

f
th

e
fe

et
an

d
le

gs
.P

ac
e

is
u

su
al

ly
sl

o
w

.A
tt

en
ti

o
n

is
re

d
ir

ec
te

d
to

th
e

b
o

dy
w

h
en

th
e

m
in

d
w

an
d

er
s

3
-M

in
u

te
B

re
a

th
in

g
Sp

a
ce

N
o
ti

ci
n

g
U

n
p
le

a
sa

n
t

E
ve

n
ts

A
3-

m
in

u
te

p
ra

ct
ic

e
in

w
h

ic
h

p
ar

ti
ci

p
an

ts
fi

rs
t

b
ec

o
m

e
aw

ar
e

o
f

p
re

se
n

t
m

o
m

en
t

th
o

u
gh

ts
,f

ee
lin

gs
an

d
b

o
d

ily
se

n
sa

ti
o

n
s,

th
en

sh
if

t
th

ei
r

at
te

n
ti

o
n

to
th

e
b

re
at

h
an

d
fi

n
al

ly
ex

p
an

d
th

ei
r

at
te

n
ti

o
n

to
th

e
b

o
dy

as
a

w
h

o
le

.

To
b

eg
in

to
ge

n
er

al
iz

e
th

e
p

ra
ct

ic
e

o
f

m
ed

it
at

io
n

in
to

ev
er

yd
ay

lif
e.

It
is

p
o

ss
ib

le
to

sh
if

t
p

er
sp

ec
ti

ve
an

d
re

co
n

n
ec

t
w

it
h

th
e

p
re

se
n

t
m

o
m

en
t

th
ro

u
gh

th
e

u
se

o
f

th
e

b
re

at
h

in
g

sp
ac

e.

Pa
rt

ic
ip

an
ts

ar
e

as
ke

d
to

n
o

ti
ce

ev
en

ts
o

r
m

o
m

en
ts

th
ey

ex
p

er
ie

n
ce

as
u

n
p

le
as

an
t

an
d

o
b

se
rv

e
th

e
th

o
u

gh
ts

,f
ee

lin
gs

an
d

b
o

d
ily

se
n

sa
ti

o
n

s
th

at
ar

is
e

o
n

th
es

e
o

cc
as

io
n

s.
(C

o
n

ti
n

u
ed

)



T
ab

le
1

2
.1

(C
o
n

ti
n

u
ed

).

Se
ss

io
n

th
em

e
P

ra
ct

ic
es

an
d

ex
er

ci
se

s
Sk

il
ls

le
ar

n
ed

In
si

gh
ts

su
p

p
o

rt
ed

b
y

p
ra

ct
ic

es
H

o
m

e
p

ra
ct

ic
e

4
.S

ta
yi

n
g

P
re

se
n

t
Se

ei
n

g
M

ed
it

a
ti

o
n

/H
ea

ri
n

g
M

ed
it

a
ti

o
n

Si
tt

in
g

M
ed

it
a

ti
o
n

A
im

:t
o

ex
p

lo
re

n
ew

w
ay

s
o

f
re

la
ti

n
g

to
in

te
n

se
o

r
em

o
ti

o
n

al
ly

ch
ar

ge
d

th
o

u
gh

ts
,f

ee
lin

gs
an

d
se

n
sa

ti
o

n
s

A
sh

o
rt

m
ed

it
at

io
n

p
ra

ct
ic

e
in

w
h

ic
h

p
ar

ti
ci

p
an

ts
fo

cu
s

at
te

n
ti

o
n

o
n

ei
th

er
si

gh
ts

o
r

so
u

n
d

s,
re

tu
rn

in
g

ge
n

tl
y

to
th

es
e

se
n

sa
ti

o
n

s
w

h
en

ev
er

th
e

m
in

d
w

an
d

er
s.

To
in

cl
u

d
e

si
gh

ts
o

r
so

u
n

d
s

as
th

e
o

b
je

ct
o

f
aw

ar
en

es
s.

To
p

ra
ct

ic
e

sh
if

ti
n

g
o

u
t

o
f

au
to

m
at

ic
p

ilo
t

an
d

tu
n

in
g

in
to

d
if

fe
re

n
t

as
p

ec
ts

o
f

m
o

m
en

t
to

m
o

m
en

t
ex

p
er

ie
n

ce
.

It
is

p
o

ss
ib

le
to

u
se

aw
ar

en
es

s
o

f
si

gh
ts

an
d

so
u

n
d

s
to

st
ep

o
u

t
o

f
au

to
m

at
ic

p
ilo

t
an

d
re

co
n

n
ec

t
w

it
h

th
e

p
re

se
n

t
m

o
m

en
t.

A
tt

en
ti

o
n

to
si

gh
ts

o
r

so
u

n
d

s
ca

n
b

e
p

ar
ti

cu
la

rl
y

‘g
ro

u
n

d
in

g’
.

A
40

m
in

u
te

si
tt

in
g

m
ed

it
at

io
n

in
w

h
ic

h
th

e
o

b
je

ct
o

f
at

te
n

ti
o

n
sh

if
ts

fr
o

m
b

re
at

h
,t

o
b

o
dy

,t
o

so
u

n
d

s,
to

th
o

u
gh

ts
an

d
fi

n
al

ly
to

a
ch

o
ic

e-
le

ss
aw

ar
en

es
s.

Si
tt

in
g

M
ed

it
a

ti
o
n

B
re

a
th

in
g

Sp
a

ce
s

A
si

tt
in

g
m

ed
it

at
io

n
in

w
h

ic
h

th
e

fo
cu

s
is

in
it

ia
lly

o
n

th
e

b
re

at
h

,m
o

vi
n

g
th

en
to

th
e

b
o

dy
as

a
w

h
o

le
.

Pa
rt

ic
ip

an
ts

ar
e

en
co

u
ra

ge
d

to
ex

p
lo

re
in

te
n

se
se

n
sa

ti
o

n
s

w
it

h
an

at
ti

tu
d

e
o

f
o

p
en

n
es

s
an

d
cu

ri
o

si
ty

,r
at

h
er

th
an

im
m

ed
ia

te
ly

ch
an

gi
n

g
p

o
si

ti
o

n
to

al
le

vi
at

e
d

is
co

m
fo

rt
s.

A
tt

en
ti

o
n

th
en

m
o

ve
s

to
so

u
n

d
s,

an
d

to
th

o
u

gh
ts

an
d

fi
n

al
ly

to
w

h
at

ev
er

is
sa

lie
n

t
in

aw
ar

en
es

s
fr

o
m

m
o

m
en

t
to

m
o

m
en

t
(‘

ch
o

ic
el

es
s

aw
ar

en
es

s’
).

To
b

eg
in

to
ex

p
lo

re
th

e
p

o
ss

ib
ili

ty
o

f
st

ay
in

g
w

it
h

d
if

fi
cu

lt
se

n
sa

ti
o

n
s,

ad
o

p
ti

n
g

an
at

ti
tu

d
e

o
f

cu
ri

o
si

ty
,

o
p

en
n

es
s

an
d

ac
ce

p
ta

n
ce

.

W
h

en
o

n
e

ch
o

o
se

s
to

st
ay

w
it

h
d

if
fi

cu
lt

se
n

sa
ti

o
n

s
ra

th
er

th
an

tr
yi

n
g

to
er

ad
ic

at
e

th
em

it
is

p
o

ss
ib

le
to

n
o

ti
ce

th
ei

r
q

u
al

it
ie

s
in

m
o

re
d

et
ai

l.
So

m
et

im
es

d
if

fi
cu

lt
se

n
sa

ti
o

n
s

sp
o

n
ta

n
eo

u
sl

y
ch

an
ge

.

Pa
rt

ic
ip

an
ts

ar
e

en
co

u
ra

ge
d

to
ta

ke
3-

m
in

u
te

b
re

at
h

in
g

sp
ac

es
o

n
th

re
e

sc
h

ed
u

le
d

o
cc

as
io

n
s

b
u

t
al

so
at

ti
m

es
w

h
en

th
ey

n
o

ti
ce

st
re

ss
o

r
em

o
ti

o
n

al
p

re
ss

u
re

m
o

u
n

ti
n

g.

(C
o
n

ti
n

u
ed

)



T
ab

le
1

2
.1

(C
o
n

ti
n

u
ed

).

Se
ss

io
n

th
em

e
P

ra
ct

ic
es

an
d

ex
er

ci
se

s
Sk

il
ls

le
ar

n
ed

In
si

gh
ts

su
p

p
o

rt
ed

b
y

p
ra

ct
ic

es

H
o

m
e

p
ra

ct
ic

e

A
u

to
m

a
ti

c
T
h

o
u

gh
ts

Q
u

es
ti

o
n

n
a

ir
e

Pa
rt

ic
ip

an
ts

re
ad

th
ro

u
gh

th
e

q
u

es
ti

o
n

n
ai

re
to

ex
p

lo
re

th
e

m
o

st
co

m
m

o
n

dy
sf

u
n

ct
io

n
al

an
d

n
eg

at
iv

e
th

o
u

gh
ts

th
at

o
cc

u
r

in
d

ep
re

ss
io

n
.T

h
ey

al
so

re
vi

ew
th

e
D

SM
-IV

sy
m

p
to

m
s

o
f

m
aj

o
r

d
ep

re
ss

io
n

.

To
re

co
gn

iz
e

n
eg

at
iv

e
an

d
dy

sf
u

n
ct

io
n

al
th

o
u

gh
ts

.T
o

re
fl

ec
t

o
n

th
es

e
sy

m
p

to
m

s
fr

o
m

a
m

et
a-

co
gn

it
iv

e
p

er
sp

ec
ti

ve
.

T
h

e
n

eg
at

iv
e

th
o

u
gh

ts
an

d
ex

p
er

ie
n

ce
s

th
at

ac
co

m
p

an
y

d
ep

re
ss

io
n

ar
e

re
co

gn
iz

ed
sy

m
p

to
m

s,
n

o
t

si
gn

s
o

f
p

er
so

n
al

w
ea

kn
es

s
o

r
u

n
iq

u
e

to
th

e
in

d
iv

id
u

al
.

5
.A

ll
ow

in
g/

Le
tt

in
g

B
e

Si
tt

in
g

M
ed

it
a

ti
o
n

G
u

id
ed

Si
tt

in
g

M
ed

it
a

ti
o
n

A
im

:T
o

b
eg

in
to

d
ev

el
o

p
a

ra
d

ic
al

ly
d

if
fe

re
n

t
re

la
ti

o
n

sh
ip

to
ex

p
er

ie
n

ce
in

w
h

ic
h

al
l

ex
p

er
ie

n
ce

s
ar

e
al

lo
w

ed
an

d
ac

ce
p

te
d

.

A
40

m
in

u
te

m
ed

it
at

io
n

in
w

h
ic

h
p

ar
ti

ci
p

an
ts

b
ri

n
g

at
te

n
ti

o
n

fi
rs

t
to

th
e

b
re

at
h

,t
o

b
o

dy
se

n
sa

ti
o

n
s,

to
so

u
n

d
s

an
d

th
en

to
th

o
u

gh
ts

.P
ar

ti
ci

p
an

ts
ar

e
in

vi
te

d
to

n
o

ti
ce

w
an

d
er

in
g

o
f

th
e

m
in

d
an

d
if

th
e

m
in

d
re

tu
rn

s
re

p
ea

te
d

ly
to

ce
rt

ai
n

th
o

u
gh

ts
,f

ee
lin

gs
o

r
b

o
d

ily
se

n
sa

ti
o

n
s

to
b

ri
n

g
a

cu
ri

o
si

ty
an

d
o

p
en

n
es

s
to

th
es

e.
Pa

rt
ic

ip
an

ts
ar

e
en

co
u

ra
ge

d
to

ex
p

lo
re

h
o

w
d

if
fi

cu
lt

ie
s

th
at

ar
is

e
d

u
ri

n
g

m
ed

it
at

io
n

ar
e

ex
p

re
ss

ed
in

th
e

b
o

dy
,t

o
b

ec
o

m
e

aw
ar

e
o

f
te

n
si

o
n

s
o

r
o

th
er

b
o

d
ily

se
n

sa
ti

o
n

s
as

so
ci

at
ed

w
it

h
d

if
fi

cu
lt

y
an

d
to

u
se

th
e

b
re

at
h

as
a

ve
h

ic
le

to
st

ay
w

it
h

th
es

e
ex

p
er

ie
n

ce
s

in
an

o
p

en
w

ay
,‘

b
re

at
h

in
g

in
to

an
d

o
u

t
o

f’
re

gi
o

n
s

w
h

er
e

th
e

d
if

fi
cu

lt
ie

s
ar

e
m

an
if

es
ti

n
g

th
em

se
lv

es
.

O
n

ce
th

o
u

gh
ts

o
r

se
n

sa
ti

o
n

s
n

o
lo

n
ge

r
p

u
ll

fo
r

at
te

n
ti

o
n

,p
ar

ti
ci

p
an

ts
ar

e
en

co
u

ra
ge

d
to

co
m

e
b

ac
k

to
w

h
at

ev
er

th
e

cu
rr

en
t

fo
cu

s
o

f
th

e
m

ed
it

at
io

n
is

.
To

w
ar

d
s

th
e

en
d

o
f

th
e

m
ed

it
at

io
n

p
ra

ct
ic

e
p

ar
ti

ci
p

an
ts

ar
e

in
vi

te
d

to
p

ra
ct

ic
e

th
is

b
y

d
el

ib
er

at
el

y
b

ri
n

gi
n

g
a

d
if

fi
cu

lt
y

to
m

in
d

.

To
b

eg
in

to
ex

p
lo

re
th

e
p

o
ss

ib
ili

ty
o

f
st

ay
in

g
w

it
h

an
d

ac
ce

p
ti

n
g

d
if

fi
cu

lt
th

o
u

gh
ts

,
im

ag
es

,
m

em
o

ri
es

,
em

o
ti

o
n

s
an

d
b

o
dy

se
n

sa
ti

o
n

s.

D
if

fi
cu

lt
ex

p
er

ie
n

ce
s

m
ay

h
av

e
b

o
d

ily
m

an
if

es
ta

ti
o

n
s

th
at

ca
n

b
e

o
b

se
rv

ed
.

A
40

m
in

u
te

gu
id

ed
m

ed
it

at
io

n
fo

llo
w

in
g

th
e

fo
rm

at
o

f
th

e
si

tt
in

g
m

ed
it

at
io

n
p

ra
ct

ic
ed

in
th

e
cl

as
s.

To
o

b
se

rv
e

h
o

w
d

if
fi

cu
lt

ie
s

m
an

if
es

t
th

em
se

lv
es

in
th

e
b

o
dy

.

B
y

st
ay

in
g

w
it

h
d

if
fi

cu
lt

ie
s

ra
th

er
th

an
at

te
m

p
ti

n
g

to
av

o
id

th
em

o
r

ch
an

ge
th

em
,

ch
an

ge
so

m
et

im
es

o
cc

u
rs

sp
o

n
ta

n
eo

u
sl

y.

Si
tt

in
g

in
St

il
ln

es
s

A
n

u
n

gu
id

ed
40

-m
in

u
te

si
tt

in
g

m
ed

it
at

io
n

in
w

h
ic

h
p

at
ie

n
ts

gu
id

e
th

ei
r

o
w

n
p

ra
ct

ic
e,

m
o

vi
n

g
th

ro
u

gh
d

if
fe

re
n

t
o

b
je

ct
s

o
f

at
te

n
ti

o
n

,t
o

ch
o

ic
el

es
s

aw
ar

en
es

s.

(C
o
n

ti
n

u
ed

)



T
ab

le
1

2
.1

(C
o
n

ti
n

u
ed

).

Se
ss

io
n

th
em

e
P

ra
ct

ic
es

an
d

ex
er

ci
se

s
Sk

il
ls

le
ar

n
ed

In
si

gh
ts

su
p

p
o

rt
ed

b
y

p
ra

ct
ic

es
H

o
m

e
p

ra
ct

ic
e

B
re

a
th

in
g

Sp
a

ce
s

To
o

b
se

rv
e

o
u

r
u

su
al

te
n

d
en

cy
to

at
te

m
p

t
to

su
p

p
re

ss
o

r
av

o
id

u
n

p
le

as
an

t
ex

p
er

ie
n

ce
s

o
r

to
tr

y
to

fi
x

d
if

fi
cu

lt
ie

s
an

d
to

p
ra

ct
ic

e
an

al
te

rn
at

iv
e

ap
p

ro
ac

h
.

Pa
rt

ic
ip

an
ts

co
n

ti
n

u
e

to
p

ra
ct

ic
e

b
o

th
sc

h
ed

u
le

d
b

re
at

h
in

g
sp

ac
es

an
d

sp
o

n
ta

n
eo

u
s

b
re

at
h

in
g

sp
ac

es
at

ti
m

es
o

f
st

re
ss

o
r

d
if

fi
cu

lt
y.

6
.T

h
o
u

gh
ts

a
re

n
o
t

fa
ct

s
Si

tt
in

g
M

ed
it

a
ti

o
n

Sh
o
rt

er
G

u
id

ed
M

ed
it

a
ti

o
n

s
A

im
:t

o
en

co
u

ra
ge

p
ar

ti
ci

p
an

ts
to

re
d

u
ce

th
ei

r
id

en
ti

fi
ca

ti
o

n
w

it
h

th
o

u
gh

ts
an

d
to

b
eg

in
to

re
la

te
to

th
o

u
gh

ts
,

in
cl

u
d

in
g

d
if

fi
cu

lt
th

o
u

gh
ts

,a
s

m
en

ta
le

ve
n

ts
.

A
m

ed
it

at
io

n
in

w
h

ic
h

th
o

u
gh

ts
fo

rm
th

e
o

b
je

ct
o

f
aw

ar
en

es
s.

T
h

o
u

gh
ts

ar
e

o
b

se
rv

ed
ar

is
in

g
an

d
p

as
si

n
g

aw
ay

,r
at

h
er

th
an

b
ei

n
g

so
u

gh
t.

T
h

is
p

ro
ce

ss
is

su
p

p
o

rt
ed

th
ro

u
gh

th
e

u
se

o
f

m
et

ap
h

o
rs

–
im

ag
in

in
g

th
o

u
gh

ts
as

im
ag

es
o

n
a

ci
n

em
a

sc
re

en
,o

r
as

cl
o

u
d

s
p

as
si

n
g

in
th

e
sk

y,
o

r
le

av
es

o
n

a
ri

ve
r.

Pa
rt

ic
ip

an
ts

ar
e

th
en

in
vi

te
d

to
d

el
ib

er
at

el
y

b
ri

n
g

to
m

in
d

a
d

if
fi

cu
lt

th
o

u
gh

t
an

d
to

ad
o

p
t

th
e

sa
m

e
at

ti
tu

d
e

o
f

o
p

en
n

es
s

an
d

n
o

n
-ju

d
gm

en
ta

la
w

ar
en

es
s.

If
th

is
p

ro
ve

s
to

o
d

if
fi

cu
lt

,b
ec

au
se

th
e

th
o

u
gh

ts
th

at
ar

is
e

ar
e

ex
tr

em
el

y
d

is
tr

es
si

n
g,

p
ar

ti
ci

p
an

ts
ar

e
en

co
u

ra
ge

d
to

b
ri

n
g

aw
ar

en
es

s
to

th
e

im
p

ac
t

o
f

th
e

th
o

u
gh

ts
o

n
th

e
b

o
dy

,a
n

d
to

st
ay

w
it

h
an

d
o

b
se

rv
e

th
es

e
se

n
sa

ti
o

n
s,

b
ef

o
re

re
tu

rn
in

g
to

th
e

ex
p

er
ie

n
ce

o
f

p
as

si
n

g
th

o
u

gh
ts

.

To
fu

rt
h

er
d

ev
el

o
p

th
e

ab
ili

ty
to

st
ay

w
it

h
d

if
fi

cu
lt

th
o

u
gh

ts
th

at
ar

is
e

d
u

ri
n

g
m

ed
it

at
io

n
p

ra
ct

ic
e.

It
is

p
o

ss
ib

le
to

st
ay

w
it

h
d

if
fi

cu
lt

th
o

u
gh

ts
ra

th
er

th
an

en
ga

gi
n

g
in

h
ab

it
u

al
,b

u
t

u
n

h
el

p
fu

l,
re

ac
ti

o
n

s.

Pa
rt

ic
ip

an
ts

ar
e

gi
ve

n
a

se
ri

es
o

f
sh

o
rt

er
gu

id
ed

m
ed

it
at

io
n

s
an

d
ar

e
en

co
u

ra
ge

d
to

m
ix

an
d

m
at

ch
th

es
e

to
b

u
ild

u
p

a
fl

ex
ib

le
p

ra
ct

ic
e

th
at

th
ey

ca
n

m
ai

n
ta

in
in

d
ai

ly
lif

e.
Y

o
ga

p
ra

ct
ic

e
an

d
w

al
ki

n
g

m
ed

it
at

io
n

ca
n

al
so

b
e

in
co

rp
o

ra
te

d
in

to
th

es
e

ro
u

ti
n

es
if

p
ar

ti
ci

p
an

ts
fi

n
d

th
em

to
b

e
h

el
p

fu
l.

(C
o
n

ti
n

u
ed

)



T
ab

le
1

2
.1

(C
o
n

ti
n

u
ed

).

Se
ss

io
n

th
em

e
P

ra
ct

ic
es

an
d

ex
er

ci
se

s
Sk

il
ls

le
ar

n
ed

In
si

gh
ts

su
p

p
o

rt
ed

b
y

p
ra

ct
ic

es
H

o
m

e
p

ra
ct

ic
e

B
re

a
th

in
g

Sp
a

ce
s

To
p

ra
ct

ic
e

b
ec

o
m

in
g

aw
ar

e
o

f
th

e
b

o
d

ily
re

sp
o

n
se

s
to

d
if

fi
cu

lt
th

o
u

gh
ts

an
d

to
at

te
n

d
to

th
es

e
as

a
fo

rm
o

f
gr

o
u

n
d

in
g,

ra
th

er
th

an
re

so
rt

in
g

to
at

te
m

p
ti

n
g

to
su

p
p

re
ss

o
r

ch
al

le
n

ge
th

e
co

n
te

n
t

o
f

d
if

fi
cu

lt
th

o
u

gh
ts

.

R
em

ai
n

in
g

w
it

h
d

if
fi

cu
lt

th
o

u
gh

ts
an

d
o

b
se

rv
in

g
th

em
fr

o
m

a
d

e-
ce

n
te

re
d

p
er

sp
ec

ti
ve

,c
an

,o
ve

r
ti

m
e,

le
ad

to
a

re
d

u
ct

io
n

in
th

ei
r

ca
p

ac
it

y
to

ev
o

ke
em

o
ti

o
n

s.

Pa
rt

ic
ip

an
ts

ar
e

en
co

u
ra

ge
d

to
co

n
ti

n
u

e
u

si
n

g
b

re
at

h
in

g
sp

ac
es

at
re

gu
la

r
in

te
rv

al
s

an
d

at
ti

m
es

o
f

st
re

ss
.T

h
e

b
re

at
h

in
g

sp
ac

e
is

em
p

h
as

iz
ed

as
a

re
sp

o
n

se
th

at
in

tr
o

d
u

ce
s

gr
ea

te
r

ch
o

ic
e

an
d

fl
ex

ib
ili

ty
in

re
sp

o
n

d
in

g
to

d
if

fi
cu

lt
y.

A
m

b
ig

u
o
u

s
Sc

en
a

ri
o
s

Pa
rt

ic
ip

an
ts

ar
e

in
tr

o
d

u
ce

d
to

a
fu

rt
h

er
am

b
ig

u
o

u
s

sc
en

ar
io

–
so

m
eo

n
e

b
ei

n
g

to
o

b
u

sy
to

ta
lk

to
th

em
–

an
d

ar
e

as
ke

d
to

ex
p

lo
re

th
e

d
if

fe
re

n
t

re
ac

ti
o

n
s

th
ey

w
o

u
ld

h
av

e
if

th
ey

h
ad

ju
st

h
ad

a
q

u
ar

re
lw

it
h

so
m

eo
n

e
at

w
o

rk
as

co
m

p
ar

ed
to

if
th

ey
h

ad
ju

st
h

ad
a

p
o

si
ti

ve
ap

p
ra

is
al

fr
o

m
th

ei
r

b
o

ss
.

To
ta

ke
a

m
et

a-
co

gn
it

iv
e

p
er

sp
ec

ti
ve

,r
efl

ec
ti

n
g

o
n

th
e

im
p

ac
t

th
at

in
te

rn
al

an
d

ex
te

rn
al

co
n

te
x

ts
h

av
e

o
n

re
ac

ti
o

n
s

to
ev

en
ts

an
d

ex
p

er
ie

n
ce

s.

In
te

rp
re

ta
ti

o
n

s
o

f
ev

en
ts

ca
n

b
e

h
ea

vi
ly

in
fl

u
en

ce
d

b
y

co
n

te
x

t
an

d
th

e
m

en
ta

ls
ta

te
w

e
b

ri
n

g
to

th
e

ev
en

t.

M
in

d
fu

la
w

ar
en

es
s

ca
n

al
lo

w
u

s
to

se
e

ev
en

ts
an

d
th

ei
r

co
n

te
x

ts
m

o
re

cl
ea

rl
y

an
d

as
a

re
su

lt
in

cr
ea

se
fl

ex
ib

ili
ty

o
f

re
sp

o
n

d
in

g.

(C
o
n

ti
n

u
ed

)



T
ab

le
1

2
.1

(C
o
n

ti
n

u
ed

).

Se
ss

io
n

th
em

e
P

ra
ct

ic
es

an
d

ex
er

ci
se

s
Sk

il
ls

le
ar

n
ed

In
si

gh
ts

su
p

p
o

rt
ed

b
y

p
ra

ct
ic

es
H

o
m

e
p

ra
ct

ic
e

7
.
H

ow
ca

n
I

b
es

t
ta

ke
ca

re
o
f

m
ys

el
f?

Si
tt

in
g

M
ed

it
a

ti
o
n

To
fu

rt
h

er
d

ev
el

o
p

th
e

ab
ili

ty
to

at
te

n
d

to
,s

ta
y

w
it

h
an

d
b

e
o

p
en

to
ex

p
er

ie
n

ce
s

as
th

ey
ar

is
e

d
u

ri
n

g
m

ed
it

at
io

n
p

ra
ct

ic
e.

Se
lf

-D
ir

ec
te

d
P

ra
ct

ic
e

A
im

:T
o

ex
p

lo
re

h
o

w
aw

ar
en

es
s

ca
n

b
e

u
se

d
to

gu
id

e
sk

ill
fu

la
ct

io
n

T
h

is
fo

llo
w

s
th

e
fo

rm
at

o
u

tl
in

ed
ab

o
ve

Pa
rt

ic
ip

an
ts

ch
o

o
se

fr
o

m
al

l
th

e
fo

rm
al

m
ed

it
at

io
n

p
ra

ct
ic

es
th

ey
h

av
e

le
ar

n
ed

an
d

se
tt

le
o

n
o

n
e

o
r

m
o

re
to

u
se

o
n

a
d

ai
ly

b
as

is
.

R
efl

ec
ti

o
n

o
n

D
a

il
y

A
ct

iv
it

ie
s

B
re

a
th

in
g

Sp
a

ce
s

Pa
rt

ic
ip

an
ts

lis
t

d
ai

ly
ac

ti
vi

ti
es

an
d

d
iv

id
e

th
em

in
to

th
o

se
th

at
lif

t
m

o
o

d
,g

iv
e

en
er

gy
an

d
ar

e
n

o
u

ri
sh

in
g

an
d

th
o

se
w

h
ic

h
d

am
p

en
m

o
o

d
an

d
d

ra
in

en
er

gy
.W

o
rk

in
g

in
sm

al
lg

ro
u

p
s

p
ar

ti
ci

p
an

ts
ex

p
lo

re
h

o
w

to
in

cr
ea

se
th

e
o

cc
u

rr
en

ce
o

f
n

o
u

ri
sh

in
g

ac
ti

vi
ti

es
(i

n
cl

u
d

in
g

ve
ry

sm
al

le
ve

n
ts

)
an

d
re

d
u

ce
th

e
o

cc
u

rr
en

ce
o

f
d

ep
le

ti
n

g
ac

ti
vi

ti
es

,w
h

ils
t

h
o

ld
in

g
d

if
fi

cu
lt

as
p

ec
ts

o
f

th
ei

r
liv

es
in

m
in

d
,r

at
h

er
th

an
si

m
p

ly
tr

yi
n

g
to

av
o

id
th

em
.

Pa
rt

ic
ip

an
ts

th
en

re
fl

ec
t

o
n

n
o

u
ri

sh
in

g
ac

ti
vi

ti
es

id
en

ti
fy

in
g

th
o

se
th

at
lif

t
m

o
o

d
b

y
p

ro
vi

d
in

g
a

se
n

se
o

f
m

as
te

ry
an

d
th

o
se

th
at

d
o

so
b

y
p

ro
vi

d
in

g
a

se
n

se
o

f
p

le
as

u
re

.

To
re

fl
ec

t
o

n
th

e
co

n
se

q
u

en
ce

s
o

f
d

if
fe

re
n

t
ac

ti
vi

ti
es

fo
r

m
o

o
d

an
d

w
el

l-b
ei

n
g

A
n

aw
ar

en
es

s
o

f
th

e
b

al
an

ce
o

f
n

o
u

ri
sh

in
g

to
d

ep
le

ti
n

g
ac

ti
vi

ti
es

in
o

u
r

liv
es

an
d

h
o

w
th

is
ca

n
b

e
m

o
d

ifi
ed

w
it

h
o

u
t

si
m

p
ly

av
o

id
in

g
d

if
fi

cu
lt

ie
s.

Pa
rt

ic
ip

an
ts

co
n

ti
n

u
e

to
u

se
sc

h
ed

u
le

d
an

d
sp

o
n

ta
n

eo
u

s
b

re
at

h
in

g
sp

ac
es

to
in

te
gr

at
e

m
in

d
fu

ln
es

s
in

to
d

ai
ly

lif
e

an
d

as
a

m
ea

n
s

o
f

re
sp

o
n

d
in

g
w

is
el

y
to

ch
al

le
n

gi
n

g
ex

p
er

ie
n

ce
s.

To
u

se
a

b
re

at
h

in
g

sp
ac

e
at

ti
m

es
o

f
lo

w
m

o
o

d
to

ex
p

lo
re

w
h

et
h

er
th

e
w

is
es

t
re

sp
o

n
se

to
a

d
if

fi
cu

lt
si

tu
at

io
n

is
to

ad
o

p
t

m
in

d
fu

l
aw

ar
en

es
s

o
f

o
n

go
in

g
ex

p
er

ie
n

ce
o

r
to

ta
ke

sk
ill

fu
la

ct
io

n
.

If
ap

p
ro

p
ri

at
e

to
d

el
ib

er
at

el
y

in
cr

ea
se

th
e

o
cc

u
rr

en
ce

o
f

ac
ti

vi
ti

es
th

at
lif

t
m

o
o

d
an

d
p

ro
vi

d
e

a
se

n
se

o
f

m
as

te
ry

o
r

p
le

as
u

re
at

ti
m

es
o

f
lo

w
m

o
o

d
.

A
n

aw
ar

en
es

s
o

f
th

e
d

if
fe

re
n

ce
s

b
et

w
ee

n
re

ac
ti

n
g

an
d

re
sp

o
n

d
in

g
w

is
el

y
at

ti
m

es
o

f
lo

w
m

o
o

d
.

R
el

a
p
se

P
la

n
n

in
g

Pa
rt

ic
ip

an
ts

el
ab

o
ra

te
th

ei
r

re
la

p
se

p
re

ve
n

ti
o

n
p

la
n

th
at

in
cl

u
d

es
in

fo
rm

at
io

n
ab

o
u

t
o

th
er

p
eo

p
le

w
h

o
m

ay
b

e
ab

le
to

p
ro

vi
d

e
h

el
p

o
r

su
p

p
o

rt
.

(C
o
n

ti
n

u
ed

)



T
ab

le
1

2
.1

(C
o
n

ti
n

u
ed

).

Se
ss

io
n

th
em

e
P

ra
ct

ic
es

an
d

ex
er

ci
se

s
Sk

il
ls

le
ar

n
ed

In
si

gh
ts

su
p

p
o

rt
ed

b
y

p
ra

ct
ic

es
H

o
m

e
p

ra
ct

ic
e

R
el

a
p
se

Si
gn

a
tu

re
s

Pa
rt

ic
ip

an
ts

w
o

rk
in

gr
o

u
p

s
to

id
en

ti
fy

th
ei

r
o

w
n

w
ar

n
in

g
si

gn
s

fo
r

d
ep

re
ss

iv
e

re
la

p
se

.O
n

ce
id

en
ti

fi
ed

p
ar

ti
ci

p
an

ts
d

is
cu

ss
w

h
at

to
d

o
w

h
en

re
la

p
se

th
re

at
en

s

To
b

ec
o

m
e

fa
m

ili
ar

w
it

h
o

n
e’

s
o

w
n

w
ar

n
in

g
si

gn
s

o
f

d
ep

re
ss

iv
e

re
la

p
se

an
d

d
ev

el
o

p
a

p
la

n
to

im
p

le
m

en
t

in
su

ch
si

tu
at

io
n

s
w

h
ic

h
in

cl
u

d
es

ta
ki

n
g

a
b

re
at

h
in

g
sp

ac
e,

re
fl

ec
ti

n
g

o
n

h
o

w
th

in
gs

ar
e

in
th

e
m

o
m

en
t

an
d

m
ak

in
g

a
co

n
sc

io
u

s
ch

o
ic

e
ab

o
u

t
h

o
w

to
re

sp
o

n
d

.
8

.U
si

n
g

w
h

a
t

h
a

s
b
ee

n
le

a
rn

ed
B

o
d
y

Sc
a

n
A

im
:T

o
re

fl
ec

t
o

n
w

h
at

h
as

b
ee

n
le

ar
n

ed
an

d
h

o
w

it
ca

n
b

e
m

ai
n

ta
in

ed

A
s

d
es

cr
ib

ed
ab

o
ve

To
fo

cu
s

at
te

n
ti

o
n

o
n

d
if

fe
re

n
t

b
o

dy
se

n
sa

ti
o

n
s.

To
re

m
ai

n
o

p
en

to
w

h
at

ev
er

ar
is

es
in

aw
ar

en
es

s.

Ex
p

er
ie

n
ce

s
an

d
re

sp
o

n
se

s
to

th
e

p
ra

ct
ic

e
m

ay
h

av
e

ch
an

ge
d

o
ve

r
ti

m
e

in
th

e
lig

h
t

o
f

n
ew

le
ar

n
in

g.
R

efl
ec

ti
o
n

Pa
rt

ic
ip

an
ts

re
fl

ec
t

ei
th

er
,a

lo
n

e
o

r
in

p
ai

rs
,o

n
th

ei
r

in
it

ia
li

n
te

n
ti

o
n

s
in

co
m

in
g

to
cl

as
se

s,
w

h
at

th
ey

h
av

e
le

ar
n

ed
an

d
p

o
te

n
ti

al
o

b
st

ac
le

s
fo

r
co

n
ti

n
u

in
g

p
ra

ct
ic

e.

Pa
rt

ic
ip

an
ts

ar
e

en
co

u
ra

ge
d

to
ai

m
fo

r
d

ai
ly

p
ra

ct
ic

e,
ev

en
if

o
n

ly
fo

r
ve

ry
b

ri
ef

p
er

io
d

s
o

f
ti

m
e,

an
d

ar
e

in
tr

o
d

u
ce

d
to

th
e

id
ea

o
f

b
eg

in
n

er
’s

m
in

d
–

th
at

it
is

al
w

ay
s

p
o

ss
ib

le
to

re
st

ar
t

p
ra

ct
ic

e,
ev

en
af

te
r

a
lo

n
g

b
re

ak
.

Fe
ed

b
a

ck

Pa
rt

ic
ip

an
ts

gi
ve

w
ri

tt
en

fe
ed

b
ac

k
o

n
th

ei
r

ex
p

er
ie

n
ce

s
in

th
e

cl
as

s.

R
em

in
d
er

O
b
je

ct
A

t
th

e
cl

o
se

o
f

th
e

cl
as

s
p

ar
ti

ci
p

an
ts

ar
e

ea
ch

gi
ve

n
a

sm
al

lo
b

je
ct

su
ch

as
a

st
o

n
e,

m
ar

b
le

o
r

b
ea

d
as

a
sy

m
b

o
lic

re
m

in
d

er
o

f
th

e
ex

p
er

ie
n

ce
s

sh
ar

ed
in

cl
as

s,
th

ei
r

h
ar

d
w

o
rk

an
d

th
ei

r
in

te
n

ti
o

n
to

co
n

ti
n

u
e

th
e

p
ra

ct
ic

e
th

ey
h

av
e

b
eg

u
n

.T
h

e
cl

as
s

cl
o

se
s

w
it

h
a

sh
o

rt
m

ed
it

at
io

n
in

w
h

ic
h

th
es

e
o

b
je

ct
s

ar
e

ex
p

lo
re

d
in

a
si

m
ila

r
w

ay
to

w
h

ic
h

th
e

p
ar

ti
ci

p
an

ts
ex

p
lo

re
d

th
e

ra
is

in
in

se
ss

io
n

1.



236 Thorsten Barnhofer and Catherine Crane

illuminating, noticing the difference between her usual experience of eating
raisins by the handful with the intensity of flavors and textures she experi-
enced when, as instructed in the first exercise of the class, eating one raisin
mindfully, bringing attention to how each of her senses was involved in doing
this. The first class finished with the “body scan,” a lying down meditation in
which participants bring attention to every part of the body in turn.

Doing the body scan during the first week of homework proved challeng-
ing for Fiona. At the second class she reported that she “could not do” the
body scan. She said she had been crying more during the week after the
first class and it emerged that she had experienced feelings of panic on sev-
eral occasions during the body scan, finding it extremely unpleasant. The
instructor explored with Fiona the bodily sensations she had noticed during
the body scan at the start of the second class. However she was unable to
clearly describe them, simply repeating that she felt “panicky.” The instruc-
tor encouraged Fiona to approach the sensations with curiosity should they
arise again, looking in detail at what she experienced in her body during
these periods. He also emphasized to the class that there was no right or
wrong way to feel during the body scan. In the second session of the pro-
gram, themed “Dealing with Barriers,” addressing reactions to the first week
of practice such as Fiona’s is an important feature. Many participants have
questions about whether they are doing the practice right, or expect to find
the meditation relaxing, getting bored and frustrated when this is not their
experience. At this point in the classes it is necessary to emphasize to partic-
ipants that just doing the practice and observing their experiences whatever
they are, is all that is required. It is also critical at this stage that the instructor
models an openness and curiosity toward participants’ experiences, in order
to encourage them to maintain their practice of the body scan for a second
week. The second session is also used to introduce the cognitive model in
order to demonstrate the strong relation between interpretations and emo-
tions.

During the third class participants were introduced to both sitting medita-
tion, and to walking meditation and yoga. Fiona had continued to experience
unpleasant sensations during the body scan meditation but also reported
what she was beginning to relax to some degree in her attempts to control
her emotions. During exploration of her experiences during the sitting medi-
tation in class, Fiona was more able to describe the qualities of the sensations
she experienced (tension in her chest, irregular breathing, sadness). How-
ever after her initial enthusiasm she also reported increasing doubts about
the helpfulness of the classes as she was not yet starting to feel “better.”
This response is not unusual as participants, through their practice, tend
to experience negative thoughts, feelings and body states more clearly or
more strongly. At the same time, they begin to realize how their usual ways
of responding often entail avoidance or ruminative thinking. In contrast to
these habitual tendencies, MBCT teaches participants to become more aware
of difficult aspects of experience. In the third session, themed “Mindfulness
of the Breath,” the focus is on learning how attention to the breath and body
sensations can serve to stabilize the mind and return the focus to the experi-
ence of what is present, even when the mind is drawn toward difficulties.

A big shift came for Fiona as she began to practice the sitting meditation.
She described a period of sitting meditation during which she felt a great
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sense of relief in response to the occurrence of the thought “its ok to be
me.” She said that she had realized that she had previously avoided spending
time alone and so had tried to surround herself with other people because
she did not like herself. This contributed to her sense of anxiety and aban-
donment in the face of perceived rejections. Through the sitting meditation
she began to explore her experiences of “being with herself” in this new way.
Spontaneous insights like this frequently arise as the MBCT classes progress
and participants begin to observe the workings of their mind and their reac-
tions to events from a new perspective. Up to session 3, participants are
instructed to respond to mind wandering by noticing where their mind has
gone and then simply returning attention to the object of the meditation.
From session 4 onwards, there is a change in emphasis in that participants are
instructed more explicitly to turn toward difficult experiences and explore
them with gentleness, curiosity and interest. Fiona’s greater sense of compas-
sion for herself nicely reflects this shift in emphasis. The focus in session 4
is on “Staying Present” with difficult experience. Session 5, themed “Allow-
ing/Letting Be,” explores ways of bringing a sense of acceptance to such
experiences, particularly through staying with and exploring the body sen-
sations that come with negative thoughts. Session 6 makes explicit the core
theme of the program, that “Thoughts are Not Facts,” and that they occur
as transient mental events which individuals can choose to attend to or not.
As part of the sitting meditations in these sessions, participants deliberately
bring to mind a difficulty in order to practice these different ways of relating.
Fiona, at first, found it difficult to see the benefit of deliberately approach-
ing difficulties. However, over time it became possible for her to stay with
the distress she experienced when bringing a difficulty to mind, focusing
her attention on the bodily sensations accompanying what she experienced
(tightness in the chest, difficulty breathing, sadness) and the gradual change
in these as she continued to observe them. Hearing other participants of
the class talk about similar experiences helped her to develop compassion
both for herself and others. Many of the participants reflected on the way
that they judged themselves and the consequences this had for their mood
and well-being. The instructor encouraged participants to bring mindfulness
to the occurrence of difficult thoughts during their meditation practice, for
example noting “here is guilt,” “here is judgement” when familiar thoughts
arose. Participants were also encouraged to experiment with techniques to
facilitate de-centering including imagining thoughts as leaves gliding down a
stream, or projected on a cinema screen.

The theme of session 7 is “How Can I Best Take Care of Myself.” In this ses-
sion, participants reflect on the balance of nourishing and depleting activities
in their lives. As often occurs, Fiona realized that she spent very little time
on activities that lifted her mood or improved her well-being, often being so
concerned to meet the needs of others and avoid rejection that she failed
to meet her own needs adequately. In common with other members of the
group Fiona recognized a typical spiral of depression in which, as her mood
deteriorated, she increasingly gave up activities that might give her a sense
of mastery or pleasure. A key part of her relapse planning was therefore to
identify the early warning signs of this process, to take a breathing space
and reflect on an appropriate course of action, and to deliberately engage in
nourishing activities at times of low mood.
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Session 8, themed “Using What Has Been Learned to Deal with Future
Low Mood,” is used to both look back at what has been learned and for-
ward to how what has been learned can be maintained and used to pre-
vent relapse and increase well-being. Fiona identified several areas in which
she had made progress. She was more able to recognize her tendency to
react to social stressors “online” and was able to use meditation, including
short 3-minute breathing spaces, to become aware of her reactions and make
choices. For example Fiona described a situation in which she had been sit-
ting on a train and had smiled at the person opposite who promptly got up
and walked away. Her initial reaction was to assume that the person opposite
had thought her strange and that others had also noticed the situation and
his departure, leading to feelings of embarrassment. However, rather than
triggering a cycle of rumination Fiona was able to stay with her immediate
experiences and observe her thoughts and bodily reactions in response to
the event. Shortly after the person opposite returned to their seat from the
restroom! This experience and others illustrated to Fiona the benefits of stay-
ing in the present moment. and allowing events and experiences to unfold,
rather than getting trapped in habitual but unhelpful patterns and reaction.

Research Findings

Two randomized controlled trials have evaluated the effectiveness of MBCT
for recurrent depression. In an initial multi-center trial by Teasdale et al.
(2000), 145 recovered depressed patients were randomized to MBCT or treat-
ment as usual and followed up over a period of 60 weeks. MBCT significantly
reduced relapse rates in patients with three or more previous episodes of
depression, with 66% of those in the treatment as usual group compared
to 40% of those in the MBCT group suffering from relapse. A later study
by Ma and Teasdale (2004) replicated this finding in a smaller sample of 73
recovered patients, 55 of whom had suffered from three or more previous of
depression. Of this latter group, 78% of those who had continued treatment
as usual relapsed within the one-year follow-up compared to only 36% in the
MBCT group.

The results from both of these trials advocate the use of MBCT to help
reduce risk of relapse in individuals with recurrent depression. The fact that
MBCT reduced relapse rates to about half in individuals with three or more
episodes of depression, but did not produce significant effects in those with
one or two previous episodes, is consistent with its focus on cognitive reac-
tivity and rumination and the assumption that through associative learning
these processes come to be increasingly relevant for relapse as individuals go
through repeated episodes.

Studies explicitly investigating effects on relevant cognitive parameters
and hypothesized mechanisms of action are only beginning to emerge.
Williams, Teasdale, Segal and Soulsby (2000) found that MBCT can reduce
deficits in autobiographical memory specificity, a phenomenon that has
been shown to be play a central etiological role in depression. In a pre-
post comparison study, Ramel, Goldin, Carmona, McQuaid (2004) found
that mindfulness-based stress reduction (MBSR), the generic mindfulness



Chapter 12 Mindfulness-Based Cognitive Therapy for Depression and Suicidality 239

program developed by John Kabat-Zinn, reduced ruminative tendencies in
previously depressed patients, (2007).

While specifically developed for preventing relapse to depression, the pro-
grams’ focus on changing cognitive reactivity and rumination suggests that
it may also have some beneficial effects for patients currently suffering from
depression. Some preliminary evidence that this may be the case comes from
a pre-post comparison of MBCT (Kenny and Williams, 2007), which found
significant reductions in symptoms in individuals with treatment-resistant
depression who were treated with MBCT after CBT. The possibility of deliv-
ering MBCT to patients with ongoing symptoms of depression is welcome
since individuals with highly recurrent depression may experience signifi-
cant residual symptoms and fail to meet the strict recovery criteria that have
been imposed in existing clinical trials (12 weeks symptom free). However,
further randomized controlled trials exploring the use of MBCT for individ-
uals with current depressive symptoms will be required before we can have
confidence in the suitability of the approach for this group.

MBCT for Individuals with a History
of Suicidal Depression

There are several reasons to suspect that the skills acquired during MBCT may
be particularly suitable for patients who become suicidal when depressed
(Williams et al., 2006; Lau, Segal & Williams, 2004). First, avoidance tenden-
cies, targeted by MBCT, appear to be critically important in understanding
suicidal ideation and behavior. The desire to escape from an unbearable situ-
ation is one of the most commonly reported motivations for suicidal behav-
ior (e.g., Hjelmeland et al., 2002) and prominent psychological theories of
suicidality converge on the suggestion that suicidality can be understood
as an attempt to escape, from aversive self-consciousness (e.g., Baumeister,
1990), unbearable “psychache” (e.g., Schneidman, 1997) or intolerable cir-
cumstances in which the opportunity to escape by other means or to be
rescued is perceived to be remote (e.g., Williams & Pollock, 2000; Williams,
2001). Thus the capacity to remain open to and stay with difficult expe-
riences, responding with self-compassion and acceptance may be critically
important. Additionally clinical experience suggests that some individuals
spend considerable amounts of time ruminating about suicidal plans and fan-
tasies, with suicidal ideation eliciting both distress and comfort and occur-
ring in the context of broader deficits in effective problem solving (Schotte,
Cools & Payvar, 1990). Thus the ability to disengage from ruminative think-
ing, and as a result to see suicidal thoughts and fantasies, like other thoughts
and fantasies, simply as mental events, has the potential to be extremely ben-
eficial for suicidal patients. Finally suicide-related cognitions and behavioral
deficits appear to be subject to the same cognitive reactivity processes as
other features of depression (Williams, van der Does, Barnhofer, Crane &
Segal., in press; Williams, Barnhofer, Crane & Beck, 2005). As such, devel-
oping the ability to spot early warning signs of suicidal crisis and to remain
mindful and make wise choices about how to respond may be critical in
determining whether crises become suicidal crises, or whether individuals
experiencing suicidal ideation go on to engage in suicidal behavior.
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Pilot work in Oxford suggests that MBCT is acceptable to formerly suicidal
patients, and a number of modifications have been incorporated into pilot
groups to tailor MBCT more closely to the needs of individuals with a his-
tory of suicidality. These include (1) a greater emphasis on orienting partic-
ipants’ attention outward, through formal meditation practices (e.g., seeing,
hearing meditations) and through encouragement to attend to and notice
small things in everyday life (e.g., the sight of a bird, the sound of traffic).
The aim of this is to enhance participants’ ability to ground themselves in
the present moment at times of intense negative affect, intrusive thoughts
or memories, (2) a greater emphasis on the use of active meditation prac-
tices (yoga, stretching, walking) for participants experiencing difficulty with
sitting meditation practices, for example due to agitation or overwhelming
intrusive cognitions, (3) reflection in class on the cognitions which accom-
pany suicidal states of mind and participants’ own relapse signatures for sui-
cidal crisis, to increase metacognitive awareness of these, (4) development
of a crisis plan to enable participants to take wise action in the event that
their mood deteriorates in the future, incorporating action to take in the
event of suicidal ideation, (5) limited individual contact outside of classes (by
telephone or face-to-face) between the instructor and any participants who
are experiencing particular difficulties, to discuss how these might be man-
aged through modification of the meditation practice or use of alternative
strategies.

In running groups for individuals who had experienced suicidal ideation
or behavior, there was an initial reticence about directly exploring suicidal
cognitions in class, for fear of “giving people ideas.” However the experience
has been that the effects of raising these issues directly in class are posi-
tive, helping to reinforce an attitude of openness to all experiences, and the
benefits of taking a metacognitive approach to even those thoughts which
are perceived to be most powerful, shameful, dangerous or compelling. The
pilot classes have been encouraging, suggesting that MBCT may hold bene-
fit for at least some individuals with a history of suicidal depression. Whilst
there is very little data in this area one recent pilot study from our group
has suggested that MBCT may exert protective effects on prefrontal alpha
asymmetry in resting EEG in formerly suicidal patients, a neurophysiologi-
cal indicator of emotional functioning (Barnhofer et al., 2007). Interestingly
the study by Kenny & Williams (2007) which examined MBCT in currently
depressed patients also found equivalent results for patients whose depres-
sion had suicidal features as for those whose did not.

Summary and Conclusions

Mindfulness-based cognitive therapy is a skills training programme which
teaches participants “to recognize and to disengage from mind states charac-
terized by self-perpetuating patterns of ruminative, negative thought” (Segal
et al., 2002, p. 75) and to adopt a stance toward experience which is char-
acterized by openness, curiosity and acceptance, rather than experiential
avoidance. Meditation practice, exercises from cognitive therapy and guided
enquiry facilitate this process. Further research is needed to explore the
mechanisms of action of MBCT and to examine its efficacy when compared
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to plausible alternative psychotherapeutic interventions, but initial findings
suggest that it is a promising treatment for individuals with recurrent depres-
sion and may also be applicable to those whose depression has suicidal fea-
tures and those with ongoing symptoms.
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13
Mindfulness and Borderline

Personality Disorder

Shireen L. Rizvi, Stacy Shaw Welch, and Sona Dimidjian

Borderline personality disorder (BPD) is a severe personality disorder
characterized by prominent and pervasive dysregulation of emotion, behav-
ior, and cognition. Current diagnostic criteria for BPD include difficulties
with interpersonal relationships, affective instability, problems with anger,
destructive impulsive behaviors, frantic efforts to avoid abandonment, prob-
lems with self-identity, chronic feelings of emptiness, transient dissociative
symptoms and/or paranoid ideation, and suicidal behaviors (American Psy-
chiatric Association, 2000). In order for a diagnosis to be made, at least five
of these nine criteria must be present beginning in early adulthood and last-
ing for several years.

Of all psychiatric disorders, BPD represents one of the more challenging
to manage and treat within the mental health system for several reasons.
First, individuals with BPD utilize mental health treatment at highly dispro-
portionate rates. Although prevalence rates indicate that 1–2% of the general
population meet criteria for BPD, it is estimated that between 9 and 40% of
high inpatient services utilizers have a diagnosis of BPD (Surber et al., 1987;
Swigar, Astrachan, Levine, Mayfield, & Radovich, 1991). Second, a diagnosis
of BPD is associated with a number of “therapy interfering behaviors” which
makes administration of consistent treatment difficult. High dropout rates
of up to 60% are not uncommon in treatment studies for BPD and usually
occur within the first three to six months of treatment regardless of actual
planned treatment length (Kelly et al., 1992; Skodol, Buckley, & Charles,
1983; Waldinger and Gunderson, 1984). Other behaviors that interfere with
therapy and may lead to therapist burn-out are storming out of sessions early
or not leaving when the session is over, throwing objects, not showing up for
appointments or showing up extremely late, not paying for therapy, or not
doing assigned tasks (Linehan, 1993a; Stone, 2000). Third, individuals with
BPD often carry diagnoses for several disorders at the same time. Mood dis-
orders, especially major depression, are most commonly observed, but rates
of other Axis I disorders, including eating disorders, substance use disorders,
and PTSD are also quite high (Lieb, Schmahl, Linehan, & Bohus, 2004; Skodol
et al., 2002). Finally, BPD is associated with high risk of lethality. BPD is the
only DSM-IV diagnosis for which chronic attempts to harm or kill oneself is
a criterion and studies have demonstrated up to 8% of individuals with BPD
ultimately commit suicide (Linehan, Rizvi, Shaw Welch, & Page, 2000).
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Fortunately, recent advances in the field have led to promising treatments
for BPD. Dialectical Behavior Therapy (DBT), originally developed by Line-
han for suicidal individuals with BPD (Linehan, 1993a, b), has received the
most empirical support thus far, with nine randomized clinical trials demon-
strating its efficacy (see Linehan & Dexter-Mazza, 2007, for a review). DBT is
also one of the first psychosocial treatments for any disorder to incorporate
mindfulness as a core component.

Overview of DBT for BPD

DBT is a cognitive-behavioral therapy infused with acceptance strategies.
The central “dialectic” in DBT exists in the tension between accepting the
client exactly as he/she is in that moment and simultaneously pushing toward
change and creating a life worth living. Change is achieved through standard
cognitive-behavioral strategies, such as functional analyses, contingency man-
agement, cognitive restructuring, exposure, and skills training. Acceptance
is an active process, demonstrated through the use of validation strategies
(Linehan, 1997).

In its standard form, four components comprise the treatment: weekly
individual psychotherapy, weekly group skills training sessions, as-needed
telephone consultation, and weekly consultation team meetings involving all
DBT therapists. Guidelines for conducting individual sessions specify that
treatment should address clearly prioritized targets. These targets include, in
order of priority: life threatening behaviors including suicidal/self-harm and
homicidal urges and actions, behaviors that interfere with or threaten ther-
apy, severe Axis I disorders, and patterns that preclude a reasonable quality
of life. In addition, sessions are structured to begin with a review of the diary
card, which is a monitoring form that the client completes daily to record
urges, behavior, skills use, and emotional experiences that arose in week
since the preceding session. Skills training sessions function similar to a class
and follow a particular agenda each week designed to enhance skills capa-
bilities in four domains: mindfulness, interpersonal effectiveness, emotion
regulation, and distress tolerance (Linehan, 1993b).

Biosocial Theory and the Development and Maintenance
of BPD Symptomatology

Linehan’s biosocial theory of BPD posits that the disorder is primarily a dys-
function of the emotion regulation system. From this perspective, BPD crite-
rion behaviors can be seen as either attempts to regulate negative emotions
or inexorable consequences of dysregulated emotions. Furthermore, the
theory states that this emotion regulation dysfunction develops over time.
The theory posits that there is a transaction between a biological tendency
toward intense emotionality and an “invalidating environment” (see Linehan,
1993a), which often punishes, corrects, or ignores behavior independent of
its actual validity. Through interactions with this environment, the individual
learns to discount the validity of their own emotional responses and often
looks to external cues for information on how to respond. In addition, the
individual learns to form unrealistic goals and expectations for themselves
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and others. As a consequence of this learning over time, a person with BPD
tends to oscillate between emotional inhibition (shutting down emotional
responses) and extreme emotional styles. Furthermore, Linehan theorized
that a central problem in individuals with BPD is that their experience of
emotions is different than individuals without BPD in three specific domains.
First, individuals with BPD have lower thresholds to emotional cues. Second,
BPD individuals have higher reactivity to emotional cues, meaning that their
responses are more extreme more quickly than other individuals. Third, in
BPD, a slower return to baseline following an emotion episode is theorized
to be evident. These three characteristics are a result of both the biological
deficit and the invalidating environment, proposed in the biosocial theory,
and inevitably lead to a life filled with intense emotions, interpersonal diffi-
culties, coping problems, and dysfunctional behaviors, which often function
(no matter how short-lived) to ease the pain and suffering of such intolerable
emotional states.

Addressing Emotion Dysregulation Through
Mindfulness in DBT

The core mindfulness skills in DBT are designed to help individuals focus
more on the present moment, letting go of memories of the past and worry
about the future. The seven concrete skills also target the difficulties that are
inevitable consequences of the pervasive emotion dysregulation described
above. These difficulties include problems that occur under highly aroused
states with processing new information vital to learning, longstanding pat-
terns of self-invalidation, and impulsive behavior that occurs in the context
of emotional arousal and that functions to decrease emotional suffering in
the short-term. Mindfulness skills, described below, are taught routinely in
group skills training.

In addition to the teaching of mindfulness in skills groups, the individual
therapist also frequently incorporates mindfulness into individual therapy.
Therapy is an opportunity (though often an unwelcome one!) during which
individuals with BPD are put into direct contact with emotional cues that
they generally try to avoid. Being asked to describe a recent negative inter-
action with a partner or recount their latest self-injurious act about which
they feel intense shame can cause highly dysregulated states. A goal of DBT
is to have the individual learn to be skillful in all relevant contexts, including
during times of difficulty. Mindfulness skills are used within sessions, then,
to help the individual begin to regulate his or her emotions in an effective
manner. Mindfulness practice helps a client with BPD in four overlapping
ways: (1) increasing attentional control, (2) increasing awareness of private
experience, (3) decreasing impulsive action, and (4) increasing self-validation
(Lynch, Chapman, Rosenthal, Kuo, & Linehan, 2006).

Increased attentional control occurs through an emphasis on full partici-
pation in each moment. This focus on the current moment initially requires
constant effort as most individuals report that they very infrequently do this.
Clients in distress might be asked to focus on their breath as it comes in and
out of their nostrils as a way of drawing awareness to this one moment. This
focus of attention also allows for a client to begin to practice experiencing
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and attending to their own states (emotions/urges/thoughts) without doing
anything to eliminate them. By doing so, clients become more aware of their
private experience and can begin to label a thought as a thought, a feeling
as a feeling without judgment. An added benefit of these skills is an increase
in insight of possible precipitants and consequences of maladaptive behav-
ior (e.g., “I realize that the thought ‘I’m a horrible person’ went through
my mind before I had the urge to harm myself” or “I noticed a decrease in
anger immediately after I injured myself”). This insight helps in contributing
to comprehensive behavioral assessment of maladaptive behavior, which is
the foundation of all cognitive-behavioral treatment.

Furthermore, this greater awareness also leads to more effective solutions
in that the individual learns to “ride out” impulsive urges. By just noticing
physiological sensations or thoughts without doing anything to try to overtly
change them, individuals learn to accept and tolerate them through mind-
fulness. The behavioral conceptualization of destructive behaviors charac-
teristic of BPD (e.g., substance use, suicidal behavior) specifies that such
behaviors are frequently negatively reinforced due to the immediate reduc-
tion in emotional distress that follows such behavior. Because individuals
have learned to engage in such behaviors over time, they have typically not
learned that emotional distress will dissipate on its own.

Finally, mindfulness targets the self-invalidating behavior so common to
clients with BPD. According to the biosocial theory, individuals with BPD
have often grown up in environments that consistently modeled invalidation.
Thus, many have learned to self-invalidate over time. Such self-invalidation
typically presents in treatment through the often repeated words of “I can’t”
and “I shouldn’t” as they apply to what clients think, what they feel, and who
they are. The ubiquity of self-invalidation among clients with BPD is particu-
larly troubling given the research on the effects of thought suppression and
avoidance. These studies demonstrate a clear pattern in which thought sup-
pression and avoidance have the paradoxical consequence of increasing the
very thoughts and feelings one attempts to decrease (Gross & John, 2003;
Wegner, 1994). One of the functions of mindfulness interventions in DBT
is to target explicitly self-invalidation among clients with BPD. Mindfulness
teaches clients to approach experience with a nonjudgmental and accepting
stance. Through practice, clients learn to apply these skills to thoughts and
feelings that they may have learned through past experience to invalidate
automatically. In these ways, mindfulness strategies can help to interrupt the
cycle of intense emotion and the paradoxical effects of invalidation.

DBT Mindfulness Skills

In DBT, mindfulness is conceptualized as the experience of entering fully
into the present moment, at the level of direct and immediate experience. In
order to accomplish this, a set of seven concrete skills is taught and practiced
on a regular basis. These skills are considered “core” skills in that they are
directly relevant to effective practice of all other DBT skills and are therefore
repeated frequently in instruction. These seven skills are wise mind, observe,
describe, participate, nonjudgmentally, one-mindfully, and effectively.
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In DBT, it is assumed that all people have innate access to wisdom. This
state of wisdom, or “wise mind,” represents the synthesis of two other
abstract “states of mind”: “emotion mind” and “reasonable mind.” Emotion
mind refers to the state in which emotions are experienced as controlling
thoughts and behavior. Commonly, clients with BPD who start treatment
describe feeling like they are continually in emotion mind because they con-
stantly feel under the control of their emotions. In contrast, reasonable mind
refers to the state in which logic and reason control thoughts and behav-
ior. Whereas emotion mind is hot and impulsive, reasonable mind is cool
and calculating. Wise mind is considered to be a blend of the best parts of
these states of mind in addition to the quality of an intuitive sense of know-
ing something deep within. Accessing wise mind allows one to take action
with ease even though the action itself may be challenging. For instance,
wise mind may guide one to enter a burning house to save a child, an action
that is clearly difficult but is accompanied by clarity of intuitive knowing.
An assumption in DBT is that everyone is “in wise mind” some of the time;
through practice, wise mind can be experienced on a more regular basis and
more readily accessed when desired.

The other six mindfulness skills are categorized into what skills and how
skills. What skills describe the actions that one takes when practicing mind-
fulness. These include: observing, describing, and participating. The what
skills can only be practiced one at a time; for example, it is not possible
to observe and describe or to describe and participate in the same moment.
The how skills include nonjudgmentally, one-mindfully, and effectively. The
how skills can be practiced individually when learning and, as skill increases,
can be brought to bear simultaneously as one practices particular what skills.

The first what skill, observing, is direct perception of experiences, with-
out the addition of concepts or categories. This can be extremely unfamiliar
and difficult for many clients (and many therapists!). It is useful to think of the
five senses when practicing the observe skill because sounds, touch, taste,
sight, and smell provide constant opportunity for observation. The instruc-
tion invites clients to bring their attention to the level of direct sensation
and to just notice. Frequently when teaching this skill, clients report auto-
matically attending to conceptual descriptions. For instance, a client might
observe a sound of “chirp chirp” outside the window and ascribe a label to
it (e.g., “that’s a bird”). The therapist helps to identify the categorization that
has occurred and redirect the client back to the sensations of sound. Often,
categorization will be quickly followed by judgmental evaluation (e.g., “I hate
birds; this place is too noisy; I can’t practice this stupid homework thing any-
way”). Practice with the observing skill helps clients to return again and
again to direct sensation, including those judged to be unpleasant. Observa-
tions can also be applied to internal experiences, such as the sensations of a
particular emotion. By just noticing what anger feels like, for example, with-
out doing anything to change it, one can observe the physical sensations and,
over time, recognize that the emotion itself is not threatening.

Describing involves adding a descriptive label to what is observed. When
individuals are asked to recount what they observed aloud to the thera-
pist or the group, they are being asked to describe. For instance, if the
client described above had been practicing describing, she might have been
instructed to note “thinking,” as in “I had the thought that a bird is going
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‘chirp chirp”’ or “judging,” as in “the judgment ‘this is stupid’ went through
my mind.” Many clients experience thoughts as literal and objective facts.
While many thoughts that are assumed to be facts are relatively harmless
(e.g., “that sound is being made by a bird”), other thoughts assumed to be
facts can be associated with significant negative consequences. For exam-
ple, clients report that they “know” that somebody doesn’t like them based
on a facial expression or a comment that they interpret as malicious. Recog-
nizing that the thought “she doesn’t like me” is different than the fact “she
doesn’t like me” is an important step in learning new behavior. If it is just a
thought, then it is open to supporting evidence of falsification. Practicing the
skill of describing allows clients to begin to experience thoughts as mental
events that arise and pass away in the mind. Clients can practice describ-
ing using external experiences (e.g., sounds, colors) or internal experiences
(e.g., thoughts, emotions).

Participating refers to entering fully and completely into an experience.
When participating, the separation between self and activity falls away. It is
a state of full engagement, similar to the state of flow described by other
authors (e.g., Csikszentmihalyi, 1991). It is also void of self-consciousness,
as self and activity are experienced in a united state. Clients can often call
to mind some activities in which they participate fully and naturally; this
varies widely, but examples include sports activity, dancing, or participating
in conversations that captivate interest. However, practicing participation in
a greater number of daily activities can be very difficult for clients with BPD,
who frequently struggle with high levels of self-consciousness. Both indi-
vidual and group therapy can be opportunities for practice of this skill and
clients are often asked to throw themselves into the activity of participating
in therapy. Participating can also be a valuable practice for clients who are
sensation seeking or likely to judge certain activities as mundane/boring.

In many ways, the first how skill, nonjudgmentally, is the most radical skill
taught in DBT. It involves letting go of all judgments, including both good
and bad judgments, about self and others. Often clients object to this skill
because they assume that to give up judgment means to give up preference
or approval. For instance, clients often assume that being judgmental means
that they cannot hate something very painful. It is important to clarify that
being nonjudgmental does not mean giving up strong emotional responses.
Moreover, it does not mean giving up values and preferences in the world.
A client can prefer to live in a world without prejudice against people with
mental illness, can in fact hate instances of prejudice when they occur, and
still be nonjudgmental. Being nonjudgmental involves emphasizing observ-
able facts (e.g., who, what, when, and where) and describing consequences,
as opposed to making evaluations and interpretations. Clients are asked to
practice the nonjudgmental skill by just describing, without adding on their
interpretations. They are also challenged to restructure judgmental cogni-
tions in the moment and to repeat a phrase or statement nonjudgmentally.

One-mindfully simply means attending to one thing at a time. It is the
opposite of multi-tasking and doing one thing while thinking about another.
Clients are encouraged to think that everything can be done one-mindfully. A
well-used example is referencing Thich Nhat Hanh’s description of washing
dishes (1991). He writes “Washing the dishes is at the same time a means and
an end – that is, not only do we do the dishes in order to have clean dishes,
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we also do the dishes just to do the dishes, to live fully in each moment while
washing them” (1991, p. 27). When taught this skill, clients often respond
by saying that they get more done when they are doing many things at once
and that doing one thing at a time is inefficient. Here it is useful to cite the
research that suggests that multi-tasking is associated with more time spent
on each task (e.g, Foerde, Knowlton, & Poldrack, 2006). Personal anecdotes
about how multi-tasking creates more problems are also useful demonstra-
tions of the negative consequences of doing more than one thing at a time
(e.g., talking on a cell phone while driving led to a near-accident, having a
conversation with someone while thinking about something else led to an
embarrassing moment in which you didn’t know what the person just asked
you). Positive consequences of practicing one-mindfully include increased
attentional control and decreased rumination, which can often reduce emo-
tional distress.

The skill of effectively asks clients to practice giving up being “right” in
favor of doing “what works.” The maxim “Don’t cut off your nose to spite
your face” is appropriate here. Practicing effectively means doing just what
is needed in the moment to achieve one’s desired goals, no more and no less.
Clients with BPD often struggle with this skill due to the strong emphasis
on proving that they are “right” and that things “should” be a certain way.
Clients are taught that whether they are right or wrong is not at question,
but rather the focus is on getting what they want. DBT with clients with BPD
frequently provides a multitude of opportunities for clients to practice being
effective; interactions with family members, friends, and treatment providers
are all valuable contexts in which to practice. Being effective, thus, is high-
lighted throughout treatment and therapists frequently ask clients “what is
the effective thing to do in this situation?” as a way of guiding and structur-
ing client behavioral responses.

It is important to note that throughout DBT therapy, the therapist is mod-
eling the use of all these skills. The DBT therapist one-mindfully participates
in therapy in a nonjudgmental and effective manner. The therapist practices
with the client and shares his or her own experience of mindfulness practice.
Ideally, the therapist demonstrates that mindfulness is not easily acquired but
with practice and diligence, the use of these skills will lead to an overall
improvement in quality of life.

Case Example

As previously mentioned, mindfulness is taught to all clients in DBT skills
groups, and is considered to be the basis for many other skills. The degree to
which mindfulness is emphasized by the individual DBT therapist depends
on the client’s goals, therapy targets, and case formulation. The following
case example will illustrate how mindfulness skills are woven into the indi-
vidual therapy mode of DBT. “Mia”1 was a 22-year-old woman who met crite-
ria for BPD. She reported a history of suicide attempts and non-suicidal self-
injury, typically cutting, which she had engaged in between 10–30 times per
month since she was 17. Mia attended a local community college and lived

1 Names and details have been altered to protect confidentiality.
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with her boyfriend, with whom she had a tumultuous relationship that often
included intense arguments followed by temporary break-ups. He would typ-
ically leave the apartment they shared for several days, sometimes getting
involved with other women, before returning and re-engaging in the rela-
tionship. Mia would typically cut herself or take non-lethal overdoses of pain
medication after fights with her boyfriend. Detailed analyses indicated that
the typical pattern was that after a conflict, she would take enough pain med-
ication to put herself to sleep, with the thought that “if it kills me, fine.” Upon
waking, she would cut herself until she felt “soothed” and would then skip
classes and spend the day alone. This pattern occurred 1–5 times per month,
and had also resulted in academic struggles and threat of suspension, despite
the fact that Mia was an extremely bright, dedicated student who did very
well academically despite this pattern and hoped to attend medical school
one day.

The initial stages of therapy focused on helping Mia stop all self-injurious
behavior, and teach her other more skillful means of regulating her affect.
Mindfulness skills were conceptualized as essential throughout the treat-
ment for Mia. Main areas of emphasis included (1) helping her use “Wise
Mind” to make more effective decisions about her life that were based on
her values, rather than on avoidance of immediate negative affect, and (2)
increasing her ability to observe her private experiences without judgment,
self-invalidation, or avoidance, so that she could (a) tolerate negative affect
more skillfully, and (b) more mindfully choose an effective response (thereby
decreasing impulsive, destructive behavior).

The focus on mindfulness was primarily achieved by emphasizing the
seven mindfulness skills in individual therapy. This was not done in a for-
mal protocol, but in response to the problems and issues Mia brought up
each week in treatment. Practicing the skills in the treatment session was
a priority, as the skills were novel and difficult for Mia. Simply describing
them and assigning them for homework would have set her up for failure.
Examples of how the skills were incorporated into the treatment session are
given below.

Wise Mind

Mia, like the majority of clients with BPD, immediately identified herself
as someone who “lives in emotion mind” and had difficulty acting mind-
fully based on her values/internal wisdom. The following is an example of
how wise mind was used in a conversation about giving up self-injury as an
option.

T: OK, so what did you cut yourself with?
C: A razor blade. . .
T: but I thought you got rid of all of them last week. . .did you go out and

buy one?
C: No. . .I had to keep one, just in case. I kept one saved. It’s a special one to

me. I guess I’m really not ready to do this. I won’t give this up. All I can
say is that cutting works for now and to be honest I really don’t think
I want to give it up. It made sense when we were talking about it last
week but now I know this is just not for me.
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T: So you’ve been thinking about this a lot.
C: yes. . .
T: Ok. So did you go over Wise Mind in group last night?
C: Yes. . .
T: So here is what I want to do, is go over this decision of whether or not to

give up cutting but use Wise Mind, really practice that skill here. Here’s
why; when we were talking about it last week, you had all the reasons
to stop cutting, you had the logic, what state of mind would you call
that?

C: Reason mind.
T: Right, yes, because you’re using reason. Now it strikes me that when you

got home and threw out all those razor blades except one, I am betting
that you made that decision from emotion mind. Do you know what I
mean?

C: Yeah, I agree. I should do it but it feels like I can’t. That’s like the story
of my life.

T: Well, right, for many people that is true, we can think about something
logically before we’re tempted with something but when we’re upset we
think with our emotions. Using the Wise Mind skill is trying to use mind-
ful awareness to get out of that trap, to really go inside yourself and
access your own wisdom, and that has both logic and emotion. So I
want to actually practice that right now and just see what your wise
mind says about this decision with cutting. Because even if my Wise
Mind wants you to do this and you agree when you’re with me, ulti-
mately it’s true that you have to know in your own Wise Mind. So, what
practice did you find the most helpful in group in terms of finding wise
mind?

C: I liked the one where we pretended we were a flake of rock, floating to
the bottom of a lake and the bottom was wise mind.

T: Ok, so lets do that now. Just notice your breath and then imagine the
rock. . .when you get to the bottom, I want you to see if you can just
notice what your Wise Mind says about letting go of that last razor.
Don’t force anything. Just notice what comes.

Following this exercise, Mia said that she felt that her wise mind was telling
her that she needed to close the door on cutting and that it was the right
thing to do, but that her fear of “going crazy” without the outlet of cutting
was holding her back from fully committing to abstinence. This realization
facilitated a discussion about ways to tolerate intense emotion, and also a
plan to agree to give up cutting for three months with the understanding
that her fear was valid, and that if help from the therapist and the DBT
skills did not work, she could always go back to cutting later.

Observe and Describe

Observing and describing were used to help Mia begin to experience
moments of intense negative affect, and to mindfully chose her responses
instead of reacting impulsively. Emphasis was placed on observing the
“wave” of emotions and allowing them to peak and decrease without engag-
ing in avoidance behaviors. During sessions, the therapist frequently asked
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Mia to observe and describe her emotions and tolerate them for increasingly
lengthy periods of time (30 seconds, 2 minutes, etc.) without engaging in
efforts to avoid. Instead of “becoming” her emotion, Mia learned to step
back and observe the thoughts, physiological sensations, and urges she was
having. She also began asking “can I tolerate this moment?” or “can I tolerate
this for the next 5 minutes?” She would then use the describe skills to either
describe to herself what was happening (“I notice the thought that I can’t
stand this. . .there are tears in my eyes and I feel the urge to run out of
the room. . .my chest is tight. . .I feel hot. . .”). The difficulty of this task for
Mia (and many clients with BPD) cannot be overstated. However, practicing
these mindfulness skills in this manner was extremely useful and she began
to recognize that her emotions “may hurt but won’t kill me. . .and they do
go down on their own even if I don’t do anything to stop them.”

Other Mindfulness Skills

The other mindfulness skills were also incorporated into the treatment often;
space precludes detailed transcripts of each. Working on decreasing self-
judgments, which were frequent for Mia and tended to increase her emo-
tional vulnerability, was a frequent topic in treatment. In therapy, the follow-
ing types of interactions occurred numerous times:

C: I’m just so STUPID! Why do I do these things. . .
T: Could you please tell me what you mean and lose the judgment?
C: I can’t believe I. . .did something. . .so stupid. . .

T: So stupid doesn’t tell me anything. . .what is the thought? Use the
describe skill. . .

C: I’m so mad at myself that I avoided class.
T: Wonderful! So you noticed anger at yourself for avoiding. So that was

great, now I know what’s happening and you and I can work on solving
this problem. . .

The key to interactions such as this one is a light, nonjudgmental (even
gently teasing or irreverent) tone, and coaching where needed. Mia worked
on observing judgments, and mindfully choosing to either reframe them,
noticing them and letting them go, or building empathy.

Mia incorporated the participate skills in several ways. First, she would use
this skill often to throw herself into whatever skillful behavior she chose as an
alternative to cutting; for instance, she would often go walking and mindfully
observe her feet touching the ground, all physical sensations, and so forth.
She was often prompted by the therapist to practice the participate skill
during sessions, as well, especially when she was tempted to avoid difficult
content. Finally, she began participating in routine household tasks, such as
washing dishes and doing laundry. Mia also used the “one-mindful” skill in
similar ways, to help her engage fully in skillful alternates to self-injury. She
also used this skill to help herself “slow down” in highly emotional moments,
and it appeared to both her and the therapist that this was extremely useful
in decreasing impulsive behavior.

Over the course of treatment, Mia showed remarkable improvement. By
the end of treatment, she had stopped all self-injurious behavior, was much
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less judgmental of herself, and was steadily attending classes and doing well.
She eventually ended the relationship with her boyfriend in a highly skillful
manner, and moved into a house with female roommates. It appeared to
both the therapist and Mia that the mindfulness skills had been of paramount
importance to her. The most striking example was her use of the observe
and describe skills; once Mia learned that she could tolerate emotional
pain and that it would not last forever without her doing anything about
it, avoidance behaviors such as self-injury decreased dramatically. It also
appeared that the practice of these skills, along with participating and
wise mind, resulted in her increased sense of self. The practice of the
nonjudgmental and effective skills was also very helpful to her in increasing
her behavioral control.

Specific Mindfulness Exercises

What follows are some specific mindfulness exercises that we use in our
practice of therapy with BPD clients. This list should be considered illus-
trative rather than exhaustive. As one practices DBT, one quickly realizes
that there is no limit to the possibilities for mindfulness practice! Remember-
ing that the how skills are incorporated into the practice of wise mind and
the what skills, we did not include specific exercises for them. Rather, the
DBT therapist is mindful of a client’s judgment, engagement in more than
one thing at a time, use of “should statements” throughout the practice, and
the presence of willfulness (as opposed to effective willingness to engage
in the process). There are also many written sources available for mindful-
ness practice ideas. The DBT skills are heavily influenced by the writings of
Thich Nhat Hanh and many of his published books contain valuable practice
exercises. Another source for exercises is Jon Kabat-Zinn’s Full Catastrophe
Living (1990) and Whereever you go, There you are (1994). Furthermore,
the Linehan skills manual (1993b), recent publications of a book on adap-
tations of DBT in clinical settings (Dimeff & Koerner, 2007), and a book on
DBT for adolescents (Miller, Rathus, & Linehan, 2007) contain additional DBT
practice exercises.

Wise Mind

• Clients are asked to use imagery and imagine that they are a flake of rock
drifting to the bottom of a deep and clear lake. The therapist guides the
imagery by instructing with some statements as: “Imagine that you are a
little flake of rock skipping across a lake, out into the water. As this flake of
rock, you begin to go down in the water, floating in circles, deeper in the
clear, cool water containing you. Slowly, you circle further down and then
you reach the bottom. As you rest there at the bottom, you experience
being centered and at peace.”

• Ask clients to follow the feeling and cadence of their breath with a sim-
ple practice or whatever practice has already been learned. After a few
moments, ask clients if they can experience or connect with a wise, cen-
tered place within them.
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Observe

• The therapist can say a word like “elephant” and ask clients to just notice
that word going through their mind. Clients are instructed not to push it
away or to hold on to it, but rather to just watch the word come and go.

• The therapist can bring in something small to eat like a raisin, piece of
fruit, mint, or small chocolate. Clients are asked to observe the sensa-
tions of eating, such as taste, texture, smell, and the physical sensation
of swallowing.

• The therapist can play music that is quite dissonant, or might be experi-
enced as unpleasant by many. Clients are instructed to observe the sound,
and also observe any thoughts, emotions or sensations that arise.

Describe

• Pictures of people making emotional expressions (e.g., anger, fear, joy) can
be brought in and clients asked to describe what they see. Often clients
will say “she’s really angry” or “he’s scared” and the therapist can point
out that anger and fear are not directly observable and therefore cannot be
described. Rather, “lips turned down,” “brow furrowed,” “squinted eyes,”
and others are examples of describe statements.

• Following an observe exercise like the ones above, clients can be asked to
describe their experience, without adding on judgments, interpretations,
and so forth.

Participate

• Activities can be brought into group sessions and clients asked to fully par-
ticipate in them. For example, using a word puzzle or a maze, clients can
be asked to throw themselves completely into the solving of the puzzle
for a certain period of time. After the exercise is over, they can be asked if
judgments went through their mind about themselves or the exercise.

• Any activity that tends to prompt self-consciousness offers abundant
opportunity for practicing the skill of participate. Popular choices include
singing (e.g., typical rounds such as “Row Row Row Your Boat”), dancing,
or laughing out loud in a “laugh club.”

• Another interesting participate exercise is to do an exercise that will likely
draw self-consciousness, like those listed above. Afterwards, ask clients
to imagine what they would have looked like doing the exercise had
they done it with no self-consciousness. Then repeat the exercise, allow-
ing them additional opportunity to practice throwing themselves into
participating.
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14
Mindfulness-Based Approaches

to Eating Disorders

Ruth Q. Wolever and Jennifer L. Best

Worries go down better with soup
∼Jewish Proverb

Introduction

Eating disorders (ED) are complex multidimensional behavioral syndromes
characterized by pervasive core deficits in the self-regulation of food intake,
affect, and cognition (Dalle Grave, Di Pauli, Sartirana, Calugi & shafran, 2007;
Deaver, Miltenberger, Smyth, Meidinger & Crosby, 2003; Shafran, Teachman,
Kerry, & Rachman, 1999; Spoor, Bekker, Van Heck, Croon, & Van Strien,
2005). Disturbance in self-regulation of food intake is linked to difficulty in
recognizing physiological signals of hunger and satiety as well as in discern-
ing these signals from somatic signals of emotion. Disturbance in emotion
regulation reflects deficits in identifying, managing and adaptively utilizing
emotion. Disturbance in cognition reflects extreme rigidity seen in cogni-
tive restraint around eating behaviors, perfectionism and distorted thinking
about weight and shape. ED frequently persist even in the face of signifi-
cant deterioration in psychological and physiological wellness. Given their
increasing prevalence, and the associated high risk of relapse and concur-
rent psychopathology, greater attention is warranted to improve the efficacy
of existing treatments. Mindfulness approaches can intervene by improving
self-regulation and the emerging evidence demonstrates the potential utility
of these approaches.

Eating Disorders: An Overview of Diagnostic
Characteristics, Epidemiology, Course and Outcome

Individuals suffering from ED are typically driven by an intense desire to
achieve a thin body ideal (Thomsen, McCoy, & Williams, 2001) and are
frequently characterized by distorted body images (Cash & Deagle, 1997),
preoccupations with thoughts related to food (Powell & Thelen, 1996), and
self-concepts that are overly invested in body weight and shape (APA, 2000).
Additionally, recovery from ED is often further complicated by comorbid
Axis I and/or Axis II pathology (Fernandez-Aranda et al., 2008). Develop-
ment of ED is related to the confluence of biopsychosocial factors: dominant
sociocultural values and peer influences (Hutchinson & Rapee, 2007), family
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of origin interpersonal dynamics (Felker & Stivers, 1994), and individual
differences in temperament and personality style (Franco-Paredes, Mancilla-
Diaz, Vazquez-Arevalo, Lopez-Aguilar, & Alvarez-Rayon, 2005), in conjunc-
tion with established biological vulnerabilities (Becker, Keel, Anderson-Fye,
& Thomas, 2004). Prevalence of clinically significant eating disturbances
now traverse socioeconomic and demographic lines (e.g., ethnic minori-
ties, males, middle-aged women: Brandsma, 2007; Harris & Cumella, 2006;
Striegel-Moore, Wilfley, Pike, Dohm, & Fairburn, 2000). The three primary
ED recognized in the clinical and scholarly communities include anorexia
nervosa (AN), bulimia nervosa (BN) and binge eating disorder (BED) (APA,
2000).

Anorexia Nervosa

A diagnosis of AN reflects: (1) a rigid refusal to maintain body weight of at
least 85% of the expected weight based on age and height; (2) an overriding
fear of weight gain or becoming fat; (3) the undue influence of body weight
or shape on self-evaluation; and (4) the absence of at least 3 consecutive
menstrual cycles in post-menarcheal females (APA, 2000). Individuals diag-
nosed with AN may be further classified as either a restricting type or as a
binge eating/purging type (APA, 2000). The current point prevalence of AN
is estimated to be 0.3% in the United States and Western Europe (Hoek, &
van Hoeken, 2003) with a lifetime prevalence of roughly 0.5–3.7% among
women (APA Work Group on Eating Disorders, 2000). AN has an average age
of onset occurring between ages 14 and 18 (APA, 1994), although symptoms
of disordered eating and poor body image are emerging at an alarming rate
in pre-pubescent cohorts (Rohinson, Chang, Haydel, & Killen, 2001).

Due to its hallmark clinical features of extreme weight loss and chronic
malnutrition, AN poses significant long-term health risks (Office on Women’s
Health, 2000; NIMH, 2001) and is considered among the most lethal psy-
chiatric disorders (Sullivan, 1995). Long-term prognosis is equivocal (see
Berkman, Lohr, & Bulik, 2007 for an extensive review); for instance, ten-
year recovery rates range from 27% in a US sample (Halmi, Eckert, Marchi,
Sampugnaro et al., 1991) to 69% in a German sample (Herpertz-Dahlmann,
Muller, Herpertz, & Heussen, 2001). Given this grim picture, a recent system-
atic review of randomized controlled trials (RCTs) underscored the consider-
able need to enhance the modest support for efficacy of cognitive-behavioral
therapy and family therapy in preventing relapse among weight-restored
adults with AN and in resolving AN symptoms in adolescent samples respec-
tively (Bulik, Berkman, Brownley, Sedway, & Lohr, 2007).

Bulimia Nervosa

BN is defined by (1) recurrent episodes of binge eating (consuming large
quantities of food within a discrete period of time coupled with the per-
ception of loss of control); and (2) recurrent inappropriate compensatory
behaviors with the intent to avoid weight gain. Such behaviors may include
self-induced vomiting, fasting, excessive exercising and/or the misuse of lax-
atives, diuretics or other medications that promote weight loss (APA, 2000).
The binge-compensatory behavioral cycle must occur on average at least
twice a week for three months in order to reach diagnostic severity. Although
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both patients with AN and BN tend to develop self-concepts principally
based on body weight and shape, BN patients by definition must not be
underweight (APA, 2000).

The current prevalence of BN is roughly 1% in women and 0.1% in men in
the Western world (Hoek, & van Hoeken, 2003) with a lifetime prevalence
estimated between 1.1 and 4.2% in women (APA Work Group on Eating Dis-
orders, 2000). However, a significantly higher proportion of the population
suffers from subclinical symptoms of the disorder (i.e. 5.4% partial syndrome;
Hoek, & van Hoeken, 2003). Onset tends to occur in adolescence or young
adulthood (e.g., among college-aged samples) and a substantial number of
individuals with AN subsequently develop BN following weight restoration
(Office on Women’s Health, 2000). Health consequences of BN center on
complications of chronic purging behavior, with the most serious potential
complication being cardiac arrest (Office on Women’s Health, 2000). Aver-
age mortality rate has been reported as < 1% (Keel & Mitchell, 1997; Stein-
hausen, 1999). Recovery rates are variable, ranging from 22 to 77%, with a
high probability of relapse (Fairburn, Cooper, Doll, Norman, & O’Connor,
2000; see Quadflieg and Fichter, 2003 for a review).

Treatment of BN typically involves psychopharmacological agents
(e.g., fluoxetine) and/or some form of psychotherapy (e.g., CBT) or self-help-
based approach. An extensive qualitative review of RCTs published between
1980 and 2005 (Shapiro et al., 2007) cited robust evidence for both medical
and behavioral interventions for significantly reducing core BN symptoms
and promoting relapse prevention, but also highlighted the major challenge
of retaining participants in all therapeutic technologies (Shapiro et al., 2007).

Binge Eating Disorder

Individuals meeting diagnostic criteria for BED endorse recurrent episodes
of uncontrollable eating binges in the absence of inappropriate compen-
satory behaviors (APA, 2000). Secondary features involve eating more rapidly
than usual during the binge episode, eating when not feeling physically hun-
gry, eating to the point of being uncomfortably full, feeling guilty, depressed
and/or embarrassed due to excessive food intake and experiencing signifi-
cant distress in reaction to the eating binge (APA 2000). These symptoms
must occur on at least two days per week over a 6 month period of time
with no more than two weeks of abstinence (APA, 2000). Although not a
requirement for diagnosis, a majority of individuals with BED tend to be
overweight or obese (Hudson, Hiripi, Pope, & Kessler, 2007; Reichborn-
Kjennerud, Bulik, Sullivan, Tambs, & Harris, 2004). BED remains a research
diagnosis and officially is classified as a form of Eating Disorder Not Other-
wise Specified (ED-NOS; APA, 2000).

BED is the most prevalent of the three primary ED affecting between 0.7
and 4% of individuals. U.S. community-based studies cite somewhat higher
rates (2–5%; Bruce & Agras, 1992) and BED rates as high as 30% have been
reported among obese persons seeking weight loss treatment (Spitzer et al.
1992; 1993). Though BED appears to be on the rise across diverse groups,
some data suggests that racial disparities in rates of BED are lower than have
been published in previous reports (Striegel-Moore et al., 2003). Risk for
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obesity and related medical consequences are central physical health out-
comes relevant to chronic BED pathology (Fairburn et al., 2000). Like BN,
and in contrast to the earlier average age of onset of AN, BED more typi-
cally emerges in late adolescence or young adulthood (Office on Women’s
Health, 2000). The natural course of BED has received less attention in com-
parison to other ED. Based on the limited literature available, it would seem
that rates of relapse are low at longer-term follow-up (Fairburn et al., 2000;
Fichter, Quadflieg, & Gnutzmann, 1998) though more equivocal outcomes
were observed in the short-term (Cachelin et al., 1999).

While the treatment of BED runs the similar gamut of pharmacological,
CBT and self-help based interventions, this smaller evidence base of RCTs
has yielded inconclusive findings (see Brownley, Berkman, Sedway, Lohr, &
Bulik, 2007 for an extensive review). One of the ongoing debates in manag-
ing BED in overweight and obese samples is whether to prioritize regulating
eating before targeting weight loss efforts (see Brownley, Berkman, Sedway,
Lohr, & Bulik, 2007 for a discussion). Regarding this challenge, CBT has been
effective in producing significant and enduring positive shifts in binge eat-
ing pathology but has not been consistently effective in promoting apprecia-
ble weight loss (see Brownley, Berkman, Sedway, Lohr, & Bulik, 2007 for an
overview).

Eating Disorders as Attempts to Self-Regulate: Problem
Formulation and Theoretical Rationale for the Use
of Mindfulness

Over the last several decades, a compelling body of research has suggested
that the core deficits in ED stem from ineffective attempts to self-regulate
(e.g., Davis & Jamieson, 2005; Overton, Selway, Stongman, & Houston, 2005;
Whiteside et al., 2007). Severe caloric restriction, binge eating and inappro-
priate compensatory behaviors are conceptualized as attempts to regulate
aversive aspects of experience and may be considered products of stress reac-
tivity. Viewing ED from a functional self-regulatory perspective, four concep-
tual models serve as cornerstones: emotion regulation theory (e.g., Gross,
1998; Heatherton & Baumeister, 1991; Wilson, 1984), cognitive-behavioral
restraint theory (Herman and Polivy, 1980; Polivy & Herman, 1985); cogni-
tive avoidance (Heatherton & Baumeister, 1991) and mental control theory
(Wegner, 1994). These theories posit that ED symptoms attempt to regulate:
(1) emotion through behavior; (2) behavior through cognition; and (3) cog-
nition through behavior (mental control). Physiological processes confound
each step of this attempt.

Attempts to Regulate Emotion through Behavior

Individuals with ED have marked deficits in adaptive emotional self-
regulation; that is, they have difficulty accurately identifying emotions, man-
aging them, and using them adaptively (Bydlowski et al., 2005; Carano
et al., 2006; Gilboa-Schechtman, Avnon, Zubery, & Jeczmien, 2006; Wheeler,
Greiner, & Boulton, et al, 2005). Higher levels of alexithymia (difficulty
identifying and describing emotional experience) are both self-reported
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(Bydlowski et al., 2005; Wheeler, Greiner, & Boulton, et al, 2005) and
observed (Berthoz, Perdereau, Godart, Coros, & Haviland, 2007) in individ-
uals with ED compared to normative samples. Furthermore, higher levels
of alexithymia are related to more disturbed body attitudes, poorer self-
esteem, higher depression ratings and more severe binge eating pathology
among BED patients (Carano et al., 2006). Importantly, tendencies toward
alexithymia commonly occur in those with an externally oriented, concrete
thinking style (Sifneos, 1996).

Accurate identification of emotion requires an internal orientation, refined
attention to the physiological component of emotional experience and dis-
cernment between true emotions versus other physical states (e.g., hunger,
fatigue). Poor interoceptive awareness is a hallmark of ED (Fassino, Piero,
Gramaglia, & Abbate-Daga, 2004; Spoor, Bekker, Van Heck, Croon, & Van
Strien, 2005) and physiological signals of emotion are often confounded with
appetite regulation cues. Those who practice strict dieting do not respond
to hunger signals; eventually, hunger becomes paired and confounded with
negative emotion.

Those more prone to binge eating not only have trouble reading hunger
signals, but also have difficulty discriminating the somatic signaling of gastric
satiety as well as taste-specific satiety (Allen & Craighead, 1999; Hetherington
& Rolls, 1988). In all types of ED, this considerable dysregulation in the expe-
rience of hunger and fullness is not only related to emotional dysregulation,
but also to dysregulation in the physiology of hunger and fullness. Individuals
with AN may not perceive hunger due to dysregulated processing of insulin
signals (Nakai & Koh, 2001). In addition, disturbed activation patterns have
been observed in the neurophysiological correlates of somatosensory and
attentional processing of food stimuli on fMRI (Santel, Baving, Krauel, Munte,
& Rotte, 2006). Furthermore, subjective hunger ratings are negatively corre-
lated with preoccupation with eating, weight and shape (Spoor, Bekker, Van
Heck, Croon, & Van Strien, 2005).

Skills in emotion identification not only rely on a highly attuned sense of
interoceptive awareness, but are also facilitated by acceptance of emotional
experience. Conversely, when emotions are labeled as pathological, individ-
uals tend to binge eat, use substances or dissociate in an attempt to reduce
awareness of emotion (e.g., Leahy, 2002). Moreover, individuals with ED may
avoid emotion in part because they hold inaccurate beliefs about the nature
and consequences of emotions (Linehan, 1993a; Corstorphine, 2006).

Individuals with ED have difficulty managing and utilizing emotion adap-
tively. They tend to use eating as a way to avoid or escape negative emotional
states and to create more positive states. For example, stress, pain and neg-
ative affect are common antecedents to binge eating (Agras & Telch, 1998;
Davis & Jamieson, 2005; Gluck, Geliebter, Hung, & Yahav, 2004; Lynch, Ever-
ingham, Dubitzky, Hartman, & Kasser, 2000; Stein et al., 2007). When faced
with negative emotion, those with ED have a limited range of emotion regula-
tion strategies available (e.g., binge eaters in a college sample Whiteside et al.,
2007); binge eating and compensatory behaviors are used to escape aversive
experience by escaping self-awareness altogether (Heatherton & Baumeis-
ter, 1991). Attention is narrowed, focused externally, and inhibitions against
bingeing or purging are reduced. This is consistent with the finding that
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alexithymia commonly occurs in those with an externally oriented, concrete
thinking style (Sifneos, 1996).

Difficulty regulating emotion is further complicated by the fact that indi-
viduals with ED may be prone to greater stress reactivity in light of identified
biological vulnerabilities (e.g., elevated cortisol, cardio-vagal abnormalities:
Faris et al., 2006; Gluck et al., 2004; Kollai, Bonyhay, Jokkel, & Szonyi, 1994;
Petretta et al., 1997). In addition, they have greater difficulty accepting and
managing distress (Corstorphine, Mountford, Tomlinson, Waller, & Meyer,
2007). In fact, emotional eating has emerged as a more general avoidant cop-
ing style in a broad range of clinical and non-eating disordered samples (Lin-
deman & Stark, 2001; Spoor, Bekker, Van Strien, & van Heck, 2007). Individ-
uals with ED may also use eating and compensatory behaviors to produce a
more positive emotional state (Overton et al., 2005). Purging, for example,
is often enacted to relieve the overwhelming emotional distress experienced
following an eating binge (Corstorphine, Waller, Ohanian, & Baker, 2006).

Rationale for Mindfulness Approaches Based on Emotion Regulation

Mindfulness offers a strong opportunity to improve emotion regulation. It
trains individuals to focus inwardly in a highly externally oriented culture,
cultivates an acceptance of emotion as a part of human experience, and
allows individuals to practice identifying and experiencing emotion without
reacting to it. At the same time, mindfulness techniques applied specifically
to eating allow individuals to tease apart physiological cues of emotion with
those of hunger or satiety.

Interplay of Behavior and Cognition in Self-Regulation

Attempts to Regulate Behavior through Cognitive Rigidity

My body started to shut down. I got really, really ill. When you’re starving
yourself, you can’t concentrate.
I was like a walking zombie, like the walking dead.
I was just consumed with what I would eat, what I wouldn’t eat.

∼Tracey Gold, Actor

ED populations are characterized by rigid and distorted cognition in rela-
tion to eating patterns, perfectionism, and appearance-related thinking. They
attempt to regulate behavior through a rigid cognitive-behavioral orienta-
tion of restraint (Herman & Polivy, 1980; Polivy & Herman, 1985). Such
restraint with respect to eating is obvious in anorexia, but is also promi-
nent in those with bulimia and binge eating disorder. Individuals who diet
in order to lose weight internalize a set of stringent dietary rules that result
in highly restricted caloric intake that deprives the body of essential nutrients
and energy. In response to this chronic state of “starvation,” some individu-
als experience the urge to binge as too overwhelming to avoid (Polivy &
Herman, 1985). Inflexible dietary rules are overridden by this physiological
urge and the abstinence-violation effect often results in a full blown eating
binge (Agras & Telch., 1998). Consequently, dieting and related thought pat-
terns are inherent in the emergence and maintenance of eating pathology.

Behavioral restraint in the form of dieting has also been longitudinally
predicted by appearance-related beliefs in structural equation modeling
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(Spangler, 2002). Similarly, appearance-related beliefs predicted body dissat-
isfaction and other vulnerabilities to eating pathology across time points in
an ethnically diverse group of adolescent females. Furthermore, statistical
modeling failed to support a bi-directional relationship over time (Spangler,
2002), suggesting that distorted appearance-related cognitions lead to behav-
ioral restraint (e.g., dieting), which then leads to eating pathology.

Such appearance-related thoughts are one form of perfectionistic thinking
common in ED (see Bardone-Cone et al., 2007 for a review). In perfection-
ism, individuals hold extraordinarily high standards for performance, appear-
ance and/or achievement and tend to have poor tolerance for outcomes that
are not consistent with meeting personal standards (see Bardone-Cone et al.,
2007 for a review). Ironically, since measures of success tend to be inor-
dinately unrealistic, perfectionistic individuals with ED are chronically dis-
satisfied due to holding unattainable eating, weight, and shape-related goals
(Steele, Corsini, & Wade, 2007) and are known to frequently experience
feelings of shame (Swan & Andrews, 2003; Lawson, Waller & Lockwood,
2007).Residual perfectionistic beliefs observed in recovered ED patients are
seen as indicators of risk for relapse (Lilenfeld et al., 2000).

Clinical severity of ED is also related to severely distorted, rigid and even
magical cognitions about the relationship of food-related thoughts to eating,
body weight and shape (Shafran et al., 1999; Shafran & Robinson, 2004; Span-
gler, 2002). Termed thought-shape fusion (TSF), this cognitive characteristic
reflects beliefs that merely thinking about foods considered “forbidden”: (1)
increases the likelihood that the individual has gained weight, (2) is morally
equivalent to actually consuming such problematic foods, and (3) leads to
the individual experiencing him or herself as feeling heavier (Shafran et al.,
1999). Thus, thoughts about difficult foods are fused with the belief that
such thoughts can directly influence weight or shape as well as impact one’s
self-evaluation as immoral and somatically fatter. From a self-regulatory stand-
point, TSF has been associated with the urge to engage in compensatory
behaviors including body checking, exercise and even purging (see Shafran
& Robinson., 2004 for a discussion).

Attemps to Regulate Cognition through Behavior
(Mental Control)

I eat merely to put food out of my mind.
∼N.F. Simpson, Playwright

As some models posit that cognition is used to manage behavior, oth-
ers suggest that behavior is used to manage cognition. One well-accepted
theory posits that ED behaviors are maintained through avoidance of aver-
sive self-awareness (e.g., Heatherton et al., 1991); mental control theory
(Wegner, 1994) further informs this approach. Preoccupation with body
image, negative self-concept and food is strongly related to eating pathol-
ogy (Dobson & Dozois, 2004; Eldredge & Agras, 1996; Faunce, 2002; Lazarus
& Galassi, 1994; Lingswiler, Crowther, & Stephens, 1989; Marcus, Wing,
& Hopkins, 1988; Nauta, Hospers, Kok, & Jansen, 2000; Phelan, 1987;
Powell & Thelen, 1996; Ricciardelli, Williams, & Finemore, 2001; Shafran,
Lee, Cooper, Palmer, & Fairburn, 2007). In fact, eating pathology is often
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rooted in a narrow and rigidly held (or highly accessible) self-concept cen-
tered on body weight and shape (e.g., APA, 2000; Dunkley & Grilo, 2007;
Farchaus Stein, 1996; Hrabosky, Masheb, White & Grilo, 2007). Individu-
als with ED are known to have low self-esteem (e.g., Jacobi et al., 2004)
and tend to hold maladaptive core beliefs about the self and interpersonal
relatedness (Dingemans, Spinhoven, & van Furth, 2006; Hughes, Hamill, van
Gerko, Lockwood, & Waller, 2006; Leung & Price, 2007). To complicate this
tendency, those with BN and BED demonstrate a selective attentional bias
for cues threatening to self-concept (Jansen, Nederkoorn, & Mulkens, 2005;
Meyer, Waller, & Watson, 2000). With attention consistently directed toward
undermining thoughts, they are subsequently inclined to binge or purge as a
means of avoiding or escaping prolonged exposure to them (Lingswiler et al.,
1989, Powell & Thelen, 1996; Spranger, Waller & Bryant-Waugh, 2001). This
is true even in at-risk samples, and even when the threat to self-concept
is subliminal (e.g., Waller & Mijatovich, 1998; Meyer & Waller, 1999). Fur-
thermore, physiological states appear to impact these avoidance tendencies;
the degree of fasting influenced selective attentional biases in women with
greater self-reported eating pathology. They showed a greater attentional bias
for low calorie words when in a non-fasting state and demonstrated an oppo-
site attentional pattern when food deprived (Placanica, Faunce & Soames
Job, 2002).

Explanation of the above findings is most easily understood through the
paradoxical relationship of rumination and thought suppression. Rumina-
tion is a perseverative cognitive process in which attention is focused on
replaying upsetting events in the mind and/or on a repetitive stream of
negative self-critical cognitions (Nolen-Hoeksema, 2000) in an often unsuc-
cessful attempt to avoid intense negative affect (see Gross, 1998 for a dis-
cussion) and make meaning out of situations when important goals have
not been attained (Martin, Tesser, & McIntosh, 1993). Thought suppres-
sion is a covert self-regulatory behavior used to limit exposure to upsetting
thoughts and images (Wegner, 1994). However, chronic attempts to suppress
unwanted private events ironically elicit a rebound effect whereby the dis-
turbing image or thought becomes more intrusive (i.e., the white bear phe-
nomenon; Wegner, 1994). In such cases, rumination may be characterized as
a “failure” of thought suppression wherein attention becomes fixated on the
very unpleasant cognitions one would prefer to avoid. Hence, the more one
suppresses thoughts of food or negative self-concept, the more one focuses
on food or negative self-concept. Presumably, this impaired ability to con-
sciously shift attention toward or away from certain cognitive content is
mediated by being overly invested in the believability of such thoughts. Binge
eating and compensatory behaviors thus appear to function as behavioral
attempts to suppress and control upsetting or negative thoughts. However,
no research to date has directly examined a mental control model of eating
pathology.

Rationale for Mindfulness Approaches Based on the
Cognition-Behavior Interplay

Mindfulness is clearly appropriate to address the entrenched interplay
(release the rigid lock) between rigid cognitive processes and dysfunctional
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behavior seen in ED. Mindfulness training can simultaneously: (1) cultivate a
nonjudgmental and accepting attitude (Kabat-Zinn, 1994); (2) provide more
conscious control of attention (Jha, Krompinger & Baime, 2007); and (3)
demonstrate that thoughts are just thoughts. Mindfulness is a quality of atten-
tion, in which a person intentionally brings nonjudgmental awareness to his
or her present moment experience (i.e., thoughts, feelings and physical sen-
sations) with willingness, curiosity and acceptance of what is (Kabat-Zinn,
1994). Theoretically, the more one practices, the more one develops this
nonjudgment or acceptance. Acceptance is conceptualized as a dynamic
process of self-affirmation or self-validation composed of cognitive, affective
and behavioral components (Linehan, 1993a; Wilson, 1996; Hayes, Strosahl,
& Wilson, 1999). When an individual is consciously accepting of his or
her internal experience, this “discerning wakefulness” ironically provides
enhanced control over responding to experience flexibly and adaptively
rather than impulsively or rigidly (Kabat-Zinn, 1994).

Most recently, Bishop and colleagues have proposed a two-component
model in operationalizing mindfulness which includes adopting an accept-
ing orientation to experience as well as self-regulation of attention (Lau et al.,
2006). This training in attention can help individuals with ED shift their atten-
tion from food, body image and negative self-concept to more adaptive con-
tent by helping them to disengage from such content rather than suppress it.
Mindfulness practice teaches one to observe thoughts from a distance, and
recognize that thoughts are just thoughts, mental events that may or may not
have any basis in reality. Self-critical automatic thoughts thus become “men-
tal events” to be neutrally observed rather than truths to be automatically
believed.

Consistent with a stress reactivity model (Kabat-Zinn, 1990), mindfulness
provides a rich opportunity for learning. Enhanced by taking a nonjudgmen-
tal, observer stance, individuals are taught to unbundle the wealth of infor-
mation about the stress experience obtained from emotions, thoughts, and
physical sensations that drive behavior. They have the opportunity to sep-
arate each component of the stress reaction (e.g., physiological cue about
mood versus appetite cue) and develop an internal guide (“inner compass”)
as to how to use the information gained in a conscious and adaptive way
(Wolever, Ladden, Davis, Best, Greeson, & Baime, 2007).

In addition, when mindfulness is directly applied to eating, participants
are trained to direct attention to the full sensory experience of eating and
satiety. They learn to approach eating in a more relaxed, nonjudgmental
way, and improve registration of appetite regulation cues. The latter involves
both reducing the misappraisal of internal physical states and becoming
more attuned to utilizing physiological appetite cues for initiating and ending
the eating period. Finally, mindfulness-based approaches may further lay the
ground work for adopting a more fluid and expansive sense of self and for
engaging in more self-accepting behaviors among patients with ED.

Thus, mindfulness is viewed as a self-regulatory process through which
individuals hone their capacity to attend to the constant stream of thoughts,
emotions and physical sensations as well as hone their capacity to alter
their orientation and relationship to their experience. This self-regulatory
process actually functions as a powerful learning paradigm in which indi-
viduals become their own empowered experts in interrupting personal
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dysfunctional self-regulatory processes, allowing a shift in entrenched pat-
terns. This promising rationale is now being tested empirically in an emerg-
ing body of research that has found preliminary evidence for the efficacy
of mindfulness-based programs in reducing the core symptoms of ED. That
said, empirical clarification of the mechanisms of action in these approaches
is still in its infancy.

Mindfulness-based Interventions for Eating Disorders:
The Current State of the Evidence

Eating disorders are complex syndromes representing both specific and gen-
eralized deficits in self-regulation. These conditions frequently persist even in
the face of significant deterioration in psychological and physiological well-
ness. Given the increasing prevalence of ED coupled with the associated high
risk of relapse and concurrent psychopathology, greater attention is war-
ranted to improve the efficacy of existing treatments. In response to this
growing need, four innovative mindfulness-based therapeutic approaches
have been blended with traditional cognitive-behavioral theory: Dialecti-
cal Behavior Therapy (DBT; Linehan, 1993a), Acceptance and Commitment
Therapy (ACT; Hayes et al., 1999), Mindfulness-based Cognitive Therapy
(MBCT; Segal, Williams, & Teasdale, 2002; Baer, Fischer, & Huss, 2006), and
Mindfulness-Based Eating Awareness Training (MB-EAT; Kristeller, Baer, &
Quillian-Wolever, 2006; Kristeller & Hallett, 1999).

Dialectical Behavior Therapy (DBT)

DBT was first introduced in the early 1990’s to improve the self-regulation
deficits in borderline personality disorder (BPD) (Linehan, 1993a). DBT
helps patients cultivate core mindfulness abilities in conjunction with other
emotion regulation, interpersonal effectiveness, and distress tolerance skills
(Linehan, 1993b).From an empirical standpoint, DBT has had an encouraging
impact on improving clinical symptomatology in BPD (Linehan, Armstrong,
Suarez, Allmond et al., 1991; Linehan, 1993a) and is the most extensively
studied mindfulness-based approach within eating disorder samples. In a
seminal analysis, Telch (1997) presented an in-depth case study of adapt-
ing DBT for an obese woman with BED. The 23-session intervention (i.e., 19
weekly meetings and 4 monthly meetings) was structured to include three
phases: (1) theoretical rationale of the program, (2) teaching principal com-
ponents of DBT and (3) reinforcing and generalizing gains (Telch, 1997). This
approach yielded significant improvements in binge eating though weight
and mood symptoms did not stabilize (Telch, 1997). Telch and collaborators
then tested the efficacy of the approach in a group DBT program for BED in
an initial uncontrolled trial (Telch, Agras, & Linehan, 2000); eighty-two per-
cent of the sample attained binge-free status by the end of the 18-session pro-
gram (Telch et al., 2000; see Wiser & Telch, 1999 for a detailed description
of the intervention) and abstinence rates remained high three (i.e., 80%) and
six months (i.e., 70%) post-treatment. (Telch et al., 2000). Eating, weight and
shape concerns also improved, as did self-reported emotional eating urges
and negative mood regulation (Telch et al., 2000).
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In a more rigorous RCT (Telch, Agras, & Linehan, 2001), 44 women with
BED reduced objective binge eating behaviors in both a DBT and wait-list
control condition (Telch, Agras, & Linehan, 2001). However, among the 18
that completed treatment, those in DBT showed significantly higher absti-
nence rates by the end of treatment relative to controls (i.e., 89% versus
12.5%), though sustained improvements were more modest (i.e., 56% absti-
nent at 6-month follow-up). DBT-completers were also characterized by less
weight, shape and eating concerns and on average reported a weaker urge to
eat in response to anger than wait-list participants (Telch, Agras, & Linehan,
2001). Subsequent post-hoc analysis of women who completed DBT across
both trials (N = 32) indicated that early onset of binge eating (prior to age
16) and higher restraint scores at baseline predicted poorer outcome (Safer,
Lively, Telch, & Agras, 2002).

The application of DBT to treating BN and AN is less well-developed.
Safer et al. (2001a) provided the first clinical account of adapting DBT for
treatment-resistant BN with positive results (Safer et al., 2001a). In addition,
one RCT of women with BN showed greater reductions in binge eating and
purging for DBT participants compared to wait-list controls (Safer, Telch, &
Agras, 2001b). Regarding AN, McCabe and Marcus (2002) discuss the effec-
tiveness of DBT from a clinical standpoint, though virtually no research has
empirically tested whether DBT is useful for treating AN. The one exception
is a current uncontrolled pilot study being conducted in Germany of inpa-
tient adolescents with AN and BN (Salbach et al., 2007).

Three directions for future DBT research with ED would supplement the
promising findings thus far: (1) testing the manualized, integrative approach
against or as a complement to traditional CBT, Interpersonal Therapy (IPT)
and family-based interventions; (2) testing DBT for AN; and (3) exploring
the generalizability of the findings by including males and ethnically diverse
samples.

Acceptance and Commitment Therapy (ACT)

The second mindfulness-based approach that can be easily adapted for ED
is ACT (Hayes et al., 1999). Conceptualized for treating a wide range of psy-
chiatric and behavioral disorders, its core philosophy holds that maladap-
tive behaviors are purposefully or habitually performed to reduce or control
aversive experience (e.g., self-critical cognitions, negative emotions, painful
bodily sensations; Hayes et al., 1999). Ongoing distress and dysfunction are
maintained by this experiential avoidance as well as by cognitive fusion (i.e.,
holding thoughts to the level of absolute truths such as “I think I’m fat; there-
fore I am”). The adaptation of ACT as a treatment for ED is theoretically
appropriate given its excellent fit with the prominent models explaining eat-
ing pathology (restraint, emotion regulation, and escape theories).

ACT utilizes mindfulness skills, metaphor, and cognitive defusion tech-
niques to reduce cognitive-behavioral rigidity, improve self-regulation and
overall quality of life (Hayes et al., 1999). ACT further emphasizes clar-
ification of important life values as a continuous form of motivation for
sustaining adaptive behavior change (Hayes et al., 1999). In essence ACT
exposes patients to the very aspects of their experience they deem prob-
lematic, but from a de-centered, mindful and accepting vantage point. This
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exposure-based component along with values clarification assists patient
in more creatively engaging in and adapting to a wide range of life
circumstances.

Although ACT has received noteworthy support for improving symptoms
across a spectrum of clinical disorders (Hayes, Luoma, Bond, Masuda, & Lillis,
2006), there is a dearth of such work conducted in eating disordered sam-
ples. The existing literature is comprised of single case studies in AN (Bow-
ers, 2002; Hayes & Pankey, 2002; Heffner, Sperry, Eifert, & Detweiler, 2002;
Orsillo & Batten, 2002). Wilson and Roberts (2002) provide an important
overview of issues to consider in assessing and treating AN from an ACT
perspective. Clearly, clinical trials of ACT-based approaches for improving
core eating pathology symptoms are one promising area of further scientific
inquiry.

Mindfulness-Based Cognitive Therapy (MBCT)

MBCT is an extension of Jon Kabat-Zinn’s pioneering Mindfulness-Based
Stress Reduction (MBSR; Kabat-Zinn, 1990) program aimed at the endur-
ing cognitive vulnerability in chronic, treatment-resistant depression (Segal
et al., 2002). MBCT applies core mindfulness skills from MBSR (e.g., body
scan meditation, sitting meditation, walking meditation, awareness of the
breath, mindful yoga) to reduce the believability of persistent depressogenic
thoughts and to improve the pervasive affect avoidance style (Segal et al.,
2002). However, in contrast to existing cognitive therapeutic change tech-
niques, MBCT, much like ACT, does not attempt to change the content of
experience; rather, it challenges the individual to alter the context of expe-
rience through practicing acceptance and “letting be” (Segal et al., 2002).
Baer and collaborators evaluated MBCT for treating binge eating in subclin-
ical and clinical BED (Baer, Fischer, & Huss, 2005; Baer et al., 2006). They
used MBCT to reduce reactivity toward automatic thoughts and emotions
that precede binge eating rather than reducing the thoughts and emotions
themselves. Unlike other mindfulness-based approaches to eating disorders,
(e.g., MB-EAT, DBT and ACT), there is a stronger emphasis placed on training
in pure mindfulness strategies in the absence of directly applying mindful-
ness to eating, physical activity, or CBT approaches such as problem-solving
or assertiveness skills (Baer et al., 2005).

In the original case analysis, MBCT was associated not only with both
immediate and sustained improvements in binge eating pathology but it also
led to significant increases in self-reported mindfulness (Baer et al., 2005).
Similarly, a more recent uncontrolled trial of a 10-session MBCT showed posi-
tive effects for objective binge eating, self-reported binge eating severity, and
eating concerns (Baer et al., 2006). Women in this trial also demonstrated
notable increases in self-observation and nonjudgment of these private
events following treatment (Baer et al., 2006). These preliminary findings
are encouraging, and set the stage for RCT evaluation of this approach.

Mindfulness-Based Eating Awareness Training (MB-EAT)

Also informed by MBSR, the first mindfulness-based approach created specif-
ically for treating an eating disorder (Kristeller & Hallett, 1999) applied mind-
fulness to CBT and guided imagery developed to address weight, shape
and eating-related self-regulatory processes. The approach, later named
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MB-EAT (Kristeller et al., 2006) is consistent with affect regulation models
(e.g., Wilson, 1984), restraint theory (e.g., chronic dieting model of Her-
man & Polivy, 1980), the escape model (Heatherton & Baumeister, 1991)
and mental control (Wegner, 1994) yet further expands these self-regulation
explanations to include the science of food intake regulation including the
role of hunger and satiety cues. Using a single group pre–post, extended
baseline design, Kristeller and Hallett (1999) demonstrated reductions in self-
reported symptoms of binge eating, binge severity, anxiety and depression in
obese women with BED undergoing a six-week treatment. Importantly, cor-
relational analyses indicated improvements in binge eating were associated
with improvements in mindfulness, eating control and awareness of satiety
signals Moreover, time spent practicing eating-related meditations predicted
lower binge severity (Kristeller & Hallett, 1999). The original approach was
then expanded to a 9-session treatment (MB-EAT: Kristeller, Baer, & Quillian-
Wolever, 2006; Kristeller, Wolever & Sheets, 2008), informed by Craighead’s
appetite awareness training (Craighead & Allen, 1995; Allen & Craighead,
1999) and deeper levels of self-acceptance work using forgiveness and cul-
tivation of inner wisdom for sustaining change. The efficacy of MB-EAT
was then tested in a dual site RCT comparing it to an active CBT-informed
psychoeducational approach, and a wait-list control (Kristeller, Wolever &
Sheets, 2008) in an ethnically diverse sample of obese men and women
with BED or subclinical binge eating patterns. Intent-to-treat analyses showed
declines in objective binge eating, binge eating severity and depressive symp-
toms for both active treatments. However, only those randomly assigned to
the MB-EAT condition exhibited lower levels of food locus of control, suggest-
ing a greater internalization of change (Kristeller, Wolever & Sheets, 2008).
Interestingly, significant improvements in post-prandial glucose metabolism
(Wolever, Best, Sheets, et al., 2006; Wolever, Best, Sheets, & Kristeller,
2008) were also found solely in the MB-EAT group, and independent of
weight change. This finding raises the possibility that the mindfulness-based
approach also influences biological indices of self-regulation in a way that
other behavioral approaches do not. The U.S. National Institutes of Health
are currently funding additional testing of this hypothesis in conjunction
with efficacy trials of this approach for weight loss (MB-EAT; NIH Grant
5U01 AT002550) and weight loss maintenance (EMPOWER: NIH Grants 5U01
AT004159 and 5 U01 AT004158). These grants have allowed the opportunity
to further enhance and develop this approach, resulting in the current 15-
week protocol (described below) called EMPOWER (Enhancing Mindfulness
for the Prevention of Weight Regain; Wolever et al., 2007).

One additional approach merits mention. Preliminary findings from a non-
clinical sample of community participants with binge eating tendencies sug-
gest utility in an 8 week modified MBSR approach with psychoeducational
components (Smith, Shelley, Leahigh, & Vanleit, 2006). Randomized, con-
trolled testing of this model is certainly in order.

EMPOWER Exercises and Participant Experiences

Training in traditional mindfulness techniques (e.g., sitting meditation, body
scan) provides a basic platform from which to nonjudgmentally learn about
oneself. In addition, this learning platform appears to facilitate application
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of CBT and other traditional skills known to enhance recovery. In the
EMPOWER approach (Wolever et al., 2007), there are at least 9 core skill
sets, all of which are fundamental to recovery from eating disorders:

1. to nonjudgmentally observe the bundle of reactive thoughts, emotions
and body sensations that drive behavior;

2. to separate emotions from this bundle of reactivity;

a. that emotions are transient events that often do not require response;

3. to separate thoughts from this bundle of reactivity;

a. that thoughts are just thoughts, transient events that often do not
require response;

4. to separate and tolerate behavioral urges from this bundle of reactivity;
5. to clarify physiological signals of hunger and fullness (gastric satiety);
6. to attend to taste-specific satiety;
7. to discern the physiological signature of appetite regulation cues (5 and 6)

from emotions (e.g., the difference in anxiety and hunger; the difference
in peaceful and stuffed);

8. to discern the true need underlying the reactivity; and
9. to make a wise and informed decision about addressing this true need.

Skill Set 1: Nonjudgmental observation of reactivity – As a starting
place, individuals with ED need to develop skills in shifting attention to
internal states in order to observe emotion, cognition and sensation, and
the way these interact to drive behavior. Most participants initially struggle
to center their attention on internal states, and mindfulness training can best
be described as a learning paradigm that allows individuals to become their
own experts and advocates. Nonjudgment is seminal in creating this learn-
ing environment allowing individuals to explore their patterns with lowered
defenses. They often express surprise when they sample nonjudgment. It
is also common for participants to cry during their first practice of forgive-
ness meditation when asked to consider forgiving themselves for mistakes
made, or unhealthy behaviors performed; many clients have just “never con-
sidered this.” Some participants initially experience anxiety at the idea of for-
giving themselves because they believe that sharp self-judgment gives them
a greater sense of control. In addition, further attention is needed to explore
the fine line between accountability and judgment when using mindfulness
to support behavior change of any kind ( Table 14.1).

Skill Set 2: Separating Out Emotions – Individuals need to demonstrate
a willingness to accept emotional experience (including changes in physio-
logical arousal) reassured by the understanding that emotions are transient
events (Linehan, 1993b; Gratz & Gunderson, 2006) and that one does not
have to react to them. It is actually the process of engaging emotions that
can elongate their presence. Regular sitting meditation practice strengthens
this learning and may include guidance such as:

If you notice that your mind wanders away or your attention is pulled by
an emotion, just observe what that is. . .whatever feelings are present are
fine. . .and you don’t have to do anything about them. . .just observing them
without judging them. . .just noticing whatever you are experiencing. . .not
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Table 14.1. Nine core skill sets enhanced by mindfulness approaches that
are seminal to recovery from eating disorders.

Nine core skill sets in the EMPOWER approach

1. nonjudgmental observation of reactivity (bundle of thoughts, emotions, and body
sensations that drive behavior)

2. separation of emotions from this bundle and learning that emotions are transient
events that often do not require response

3. separation of thoughts from this bundle of reactivity, and learning that thoughts
are just thoughts, transient events that often do not require response

4. separation and tolerance of behavioral urges from this bundle of reactivity
5. clarification of physiological signals of hunger and fullness (gastric satiety)
6. attention to taste-specific satiety
7. discernment of the physiological signature of emotions and appetite regulation

cues
8. discernment of the true need underlying the reactivity
9. wise and informed decision making to address the true need

trying to change it, but just noticing it. . .whatever you experience is fine. . .just
notice it, whatever it is. . .you may even find that emotions come and they
go. . .like leaves in a river floating downstream. . .you can observe them arrive
and pass without engaging them. . .and if you find yourself floating downstream
with the leaves, you can climb back onto the bank of the river and watch again
as the leaves float downstream. . .

The next step is then to sit with the emotion from a more accepting stance.
Accurately registering such signals allows one to explore what true need
exists that is driving unhealthy behavior (e.g., eating due to physical hunger,
to self-soothe anxiety, or to stay awake because exhausted). For the past year,
we have been teaching clients a tool called Stop-Breathe-Feel (Wolever et al.,
2007), a tool that teaches them to recognize without judgment the emo-
tion present and understand that eating (or compensatory behavior) will not
address the real need. For example, if one eats to manage anxiety, the cues
of hunger are less relevant because the goal of eating is to manage anxiety.
We encourage clients to catch the information from the body early on and
apply mindfulness; just notice the anxiety and recognize that the issue gen-
erating anxiety is not likely to be managed by eating. Rather, the emotion is
just a tool in the decision-making process about how to handle the real need
(whatever is triggering the anxiety). The more we become okay with recog-
nizing the importance of emotions as tools in the decision-making process,
the less afraid we will be when they arise in the moment. In fact, acceptance
itself has been described as “actively responding to feelings by allowing or
letting be before rushing in and trying to fix or change them. Allowing means
that participants register their presence before deciding how to respond to
them” (Segal, Williams, & Teasdale, 2002). Most clients experience this sim-
ple Stop-Breathe-Feel tool as powerful: just deciding to stop, breathe and
allow oneself to feel whatever is present in that moment without avoidance
strengthens confidence. We use the metaphor of riding on a train: one aim
of this program is to develop a certain kind of attention so one can identify
the right stop (e.g., directly observe the emotional cue from a nonreactive
stance). However, when we miss our stop, we can still work back. So, when
the emotional cue is missed, we may catch ourselves riding to another stop



274 Ruth Q. Wolever and Jennifer L. Best

(e.g., bingeing or engaging in compensatory behavior) and retrace our steps
in how we arrived there.

Skill Set 3: Separating Out Thoughts – Traditional mindfulness
approaches are excellent at helping participants learn that thoughts are just
thoughts, mental events that do not necessarily have any basis in reality. This
is a powerful recognition for participants with ED whose thoughts are fused
with behavioral and emotional patterns. One 33 year old obese female with
BED felt significantly empowered when she, on her own, came to the real-
ization that “I want to eat’ is just a thought;” I don’t have to respond to it.” In
addition to recognizing that thoughts are not truths, observations of the qual-
ity of thought can provide insight. For instance, participants with ED benefit
from recognizing when their thinking becomes negative. In pure mindful-
ness, nonjudgmental observation of the negative thought is enough to reduce
its power, but it remains an empirical question whether or not more support
(e.g., additional tools) is needed to help counter life-long perceptual patterns.
This question is of course confounded by the amount participants prac-
tice. Clinical experience suggests that many participants practice the shorter
techniques and attain some shifts in perspective, but may not practice
enough to re-pattern habitual thought patterns without the aid of additional
tools.

Skill Set 4: Separation and tolerance of behavioral urges – The
behaviors of ED participants fall along a compulsive-impulsive continuum
(Claes, Vandereycken, & Vertommen, 2005; Lawson, Waller & Lockwood,
2007) and thus learning to sit through an urge to react is important. Par-
ticipants strengthen their ability to sit with behavioral urges by learning
to watch urges develop without responding to them. Instruction is woven
into weekly EMPOWER sessions that encourage observation of small urges
that are not enacted, building strength to tolerate stronger urges (Wolever
et al., 2007). For example, during a sitting meditation, participants are asked
to note any desires to fidget or readjust their body position as well as to
observe what happens to the urge if not enacted. Similarly, during eating
meditations, participants are asked to play with the urge to swallow in a sim-
ilar way, pausing momentarily before biting or before swallowing to observe
what happens. The learning is then reinforced through specific discussion
about tolerating such urges. This tolerance serves to weaken the automatic
link between urges and reaction. Participants then benefit from using mini-
meditation (Kristeller et al., 2006), the Stop-Breathe-Feel technique (Wolever
et al., 2007), and eventually 20 minutes of regular sitting practice when expe-
riencing the urge to binge or compensate. Tolerance, and subsequently con-
fidence, is likely to develop further through nonjudgmental observation of
these urges rather than the more traditional clinical (although also useful)
approach of distracting oneself during an urge.

Skill Set 5: Recognition of hunger and fullness – Geneen Roth’s early
clinical work (e.g., Roth, 1984) was the first widespread approach to “com-
pulsive eating” that drew attention to the importance of hunger and fullness.
MB-EAT expanded this approach by incorporating additional training on full-
ness and by contextualizing the training within mindfulness, heavily empha-
sizing nonjudgment. Registering appetite regulation cues (and emotions for
that matter) both require experience in sensing the body. This is challenging
in ED because those with more restrictive ED report such paradoxical body
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sensations and those with more compulsive and impulsive ED are often dis-
sociated from somatic experience. They have many thoughts and judgments
about the body, but considerably less experience feeling its sensations. Tradi-
tional MBSR practices in body scanning techniques and gentle yoga are used
to develop this essential core skill. Since it is very difficult for participants
to maintain focus on the experience of the body, individuals with significant
dieting and/or bingeing histories also tend to have more difficulty practic-
ing the body scan than they do practicing sitting meditation. The experi-
ence of an obese 52-year-old woman with BED demonstrated how difficult
it was to center her attention on physical experience during a guided body
scan. Although she was extremely engaged in her treatment group, and vol-
unteered verbal accounts of her experience often, she could only note, “I
took this opportunity to do ankle circles (stretch her ankles)” when asked
about her experience during the body scan.

In EMPOWER, MBSR body scan techniques are then adapted to focus an
individual on sensations that cue hunger and gastric satiety (fullness). A seven
point Hunger/Fullness scale informed by the work of Craighead & Allen
(1995) provides participants the conceptual frame to rate their somatic expe-
rience of hunger and fullness. We have used the below exercises with BED
and BN patients for the past 7 years, but have no experience using them with
AN. Clinically speaking, AN clients tend to experience a sense of fullness in
the absence of food in the stomach; it is unclear if participants with AN
would benefit from this model of interoceptive awareness. They are likely to
need adjustments to this approach that focus more on tolerating the sensa-
tion of food in the body and separating out judgments from actual sensations
in the process (Figure 14.1).

BN and BED participants are reminded that the stomach is located right
below and to the left of breastbone, as many people believe it is lower and
incorrectly center attention on the intestinal area for cues. They are then
taught to center themselves and carefully attend to areas of potential sensa-
tions with instructions such as:

When you’re ready you can move your awareness to the sensations in the stom-
ach . . . Noticing whatever is there . . . You may even want to rest one of your
hands on your stomach to help you notice whatever your body has to share
with you . . . if it is giving you any sensations of hunger . . . Remembering that
these may be very subtle, or they may be very intense and obvious . . . There
are no right or wrong sensations . . . just noticing whatever physical sensations
are taking place in your belly . . . your body . . . sensing what your body is telling

The Hunger/Fullness Scale

The goal is to eat when you feel 2 to 2.5 (moderately hungry),
and to stop eating at 5 to 5.5 (moderately full).

Very Neutral Very

Hungry Full

1 2 3 4 5  6 7

Figure. 14.1. Seven-point Hunger and Fullness Scale.
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you, or not telling you in this moment . . . Noticing to yourself right now how
hungry or full you are, with 1 being as hungry as possible, and 4 being neutral,
and 7 being as full as you could possibly be.. [leave enough time for everyone
to find a number] . . . Again remembering that these sensations may be very
subtle or strong . . . making your best estimate of your hunger or fullness level.
Any slight pangs from the stomach, mild hunger, at say a 3? Or slightly stronger
signals, of moderate hunger, perhaps a 2.5 or a 2? Or are you too hungry? Feel-
ing stronger discomfort, lower than a 2? Just taking a minute to notice what
your stomach is telling you. No one knows this information better than you
. . . So, as you become more aware of your hunger or fullness level, just asking
yourself how you know this? . . . What experiences or sensations help you find
the number/level?

You may also notice other sensations, feelings, or thoughts . . . Just noticing
whatever you are experiencing. Not trying to change it, but just noticing it.
Trying to separate out the emotion or thought from the sensations of physical
hunger . . . Or perhaps you don’t have any particular sensations, feelings, or
thoughts. Just training yourself to reconnect with your body . . . whatever you
experience is fine . . . just notice it, whatever it is . . . And with the next breath,
or one soon after, you can begin to re-orient yourself to the room. And open
your eyes.

Teaching participants to register fullness is similar. In the initial trainings,
however, they are given fullness suggestions rather than hunger suggestions.
For example:

Again remembering that these sensations may be very subtle or strong . . . mak-
ing your best estimate of your hunger or fullness level. How physically satisfied
are you feeling? Perhaps your stomach feels warm, moderately full – perhaps a
5.5. Or maybe it is earlier in the process. . . . . .perhaps sensing just the very first
hint of stretch . . . a 5 or so. Or maybe it feels more stretch or a little distension,
if you have eaten more than you needed – say a 6 or so. Whatever physical
sensations you experience, just notice them. Also, noticing your emotions, and
thoughts. And being aware of the difference between physically and emotion-
ally satisfied. Perhaps you are bored, and want to get out of here. Or maybe you
are surprised to learn something about yourself. Whatever you experience, just
observe it, trying not to judge or criticize it.

Exercises in registering satiety are more easily accomplished in tandem
with the intake of a moderate meal, particularly one of high fiber. Participants
often say that they do not know what moderate fullness feels like; “I know
when I’m hungry and when I’m stuffed, but I never paid attention to the
in-between states.” It’s useful to remember that regaining this skill requires
attention, patience, and practice. Clinically, most can identify episodes when
they felt stuffed, and often report sedation at the same time. It is impor-
tant for them to eventually uncouple the cognitive label “full” and sensations
indicative of overeating. Some say they experience pain and others report
deep comfort at this state. Either way, the experience of over-fullness serves
to shift attention from thoughts or emotions to a set of sensations, and allows
a continued mislabeling of experience.

Participants benefit from carefully listening to others’ descriptions of
hunger-fullness ratings, particularly noting the physical sensations that led
them to choose that rating. Multiple examples are essential to learning
this process. This is also an ideal time to point out potential confounds if
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participants mention emotions rather than physical signals (e.g. irritable,
panicky, comfortable, happy), pointing out that physical rather than emo-
tional signals are the most reliable indicators of when to eat. While physiol-
ogy can sometimes lead to these (e.g. low blood sugar can make one irrita-
ble), there is a risk in using these to signal a need to eat since other things
can also create such emotional states.

It is also not uncommon for participants with significant dieting and/or
bingeing histories to say, “I feel nothing” when first asked to register hunger
or fullness signals. It can take weeks of practice, particularly preceding, dur-
ing and following meals; individuals that have been disconnected from their
somatic experience for years need continual encouragement and practice to
begin to register these cues again. In clinical practice, very few individuals
have been unable to re-learn to sense these cues; these failures may have
been due to complications of diabetes such as neuropathy.

Skill Set 6: Recognition of taste – Geneen Roth’s early clinical work
(e.g., Roth, 1984) also centered attention on taste; again, MB-EAT and
EMPOWER expand this to add components of nonjudgment. A segment of
such an exercise using chocolate reads:

Begin by placing a single Hershey’s kiss in front of you, out of your hands.
Allow your eyes to close or find a downward gaze if closing your eyes feels
too uncomfortable. Just resting your hands on your stomach, and inviting 4–5
deep, easy breaths. Not forcing the breath, but just inviting it all the way to the
bottom of the lungs. You may feel your chest rise and fall. You may feel your
ribs expand out to the sides and release. And as the breath gently reaches the
bottom of your lungs, you may feel your abdomen expand on the inbreath, and
contract on the outbreath. So just allowing the body to rest while you move
your attention to the stomach and mouth. Just noticing what physical sensa-
tions you have at this time. Noticing any thoughts you have . . . any emotions.
And being aware of the difference between physical sensations on the one hand
and thoughts or emotions on the other. Whatever you experience, just observe
it, trying not to judge or criticize it. Just noticing whatever you are experienc-
ing. Not trying to change it, just noticing it. Or perhaps you don’t sense any
particular sensations, feelings, or thoughts. That’s OK too. At this point, just
notice it, whatever it is.

In the next breath, or the one after that, just allowing your eyes to fully open
but maintain a downward gaze, Taking the piece of chocolate in your hand,
just unwrap it gently. Continuing to be aware of any thoughts or emotions that
pass through your mind. Now just looking at the chocolate, holding it in your
flat hand, noticing it as if this were the first time you had ever seen chocolate.
If you were a painter, how would you paint it? Noticing the shape, the size, the
colors, the way the light reflects on it . . . (long pause)

Now moving your attention to the smell of the chocolate. Placing it under
your nose and closing your eyes again . . . just noticing the scent. Where in
your nose do you smell the chocolate? What aspects of it can you smell? Milk?
Vanilla? Tobacco or an earthy scent? Just noticing all you can about the scent
. . . (long pause)

Now rubbing the kiss on your lips so you get just a hint of flavor. Allowing
your eyes to remain closed . . . What do you taste? What do you notice about
the texture? Is it smooth or gritty? Melting or not? Just being aware of all the
intricacies in this one chocolate kiss.

Now placing the chocolate on your tongue, and just holding it in your
mouth, not biting it. What do you now notice about the flavor? Move it around
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your mouth. Does it taste different in different parts of your mouth? Allow it
to melt on your tongue. What do you notice as it melts? Just allowing yourself
to be fully present with this bite. What do you notice about your saliva? About
your mouth itself? Does the flavor change over time, as it melts? In what way?
Just taking as long as you like to allow the chocolate to melt and to fully expe-
rience the sensations of eating it. Can you feel it move out of your mouth, into
your throat? Down your throat toward your stomach? And being aware of any
thoughts or emotions that pass through, distinguishing a thought or emotion
from a sensation like taste . . . What if you ate like this most of the time? . . .

Observing whatever is present for you now, without judging it . . . (very long
pause) . . . and opening your eyes when ready.

Skill Set 7: Discernment of appetite regulation cues from other
internal events – Appetite regulation cues (hunger, fullness and taste-
satiety) need to be teased apart from emotions, thoughts, behavioral urges
as well as other physical sensations (e.g., fatigue) in order to be well utilized.
While learning this skill set requires the acquisition of the previous six skills,
the learning is not a linear process. As such, the EMPOWER program lay-
ers skill training in each of these arenas. Each skill influences the other, and
new contexts challenge existing skills. For example, once participants can
sense an emotion, and can sense hunger, they can begin to compare them
and develop personal ways to distinguish between the two. Refining that dis-
tinction further informs the identification of emotion and hunger, and so on.
One female participant, for example, over time noted that her anxiety sensa-
tions are higher in the chest while hunger signals emanate from the stomach
area right below the breastbone. Another participant who often ate to quell
anxiety observed that she is most aware of sensations of anxiety (e.g., pal-
pitations) at the bottom of the breath, after the exhale when she can feel
her heartbeat most saliently. These powerful realizations gave these women
mechanisms to use in distinguishing anxiety and hunger.

Skill Set 8: Identification of true needs – Once participants are profi-
cient in observing and teasing out the components of their own experience,
the EMPOWER approach encourages the next step; to make an informed
decision to best address their true needs. Although reactivity is sometimes
driven by habit alone, it often is an attempt to meet an underlying need. As
participants gain skills in nonjudgmental self-observation, they are able to
discern their true needs with greater clarity. For example, if the true need
is boredom, participants may decide to find a better way to entertain them-
selves. If the true need is temporary fatigue, sleep may be a useful response.
If the true need is frustration related to a specific incident, assertiveness or
problem solving may be appropriate. In theory, once the true need is iden-
tified, wise mind then guides behavior choices. Many participants, however,
also appear to benefit from having specific exercises to clarify their processes
for decision making.

Skill Set 9: Addressing true needs – Clinical scientists have underscored
the need to promote greater self-acceptance in individuals with ED while
still fostering meaningful behavioral change (e.g., Wilson, 1996). EMPOWER
participants appear better able to deal with this dialectic when needed
changes are contextualized as attempts toward enacting their personal mis-
sion statements and visions for health. They are guided to reflect on and
develop personal mission statements (similar to ACT approaches), as well
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as to spend time cultivating a long-term vision for health. Participants then
use this context of what they really want for themselves in the long run to
guide decisions in the moment. Stop-Breath-Connect is taught to encourage
participants to take a momentary pause before behaviors they are trying to
change; they mindfully center themselves and remember why the change
matters in the long run (Wolever et al., 2007). This approach is further aided
by strategies for setting Specific, Measurable, Action-oriented, Realistic and
Time-bound (SMART) short and long-term goals. While it remains an empir-
ical question, clinical experience suggests that these additional tools signifi-
cantly augment the mindfulness approach and vice versa.

The choice to add additional tools to mindfulness treatment may depend
in part on the level of mindfulness practice that individuals are willing to
undertake, and their ability to create an environment conducive to internal
listening. Given the practical reality of most clients’ lives, and the fact that
these approaches may benefit many people that are not drawn to medita-
tion per se, it may be wise to use mindfulness to create a learning space to
enhance wise decision making in a more active fashion as well. For example,
when one is deciding whether or not to eat, it is useful to reference physio-
logical hunger cues rather than external signals that it is time to eat (food is
present, meal break begins, etc.). Similarly, when deciding to stop eating, it is
useful to register physiological cues of moderate fullness rather than external
cues that eating is complete (clean plate, time is up, etc.). However, Western
culture is so externally driven and fast-paced, it is often not enough to teach
clients to pay attention to hunger and fullness. They must also carefully plan
to establish an environment in which they can register these signals; and this
requires assertiveness and other traditional techniques. For instance, imag-
ine that you are a nurse working a 12 hour shift without a meal break. While
physiologically, it is important to eat during your shift, the health system
does not build in time for this task. The nurse must use assertiveness skills to
assure even a 15 minutes break to eat, as well as flexibility to sense the best
time to take the break, as well as planning and preparation to ensure that
nutritious food is available in small quickly-edible portions. Similarly, regis-
tering moderate hunger and moderate fullness signals after the work shift
may help the nurse avoid overeating after work, but some nutritious intake
during the shift will also help avoid overeating later.

In such situations, mindfulness helps participants to create an optimum
learning space, and the introduction of concepts and tools from other tra-
ditional approaches may strengthen the intervention. For example, state
of the art treatments for bulimia and BED (e.g., Apple & Agras, 1997;
Fairburn, 1995) encourage participants to recognize and label thoughts and
emotions that precede bingeing. Mindfulness, however, can facilitate this
learning by applying a layer of nonjudgment to remove harsh criticism (from
self or others), freeing up participants for more accurate self-observation.
One significant difference in these approaches and mindfulness-informed
approaches, however, is that CBT encourages direct intervention into the
thoughts or behaviors whereas pure mindfulness suggests that just observing
the thought, emotion, or sensation is enough; the mere process of nonjudg-
mentally attending to them allows for a shift from within the participant.

In sum, participants with ED are driven by deficits in the self-regulation
of food intake, emotion and cognition. There is strong theoretical support
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for the application of mindfulness to this dysregulation, and an emerging
literature on its efficacy. Some approaches use more traditional MBSR tech-
niques while others apply these mindfulness techniques directly to eat-
ing and compensatory mechanisms characteristic of ED. The EMPOWER
approach conceptualizes mindfulness as a strong self-learning tool in which
individuals explore new ways to self-regulate; some ways are taught through
pure mindfulness whereas others apply mindfulness to other behavior
change techniques (e.g., goal-setting). Additional research will be important
in evaluating the efficacy of various aspects of mindfulness-based treatments
in treating specific issues.
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15
Paradise Lost: Mindfulness

and Addictive Behavior
Thomas Bien

Whether the ground beneath our feet is heaven or hell depends entirely
on our way of seeing and walking.

–Thich Nhat Hanh (2001)

In the Beginning was Paradise

According to the stories of many cultures, the human beginning was a time of
ease and wonder, free from hard labor, struggle, strife, and the alienation and
fragmentation we know today. Sometimes this perfection is projected into
the future—a New Jerusalem descending upon the earth, the city of God, or
a heaven we enter after death. Sometimes it is viewed as the possible result
of human effort, a tradition spanning from Plato’s Republic (ca. 360 B.C.E.;
Hamilton and Cairns, 1969) and Thomas Moore’s Utopia (1516), to James
Hilton’s Shangri-La, (1933) and B. F. Skinner’s Walden Two (1948), among
many others.

In a Buddhist context, paradise is always available, but it cannot be found
in the future or in the past. It is only available in the present moment, in
that brief moment of perception before we split the world into judgments
of pleasure and pain, gain and loss, desire and aversion. With these comes
the sense of I or ego, the feeling that “I like this and want more of that
for myself,” or “I dislike that, and want to avoid that.” This sense of I is the
flaming sword blocking our return to the garden. It is the sense that we are a
separate, unchanging entity, cut off from everything and everyone else, a bit
of flotsam and jetsam floating haphazardly in a meaningless universe.

In Buddhism, paradise is found the moment we reverse this process. Par-
adise is found when we re-enter the present moment deeply and clearly,
without being caught in either desire or aversion, without the narrow point
of view of the separate and alienated self that wants and wants and wants,
without our habitual mental patterns of judgment or blame. This kind of
perception is called mindfulness. And with mindfulness, paradise is available
here and now. Indeed, it can only be found here and now—not in the mythic
past, not in the eschatological future, and not even as the result of human
social engineering—important as such efforts may be for other reasons.

This human tendency to seek pleasure and avoid pain is neither wrong
nor evil. It even has a certain necessity about it, a certain utility. Life requires
such a capacity. Only, when coupled with our large brains, it becomes a
capacity that can easily run amok. It is impossible that this endless process
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of struggle can ever yield peace. For peace is not found by constructing a
world that contains only pleasant experiences and avoids all pain. To find
peace requires wisdom, and wisdom teaches us that the foundation of peace
lies in acceptance of the fundamental nature of human life—that good and
bad, pleasure and pain, gain and loss are both necessary and inevitable. When
we accept this plain fact, avoiding the extremes of either futile struggle or
nihilistic passivity, we can come into the present moment, and be fully alive.

Addiction as Avoidance

Addiction in the narrow sense entails the use of substances to create an
altered state of consciousness, and to do so in a way that is both compulsive
and destructive. But in the broadest sense, all human beings are addicted. We
are addicted to compulsive patterns of pleasure seeking and pain avoidance.
When the Buddha said that “all worldlings are deranged” (Goleman, 1988),
this is exactly what he meant. Our non-acceptance of the nature of reality,
the suchness (Sanskrit: tathata) of things, yields an endless struggle to create
a world totally free of pain and full of pleasure. The addict just happens to go
about this in particular way—with drugs and alcohol—or by extension, with
behaviors like gambling or sex. This is just one form of the essential human
problem of the aboriginal splitting of the perceptual world into opposites.

The addicted person is someone who hopes to find a simple solution to
this existential dilemma. Life hurts, he feels, and he wants to avoid this pain.
He likes pleasure very much, on the other hand, and wants to find more of it
in an easy, reliable, readily repeatable way. Whatever the drug of choice, the
intention is to avoid pain and increase pleasure.

And it works. Drugs do, at least temporarily and in the short term, provide
pleasure. They also provide a rather complete respite from our worries and
difficulties. Drug addiction would not be so great a problem if this were
not the case. If this were not the case, no one would be very tempted by
addictive substances. It is precisely because they work so effectively, in this
sense, that drugs are so compelling.

I emphasize, however, that the effect is short term. On the one hand, one
may take a drug initially to enhance a positive experience. The individual
finds herself with friends, and wants to really let go and have fun with them.
Or she wants to celebrate a success. On the other hand, she may use drugs
to turn off pain. A friend said something insensitive. The anticipated salary
increase was not offered. She uses to turn off the pain for a while. But as
the tendency to use a drug for such purposes gradually increases, the drug
at the same time comes to lose its positive effects. Because of physiological
and psychological tolerance, she tries to use more and more of the same
substance to try to get back to that original, appealing state of mind, that
effortless and paradisiacal feeling that made the drug so attractive in the first
place. But ultimately, this is a matter of quenching thirst with salt water, and
the effort fails. Paradise cannot be re-entered in this way.

What is considered problematic use varies considerably across cultures.
What Americans would consider serious alcoholism evokes puzzled looks
from Australians, who might consider such a level of consumption at most
heavy, social, nonproblematic drinking. Traditional Jewish culture incorpo-
rates wine into family rituals such as the Passover Seder, and Jews are
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traditionally low on rates of alcoholism until perspective on what constitutes
normal wine drinking, while eastern Europeans are known for their love
of vodka. But the clinical key to determining what constitutes problematic
drinking within a cultural context is the impact it has on one’s life, health,
well-being, and life functioning.

However, the diagnosis is made of what constitutes abuse or dependence,
once the pattern of dependence is established, drug use is far from a benignly
altered state in which one takes temporary respite from one’s problems or
enhances a celebratory mood. Instead, as one seeks the drug with increasing
frequency, one’s life becomes centered on maintaining supply, the rituals of
drug use, and recovering from the episodes of use. There are few resources
left to invest in solving life problems. Work and relationships are neglected
and financial resources are wasted. Increasingly, when the addicted person
tries to cope with life, the life he encounters is one that is painful and out of
control. In the face of these difficulties, he has only the one highly developed
and overpracticed response: use.

At this point, drug use has little to do with pleasure. Many individuals who
have been addicted for a long time report that there is actually very little that
remains enjoyable any more about using their drug. One reason for this may
be that the body becomes conditioned to anticipate introduction of the drug
at certain times and places or under certain conditions. In the case of alcohol,
for example, the body prepares for the introduction of the depressant drug
by an anticipatory homeostatic adjustment in a direction opposite from the
drug’s effects. That is, whereas alcohol slows heart rate and respiration, and
lowers blood pressure, for example, the body anticipating the introduction of
alcohol raises heart rate, respiration and blood pressure even before the drug
is introduced. Once such conditioning is established, the addicted person
requires more of the drug to achieve the same effect.

When the pleasure of use is gone or at least largely diminished, what is
left is simply a compulsive pattern. In terms of conditioning, it is now almost
exclusively a matter of negative reinforcement or avoidance. Instead of using
to enhance pleasurable states, now it is a matter of avoiding pain or discom-
fort, including the discomfort of physiological withdrawal. But even more
important is avoiding the pain of a life that has deteriorated on all important
fronts.

The destructive downward spiral is captured in the story of the Tippler in
Saint-Exupery’s The Little Prince (1943):

“Why are you drinking?” demanded the little prince.
“So that I may forget,” replied the tippler.
“Forget what?” inquired the little prince, who already was sorry for him.
“Forget that I am ashamed,” the tippler confessed, hanging his head.
“Ashamed of what?” insisted the little prince, who wanted to help him.
“Ashamed of drinking!” The tippler brought his speech to an end, and shut

himself up in an impregnable silence.

If then drug abuse is an avoidance paradigm, if it is about forgetting, then
it stands to reason that the solution lies in the direction of non-avoidance, of
remembrance. An approach which helps a person to remember rather than
to forget, to be more aware rather than less, which increases one’s capacity to
face the truth of the present moment, even in its unpleasant elements, might,
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prima facie, be the essence of cure. Mindfulness is just such an approach.
Mindfulness teaches us to be present, even with what hurts. And indeed,
when we learn to do this fully, we encounter many positive elements of the
present as well, elements that we miss when we are so intent on avoiding
pain. In this sense, mindfulness can ultimately be a way to re-enter paradise,
to acquire the state of profound psychological balance which Buddhists call
nirvana.

But it is not so easy for the addicted individual to see the trap that she
has fallen into with sufficient clarity to change it. For one thing, the psychol-
ogy of learning teaches us that we are more controlled by the immediate
consequences of our behavior than by the longer term consequences. In the
laboratory paradigm, if a hungry rat presses a lever, and the food pellet drops
almost immediately, the rat quickly learns to do lever presses. But if that food
pellet drops more slowly—if it drops, for example, an hour later—learning
does not take place so readily. Likewise, it is precisely the early stages of drug
use that are generally the most pleasant. The first two drinks feel very good.
The initial rush of cocaine feels nice. Unfortunately, the unpleasant sequelae
are less determinative of subsequent behavior.

A further complication here is that drug use affects memory. In the case of
alcohol, memory problems occur across a continuum that begins with acute
effects, such as a vagueness of fuzziness in the recall of events, increasing to
actual alcoholic blackouts, in which the memory for an entire period of time
is missing, and reaching the extreme and chronic effect of Korsakov’s syn-
drome, in which no new information can be assimilated (Miller & Saucedo,
1983). A Korsakov’s patient can be introduced anew to the same therapist
day after day without remembering him, or may ask why a former political
leader, long dead, is no longer in the papers, since the ability to remember
new information ceases at the point of onset of the disorder.

But even in the less extreme cases, the negative consequences of drug
use remain less salient since they are not remembered clearly if they are
remembered at all. The user remembers the pleasant buzz and sense of well-
being, but forgets the nasty confusion or anger or stupor or even, in some
cases, arguments and physical violence which follow later.

Mindfulness of the Process of Change

If addiction involves unawareness and avoidance, then it stands to reason that
what is needed is an increase in awareness and in the capacity to experience
life clearly, as it is, with calmness and clarity, and without evasion. Mind-
fulness is just such a practice. It is a non-judgmental, moment-by-moment
openness to experience. The role of the therapist then is to help facilitate a
shift in awareness, to make the negative consequences of use more salient.
This is particularly challenging, however, given the memory effects noted
above, in addition to powerful conditioning effects.

The type of awareness required varies with the stage of change. Prochaska
and DiClemente (1986) conducted factor analyses of the stages people go
through in changing an addictive behavior.1 In the full six factor model, these

1 Subsequent research by these two revealed that these same stages are found in all
kinds of change in human behavior they have investigated and not just addiction.
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stages are: precontemplation, contemplation, determination, action, main-
tenance, and relapse. Understanding these stages, and knowing where the
client is in this regard, can help the therapist be present in a helpful way,
facilitating the kind of awareness required for progress. The procedures for
helping the addicted individual through these stages of change have been
detailed by Miller and Rollnick (1991) in a process they call motivational
interviewing. For our purposes here, motivational interviewing is the art of
increasing a person’s awareness in a specific kind of way, making it a process
of increased mindfulness

Precontemplation means unawareness. At this stage, a person simply does
not know there is a problem. This is not to say they are in denial, since denial
connotes that the individual knows, at some level, that a problem exists,
but refuses to recognize it. If asked whether they have a substance abuse
problem, people in this stage will express genuine surprise. For this reason,
people in this stage of change are not often found in treatment, unless a
spouse or concerned other has insisted on it. What is needed for people at
this stage is clear evidence that there is a problem. The therapist’s job here is
not to lecture and convince, but to draw out whatever evidence is available
to this person that a problem exists. A spouse’s concern, for example, is
reframed in this procedure to indicate that the person’s drug use is causing
relationship difficulties—without arguing about whether the perception of
the spouse is veridical.

Contemplation. In this stage, the individual may be thought of as engaged
in an inner dialog about whether or not the problem is real. “Well, I am
spending a lot of money on cocaine, and I know it’s not good for me. . .but,
look at George, he does even more than I do, and he seems okay.” Once
again, the therapist working with someone in this stage seeks to make the
problematic aspects of the individuals experience more salient, overcoming
the normalizing effects of memory distortion and social context (drug users
associate with drug users), taking care always to draw the concerns from the
individual rather then telling them what they should be concerned about.
For as every experienced therapist knows, lecturing elicits reactance rather
than behavior change.

Determination is a stage that does not always emerge from factor analysis,
but remains useful heuristically. In this stage, the person is ready to change.
In order to move on into the next stage, the individual must perceive that
there are options that make change possible. If the individual has heard about
a support group, or about a useful book, or about a therapist who offers help,
then she can move into the next stage. But if she has come this far, has rec-
ognized that there is a problem, and is ready to change, but sees no possible
way to go about it, she is likely to return to the precontemplation stage.

The action stage is where the individual takes the actual steps involved in
change. He might attend a group, seek out therapy, read a book, or make a
plan of his own. Such a plan can involve elements such as setting a date to
quit, disposing of the drug and paraphernalia, informing significant others
about his plan, avoiding high risk situations, and so on. The action stage,
however, involves skills differing from those required for the subsequent
stage of maintenance, however, and this is in fact one of the most signif-
icant implications of the model. Put colloquially, quitting is different from
staying quit. For this reason, it is important for the therapist to know which
stage the client is in, and offer strategies appropriate to that stage. Staying
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quit involves skills such as anticipating difficult situations that may be com-
ing up (such as a wedding where alcohol will be available), explaining the
change of behavior to friends, managing stress without using, and so on. All
of this requires a heightened awareness and clarity.

Most people are unsuccessful in their first attempt to alter addictive behav-
ior, and thus enter the stage of relapse. In this stage, the individual requires
a way of moving through the earlier stages again as expeditiously as possi-
ble, without getting lost in feelings of guilt, shame, or hopelessness: facing
the unawareness of precontemplation, the ambivalence of contemplation,
the readiness of determination, formulation a plan of action, and develop-
ing skills to stay on track. Once the individual has established a stable, new
way of being in the world without the drug (or, alternatively, a stable state of
moderation), they may be thought of as having exited this process entirely.
Such an individual may no longer see herself as an addicted person, and may
not have to struggle very much to persist in the changed behavior. What
urges may arise from time to time are usually not very strong and are readily
dealt with.

It can be quite helpful to the person trying to change an addictive pattern
to be aware of these stages, and to understand the predictable processes and
potential difficulties. One of the difficulties about changing drug use, par-
ticularly where abstinence is the preferred goal, is that the addicted person
might be successful all day long, and succumb in one weak moment. For
this reason, the skills involved in mindfulness may be very helpful, teaching
the person to see thoughts and feelings as passing phenomena rather than
unalterable truth, changing the way the person relates to these inner pro-
cesses rather than struggling to alter their nature. Patients in therapy often
seem proud to report to me that they are not experiencing any relapse urges,
but I remind them that whether or not urges are present is actually of little
significance. Urges arise or fail to arise, and we are not in control of this pro-
cess. Since we are not in control, we deserve neither credit nor blame for
their occurrence or lack. What matters is how we handle the urge to relapse
when it does arise. Though it may seem counterintuitive, mindfulness sug-
gests that we are in fact better off being aware of the relapse thoughts and
feelings when they arise instead of trying to deny their arising.

Urge Surfing

In the urge surfing approach, one approaches the arising of relapse urges
with mindfulness (Marlatt & Gordon, 1985). Instead of struggling against
them, which often increases the power of whatever we are trying to sup-
press, one seeks to ride these feelings out, like a surfer riding a wave. In this
approach, the necessity of the linkage between inner states and outer behav-
ior is challenged. Many of us, in point of fact, have often had feelings about
wanting to do something that we knew to be harmful, or wanting to avoid
doing something that we knew to be beneficial, while discovering that we
can still make the positive choice. On a dreary Monday morning, we may feel
that we would rather stay in bed than go to work, but most of us go to work
anyway.

Once the absolute link between inner states and behavior is challenged,
once we see clearly that we do not, in fact, need to act in accord with passing
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moods and emotions, we are then free to experience whatever arises with-
out fear that it inevitably means relapse. The onset of an urge, in its cog-
nitive, affective, and physiological dimensions, can be experienced clearly
without acting on it, especially since we also come to see all such inner
states as impermanent and transitory. Experience with meditation is help-
ful here, since in meditation one learns that every itch does not need to be
scratched, that we can think repeatedly of getting up from our cushion to
perform some “urgent” duty, while still remaining seated, looking into this
impulse calmly and clearly without succumbing to it. In such a way, the indi-
vidual experiencing a relapse urge learns to ask: “What thoughts are arising
in me about this?” It is not even necessary to challenge them as one might in
cognitive-behavior therapy: it is enough to see them clearly as thoughts, aris-
ing and passing away. In the same way one can ask, “What are the emotions
coming up for me attached to this urge?” and “What does this feel like in
my body?,” in each case inviting calm, accepting awareness of these passing
inner events. In urge surfing there is a meta-message that relapse thoughts
and feelings are not at all terrifying, since I can experience them without
giving in to them. Attempting to suppress such feelings, however, gives the
opposite kind of message: if we are afraid to even acknowledge such inner
states, they must be truly terrible, and if they are so dangerous, this can cre-
ate a state of chronic guardedness and anxiety rather than free-flowing, open
awareness.

Mindfulness of Life Problems

The relationship between addiction and problems in living is bi-directional:
a person may abuse drugs in a problematic way in part due to difficult life
circumstances, while the abuse itself also creates more problems. Once an
individual begins to change problematic drug use, life problems, often long
avoided, tend to surface. For the person to succeed in establishing a new
pattern of behavior, she must do more than quit. She must also establish a
satisfying and happy life and an adequate way of dealing with problems. If
such a way of life is created, then the temptation toward problematic drug
use will not be overpowering. If not, however, the pull may seem irresistible.

Often life problems are linked with inner states. The recovering person
may want to repair a relationship injured by unskillful speech and behav-
ior during years of drug use, but his anger feels overwhelming, and so he
says something that causes the relationship further injury. An unemployed
person may know she should begin the search for work, but anxiety about
interviewing may inhibit the active and energetic pursuit of this goal.

In order to face such life problems effectively, the individual needs ways
to take care of the emotional state underlying maladaptive behavior or avoid-
ance. Mindfulness is an ideal practice for this, since, as discussed above in the
context of urge surfing, one see through practice that there is no essential
connection between inner states and behavior, and since one experiences
clearly and repeatedly that all inner states, no matter how uncomfortable,
arise and eventually pass away, if not always as quickly as one might prefer.
In this way, one comes to see anxiety is a normal and natural event, some-
thing that all people will experience intermittently. One need not compound
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the problem by becoming anxious about being anxious, but instead, one
can learn to experience anxiety with clarity while still pursuing desirable
life goals. Though anxiety may indeed arise in a job interview, this does not
mean that one has to avoid such situations. Not only would that create many
problems, financial and otherwise, but also, avoidance tends to increase the
anxiety. No one, for example, experiences as much anxiety as people who
have agoraphobia. If avoidance were effective, such individuals would have
extinguished the anxiety by staying within their zone of safety. Unfortunately,
even while doing so, they still experience a great deal of anxiety, probably
more than the person who accepts anxiety as a natural occurrence and faces
the world anyway. In this way, teaching patients to work mindfully with their
thoughts and feelings can have great value in helping them lean into their life
problems and face them effectively, instead of trying to avoid and evade, the
very processes that helped to create a pattern of drug abuse.

Mindfulness and the Therapist

I have suggested elsewhere (Bien, 2006) that the most important psychother-
apeutic implication of mindfulness may lie not so much in techniques to
teach clients—though these may be valuable—but in the capacity of the
therapist to be truly present. Indeed, Siegel, Williams, and Teasdale (2002)
found, contrary to initial expectation, that teaching mindfulness to clients
was not really possible without practicing it themselves. Lambert and Simon
(2008), for example, report that 30% of the variance in therapeutic outcome
is attributable to common factors such as the therapeutic relationship, while
only 15% of the variance is attributable to specific therapeutic technique.
This is so despite the fact that therapists generally consider their specific
technique to be of greatest importance. Miller, Taylor, & West (1980), found
that rankings of therapist empathy, one of the important factors in a ther-
apeutic relationship, correlated highly (r=0.82) with therapeutic outcome.
Mindfulness, the practice of moment-to-moment, non-judgmental awareness,
would seem exactly the kind of attention needed to facilitate empathy and a
positive therapeutic relationship. And indeed, while more research is needed
in this area, some initial studies have supported the notion that mindfulness
practice increases empathy (Aiken, 2006; Wang, 2006; Shapiro, Schwartz, &
Bonner 1998), and improves the quality of the therapeutic alliance (Wexler,
2006). This may be particularly important with a stigmatizing disorder such
as addiction, in which the quality of the interpersonal relationship with the
therapist (whether for example the therapist is empathic, on the one hand,
or lecturing on the other) is more determinative of client reactance than
any supposed trait of denial on the part of the client (Miller & Rollnick,
1991).

A therapist who practices mindfulness may be more able to track the
moment by moment changes in a client’s emotional state, to be aware of what
stage of change the client is in (which may make minor swings even within
one clinical session), and to accept whatever the client presents as natural
and understandable including the very human tendency to resist change.
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16
Mindfulness for Trauma and

Posttraumatic Stress Disorder
Victoria M. Follette and Aditi Vijay

The only way out is through.
– Robert Frost

As a result of events such as the terrorist attacks of September 11th, the
bombings in Madrid in 2004, and multiple armed conflicts throughout the
world, the word trauma and the term posttraumatic stress disorder (PTSD)
have become a part of the popular lexicon. The word trauma comes from
the Greek word for wound and in psychological terms it has come to refer
to distressing experiences that overwhelm an individual’s ability to func-
tion. Psychological trauma is associated with exposure to external events,
which is considered painful and can impact internal psychological processes
(Wilson, Friedman & Lindy, 2001). However, it is important to note that
trauma does not occur in a vacuum or in an isolated context; other environ-
mental factors impact the exposure to trauma and the subsequent responses
or reactions. The effects of trauma are not limited to PTSD. Rather they can
be multidimensional and impact numerous domains of life. These complex
responses to trauma can affect an individual’s relationships, level of function-
ing, and ability to engage and participate in one’s own life. The exposure
to a potentially traumatic event is a statistically normative experience with
some estimates suggesting that the average person will be exposed to at least
one potentially traumatic event over the course of a lifetime (Bonanno, 2005;
Breslau, 2002). Trauma is defined as an event where someone “experiences,
witnesses or confronts an event or events that involved actual or threatened
death or serious injury, or a threat to the physical integrity of self or others”
(APA, 1994, pp. 427–428). It is important to note that while some individu-
als exhibit signs of psychological distress following exposure to a traumatic
event, others recover their prior level of functioning without external inter-
vention. While labeled as “disorders,” PTSD and acute stress are considered
by many to be normal response patterns to extremely stressful life events
(Wilson et al., 2001).

In response to the need for treatment for survivors of trauma, cogni-
tive behaviorists have developed exposure based treatments that are effec-
tive in treating reactions to trauma (Foa & Meadows, 1997). Exposure
based therapy targets the cognitions and emotional reactions associated with
memories of the traumatic event. Cognitive processing therapy (CPT) is a
related evidence-based treatment that incorporates elements of cognitive and
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exposure therapy. Although CPT was originally developed to intervene with
victims of sexual assault, recent research indicates that CPT is effective in
veterans with chronic PTSD (Monson et al., 2006).

While exposure based treatments have documented utility, the literature
also indicates that a proportion of trauma survivors have difficulty engag-
ing in exposure based treatments and therefore do not always fully experi-
ence the benefits (Becker & Zayfert, 2001). We propose that mindfulness
enhanced behavioral treatments will prove to be a useful treatment that
provides an alternative for approach for clients who are either unwilling
or unable to engage in traditional therapies. Moreover, in that our treat-
ment addresses a variety of domains that are beyond trauma-related symp-
toms, it can provide an approach that is more suitable for clients presenting
with a wide range of problems associated with trauma exposure (Follette,
Palm & Rasmussen-Hall, 2004; Follette, Palm & Pearson, 2006). This chapter
will briefly present the literature on trauma and mindfulness and the utility
of the construct of mindfulness within an integrative behavioral approach
to treatment. The integrative behavioral approach draws from the theoret-
ical foundations and practices associated with what has been called third
wave behavior therapy. This “third wave” builds upon the earlier traditions
of behavior therapy and provides a contextual approach for dealing with
complex psychological problems. Traditional behavior therapy focused on
problematic behavior and emotion and attempted to changes these behav-
iors through conditioning and behavioral principles (Hayes, 2004). The sec-
ond wave of behavior therapy moved toward targeting faulty cognitions
and pathological schemas and became known as cognitive-behavior ther-
apy. Ineffective behavior was modified through the application of a cogni-
tive model that targeted dysfunctional beliefs and/or information processing.
Third wave behavior therapy integrates components of the first and second
waves while also emphasizing constructs of mindfulness, acceptance, val-
ues, and dialectics. Third wave behavior therapy is based on an empirical,
principle-focused approach that emphasizes function over form, where the
underlying cause of behavior is targeted rather than the topography. These
approaches tend to utilize experiential and contextual change strategies in
conjunction with more traditional behavioral approaches. The treatment
approaches that have emerged in association with this movement (accep-
tance and commitment therapy [ACT], functional analytic psychotherapy
[FAP], and dialectical behavior therapy [DBT]) seek to enhance a client’s
existing repertoire by enhancing psychological flexibility, leading to more
effective behavior (Hayes, 2004). Our integrative behavioral approach to the
treatment of trauma draws on the third wave behavior therapy practices and
to enable therapists to tailor treatment idiographically, while remaining the-
oretically and philosophically consistent. In order to demonstrate the appli-
cation of this approach, a clinical illustration will be utilized to demonstrate
how mindfulness exercises can be implemented with a trauma survivor and
enhance overall treatment.

Trauma

A traumatic event is considered to be anything that overwhelms a person’s
ability to cope and subsequently impedes their ability to function effec-
tively. Cloitre, Cohen & Koenen (2006) assert that trauma is defined as “any
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circumstance in which an event overwhelms a person’s capacity to protect
his or her psychic well-being or integrity, where the power of the event
is greater than the resources available for effective response and recovery”
(p. 3). Inherent within this conceptualization is the notion that a distressing
event on its own is not considered traumatic; a critical part of determin-
ing the impact of an event is the individual reaction. Thus, trauma exposure
represents a complex relationship between the traumatic event, the indi-
vidual and their response. The impact of such an event can be shattering
for some people, while others are able to resume life with seemingly few
interruptions. Trauma-related distress can be compounded by the individ-
ual’s desire to spend a great deal of time processing the event while at the
same time avoiding reminders of the experience. The movement between
seeming opposite poles in reacting to the experience is referred to as the
central dialectic of trauma (Herman, 1992; Follette & Pistorello, 2007).

Initial definitions and conceptualizations of trauma assumed that any indi-
vidual who was exposed to an event outside the range of normal human
events would develop some form of psychological distress. Research now
indicates that exposure to potentially traumatic events is far more “normal”
than was originally assumed and that the development of psychological dis-
tress is not the necessary response to the event (Breslau, 2002; Bonanno,
2005). While there is some controversy about the precise figures, there is
evidence that the rates of PTSD vary in relation a variety of factors includ-
ing the population and the type of trauma exposure. Traumatic stress has
been studied most often within the context of exposure to combat, inter-
personal violence, and natural disasters. However, new data is also emerg-
ing in the domain of exposure to terrorist events. Epidemiological studies
indicate that in veterans from the Vietnam War, 30.9 percent of male vet-
erans and 21.2 percent of female veterans developed PTSD (Breslau et al.,
1998). The experience of rape is highly associated with PTSD, with 65 per-
cent of males and 45.9 percent of women who experience a rape developing
PTSD. The literature indicates that 13–30 percent of the general population
is exposed to a natural disaster during the course of their lifetime (Briere
& Elliott, 2000). Overall, men are more likely to report witnessing injury or
death while women are more likely to experience some sort of interpersonal
violence (Fairbank, Ebert & Caddell, 2001). Gender is a moderating variable
in developing PTSD with women being two times more likely than men to
develop the disorder (Breslau et al., 1998). Finally, changes in technology and
the geopolitical context have significantly increased the risk of exposure to
terrorist events.

The Psychological Sequelae of Trauma

There is a range of adverse outcomes that are associated with psychologi-
cal trauma that is not limited to the development of PTSD. Acute stress dis-
order (ASD) is a psychological disorder that is characterized by cluster of
anxiety and dissociative symptoms that include derealization, depersonaliza-
tion, dissociative amnesia, and a subjective sense of numbing (APA, 1994).
In ASD, these symptoms manifest within the month following the traumatic
event. This diagnostic category was introduced into the DSM in order to
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distinguish between time-limited reactions to trauma and longer term post-
traumatic stress disorder. Specifically, distress that persists for longer than
one month is labeled as posttraumatic stress disorder. The psychological dis-
tress that ensues following a traumatic event can also include depression,
anxiety, eating disorders, substance abuse or self-harm behaviors in addition
to PTSD (Polusny & Follette, 1995). Moreover, the resulting distress of trauma
exposure can be associated with later difficulties in engaging in and maintain-
ing personal relationships. This distress may manifest immediately following
the traumatic incident or much later in life (Cloitre et al., 2006).

PTSD is the psychological disorder most commonly associated with trauma
exposure and it is different from all other psychological disorders in that the
etiology is specified within the diagnostic criteria. Specifically, in order to
be eligible for this diagnosis, clients need to have been exposed to a trau-
matic event. However, as noted earlier, exposure to a distressing event is not
sufficient to determine the psychological outcome. Rather it is the response
of the individual and associated symptomatology that determines the classi-
fication of the event. PTSD is characterized by a constellation of symptoms
that are clustered into the following categories: reexperiencing, avoidance
of stimuli and hyperarousal. Individuals reexperience the trauma in various
ways including recurrent or intrusive recollections, distressing dreams or
extreme distress at exposure to cues that remind them of the trauma. The
second cluster of symptoms includes persistent avoidance of anything that
is a reminder of the trauma. This includes a general sense of numbness that
may manifest as avoiding thoughts, feelings or conversations associated with
the trauma. Hyperarousal symptoms include insomnia, irritability or angry
outbursts, difficulty concentrating, hypervigilance and an exaggerated startle
response (Fairbank et al., 2001). The clusters of PTSD symptoms are recip-
rocal in nature with symptoms from one cluster influencing the behavioral
manifestations of the other symptom clusters (Wilson, 2004). When an indi-
vidual reports symptoms from one of these clusters, it is probable that func-
tioning in other areas is impacted and that they are experiencing symptoms
from more than one cluster. For example, if an individual is reexperiencing
the event, it likely that they are also having difficult concentrating at work or
that they are not able to sleep properly. This underscores the importance of
a comprehensive assessment in order to determine the range of disturbance
and to get an accurate glimpse of what is going on with the client.

Complex PTSD is a category that is conceptualized as including symptoms
in addition to those specified in the diagnostic criteria for PTSD. As research
into trauma and PTSD evolved, researchers and clinicians noticed that the
original DSM diagnosis of PTSD did not fully capture the symptoms that sur-
vivors of prolonged and extended trauma were reporting. In response to
these observations the diagnosis of Complex PTSD was developed to refer to
the symptomatology that follows “trauma that occurs repeatedly and cumula-
tively, usually over a period of time and within specific relationships and con-
texts” (Courtois, 2004, p. 412). The topic of complex trauma is the source of
controversy within the field of traumatic stress. One important aspect of this
discussion is whether complex PTSD is sufficiently different from current
conceptualizations of PTSD, thereby warranting its own diagnostic criteria.
At the present time, complex PTSD has not been included as a separate cate-
gory in the DSM, but many clinicians and researchers find it useful to utilize
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this construct in their work with trauma survivors. Complex trauma is typi-
cally observed in situations where the victim is trapped, such as in prolonged
instances of child abuse. In addition to the PTSD symptoms, complex PTSD
includes interpersonal ineffectiveness and emotion regulation problems that
are associated with survivors of prolonged trauma exposure. Follette, Iver-
son, & Ford (in press) note that complex trauma can influence the devel-
opment of personality characteristics or poor generalized coping skills in
survivors of early onset or long-term abuse. One of the distinguishing fea-
tures of a complex PTSD diagnosis is interpersonal and emotion regulation
difficulties. These difficulties can make it extremely difficult for the client to
engage in exposure treatments in a safe manner (Ford, 1999). Further, some
researchers suggest that there may be the possibility of iatrogenic effects if
exposure is implemented with this population prior to mastering emotion
regulation skills that would allow them to more fully engage in the treatment
(Ford & Kidd, 1998).

Trauma symptomatology can result from a range of stressors and both clin-
icians and researchers are increasingly aware of clients presenting with mul-
tiple trauma experiences. Additionally, the salience of contextual factors on
trauma-related symptoms, as well as resiliency, is now clearly documented in
the literature. The context can moderate the outcomes associated with trau-
matic experiences and it is therefore important for clinicians and researchers
to be aware of some of the more common environmental factors that may
impact treatment. For our purposes, we will discuss the environmental fac-
tors associated with trauma by examining three frequently observed cate-
gories: interpersonal violence, combat, and natural disasters.

Interpersonal violence. The term interpersonal violence refers to forms
of violence that are perpetrated by one individual toward another with the
specific intent of causing harm or injury. Interpersonal violence includes
physical or sexual abuse, sexual trauma or victimization. Child abuse (physi-
cal/sexual abuse or neglect) is a problem throughout the world and the con-
sequences of the maltreatment and abuse of children is extensive. A child is
vulnerable to abuse simply because they are dependent on adults for their
overall safety and well-being. Further, when a child exists in an abusive envi-
ronment, frequently there are other factors present (e.g., lack of adequate
financial resources, lack of appropriate supervision) that are associated with
poor psychological outcomes. One distinctive feature of childhood trauma is
that it can be detrimental to a child’s developmental trajectory in that he/she
is denied access to variety of age appropriate learning experiences (Cloitre
et al., 2006). When a child does not have the opportunity to access devel-
opmentally appropriate learning experiences it can lead to difficulties later
in life such as attachment difficulties. Specifically, when the child did not
develop in an environment in which the caretaker was safe, reliable and emo-
tionally validating, difficulty with trust, intimacy, and boundaries can occur.
Attachment problems have also been related to difficulties with affect reg-
ulation, emotion regulation, accurate expression and general psychological
distress (Cloitre et al., 2006)

Sexual victimization and sexual revictimization are forms of interpersonal
violence that impact a significant proportion of the population. Revictimiza-
tion is one of the more frequently observed outcomes associated with child
victimization (Polusny & Follette, 1995). There are several factors thought
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to be associated with increased rates of revictimization. Child sexual abuse
(CSA) and adolescent sexual abuse (ASA) seem to be the most robust risk
factors for future victimization (Classen, Palesh & Aggarwal, 2005; Desai,
Arias, Thompson & Basile, 2002; Marx, Heidt & Gold, 2005). The severity,
frequency and age at the time of the first incident, relationship to the per-
petrator and the duration of the abuse all serve to increase the risk of revic-
timization. The nature of sexual contact also impacts future risk; the more
invasive the sexual contact was in childhood, the greater the risk of revictim-
ization. The extant literature indicates that woman who are revictimized are
significantly more likely than women who have experienced a single incident
of sexual assault to exhibit PTSD symptoms or suffer from anxiety disorders
(Classen et al., 2005; Arata, 2002). In addition to experiencing psychologi-
cal distress, women who are the victims of sexual abuse at any time during
their lifespan tend to experience more health problems (Buckley, Green &
Schnurr, 2004). If PTSD develops following the first incident of victimiza-
tion, it greatly increases the possibility of further distress and revictimization
(Chu, 1992). Victimization and revictimization put individuals with a trauma
history at risk for affect regulation problems, interpersonal and intrapersonal
difficulties and general forms of psychological distress (Cloitre & Rosenberg,
2006).

Repeated and prolonged victimization experiences increases the probabil-
ity of developing more serious psychopathology and detracts from function-
ing in other domains. Moreover, some data suggests that the effects of trauma
are cumulative; with increases in exposure to trauma increasing the like-
lihood of developing trauma symptomatology (Follette, Polusny, Bechtle &
Naugle, 1996; Kaysen, Resick & Wise, 2003). Interpersonal violence has a
different impact on the victim than other traumatic events (e.g., combat or
natural disaster) as a function of the relational factors associated with the
assault. For many survivors of childhood interpersonal violence, they have
been perpetrated against by someone they knew and/or trusted and these
are cases where it is likely that difficulty with affect regulation, emotion reg-
ulation and sense of self are a part of the presenting symptoms. A complex
PTSD conceptualization may be especially appropriate and useful in these
cases. Another salient construct to this population is betrayal, which sug-
gests that outcomes such as amnesia are an adaptive response to childhood
abuse because the child remains dependent on the caretaker for their basic
needs and the resulting amnesia allows them to forget the betrayal of the
abuse (Freyd, 1994). It is not in a child’s best interest to behave in a way that
would negatively impact attachment to their caregiver. This type of amne-
sia is in the service of maintaining this relationship in order to allow them
to survive. Factors associated with interpersonal trauma, such as problems
with trust and memory, have implications for the therapeutic relationship.
Survivors of these experiences may not have had the opportunity to engage
in safe and appropriate relationships. Thus, problems may arise in develop-
ing a therapeutic alliance. On the other hand, the benefits of the therapeutic
relationship may be especially essential to this population, presenting clients
with a model for healthy interpersonal relationships in the future.

Combat. Sadly, war and armed conflicts are a central part of both the cur-
rent and historical, political and social landscape. Involvement in a combat
situation has been cited as one factor that is very likely to lead to trauma
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symptoms, psychological distress, and/or PTSD (Fairbank et al., 2001). Vet-
erans of war are different from other survivors of trauma due to the num-
ber and type of traumatic events they may have been exposed to such as a
function of living in combat zones (Keane, Zimering & Caddell, 1985). The
constellation of symptoms that are now recognized as PTSD were originally
studied because of the psychological distress returning soldiers were report-
ing (Wilson, 2004). The lifetime prevalence of PTSD in military personnel is
estimated to be 30.9 percent for men and 26.9 percent for women (Breslau
et al., 1998). However, these numbers remain in question, and may be seri-
ous underestimates, because of the stigma of seeking mental health services
and the potential career ramifications for military personnel.

The duration of time in a combat zone and the environment (e.g., living on
the front line) were associated with higher rates of trauma symptomatology
(Kaysen et al., 2003). In addition to the duration of time, soldiers who are
in combat frequently remain hypervigilant as a result of exposure to chronic
and unpredictable danger. This constant stress can be related to cognitive and
biological changes that are frequently associated with later psychological dis-
tress. Moreover, combat veterans report the difficulty in returning to civilian
life related to transitioning from “battlemind” thinking and a sense of discon-
nection from the normalcy of daily life. Epidemiological studies indicate that
a significant proportion of military personnel are experiencing psychological
distress (Fairbank et al., 2001). At the present time in the United States, there
continue to be large numbers of military personnel who are returning from
multiple deployments in Iraq and/or Afghanistan, who have served extended
terms of duty and may be at significant risk for developing PTSD (Hoge, Cas-
tro & Messer, 2004). Finally, in a somewhat related vein, it should also be
noted that exposure to the risk of terrorist activity remains a rather chronic
stressor for both civilians and military personnel. Bonanno (2005) provides
data on the impact of the events of September 11th which indicates that the
US population was impacted by these attacks.

Natural disasters. Disasters such as earthquakes, fires, floods, hurricanes,
and tornadoes are large-scale events that adversely affect a significant num-
ber of people throughout the world (Briere & Elliott, 2000). As with other
extreme stressors, the psychological symptoms that have been associated
with natural disasters include PTSD, depression, anxiety, anger, dissocia-
tion, aggression and antisocial behavior, somatic complaints, and substance
abuse problems (Briere & Elliott, 2000). In addition to the distress result-
ing from the disaster, including injury and loss of loved ones, there is
often stress associated with the loss of resources such as property and shel-
ter. This can interfere with employment, school, and accessing necessary
resources to rebuild their lives. Hurricane Katrina, which affected the south-
east region of the United States in 2005, provides an iconic example of a
natural disaster that resulted in extensive property loss with far reaching con-
sequences for both individuals and the community at large. The conservation
of resources model, which asserts that people attempt to keep, protect and
build resources when there is imminent threat, is demonstrated in some of
the impacts of Hurricane Katrina (Hobfoll, 1989; Hobfoll, Johnson, Ennis &
Jackson, 2000). In the example of Hurricane Katrina survivors reported that
the trauma of the hurricane was compounded by the loss of loved ones, the
loss of their homes and the chaotic environment that resulted when people
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in the area were unable to access resources to replace the ones they had
recently lost. Moreover, many survivors of that event were displaced and lost
a variety of sources of social support as well as the more general sense of
support that belonging to a community can provide.

Functional Analytic Assessment of PTSD

As we have stated several times, the contextual elements of trauma-related
exposure are critical for analysis when assessing for trauma-related out-
comes. Multiple factors affect the course of the disorder by exacerbating,
maintaining, or improving the symptoms and overall course of the disor-
der (Wilson, 2004; Follette & Naugle, 2006). Therefore, a range of factors
beyond the trauma per se becomes significant in treatment planning. A func-
tional analytic clinical assessment is a process that identifies potentially rel-
evant controlling variables and allows for an individualized understanding
of the client (Follette & Naugle, 2006). A functional analysis examines the
relevant behavior, its antecedents and the consequences. When conducting
such an analysis, the clinician is working to determine what the relevant con-
trolling factors are for an individual client, as well as what might influence
the probability of behavior change. The purpose of this analysis is to select
and investigate the relationships between variables that are observable and
changeable, in that we cannot change historical factors such as the exposure
to the trauma itself. Focusing only on the traumatic event, ignoring other sig-
nificant proximal and distal variables could lead to inappropriate case con-
ceptualization with a resulting misapplication of treatment components. A
functional analytic assessment allows the clinician to get an idiographic pic-
ture of the client so that treatment can be tailored in a manner that is most
likely to lead to a positive outcome.

Learning Theory and the Development and Maintenance
of PTSD

Mowrer’s Two-Factor theory offers a widely accepted model to explain the
way PTSD is developed and maintained. The Two-Factor theory asserts that
psychopathology is a function of classical conditioning and instrumental
learning (Mowrer, 1960). A behavioral formulation of two-factor theory pro-
vides a framework through which to conceptualize the development and
maintenance of PTSD (Keane, Zimering & Caddell, 1985). The first factor
proposes that fear is learned through classical conditioning. The traumatic
event serves as an unconditioned stimulus that is conditioned and subse-
quently associated with intense feelings of fear. Through the process of clas-
sical conditioning, the feeling of fear is sustained through emotional learning
despite naturally occurring consequences that would typically extinguish it.
The second factor of the model details the avoidance behaviors that ensue
to prevent coming into contact with the conditioned cues, therefore reduc-
ing the possibility of extinguishing the behavior. Through the process of
instrumental learning, individuals avoid conditioned cues that evoke anxi-
ety. The individual feels that their anxiety has been lessened by the avoid-
ance of the aversive stimulus thus reinforcing their avoidant behaviors. In
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individuals with PTSD, symptoms from any of the clusters (avoidance, reex-
periencing or hyperarousal) can serve to help the individual avoid cues that
evoke anxiety or distress. The two-factor theory explains the development
and maintenance of PTSD, and the behavioral principle of stimulus general-
ization explicates the phenomenon of the complex reactions to a variety of
stimuli. It is a common observation that for some individuals PTSD is exac-
erbated over time. Stimulus generalization is the process that occurs when a
novel stimulus evokes stronger reactions in an individual because it is similar
to an already conditioned stimulus. This process of stimulus generalization
can occur in trauma survivors whereby they react to a range of stimuli by
attempting to avoid an increasing number of potentially anxiety evoking sit-
uations. Classical conditioning is critical in the development of PTSD while
instrumental learning and the reinforcement of avoidance, reexperiencing
and hyperarousal behaviors are critical in maintaining PTSD (Keane et al.,
1985; Fairbank et al., 2001).

Third Wave Behavior Therapy

A contextual behavioral approach underlies third wave treatments, which
contends that the only way to truly understand behavior is to examine it
within the context in which it occurs. A notable feature of third wave
approaches is the emphasis on the distinction between the function and form
of behavior. The ability to identify and then target the underlying causes of
behavior has powerful implications for treatment. Experiential avoidance is
one construct that has been proposed as a framework for which concep-
tualizing the functionally similar behaviors that are associated with trauma
(Hayes, Wilson, Gifford, Follette, & Strosahl, 1996).

Experiential Avoidance

Experiential avoidance is a process that occurs when an individual is reluc-
tant or unwilling to experience unpleasant thoughts, feelings or emotions
(Hayes et al., 1996). This avoidance is conceptualized as a functional diag-
nostic dimension that organizes behavior by function rather than topogra-
phy and encompasses a large and varied class of behaviors associated with
a range of psychopathologies. Trauma-related symptoms represent a class of
cases in which the initial presentation of behaviors is varied, but the function
that they serve is similar. Therefore in order to affect the most significant
gains, the primary goal is to target the function of the behavior in the client’s
life. For example, a client may present with severe substance use issues and
reports of frequent self-harm. While these behaviors appear to be different
on the surface, it is frequently observed that the underlying cause and the
function are similar. We see both these strategies as ones that are utilized to
avoid unpleasant thoughts and feelings associated with prior trauma. Thus,
it is the avoidance itself that becomes the target of treatment. Of course, it is
important to note that experiential avoidance is not always harmful. Avoid-
ance can be utilized strategically, thus enabling an individual to function in
an adaptive manner when coping with competing environmental require-
ments. Experiential avoidance becomes clinically relevant when it interferes
with the client’s ability to live life fully and in a valued manner.
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Avoidance is increasingly recognized as a central component in the main-
tenance of trauma symptoms by a range of trauma researchers (Briere &
Runtz, 1991; Foa, Riggs, Massie & Yarczower, 1995; Plumb & Follette, 2006).
The experiential avoidance paradigm represents one conceptualization that
is useful when working with survivors of trauma, however others have devel-
oped clinical approaches that also include a focus on avoidance. While EA
may not always be maladaptive, continuous attempts to avoid a range of
thoughts and feelings can lead to disruptions across a range of domains that
can include but is not limited to psychological distress (Follette et al., 2004).
In a review of problems associated with a history of sexual abuse, Polusny &
Follette (1995) posit that trauma survivors attempt to avoid their distress in
a variety of ways, including substance abuse, self-harm, and intimacy avoid-
ance. While these behaviors provide some short-term relief, in the long term
they are related to other difficulties and increased general distress. Higher
levels of experiential avoidance have been shown to be associated with
increased trauma symptomatology as well as other forms of psychopathol-
ogy (Plumb, Orsillo & Luterek, 2004).

The behavioral conceptualization of PTSD contends that avoidance of
feared stimuli serves to maintain trauma symptoms or PTSD. The process
of experiential avoidance provides a deeper look into the ways that a variety
of behaviors (e.g., substance use, self-harm, reexperiencing, etc.) can func-
tion as avoidant behaviors because they do not allow the individual to remain
in contact with the present moment, thus avoiding contact with important
areas of their lives. These avoidant behaviors serve to maintain trauma symp-
tomatology over an extended period of time. This chapter proposes an inte-
grative behavioral approach to treatment that incorporates techniques, mind-
fulness, from third wave therapies to target experiential avoidance.

Psychological flexibility, which is increasingly considered to be related to
EA, is a construct that is operationalized as “contacting the present moment
as a conscious human being, and, based on what that situation affords, acting
in accordance with one’s chosen values” (Hayes, Strosahl, Bunting, Twohig
& Wilson, 2004; Bond & Bunce, 2003). Psychological flexibility enables an
individual to persist in changing his/her actions in accordance with impor-
tant life values. Elements of contemporary behavior therapy seek to increase
psychological flexibility by broadening the individual’s repertoire through
the incorporation of mindfulness and acceptance techniques which allow
individual’s to live a values consistent life. Our approach targets experiential
avoidance, in a variety of ways, in order to increase psychological flexibility.

Treatment of Trauma

The majority of current treatments for trauma focus on reducing trauma
symptoms, which is appropriate for a large number of clients (Becker &
Zayfert, 2001; Follette, Palm & Rasmussen-Hall, 2004). There is compelling
evidence to indicate that exposure therapy, based on Mowrer’s two-factor
theory, is effective in the treatment of trauma (Rothbaum, Meadows, Resick
& Foy, 2000). Specific techniques for exposure (in vivo vs. imaginal) can vary
depending on a variety of theoretical and practical considerations. Exposure
therapy is thought to function in a number of ways, including activation of
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the fear structure, change in the relationship to the thoughts and feelings
associated with the trauma memories, and establishing more accurate cog-
nitions about the trauma. Exposure also helps to demonstrate that anxiety
does not remain constant when either imagining or being in a feared situa-
tion and that simply experiencing anxiety, distress or PTSD symptoms does
not automatically lead to loss of control (Foa & Meadows, 1997).

Although there is evidence in support of the efficacy of exposure, many
clinicians are apparently reluctant to utilize it because of lack of training
or concerns about the client’s ability to tolerate the work. Moreover, some
clients actually do refuse this treatment, either at intake or early in the
therapy process. Clinical concerns include increases in suicidal thoughts, dis-
sociation, self-harm, and premature termination in clients who begin expo-
sure based therapies for trauma (Becker & Zayfert, 2001). There is evidence
to suggest that many trauma survivors adopt an avoidant coping strategy
to manage the distress evoked by the trauma and memories of the trauma
(Rosenthal, Rasmussen-Hall, Palm, Batten & Follette, 2005). While exposure
targets the distressing and unpleasant feelings associated with the traumatic
event, a limited repertoire of coping skills, including an unwillingness to
engage in the exposure work, may limit the utility of this approach for some
individuals. Additionally, in cases of complex PTSD, individuals may not have
developed normative regulation skills that are necessary to engage in this
type of treatment. We believe that mindfulness enhanced exposure offers
clinicians a way in which to target the avoidance that is a barrier to effective
trauma therapy. Additionally, an alternative therapy approach can be useful
in treating the myriad of trauma symptoms that are not directly related to
the PTSD.

Mindfulness

As it has been already well explained in the first part of the book, the ori-
gins of mindfulness practice are in Eastern philosophies and principles (Fol-
lette, Palm & Pearson, 2006; Baer, 2003). Marlatt and Kristeller (1999) define
mindfulness as “bringing one’s complete attention to the present experi-
ence on a moment to moment basis” (p. 68). Kabat-Zinn defines mindful-
ness as “paying attention in a particular way: on purpose, in the present
moment and nonjudgmentally” (Kabat-Zinn, 1994, p. 4). Despite the slight
variability in definitions, the core components of mindfulness involve com-
ing into contact with the present moment and observing that moment in a
nonjudgmental way. While there are many ways to develop one’s mindful-
ness practice, one widely recognized way to do this is through meditation.
Several of the mindfulness-based interventions teach individuals a range of
skills that help them to attend to internal experiences that are occurring in
the moment. While the skills that are taught and the methods used to teach
them vary, the majority of these interventions promote a nonjudgmental atti-
tude to one’s internal experiences. (Baer, 2003) Extant literature indicates
that mindfulness-based interventions are effective in the treatment of a vari-
ety of psychological and physical disorders (Baer, 2003; Shapiro, Carlson,
Astin & Freedman, 2006). Mindfulness has been shown to be effective with
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reducing pain and in treating depression (Kabat-Zinn, Lipworth, & Burney,
1985; Segal, Williams & Teasdale, 2002).

Data suggests that the capacity to self-regulate emotions is related to mind-
fulness and overall psychological well-being (Brown & Ryan, 2003). Many
clients report deficits in the ability to notice, label, and regulate internal
experiences associated with emotions. Mindfulness is one potential strategy
to help individuals learn skills that will enhance their ability to self-regulate
thereby allowing them to manage distress. The preliminary data establishing
the utility of mindfulness with psychological difficulties has important and
positive implications for treatment of trauma and PTSD.

Mindfulness and Trauma

Research on the incorporation of mindfulness into existing treatments for
trauma is promising (Becker & Zayfert, 2001; Cloitre, Cohen & Koenen,
2006). Mindfulness encourages acceptance rather than avoidance and can
provide a tool in facilitating exposure to feared stimuli. We do not consider
mindfulness to function as a form of control but rather to increase psycho-
logical awareness and flexibility when responding to emotional experiences
(Follette et al., 2006). In part, mindfulness is a way to provide a client with
skills to help them manage the distress that occurs when engaging in expo-
sure work.

For some individuals who have experienced trauma, there might have
been behaviors or strategies such as dissociation that were utilized as a sort
of survival mechanism. While these behaviors may have been adaptive in
that context, they are no longer useful in the current context and may even
be dangerous, by putting the client at risk for revictimization. In some cases
these behaviors are characterized as obvious avoidance strategies while in
other situations they manifest as hypervigilance symptoms, which we would
conceptualize as another form of avoidance. Both of these classes of behav-
iors share an “unawareness” of the environment in common, whether it
is misreading potentially threatening situations or an inability to accurately
label their own feelings. The goal of mindfulness is to facilitate individuals
ability to become aware of their experiences in the present moment in order
to build the foundation to fully engage in not only therapy but also their lives
(Follette & Pistorello, 2007).

Integrative Behavioral Approach

Our approach to treatment is guided by a contextual behavioral approach;
with the fundamental assumption that it is most effective to understand the
function of behavior rather then merely its topography. This approach is
not aimed solely at targeting symptoms and reducing distress, but is also
aimed at addressing the mechanism that mediates the distress. The addi-
tional goal of this work is in helping the client move forward and to iden-
tify values and goals associated with a meaningful life. A contextual behav-
ioral approach examines relevant historical and environmental variables, as
described in a functional analytic clinical assessment, in relation to the devel-
opment and maintenance of psychological distress (Follette et al., 2004). The
integrative behavioral approach utilizes an experiential avoidance paradigm
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to conceptualize distal and proximal factors that are also related to current
stressors and long-term consequences of trauma (Hayes et al., 1996; Follette
et al., 2004). This approach has ACT at its core, however it also incorporates
techniques from DBT and FAP. We believe the similar theoretical founda-
tions of these approaches, makes this integration coherent in fundamental
principles (Follette et al., 2004). As noted above, this integrative behavioral
approach utilizes different aspects of treatment from contemporary behavior
therapies in order to be able to tailor the treatment to the particular needs of
the client. The integrative behavioral model seeks to avoid theoretical eclec-
ticism by combining the approaches of DBT (Linehan, 1993), ACT (Hayes,
Strosahl & Wilson, 1999), and FAP (Kohlenberg & Tsai, 1991). However, we
should also note that both ACT and DBT have described coherent treatment
approaches that do not involve any integration (cf. Walser and Hayes, 2006
and Wagner and Linehan, 2006).

In the initial stages of therapy, the primary goal is to assist the client in
building and enhancing a skill set that will be useful in engaging the difficult
work to follow. Various acceptance strategies, mindfulness practice, distress
tolerance, and interpersonal skills are at the core this early work (Hayes,
Strosahl & Wilson, 1999; Linehan, 1993). The overarching goal of mindful-
ness practices in this context is to begin to get the client to let go of the
agenda of controlling internal experiences. Skills such as emotion regulation
and accurate expression of emotions serve to enrich the individual’s behav-
ioral repertoire to cope with negative emotions. Once it has been established
that a client is willing to experience increased levels of distress, treatment
will move toward mindfulness-enhanced exposure.

DBT was originally developed to treat individuals with BPD who exhib-
ited suicidal and parasuicidal behaviors (Linehan, 1993). It is based on the
concept that self-injurious behavior is associated with the emotion dysregu-
lation that is related to avoiding or escaping difficult thoughts and feelings. As
with ACT, this treatment embraces the dialectic of acceptance and change in
order to live the life that is desired. DBT uses concepts such as self-validation
to help clients accept themselves as they are while working toward changes
they want in their lives. For many trauma survivors, self-acceptance can be a
difficult step and mindfulness is one way to work toward it.

FAP is a key behavioral treatment that provides important strategies for
dealing with the relationship factors associated with a history of trauma. FAP
asserts that the therapeutic relationship can be utilized as an agent of change
(Kohlenberg & Tsai, 1991) and provides necessary foundational work for
clients with what has been described as complex PTSD. At its core, FAP
targets clinically relevant behaviors that occur in session such as difficulty
in developing a sense of trust and safety in relationship to another person.
Therapists are able to respond contingently to behaviors in order to rein-
force adaptive and appropriate behaviors. One reason we consider FAP to be
so essential in trauma therapy is that it helps the client to build a repertoire
for developing an alliance with the therapist that can lead to doing the diffi-
cult work of letting go of previous strategies of control and avoidance. The
integrative behavioral approach integrates constructs of mindfulness and skill
development to help the client learn to accept distressing thoughts and feel-
ings as they build a more fulfilling life. As treatment progresses, the concept
of acceptance is also incorporated to help the client begin to engage in new
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behaviors that may be anxiety provoking but are associated with the client’s
valued life directions. The integration of these treatment approached allows
us to tailor treatment to the individual clients needs without sacrificing the
theoretical integrity.

Clinical Vignette

In order to demonstrate the incorporation of mindfulness practices within
an integrative behavioral paradigm, we will use a clinical vignette. Consider
for a moment the following description of a trauma survivor:

Helen is a 32-year-old woman who presents for treatment to work on the
guilt she experiences as a result of sexual abuse that occurred over a period
of six years, beginning at the age of eleven. While she had a close relationship
with her biological father, he passed away suddenly after being involved in
a motor vehicle accident when she was seven. Her mother remarried three
years later. Her stepfather began to abuse her approximately one year after
his marriage to Helen’s mother.

When describing her reasons for seeking treatment at this time, Helen
describes feeling as though she “did something” to precipitate the abuse and
that she has difficulty concentrating at work or sleeping through the night.
She reports that these difficulties have made it difficult to remain in a rela-
tionship, which is something that she wants. Helen indicated that over the
past fifteen years she has used alcohol and self-harm to try to cope with dif-
ficulties in her life. Additionally, she reports that it is extremely difficult to
remain in treatment because therapists ask her to do things that are very
difficult for her, so she has terminated therapy twice before.

At this initial stage of treatment, the goal is to help the client develop
a skill set to deal with distressing thoughts and feelings without engaging
in self injury. It is also clear that building a strong therapeutic relationship
will be necessary in order for her to tolerate the work. In keeping with the
integrative behavioral approach, we would suggest beginning with a com-
bination of mindfulness and distress tolerance skills. In a sense, we use the
distress tolerance skills as a bridge to safety for the client, with the longer
term goal being “radical acceptance” in a way that moves beyond emotion
management. As stated earlier, the mindfulness exercises will serve to allow
the client to experience the present moment as it is not what it seems to be.
That is, in this moment the trauma is over, has been survived, and the client
is in a safe place. Thoughts and feelings are accepted, not as a reality, but as
learned reactions to prior experiences. The client does not have to run, hide,
self injure, or do any other behavior to get rid of her internal experiences.
Rather, she can just sit with this moment and notice the range of her thoughts
and feelings, noticing that they cannot kill or harm her-learning to just be in
this present moment. In order to provide a context for this work, we are also
discussing values with the client with respect to the life they would like to
live. This work is helpful in investing the client in the therapeutic process
and in providing a rationale for the importance of the work they are doing.
This orientation to living a valued life is a critical step in that treatment for
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trauma is difficult work and it is important that the client have a sense of the
direction of the work.

During the preliminary stages of mindfulness practice it is important to
begin with more basic exercises as a foundation. A mindful breathing exer-
cise can be a good place to start.

Let’s start by closing your eyes and simply noticing your breath. It has been
noted that sometimes trauma survivors are reluctant to close their eyes and
that is fine, they can do these exercises with their eyes open, direct them to
look at a neutral point somewhere in the room.) Notice the air as it comes
into their body and through their lungs. Notice the inhalation and exhala-
tion of your breath. Notice how you feel when you are taking in air and how
you feel as you expel your breath. You are not changing how you breathe,
you are simply noticing your breath and how your body feels. It is ok to
notice when you are distracted or your attention is elsewhere. Simply notice
this and return your attention to your breathing.

(Follette and Pistorello, 2007)

This is an example of a basic mindfulness exercise for clinicians to use with
clients, especially in the early stages of treatment. Returning to the breath is
at the core of most mindfulness practices and provides a fundamental skill
that can always be used. As with all behaviors, mindfulness is a skill that can
be developed and like any other skill it needs to be practiced.

The therapist can introduce different forms of mindfulness exercises,
always with the goal of bringing clients attention to the present moment.
It is often easiest to start with mindfulness exercises that target bodily or
physical sensations. In addition to the breathing mindfulness, mindfulness
exercises involving external stimuli such as colors in the room, the taste of
food, and sounds in the environment can be useful. These exercises address
the physical aspects of the environment and provide a tangible starting place
for the client. As the client demonstrates mastery of these concepts, the ther-
apist can introduce the concept of mindfulness in relation to noticing inter-
nal thoughts and feelings. As therapy progresses to exposure based work,
it is important to integrate mindfulness and other self-regulation strategies
as appropriate. We assert that the incorporation of these skills will facilitate
the rapport between the client and therapist and allow the clients to learn
how to care for themselves. These are important steps toward taking care
of the client throughout the process while simultaneously working toward
changing her life in a direction she wants.

We believe that for a client like Helen, these exercises will help to invest
her in the process of therapy, which has been a barrier to treatment in the
past. Additionally they will help her to better assess her current life situation
and identify what she wants her life to be about. This part of the process will
help her to determine the steps she needs to take to move in that direction.
We contend that incorporating mindfulness practice and values exercises tar-
get the experiential avoidance that many trauma survivors experience and
exhibit in their lives. These are powerful methods to help bring the client
into contact with his/herself and the present moment therefore allowing full
investment in the therapeutic process.
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Final Thoughts

Experiencing a traumatic event is difficult for any individual and managing
the psychological effects can be hard as well. One common reaction is to
avoid any reminders or references to the trauma, but this way of living can
be ultimately maladaptive. A contextual behavioral approach offers a way
to conceptualize a case through an experiential avoidance paradigm that
encompasses a range of behavior problems and deficits that are related to
a trauma history. It emphasizes the examination of proximal and distal fac-
tors related to the presenting complaints such that the clinician will take into
account all relevant factors. This approach incorporates principles of mind-
fulness and acceptance to help bring a client into contact with the moment
and then to begin to move their life in a direction they value. These core
principles work toward increasing psychological flexibility that ultimately
will broaden their ability to respond effectively. In addition to working with
clients from a technically valid context, it is also imperative that therapists
approach this work with compassion for both the client and themselves. The
work is difficult but the rewards are significant. Building on what has already
been established in the cognitive-behavioral therapies; we believe that the
use of mindfulness and acceptance strategies will enhance the repertoire of
clinical tools for trauma therapists.
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Mindful Awareness and ADHD

L. Zylowska, S.L. Smalley, and J.M. Schwartz

The faculty of voluntarily bringing back a wandering attention over
and over again, is the very root of judgment, character, and will. No
one is compos sui (master of himself) if he have it not. An educa-
tion which should improve this faculty would be the education par
excellence. But it is easier to define this ideal than to give practical
instructions for bringing it about.

William James, 1890

Introduction

One of our most important faculties is attention. It is a doorway into our
experience and a foundational quality of our awareness. Where and how we
place our attention or where and how other things grab our attention deter-
mines our daily experiences, relationships with ourselves and others, and the
quality of our lives. This connection between the ability to regulate attention
and well-being is profoundly exemplified in mindfulness or mindful aware-
ness, and a neuropsychiatric condition called attention-deficit hyperactivity
disorder (ADHD). In both, the role of attention is thought to be crucial to the
self-regulation of cognition, emotion, and behavior, and while ADHD may be
considered a disorder characterized by difficulties in self-regulation, mindful
awareness training maybe considered a tool of enhancing self-regulation. This
chapter outlines the theoretical framework for how mindful awareness train-
ing can be applied to treat different facets of ADHD as informed by cognitive-
affective neuroscience and our own experiences with a mindfulness-based
program for ADHD, appropriate for adults and teens, called mindful aware-
ness practices (MAPs) for ADHD.

Attention Deficit Hyperactivity Disorder

ADHD is a behaviorally defined condition characterized by a clustering of
symptoms of inattention (e.g., “difficulty following tasks,” “forgetful”) and/or
hyperactivity and impulsivity (e.g., “fidgety,” “difficulty remaining seated”)
with onset by seven years of age and impairment in at least two settings (APA,
1994). Currently, three subtypes of ADHD are recognized: primarily inatten-
tive (50–75%), primarily hyperactive/impulsive (20–30%), and a combined
subtype (less than 15%) (Wilens, Biederman, & Spencer, 2002). Prevalence
rates vary from 2 to 16% but with a majority of estimates falling between 5
and 10% of children and adolescents and 4% of adults (Kessler et al., 2006;
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Skounti, Philalithis, & Galanakis, 2007). From early age, diagnosis of ADHD
is associated with a wide variety of comorbid conditions including disrup-
tive behavior disorders (oppositional defiant and conduct disorder), anxiety
and/or mood disorders, and substance abuse/dependence (Cantwell, 1996;
McGough et al., 2005). In addition to psychiatric comorbidity, individuals
with ADHD often have comorbid disorders of learning and social–emotional
development, including dyslexia, executive function deficits, and social prob-
lems (including elevated rates of autism spectrum disorders) (Biederman
et al., 2004; Clark, Feehan, Tinline, & Vostanis, 1999; Loo et al., 2007).

Etiology of ADHD

The disorder is heterogeneous in presentation and etiology: genetic,
neurobehavioral, psychosocial and environmental influences have all been
identified as influential in the development and variability of ADHD. While
environmental risk factors such as low birth weight, maternal smoking
during pregnancy, lead exposure, and socioeconomic status are important,
a biological predisposition is perhaps most salient (Nigg, 2003; Zuddas,
Ancilletta, Muglia, & Cianchetti, 2000). Family, twin, and adoption studies
show that ADHD and its component behaviors of inattention, hyperactiv-
ity, and impulsivity are highly heritable, with estimates of heritability on
the order of 76% (Faraone et al., 2005). Genes involved in brain neuro-
transmission (e.g., dopamine, serotonin, norepinephrine, and cannabinoids)
(Faraone, Biederman, & Mick, 2006; Lu et al., 2008) are implicated. Several
brain regions (e.g., prefrontal cortex, amygdala, cerebellum, basal ganglia)
show functional and/or structural differences in ADHD individuals as com-
pared to non-ADHD controls (Bush, Valera, & Seidman, 2005). Certain brain
regions involved in ADHD are also implicated in self-control or self-regulation
(Berger, Kofman, Livneh, & Henik, 2007; Nigg & Casey, 2005). Increasingly,
ADHD is understood as a disorder with varied genetic, developmental and
environmental underpinnings that results in difficulties in self-regulatory
abilities.

It should be noted that although ADHD is a categorically defined condi-
tion (i.e., either the diagnosis is present or absent), the continuous nature
of the behavioral dimensions of inattention and hyperactivity-impulsivity is
well recognized (Smalley, 2008a; Swanson et al., 2001). It may be appropriate
to think of ADHD as an extreme along a population continuum of variabil-
ity along these behavioral dimensions, much in the same way that we now
recognize dyslexia as an extreme along a continuum of reading ability, or
diabetes as an extreme along a continuum of glucose tolerance. Neurobio-
logical research over the last several decades has led to an improved under-
standing of the likely etiological factors that contribute to liability in ADHD.
Three inter-related broad areas—attention/cognition, affect, and stress reac-
tivity show differences in ADHD and likely play a role in its etiology. These
areas are likely to underlie many of the observed self-regulatory difficulties in
ADHD and are discussed as mechanisms by which mindful awareness train-
ing may be helpful in this condition (reviewed subsequently).
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Current Treatment Modalities in ADHD

A variety of treatments have been investigated in ADHD includ-
ing: psychotropic medications (stimulants and non-stimulants), psychoso-
cial treatments (behavioral therapy, cognitive-behavioral therapy, fam-
ily therapy, social skills training), individual psychotherapy, coaching,
and complementary and alternative approaches (neurofeedback, dietary
changes, supplements, and mind-body interventions) (Arnold, 2001). The
standard treatment for ADHD, involves medications, behavioral therapy or
both (Jensen et al., 2007). Stimulant medications are considered “best prac-
tice” in the treatment of ADHD across the lifespan (Dodson, 2005). While
clearly helpful for many ADHD individuals, as many as 20–30% of children
and adolescents and perhaps 50% of adults are considered non-responders
because of insufficient reduction in symptoms or intolerable side effects
(Shekim, Asarnow, Hess, Zaucha, & Wheeler, 1990; Wender, 1998). Impor-
tantly, many parents or adults with ADHD dislike the use of medication for
various reasons, and desire alternative forms of treatment.

Novel Self-Regulatory Approaches

Novel non-pharmacological treatment strategies that target neurocognition
and/or build self- awareness and self-regulatory capacities are of increasing
interest in ADHD. Although still limited, recent studies of such treatments
support the utility of such approaches. In children and adults, examples of
such studies include a working memory training program (Klingberg et al.,
2005), and attention training programs including ones using neurofeedback
(Beauregard & Levesque, 2006). In adults, additional approaches that build
greater “self-awareness” capacities include individual psychotherapy (Ros-
tain & Ramsay, 2006), cognitive-behavioral therapy (Safren et al., 2005),
metacognitive training (using metaphors to describe ADHD brain and behav-
ior patterns) (Wasserstein & Lynn, 2001), Cognitive Remediation Program
(remediation of skill deficits in planning and organization) (Stevenson, Whit-
mont, Bornholt, Livesey, & Stevenson, 2002) and coaching (ADDA, 2002).

Meditation has been proposed as a promising complementary/alternative
treatment for ADHD (Arnold, 2001) and a few early studies investigated its
effectiveness in this population. Two unpublished pilot studies (n = 23–24)
looked at the use of meditation in children 12 years of age and younger
(type of meditation unspecified). Both studies supported the utility of medi-
tation for improving behavior in ADHD (Kratter, 1983; Moretti-Altuna, 1987).
Another pilot study (n = 8) with ADHD adults investigated effects of a
structured skills training program based on the principles of dialectical
behavioral therapy (Hesslinger et al., 2002) which includes teaching in mind-
fulness skills (done without a formal meditation training). Improvements in
ADHD and depression symptoms as well as attentional tests were found in
the treatment group compared to a wait list control; however, interpretation
of findings is limited due to small sample size and high drop out rate. Lit-
tle is yet know regarding how meditation or mindfulness practices can be
used in the ADHD population across the lifespan. Our group recently com-
pleted a feasibility study of a mindfulness-based training in a group of ADHD



322 L. Zylowska, S.L. Smalley, and J.M. Schwartz

adults (n = 25) and adolescents (n = 8). An 8-week training called mindful
awareness practices for ADHD (MAPs for ADHD; see description in section to
follow) was tested in an open label study with pre- and post-assessments of
ADHD symptoms, symptoms of mood and anxiety, perceived stress, mind-
fulness and measures of neurocognition (attention, inhibition, and work-
ing memory). Several of the self-report scales (ADHD, anxiety, depression,
stress and mindfulness measures) were also collected at 3 months after the
training. The study and its initial results are described in detail elsewhere
(Zylowska et al., 2008). Overall, the study found good program adherence
rate and high satisfaction among the participants. Pre-post training compar-
isons showed significant (p < 0. 01) reductions in self-reported ADHD, anx-
iety, and depressive symptoms as well as measures of conflict attention and
attentional set-shifting. In addition, (unpublished data) significant (p < 0. 01)
improvements were found in measures of perceived stress and mindful-
ness. At a 3-month follow-up, additional improvements were reported in
ADHD symptoms with no changes (e.g., no additional improvement or loss
of improvement) in anxiety, depression, mindfulness, or stress. The study
demonstrated that mindfulness-based training is a feasible intervention in a
subset of ADHD adults and adolescents and may improve behavioral and neu-
rocognitive impairments.

Mindful Awareness: Overview

The term mindful awareness or mindfulness has been used in different
contexts and can denote different things: a quality of awareness or atten-
tion, a mental mode or process, a psychological trait, a specific meditative
technique, a collection of techniques, or an outcome of the practice itself
(Bishop et al., 2004; Brown & Ryan, 2003; Hayes & Shenk, 2004; Schwartz
& Begley, 2002; Segal, Williams, & Teasdale, 2002). In discussing the appli-
cation of mindfulness to ADHD, we focus on “mindful awareness” as meta-
awareness, (Teasdale et al., 2000) a quality of consciousness that has a regula-
tory (observing and correcting) function on the rest of the one’s experience
and leads to improved cognitive-emotional and behavioral self-regulation
(Brown & Ryan, 2003; Brown, Ryan, & Creswell, 2007). We believe that mind-
ful awareness can be fostered in diverse ways (meditation or non-meditation
tools) and in our program we use psychoeducation and formal (sitting and
walking meditation) and informal (mindfulness in daily life) practices as ways
to train mindful awareness.

There are many definitions of self-regulation, either as a unitary con-
cept, or as its components of emotional regulation, cognitive regulation
or behavioral regulation. Terms such as impulse control, inhibition, self-
control, self-management, self-correction or independence have been used
to describe aspects of self-regulation. It can be said that self-regulation is cen-
tral to being a human being, a mark of one’s ability to execute a choice,
self-correct and over-ride pre-potent responses that can come from genet-
ics/biology, intrauterine environmental influences, and/or or early learning.
While self-regulation capacities are a result of a combination of tempera-
ment, cognitive processing styles, parenting, and environment, humans can
learn to self-regulate through active (or effortful) engagement of higher cor-
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tical functions involved in cognitive and emotional regulation (Ochsner &
Gross, 2005; Schwartz, Gullifor, Stier, & Thienemann, 2005a). In this con-
text, mindful awareness could be seen as a specific quality of attention and
intention (Bishop et al., 2004; Brown & Ryan, 2003; Shapiro, 1982) that
leads to monitoring and modulation of cognition, emotion and behavior
resulting in improved awareness and flexibility in responding. The processes
involved in this regulatory function have been diversely described including
de-centering, de-automatization (Teasdale, Segal, & Williams, 2003), expo-
sure (Baer, 2003), attention regulation to the present moment and adop-
tion of open and accepting attitude (Bishop et al., 2004; Hayes, Follette,
& Linehan, 2004; Kabat-Zinn, 1990), and an impartial spectator stance
(Schwartz & Beyette, 1997).

Below we outline how training in mindful awareness may impact aspects
of self-regulation in ADHD namely attention/cognition, emotion, and stress
management and potentially lead to functional/structural brain changes.
While we recognize that 1) emotional regulation involves conflict or exec-
utive attention or cognitive control (Hariri, Bookheimer, & Mazziotta, 2000;
Ochsner & Gross, 2005); 2) affective states or stress can influence atten-
tion (Davidson, Amso, Anderson, & Diamond, 2006); and 3) stress response
is likely related to one’s cognitive-emotional regulation capacities (Urry
et al., 2006), we discuss these domains separately to emphasize affect and
stress as the so far under-emphasized dimensions in ADHD and targets for
mindfulness-based approaches.

Mindful Awareness as an Attention/Cognition Regulation
Tool in ADHD

In ADHD, impairments in four cognitive processes are fairly consistently
found to show deficits: language processing (e.g., verbal fluency, reading,
spelling), working memory, inhibition (the ability to inhibit a response), and
attention (Barkley, 1997; Nigg, Blaskey, Stawicki, & Sachek, 2004; Seidman,
2006; Verte, Geurts, Roeyers, Oosterlaan, & Sergeant, 2006). Several of these
cognitive processes are known to work together in forming executive func-
tion, defined as the ability to plan ahead, set goals, and execute upon such
goals. Executive function (a concept closely related to the idea of cognitive
control) is frequently compromised in ADHD and it also a key component
in development of self-regulation; a process that begins to emerge at around
3 years of age and continues development through adolescence into early
adulthood (Davidson et al., 2006; Diamond, 2002). Reviews of imaging stud-
ies investigating brain differences in ADHD (Bush et al., 2005) show under-
active prefrontal cortical functioning on executive function tasks along with
differences in structures related to attention (e.g., anterior cingulate). Indi-
viduals with ADHD often show deficits on various measures of attentional
processes including alerting, orienting and/or conflict attention. Alerting
refers to how attention is readied and sustained; Orienting defines how atten-
tion is placed (disengaged and reengaged) and conflict attention is defined
as the process of inhibiting an automatic response in order to attend to a less
automatic response (Fan, McCandliss, Sommer, Raz, & Posner, 2002). While
most research supports deficits in conflict attention in ADHD (Loo et al.,
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2007; Seidman, Biederman, Faraone, Weber, & Ouellette, 1997) neural pro-
cessing differences in alerting and orienting are also found (Konrad, Neufang,
Hanisch, Fink, & Herpertz-Dahlmann, 2006).

Given the multiple attention/cognitive impairments in ADHD, mindful
awareness training can be seen as either a remediation (compensatory) or
rehabilitation (reversal) approach in this condition. The diverse processes
involved in formal and informal mindfulness practice are likely to repeat-
edly engage executive function (attention, working memory and inhibition)
potentially leading to strengthening of these abilities and broad changes in
self-regulatory abilities. As attention is at the core of mindfulness practice
(i.e., “paying attention to attention”) all attentional systems (alerting, orient-
ing, and conflict) (Fan et al., 2002) are likely to be involved. In formal prac-
tice (sitting or walking meditation) attention is continually engaged in the
following steps: (1) bringing attention to an “attentional anchor” (usually a
sensory input such as breath); (2) noting that distraction occurs and letting
go (or non-grasping) of the distraction; (3) re-focusing or re-orienting atten-
tion back to the “attentional anchor.” Attentional monitoring and attentional
conflict as well as orienting attention may be particularly critical in carrying
out this process. Other mindfulness meditation exercises train flexibility of
attentional focus by varying focus from narrow to broad and engendering
the so-called open awareness or “receptive attention” (Jha, Krompinger, &
Baime, 2007). Mindful awareness in daily life (or informal practice) in which
the individual checks his/her awareness/attention throughout the day may
continue to engage the same attentional networks as in formal practice but
perhaps offer modalities to generalize from the educational or clinical setting
where the practices may be introduced.

Emerging empirical research is demonstrating that attention and their net-
works can be modified by meditation training in different non-clinical or
clinical populations. A study by Jha (2007) showed that intensive (1-month
retreat) training with long-term meditators improved alerting attention but
less-intensive (8-week non-retreat setting) training with novices impacted
orienting attention. At the same time, long-term meditators appeared to have
better conflict attention abilities than novices at the beginning of the study. A
review of different meditation studies implicate activation of the anterior cin-
gulate (ACC) and the prefrontal cortex (Cahn & Polich, 2006) structures that
are involved in the development of conflict attention and self-control/self-
regulatory capacities and the modulation of cognition and emotion in adults
(Creswell, Way, Eisenberger, & Lieberman, 2007; Lieberman et al., 2007).
Pagnoni and Cekic (2007) demonstrated that long-term meditators when
compared to healthy controls did not show typical age-related declines in
attentional performance and had less age-related gray matter volume reduc-
tion in several brain regions, particularly the putamen. Additionally, improve-
ments in response on an attentional blink test, or more effective allocation
of attentional resources, were noted after in experienced meditators after an
intensive 3-month training (Slagter et al., 2007).

Overall, what specific attentional processes are most affected by mind-
ful awareness training may depend on the type and duration of mindful-
ness practice or pre-existing cognitive strengths or vulnerabilities. Future
research with ADHD individuals—an extreme along the attention/cognitive
spectrum—will further shed light on these questions.
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Mindful Awareness as an Emotional Regulation Tool
in ADHD

A relatively new line of emerging ADHD research is an interest in affect reg-
ulation and aspects of temperament and character traits with ADHD (Lynn
et al., 2005; Panzer & Viljoen, 2005; Plessen et al., 2006). High rates of comor-
bidity of mood, anxiety, substance abuse and behavioral disorders in ADHD
have been noted for a long time (Cantwell, 1996; McGough et al., 2005)
indicating potential vulnerability to affect dysregulation in ADHD. Deficits in
inhibition and impulse control have also been proposed to relate to difficul-
ties in emotional regulation (Barkley, 1997; Nigg & Casey, 2005). An increas-
ing number of studies are investigating affective processing in ADHD and
differences in affect recognition and labeling (Braaten & Rosen, 2000; Pelc,
Kornreich, Foisy, & Dan, 2006; Rapport, Friedman, Tzelepis, & Van Voorhis,
2002; Yuill & Lyon, 2007). Recent neuroimaging studies suggest that brain
regions associated with affect regulation (amygdala, ventralmedial prefrontal
cortex) may differ in structure and function in ADHD (Cardinal, Winstanley,
Robbins, & Everitt, 2004; Plessen et al., 2006). In addition, Novelty-seeking
(NS)—a temperament trait that impacts affect regulation and potentially
stress reactivity is elevated in ADHD (Lynn et al., 2005; Stadler, 2007; Tyrka,
2006).

The emotional regulation differences in ADHD support the hypothesis
that affect regulation is a key continuum underlying ADHD liability and pro-
vides further rationale for using mindfulness as a complementary treatment
in ADHD. Mindfulness training teaches engagement in emotional states in
a way that is neither avoidant, flooding, nor dissociative, but rather “mind-
fully observing and staying present with the emotion.” This framing brings
curiosity, openness and acceptance/willingness toward emotional experi-
ences as well as a degree of distancing or dis-identifying from the emo-
tion that can be helpful in cases of emotional over-engagement (depres-
sion or anger problems) as well emotional avoidance (e.g., anxiety disor-
ders) (Teasdale et al., 2003). Attention on breathing, used in both formal and
informal exercises, can induce relaxation and lower physiological arousal,
a core aspect of emotional experience. Shifting attention to a neutral focus
(e.g., breath, soles of the feet, or an external object) can be used to dis-
engage from particularly intense emotional states. Mindfulness training has
been shown to prevent relapse in chronic depression (Teasdale et al., 2001),
improve impulsive behavior in patients with borderline personality disor-
der (Bohus et al., 2004), reduce aggressiveness in adolescents with conduct
disorder (Singh et al., 2007), and improve outcomes in substance abuse
(Marlatt et al., 2004), and generalized anxiety disorder (Roemer & Orsillo,
2007). Induction of a mindful awareness state was shown to reduce nega-
tive affect in response to aversive pictures (Arch & Craske, 2006) and emo-
tionally provocative events (Broderick, 2005). Higher levels of a disposi-
tional mindfulness correlated with buffering of amygdala response to neg-
ative affect via the prefrontal cortex in an affect labeling task (Creswell
et al., 2007). In the course of mindfulness training, the processes likely to
be invoked—engagement of the conflict attention, a reappraisal of emo-
tional states (i.e., detachment from and observation of emotions), and train-
ing in equanimity and appropriate self-compassion promote adaptive emo-



326 L. Zylowska, S.L. Smalley, and J.M. Schwartz

tional regulation (Leary, Tate, Adams, Allen, & Hancock, 2007b; Mauss, Cook,
Cheng, & Gross, 2007). Overall, the body of literature supports mindfulness
training as a tool for enhancing emotional regulation with likely efficacy
in ADHD.

Mindful Awareness as a Stress Regulation Tool in ADHD

In addition to having alterations in cognitive-emotional regulation, ADHD
individuals may differ from non-ADHD individuals in their stress response or
stress load. There is a large body of research suggesting that stress—such
as parental conflict or prenatal/perinatal insults—can increase the risk of
ADHD or impairment associated with ADHD (Pressman et al., 2006; Talge,
Neale, & Glover, 2007). High rates of family conflict, relationship or mar-
ital discord, academic or job underachievement, and lower health-related
quality of life are reported in ADHD (Adler, 2004; Escobar et al., 2005;
Pressman et al., 2006). Several studies show abnormal HPA axis response
in ADHD (Blomqvist et al., 2007; Kaneko, Hoshino, Hashimoto, Okano, &
Kumashiro, 1993; King, Barkley, & Barrett, 1998; Sondeijker et al., 2007).
Furthermore, an elevated rate of post-traumatic stress disorder is also found
in ADHD (Kessler et al., 2005; Smalley et al., 2007) and supports the hypoth-
esis that ADHD may be associated with alterations in stress response or stress
(allostatic) load. Mindfulness training and other mind-body approaches may
impact ADHD via induction of the relaxation response (Benson, 1997; Kabat-
Zinn, 1990).

Mindful Awareness and Neuroplasticity—Implications
for ADHD

A growing number of studies suggests that brain activity can be modu-
lated by repeated behavior or experience (Draganski et al., 2004; Schwartz,
Stapp, & Beauregard, 2005b) including mental training such as meditation
(Lazar et al., 2005; Pagnoni & Cekic, 2007). This neuroplasticity effect—
lasting functional and/structural changes in the corresponding neural cir-
cuitry after a repeated behavior—has been demonstrated in animal (Nudo
et al., 1996) and human (Draganski et al., 2006; Maguire et al., 2000;
Mechelli et al., 2004) research, including a study of cognitive training in
ADHD (Olesen, Westerberg, & Klingberg, 2004). With initially more effort-
ful practice, prefrontal cortical regions are likely to be repeatedly engaged
and thus their function may be improved. In addition, as repeated prac-
tice continues, automatization of a mindful stance and a corresponding shift
from prefrontal cortex to basal ganglia may occur (Graybiel, 1998). This
automatization of mindful awareness may help bring present-moment aware-
ness “on line” more easily (Schwartz et al., 2005a). In ADHD (as well as
non-ADHD individuals), this could lead to a more automatic disruptions of
periods of “daydreaming” or “spacing out” or “being caught in thinking”
and improved ability to “step back” during periods of intense emotional
response.
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Mindful Awareness Practices for ADHD (MAPs for ADHD)

The MAPs for ADHD program was developed in the course of a feasibility
study over a 2 year period by Drs. Zylowska and Smalley. The program
was informed by Mindfulness-Based Stress Reduction (MBSR) (Kabat-Zinn,
1990), Mindfulness-Based Cognitive Therapy (MBCT) (Segal et al., 2002) and
the tradition of vipassana meditation. Other mindfulness and acceptance-
based approaches as well as ADHD psychosocial approaches provided more
distal influence. The consultants on the study included several experts in
mindfulness including Ms. Diana Winston (a Buddhist teacher), Dr. Jef-
frey Schwartz (co-author) and Dr. Alan Wallace (a Buddhist scholar). The
mindful awareness training was adapted to meet the unique challenges of
ADHD symptoms and includes psychoeducation about ADHD (Smalley, In
Press a).

Overview of the Program Structure

The MAP program is an 8-week training in Mindful Awareness delivered in
a group format. The program consists of once per week sessions lasting
2.5 h and daily at-home practice. The at-home practice consists of gradually
increasing sitting meditation (i.e., formal practice) and daily life exercises
(i.e., informal practice). Walking meditation can be substituted for sitting
meditation. The participants receive a CD containing guided meditations
ranging in length from approximately 5 min (weeks 1–2), to 10 min (weeks
3–5) and 15 min (weeks 6–8). At each session, the participants receive a
weekly practice form that lists their weekly practice “assignment” and they
are asked to use the form as a visual reminder by placing it in a frequently
visited area (i.e., the refrigerator). The MAPs program for ADHD differs from
other mindfulness-based programs in that it includes (1) a psychoeducation
component on the clinical symptoms, neurobiology and etiology of ADHD;
(2) sitting or walking meditation periods that are shorter than in other sim-
ilar programs (e.g., in MBSR program 45 min of at-home practice is recom-
mended); (3) didactic visual aids explaining mindful awareness concepts; (4)
strategies from ADHD cognitive-behavioral therapy or coaching to help with
mindful awareness practice; and (5) a loving-kindness meditation (an exer-
cise of wishing-well to self and others) at the end of each session to address
the low-self esteem problems often associated with ADHD. While body
awareness is practiced throughout the training in diverse ways (walking,
short movement and stretching exercises, body-breath-sound meditation, and
mindfulness of emotions), longer (45 min) body scan and yoga poses typically
used in MBSR and MBCT are not included. These latter modifications, as well
as omission of a half-day retreat typically included in MBSR or MBCT were
motivated by our desire to balance the intensity of the training and the ease
of delivery within diverse clinical or research settings. Overall, the program
was designed to provide a beginner-level instruction in mindful awareness,
make the training ADHD-friendly and foster a life-long engagement with the
approach.
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Overview of the Program Content

The program begins with a session devoted to introduction of the partici-
pants, overview of ADHD and mindful awareness, and basic sitting medita-
tion instructions. The introduction involves a “Getting to know you” exercise
in which everyone (including the trainers) are asked to share a playful aspect
of themselves with the group (e.g., “Tell us about your hobby”). The partic-
ipants are also asked to reflect on their intention for being in the class. The
initial introductions set the tone of the class as both a playful and a reflective
process. The ADHD psychoeducation is provided in the first two sessions
and re-frames the impairment or “deficit” aspects of ADHD by highlighting
ADHD as a “neurobiological difference.” Thus, ADHD represents one extreme
on a spectrum of functioning which can come with both non-adaptive and
potentially adaptive aspects (Jensen et al., 1997; Smalley, 2008). This frame-
work de-stigmatizes ADHD and fosters openness and curiosity in observing
one’s own ADHD characteristics. Visual aids explaining some of the con-
cepts are used to reinforce learning and to accommodate diverse informa-
tion processing styles that may be more common in ADHD. The rationale for
using mindful awareness in ADHD is presented by discussing common self-
regulation difficulties found in this condition. The emerging neuroscience of
mindful awareness is reviewed to highlight the potential of mental training
to change brain function and structure with long-term practice. We believe
that a review of the scientific rationale reinforces the motivation to engage in
this kind of training. The raisin exercise (Kabat-Zinn, 1990) and a basic 5-min
sitting meditation on mindfulness of the breath are used to experientially
introduce mindful awareness practice. Formal meditation is de-mystified and
basic sitting meditation instructions are provided using either a meditation
cushion or a chair. The 5-min sitting meditation (done with a CD) plus the
“Telephone breath” (taking a mindful breath every time the phone rings) are
the at-home practice for week 1.

Session II: Difficulties in practicing meditation such as distractibility, rest-
lessness, and boredom are discussed and emphasized as common for every-
one but also with recognition that they may be particularly difficult for
those with ADHD. The approach of returning to the framing of ADHD as
an extreme along a normal continuum of functioning discourages the feel-
ings of separateness often voiced by ADHD individuals and appears to foster
increased self-compassion by recognition of difficulties we all face as part
of the “human condition” (Leary, Tate, Adams, Allen, & Hancock, 2007a).
While difficulties are explained and validated, participants are encouraged
to work with the difficulties as much as they can and take responsibility for
their actions. This is similar to the attitude used in ADHD coaching where
gentle yet firm support is used to help with quick discouragement, lack of
persistence or inconsistent effort often reported in ADHD. In dealing with
difficulties with distraction, it is emphasized that “it is not about staying with
your breath but returning to your breath” to encourage persistence even in
the context of frequent distractions. Mindful observation includes maladap-
tive habits frequently associated with ADHD such as being oppositional, irri-
table, overly reactive, procrastinating or avoidant of attention requiring tasks.

Session III. Mindful awareness of sound is introduced using a short musical
piece during which the participants are asked to observe their experience of
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listening including shifts of attention to different instruments, evoked feel-
ings, imagery or thought associations. This is followed by a meditation dur-
ing which the participants are asked to pay attention to the predominant
present-moment experiences of body sensation (e.g., pain, feeling or rest-
lessness), breath or a sound. While attentional movement from one stimulus
to the next is often familiar to the ADHD individual, being aware of the “grab-
bing” and changing of attention from an “impartial observer” stance is often
a new experience. The participants are asked to practice mindful awareness
throughout the week by using using cueing questions of “where is my atten-
tion right now?” or “what am I doing right now?” and bringing yourself back
to the intended task. Visual reminders such as sticker dots or a frame with
a word “breathe” are recommended as environmental reminders to connect
with the present-moment awareness (Safren, 2006)

Session IV: Counting the breath meditation is introduced as an alternative
way to train concentration. Body awareness is fostered through gentle body
movement, mindfulness of pleasant/unpleasant and neutral sensations and
ways to work mindfully with pain. Mindful awareness of a daily activity are
reinforced by an exercise such as putting on or taking off shoes mindfully, or
practicing mindfulness when placing important items such as one’s keys or
wallet.

Session V: Mindful awareness of thoughts is introduced by using a picture
of sky and clouds to contrast the concept of meta-awareness (represented
as the blue sky) versus present-moment experiences (represented by clouds
with different labels such as “thought,” “feeling,” “image,” “sound,” or “body
sensation”). As many individuals with ADHD feel their minds are constantly
“on the go,” we also suggest that the numerous thoughts and feelings they
experience (probably more than the “average” individual) may provide them
with a greater capacity for practicing awareness. Overly negative or criti-
cal thoughts are explored using an exercise in a dyad and reporting self-
judgments to the partner. In clinical practice, ADHD individual often report
low-self esteem and endorse overly critical self-judgments. The difference
between being judgmental or judging (as in discerning) is discussed and non-
judgmental awareness is explained as a step in the learning process that leads
to discernment, choice and mindful action. As part of at-home practice, the
participants are asked to count moments of being hypercritical or judgmental
(to self or others) throughout one typical day.

Session VI: Mindful awareness of emotions is fostered via a short didactic
on function and acceptance of emotions. Common difficulties in regu-
lating emotional states in ADHD are discussed and a RAIN mnemonic
(Winston, 2003) is introduced to help establish mindful awareness during
emotional responses. The mnemonic stands for R (recognize), A (accept), I
(investigate), and N (non-identify/not-personalize). A sitting mediation using
imagery of a recently emotionally evoking event is used as an exercise in
applying the mnemonic to evoked emotions. A longer loving-kindness medi-
tation, starting with an imagery of a loved person is used to practice cultiva-
tion of positive emotional states. The participants are asked to pay attention
to positive and negative emotions throughout their week.

Session VII: Open awareness of all present-moment experiences is prac-
ticed. Parallels are drawn to different attentional aspects (e.g., alerting, ori-
enting, conflict attention) and participants are asked to notice the quality of
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their attention frequently throughout the day (fostering “meta-attention”). As
difficulties in social interactions and social awareness are frequently found
in ADHD including not listening, interrupting, talking too much, blurting
out answers, or being distracted in a conversation, this session also teaches
mindful listening and mindful speech. In one exercise, one partner is the
sole speaker while the other one is the sole listener bringing awareness to
one’s automatic responses or impulsive urges to interrupt. The participants
are asked to practice mindful listening with a friend or a spouse.

Session VIII: The mindful awareness concepts and practices are reviewed
and resources for a continuous mindful awareness practice are provided. Par-
ticipants comment on what they learned in the process of the class during
a “speaking council” exercise in which everyone has a chance to comment
about their experience. Learning mindfulness is framed as life-long process
of checking in with one’s attention, renewing the intention to return to
the present moment, and applying the acceptance-change dialectic in each
day. Environmental modifications derived from ADHD coaching and CBT
approaches are reviewed to help remember to be mindful or practice loving-
kindness such as visual reminders, using a habitual activity as a reminder to
be mindful (e.g., associating the act of turning on a computer with becom-
ing mindful), e-mail reminders to be mindful, using electronic organizers as
reminders, having a friend or a spouse as a mindfulness-coach, and attending
an on-going meditation group or periodic workshops/retreats. We encourage
practice by highlighting “how long it takes to develop a new skill” in general
(e.g., it takes 50 h to learn harmonica or 1,200 h to learn play a violin) (Stray-
horn, 2002).

Case Studies of Participants in the MAPs for ADHD
Program

Mrs. X is a writer in her forties. Diagnosed with ADHD as a young child,
she was briefly treated with the stimulant medication Ritalin but her par-
ents, weary of using medications, discontinued the stimulant after several
months. Since then, she coped without treatment and was able to finish
college (although she took a two extra years to do so). She worked from
home and was able to pursue a writing career, but frequently doubted her
abilities as a writer and suffered from intermittent depression and anxiety.
She complained of difficulties with concentration, had problems organizing
her day, was forgetful, and frequently did not follow-through on projects.
She reported having many exciting ideas but not being able to organize
her thoughts enough to produce a screenplay. She frequently felt over-
whelmed by attention requiring tasks. When unable to accomplish what
she set out to do in a day, she often berated herself for being lazy or inept.
She was re-motivated for treatment after her 10-year-old son was diagnosed
with ADHD. She was diagnosed with generalized anxiety disorder, major
depression and likely ADHD-inattentive subtype. The initial treatment with
an anti-depressant helped with depression and anxiety but she continued to
complain of disorganization and inattentiveness. Several ADHD medications
were tried but they either exacerbated Mrs. X’s anxiety or were ineffective.
Consequently, Mrs. X decided to pursue non-medication approaches to help
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with her ADHD symptoms and she enrolled in the MAPs for ADHD program.
During the training she was relieved to learn that he could start with 5 min
of sitting practice and bring mindful awareness to any experience includ-
ing distractions or impatience. She found loving-kindness exercises particu-
larly helpful and when reactive self-criticisms arose during her ADHD-related
difficulties she was able to distance herself from the criticisms. She found
that when she did not over-react, she could problem-solve and organize her
work more effectively. After the training, she also reported a better ability to
concentrate and to accomplish tasks. She stated “the idea that you can see
yourself getting distracted and then you can bring yourself back was prob-
ably the most pivotal thing, just like the experience of practicing it in the
meditation—going off and then coming back. So, when I’m aware now that
I’m distracting myself from a task, I’m able to see it better and get back to it
sooner.”

Mr. Y is a 16-year-old teenager diagnosed with ADHD-Combined Type
(i.e., both inattentive and hyperactive symptoms) at age 10 y/o. He has been
taking stimulants such as amphetamine or methylphenidate since the diagno-
sis, which he reported as helpful for paying attention in school and doing his
homework. However, even when taking his medications, he still endorsed
having periods inattention and restlessness, and frequently needed to get up
out of his seat. He also described “freaking out” when he forgot to take his
medication because he couldn’t seem to focus at all and felt especially irri-
table and moody as a side effect of discontinuing the medication. During
the MAP training sessions, he found himself needing to get up even during
5-min meditations but learned to use walking meditation as a way to con-
tinue the formal practice for the required duration. He attended most MAPs
for ADHD sessions and reported that while his formal practice at home was
irregular (5–10 min twice per week) he had been frequently applying mind-
ful awareness throughout his day. He gave examples of being mindful of his
body moving during a soccer practice and being more aware of his emotions
and thoughts during an argument with his friend. He was noticing his hyper-
critical thoughts more readily and found that without berating himself, he
was more motivated to “try again.” He kept a post-it note at his computer
reminding him to “breathe” and used a cell phone reminder at lunchtime
to “eat more mindfully.” Overall, he felt more empowered to be able “to do
something for my ADHD.” He found that it was easier to regulate his mood
and his attention when he forgot his medication. She stated: “whenever I
get distracted. . .I can put myself back in the thing. . .whenever I can feel my
mind wandering, I am able to realize that it’s wandering and let go of the
feeling.”

Future Directions

ADHD is a complex trait that arises in childhood but continues throughout
the lifespan in a majority of individuals. It is highly heritable but the likely
interactions of genes and environmental influences that shape its develop-
ment are only now beginning to be understood. ADHD may be thought of as
an extreme along continua of variability of affect and cognitive processes
in the population that alone, or in combination, result in self-regulation
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impairment associated with ADHD. We believe mindful awareness training
(such as our MAPs for ADHD) can strengthen self-regulatory capacities and
potentially alter the neurobiological impairments of individuals affected with
ADHD as well as those “at risk” for it (based on familial loading of ADHD or
in the future, detectable risk genes). Overall, mindful awareness training can
be a valuable approach in a comprehensive treatment of ADHD across the
lifespan by balancing medication treatment of biological vulnerability with
tools to enhance individual ability for self-regulation.
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18
Mindfulness and Psychosis

Antonio Pinto

Homo sum. Humani nihil a me alienum puto (Heautonti-
moroumenos) (163 A.C.) I am human. Nothing human can be alien
to me.

Terentius

Introduction

In the last years, mindfulness significantly contributed to promote the
ultimate goal of all medical and psychological treatments: easing patients’
suffering (Segal, Williams, & Teasdale, 2002).

Indeed, patients with disorders of whatever cause or nature all raise the
same desperate and hopeful cry: “help me feel better, help me live better,”
which all the while points out the intolerability of their material condition of
being ill, as well as the existential one of being sufferers.

Thus, all psychotherapies are called upon to deal with the issue and causes
of suffering.

There are no doubt innumerable causes of suffering, such as stress, ill-
nesses, people, one’s own feelings, goals and wishes. Yet most of the times
we suffer occur when different factors combine in a non-harmonious way.

While psychotherapies help people solve, work on, remove or better cope
with what causes their suffering, mindfulness introduces a new important
element: helping its practitioners and patients change their attitude towards
suffering itself. It helps develop the necessary skills to be less reactive to
what is occurring at the moment, allowing us to deal with different types
of experiences in a way that lowers our levels of suffering, while a sense of
well-being is enhanced (Germer, 2005).

Mindfulness also involves gaining greater acceptance and awareness.
Acceptance of things as they are, without immediately judging and/or reject-
ing them; acceptance of one’s self and others’ selves, which means greater
benevolence towards one’s nature, limits, feelings and thoughts (Kabat-Zinn,
2005).

It is possible to practice mindfulness with varying degrees of intensity:
from everyday practice in our habitual environment, allowing us to expe-
rience mindful moments, to the more intense and continuous one of the
monks or practitioners of meditation who live in extraordinary contexts.
Whatever the level and degree of intensity of our practice, mindfulness
allows us to reach a higher level of awareness of thought, feeling, emotion,
wishes and actions, as well as suffering itself (Kabat-Zinn, 1990).
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As mentioned before, suffering is a constant in the human condition
and the more it is approached as nonsensical and meaningless, the more
unbearable it is, for the possibility to communicate and share it becomes
lower, which slowly and inevitably leads sufferers to shut themselves away
in a desperate attempt to find possible causes and solutions. Experiencing
suffering merely as an inner private dimension shifts people away from their
possibility to be comforted and open to a relational dialogue that is based
most of all on mutual sharing and understanding (Bowlby, 1969).

Severe Patients

This is the typical inner experience of life of many severe patients who,
besides their great suffering, present a series of issues that thwart treatment
effectiveness, such as poor or absent illness insight, mood instability, wither-
ing emotional intensity, bizarre and hardly understandable behaviours (even-
tually violent towards themselves and others) and a tendency to bring rejec-
tion and to become an outcast. Furthermore, such patients often live within
family environments with predominating high levels of expressed emotions
(EE), which together with criticism and communication problems cause the
pathology to worsen or relapse (Falloon I. et al., 1985). These patients’ ascer-
tained deficits make it hard for them to use some metacognitive functions
that are necessary for their therapy to be successful, such as decentraliza-
tion, distancing, mastery and other skills (Linehan, 1993). Traditional psy-
chotherapies have proved to be scarcely effective in these cases, as shown
by the high dropout or clinical ineffectiveness levels. Even the widely vali-
dated cognitive-behavioural therapy (CBT) is not enough with patients of this
kind and adjustments in the standard protocol become necessary. The first
change to make is surely the introduction of a monitoring of the therapeutic
relationship and the therapist’s relational stance towards that particular type
of patient, as a source for learning and changing within the psychotherapy.

Creating a quiet, safe and validating therapeutic environment, in order to
make patients feel safe and trustful towards the therapist, is therefore a cru-
cial step for achieving clinical changes (Bowlby, 1988).

What we have said so far explains and motivates what, in our opinion,
the difficulties are in treating and trying to help these particular patients
return to a living path that is characterized by lower levels of suffering. In
order to achieve this, we believe mindfulness might be a helpful additional
tool that could integrate those kinds of therapies that have already been
shown to be effective.

In fact, owing to what has already been explained, not all psychotic
patients might be eligible for or able to bear mindfulness protocols in the
forms that are validly structured for other pathologies (i.e. depression, anxi-
ety and so on). It is therefore necessary to briefly overview the main features
of psychosis, in order to better understand its intrinsic nature and identify
which strategies can be used to adapt the basic principles of mindfulness in
a way that better suits the needs and characteristics of patients, in order to
achieve the best possible outcomes.
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General Characteristics of Psychosis

Psychoses and schizophrenia, in particular, are no doubt in a position of
prominence among the above-mentioned highly complex pathologies. They
are a series of severe psychiatric disorders, characterized mainly by an altered
perception of reality, up to a profound loss of contact with the surrounding
world and lack of illness insight, which in severe cases can even be total.
Through the years, there have been several attempts to identify the basic
diagnostic criteria of schizophrenia. Today, despite these attempts, various
controversial points remain. However, it is generally accepted that disor-
ders of thought form and content, loss of functional abilities and a particular
course over time are psychopathological aspects common to various forms
of psychosis.

Schizophrenia is characterized by a series of symptoms, such as halluci-
nations, delusions, disorganized thinking, affective flattening and catatonic
behaviour. Symptoms must persist for at least 6 months. Moreover, cogni-
tive functions may deteriorate over time (American Psychiatric Association,
2000).

We, however, emphasize the importance of considering the extreme vari-
ability of phenotypic manifestations of schizophrenia for diagnosis and ther-
apy purpose.

Indeed, if it is true that this disease has a negative course in the long run,
psychic deterioration should be lower at an early stage, which means higher
possibilities for intervention. On the other hand, patients with a long history
of illness should be likely to have more severe cognitive and social/functional
impairment (McGorry P.D., 1999). Moreover, as suggested earlier, the level
of illness insight can vary greatly from patient to patient and, even com-
plex delusions do not necessarily prevent communicating and sharing at
least some aspects of reality. Finally, we should not forget the great vari-
ety of clinical pictures among the forms of schizophrenia with prevailing
positive/negative symptoms or with alterations in the formal organization of
cognitive architecture, rather than in the contents of thought, which causes
extremely disorganized and confused cognitive and behavioural manifesta-
tions (Andreasen, Arndt, Alliger, Miller, & Flaum, 1995).

Today it is widely accepted that schizophrenia is a mental disorder or a
series of diseases transmitted genetically and/or caused by perinatal or pre-
natal traumas (Weinberger D.R., 1987; Roberts G.W., 1991).

For many years, the idea of schizophrenia has been affected by Kraepelin’s
approach, which found its basis on a pejorative course that would culminate
in a dementia-like picture (Kraepelin, 1919).

It was therefore seen as a disease that would basically have a chronic
course.

The dogma of a progressive devolution of the pathology has contributed
to a climate of mistrust and pessimism among both therapists and patients’
families. Such approaches have resulted in orienting therapeutic choices
towards the isolation of the subject from his/her social environment (espe-
cially before neuroleptics were used) or in the attempt of containing the
patients’ disabilities, seen as obstacles to their return to the community
and to their possibility to reach normal levels of autonomy and social
functioning.
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Later studies on the course of schizophrenia (Liddle P.F. 1999) were deter-
mining for a “crisis of the concept of chronicity and presumption of incur-
ability” (Ciompi & Müller, 1976; Huber G., 1979), both widely related to
the emphasis given by Kraepelin on deterioration in “Dementia Praecox”
(Kraepelin, 1919). The two main studies conducted by the World Health
Organization (WHO) on the epidemiology of schizophrenia revealed a wide
range of variations in the course and outcome of this disorder. The Inter-
national Pilot Study on Schizophrenia (IPSS) in particular (WHO, 1973)
documented how, in a two-year follow-up, only 37 per cent of the sam-
ple evaluated at the beginning was still in a psychotic state, the remaining
two-thirds of the sample could either still present some non-psychotic or be
totally recovered.

Furthermore, today we know how the course and outcome of an
apparently universal phenomenon such as schizophrenia is in fact widely
influenced by factors that do not depend on the intrinsic features of the
pathology. Bleuler himself would say, “. . .what is determined is only the
direction of the course and not the course itself. The outcome is not a fea-
ture of the disorder, but it depends on actual internal and external factors”
(Bleuler, 1911). In support of this, WHO data reveal a better prognosis of
schizophrenia in those developing countries with a substantially more sup-
portive family and social environment playing an important role against iso-
lation and stigma (WHO, 1973, 1979; Jablensky, 1987, 1989, 1992; Sartorius
et al., 1986).

Currently indisputable data shows that the illness course is basically influ-
enced by environmental events and that patient’s environmental modifica-
tion can lead to important effects (Bellack Mueser et al., 1997).

Traditionally, schizophrenia has been the purview of psychiatric treatment,
with antipsychotic medication as primary intervention and psychosocial
rehabilitation as secondary (Bellack & Mueser, 1993; Penn & Mueser, 1996).

Recently, the perception of the nature of psychotic syndromes and the pos-
sibility to positively influence their course has gradually yet firmly changed,
although, for the following reasons, psychotic patients are hardly considered
eligible for radical structured psychotherapy.

Difficulties in Structuring a Setting for Psychotic Patients

• The first concerns a presumption of incurability. Generated by the
concept of chronicity. Such an assumption has long represented funda-
mental scientific bias, affecting motivation to engage in serious clinical
research, aiming to identify adequate strategies: it would not be worth-
while to undertake a complex therapeutic treatment, to determine sub-
stantial changes in the patient’s way to interpret reality and deal with it, in
case of a genetically determined pathology that’s inexorably condemned
to evolve (or rather devolve) into a chronic degenerative and defective
process.

• Excessively protective attitude of mental health centres. After asy-
lums, mental health centres, in their several divisions, appeared to be a
possible solution to try and contain and possibly uncover some of the com-
plex issues underlying the structure of the schizophrenic phenomenon.
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Mental health service structures found a solid and innovative epistemo-
logical reference point in the vulnerability model, renewing their impulse
towards the care of schizophrenic patients. This shook off psychiatrists’
sense of resigned impotence towards planning a therapeutic interven-
tion programme, so common in the last decades. Mental health service
would thus try its best to protect patients from the risk of a crisis caused
by exposure to a stress they could not cope with, as this would appear
coherent with its reference model; in other words mental health service
and its staff would act as a defensive barrier, preserving patients from
suffering and offering them adequate medical and social support. Yet,
the concrete risk of following the theoretical vulnerability model liter-
ally is to create a sort of “protective belt” around vulnerability, rather
than patients, paradoxically fostering the “chronicization of vulnerabil-
ity” itself. Indeed, interventions through standardized and predetermined
programmes, aiming mainly at the remission of symptoms and “normaliz-
ing” of behaviours, show psychiatrists as “gardeners of madness,” whose
task is “pruning” anything that appears pointless and potentially dan-
gerous (smothering) for a “better” growth of the individual (Lazslo &
Stanghellini, 1993). Although in a particular historical moment such an
attitude might no doubt have been useful, following the latest scientific
achievements in the psychological and pharmacological field (not least
the advent of atypical antipsychotics), it does not seem to meet the needs
of those who rather believe in the possibility to apply, with schizophrenic
patients as well, the general principles underlying psychopharmaco-
logical and psychotherapeutic treatments used for other psychiatric
pathologies.

• Difficulties in establishing good relational attunement and build-
ing a solid therapeutic alliance. Schizophrenic patients very often
appear scarcely willing to be helped, having a suspicious and distrustful
attitude, even displaying outright hostility to the therapist. Furthermore,
while attempting to structure a stable setting for therapy there may often
be a lack of attunement between the therapist and the patient’s needs,
with no apparent possibility for reasonable mediation. At times therapists
and patients seem to be engaged in a rational struggle in which therapists
try to encourage patients’ critical sense in order to increase their sense of
reality, while they are intent on defending at any cost their ideas and own
interpretation of events and surrounding reality. This often causes a gap
between therapist and patient.

More issues compromising the therapeutic alliance are:
Lack of clarity on the goals to be achieved. Through the years, dif-

ferent types and models of therapeutic intervention with schizophrenic
subjects have been developed, aiming mainly at a remission of the symp-
toms and at a better management of the patient’s dysfunctional behaviours
(Burti, 1993; Hogarty, 1998). Such interventions are part of the so-called
biopsychosocial approach (Penn & Mueser, 1996) and range from a
hospital treatment model for crisis management, to the so-called psychoso-
cial rehabilitation, mainly implemented within community-based struc-
tures. In our opinion, such models have not always considered the sub-
jects’ subjective perception of well-being as the main purpose of ther-
apy, nor as one of the outcome indicators that usually trace the specific
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purposes of a psychotherapy treatment (psychological independence, tol-
erance to frustration, mental flexibility, etc.) (Paltrinieri & De Girolamo,
1996).

Moreover, as long as therapists consider patients’ main psy-
chopathological symptoms (delusions, hallucinations and bizarre
behaviours), as nonsensical. Hard to investigate and therefore
hindrances to therapy, they will inevitably convey to patients, intention-
ally or not, the idea that they will not actually improve until they come
around to the fact that delusions and hallucinations are the core issues of
their disease. Patients are indeed likely to make a stand against this, further
complicating the formation of a therapeutic alliance.

Another aspect to take into account when trying to understand the
reasons for the difficulties in starting psychotherapy with schizophrenic
patients is the

• little attention given to patients’ personal history and dysfunc-
tional assumptions underlying their cognitive structure, which
might contribute, whether uncovered and investigated, to achieve a better
understanding of patients.

Examples of dysfunctional assumptions may be: constantly being in dan-
ger; being a bad person; not deserving esteem and love; having committed
some sins; being condemned to social isolation or eternal damnation; not
being capable; risking to lose control of their own actions; having to be
the best, never making mistakes; having to pursue perfection at all costs;
associating making mistakes with total failure and so on.

Patients seldom spontaneously express such assumptions, on the con-
trary, the fact that delusions and hallucinations drink in all their energies
(as well as those of therapists) may hold them back from achiev-
ing greater awareness of their origin and relationship with the causes
of their problems. Indeed, these patients have severe communication
issues, owing both to their disorganized structure of verbalization and
the presence of thought contents that are apparently meaningless or
have a complex and obscure meaning that is hardly understandable for
therapists.

Last but not least,
• the general feeling of non-acceptance and foreignness to

schizophrenic people’s way of being, which concurred in creating
a social stigma affecting and holding back clinical research, and has been
playing a definitely negative role in the attempt to engage in a psychother-
apeutic process with these patients.

Although in the past this state of things has actually been impeding the
care of schizophrenic patients, we now believe that a possible alternative
may be in the reminding of psychiatrists about their existential responsibility
for taking care of others, not just curing them.

Taking care in the sense of attending to someone, avoidance of forcing
them to adapt to an everyday pace that does not belong to them or prevent
them from planning their own existential development path. As Bruno Cal-
lieri said, such responsibility consists in “feeling the inward duty to recover
a dimension of otherness to the alienus. . ., not quieting our conscience
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like the Pharisee in front of the troublesome and demanding dimension
of an intersubjective relationship.”

In this view, acceptance, compassion and a non-judgmental mindful atti-
tude are inescapable not only in handling disturbing thoughts and emo-
tions, but first of all in dealing with such severe patients, who owing to
their unfathomable manifestations are also likely to have received through-
out their existence continuous signs of non-acceptance, rejection and deser-
tion, which fed further on their constitutively strong sense of non-belonging.
A compassionate attitude will increase therapists’ awareness of the impor-
tance of the suspension of judgment (epoché), strengthening their wish to
cultivate listening instead; not as a skill to learn, but rather as a dimension
of intersubjective responsibility (Callieri, 1984a) where the other-from-self
can be understood. Listening to who is asking for help paves the way to
understanding their message, which is rich in contents, plans and intercon-
nected truths that, though often tangled, do reveal another way to “be-in-the-
world”; saying it Mundt’s way a disturbed wilfulness, revealing great difficulty
in developing the self, the object world and processes of social reciprocity
(Mundt, 1985).

When analyzing the key components of a relationship from this point of
view, particular notice should be given to the state of mind and attitude
of a therapist the moment he/she meets a mentally ill person, particularly
a schizophrenic, as the moment of the encounter has extraordinary human,
clinical and therapeutic implications.

Running into certain psychotic manifestations for the first time can no
doubt give a feeling of foreignness, as they are alien to the usual categories
for relating to others and the world. The symbolic meaning of delusions,
certain absurd behaviours, the intrusion of the far-fetched, the reporting
of sensory experiences that are actually hallucinations, the contact with an
apparently far away inner world are dismaying experiences for psychiatrists,
who instinctively take an objectifying attitude, characterized by an aseptic
neutrality, justified by their necessity to observe and explain (Callieri, 1985,
1993a, 1984b). Enduring such an attitude would prevent the development of
a genuine dialogue and affect the therapist’s possibility to see the one in front
of him/her as an alter, rather than an alienus; another who is constitutionally
similar to us, with whom a process can begin, leading to being together like
fellow-men (socii), rather than one in front of the other, which is a typical
stance for studying or observing.

Let us think of Weltuntergangserlebnis: the extraordinary and upsetting
schizophrenic experience of the end of the world, admirably described by
Bruno Callieri, where an attempt to establish an order through epitomiza-
tions will end up in an ego-world relationship melting away and total loss of
contact with logic, as well as any other element commonly characterized by
a continuity value. In a kaleidoscopic series of images, the patient will prove
to be radically out of any structures of meaning the therapist might ever share
(Callieri, 1993b).

In front of such an experience, the only alternative to reifying and tak-
ing cognizance of alienity is asserting that person’s presence. Being with the
other (mitsein) can convey the sense of sharing of an experience that may
not be understood in its components and symbols, yet is happening in that
particular moment that can therefore be shared (hic et nunc), as long as such
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experience is not considered as a private dimension. This would allow recog-
nition of the other person’s suffering in the same existential matrix as one’s
own. Being there can thus be a sign of shared Humanitas but also a thera-
peutic element: the presence of the other, a fellow-person, can help bridge
that broken ego-world relationship and allow the conveyance of structures
of meaning to be connected to symbols and contents that would otherwise
be incomprehensible. In this way Lebenswelt (lifesworld) is given back the
existence of an individual put away by the social world (Mitwelt), offering
his/her willingness, which until then was “frozen” owing to psychotic rigid-
ity, the possibility to unfold and tend to the object (protensio) again.

Cognitive-Behavioural Therapy as an Adjunct
to Standard Care

The use of CBT as an adjunct treatment for psychotic patients seems to have
provided, in recent years, the necessary tools for shifting what we described
in theory in the previous paragraph to a clinical framework. Indeed, CBT for
psychotic patients seems to have seized and overcome some of the issues that
had been thwarting attempts to structure therapy interventions that could
give adequate consideration both to the characteristics of this kind of patient
and to the need for types of interventions that could be standardized and,
therefore, reproduced.

CBT (opportunely revisited and adapted to these patients’ specific needs)
starts from a fundamental premise: all kinds of patients, regardless of pre-
sented symptoms, can to some extent improve their subjective perception
of well-being and, as a consequence, the quality of their lives (Perris and
Skagerlind, 1994). This can only be possible if the achievement of a strong
and solid therapeutic alliance is identified as a core factor to therapy success
and is therefore set as a high-priority goal. Taking advantage of their role,
therapists can try to get to represent a “safe base” for patients, structuring an
acceptance-oriented relationship (Bowlby J., 1988). Only afterward will ther-
apists try to develop, along with patients, a programme for achieving specific
shared goals.

Collaborative empiricism, as well as giving importance to patients as think-
ing beings who are able to express sensical and meaningful ideas, are the
ingredients that make it possible to access a wide range of both cognitive
and behavioural techniques, allowing therapist-patient pairs to reduce cur-
rent symptoms or at least prevent them from thwarting an acceptable and
satisfying standard of living.

Let us outline two different CBT based approaches to this matter:

a) The first one is based on the idea of discontinuity between normal and
abnormal functions and involves an important psychoeducational com-
ponent. Its main purposes are: strengthening coping strategies, distanc-
ing from and correcting psychotic symptoms, training in a wide variety
of social skills and psychosocial rehabilitation techniques (Tarrier et al.,
1990).

b) The most normalizing one is based on the idea of continuity between
normal and abnormal functions and sees psychotic symptoms as the
extreme end of an experiential continuum (both delusions and hallu-
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cinations). It aims at doing the greater job “within delusions,” in order
to seize the existential issues in them, the personal meaning underlying
delusional ideas and hallucinations and re-enact the history of patients’
development to help them go back to their living path (Kingdon and
Turkington, 1994).

Recently, there has been substantial evidence for the effectiveness of CBT
for psychosis. Since the end of the 90 s, several randomized controlled trials
have been conducted (Kingdon & Turkington, 2005). Some data from these
findings are summarized below:

The London-East Anglia group published positive findings (Kuipers et al.,
1997). They showed benefits for CBT over usual treatment in the treatment
of people with stable psychotic symptoms. Tarrier et al. (1998) in a well-
designed methodologically robust study tested CBT against supportive coun-
selling and routine care. Their results showed that both CBT and supportive
counselling (SC) were significantly better than standard treatment as at 3
months. CBT had a significant effect on positive symptoms whereas SC did
not. Significantly more people who received CBT showed an improvement
of greater than fifty per cent in positive symptoms. Relapse rate and time
spent in hospital were significantly worse for the treatment as the standard
group. However, it was found, after one year, that the results from this brief,
intensive therapy of this study were not significantly different from support-
ive therapy after discontinuation of therapy. In Italy, Pinto et al. (1999) car-
ried out a randomized study of CBT in people who were beginning treatment
with Clozapine. The CBT group showed a significant effect in terms of overall
symptoms. Sensky et al. (2000) compared nine months of CBT with befriend-
ing (designed to be a control for “non-specific” therapy factors including time
spent with subjects) in an RCT. At the end of therapy, both groups had made
substantial improvements in depressive, positive and negative symptoms. In
the CBT group, further gains were made in the subsequent nine months,
whilst the befriending group scores began to return to their previous levels.
Durham et al. (2003) have found positive but modest results using a group
of CBT trained therapists who had limited training and supervision in CBT
for psychosis. Gumley, O’Grady, and McNay (2003) have also shown positive
benefits on relapse.

In summary (we refer the reader to specialized literature on this sub-
ject), many studies have shown therapeutic effectiveness resulting from
an integrated pharmacological and psychotherapeutic treatment on out-
come and relapse prevention of psychotic symptoms. Meta-analyses (Zim-
mermann et al., 2005) and more than twenty randomized controlled trials
confirmed the effectiveness of CBT in reducing persistent positive symptoms
in schizophrenia (Turkington, Kingdon, & Weiden, 2006).

Creating a Mindful Atmosphere to Overcome the “Loss
of Intersubjectivity”

One of the first things to take into account is that this particular type of
patients lacks an intersubjective dimension, that is the event of encounter
and communication (Binswanger,1928). This is considered to be one of the
main obstacles to understanding and taking care of these people: corollary
of such structural limit is the issue of therapeutic alliance, for example, the
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difficulty in establishing a stable therapeutic relationship, which is necessary
for any structured programme to be started.

This issue has long been considered as one of the main hindrances to the
cure of these patients.

On the contrary, we believe that the therapeutic alliance should be consid-
ered as a high-priority goal to be achieved with specific tailored strategies,
rather than as a requirement for treatment; an initial lack of compliance,
which may often be a characteristic of the pathology itself, cannot therefore
be a sufficient reason not to try adequate strategies.

A Therapist’s Role

Thus, therapists have a key role, as they themselves are required to become
tools for therapy. Indeed, as mentioned before, a mindful and compassionate
attitude towards the patient can indirectly contribute to convey the essence
of a mindfulness-based approach from the very beginning of a treatment,
before explicitly goal-oriented psychoeducational phases can begin.

From the first crucial phases of the encounter, therapists must help their
patients to perceive how they can be and look at their being without judging
or criticizing it; without classifying or measuring it, or worrying whether
others’ approval of them depends on how many right or wrong things they
do; without having to ask themselves if they can get to be loved, accepted
only if they behave correctly, only in so far as they meet the expectations of
others.

Therapists will try to create a setting allowing much time for patients to
introduce themselves, tell about their stories of fears, wishes, feelings and
irrational thoughts, which are leitmotifs of an existence interrupted in its
evolution by the outbreak of an illness, yet whose framework is perhaps held
together by those core contents that are indecipherable to most people, but
represent patients’ only bridge between a shareable reality and what appears
to be total chaos.

In order to actualize a relational atmosphere that is grounded on this sort
of philosophy of acceptance of the other, it will be appropriate to allow
very flexible time limits to the patient. It will be up to the therapist to show
patients attention, care and therefore importance, besides giving proper
credit to their existential value, starting from adapting to and respecting their
timing and modalities (let us not forget their difficulties with communication
and abstract thinking).

Indeed, more than any other type of patients, psychotic people come from
a history of alienation, sense of not belonging and marginalization from the
rest of humanity, as a reaction to the contents of their thoughts and related
behaviours. Furthermore, as their behaviours would be considered as non-
sensical, their whole existence would end up being devalued.

This would be enough to determine, or at least affect those typical atti-
tudes in the schizophrenic experience, such as shutting oneself away and
withdrawing from the world.

If instead patients experience feeling safe within the atmosphere of a
neighbourly, non-judgmental therapy setting and are helped by the thera-
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pist hold the same attitude towards themselves, their permanent state of
alarm, triggering delusions and hallucinations, is likely to have no more rea-
son to exist.

Indeed, decentred awareness of automatic thoughts of self-reproach and
self-criticism contributes to loosen patients’ defensive stance deriving from
ascribing to others’ thoughts their own negative self-beliefs. Such a metacog-
nitive deficit can easily generate delusional ideas of reference, as well as a
sense of danger and threat. Criticism can be so destructuring and destructive
for the subject that it may come to be perceived as a genuine threat to his/her
physical integrity (Mills, 2001) and hetero-aggressive acting out would not
then be an unlikely possibility.

On the other hand, establishing a climate of acceptance and abstention
from judgment in a therapy setting will allow patients to experience a
new way to relate with others, finally being able to exchange their views
with someone who is not focused on making them change their minds and
showing them how weird and abnormal their way of thinking is. They will
find someone who is interested in their ideas, feelings, ways of living and
thoughts about themselves; someone who will even be interested in talking
about personal and private aspects such as their body (their physical sensa-
tions, their way of breathing, etc.) or their life-plan with its values, purposes
and goals.

This attitude, grounded on compassion and understanding, is one of the
necessary requirements for patients to find, later on, interest and motivation
in putting their ruminations aside for a while, in order to focus their attention
on relating to someone else, starting from the therapist, who will show them
(rather than teach them) how to deal with themselves and their actions in a
different way from what they are used to (Allen & Knight, 2005).

The “loss of intersubjectivity” is often fed by the fear of others, who
will judge and rate them. On the contrary, a more compassionate attitude
towards themselves is likely to affect their state of mind towards people
around them, experienced as threatening and dangerous until then. Greater
openness towards others, meaning less distrust and greater concern about
their needs and difficulties, starts a virtuous circle leading patients to also
receive positive feedback (Allen & Knight, 2005). Their sense of personal
worth and mastery can increase as they begin to develop decentring skills
and attention to others, since in this way they can experience being able
to feel compassion for someone who is other-from-self, as well as feeling
attending and caring, therefore able to take an interest in and worry about
someone else.

In this kind of setting, the gap between patients and people around them
should narrow, making it easier to create an existential bridge between them,
as people who encounter one another to share an experience, who do not,
at the time, construct hypotheses or evaluate actions and behaviours. An
“encounter” is a clear example of a shared experience, representing both
the starting point and the goal of this first phase of therapy. The encoun-
tered is an alter not an alienus; an alter with whom harmony and syn-
chrony of intents is possible, an alter who breathes and walks with us so
we can recognize him/her as similar and trust him/her, instead of being
afraid. In other words, patients are helped broaden their sense of sharing and
belonging.
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If this emotional state is reached, it will allow us to proceed with less diffi-
culties and “resistance” towards a phase that involves more actively address-
ing sensory experiences and ideative ruminations in a “defused” way, up
to the use of cognitive restructuring techniques and/or learning new social
and behavioural skills through the integration of other structured treatment
approaches, CBT firstly.

Accepting Patients’ Ideas

One of the goals of a mindfulness-based therapy is having patients see how
their suffering and discomfort do not come from the symptoms themselves,
but from how they react to them and what they decide to do (or not) in
order to try and overcome or suppress them.

Patients should for instance be explained that thoughts are just thoughts
and voices are just voices, therefore they don’t have any power to harm
(Pankey & Hayes, 2003). Similarly to the already validated mindfulness pro-
grammes for depression (Segal et al., 2002), patients are expected to slowly
manage, through practice, to defuse from ruminations and unpleasant feel-
ings, stop automatically making negative assumptions about themselves and
their own discomfort, as well as having reactive behaviours which, in turn,
increase their discomfort or end up being its main cause.

On the contrary, we believe that in the first phases of therapy, thera-
pists cannot and should not try to get across the message that (delusional)
thoughts are only thoughts, and what makes them suffer is just how they
react to them, for such a message might be misunderstood by these patients.
They indeed do not always have those cognitive and metacognitive skills
that allow understanding of what is being explained to them, experiencing
it in a defused way. Any patients adhering to the content of a delusional idea
and initially showing no insight are likely to find it illogical and nonsensical
to consider that thoughts are not troublesome. In our opinion, this would
undermine the therapeutic alliance, so fragile at first, since the theoretical
stance of the therapist would appear to be the same as that of the rest of the
world, which seems to say “your ideas do not deserve to be considered, as
they are just nonsense.”

We indeed know that psychotic patients can be totally absorbed in their
world, both from a sensory and ideative point of view, structuring and per-
forming their own way to interpret reality, come into contact with other peo-
ple, their own categories of meaning and their ideas about self-evaluation.

It is important to take adequate precautions to ward off the risk that
patients doubt that the therapist’s attempt to help them distance themselves
from behaviours and ways of thinking that cause them to suffer is in fact a
polite way to invalidate their core mental constructions (i.e. “it is not me
who is an inept, they want me to make mistakes”).

One of my first patients suffered from paranoid psychosis, having strong
feelings of persecution; when I tried to use “standard” mindfulness proce-
dures with him, after a few sessions he would say: “There is something
wrong with this place, doctor . . . I don’t feel safe . . . they must have man-
aged to locate me . . . they are powerful . . . I think they’re influencing you
too” . . . I realized that he was going into a state of alarm that was not appar-
ently justified by what we were actually doing, but in fact I had been going
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too fast. My patient was not ready to start relating to someone in a way that
was not known to him. He would not trust that someone might want to help
him, but most of all he would not trust himself. My attitude, so finely focused
on finding out what was underneath his delusion, would only reinforce his
already strong sense of inefficiency and his low self-esteem, layered during
the long years of a tormented existence, along with its emotional and rela-
tional failures.

We must take into account that these patients are structured in a way
that necessarily leads them to continuously deal with concepts (automatic
thoughts and cognitive schemas), which are represented (also as metaphors)
within delusions and which they are closely tied to. Thus, we should extend,
at least at the beginning, our attitude of acceptance and acquisition of aware-
ness without judgment to the contents of the psychotic experience itself,
showing patients that we believe they are worth listening to, being believed
and taken seriously for what they think and believe to be correct, as we
would do with any other human being.

If for instance we assume (or notice) that the voices patients hear or
their delusional thinking represent ideas of low self-esteem or personal value
(i.e. insulting voices), we will try to highlight these aspects and prepare
patients to change their attitudes, developing greater tolerance and compas-
sion towards themselves. In this case, as shown by CBT, attention will not
be focused on symptoms like voices or delusional ideas, but rather on what
they represent. Learning to have a more compassionate attitude means help-
ing patients develop greater tolerance towards those aspects of themselves
they consider as negative and responsible for their own condition of life.
Even people with such characteristics can learn to love themselves more just
the way they are and, once they do, they will experience a more peaceful
and quiet, less stressful inner condition.

In order to prevent relational deadlocks during therapy, especially when
it is still to be consolidated, it is appropriate to pay maximum atten-
tion to patients’ history, having them perceive our willingness to try and
understand together what happened or what is happening with them,
placing their (psychotic) experience within their walk of life, whose key
stages should also be re-enacted together, if possible, assuming that they
would lead to some useful elements for a better understanding of present
issues.

This will of course be done in an atmosphere of compassion, empathy
and sincere interest for patients’ feelings and the suffering caused by their
situation.

The analysis of delusional contents, performed with the patient, may allow
the therapist to identify problematic areas showing the existence of specific
dysfunctional assumptions patients have made about themselves, others and
the world (Beck, 1970).

Therapists can help patients focus their attention on themselves in order
to find the significant past life events in which certain ideas emerged for
the first time, as well as other events contributing to maintain and reinforce
those ideas (Beck, 1976).

It will be therefore crucial to begin such exploration starting from the
subject’s early childhood, studying: (a) the attachment style within the early
relationship with parents (“parenting”); (b) the creation of “internal working
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models” (Liotti, 1995); (c) the presence of deficits in several metacognitive
activities (Guidano & Liotti, 1983).

The themes to be explored will perhaps not yet be totally clear to
patients: what they think about themselves, of their personal worth, their
ability to be loved and accepted, their difficulties in interpersonal relations;
of others’ behaviour towards them and of others and their behaviours in
general.

It will also be important to get more information on patients’ opinion on
their own disorder, (making sure to focus on “problems” rather than symp-
toms), their reaction towards it and their symptoms.

Discussing these matters may cause specific dysfunctional assumptions to
emerge and, if identified, they would no doubt help decode and better under-
stand the content of certain delusions and hallucinations, besides explain-
ing the reason for the patient’s apparently inexplicable behaviours (Fowler,
Garety, & Kuipers, 1995; Bedrosian & Beck, 1980).

Furthermore, since clients’ negative experiences and convictions about
themselves often produce issues of stigma and consequences for personal
and social adjustment, such as isolation and lack of social skills, thera-
pists encourage them to identify their negative schemas and more effective
assumptions and behaviours will be gradually discussed and introduced later
on (Perris, 1989).

This work of exploration and understanding can be done harmoniously
integrating mindfulness within a cognitive-behavioural approach. Coherently
with the extensively validated CBT procedures for psychosis, initial work
shall be done (at least with some patients) exclusively’ “within delusions,”
while any cognitive defusing techniques shall be put aside. Whereas it will
be possible to give attention to what comes after delusional ideas, that is,
their emotional and behavioural consequences on patients.

Another possible step is highlighting the subtle, yet fundamental dif-
ference between ruminations (which cannot lead to solving a problem
and are therefore a source for ongoing and self-feeding stress and anxi-
ety) and a problem-solving oriented thinking, providing that patients are
shown attention and interest in the ideas and issues that cause them suf-
fering, as well as in their private truths (Lorenzini & Sassaroli, 1992), mak-
ing sure to never make them feel judged or ridiculed. They shall also
be shown a willingness to accept and share the troublesome situations
they find themselves in (no matter how plausible they are), trying to find
together a sense that can be reconnected to significant moments of their
evolution.

Here is an example of what can be said to patients:

I understand that the things you told me about represent a problem for you.
Though if at the moment there does not seem to be a way to solve them,
although having tried to find one, it is pointless to ceaselessly think about
them, or you would feel even more worried, distressed and anxious. It would
be more useful to learn how to distract yourself, letting all those troublesome
thoughts go. Then, when you feel ready and want to, we can go back to
them. I know it is not easy, if I had the same problem myself I would as well
think about it all the time but, in all fairness, I know it would be useless.
Mindfulness can be of help here.
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A delusion can contain a patient’s whole life and all its issues, thus, delu-
sional thinking might be the patients’ only way to find explanations about
how the world works, while at the same time preventing the deepest cores
of their identity to collapse into fragments. It is therefore crucial not to run
the risk of leaving them destitute of the importance of what they believe
in, until they have developed some new interpretation key (Lorenzini & Sas-
saroli, 1998).

A non-judgmental, mindful attitude shall be shown towards patients’ states
of mind and actions, which will nurture their self-esteem and sense of per-
sonal worth.

Patients can be very tense and anxious owing to the great discomfort origi-
nated by their delusional ideas and, since stressful situations may in turn trig-
ger relapses or reinforce symptoms (Morrison, 1998), they will be helped not
by being overwhelmed by ruminations and problems that cannot be solved
straight away, but by taking advantage of the practice of keeping anxiety at
a minimum and of an increased ability to accept and tolerate it for what it is
(Williams, 2002).

We believe that, at this stage, patients will be more willing to temporarily
set certain thoughts aside, becoming more aware that if they are not over-
whelmed by them but allow them smaller space and time during the day,
their suffering can be reduced.

In this way we address the following purposes:

• narrowing the existential gap between patients and the rest of humanity,
caused by feeling alone, not being understood and/or being negatively
judged for their way of thinking

• sharing their “private truths,” creating an opportunity to work together
on them

• nurturing their hope for an actual solution of the problem they have been
long been going through

• increasing their willingness to accept the idea of cognitive defusion, as
it does not require them to give up any of those parts of themselves and
their history that lay beyond delusions and represent the centrepiece of
their existence itself.

Proposing a Change

As soon as a therapeutic relationship is well-established and a patient can
feel the closeness of his/her therapist, as well as his/her sincere willingness
to help, he/she can be guided to the possibility to detach from disturbing
thoughts and emotional states.

As we mentioned in the previous paragraph, patients are not required
to be more or less aware of being ill. In fact, from a therapy viewpoint, it
can be seen as a success, or at least a good outcome if they just accept to
freely talk about their delusional ideas and hallucinations without hesitating
or being afraid. Indeed, patients are often afraid to lay themselves bare; they
may in fact worry about being negatively judged because of their “strange”
thoughts or the unusual sensory phenomena they experience. They can also
feel ashamed or embarrassed about being eventually called crazy. Their lives
have taught them that their thoughts can make others become distrustful
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and hostile, insomuch that they can be threatened and verbally or even phys-
ically assaulted. In fact, forced hospitalizations have often occurred as a con-
sequence of patients’ behaving coherently with their view of the world or
of their attempt to find confirmation of or share the existence of the voices.
Their weird and bizarre, sometimes restless behaviours indeed scare and puz-
zle people around them, who in turn feel threatened.

Thus, the first step with these patients is get to persuade them that they
can freely talk to us, since we will consider their thoughts equally valid
as those of any other person. Perris has already talked about conveying to
patients and their families the importance of an approach based on learning
how “to substitute symptoms to treat with problem to solve” (Perris, 1989).

The normalizing approach of CBT for psychosis represents the conceptual
basis to start from: delusional beliefs and hallucinations differ only quanti-
tatively from processes that are common among all individuals (Kingdon &
Turkington, 1991, 2005). Hence, delusional thoughts can trigger emotional
and behavioural responses, just like any other kind of thoughts, becoming in
turn an actual source of discomfort.

It is though commonly acknowledged that many problems cannot be
solved immediately, nor in the desired way, yet it is possible to find ade-
quate strategies to keep stress derived from a persisting unresolved issue at
a minimum.

There is no doubt that delusions and hallucinations, as well as their emo-
tional and behavioural consequences, represent the biggest issues for psy-
chotic patients, who, with time, developed their own personal ways to react
to or avoid them. Indeed, both pharmacological and psychosocial interven-
tions in general have often been programmed in an attempt to extinguish,
or at least dramatically reduce symptoms but, paradoxically, in certain cases
symptoms ended up being exacerbated (Morrison, 1994; Morrison, Haddock,
& Tarrier, 1995) and in others, little or no result was reached, while, on the
other hand, new maladaptive behaviours and unpleasant sensations arose.
Thus, it would be very useful if patients could learn how to deal with such
material in a new way, if it were suggested to them that, very often, the most
stressful and disturbing consequences they experience are not triggered by
symptoms, but rather by their response to them.

A typical example is the so feared and fought hospitalization, which on
most occasions is not executed due to a relapse, but because of the way
patients behave as a reaction to the voices (bothering others, hurting them-
selves/others and so on) (Rogers, Anthony, Toole, & Brown, 1991).

For this reason, it shall be explained to patients that the core of their issue
is not a symptom but the way they choose to respond to it: voices or thoughts
do not have the power to autonomously operate on reality, so they cannot
harm them, nor anyone else.

We ask patients to perform an accurate description of their symptoms, feel-
ings and sensations in general, paying attention to any subsequent reactions.
They will surely notice how some of their behaviours respond to certain phe-
nomena and aim at exercising some sort of control over them. Drug, alcohol
or medication abuse, for instance, reflect their need to lower the high levels
of tension and anxiety that are triggered by troublesome situations, while
obeying the voices may make patients feel safe from eventual frightful con-
sequences (Birchwood & Chadwick, 1997).
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In other words, patients can gradually gain greater awareness of their own
responses to the voices or to stressful thoughts, yet they will be invited not
to oppose, but rather just notice them, as they will flow away themselves,
gradually becoming less intense and eventually disappearing, just like any
other feeling. It would indeed be impossible to hold feelings back, even if we
wanted to, yet patients might have never had the chance to experience this.

Mindfulness needs to be explained to patients, what it is for and how it can
represent a new possibility for them to deal with stressful experiences. The
practice of mindfulness can help them to not be overwhelmed by the images,
unusual thoughts and unpleasant feelings they continuously run into. There
is in fact no way to prevent anything from getting into our minds, so the
real challenge is to learn not to try and hold feelings back (they are doomed
to pass away) but relate to them in a different way: attentively addressing
feelings and sensations, even the unpleasant ones, being curious about them
instead of fighting against or avoiding them or trying to make them disappear
(Chadwick, 2006). Encouraging patients to carefully and curiously observe
their feelings and sensations will lead them to see how they continuously
change; indeed, as an example, voices will seldom be found to persist for a
consistent length of time.

After mindfulness has been explained, patients shall be invited to spend
some time focusing on their breath and body, with no lessons, but just being
guided towards an increase of their level of awareness. Then, their attention
shall be gently brought to whatever comes up, not opposing any kind of
sensation, be it pleasant or not. We shall remind them that as they address
sensations or anything else that may come up, simply noticing them without
judging, their stress decreases. Practically, patients are able to awarely accept
the experience of hallucination for what it is, without adhering to its con-
tent but instead keeping sufficiently detached from it; bearing in mind their
project of life and plans and stay focused on their sources of well-being and
satisfaction, and they will gradually realize that they can achieve their life
goals, regardless of their unusual sensory experiences.

We highlight the importance of staying anchored to their values and core
life purposes, as this can be an effective tool not to be entangled in rumi-
nations or chain reactions. Patients who bear in mind what is important
to them (interpersonal relations, achieving and maintaining some degree of
autonomy, economical independence and so on) feel more motivated to keep
focused on the behaviours that are useful for achieving their goals, rather
than letting their choices and behaviours follow the urge of delusional beliefs
(Pankey & Hayes, 2003). Hence, any patients not having clear ideas on this
matter must be helped identify possible goals to be achieved.

We emphasize once again the importance of integrating goal-oriented CBT
programmes, as patients’ lives can often be unsatisfactory because of their
difficulties in achieving goals (Kendall, 1984).

Training in problem solving can be of great help for patients to give up
adopting avoidance strategies with any issues they consider to be unsolvable.
They will in fact experience the necessary skills to do what people normally
do, as soon as they learn how to better tolerate initial feelings of anxiety and
discomfort, being then able to use adequate strategies to tackle one obstacle
at a time. This will nurture their self-esteem and sense of personal worth,
further motivating them to continue therapy. In this view, even simple social
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skills training, opportunely revised, can be a valid tool (Bellack, Mueser,
Gingerich, & Agresta, 1997).

Moreover, in theory, an increased sense of personal worth and mastery
may in turn determine an increase in self-esteem and, therefore, reduce
patients’ sense of isolation and non-belonging, which is also fed by the lack
of sharing of even the most common aspects of everyday life.

In order to achieve this goal, patients can be trained to first identify and
then give up those strategies that merely aim at controlling their emotional
states and, subsequently, recognize and accept any thoughts and troublesome
feelings, simply by becoming aware of them in a decentred way, not having
to strive to suppress them. This will help patients to notice how having been
long focused on symptoms had interfered with their life projects (Hayes,
Kirk, & Wilson, 1999).

Patients are though not only absorbed in their own unpleasant feelings but
also chastise themselves for feeling something they should not be feeling.
Non-acceptance is the cause for an exponential increase of suffering, which
in turn is fed by patients’ conviction that symptoms have some obscure
power and therefore have to be suppressed at any cost. This triggers an inner
struggling, fostering isolation and loss of common sense, which leads to a
spiral of increasing separation from reality, becoming the theme of patients’
unshareable malaise.

A therapy that involves offering patients the described relational experi-
ence is a means for promoting the idea that self-acceptance is the missing
ring in their search for sense and meaning. There may though be hindrances
to accepting unpleasant feelings and unusual sensory experiences; patients
might indeed find it hard to “let everything go” (that is stop giving seri-
ous consideration to the content of “thoughts” and “voices”), as they might
expect negative consequences from giving up their fight, or, they may be
so used to staying anchored to such perceptions that they are afraid to lose
some fundamental element of their life (Chadwick, 2006).

Therapists will have to discuss with patients the fact that acceptance does
not mean avoidance of an issue or passive resignation about what they iden-
tify as a cause for their suffering. On the contrary, they will be encouraged to
stick to reality for what it is. Accepting everything that happens within their
sensory range means “this is my experience and my reality, now” and this
inescapable fact can be a good basis for developing non-judgmental thinking.
Self-acceptance is, indeed, obviously thwarted by our negative self-beliefs.
Mindfulness can also help increase awareness of our own reactive judgments,
which, just as emotional responses, can be addressed as understandable and
transitory: they can be seen as a part of the self that comes and goes but is
actually not the self.

Thus, having “bad thoughts” does not mean being a bad person, but
just that “in this particular moment, for some reason, I am having these
thoughts” and they will pass away and will be replaced by others. They do
not determine my way of being or my actions, but I can turn away from them
if I want.

The fact is that some patients find it very difficult to maintain a mindful
attitude towards psychotic experiences.

What can we do with them?
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Chadwick suggests that they should be reminded that everything they feel
or sense is doomed to pass away; at the same time their decentred awareness
of any feeling, sensation or reaction should be validated and, moreover, they
should be encouraged to keep connected to their body and to breathing in
particular (Chadwick, 2006).

Yet, it will still be likely that patients feel they have failed once again
and that their inadequacy makes it impossible for them to follow the
programme. This may in turn feed their tendency to ceaselessly make nega-
tive self-judgments. Therefore, great emphasis must be given on the fact that
trying to achieve a condition of acceptance of unpleasant feelings, as well as
subsequent physical sensations, is in fact a process to follow, rather than a
goal to achieve.

Patients will slowly and gradually be guided along the path to awareness
and their constancy and perseverance will continuously be encouraged in
order not to let them feel discouraged. Any difficulties, i.e. being distracted
by intrusive thoughts or voices will be normalized and shared.

We might as well invite patients to deliberately expose themselves to
their bizarre thoughts or disturbing sensory experiences, obviously trying
not to transform, control or understand them, but just awarely noticing
them.

Later on, it will also be possible to help patients release the literal content
of thoughts, through a process of cognitive defusion (Luoma & Hayes, 2003).
They will be once again reminded that thoughts do not have any power to
directly transform reality or determine our behaviours.

Thoughts are in fact just thoughts. The essence of defusing techniques
is getting accustomed to seeing thoughts and feelings for what they are
(just experiences), rather than what they seem to mean (structured realities)
(Bach & Hayes, 2002).

A Sense of Bodily Fragmentation

Another common issue among these patients is their sense of fragmentation
and destructuration, mainly located in their body in the form of an altered
coenaesthesia. An altered perception of the body scheme has been reported
in highly stressful interpersonal contexts, such as families with high levels of
expressed emotion where communication is extremely disturbed and con-
fused, characterized by high hostility and criticism that are conveyed through
improper use of verbal language tones and contents. This causes patients to
constantly feel in danger or even physically threatened and, in psychological
and/or physical trauma patients, such clinical manifestations take the struc-
ture and defensive meaning of dissociative states. (Falloon, 1988; Kuipers &
Bebbington, 1988).

Furthermore, these patients’ cognitive deficits often prejudice their ability
to quickly and properly decode words (McKenna & Oh, 2005), so their only
way to find a meaning in what happens around them is by holding on to
what comes from their body sensations and emotional states: feeling scared
or terrorized, besides having intense physical sensations they cannot account
for and which, in turn, become causes of further fear and concern. In this
way, their initial state of alarm will be amplified.
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It is thus likely that patients construct multiple, not integrated mental rep-
resentations of self, so their sense of bodily fragmentation may be intended
as a metaphor for something that would otherwise be impossible to commu-
nicate.

Indeed, in this search for sense and meaning, it will be useful to set body as
a starting point, in order to help patients develop a more mindful relationship
with it (Mills, 2001).

Once patients learn to relate with their bodies in a different way, becoming
more aware of their common sensations, including the pleasant ones, they
more easily manage to also transform their relationship with stressful and
unpleasant sensory experiences.

Case Report

A patient we can call “John” suffered from severe paranoid schizophrenia.
He would live in a condition of significant social isolation and relational
impairment. The only activity he could engage in was bodybuilding, of
which he had become an eager practitioner. His father, who wanted to try
and encourage him to broaden his interests, would oppose this only pas-
sion and this triggered violent family fights with bitter criticism. Immedi-
ately after these high-pitched arguments, John would feel deep anxiety and
anguish, as well as a strong sense of danger and threat. He would also bring
up an increasing sense of bodily disaggregation, “as if my body would break
into pieces.” He could not feel it anymore, nor he could tell which was its
position in space; he would feel his blood disappearing from his veins, “as
if someone had been sucking it out.” After a while he would see his father
“turning into a monster. . . a sort of vampire.” At that point, he could not do
anything but run away, making them lose track of him, and would usually
be found after a few days in confusional state.

In fact, when under stress, John could not decode his own high levels of
tension and anxiety and, as a consequence, he would construct mental rep-
resentations of a physical identity, based on a misinterpretation of physical
sensations connected to fear and to feeling threatened. His psychotic struc-
ture would then lead him to make up a world, as well as intrinsically coherent
meanings, that could provide the necessary explanations for him to choose
which behavioural steps to take.

Managing to keep their attention focused on their body and on catching
and enhancing every sensation coming from any specific district of it; being
fully aware of their senses, moment after moment, can distract them from
feeling overawed and devastated by terrifying and disaggregating thoughts
and feelings that hamper their full and fluent relationship with reality.

This kind of concentration is not a mere exercise of the mind, but a
renewed ability to develop a new sense of the self. Patients with a weak
ego unity and stability will take advantage of the practice of “body scan” or
“mindful walking” (Kabat-Zinn, 1990; see also Appendix A of this volume).
They will be invited to notice everything that happens, everything they per-
ceive and every body sensation; they will be asked to notice what comes up
and concentrate on their mental representation of what they are perceiving,
just noticing, without commenting.
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This will help the process of “embodiment” and regaining of patients’
sense of corporeity, threatened by their feelings of fragmentation, and will
foster a more competent and stable sense of the self, protecting them from
a disaggregation and dissolution of their ego, otherwise they would find in
delusions the only way to give events a meaning.

Being in motion, as a unitary organism, held together by the ability to
perceive all sensations, elicits the impression that different parts of the
body are connected to each other and communicate with each other. The
fragmentation these patients report is not simply an abstract idea, but an
actual physical sensation. Experimenting a new, more aware way to be in
motion, feeling more centred and relate to the surrounding world in a new
way, can help transform one’s “being-in-the-world” (Mills, 2001).

Indeed, everything concerning corporeity can by right combine to bring
about self awareness or, in other words, presence; yet not for its own sake,
within the boundaries of a more or less defined body scheme: body can be
a means for connecting with others: the body I am, a subject-body, makes
encounters with other subjects bodies possible and is opposed to the body
I have (Callieri, 1989), an object-body that, according to the constrained
and petrified psychotic meanings is object of spells of violence and is any-
way passive towards anything coming from who is other-from-self. See the
enlightening pages by Merleau-Ponty (1945) on this subject.

Being able to experience areas of well-being, as well as a different way
to perceive oneself, one’s corporeity and sensations through an aware and
intentional use of the described practice can therefore help increase self-
esteem, as well as a sense of empowering connected to having developed
a focused awareness as an alternative to being swept away by the ceaseless
torrent of thoughts. In other words, focusing on one’s self and one’s own cor-
poreity can be an opposite experience to fragmentation, providing a sense
of safeness and integrity to be used as a resource when coping with every-
day stressful events. Becoming aware of one’s emotions and sensations is also
identifying them as what they are (just feelings), not having to resort to alter-
native interpretations such as delusions, in order not to dissolve once again
into the inexplicable and the unspeakable.

After clinical stabilization, John willingly got involved in a CBT programme
for psychotic patients, which of course included some mindfulness sessions.
Because of his taste for physical activity, he showed particular interest in the
importance that was given to corporeity. Focusing on his breathing and body
through “body scan,” and on his body-environment interactions through
“mindful walking,” he slowly developed a new perception of himself and
the functioning of his body. Being aware of an underlying physical integrity,
despite any changes in his physical sensations, due to variations in his emo-
tional state, provided the patient with a new cognitive scheme allowing him
to go on with psychotherapy with more confidence and peace of mind.

Some Practical Variations of the Protocol

Mindfulness-based strategies for treatment of psychotic patients have already
been implemented (Chadwick, 2006; Garc̀ıa Montes et al., 2004).
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Chadwick highlights some examples of the use of a modified mindfulness
protocol, stressing in particular the effectiveness of mindfulness in coping
with the voices “rather than getting rid of them:

From the very outset I clarify that mindfulness will not get rid of voices,
thoughts, images, and so on. It involves practicing a different way of
responding to them. It is about learning to accept and live with these expe-
riences without feeling preoccupied, ruled, dominated and overwhelmed
by them” (Chadwick, 2006).

We fully share his adjustments to the standard protocol as necessary to
adapt it to the specific characteristics of this kind of patient.

They indeed seem hardly able to tolerate the usual 20–45 minute medi-
tation sessions, since in that length of time it is reasonable to expect their
attention to come and go, as they tend to be distracted by external stimuli
(especially auditory) and internal ruminations. One of the cognitive deficits
often found in these patients concerns in fact the ability to keep their atten-
tion focused on an internal or external object (Wykes & Reeder, 2005). This
would thus increase the risk of patients’ exposure to the “voices” that, not
yet understood and adequately dealt with, may in turn cause anxiety, deter-
mining, as already proved (Birchwood & Tarrier, 1992), a condition of stress
that might trigger delusions and hallucinations. Meditation itself might then
be experienced as extremely hard and stressful, discouraging patients from
engaging in it again in the following sessions.

During the first experimental phases with a group of ten patients, I remem-
ber one of them saying, after a session of about 25 minutes:

Doctor, everything is so strange: during the first few minutes I was feeling
calm and could follow your instructions, then I heard a voice (external?)
telling me not to do that. . ., saying you were deceiving me and if I had kept
breathing that way I would have activated the device I have in my head. . .I
was scared.

This example shows how, if all necessary precautions are not taken, even
the experience of meditation may be encompassed in a patient’s delusional
world, so it should be introduced and offered considering everything that
was said about the use of CBT with psychotic patients (Chadwick, Birch-
wood, & Trower, 1996).

Another very useful variation Chadwick introduced is to avoid prolonged
silence during sessions. Therapists will indeed give short instructions to
patients during practice, in order to continuously stimulate their attention,
preventing them from going astray in their (delusional) inferences and/or
ruminations, which might increase, rather than lower, their sense of alien-
ation, not belonging and detachment from the real world.

For the same reason, continued practice at home will not be recom-
mended to all patients, especially at the beginning of therapy, especially in
the case of someone is thought not to have sufficient metacognitive, decen-
tring and self-mastery skills. Another good reason to share this experience
with a therapist is that its relational component can be seen as a means and
a chance for patients to increase their sense of sharing and belonging to
the human assembly, while alone in their homes, in a family environment
where tranquillity and understanding are not always guaranteed, they would
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be exposed to the risk of being pointed out and judged as “the ones who do
strange, unfathomable things” and are again different.

Hence, we believe that getting involved with a group practice is the best
way to start out, yet not until a therapeutic relationship has been consoli-
dated in an individual therapy setting, where the therapist has gained reason-
able knowledge of the patient’s possibilities and, most of all, not before the
patient is able to fully trust his/her interlocutor and his/her level of clinical
stability is acceptable.

Therapists will have to take care not to proceed too fast when offering
this new type of experience and only after having provided sufficient expla-
nations of its nature and of the intended outcomes.

This psychoeducational approach will be further extended to family mem-
bers, should patients be encouraged to do some short practice sessions
at home.

In the fullness of time, patients who seem to be in good contact with real-
ity, but find it difficult to concentrate on their breathing (as too much of an
abstract task), can be invited to focus on what they do for themselves. They
can be asked to perform a few everyday actions with greater awareness and
especially those tasks that are more gratifying and make them feel somehow
enriched and satisfied. For example, it can be suggested that they pay more
aware attention to what they do:

“Now I am walking,” “Now I am touching the door handle,” “Now I am bring-
ing the toothbrush close to my mouth,” and so on.

This has a double effect: helping them learn how to recognize themselves
and to focus their attention, where they want it, with little effort, as too hard
tasks may, in case of failure, further weaken their sense of personal worth
and self-esteem; and it also leads them to find out how they can take care
of themselves in a simple way, giving importance to their small everyday
actions and contributing in this way to form a new, more positive image of
themselves (“I am able to do something for myself and feel satisfied from
it”), not having to say to themselves they have to change or do something
different, but just noticing and revaluing what they already do spontaneously.

In other words, learning to accept themselves for who they are and what
they do, no matter what it is and how it is done.

As for defusing from the voices, we find the hints provided during the
fourth MBCT session extremely useful (Segal et al. 2002).

The protocol involves a “mindfulness of sounds” moment, designed to
increase awareness of sounds through the practice of mindfulness (see
also Appendix A of this volume). In order to keep patients from getting
stuck on the contents of voices, which are known to trigger emotional and
behavioural responses, we invite them to pay attention to some of their for-
mal components, such as tonality, timber, pitch and length, as well as the
rhythm they make as they come one after the other. This encourages patients
to do the opposite of what they would normally do, that is avoiding or being
afraid of the voices. In fact the aim is to arouse their curiosity to observe them
in a different way, to catch some details and finding out particular aspects
they had never noticed before, living in the present moment and refraining
from any evaluation; just noticing them and, in case they find themselves
lingering on their possible meaning, they should gently drive their attention
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back to their sensory features, trying not to blame or come down on them-
selves for not doing the exercise the right way.

In this way, patients are helped to change the way in which they deal with
misperceptions. They will realize that they do not just have to suffer them,
but can decide whether to amplify them or not, or whether to observe or
ignore them.

Moreover, this occasion shall be used to reinforce the idea that what is
important is the process, not the outcome, and that managing to give up
the idea of having to do things well, while pointing out that of just doing
them, will be a further step towards moving from doing mode to being mode
which is itself an object of focused awareness.

The Heterogeneousness of Clinical Pictures

As already mentioned before, the extreme heterogeneousness of symptoms
and phenotypic pictures has to be taken into consideration when planning a
therapy. Patients with structured delusions, but no formal thought disorder
or hallucinations present different issues from those with a prevalent hal-
lucinatory component or with low social functioning and/or high levels of
cognitive impairment.

In our opinion, group therapy should always aim at improving clinical con-
ditions, groups should never be uneven, as this makes mutual acceptance
and sharing much harder to learn and may instead increase patients’ sense
of otherness and non-belonging, as well as their fear of being criticized or
judged.

After a session of group practice, a patient asked if he could talk to me in
private:

Doctor, as I was trying to concentrate on my body and on my breath, trying
to release every unpleasant sensation related to the voices, I felt embarrassed
and anxious thinking that my experience was totally unknown and not very
understandable for the others. . .so I thought that if this makes me so tense,
maybe it is not good for me.

Another one told me “he could not understand why I was considering
him similar to those mad people hearing things that were not there and
how he could possibly trust them. . .”

If on the one hand we try to help patients develop a habit to relate mind-
fully to all experiences, including the psychotic one in general, it is also true
that this is a goal, not a requirement, and patients must be placed in a condi-
tion in which they can achieve it.

In this view the grouping of patients with similar symptoms can be useful,
as this will make them feel less exposed to criticism and embarrassment.

If all group members share the same kind of sensory experiences or the
same issues, i.e. relational (let us think, as an example, of the tendency to
relate to others through the lenses of persecutory ideas), it is more likely that
they will reach acceptance of their present experience without judging it.

We shall not forget that, even in the best-case scenario, these patients have
a labile illness insight, so it is not always possible to count on their accep-
tance of explanations for the origin and nature of their thoughts and experi-
ences.
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In other words, what we consider a psychotic experience is, for many
patients, the ordinary, self-evident, irrefutable one and the only way to per-
ceive reality and interpret facts.

A further issue that shall not be neglected is that these patients may lose
their sense of time and space and, eventually, even of their own physical
boundaries.

Hence, it is important to evaluate if a patient should or should not be asked
to close his/her eyes during practice. An alternative to closing their eyes can
be the focusing on a point on their chest and/or keeping one hand either
on their chest or abdomen, in order to help them feel their body and follow
their breath.

Finally, it can be suggested to patients who easily fall into a delusional state
or who are noticed to have an increased sense of otherness after even very
short sessions, that they concentrate their attention on the movements of the
chest of who is in front of them and try to be in tune with their breathing
(Chadwick, 2006).

DV-SA Questionnaire

We invited our patients to perform a self-administered questionnaire on sub-
jective opinion about delusions and voices (DV-SA questionnaire: delusion
and voices self-assessment questionnaire, Pinto, Gigantesco, Morosini, & La
Pia, 2007), developed and validated in collaboration with the Italian National
Institute of Health. Our purpose was not to get a quantitative psychopatho-
logical score (assessing the eventual presence of delusions and/or hallu-
cinations), but rather to have patients focus their attention on their own
responses to voices and/or other (delusional) beliefs.

Patients are in fact asked to answer questions about a certain (delusional)
idea, which was previously identified:

How often do you think about this idea?, how does this idea make you feel?,
to what extent does this idea affect your relationship with others or interfere
with your everyday actions?

About the voices:
How often do you hear the voices?, do you think they are other people’s

voices?, do they make you feel stressed and nervous? or do they make you
feel good?, do they ordain you? And do you obey?, to what extent do they
interfere with your relationship with others and your everyday activities?
and so on.

In order to check the extent to which their answers and those of patients
overlap DV-SA can also be completed by therapists The goal is knowing
patients better, in order to improve therapist-patient attunement and make
the most of therapy: not everything that therapists assume to know about
their patients matches with what they actually feel or think, especially if
patients have communication issues or fear to lay themselves bare. This can
thwart relational attunement and prevent therapists from grasping every-
thing that makes a patient’s inner world.

DV-SA questionnaire can be useful both as a diagnostic and therapy tool,
assuring patients an initial distancing from triggering factors, which is an
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important step towards dis-identification and experiential practice of decen-
tred awareness (Segal et al., 2002).

Conclusion

Therapists attempts to make “strange” signs and symptoms disappear at any
cost has too long been the core of a therapeutic relationship with psychosis
patients and this has led to clinicians feeling impotent and frustrated. Inex-
orably, this state of things has affected the course of the pathology itself,
which was thereby relegated among incurable illnesses.

Whereas, the core of CBT and mindfulness is people, and getting to know
and understand all of their manifestations rather than finding an explanation
of them.

Perhaps, this increases the possibility to establish a therapeutic relation-
ship that is first of all human; a relationship that is based on comparing
lives and experiences that are often very hard, be they real or imaginary.
Regardless of the extent to which suffering characterizes and permeates
every aspect of our life, it is still authentic, natural and therefore shareable.

Clinical evidence for our research has still to be provided, yet, perhaps, if
we manage to encourage patients to learn to accept things for what they are,
without judging them, this message might soon translate into acceptance of
themselves and others and we would have helped another human being leave
loneliness and otherness behind, coming through a private, unapproachable
dimension that is relentlessly doomed to be out of space and time.
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Mindfulness-Based Stress Reduction

for Chronic Pain Management

Jacqueline Gardner-Nix

“Pain is not just a ‘body problem’, it is a whole-systems problem.”
Jon Kabat-Zinn

It is time the medical community acknowledged the other half of the
system

Jackie Gardner-Nix

Introduction

Pain is a common complaint in primary care, with chronic pain reported in
20% of visits to general practitioners (McCaffrey et al., 2003). Twenty per-
cent of adults suffer from chronic pain, rising to half of those of the older
age population (Cousins et al., 2004). Chronic pain, defined as “intermittent
or continuous pain persisting longer than six months or beyond the regular
healing time for a given injury” can impact on patients’ physical and emo-
tional well-being (Siddall et al., 2004) and may be associated with disability
disproportionate to degree of injury, as well as with depression and anx-
iety (Bair et al., 2003). Despite analgesics, surgeries and procedures, pain
is poorly controlled by traditional Western medicine (Cousins et al., 2004,
Furrow, 2001). Opioids are sometimes prescribed for chronic pain, but the
undesirable side-effects of these drugs and their ability to lose their effects
over time are well-documented (Gardner-Nix, 2003). Consequently, many
patients have turned to alternative modalities to control their suffering.

Psychological factors such as mood changes and anxiety have been
shown to alter pain perception (Jensen et al., 1994; Villemure and Bush-
nell, 2002). A meta-analysis of psychological interventions for chronic low
back pain (Hoffman et al., 2007) provided support for the efficacy of psy-
chological interventions in reducing self-reported pain, pain-related inter-
ference, depression, and disability in sufferers of low back pain. The
study also demonstrated that multidisciplinary programs that included
psychological interventions were superior to other active treatment pro-
grams at improving work-related outcomes at both short and long-term
follow-up.

The workings of the mind in appreciating pain (Seminowicz and Davis,
2007) and even in permitting or clearing painful responses such as inflam-
mation, nerve irritation and muscle spasm at painful body sites are espe-
cially interesting in view of studies showing no correlations between pain
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perception and imaging studies of painful areas such as with CAT scans.
Boos et al. (1995) showed no correlation between pathological findings and
back pain symptoms, and that disk herniation was just as common amongst
patients with no back pain as patients with back pain. Boden et al. (1990)
showed abnormal MRI scans of the lumbar spines in individuals with no back
pain. Adding to the mystery of why some suffer for years with chronic pain is
the discovery of a genetic predisposition to feel and suffer more pain in cer-
tain people inheriting a variant of the catechol-O-methyltransferase (COMT)
gene versus others considered more stoical to pain (Zubieta et al., 2003),
and the discovery that past experiences of abuse, such as in childhood, in
susceptible individuals might predispose to poor healing and chronic pain in
later adulthood (Schofferman and associates 1993; Grzesiak, 2003).

In trying to understand what influences susceptibility to developing
chronic pain, work in other areas of illness connecting psychosocial factors
to predisposition to illness may shed light. Kobasa (1979) posed the question:
what distinguishes those who are exposed to stressful life events and do not
get sick from those who do? She studied middle and upper level executives
and in a sample of 161, she found that those not getting sick in general show
more hardiness, having a stronger commitment to self, an attitude of vigor
toward the environment, a sense of meaningfulness, and an internal locus
of control. The work of Rosengren et al. (2004) found stress, anxiety and
depression increased the risk of heart attacks as much as obesity, cholesterol,
and hypertension, also increasing understanding of psychological influences
on health, which might shed further light on why psychological interven-
tions are so important in illnesses involving chronic pain.

Bruehl et al. (2002, 2003) found correlations between trait anger and anger
style (anger in versus anger out) and sensitivity to acute and chronic pain
stimuli, and response to opioids. Carson et al. (2005) reported lack of forgive-
ness correlated with an increased likelihood of life being affected by chronic
low back pain. Carson et al. (2006) reported an eight week loving-kindness
meditation program pilot study on 43 chronic low back pain patients ran-
domly assigned to study group or usual care controls; they showed significant
decreases in pain and psychological distress in the study group.

Baliki et al. (2006) have also shown that long term back pain on functional
MRI imaging shows activity in the prefrontal cortex as an imprinted mem-
ory and fear of pain, and that the longer the person has suffered from the
pain the higher the activity in that part of the brain: described as cumulative
memory. Millecamps et al. (2007) showed that erasing the emotional pain in
that area of the brain with a drug: D-cycloserine in rats, appeared to cause
them to no longer be bothered by the pain even though the physical pain,
as experienced in the thalamus where the sensation is registered, had only
partly reduced. Erasing the emotional pain also reduced the physical sensi-
tivity at the site of injury in the animal model. D-cycloserine has been used
to treat phobias in humans.

The above studies suggest that treatments targeting the higher cognitive
centers which are involved in the chronic pain experience might be more
fruitful than targeting pain sensation or pain vigilance and attention. These
reports give some insights into the ways in which Mindfulness and Medita-
tion may influence the experience of chronic pain.
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Mindfulness-Based Stress Reduction (MBSR) and Pain

Kabat-Zinn (1982) reported on the outcomes of MBSR in a sample of 51
individuals afflicted with chronic pain. Dominant pain categories were back,
neck, shoulder and headache. Sixty-five percent of the participants showed
a reduction of ≥33% in pain ratings and 50% showed a reduction of ≥50%.
In addition, 76% of participants reported a reduction in mood disturbance of
≥33 and 62% of participants reported a reduction of ≥50%. A limitation of
the study was that there was no control group.

A follow-up study (Kabat-Zinn et al., 1985) compared chronic pain suffer-
ers who participated in a 10 week mindfulness program with a group receiv-
ing traditional treatment protocols including nerve blocks and medication.
The results in the control group demonstrated no improvement in parame-
ters that were found to significantly improve in the mindfulness group: anx-
iety, depression, present moment pain, negative body image and inhibition
of activity by pain. Pain-related drug utilization reduced in the mindfulness
group and activity levels and self-esteem increased. This remained the same at
15-month follow-up for both groups, except for present moment pain which
returned to pre-intervention levels in the treatment group.

Kabat-Zinn et al. (1987) later reported significant reductions in medical
and psychological symptoms continuing up to four years after the com-
pletion of the course in 225 participants. Response rates to questionnaires
ranged from 53 to 70%. Twenty percent cited that they had developed a “new
outlook on life” while 40% stated that they had the ability to control, under-
stand, or cope better with their pain and stress. A weakness of the study is
inherent in the likelihood that responders to the questionnaires might have
been more likely to be those who did benefit.

Mindfulness meditation has been found to facilitate significant improve-
ments in the mental as well as the physical aspects of chronic pain. A study
by Sephton et al. (2007) investigating 91 women diagnosed with fibromyal-
gia showed that the mindfulness meditation intervention group experienced
a significant decrease in depressive symptoms when compared to a wait-
list control group, and these effects remained stable two months after the
end of the study. When depressive symptoms were broken down into the
subtypes of cognitive and somatic symptoms, it was found that MBSR signifi-
cantly decreased the occurrence of both types in patients in the intervention
group.

Sagula and Rice (2004) investigated the effects of MBSR on the bereave-
ment process for their losses in chronic pain sufferers. They compared 39
participants with 18 in their control group who were on a waiting list
or receiving other therapies. The Mindfulness group advanced significantly
more quickly through the initial stages of grieving than the control group,
and demonstrated significant reductions in depression and state anxiety,
though did not differ from the control group in the final stages of grieving
and trait anxiety. Pain outcomes were not measured.

Ott et al. (2006) surveyed the literature for the effectiveness of Mindful-
ness courses for cancer patients for many parameters including depression,
fatigue, sleep, and physical parameters, but found only one conference
abstract measuring influences on pain. This was in 10 patients under-
going stem cell/autologous bone marrow transplants undergoing lengthy
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hospitalization. They found a significant decrease in pain from the interven-
tion, as well as increases in happiness, relaxation and comfort, and found
that most were still using mindfulness up to three months post-discharge.

Plews-Ogan et al. (2005) reported on a pilot study of a comparison of 8
weekly sessions of MBSR with once a week massage, and standard care (seen
every 3 months with medication adjustments) in 30 chronic musculoskeletal
pain sufferers (23 female), randomized to the intervention. The numeric pain
scale (Farrar et al., 2001) and the SF 12 (brief quality of life questionnaire)
were used in assessment. In the MBSR group there were three dropouts
before the start of the eight week course, only five completing seven of eight
sessions and one attending only three sessions, though completing all the
questionnaires. There was only one drop out in the massage group and two
in the standard care group. Although there was a trend toward pain decrease
in all groups the only drop in pain scale score to reach significance was in
the massage group at week eight, reducing by a mean of almost three points
on the numeric pain scale, but by week 12 it was not maintained or statisti-
cally significant. For the quality of life scores there was a significant increase
in mental health scores in both the massage and MBSR group by week 8,
but not in the standard care group, an increase which was only sustained in
the MBSR group by week 12 when the interventions had been stopped for
4 weeks.

Pradham et al. (2007) reported significant improvements in psychological
distress (35% reduction) in 31 women suffering from rheumatoid arthritis up
to 6 months after completing an MBSR program which was followed by a
4-month maintenance program, compared to a randomized wait-list control
group, but there was no significant change in disease parameters and pain
changes were not reported.

Morone et al. (2008a) reported on the effect of the MBSR course on 37
older adults, 65 years and older, suffering pain, randomized to wait list con-
trol or active intervention, and also tested them three months after taking the
course. Meditation occurred on an average of 4.3 days a week, for an aver-
age of 31.6 minutes a day. Their outcomes suggested significantly improved
acceptance of their limits, increased activity, and improved physical function.
In another paper Morone et al. (2008b) used grounded theory and content
analysis to do a qualitative study on diary entries of 27 MBSR older adult
participants, with pain, demonstrating that they had been able to achieve
pain reduction by mindfully focusing on tasks and mindfully pacing activities
which had been causing pain increases, and had greater insight into their
emotional processing which worsened pain.

However, psychological interventions such as mindfulness and meditation
have been demonstrated to have physiological effects, which likely mediate
the improvements experienced by the participants in these programs. Stud-
ies which included looking at immune system parameters showed improve-
ments associated with Mindfulness program participation in breast and
prostate cancer (Carlson et al., 2003), in T cell counts in HIV positive men
receiving instruction on relaxation, hypnosis and meditation (Taylor, 1995),
in flu vaccine response in normal workers (Davidson et al., 2003) and that
meditation increased the rate of clearing of psoriasis lesions compared to
controls (Kabat-Zinn et al., 1998). It is possible that inflammation and neural
instability at the site of damage in chronic pain patients might change in
participants of these courses leading to reduced pain and enhanced healing.
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Mindfulness-Based Chronic Pain Management Courses

We have explored the effectiveness of a mindfulness-based chronic pain man-
agement (MBCPM) program which we developed based on MBSR. The pro-
gram was modified to increase accessibility to those who had been referred
to the pain management clinics of two Toronto teaching hospitals (Gardner-
Nix et al., 2008).

A concern for most of the Mindfulness research in the literature has been
the lack of randomized controlled studies. We felt that to randomize would
bias the study in the direction of those who were of lower acuity and higher
motivation to do the course and who would therefore be prepared to agree
to a delay of possibly several months. Pre-course start drop out rates were
high as patients with severe pain (our population’s “usual” pain was scored
around 6/10 where 10 is excruciating), tended not to agree to wait long for
an intervention, which was not going to be a fast fix. We therefore used non-
randomized wait-list controls.

Classes are once a week for two hours for ten weeks, at two Toronto
teaching hospitals, or at the patients’ local hospitals linking by telemedicine.
Some classes involve mixing the onsite patients with distant site, while other
classes are conducted separately. The use of telemedicine (IP transmission
at 384 kbit/s; Gardner-Nix et al., 2008) for inclusion of those living in rural
areas has proven very important as traveling long distances increases the
pain, which is also increased by stress.

Mindfulness for Chronic Pain: Course Outline

At the initial classes participants are taught about mindfulness and the con-
cept of meditation versus relaxation, using initially the breath as a focus.
They are started on meditations of five minute durations only, and encour-
aged to participate in the class from any position: they may lie on the floor
or stand for the entire class if their physical pain requires that. Classes also
involved teaching on lifestyle habits: diet, exercise, sleep, and relationships,
as well as on the attitudes described in Kabat-Zinn’s “Full Catastrophe Living”
(p. 33–41). Large group and small group discussions on the topic of the week
are conducted in each class. Meditation tracks are provided on CDs narrated
by the class facilitator (JGN) and include a 30 minute body scan (started in
the third week) which is quite anatomical and highly relevant to pain suf-
ferers. During the body scan they are encouraged to watch what happens
emotionally and to their pain intensity and quality when scanning the part(s)
of the body that hurts, and see if there is a tendency to mentally amputate or
ignore it/them. This tends to improve over time, though some report having
to return to the scan later after using other meditations, to note that they
have now “taken back” those parts of their body.

Patients are asked to meditate daily at home to a selection of CD meditation
tracks varying from 5 to 30 minutes in length and encouraged to use medita-
tive positions which are comfortable given their pain condition. Jon Kabat-
Zinn’s lake and mountain meditation tracks are also used. Some meditations
involve visualization of their pain with guidance to decrease it For example,
they may see their pain as like a block of ice, and bring their attention fully
to it and start to observe it melt. Meditations longer than 30 minutes are
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thought not to be as acceptable for those in chronic pain and might reduce
compliance after course end.

Yoga is replaced by mindful movements, most of which are based on hatha
yoga, which can all be done from a standing position, with some being done
from a sitting position. Participants are encouraged to trust their judgment
about which they can or cannot do. Walking meditation is usually assigned as
homework to see if that becomes a preferred meditation. It is suggested that
consideration be given to transforming the walking meditation into swim-
ming if the patients move with less pain in water, and mindful movements
can also be done in water rather than on dry land. Where there is agita-
tion, anxiety, panic attacks, flashbacks, an increase in stress or a tendency to
always fall asleep, movement or walking meditation is usually preferred.

Homework includes: watching their tendency to judge, rather than just
note and evaluate; determining what exacerbated their pain and what helped
it, paying attention to emotional factors as well as physical ones; doing sim-
ple or mundane tasks mindfully (showering, cleaning out a cupboard, watch-
ing a teabag diffuse), which they then described in small group work, and
mindfully preparing and eating a meal, also discussed in small group work.
Artwork or collage is requested in the latter part of the course to commit
their idea of their pain to paper, or to a 3D structure. The symbolism of the
artwork is discussed in class if the class member wishes to share it. Some pre-
fer to journal rather than draw. Homework also includes readings from Jon
Kabat-Zinn’s book “Full Catastrophe Living,” specifically on attitudes, stress,
pain, and chapters pertaining to the different types of meditation.

There is no silent day-long retreat introduced between later classes in the
course due to poor attendance at that day, apparently due to fear, during
the first year the course was offered. Participants are allowed to repeat the
courses, and frequently do. There is approximately a 33% drop out rate from
the course defined as those attending 4 of 10 classes or less, with a higher
rate of drop outs in onsite classes versus distant site.

Case Scenario 1

A 39–year-old male factory worker, was referred for pain control. He had
had four back surgeries after injuring his back at work in 1989, was
on Worker’s Compensation, and was reporting pain scores of 8 to 9/10.
He was initially optimized in the pain clinic on transdermal fentanyl
100 mcg/hr every 2 days, methadone 9 mg every 12 hours, gabapentin
900 mg 3 x a day, and acetaminophen 325 mg/oxycodone 5 mg, 4 tablets
a day for rescue analgesia. He was referred for the MBCPM course, driving
11/2 hours weekly to attend the initial course, and repeating the course
from a distant site once we were able to link through telemedicine to his
community. Towards the end of the first course he found he was able to
deal with extended family relationships, which he had found quite trou-
blesome throughout his life. He began to reduce his medications. During
the second course he was able to wean himself off the rest of his medi-
cations, and start a running program. Three years later, he is currently
working in a non manual job, and reports he continues to meditate daily,
sometimes several times a day, for 10 to 40 minutes at a time.
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Case Scenario 2

A 38-year-old female auto assembly line worker was referred to the pain
clinic with a continuous severe headache 1 month after surgical removal
of two cavernous hemangiomas from her cervical spine, reporting pain
scores of 8–9/10 (zero = no pain, 10 = excruciating pain). She had
sensory loss below T4 after her surgery but was being retrained to walk.
CT/MRI studies were negative. Tricyclic antidepressants and anticonvul-
sants were unhelpful, and she was tried on all opioids sequentially, includ-
ing methadone. Over next 2 years her opioid dose increased to 400 mg CR-
oxycodone every 8 hours, with hydromorphone 72 mg every 4 hours for
rescue analgesia. She was ambulating with a walker, was prone to pneu-
monia, was on oxygen, used a continuous positive airway pressure (CPAP)
machine at night, and received attendant care at home.

Pain scores on her medications were usually7/10. She completed two
courses of the MBCPM, connected by telemedicine from a distant site, sep-
arating the two courses by four months. She stabilized her medication
requirements during the first course, unusual for her as she reported toler-
ance to her opioid medications approximately every 2 months. Six months
after the start of the second course she had been able to reduce her CR-
oxycodone dosage to 40 mg every 12 hours, her hydromorphone rescue
analgesic to 24 mg 3 times a day, and she was off oxygen and walking
without a walker. She no longer needed attendant care, and her “usual”
pain scores were around 3–4/10. She would have returned to work except
for the sensory loss below T4. She reported she was meditating 30 min-
utes a day, and if she missed for a few days her pain scores rose and she
experienced reduced function.

In the next year she separated from her husband and became a single
mother of two teens. She reported her pain scores rose when in the presence
of her ex-husband.

Two years later she has been able to convince her employers to allow
her to return to work. She was retrained for a job in her car plant which
would be safe given her sensory loss. She continues to meditate, using the
body scan, daily.

Outcomes

We hypothesized that participants in the treatment group would experience
an overall decrease in pain ratings (Numeric pain rating scale, Farrar et al.
2001), pain catastrophizing (Sullivan et al., 1995), and suffering (Pictorial
Representation of Illness and Self Measure: PRISM test, Büchi et al., 2002),
and an increase in their quality of life (SF 36 v2, Ware, 2000) when com-
pared to those in the waiting list control group by class 10. We also looked at
response by gender, hypothesizing that females in the treatment group would
show greater improvement in these areas than males, as this is the trend that
has been observed in the previous literature. Women made up 70% of the
population presenting to our pain clinics and classes, an observation in line
with reports that men are less willing to report pain than women (Robinson
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et al., 2001) and those men who seek pain management report greater levels
of mood disturbance than women (Fow and Smith-Seemiller, 2001).

Finally as we were offering the course through telemedicine to outlying
areas in Ontario, Canada, we compared outcomes between the course partic-
ipants taught in person and those taught through telemedicine (Gardner-Nix
et al., 2008).

Two hundred and thirty three chronic noncancer pain patients were stud-
ied, and included 178 females and 55 males, participating onsite (N = 95),
by telemedicine from a distant site (N = 79) and fifty nine wait-list controls.

Health conditions included back pain, headache and facial pain, arthritis,
fibromyalgia, and “other.” Eighty seven patients with chronic back or neck
pain were also analyzed separately from the total treatment group.

Previous research has found that pain catastrophizing, defined as “an exag-
gerated negative orientation toward pain stimuli and pain experience” is a
significant predictor of suffering and disability (Sullivan et al., 1995, 1998).
These scores seemed the most sensitive measure to change during MBCPM.
Overall pain catastrophizing showed significant improvement over time, for
both distant and onsite groups. Both onsite and distant groups experienced
less pain magnification and helplessness over time than the control group,
and the distant group also ruminated less over time than controls. Highly sig-
nificant reductions which occurred in patients’ pain catastrophizing scores
over time did not differ between males and females, or patients with back
pain versus other pain.

Treatment with mindfulness and meditation did significantly improve
patients’ quality of life in terms of role physical, general health, vitality, social
functioning, and mental health scores, results consistent with those found
by Sephton et al. (2007) who studied fibromyalgia sufferers. Treatment was
less successful in the physical domains of the SF-36v2 than in the mental
health domains, suggesting that ten weeks is not a long enough time period
in which to observe significant changes in the physical aspects of quality of
life in prolonged pain sufferers. Distant site participants benefited as much as
onsite participants, though they started the course with significantly lower
physical quality of life scores than onsite participants (Gardner-Nix et al.,
2008). It was speculated that participants onsite had to cope with big city
traffic and parking and were less likely to sign up for the course if too dis-
abled to manage such challenges. There were no significant differences in
effectiveness due to gender or pain type (back pain versus other pain).

It has been reported that a drop of 2 points on the numeric zero to ten
pain scale should be considered clinically significant but the authors did not
analyze the influence of this drop on disability, mood, and perceived suffering
(Farrar et al. 2001). Patients have reported a “reframing” of their pain with
mindfulness, and we have observed anecdotally reduced disability levels in
the presence of only slightly changing pain scale scores. In this study “usual”
pain scores differed between groups: the “usual” pain of the onsite patients
improved significantly by the end of the course, though by an average of
only 1 point on the pain scale, compared to controls, but not the distant
site. Males in the treatment group had lower usual pain ratings than females
at weeks 1 and 10. Significant differences were also seen between patients
with back pain versus patients with other pain conditions: initially, the back
pain patients rated their usual pain as significantly higher than patients with



Chapter 19 Mindfulness-Based Stress Reduction for Chronic Pain Management 377

other conditions, and when measured again at Week 10, this difference was
still present, though “usual” pain levels did decrease over the course.

The PRISM test is a visual/tactile tool thought to assess the burden of suf-
fering due to illness and the intrusiveness and controllability of the illness or
its symptoms, and has been validated for Rheumatoid Arthritis (Büchi et al.,
2002), and Lupus (Buchi et al., 2000). We recently validated this tool for
use in the chronic pain population (Kassardjian et al., in press). Patients are
presented with an 8. 5′′ × 11′′ paper with a yellow disk (7 cm diameter) in
the bottom left-hand corner representing “self,” and handed five additional
disks (5 cm diameter) representing pain, work, partner, family, and recre-
ation. Patients are asked to place the disks relative to the self-disk to describe
the intrusiveness or importance of each of these influences on their lives.
Disks that are placed in close proximity to the self-disk are considered promi-
nent features in the patient’s life. The distances (in centimeters) between the
center of the self-disk and the centers of the other disks provide quantitative
parameters. If treatment has been effective in reducing suffering due to pain,
the distance between the “pain” disk and the “self” disk will increase, while
the other disks might move closer to the self, provided they represent posi-
tive aspects of the individual’s life. Interpretations of the non-pain disks can
only be made in the context of the patients’ lives.

It was found that overall, there was a significant difference in PRISM pain
scores for both onsite and distant site groups relative to controls. Males’ and
females’ pain suffering was shown to differ significantly. The males’ mean
distances between the pain and self-disks were greater than those of females
at week 1, suggesting that males experienced less pain suffering before treat-
ment began. This is contrary to observations by Fow and Seemiller (2001) if
mood disturbance is correlated with suffering. At week 10, males and females
distances between pain and self-disks showed similar significant improve-
ments. Patients with back pain were also found to differ in terms of pain suf-
fering when compared to those with other pain conditions, who appeared
to suffer less as a result of their pain than those with back pain at week
1. Though both groups improved significantly the difference between them
was observed again at Week 10, suggesting that the patients with chronic
back pain indicated greater suffering than patients experiencing other types
of chronic pain.

An interesting effect of the mindfulness course appeared in validating the
PRISM test for the chronic pain population using the parallel data being col-
lected to study the effectiveness of the MBCPM course. In assessing con-
vergent validity, better correlations were found at class 10 than class 1. This
suggested the patients were either more familiar with the concept of this test
at class 10, or they were more mindful of the influences of the parameters
being studied on “self.”

The Future of Mindfulness in Chronic Pain Management

A major part of the training on mindfulness involves arriving at acceptance
of the pain and disability in the present moment and a letting go of the strug-
gle to return to pre morbid status. McCracken (McCracken et al., 2004a, b;
McCracken and Eccleston, 2005; McCracken and Yang, 2006; McCracken
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et al., 2007; McCracken, 2007; McCracken and Vowles, 2007) has written
extensively on the role of acceptance in chronic pain and a refocusing of
participating in valued actions in life irrespective of the pain. Hayes (2004)
has published on the effectiveness of acceptance and commitment ther-
apy, which incorporates mindfulness to train patients to engage in valued
activities regardless of pain. McCracken and Eccleston (2005) reported that
pain intensity and functioning were unrelated, but those reporting greater
acceptance of their pain were better in terms of emotional social and phys-
ical functioning when assessed 3.9 months after first evaluation, using less
medication and report a better work status. Their work is questioning the
cognitive-behavioral beliefs, which follow the assumption that if attention
and awareness of pain are lessened, the physical and emotional effects of
pain will reduce. Acceptance correlated with better functional and emotional
outcomes than reduction in awareness of and vigilance to pain.

Along with acceptance it seems likely that a predisposition to a heightened
stress response and slower recovery which is cumulative due to past stress-
ful events (McEwen, 2007) might accompany the perpetuation of pain, and
Goleman and Swartz (1976) described, 31 years ago, that recovery from the
stress response was hastened by meditation practice.

These findings may question the drive of pain management programs to
work with decreasing pain perception such as on numeric scales and cor-
relating the degree of decrease with clinical improvement. The acceptance
literature also suggests that data on pain intensity reductions due to standard
interventions (such as procedures, medication) should be followed prospec-
tively to monitor whether emotional and functional improvements result,
are maintained, and continue to improve, or whether they return to pre-
intervention levels in a few months. Pain scales may prove less useful in the
future and tools such as the chronic pain acceptance questionnaire (CPAQ)
(McCracken et al., 2004b), chronic pain values inventory (CPVI) (McCracken
et al., 2006), and the PRISM test (Buchi and Sensky, 1999) may have more rel-
evance.

Acute physical pain is a warning that something in the body is malfunc-
tioning and damaged. Chronic pain may be a warning that the body/mind
has been challenged for too long or too intensely in some way, and is not
able to remain well, heal or cope beyond a certain level of physical or emo-
tional stress, which may be cumulative. Although in the US this is the decade
dedicated to the elimination of pain, even chronic pain should be seen as
a symptom: a warning that something needs to change more globally in
the patient’s life. Mindfulness, and acceptance and commitment therapy are
interventions which may increasingly offer that opportunity in the future of
pain management.
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“I realized that you can’t do anything about the cancer, but you can
do something about how you feel about it and how you react to it.”

Sylvia (cancer patient)

The Impact of Cancer Diagnosis and Treatment

Negative Effects

Cancer is a leading cause of death worldwide, accounting for 7.6 million
(or 13%) of all deaths in 2005 (World Health Organization, 2005). Accord-
ing to cancer prevalence statistics, as of January 1, 2004, it was estimated
that there were 10.7 million cancer survivors in the United States alone,
which represents approximately 3.6% of the country’s population (Surveil-
lance, Epidemiology, and End Results (SEER) Program, 2007). These num-
bers will only grow as treatments for cancer become more successful and a
larger cohort of patients survive long-term. Regardless of increasingly promis-
ing survival statistics (up to 65% of all patients now survive beyond 5 years in
North America (National Cancer Institute of Canada, 2007; Ries et al., 2007)),
receiving a diagnosis of cancer and undergoing cancer treatment continues
to be a source of dread and fear for many.

Indeed, cancer diagnosis and treatment is routinely associated with high
levels of emotional distress (Strain, 1998; Zabora, BrintzenhofeSzoc, Curbow,
Hooker, & Piantadosi, 2001). Despite recent development of targeted ther-
apies and biologic treatments offering effective treatment with fewer side
effects (Baselga & Hammond, 2002; van der Poel, 2004), cancer and its treat-
ment are associated with a host of physical symptoms (e.g., nausea, fatigue,
pain, hair loss), and both temporary and permanent changes in physical
appearance. Emotional reactions of fear, confusion, anxiety and anger are
common given the prospect of debilitating and lengthy treatment protocols
and disruption of normal life trajectories (Burgess et al., 2005; Epping-Jordan
et al., 1999; Hughes, 1982; Shapiro, 2001). Hardship often extends beyond
the patient, emotionally impacting family members and friends (Compas
et al., 1994; Donnelly et al., 2000; Pitceathly & Maguire 2003). Unfortunately,
this increase in stress occurs at a time when there may be an urgent need for
emotional and physical resources to help cope with the illness.
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After completing primary treatments many patients continue to have
high levels of distress requiring psychosocial care (Carlson, Speca, Patel,
& Goodey, 2004). Anxiety, depression (Kissane et al., 2004; Strain, 1998),
fatigue (Carlson et al., 2004), and sleep problems (Fortner, Stepanski, Wang,
Kasprowicz, & Durrence, 2002) are common among cancer survivors. Fear
of recurrence, sexual problems, and concerns about body image are reported
by a large proportion of survivors (Kornblith & Ligibel, 2003). Threat of
disease recurrence and alterations in future life plans can create consider-
able psychological stress (Northouse, Laten, & Reddy, 1995). Adjustment to
cancer-related stress involves psychological and behavioral coping responses
(e.g., cognitive and emotional responses to receiving a diagnosis) that may
influence psychological functioning (e.g., Walker, Zona, & Fisher, 2006) and
the severity of cancer-related symptoms (e.g., Roscoe et al., 2002). It fol-
lows that the potential benefits of psychosocial interventions designed to
enhance coping with stress and improve quality of life are substantial for
cancer patients and survivors.

Positive Effects

Clinicians and researchers in the field of psycho-oncology have often pri-
oritized the importance of identifying and reducing negative psychological
reactions following a cancer diagnosis. This is understandable as the focus
of effort has been to reduce the suffering of patients and families. However,
there has been a recent surge of interest in the perceived benefits of the
cancer experience. Being diagnosed with cancer can lead one to renegotiate
life priorities and search for purpose and meaning of one’s diagnosis and in
one’s life more generally. Research findings suggest that despite decreased
physical health and functioning, some cancer patients indicate positive psy-
chosocial change, including increased spirituality, a deeper appreciation of
life, and more positive perceptions of significant others (Andrykowski, Brady,
& Hunt, 1993; Cordova, Cunningham, Carlson, & Andrykowski, 2001).

The experience of discovering or actively searching for benefits, or pos-
itive implications, of the cancer diagnosis and the life changes that fol-
low is termed posttraumatic growth (PTG). Research on PTG, while still
in early stages, indicates greater levels of PTG among cancer patients
when compared with age and education matched healthy controls (Cor-
dova et al., 2001). Patients have reported more compassion for others
and a willingness to express feelings more openly (Katz, Flasher, Caccia-
paglia, & Nelson, 2001). Moreover, both patients and their partners report
an increased sense of personal strengths and new possibilities for life
(Manne et al., 2004).

Spirituality may also play a significant role in the context of fighting
a life-threatening illness (Cotton, Levine, Fitzpatrick, Dold, & Targ, 1999).
Despite lack of current consensus, definitions of spirituality generally high-
light the importance of providing a context in which people feel whole,
at peace and hopeful amid life’s most serious challenges (Brady, Peterman,
Fitchett, & Cella, 1999). Definitions of religiosity are typically narrower and
less inclusive, and emphasize adherence to institutionally sanctioned beliefs
and practices associated with a particular faith group. Alternatively, the
notion of spirituality refers more generally to the feelings and experiences
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associated with the search for connection with a transcendent power
(Peterman, Fitchett, Brady, Hernandez, & Cella, 2002). Research has con-
firmed the importance of spirituality to both patients and caregivers (Murray,
Kendall, Boyd, Worth, & Benton, 2004; Taylor, 2003).

Spirituality and PTG have been linked with other positive outcomes, such
as increased quality of life, psychological adjustment, and positive affect,
as well as decreased physical discomfort and dysfunction following cancer
diagnosis (Carver & Antoni, 2004; Cotton et al., 1999; Katz et al., 2001; Krup-
ski et al., 2006). Moreover, a need has been identified to provide interven-
tions that may encourage the development of spirituality and posttraumatic
growth (Lechner & Antoni, 2004; Linley & Joseph, 2004). Psychosocial inter-
ventions which increase perceived benefits among cancer patients may help
individuals adapt and adjust to the disease and its consequences.

Hence, the need has been identified to focus both on alleviating some of
the more distressing negative symptoms associated with cancer diagnosis
and treatment, as well as working to enhance the ability of patients and fami-
lies to use the transition of the cancer experience as a catalyst to enhance
personal growth and spirituality. The Mindfulness-Based Stress Reduction
(MBSR) program has the potential to create an opportunity for both of these
aspects in cancer patients and families.

Mindfulness-Based Stress Reduction

General Description

Mindfulness meditation, a technique involving moment-to-moment nonjudg-
mental awareness of internal and external experience, including thoughts,
emotions, and body sensations, has become an increasingly popular stress
reduction tool used to improve symptoms associated with several clinical
illnesses, including cancer (Baer, 2003). Recent interest in the potential
health benefits of mindfulness meditation has risen from the development
of treatment programs modeled after the MBSR program of Jon Kabat-Zinn
and colleagues (1990) at the Stress Reduction Clinic of the University of
Massachusetts Medical Center. MBSR is a group intervention consisting of
mindfulness meditation and gentle yoga that is designed to have applications
for stress, pain, and illness (Kabat-Zinn, 1990). The program is perceived
as qualitatively distinct from other forms of meditation (e.g., mantra based),
and is not aimed at achieving a state of relaxation, but more at the culti-
vation of insight and understanding of self and self-in-relationship via the
practice of mindfulness (Kabat-Zinn, 2003). Within a framework of nonjudg-
ing, acceptance and patience, the individual is taught to focus attention on
the breath, body sensations, and eventually any objects (e.g., thoughts, feel-
ings) that enter his or her field of awareness. Although mindfulness med-
itation is formally practiced while seated, walking or lying down with eyes
closed, individuals may also practice mindfulness “informally” when engaged
in everyday activities. MBSR programs are being implemented and evaluated
in health-care settings across the globe to help address a need for effective
psychosocial care.
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General Efficacy

Studies suggest that MBSR may be efficacious for treating some of the symp-
toms associated with a broad range of chronic medical and psychiatric prob-
lems. In a meta-analysis of the health benefits of MBSR, Grossman, Niemann,
Schmidt, and Walach (2004) identified 20 studies that met the criteria of
acceptable quality or relevance to be included in their analyses. Ten of
the 20 studies had randomized controlled designs, while six investigations
employed forms of active control intervention to account for general or non-
specific effects of treatment. Overall, both controlled and uncontrolled stud-
ies assessing mental and/or physical health variables showed similar effect
sizes of approximately d = 0. 5. This indicates a relatively strong effect of
mindfulness interventions for improving physical symptoms (e.g., chronic
pain), and participants’ ability to cope with everyday distress and disability,
and with serious disorders or stress (Grossman et al., 2004). In general, treat-
ment effects of one-half of a standard deviation (d = 0. 5) are considered to
represent clinically meaningful improvements in symptomatology (Norman,
Sloan, Wyrwich, & Norman, 2003). Grossman et al. (2004) conclude that
although as a whole the current quality of evidence for the efficacy of MBSR
on physical correlates of disease suffers from serious methodological flaws
including a lack of randomized controlled studies, findings are generally sup-
portive for the hypothesis that mindfulness training has beneficial effects on
psychological and physical well-being.

Two other conceptual and empirical reviews of the general MBSR litera-
ture have been conducted independently (Baer, 2003; Bishop, 2002), each
examining mindfulness training as a clinical intervention and discussing con-
ceptual and methodological issues relevant to the research. The authors of
each review conclude that mindfulness-based interventions may be useful
in the treatment of several disorders. However, Baer (2003) emphasizes the
need for methodologically sound investigations to clarify the utility of these
interventions, while Bishop (2002) expresses “cautious optimism” with his
conclusion that there exists some preliminary evidence that supports the
need for further evaluation of the mindfulness-based approach.

Description of the Tom Baker Cancer Centre MBSR
Program

Given the high level of emotional distress experienced following a cancer
diagnosis (Carlson et al., 2004), and accumulating evidence of the efficacy of
MBSR in other patient populations (Baer, 2003; Bishop, 2002), this interven-
tion seemed well-suited for implementation at the Tom Baker Cancer Cen-
tre (TBCC). The TBCC’s MBSR program was modeled on the work of Jon
Kabat-Zinn and colleagues (1990), and is adapted and standardized to the
clinical context of the TBCC. As described by Speca, Carlson, Goodey, and
Angen (2000), the MBSR program offered through the TBCC aims to provide
an opportunity to become aware of one’s personal responses to stress and
to learn and practice meditation techniques that will bring about healthier
stress responses. The core of the program consists of the practice of mindful-
ness meditation. Attitudes of nonjudging of personal experience, seeing and
accepting situations as they are, patience during the practice and in daily life,
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non-striving and loosening of goal-oriented stances, and letting go of uncon-
trollable outcomes are suggested and modeled by group leaders (Speca et al.,
2000). Group members are encouraged to take an active role in their healing
process, and are taught options for self-care that promote feelings of compe-
tence in terms of managing stress. The core of the program consists of the
practice of mindfulness meditation. The two instructors provide a safe and
supportive group environment in which self-disclosure regarding the experi-
ence of cancer can serve to enhance skill acquisition (Speca et al., 2000).

The intervention is provided over the course of eight weekly, 90-minute
group sessions, as well as one 6-hour intensive session on a Saturday between
weeks six and seven. The program consists of three components: didactic
instruction, experiential practice, and group process. Topic areas covered
didactically in-session and in a participant manual are: (a) the impact of stress
on one’s physical and psychological health, including the psychological and
physical symptoms of stress, (b) emotional, cognitive, and behavioral pat-
terns and how they may influence our stress responses, and (c) concepts
fundamental to mindfulness meditation and mindful living. Participants learn
to apply the principles taught didactically, through experiential practice of
mindfulness meditation at home and during group sessions. In group ses-
sions, instructors guide participants through experiential activities including
various types of mindfulness meditation (e.g., sitting, walking) and gentle
hatha yoga. When the yoga component is taught, it is framed as a modal-
ity for practicing mindfulness (moving meditation), rather than a physical
exercise. Participants are encouraged to practice the prescribed meditation
and yoga techniques daily, for 45 minutes. Guided meditation CDs are pro-
vided to support home practice. During each session, group discussions are
facilitated to encourage self-disclosure regarding experiences and challenges
encountered through the practice of mindfulness meditation. Instructors and
other program participants offer constructive feedback and support to help
problem solve when there are impediments to effective practice. Supportive
interaction between group members is encouraged.

Several specific issues involved in therapy for cancer patients are consid-
ered in the delivery of MBSR at the TBCC. Sensitivity to the physical and men-
tal implications associated with the various types and stages of disease, and
medical treatments received, is critical. It follows that the timing of a can-
cer patient’s enrollment is an important factor to consider. The program’s
format and scheduling requirements are discussed with patients at a pre-
intervention interview, at which time concerns regarding pain, fatigue, nau-
sea, immobility and other factors influencing motivation to participate are
discussed. Patients are encouraged to discuss any concerns regarding partic-
ipating in MBSR with their treating physician. Some patients find that partic-
ipating in MBSR during the course of a demanding treatment regime is diffi-
cult or impossible, while other patients find they can engage fully in the pro-
gram while undergoing treatment. Appropriate management of expectations
and concern for safety often permits debilitated patients to fully engage in the
program. For example, consideration of physical limitations is emphasized
with regards to the yoga component of the program; instructors provide
modifications of standard yoga asanas (i.e., postures) as necessary, to ensure
individual comfort and safety. Many patients find the program useful for cop-
ing with day-to-day demands of treatment such as waiting for appointments,
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tolerating venipuncture and chemotherapy or radiation therapy administra-
tion and coping with uncomfortable tests and scans. Others find that the
program is particularly helpful after treatment completion when they some-
times feel “abandoned” by the treatment team and are often struggling with
fears of recurrence and issues around how to live a genuine and authentic
life moving forward, but still re-integrate into mainstream society.

Review of Empirical Support for MBSR in Oncology
Settings

Quantitative Findings – Symptom Reduction Outcomes

MBSR is gaining credibility and interest for use in oncology settings (Ott,
Norris, & Bauer-Wu, 2006). Several independent reviews of the literature of
MBSR in oncology settings indicate that although the research is still at an
early stage, MBSR may be efficacious as an adjunct treatment for improving
psychological functioning of cancer patients (Lamanque & Daneault, 2006;
Mackenzie, Carlson, & Speca, 2005; Matchim & Armer, 2007; Ott et al., 2006;
Smith, Richardson, Hoffman, & Pilkington, 2005). The first published study
in this area was our randomized controlled trial of the effects of MBSR on
symptoms of stress and mood disturbance in a diverse population of cancer
outpatients (Speca et al., 2000). When compared to a waitlist control group,
MBSR participants indicated significantly less total mood disturbance, ten-
sion, depression, anger, and more vigor following the intervention. Program
participants also reported reduced symptoms of stress, including peripheral
manifestations of stress, cardiopulmonary symptoms of arousal, central neu-
rological symptoms, gastrointestinal symptoms, habitual stress behavioral
patterns, anxiety/fear, and emotional instability, when compared with con-
trols. In addition, more home meditation practice over the course of the
program was associated with fewer reported stress symptoms and decreased
total mood disturbance. Results of a 6-month follow-up study which included
intervention and control group participants together revealed that psycho-
logical benefits were maintained at the follow-up assessment (Carlson, Ursu-
liak, Goodey, Angen, & Speca, 2001). The largest improvements were seen
on subscales of anxiety, depression, anger and irritability.

Evaluations of the efficacy of MBSR for improving sleep quality among
cancer outpatients also offer promising results. Sleep disturbance in cancer
patients has been found to range from 40 to 85% across studies, clearly indi-
cating that sleep is a problem for this clinical population (Carlson et al., 2004;
Engstrom, Strohl, Rose, Lewandowski, & Stefanek, 1999; Koopman et al.,
2002; Savard & Morin, 2001). In a study of the effects of an MBSR program on
sleep quality in a heterogeneous cancer patient population, results indicated
significant reductions in overall sleep disturbance and improved subjective
sleep quality, as assessed by the Pittsburgh Sleep Quality Index (Carlson &
Garland, 2005). When using a conservative cutoff on this measure, sleep
disturbance was reduced in the entire sample by 11%. After the program,
participants reported they were sleeping a mean of 1 hour more per night,
which is considered clinically significant. Reductions in symptoms of stress,
mood disturbance, and fatigue were also observed; changes in symptoms of
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stress and fatigue correlated in expected ways with improvement in sleep
quality.

In an earlier study of the effects of MBSR on sleep, Shapiro, Bootzin,
Figueredo, Lopez, & Schwartz (2003) compared an MBSR and a “free choice”
active control condition on sleep complaints in a group of breast can-
cer patients. Both MBSR and control participants demonstrated significant
improvement on daily diary sleep quality measures. Participants in the MBSR
group who reported greater mindfulness practice improved significantly
more on the sleep quality measure most strongly associated with distress
(i.e., feeling rested after sleep) (Shapiro et al., 2003).

Observations of other research groups who are applying modifications of
MBSR in oncology settings complement the above-described findings. Monti
et al. (2006) conducted a randomized waitlist-controlled trial to evaluate the
efficacy of a mindfulness-based art therapy (MBAT) program designed for can-
cer patients. MBAT incorporates mindfulness meditation and art therapy with
the goal of decreasing distress and improving quality of life. Participants in
the study were women with a variety of cancer diagnoses. MBAT participants
demonstrated significant decreases in emotional distress, and improvements
in general health, mental health, vitality, and social functioning, when com-
pared with waitlist controls. Gains associated with MBAT participation were
maintained at a 2-month follow-up assessment (Monti et al., 2006). Another
research group has presented pilot qualitative data attesting to the poten-
tial benefits of integrating mindfulness techniques into psychoeducational
programs for sexual problems subsequent to gynecological cancer (Brotto &
Heiman, 2007). Finally, studies evaluating modifications of MBSR have been
presented at scientific meetings, representing ongoing clinical application of
MBSR in oncology populations (e.g., Bauer-Wu & Rosenbaum, 2004; Baum &
Gessert, 2004; Lengacher et al., 2007; Moscoso, Reheiser, & Hann, 2004).

Quantitative Findings – Biological Outcomes

In addition to improving psychological functioning, MBSR is hypothesized to
impact biological systems in cancer patients, who may exhibit dysregulation
of these systems (Abercrombie et al., 2004; Sephton, Sapolsky, Kraemer, &
Spiegel, 2000; Touitou, Bogdan, Levi, Benavides, & Auzeby, 1996; van der
Pompe, Antoni, & Heijnen, 1996). Our group evaluated the effects of MBSR
on immune, neuroendocrine, and autonomic function in early stage breast
and prostate cancer patients who were at least 3 months posttreatment
(Carlson, Speca, Patel, & Goodey, 2003; Carlson et al., 2004). Participants
completed self-report measures to assess quality of life, mood states, and
stress symptoms, and provided blood samples to measure immune cell num-
bers and function. Salivary cortisol (assessed three times/day), plasma dehy-
droepiandrosterone sulfate (DHEAS, a steroid product of the adrenal glands),
and salivary melatonin were also measured pre- and post-intervention (Carl-
son et al., 2004). Significant improvements were observed in overall quality
of life, symptoms of stress, and sleep quality. Although there were no signif-
icant changes in the overall number of lymphocytes or cell subsets, T cell
production of cytokines interleukin (IL)-4 increased and interferon gamma
decreased, whereas natural killer cell production of IL-10 decreased. These
changes in patients’ immune profiles were behaviorally associated with a
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shift away from a depressive pattern to one more consistent with healthy
immune function. In addition, approximately 40% of patients shifted from
an abnormal “inverted V-shaped” pattern of diurnal cortisol secretion, to a
healthier “V-shaped” pattern. This change was driven by a decrease in after-
noon and evening cortisol levels in some participants. Improvements in qual-
ity of life were associated with decreases in afternoon cortisol levels. In sum,
although the lack of a control group limits interpretation, findings suggest
that the MBSR program alters immunological and neuroendocrine profiles
of cancer patients in a direction more consistent with healthy functioning
(Carlson et al., 2003, 2004).

More recently a 1-year follow-up paper of this same group of breast and
prostate cancer patients has been published (Carlson, Speca, Patel, & Faris,
2007). We found that improvements in stress symptoms and quality of life
were maintained over the full year of follow-up. In addition, cortisol levels
continued to drop over the year, and salivary cortisol levels at 1-year follow-
up were associated with stress symptoms, such that those patients with less
stress also had lower cortisol values. Continued regulation in immune sys-
tem values, particularly pro-inflammatory cytokines, was also seen. This is
usually interpreted as a sign of stabilization of the immune system, which
may have been producing a maladaptive inflammatory response to the can-
cer. Finally, systolic blood pressure values decreased over the course of the
MBSR program. Any decreases in blood pressure are desirable, as elevated
blood pressure is the best predictor of subsequent heart disease (Carlson
et al., 2007).

Confirming this last finding in a much more methodologically rigorous
manner, preliminary results from a waitlist controlled trial conducted by
our group indicate a beneficial impact of MBSR on resting blood pressure
in women with cancer (Van Wielingen, Carlson, & Campbell, 2007). Twenty-
nine women with a diagnosis of cancer (mostly breast) who had completed
treatment at least 1 month prior to study entry were either registered for
immediate MBSR participation, or were waiting for the next program. Resting
blood pressure was assessed weekly at home over the 8-week study period in
both groups. For participants with relatively high levels of baseline systolic
blood pressure at entry to the study, participation in the MBSR program was
associated with a significant decrease in resting systolic blood pressure over
the 8 weeks relative to the control group. In addition, MBSR participation
was associated with decreased self-reported symptoms of stress, depression,
rumination, and increased mindful attention awareness. This study confirms
our previous findings that the MBSR program may be efficacious in reduc-
ing resting blood pressure. The decrease in systolic blood pressure observed
(15.5 mmHg) is clinically meaningful, and is comparable to the drop seen
for antihypertensive medication or a 10 kg drop in body weight (The Tri-
als of Hypertension Prevention Collaborative Research Group, 1997; Wua
et al., 2005). In the same study, when compared with waitlist controls, pre-
liminary data suggests that MBSR participants appear to demonstrate greater
systolic blood pressure recovery following a public speaking stressor at post-
intervention (Van Wielingen, Carlson, & Campbell, 2006). It remains to be
seen whether preliminary results from this ongoing trial hold up at study
completion. As blood pressure levels are predictive of the development of
cardiovascular morbidity and mortality, MBSR may have the potential to
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improve health outcomes for cancer patients, many of who are already at
increased risk due to heart-related side effects of cancer treatments.

In another study which included biological outcomes, Saxe et al. (2001)
evaluated the effects of combining a dietary intervention with MBSR on levels
of prostate specific antigen (PSA), an indicator of the level of tumor activity
in men with prostate cancer. Results suggested this 4-month combined pro-
gram resulted in a slowing of the rate of PSA increase in a pilot sample of 10
men (Saxe et al., 2001). Findings from the larger RCT may confirm whether
this combined dietary and mindfulness-based intervention alters PSA levels
in prostate cancer patients.

Quantitative Findings – Positive Psychology Outcomes

The effects of the MBSR program on positive outcomes such as spiritual-
ity and PTG are in the early stages of investigation. Garland, Carlson, Cook,
Lansdell, & Speca (2007), compared the effects of an MBSR intervention
and a creative arts-based (“Healing Arts”) program for facilitating PTG and
spirituality in cancer outpatients. Participants in the MBSR group demon-
strated significant increases in PTG and spirituality over the course of the
program; increases in spirituality as well as decreases in anger and over-
all stress symptoms were significantly greater for MBSR versus Healing Arts
program participants (Garland et al., 2007). This preliminary study indicates
future research into the effects of MBSR on positive psychological outcomes
in cancer patients is warranted.

Quantitative Findings Summary

In general, MBSR is thought to have potential as a clinically valuable interven-
tion for cancer patients (Mackenzie et al., 2005; Ott et al., 2006; Smith et al.,
2005). However, there is a need for replication of randomized controlled tri-
als that include active control groups and long-term follow-up. In the future,
incorporating both positive (e.g., things we want to enhance such as PTG)
and negative (e.g., things we want to decrease such as depression) psycho-
logical outcomes alongside biological indices may foster greater breadth and
depth of understanding of changes incurred through the program. Studies
comparing MBSR to other psychosocial interventions developed for can-
cer patients (e.g., supportive-expressive therapy) and dismantling studies
will enable identification of the program’s key ingredients. Brown and Ryan
(Brown & Ryan, 2003) reported that increased mindfulness over the course
of the MBSR intervention predicted decreases in symptoms of stress and
mood disturbance, alluding to emerging research on the mediating role of
mindfulness in cancer-related outcomes (Brown & Ryan, 2003; Ott et al.,
2006). According to Ott et al. (2006), “further work is needed to explicate
the mediating factors and better understand the unique benefits of mindful-
ness meditation and MBSR (p. 107).”

Qualitative Findings and Case Conceptualization

A qualitative understanding of participants’ experiences may be used to tailor
MBSR programs to better assist patients during cancer diagnosis, treatment
and recovery. Findings from a recent qualitative study support and inform
quantitative findings indicating that the MBSR program has a positive impact
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on psychological and emotional dimensions in cancer patients (Mackenzie,
Carlson, Munoz, & Speca, 2007). Nine cancer patients who had participated
in an 8-week TBCC MBSR program and who continued to attend weekly
drop-in MBSR sessions were interviewed for this study. Using a grounded
theory analytic approach, data from semi-structured interviews and a focus
group were analyzed to identify themes concerning the effects patients expe-
rienced by adding meditation to their lives. Five major themes emerged from
the data: (1) opening to change; (2) self-control; (3) shared experience; (4)
personal growth; (5) spirituality. This information was used to develop a the-
ory regarding mechanisms through which MBSR effects change for cancer
patients (Mackenzie et al., 2007).

Case Study

The following case study was developed as part of a larger qualitative
research investigation conducted at the TBCC in Calgary, Alberta. Individ-
ual semi-structured interviews were conducted with cancer patients who
had recently completed an 8-week MBSR program. The aim of the interviews
was to explore items of interest that had been previously identified in ques-
tionnaires assessing positive and negative aspects of psychological function-
ing, which were administered before and after an MBSR program. Question-
naires included the Functional Assessment of Chronic Illness Therapy – Spir-
itual Well-Being Scale (FACIT-Sp), Posttraumatic Growth Inventory – revised
(PTGI-r), Symptoms of Stress Inventory (SOSI), and the Profile of Mood States
(POMS). Items that changed significantly for the sample as a whole on the
questionnaires were chosen as the focus for the interviews, and representa-
tive patients who demonstrated a change on those items were selected. All
participants provided informed consent, and the study was approved by the
Conjoint Health Research Ethics Board of the University of Calgary Faculty of
Medicine and Alberta Cancer Board. The case of Sylvia was chosen for pre-
sentation because it illustrates emerging themes common to the application
of MBSR in the context of cancer treatment and recovery.

Personal Background and Disease Context

Sylvia is a 50-year-old woman who lives with her common-law partner and
has no children. She has 13 years of education and has been employed as a
middle manager for 31 years. Sylvia was diagnosed with Stage I breast can-
cer in February 2006. She had two surgeries to remove affected tissue of the
left breast. She then received 25 radiation therapy treatments daily (M-F) for
a period of 5 weeks, beginning in August 2006. Radiation therapy, or radio-
therapy, is the use of ionizing radiation to control malignant cells. Radiother-
apy itself is painless, but can cause various acute and long-term side effects,
including skin reactions (e.g., redness, soreness) and reduced skin elastic-
ity due to scarring. Following surgery and radiation, Sylvia began a 5-year
course of Tamoxifen, an adjuvant therapy, which interferes with the activity
of the hormone estrogen, reducing the chance of recurrence of the disease.
Tamoxifen is commonly administered following primary treatment for early-
stage breast cancer. The side effects of Tamoxifen are similar to the symptoms
commonly associated with menopause, such as hot flashes and irregular men-
strual periods; the nature and degree of side effects varies across patients.
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Sylvia began the 8-week MBSR program shortly after she finished radiation
in October 2006. When she began the program, she considered herself to be
very familiar with cancer-related stress, and hoped the program would help
her cope with the cancer experience. Sylvia described herself as “needy” for
support and stated she sought out the program because she did not know
where else to find help.

Findings

Common themes that emerged from the qualitative interviews related to
reduced symptoms of stress, improved mood, increased feelings of spiritual
connectedness, and perceived benefits from the cancer experience. These
themes that emerged included the importance of present-focused awareness
for identifying and dealing with stress, the development of self-efficacy for
coping with challenges, the importance of accepting things as they are, and
learning to let go of unknowable or uncontrollable outcomes.

In particular, participating in the MBSR program appeared to increase
Sylvia’s present-focused attention/awareness, influencing how she fets about
herself.

I never knew that we always thought about the past and the future. I just had
no idea that that was where our mind always went and it’s so true. I mean, it’s
kind of embarrassing to say that you didn’t know that before. But, you know,
we kept hearing that and it was when you are in the present you feel so much
different about yourself than when you think about the past, if you think about
the future. The present is a really good place to be.

It appeared that Sylvia developed greater self-efficacy with regard to cop-
ing with stress.

I learned that when you react to things when you’re under stress, you’re only
hurting yourself really. You know, because, I remember when I used to react to
things, you know, it would still fester and boil up in me. And now, when I sort
of let it go, when I have a stressful situation and I breathe and I think about it
[. . .] and then I deal with it, it’s not so bad.

Sylvia acknowledged that she had felt depressed for some time and felt that
the program was integral in improving her mood.

I think that I am better. I stand at better peace with myself. And it’s because
of the meditation by all means I know that. I know that because without that I
think I would’ve had the time, but nothing would have changed. It’s still minus
a body part and you still don’t know, you [are] still unsure. . ..I think you can
be depressed though for a long time. So, the fact that I had this [program] for
a couple of months and I feel a change. So, again I feel that I have to attribute
it to the meditation because I could still be the way I was going for so many
months.

She expressed a reduction in fear surrounding cancer recurrence, feeling
that if the cancer recurred she would be able to cope with it.

I was always thinking about [the cancer] and I was depressed. . .And I’m not
anymore. . .And if it recurs, I think I’m prepared for that. I sure wasn’t before
[the program]. [. . .] I realized that you can’t do anything about the cancer but
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you can do something about how you feel about it and how you react to it. I
do much better.

In particular, Sylvia described her change in attitude from needing to know
what caused her cancer to an attitude of acceptance of the cancer experience
after participation in the program. She finally felt able to let go of trying to
determine why she got cancer.

When I had cancer. . .what I questioned all the time was, “ok, what am I going
to learn from this”?. . .there’s a reason why I got this. . .I needed to know that
because I thought I could deal with things differently and I was adamant to
know. . ..And for the longest time I thought that’s the only way I could deal
with it, so I was always thinking about that and I was depressed. . .And then it
just kind of didn’t matter. It didn’t matter where I got it from.

Sylvia described increased acceptance of what is occurring in the present
moment.

So, I learned how to be in the present and I use that a lot on a daily basis –
when I’m stressed out, you know even in traffic. You say, “I’m here now. This
is where I’m going to be. I’ll worry about the grocery store later.” I just accept
things a lot easier now than I did before.

Issues around spirituality, encompassing feelings of hope, peace, and
understanding, surfaced and resonated strongly with Sylvia despite that the
focus of the MBSR program is secular and does not specifically address
spirituality.

After the [full-day meditation] retreat I said that I was at such peace and it was
so spiritual. . .

The increased feelings of spirituality and peace expressed by Sylvia had
particular implications related to her own experience of cancer.

I’m at peace. I understand it [the cancer] a lot better. I understand it. And if it
recurs, I think I’m prepared for that. [. . .] I know things happened for a reason,
always. Always.”

This comment is congruent with the definition of spirituality as an ability
to see the divinity, or greater organization in life, and to use this understand-
ing to deal with life challenges.

Significant increases in PTG were also evident in Sylvia’s interview. She
described experiencing positive changes related to the cancer experience
after participation in the program, and linked specific skill acquisition in deal-
ing with the cancer experience to her participation in the MBSR course.

I always knew that there was something that I had to learn from this and I
never knew what it was – I never knew. And I think now what I’ve learned
(and probably from the course) is, what I’ve learned is to appreciate things, to
take time for things, which I think before I was always so busy and always so
controlling, and you know, quite bossy. I realized that you can’t do anything
about the cancer but you can do something about how you feel about it and
how you react to it.

It is clear from this interview that many of the themes of the program
resonated with Sylvia’s experience of learning MBSR, particularly around
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issues of feeling a need to know and have some certainty about why can-
cer occurred, and whether it was coming back. This inherent uncertainty
in the illness experience is often one of the most difficult issues for cancer
survivors to live with. Sylvia’s comments provide some insight into how the
program can help patients find peace even within this vast inability to know
the future with any degree of certainty. Somehow through the practice she
learned to tolerate uncertainty and uncontrollability much better than before
her cancer experience.

Sylvia’s responses during this qualitative interview represent only one
patient’s perception of the effects of MBSR on positive and negative out-
comes, but do resonate well with what other patients have articulated. The
interviews in general reveal a broad range of improvements related to a
greater appreciation for life and improved coping self-efficacy. Encourage-
ment of the adoption of attitudes such as acceptance and letting go appear
to have contributed to patients’ increased feelings of spirituality and PTG,
and decreased stress and mood disturbance. Based on qualitative analyses,
there appears to be a strong link between mindfulness practice and a health-
ier view of the cancer experience and its impact on daily functioning.

Summary and Conclusions

Distress and other negative reactions to a cancer diagnosis and all that it
entails are common and expected experiences for cancer patients and their
families. Fears of premature death and of the pain and indignities of can-
cer treatment are natural and well founded in many cases. Despite the hur-
dles such experiences present, patients are often able not only to adjust to
such a massive life stress, but even to thrive and grow as a result. We have
reviewed the rational suggesting MBSR may be helpful for cancer patients
and families, and provided an overview of the clinical research detailing its
efficacy for alleviating a wide range of negative outcomes including stress
symptoms, anxiety, anger, fear, sleep disturbance and depression. We have
also shown evidence of enhancement in overall quality of life, improved
ability to find benefit in the situation and grow through trauma, includ-
ing enhancement of a sense of spirituality and meaning and purpose in
life, as well as enhanced ability to tolerate uncertainty. In addition to these
psychological benefits, patients often show improved biological regulation
of a variety of circadian systems that are essential to promote health and
homeostasis, such as cytokine expression, cortisol secretion, and blood pres-
sure. We have attempted to integrate methods of inquiry including both
qualitative and quantitative approaches in the hopes of better understand-
ing not only the outcomes of MBSR in people living with cancer, but also
the potential mechanisms that may help to explain how and why MBSR
is effective in this group. Future research efforts of our group and others
should help to lend further understanding not only to the full range of
effects of MBSR, but also some insight into these intriguing questions of
how and why.
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Appendix: Description of Specific Didactic Learning and
Experiential Exercises

Following group discussion and problem solving about home practice, the
didactic components of Week 3 (“Mind-body Wisdom and Healing”) and

Figure. 20.1. The stress reaction.
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Week 4 (“Balance in the Autonomic Nervous System”) in our MBSR pro-
gram include a description of the automatic physical, emotional and behav-
ioral reaction to stress, compared with the response when we choose
to attend mindfully to our experience. Short and long-term emotional,
cognitive, behavioral, and physiological aspects of these two different
responses are illustrated and discussed (Figures 20.1 and 20.2; adapted
from Kabat-Zinn, 1990). In addition, participants complete a self-assessment
checklist of symptoms of stress, in order to develop awareness of the
ways in which stress may influence emotions, sensations, and behaviors
(Figure 20.3).

In Weeks 3 and 4, following didactic instruction, participants are guided
through a series of experiential exercises involving bringing awareness to

Figure. 20.2. The stress response.
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Figure. 20.3. Symptoms of stress self-assessment.

the breath. These are taught in conjunction with the basic sitting medita-
tion and yoga postures that occur during each weekly class. These exercises
are referred to as “mini” mindfulness exercises. “Minis” are focused breathing
techniques that are practiced to help reduce anxiety and tension in any place,
at any time, and can be engaged in without others taking notice. For example,
“minis” can be performed when stuck in traffic, when feeling overwhelmed,
when waiting in the doctor’s office, waiting in line or when experiencing
pain. Participants are guided through the experience of mindful slow, deep
diaphragmatic breathing then use the various techniques to focus breath pat-
terns and awareness (Figures 20.4–20.8).
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Figure. 20.4. Balanced mini breathing exercise with counting. (BALANCED MINI 1:
Count from ten down to zero – one number for each in and out breath, like walking
down a set of stairs. With the first diaphragmatic breath say “ten” to yourself; with
the next breath say “nine”; -8-7-6-5-4-3-2-1-0).

Figure. 20.5. Balanced mini breathing exercise with counting 2. (BALANCED MINI
2: As you inhale, count very slowly up to four. As you exhale, count slowly back down
to one. Do this several times).

Figure. 20.6. Balanced mini breathing exercise with holding. (BALANCED MINI 3:
After each inhalation pause for a few seconds. After you exhale, pause again for a few
seconds. Do this for several breaths).

Figure. 20.7. Relaxing mini breathing exercise with holding after the outbreath.
(RELAXING MINI: Triangular breath. Breathe in fully, then out fully. Pause and hold
after the out breath.)
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Figure. 20.8. Arousing mini exercise with holding after the inbreath. (AROUSING
MINI: Inverted triangular breath. Breathe out fully, then in fully. Pause and hold after
the in breath).
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Mindfulness-Based Intervention
in an Individual Clinical Setting:

What Difference Mindfulness
Makes Behind Closed Doors

Paul R. Fulton

I would like to beg you to have patience with everything unresolved
in your heart and try to love the questions themselves as if they
were locked rooms or books written in a very foreign language. Don’t
search for the answers, which could not be given to you now, because
you would not be able to live them. And the point is, to live everything.
Live the questions now. Perhaps then, someday far in the future, you
will gradually, without even noticing it, live your way into the answer.

– Rainer Maria Rilke (1875–1926), Letters to a Young Poet

Introduction

In my teens, when I began my study of Buddhist and Western clinical psychol-
ogy, few resources were available. Most published materials were general
and theoretical, such as Erich Fromm’s Zen Buddhism and Psychoanal-
ysis (Fromm, Suzuki, & DeMartino, 1960), or Hubert Benoit’s (1955) The
Supreme Doctrine. There was no practical literature, and like many others,
I was left to explore the territory without a map. When a group of like-
minded individuals formed a study group in the early 1980s, the idea of the
integration of psychotherapy with meditation remained mildly disreputable.
Meditation was associated with New Age self-help and exotic spirituality, and
we lingered quietly at the margins of the mainstream.

In these early efforts to integrate these two disciplines, most of the influ-
ence of mindfulness was through the therapist’s own practice, remaining
unnamed and invisible to the patient, a potent but transparent background
to the encounter. However, with the growing popularity of mindfulness,
patients are more receptive to its use (Psychotherapy Networker, 2007).
In my own practice it is common for people already interested or deeply
grounded in meditation to seek me out because of it. While it is relatively
rare for me to recommend meditation, if I feel it is appropriate, I now do so
without the squeamishness I felt early in my clinical career. The issue of how
one introduces meditation to patients has all but disappeared.

Mindfulness has gained respectability due to the recent explosion of
published literature, much of it providing empirical support of its clinical
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efficacy. Excellent guidance is increasingly available to new generations of
clinicians. To make such research possible, the concept of mindfulness,
derived from Buddhist practice and literature, has required refinement and
definition. For meaningful clinical trials to be conducted, it has been neces-
sary to define consistent treatment conditions, to try to isolate the “active
ingredients” in mindfulness, and control for extraneous variables. Conse-
quently, much of the available literature focuses on protocol-driven use of
mindfulness, applied in a structured manner with well-defined populations.

What is determined to be effective in a protocol-driven research trial may
not translate naturally to the individual treatment setting. What actually hap-
pens in the face to face encounter between patient and therapist in the use
these concepts and techniques? This volume provides a number of responses
to this question. In this chapter I take up the issue through case examples,
from a first-person real world perspective, learned by doing, informed by
study and (periodically inconsistent) meditation practice of nearly 35 years,
to illustrate some relatively unformulaic ways mindfulness informs the treat-
ment process.

Please note that in this chapter, my use of the term “mindfulness” lacks
a certain precision, and is offered as a kind of abbreviation for a range of
practices, perspectives, or observations gained through mindfulness practice
and study that are broader than redirection of attention or mental training.

The Continuum

As I ended a day-long program teaching about mindfulness to mental health
professionals, an elderly psychiatrist and former colleague came up to me
and asked with genuine puzzlement, “So, what is a mindfulness-based inter-
vention?” I was embarrassed that the answer remained unclear. The problem,
I decided, is that for all the efforts to arrive at a consistent and concise defini-
tion of mindfulness, it remains elusive for the breadth of its application. In the
clinical setting, the concept of mindfulness quickly loses precision because
its influence can be seen at a variety of levels. Describing these levels pro-
vides a kind of map to locate what we mean when discussing mindfulness.

The intersection of mindfulness and psychotherapy can be described as
occurring along a continuum. One pole of this continuum might be called
the “implicit” end, where mindfulness is practiced by the therapist, but
is otherwise invisible to the patient. Elsewhere I have written about the
“implicit” end of the continuum, describing the contribution mindfulness
practice makes to the mind of the therapist, and through it, to the therapy
(2005). Mindfulness, I argued, helps the therapist to cultivate mental capac-
ities and qualities such as attention, affect tolerance, acceptance, empathy,
equanimity, tolerance of uncertainty, insight into narcissistic tendencies, and
perspective on the possibility of happiness. The degree to which the thera-
pist’s own mindfulness practice influences treatment outcome is just begin-
ning to receive empirical attention.

Moving along the continuum, the use of mindfulness becomes more
explicit, incorporating concepts informed by mindfulness, to psychother-
apy overtly incorporating specific mindfulness techniques. Some of the
stations along this continuum are described by Germer (2005) as a
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mindfulness-practicing psychotherapist, mindfulness-informed psychother-
apy, and mindfulness-based psychotherapy. The explicit end of this contin-
uum, however, does not stop there, as many patients will take up meditation
per se, perhaps first as preparation to enable themselves to enter therapy, as
an adjunct to therapy, or as a parallel activity conducted as a spiritual practice
of awakening quite apart from the therapy’s original presenting problem.

Of course, no unidimensional continuum can adequately describe the
many ways psychotherapy and mindfulness come together in life, as the clin-
ical examples below attest. This chapter will focus on a variety of ways mind-
fulness practice informs what actually occurs in the individual clinical setting
at different levels of this implicit-explicit continuum.

In addition to the continuum, we can also imagine a Venn diagram in
which the domains of psychotherapy and meditation are each described by
circles. While each has its own original purpose and range of effectiveness,
the circles overlap in mindfulness-oriented psychotherapy (Figure 21.1).

However, when the therapist is a meditator, all activities, whether the con-
duct of psychoanalysis, mindfulness-based cognitive therapy, or doing the
laundry, are all informed by mindfulness. This might be depicted by drawing
a third circle encompassing both of the other two (Figure 21.2).

Figure. 21.1. Mindfulness-oriented psychotherapy as the area of overlap between
mindfulness and psychotherapy

Figure. 21.2. Psychotherapy when the clinician practices mindfulness.
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General Considerations

One begins to see the difficulty establishing distinctions about what constitutes
mindfulness-based psychotherapy. This integration may be most simple when
we craft techniques clearly inspired by mindfulness. For example, one can
teach exercises such as the “Three Minute Breathing Space,” (Segal, Williams,
& Teasdale, 2002), visualizations conducive to acceptance (Hahn, 1976; Kabat-
Zinn, 1994), or prescribe techniques intended to use emotions as objects of
mindfulness (Brach, 2003).

But mindfulness is not reducible to a class of interventions or techniques, and
must be understood in a much broader context. It originates as the method-
ological cornerstone of a system of understanding, focused on the nature
of suffering and the nature of happiness. It is an understanding that, with
time and practice, we become. When practiced wholeheartedly, it becomes
inseparable from all we do, including our clinical work. It is manifest as
a quality of attention, a way to hold experience, a commitment to ethi-
cal conduct, and an understanding of a path to be traversed. The com-
mon denominator of all applications of mindfulness is the turning toward
experience; the common therapeutic factor is a changed relationship to
experience.

A fundamental contribution of mindfulness is its formulation of the nature
of suffering and its relief, which differs from the way distress is often formu-
lated in traditional clinical terms. In the medical model, suffering is regarded
as symptom of an underlying disorder, a developmental arrest, learned errors
in thought, perception, or conduct, or psychological injury. Treatment is
often based on identifying and treating the underlying disorder to relieve
the symptomatic distress. By contrast, the Buddhist formulation, upon which
mindfulness rests, holds that suffering is inevitable and arises due to a mis-
directed effort to manipulate our experience to our liking. That is, in our
actions large and imperceptibly small, we are constantly trying to hold on to
what is pleasurable, and rid ourselves of the unpleasant. In Buddhist terms
this is often described in shorthand as grasping. As most experience is tinged
by these valences, the effort to control is nearly ceaseless. In this respect, suf-
fering is universal, its operation identical irrespective of this or that putative
underlying disorder, or the particular conditions to which we react. It may
manifest in overt misery, or it may be extremely subtle in its expression as a
sense of unease or dissatisfaction, even in the face of abundance. Grasping is
also seen in a tendency to identify with our thoughts and mental construc-
tions, investing them with greater reality and durability than they possess.
Suffering arises when we cling to that which is unreliable for being changing
and ultimately empty. Understanding this formulation of suffering as originat-
ing in our effort to control or grasp offers an opportunity to radically reframe
the problem of our patients’ suffering.

Mindfulness and Its Influence on the Practice
of Psychotherapy

Inevitably, patients arrive with their own hypotheses, or in many cases, con-
victions, about what is wrong, what must be changed, lost, or gained before
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their distress can be lifted. Often the formulation is itself an obstacle. This is
illustrated by the case of Lydia.

A former therapist herself, Lydia came to treatment after her previous ther-
apist of 10 years moved away. She was recently divorced by her choice, and
was now working to rebuild her life and a career in her chosen field. For
years she was beset by the fear that she would be alone, left out, and iso-
lated, a fate she concluded was evidence that something was wrong with
her. Her previous therapies had focused on identifying and fixing what was
wrong, but she still was susceptible to downward spirals of self doubt and
despair, driven by her harsh self inquiry conducted with the emotional tone
of an inquisition. When I asked if she had established what was wrong with
her, she said she had not; her previous therapy had yet to get to the bottom
of it. I asked what she really wanted, and she was clear that it was to be
happier. When I asked how it felt when she tried to analyze her problems,
she said she felt truly terrible. I suggested that given that her desire was to
be happy, and this inquiry made her miserable, had she considered setting
it aside? Lydia was appalled. After all, this picking away at her wounds was
the only method she could imagine, and she believed (against all evidence)
that it was the lifeline that would ultimately be her rescue. I suggested that in
light of her experience to date, the next time she noticed she was engaged
in this spiral, she consider how she felt, and if so inclined, stop as best she
could, redirect her attention, and see how she felt as a result. She was threat-
ened by this idea, and the next several sessions were given to understanding
the nature of her doubt. Some of this doubt came from her own early profes-
sional training in analytic psychotherapy. Lydia conceded that her efforts had
been counterproductive, and she might consider an alternative. This experi-
ment became the shared working formulation between us, and she was able
to notice when she started down this steep and painful slope, and arrest her
fall. Together we began to apply the same approach to other facets of her life,
and she became more adept at identifying mental habits relatively quickly
after appearing in experience, and exercise a choice in how to proceed. For
example, when she found herself grumbling about having to file a stack of
papers, she noticed her irritability, and spontaneously saw how it was not
the filing itself, but her mind, that was causing her torment. She remained
introspective, but what she sought to understand shifted away from the diag-
nosis of a deficit and toward consideration of the impact of her current men-
tal activity on her sense of well-being. The issue of whether redirecting her
attention constituted an abandonment of some truth-seeking became irrele-
vant; she was freeing herself, and that was rewarding enough.

There are several elements of this reframe that owe a debt to mindfulness.
The first is that it offered an alternative to the vestigial impulse, inherent in
the medical model, to fix or rid oneself of something. Rather than analyz-
ing or interpreting the underlying meaning of distress, the focus shifted to a
pragmatic investigation of what brings relief and what brings more distress,
as judged with genuine open-mindedness. In the process, Lydia turned her
attention to her here-and-now experience, rather than invest her energy in
the unproductive rehearsal of familiar stories.

This touches on another element of formulations derived from mindful-
ness. That is, what we do is effectively being practiced and strengthened,
exactly as a pianist’s skills are honed by rehearsal. Conversely, what we cease
to do is gradually weakened, and perhaps ultimately extinguished. When we
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point out to our patients that what they do (whether in thought, speech, or
action) is being practiced and strengthened, it offers a new basis to evaluate
the impact of those actions on their well-being.

This is illustrated by Andrew, a genuinely caring man who was concerned
over his tendency to become impatient or angry, which he took to be signs
of failure and moral weakness. In any angry encounter, he suffered both the
inherently unpleasant anger itself, as well as the self-judgment he leveled for
his loss of control. Even when he thought his anger was justified, he felt bad
and helpless to change his reactions. These angry events stuck with him. I
asked if he found relief in revisiting these episodes, or if they perpetuated
the feelings of anger and shame. Andrew said it made him feel worse. I intro-
duced the idea of practice as strengthening these pathways of anger and judg-
ment, and some neurophysiological evidence behind it (which appealed to
his scientific background). I pointed out the way that his lingering over the
offending event and his own reactions amounted to a sustained rehearsal.
Andrew understood, and immediately brightened at the idea that each new
episode offered an opportunity to relate to his anger differently, as a chance
to practice something different. I suggested that he practice directing his
attention to the subjective mental and physical experience of anger before
responding. In this way, he gradually became a student of his own experi-
ence and a trained observer of how his anger is triggered in real time. In
the process, he gained access a broader palate of responses. The emphasis
on practicing took his anger out of the domain of moral weakness, which
only tended to cause him to add fuel to his shame, and recast it as something
workable in the moment of its arising, something one does, rather than evi-
dence of a relatively immutable character flaw or statement about “what kind
of person” he was.

The role of practice and learning is not unique to mindfulness, of
course. What mindfulness contributes to this commonsense observation is
an expanded range of mental qualities that are amenable to simple cultiva-
tion. Qualities we often consider to be relatively fixed and trait-like, such as
generosity, compassion, anger, impatience, or even interest in our reactions,
are all legitimate subjects for on-the-job training. Such observations serve as
an antidote to the tendency to see ourselves as relatively static, and to define
ourselves in fixed, often uncharitable ways. They invite us to try to become
what we value in a practical way. In practice, attending to “what one does”
is more workable than fixating on “what one is.” The liberating benefit of
learning to limit our tendency to form and attach to any fixed perception of
ourselves is one benefit of a nuanced mindful understanding of our mental
activity.

Often, our patients’ habits of mind are harsh and self-punitive. This was
true of both Lydia and Andrew. I asked them to attend to the quality of their
minds when, for instance, Lydia engaged in her well-practiced self-analysis,
or Andrew resided in familiar guilt. In both cases the feeling was unpleasant,
regardless of how hygienic they felt these activities to be. When I pointed out
that, despite their positive intentions, these habits appeared unkind, both got
the message. They had permission to consider their conduct in the light of
compassion, as a form of granting or denying self-care. Redefining their own
mental habits along the axis of “kind and conducive of happiness,” rather
than along dimensions of health or morality, offered them more freedom to
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experiment. How could each be different with themselves in the moment of
difficulty? Framing actions in terms of compassion, toward oneself as much
as toward others, in practice rather than as an abstract ideal, is both method
and fruit of mindfulness.

Note that none of the examples cited above depended on meditation or
formal mental training, nor is mindfulness invoked to the patient. They are
“interventions” that rest on the therapist’s understanding and personal expe-
rience, communicated in the language of commonsense to the patient. Nor
does the role of mindfulness necessarily lead to a turning away from one’s
history, in flight to the here and now. This is seen in the case of Carol.

Carol was an experienced meditator, but a novice to therapy, having kept
her difficult emotional life from her friends and her kind but unattuned hus-
band. None knew the sort of emotional torment she carried for most of her
50 years. Carol’s mother had been an indifferent parent, entirely uninter-
ested in babies or children, a fact made clear in her failure to mirror her
gifted daughter’s efforts to be seen and accepted. Carol was desperate not
to disappoint her mother, but inevitably failed, as her mother wanted only
to be the center of attention and the life of the party. Her father was loving,
but intolerant and angered by any expression of dissent by Carol. She felt as
though she did not exist, and as a young girl would rock on her bed, repeat-
ing “I do exist.” Though she was academically gifted and later, professionally
successful, she received no recognition from her parents, nor nourishment
for herself, for her accomplishments. She felt counterfeit, learning to hide
beneath an exterior of competence to mask a deep sense of illegitimacy. In
adulthood she earned a doctorate, but every step was an enormous chal-
lenge, as she felt she lacked the right to the self-assertion implied by creating
works of original scholarship. What seemed like a natural expression of com-
petence required Herculean effort to overcome a commensurate inner resis-
tance. It was as though she had one foot fully on the gas pedal and another
on the brake. Carol was in a helping profession, and though socially com-
petent, being with others was deeply fraught and exhausting. She avoided
unnecessary contact for measured periods of time.

Carol chose me as her therapist because she knew of my interest in med-
itation, though we rarely discussed – and never used – meditation or mind-
fulness. However, her meditation experience was crucial to the therapy. She
had developed some capacity to tolerate her difficult emotional experience,
enabling her to endure the overwhelming early months of the therapy. The
fear and shame of speaking her formerly disavowed and unspoken thoughts
left her trembling and tearful, and she had to sit in her car for a long spell
after our sessions. She dreaded the sessions, but was surprised to feel relief
as well. Together we learned to pace the therapy to keep it manageable. I
was deeply impressed with her courage.

By contrast with Lydia who needed assistance dislodging her attention
from the personal archeological investigation that characterized her previ-
ous therapies, Carol needed to open to her history and difficult emotional
content, to enter and reclaim her story. In this movement she was honoring
the truth of her experience, which she had formerly sought to deny. This is
the work of conventional therapy, though it felt as if conducted on a high
wire. At one point I asked Carol if she felt there was anything authentic in
her experience. She thought a moment, and said that the direct experience
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of the breath, encountered in moments of silent meditation, felt authentic.
While Buddhist meditation is often described in terms of seeking to illumi-
nate the illusory nature of the self, in meditation Carol had found a way to
locate herself, to herself. She was familiar with the Buddhist doctrine of no-
self, but said clearly, “That’s not what this was about.” We both understood
that the self she was in need of inhabiting was something different from the
illusory self described by Buddhist psychology, and we understood that both
activities were real and valid.

Carol’s journey was perilous, and I am convinced that she would have
been unable to undertake it were it not for the qualities of courage and forti-
tude cultivated in her years of meditation practice. It enabled her to become
more real to herself as a counterbalance to her sense of inauthenticity. This
sort of contribution can never be reduced to a set of techniques, a formula-
tion, or a perspective. Nor was her meditation a substitute for psychotherapy,
addressing difficulties that could only be fully summoned in relationship. In
meditation she had skillfully found a form of self-care and a source of emo-
tional survival. Though not an explicitly applied technique in the therapy, as
part of her own background it was an essential ingredient in her treatment
and her life.

Becoming More Explicit

Some uses of mindfulness and its underlying principles are nearer the explicit
end of the spectrum. I have often shared specific suggestions lifted more or
less directly from Buddhist lore, to good effect.

Leonard was a regional vice president of sales for a large national furni-
ture company. He lived in terror of his semiannual sales presentations at his
company’s national office, and would over prepare with reams of overhead
slides and notes. I had referred him to a MBSR program, from which he had
received some benefit, but his fear of these meetings kept him awake at
night. I told Leonard of a sermon given by a Zen master, which, in its entirety,
was two words long: “Soon dead.” Leonard was delighted, and was excited
to tell me, after his return from the sales meeting, that the only notes he
brought with him were these same two words written large on a legal pad.
Leonard knew his material cold, and paradoxically, his voluminous notes only
added to his anxiety. The reminder of the proper place of a sales presenta-
tion in his life was freeing, and he gave his best presentation ever. Rather
than heighten his anxiety, the reflection on life’s transience allowed him to
loosen his frightened grip on how his sales performance would define him.
He saw this event from a larger perspective.

Andrew often wondered when it was appropriate to correct a subordinate,
and how to distinguish when he was acting skillfully from when he was
speaking from anger.

I suggested that when faced with this uncertainty, he could apply three
questions, which I had lifted directly (without full attribution) from one of
the Buddha’s own discourses (the Abhaya Sutta). First, is what he wants to say
true? If not, then don’t say it. If it is true, he might then ask if it is beneficial
to say it. If it is both true and beneficial, then ask if it is the correct time and
place to say it. Besides requiring a moment to reflect (which already helps
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curtail an impulsive response), posing these practical questions to oneself
provides a way to practice non-harm, thereby avoiding escalation of one’s
own anger and aggression.

The Buddhist formulation for working skillfully with emotions differs from
the clinical notions of “abreaction,” “getting it out,” or catharsis. Anger or
hostility are seen as harmful, whether directed toward others or, through
judgment and self-rejection, toward oneself. While knowing difficult emo-
tions in the fullness of mindful awareness is essential, expressing them in
speech or action requires great care to avoid fueling the anger. This practice
of full present-moment awareness of a difficult emotion delicately balanced
against and verbal/behavioral restraint is a well developed practice in Bud-
dhist psychology.

Consider this dynamic in the case of Margaret, formerly a teacher but now
disabled by the cumulative debilitating effects sadistic childhood abuse. She
had repeatedly asked her neighbor not to walk her dog in Margaret’s tiny
yard. One day, called to the yard by the nearby sound of a fire truck’s siren,
she found herself standing in the midst of voluminous dog manure. Enraged,
she smeared the neighbor’s porch, door, and outdoor children’s toys with the
manure. Then, terrified of what she had done, she called the clinic where I
was providing backup coverage for her vacationing therapist, for an emer-
gency appointment. The “expression” of anger had shaken her badly, and
she was frightened. In the course of our meeting I asked her if there was
someone about whom she felt kindly, even in the midst of this storm. She
was able to locate feelings of kindness toward an elderly shut-in neighbor. I
suggested to Margaret that she consider doing something for this neighbor.
We made a follow-up appointment for the next day. When Margaret returned,
she told me how she had brought ice cream to her elderly neighbor, in the
process breaking the spell of her rage. She asked me, “How did you know?”
She was later able to speak to the neighbor who owned the dog about what
each of them had done, and resolved it amicably in a way that had seemed
impossible in the heat of her fear.

The Buddha purportedly said that hatred is never appeased by hatred, but
only by non-hatred (Dhammapada 5). More than an elevated shibboleth, this
expresses a pragmatic approach to difficult emotions that does not deserve
to be segregated in spiritual literature and admired from a distance. It offers
a practical way to work with inner experience in the interest of cultivating
inner and outer peace. Resisting actions rooted in anger, in speech or behav-
ior, toward oneself or toward others, is the practice of compassion, not one
of avoidance, isolation, or repression. As with most practices offered by the
Buddha, the encouragement is to see for oneself if they work to bring men-
tal peace.

In each case cited above is the invitation to patients to turn toward their
experience as it is, in full acceptance, not because of their like or dislike of
it, but because it is “true” for being present. In this movement is the subtle
suggestion that we need not be cured, fixed, or rid of anything as a precondi-
tion for healing. Relief from suffering may be difficult to win, but it is nearer
at hand than the notion of cure would suggest. When suffering is divested of
being regarded as evidence of failure, weakness, or illness, it may become an
opportunity to embrace more of life. This startling reframing points the way
suffering may gradually loses its sting.



416 Paul R. Fulton

Conclusion

These few case examples do not suggest the application of interventions
cribbed from treatment handbooks, but neither are they esoteric or mysteri-
ous in nature. They arise from an understanding of the universal underlying
dynamic of human suffering. Books can provide invaluable guidance, but
mindfulness interventions and formulations arise naturally when, as thera-
pists, we have tested their utility for ourselves in the crucible of our own
experience. The sustained idiographic study of our own minds becomes the
seat of creative discovery, and the potential contributions of mindfulness to
therapy become as countless as the moments we spend with our patients.
When we have come to see how we entrap ourselves and how we might
cease such harming activity, we learn to see how others, too, fall into cycles
of suffering despite their deepest wishes for relief. We are better equipped
to provide guidance to our patients in this movement to well-being when
we have experiential understanding of this path, whether the use of mindful-
ness remains unspoken or becomes an explicit part of the therapeutic con-
tract between ourselves and our patients. Then all that we do as therapists
become mindfulness-based interventions.
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Mindfulness with Children:

Working with Difficult Emotions

Trudy A. Goodman and Susan Kaiser Greenland

“Then it is only kindness that makes sense anymore, only kindness that
ties your shoes. . .only kindness that raises its head from the crowd of
the world to say it is I you have been looking for, and then goes with
you every where like a shadow or a friend.”

– Naomi Shehab Nye

Introduction

In Buddhist psychology, difficult emotions are defined as forces that visit the
mind. Imagine that your mind is like water in a pot and your emotions are the
wind. When the wind blows, the water ripples on the surface and the still
water below is hidden from view. If you were to gaze at the water’s surface
your reflection would be obscured by ripples. Damaging emotions make it
especially difficult to see the water’s surface clearly; they make waves, and in
the ensuing turbulence you may feel upset and confused. Mindfulness prac-
tice helps you see and calm the emotional turbulence, allowing your mind
to be clearly reflected on the surface of the water. This is one way we talk to
children about their feelings.

In this chapter we discuss mindfulness as a way to help children under-
stand their emotional pain. We present a method that we dub scram to help
children loosen the grip of their difficult emotions and respond more mind-
fully to them. We choose this acronym because children and mentors (ther-
apists, teachers, parents, and others working with children) often want to
scram – or quickly leave – when faced with difficult emotions. scram is a
step-by-step approach toward a mindful resolution of a painful emotion or
experience: Stop or slow down; Calm your body; Remember to look at what
is happening both inside and out; and only after completing the first three
steps, take mindful Action with kindness or Metta.1

This chapter is a collaboration between two writers with different
perspectives. Trudy Goodman (Trudy) co-founded the Institute for Med-
itation and Psychotherapy in 1995, and founded InsightLA in 2002, a
not-for-profit organization for the teaching of mindfulness. Trudy, a psy-
chotherapist for 25 years, has worked with children and mindfulness in

1 Metta – Pali for friendly.
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a variety of therapeutic settings and family mindfulness programs. Susan
Kaiser Greenland (Susan) co-founded InnerKids in 2000, which brings
mindful awareness practices to children in pre-kindergarten through high
school. In collaboration with educators and therapists, she adapts tradi-
tional mindfulness practices so that they are developmentally appropri-
ate for children/teens and suitable for use in a secular setting. We hope
that by bringing together insight from mindfulness, psychotherapy and
classroom experience, this article will contribute to the emerging body
of knowledge regarding the secular practice of mindful awareness with
children.

Background

The traditional objective of mindfulness is both practical and therapeutic; by
viewing experience with clarity and discernment at the moment it occurs,
it is possible to free the mind from emotional suffering. This process, in and
of itself, trains attention, promotes emotional balance, and cultivates com-
passion2. It is well suited to children because the approach can be playful,
experimental and is always experiential; we invite children to “come and see,
to try this for yourself.”

“What is unique about mindfulness-oriented child therapy (or educa-
tion) is the enhanced ability to return to the present moment again
and again, with openhearted, nonjudgmental attention to both the expe-
rience of the child and to one’s own experience.” (Goodman, 2005.).
The objective of practicing mindfulness with children is to develop and
strengthen their ability “to pay attention to their inner and outer expe-
rience, with curiosity and kindness”(Kaiser-Greenland, In Press) in a vari-
ety of ways consistent with their level of development. Through this
process children are encouraged to become gently introspective, to look
a little closer at life experience as it is happening. As a result, they
learn to objectively see: (a) internal processes, how they tend to act and
react; (b) external interactions, how they interact with others including
setting boundaries and managing conflict; and (c) connections between
themselves, others and the environment. (Kaiser-Greenland, In Press.)
This letter from Eliot, one of Susan’s fifth grade students, illustrates this
process:

“I get mad easily and [mindfulness] helped me calm down. On the test, I got
mad at some questions and got out of concentration. [Focusing on my breath]
got me back on track. I just let the monkeys go.” (Monkeys refer to the col-
loquial Buddhist term “monkey mind,” where thoughts and emotions swing
through the mind like monkeys in a jungle, swinging through the trees.)

Through the practice of mindfulness, Eliot observed his internal processes
(he gets mad easily), external interactions (he lost his concentration on the
test), then made a connection between his inner experience, outer experi-
ence and mindfulness (breath awareness got him back on track by helping
him calm down and focus).

2 InnerKids programs refer to attention, balance, and compassion as the New ABCs
of learning.
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Attention

Mindfulness is a word that has come to mean many different things to many
different people, but in Buddhism mindfulness, or bare attention, is in the
very first perception – a fleeting moment of open awareness, before the con-
ceptual, thinking mind takes over. From Sarah Doering: “Mindfulness is the
observing power of the mind, the active aspect of awareness. It is present in
a moment of seeing that’s nonverbal, pre-verbal. It’s seeing with very great
clarity and no thought. The object noticed is not yet separated out, but is sim-
ply part of the whole flow of the process of life.” (Sarah Doering, 2003.) This
is the realm of mindfulness. Whatever is happening is accurately reflected,
as if in a clear mirror. It simply reflects, without passion or prejudice, what
is here.

There is overlap between the quality of attention fundamental to mindful-
ness and executive function (the mental capacity to control and purposefully
apply one’s own mental skills). In what may seem to be a tautology, mind-
fulness strengthens executive function while executive function strength-
ens mindfulness. Pilot studies suggest that this may be true for teens and
children as young as four years old. The Mindful Awareness Research Cen-
ter at UCLA recently completed two pilot programs studying the effect of
mindfulness on attention in teens and pre-school children. A small pilot
study in ADHD teens, found improved performance on selected executive
function tests (specifically, tests measuring inhibition or conflict attention)
and reduced self-report symptoms of ADHD (Zylowska et al., 2006). In a
larger randomized and controlled study conducted at UCLA’s Early Child-
care Center, pilot data shows that pre-school children’s participation in
an InnerKids mindfulness program that Susan developed, was associated
with improvements in executive function specifically working memory, plan-
ning and organization, global executive functioning and emergent metacog-
nition (thinking about thinking). (Smalley and colleagues, 2007.) While
this data is preliminary and requires further investigation, the results are
promising.

Robust executive function in and of itself does not constitute mindfulness,
however. The quality of attention, or one’s perspective, is critical. Susan
describes this mindset to children as one of curiosity and kindness. Dr. Jeffrey
Schwartz has adopted the more formal term “impartial spectator” to describe
this stance: “the part of your mind that has the ability to become aware of
the difference between “me” (the watcher/observer) and “my brain” (the
thought or feeling)” (Schwartz, 1998). When practicing mindfulness with
children Susan refers to this perspective as one of a friendly and impar-
tial spectator, combining both the concepts of kindness and of impartiality
into a single phrase. This view helps children differentiate between identi-
fying with an emotion (“I am angry”) and observing the emotion (“I know
this angry feeling”). By making a clear distinction between identification and
observation, a child can begin to understand that an emotion does not nec-
essarily reflect who she is, it only reflects how she’s feeling right now about
what’s happening right now. Viewing emotions as a from the perspective of
a friendly and impartial spectator is not meant to take children out of their
experience, nor does it mean becoming dissociated. Rather, it is a way to help
them develop confidence in their capacity to stand fully in their experience
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and observe it for what it is, seeing it clearly and as completely as possible
given their developmental stage.

A child in the grip of frightening or overwhelming emotions is frequently
unable to attend to the task at hand. An example of this emerged from Susan’s
work with one of her students, Sara. Here is the way Susan’s work in the
classroom unfolds:

In mindfulness class we use secular and age appropriate exercises and
games to promote awareness of inner experience (thoughts, emotions and
physical sensations), outer experience (other people’s thoughts, emotions
and physical sensations) and both together without blending the two. The
program consists of 8–12 consecutive weekly sessions with each session
broken down into three standard sequences: the first and last sequences con-
tain introspective practices and the middle sequence contains activities and
games that promote each week’s learning objective. The program is designed
to expose children to progressively longer periods of introspective practices
each week. This is accomplished by gradually extending the duration of the
first sequence (which includes a brief period of sitting introspection) and
the third sequence (which includes a modified body scan or concentration
practice while lying down). As the duration of the first and last sequences
increase, the duration of the second sequence containing more goal directed
(as opposed to introspective) practices decreases. This dynamic course struc-
ture permits the length of time students engage in introspective practice to
increase gradually and organically, through the course of the program.

Recently Susan taught an InnerKids mindful awareness program in a pub-
lic school (pre-k through middle) located in a shelter for moms and children
who are victims of domestic violence. Sara is a 10-year-old student who was
enrolled in one of Susan’s classes.

Quiet and studious, Sara was always one of the first to participate in class
discussions and enthusiastically engage in mindfulness activities and games.
Sara was a leader within the shelter and frequently helped younger students
on the playground and at home. It was hard to imagine she was the victim of
extreme physical and sexual abuse.

Sara was not able to participate in the last sequence of mindfulness class
because she was too frightened to lie on the floor in the presence of other
people. Her understandable fear of lying down in public paralyzed her so that
she was unable to focus on anything else. Sara’s experience is not uncommon
in this setting and demonstrates clearly how painful emotions can interfere
with even the most basic activities.

The first challenge when working with Sara was to help her identify her
fear and view it – even for a fleeting moment – from the perspective of
a friendly and impartial spectator. Over a period of several weeks Susan
integrated the mindful process scram into her work with Sara. First, Susan
encouraged Sara to simply notice the fear when it occurred by stopping
doing whatever she was doing when it happened. Period. There was no
expectation that She lie down or engage in another, less frightening, intro-
spective practice. It was enough for Sara to make the connection that her
fear was triggered by lying on the classroom floor.

Eventually Sara made that connection and was able to calm her body
and quiet her mind with breath awareness practices. Once she felt calmer,
she could remember that these emotions occurred every time the class
practiced introspection while lying down. By the end of the 12-week course,
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Sara was able to act mindfully and cautiously lie down with the rest of the
class with metta or kindness toward herself by understanding her feelings.
Sara was never able to close her eyes during the body scan, nor was she able
to physically relax. But she overcame her fear and lay on the floor with her
peers. Sara discovered the courage to do so by practicing mindfulness and
metta.

The case of Sara illustrates an important caveat about working with chil-
dren suffering from posttraumatic stress disorder. The potential for flooding,
especially in classroom situations, must be taken seriously and mentors must
be trained in recognizing signs that flooding may be immanent. Safety and
flexibility are most important in clinical settings, as well. When attention
is destabilized by traumatic memories and strong emotions, the mentor can
support a child by helping turn their attention away from awareness of inner
feelings and toward awareness of the outer world.

Emotions Are Viewed as Visitors

To a child, a difficult emotion sometimes feels strong and solid, particularly in
the early years when children are concrete thinkers. Children can get stuck
in painful emotional states because they believe them to be permanent and
an inherent aspect of who they are. Children often become so caught up
in a feeling that they immediately act on it, unable to imagine that there
could be a more objective perspective. We have found the Buddhist teach-
ing of impermanence, that everything changes and nothing stays the same,
an extremely useful concept that children can easily recognize and under-
stand when embodied by their mentors. Mentors with a visceral understand-
ing of impermanence will model how to relate to emotions as impermanent
states, inside and out. Practicing mindfulness, children and their mentors see
together how emotions arise with each moment of experience, in a contin-
uously flowing, changing stream. Through relationship with a mentor who
sees through the lens of impermanence, children can learn to experience
difficult emotions as transient and situational, rather than a permanent con-
dition intrinsic to them.

One way that emotions are described in Buddhist psychology is as pass-
ing, or adventitious, visitors to the heart. Emotions are viewed as healthy
(leading to wise actions and happiness) or unhealthy (leading to unwise
expressions that bring unhappiness in their wake). We recognize that this
view of emotions is a simplification and propose it only as a practical
and therapeutic way of approaching complex emotional processes with
children who often find it easier to view psychological pain more clearly
if they personify the emotion.

Negative emotions that naturally accompany the inevitable painful aspects
of relational life can get blown out of proportion and become damaging
when children are left alone with them, or if their mentors get frightened or
angry when they don’t know how to help. Then both children and mentor
naturally try to avoid the emotions (to scram); thus giving them an authority
they don’t have. From the perspective of scram, it doesn’t matter whether
emotions are positive or negative, we work with both in the same mindful
way as. Simply the integrative, dynamic activity of the mind, an expression of
being alive. But when emotions are blown out of proportion, they obscure
awareness of both clear mind and its objects.
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Personifying difficult emotions and the problems they cause as visitors,
albeit unwelcome ones, allows children and their mentors to consider many
aspects of mood, emotion and the possibility of their transformation by:

• Talking about emotions as impermanent, like guests who visit and then
leave. We cannot overemphasize the compassionate role of the mindful
mentor in helping children gently slow into their experience so they can
begin to identify their emotions, to stop themselves from acting them out,
and to see how they change.

• Experimenting with purposeful attention in the company of a mentor,
children may see that it is possible to have some control over how they
respond to their emotions. While children cannot choose their feelings,
with guidance and support, they can learn and practice new ways of
responding to them.

• Acknowledging we have a choice about how to entertain our visitors; a
child may not be able to prevent them from arriving, but with help, she
may choose whether to invite them to stay. This may open new possibil-
ities. Together with her mentor, a child can reflect about how long she
is willing to stay with this particular guest. For the time of a play date? A
sleepover? Does she let them move in, take over and cause problems? Or
even get in the way of growing up?

• Recognizing times when she is not bothered by unwelcome guests, where
she is able to relax and be herself. Acknowledging those times with her
mentor, even celebrating them together. These moments when nothing
else seems to be happening can be an opportunity for quiet non-verbal
sharing of attention and connection.

The quiet nonverbal sharing mentioned above describes an important way
of teaching mindfulness, without necessarily saying a word. Through atten-
tive, quiet presence, a mentor can embody mindfulness and model how
scram can be used in real-life relationships. Embodied mindfulness may also
be an effective means by which a mentor becomes better attuned with (or
“felt by”) a child. From Dan Siegel, “As this joining evolves, we begin to
resonate with each other’s states and become changed by our connection.
Attunement can be seen as the heart of therapeutic change.” Attunement
is expressed in the safety, comfort, and relief a child may feel when seen
through a mentor’s eyes, as being whole and complete just as she is. By
accompanying, by staying with the child as all the child’s “visitors” come and
go, the mentor embodies trust in the child’s underlying, inherent clarity and
wisdom. As trust and attunement with the mentor deepen, a child may be
better able to integrate the mentor’s positive view and make it her own.

In the following example, Trudy models mindfulness in her response to a
boy’s provocative actions.

A 7-year-old boy, Xavier, was referred to psychotherapy for being opposi-
tional with teachers and fighting at school. Xavier was a perfectionist who
would angrily destroy his work if he made the slightest mistake. He came to
therapy clutching his after-school snack, a big box of Fruity Pebbles cereal.
He was bright and presented himself as friendly and playful. But the fun play
immediately broke down when he couldn’t have his way. He would regress
and become furious, expressing intense self-hatred. Inevitably, Xavier would
lose control and the cereal would suddenly fly all over the room. The first
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time it happened, he and Trudy both stopped, stunned. They looked at the
rug covered in multi-colored tiny pieces of cereal. Xavier was visibly fright-
ened by the aggression in his act of flinging the cereal around Trudy office.
He became defiant and hostile, daring her to get mad.

Just stopping and looking at the therapeutic space bedecked in colorful
fruity pebbles, Trudy understood why this tightly controlled little boy, an
only child who lived in an environment where no misstep went unnoticed
or unpunished, needed to let his precious snack fly all over the space. Sud-
denly it was funny, the office was a mess! It became a scram practice when
the cereal flew; they stopped, saw what was happening at the moment it
happened, and calmed down to remember that the mess was not a big deal.
After taking these first three steps, Xavier was able to act mindfully as they
swept up the cereal together with an attitude of kindness, understanding
why Xavier acted as he did.

Trudy’s stance of mindfulness and kindness allowed Xavier to feel safe
enough to talk about the beatings he received when he was “bad.” Trudy
and his school counselor found help for his mother and a therapy group
for Xavier, where he could work on improving relationships with peers and
develop self-regulating behaviors. This was a case where a mentor’s com-
passion, mindfulness and humor allowed a frightened, angry boy to express
his truth.

We understand that limits may need to be set for children to keep them
and their peers safe. By embodying mindfulness the mentor can both estab-
lish boundaries, and convey empathic attunement of a child just the way
she is, without needing to fix, rescue or change her. Together mentor and
child can use scram to help build the child’s capacity for self-compassion
and understanding.

Because children are deeply embedded in a family system, it is not surpris-
ing that the degree to which a child benefits from mindfulness-based therapy
is highly associated with the amount of parental involvement. (Semple et al.,
2006.) A parent’s capacity to reflect on her inner life, and the inner life of her
child, can also be a significant predictor of the child’s security of attachment
to the parent (Fonagy & Target, 1977). Thus it is important to look at prac-
ticing mindfulness with children from a systems perspective and, whenever
possible, involve parents from the outset. In keeping with this approach a
pilot pediatric obesity study currently underway at University of California,
San Francisco, is delivered to the child through the adult caregiver (whether
overweight or not). The pilot intervention extends MB-EAT 3 (Kristeller &
Hallett, 1999) to children and parents, using MB-EAT and InnerKids pro-
grams adapted for this population. It is deliberately focused on preadoles-
cent children who are embedded in the family unit. Michele Meitrus-Snyder,
lead investigator of the study, is persuaded from limited pilot experience that
the mutual understanding gleaned through the shared mindfulness experi-
ence, fosters improved connections between parent and child that may be as
important as any other facet of the intervention. (Mietus-Snyder et al., 2007).

3 MB-EAT is a mindfulness-based intervention for adults with binge eating disorders.
It was developed by Jean L. Kristeller, Department of Psychology, Indiana State Uni-
versity, Ruth Quillian-Wolever, Center for Integrative Medicine, Duke University and
their colleagues.
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While the application of scram is simple and can be taught to the entire
family, the embodiment of this steady, gentle way of being is not easy. From
Buddhist meditation teacher and psychologist Jack Kornfield: “An important
part of mindfulness practice is being conscious of and taking responsibility
for embodying mindfulness through our own thoughts, feelings and actions”
(Kornfield, 2007). Taking responsibility for your own mindfulness, learning
to walk-the-walk, is the most effective way to transmit compassionate mind-
fulness skills to children.

If you are not already a practitioner, we recommend you gently introduce
yourself to mindfulness practice in order to get a felt sense of the experience.
Dr. Jon Kabat-Zinn, who first taught and researched clinical applications of
mindfulness, says:

First, we become receptive to actually feeling the subtly changing sensations
in our bodies, so often overlooked in our daily lives. We become aware of our
physical location and movements, thereby bringing the mind and body to the
same place at the same time. It can be surprising to see how rarely the mind is
where the body is, here, in the present, instead of thinking about something or
somewhere else. Literally embodying mindfulness, we observe direct sensory
experience, opening all the senses – “sensing” – the non-verbal world of touch,
sound, sensation, smell, sight etc.”

(Kabat-Zinn, 2005)

These techniques that enhance sensory awareness, build the skills of mind-
fulness through actually being mindful. As mentioned earlier, mindfulness is
both the means and the end of our practice; what strengthens mindfulness
the most is the practice of mindfulness itself! For those new to this way of
working, here are some guidelines:

• Recognize that there is a learning curve. Mindfulness takes practice;
insight and compassion are experiences that cannot be forced.

• Your credibility comes from knowing first-hand the clarity and gentleness
that come from doing this practice patiently, over and over again.

• As you continue in your own practice of mindfulness meditation, insights
about the children with whom you work will likely occur quite spon-
taneously. You may find that your intuition becomes sharper and you
become more willing to trust it.

• The more you become acquainted with this process, the more you may
be able to creatively introduce it in appropriate ways to the children with
whom you work.

• Learn as much as you can from others who have done pioneering work in
the field.

Using Scram in Psychotherapy

A 12-year-old girl named Manouj was suffering from constant anxiety and
panic. Manouj’s family had emigrated to the USA shortly after her father
was released from prison, three years before. He was a political prisoner
for months, taken at gunpoint from their home while Manouj was at school.
Shortly before entering therapy with Trudy she had been visiting cousins in
the Middle East, and the war between northern Israel and Hezbollah broke
out. This triggered intense terror in Manouj.
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Manouj, told Trudy in tears, that she’s afraid to fall asleep because there
might be spiders in her bed, she’s afraid to eat lunch with her friends because
the taco might be poisonous, she can’t eat outside because an insect might
fall into her food. Salad reminds her of a poisonous plant and she might die
if she touches it. Even the food her mother has cooked for her might be bad.
The little spot on her T-shirt could be dangerous. . . She is sobbing as she tells
all this, in Arabic, with her mother as interpreter.

Trudy enters her world through mindful attunement to her feelings of fear
and sadness. Trudy names fear as a visitor who got its foot in the door when
her father was taken to prison.

Together, they practice scram when fear arrives: Stop and slow down,
calmly breathe through the fear, and remember fear is visiting. Wordlessly,
through her willingness to just come and be open, Manouj can attune to her
therapist and begin to act mindfully to change her relationship to fear.

Trudy shifts into an active internal practice of mindfulness and metta: her
attention is attuned to her experience and Manouj’s simultaneously. Trudy
deliberately suffuses the atmosphere with kindness, “holding” Manouj in her
stable presence. A mindful mentor can lend the strength of her ability to
be present with experience to the child; Manouj can begin to see how fear
can be there, she can feel anxious, without losing her own capacity to be
mindful. Fear doesn’t have to be in charge of her thoughts, feelings, and
choices. Calmly she can recover her balance and confidence.

As we sit and talk, Trudy checks in with Manouj; she reflects, in English
now: “The more I talk about it, the more fear goes away and the better I
feel.” Her voice is calmer, lower, and she is not crying anymore. Manouj is
relaxed now, body draped across her mom’s lap, her head resting on the
arm of the couch. Her mother, a sensitive meditator and attuned parent, is
quietly holding her. The room is peaceful and still. Trudy encourages her
mother to act with metta by holding Manouj and being silent, “as if you
are meditating.” Sitting still, they are all quiet together. Manouj seems to
be soaking up the peace that is palpable in the room. The session ends
this way.

A tear-stained and angry Manouj arrives at the next meeting, reluctant to
come in, hiding behind her mother. Manouj is upset, afraid that coming to
talk about her fears will make then come back, when she’s actually been
feeling less scared this past week. She despairs that it would happen again
from seeing Trudy and is angry with her mother for bringing her.

Fear was not around for much of her weekend. When it came back, her
mother remembered scram and brought Manouj on to her lap while she sat
quietly. Manouj feel asleep, held in the arms of her mother’s mindfulness
meditation, and, the next morning woke up free of fear again.

Trudy reflects aloud if fear might be trying to protect her from present
dangers – could fear be trying to protect her from growing up too fast? She
nods. From having to go to high school? From having her body change and
mature? Manouj tells her mother that she wishes she could just stop the
world, go somewhere for a while and then get back on.

Trudy teaches Manouj mindfulness meditation at this point, as a way to
stop and be very grounded in the present moment, able to observe fear’s
comings and goings. Manouj learns to be aware of her body sitting, of her
breath flowing rhythmically, in and out. When thoughts go through her mind,
Manouj can bring her attention gently back to the movement of the breath.
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They sit together for 8 minutes, and Manouj gives a thumbs-up when fin-
ished. She was able to notice when her mind wandered away from what
she was doing, and to relax and feel peaceful as she practiced being mind-
ful of her breathing. Smiling and rosy, Manouj looks genuinely happy for the
first time.

Manouj arrives at our next meeting, glad to see Trudy and asks her mother
to go out for a walk, so they can be alone together. This is new. Being held in
her mother’s attuned mindfulness, with the guidance of her mentor, Manouj
is learning to hold and calm herself, too.

In the next session, Manouj imagines empathetically how difficult it must
have been for her parents when she was in so much emotional pain. She
describes how she is healing the past terror and loss of her childhood home.
“Moving to Los Angeles was a big shock for me. The story behind it and the
story after it makes me realize how strong I have become. If you get hurt,
you will heal,. . .as you realize what’s here and what’s there, your mind will
be strong, and become healthy, that alone will heal the wound. That is how
I got through (my fears), back to my real world.”

At the end of the session, Manouj acts mindfully! She stands on her head,
using her arms for support. It’s a wonderful metaphor for learning how to
handle her world being turned upside down with balance, self-efficacy and
confidence.

For over a year, Manouj was free from fear and anxiety. After around 18
months, Manouj became mildly anxious and Trudy saw her again. Her parents
felt Manouj’s anxiety was an internal problem of her own. They are not yet
willing to acknowledge how much their family’s past trauma and losses still
affect their relationships, to one another and to their new life. Until they find
a way to do this, Manouj may continue to be vulnerable to fear.

Guidelines for Working with Children

• Mentoring and Embodiment

◦ Children learn to build their own mindfulness skills more effectively
when the adult embodies mindfulness. Having and maintaining an
established mindfulness practice is a prerequisite for this work.

◦ It is critical that the mentor has experience with the specific mindful-
ness practices that are being taught. Many have blown on a pinwheel
to teach children breath awareness, but to use the practice effectively
you must know how to apply it to different learning objectives – how
do you use the pinwheel to train focused attention? wide-open aware-
ness? to soothe the body? When used skillfully this one practices can
be used to help a child feel the experience of each of these qualities –
concentration, awareness, and calming.

◦ Mindfulness is relational, attuned, and connected. Sharing attention and
caring may strengthen both mentor and child’s capacity to access a calm
and clear state-of-mind.

◦ The benefits of practicing mindfulness take time and are not always
obvious. Patience is the heart of the process and developed by focus-
ing on the practice itself rather than a specific goal or end point. From
Lonnie Zeltzer: “It is precisely the moving away from the need to have
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results that often contributes to a lessening of the child’s suffering”
(Zeltzer, 2005).

• Practices

◦ Mindfulness teaches children to note and label emotions. Noting is an
effective tool for becoming aware of emotions and being able to see
them as occasional visitors.

◦ Mindfulness games and activities can be framed in ways that are appro-
priate to various ages and developmental abilities, from pre-school
through adulthood.

◦ Because children often have relatively short attention spans and,
depending on their age, their memory may not be completely devel-
oped, we engage in reflective practices for periods of short duration
and repeat them frequently.

◦ Fun is a key concept when practicing mindfulness with children. If the
activities are not fun and playful young children will resist them.

◦ Practicing mindful awareness may not be for everyone and it is not skill-
ful to insist that a child engage in introspective practices if she is not
comfortable doing so.

◦ Breath awareness alone is an extremely valuable tool for all ages, and if
taught correctly, it is in and of itself a practice of mindfulness.

◦ In a classroom setting it is virtually never appropriate for children to
drop into deep states of meditation or introspection. The mentor must
take care to monitor the students. If it appears that a child is having a
difficult time sitting still or is becoming sad, it is appropriate to gently
ease out of a reflective practice into a more active one.

• Metta

◦ The use of mindfulness techniques to train children in attention is com-
plemented by training in kindness and caring (metta), and learning how
to include both oneself and others in a circle of compassion.

◦ Through compassion for self and others embodied by the mentor, a
child is show a process through which she can develop a new relation-
ship to her difficult emotions, built upon insight and courage.

• Family Systems

◦ It is important that parents are informed about every aspect of your
work and are integrated as much as possible. We recommend a parent
meeting before and after mindfulness skills are taught to children. We
often give children prompts (or homework) at the end of a session and
it is helpful if parents participate in the home practice.

Conclusion

The playful acronym scram takes breath awareness further than calming the
body and mind. It charts a step-by-step mindfulness-based process to help
children free themselves from the often complex webs of tangled and diffi-
cult emotions that are a natural part of growing up. Scram invites children to
stop, calm their bodies/quiet their minds, and remember to be mindful when
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a painful emotion arises. Using this process, children act only after taking a
moment to reflect on and viscerally sense their inner and outer experience.
Scram reminds them to do so with kindness or metta.

Scram is most effectively taught through a combination of verbal and non-
verbal methods; with one’s own mindfulness practice as a fundamental pre-
requisite of this work. How long must one practice mindfulness before being
qualified to teach children? This is the subject of vigorous debate in the field
and there is no definitive answer. We know, however, that in order to embody
or model scram one must viscerally understand how the work is rooted in
mindfulness, and that the intention of mindfulness-oriented work with chil-
dren is education, healing and service. In the drawing of the InnerKids tree,
with roots deep in awareness practice, service is represented by the trunk
of the tree, which underlies and quietly supports the work with children
in families, schools and clinical or community settings. For the work to be
authentically transmitted, it must remain connected to its trunk and roots –
connected to the intention of service with deep roots in the practice of
mindfulness.

The Sanskrit root of the word sati, mindfulness (in Pali), means “to remem-
ber.” In our work we remind children “remember! – Remember to notice, to
pay attention to what’s happening within you and around you, from moment
to moment to moment.” It’s easy to overlook the first moments of mindful
awareness, which can be so fleeting. By teaching children to remember to
notice, we are helping them value and extend moments of pre-verbal atten-
tion that come naturally, but so often are unnoticed or forgotten.

Remembering to practice mindfulness over and over again can be as
transformative for the mentor as for the child, by giving, the mentor an
opportunity to viscerally understand the child’s experience and the child
an opportunity to feel deeply seen and understood. This nonconceptual
way of knowing has a profound effect on all those who experience it,
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inherent in which is Mindful the potential to change the way that chil-
dren and mentors relate to their emotions, their relationships, and their
world.

We do not have a magic bullet to alleviate the suffering of children faced
with painful emotional experiences, but we’ve seen even the most basic
mindfulness practice have a remarkable impact on the life of a child. As with
many things, this is best summed up by a child:

I learned one thing about mindfulness. I learned that when you don’t feel so
well, maybe you can breathe, In-then-out, that is what I learned.

InnerKids’ Second Grade Student, Lucy
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Mindfulness-Based Elder Care:

Communicating Mindfulness
to Frail Elders and Their Caregivers

Lucia Mc Bee

“The most important intervention we can offer is ourselves, who we are
in each moment, being present with the other, feeling our connection,
and verbally and non-verbally conveying this felt sense.”

Introduction

Since its inception in 1979, mindfulness-based stress reduction Mindfulness-
Based Stress Reduction (MBSR) has been introduced into many community
and institutional settings with a variety of populations. There is an under-
stood caveat that the participants are able to understand and follow instruc-
tions, have a good attention span, are able to commit to the experience,
and to participate in some form of exercise. In this chapter, I discuss group
and individual interventions offered to populations who often are not able to
meet the above criteria.

While MBSR has prescribed interventions and tools, the core of these inter-
ventions lies in the skillful application and intentions of the teacher. The
“heart of mindfulness” or the basic elements are not the tools, which could
be described as a finger that points to the moon, not to be confused with
the moon itself. The skill of the teacher arises from a personal practice of
mindfulness that allows resourcefulness and flexibility. With a physically or
cognitively frail population, the key is in the adaptation of the skills and the
teacher’s embodiment of mindfulness.

Since 1995, I have been offering mindfulness-based elder care (MBEC)
groups to frail elders and their caregivers, most frequently in the nurs-
ing home setting. I have made moderate to significant adaptations to the
MBSR model while maintaining the core intention of mindfulness. In MBEC
groups, participants learn the techniques of meditation, gentle yoga, and
mindfulness, and discuss ways to integrate these techniques into their day-
to-day lives. MBEC groups and mindfulness practice foster an awareness
of life, moment by moment, allowing them to face illness, pain, and loss
with increased presence and equanimity. My hope is that readers of this
chapter will be encouraged to conduct their own work with frail elders and
their caregivers, and also consider additional adaptations of mindfulness to
younger populations with significant cognitive and physical disabilities.

431
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Rationale

In 2001, Kinsella and Velkoff reported that the world’s population of people
65 and older was growing by almost 800,000 a month. Lower infant mortal-
ity, increased birth rates and declining death rates lead to estimates that this
trend will continue. In addition, the fastest growing segment of the 65-plus
population belongs to people over 80 years old (Kinsella & Velkoff, 2001).
Increasing the quantity of our lives may not increase the quality of our lives.
Elders disproportionately suffer from chronic illness and multiple losses. In
the United States, 80% of the over 65 population is living with at least one
chronic condition and 50% have two (Centers for Disease Control and Pre-
vention, 2003). Cognitive, as well as physical health can have a profound
impact on elders’ quality of life. International studies document that demen-
tia affects 1 in 20 people over the age of 65 and 1 in 5 over the age of 80.
Worldwide, there are an estimated 24 million people with dementia. By 2040
the number will have risen to 81 million (Hebert et al., 2003).

Pain and stress affect the quality of life of older adults (Ferrell, 1991; Landi
et al., 2001). Frail nursing home residents are even more frequently at risk
for pain. In a study of one nursing home, 71% of the residents were found
to experience at least one pain complaint, and 34% reported constant pain
(Ferrell, Ferrell, & Osterweil, 1990). In a review of studies from 14 nursing
homes, residents were found to have prevalence of pain from 27 to 83%
(Fox, Raina & Jadad, 1999). In addition, the multiple losses of friends, family,
home, and health can lead to despair and other emotional problems (Cohen-
Mansfield & Marx, 1993; Parmelee, Katz, & Lawton, 1991). Recent US statis-
tics have found major depression in 1–5% of community dwelling elders, but
over 13.5% in elders who require home health care and 11.5% in elder hos-
pital patients (Hybels & Blazer, 2003).

The impact of illness and disability on a nation’s finances, health care
services, and caregiving needs are significant. Some predict that “health
expectancy” will become as important a measure as life expectancy is today
(Kinsella & Velkoff, 2001). The growth in the aging population also has
implications for both formal and informal caregiving. Research increasingly
demonstrates the impact of caregiving on the caregivers’ emotional and phys-
ical well-being (Schulz & Martire, 2003). These populations will need multi-
ple tools and interventions to enjoy the quality as well as the quantity of
their lives.

Theoretical Framework

Interventions that focus on curing are not always realistic or appropriate,
especially for elders. Patients are learning that chronic conditions may not
be cured, but may be managed, and lives lived fully despite ailments. Elders
often have complex, multiple, physical and cognitive disabilities, requiring
a multifaceted approach. Pharmacological treatment alone often does not
resolve pain and distress and may have unwanted side effects. For elders
and their caregivers, mindfulness practices can offer holistic relief from the
multiple losses of aging. Elders and caregivers often feel disempowered by
conventional treatment models. Mindfulness practices provide a model for
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inclusion and specific skills to promote increased well-being. Older adults are
constantly reminded of their losses and their disability. In mindfulness prac-
tice, they are reminded of their inner strengths and resources. Daily, elders
and their caregivers face the profound spiritual issues of loss, pain and death.
Mindfulness practices can provide a format for reconnecting with individual
spiritual practices and forming new meaning and understanding. Moreover,
mindfulness practice has a demonstrated acceptability with elders and their
caregivers (McBee, 2008; McBee, 2003; McBee, Westreich, & Likourezos,
2004; Smith, 2004, 2006).

Caregiving staff for the frail elderly are often at risk for stress and stress-
related problems. Direct caregiving for the confused and, at times, combative
older adult is among the most physically demanding and emotionally taxing
of jobs. Nursing home residents, whether demented or cognitively intact,
easily discern the physical and emotional state of caregiving staff. Further-
more, stressed out staff tend to be less satisfied with their jobs and to have
secondary health problems (Pekkarinen, Sinervo, Perala, & Elovainio, 2005;
Zimmerman, Williams, Reed, Boustani, Preisser, Heck et al., 2005). For pro-
fessionals who are trained to cure, the chronic illness, pain, and disability
associated with aging may lead to feelings of helplessness and frustration.

Families and other informal, unpaid caregivers also experience stress
related to the caregiving role. They may not feel they have the time or skills to
cope with their own distress (Schultz and Matire, 2004). Formal and informal
caregivers must face their own feelings about aging, illness and death. The
time-limited groups and skill training offered in mindfulness stress reduction
can provide crucial tools for coping with caregiving stress.

Empirical Evidence

MBSR has been studied in multiple settings and with a variety of populations.
Few studies, however, solely target mindfulness training for adults over age
65, or populations with significant communication, cognitive or physical dis-
abilities. In 1978, Garrison reported that a stress-management training includ-
ing relaxation skills, meditation practice and homework was found helpful in
reducing tension and anxiety in elders. In 1996, Moye and Hanlon reported
that introducing nursing home residents to relaxation training enhanced
morale and decreased pain. Results for residents with cognitive impairment
suggested the most helpful interventions were focused, frequent, and sim-
ple in structure. A six-month, weekly yoga class for healthy elders 65–85
demonstrated improvement in quality-of-life measures of well-being, energy
and fatigue as well as balance and flexibility compared to exercise and wait-
list control groups (Oken et al., 2006). Similar to mindfulness training, the
experimental yoga groups included not only yoga poses or asanas, but also
meditation and encouragement of practice outside the class.

In 1996, I co-led a group based on the principles of MBSR and adapted for
residents on a dementia unit of a nursing home. Following the program, staff
perceived a reduction in agitation and behavioral problems (Lantz, Buchal-
ter, & McBee, 1997). Shalek and Doyle (1997) found that distressed and
agitated residents on a dementia unit appeared “peaceful and smiling” after
their relaxation group. In research published in 2004, I described modified
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MBSR groups offered to nursing home residents with cognitive and physical
frailties. Following each of 10 groups, residents reported feeling less sad and
a trend toward feeling less pain as compared to a recreational activity pro-
gram (McBee, Westreich, & Likourezos, 2004). In qualitative interviews, 41%
of the participants reported increased sense of relaxation and mentioned
benefits from the “sense of community.”

Smith (2004, 2006) has offered MBSR classes slightly modified in length to
community dwelling elders with mild cognitive and physical impairments.
Anecdotal findings of six groups were mixed – some participants (and their
health care workers) reported benefits while others reported no benefits.
Further research may discern the commonalities among those who report
benefits, as well as those who do not. Smith also studied three mindfulness-
based cognitive therapy groups for adults over age 65 with at least three
episodes of unipolar depression but without significant cognitive impair-
ment. Yoga stretches were modified. One year after this class, 62% of the
participants reported global as well as specific improvements that were
“Extremely useful.” Lynch, Morese, Mendelson, and Robins (2003) found that
a group of 34 depressed elders (60 and over) treated with dialectical behavior
therapy (DBT; the core practice in DBT is mindfulness) experienced a statis-
tically significant remission of depression as compared to a group treated
with medication only. In 2005, Lindberg published a review of research con-
ducted in the previous 25 years about elders, meditation and spirituality.
She found reported evidence of physical and emotional benefits, and also
that elders, even those in the nursing home, could be taught meditative
practices.

Mindfulness training targeting caregivers can also benefit care receivers
(Singh, Lancioni, Winton, Wahler, Singh, & Sage 2004). Informal caregivers
of frail elders in Spain were offered a stress-management program that
included cognitive restructuring, diaphragmatic breathing and the home-
work of increasing pleasant events (Lopez, Crespo, & Zarit, 2007). Stress
management was offered as a traditional group and in a minimal therapist
contact (MTC) format. The MTC format provides skill training and support
via phone contact, brief meetings, manuals and audiovisual material. A con-
trol group was wait-listed. The traditional group experienced higher reduc-
tions in anxiety and depression than both the MTC and wait-listed control
groups.

To date, no empirical studies have been published that demonstrate the
effectiveness of mindfulness training for informal or formal caregivers of
frail elders. Waelde, Thompson, and Gallagher-Thompson (2004) described
a six-session yoga and (mantra focused) meditation intervention offered to
12 dementia caregivers. Participants were significantly less depressed and
anxious following the series.

In 2005, I led an eight-week MBSR class for informal caregivers of nurs-
ing home residents and found a moderate effect size for reduction in stress
and burden after the intervention and again four weeks following the end
of the group (Epstein-Lubow, McBee, & Miller, 2007). Several published
studies report positive outcomes post mindfulness training for formal and
informal caregivers of multiple populations with chronic and end-of-life
conditions (Bruce & Davies, 2005; Minor, Carlson, Mackenzie, Zernicke,
2006; Schenström, Rönnberg, & Bodlund, 2006).
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Mindfulness-Based Elder Care in the Nursing Home

Elders in the nursing home cope with trauma, loss, disability, pain, and life-
threatening illness. While traditional MBSR programs might prove unfeasible
for those with these physical and cognitive limitations, adaptations to the
model can offer it in an acceptable format. I have found older adults and
their caregivers generally to be receptive to mindfulness groups and inter-
ventions, and many report benefits. Key to adapting mindfulness teaching
for those with cognitive and physical disabilities was my own mindfulness
practice. I also found it helpful to be flexible and creative in communicating
mindfulness both verbally and non-verbally (McBee, 2008).

Nursing Home Resident Groups

MBEC groups in the nursing home are quite feasible when knowledge
about working with elders is integrated into the teaching practices. Adap-
tations consider the possibility of poor hearing or eyesight, physical limita-
tions, longer processing times, and cognitive impairments. Shorter sessions
(approximately one hour) and ongoing, rather than time-limited, groups
prove to be more effective. I adopt the gentle yoga exercises for participants
in wheelchairs, and with significant disabilities. I am more directive and less
open-ended in groups with frail elders. The skills I teach include: diaphrag-
matic breathing, meditation, gentle yoga, and informal mindfulness practice.
I also use guided imagery.

Environmental challenges of running groups in an institution should also
be considered. My groups are taught in busy dining areas or the nursing home
units. I use aromatherapy and gentle music, at times, to create a calming
milieu. Group discussion and mutual support are an important component
for this population. Finding poor compliance with homework assignments,
I nevertheless encourage participants to use the techniques of deep breath-
ing and mindfulness outside of the group. The underlying focus on ability,
not disability proved to be quite appropriate and successful. Nursing home
residents often struggle with dependency issues; MBEC practices remind par-
ticipants of what is still under their control.

Mindfulness on a Dementia Unit

Elders with dementia often manifest physical and verbal agitation, and behav-
ior problems. Current thinking attributes these behaviors to an attempt to
communicate. While traditional communication skills may be diminished by
dementia, feelings remain. MBEC for those with dementia provides solace
and skills in a supportive environment. Classes I offer on a dementia unit
follow a simple, repeated structure, but have the flexibility to allow for
unpredictable events. I often begin with breath awareness, followed by deep,
belly breathing. Aromatherapy and music help create a sacred space in the
midst of a noisy hospital dining room where confused residents often wan-
der in and out. I explain simple chair stretches verbally as well as phys-
ically demonstrate, and assist hands-on when needed. I usually end the
group with a guided meditation- either the body scan or imagery – using
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simple, concrete language. I focus on non-verbally communicating mindful-
ness practices using body language, voice tone and pacing, and facial expres-
sion to convey acceptance and presence. When I am centered and calm,
even residents who cannot follow instructions or respond cognitively to the
class practices usually respond positively.

Isolated Elders

Elders are often isolated in the nursing home or the community, adding to
their distress. In the nursing home, some elders are in their rooms for medical
conditions, or are unable to participate in groups due to communication or
cognitive problems. In those cases, I offer individualized meditation, mindful-
ness, and instruction in gentle stretches. Yoga stretches may be adapted for
those in wheelchairs or bedbound. Participants who are physically disabled
are especially receptive to adapted poses. These poses offer a powerful mes-
sage that, as stated by Kabat-Zinn (1990), there is more right with us than
wrong with us.

Persons at the end of life also are often isolated. Concerned caregivers may
feel helpless at times. MBEC creates a supportive environment in which the
patient and the caregiver can fully experience sadness and yet appreciate
each available moment. I have found that aromatherapy and hand massage
can be a mindful experience that benefits both the care receiver and the
caregiver. Breath work can also allow for communication. By observing the
breath’s rhythm, it is possible to connect to patients who are no longer com-
municative otherwise. A connection may be established by synchronizing
one’s breath to the patient’s, and breathing in harmony (Mindell, 1989).

Homebound Elders

The Telephone Mindfulness Group

Many elders are confined to their homes. While for some, it is preferable
to nursing home placement, it can be isolating. I offered a series of five,
50-minute stress-reduction classes to eight homebound participants over a
conferenced telephone call. The class received pre-mailed handouts and cas-
sette tapes for homework practice, visually demonstrating and supporting
the classwork. I verbally gave instructions on the mindfulness skills, and
group members shared questions and feedback. Following the group, class
members reported continued use of the skills, especially the deep breathing.
One participant, Ms. C, states that during the past 6 years, the mindfulness
“guidance and your wonderful tape kept me alive and helped me to become
the real person I am today. Without your help I never would have reached
my 90th birthday, and had the courage to go to Florida after my dear son
passed.”

Use of CDs and Tapes

In a long-term, home health care program, CDs and tapes of meditation, a
body scan exercise, and other mindfulness practices help homebound elders
and their caregivers. Social work or nursing staff provide initial guidance
on tape and CD use. Following this introduction, the homebound elder and
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the caregiver can follow instructions on the CD or tape. Both benefit by
the shared experience of listening to the CDs together and practicing the
mindfulness exercises.

Formal and Informal Caregivers

Staff Caregivers

Stress-reduction classes and mindfulness training for caregivers can benefit
both the caregiver and the elder. A one-hour class for interdisciplinary staff
can provide a basic introduction to stress and stress management. I include
an introduction to stress and to the mind–body connection; simple deep
breathing; a brief experience of mindfulness with chair and standing yoga;
and a guided meditation. I find it is helpful to offer practical tips on coping
with the real job stress that staff experience daily, and to provide a resource
list for those who wish to pursue further options.

A more substantial commitment is required for a traditional MBSR class,
although it, too, can be slightly altered to enable increased participation. I
offered a seven-week, one-hour, traditional MBSR class to approximately 100
staff members. Staff were encouraged to participate in all sessions and asked
to do practice homework. Following the group, staff retention on the units
that participated in the class was 100%, and nursing staff satisfaction showed
improvement.

I have also adapted mindfulness and stress reduction for the nursing units.
I have found that the most successful programs offered “mini-breaks” at the
times we knew staff were more available. These mini-breaks take place in
the dining area and last around 15 minutes. Smaller numbers of staff sit in,
and some come and go, as they are able to make time. While the practices
of meditation and yoga were foreign to many, there was a broad acceptance
and enthusiasm for them in all of the above formats. Direct care workers
often reported practicing the skills outside of groups and even sharing them
with their families. Anecdotal reports included the following quotes: “The
deep breathing was so soul searching and relaxing. It makes me more aware
of myself.” “I appreciate taking the time during the day when it’s stressful,
to learn ways to come back to a state of equilibrium.” and “I know how to
control myself when I feel nervous and angry.” This continued popularity in
the face of job demands underscores the importance to both caregivers and
care receivers of creating ongoing opportunities within the work schedule
and environment to engage in stress-reduction programs.

Informal Caregivers

Mindfulness groups offered to family and friend caregivers can also pro-
vide skills and support. Informal caregivers frequently report stress and
stress-related illness, and yet informal caregivers often find it hard to care for
themselves. Mindfulness groups encourage self-care in the context of care
provision. The groups are one and one-half hours long and generally in the
early evening at the facility providing care for the institutionalized elders.

Many group members reported a decrease in somatic complaints and
an increased satisfaction in the caregiving role. Caregivers can be “in the
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moment” with their loved one, rather than worrying about the past or future.
As one group member responded: “I feel less anxious about stresses than
I formerly did. I think about ‘riding the waves’ instead of getting anxious
about them or ‘fighting’ the waves. I feel less responsible for my husband’s
well-being.”

Group members also reported learning new ways to cope with stress, such
as using deep breathing when feeling upset. Experiencing the “groupness”
was also important, as shared by this member: “I think what was most helpful
was the energy you received from the group. Everyone seemed to want to
be there and wanted to participate and learn.”

Practical Issues

Teacher Requirements

MBSR teaches informal and formal practices that, if employed regularly, can
lead to profound life changes. Below are listed some of the practices taught
and the adaptations made for frail elders and their caregivers. Clinicians
desirous of initiating mindfulness training with older adults and their care-
givers should have an established mindfulness practice, MBSR instructor
training, and geriatric experience. Practitioners may also consider partner-
ing with persons who have complementary expertise. It is not possible in
the span of this chapter to detail the varied accommodations to the interven-
tions based on the individual or group needs and abilities. What cannot be
substituted is the mindfulness practice of the teacher. The most important
intervention we can offer is ourselves, who we are in each moment, being
present with the other, feeling our connection, and verbally and non-verbally
conveying this felt sense.

Mindful Eating

Mindfulness in daily living is frequently taught initially by an eating aware-
ness. Group members are given a few raisins and asked to slowly eat them
while observing physical sensations, thoughts and feelings. They observe the
raisins, without judgment. Participants may find an increased awareness of
sensations, just by slowing down and paying attention. There may be elders
who are not able, for a variety of reasons, to follow all of your instructions.
They may have swallowing difficulties or medical conditions that prohibit
certain foods. Consider different foods, or even different activities, in order
to include as many residents as possible in the experience. Elana Rosenbaum,
who has worked with cancer patients in the hospital, describes using ice
chips for a mindful experience (Rosenbaum, 2005).

Group Discussion

Group discussion with residents in the nursing home will have a natural focus
on the very real and immediate pain and distress of medical conditions and
institutional living. Residents may feel disempowered and unable to control
any aspect of their lives. In MBEC groups, we discuss and learn new ways of
being with pain and distress. Residents find that they still have abilities, con-
trol over their perceptions, and increased choices in how they respond to



Chapter 23 Mindfulness-Based Elder Care 439

situations. Group discussion often starts with a resident complaining about
having to wait for care provision, or other residents, or the food, or pain.
Rather than focus on resolving these issues, we discuss how what we prac-
tice and learn in the group might apply to these situations. If a resident is
upset because he had to wait to get a glass of water, for example, we might
discuss what he could do while he waited. He could take a deep breath, or
practice meditation or stretches. This shift in focus enables residents to feel
increased control over situations where they previously felt victimized and
dependent. In qualitative reports, the group experience was reported to be
the most valued aspect by group members. They reported: “I’ve always liked
this [group] since I started. . . being quiet, relaxed. . . a special feeling.” And,
“I feel uplifted. I realize we all have pain. We talk about how we are getting
along. It is important to be with other people.”

Caregivers also, report the group experience to be helpful. Sharing com-
mon stressors is often an initial theme. As the group progresses, however,
caregivers begin to share how they use mindfulness skills to cope with these
stressors. In addition, caregivers who work together provide support and
reminders to practice on the job.

Diaphragmatic Breathing and Breath Awareness

I often tell group members that anyone can participate in the group as long
as they are breathing. In a setting where the focus is on disability, it is helpful
for residents to remember what they still can do. Mindful meditation often
begins with an awareness of the breath, not trying to change the breath,
just noticing if it is fast or slow, even or ragged, deep or shallow. A deep,
belly breath is intentional and directed. With a soft belly, participants are
encouraged to deeply fill the belly, ribs and upper chest with air, and then,
very slowly release it. Both residents and caregivers report that the deep belly
breath is the intervention most utilized. It only takes a few moments and can
be utilized anytime, anywhere. The deep belly breath can also provide the
space we need to respond thoughtfully in moments of intensity.

Deep breathing can be challenging for nursing home residents with breath-
ing problems. I use it as an opportunity to talk about expanding our bound-
aries. Mindfulness classes encourage participants to explore their limits,
knowing when we can expand them and when we need to respect them.
I use deep breathing as an example of how we can stretch a little further
each day, with regular practice.

Meditation

Seated meditation practice may initially appear foreign to an elder and care-
giver population. The instructor can offer guidance and encouragement.
Shorter practice times are also important, and yet, participants should be
encouraged to gradually expand their practice. I have found that residents
with cognitive and physical limitations are able to participate in the experi-
ence of meditation. On the dementia unit, many group members sat quietly,
with their eyes closed, for periods of time following a simple explanation
and demonstration.

Rose was an 84-year-old nursing home resident who was physically frail,
with minimal family involvement and a life-long psychiatric history. Her
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fixed paranoid delusions often kept her from sleeping as she was convinced
there was a network of people plotting to harm her. I knew Rose well, and
during the group closely monitored her for potential negative impact. She
attended the group faithfully and reported that the chairs in the group
were more comfortable than other chairs. (In fact, they were the same
chairs she sat in for eating and other activities.) Rose often fell asleep in
group and declared that it was the only place she found peace. She also
said the meditation practice reminded her of her Jewish roots, when she
used to light candles on Friday night.

Gentle Yoga and Mindful Movement

Despite significant physical disability, elders report enjoying simple yoga
stretches. Chair and bed adaptations can include the basics of yoga stretches
and poses. Instruction for the poses can be given verbally, demonstrated by
the instructor and hands-on assistance given as needed. In addition, staff care-
givers are often out of shape and do not care for their own bodies. For res-
idents and staff with limited physical experience, yoga provides wonderful
opportunities to experience their bodies in a new way.

I adapt the poses to bed and chair, and focus on the groups’ abilities, not
disabilities. For example, when stretching our arms, I might say that those
who cannot use one or both arms, to just stretch the arm that is available
to them. If they cannot move their arms at all, I ask them to focus on their
breathing and imagine they are stretching with us. Residents never express
any distress that they cannot participate in all the exercises; to the contrary,
they are pleased to be included.

Standing and walking meditation may not be an option for nursing home
residents in wheelchairs. A “wheeling” meditation can be suggested for these
residents. I often use mindful movement with elders on the dementia unit,
combining movement, music, imagery, and play. While seated, we imagine
we are walking, moving our feet up and down in a walking motion. I ask
people where they would like to go. Some might say Central Park, or Broad-
way, or the beach. I ask what we would see, smell, feel, and hear there. We
might swing our arms and turn our heads. Music may ease the movements.
For residents who are rarely able to leave a facility, this experience provides
some release and remembrance.

Guided Imagery

When introduced skillfully, this practice does not serve to escape the present
moment, but provides a powerful metaphor to illuminate the process of
shifting to a mindful awareness. I found that many elders responded to the
use of imagery, especially of nature, or to address pain. Guided imagery
tapes calmed even some residents on the dementia unit. While not able to
understand all of the words, these residents understood the tone, pacing
and simple, concrete language. An exercise as easy as breathing into the
pain, and gently releasing it with the out breath, may offer relief. On the
other hand, it may not. What is important is to accept whatever arises with
equanimity.
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Body Scan

The body scan uses guided imagery to observe the body without judgment.
Elders with disabilities may be acutely aware of their body’s limitations. The
body scan allows us to observe our bodies as they are, without needing to
change anything. Again, a lack of comprehension of all the instructions does
not prevent those with dementia from participating. Caregivers may also
have unpleasant feelings about their bodies, and this exercise can increase
their self-acceptance and compassion.

Homework

Nursing home residents in my groups rarely participated in the homework
assignments of a formal practice. They did, however, report using the skills
of deep breathing and reframing outside of class. Some residents had diffi-
culty operating CD or tape players. Staff would set up the equipment and
encourage residents. Staff also were not able to consistently practice formal
skills. Many held two jobs or provided caregiving at home for family after
work. In caregiver classes, I emphasized in class skills that could be prac-
ticed while waiting in line, driving, or on the bus or subway. Formal and
informal caregiver classes also discussed specific stresses of caregiving and
strategized ways to cope with them.

Other Considerations

There are logistical and practical problems that you may want to consider as
you plan your group. The following are some of the issues that came up as I
developed and led groups over the past 13 years (McBee, 2008).

Environment

Mindfulness groups in institutional environments can present environmental
difficulties. Often, there are no quiet or secluded spots to hold meditation
groups. In the nursing home, I hold groups in one corner of a large din-
ing/recreation room. We hear loudspeakers and alarms; confused residents
may wander into the group; and once, a doctor even entered the group and
pulled a resident’s wheelchair out while the group was in progress! When
I find it especially challenging, I remind myself that this is the environment
that many residents are in 24 hours a day, seven days a week. If they can
experience some restoration and skill building during the group, it may help
them when they are not in the group. Staff groups, also, are often held in the
dining area. I use aromatherapy and music for some groups to create a milieu
that may support the mindfulness practice.

Exclusionary Criteria

Given the broad adaptations of mindfulness skills, there is no reason to
exclude anyone who can safely participate from MBEC. MBSR classes often
screen out persons with a history of trauma or abuse. Psychosocial history
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of frail elders may be limited, and they may not be able to supply infor-
mation themselves. Therefore, teachers should be aware of participant’s
verbal and non-verbal response to the interventions and make adjustments
accordingly.

Nursing home residents may have cognitive or physical impairments, or
both. Unless a resident is unable to get to the group, physical impairments
should not prevent participation in appropriate exercises. Residents with
cognitive impairments can also be included in groups unless their behavior
is too unsafe or disruptive to other participants. I usually allow for some inter-
ruptions, encouraging the participant to settle in. If the disruptive behavior
continues, I will ask staff to take the resident to the other end of, or out of,
the room. Encouraging acceptance of others in the group can be part of the
group’s practice.

When I first thought about offering such groups to our population, I won-
dered if the elders would be open to new experiences. What I found is that
most residents are surprisingly open and receptive. There are also some resi-
dents who are clearly not interested. One resident, discussing her pain, said,
“Just give me a pill.”

I also consider the language I use to describe the group and the practices:
Meditation can be sitting quietly, yoga can be gentle stretches, and the groups
can be stress-reduction groups or relaxation groups. During the course of
the group, I integrate language that might be less familiar to them, including
meditation and mindfulness.

Communicating

One of the most difficult losses for elders is the loss of ease in communica-
tion. Some elders are vision impaired. Others may be hard of hearing. Oth-
ers may speak very softly due physical problems. The group is a wonderful
opportunity to focus on strengths! For example, I will sit next to a resident
who is hard of hearing so that I can speak directly into his or her good ear.
I move around a lot in groups so that I can make sure that I am communi-
cating with each resident. I often repeat what one resident said so that the
entire group will hear. I find hands-on and touch are also helpful in guiding
residents.

Ongoing Groups or Time Limited

A key component of traditional MBSR groups is that they are time-limited.
For nursing home residents, however, I found that ongoing groups are more
beneficial. Residents face many daily challenges in the nursing home and
carryover, the ability to maintain the practices and learning, is difficult. As
previously discussed, residents did utilize some of the practices, like deep
breathing, but were not able to practice other skills outside of class. Con-
crete reminders like handouts can help participants recall the mindfulness
practices. Long-term effectiveness for caregivers may reflect the results docu-
mented in multiple studies on MBSR. Given the stress of caregiving, however,
refresher groups may be helpful.
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Conclusion

The explosive growth of the older adult population with the concurring pro-
jected growth in chronic conditions cries out for modalities that address
these conditions. Complementary and alternative medicine (CAM) use is
increasingly accepted and utilized. In 2000, approximately 1000 United
States citizens over 52 were interviewed about their use of CAM and 31%
of those over 65 utilized meditation (Ness, Cirillo, Weir, Nisly, & Wallace,
2005). Tilden et al. (2004) interviewed 423 caregivers about the use of CAM
during end of life care. Decedents median age was 57 and 50% of the care-
givers reported the decendent’s use of relaxation techniques. Another US
study reported that of 2055 adults interviewed in 1997–1998, one in five
used at least one mind-body therapy in the last year. Meditation, imagery
and yoga were the most commonly reported (Wolsko, Eisenberg, Davis, &
Phillips, 2004).

Mindfulness training adaptations benefit frail elders holistically offering
skills to address physical, spiritual and emotional needs. In addition, train-
ing caregivers in mindfulness practices impacts both those who give care
and those who receive it. Future research will dictate and refine the differen-
tial use of mindfulness interventions for cognitively and physically impaired
populations and their caregivers. The difficulty in quantifying results in a
population often unable to communicate, and with results related to quality
of life and difficult to quantify, should not deter further investigation into the
benefits of their profound practice for this compellingly needy population.
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24
Mindfulness-Based Interventions

in an Inpatient Setting

Fabrizio Didonna

Only in quiet waters things mirror themselves undistorted.
Only in a quiet mind is adequate perception of the world.

– Hans Margolius.

Introduction

In the past two decades the use of mindfulness-based interventions in clinical
settings has quickly become more and more common especially in outpatient
treatment and above all with patients whose problems are not extremely
serious and who are not in the acute phase of the disease (Baer, 2003).
There has been debate about whether or not it is possible and useful to
use mindfulness therapy with serious, chronic psychiatric pathologies in the
acute phase (Baer, 2003; Segal, Williams, Teasdale, 2002, see also Chapter 18
of this volume). There is, however, some evidence that acceptance and
mindfulness-based treatment programs can be usefully adopted in clinical
inpatient settings and for challenging problems, especially for suicidal adoles-
cent inpatients (Katz, Gunasekara, & Miller, 2002; Katz et al., 2000) patients
with borderline personality disorder (BPD) (Barley et al., 1993; Bohus et al.,
2000), psychotic patients (Bach, P., & Hayes, S. C., 2002; York, 2007; Gaudi-
ano & Herbert, 2006), and to enhance treatment team process (Singh, Singh,
Sabaawi, Myers, & Wahler, 2006).

Keeping in mind that mindfulness approaches (e.g., MBSR, MBCT, ACT)
easily lend themselves to applications in a group-therapy setting and on
account of an excellent cost-efficient ratio resulting from this sort of appli-
cation, these kinds of interventions are particularly suitable in psychiatric
inpatient settings and especially in units specialised in the treatment of spe-
cific forms of psychopathology. This form of treatment seems to obtain
good compliance and appears to be well tolerated even by patients with
high levels of distress or disturbance (Mason & Hargreaves, 2001). As will
be detailed later in this chapter, mindfulness-based intervention has many
attributes that make it highly suitable for use in short-term inpatient treat-
ment. Nevertheless, there are some difficulties and obstacles involved in
using mindfulness treatment in an inpatient setting. These challenges are
mostly non-existent in outpatient treatment so mindfulness-based interven-
tions must be re-organized and follow a specific format when used for hospi-
tal patients and environments.
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Based on the personal experience of the author in implementing and
planning mindfulness-based treatments for hospital programs for psychiatric
patients, this chapter aims to show how it is possible to successfully imple-
ment mindfulness interventions within an inpatient unit in a Mental Health
Service for severe and challenging problems by rationally integrating them
with established inpatient treatments and protocols. More specifically, the
chapter will clearly outline the obstacles and challenges related to these
inpatient mindfulness-based protocols and propose some guidelines to over-
come them.

Why Should a Mindfulness-Based Program
Be Implemented in an Inpatient Setting?

There are several reasons that make mindfulness-based training a cost-
efficient intervention in the context of an inpatient treatment program. First
of all, clinical experience and empirical observation suggest that, in general,
the more serious the problems of patients admitted to inpatient units, the
greater the need to provide an environment that promotes mindfulness prac-
tice. These patients require a more intense degree of practice than that which
characterizes outpatient settings, for example, at least on a daily basis, and
more help in learning how to carry out the exercises and in understand-
ing how they relate to and can be useful in helping them learn to man-
age their problems. During hospitalization, if all the treatment staff share
a mindfulness-based model, patients can live in a mindful therapeutic set-
ting: patients can feel a sense of calm in an environment that is free from
judgements and pressure and that demonstrates tolerance, emotional valida-
tion and empathy. The style of communication and messages from therapeu-
tic team, therefore, need to be consistent with mindfulness-based principles
(acceptance, presence, here and now, non-judgement, etc.).

Normally in an inpatient setting, the ward milieu can be considered a
“safe place” in which patients feel safe, accepted, protected and cared for.
Indeed, very often patients begin to improve shortly after admission even
before they start any sort of treatment. This atmosphere is needed in order
to allow severely disturbed patients to become familiar with and effectively
use mindfulness practices, often for the first time in their lives. In this setting
they can do regular mindfulness practice without being disturbed by the fac-
tors that they often can find in their own personal environment (e.g., family
conflicts, expressed emotion, feeling of loneliness, psychological or physical
violence, etc.).

Unlike outpatient mindfulness training, in which participants may often
have difficulty finding the time, spaces and willingness to do meditation prac-
tice on a regular basis, especially individuals with challenging problems (e.g.,
BPD, depression, OCD), during hospitalization patients can be assisted in
doing intensive and regular practice. Because of the specificity of the pro-
gram, planned inpatient treatment involves daily practice, which is assisted
by the nursing staff and psychological professionals. Furthermore, in an inpa-
tient setting, patients have more opportunities to find moments and spaces
for mindfulness practice because most of their time during inpatient treat-
ment is to be used for therapeutic reasons.
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Another advantage of this kind of treatment in an inpatient setting is the
chance to use mindfulness-based interventions in vivo with the patients’
problems when they arise, explaining and showing the effects and impor-
tance of acceptance, non-judgement, and decentering attitudes when anxi-
ety, sadness, anger or any other emotion or problematic states arise.

As is the case for all group therapeutic interventions in inpatient programs
mindfulness-based group therapy is a cost-efficient intervention in that it can
make optimal use of the staff and maximize the often limited resources of
the mental health units. It has also been noticed that inpatients, during the
sessions together with individuals suffering from different disorders (hetero-
geneous group), can share a sense of common human suffering with each
other regardless of the diagnosis), and this is one of basic principles of mind-
fulness. Patients in group therapy can realize that suffering is an imperma-
nent normal condition that can be present in people with different ages,
cultures, and social status and that the suffering has a common origin (e.g.,
the three causes of suffering, see Introduction, Chapters 1 and 2 of this vol-
ume). This understanding can be reached by sharing of a mindfulness-based
problem formulation, which offers a simple and uniform approach across
diagnoses and gives the individual a clear and non-accusatory way of under-
standing how their breakdown has occurred.

There is also some evidence that when mindfulness-based mentoring is
provided to professionals involved in inpatient programs, it can be an effi-
cient and effective intervention for enhancing and maintaining the perfor-
mance of treatment teams in adult psychiatric hospitals. Singh et al. (2006)
investigated changes in treatment team functioning in an adult inpatient psy-
chiatric hospital after the implementation of a mindfulness-based mentoring
intervention. Their results showed that with the introduction of mindfulness-
based mentoring, treatment team performance was enhanced, patients’
attendance at therapeutic groups and individual therapy sessions was max-
imized, and patient and staff satisfaction with treatment team functioning
increased substantially, with patient satisfaction showing greater gains than
staff satisfaction.

Another important point is that hospital units and wards are normally
staffed by multidisciplinary teams characterized by very different orienta-
tions. A mindfulness-based approach is a trans-epistemological perspective,
which can be easily used by professionals from different therapeutic ori-
entations (psychodynamic, cognitive-behavioral, existentialist, etc.). What is
important is that all the professionals in the treatment team share the same
mindfulness view of suffering and of mind functioning and, if possible, have
a regular meditation practice. For this reason, in order to implement an effec-
tive mindfulness-based program in an inpatient treatment, it is important to
highlight the fact that all therapeutic staff need to be trained in mindfulness
and that supervision is required on a regular basis.

Features and Difficulties of an Inpatient
Mindfulness-Based Group

Providing mindfulness training for severe and acute disorders is not an easy
task and, compared with outpatient treatment, it requires that first those
providing the training clearly understand the obstacles and challenges that
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characterize inpatient units. First of all, the disorders of hospitalized patients
are much more severe, comorbid, and chronic than those of outpatients,
and inpatients are often in an acute phase, especially at the beginning of
the inpatient treatment. They may also have a seriously disturbed relation-
ship with the body (often because of traumatic experiences or psychotic
problems), which is usually an important focus in mindfulness exercises,
and feel extreme fear of loosing control during the mindfulness exercises.
Furthermore, during hospitalization patients are usually on medication. This
can often create some problems with patients during group sessions because
of the side effects of the medication. Thus, during the exercises they may fall
asleep or have several physical symptoms that can make concentration or
participation during sessions difficult or even impede it.

Another important point is that in inpatient treatment, because of the
intensity and the relatively limited duration of the stay, there is a rapid
turnover of patients. This fact can make it difficult to provide group inter-
ventions in which participants start with a group of people and finish with
the same one, as is, on the other hand, more so the case in outpatient groups.
There is an ongoing change in the makeup of the group and this can lead to
lack of homogeneity in each meeting with regards to the level of learning
and understanding of the participants. Indeed, each session can be the first
session for some patients and this often makes it difficult to provide more
advanced exercises to the patients who have been in the hospital and in the
group for longer periods of time.

These problems mean that the standard mindfulness-based group format
must be adapted to the specificity of the severe mental health problems of
patients admitted to the unit and to the features of an inpatient treatment
program.

Features and Advantages of Heterogeneity
in Mindfulness Groups

Another typical feature that we normally find in inpatient mindfulness
groups, and which is often considered an obstacle for the process and out-
come of treatments, is heterogeneity. This is related in particular to the kind
of the disease, level of severity, age, and socio-cultural level. The author’s
clinical experience with hundreds inpatients suggests that heterogeneity can
actually be turned into a resource if we are able to understand and exploit
some of the advantages of heterogeneous groups.

Heterogeneity and the atmosphere of mindfulness-based groups tend to
deactivate the “agonic/competitive modes” (which activate anger, shame,
etc.) are normally activated in other more homogeneous settings (e.g., skills
training groups for borderline patients). For many patients, participating in a
group with people of different ages, status and kinds of disorder allow them
to de-identify themselves from the “pathological role and identity” that they
often have. In groups this discourages the expression of typical pathological
modes and behaviors (anger, acting-out, expressing emotions or avoidance),
which are often connected to the identification of the patients with their
own disorder. This phenomena is often observed, for example, in BPD or
depressed patients, who show some behaviors during mindfulness groups
that are totally different from the ones they have in all other conditions and
environments.
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Heterogeneity during the sessions can also allow patients to feel a
sense of “normality” of the experience of suffering (human condition
implies/includes suffering) regardless age, diagnosis, symptoms, and so on.
This is especially true because during mindfulness group sessions, the
instructor never talks about the specificity of the disorders, but always
explains that each person has different ways of manifesting suffering all of
which have a common origin (attachment, aversion, delusions and distor-
tions, automatic pilot, judgement, etc.) and that each individual’s own form
of suffering is probably only quantitatively different, and not necessarily qual-
itatively different, from that of people with different disorders and of people
without clinical problems.

The Importance of Regular Practice

Developing mindfulness skills is not easy and requires the regular practice
of meditation. When working with severe disorders, it is important to bear
in mind that these patients are generally not used to doing meditation and
often they don’t even know what meditation is. It is important to explain to
patients that mindfulness can be considered a therapeutic skill, connected
in various ways to their problems, and that as is the case all new abilities,
regular practice is required in order to learn the new skill. A useful analogy
for patients is that of athletes: when a person wants to learn a new sport,
they have to train regularly, with the help of a coach or trainer in order to
face the challenges that the competition (life) will present them with.

One of the basic strategies for dealing with the chronic difficulties inpa-
tients have with doing meditation is to provide them with guided regular
practice of mindfulness on a daily basis. This is particularly important with
challenging patients because they find it hard to feel motivated and willing to
practice alone. This is important because empirical observation and clinical
experience show that the more patients do formal and informal meditation,
the more stable and beneficial the effects of the meditation practice. One way
to help inpatients learn to practice meditation regularly (if possible even after
discharge) is to provide them with a half hour of guided mindfulness practice
early in the morning and another half hour late in the afternoon. This allows
patients to understand that mindfulness is not just a simple technique, but
rather that it could become a regular way of being which can affect/condition
their emotional states and give them a sense of calm and balance all day long.

This kind of daily practice should be guided, if possible, by a healthcare
professional (psychologist, psychiatrist, nurse, social worker), but in the
absence of professional resources even by an intern or practitioner who can
use a recorded mindfulness exercise (audio tape, audio CD) and just coordi-
nate and check the state of patients during the practice. Daily practice can
be a powerful and helpful complement to the weekly mindfulness sessions
with the instructor.

Problem Formulation in Inpatient Treatment

Other chapters in this book (see Chapters 5 and 11) have already highlighted
the importance in clinical application of mindfulness of sharing a clear con-
ceptualization of the patient’s problem as well as a clear understanding of
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the clinical mechanisms of change of mindfulness that can help modify the
activating and maintaining factors that are highlighted in the problem for-
mulation. This becomes even more important during inpatient treatment in
which patients are receiving several different kinds of therapeutic interven-
tion and may have difficulties understanding the meaning and rationale of
each one and their coherence and integration. Problem formulation is also a
helpful tool for developing and enhancing motivation for mindfulness prac-
tice inside and outside group sessions.

Problem formulation can be shared during individual sessions before start-
ing the mindfulness training and also by using special sheets and verbal
descriptions or explanations during group sessions.

An example of mindfulness-based problem formulation is that done with
patients suffering from BPD, which is one of the most frequent diseases
found in inpatient treatment, often in comorbidity with other problems.
In order to allow borderline patients to understand the power, poten-
tial and relevance of mindfulness intervention, it is helpful to share a
cognitive-behavioral conceptualization of the borderline crises with patients
(Figure 24.1). After the occurrence of an impulsive crisis characterized by
different maladaptive behaviors (such as self-injury, substance abuse, suici-
dal attempts), in time patients experience a stage of remission from the
symptoms, which is here called “temporary calmness.” Then, at a certain
moment some specific events (such as invalidating experiences or messages,
abandonment or exclusion behaviors on the part of others, traumatic mem-
ories, etc.) can arise and consequently the patients activate and perceive
several inner changes at emotive (guilt, anger, disgust, feeling of emptiness
shame), cognitive (flashes, rumination) or physical bodily sensations con-
nected to past abuse, hyper-arousal levels. These perceived changes are eval-

     Perception of private experience/inner changes

IMPULSE DYSCONTROL/ MALADAPTIVE BEHAVIOURS
(self-harm, substance abuse, suicidal attempts, etc.) 

SOMATIC
(sensations in ‘critical’ body

parts, hyper-arousal, etc.)

COGNITIVE
(traumatic memories, flashes,

worries, rumination)

EMOTIONAL
(e.g. anger, shame, disgust,
guilt, feeling of emptiness)  

‘Doing Mode’: Acting to shut out or escape 
 from emotions, sensations, thoughts 

REMISSION (‘temporary calmness’) 

Activating
Factors (e.g.

invalidating experiences) 

Meta-evaluation – Self-Invalidation
Misinterpretation of changes as

‘uncontrollable’, ‘unacceptable’, ‘wrong’ , ‘too painful’, or ‘self-related’ 

Dissociative states 

Emotional Dysregulation 

State of Mindfulness-‘Being Mode’ 

Figure. 24.1. The hypothesized role of mindfulness-based interventions with
respect to the process of crisis activation in borderline personality disorder.
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uated (meta-cognition) in terms of “uncontrollable, intolerable, unaccept-
able, very painful or self-related (which means that patients identify them-
selves with those contents)” experiences and they may also self-invalidate
their own inner states. This misinterpretation and/or self-invalidation acti-
vate emotional dysregulation (Linehan, 1993), a psychological state char-
acterized by chaotic and uncontrollable feelings and confusion. This state
normally leads patients to react (and not to ‘respond’) by activating a “doing
mode” in which they (differently from depressed patients who are generally
unable to act) tend to act in order to shut out or escape from the intolera-
ble emotions, sensations, or thoughts. The only way that borderline patients
know how to act in order to deal with this experience is by escaping from the
subjectively terrifying and unacceptable reality through dissociative states or
by activating maladaptive behaviors, thus leading them into a new borderline
crises, and the vicious circle is maintained.

The Author hypothesizes that mindfulness-based interventions can
help these patients on a first level by helping them prevent or stop each
meta-evaluation that they tend to activate regarding the distressful private
experience (emotions, thoughts, sensations) that arises. On a second level,
indirectly, mindfulness states help patients to prevent or neutralize the con-
sequent emotional dysregulation also because they are trained to not react
immediately to a negative experience when one occurs but rather to observe,
describe and stay in touch with it, accepting it as it arises without judging.
Doing so they can learn to avoid starting the vicious circle that leads to fur-
ther impulsive crises or avoidant behaviors (e.g., dissociation). They can do
this using decentering, defusion and disidentification as cognitive styles and
modes and using acceptance as well, learned through mindfulness training.

Clinical observation during group sessions shows that mindfulness-based
interventions, in particular in inpatient treatment, can help patients with
impulse dyscontrol problems (e.g., BPD) to learn a different mental style and
metacognitive attitude toward problematic and emotional states, sensations
and cognitions which are incompatible with the impulsive and maladaptive
behaviors (self-harm, binge eating, substance abuse, etc.) that patients use
to deal with these states. Other important effects have been highlighted
by Linehan (1993; Linehan, Armstrong, Suarez, Allmonn, & Heard, 1991),
who included in her cognitive-behavioral model for borderline patients –
dialectical-behavior therapy – an important component of mindfulness-based
intervention (see also Chapter 13 of this volume). This kind of training can
increase attention control, improve awareness of self and others, reduce
emotional reactivity, provide a foundation for self-validation, and reduce feel-
ings of emptiness and self and cognitive dysregulation.

The use of metaphors in the context of mindfulness groups (such as
thoughts like clouds in the sky or seeing emotions or cognitions like a
waterfall) could also be helpful in helping patients stay in touch, decenter
and overcome the distressful private experience.

It has been observed that in order to help borderline patients, especially
those with severe problems, to learn mindfulness skills, it is useful to pro-
vide specific inpatient mindfulness-based groups in which individuals can
find a setting that better allows them to overcome, step-by-step, the unavoid-
able difficulties that they would normally find in practicing formal meditation
exercises in outpatient settings.
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Clinical Goals in a Mindfulness-Based Inpatient Program

Within inpatient psychiatric units where there are patients suffering from
mood disorders, anxiety disorders and problems related to impulsivity (e.g.,
BPD, bulimia nervosa) the goals of mindfulness training are:

— to help individuals diagnosed with major depression (during par-
tial remission or a moderate/not acute symptomatic phase) to learn
the skills that will help them to deal effectively with dysphoria and
changes in their mental states and to stop and prevent rumination and
possible subsequent relapse;

— to train patients who have problems controlling impulses (e.g., BPD)
adopt a different mental style and metacognitive attitude toward
problematic emotional states, sensations and cognitions, incompati-
ble with impulsive and maladaptive behavior (self-harm, binge eating,
substance abuse, etc.) or experiential avoidance (flight, dissociation,
etc.) that patients use to deal with these states;

— to help patients with anxiety disorders (panic, generalized anxiety
disorder, obsessive-compulsive disorder) to develop a new and more
functional mental attitude (observation, acceptance and decentering)
toward their own physical symptoms and, in general, toward their
inner experience.

In general, all inpatients, regardless of the diagnosis, are trained to observe
and intentionally become aware at all times of their thoughts, body sensa-
tions and emotions, being and remaining in the present time, developing a
different way of relating to their private experience. More specifically, they
are trained to acquire and develop the capacity to recognize and consciously
accept without judging (not “turning away” and not “attachment”) undesired
emotions and thoughts as an alternative to activating their customary, auto-
matic, pre-programmed modes, which tend to perpetuate their psychiatric
problems. Furthermore, patients learn how to acquire the capacity to choose
the most effective response to any unpleasant thought, sensation and situa-
tion that they may encounter (i.e., responding vs. reacting, shifting from a
“doing” mode to a “being” mode, etc.). Some other skills and attitudes taught
in mindfulness groups are not being guided during mindfulness exercises by
an objective, not striving to attain a particular state (e.g., relaxation, happi-
ness, peace, etc.) and developing awareness of how a problem can manifest
itself in and through the body.

An Example of a Mindfulness-Based Program
in Inpatient Treatment (M-BPIT)

Setting

An example of the application of a meditation approach for hospitalized
patients can be found in the mindfulness-based therapy program in inpa-
tient treatment (M-BPIT) provided by the Department of Psychiatry of the
Villa Margherita clinic in Vicenza (Italy), where an adapted version of
mindfulness-based cognitive therapy (MBCT) (Segal, Williams & Teasdale,
2002) forms the most important part of an integrated treatment program
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primarily based on the cognitive-behavioral approach. More specifically, this
department offers mindfulness training for the inpatients of its Unit for Mood
and Anxiety Disorders and for the Unit for BPD.

In this program the duration of hospitalization is four weeks; the frequency
of the mindfulness training is two weekly sessions (2 h/session) plus two
daily practice sessions of a half-hour each (morning and evening mindful-
ness sessions). The number of participants varies significantly and ranges
from six to eighteen because it depends on the physical and psychological
condition of the patients each day.

Material provided during the sessions includes handout sheets containing
the rationale behind the session and usefulness of the group, explanations
and instructions on how to carry out the exercises, problem formulation,
quotes, stories and an audio tape or CD ROM with guided mindfulness exer-
cises for daily practice. For BPD patients, mindfulness training is integrated
with a skills training group (Linehan, 1993), body/expressive group ther-
apy and individual cognitive-behavioral therapy (CBT). For patients suffering
from anxiety or mood disorders (in particular major depression and severe
obsessive-compulsive disorder), mindfulness training is integrated with cog-
nitive group-therapy sessions, body/expressive group therapy and individ-
ual CBT.

The mindfulness groups are always led by two professionals, an instructor
and an assistant.

Adapted Form of MBCT

Within the inpatient unit program, the treatment team has found it useful
to provide and implement an adapted form of MBCT, (Segal et al., 2002)
which differs from the original approach in the duration of some of the
exercises, the introduction to new meditation exercises, the format of the
sessions and the frequency of the meetings (twice a week). As is the case
in all mindfulness-based training, participants are trained to practice both
formal (mindfulness meditation) and informal (the application of mindful-
ness attitudes and skills in everyday life) exercises (see also Chapter 1 of
this volume). The formal meditation exercises include “mindful walking,”
“mindful eating” (the raisin exercise), “sitting meditation” (mindfulness of
breathbody/sounds/thoughts; see also Appendix A of this volume), “mindful-
ness of the body” (body scan, see also Appendix A of this volume), “mindful
movements, stretching/yoga,” “the secure place” (guided imagery exercise),
practice of the morning (mindful breathing), and practice of the evening
(mountain meditation, lake meditation, sea meditation, etc.), exercises out-
doors, and relational mindfulness (in couples). The informal meditation
exercises include mindfulness during everyday activities, mindfulness when
experiencing pleasant/unpleasant events, mindful breathing (breathing as an
“anchor”), the three-minute breathing space and the “thoughts-are-not-facts”
exercises (Segal et al., 2002), free mindful walking, mindfulness of sight and
sound (see Appendix A), and eating meditation during meals.

Typical Format of an Inpatient Mindfulness-Based Group Session

The duration of a mindfulness group session is one and a half hours, in a large
room in which patients are provided with cushions, mats and chairs. They
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are free to choose whether they prefer to sit on a chair or a mat, but most of
them choose the mats.

In each session the following steps are normally used.

— After patients have settled down in the room and on their mats
or chairs and after the roll call (only the patients considered to
be ready for treatment by the team of professionals are admitted
to the session), the instructor starts to explain and illustrate the
aims of the group, the general meaning and rationale of mindfulness
for the patients’ problems (problem formulation, acceptance, non-
judgemental attitude, exposure), and the consistence and integration
of the group with the other therapies in the treatment program.

— Explanation of the first mindfulness exercise, normally chosen
depending on the group composition of the given session, evaluat-
ing the possible problems of the patients present.

— Formal mindfulness exercise (20–40 min).
— Practice review and sharing comments on the exercise.
— Understanding the meaning and rationale of the exercise for the

patients’ problems using comments, suggestions, questions, difficul-
ties and benefits that arose during the exercise.

— Break (10 min).
— Final meditation (10–15 min).
— Sharing comments on the exercise.
— Homework and handing out of material for participants (sheets,

descriptions of exercises, quotations, CD for practice).

Exercises and themes of the group would be run in continuing cycles.

Obstacles and Difficulties in Inpatient Groups

As has already been stated, during inpatient mindfulness groups we have
to deal with several problems that are usually not as frequent in outpatient
groups.

— Emotional activation: Several mindfulness exercises, in particular
the ones in which patients are asked to stay deeply in touch with
their body and physical sensations, can activate intense emotions,
especially anxiety. Patients can often feel a sense of lack of control
during a long sitting or meditation exercise done lying down because
of the relaxation feelings and because they don’t want to be in touch
with an often hated body (usually in sexually abused and trauma-
tized patients) that they have avoided or harmed or punished in the
past. For these reasons some patients may activate intense feelings of
shame, guilt, disgust and anxiety and might be frequently and eas-
ily distracted, and may ask for a break or even suddenly abandon
the group.

— Dissociative crisis: Dissociation can be considered a more extreme
form of avoidance from undesired and painful feelings. This symptom
is normally found in patients suffering from posttraumatic stress disor-
der (see also Chapter 16 of this book) or BPD. It can be an important
and disabling problem during a group, but not as frequent as might
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be imagined. In the author’s clinical experience, there have only been
four or five severe dissociative crises during mindfulness group ses-
sions in several years of trainings with hundreds of inpatients with
traumatic experiences and BPD.

— Patients that fall asleep: Patients may fall asleep as a result of medi-
cation, excessive relaxation or even as a form of avoidance.

— Disturbing background noises: Inpatient settings and mental health
services are usually not designed to be “meditation centers.” There-
fore, noises that are normal in these contexts but intrusive for the ses-
sion may disturb patients during the meditation exercises. Patients are
always invited to consider noises as particular sounds and imperma-
nent events that become the object of awareness in the here and now
and to turn them into opportunities to develop a non-judgemental
acceptance toward difficulties.

— Late comers: It is not uncommon for inpatients to arrive late to group
sessions. This can disturb the mindfulness exercises, which require
silence. This happens because of the difficulties many patients have
following rules either because of their psychological problems or
because they have inadequate priorities during their stay in the inpa-
tient setting.

— Physical problems or malaise: Some patients, especially older ones
(see also Chapter 23 of this book), may associate to psychological dis-
ease with physical problems; this can create several difficulties when
trying to practice some specific mindfulness exercises (e.g., sitting
meditation or mindful walking).

Coping Strategies to Deal with Difficulties

In order to deal with the problems and obstacles that severe inpatients can
have during the group, the following strategies, which have been developed
through clinical experience, may prove to be helpful.

— Ensuring daily practice: One of the most important strategies to
effectively deal with challenging problems during an inpatient mind-
fulness group is ensure that patients are practicing mindfulness in
a consistent and regular way on a daily basis with the guidance of
instructors who have extensive experience and competence regard-
ing the problems the inpatients suffer from.

— Providing two therapists for each session: It is very important that
mindfulness groups for severe inpatients are guided and conducted
by two leaders: a leader (instructor) and an observer (assistant). This
is important so that should a patient have any difficulty, the observer,
or co-leader, can intervene in order to try and help the patient to
overcome the problem or resist until the end of the exercise, while
the leader can continue to provide the instructions of the exercise for
the rest of the group.

— Providing individual help: Difficult patients need to be provided
with individual help between group sessions to optimize and allow
their participation in the group. In order to prevent counter-
productive experiential avoidance, it is important to help patients
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who are ready to be in the group but who either are hesitant to partic-
ipate for the first time or have had difficult or frightening experiences
in a session and are hesitant to return to the group.

— Avoiding, if possible, large groups with severe patients (max 8–10
participants). Large groups increase the risk of significant and difficult
problems that have to managed during the sessions. This is especially
a problem if the leaders do not have extensive experience in leading
mindfulness groups for psychiatric problems.

— Selection of patients: Not all patients admitted to the ward may be
ready to participate in the mindfulness group because of various clin-
ical and personality features (see next section).

— Giving/providing more instructions during exercises than what is
done in outpatient groups: Inpatients normally need to be frequently
guided during the process of meditation because they tend to get dis-
tracted more easily than outpatients, their minds easily tend to wan-
der off or ruminate, and they easily loose the contact with the here
and now.

— Keeping the more difficult patients close to the group leader: In
order to provide patients that may easily have problems (e.g., anxiety,
dissociation, pain) during a session prompt help, it might be useful
to ask them to sit or lay down close to the leaders. This often gives
patients a sense of protection and safety that allows them to get and
stay in touch with difficult inner states.

— Providing support and encouraging patients in difficulty. If neces-
sary or appropriate, the leaders can hold the hands of patients who
are nervous, anxious or at risk of dissociation.

— Accompanying patients having difficulty coping back to their ward:
If necessary, patients who find it very difficult to cope with their prob-
lems should be accompanied back to their ward in order to prevent
intense crises (e.g., dissociation, panic, etc.) that could compromise
the continuity of the entire session.

— Not allowing late arrivals to enter: Once a group has already begun,
late arrivals should not be allowed to enter the group because they
may disturb participants during a meditation exercise. Furthermore,
it is important to set rules and discipline in order to transmit and
share a sense of priority and respect toward each other.

— Using background music: In order to allow inpatients to stay in
touch with their private experience in the here and now for a long
time, it is often useful to use soft background music that can gen-
tly accompany patients during the difficult process of the explo-
ration of challenging and disturbing internal experiencing. Normally
background music is not experienced as a source of distraction and
it helps allow patients to maintain concentration in the present
moment.

— Gradual progress in implementing exercises: As the difficulty of
exercises increases, inpatients with challenging patients must be
introduced to the exercises in a more gradual way than with outpa-
tients. This can be done by passing from exteroceptive (external sen-
sory awareness; e.g., mindfulness of sight and sounds) to interocep-
tive (inner mindfulness; e.g., body scan, sitting meditation) exercises,
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from shorter (5–10 min) to longer exercises (30–40 min) and from
informal (mindfulness of daily life) to formal meditation.

— Selecting the exercises of the session depending on the makeup of
the group: If there are many new, inexpert or disturbed patients in a
group, leaders should consciously choose exercises that are not too
activating.

— Encouraging patients to use difficulties as opportunities: During
group sessions, patients should be encouraged to use difficulties (e.g.,
stressful emotions and thoughts, self-discomfort or malaise, back-
ward noises, disturbing behaviors from participants, etc.) during ses-
sion as opportunities to promote and develop acceptance and non-
judgmental attitudes rather than as problems or obstacles.

— Patients who fall asleep during the session should be woken up:
Mindfulness means being present moment by moment. When people
fall asleep they simply are not aware in the present moment and they
loose an opportunity to learn this attitude.

Criteria for Exclusion from an Inpatient
Mindfulness-Based Group

Clinical experience suggests that mindfulness-based groups are not suitable
for severe inpatients that show certain stable or temporary clinical condi-
tions and features. Therefore, patients should be carefully selected for par-
ticipation in each group session. The conditions which would determine the
unsuitability of certain patients are:

— patients in an acute depressive phase and too severely affected to
be able to establish a rapport with the instructor and the group;

— patients with active severe psychotic symptoms or with an extensive
delusional system;

— bipolar patients in an euphoric/manic state;
— patients with severe risk of dissociative crisis;
— patients with severe cognitive deficit/impairment and gross retar-

dation or agitation, and who present poor insight;
— poorly-motivated or hypercritical patients with an opposing atti-

tude, or who are unwilling or unable to collaborate with a group;
— patients under the effects of drugs or substances (alcohol, opioids,

cannabis, etc.)

When the above-mentioned conditions are no longer stable and patients
begin to improve during hospitalization, they can be admitted to the mind-
fulness group.

Useful Messages for Dealing with Difficulties in Groups

During mindfulness group sessions, the instructor can help participants deal
with any difficulties that might arise using specific messages that are consis-
tent with mindfulness attitudes and principles toward suffering. Some exam-
ples are given below.
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— “Stay in touch with your experience” (emotion, thought, sensation,
feeling); “You can do it”; “Yes, you can”; “Allow it to be. . .”; “Don’t
avoid it. . .”; “Don’t fight it”; “Do not try to escape from it”; “Accept
it”; “Don’t judge it” (Acceptance, allowing the inner experience);

— “Take a breath”; “Stay in touch with your breath”; “Breathe together
with me” (Breath as an anchor, decentering and defusion);

— “It’s OK to feel like this, it is not wrong”; “Whatever it is, it’s OK”; “It
is just what it is right in this moment (non-judgement);

— “Feel this emotion”; “Don’t escape from it”; “It doesn’t hurt” (going
toward and trough private experience);

— “Thoughts are only thoughts, transient and impermanent mental
events”; “This thought is not ‘you’ or reality”; “Thoughts are not facts”
(relating in a different way to thoughts, disidentification);

The aim of all these statements and phrases is to help patients to over-
come, during the session, the point in which they would tend to activate
experiential avoidance or maladaptive reactions (e.g., self-harm, rumination,
etc.) as difficulties and problems related to the private experiences that arise.
Very often patients report that over time they were able to embody and inte-
riorize these messages and use them autonomously to deal with difficulties
in non-therapeutic situations.

Summary

Acceptance and mindfulness-based treatment programs can be effectively
adopted in clinical inpatient settings, especially in specialized units for spe-
cific disorders, and they are interventions that can optimize the resources of
the staff. These kinds of approaches offer a cost-efficient way to generically
teach useful skills for disengaging patients from the dysfunctional cognitive
processing modes that characterize severe and acute disorders. Furthermore,
this form of treatment seems to obtain a good compliance and appears to be
well tolerated even by patients with high levels of discomfort or disturbance.

Unlike outpatient treatment, in an inpatient setting the environment and
the ward milieu, can play an important role in the implementation and effects
of mindfulness-based interventions. Inpatient settings may offer patients the
opportunity to follow an intensive program with more frequent mindfulness
sessions and meditation practice on a daily basis.

Nevertheless, providing mindfulness training for severe and acute disor-
ders in an inpatient setting is not an easy task and requires practitioners and
professionals understand the many obstacles and challenges that character-
ize inpatient units, and which are basically inexistent in outpatient treatment.
These difficulties mean that specific formats and organization must be used
when implementing mindfulness-based interventions in an inpatient setting,
that is, the structure of the interventions must be adapted to the hospital-
ized population and environment. Furthermore, several specific and general
coping strategies that are useful for dealing with patients’ difficulties during
mindfulness groups must be used. However, as was explained above, mind-
fulness intervention is not suitable for all inpatients and the selection of who
is fit or unfit can be made using some criteria of exclusion from mindfulness
groups which come from the author’s clinical experience.
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In order to implement an effective mindfulness-based program in inpa-
tient treatment, it is important to point out that all therapeutic staff need to
be trained in mindfulness and it is important to try and keep the approach
of different members of staff as consistent as possible. Supervision is also
required on a regular basis.

In all the treatment interventions and for the entire duration of the
patients’ stay, the emphasis must be on the principles of acceptance and the
here and now. It is also important that both patients and instructors regu-
larly practice mindfulness training in order for it to be effective in inpatient
treatment.

Although clinical experience suggests that in general there are no particu-
lar contraindications in providing mindfulness-based treatment for severe and
challenging problems, specific methods, strategies, exercises and meditation
styles, e.g., the way in which mindfulness practice is proposed, should be
used for various forms of severe pathology and psychological problems (psy-
chosis, BPD, dissociative disorders, etc.). The success and/or failure of these
should be analyzed in order to understand which strategies work best for
which patients in which conditions. Implementing mindfulness-based group
work with challenging inpatients often requires gradual progress regarding
the difficulty of the exercises proposed. This can be done by passing from
exteroceptive to interoceptive exercises, from shorter to longer exercises,
and from informal to formal meditation (Didonna, 2008).

As far as actual outcomes are concerned, to date there are few randomized
and controlled studies (Bach & Hayes, 2002; Katz et al., 2000) that have eval-
uated the effectiveness of acceptance and mindfulness-based interventions
in inpatient treatment. This is because the application of this approach is in
a relatively early stage and also because it is notoriously difficult to demon-
strate the effectiveness of one therapeutic intervention (such as mindfulness
training) within an inpatient setting, separating it from the rest of the numer-
ous specific and non-specific therapeutic variables which characterize a hos-
pitalized treatment program. For example, it is quite difficult to differentiate
the effect of the ward milieu from the specific effect of the therapy and
differentiate the impact of each intervention on the outcome. Nevertheless,
there are several encouraging qualitative studies (Barley et al., 1993; Bohus
et al., 2000; Gaudiano & Herbert, 2006; Katz et al., 2002; York, 2007) whose
results suggest that patients value mindfulness-based intervention and find it
beneficial at discharge and that mindfulness can be a key component in a
therapeutic inpatient program.

Further investigation is clearly required to establish whether or not the
benefits are maintained at follow-up and to understand how clinical improve-
ment at discharge can be associated with changes in mindfulness skills.

Mindfulness-based interventions are not an array of therapeutic tech-
niques, but they do attempt to offer patients a new cognitive style, a “way
of being” and a general approach to life and suffering. For this reason, mind-
fulness can be effectively used even for individuals with high levels of suf-
fering, such as hospitalized patients, if we are able to transmit to them not
only the meditation techniques, but above all the core and basic principles of
the mindfulness-based perspective (acceptance, compassion, here and now,
non-judgement, etc.), which are aimed at understanding the causes of and
reducing individual suffering.
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25
Training Professionals in

Mindfulness: The Heart of Teaching

Susan Lesley Woods

“The most practical thing we can achieve in any kind of work is insight
into what is happening inside of us as we do it. The more familiar we
are with our inner terrain, the more surefooted our teaching – and
living – becomes.”

Parker Palmer

There is currently substantial interest in the use of mindfulness-based
approaches in clinical practice. This raises a number of interesting questions
regarding the training of health professionals. There are a number of treat-
ment modalities utilizing mindfulness but not as yet collective agreement
as to the components and characteristics of mindfulness as they relate to
the clinical setling. Furthermore, some mindfulness-based clinical programs
employ mindfulness practice as the key to their approach, while others use
mindfulness as a set of skills. The heart of mindfulness, however, is more
than a clinical method or skill set, and because of this presents some atyp-
ical challenges for professional training. This chapter will outline the ways
in which some mindfulness-based trainings are distinctive from other profes-
sional training programs.

Health care professionals are used to being instructed in particular theo-
ries and techniques and then gaining direct experience from the application
of those techniques in clinical practice. And, indeed, some aspects of mind-
fulness can be taught through our usual ways of communicating knowledge
via the transmission of concepts and through intellect. But there is a large
part of mindfulness that can only be truly discovered and communicated
when the clinician/instructor embodies this approach whole-heartedly. By
this, we mean going beyond method to connect to heart, “meaning heart
in its ancient sense, as the place where intellect and emotion and spirit will
converge in the human self” (Palmer & Parker, 1998). This places a differ-
ent emphasis on clinical learning because it means delivering mindfulness
from a position that resonates with an authenticity about what the practice
brings to the life of the clinician. Unfortunately, it is beyond the scope of this
chapter to comment on every clinical program that incorporates aspects of
mindfulness-based practices. So, the focus will be on just two, mindfulness-
based stress reduction (MBSR) (Kabat-Zinn, 1990) and mindfulness-based
cognitive therapy (MBCT) (Segal, Williams, & Teasdale, 2002). Because these
two programs emphasize the practice of formal and informal mindfulness, it
allows us to discuss elements of mindfulness as they are taught in the MBSR
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and MBCT programs and how these are embodied by the teacher. Through
embodiment, the teacher models a way of communicating a sense of unity
and integration about the experience of mindfulness and her/his relation-
ships in the world; one that offers an genuine presence. From this position,
we can address key questions about training.

MBSR is the foundational program upon which many other clinical
approaches have been based. MBSR and MBCT are fundamentally the same
but are different in the clinical groups they are intended for and the way in
which learning is targeted. These two programs, delivered in a group for-
mat, provide a rigorous training in formal daily mindfulness meditation and
how to integrate its practice into daily living. MBSR works with patients who
present with a broad range of medical, psychological and stress related diag-
noses. MBCT, targets a specific clinical population, those who are vulnerable
to a relapse of depression and adds an additional component, elements of a
traditional psychological treatment, cognitive behavior therapy.

The Heart of the Matter

Mindfulness originates from the Buddhist contemplative tradition. It has
been described as an, “awareness that emerges through paying attention
on purpose, in the present moment, and nonjudgmentally to the unfold-
ing of experience moment by moment.” (Kabat-Zinn, 2003; Baer, 2003).
Dimidjian and Linehan have posited that key components of mindfulness
can be categorized into “(1) observing, noticing, bringing awareness; (2)
describing, labeling, noting; and (3) participating.” They also identify three
characteristics embedded in the way one engages with these activities, “(1)
nonjudgmentally, with acceptance, allowing; (2) in the present moment,
with beginner’s mind; and (3) effectively” (Dimidjian & Linehan, 2003). This
constructive description of what constituent components and characteris-
tics might be embedded in mindfulness is helpful in bringing some clar-
ity to the factors we are practicing with and engaging in when teaching
mindfulness.

The practice of mindfulness offers a means to directly observe the nature
of thoughts, emotions, and physical sensations and the ways in which they
either contribute to happiness, or to suffering. Attention is directed to the
examination of all experience as it arises in the present moment. It is not
a passive process but rather a kindhearted and intentional engagement of
wakefulness. With sustained practice, it is possible to see the many ways
we get hijacked by wishing things to be different from what is actually
present. As a result of continuing effort, energy and patience, this “aware-
ness” presents the possibility of less reliance on self-absorbed thinking, emo-
tions and behaviors and wider choices especially when presented with stress-
ful situations or difficulties.

Until recently, in the west, little emphasis has been placed on the study of
the human mind in understanding the role of positive mental states and emo-
tions. Instead psychology has paid attention to negative mood and thought
disorders and to the development of a range of psychological interven-
tions that are designed to work with unhelpful modes of mind. Directing
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attention towards investigating those mental states that engender happiness,
loving-kindness, compassion, joy, generosity, and equanimity has been largely
neglected. Also ignored, until recently, have been methods of teaching such
positive mind states as kindness and compassion in the establishment and
development of the therapeutic relationship. Instead the focus has tended to
rely on a sense of constructive neutrality informed by a particular theoretical
technique or a blend of various methods as a way to work through material
presented in therapy (Freedberg, 2007).

In both Western psychology and Buddhist contemplative tradition, emo-
tions and mental constructs are seen as strong influences in how people
think and behave. Several schools of Buddhism teach that some qualities of
mind are more helpful than others for creating long lasting happiness and
transformation (Goleman, 2003). Craving, hatred, holding onto a sense of
“I,” “me,” or “mine” are seen as harmful states of mind, whereas expending
effort on strengthening and developing attention, concentration, and mind-
fulness lead to equanimity and wisdom based on an understanding of con-
ditions leading to happiness and unhappiness (Ekman, Davidson, Ricard, &
Wallace, 2005). When the Dalai Lama was asked what might contribute to
healthy states of mind, he responded, “cultivating positive mental states like
kindness and compassion definitely leads to better psychological health and
happiness.” (Dalai Lama & Cutler, 1998).

Although compassion is a central theme in psychotherapy it is not clearly
defined or understood and yet it is considered to be a core component of
moving toward health and healing (Glaser, 2005). Compassion is most gen-
erally understood as a sense of sympathy and concern for the suffering or
misfortune of another along with an ability to resonate with that sorrow. It
is not to be confused with feeling sorry for someone, which carries with
it a sense of superiority. Instead, a pre-cursor for the establishment of com-
passion is empathy, the appreciation for the feeling experience of another
and the understanding that as human beings we will all encounter difficul-
ties from time to time. Kindness and compassion when extended toward
oneself and directed outwards toward others, tend to relax the judgments
we have of ourselves and of others and is characterized by a deep state of
caring.

Caring and compassion play important roles in our work as clinicians. It
has been suggested that taking care of oneself, as well as caring for clients, is
particularly relevant in carrying out effective therapy (Gilbert, 2006). Evi-
dence suggests that when health care professionals are dissatisfied with
their jobs and are experiencing psychological distress, patient care suffers
(Shanafelt, Bradley, Wipf, & Black, 2002). Working as a health professional
brings its own unique stressors, particularly for those whose work consis-
tently involves them working with clinical populations with high levels of
suffering. When Shapiro et al., facilitated an eight week MBSR program for
therapists in training, the results indicated a reduction in perceived stress.
In addition, participants in this study demonstrated higher levels of positive
affect and self-compassion (Shapiro, Brown, & Biegel, 2007). These prelimi-
nary results appear to offer health professionals a way to develop a healthier
response to the effects of stressors in their own lives and when working with
clients.
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Elements of teaching in MBSR/MBCT

A. Embodied Awareness

Early on in the MBSR and MBCT programs an exploration of body sensa-
tions is highlighted. This is not usual territory in psychological treatment.
The body as a container and resource of information and wisdom is often
neglected. In the MBSR and MBCT programs, the intuitive intelligence of the
body is re-discovered, emphasized and supported not only through what is
being encountered in meditation practice but also through the mindful move-
ment aspects of the programs. Too often the body is only noticed when phys-
ical pain or discomfort is present. Simple mindful movements can remind us
that we can move for the joy of being in motion for its own sake and can help
ground us in our bodies. Incorporating specific attention and awareness to
movement as a vehicle of knowledge provides a reservoir of information.
This can alert us to somatic connections before we are made aware of them
cognitively which in turn can identify proactive ways of taking care of our-
selves . Those who wish to teach the MBSR and MBCT programs will need to
have a personal system of mindful movement like yoga, tai chi, qigong.

When the teacher of MBSR and MBCT communicates a stance of open-
hearted awareness towards all that is being encountered in the moment
through the practice of mindfulness, including body sensations, a different
relationship to pain and suffering emerges. In reinforcing the relevance of
each moment rather than seeking to change or dispute what is arising or
trying to make sense of the past or predict the future, a different frame of
reference is highlighted. In traditional psychological approaches, interven-
tions typically assume that something is amiss which needs to be fixed or
adjusted. Mindfulness posits the opposite that by being curious about all
inner sensorial experiences, (body, emotions, cognitions) an uncovering of
intrinsic health occurs, and in this insight lies the recognition of being a part
of a greater whole (Kabat-Zinn, 1996). This has important implications for
those mental health illnesses that present with excessive attachment to ego-
centric thinking.

Awareness in Dialogue

Mindfulness stays firmly in the present moment. Its focus is on what is here
right now; what is present. This stance has a different center from many
psychological methods, where examination of past history as it relates to
current difficulties is a critical focus. A central and important theme in the
MBSR and MBCT programs is allowing awareness and attention to be directed
toward the inner exploration of the unfolding nature of physical, emotional
and cognitive sensations in the present, and also the outward articulation of
that process. This requires a special kind of responsiveness on the part of the
teacher.

The word “inquiry,” often used to describe this process, can sometimes
convey a sense of looking for something in particular, and has its deriva-
tion in the Latin, “quaerere” and “inquirere” to seek (Concise Oxford Dic-
tionary, 2004. Eleventh Edition). This suggestion that there is something to
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find can create a more narrowly focused framework for what is unfolding
in the MBSR and MBCT groups. Using the word “dialogue” to describe the
unfolding meaning of the process of inquiry allows for a more spacious frame
of reference which supports a sense of discovery and “exploration of a sub-
ject” (Concise Oxford Dictionary, 2004. Eleventh Edition.) rather than look-
ing for answers.

To some extent the instruction and delivery of the mindfulness practices
in MBSR and MBCT can be learned through modeling and repetition until
the basic language of instruction is committed to memory. But the teacher
who operates solely from a position of rote learning and intellect will find it
difficult to facilitate the discussion and exploration of mindfulness practice,
which comprises a significant portion of the classes. The teacher who relies
primarily on technique will be challenged to learn to sit with and be with
the comments, questions and experiences arising from mindfulness practice.
To respond from a mind solely orientated toward the concepts of patient,
diagnosis, illness, or disease is to leave out what mindfulness has the potential
to offer.

Instead the MBSR/MBCT teacher encourages the group participants to
encounter a place of “not-knowing.” Where meaning is uncovered moment
by moment without moving to “fix” or shape the essence of what is being
experienced. The teacher offers and invites open-ended conversations that
can reveal the unfolding nature of what is present in the room rather than
a quest for answers, closure, or even requiring anything to be found. The
conversations open up into the possibility of rediscovering and befriending
empirical connections to meaning. This requires from the teacher a gentle
and compassionate attentiveness and steadiness, an understanding born of
her/his own encountering of what comes up in personal practice. Otherwise
there is a tendency to rationalize this observed learning. This is where the
instructor’s personal practice becomes central to working with the material
presented by the participants. It is where Segal et al. noticed, when observ-
ing the MBSR instructors at the Center for Mindfulness (Appendix B) “the
remarkable way they were able to embody a different relationship to the
most intense distress and emotion in their patients. And we had seen the
MBSR instructors going further in their work with negative affect than we
had been able to do in the group context, by staying within our therapist
roles.” (Segal et al., 2002).

Experiential Engagement

Both MBSR and MBCT emphasize that the instructor teach from an experien-
tial engagement with mindfulness rather than through a cognitive process.
The reasons for this are described by the developers of MBCT when they
articulate their own learning process in Segal et al. (2002). Their initial view
was that mindfulness-based interventions could be taught in very much the
same way as any other therapy, through learning about the rationale for the
techniques and then applying them. However as they continued to observe
the MBSR teachers at the Center for Mindfulness, they came to appreciate
the qualitative difference it made to the teaching when the instructor spoke
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from a place of personal experience with the practice of mindfulness. As they
noted, “A vital part of what the MBSR instructor conveyed was his or her own
embodiment of mindfulness in interactions with the class. . .Participants in
the MBSR program learn about mindfulness in two ways: through their own
practice, and when the instructor him- or herself is able to embody it in the
way issues are dealt with in the class.” (Segal et al., 2002).

The transformational potential of mindfulness practice can only be avail-
able to participants and teachers alike if one is living with the practice by
actively employing the attitudinal foundations within the fabric of one’s own
life. It is this quality that is referred to in the reference manual of the Center
for Mindfulness. “In order for a class or for the program as a whole to have
any meaning or vitality, the person who is delivering it must make every
effort to embody the practice in his or her own life and teach out of personal
experience and his or her own wisdom, not just in a cookbook fashion out
of theory and out of the thinking mind. Otherwise, the instruction becomes
a mechanical didactic exercise at best and the true virtues of the mindful-
ness approach will be lost. We never ask anything of our patients that we
are not asking of ourselves to a greater degree, moment to moment and day
by day.” (Kabat-Zinn & Santorelli, 1996). In teaching MBSR and MBCT, the
teacher is embracing a specific way of being with and engaging in experi-
ence, by paying deliberate attention to it with an attitude of kindly interest.
There is nothing foreign about awareness and paying attention for it is an
innate human ability, but mindfulness illuminates and reinforces this faculty
in a clearly defined and organized manner. This is because there are specific
aspects within the attending – that of non-striving, compassionate listening,
deepening self-inquiry and self-acceptance – which require an ongoing and
sustained focus. The intention is that nothing is pushed away, chased after or
tuned out. Eventually, more difficult mind states such as anger, hatred, hope-
lessness and helplessness can be seen for what they are – the proliferation
of unconstructive qualities of mind created by contact with an unpleasant
moment.

Often it is our reactions to difficult and stressful situations, or from wanting
to hold onto and find ways to replicate pleasurable experiences, which lead
to much “thinking,” problem solving and “doing.” Sometimes this method of
processing the emotional, cognitive and feeling material born out of experi-
ence works well. But at times it can lead to an impasse. Then it is as though
thinking takes over and we become engaged in creating a potent narrative
about what we are going to do, what we could have done and what we
should have been able to do.

The MBSR/MBCT teacher will encounter this type of thinking many times
from the group participants as they struggle to make sense of their relation-
ship to difficulties, disappointments and pain. It is here, at this intersection
that mindfulness (and the teacher’s manner of embodying this) offers the
possibility to step out of all this “doing” mode, and into “being” mode, by
moving toward all sensations just as they are in this moment. It is an insight-
ful process of attending to and allowing for what is here. In acknowledging
what is present, observation of the sensations can include a narrow focus of
attention or a broader frame of awareness. This is not easy and requires con-
centration and effort that kindly notices when the attention has moved away
from the present moment. It involves a gentle mindful intention to return
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back to a commitment to be present for each moment along with patience
and a quality of friendliness and openness. This requires practice over time
because it needs remembering and reinforcement. It is difficult to see how
this process can be revealed and acknowledged by the teacher in any other
form than from a deep sense of having encountered these moments many
times in one’s own practice.

It is when meeting suffering in its entirety and in the present moment
that a quality of awareness and self-kindness, directed toward the unwanted,
is embodied by the teacher through the discovery in personal meditation
practice of being able to be with her/his own unconstructive and difficult
modes of mind. Over time and with practice, aversive states (a need to create
distance from negative affect and to remove and reject difficulty and suffer-
ing) are lessened. This is not a passive stance but rather one of receptivity,
acknowledgment and compassionate action. A “willingness to embrace in
awareness and nonjudgmentally those aspects of oneself that one is most
highly defended against, are essential qualities for the successful pursuit of
this work” (Kabat-Zinn & Santorelli, 1996). It is only through the instructor’s
own experience with mindfulness practice, that she/he improves the possi-
bilities of representing these qualities of acceptance, nonjudgment, kindness,
continuing investigation, self-inquiry and compassion in their fullness.

Relevance of Personal Practice

Directing awareness through personal mindfulness practice toward strength-
ening such positive mind states as loving-kindness and compassion requires
attention, receptivity, patience, and trust, all attributes of a practical engage-
ment with mindfulness. This takes practice and time. By working regu-
larly and directly with what arises from her/his experience of mindfulness
practice, and cultivating such attitudinal modes of mind as nonjudgment,
patience, beginner’s mind, trust, non-striving, acceptance and letting go, the
teacher conveys the possibility to MBSR and MBCT participants of develop-
ing a different relationship to difficulties and stress (Kabat-Zinn, 1990). These
attitudinal elements of mindfulness become very much a part of what the
teacher embodies in instruction and can also be seen as important features
of psychotherapy.

Highlighting the efficacy of continuous personal work in this particular
way is a somewhat unusual approach in the delivery of clinical training pro-
grams, although there is a similar association in of undergoing personal ther-
apy when training as a psychodynamic therapist. The difference here is that
embedded in the practice of mindfulness is the assumption that continuing
to practice in this way provides an authentic way of being that adds a rich-
ness for living in the world.

By sustaining effort, patience and friendliness to the contents of our own
mind/body, particularly those aspects of thinking and feeling that we have
the most difficulty with, understanding grows about hearing, receiving and
being with all the reactions and responses presented by the MBSR and MBCT
group participants. Curiosity and compassion are conveyed by the clini-
cian’s ability to authentically present the process of returning to the present
moment. This is the platform the instructor can offer to the participants,
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originating as it does from having met oneself again and again in personal
practice with a sense of nonjudgment, self-acceptance and compassion.

Professional Training Programs in MBSR and MBCT

Combining an emphasis on the clinician’s personal mindfulness practice
alongside her/his development of knowledge and theory requires careful
consideration when designing professional training for MBSR and MBCT
teachers. At a basic level, professional training in MBSR and MBCT will
develop and advance teaching skills for the practice of mindfulness. It will
foster the enhancement of group process as it relates to mindfulness, encour-
age and support interpersonal skills, such as warmth, acceptance, compas-
sion and respect alongside appropriate professional and personal bound-
aries. In the case of MBCT, it will also include the understanding, placement
and implementation of the cognitive behavioral segments embedded in the
program. Additionally, there is a responsibility to convey intention and mean-
ing to the unfolding nature of mindfulness practice and the various ways that
this can be communicated by the clinician.

Training programs will also need to carefully identify the underlying prin-
ciples of mindfulness practices and their implications for either the general
medical population, or for a targeted clinical diagnosis. We can remember
that the practice of mindfulness is more than a skill set; more than a behav-
ioral intervention and more than a clinical method developed as a way to
work with health care issues. Insight into the application of and implica-
tions for mindfulness grows with the experience of practicing and teaching
it. So, finding ways within each training program to support and reinforce
the instructor’s ongoing personal commitment to practice will be as impor-
tant as the presentation of the intellectual material. This is why at a later
stage, after gaining some experience in facilitating MBSR and MBCT groups,
additional training and supervision can offer incremental opportunities for
gaining deeper perspectives.

In the Buddhist tradition, the engagement with mindfulness is practiced
through long-term personal practice and under the supervision of teachers.
There are a number of centers worldwide that offer teacher-led silent retreats
for those wishing to deepen their practice by engaging in sustained practice
for specific lengths of time. MBSR and MBCT teachers need to find ways
of sustaining their personal practice as well as obtaining supervision of their
teaching with experienced mindfulness-based teachers. Both these processes
can take place within supervision, or by having supervision separate from
personal mindfulness practice being experienced through recognized mind-
fulness teaching centers or with an experienced mindfulness practitioner.
As mindfulness-based approaches in clinical settings grows, more seasoned
practitioners with both a personal mindfulness practice and the experience
of facilitating mindfulness-based interventions will develop. This will pro-
vide a useful and practical support system for training purposes. This is
where having a method of identifying/certifying those clinician/instructors
who have undergone a recognized process of training and who can then
provide supervision and mentorship will be an important contribution to
the field.
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Representative Training Routes

Mindfulness-Based Stress Reduction Trainings

There are a number of well established training programs in the USA and
Europe that stress the importance of personal mindfulness practice in order
to teach MBSR. In fact the relevance of a continuing mindfulness practice is
emphasized from the foundation programs to full certification as an instruc-
tor in MBSR. One of the best known of these centre is the training programs
offered by the Center For Mindfulness (CFM) in Worcester, MA (Appendix
B). In the CFM trainings, the establishment of a daily mindfulness medita-
tion practice and attendance at silent, teacher-led retreats is a prerequiste for
entry to teacher trainings after the initial 7-day residential training retreat.
An additional requirement is to have trained in a professional field at the
graduate level that encompasses an intellectual knowledge of the scientific
and medical underpinnings for MBSR. Personal psychological development
is encouraged, as well as the experience of body centered movement such
as mindful yoga, tai chi, qigong.

The CFM offers a 7-day residential training retreat. This program is an
intense education in the teaching of MBSR. The retreat provides an oppor-
tunity to explore the practice of mindfulness, the structure of the program,
how to teach and guide others, as well as examine research supporting the
efficacy of the program. The CFM also offers a practicum in MBSR, which
provides the opportunity to attend an MBSR class at the CFM where all
the sessions of the eight-week program are taught by senior instructors.
The practicum offers a rich experiential learning through being a partici-
pant in the group and in observing the instructor teaching. After the group
has ended, practicum participants meet with the teacher for discussion and
instruction.

A further layer of teacher training provided by the CFM is the Teacher
Development Intensive, an advanced eight-day teacher training retreat. This
program is a highly interactive and collaborative learning where MBSR teach-
ing skills are clarified and refined and the structural underpinnings of the
MBSR program are examined. There is an in-depth exploration of the inter-
section between personal mindfulness practice and the teaching of mindful-
ness itself, along with time devoted to exploring those moments of challenge
when teaching. An important component in this training is recognizing how
our modes of mind effect our actions and how they inform our teaching.
Ongoing supervision and consultation is also provided by the CFM.

Mindfulness-Based Cognitive Therapy Trainings

There are also a diverse and growing number of MBCT training programs
currently available in the USA and Europe but referencing them all would
be impracticable. Instead a focus on some generic methods of delivery will
be reviewed by examining MBCT training in North America and the UK.
In North America, MBCT professional training programs are currently deliv-
ered in one or two-day introduction seminars, a five-day training retreat pro-
gram (Level 1) and an eight-day advanced teaching and study retreat pro-
gram (Level 2) (Appendix B). An additional layer of training is also provided
by supervision and consultation from experienced teachers. From the onset,
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teaching revolves around the intersection of didactic material and the experi-
ential. In the one and two-day seminars, exposure to some of the mindfulness
meditation practices that patients will be taken through is as much a part of
the teaching as discussion of the structure and rationales for MBCT.

The five-day professional training program in MBCT (Level 1) is an intense
course that introduces the clinician/instructor to the structure and themes of
MBCT and also provides periods of time devoted to personal mindful practice
alongside the teaching of didactic instruction material. It offers an opportu-
nity to work with the application of mindfulness and the placement of the
cognitive behavioral elements through a course of instructive, experiential,
large and small group teachings. A deliberate focus is placed on the inter-
section of the intellectual grasp of the materials and the experience of the
practice of mindfulness. This emphasis highlights the ways in which as clini-
cians we tend to be more comfortable and used to being taught a method. By
returning to silence and the practice of mindfulness at the end of the day dur-
ing the first few days of the program, the clinician/instructor discovers what
it is to be with thoughts/emotions/body sensations that arise from what is
being taught and experienced.

It is not that the power of the intellect is being discouraged, rather what is
being encouraged, is to meet the nature of mind with openness, receptivity
and patience. In this way the MBCT program is being explored not simply
as a series of techniques, but also as a learning that is taking place on the
inside. This is similar to the experience that will be encountered by MBSR
and MBCT group participants. The domain is one of going back and forth
between experiential awareness and intellectual thought.

As a way to reinforce the efficacy of ongoing learning there are differ-
ent entry requirements for attendance in the Level 1 and Level 2 trainings.
The eight-day level 2 training, is intended for those professionals who have
an established personal mindfulness practice, are aware of the necessity
of personal practice as a platform from which to teach and have attended
teacher-led silent meditation retreats. It is for those clinicians who have
already taught MBCT groups. Much is learned from the experience of facilitat-
ing MBCT groups, not only from the perspective of the practicalities involved
but also from what is being elicited in the instructor during the teaching.
Learning to return to the landscape of mindfulness, rather than be drawn
into the territory of psychologically based interventions is where much of
the instructional nature of this training is placed.

Opening days of silence support the process of mindfulness practice, a
reminder to re-enter mindful awareness as place to be, and from which
to teach. From this place of remembering a focus is held on the intention
and integrity of mindfulness-based experiential learning alongside the under-
standing of the intention and sequencing of the cognitive behavioral ele-
ments. Learning is fostered by the use of large and small groups, dyads and
teacher supervision as well as the return to silent mindfulness practice at the
end of the day through breakfast the following day.

In the UK, there are now a number of avenues for training in MBCT at the
introductory level as well as the more advanced and these are based in sev-
eral centers around the country. The trainings at The Center for Mindfulness
Research and Practice at Bangor University, in Wales, are wide-ranging and
similar in ideology to the programs outlined for North America. However, in
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addition Bangor offers a master’s degree in mindfulness-based approaches,
which provides two directions for learning; an MSc or an MA. The MSc is
available to those who are interested in scientific research and the MA fol-
lows a more experiential methodology (Appendix B).

The University of Oxford in Oxford offers a master’s of studies degree in
MBCT (Appendix B). It is a part-time program open to mental health pro-
fessionals with psychotherapy experience and is taught over two years. It is
structured around ten three-day teaching blocks and two residential retreats,
five days in the first year and seven days in the second. It includes instruc-
tion in MBCT, an understanding of germane clinical and cognitive psychol-
ogy as well as aspects of Buddhist psychology and philosophy. Placing res-
idential mindfulness retreats within an academic curriculum highlights the
importance of the clinician’s own experiential practice alongside intellectual
learning.

Another avenue of training includes a one-year certificate or two-year
diploma program. The University of Exeter offers such a program (Appendix
B). These training programs provide trainees with both the ability to par-
ticipate in an MBCT group as well as facilitate a group under supervision.
Trainees have the opportunity to learn the theory and research reinforcing
MBCT and be instructed in Buddhist psychology. Once enrolled in these pro-
grams, attendance at a teacher-led silent retreats is expected.

Conclusion and Future Directions

Training in mindfulness-based approaches for clinicians is evolving with
increased understanding and knowledge of what mindfulness actually offers
in a clinical setting. This chapter has focused on just two of the clinical
programs that utilize mindfulness, MBSR and MBCT, because at their core,
they provide a sustained and systematic instruction in mindfulness medita-
tion practice which has important and novel implications for training health
professionals. Mindfulness is not a quick fix or a time limited intervention for
the amelioration of pain and suffering. It is an approach that concentrates on
the study of direct experience and consciousness and is a commitment over
time to nurture the mind toward the possibility of insight and wisdom.

There are many questions in the future about the role of mindfulness in
health care settings. We are at the beginning of our understanding about the
efficacy of mindfulness as a clinical treatment. We are only just starting to
learn about what aspects of mindfulness make a difference in clinical set-
tings. We do not really know what are the elements of competency for its
instruction. Bringing a scientific lens to understanding the various compo-
nents in mindfulness and how best to convey and instruct those elements
in clinical settings will be the subject of further studies (Baer, 2003; Baer,
Smith, Hopkins, Krietemeyer, & Toney, 2006). There is empirical evidence
that mindfulness practiced over time and regularly, contributes to happiness
and alleviates suffering. There is also preliminary scientific evidence that the
Buddhist practice of meditation can shape the way the brain processes cer-
tain aspects of emotion and thought (Davidson & Harrington, 2002; David-
son, Kabat-Zinn, Schumacher, Rosenkranz, et al., 2003).
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MBSR and MBCT employ mindfulness practice as the core to their
programs intervention. Other clinical programs focus on teaching specific
components of mindfulness as a skill set, a way to address suffering along-
side the use of Western therapies. Further clinical studies are needed to bet-
ter study these two ways of applying mindfulness-based interventions. MBCT
constructs a platform for the delivery of what cognitive behavior therapy
understands to be the thought and mood patterns contributing to relapse in
depression and what the rigorous practice of mindfulness offers in develop-
ing a different relationship to those experiences. MBSR offers the systematic
exploration of the effects of stress as a potent component in our relation-
ship to healing and health and works with generic medical and psychological
problems. Both offer an opportunity for the group participants to enhance
experiential understanding about a more universal arena of health and well-
being, one that is heart centered in its fullest sense by connecting to a deep
core of wisdom; a profound feeling of being at home regardless of where we
are and what is happening.

Mindfulness is a way to remember how to re-discover the experience of
the moment. Its practice takes us deeply into the way the mind/body works.
It is only by meeting our minds over and over again in practice that we can
hope to convey a sense of insight bathed in compassion and embark on the
journey of embodying what is being asked in teaching. For this reason pro-
fessional teaching programs need to encompass both intellectual and experi-
ential learning in mindfulness, otherwise what the practice has to offer will
lose its heart centered approach to working with suffering.
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Appendix A: Mindfulness Practice

Thomas Bien and Fabrizio Didonna

Traditional Buddhist teaching says there are 84,000 dharma doors. In
essence, that means there are lots of ways to practice. Here are some that
we consider useful as a foundation for mindfulness.

A Word About Posture

In the practice of formal meditation the first step is finding a correct physi-
cal posture. Our body posture has a very direct and powerful effect on our
state of mind. We know that body and mind are interrelated, and for this
reason the mindful state arises naturally when physical posture and mental
attitude support each other. So, a correct and upright posture helps one’s
mind naturally come to rest in a state of calm and presence. The best medita-
tion posture is one in which you feel yourself at once comfortable, relaxed,
alert, and grounded one that you can maintain comfortably for some time. A
correct posture reduces obstacles to concentration such as physical pain,
distractions, sleepiness, and wandering mind. We can achieve this if the
body finds balance, stillness, stability, and wakefulness. As Tibetan Buddhist
teacher Sogyal Rinpoche said (1994): “The whole point of correct posture is
to create a more auspicious environment for meditation”.

When we meditate it is helpful to wear loose clothing, with nothing con-
stricting the waist, and no shoes or, better yet, barefoot.

There are several postures that can allow you to establish the best condi-
tions for meditation. In the sitting position you may choose to settle on a
straight-backed chair or on a soft surface on the floor, with your buttocks
supported by a cushion such as the traditional zafu or kneeling bench.
Whether you sit on the floor or on a chair, the key element is to keep
your back straight; not rigid, but simply erect or uplifted, with the back
of the neck aligned with your spine. Adopt a dignified, noble and upright
posture. According to noted mindfulness teacher, Jon Kabat-Zinn (2005), “a
dignified sitting posture is itself an affirmation of freedom, and of life’s har-
mony, beauty, and richness, and the posture itself is the meditation.” A useful
instruction is to imagine you are being pulled up through the top of the head
by a string. If sitting on a chair, you may choose to sit away from the back
of the chair so that your back is self-supporting. Let your feet rest flat on the
floor. Sitting on a chair is a very good way to practice meditation, and should
not be considered less valuable than sitting on the floor. You may also choose
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to sit in the kneeling position (“Seiza” or “Japanese”) sitting on a bench, or
a cushion that is used as a saddle, with your knees resting on the floor.

Remember that while sitting it is fine to change positions if you feel pain.
It is important to be gentle with yourself.

Allow your hands to find a stable support. You may choose to rest your
hands in your lap, just below the navel, or rest your left hand inside the right
hand, palms facing upwards and thumbs lightly touching. Relax your shoul-
ders. You may keep your eyes open, or gently close them to prevent exter-
nal distractions. However you sit, it is important to find the most balanced,
relaxed and grounded position, one that allows your mind to go deeply into
the process of meditation.

Mindfulness of Breathing

The breath lies at the intersection between the voluntary and involuntary
nervous systems. For this reason, mindfulness of breathing offers a unique
opportunity to bring body and mind together. When we are agitated, we
often catch our breath and breathe shallowly. Because the breath is shallow,
we then feel even more anxious, creating a negative feedback loop: We are
upset or anxious, so we breathe in a tight way. Then because we are breath-
ing in such a way, we start to feel even more anxious.

Fortunately, the reverse is also true. When we let our attention settle on
the breath, calming it by just letting it be itself and not forcing it to go any
particular way, the breathing calms down, and with it, the mind. It is as if
mindful breathing sends a message to the brain, saying, “Everything is okay,
no need to worry,” and this helps us to feel more at ease.

Mindful breathing is foundational to many mindfulness exercises. It need
not take a lot of time, and is very enjoyable and refreshing when done prop-
erly. In fact, the definition of doing it properly is that you enjoy the process.

Mindfulness of breathing can be done sitting, standing, or lying down. Let
your awareness drop down into the abdomen, away from all the thinking,
and simply let your body breathe in and out exactly as it wants to. You can
notice the flow of the air in and out, the rise and fall of the abdomen, the
onset of the breath, the inflection point just before you begin to exhale, and
the length of the pause before your body begins another cycle. Focusing
on what is interesting or pleasant about these sensations greatly facilitates
concentration. Cultivate the sense that with each breath you are nourishing
every cell in your body. When your thinking pulls you away, notice this with-
out recrimination, and come back to the breath. Smile a gentle Buddha smile.
Continue for a comfortable period of time.

Sitting Meditation

There are many different styles of meditation. Each style has somewhat dif-
ferent methods, different goals, and different results. The style of meditation
most related to mindfulness is vipassana, sometimes called insight medita-
tion. Descriptions of this technique vary somewhat, but all styles of vipassana
meditation include an object of focus (most often, the breath), and the cul-
tivation of accepting awareness when the mind wanders from that focus.
While concentration is helpful, it is not necessarily the goal of this type of
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meditation to attain perfect concentration on the breathing. More important
is that, when the mind wanders, one notices this wandering in a kindly way,
without self-recrimination, and returns gently to the breath. If one continues
to do this, this is correct vipassana. It does not matter whether your mind
wanders one hundred times during the course of a meditation session, or
only once. If you notice each time and bring the mind back, not struggling
against the mind’s natural tendency to wander, but simply observing it, that
is good practice.

In vipassana practice, there is no struggle to identify the thoughts, or to try
to correct them. Rather, one simply notes the thoughts, as much as possible
without getting caught up in their content or debating their validity, and
then returns to the breath. By the endless repetition of this process, the
meditator becomes aware of the process of consciousness, coming to know
and accept how the mind works, without struggling against it. One cannot
emphasize enough that the central characteristic is precisely this observing
without struggling.

Here are some specific steps for this practice:

1. Choose a quiet place.
2. As described above, sit in a way that helps you to be both alert and

relaxed.
3. Allow time for the transition from whatever you’ve been doing to the

meditative state, adopting an unhurried attitude. Take a moment or two
to open to the environment around you, the sounds, smells, whatever is
present. Note the sensations present in your body. Feel your skin as that
which connects you with everything else rather than that which divides
you from it.

4. Gently allow the focus of your awareness to settle onto the abdomen, to
a point about two finger breadths below the navel. (Alternatively, you can
focus on the point where the air makes contact with your nostrils.) From
there, notice the body breathing in and breathing out, letting the breath
unfold of its own accord, not forcing in any way. Attend clearly to the
pleasantness of this process.

5. As soon as you notice that your mind has wandered away from the breath,
briefly note what you have been thinking about, or just say to your-
self “thinking, thinking”, and return to your breathing. The most impor-
tant thing to remember is that such wandering is completely natural and
acceptable. So do not engage in accusations against yourself for this. (Or,
if you do, note that also as just more thinking, in the same spirit in which
you observe other thoughts). This practice is called mere recognition,
and the essence of it is to simply notice and return, notice and return,
without much involvement with content.

6. Repeat this process for a comfortable period of time, gradually lengthen-
ing your meditation periods to at least 30 or 40 minutes. The Latin motto,
propera lente, is highly pertinent: hasten slowly. Do not attempt to do
more than you are ready for, but accept yourself as you are. Your capacity
to sit will gradually increase. If you like, you can do this in a methodical
way. For example, if 5 minutes is the most you can do to begin with, prac-
tice daily for 5 minutes for a week or so, then try 10 minutes for a week,
then 15, and so on. If you try to force yourself to do things you are not
ready to do, you may give up altogether.
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7. When you finish your sitting meditation, take your time coming out of
it. See about bringing the same attitude of clear, accepting awareness
into your daily life. During the day, return frequently to your meditation
by practicing a few mindful breaths. There are many opportunities for
this — while waiting in line at the bank or store, while waiting for your
computer to boot up or finish a task, while you are on hold on the tele-
phone, while you are paused in traffic or at a red light, and so on.

Metta Meditation

Metta means loving-kindness. There are many reasons to cultivate feelings of
kindness toward ourselves and others. Traditional Buddhist teaching lists the
following benefits of such practice: (1) sleeping well, (2) waking up feeling
well and light in heart, (3) having no unpleasant dreams, (4) being liked by
others and at ease with them, especially children, (5) being dear to animals,
(6) being supported and protected by gods and goddesses, (7) protection
from fire, poison, and sword, (8) being able to attain meditative concentra-
tion easily, (9) one’s face becomes bright and clear, (10) mental clarity at the
time of death, (11) being reborn in the Brahma Heaven (Nhat Hanh, 1997).
One need not take this literally to understand how much value Buddhist tra-
dition places on this practice.

Such a practice is foundational to the kind of empathy that the work of
therapy requires (Bien, 2006). In one demonstration (cited in Barasch, 2005)
a Tibetan-trained monk who practiced loving-kindness meditation was able
to discriminate subtle changes in facial expression of emotion to a level two
standard deviations above the mean, a capacity that would stand any thera-
pist in good stead. There is also evidence that compassion is good for us. In
one study (McClelland, 1986), students who watched a film of Mother Teresa
performing acts of compassion showed an elevation in S-Iga in their saliva,
indicating improved immune functioning. This occurred even for students
who disapproved of Mother Teresa and her work.

All forms of meditation are already a practice of kindness, to oneself, and
by extension, to other people. But it is also helpful at times to make this
aspect more explicit. To practice loving-kindness meditation, begin with
yourself. Sit quietly, enjoying your breathing. As you continue to breathe in
and out, dwell gently with simple phrases such as:

May I be happy.
May I have ease of well-being.
May I be free from negative emotions.
May I be safe.
Take your time with each one. Do not rush the process.
Then, when you are ready, perhaps when you have begun to feel the effect of

the practice, widen the circle outward to include someone else, beginning
with the person closest to you, breathing in and out, dwelling with the
same phrases, but now for her sake, (placing her name in the blanks):

May be happy.
May have ease of well-being.
May be free from negative emotions.
May be safe.
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Then the practice can be extended in the same way to a friend, a “neutral”
person (someone you don’t know well), and more challengingly, to an
enemy – someone whom you find disturbing to even think about. Finally,
in the last step, radiate the same intentions toward all beings.

There is no need for each practice session to include all the levels (self,
dearest person, friend, neutral person, enemy, and all beings). What is most
important is that the practice be done in a deep, leisurely way. At times,
a whole meditation session may be used simply to generate lovingkindness
toward self or toward one other person. Each level is as valuable as the other.

Physiologically, anger is a very expensive, destructive emotion, triggering
the release of hormones such as epinephrine, norepinephrine, and cortisol
that are implicated in heart disease and other health problems. Metta medi-
tation can help here, since under the principle of reciprocal inhibition, one
cannot feel both love and anger at the same time. If you are angry with some-
one, and wish to take care of this emotion by replacing it with kindness, it
is helpful to begin with yourself rather than immediately trying to cultivate
kindness toward the person you are angry with. Once you are feeling kindly
toward yourself, you may be able to take that additional step more easily.

At times, you may be able to just sit and generate feelings of kindness
toward all beings, envisioning yourself as emitting rays of love and compas-
sion to everyone, bathing your mind in this feeling. But if that becomes too
diffuse or abstract, return to the more concrete form described above.

Mindfulness of the Body

Every teacher knows that students love attention. Sometimes students will
even act disruptively in the classroom in order to get it, especially if they feel
they cannot seem to get it any other way.

Your body also loves attention. It loves it when you simply appreciate it,
stopping to attend to exactly how things are with it.

While mindfulness of the body can be practiced in different postures, it is
often enjoyable to practice lying down when this is possible. As you lie on
your back on the floor or mat, spend a few moments enjoying your breathing.
Note how the floor is supporting you, holding you up.

After a little while, begin with your feet. On an inbreath, say to yourself
silently, “Breathing in, I am aware of my feet.” On the outbreath, say, “Breath-
ing out I smile to my feet.” After the first time, you can shorten the words
to just “feet” on the inbreath, and “smiling” on the outbreath. Notice just
exactly what sensations are present in your feet. Note any sensations on the
surface, such as temperature, or the feel of socks or shoes, or of the floor
against your heels, as well as sensations within the feet, such as any tiredness
or discomfort, or feelings of pleasant relaxation. Whatever is there, positive
or negative, embrace it with accepting awareness. Contemplate how valu-
able your feet are, how many things are possible because of having two good
feet. Send your feet kindness and appreciation.

When you are ready, taking your time and not rushing, move up to
your legs.
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“Breathing in, I am aware of my legs. Breathing out, I smile to my legs.”
Note with some precision the exact sensations that are present in your legs.
Remember how valuable your legs are, and send them love and appreciation.

After several minutes, do the same with: your hands, your arms, your neck
and shoulders, the muscles in your face, your back, and your chest and stom-
ach, again taking your time with each part of the body. Then finally, embrace
your body as a whole in the same way, “Breathing in, I am aware of my body.
Breathing out, I smile to my body.” Note exactly how the body is feeling right
now, and send appreciation and love to your body.

It is possible to get much more detailed with this practice. For example,
you can take each foot, hand, or leg, one at a time. You can differentiate
upper and lower arms and legs, and even focus on each digit individually.
You can also specifically send kindness to the organs and parts of the body,
such as your blood, your bones, your skin, your heart, your eyes, and so on.
Keep in mind, though, that when we try to do too much, we risk becoming
impatient. If we become compulsive about the practice, this can generate
anxiety. So only practice to the extent that helps you to feel calm and light.

Mindful Eating

The essence of eating meditation is to know that you are eating when you
are eating, to be aware of the vast array of sensory experiences that are
available when you eat. One way to begin this is to sit mindfully in front
of your food, and rather than diving right in, pause to breathe in and out a
few times. Notice what you hear and see and around. Look deeply at your
food. Consider all the conditions required for this food to be in front of you.
If you are looking, say, at a simple piece of bread, the wheat had to grow in
the fields, receiving the sun, the rain, and nutrients of the soil. The farmer
had to take care of it, water it, fertilize, and harvest it. The raw wheat had
to be milled. The baker had to bake it and send it on to the store where
you purchased it, and so on. In this way you can begin to see the piece
of bread more truly for what it is, a miraculous manifestation of the entire
cosmos.

When you are ready, lift the bread to your mouth, noting the movements
of your hands and the action of your teeth as you bite into it. Note the grind-
ing motion, the work of your tongue, and the release of saliva. Note how
the flavor changes as you begin to chew slowly, chewing each bite well and
thoroughly. Note the activity of swallowing, and any lingering taste. In short,
notice everything. It is amazing how much there is to notice in the “simple”
act of eating a piece of bread. If you tend to eat quickly, try taking three
mindful breaths between bites. Alternatively, chew each bite at least thirty
times, doing this in a relaxed, non-compulsive way.

When you feel too busy, and your mind is too active to eat a whole meal
in this way, modifications are easy. It is always possible to at least take a few
mindful breaths and contemplate your food before beginning to eat, and then
perhaps at least eat the first bite in a deep and mindful way.

A simple meal can be a wonderful experience if we are mindful. It is a
shame if we miss it.



Appendix A: Mindfulness Practice 483

Mindfulness of Sight and Sound

During our daily life, we normally see and hear on automatic pilot. This infor-
mal exercise aims at opening our senses to establish a deep connection with
our visual and auditory awareness in the present moment. Practicing this
exercise reveals how often we fail to really see and hear the things around
us in a vivid way, perceiving only a small fraction of what is going on around
us. Frequently, rather than perceiving things freshly in themselves, we per-
ceive only the categories we normally use to make sense of our world (Segal,
Williams, & Teasdale, 2002). We do not see the flower but only our concept
of “flower.” We do not hear the actual sound made by a passing car, but only
the concept “car noise.” We also immediately categorize each percept as pos-
itive, negative, or neutral and uninteresting. Mindful seeing and hearing frees
us of the shallow and automatic perceptions that render us deaf and blind to
the world around us.

Seeing Meditation

The duration of this practice normally ranges from 5 to 15 minutes.
To begin with, you can stand in front of a window or in a chosen a loca-

tion outdoors. When you feel ready, begin to carefully observe an object of
your choice, close or distant, on which you will focus all your awareness.
While observing, try to avoid naming or categorizing the object (for exam-
ple a tree), but instead try to describe it through its physical and sensory
characteristics – the shape, the color, areas of light and shadow, whether it is
rough or smooth, the distance between it and you, its movement or stillness,
the differences and relationships between various parts of the object. If the
object is one you can hold, you might even take it in your hands to observe
it more closely. During the observation, the mind may wander and thoughts
may take you away from your visual awareness. When this happens simply
notice that the mind is wandering – acknowledge this event – and as soon as
possible, simply go back intentionally to seeing with clarity and depth. Stay
with the object until you feel you have made deep contact with it. After some
time you can choose to move your attention to another object and observe
it in the same way.

Imagine yourself seeing way a dog sitting in a park might do so.. Everything
around you is interesting and full of life. No categories, concepts, or labels
stand between you and what you see. Your seeing is direct and fresh, full of
openness and curiosity. No thoughts interfere with the wonder of the act of
seeing.

Along these lines, it is reported of Zen master Thich Nhat Hanh that
one day, as he was walking in the forest with some children, one of them
asked him what color the bark of a tree was. He wanted to avoid giving
an answer that would interfere with the freshness of really seeing by pro-
viding a conceptual kind of answer, as would have been the case if he’d
simply said something like “brown.” Instead, he told the child, “It is the
color that you see,” pointing the child back in the direction of his own
experience.
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Hearing Meditation

When you are ready, listen to the sounds around you, wherever you may be.
Let go of naming and categorising the origin and source of the sounds, and

just note their physical features; volume, tone, pitch, continuity or disconti-
nuity, their distance from you, the spaces between sounds, the silence out of
which sound arises. If you notice that your mind is wandering, be aware for
a moment of where your mind is going, and then gently, bring your attention
back to the sounds in the here and now.

You might also choose to listen to a piece of music. Listen to the patterns
of sounds and instruments, staying in touch with the how the music changes
from moment to moment. Note the interplay between the various instru-
ments. Hear the airiness of the flute, the specific and concrete tension and
grittiness of violin strings, rather than labeling the instruments. If someone
is singing, note the exact quality of this particular human voice. Try to hear
these sounds as if you were from another planet and had never heard such
things before. It doesn’t matter if you like or dislike the music. Even sounds
of distortion in the speakers can be interesting if you hear without judgment
and with a gentle sense of curiosity.

Mindful Walking (Walking Meditation)

Mindful walking is a form of meditation in action. People who find it dif-
ficult to stay still for a long time in sitting meditation may find it easier to
develop attention and mindful awareness by practicing this form of medi-
tation. For some people the bodily experience of walking provides a more
clear and vivid subject for meditation than meditation while sitting or lying.
In walking meditation we focus on the sensations of walking. Unlike sitting
meditation, during walking meditation we keep our eyes open and are more
aware of the outside world (natural or human sounds, visual stimuli, the
wind, the weather, the sun, etc.). Mindful walking is a meditation that can be
practiced in a more formal way – for example by practicing for a specified
length of time (15–20 minutes, or even more) and walking very slowly (see
description below), or in a more informal way each time we move from one
place to another. Informal walking meditation is available to us many times
a day. In informal walking meditation, we walk at our normal pace, simply
becoming aware of our walking. This allows us to develop more meditative
awareness in our daily lives. If possible, practice this meditation for the first
time outdoors. Find a quiet place, a park or open space, where you will be
able to walk for fifteen or twenty minutes without encountering too many
distractions.

Begin by cultivating a correct standing posture. This can be considered a
meditation in itself. In the upright position, known as the mountain posture,
the back is straight but not stiff, shoulders and torso are relaxed, the head
is aligned with the spine, with feet parallel and shoulder-width apart (about
15–20 cm or 5–10 inches). Knees are soft and slightly bent. You may notice
that when you bend the knees slightly, you feel more grounded. Become
aware of gravity keeping you connected to the earth moment by moment.
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Let arms and hands rest along the body, clasping your hands either behind
your back or in front.

Body awareness is the first foundation of mindfulness, so bring all your
attention to the sensations in your body, in particular to the sensations in
the soles of your feet. Be aware of your weight being transferred through the
soles of your feet to the earth. You can also be aware of all the subtle move-
ments you continuously make with your feet and legs, and other parts of
the body, in order to keep balanced and upright. Notice the constant adjust-
ments you make in order to maintain balance. Normally we take the ability
to be able to stand upright completely for granted. But once you pay close
attention, you will appreciate why it took several years to learn how to do
this! Let your gaze fall a moderate distance in front of you, looking slightly
downwards, perhaps meeting the ground a few meters or yards ahead.

Note the moment when you feel ready to start walking. To begin with,
it may be helpful to walk at a very slow pace, as if you were walking in
slow motion. Chose a short path to walk back and forth on. First, bring your
feet together and begin walking by lifting the heel of the first foot from the
ground. As the foot begins to lift off the ground, notice how the weight of
your body begins to shift onto the other foot and leg. When the foot has been
completely lifted, notice that the entire weight of the body is on the opposite
foot and leg, and also note the sensations in the forward foot while it travels
through the air. Bring the foot forward until it gently reaches the ground,
letting the heel touch first followed by the rest of the foot. At the same time
bring your awareness to the other foot as it begins to lift from the ground in
the same manner as the first. Notice also any sensation that may arise in the
body, and any emotion (joy, serenity, boredom, curiosity etc.) you may feel –
moment by moment.

There are three important moments to notice during walking meditation:
the moment in which we lift one foot off the ground, the phase in which the
foot is suspended and moves through the air, and the moment in which the
foot rests on the ground once again. Try saying the words “lifing,” “moving,”
and “placing” to yourself in order to focus your attention on these three
phases.

When you reach the end of your path, slowly turn around and begin again,
becoming aware of the different sensation resume your walk. It is very useful
to try to maintain an attitude of gentle curiosity during the walking medita-
tion, as if you were a child taking your first steps. Every step is a discovery,
an accomplishment, a new experience.

You can introduce some variations while walking and observe how these
increase or decrease your awareness. For example, try changing the pace
and rhythm of your walk. How does the experience change if you go from
a very slow mindful walking to mindful running? Or you can chose to take
some steps with eyes closed or partially closed, and notice how your sense
of balance changes. See about bringing a half smile to your lips as you walk,
even if this does not come spontaneously to you, and notice how it is to
walk with a smile. A smile can facilitate a sense of presence, serenity, and of
walking just to enjoy the walking, without goal or purpose.

As with the other exercises, if the mind wanders, simply try to notice it
and, as soon as possible, do your best to bring it gently back to the present
moment and to all the physical sensations created by walking, step by step.
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Experience these sensations rather than to thinking about them. Thinking
can lead to judgments and negative mental states such as anxiety, boredom,
or sadness. Instead see about staying with the direct sensations themselves.

Just as mindful breathing unites body and mind, so that our attention is
not lost in a cloud of worry about the future or regret about the past, walk-
ing meditation also creates an integration of mind and body in the present
moment, as you continue to just notice what is happening and nothing else.

When you finish walking, take a few moments to feel and integrate the
effects of the practice, noticing any differences, particularly in regards to
physical sensations and emotional and mental states, between the beginning
and the end of the meditation.

Lake Meditation

Lake Meditation uses guided imagery. Unlike the previous forms of medita-
tion which are based on the here and now, for this meditation we imagine a
particular scene or landscape which expresses the nature of mindfulness.

A lake embodies the receptivity of water, the capacity to stay in touch with
all the changes on its surface. It expresses both the impermanence of the
flow of momentary experience, and the calm and quiet of its depths. Even
though on the surface there may be rain, wind, or snow, the lake receives it
acceptingly, letting whatever happens happen, moment by moment, without
resistance or struggle (Kabat-Zinn, 1994).

During this meditation we try to embody these aspects of the lake, nurtur-
ing our own lake-like properties. This meditation can help us discover our
inner nature, recognize our intrinsic stability, and find balance. It offers an
image of strength and depth, the capacity to deal in peace and tranquillity
with the challenging events of life, finding within ourselves the capacity to
become like the undisturbed waters of a lake.

We suggest taping the text of this meditation and listening to it on a stereo
or with earphones when practicing. The words should be spoken slowly,
pausing between each phrase.

Find a comfortable position. It may be best to lie down, as this posture
resembles the form of the lake. But if lying down is difficult or uncomfortable
you may choose to sit on the mat or on a chair. If you have one, use a mat
or a rug and lie comfortably, releasing any tension in the body. Let arms and
legs rest freely on the mat or floor.

After you have settled in your position, begin to focus on the sensations in
your body. Allow yourself to drop into a sense of calmness and tranquillity,
maintaining a sense of presence and grounding, of contact with the earth.

Bring your attention to your breathing and hold it there for some time.
Simply observe the phases of the breath, noticing the changing sensations
during inspiration and expiration. It is not necessary to breathe in any par-
ticular way. Simply stay connected with your breathing, allowing the body to
breathe just as it wants and needs.

When you feel ready, picture the most beautiful lake you can imagine, one
that is very quiet. It’s a late summer day . . . the water is pure and clear, and
you feel nourished and soothed by this beautiful stretch of crystal clear, blue
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or emerald green water . . . There are no people around. The temperature in
and out of the water is pleasantly warm, and you can sense the cool depth
of the lake’s waters. Luscious green vegetation surrounds the lake, with tall,
ancient trees all around the shore.

You feel comfortable and safe, and looking at the beauty of this place you
experience a sense of great peace and calm. The windless surface of the lake
is smooth, without ripples, and the water is like a great mirror reflecting
everything around it. The lake, like all water, is profoundly receptive, con-
taining and receiving everything it encounters without disturbance, without
changing its essential nature. As your practice of meditation deepens, you
too learn to welcome and contain every internal event (thoughts, emotions,
sensations) or external event without disturbance, as though reflecting off
the surface of the lake.

You can see the lake reflecting the sky, the clouds, the mountain, the trees,
the birds, but also reflecting your own mind. Imagine your mind taking
on the attributes of the lake. Thoughts may ripple and trouble your mind,
like a sudden breeze that ripples the surface of the lake, but deep within
you remain unaffected. You see these thoughts as unimportant and passing,
impermanent and fleeting mental facts. You become quiet, still, clear, and
at rest.

Now let yourself go even further, and imagine you are floating safely and
effortlessly on your back on the water. Your mind is very quiet and you feel
at peace. Thoughts arise and try to capture your attention, but you simply
let them drift away, like the impermanent reflections of birds flying over the
lake and departing. Whatever arises, you remain aware that you are floating
on the calm surface of the water. You float comfortably and effortlessly, safe
and at ease. The clear, clean water embraces you and you merge with it.

When you feel ready, bring the image of the lake inside of you so that
you become the lake, so that your body lying down and the lake become
one. Feel its body as your body. Breathe together with the lake, moment by
moment. Let your mind be open, reflecting anything that arises in your inner
or outer experience. You may experience moments of complete stillness, as
when the lake is calm and clear, and moments of restlessness, as when the
water is troubled and cloudy.

Above you the sky is blue and light. You are alone, and your aloneness is
filled with peace. Stay like this for a while. Feel how much peace surrounds
you. Feel the tranquillity. Your entire being is permeated by water. You feel
safe. . ..

The warmth of the sun is relaxing and calming and very pleasant. Stay in
touch with these sensations and nourish them with the calm and tranquil-
lity the lake transmits to you. The winds on the lake may cause ripples or
waves on the surface, yet you know that its depth, the vastest part of it,
is untouched and unperturbed. Your problems are like ripples on the lake,
not changing the essence of who you are. The water lets everything pass
through it, with no resistance, its essence remaining in tact. In the end, the
lake always returns to its own essence of calmness and tranquillity.

In this moment, as you sit or lie down, embrace all the qualities of your
mind and your body as the earth holds and encircles the lake The lake is a
mirror of water, and since it yields, it need not break, but instead renews
itself continuously, moment by moment.
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Here, readers may find a number of resources in several countries world-
wide, helpful for those who wish to train himself/herself in mindfulness-
based approaches or maintain and deepen his/her own meditation practice.
United States
Center for Mindfulness in Medicine, Health Care, and Society
University of Massachusetts Worcester Campus,
55 Lake Avenue North Worcester, Massachusetts 01655
Tel: 508-856-2656
Email: mindfulness@umassmed.edu
Website:http://www.umassmed.edu/cfm
Website:http://www.umassmed.edu/Content.aspx?id=41252&linkidentifier

=id& itemid=41252
Institute for Meditation and Psychotherapy
35 Pleasant St.,
Newton Center, MA, USA, 02459
Website:www.meditationandpsychotherapy.org
Website:http://meditationandpsychotherapy.org/
Insight Meditation Society
www.dharma.org
1230 Pleasant St.,
Barre, MA USA 01005
978-355-4378
Barre Center for Buddhist Studies
149 Lockwood Rd.,
Barre, MA USA 01005
978-355-2347
Website: www.dharma.org/bcbs
New York Insight Meditation Center
28 West 27th Street, 10th floor,
New York, New York 10001
Tel: 212-213-4802
Website: www.nyimc.org
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Insight LA,

2633 Lincoln Blvd, #206, Santa Monica, CA 90405
The Center for Mindfulness and Psychotherapy
2444 Wilshire Blvd. Suite 202,
Santa Monica, CA 90403
(310) 712-1948
Website:http://www.mindfulnessandpsychotherapy.org/

Mindful Awareness Research Center (MARC)
UCLA Semel Institute for Neuroscience and Human Behavior
760 Westwood Plaza, Rm. 47-444 Box 951759,
Los Angeles, CA 90095-1759
Tel: 310 206 7503
Fax: 310 206 4446
Email: marcinfo@ucla.edu

Website:www.marc.ucla.edu
Spirit Rock Meditation Centre
PO Box 169,
Woodacre, CA 94973
Tel: (415) 488-0164
Fax: (415) 488-1025
Email: SRMC@spiritrock.org
Website: http://www.spiritrock.org/
Mindfulness-Based Stress Reduction Program
Duke Integrative Medicine,
Duke University Medical Center,
DUMC Box 102904
Durham, NC 27710
Tel: 919-680-6826
Email: info@dukeintegrativemedicine.org
Website:http://www.dukeintegrativemedicine.org/

Awareness and Relaxation Training
Santa Cruz, CA 95065
Website: http://www.mindfulnessprograms.com/
Phone: 831/469–3338
Email Bob Stahl: bob@mindfulnessprograms.com

Mindfulness-Based Stress Reduction
University of Wisconsin Hospital
Madison, WI 53705
Website:
http://www.uwhealth.org/alternativemedicine/mindfulnessbasedstressreduction/
11454
E-mail: ka.bonus@hosp.wisc.edu
Phone: 608-265-8325
For Training and workshop on Acceptance and Commitment
Therapy
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Association for Contextual Behavioral Science,
Website:http://www.contextualpsychology.org

For Training and workshop on Dialectical Behavior Therapy

Website:http://www.behavioraltech.com/index.cfm?CFID=2517201&
CFTOKEN=90613839

http://depts.washington.edu/brtc/
http://faculty.washington.edu/linehan/

Europe
United Kingdom

Oxford Cognitive Therapy Centre

Provides training in cognitive therapy, also sells resource materials. Hosts
workshops in mindfulness-based approaches for therapists.

Oxford Cognitive Therapy Centre,
Warneford Hospital,
Oxford,
OX3 7JX
England
Tel: +44 (0)1865 223986
Fax: +44 (0)1865 223740
http://www.octc.co.uk/index.html”
with
Oxford Mindfulness Centre Wellcome Building University of Oxford
Dept. of
Psychiatry Warneford Hospital Oxford · OX3 7JX United Kingdom
Tel: 01865 226468 Fax: 01865 223948
http://www.oxfordmindfulness.org/ http://www.mbct.co.uk/

The Centre for Mindfulness Research and Practice
University of Wales, Bangor, UK.
Centre for Mindfulness Research and Practice
School of Psychology,
Dean St Building,
Bangor University,
Bangor LL57 1UT
Tel: 01248 382939
Fax: 01248 383982
Email: mindfulness@bangor.ac.uk

Website: http://www.bangor.ac.uk/imscar/mindfulness/uk profs.php

Gaia House
West Ogwell,
Newton Abbot,
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Devon, TQ12 6EN - England

Tel: +44 (0)1626 333613

Fax: +44 (0)1626 352650

Email: generalenquiries@gaiahouse.co.uk
Website: http://www.gaiahouse.co.uk/

Italy
Istituto Italiano per la Mindfulness (IS.I.MIND)
For training in MBCT and Mindfulness-Based Meditation
Director: Dr. Fabrizio Didonna
Email: info@istitutomindfulness.com
Website: http://www.istitutomindfulness.com
Istituto di Scienze Cognitive
Via Fiume, 13/b – 58100 Grosseto – Italy
Tel and Fax: +39 0564 416672
Email: isc@istitutodiscienzecognitive.it
Website: http://www.istitutodiscienzecognitive.it/

AMECO (Associazione di Meditazione di Consapevolezza)
Website: http://digilander.libero.it/Ameco/

Istituto Lama Tzong Khapa (ILTK)
The main Buddhist Center in Italy
Mahayana Vipassana Tradition
Via Poggiberna, 9,
Pomaia 56040 (Pisa) Italy
Tel: +39 050.685654
Fax: 050.685695
Email: iltk@iltk.it

Website:http://www.iltk.it/it/L1 homepage.htm

France
Plum Village (Zen Master Thich Nhat Hanh)
Lower Hamlet,
Meyrac 47120,
Loubes-Bernac, France
Tel: +(33) 5.53.94.75.40
Fax: +(33) 5.53.94.75.90
E-mail: LH-office@plumvillage.org
E-mail: PVlistening@plumvill.net -
Website: http://www.plumvillage.org/
For training in MBCT
Claude Penet et Stéphane Roy
virtualroys@aol.com
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Switzerland

For workshops and professional training in Mindfulness-Based
Cognitive Therapy

Dr Guido Bondolfi MD.& Dr Lucio Bizzini Ph.D.
Hôpitaux Universitaires de Genève,
Département de psychiatrie,
Programme Dépression,
6-8, rue du 31-décembre,
CH – 1207 Genève - Switzerland
Tel: +41 22 718 45 11
Fax: +41 22 718 45 80

Association Suisse de Psychotherapie Cognitive
(ASPCO) features both workshops and professional training in Mindfulness-
Based Cognitive Therapy.
Website: http://www.aspco.ch/

Centre Vimalakirti

Charles Genoud & Patricia Feldman-Genoud,
Genève – Switzerland

Email: info@vimalakirti.org

Website: www.vimalakirti.org
Meditation Center Beatenberg - Meditationszentrum Beatenberg
Waldegg

CH-3803 Beatenberg,
Schweiz
Tel: ++41 (0)33 841 21 31
Fax: ++41 (0)33 841 21 32

Email: info@karuna.ch

Belgium
For the French speaking part, Wallonie
Site Francophone sur la Pleine Conscience (Mindfulness) en
Psychothérapie
French site for Mindfulness and Psychotherapy.
Includes downloadable guided mindfulness meditations in French (mp3

format).
Website: www.ecsa.ucl.ac.be/mindfulness

For The Dutch (Flemish) speaking part, Vlaanderen

Dr. Edel Maex
Antwerpen
Voor informatie over de trainingen gegeven in de Stresskliniek van het
Ziekenhuis Netwerk Antwerpen bel 03 280 3505 of mail naar Dr Edel Maex:
edel.maex@zna.be
Voor trainingen voor jongeren kan je mailen naar Jen
Bertels:bertels.jen@skynet.be Patrice Van



494 Appendix B: Resources

Huffel:patricevanhuffel@skynet.beWebsite:
http://www.levenindemaalstroom.be/Stress.html

Dr. Johan Vandeputte
Universitary Hospital of Gent,
Department of Mood and Anxiety disorders
tel 32-9-332 21 11
website: http://www.wakkerworden.org/

Instituut voor Aandacht & Mindfulness
Dr. David Dewulf
Universitary Hospital in Gent
dd@mindbody.be
website: http://www.aandacht.be/

Portugal
Associação Portuguesa Para O Mindfulness - Portuguese Association
for Mindfulness
Núcleo de Estudos e Intervenção Cognitivo-Comportamental,
Faculdade de Psicologia e Ciâncias da Educação da Universidade de
Coimbra,
Rua do Colégio Novo, Apartado 6153, 3001-802 Coimbra
Phone: 0035 1239851464
e-mail: a.p.mindfulness@gmail.com

Germany
MBSR-Institut Freiburg
Konradstrasse 32
79100 Freiburg
Phone : 0761 - 40119895
http://www.mbsr-institut-freiburg.de
Email:info@mbsr-institut-freiburg.de
For training in MBCT and MBSR
Institute for Actsamkeit and Stressbewaltigung,
Kirchstr. 45,
50181 Bedburg,
Germany,
Tel: 0049-172-2186681
EMail: MBSR2002@aol.com
Website: http://www.institut-fuer-achtsamkeit.de/homepage.html
Holland/Nederland
For MBCT training in Holland
MBCT Trainingen,
Ger Schurink,
Grotestraat 209-B,
7622GH Borne,
074-2666090,
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Website: http://www.mbcttrainingen.nl/

For MBSR training in Holland

Tinge Training & Therapie

Johan Tinge,
Oosterveld 14,
9451 GX Rolde,
Tel: 0592 - 24 36 48
Bank: 32 18 03 558

Website:http://www.aandachttraining.nl/

Argentina

Mindfulness Argentina
Araoz 1942
Buenos Aires
Phone : Oo54 -11-1551476688 Or - 47478870
Web : http://www.mindfulnessvision.com.ar
E-Mail: clara@visionclara.com.ar

Australia
Sydney
Stress Reduction Centre in Australia Limited
Mailing address: Suite 7, 2 Redleaf Avenue, Wahroonga, New South Wales
2076, AUSTRALIA
Phone: (61-2) 94878030
Website: http://stressreductioncentreinaustralia.com/
E-mail: Charleskhong@yahoo.com.au

Melbourne
Health, Wellbeing and Development
Building 10, Campus Centre
Monash University
Clayton
Melbourne
VICTORIA 3168
AUSTRALIA
Phone: 61 3 99053156
Website: http://www.adm.monash.edu.au/community-services/
E-mail: sally.trembath@adm.monash.edu.au

South Africa
Institute for Mindfulness South Africa
Phone: (021) 465-6318
Website: http://www.mindfulness.org.za
e-mail: vzaacks@gmail.com
Mindfulness–Based Stress Reduction (MBSR) center in Cape Town
Website:http://www.mbsr.co.za/
Main Web site on MBCT
http://www.mbct.com/Index.htm
http://www.mbct.co.uk
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Main Web site on MBSR
http://www.umassmed.edu/Content.aspx?id=41252&linkidentifier=

id&itemid=41252
Tapes and CDs for Mindfulness Meditation Practice

CDs of the MBSR Programme by Jon Kabat-Zinn:
http://www.stressreductiontapes.com
CDs used in Oxford’s MBCT Programme by Mark Williams:
http://www.octc.co.uk/html/mindfulness.html
CDs used in the Centre for Mindfulness Research and Practice –
Bangor
by Rebecca Crane, Sarah Silverton, Cindy Cooper and Judith Soulsby:
http://www.bangor.ac.uk/mindfulness
CDs of the MBCT programme in Italian language by Fabrizio Didonna
Email: info@istitutomindfulness.com
Website: http://www.istitutomindfulness.com
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Dhyāna, see Absorption
Dialectical Behavior Therapy (DBT), 85, 153, 181, 246,

268–269, 300
application of, 269
biosocial theory, 246
change, 246
dialectics, 300
future research, 269
model, 11
phases, 268
skills training, 246
targets, 246
validation, 246

“Dialogue”, 466
DiClemente, C. C., 292–293
Didactic learning and experiential exercises

arousing mini exercise with holding after the
inbreath, 400

balanced mini breathing exercise with
counting/holding, 399

relaxing mini breathing exercise with holding after the
outbreath, 399

Didonna, F., 1–13, 125–148, 189–213, 447–461, 477–487
Differential activation, 223
Dillbeck, M., 89
Dimaggio, G., 136
Dimidjian, S., 94, 153, 245–256, 464
Dingemans, A. E., 266
Di Pauli, D., 259
Disidentification, 9, 192, 198, 208, 209, 210, 212, 453,

460
Dispositions, 30
Dissociative crisis, 456
Distancing, see Decentering
Distress, emotional, 76, 140, 175, 383
Ditto, B., 180
DLFPC, see Dorsolateral prefrontal cortex (DLFPC)
Dobson, K. S., 265–266
Dodson, W. W., 321
Doering, S., 419
Dohm, F. A., 260

“Doing” mind, 468
“Doing” mode, 194, 207, 224, 453, 454, 468
Dold, K. H., 384
Donaldson, E., 141
Donnelly, J. M., 383
Donovan, S., 3, 45
Dorsal anterior cingulate cortex (dACC), 75
Dorsolateral prefrontal cortex (DLFPC), 50
Doubt, 40
Dougher, M. J., 160
Doyle, S., 433–434
Dozois, D. J. A., 69, 103, 265–266
Draganski, B., 326
Drevets, W. C., 51
Dreyfus, G., 61, 64, 65
Drop out rate, 374
Drossel, C., 111–122
Drugs, 131, 136, 176, 290
Dubitzky, J., 263
Duggan, D. S., 222
Duncan, S. L., 74
Dunkley, D. M., 266
Dunn, B. R., 49–50
Dunne, J. D., 18, 60
Durham, R. C., 347
Durrence, H. H., 384
DV-SA Questionnaire, 363–364
Dynamics, process of, 141
Dysregulation, emotional, 1, 4, 8, 9, 11, 17–29, 33, 39, 41,

46, 50, 52, 53, 59–77, 93, 94, 99–107, 117, 120,
126, 127, 131, 132, 136–147, 154, 156, 157,
163, 171, 173–181, 184, 189, 200, 201, 207,
208, 209, 210, 213, 221, 225, 227, 240, 245,
246, 247, 248, 250, 254, 255, 256, 262–263,
268, 273, 276, 277, 295, 296, 299, 303, 306,
311, 320, 322, 325, 329, 340, 350, 351, 354,
359, 361, 370, 372, 389, 387, 389, 392, 397,
413, 417, 418, 421, 426, 433, 452, 453, 466

E
Early Childcare Center, 419
Eastern meditative disciplines

vs. Western modern science, 3
Eastern psychologies

vs. western psychologies, 2–4
Eastern Psychology, 1, 4, 5, 132, 148
Eating disorders (ED), 259

diagnostic
characteristics/epidemiology/course/outcome

anorexia nervosa, 260
binge eating disorder, 261–262
bulimia nervosa, 260–261

EMPOWER exercises and participant experiences,
271–280

mindfulness-based interventions for eating disorders
Acceptance and Commitment Therapy (ACT),

269–270
Dialectical Behavior Therapy (DBT), 268–269
Mindfulness-Based Cognitive Therapy (MBCT), 270



504 Index

Mindfulness-Based Eating Awareness Training
(MB-EAT), 270–271

problem formulation and theoretical rationale for use
of mindfulness

attempted regulation of cognition through behavior
(mental control), 265–266

attempts to regulate emotion through behavior,
262–264

identification of emotion, skills in, 263
interplay of behavior and cognition in self-regulation

attempted self-regulation of behavior through
cognitive rigidity, 264–265

rationale for mindfulness approaches based on
cognition-behavior interplay, 266–268

rationale for mindfulness approaches based on
emotion regulation, 264

Ebert, L., 301
Eccleston, C., 161, 377–378
Eckert, E., 260
Eclache, M., 180
EE, see Expressed emotions (EE)
EEG studies of meditative states, 48–50
Eelen, P., 201
Egocentric thinking, 466
Eifert, G. H., 68, 181, 270
Eight-fold path of mindfulness (to alleviate

suffering), 33
Eisen, J. L., 189
Eisenberg, D. M., 443
Eisenberger, N. I., 52, 74, 75, 103, 180, 324
Ekaggatā, 38
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