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Chapter 7

Meditation

Melissa Blacker

Melissa Blacker, MA, is an instructor in the Stress Reduction Program at the University of Massachusetts
Medical School in Worcester, Massachusetts. She is also the coordinator of the Teacher Development
Intensive Program, which is a part of the Professional Education Program at the Center for Mindfulness in
Medicine, Health Care and Society at the University of Massachusetts. She has been a meditator since
1981 and guides meditation groups in Worcester and surrounding areas.

Imagine a life in which what is actually happening in the moment is what really counts.
Whatever is present, whether painful or joyful, is experienced fully, without distractions.
Worries about the future and regrets about the past have no power over you. Entering into the
moment in this way, everything falls into perspective, and problems become manageable, no
longer overwhelming. Calmness and alertness exist together. You are truly alive and-awake.
This state of mind can result from the practice of meditation, a healing modality that people have
used ever since they first discovered the joy of sitting quietly and contemplating their inner and
outer worlds.

The word meditation can be used to describe many different methods of quiet
contemplation or observation. According to one definition, meditation means “to dwell on
anything in thought; to contemplate deeply and continuously; to ponder; to ruminate; to reflect.”
In this chapter, however, we will use the word to mean a certain kind of paying attention to
something either real or imagined.

Just as the words healing, holy, and whole share a common root and meaning from the
Old English word hal, meaning “healthy, whole, hale,”? the word meditate shares a root in Latin
with the word medical. Both words derive from the word mederi, meaning “to cure.” But
mederi itself comes from an older Indo-European root, med, which means “to measure.” As Jon
Kabat-Zinn, PhD, founder of the Stress Reduction Clinic at the University of Massachusetts
Medical School in Worcester, Massachusetts, points out, both medicine and meditation are
concerned with measuring. In meditation, we measure, or observe, our own internal state of
mind and body, with an attitude of attentiveness and curiosity, checking to see if we are in
balance. Kabat-Zinn calls this taking our “right inward measure.” Medicine, he writes, is “the
means by which right inward measure is restored when it is disturbed by disease or illness or
injury.” Meditation is “the process of perceiving directly the right inward measure of one’s own
being through careful, nonjudgmental self-observation.™ We might say that the ideal practice of
medicine as well as of meditation allows us to perceive things as they actually are, by taking a
careful and accurate measure.

Categories of Meditation

All forms of meditation can be said to fall into two major categories: concentration
meditation and mindfulness mediation. The two types are distinguished by their relationship to
the object of meditation. Meditation can be practiced alone or with the assistance of an
experienced practitioner who guides the process.



Concentration Meditation

In concentration meditation, the meditator focuses on something specific in the external
environment or on something intemal. Any object or stimulus in the external environment - a
candle flame, a picture, music, or other sounds — can be used to focus the mind in meditation.
Alternatively, the meditator can focus on an internal physical sensation, such as the breath, pulse,
or heartbeat, or any other sensations present in the body. Emotions and thoughts can also be
used as a focus.

In another form of concentration meditation, sometimes called “visualization,” the person
is guided to focus on something imaginary, such as a peaceful landscape inhabited by make-
believe people. Sometimes a guide instructs the person to envision performing a difficult task,
encouraging the meditator to feel a sense of ease in the performance that can then later be
experienced in reality. For example, a student could imagine the successful completion of a
difficult course of study. By seeing oneself in an enjoyable nursing practice, a student could
better manage the anxiety of a rigorous nursing program.

Meditators can also focus on single words, phrases, or prayers, which are repeated
internally. A word or phrase is often linked with a physical sensation, such as the breath. In
some meditation traditions, the individual counts while inhaling and exhaling as a method of
focusing awareness.

Mindfulness Meditation

When the object of attention is broad and/or continually changing, we speak of
“mindfulness meditation.”® In this form, the meditator directs awareness to whatever presents
itself, whether an external object or sound, or an internal sensation, emotion, or thought. The
meditator directs awareness to whatever presents itself, whether an external object or sound, or
an internal sensation, emotion, or thought. The meditator is instructed to notice the passing
object of awareness but not to follow it or to attach to it. This form of meditation evokes a sense
of resting in the present moment; one is awake and aware of whatever may come.

Awakening to Reality

Meditators can learn to see everything in their world as a means of awakening to the true
nature of reality. Concentration meditation facilitates the development of a keenly focused
awareness, whereas mindfulness meditation develops one that is broad and flexible, sometimes
called a choiceless awareness. These meditation methods allow the meditator to experience the
world directly, without judgment or ideas intervening between the observer and what is
observed. The two forms of meditation complement and reinforce each other, leading to a
condition of awareness that is not the everyday mental state of human beings. This state of
alertness can lead to a feeling of being alive, healthy, and vibrant, no matter what the mental or
physical condition of the body. (See boxes 7-1 and 7-2)

BOX 7-1
Mind-Body Medicine
In Eastern thought, and especially in the teachings of Buddhism, the mind and body are not considered as separate
entities, with the mind influencing the body or the body influencing the mind. The influence of mediation on the
body-mind, as it is often called, is assumed to be naturally beneficial. A new branch of Western medicine,
sometimes called mind-body medicine, is related to this concept. Both Herbert Benson’s and Jon Kabat-Zinn’s
work have influenced the development of this new field.

The theoretical split between mind and body first described by René Descartes in the 18® century has led to
certain practices in Western medicine that overlook the mind’s influence on the body and the body’s influence on



the mind. Mind-body medicine suggests a more integrated approach, in which the physiological component of an
emotional illness is presupposed, and vice versa. Anything that influences the mind “or” body can have an impact
on disease, regardless of the category, physical or mental, into which the disease falls.

One effect of using meditation to heal an illness is the recognition that the split between physical and
mental illnesses is an illusion and that the condition of the body-mind involves a complex interaction of so-called
physical and mental processes. Even the idea of healing an illness may be “seen through” as an illusion.

The concept of “healing” is not easily defined. In medicine, there is often an expectation of curing a
disease, which usually means eradicating it, and returning to “normal” healthy functioning. “Healing,” however,
may not necessarily involve curing the disease, but rather returning the entire organism to wholeness, rebalancing
the body-mind. This can mean that the disease process itself has not been stopped or destroyed, but that certain
attitudes toward the disease, and ways of relating to it, have shifted. This process gives the ill person new resources
upon which to draw, thus making his or her life fulfilling and satisfying. An end to the illness is also possible as a
result of the rebalancing and new sense of wholeness, but it is not necessarily the goal.

BOX 7-2

Meditation as a Religious Practice

Meditation is a central or peripheral part of most religions, often used to enter into states of mind that facilitate
spiritual awakening. The contemplative components of Judaism (Cabalistic mediation), Islam (Sufism), and
Christianity (Eastern Orthodoxy's Philokalia and Roman Catholicism's Centering Prayer) often take the form of a
concentration practice such as the inward recitation of words and prayers. .

Meditation also plays a major role in Hinduism. The Sanskrit term for meditation, dhyana, describes “any
absorbed state of mind brought about through concentration,”' and many traditional Hindu meditation practices
emphasize focusing on an internal or external object.

Buddhist meditation, which arose in India 2500 years ago, was initially derived from Hindu practices. As
this meditation practice spread from India to China, Tibet, and Southeast Asia, it mixed with indigenous practices
and adopted some of the character of the cultures it encountered. There are therefore many forms of Buddhist
meditation, some of which can be characterized as concentration meditation and some of which as mindfulness
meditation. Chinese Taoism and Indian Buddhism blended to create the sect known as Ch ‘an in China and Zen in
Japan, Korea, and Vietnam. Ch'an or Zen practices include both concentration and mindfulness.

Southeast Asian Buddhist meditation, which developed in Burma (Myanmar), Thailand, and Ceylon (Sri
Lanka), produced many refinements of both concentration and mindfulness meditation, as did the mixture of Tibetan
Bon and Indian Buddhism.

Both Western and Eastern forms of religious meditation have recently become popular in the West. One of
the most well-known Hindu-based practices is Transcendental Meditation (TM), but there are also many other
schools of meditation derived from the Hindu yogic tradition. Various Buddhist meditation traditions have taken
root as well, especially Central Asian forms such as Ch’an and Zen practices, Southeast Asian Vipassana or insight
meditation, and Tibetan Buddhist practices.

These Eastemn forms of meditation have captured the interest of medical researchers, who have studied the
effects of these practices on both mind and body. A number of studies (see the References and Bibliography) have
shown that meditation has a significant and measurable impact on both mental and physical health. In addition,
some Western practitioners of meditation have explored the effects of teaching meditation to people with illnesses,
with the intent of relieving mental and physical woes. The relief of mental and physical symptoms has often been
noted as a “side effect” of meditation. Such qualities as compassion for others, peacefulness and equanimity, and a
deep wisdom are also thought to arise out of the practice of meditation.

REFERENCE
1. Fischer-Schreiber, [, et al: The shambhata Dictionary of Buddhism and Zen. Shambhata, Boston, 1991.

Research

In 1979, at the University of Massachusetts Medical Center in Worcester, Massachusetts,
Jon Kabat-Zinn, a professor of medicine, started a research-and education-focused program.
Kabat-Zinn, founding executive director of the Center for Mindfulness in Medicine, Health Care,
and Society, and his associates teach a combination of concentration and mindfulness meditation
derived from Buddhist meditation methods, which they call “Mindfulness-Based Stress



Reduction.” Currently, the Stress Reduction Program operates as a part of the Center for
Mindfulness at the University of Massachusetts Medical School.

In 1980 Herbert Benson, a Massachusetts physician, founded the Mind-Body Medical
Institute in Boston, affiliated with Deaconess Hospital and Harvard Medical School. Benson and
his associates teach and do research on his adaptation of Transcendental Medication, which he
calls the “Relaxation Response This is primarily a concentration practice. Kabat-Zinn’s and
Benson’s pioneering research have generated widespread interest in the study of meditation and
its effect on health and healing.

Research studies on meditation and healing have two general focuses: the physiological
and mental effects and the impact on the disease process. The earliest studies of the effects of
meditation, conducted in the 1930s, focused on the physiological changes in Indian practitioners
of yoga and yoga meditation, primarily a concentration practice. Replications of these early
studies continued until the 1970s and documented measurable changes in heart and pulse rates,
brain waves, blood pressure, skin temperature, and respu'atlon -Beginning in 1957 and
continuing into the 1960s, Kasamatsu and Hirai published a series of studies on Zen Buddhist
practitioners. A significant finding of this research was that accomphshed Zen meditators were
able to maintain a spontaneity and freshness of perception in daily life.®® Deikman, i ina 1966
study, described the results of this kind of meditation as “a manipulation of attention that
produces deautomanzatlon—-an increased flexibility of perceptual and emotional responses to the
environment.”

In addition to these perceptual and attitudinal findings, a great number of studies, some
building on the early yoga studies, have linked meditation to improvements in physiological
conditions. More than a thousand studies sponsored by the Transcendental Meditation Society,
including some by Herbert Benson and his associate Keith Wallace in the 1970s, showed
cardiovascular, cortical, hormonal and metabolic changes, as well as behavioral effects and
alterations of consciousness.!" Later studies duplicated these results, demonstrating changes in
the cardiovascular system, lowered blood pressure, and changes in brain-wave patterns.!

Other physiological studies have linked meditation with positive effects on various states
of disease: dtabetes asthma, fibromyalgia, premenstrual syndrome, Crohn’s disease, psoriasis,
and cancer.'® Jon Kabat-Zinn and associates, in a number of studies in the 19803 indicated that
when patients with chronic pain practice meditation, their pain diminishes.'*

A small number of studies have linked meditation to a lowering of stress-induced adrenal
hormone levels, and others have shown a similar reduction in blood lactate, which i is assocnated
with anxiety and high blood pressure.!” In a 1992 study, Kabat-Zinn and associates'*2? showed
reductions in anxiety and depression, and other research?' has pointed to reductions in addictive
behaviors and sleep disorders. Studies have shown that meditation, in addition to alleviating
disease, has also been effective in promoting health, well-being, and enhanced states of sports
performance.?

A recent study by Richard Davidson, Jon Kabat-Zinn, and associates?® compared people
taking an 8-week Mindfulness-Based Stress Reduction training course with a control group. In
comparison with the control group, the experimental group showed significant increases in
activation of a region of the brain associated with effective processing “negative” emotions
under stress, as well as significant increases in antibody titers to an in vivo immune system
challenge. These results provide strong evidence that training in meditation and its application to
daily living have profound and measurable effects on biological factors influencing both
emotional and physical health. (See Box 7-3).



BOX 7-3

Stress Reduction in Action

The Stress Reduction Program at the Center for Mindfulness at the University of Massachusetts Medical School
offers an 8-week program designed to help people manage stress and lead more productive and fulfilling lives.

The story of one participant in the program, who will go by the name of Rose, illustrates the process of
change one experiences when taking the program. Rose’s problems were initially related to work and had begun 6
months prior to her interview for the program. A responsible and self-motivated worker in a large retail outlet, she
was highly regarded by her employer. When the company began experiencing financial difficulties, Rose’s
workload increased as fellow workers were laid off. She began to show symptoms of the overload, sleeping poorly
and feeling exhausted during the day.

Rose’s blood pressure increased, and she became anxious in any situation away from home, afraid that
people would harm her. She had frequent, severe headaches and recurrent indigestion. Her doctor prescribed
medication for her anxiety and for her high blood pressure, but she felt no relief. Finally, unable to work or even to
leave the house, she notified her company that she had to take a medical leave. She was advised to see a
psychiatrist, who referred her to the Stress Reduction Program.

The program consists of eight weekly classes, each lasting about 2 %; hours. During the sixth week, there is
an additional all-day class. During interviews conducted before and after the program, data are collected on each
participant’s medical and psychological symptoms and behaviors. Goals are set in the intake interview and
evaluated during the final interview. During the 8-week period, participants are expected to practice the skills of
concentration and mindfulness meditation each day. )

During the intake interview, Rose reported being unable to concentrate, feeling depressed, worrying a lot,
and having frightening dreams. She described headaches and digestive problems, as well as extreme anxiety about
being with other people. She was concerned about attending a class with 20 to 40 other participants.

By taking the class, Rose hoped to gain more control over her emotions and body sensations, eliminate her
fear afraid of going out in public, and feel good about herself. Her biggest concem was that she would feel better
and go back to work at her company, only to find that “everything would go back the way it was.”

In the first class, Rose explained she was taking the class to deal with her anxiety. She mentioned nothing
about her work life, her physical problems, or her fears of public places and strangers. She did add that she had
always been a good, dutiful person, helpful to other people when she could be. This last statement became the
source of her own personal revelation in class.

In the weeks that followed, Rose—like all the class participants—learned the skills of concentration and
mindfulness meditation through various exercises designed to increase awareness of the body and the mind. In an
exercise called the “body scan,” participants were trained to notice feelings in their bodies without trying to change
them in anyway. Students were then instructed to perform this exercise at home each day, using a 45-minute tape
for guidance.

Eventually, mindful yoga exercises were added to the daily routine, as well as quiet sitting with attention to
the process of breathing. After the fourth week, participants practiced mindfulness meditation on a daily basis,
using the body scan, breath meditation, and yoga as supplementary practices. Discussions in class focused on the
experience of performing these mindful practices, the nature and mechanics of stress, and mindful communication
and nutrition. Everything was presented and discussed within the frame of increased awareness.

Rose said very little during the first few weeks of class, except to report that she was having difficulty
concentrating and that her anxiety seemed to be increasing. She also found herself falling asleep during meditation
practice at home. These are typical experience for many in the program, and other participants supported her by
sharing their own similar difficulties.

Rose began to participate more in class discussions and often mentioned noticing how little attention she
paid to herself and her own needs. Her desire to be “good” was beginning to be toxic to her. During the fifth class
Rose revealed that she had been able to stay awake during a body scan meditation at home and had experienced
being awake and relaxed at the same time. This was a completely new experience for her. When she attended the
all-day class—in which more than 80 people participated, including ones from other classes running concurrently
with hers—she reported feeling relaxed and comfortable in the large crowd, at home and with herself,

During the last class, participants were encouraged to talk about what they had learned from the course.
Rose spoke movingly about how all her life she had placed others before herself, trying hard to be good. She had
been a good mother, wife, daughter, sister, and worker, but she had ignored her own needs. Through the practice of
meditation, Rose had come to know herself, her own body and mind. She now believed that by knowing herself in
this new way, she could change her life.
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As Rose revealed in her final interview, she was also surprised to notice an improvement in her physical
health. Her headaches had disappeared, her digestion had improved, and her blood pressure had returned to normal.
With her doctor’s permission, Rose had stopped taking medication. She felt somewhat more at ease in public,
although going out still challenged her. She had come a long way in meeting her goal of being able to control her
emotions and physical sensations.

Rose’s scores on medical symptom checklists had improved dramatically as well, in one case by 50
percent. In her own words, Rose had learned to “focus on calming my anxiety to the point where I could control it
instead of it controlling me. . . .When I feel anxiety building, I immediately stop, breathe, respond. I look at
situations differently and choose the best response for me. . . .In the past [before the stress reduction program] my
reactions were almost automatic. Now 1 am more able to accept my thoughts and feelings without allowing them to
trap me and frighten me.”

Summary

As Rose’s story in Box 7-3 demonstrates, meditation seems to affect the entire mind-
body. Rose reported changes in physical symptoms as well as positive changes in attitudes and
behaviors. Her new ability to observe herself and her own life with greater awareness influenced
her thoughts and feelings — and even her medical symptoms.

The ability to choose different attitudes and behaviors often accompanies increased
mindfulness. Certain personality traits that researchers have traditionally believed to be
unchangeable—such as self-esteem, feelings of competence, and the ability to withstand stress—
can shift in positive directions through the practice of meditation.

The healing that occurs through meditation exists on all levels, although not everyone
experiences Rose’s dramatic reduction in symptoms. Patients with potentially fatal diseases
often find that their health continues to deteriorate. However, these patients report that the
quality of their life changes as a result of meditating. The life that remains, with all its pain and
suffering, becomes more accessible, richer, and more appreciated. Chronic pain can diminish,
but even if it does not, patients sometimes report that their relationship to the pain changes: itis
no longer the enemy. Using the practice of mindful awareness, one can choose to engage with
pain—or with anything else, for that matter—with a sense of curiosity and attentiveness.
Paradoxically, when this mindful attending is engaged, pain may diminish.

Graduates of the Stress Reduction Clinic often report that their lives have changed in
ways they had not initially expected. Mostly, they find that the new self they may have
wanted—healthy and whole—and the new life—filled with joy and peace—were always
available to them. All they had to do was leamn to stay still and pay attention. Through these
simple but powerful means, lives become healed.

Resources

Stress Reduction Program

Shaw Building

University of Massachusetts Medical School

55 Lake Avenue North

Worcester, MA 01655

Phone: (508) 856-2656

www.umassmed.eduw/cfm

The clinic, founded by Jon Kabat-Zinn, offers classes in Mindfulness-Based Stress Reduction as
well as professional education programs.



The Mind/Body Institute

Division of Behavioral Medicine
New England Deaconess Hospital
185 Pilgrim Road

Boston, MA 02215

(617) 732-9530

Herbert Benson’s clinic
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CHAPTER ELEVEN

Section 11-8

Interview with Saki Santorelli,
Stress Reduction Clinic,
Massachusetts Memorial
Medical Center

Saki Santorelli, EAD, is Director of the Stress Reduc-
tion Clinic (SRC) at University of Massachusetts Memio-
rial Medical Center (formerly the University of
Massachusetts Medical Center); Director of Clinical and
Educational Services at the Center for Mindfulness in
Medicine, Health Care, and Society; and Assistant Pro-
fessor of Medicine at the University of Massachusetts
Medical School in Worcester, Massachusetts. As noted
by John Kabat-Zin, the program’s founder, “Saki is a
master teacher and mentor.” The primary orientation of
the clinic is relatively intensive training in mindfulness
meditation and mindful Hatha yoga. This well-researched
approach, now termed mindfulness-based stress reduction
(MBSR), is offered in 240 medical centers, clinics, and ed-
ucational settings worldwide. MBSR offers individuals
suffering from a variety of chronic and acute medical
conditions the possibility of cultivating a range of inner
resources. These resources then can be directed toward
leamning, growing, and healing in ways that increase their
capacity to cope more effectively with both short- and
long-term stressful situations and live their lives more
consciously and fully.

Dr. Santorelli has been associated with the SRC for 20
years, beginning as the clinic’s first intern. Because of the
complexity of the conditions of patients served by this
program, the level of commitment and unique skills re-
quired of its instructors are profound. In the following in-
terview, Dr. Santorelli speaks about how clinic instructors
are selected and what is required for an individual to trans-
form himself or herself into an exceptional teacher.

Question: Tell me about the training for your MBSR
instructors.

Santorelli: Since meditative practice is the heart of
work, our instructors have been meditating for the average
length of about 16 years. However, this is not a rigid standard.
We have had people with less practice time who have been
wonderful instructors. As we see it, there is an interesting bal-
ance between life experience, academic training, and ined-
itation practice that we take into consideration when selecting
instructors. We have had instructors and interns with less
meditation practice who have had strong academic and
“life” training that has created within them the possibility of
understanding some things that you can't get any other way
but by being alive. In this sense. one’s experience of living
“the full catastrophe” can be a tremendous field of learning
and a foundational dimension of working with others, if
one takes advantage of it by being present to it.

This intention to being present to the challenges and
ups and downs of everyday life creates a vehicle of at-
tention that expresses itself as presence—as an authentic em-
bodiment of this commitment to be awake to one’s life
no matter what is occurring. That being said, of course,
most of us are not present to each moment of our lives. Per-
haps this is impossible, although I don’t really know. How-
ever, the intention and commitment themselves—in the
face of the seemingly impossible—creates a kind of freedom
and aliveness. Since it is nearly impossible, what have
any of us to lose by intending and enacting such a possi-
bility? What might be discovered in the process? How
might our commitment to the process of being alive to

11-8:1



11-82 BEST PRACTICES 1IN COMPLEMENTARY AND ALTERNATIVE MEDICINE

CENTER FOR MINDFULNESS IN MEDICINE, HEALTH CARE, AND SOCIETY

Type of Organization:

f mehe c e meean

The Center for Mindfulness in Medlane Health Care and Society (CFM) is a nonprof it health care organlzahon affiliated with the
University of Massachuselts Medical School (UMMS). The cenler developed the Stress Reduction Clinic and Mindfulness-8ased
Stress Reduction Clinic (MBSR) and offers this intervention to physician-referred patients suffering from a wide vanety of medical
and psychologic conditions. The primary goal of the program is to help patients learn how to live well with long-term health prob-
lems, and the pnmary work of the center is to provide intensive training in mindfulness meditation. The center provides ongoing
classes at iwo sites: the Stress Reduction Clinic (SRC) in Worcester, and the City Campus Stress Reduction Clinic (CCSRU), in the
inner cily of Worcester. The CCSRC program is offered in both Spanish and English and is free of charge, with transportation and
childcare services provided.

Founded

The Slress Redudlon and Rela\ahon Program was founded by Jon Kabat-Zinn in l979 and was housed at the University of
Massachusetts Medical Cenler.

@ v 8 e e e e See s

Sources of Fundmg'

Fundmb is provided by insurance submmals prwate pay by pahenls income from educational classes, research grants, and dona-
tions. Fees for education classes:

Protessional internship Program: $1800 per intem
Teacher Development Training: $2800 per teacher
Patient Fees for MBSR Program: $672 per patient
Organizational Goals:

¢ s Bait dwm . ® e e mevaee e e mw ses o ——— R -

Current organizational goals are divided into four categories: (1) clinical care, (2) research (3) nelworlung/oulread'n and (4) educa-
tion. Clinical care refers to delivery of the MBSR program lo referred patients in UMMC's SRC, and in the CCSRC. Clinical goals re-
lated to the delivery of care include:

¢ Broader insurance and HMO coverage of the MBSR program, locally and nationally, accomplished by successful advocacy
for program reimbursement

Expanded physician referral base

Increased physician-participation in continuing medical education Mindfulness programs

Increased numbers of MBSR instructor staff

Established MBSR clinics and programs at affiliated hospital settings

Established long-term funding for the CCSRC clinic

L 2K 2% 2K N J

Education refers to internship programs, regional supervision seminars, teacher development programs, and mindfulness training
for persons with no medical conditions (see educalional section). Research is defined as mindfulness studies that assess patient
outcontes and the cost-effectiveness of MBSR as medical support. Networking/outreach includes, but is not limited to, professional
nelwork development, corporate programs, HMO involvement, media coverage of MBSR programs, and community lectures.

Faculty, Staﬂ Medncal I’ersonnel Quahﬁmhons

MBRS tnstrudors at SRL and (.LRSC have a masler’ s degree or hlgher Ievel of educahon, orils equuvalent, in soaal sdiences,
health sciences, education, or a related field. Potential instructors must have maintained an ongoing mindfulness meditation prac-
tice before application. Individuals teaching in the Worcester MBSR program averaged 16 years of personal mindfulness medita-
lion practice before becoming employed as an instructor. In addition to education and experience, the ability to translate
mindfulness practice into practical and readily accessible language must be demonstrated. The capacity for patient empathy with-
out becoming lost or overwhelmed by palient emotion and experience is also required. Those chosen as instructors of the dinic
must practice mindfulness as a lifestyle choice and commit, long-term, to the practice and expression of mindfulness in their own
lives. For detailed provider qualifications and recommended guidelines, see Chapter 8.

Model of lntegrabve Care

MBSR is an oulpatient beha\ ioral meduune program in lhe form of an 8-week course to complemenl ongaing conventlonal
medical treatment. The program consists of two individualized evaluation interviews and 50 hours of direct dassroom instruction
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CENTER FOR MINDFULNESS IN MEDICINE, HEALTH CARE, AND SOCIETY—cont.

leight weekly 2" - to 5-hour sessions and one all-day weekend session). Additionally, patients must commit to praclice various
forms of mindfulness (e.g, body scan, yoga postures, sitting or walking meditation) for a minimum of 45 minutes a day, 6 days a
week Patients must be referred by a physician. The program fits the model of integrative care (i.e, the combined and concurrent
use of both conventional and nonconventional medical care). The MBSR program is the oldest and largest hospital-based stress
reduction clinic in the country. Referred patients have been diagnosed with conditions such as heart diseas., chronic pain, gas-
tromtestinal distress, high blood pressure, headache pain, anxiety and pain, cancer, sleep disturbances. job or family stress. HIV
infection, AIDS, Type A behavior, fatigue, and skin disorders. The majority of patients report both physical and psychologic symp-
toms. Program participation typically resulls in long-term reductions in both physical and psychologic symptoms and an in-
creased ability to copy more effectively with short- and long-term stressiul situations, including the capacity to cope with
long-term iliness and disability.

Currently, there are over 240 MBSR programs operating in the United States and abroad. Most are housed in academic medical
centers, hospitals, or large HMO networks, or function as stand-alone clinics. Modeled on MBSR, none of the programs are offi-
cially affiliated with the Center for Mindlulness.

Educational Offerings:

Educational offerings through the Center for Mindfulness include (1) MBSR prolessional training and development programs, (2|
the medical student stress reduction program IMSSRP), {3) the MBSR Corporale Program, and {4) residential MBSR retreats for
nonpatient populations.

1. MBSR Protessional Training anud Development Programs. The professional internship progrant is 10 weeks and 11 sessions in
length and is designed specilically lor health professionals interested in learning more about the use of mindfulness in a chn-
ical setting, Each internship section is limiled to between five and seven participants, and teaching cycles begin in the Fall,
Winter, and Spring. The completion of a Vipassana retreat ol at least 9 days or equivalent is strongly recommended before
beginning the internship program. Once accepled into the program, interns attend the 8-week outpatient programs in the
role of participant and obscrver. The time commitment is no less than 5 hours, 1 day per week. Al the end of each class, in-
terns meet for 2 Y/, hours with the class instructor to discuss, in depth, the session, their own practice of mindfulness medita-
tion, their impressions from the class experience, and the contextual background of the work. Intems also sit in on
postprogram patient evaluation interviews and discuss with instructors all professional, institutional, and research aspects
relevant lo the background and career paths of the individual intern. The internship program has been ongoing since 1932,
with more than 1,000 professionals completing the program. Drop-out rate for the program is less than 1%. The program in
olfered in both English and Spanish. After successfully completing the internship program, physicians receive 79 Category t
credil hours, nurses receive 79 contact hours, and educalors receive 79 professional development points; other professionals
are eligible for 79 CEUs. Application has been made fur CEU credit for social workers and licensed mental health counselors.

MBSR Teacher Development Intensive (TDI) is offered to individuals already teaching MBSR in other settings in three, 4-day
week-end sessions. The course is interactive, participatory, and collaborative. Meditation practice, simulated dassroom situa-
tions, role plays, videotaped clips from actual dasses, and Socratic discussion are all used as tools for expression and learn-
ing. Homework outside of program hours is required. Instructors are given the opporlunity to:

Discuss personal practices with their inherent challenges and gifts

Share examples of “getting shick” in classes combined with group problem-solving suggestions

Share teaching malerials, stories, quotes, handouts, and poems; explore content develuped by other instructors
Review logistics of advertising, funding and research

Give altention to instructor well-being, including the financial, business, and personal integrity components

L 28 2% JK 2R J

The TDI program was first held in the Spring of 1997 and is now an ongoing event. CECs are available to physicians (30 cate-
gory | credits), nurses (96 contact hours), psychologists (83.5 credit hours), and educators (80 professional development
points). Application for CECs have been made for social workers and licensed mental health counselors. Other professionals
will be eligible for 102.5 CEUs from the University of Massachusetts Medical School.

¢ Residential Professional Training Programs consist of 5- and 7-day professional training retreals offered in various loca-
tions around the country. They are sponsored by the Omega Inslitute and the CFM.

¢ Regional MBSR professional programs are weekend teaching seminars, sponsored by regional groups of MBSR instruc -
tors. The first was conducted in Los Angeles in the Spring of 1997 and are now ongoing events.

continues



11-8:4 - BEST PRACTICES 1N COMPLEMENTARY AND ALTERNATIVE MEDICINE

CENTER FOR MINDFULNESS IN MEDICINE, HEALTH CARE, AND SOCIETY—cont.

2

3.

Medical Student Stress Redudtion Program (MSSRP). This course, entitied “The Contemplative Mind in Medicine,” provides an
in-depth and experiential introduction to mindfulness meditation and is an optimal part of the student's medical education.
Offered in the first and second years of medical school, this course includes a research component to encourage evaluation
of the medical benefits of mindfulness practice for oneself and for patient care. This program has been offered for more than
12 years.

MBSR Corporate Program. First offered in 1996 to employees in an intemational biotechnology corporation, this program is
now offered twice a year for beginners and once a year as follow-up for graduates. Programs targeting specific populations
within organizations will be developed in the coming year.

. Residential MBSR Retreats for Nonpatient Populations. This program, originally a 5-day residential offering held for persons

with medical programs, has now been modified as training for persons with no avert medical conditions who wish to learn
how to manage stress. Class format includes a large group session in the morning and small group sessions targeted to

specific topics in the afternoon.

Address and Contact Information:

P N LT -

Center for Mindfulness, Shaw Building, University of Massachusetts Memorial Medical Center, 55 take Avenue North! Worcéster,

MA 01655. Telephone: (508) 856-5849. Fax: (508} 856-1977.

all aspects of life transform our views of self, other, and the
world? Our willingness to enter into this “mystery” al-
lows instructors to resonate with and feel connected to
the people they are serving. This resonance arises out of
a deepening sense of empathy and compassion that hon-
ors the entire scope of the human condition because we are
familiar with the universal dimensions of this within our-
selves. When patients feel this unspoken connection with
their instructor, it offers them the possibility of feeling the
same kind of warm connection with themselves. This
warm and open-handed friendliness with self is the foun-
dation of the meditation practice. Without it, the possi-
bility of entering into stillness and silence and seeing
into one’s life more clearly and nakedly is seriously
impoverished. So, although a long-term meditation prac-
" tice is an invaluable part of our teacher selection criteria,
it is not sufficient in itself to ensure a certain quality of
presence required to skillfully teach MBSR.
Importantly, the unfolding of meditation practice does
not appear to be a rigid linear process, nor is it based pri-
marily on the chronology of “time on the cushion.” This
doesn’t mean having a good deal of formal practice under
one's belt isn’t important. However, we take care to make
sure people understand that it is not a rigid criterion. We
have had instructors with 5 or 6 years of meditation ex-
perience who do very well in the classroom. Conversely,
we have met people seeking jobs who have 20 or more
years of meditation practice in their background who we
did not feel at the time were capable of teaching in the
classroom. Our work is very much based on knowing

how to meditate; how to work with everyday people {who
are] not particularly interested in stepping into a particu-
lar meditative tradition with all the trappings of the tra-
dition; and transmitting the heart of the practice in a way
that is grounded. commonsensical, and well-suited to ap-
plication in everyday life. Certainly this requires a strong
measure of clarity and precision that goes a long way to-
ward creating an atmosphere in which people can un-
derstand the essential elements of practice and apply those
principles in a manner that brings about a palpable sense
of relief of suffering. When linked, the practice itself, the
skill of the instructor to make it readily available and ac-
cessible to the patient, and the commitment and dedica-
tion of the patient make for the creation of a vehicle that
offers both practitioner and patient the opportunity to tap
deep inner resources for growing and healing that they {the
patients] may not have previously imaged or touched
within themselves.

Question: So, it is all really based on the quality of
the instructor?

Santorelli: It isn't ail the instructor. It is based on the
relationship between the patient and the instructor. Part is
absolutely the skill of the instructor, and past is absolutely
the dedication and attention of the patient or client who
participates in the program. In my experience, good teach-
ing is always symbiotic and bi-directional. This bi-direc-
tional, mutually transforming process between student and
teacher or patient and practitioner is a critical aspect of
MBSR. We pay a lot of attention to it, recognizing over
and over again that the role of the teacher requires one to

e
i
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be a “master learner.” In our experience, even if a new in-
structor comes into the clinic with “the right stuff,” it seems
to take about 5 years for someone to become a flexible,
fluid, highly competent MBSR instructor. As you can imag-
ine, the willingness to be a “learner” plays a large part in this
process of development. In essence, teaching MBSR asks
one to become the practice rather than to simply “teach™ the
practice. Rather than “modeling” MBSR, one becomes an
embodiment of mindfulness. For me and for all of us at the
clinic, this is nothing less thar a lifetime’s work. This makes
it interesting, curiosity-provoking, and life-giving, rather
than an onerous task or career trajectory.

Question: Do you mean that even when an indi-
vidual has the right stuff, it still takes 5 years to become a
good instructor?

Santorelli: Yes. It doesn't mean that our instructors
are not capable from day one, because they are. But, the
enrichment of that capability takes time, because you get
exposed to a diversity of people and a variability of situ-
ations thal perhaps you would not be exposed to if you
were a meditation instructor in a meditation center of une
kind or another. In this situation, let’s fuce it, hospitals
are magnets for suffering. People don't comne to hospitals
because they feel good. They come to hospitals because
they are not feeling well, and they are coming for some
kind of treatment, or [they] are referred to our clinic by
their physician for treatment, because they are not quite
right, and they know it.

On one level, this is a very strong motivational factor,
but on another level, it means that, as instructors, we are
faced with enormous variability. We each teach on our own,
have classes of 23 to 30 people in size, and, in our case, the
classes are generic rather than homogenous. This means that
we have people with a wide range of diagnoses and con-
ditions coming together for the common purpose of learn-
ing the “how” of taking care of themselves and living well
with what they've got. Of course, as instructors, we are in
the same boat! It is not unusual in such a class to have five
or six different people with different forms of cancer. at
different stages of cancer; some people recently diagnosed,
some people at post-diagnosis and others in remission;
other people in an ongoing process of treatment. [There
are] people with heart disease, people with headaches, peo-
ple with migraines or a range of other kinds of chronic
pain; people with autoimmune conditions, such as Lupus,
and people with hypertension and arthritis and gastroin-
testinal conditions; people with an array of situational
stresses, such as the death of a loved one, sickness in the fam-
ily, loss of jobs, moving from one place to the next and
feeling isolated. All of those kinds of situations can have a
powerful impact in our lives, and. in tum, on our bodies and
our health and well-being. So, there is a very wide range of

reasons why people come. But, largely people come be-
cause they have medical problems and their physicians re-
fer them as a complement to their ongoing medical care. So,
that is an intensely interesting and variable sinuation to be
in, because we can't just say to someone in that simation,
“just keep pracricing.” We have to be translators standing,
so it appears at first, in two worlds simultaneously-the
world of the meditation practice and instruction and the
world of health care. Of course, there is really onls cne
world, and the nivre the instructor and the patient can »n-
ter this one world of being alive in this inonient. the more
possibilities unfold cuncerning how one might meet this
moment against the backdrop of mindfulness practice as it
is lived and breathed moment 0 moment.

The sense of “translauon™ I am speaking about is a
movemen away tfrom the cultural trappings and langage
through which most «f s as instructors initiallv encoun-
tered practice. Thirty years ag, inost of us leamed pu( tice
from Eastem teachiers. Now. what we are calied to du is to
distill the essential ingredients of meditation praciice and
transmit these mcthod: wiihout watering or “duinbing
down” the essential. This 1s a cenural feiture of our work, and
we put a lot of effort into the development of language that
is accurate, precise, welcoming, und American. We do s be-
cause we value what we have learned from these teachers;
because we are intent on understanding how practice is
currendy expressing itself in our own lives and experience;
because we are committed to practice becoming accessible
in our twenty-first century culture; and because evidence is
everywhere that our fast-paced, reductionist culture tends
to push people wward imagining that the easiest, most “ei-
ficient™ way to teach meditation or anything else tor that nuat-
ter is to water it down. But, if we water it down, then we
betray the beauty and depth of practice and luse the essence
of it. What's left is a form that is vacuous and insubstantial,
Such a form doesn't really serve people over the long haul
because it doesn't seeve peuple well.

So during those first 5 years—and as far as T can tell the
rest of one’s life~this is the growth process we all go
through as instructors-in-training: and. of course, there
are landmarks alonyg the way to learn from. For instance,
we have to learn how to help people [patients| remain
engaged in the process, especially early on when they are
not getting any relief. Often, early on, people feel they
are becoming worse off because they are beginning to
see and experience directly a lot of the physical and emo-
tional and psychological consequences of what is hap-
pening in their lives that they have previously been blind
to. In most cases, people come to understand. in their
own time and in their own ways. that they have, uncon-
sciously or out of fear or a sense of helpleasnes: turned
away from themsclves and their predicaments. The way
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they have coped with it is by staying busy, diverting, and
distracting the thousand and one things we all do. As soon
as we are invited to stop and be still, we see. It is automatic.
Itisn't like the instructor has to tell someone to see. It just
begins to happen. In my book, I've attempted to describe
in detail the 8-week clinic course in terms of the emo-
tional view and tenor of what happens to people and also
what happens to the instructor, me, in my case.'

Question: Exactly what is it that happens?

Santorelli: Well. it's relational. Our work is very re-
lationship oriented-this clinic. It is a very collaborative,
participative process, because the instructors are dping ex-
actly (and more of) what they ask of their clients. We never
ask people to do anything we aren’t doing ourselves—at
least as much—and usually more so in the sense of not only
the fonnal practice, but being committed to the breath-by-
breath spirit of practice as it plays itsclf out in our everyday
lives. This requires what the meditation teacher. Corrado
Pensa. calls “affectionate attention.” We are continually ask-
ing and wondering and looking. I don't really see it as a
process of digging but a process of uncovering, d:-solving,
and allowing what is there to finally be held in a way that
asks for gentleness but that isn't necessarily painless. It's
not a painless process, but it can be both revealing and in
many ways a very healing kind of process in a sense of
making whole. This becomes a way of learning to inhabit
all of one’s life rather than portions of one’s life. So to be an
MBSR instructor is a very interesting process. On one level,
[ think we understand a great deal about it; and on another
level, it is an enormous mystery, and quite frankly, I think
it is a “mystery” in the best sense of the word. Not mystery
in the sense of ignorance but in the sense that we can never
predict what is going to happen to another human being and
how they are going to take to this. Let's not forget that peo-
ple are geniuses. People have enormous capacities that are
largely untapped for a thousand and one reasons. Rarely
have people had the opportunity as adults to be exposed to
a learning environnient where there is the invitation to re-
ally work with yourself-not on yourself. Rarely are we in-
vited to work with ourselves individually and yet to do so
in an engaging, collaborative, and very lively community
enterprise over a 2-month period of time. We see people
eleven times over those 2 months. This gives everyone a real
opportunity, week by week. to try on these methods, see
how they fit, talk about it in class, tailor it to their lives. and
then go back out and work with it. At the same time, the ex-
tended duration of the course allows room for a steady and
systematic expanding and deepening of the foundational
ground of the meditation practices people are learning so
that when they leave the course, they have a wide repertoire
of methods that can be individually tailored to their current
and unforeseen life situations.

For example, some people discover that the yoga is an
enormous doorway into a kind of ease and stability that
they would have never guessed, and that this is an easier
door for them to go through than stillness in the sitting
meditation. We teach people a spectrum of methods. They
are all expressions of mindfulness. So, invariably as the
course unfolds, people begin gravitating toward the meth-
ods that suit their needs. This is the intention and, as we
see it, the way it ought to be. People have different learn-
ing styles—multiple intelligences that resonate more so
with a particular method. You might say the whole peda-
gogy is not only based on what we are teaching and how
we are teaching—those are important, of course. But, rarely
is much investigation or time in educational leamning en-
deavors dedicated to exploring, “Who is the teacher?”
Who is the teacher? So, the whole capacity for self-re-
flection is often given short-rift. I think the content winds
up running the show and taking center stage rather than
the person who is embodying the content being the cen-
iral focus of attention. In the education of our instructors
and other health care professionals, we devote a good
deal ol attention to this question: “Who is the teacher?”

Question: How many instructors do you have at the
clinic?

Santorelli: Currently, there are nine.

Question: But don't you have many other instructors
at other locations?

Santorelli: We don't have any others. These nine
instructors include those at our inner-city clinic, where
the program is taught in Spanish and English to low-in-
come, inner-city populations. As [ stated earlier, there are
about 240 other locations using this method. They are
not our clinics. We dont franchise them. We have no for-
mal relationship with them other than the fact that, for
the most part, fon Kabat-Zina and 1 have had some in-
teraction with those persons through our 5-, 7-, or 9-day
professional training programs. Other instructors of ours
have had more sustained contact with these persons
through a range of other professional education and de-
velopment programs offered through the Center for Mind-
fulness—through our Internship Program, through our
Teacher Developient Intensive, and through a variety
of regional training programs. My colleagues, Ferris Ur-
banowski, Elana Rosenbaum, Florence Meyer, and Melissa
Blacker, have major responsibility for these programs,
which happen on a regular basis at U Mass and at other
sites in the United States and Europe. However, we have
not had personal contact with the people conducting
MBSR programs at all of those sites. Many of these folks
have been long-time meditators and/or health care pro-
fessionals who have read our books and papers, and this
approach makes absolute sense to them. So, they start
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from where they are. We haven't franchised nor do we
have those clinics under our aegis.

Up until now, there is a reason for this; and we, as
the clinic of origin, are a case in point Founded by Jon Ka-
bat-Zinn, MBSR started as an idea. Mindfulness practice
has been around for at least 2,500 years, and it has evolved
through many cultures. It is not unrelated to our own
Western mystical traditions. Buddhism has been a force in
articulating mindfulness in a way that has an extraordi-
narily systematic methodology suggesting via a scientific
method that one could purposefully cultivate certain ca-
pacities and skills by following a method, observing the re-
sults, and developing understanding.

We decided years ago that we needed to let the in-
nate creativity of human beings interested in teaching in
this way unfold on its own for a while, just as it did for us.
In the beginning, no one gave Jon a curriculum or a blue-
print for how to do this. It arose out of the situation it-
self; out of the life he was living and a longing he felt
compelled to follow. Without inflation, this sense of long-
ing to manifest what strikes us most deeplv is what got
all of us to this work; we were (are) all interested in mak-
ing what we love that which we do. It is as simple, un-
varnished, and direct as that. -

Quite frankly, there are people in this country and
Europe who are health professionals who have been very
well trainéd in their field and have felt that they didn't
want their {mindfulness] practice to be separate from the
rest of their lives. We didn’t want to put the lid on creativity
but instead [chose] to give it the space to unfold in a thou-
sand and one ways that we couldnt possibly conceive of.

Question: Are you concerned about quality control
issues?

Santorelli: People have said to us for years, “The
quality can go down if you don’t control it. Because you
do it the way you do—you have the gold standard. And if
someone does it by the iron standard, it reflects on you.”
They may be correct, but we can't control that.

We can have some control over the educational
process, and that's the side we've come down on. We are
becoming more serious about entertaining the process of
doing sonie kind of certification, but not in the usual sense
of certification. Not certifying the person, but certifying the
training, because we are confident that we can develop the
right kind of educational process. But, we don't imagine
that we can ever vouch for the person on the other end.
They will do what they will do. and their actions will
speak for themselves.

Question: Then, you are considering some form of
certification?

Santorelli: Yes. We are becoming more concerned,
not because any of us are feeling old but because we are

aging, that this needs to be passed on. Both jon and I
have been engaged in meditation-based interventions
in medicine for more than 20 years. The sense of gen-
erativity that Erik Ericson spoke about-for passing on
what you understand to others—even as your own ca-
pacity for understanding continues to grow-is impor-
tant to us. We're thinking more seriously about it or.
perhaps more accurately, the call of this human impulse
is speaking more loudly to us and we are beginning to
heed what it is saying.

Question: What would that entail?

Santorelli: I know what we already have. We have
several training programs in place. We are taking a look
at all of them and reconceptualizing the whole thing. We're
asking ourselves, “If we were to start over today, what
would the whole teacher development leamning trajectory
look like? How might we contribute more thoroughly to
the process? What is ours to do and not to do? I think it
is important to ask these questions and inquire into pos-
sible responses. How would we use the resources around
us in a better way? We have teachers” meetings every
week for 2 hours. ‘They involve some form of our business,
but by and large. the intention of these meetings is to re-
ally inquire with one another about what is happening in
our teaching. We are consistently asking ourselves and
one another: “What are we discovering?” “What are the
tough places for us?” “What happened today when we
encountered a challenging patient?” “What did we perceive
to be difficult when they pushed our buttons, and how
did we react or respond?” Instead of putting it off on the
patient, or some difficult diagnosis: What is happening
for us as instructors? What is the interface here? How can
we begin to negotiate the separation we notice, and how
does it relate to our practice in the most fundamental
sense of the word? In essence, how does one bring mind-
fulness to those moments, and what does one discover
over time if we are willing to take risks and walk in terri-
tory we haven't previously walked in? In that sense, the in-
tention over time is to elevate the whole discussion and
elevate the whole corpus, the body of teachers, at the
clinic. We do that for one another. We go on silent- and di-
alogue-oriented retreats together and look at the very core
issues that might be arising. It is simply part of the way we
attempt to be with one another. Likewise, we attempt to
inquire into the content of our curriculum in the same
manner.

Question: So, it's your own growth you must attend
to as well.

Santorelli: Yes it is, but in a way that has a mwuch
larger container around it. That larger container is criticallv
important. Our work togethier as teachers is like being in
a crucible. It isn't a crucible where anyone is tuming up
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the heat on ancther unknowinglv. Rather, we have a fun-
damental azreement benveen us—a living intention-that
savs, “Yes, this is part of what I care about.” When you get
eight or nine people with that kind of manifest intention,
it isn’t anvone doing anything to vou. What is arising is in
the service of growing ourselves, growing the body of
teachers. the Center for Mindfulness, and our relation-
ships with thase who seek our care and with our fellow
health care professionals. So vou can say we are involved
iz a dudiberate attenipt tu grow ourselves.

Mindrulress is no only about seeing, it is also about
being seen. One can become increasingly comfortable
with these interdependent aspects of practice. It is liberating
to get undone~undone from precunceptions about who |
am, what [ am supposed to be doing. and what my identity
is in the face of my peers. It's a powerful process. Most of
us tend not w leave the clinic; and we've been together for
a long time. We feel like an ensemble in the best sense of
the word. And. in many ways, we are attempting to un-
dennine our psvchological cleverness so that we can be-
come emancipated and unfettered trom our habitual
behaviors and paiterns of thinking.

Question: Like a chorus.

Santorelli: Yus.

Question: Tell me about the intemship program and
how it evolved.

Santorelli: | was the first intern in the clinic in 19381,
before there was such a term. | am gratetul for that. About
10 years ago we began to develop a range of professional
education prograns. One of my hats is Director of Clin-
ical and Educational Services at the Center for Mindful-
ness. My background is in education. Formally speaking,
I've taught at every level from preschool to graduate ed-
ucation. So. | am concerned about and care about it.

One form of professional education we offer is the
Professional Internship Program at MBSR. It is a 1v-
week program. For the lirst 8 to 10 years, the internship
was free of charge. Over time, we began to charge a fee
for the program in order to keep oursclves financially
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solvent. To date. about 1,000 health care professionals
have completed the internship. The cost of the program
is $1,800. Interns have an opportunity to attend the out-
patient clinic classes for 2.5 hours with patients—just like
a patient—and then immediately following their class they
participate in a 2.5-hour seminar with fellow interns and
their instructor to discuss what they have just been a part
of and witnessed. In this sense, interns are participant
observers. In this sense. they begin to cultivate skills that
are inherent in the meditation practice—the capacity to
touch and fully participate in whatever is arising in the
mind and body and simultaneously to learn to witness the
arising and passing of phenomena. Interns are asked to do
everything the patients do. no matter whether they have
been meditating 20 or 30 years-whether they are physi-
cians, psychiatrists, surgeons, or social workers, it doesn’t
matter. Then, following that class, they have a 2%-hour
seminar, which looks more closely at what has acmally
gone on in class-what is the teacher actually werking
with-what is untulding over time. There are readings
that people have on a weekly basis. So, we are attempt-
ing to develop a pedagogy in terms of the professional side
that probably has three classic elements to it. There is a
knowledge base to it; there is a reflective base to it; and
there is a contemplative base to it. All three of these fac-
tors need to be worked with deliberately in an educa-
tional process, at least as we conceive of education. So, the
interns don't teach the patients. Rather. it is an opportu-
nity for professionals to get as close to doing so as possi-
ble without teaching. We don't teach people how to teach
in the Internship Program. However. it is meant to offer
participants a first-hand experiential taste of the meth-
ods, the skills, the theoretical base, and the pedagogical
approach of MBSR. We accept between 60 to 70 interns
per year. Many comne from within a 5-hour driving radius,
others come from more distant points in the United States
and abroad. Those that live in residence also have an
opportunity to learn about and participate in other as-
pects of the clinical programs.
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Abstract

Baer’s review suggests that mindfulness-based interventions are clinically efficacious,
but that better designed studies are now needed to substantiate the field and place it on a
firm foundation for future growth. Her review, coupled with other lines of evidence,
suggests that interest in incorporating mindfulness in one way or another into clinical
interventions in medicine and psychology is growing, It is thus important that those
coming to this field understand some of the unique factors associated with the delivery of
mindfulness-based interventions and the potential conceptual and practical pitfalls of not
recognizing the features of this broadly unfamiliar landscape. This commentary aims to
highlight and contextualize: (1) what exactly mindfulness is, (2) where it came from, 3)
how it came to be introduced into medicine and health care, (4) issues of cross-cultural
sensitivity and understanding in the study of meditative practices stemming from other
cultures and their applications in novel settings, (5) why it is important for people who
are teaching mindfulness to practice themselves, (6) results from three recent studies
from the Center for Mindfulness in Medicine, Health Care, and Society not reviewed by
Baer but which raise a number of key questions about clinical applicability, study design,
and mechanism of action, and (7) current opportunities for professional training and

development in mindfulness and its clinical applications.
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Key words: mindfulness, meditation, mind/body medicine, cognitive behavior therapy,
mindfulness-based stress reduction (MBSR), mindfulness-based cognitive therapy
(MBCT)

I appreciate the opportunity to comment on the review of Baer on Mindfulness training as
clinical intervention (this issue), and add my own reflections on the emergence of
mindfulness in a clinical context, especially in a journal explicitly devoted to both science
and practice. The universe of mindfulness' brings with it a whole new meaning and thrust
to the word “practice,” one which I believe has the potential to contribute profoundly to
the further development of the field of clinical psychology and its allied disciplines,
behavioral medicine, psychosomatic medicine, and health psychology, through both a
broadening of research approaches to mind/body interactions and the developing of new

classes of clinical interventions.

The growing interest in mindfulness

I find the Baer review to be evenhanded, cogent, and perceptive in its description and
evaluation of the work that has been published through the middle of 2001, work that
features mindfulness training as the primary element in various clinical interventions. It
complements nicely the recent review by Bishop (Bishop, 2002) which to my mind
ignored some of the most important, if difficult to define, features of such interventions in
its emphasis on the perceived need to reduce to a clinical algorithm the complexity of the

practice and the nuanced delivery of mindfulness-based stress reduction (MBSR).

! Following Baer, I will not discuss the social-psychological construct that Langer (1989) has termed
“mindfulness,” but focus on the traditional usage stemming from Buddhist meditation practices that have
been adapted to one degree or another and integrated within the mainstream of medicine over the past

twenty plus years.
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Nevertheless, both Baer and Bishop pose important questions that require addressing if
.we are ultimately to understand mindfulness and its clinical utility. Both reviews agree
that the scientific study of mindfulness and MBSR to date suffers from a range of
methodological problems, a view with which I concur. When a field is in its infancy, it is
not uncommon for the first generation of studies to be more descriptive of the
phenomenon rather than definitive demonstrations of efficacy. Attempts at the latter tend
to evolve over time after the potential value of a new approach has been at least
tentatively established. This now appears to be the case with mindfulness-based
interventions. Both Baer and Bishop conclude that enough evidence has now
accumulated to warrant the development of more methodologically rigorous
investigations of both the clinical efficacy of mindfulness training in various specific
disorders, and also of the possible mechanisms and pathways through which it might
exert characteristic effects within those specific disorders. The very fact that an
increasing number of studies on mindfulness and its clinical applications are being
funded and published and that an increasing number of doctoral theses on mindfulness
are appearing in Dissertation Abstracts suggests that this is an area that is presently
sparking considerable interest, perhaps driven primarily by ;he intuition that new
dimensions of therapeutic benefit and novel insights into mind/body interactions might
accrue through its exploration. Since interest in mindfulness and its applications to
specific affective conditions is likely to increase even further, particularly within the
cognitive therapy community with the development of mindfulness-based cognitive
therapy (MBCT) (Segal, Williams, & Teasdale, 2002) and the use of mindfulness within

dialectical behavior therapy (DBT) (Linehan, 1993), it becomes critically important that
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those coming to the field with professional interest and enthusiasm are cognizant of the
unique qualities and characteristics of mindfulness as a meditative practice, with all that
that implies, so that mindfulness is not simply seized upon as the next promising
cognitive behavioral technique or exercise, decontextualized, and “plugged” into a

behaviorist paradigm with the aim of driving desirable change, or of fixing what is

broken.

What exactly is mindfulness and where does it come from?

As pointed out by Baer, mindfulness has to do with particular qualities of attention and
awareness that can be cultivated and developed through meditation. An operational
working definition of mindfulness is: the awareness that emerges through paying
attention on purpose, in the present moment, and non-judgmentally to the unfolding of
experience moment by moment. Historically, mindfulness has been called “the heart” of
Buddhist meditation (Thera, 1962), and resides at the core of the teachings of the Buddha
(Nanamoli and Bodhi, 1995; Hanh, 1999; Gunaratana, 1992), traditionally described by
the Sanskrit word “dharma,” which also carries the meaning of “lawfulness” as per “the
laws of physics” or simply “the way things are” as in the Chinese notion of Tao. One
might think of the historical Buddha as, among other things, a bomn scientist and
physician who had nothing in the way of instrumentation other than his own mind and
body and experience, and yet used those native resources to great effect to delve into the
nature of suffering and the human condition and come up with a series of profound
insights, a comprehensive view of human nature, and a formal “medicine” for treating its

fundamental ailments, typically characterized as the three “poisons™: greed, hatred
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(aversion), and ignorance/delusion (unawareness). Of course, the Buddha himself was not
a Buddhist. One might think of the dharma as elucidated by the Buddha’s teaching as a
sort of universal generative grammar (Chomsky, 1965), an empirical and testable
internally consistent description of the relationship of mind/body experience to human
suffering. In that sense, dharma is truly universal rather than exclusively Buddhist, not
merely a belief or ideology, nor a philosophy or a nice idea. Rather, it is a coherent
description of the nature of mind, emotion, and suffering and its potential release, based
on highly refined practices aimed at training and cultivating various aspects of mind and
heart via the faculty of mindful attention (the words for mind and heart are the same in
Asian languages; “mindfulness” carries with it elements of openhearted friendly
presence, an affectionate, compassionate quality within the attending). And mindfulness,
it should also be noted, being about attention, is also of necessity universal. We are all
mindful to one degree or another, moment by moment. It is an inherent human capacity.
The contribution of the Buddhist traditions was in part to emphasize simple and effective
ways to cultivate and refine mindfulness and bring it to all aspects of life, and in this
regard, mindfulness certainly received its most explicit and systematic articulation and
development within the Buddhist tradition over the past 2,560 years, although it lies at
the heart of other traditions and teachings as well, both ancient and contemporary, that
can be of great value in refining one’s own practice, insight, and teaching (see, for
example, Lao-tsu, 1988; Chuang Tsu, 1964; Maharaj, 1973; Krishnamurti, 1973; Thakar,

1972; Maharshi, 1959; Tolle, 1999).
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Mindfulness is the fundamental underlying attentional stance in all the various streams of
Buddhist meditative practice: the Theravada tradition of the countries of southeast Asia
(Thailand, Burma, Cambodia, Vietnam), the Mahayana (Zen) schools of Vietnam, China,
Japan, and Korea, and the Vajrayana tradition of Tibetan Buddhism found in Tibet itself,
Mongolia, and now, large parts of India in the Tibetan community in exile. It should be
noted that these traditions all have various schools, sub-traditions, and certain texts that
they revere more than others, and so the actual practices and emphases regarding
mindfulness can vary considerably, even within one tradition, such as Theravada or Zen.
Nevertheless, mindfulness, as elucidated by the Buddha in two discourses, the
Anapanasati Sutra (Rosenberg, 1999) and the Satipathana Sutra (Thera, 1962), is the core
teaching and constitutes the foundation upon which all of these various forms and
traditions rest. In these traditions, the actual practice of mindfulness is, however, always
nested within a larger conceptual and practice-based framework oriented towards a
skillful understanding of how unexamined behaviors and what Buddhists would call an
untrained mind can significantly contribute directly to human suffering, one’s own and
that of others, and the potential transmutation of that suffering through a refining of
attention and action through meditative practices that calm and clarify the mind and open
the heart. Over the past forty years or so, all of these Buddhist traditions have taken root
in the West to one degree or another, and have by this time been taken up by several
generations of Westerners, who practice these methods in their own lives on a daily basis
as well as through participation in periodic teacher-led intensive meditation retreats
which can last from a weekend to three months or more (see, for example, Goldstein,

1987, Goldstein and Kornfield, 1987, Walsh, 1977, 1978). This phenomenon represents a
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cultural shift that may be only in its infancy. Nevertheless, it provides a range of rich
resources for personal practice and dialogue that can contribute toward the training and
development of a cohort of highly competent teachers with a wide variety of professional
backgrounds committed to the effective delivery of authentic mindfulness-based

interventions in various settings.

Mindfulness is often spoken of synonymously as “insight” meditation, which means a
deep penetrative non-conceptual seeing into the nature of mind and world. This requires
a spirit of perpetual and persistent inquiry, as in “what is this?” toward whatever arises in
awareness, and to “who is attending”, “who is seeing,” “who is meditating?” Its role in
decp inquiry and the cultivation of insight have led some to argue that that mindfulness
provides a unique perspective which can inform critical issues in cognitive science,
neurophenomenology, and attempts to understand the cognitive underpinnings of the

nature of human experience itself (Varela, Thompson, and Roach, 1991).

Cross-cultural and paradigm issues in working with the consciousness disciplines

From the perspective of the behavioral sciences, mindfulness can be thought of as a
“consciousness discipline” as described by Walsh in a seminal paper (Walsh, 1980) that
attempts tc? explicate the generic paradigm of the meditative traditions and their
associated disciplines and show how such disciplines might be approached empirically by
the behavioral sciences without falling into paradigm clash or a range of category errors
which could unwittingly ignore or dismiss the deepest and most subtle features of such

practices, thereby predisposing investigators to draw erroneous conclusions. Thus, in
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encountering the consciousness disciplines and the question of their possible adaptation
and application in secular clinical or medical contexts, it is important to treat mindfulness
and the traditions that have articulated it much as a respectful anthropologist would treat

an encounter with an indigenous culture (Davis, 1998) or a different epistemology

(Zajonc, 2000).

It should be noted in this regard that in the cross-cultural context of scientific studies of
Tibetan monks practicing meditation, sensitivity to differences in orientation and
motivation between scientists and meditators around both the meditation practices and
the set and setting in which they are investigated is essential for the investigation to have
integrity and to be interpretable from the perspective of both the scientists and the
meditators (Houshmound, Harrington, Saron, and Davidson, 2002). In another “cross-
cultural” development of note, recent EEG, fMRI, and PET studies of brain activity in the
evocation of specific meditative practices and qualities of mind/heart in a highly trained
long-term monastic practitioner (a Western Lama in the Tibetan tradition who formerly
trained in the basic scienc‘;es and received a doctorate in molecular biology from the
Pasteur Institute) have engaged the meditator not merely as subject but as a full
collaborator in the design and interpretation of these investigations with his scientific
counterparts, investigations which have shown stable and highly replicable patterns of
brain activity that have interesting implications for affective neuroscience and the
expression of emotion (Goleman, 2002). Such observations take on a practical relevance

in light of brain changes reflecting shifts in the processing of negative emotion under
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stress seen in novice meditators following training in MBSR in a worksite intervention

(Davidson, Kabat-Zinn, Schumacher, et al, 2003, see below).

The meaning of “practice” in the context of mindfulness meditation

It thus behooves us to examine the use of the word “practice” and its meaning as it refers
to the meditative traditions and the consciousness disciplines that form their core. We
speak of the “practice” of meditation, and the “practice” of mindfulness, meaning the
actual engagement in the discipline, the inward gesture that invites and embodies it
(Depraz, Varela, and Vermersch, 1999). It is not used in the common sense of
“rehearsal” for some future performance. The “performance” is always this moment
unfolding (Kabat-Zinn, 1994). This engagement takes a variety of forms, from a range of
formal practices that are undertaken for varying periods of time on a regular basis to
informal practices that are aimed at cultivating a continuity of awareness in all activities
of daily living. However, mindfulness meditation practice, whether within the various
Buddbhist traditions or within the context of MBSR, for instance, is not limited to the
operationalization of particular techniques, which, however important and essential,
which they are, are also merely launching platforms or particular kinds of scaffolding to
invite cultivation and sustaining .of attention in particular ways. They are the menu so to
speak, and not the meal, the map rather than the territory, the traditional admonition

being not to mistake the fingering pointing at the moon for the moon.

In a recent commentary in this journal on the subject of mindfulness and generalized

anxiety disorder, Borkovec (2002) describes in whimsical but cogent and insightful detail
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the emotional consequences of living with a trust that “allows me to let go of the illusory
future and past and to focus on the nonillusory present.” Using examples of washing the
dishes and of writing an NIMH grant, he unpacks various cognitive sets that either create
anxiety about future outcomes or keep him grounded in the process itself (present
moment) and its intrinsic meaning and pleasures. He states: “If a focus on the outcome
and the extrinsic aspects of an activity are conducive to anxiety and depression, then the
objective quality of my work, whether washing dishes or writing grant proposals, will
likely be lowered, given what we know about the adverse effects of negative emotion on
performance. So seeking the extrinsic outcome makes the failure to achieve that outcome
more likely. A focus on the process and intrinsic qualities of an activity reduce the
likelihood of anxiety and depression (thus eliminating their negative impact on
performance), increase the pleasure of joy during the process, and thus increase the
likelihood of achieving the extrinsic outcome. I have to let go of the desired outcome in

order to acquire it. What a paradoxical and strange way to live.”

I would add only that it is perhaps a sane way to live that may not be so strange once one
begins to inhabit that landscape in a more regular way. Perhaps it is only strange in a
society that persists in devaluating the present moment in favor of perpetual distraction,
selﬁabsorPtion, and addiction to a feeling of “progress.” While Borkovec’s descriptions
of his inner process are compelling, it is unlikely that they would be sustained or
developed over time in most of us without some element of intentional practice (it is not
enough as a rule to simply remind oneself to “just let go”, especially when one is little

aware of how attached one may be, and also, how blind to being caught up in habitual
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patterns of thinking and emotional expression) and it is here that the cultivation of the
inner orientation of which Borkovec speaks is so important. As noted, mindfulness is not
merely a good idea such that, upon hearing about it, one can immediately decide to live in
the present moment, with the promise of reduced anxiety and depression and heightened
performance and life satisfaction, and then instantly and reliably realize that state of
being. Rather, it is more akin to an art form that one develops over time, and is greatly
enhanced through regular disciplined practice, both formally and informally, on a daily
basis. This is the challenge we pose to our patients in the Stress Reduction Clinic at the
very beginning, and with the introduction of the body scan meditation, or even the
process of eating one raisin mindfully: namely to let go of their expectations, goals, and
aspirations for coming, even though they are very real and valid, to let go momentarily at
least even of their goal to feel better or to be relaxed in the body scan, or their ideas about
what raisins taste like, and simply drop in on the actuality of their lived experience, and
then to sustain it as best they can moment by moment, with intentional openhearted
presence and the suspension of judgment and distraction to whatever degree is possible.
Mindfulness develops and deepens over time, but invariably requires an on-going

commitment to its practice and cultivation in any and every moment.

In fact, the term “practice™ used in this way is better understood as a way of being, a way
of seeing, which is embodied, inhabited, grown into through the implementation of the
methods and techniques that comprise the discipline. There is a role for paradox here, so
Borkovec’s noting of it is hardly surprising. Indeed, paradox is built in, since the ultimate

understanding we encounter through paying attention transcends even conventional
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subject-object duality. From the outset of practice, we are reminded that mindfulness is
not about getting anywhere else or fixing anything. Rather, it is an invitation to allow
oneself to be where one already is and to know the inner and outer landscape of the direct
experience of it in each moment. This implies waking up to the full spectrum of our
experience in the present moment, which, as we engage in mindfulness practice, we
rapidly discover is severely edited and often distorted through the routinized, habitual,
and unexamined activity of our thoughts and emotions, and often involves alienation
from direct experience of the sensory world and the body. An understanding of these
considerations is critical, both to the development of clinical intt;.rventions that
authentically nurture mindfulness and speak with compelling and sustained relevance to
the lives and needs of potential participants, and to the scientific paradigm for its study.
This emphasis on non-attachment to outcome is a radical departure from most clinical
ir;tervcntions. Yet, it lies at the heart of Jacobson’s pioneering work (1938) which
emphasized leamning to recognize and trust the direct proprioceptive experience of the
landscape of sensation within tension rather than a striving to achieve a more desirable
state, such as relaxation. It was only when his method was condensed into PMR in the
service of systematic desensitization (Wolpe, 1958) that the non-striving, slow, mindful
element was, ironically, abandoned, probably unwittingly, in favor of time efficiency, and
with it, thg primacy of the experiencing of the sensations themselves, without judgment

or editing (see Woolfolk and Lehrer, 1984).
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Original vision and rationale for MBSR

The intention in developing MBSR in 1979 and offering it through an outpatient stress
reduction clinic at the University of Massachusetts Medical Center was two-~fold:

1) To seeif it were possible to create a vehicle for the effective training of medical
patients in relatively intensive mindfulness meditation (including mindful hatha
yoga) and its immediate applications to the stress, pain, and illness people were
grappling with in their lives. The intervention needed to be free of the cultural,
religious, and ideological factors associated with the Buddhist origins of
mindfulness, since the objective was not to teach Buddhism or “to make great
meditators™ out of people, but to offer an environment within which to experiment
with a range of novel and potentially effective methods for facing, exploring, and
relieving suffering and understanding the potential power of the mind/body
connection in doing so. At the same time, the program needed to remain faithful
in both spirit and substance to the universal dharma dimension alluded to earlier,
which as noted, lies at the very core of the gesture of mindfulness. The task,
which is always on-going and immediate for the MBSR instructor, is to translate
the meditative challenges and context into a vernacular idiom, vocabulary,
methods, and forms without denaturing the dharma dimension. This requires some
degree of understanding of that dimension, which can only come about through
exposure and personal engagement in practice — learned or deepened either
though meditation retreats at Buddhist centers or through professional training
programs in MBSR with teachers who have themselves trained in that way, or,

ideally, both (see below). We require extensive grounding in mindfulness practice
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as one criteria in hiring new teachers in our own clinic, and these criteria are
outlined in a series of recommendations for assessing teacher readiness and
competency in MBSR instructors in general (Santorelli, 2001; also, see Resources
and Recommendations below). The clinic, embedded within a department of
medicine and a division of preventive and behavioral medicine, was originally
designed to serve as a referral service for physicians and other health providers, to
which they could send medical patients with a wide range of diagnoses and
conditions who were not responding completely to more traditional treatments, or
who were falling through the cracks in the health care system and not feeling
completely satisfied with their medical treatments and outcomes. MBSR was thus
framed from the beginning as a generic challenge to each patient to train in
ancient and potentially transformative meditative practices as a complement to
one’s medical treatments (Kabat-Zinn, 1993). The clinic, in the form of an eight
week outpatient program, was meant to serve as an educational (in the sense of
inviting to come forth what is already present) vehicle through which people
could assume a degree of responsibility for their own well-being and participate
more fully in their own unique movement towards greater levels of health through
cultivating and refining our innate capacity for paying attention and for a deep,
penetrative seeing/sensing of the interconnectedness of apparently separate
aspects of experience, many of which tend to hover beneath our ordinary level of
awareness regarding both inner and outer experience (Kabat-Zinn, 1990,

Santorelli, 1999).
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2) Ifthe experience was “successful” in terms of acceptability of the process to the
participants and the referring physicians, and in terms of attaining measurable
outcomes of clinical significance, it was felt that the program might serve as a
model for other hospitals and medical centers, which indeed has proved to be the
case, and would be adaptable to other contexts in which stress, emotional and
physical pain, or illness and disease were primary concerns. To this end, we
eventually developed a range of professional training programs in MBSR.
Mindfulness-based programs are now offered in hospitals and clinics around the
world, as well as in workplaces, corporate offices, law schools, adult and juvenile

prisons, inner city health centers, and a range of other settings.

Some challenges associated with teaching mindfulness-based interventions

It should be clear from what has been said that mindfulness cannot be taught to others in
an authentic way without practicing it in one’s own life. Mindfulness meditation is not
simply a method that one experiences for a brief time at a professional seminar and then
passes on to others for use pr when tense or stressed. It is a way of being that takes on-
going effort to develop and refine, in TS Eliot’s apt phrase, “A condition of complete
simplicity/(Costing not less than everything)” (Eliot, 1943). It is both the work of a
lifetime and, paradoxically, the work of no time at all — because its field is always this
present moment in its fullness. This paradox can only be understood and embodied

through personal practice over days, weeks, months, and years.
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Recall that practice as we have been utilizing the word is not a mechanical self-repetition
of meditation instructions (although it can sometimes subtly feel that way) but a
commitment to reside as best one can from moment to moment in awareness with an
open heart, a spacious, non-judging, non-reactive mind, and without trying to get
anywhere, achieve anything, reject anything, or fall into either the stream of conceptual
thought or what the Dalai Lama calls “afflictive” or “unwholesome” emotions™
(Goleman, 1997, Goleman, 2002). Since it is virtually inevitable that we will fall into
both the stream of conceptual thought and afflictive emotions over and over again, the
practice involves working intimately and compassionately with whatever arises in the
field of awareness, so that whatever arises is seen and known (recognized) in the field of
awareness as it arises (or as soon as one can). Thus, mindfulness can always be large
cnough to include whatever arises if it can be seen, felt, and known non-conceptually,
th‘rough direct recognition through the five senses (including proprioception) and through
the mind, which in Buddhism is considered another sense door. However, it takes
personal commitment and perseverance in formal practice gradually to establish a degree
of stability in one’s capacity to attend, especially to stressful or aversive objects,
including severe emotional turbulence or enduring dysphoria, and to see beneath the
surface of the phenomena themselves as they arise in the field of experience. Classes and
periodic retreats form a supportive group environment within which practice can develop
and deepen over time for both teachers and students of mindfulness. A working principle
for MBSR teachers is that we never ask more of our patients in terms of practice than we

ask of ourselves on a daily basis. Another is that we are all students of mindfulness.



Mindfulness-Based Interventions
18

The decision to teach mindfulness, even among those with many years of personal
meditation practice, whether they be trained as psychologists, physicians, surgeons, or
other health professionals, can be both intimidating and humb_ling, and understandably so.
Unless the instructor’s experience of mindfulness is based in extensive personal practice,
the teaching and guidance one might bring to the clinical context will have little energy,
meaning, or relevance and that deficit will soon be felt by program participants. For how
can one ask someone else to look deeply into their own mind and body and the nature of
who they are in a systematic and disciplined way if one is unwilling (or too busy or not
interested enough) to engage in this great and challenging adventure oneself, at least to
the degree that one is asking it of one’s patients or clients? How will one know how to
respond appropriately and specifically to their questions if one cannot draw on one’s own
lived experience, not just on book knowledge and concepts, when the practice itself is all
about seeing clearly and transcending (not getting caught up in and blinded by) the
limitations of the conceptual mind (while of course not rejecting the conceptual mind or
the power and utility of thought within the larger context of awareness)? Since people
with stress, pain, and medical conditions of all sorts invariably and quite naturally come
to stress reduction or to various forms of therapy with agendas and goals (and in fact, are
encouraged to define realistic goals for themselves in MBSR), how will a teacher
skillfully reconcile their motivation to achieve those perfectly sensible goals with the
orientation of non-striving and non-doing and of letting go that must inform the
meditation practice and the entire program if it is to be mindfulness? It can only be done
if one feels a deep first-person confidence in the practice, and an equally deep humility in

offering it to others, developed through one’s own intimate engagement and struggles
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with the it. Ultimately, one teaches out of one’s own practice, keeping things grounded in
the actuality of present-moment experience. Of course, a skillful teacher will bring in any
number of things as appropriate to inform and round out the teaching, dialogue, and
practice itself, drawing on his or her professional and personal knowledge base.
However, without the foundation of personal practice, and the embodying (not modeling)
of what it is one is teaching, attempts at mindfulness-based intervention run the risk of
becoming caricatures of mindfulness, missing the radical essence and becoming caught
perhaps by important but not necessarily fundamental and often only superficial

similarities between mindfulness practices and relaxation strategies, cognitive-behavioral

exercises, and self-monitoring tasks.

Over the past ten years, many health professionals have taken on the teaching of
mindfulness-based stress reduction programs, and many programs are very well
established. While there is no formal mechanism for credentialing nor for professional
assessment of teachers at this time, the feedback from their students, when we have
occasion to meet them, is almost always enthusiastic and positive. There is a sense among
those of us teaching mindfulness that we continue to be nurtured by the work itself and
by the practice. That, and a sense of connectedness with local and global communities of

colleagues who do this work, are constant reminders of the importance of staying true to

the spirit of the practice.
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Recent resuits from the Center for Mindfulness and their implications for the
science of the mind/body connection and further studies

From a research perspective, work at the Center for Mindfulness and the Stress Reduction
Clinic has attempted to provide various platforms upon which increasingly rigorous
explorations of aspects of mindfulness and its clinical and social applications could
ultimately be built. A number of early descriptive studies attempted to establish the
validity and short and long-term clinical effectiveness of the MBSR intervention in
patients with a wide range of medical conditions. The major focus of these studies was
the response of patients with various chronic pain conditions (Kabat-Zinn, 1982; Kabat-
Zinn, Lipworth, and Burney, 1985; Kabat-Zinn et al, 1986) in terms of physical and
psychological symptom reduction and adherence with various aspects of the intervention,
especially program completion (Kabat-Zinn and Chapman-Waldrop, 1988; Salmon,
Santorelli, and Kabat-Zinn, 1998), the response of medical patients with secondary GAD
and panic disorder diagnoses (Kabat-Zinn, Massion, Kristeller, et al, 1992; Miller,
Fletcher, and Kabat-Zinn, 1995; Kabat-Zinn, Chapman, and Salmon, 1997), and global
change in trait-based psychological indicators of psychological hardiness and coherence
(Kabat-Zinn, 1996; Kabat-Zinn, Skillings, and Salmon, unpublished study). This work
eventually led us to undertake several small randomized trials, one with patients with
moderate to severe psoriasis undergoing ultraviolet phototherapy treatments (Kabat-Zinn,
Wheeler, Light, et al, 1998), the other a worksite intervention in which we delivered the
eight week MBSR program to company employees and monitored quantitative EEG and
immune responsivity at various times as well as a range of psychosocial measures

(Davidson, Kabat-Zinn, Schumacher, et al, 2003, in press). These studies demonstrated
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clinical effectiveness with two very different mindfulness-based interventions, one
delivered in isolation solely by a tape, the other in the group context of MBSR. Their
ciesigns may serve as models in the design of further and larger studies of the potential
healing and restorative effects of mindfulnéss and MBSR for different classes of

individuals with different life situations.

Skin clearing in psoriasis

In the psoriasis study, we asked if mindfulness could influence a healing process that we
could see and photograph in people with a skin disease that has a strong relationship with
psychological stress, namely psoriasis. Thirty-seven patients with moderate to severe
psoriasis who were candidates for treatment with phototherapy or photochemotherapy
were randomized into two groups. One group (meditators) followed guided mindfulness
meditation instructions delivered by audiotape during their UV treatments (either PUVA
or UVB) on a three-times per week protocol. (For full study design and methods, see
Kabat-Zinn, Wheeler, Light, et al, 1998). This tape included a guided visualization in
which the subject visualized the ultraviolet light slowing down and then stopping the
rapidly growing cells in the epidermis. The other group (usual care) received the light
treatments (either PUVA or UVB) without listening to a tape. The status of each patient
was monitored by clinic nurses, and also documented periodically by photography. The
photographs were rated in terms of skin status by dermatologists blind to the identity and
group assignment of the patient. These ratings were then used to validate or invalidate the
nurses’ necessarily unblinded ratings. A Cox proportional hazards analysis of the

photographically validated data showed that the meditators’ skin cleared at about four



Mindﬁllnes_s-Based Interventions
22

times the rate of the non-meditators (usual care group) during the twelve-week study
period (p=.033). An earlier and smaller study (Bernhard, Kristeller, and Kabat-Zinn,

1988) also found that the meditators’ skin cleared more rapidly than that of the non-

meditators.

While both psoriasis studies suffer from a small sample size, the replicability of the
finding suggests that the effect is real and merits further study. The finding leads to a
number of potentially important, if presently tentative conclusions: (1) That the mind can
positively influence a healing process in a specific disease. (2) That psychological,
participation of this sort on the part of the patient during the light treatments can lead to
reduced time to clearing in at least some patients, and thus to fewer treatments, and thus
to potential cost savings. (3) That the need for fewer light treatments also reduces the risk
of basal cell carcinoma associated with ultraviolet light treatment. (4) That psychological
support, minimal in this intervention since the patient is isolated in the light box, there is
no group experience, and all the instruction in the meditation is via audiotape, cannot be a
major factor in the observed outcome. (5) That the experimental design itself is well-
suited for studying the role of the mind (intention, attention, belief, expectation,
psychological conditioning, visualization) in a specific and readily observable healing
process wi}h a specific disease down to the level of gene expression, including concurrent
investigation of appropriate biological mediators associated with psoriasis, such as
cytokines, transforming growth factor (TGF-a), and Bel-x protein. (7) That since
psoriasis is an uncontrolled cell proliferation, although not oncogenic, such investigations

may shed light on the potential for positive psychological involvement in oncogenic
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processes, such as basal cell carcinoma, which shares some molecular characteristics with
psoriasis. (8) That this design is an example of both integrative (Snyderman and Weil,
2002) and participatory medicine (Kabat-Zinn, 2000), integrative because the meditative
(unconventional) intervention is co-extensive in time and place with the allopathic
treatment, and participatory because the full engagement of the patient’s mind and body
is a critical part of the psychological intervention. All of these areas are suggestive of
further studies which might illuminate critical issues in mind/body medicine and

adjunctive psychological approaches with specific diseases.

The psoriasis study was criticized by Relman on various grounds which were refuted
point by point (Relman, Riley, Kabat-Zinn and Hosmer, 2001). The interchange
highlights the controversy occasionally surrounding questions regarding the quality of the
evidence for conclusions about mind/body phenomena, even from well-designed clinical
trials and even from large epidemiological studies (see “The Great Debate™: Relman and
Angell, 2002; Williams and Schneiderman, 2002). While debates of this kind do
underscore the importance of larger and better designed studies to further establish or
dispute the nascent field of mindfulness-based clinical interventions and their potential
effects in people with specific medical and psychological conditions, they also illuminate
the degree to which well-trained scientists can and should disagree about the status of
evidence underpinning even the most widely accepted of phenomena, at least in the

behavioral and human sciences.
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Brain, immune changes. and emotional processing in a worksite MBSR program

In the worksite study (Davidson, Kabat-Zinn, Schumacher, et al, 2003, in press), 41
employees of a biotechnology company were randomized to either an MBSR condition
(N=25) or a wait-list condition (N=16). The MBSR subjects participated in an eight-week
program during working hours. All subjects underwent extensive laboratory testing on
three occasions, pre and post the eight-week intervention period and at four-month
follow-up using EEG to measure brain electrical activity in response to various emotional
challenges. All subjects were also vaccinated with influenza vaccine at the end of the
eight-week intervention period, and subsequently tested for antibody titer. As originally
hypothesized, we found significant increases in left-sided activation in the anterior
cortical area in the subjects who had undergone MBSR training as compared with the
wait-list controls, Left-sided activation in several anterior regions has been observed
during certain forms of positive emotion and in subjects with more dispositional positive
affect (Davidson, 1999; Davidson, Ekman, Saron, et al, 1990; Goleman, 2002) and right-
sided activation in response to negative emotional challenges (Davidson & Irwin, 1999;
Davidson, 2000; Goleman, 2002). We also found that the meditators displayed a
significantly greater rise in antibody titers from the four-week post-vaccination to the
eight-week blood draw compared to control subjects. Moreover, among the subjects in
the MBSR group, those who showed the greatest pre to post increase in left-sided
activation displayed a significantly larger rise in antibody titers while there was no
significant relationship for control subjects. This study suggests that the MBSR training
can lead to brain changes consistent with more effective handling of negative emotion

under stress. These changes endured for at least four months following the intervention.
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To our knowledge, it is the first study to demonstrate a reliable effect of meditation on an
in vivo measure of immune function and on anterior activation asymmetry in the brain.
The results suggest that there may be multiple biological consequences of mindfulness
training relevant to emotional and physical health, and that such an intervention can be
delivered effectively in a work setting to a broad spectrum of employees and influence
psychological and emotional health under stressful conditions. In light of the findings of
Teasdale et al (Teasdale, Segal, Williams, et al, 2000) and the development of MBCT for
relapse prevention in the treatment of depression (Segal, Williams, and Teasdale, 2001),
mindfulness/acceptance-based treatments for GAD (Roemer and Orsillo, 2002), DBT for
borderline personality disorder (Linehan, 1993), and mindfulness-based therapy for OCD
(Schwartz, 1996), these results suggest that it would be fruitful to explore mindfulness-
based interventions in various affective disorders using an approach that combines
analysis of potentially relevant underlying neurobiological mechanisms and pathways in
combination with affective behavior change indicators, taking advantage of the intrinsic

flexibility of mindfulness-based approaches to different situations in the study design.

A new prostate cancer intervention combining MBSR and dietary intervention

In addition to these studies, a recent uncontrolled pilot study (Saxe, Hebert, Carmody, et
al, 2001) combined and expanded MBSR training with a low-fat vegetarian dietary
intervention to explore the effectiveness of this new 12-week intervention, which
included spouses and significant others, in slowing, arresting, or reversing PSA velocity
in men with prostate cancer who had previously received prostatectomies and who

subsequently proved to have rising PSA levels, indicating metatstatic spread. In a series
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of ten patients, we found that the rate of PSA increase decreased in 8 of the 10 subjects,
while 3 had a decrease in absolute PSA (signed rank test p = 0.01). Estimated median
PSA doubling time increased from 6.5 months before the intervention to 17.7 months
following the intervention. This study demonstrates the potential feasibility and utility of
using the cultivation of mindfulness within the context of MBSR to achieve behavior
changes such as dietary compliance that are frequently difficult to attain and maintain
using strictly behavioral motivators. In this case, the mindfulness training and application
was extended to include bringing mindfulness to shopping and food selection, cooking,
and eating in ways that can enhance dietary adherence. This remains an area of on-going
investigation.

Summary

Baer’s conceptual and empirical review of mindfulness-based interventions points
towards the potential promise of further and increasingly methodologically rigorous
studies in this area. This commentary is meant to highlight as well as contextualize some
of the fundamental opportunities and challenges facing both clinicians and researchers
alike, in the design, delivery, and evaluation of such a deceptively simple yet highly
complex intervention approach and its effective integration with other therapies and

practices in medicine and psychology.

Resources and Recommendations

This commentary necessarily glosses over or leaves undescribed much of the spirit,
substance, and detail of the curriculum of mindfulness-based interventions, the inherent

flexibility of its content and delivery coupled with an invariant reliance on core practices
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and on silence, stillness, self-inquiry, embodiment, emotional sensitivity and acceptance
of the full gamut of its expression, as well as the universal longing in people for
happiness, well-being, resilience, and peace of mind, body, and soul and how it might be
effectively met and honored among participants (Kabat-Zinn, 1990; Santorelli, 1999). It
has perforce also ignored the poetry of mindfulness, and the appropriate uses of the

poetic imagination within mindfulness-based interventions.

Further information on MBSR and its professional training opportunities, standards of
practice, guidelines for providers, background bibliographies on mindfulness, and on-
going projects can be obtained by contacting the Center for Mindfulness in Medicine,
Health Care, and Society at UMass Memorial Medical Center, Shaw Building,
Worcester, MA 01655-0267, or via the website: www.umassmed.edu/cfm. There are also
tra‘ining opportunities in mindfulness-based cognitive therapy. Information for these can
be obtained by contacting Dr. Zindel Segal, Center for Addiction and Mental Health,
Clarke Division, University of Toronto for training programs in North America, and Dr.
John Teasdale, Medical Research Council, Cognition and Brain Sciences Unit,
Cambridge, UK for training programs in Europe. For mindfulness meditation retreats in
the Buddhist Theravada tradition (vipassana), see the website: www.dharma.org. The
Center for_Mindfulness requires that prospective interns have experienced at least one

and preferably two teacher-led ten-day vipassana retreats (or an equivalent) before

enrollment.
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Mindfulness Training as a Clinical Intervention:
A Conceptual and Empirical Review

Ruth A. Baer, University of Kentucky

interventions based on training in mindfulness skills are
becoming increasingly popular. Mindfulness involves In-
tentionally bringing one's attention to the intemal and ex-
ternal experiences occurring in the present moment, and
is often taught through a variety of meditation exercises.
This review summarizes conceptual approaches to mind-
fulness and empirical research on the utility of mindfulness-
based interventions. Meta-analytlc techniques weve in-
corporated to facllitate quantification of findings and
comparison across studies. Although the current empir-
lcal literature includes many methodologica! flaws, find-
ings suggest that mindfulness-based Interventions may
be helpful in the treatment of several disorders. Method-
ologically sound investigations are recommendaed in order
to clarify the utility of these interventions.

Key words: mindfuiness, meditation, meta-analysis,
treatment outcome. [Clin Psychol Scl Prac 10: 125-143,
2003}

Mindfulness is a way of paying attention that originated in
Eastern meditation practices. It has been described as
“bringing one’s complete attention to the present experi-
ence on a moment-to-moment basis” (Madatt & Kris-
teller, 1999, p. 68) and as “paying attention in a particular
way: on purpose, in the present moment, and nonjudg-
mentally” (Kabat-Zinn, 1994, p. 4). The ability to direct
one’s attention in this way can be developed through the
practice of meditation, which is defined as the intentional
self-regulation of attention from moment to moment
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(Goleman & Schwartz, 1976; Kabat-Zinn, 1982). The cur-
rent mindfulness literature describes numerous meditation
exercises designed to develop mindfulness skills (Hanh,
1976; Kabat-Zinn, 1990, 1994; Linehan, 1993b). Many
encourage individuals to attend to the internal experiences
occurring in each moment, such as bodily sensations,
thoughts, and emotions. Others encourage attention to
aspects of the environment, such as sights and sounds
(Kabat-Zinn, 1994; Linehan, 1993b). All suggest that
mindfulness should be practiced with an attitude of non-
judgmental acceptance. That is, phenomena that enter the

-~ individual’s awareness during mindfutness practice, such as

perceptions, cognitions, emotions, or sensations, are ob-
served carefully but are not evaluated as good or bad, true
or false, healthy or sick, or important or trivial (Marlatt &
Kristeller, 1999). Thus, mindfulness is the nonjudgmental
observation of the ongoing stream of internal and external
stimuli as they arise.

Until recently, mindfulness has been a relatively unfa-
miliar concept in much of our culture (Kabat-Zinn, 1982),
perhaps because of its origins in Buddhism. Kabat-Zinn
(2000) suggests that mindfulness practice may be beneficial
to many people in Western society who might be un-
willing to adopt Buddhist traditions or vocabulary. Thus,
Western researchers and clinicians who have introduced
mindfulness practice into mental health treatment pro-
grams usually teach these skills independently of the reli-
gious and cultural traditions of their origins (Kabat-Zinn,
1982; Linehan, 1993b). In the current empirical literature,
clinical interventions based on training in mindfulness skills
are described with increasing frequency, and their popu-
larity appears to be growing rapidly. According to Saltmon,
Santorelli, and Kabat-Zinn (1998), over 240 hospitals and
clinics in the United States and abroad were offering stress
reduction programs based on mindfulness training as of
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1997. Mindfulness training is also a central component of
dialectical behavior therapy (Linehan, 1993a, 1993b), an
increasingly popular approach to the treatinent of border-
line personality disorder. The empirical literature on the
effects of mindfulness training contains many method-
ological weaknesses, but it suggests that mindfulness inter-
ventions may lead to reductions in a variety of problematic
conditions, including pain, stress, anxiety, depressive re-
lapse, and disordered eating (e.g., Kabat-Zinn, 1982; Kabat-
Zinn et al., 1992; Kristeller & Hallett, 1999; Shapiro,
Schwartz, & Bonner, 1998; Teasdale et al., 2000).

This review summarizes the recent literature on mind-
fulness training as a clinical intervention, First, current
methods for teaching mindfulness skills are described.
Next, conceptual approaches that articulate how mindful-
ness skills may be helpful in treating clinical conditions are
summarized. Finally, the empirical literature on the effects
of mindfulness training is reviewed.

This review does not address transcendental meditation
(TM) and other concentration-based approaches, which
have been reviewed elsewhere (Delmonte, 1985; Smith,
1975). Concentration-based approaches train participants
to restrict the focus of attention to a single stimulus, such
as a word (e.g., a mantra), sound, object, or sensation.
When attention wanders, it is redirected to the object of
meditation. No attention is paid to the nature of the dis-
traction. Mindfulness meditation, in contrast, involves ob-
servation of constantly changing internal and external
stimuli as they arise.

This review also does not address Langer’s (1989, 1997)
cognitive model of mindfulness, which includes alertness
to distinctions, context, and multiple perspectives, open-
ness to novelty, and orientation in the present (Sternberg,
2000). Mindfulness interventions studied by Langer and
colleagues (e.g., Langer, 1989; Langer 8 Moldoveanu,
2000) often include teaching participants to consider in-
formation or situations from multiple perspectives or
within new contexts in order to increase learning or cre-
ativity. Although this concept of mindfislness shares with
meditative approaches an emphasis on flexible awareness in
the present, several important differences can be noted.
Langer’s (1989) mindfulness interventions usually involve
working with material external to the participants, such as
information to be learned or manipulated, and often in-~
clude active, goal-oriented cognitive tasks, such as solving
problems. In contrast, the meditation-based approaches

described in this review often are directed toward the in-
ner experiences of the individual (e.g., thoughts, emo-
tions) and emphasize a less goal-directed, nonjudgmental
observation. Langer (1989) has cautioned against drawing
unwarranted parallels between the two forms of mindful-
ness, noting that they are derived from very different his-
torical and cultural backgrounds,

INTERVENTIONS BASED ON MINDFULNESS TRAINING
Mindfulness-Based Stress Reduction

The most frequently cited method of mindfulness training
is the mindfulness-based stress reduction (MBSR) pro-
gram, formerly known as the stress reduction and relax-
ation program (SR-RP; Kabat-Zinn, 1982, 1990). It was
developed in a behavioral medicine setting for populations
with a wide range of chronic pain and stress-related disor-
ders. The program is conducted as an 8- to 10-week course
for groups of up to 30 participants who meet weekly for
2-2.5 hr for instruction and practice in mindfilness med-
itation skills, together with discussion of stress, coping, and
homework assignments. An all-day (7-8-hr) intensive
mindfulness session usually is held around the sixth week.
Several mindfulness meditation skills are taught. For ex-
ample, the body scan is a 45-min exercise in which atten-
tion is directed sequentially to numerous areas of the body
while the participant is lying down with eyes closed. Sen-
sations in each area are carefully observed. In sitting med-
itation, participants are instructed to sit in a relaxed and
wakeful posture with eyes closed and to direct attention to
the sensations of breathing. Hatha yoga postures are used
to teach mindfulness of bodily sensations during gentle
movements and stretching. Participants also practice mind-
fulness during ordinary activities like walking, standing,
and eating,

Participants in MBSR are instructed to practice these
skills outside group meetings for at least 45 min per day, six
days per week. Audiotapes are used early in treatment, but
participants are encouraged to practice without tapes after
a few weeks. For all mindfilness exercises, participants are
instructed to focus attention on the target of observation
(e.g., breathing or walking) and to be aware of it in each
moment. When emotions, sensations, or cognitions arise,
they are observed nonjudgmentally. When the participant
notices that the mind has wandered into thoughts, mem-
ories, or fantasies, the nature or content of them is briefly
noted, if possible, and then attention is returned to the

CLINICAL PSYCHOLOGY: SCIENCE AND PRACTICE - V10 N2, SUMMER 2003 126



present moment. Thus, participants are instructed to no-
tice their thoughts and feelings but not to become absorbed
in their content (Kabat-Zinn, 1982). Even judgmental
thoughts (e.g., “this is a foolish waste of time”) are to be
observed nonjudgmentally. Upon noticing such a thought,
the participant might label it as a judgmental thought, or
simply as “thinking,” and then return attention to the pres-
ent moment. An important consequence of mindfulness
practice is the realization that most sensations, thoughts,
and emotions fluctuate, or are transient, passing by “like
waves in the sea” (Linehan, 1993b, p. 87).

Mindfulness-Based Cognitive Therapy

Teasdale, Segal, and Williams (1995) proposed that the
skills of attentional control taught in mindfulness medita-
tion could be helpful in preventing relapse of major de-
pressive episodes. Their information-processing theory of
depressive relapse suggests that individuals who have ex-
perienced major depressive episodes are vulnerable to re-
currences whenever mild dysphoric states are encountered,
because these states may reactivate the depressive thinking
patterns present during the previous episode, or episodes,
thus precipitating a new episode. Mindfulness-based cog-
nitive therapy (MBCT) is a manualized (Segal, Williams, &
Teasdale, 2002) 8-week group intervention based largely on
Kabat-Zinn's (1990) MBSR program. It incorporates ele-
ments of cognitive therapy that facilitate a detached or de-
centered view of one’s thoughts, including statements such
as “thoughts are not facts” and “I am not my thoughts.”
This decentered approach also is applied to emotions and
bodily sensations. MBCT is designed to prevent depressive
relapse by teaching formerly depressed individuals to ob-
serve their thoughts and feelings nonjudgmentally, and to
view them simply as mental events that come and g0,
rather than as aspects of themselves, or as necessarily accu-
rate reflections of reality. This attitude toward depression-
related cognitions is believed to prevent the escalation of
negative thoughts into ruminative patterns (Teasdale et al,
1995).

INTERVENTIONS INCORPORATING
MINDFULNESS TRAINING

Dlalectical Behavior Therapy

Dialectical behavior therapy (DBT) is a multifaceted ap-
proach to the treatment of borderline personality disorder
(Linehan, 1993a, 1993b). It is based on a dialectical world-
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view, which postulates that reality consists of opposing
forces. The synthesis of these forces leads to a new reality,
which in turn consists of opposing forces, in a continual
process of change. In DBT, the most central dialectic is the
relationship between acceptance and change. Clients are
encouraged to accept themselves, their histories, and their
current situations exactly as they are, while working in-
tensively to change their behaviors and environments in
order to build a better life. The synthesis of this apparent
contradiction is a central goal of DBT,

DBT includes a wide range of cognitive and behavioral
treatment procedures, most of which are designed to
change thoughts, emotions, or behaviors. Mindfilness
skills are taught in DBT within the context of; synthesizing
acceptance and change. Although the skills taught are sim-
ilar to those targeted in MBSR, including nonjudgmental
observation of thoughts, emotions, sensations, and envi-
ronmental stimuli, the concepts are organized somewhat
differently. For example, Linehan (1993a, 1993b) describes
three mindfulness “what” skills (observe, describe, par-
ticipate) and three mindfulness “how” skills (nonjudg-
mentally, one-mindfully, effectively). DBT clients learn
mindfulness skills in a year-long weekly skills group, which
also covers interpersonal effectiveness, emotion regulation,
and distress tolerance skills. Clients work with their indi-
vidual therapists on applying skills learned in group to their
daily lives.

Linehan (1994) notes that some severely impaired in-
dividuals may be unable or unwilling to meditate as
extensively as Kabat-Zinn’s (1990) MBSR. program rec-
ommends. Thus, DBT does not prescribe a specific fre-
quency or duration of mindfulness practice. Instead, goals
for mindfulness practice are established by individual
clients and their therapists, DBT offers numerous mind-
fulness exercises from which clients may choose (some
adapted from Hanh, 1976). In one example, clients imag-
ine that the mind is a conveyor belt. Thoughts, feelings,
and sensations that come down the belt are observed, la-
beled, and categorized. In another exercise, clients imag-
ine that the mind is the sky, and that thoughts, feelings, and
sensations are clouds that they watch passing by. Several
variations on observing the breath are taught, including
following the breath in and out, counting breaths, coordi-
nating breathing with footsteps while walking, and fol-
lowing the breath while listening to music. Some exercises
eacourage mindful awareness during everyday activities,
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such as making tea, washing dishes or clothes, cleaning
house, or taking a bath.

Acceptance and Commitment Therapy
Acceptance and commitment therapy (ACT; Hayes,

Strosahl, & Wilson, 1999) is theoretically based in con-
temporary behavior analysis (Hayes & Wilson, 1993). Al-
though ACT does not describe its treatment methods in
terms of mindfulness or meditation, it is included here be-
cause several of its strategies are consistent with the mind-
fulness approaches described. Clients in ACT are taught to
recognize an observing self who is capable of watching his
or her own bodily sensations, thoughts, and emotions.
They are encouraged to see these phenomena as separate
from the person having them. For example, they are taught
to say, “I'm having the thought that I'm a bad person,”
rather than “I'm a bad person” (Kohlenberg, Hayes, &
Thai, 1993, p. 588). They also are encouraged to experi-
ence thoughts and emotions as they arise, without judging,
evaluating, or attempting to change or avoid them. Hayes
(1987) describes an exercise in which the client imagines
that his or her thoughts are written on signs carried by
parading soldiers. The client’s task is to observe the parade
of thoughts without becoming absorbed in any of them.
ACT explicitly teaches clients to abandon attempts to con-
trol thoughts and feelings, but instead to observe them non-
judgmentally and accept them as they are, while changing
their behaviors in constructive ways to improve their lives
(Hayes, 1994).

Relapse Prevention

Relapse prevention (RP; Madatt & Gordon, 1985) is a
cognitive-behavioral treatment package designed to fore-
stall relapses in individuals treated for substance abuse.
Mindfulness skills are included as a technique for coping
with urges to engage in substance use. Marlatt (1994) notes
that mindfulness involves acceptance of the constantly
changing experiences of the present moment, whereas ad-
diction is an inability to accept the present moment and a
persistent seeking of the next “high” associated with the
addiction. The metaphor of “urge surfing” encourages
clients to imagine that urges are ocean waves that grow
gradually until they crest and subside. The client “rides”
the waves without giving in to the urges, thus learning
that urges will pass. However, the client also learns that
new urges will appear and that these urges cannot easily be

eliminated. [nstead, urges must be accepted as iormal re-
sponses to appetitive cues. Mindfulness skills enable the
client to observe the urges as they appear, accept them non-
judgmentally, and cope with them in adaptive ways.

CONCEPTUAL APPROACHES: HOW MINDFULNESS
SKILLS MAY RELP

The authors of these treatment strategies have suggested
several mechanisms that may explain how mindfilness
skills can lead to symptom reduction and behavior change.

Exposure
The first published study of the effects of MBSR. (Kabat-
Zinn, 1982) described its application in patients with
chronic pain. MBSR is based, in part, on traditional med-
itation practices, which often include extended periods of
motionless sitting. Although a relaxed posture typically is
adopted, prolonged motionlessness can lead to pain in
muscles and joints. Mindfulness meditation instructors of-
ten encourage students not to shift position to relieve the
pain, but instead to focus carefirl attention directly on the
pain sensations, and to assume a nonjudgmental attitude
toward these sensations, as well as toward the various cog-
nitions (“this is unbearable™) emotions (anxdety, anger),
and urges (to shift position) that often accompany pain
sensations. The ability to observe pain sensations non-
judgmentally is believed to reduce the distress associated
Kabat-Zinn (1982) suggests that application of this
strategy by chronic pain patients might serve several func-
tions. For example, prolonged exposure to the sensations
of chronic pain, in the absence of catastrophic conse-
quences, might lead to desensitization, with a reduction
over time in the emotional responses elicited by the pain
sensations. Thus, the practice of mindfulness skills could
lead to the ability to experience pain sensations without
excessive emotional reactivity. Even if pain sensations were
not reduced, suffering and distress might be alleviated.
Kabat-Zinn et al. (1992) describe a similar mechanism
for the potential effects of mindfulness training on anxi-
ety and panic. Sustained, nonjudgmental observation of
anxiety-related sensations, without attempts to escape or
avoid them, may lead to reductions in the emotional reac-
tivity typically elicited by anxiety symptoms. This approach
is similar to the interoceptive exposure strategy described
by Barlow and Craske (2000), who instruct clients to in-

CLINICAL PSYCHOLOGY: SCIENCE AND PRACTICE - V10 N2, SUMMER 2003 128



duce symptoms of panic through exercises such as hyper-
ventilation and aerobic activity, and to practice tolerating
these sensations until they subside. In contrast, however,
mindfulness training does not include the deliberate in-
duction of panic symptoms. Instead, participants are in-
structed to observe these sensations nonjudgmentally when
they naturally arise.

Linehan (1993a, 1993b) describes individuals with bor-
dedine personality disorder as emotion phobic. That is,
they are often afraid of experiencing strong negative affec-
tive states, This fear is understandable, because their neg-
ative affective states typically are very intense. However,
their attempts to avoid these states often have maladaptive
consequences. Linehan (1993a, 1993b) suggests that pro-
longed observation of current thoughts and emotions,
without trying to avoid or escape them, can be seen as an
example of exposure, which should encourage the extinc-
tion of fear responses and avoidance behaviors previously
elicited by these stimuli. Thus, the practice of mindfulness
skills may improve patients’ ability to tolerate negative
emotional states and ability to cope with them effectively.

Cognitive Change
Several authors have noted that the practice of mindfulness
may lead to changes in thought patterns, or in attitudes
about one’s thoughts. For example, Kabat-Zinn (1982,
1990) suggests that nonjudgmental observation of pain and
anxiety-related thoughts may lead to the understanding
that they are “just thoughts,” rather than reflections of truth
or reality, and do not necessitate escape or avoidance
behavior. Similarly, Linehan (1993a, 1993b) notes that ob-
serving one’s thoughts and feelings and applying descrip-
tive labels to them encourages the understanding that they
are not always accurate reflections of reality. For example,
feeling afraid does not necessarily mean that danger is im-
minent, and thinking “I am a failure” does not make it
true. Kristeller and Hallett (1999), in a study of MBSR in
patients with binge eating disorder, cite Heatherton and
Baumeister’s (1991) theory of binge eating as an escape
from self-awareness and suggest that mindfulness training
might develop nonjudgmental acceptance of the aversive
cognitions that binge-eaters are thought to be avoiding,
such as unfavorable comparisons of self to others and per-
ceived inability to meet others’ demands.

Teasdale (1999) and Teasdale et al. (1 995), in their
discussion of MBCT, suggest that the nonjudgmental,
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decentered view of one’s thoughts encouraged by mind-
fulness training may interfere with ruminative patterns
believed to be characteristic of depressive episodes (Nolen-
Hoeksema, 1991). That is, mindfulness training may en-
able formedy depressed individuals to notice depressogenic
thoughts and to redirect attention to other aspects of the
present moment, such as breathing, walking, or environ-
mental sounds, thus avoiding rumination. Teasdale has
described this perspective on one’s thoughts as “meta-
cognitive insight.” Teasdale et al. (1995) also note that a
practical advantage of mindfulness skills in encouraging
cognitive change is that they can be practiced at any time,
including during periods of remission, when depresso-
genic thinking may be occurring too rarely to permit reg-
ular practice of traditional cognitive therapy exercises, such
as identification and disputing of cognitive distortions.
That is, a mindful perspective about one’s thoughts can be
applied to all thoughts,

Self-Management

Several authors have noted that improved self-observation
resulting from mindfulness training may promote use of a
range of coping skills. For example, Kabat-Zinn (1982)
suggests that increased awareness of pain sensations and
stress responses as they occur may enable individuals to en-
gage in a variety of coping responses, including skills not
included in their treatment program. Kristeller and Hallett
(1999) suggest that the self-observation skills developed
through mindfulness training might lead to improved
recognition of satiety cues in binge eaters, as well as in-
creased ability to observe urges to binge without yielding
to them. Marlatt (1994) suggests a similar effect in patients
recovering from addictions. Teasdale et al. (1995) note that
mindfulness training encourages awareness of all cognitive
and emotional events as they occur, including those that
may be early signs of potential depressive relapse. Thus,
mindfulness training may promote recognition of eatly
signs of a problem, at a time when application of previously
learned skills will be most likely to be effective in prevent-
ing the problem. Linehan (1993b) suggests that nonjudg-
mental observation and description permits recognition
of the consequences of behaviors (e.g., irritating one’s boss
with frequent lateness) in place of global judgments about
the self (e.g., “I am a bad employee”). This recognition
may lead to more effective behavior change, including re-
duction of impulsive, maladaptive behaviors. Linehan
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(1993b) also suggests that learning to focus “ome-
mindfully” on the present moment develops control of at-
tention, a useful skill for individuals who have difficulty
completing important tasks because they are distracted by
worries, meémories, or negative moods.

Relaxation

The relationship between meditation and relaxation is
somewhat complex. Several authors (Goldenberg et al.,
1994; Kabat-Zinn et al., 1998; Kaplan, Goldenberg, &
Galvin-Nadeau, 1993) have suggested that mindfulness-
based stress reduction may be applicable to stress-related
medical disorders, including psoriasis and fibromyalgia.
These authors note that meditation often induces relax-
ation, which may contribute to the management of these
disorders. The induction of relaxation through various
meditation strategies has been well documented (Benson,
1975; Orme-Johnson, 1984; Wallace, Benson, & Wilson,
1984). However, the purpose of mindfulness training is
not to induce relaxation, but instead to teach nonjudg-
mental observation of current conditions, which might
include autonomic arousal, racing thoughts, muscle ten-
sion, and other phenomena incompatible with relaxation.
In addition, evidence suggests that relaxation effects are
not unique to meditation, but are common to many re-
laxation strategies (Shapiro, 1982). Thus, although practice
of mindfulness exercises may lead to relaxation, this out-
come may not be a primary reason for engaging in mind-
fulness skills.

Acceptance

The relationship between acceptance and change is a cen-
tral concept in current discussions of psychotherapy (Hayes,
Jacobsen, Follette, & Dougher, 1994). Hayes (1994) sug-
gests that acceptance involves “experiencing events fully
and without defense, as they are” (p. 30), and notes that
empirically oriented clinicians may have overemphasized
the importance of changing all unpleasant symptoms,
without recognizing the importance of acceptance. For
example, an individual who experiences panic attacks may
engage in numerous maladaptive behaviors in an attempt
to prevent future attacks, including drug and alcohol abuse,
avoidance of important activities, and excessive anxious
vigilance toward bodily states. If the individual could ac-
cept that panic attacks may occasionally occur and that
they are time-limited and not dangerous, panic attacks
would become unpleasant but brief experiences to be tol-

erated, rather than fearsome and dangerous experiences to
be avoided, even at the cost of significant maladaptive be-
havior.

All of the treatment programs reviewed here include ac-
ceptance of pain, thoughts, feelings, urges, ot other bod-
ily, cognitive, and emotional phenomena, without trying
to change, escape, or avoid them. Kabat-Zinn (1990) de-
scribes acceptance as one of several foundations of mind-
fulness practice. DBT provides explicit training in several
mindfulness techniques designed to promote acceptance of
reality. Thus, it appears that mindfulness training may pro-
vide a method for teaching acceptance skills,

Relationship Between Mindfulness Training and Cognitive-
Behavioral Approaches
This discussion suggests that mindfulness training is con-
sistent with cognitive-behavioral treatment procedures in
several ways. Training in self-directed attention can result
in sustained exposure to sensations, thoughts, and emo-
tions, resulting in desensitization of conditioned responses
and reduction of avoidance behavior. Cognitive change
appears to result from viewing one’s thoughts as temporary
phenomena without inherent worth or meaning, rather
than as necessarily accurate reflections of reality, health,
adjustment, or worthiness. Practice of meditation also may
lead to relaxation and improved self-management.
However, mindfulness training differs from traditional
cognitive-behavioral treatment in important ways. For ex-
ample, mindfulness training does not include the evalua-
tion of thoughts as rational or distorted, or systematic
attempts to change thoughts judged to be irrational. In-
stead, participants are taught to observe their thoughts, to
note their impermanence, and to refrain from evaluating
them. Another important difference is that traditional
cognitive-behavioral procedures usually have a clear goal,
such as to change a behavior or thinking pattern. In con-
trast, mindfuiness meditation is practiced with a seemingly
paradaxical attitude of nonstriving. That is, although a task
is prescribed (e.g., sit still, close your eyes, and pay atten-
tion), no specific goal is adopted. Participants are not to
strive to relax, reduce their pain, or change their thoughts
or emotions, although they may have sought treatment for
these purposes. They are simply to observe whatever is
happening in each moment without judging it. Finally,
mindfulness researchers have suggested that effective teach-
ing of mindfulness skills by mental health professionals re-
quires that they engage in their own regular mindfulness
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practice (Segal et al., 2002). Professionals using more tra-
ditional cognitive-behavioral strategies generally are not
expected to engage in regular practice of the skills they are
teaching,

Although the practice of mindfulness generally involves
acceptance of current reality, rather than systematic at-
tempts to change reality, individuals who practice these
skills may experience reductions in a variety of symptoms.
The empirical literature addressing this issue is reviewed
next.

EMPIRICAL RESEARCH ON MINDFULNESS-BASED
INTERVENTIONS

The empirical literature investigating the effects of mind-
fulness-based interventions is reviewed here. Meta-analytic
procedures were incorporated to facilitate quantification of
findings and comparisons across studies. To locate relevant
studies, a computer search (using Psyclnfo and Medline
darabases) was conducted of articles and chapters including
the terms mindfulness or meditation. Reference lists of all
articles were searched for additional articles. Studies were
included if they were published in English and compared
a group of participants trained in mindfulness with a group
not trained, or a group who provided data before and af-
ter mindfulness training. Unpublished dissertations and
conference papers were excluded, as were studies address-
ing nonmindfulness forms of meditation, such 4s transcen-
dental meditation (TM). Studies of mindfulness as defined
by Langer (1989, 1997) also were excluded, for reasons
described earlier. Twenty-one studies meeting these cri-
teria were found.

For each study, several demographic and methodolog-
ical varisbles were coded, including number, type, and
characteristics of participants, research design, the nature of
the mindfulness intervention, type of comparison group,
whether participants were randomly assigned to interven-~
tion or comparison groups, the dependent variables re-
ported, and follow-up intervals and data.

Bffect sizes (Cohen’s d) were calculated for all studies
that provided sufficient data. Cohen's d expresses effect size
in standard deviation units; thus, an effect size of 10ona
given dependent measure indicates that the treatment
group scored one standard deviation better, on average,
than the comparison group on that measure. For studies
using between-groups designs, effect sizes were calculated
with the following formula: d = (M, - M)/SD,, in which
M, = the mean of the treatment group on a specific mea-
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sure, M, = the mean of the comparison group on that mea-
sure, and SD, = the pooled standard deviation of the two
groups. If means or standard deviations were not provided,
effect sizes were calculated from the significance level (»).
For studies using within-groups designs, effect sizes were
calculated from ¢ or F (1 df), ot from the significance level
when ¢ or F were not reported. Calculations of effect sizes
relied on methods described by Rosenthal (1984).

Overview of Treatment Literature

Studies examining the effects of mindfulness-based inter-
ventions are summarized in Table 1. The studies are
grouped by participant population, beginning with stud-
ies of chronic pain patients. Next are studies of patients
with other Axis I disorders (anxiety, eating, and major de-
pressive disorders), followed by studies of patients with
other medical problems (fibromyalgia, psoriasis, and can-
cer). Next are studies with mixed populations, including
psychotherapy and medical patients. The last group in-
cludes studies of nonclinical populations (students and
other volunteers). Within each group studies are listed in
order of publication date.

Sample sizes in these studies have ranged from 16 to
142. Mean age of participants has ranged from 38-50 years,
with a mean of 45 years. Gender ratio of the samples has
ranged from 0 to 46% male. Education and race/ ethnicity
were rarely reported.

Nine studies used pre-post designs with no control
group. Nine used between-groups designs with Treatment
As Usual (TAU) or waiting-list control groups. Most stud-
ies used the 8-10 week MBSR group intervention (Kabat-
Zinn,1982, 1990), or a variation of this intervention
tailored to the population under study. Two studies (Teas-
dale et al., 2000; Williams, Teasdale, Segal, & Soulsby,
2000) examined MBCT. Dependent variables have in-
cluded a variety of self-report measures of pain, other med-
ical symptoms, anxiety, depression, eating behaviors, and
general psychological functioning, as well as objective
measures such as analysis of urine chemistry.

For each study effect sizes were calculated separately
for each dependent measure completed at the conclusion
of treatment and at all reported follow-up intervals. Post-
treatment effect sizes then were averaged across dependent
measures within studies, yielding a single posttreatment
effect size for each study. Similarly, effect sizes for all de-
pendent measures completed at all follow-up intervals were
averaged, yielding a single follow-up effect size for each
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study that reported follow-up data. Mean posttreatment
and follow-up effect sizes are presented in the final two
columns of Table 1.

No studies of DBT, ACT, or RP were included, be-
cause none were found that examined the mindfulness
component independently of the behavior change strate-
gies also included in these treatment approaches. Thus,
although empirical studies support the efficacy of these
treatments (Curry, Marlatt, Gordon, & Baer, 1988; Ito,
Donovan, & Hall, 1988; Koons et al., 2001; Linehan, Arm-
strong, Suarez, Allmon, & Heard, 1991;Linehan, Heard, &
Armstrong, 1993; Linehan, Tutek, Heard, & Armstrong,
1994; Strosahl, Hayes, Bergan, & Romano, 1998; Zettle &
Raines, 1989), the relative contribution of mindfiilness
training to these treatment effects has not been investi-
gated. In contrast, studies of MBCT were included, be-
cause mindfulness training appears to be the central focus
of this approach, although some cognitive techniques have
been incorporated.

General Findings

Chronic Pain.  Four studies have examined the effects of
MBSR on patients with chronic pain. The first study
(Kabat-Zinn, 1982) describes pre-post data for 51 patients.
The second study (Kabat-Zinn, Lipworth, & Burney,
1985), has two parts. Part 1 presents pre-post data for a
sample of 90 patients, including the 51 patients from
Kabat-Zinn (1982). In Part 2, 21 of these 90 patients are
compared to 21 other pain patients who had received TAU
in the pain clinic but had not participated in MBSR.. Parts
1 and 2 of this study are entered separately in Table 1. The
third study (Kabat-Zinn, Lipworth, Burney, & Sellers,
1987) is an extensive series of follow-up evaluations of
chronic pain patients who had completed MBSR. over the
preceding several years, including patients in the previous
two studies. Thus, the first four entries in Table 1 are de-
rived from three published articles with overlapping pa-
ticipant samples. Finally, Randolph, Caldera, Tacone, and
Greak (1999) investigated the effects of MBSR. in an in-
dependent sample of 78 chronic pain patients.

In general, findings for chronic pain patients show sta-
tistically significant improvements in ratings of pain, other
medical symptoms, and general psychological symptoms.
Many of these changes were maintained at follow-up eval-
uations. Most of these comparisons used pre-post designs
with no control group.

Axis I Disorders, Kabat-Zinn et al. (1992) examined a
sample of 22 patients with generalized anxiety and panic
disorders, and found significant improvements in several
measures of anxiety and depression, both at posttreatment
and at 3-month follow-up. A no-treatment control group
was not included. Miller, Fletcher, and Kabat-Zinn (1995)
reported a 3-year follow-up of the same participants and
found that treatment gains had been maintained.

Kristeller and Hallett (1999) examined the effects of
MBSR on binge eating disorder. In a pre-post design with
no control group, 18 female patients showed statistically
significant improvements in several measures of eating and
mood.

Teasdale et al. (2000) examined the effects of MBCT on
rates of depressive relapse in a large sample of patients
whose major depressive disorder (MDD) had remitted af-
ter treatment with medication. All participants had dis-
continued their medications at least 12 weeks before the
study began. Patients were randomly assigned to either
MBCT (8-week manualized group treatment) or TAU and
then followed for 1 year. For patients with three or more
previous depressive episodes, results showed much lower
relapse rates for MBCT patients (37% of patients relapsed)
than for the TAU group (66% of patients relapsed) during
the 1-year follow-up period. However, relapse rates for
the MBCT and TAU groups did not differ for patients with
only one or two previous episodes.

Using a subset of the participants from Teasdale et al.
(2000), J. M. G. Williams et al. (2000) found that those
who had completed MBCT produced fewer general and
more specific memories when asked to recall events from
their pasts in response to cue words. The authors speculate
that mindfulness training may modify the overgeneral
autobiographical memory believed to be characteristic of
individuals with depression (Kuyken & Brewin, 1995).

Other Medical Disorders. Two studies have investigated
effects of MBSR on fibromyalgia. Both reported improve-
ments in a variety of symptoms. In a study of psoriasis pa-
tients, Kabat-Zinn et al. (1998) found that patients who
listened to mindfulness audiotapes during individual light-
therapy sessions showed quicker clearing of their skin
(Mdn = 65 days) than did patients who received light ther-
apy alone (Mdn = 97 days). Speca, Carlson, Goodey, and
Angen (2000) examined the effects of MBSR in 2 group
of cancer patients and reported significant reductions in
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mood disturbance and stress levels. Carlson, Ursuliak,
Goodey, Angen, and Speca (2001) reported that these
changes were maintained at 6-month follow-up.

Mixed Clinical Populations. Kutz et al. (1985) studied a
sample of long-term psychodynamic therapy patients with
diagnoses including anxiety and obsessive neuroses, and
narcissistic and borderline personality disorders. They
completed a 10-week MBSR program while continuing
with their individual psychotherapy and showed statisti-
cally significant improvements in a variety of self- and
therapist-rated symptoms. Roth and Creasor (1997) stud-
ied outpatients from a low-income, primarily Latino pop-
ulation attending an inner city health clinic and showed
statistically significant improvements on several measures of
medical and psychological functioning, Reibel, Greeson,
Brainard, and Rosenzweig (2001) studied medical patients
with a variety of medical and psychiatric diagnoses and
found significant improvements in medical and psycho-
logical symptoms. None of these studies used control

groups.

Nonclinical Populations, Massion, Teas, Hebert, Wert-
heimer, and Kabat-Zinn (1995) analyzed urine levels of a
melatonin metabolite in two groups of women. Levels
were significantly higher in women previously trained in
MBSR who continued to meditate regularly than in wo-
men who had never been trained and did not meditate.
The authors cite previous findings suggesting that mela-
tonin level may be related to immune function (Bartsch et
al,, 1992; Guerrero & Reiter, 1992), and suggest that mind-
fulness meditation may influence health status through its
effects on melatonin. Astin (1997) and Shapiro et al. (1998)
studied student populations who completed group MBSR,,
reporting significant effects on psychological symptoms,
empathy ratings, and spiritual experiences. Both of these
studies used waiting-list control groups. Williams, Kolar,
Reger, and Pearson (2001) studied community volunteers
who completed MBSR. to reduce their stress levels, re-
porting significant improvements in medical and psycho-
logical symptoms,

Mean Effect Size at Posttreatment

Posttreatment effect sizes ranged from 0.15 to 1.65. An
overall mean of these effect sizes, collapsed across studies,
was calculated. In order to include only independent mean
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effect sizes in this calculation, the effect sizes obtained from
Kabat-Zinn (1982) and Parts 1 and 2 of Kabat-Zinn et al.
(1985) first were averaged, because these comparisons have
overlapping participant samples. Similarly, the mean effect
sizes obtained for Teasdale et al. (2000) and J. M. G.
Willianis et al. (2000) were averaged, because these two
studies also have overlapping participant samples. Afrer
these preliminary caleulations, 15 independent posttreat-
ment mean effect sizes, each from a separate sample, were
available for analysis. Their mean was 0.74 (SD = 0.39).
When each of these 15 effect sizes was weighted by sample
size, overall mean effect size was 0.59.

Mean Effect Size at Follow-Up

Follow-up data were reported less often. Effect sizes at
follow-up ranged from 0.08 to 1.35. Before an overall
mean of these effect sizes was calculated, mean effect sizes
obtained from studies with overlapping participant samples
were averaged. The overall mean of these independent
follow-up effect sizes was 0.59 (SD = 0.41).

Cohen (1977) has described effect sizes of d = 0.2, d =
0.5, and d = 0.8 as small, medium, and large, respectively,
Thus, on the average, the literature reviewed here suggests
that mindfulness-based interventions have yielded at least
medium-sized effects, with some effect sizes falling within
the large range. Many of the effect sizes calculated for these
studies are probably conservative, because several studies
did not present means, standard deviations, or ¢ values,
making it necessary to calculate d from the pvalue. In many
cases exact p values were not reported. Instead, for ex-
ample, a p value between .01 and .05 might have been re-
ported as .05, which was then used to compute d. Larger
ps yield smaller ds. In addition, when findings were re-
ported only as nonsignificant, effect sizes of zero were
recorded. If means, SDs, or ¢ values had been reported in
these cases, the calculated effect size might have been larger
than zero.

Refationships Between Mean Effect Size at Posttreatment and
Study Characteristics

Relationships between mean effect sizes at posttreatment
and selected methodological variables can be seen in Table
2. (Follow-up effect sizes are not included in this table.)
The small number of studies available and the noninde-
pendence of some of the effect sizes make statistical analy-
ses of these differences impractical. Thus, these findings



Table 2. Mean effect size at posttreatment and methodological variabsles

Variable N Meand sD
Research
Pae-postw 8 0.71 0.44
Between group 10 0.69 0.34
Random assignment
(between )
Yes froup 7 075 034
No 3 0.55 0.38
of contro!
Tysvemtnst group 5 0.74 0.44
TAU 4 055 0.20
Partidpant population
cmm :n?n 4 0.37 024
Other Axis [* 4 0.96 047
MedicalP 4 055 0.08
Nondinical® 4 092 044
Dependent measure
Pain 17 0.31 030
Other medical (self-rated)* 11 044 0.26
Anxiety 8 0.70 o.gz,
Dapression 5 0.86 0.
Stress 2 063 0.02
Global psychological* 18 0.64 0.42
Objective medical’ 2 0.80 0.25
Method of Calculating d
Using Ms and SDs, or ¢ 10 0.87 0.40
Usingp 8 0.48 0.22

“Includes anxlety, depression, and binge eating.

“ncludes fibromyalgla, psoriasis, and cancer.

9ncludes students and nonclinical volunteers.

“includes fatigue and sleep ratings, and medical symptom checklist,
*includes POMS total mood disturbance, SCL-90-R GSt.

‘Includes urine and skin analysis.

should be interpreted cautiously, as differences may not be
significant. Mean effect sizes were similar for studies using
pre-post and between-groups designs. Mean effect size was
somewhat larger when participants had been randomly as-
signed to groups. Studies using waiting-list control groups
yielded slightly larger effect sizes than those using TAU.
When organized by type of participant, mean effect sizes
appear somewhat larger for comparisons using nonclinical
populations or patients with selected Axis I problems than
for those with chronic pain or medical problems. When
organized by the type of dependent variable, mean effect
sizes ranged from 0.31 for pain measures to 0.86 for mea-
sures of depression.

Finally, effect sizes derived from means and SDs or ¢ val-
ues were somewhat lasger, on average (0.87) than those
derived from p values (0.48). This finding illustrates the im-
portance of including means, standard deviations, and ¢
values in future research. Given the small number of avail-
able studies, examination of interactions between method
of calculating d and other methodological variables is not
feasible. However, because none of the chronic pain stud-

ies reported means, SDs, or ¢ values, effect sizes for these
studies were calculated from p values. It is possible that
mean effect size for chronic pain patients might have been
larger if these studies had provided additional data.

Clinlcal Significance of Findings

The clinical significance of the changes reported in these
studies is difficult to assess. Several studies reported only
raw scores on dependent measures, whereas others re-
ported percentage change in scores or the statistical signi-
ficance of the change in scores. In these cases the severity
of participants’ problems before treatment, or their prox-
imity to the normal range of functioning afterwards, can-
not readily be determined.

In order to assess the clinical significance of some of
the findings reviewed here, reported raw scores for more
frequently used dependent measures were converted to
‘T-score equivalents or ranges of functioning, with use of
the instruments’ published manuals or profile sheets. For
example, several studies reported pre- and posttreatment
raw scores for the Global Severity Index (GSI) of the
Symptom Checklist 90-Revised (SCL-90-R) (Derogatis,
1983). These scores were converted to T scores (T-score
equivalents for males and females were averaged) and then
averaged across studies. This procedure yielded 2 mean
pretest T score for the GSI of 67, with a mean posttest T
score of 60. Because T scores have a mean of 50 and a SD
of 10, this finding suggests that patients scored neardy 2 SDs
above the mean before treatment and 1 SD above the mean
after treatment. Several studies using the GSI could not be
included in this procedure because they did not report
scores, instead reporting only percentage decrease in scores,
or the statistical significance of the change in scores.

Similar procedures were followed for the Beck Depres-
sion Inventory (BDI) and the Beck Anxiety Inventory
(BAI) with use of ranges of functioning described in the
manuals (Beck & Steer, 1987, 1993). On the BDI raw
scores of 0—9 are considered asymptomatic, whereas scores
of 1018 indicate mild to moderate depression. For two
studies reporting BDI scores, the mean pretreatment score
was 16.82 (mild-moderate), and the mean posttreatment
score was 8.64 (asymptomatic). For two studies reporting
BAI scores, the mean pretreatment score was 20.43 (mod-
erate) and the mean posttreatment score was 7.94 (minimal
to mild).

These indications of clinical significance must be con-
sidered tentative, because they are based on very few stud-
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ies, some of which used uncontrolled pre-post designs.
However, they suggest that mindflness training, on aver-
age, may bring participants with mild to moderate psy-
chological distress into or close to the normal range.

Attrition, Adherence, and Maintenance of Mindfulness Practice
Thirteen studies reported both the number of individuals
who agreed to participate in mindfulness training and the
number who completed it. Program completion usually
was defined as attendance at a minimum number of ses-
sions, or was undefined. Percentage of enrolled partici-
pants who completed treatment ranged from 60 to 97,
with 2 mean of 85% (SD = 8.91). The lowest completion
rate (60%) was noted by Roth & Creasor (1997), who stud-
ied an inner city health clinic population. The highest com-
pletion rate (97%) was reported by Shapiro et al. (1998),
whose participants were premedical and medical students.

The most extensive analysis of program completion was
provided by Kabat-Zinn and Chapman-Waldrop (1988),
who reported completion rates for the MBSR. program (at
that time known as the Stress Reduction and R elaxation
Program) at the University of Massachusetts Medical Cen-
ter. (This study is not included in Table 1, because it did
not examine treatment effects.) During the 2-year period
examined (1982-1984), 1,155 patients were referred to
the program, mostly by their physicians. Of these patients,
75% completed an intake interview, and 90% of those
interviewed enrolled in the program. Of the 784 patients
who enrolled, 76% completed the program, whereas 15%
dropped out after beginning and 9% never attended a ses-
sion. Regression analyses showed that patients with stress-
related problems (hypertension, anxiety, sleep disorders,
etc.) were significantly more likely to complete the pro-
gram than those with chronic pain complaints (lower back,
headache, etc.). Completers also had somewhat higher
pretreatment scores than noncompleters on the GSI and
the Obsessive-Compulsive (OC) scales of the SCL-90-R..
Within the chronic pain group, women were slightly more
likely than men to complete the program.

Only three studies reported the extent to which partic-
ipants completed their assigned home practice during the
course of the mindfitlness intervention. Kristeller and Hal-
lett (1999), in a sample of women with binge eating disor-
der, noted that participants reported engaging in a mean of
15.82 hr of meditation (SD = 3.15) across the 6-week in-
tervention program, Reported practice time was signifi-
cantly correlated with improvements in Binge Eating Scale
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scores (r = .66) and in BDI scores (r = .59). Astin (1997),
in a sample of college students, reported that participants
practiced meditation for an average of 30 min per day, 3.5
days per week. Reported practice time and improvement
on the GSI of the SCL-90-R. were not significantly corre-
lated. Reibel et al. (2001) reported that 90% of their mixed
sample of medical patients practiced three times per week
or more and 57% practiced nearly every day, most for 15—
30 min each time.

Four studies reported the extent to which participants
trained in mindfulness skills continued to practice these
skills after treatment had ended. In a series of follow-up
studies of former MBSR patients, Kabat-Zinn et al, (1987)
noted that 75% of former patients reported that they still
practiced meditation (averaged across follow-up intervals
of 6-48 months). Of these patients, 43% meditated regu-
lacly (2 three times weekly, 2 15 min each time), whereas
19% meditated sporadically (one or two times weekly, 2 15
min each time, or 2 three times weekly, € 15 min each
time), and 38% were classified as marginal meditators
(< one time weekly for any length of time, or < three
times weekly, < 15 min each time). Practice of yoga two
or more times per week was reported by 31% of respon-
dents, and 49% reported using awareness of breathing in
daily life often.

Kabat-Zinn et al. (1992), at 3-month follow-up of 22
patients with anxiety disorders, found that 84% reported
practicing meditation or yoga three or more times per
week, for 15-45 min each time. Mindfulness of breathing
in daily life was practiced by 95% (77% often and 18% some-
times). Miller et al (1995) contacted 18 of these patients for
a 3-year follow-up evaluation and reported that 10 (56%)
still practiced meditation: 4 regularly, 3 sporadically, and 3
marginally (as defined above). Sixteen of 18 (89%) reported
that they used awareness of breathing in daily life (4 often,
11 sometimes, and 1 rarely).

K. A. Williams et al. (2001), in a sample of community
volunteers self-identified as “stressed out” reported that at
3-month follow-up 81% of MBSR. participants were prac-
ticing either meditation, yoga, or awareness of breathing in
daily life,

Patients’ Reactlons to Treatment

In their follow-up study of former MBSR. patients, Kabat-
Zinn et al (1987) found that the majority of those who
considered themselves improved since completing MBSR
attributed 50~100% of their improvement to the MSBR
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program. The majority gave ratings of 8-10 on a 10-point
rating of the importance of completing the program (1 =
not at all important; 10 = very important), and 86% reported
that they “got something of lasting value” from the pro-
gram. Most commonly reported changes included a “new
outlook on life” and improved ability to control, under-
stand, and cope with pain and stress,

Miller et al. (1995), in their 3-year follow-up of pa-
tients with anxiety disorders, asked participants to rate the
importance of the MBSR program on a 1-10 scale (1 = no
importance; 10 = very important). The majority gave ratinigs
of 7 or higher, and 89% reported that the program had
“lasting value” for them.

Astin (1997) asked undergraduate participants to rate
the extent to which their mindfulness program had “last-
ing value and importance.” On a 10-point scale, partici-
pants gave a mean rating of 9.3. Randolph et al. (1999)
reported that 98% of their patients with chronic pain re-
ported benefits of “lasting value” and rated the program’s
importance at 8.3 on a 10-point scale. Reibel et al. (2001)
reported that their mixed sample of medical patients rated
their satisfaction with MBSR at 4.90 on a 5-point scale.

Although these findings suggest that participants in
mindfulness-based interventions rate these program highly,
they should be interpreted cautiously. They are derived
only from participants who completed their treatment pro-
grams. Participants who dropped out might have given
lower ratings. Kazdin (1994) notes that client satisfaction
measures may not correlate with measures of dysfunction,
and Brock, Green, Reich, and Evans (1996) suggest that
participants who have invested substantial time and effort
in a treatment program may be unwilling to evaluate it
negatively. However, Kazdin (1994) also notes that client
satisfaction is an important consideration when one is
choosing among treatment alternatives, and these results
suggest that many clients find mindfulness interventions
beneficial,

Methodological issues

As noted in Table 1, the published literature on the effects
of mindfulness training reports changes in the therapeutic
direction in several populations on a variety of dependent
measures. However, many studies have significant method-
ological weaknesses that make it difficult to draw strong
conclusions about the effects of mindfulness-based inter-
ventions. These issues are surnmarized below.

Control Groups. Several of the studies reviewed exam-
ined the effects of MBSR with pre-post design and no
control group. Although most of these studies reported
statistically significant improvements in a wide range of
dependent variables, none controlled for passage of time,
demand characteristics, or placebo effects, or compared
MBSR to other treatments.

Several studies used between-groups designs with
waiting-list or TAU control groups. The lattet studies pro-
vide better controls for demand characteristics and placebo
effects, and permit comparisons with alternative treat-
ments. However, in the studies reviewed here, TAU con-
sisted of medical approaches or unspecified mental health
approaches. For example, in Kabat-Zinn et al. (1985, Part
2), TAU included medical approaches to chronic pain,
such as nerve blocks, physical therapy, analgesics, and anti-
depressants. In Kabat-Zinn et al. (1998), TAU consisted of
phototherapy for psoriasis. For Teasdale et al. (2000) and
J. M. G. Williams et al. (2000), TAU included depression-
related visits to a general practitioner, psychiatric treat-
ment, counseling, psychotherapy, and other mental health
contacts. Thus, these studies do not allow comparison of
mindfulness training with other specific psychological ap-
proaches.

Sample Sizes. Some of the studies reviewed here report
small sample sizes. According to Cohen (1977), an 80%
chance of detecting a2 medium-to-large treatment effect
(d = 0.70) with a two-tailed ¢ test at alpha = .05 requires 33
participants per sample. Future research should include
sample sizes adequate to detect medium-to-large treatment
effects.

Evaluation of Integrity of Treatment. Evaluation of the
effects of any treatment requires that it be adequately ad-
ministered (Kazdin, 1994). Integrity of treatment imple-
mentation can be enhanced through rigorous training and
regular supervision of therapists, with procedures such as
direct observation, review of audio- or videotapes of ses-
sions, and feedback. The studies reviewed here do not de-
scribe the procedures used to train therapists or to evaluate
their delivery of mindfulness treatment. Teasdale et al.
(2000) report that MBCT sessions were video- or audio-
taped to allow monitoring of treatment integrity, but anal-
ysis of these tapes is not described. In several studies
therapists are described as “experienced,” but the term is
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not well defined. Many of the studies reviewed here were
conducted in the program developed by the originator of
MBSR. (Kabat-Zinn, 1982, 1990). Similady, the MBCT
groups in Teasdale et al. (2000) were led by the developers
of the treatment. In these cases it seems likely that thera-
pists conducted the treatment competently. However, be-
cause mindfulness-based interventions are relatively new
and may be less familiar than more established cognitive-
behavioral interventions, descriptions of the training and
supervision of the therapists conducting the mindfulness
treatment might increase confidence in the findings from
future studies.

Clinical Significance.  The clinical significance of the effects
of an initervention can be evaluated in several ways (Ja-
cobson & Revensdorf, 1988; Jacobson & Truax, 1991;
Kazdin, 1994). For example, after patients have completed
the experimental treatment, the extent to which they fall
within the normal range on relevant dependent measures
can be examined. Alternatively, their diagnostic status can
be reevaluated to determine whether they continue to
meet criteria for the disorder for which they sought treat-
ment. The studies reviewed here do not explicitly address
the clinical significance of their findings in either of these
ways. Increased attention to the issue of clinical signifi-
cance would contribute substantially to the utility of fisture
studies.

CONCLUSION
In spite of significant methodological flaws, the current
literature suggests that mindfulness-based interventions
may help to alleviate a variety of mental health problems
and improve psychological functioning. These studies also
suggest that many patients who enroll in mindfulness-based
programs will complete them, in spite of high demands for
homework practice, and that a substantial subset will con-
tinue to practice mindfulness skills long after the treatment
program has ended. Mindfulness-based interventions ap-
peat to be conceptually consistent with many other em-
pirically supported treatment approaches and may provide
a technology of acceptance to complement the technology
of change exemplified by most cognitive-behavioral pro-
cedures (Linehan, 1993a).

Thus, it appears that methodologically sound studies of
mindfulness-based interventions would be very informa-
tive. Randomized clinical trials are needed to clarify
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whether observed effects are due to mindfulness training or
to confounding factors such as placebo effects or passage of
time (Chambless & Hollon, 1998). Outcome studies using
waiting-list or no-treatment controls might shed more light
on the effects of mindfilness training as a treatment pack-
age, but more rigorous tests would compare mindfulness-
based interventions to established treatments. Dismantling
studies of treatment packages that include both mindfulness
and behavior change strategies, such as DBT, ACT, and
RPF, could clarify the relative contributions of acceptance-
based and change-based strategies in these packages.
Whether the effectiveness of established treatment pro-
grams may be increased by adding mindfulness training is
also an important question. Additional research could in-
vestigate the effects of mindfulness practice on a broader
range of outcomes, such as subjective well-being and qual-
ity of life, as well as symptom reduction. The mechanisms
through which mindfulness training may create clinical
change, such as exposure, relaxation, and cognitive change,
also should be examined.

The Division 12 Task Force on Promotion and Dis-
semination of Psychological Procedures (1995) proposed
definitions for well-established and probably efficacious
treatments. Well-established weatments have been shown
to be superior to a placebo or alternative treatment, or
equivalent to an already established treatment, in group-
design studies with adequate sample sizes and conducted by
different investigators. Alternatively, they have demon-
strated efficacy in a large series of single case designs that
compare the intervention to another treatment, In all cases,
well-established treatments have been investigated for
specific disorders, with use of treatment manuals and well-
specified samples.

Designation as “probably efficacious” requires two stud-
ies showing the treatment to be more effective than a wait-
ing-list control group, or than another treatment (but
conducted by the same investigator), or two studies demon-
strating effectiveness in heterogeneous client samples.

Five studies of MBSR using group designs with random
assignment are reviewed here (Astin, 1997; Kabat-Zinn et
al,, 1998; Shapiro et al., 1998; Speca et al,, 2000; K. A.
Williams et al., 2001). All show MBSR. to be more effec-
tive than a waiting-list or TAU control group. Samples in-
clude students (two studies), psoriasis patients, cancer
patients, and community volunteers complaining of high
stress levels. Thus, MBSR may meet criteria for the “prob-



ably efficacious” designation in that it has been shown to
be more effective than waiting-list or TAU control groups
in several studies using heterogeneous samples.

MBCT may be approaching the “probably efficacious”
designation for the prevention of depressive relapse. Teas-
dale et al. (2000) is among the strongest of the studies re-
viewed here. It shows MBCT to be superior to TAU in
preventing relapse, using a treatment manual (Segal et al.,
2002) and a large and clearly specified sample of formerly
depressed patients. Additional studies conducted by inde-
pendent investigators confirming this finding, or showing
MBCT to be equivalent or superior to another treatment
in preventing depressive relapse, would qualify MBCT for
the “well established” designation.

Two issues may complicate the empirical validation of
mindfulness-based interventions. The empirical evalua-
tion of any intervention requires clear operational defini-
tions of concepts and procedures, and the identification of
conceptually sound mechanisms that may account for
changes produced by the intervention. The preceding dis-
cussion illustrates that mindfulness-based interventions can
be rigorously operationalized, conceptualized, and empir-
ically evaluated. However, to do so risks overlooking
important elements of the long tradition from which
mindfulness meditation originates. As described by Kabat-
Zinn (2000), the practice of mindfitlness meditation is
concerned with the cultivation of awareness, insight, wis-
dom, and compassion, concepts that may be appreciated
and valued by many people yet difficult to evaluate empir-
ically. Thus, although methodologically rigorous investi-
gations of the effects of MBSR are both possible and
necessary, perhaps researchers should consider ways to in-
corporate these other concepts, in addition to more read-
ily measured constructs such as symptom reduction.

In addition, unlike many empirically supported treat-
ments, MBSR. was not developed to treat any specific dis-
order. Although the initial publications examined its effects
in chronic pain patients, it is generally taught in groups of
people with a wide range of complaints. As the term stress
reduction implies, it is designed to reduce suffering and im-
prove health and well-being, and to be broadly applicable
to many problems. Thus, evaluation of its effectiveness
with specific disorders, although necessary for empirical
validation, may not be entirely consistent with current
methods of application in many settings. When studies are
conducted with mixed populations, thorough diagnostic

assessment of participants would help clarify effects on
specific conditions.

Although the empirical literature supporting its effi-
cacy is small, MBSR programs are widely available. Scheel
(2000) and Swenson (2000) have described a similar pro-
liferation of DBT programs, of which mindfilness training
is an important component. Given the potential benefits
and increasing popularity of mindfulness training, it seems
critically important to conduct methodologically sound
empirical evaluations of the effects of mindfulness inter-
ventions for a range of problems, both in comparison to
other well-established interventions and as a component of
treatment packages.
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and often carries massive social cost (Mintz, Mintz,
Imber, Arruda, & Hwang, 1992). Reviewing studies of
lifetime course of depression, a recent commentary
concluded “jt has been established that unipolar major
dezressive disorder is a chronic, lifelong illness, the
risk for repeated episodes exceeds 80%, patients will
experience an average of 4 lifetime major depressive
episodes of 20 weeks duration each” (Judd, 1997, p.
990). Such data suggest that the prevention of relapse
and recurrence posesa central ch;llenge in the overal:ll
management of major depressive disorder. Currently,
mainlenance pham{:cotherapy is the best validated and
most widely used approach to prophylaxis in
depression, the lowest rates of recurrence occurring
when patients are continued at the dosage of
antidepressant medication used to achieve remission
(Kupfer et al., 1992).

Maintenance psychotherapy may also be helpful.
The pioneering work of Frank, Kupfer and colleagues
(Frank et al., 1990; Frank, Kupfer, Wagner, McEachran,
& Cornes, 1991; Kupfer et al.,, 1992) has shown that
continuation of a  psychological treatment
(interpersonal psychoth:;aapy) in maintenance form can
also significantly ext survival time following
recovery.  Cognitive behavior therapy (CBT) for
depression (Beck, Rush, Shaw, & Emery, 1979),
administered during depressive episodes, appears to be
effective in reducing subsequent rates of relapse and
recurrence. Studies comparing the long-term outcome of
patients who recovered following treatment of acute
depression by CBT with the outcome of patients who
recovered following treatment with antidepressant
medication and were then withdrawn from medication,
consistently find less relapse or need for further
treatment in the CBT group (Blackburn, Eunson, &
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Bishop, 1986; Evans et al., 1992; Shea et al., 1992;
Simons, Murphy, Levine, & Wetzel, 1986). Such
findings suggest that CBT may be a treatment for
acute. depression that has longterm effects in
redudng risk of future relapse and recurrence,
presumably through patients acquiring skills, or
changes in thinking, that confer some degree of
protection against future onsets.

A recent novel approach to the prevention of
relapse and recurrence in depression, for which
there is encouraging preliminary evidence, is to
combine pharmacotherapy for the acute episode
with  psycholegical prophylactic interventions
administered following recovery. Fava and
colleagues (Fava, Grandi, Zielezny, Canestrari, &
Morphy, 1994; Fava, Grandi, Zielezny, Rafanelli, &
Canestrari, 1996; Fava, Rafanelli, Grandi, Conti, &
Belluardo, 1998) have reported successful use of
such an approach, combining treatment of the acute
episcde by antidepressant medication with
provision of CBT, following recovery, while
antidepressant medication is gradually withdrawn.
For example, Fava et al. (1998) described the results
of a trial comparing the long-term outcome of 40
patients with recurrent major depression (three or
more  episodes) successfully treated with
antidepressant medication and then randomized to
clinical management or a combination of (a) CBT for
residual symptoms, (b) lifestyle modification, and (c)
well-being ~ therapy,  while antidepressant
medication was withdrawn. Over a two-year
follow-up, the CBT group showed significantly less

relapse/recurrence (25%) than the clinical
management group (80%).
The  strategy  of combining  acute

pharmacotherapy with psychological prophylaxis
offers the possibility of (a) capitalising on the cost-
efficiency of antidepressant medication to reduce
acute symptomatology; while, (b) avoiding the need
for patients to remain indefinitely on maintenance
medication to reduce future relapse and recurrence,
We describe a multi-centre trial evaluating the
effectiveness of this strategy using a novel, theory-
driven approach to psychological prophylaxis,
Mindfulness-Based Cognitive Therapy (MBCT). To
increase the potential cost-efficiency of this strategy,
MBCT was designed as a group skills-training
approach, rather than as an individual
psychological therapy. In contrast to Fava et al.
(1998), we (a) focused on a group rather than an
individual intervention, (b) studied more than a
single therapist, (c) used a larger sample size, and (d)
administered the psychological intervention at least
three months after, rather than during, withdrawal
of antidepressant medication.

The theoretical background to MBCT (referred
to previously (Teasdale, Segal, & Williams, 1995) as
attentional control (mindfulness) training) has been
described in detail elsewhere (Segal, Williams,
Teasdale, & Gemar, 1996; Teasdale et al,, 1995), It
is assumed that vulnerability to relapse and
recurrence of depression arises from repeated
associations between depressed mood and patterns
of negative, self-devaluative, hopeless thinking
during episodes of major depression, leading to
changes at both cognitive and neuronal levels. As a
result, individuals who have recovered from major
depression differ from individuals who have never

1

experienced major depression in the patterns of thinking
subsequently activated by dysphoria.

Specifically, it is suggested that, in recovered
depressed patients, the thinking activated by dysphoria
wirl show similarities to the thinki g pattemns
previously present in episode. These reactivated
patterns of tﬁinking can act to maintain and intensify
the dysphoric state through escalating and self-
perpetuating cycles of ruminative cognitive-affective
processing (Teasdale, 1988, 1997). In this way, in those

, With a history of major depression, states of mild

dysphoria will be more likely to progress to more
intense and persistent states, so increasing risk of
further onsets of episodes of major depression.

Studies that have compared the patterns of thinking
activated by mild dysphoria in those with and without
a history of major depression support this account
(Ingram, Miranda, & Segal, 1998; Segal, Gemar &
Williams, 1999). This analysis provides a parallel
explanation, at the cognitive level, to more biological
accounts of episode sensitisation and kindling in
recurrent affective disorder (Post, 1992). Accounts at
both biological and cognitive levels are consistent with
the finding that, with repeated experiences of episodes
of major depression, less environmental stress is
required to provoke relapse/recurrence (Post, 1992).
That Is, the processes mediating relapse/recurrence
appear to become progressively more autonomous with
increasing experience of episodes of depression.

The above account suggests that risk of relapse and
recurrence will be reduced if patients who have
recovered from episodes of major depression can learn,
first, to be more aware of negative thoughts and feelings
attimes of potential relaEse/ recurrence, and, second, to
respond to those thoughts and feelings in ways that
allow them to disengage from ruminative depressive
processing (Nolen-Hoeksema, 1991). MB was
designed to achieve those aims (Teasdale et al., 1995).
MBCT is based on an integration of asgects of cognitive
behavior therapy for depression (CBT) (Beck et al.,
1979) with components of the mindfulness-based stress
reduction programme (MBSR) developed by Kabat-Zinn
and colleagues (Kabat-Zinn, 1990). There is
preliminary evidence for the effectiveness of MBSR in
the treatment of generalised anxiety disorder and panic
(Kabat-Zinn et al., 1992) and chronic pain (Kabat-Zinn,
Lipworth, Burney, & Sellers, 1986). Unlike CBT, there
is little emphasis in MBCT on changing the content of
thoughts; rather, the emphasis s on d'-an?ing awareness
of and relationship to thoughts. Aspects of CBT included
in MBCT are primarily those desi to facilitate
"decentered” views suci)-: as “Thoughts are not facts”
and “Iam not my thoughts”.

The focus of MBCT is to teach individuals to
become more aware of thoughts and feelings, and to
relate to them in a wider "decentered” perspective as
“mental events,” rather than as aspects of the self, or as
necessarily accurate reflections of reality. It is assumed
that the cultivation of a detached, decentered,
relationship to depression-related thoughts and feelings
is central in providing individuals with skills to
prevent the escalation of negative thinking patterns at
times of potential relapse/recurrence (Teasdale, 1997;
Teasdale et al., 1995). Because, unlike CBT, there is
little explicit emf?hasis in MBCT on changing the
content or specific meanings of negative automatic
thoughts, in MBCT, training can occur in the remitted
state, using everyday experience as the object of
training.
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We report an initial multi-center randomized
clinical trial evaluating the efficacy of MBCT in
reducing relapse and recurrence in patients with
recurrent depressive disorder. Patients entered the
trial in remission, following treatment of previous
episodes by antidepressant medication. Choice of an
appropriate design for the initial evaluation of a
novel intervention, such as MBCT, is influenced by
a number of factors. At the time this trial was
planned, there was no published evidence that any
psychological intervention, initially administered in
the recovered state could, prospectively, reduce risk
of future recurrence in major depression. Given this
situation, the first priority for research was to
evaluate whether MBCT was of any benefit in
reducing relapse/recurrence; if benefits were
observed, subsequent research could compare
MBCT with other psychological interventions,
including controls for attention-placebo factors, and
with alternative approaches to prevention, such as
maintenance pharmacotherapy.

We a design in which patients who
continued with treatment-as-usual (TAU) were
compared with gtients who, additionally, received
training in MBCT. Such a design does not aim to
compare MBCT with the best available alternative
preventive intervention. Nor does it allow any
reduction in rates of relapse and recurrence for
patients receiving MBCT to be attributed
unambiguously to the specific components of MBCT,
rather than to non-specific factors, such as
therapeutic attention or group participation.
However, this design is the most appropriate to
answer the question that was of primary interest in
this initial evaluation of MBCT: does this
intervention, when offered in addition to treatment-
as-usual, reduce rates of relapse and recurrence
compared to treatment-as-usual alone?

Method
Design

Atthree treatment sites, 145 patients, currently
in remission or recovery from major depression at
the time of the baseline assessment, were randomized
to continue with treatment-as-usual (TAU), or,
additionally, to receive mindfulness-based cognitive
therapy training (MBCT). Following an initial
treatment phase, patients entered a one year follow
up phase; a period of one year was selected as it has
been a follow up reported in earlier studies (e
Simons et al, 1986), and it was not considered
appropriate to defer the possibility for patients
allocated to. TAU to participate in the MBCT
program for a longer time (all patients initially
allocated to TAU were offered possibility of
MBCT on completion of the follow up year). Thus,
the total 60 week study period comprised an initial
8-week treatment phase followed by a 52-week
follow up phase.

Randomization involved treatment sites faxing
patient initials, date of birth, gender, date of
assessment and details of number and recency of
previous episodes of depression to a central
independent allocator. Information was sent for
groups of eligible patients at a time. The central
allocator randomly allocated patients to treatment
condition, gave each a study number, and faxed the

allocations and study numbers back to treatment sites.

Patients were stratified on two baseline variables
(recency of recovery from last episode of depression:
within 0-12 months prior to randomization versus
within 13-24 months prior to randomization; and
number of previous episodes of major depressive
disorder: 2 versus >2), and randomized by strata within
each site. Both these variables have been found to be
related to risk of relapse/recurrence in previous
studies (e.g. see Evans et al.,, 1992; Post, 1992). A one
year cut-off for recency of recovery meant that all those
in the less recent stratum were clearly recovered from
their last episode, and all those who satisfied criteria
for remission from episode, but did not yet satisfy
criteria for recovery, fell in the more recent stratum
(Frank, Prien, et al, 1991). A cut between those with
only two episodes and those with more than two
episodes meant that those in the latter stratum were
broadly comparable to patient samples studied in other
trials of psychological treatments for recurrent
depression (e.g. Frank et al., 1990; Fava et al., 1998).

Sample size was calculated on the basis that a
sample of 120 patients (60 per group), would have 80%
power to detet at p<05 a reduction in
relapse/recurrence rates from 50% in the TAU grouﬁ to
28% in MBCT on a directional hypothesis (Cohen,
1988).

Participants

Patients were recruited from community health care
facilities, and by media announcements at three different
sites; a predominantly rural, Welsh-speaking, area of
North Wales centred on the small city of Bangor
(population 20,000); an area centred on and including
the city of Cambridge, England (population, 110,000),
tugether with surrounding small towns, villages, and
rural area; and the metropolitan area of Toronto,
Ontario, Canada (population three million). Although
Cambridge is a well known university city, no
participants at that site were actually academic staff or
students of the University of Cambridge.

Inclusion criteria were: 1) age 18-65 years; 2)
meeting enhanced DSM-III-R criteria (American
Psychiatric Association, 1987) for a history of
Recurrent Major Depression - these normally require a
history of two or more previous episodes of DSM-III-R
major depression in the absence of a history of mania or
hypomania- we required, further, a) that at least two
episodes of major depression cccurred within the last
five years, b) at least one of those episodes was within
the last two years; 3) a history of treatment by a
recognised antidepressant medication, but off
antidepressant medication, and in recovery/remission,
at the time of baseline assessment and for at least the
preceding 12 weeks (it was not possible to determine the
adequac{. of treatment by antidepressant medication;
rather, this criterion was used as an indicator that, in
the naturalistic course of service delivery, patients had
been judged as appropriate for pharmacotherapy by a
treating physician); 4) at baseline assessment, a 17-item
Hamilton Rating Scale for Depression (HAM-D
(Hamilton, 1960) score <10. Exclusion criteria were :
history of schizophrenia or schizoaffective disorder;
current substance abuse, eating disorder, obsessive
compulsive disorder; organic mental disorder, pervasive
developmental delay, or borderline personality
disorder; dysthymia before age 20; >4 sessions of
cognitive  behavioral treatment ever; current
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psychotherapy or counselling more frequently than
once per month; current practice of meditation more

than once per week or yoga more than twice per
\bﬂgk. Pa!'i;:;s with eating disorders were exclu
use uently experience depression
secondary to th&:‘;e disordex?senand lhePMBCT
program was not designed to deal with the primary
eating disorder. Patients with obsessive compulsive
disorder were excluded because the obsessional
quality of their thoughts might have rendered the
implementation  of  mindfulness  strategies
g:rticularly difficult.  Patients with dysthymia
fore the age of 20 were excluded because of the
possible characterological nature of . their
depression. Patients who currently practised yoga
more than twice a week were excluded because yoga
overlaps considerably with mindfulness training,
and is, indeed, a component of the MBCT program.

Informed Consent

Patients meeting inclusion criteria, and willing
to participate in the study after it had been
explained to them, gave written informed consent on
forms approved by Local Research Ethics
Compmittees, prior to randomization.

Measures

Hamilton Rating Scale for Depression (HAM-D).
As part of the assessment of inclusion criteria, the
baseline assessment interview included the 17-item
Hamilton Rating Scale for Depression (HAM-D,
Hamilton, 1960), a widely used interview based
measure of severity of depressive symptomatology
that covers a range of affective, behavioral and
biological symptoms. Scores can range from 0 to 52.
This measure, administered by doctoral level
psychologists or an experienced psychiatric social
worker, was also repeated at each subsequent
follow up assessment. The HAM-D has acceptable
psychometric progerties that have been reviewed
elsewhere (see Rabkin & Klein, 1987). A sample of
41 interviews from the follow up period were
second-rated for Hamilton Rating Scale for
Depression (HAM-D) by an independent
psychiatric rater to yield an inter-rater correlation
of z (df 39) = .963 (p<.001).

Beck Depression Inventory (BDI). The Beck
Depression Inventory (BDI, Beck, Ward, Mendelson,
Mock, & Erbaugh, 1961), a widely used 21-item self-
report measure of severity of depressive symptoms,
was  completed by patients at the baseline
assessment and at each follow up assessment. The
BDI covers affective, cognitive, motivational,
behavioral and biological symptoms of depression,
and yields scores ranging from 0 to 63. The BDI has
acceptable psychometric properties that have been
reviewed elsewhere (Rabkin & Klein, 1987).

Relapse/recurrence.  The primary outcome
variable was the occurrence of relapse or
recurrence meeting DSM-IIIR criteria for major
depressive  episode  (American  Psychiatric
Association, 1987), as assessed by Structured
Clinical Interview for Diagnosis (SCID, Spitzer,
Williams, Gibbon, & First, 1992) administered at
bimonthly assessments through the follow up period
and covering the period from the previous
assessment. Assessments were made by doctoral

level psychologists and an experienced psychiatric
social worker. In order to maintain blindness of
assessors to treatment condition patients were
instructed not to reveal whether they were receiving
MBCT or any details which might prejudice blindness.
Nonetheless, assessors occasionally became aware of a
patient’s treatment condition. In order to overcome such
occasional unblinding, and to examine inter-rater
reliability, interviews were audio-taped and all 133
occasions on which patients met screening criteria for
major depression were evaluated by an i 2
blind, experienced research psychiatrist (any
information potentially revealing patients’ treatment
allocation was excluded from the taped interview
presented to the blind assessor). Only patients
responding positively to the screening question were
included in this analysis. The kappa for inter-rater
agreement on categorisation of presence/absence of
major depression was 0.74 indicative of good/excellent
agreement. Some of the disagreements arose from the fact
that the first raters had wider knowledge of the patients
that they were rating and so were more able to place the
specific information elicited in the SCID interview in a
wider context that sometimes altered the significance of
that specific information. Also, of course, the second
rater did not have access to the nen-auditory
information that was available to the rater making the
live rating. In cases of disagreement, the blind ratings of
the independent psychiatric rater were used for
analysis.

Following baseline assessment, interviews were
scheduled at points corresponding to the completion of
the initial eight MBCT training sessions, and bi-
monthly thereafter over the course of the follow up
year.

Treatment

Treatment-as-usual  (TAU). Patients were
instructed to seek help from their family doctor, or other
sources, as they normally would, should they encounter
symptomatic deterioration or other difficulties over the
course of the study. The treatment patients in both the
TAU and MBCT groups actually received was
monitored at the bimonthly assessment sessions and is
described in the Results section below.

Mindfulness-based cognitive therapy (MBCT).
Mindfulness-based cognitive therapy (MBCT) is a
manualised group skills training programme (Segal,
Teasdale, & Williams, in preparation). MBCT is based
on an integration of aspects of cognitive behavior
therapy for depression (CBT) (Beck et al., 1979) with

nts of the mindfulness-based stress reduction
(MBSR) developed by Kabat-Zinn and
colleagues (Kabat-Zinn, 1990). It is designed to teach
patients in remission from recurrent major depression to
become more aware of, and to relate differently to, their
thoughts, feelings, and bodily sensations, e.g., relating to
thoughts and feelings as passing events in the mind,
rather than identifying with them or treating them as
necessarily accurate read-outs on reality.  The
programme teaches skills that allow individuals to
disengage from habitual (“automatic”) dysfunctional
cognitive routines, in particular depression-related
ruminative thought patterns, as a way to reduce future
risk of relapse and recurrence of depression.

After an initial individual orientation session, the
MBCT programme is delivered by an instructor in eight
weekly two-hour group training sessions involving up
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to 12 recovered recurrently depressed patients.
During that period, the programme includes daily
homework exercises. =~ Homework invariably
includes some form of guided (laped) or unguided
awareness exercises, directed at increasing moment-
by-moment non-judgmental awareness of bodily
sensations, thoughts and feelings, together with
exercises designed to integrate application of
awareness skills into daily life. Key themes of the
programme include empowerment of participants
and a focus on awareness of experience in the
moment. Participants are helped to cultivate an open
and acceptant mode of response, in which they
intentionally face and move in to difficulties and
discomfort, and to develop a “decentered”
perspective on thoughts and feelings, in which these
are viewed as passing events in the mind.

A core feature of the involves
facilitation of an aware mode  of being
characterised by freedom and choice, in contrast to a
mode dominated by habitual, overlearned
"automatic"  patterns  of  cognitive-affective
processing. For patients, this distinction is often
illustrated by reference to the common experience,
when driving on a familiar route, of suddenly
realising that one has been driving for miles “on
automatic pilot,” unaware of the road or other
vehicles, preoccupied with planning future activities
or ruminating on a current concemn. By contrast
“mindful” driving is associated with being fully
present in each moment, consciously aware of sights,
sounds, thoughts and body sensations as they arise.
When mindful, the nmdy responds afresh to the
unique pattern of experience in each moment, rather
than reacting "mindlessly” to fragments of a total
experience with old, relatively stereotyped, habitual
patterns of mind .

Increased mindfulness is relevant to the
prevention of relapse/recurrence of depression as it
allows early detection of relapse-related patterns of
negative thinking, feelings, and body sensations, so
allowing them to be “nipped in the bud” at a stage
when this may be much easier than if such warning
signs are not noticed or are ignored. Further,
entering a mindful mode of processing at such times
allows disengagement from the relatively
“automatic” ruminative thought patterns that would
otherwise fuel the relapse process. Formulation of
specific relapse/recurrence prevention strategies
(such as involving family members in an “early
warning” ing written suggestions to
engage in activities that are helpful in interrupting
relapse-engendering processes, or to look out for
habitual negative thoughts) are also included in the
later stages of the initial eight week phase.

Following the initial phase of weekly group
meetings, four follow-up meetings are scheduled at
intervals of one, two, three and four months.

MBCT sessions were video- or audio-taped,
with patients’ permission, to allow monitoring of
treatment integrity.

Instructors

The three instructors were all experienced cognitive
therapists who had, jointly, developed the MBCT
programme. Each had previously led at least one
cohort of recovered depressed patients through the
MBCT programme.

Results
Intent-to-Treat and Per Protocol Samples

Results were analyzed separately for an Intent-to-
Treat sample, comprising all patients included in the
random allocation (n=145), and a Per Protocol sample
(n=132), comprising 1) all patients allocated to the TAU
condition (n= 69), and 2) those patients allocated to
MBCT who received a etermined  “minimum
effective dose” of MBCT (at least four of the eight
weekly MBCT sessions) (n=63). The results from
these two samples are complementary: the intent-to-treat
sample provides a stringent test of whether the MBCT
and TAU groups differed in outcome, reducing possible
artifactual selective effects of differential attrition from
the two treatment conditions; the per Frotocol sample
provides an estimate of the benefits of MBCT among
those that actually experienced at least a minimally
adequate exposure to that treatment programme.

Patient Flow

One hundred and forty-nine patients met inclusion
criteria at a baseline screening interviéw and were
invited to participate in the study. Of these, four
declined, leaving 145 patients to be randomized. Of the
13 patients allocated to MBCT not included in the per
protocol sample, six failed to attend any training
sessions, the remaining seven patients (9% of all
allocated to MBCT) dropping out after attending less
than four sessions.

Complete data on relapse or recurrence were
available for 137 (95%) of the 145 patients in the
intent-to-treat sample, and 128 (97%) of the 132
patients in the per protocol sample, data being
incomplete for three TAU patients, four “insufficient
treatment” MBCT patients, and one “"adequate treatment”
MBCT patient.

Patient Characteristics

Baseline characteristics of the Intent-to-Treat
sample are given in Table 1.

The TAU and MBCT treatment groups were closely
similar on each of the baseline variables, with the
exception of age. Given the size of this difference in
means in relation to SDs, age was included as a
covariate in all comparisons of treatment group
outcome. For the sample as a whole, social class
distribution (Office of Population Censuses and
Surveys, 1991) was as follows (percentages for the
general population of England and Wales are given in
brackels for comparison): class 1 (e.g. general managers
of large corporations): 5% (4%); class 2: 40% (21%);
class 3: 45% (46%); class 4: 7% (17%); class 5 (e.g. road
sweepers): 3% (8%); armed services/unclassified: 0%
(5%). Class distribution was very similar’in the TAU
(mean 2.7, SD 0.9) and MBCT (mean 2.6, SD 0.8) groups.
Basic patient characteristics across the three sites were:
Bangor: n= 45, mean age 44.0 (SD 9.5), 73% female;
Cambridge: n= 54, mean age 44.5 (SD 10.6), 78% female;
Toronto: n= 46, mean age 41.3 (10.6), 76% female.
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Table 1 .
Baseline Characteristics of Treatment-as-usual (TAU) and Mindfulness-based Cognitive Therapy (MBCT) samples
TAU (n = 69) MBCT (n =76)
Female 54 (78%) 56 (74%)
White 69  (100%) 74 (97%)
Age (mean, SD) 462 (9.6) 40.7 (10.3)
Marital status .
Single 8 (12%) 14 (18%)
Married/co-habiting 39 (57%) 42  (55%)
Divorced/separated/widowed 22 (32%) 20 (26%)
Years of education (mean, SD) 14.3 (33) 149 (3.1)
Depression
HAM-D (median, IQRY) 30 (43) 40 (50
BDI (median, IQR}) 100  (100) 10.0 (10.0)
Previous episodes (median, IQR?) 30 (38 35 (20)
Age of first onset (mean, SD) . 28.1 (10.4) 257 (9.9)
Duration of episodes:
Last, weeks (median, IQR)) 150  (19.0) 17.5 (16.3)
Penultimate, weeks (median, IQR!) 220 (32.0) 16.0 (22.0)
Previous treatment for depression
Antidepressant medication 100% 100%
Hospitalisation 17% ‘1%
Psychotherapy/counselling 68% 73%

Note. ! IQR = interquartile range.

Comparison of the 13 “insufficient treatment”
patients in the MBCT group, who either attended no
treatment sessions or dropped out before completing
at least four sessions, with the 63 patients who
completed four or more sessions, revealed no
statisticall{ significant differences between these
groups on baseline characteristics (smallest p = .17).
Treatment-as-usual (TAU)

The treatment for depression actually received
by patients in the TAU condition was monitored at
the bimonthly assessment interviews over the follow
up period, and is summarised in Table 2. The
corresponding data for patients in the MBCT
condition is also shown for comparison.  There
were no statistically significant differences between
the TAU and MBCT conditions for any of these
measures of treatment received (all p's > .10).
Outcome Analysis: Relapse/Recurrence to Major
Depression

Time to onset of relapse or recurrence (in
weeks) was compared between treatment groups
using Cox proportional hazards regression models
(SPSS Inc., 1994, pp. 291-328), with treatment
condition as a categorical (indicator) variable, and
TAU as the reference condition. 95% confidence
intervals (Cl) for hazard ratios are shown in
brackets, following Wald and hazard ratio
statistics.

To examine whether effects of treatment
condition were moderated by either of the
stratifying variables used in randomization, it was
necessary to conduct preliminary Cox regression
analyses that included, separately, each of these
variables (recency of last episode of depression: 0-
12 months versus 13-24 months; and number of

previous episodes of major depressive disorder: 2
versus >2), and its interaction with treatment
condition, as covariates, together with treatment
condition - (MBCT wersus TAU). These analyses
revealed a significant effect of the interaction of
number of previous episodes and treatment
condition in both the intent-to-treat sample (Wald =
4318, df 1, p <.05) and the per protocol sample
(Wald = 4.316, df 1, p <.05). That is, differences in
outcome between treatment conditions were not the
same in participants with three or more previous
episodes as in participants with only two previous
episodes, so mandating separate analyses for these

two groups.
Figure 1 shows survival (ie, non-
relapse/recurrence) curves comparin,

relapse/recurrence over the 60 week study perio
for MBCT and TAU in participants with a history
of three or more episodes of depression. These
participants comprised 77% (105/137) of the intent-
to-treat sample for whom relapse/recurrence data
were available, and 77% (99/128) of the per
protocol sample for whom relapse/recurrence data
were available. Cox regression analyses showed
significantly less hazard of relag_se/recurrence in
MBCT participants, compared to TAU participants,
for both the intent-to-treat sample (Wald = 6.645, df
1, p<.01, hazard ratio =.473, Cl .267-.836) and the
per protocol sample (Wald = 7.967, df 1, p <.005,
hazard ratio = .419, Cl .229-.766). These treatment
effects remained significant when baseline values of
HAM-D or BDI were also entered as covariates.
Over the total study period, in the intent-to-treat
sample, 40% (22/55) of MBCT participants
experienced relapse/recurrence compared to 66%
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Table 2

Treatment for depression from other sources received by patients in Treatment-as-usual (TAU) and Mindfulness-
based Cognitive Therapy (MBCT) over 60 week study period

TAU MBCT

One or more depression-related 52% 58%
visits to general practitioner
Out-patient psychiatric treatment 8% 10%
Day-patient psychiatric treatment - 2% 0%
In-patient psychiatric treatment 2% 0%
Counselling/psychotherapy /professional 34% 49%
mental health support
Other mental health contacts2 ' 21% 17%
Medication for depression (ADM) 40% 45%
If ADM, mean (SD) duration (weeks) 327 (21.2) 233 (17.9)
1f ADM, mean (SD) reported dosage SSRI3 20.1 (8.6) 18.2 (3.8)
Notes.

1

Includes: Psychiatric social worker, community psychiatric nurse, community mental health team worker,
counsellor, psychotherapist, group therapy/support, marital / family therapy
Includes: voluntary mental health organisations (e.g. Samaritans), health visitor

SSRI - selective serotonin reuptake inhibitors were the most commonly prescribed
antidepressants. Reported dosage is expressed in mg fluoxetine daily dose equivalents

2
3
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Figure 1. Survival (non-relapse/recurrence) curves comparing relapse/recurrence to DSM-HI-R major depression
for treatment-as-usual and mindfulness-based cognitive therapy, in patients with three or more previous episodes
of major depression, (a) intent-to-treat sample, and (b) per protocol sample.
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(33/50) of TAU participants (chi-square = 7.098, df
L p <01), a 39% reduction in risk of
relapse/recurrence in the MBCT condition. The
difference between 66% relapse/recurrence and
40% relapse/recurrence yields an h value of .53,
which Cohen (1988, p. 185) describes as indicating a
medium effect size. In the per protocol sample,
corresponding  figures were 37%  (18/49)
relapse/recurrence for the MBCT
(33/50) relapse/recurrence for the TAU group (chi-
square = 8.486, df 1, p <.005), a 44% reduction in
risk of relapse/recurrence in the MBCT condition.
The difference between 66% relapse/recurrence and
37% relapse/recurrence yields an k value of .59,
which Cohen (1988, p. 185) describes as indicating a
medium effect size.

The data from the per protocol sample
displayed in Figure 1 yield the following cumulative
relapse rates (the TAU figure is presented first, the
MBCT figure second): 10 weeks: 28%, 8%; 20 weeks:
38%, 20%; 30 weeks: 44%, 26%; 40 weeks: 60%,
31%; 50 weeks: 66%, 35%. These data appear to
suggest that the differences in relapse rates between
TAU and MBCT become established within the first
ten weeks of the study period, remain much the same
until 30 weeks and then increase again. However,
these apparent trends should be interpreted with
caution: 1) the relapses from the TAU group are from
smaller surviving populations than in the MBCT
group, so that numerical relapse underestimates
probability of relapse in the TAU group; 2) the
sample sizes in the two groups mean that estimates
of risk have appreciable margins of error.

Participants with a history of two episodes of
depression comprised 23% (32/137) of the intent-to-
treat sample for whom relapse/recurrence data
were available, and 23% (29/128) of the per
protocol sample for whom relapse/recurrence data
were available. Cox regression analyses showed no
significant  differences  in hazard of
relapse/recurrence between MBCT participants
and TAU participants, for either the intent-to-treat
sample (Wald =.821, df 1, p>.1) or the per protocol
sample (Wald = .670, df 1, p >.1). Over the total
study period, in the intent-to-treat sample, 56%
(9/16) of MBCT participants experienced
relapse/recurrence compared to 31% (5/16) of
TAU participants (chi-square = 2.03,df 1, p >.1). In
the per protocol sample, corresponding figures were
54% (7/13) relapse/recurrence for the MBCT
group and 31% (5/16) relapse/recurrence for the
TAU group (chi-square = 1.509, df 1, p >.1).

To examine further the effects of number of
previous episodes on differential response to TAU
and MBCT, the relationship between number of
previous episodes (2 versus >2) and hazard of
relapse/recurrence was examined by separate Cox
regression analyses in the TAU and MBCT groups.
in the TAU group, there was a significant
relationship between number of previous episodes
and relapse/recurrence (Wald = 4.079, df 1, p <.05).
Further examination revealed a positive linear
relationship between number of previous episodes
and risk of relapse/recurrence over the follow-up
period: 2 episodes, 31% relapse/recurrence (5/16);
3 episodes, 56% relapse/recurrence (10/18); and 4
or more episodes 72% relapse/recurrence (23/32)
(Mantel-Haenszel test for linear association, chi-
square = 7.057, df_1, p<.025). In the MBCT group,

group and 66% -

there was no significant relationship between number
of previous episodes and hazard of relapse/recurrence
in either the intent-to-treat sample (Wald =380, df 1, p
>.1; 9/16 (56%) relapsed in the <3 episodes group;
22/55 (40%) relapsed in the >2 episodes group), or the
per protocol sample (Wald = .525, df 1, p >.; 7/13
(54%) relapsed in the <3 episodes group; 18/49 (37%)
relapsed in the >2 episodes group).

In summary, the main finding was that, in
participants with three or more previous episodes of
depression (who comprised 77% of the sample), an
"adequate dose® of MBCT almost halved
relapse/recurrence rates over the follow up period,
compared to treatment-as-usual.

Clinical Siguificance of Outcomes. The observed
reduction in rates of relapse/recurrence for patients
with more than two previous episodes of major
depression was statistically significant, but was it
clinically significant? Kendall, Marrs-Garcia, Nath
and Sheldrick (1999) have recently described the use of
normative comparisons as a method to evaluate the
clinical significance of the changes produced by
therapeutic interventions. This approach is
particularly useful when applied to patient populations
that begin treatment with abnormally elevated srmpm
scores and are reassessed on those measures following
treatment. In this situation, comparison of patients’
post-treatment scores with those from normative
samples provides a valuable indicator of the clinical
significance of the extent of therapeutic gains achieved.

Unfortunately, this elegant method is not
applicable in the current study.  Unusually among
clinical treatment trials, the key outcome of interest in
this study was the prevention of a future event
(relapse/recurrence) rather than reduction of symptoms
present at baseline assessment. Indved, because it was
assumed  that  depression-related  difficulties in
concentration would interfere with the implementation
of MBCT, selection criteria for the trial were
deliberately chosen to exclude patients who were not
largely recovered or remitted. For example, at baseline
assessment 86% of patients fell in the asymptomatic
range on the HAM-D (Frank, Prien, et al., 1991). In this
situation, it is clearly inappropriate to assess the
clinical significance of the outcomes in terms of the
numbers of patients falling in the asymptomatic range on
post-treatment assessments of severity of depressive
symptomatology.

The relapse/recurrence rate in patients with three
or more previous episodes treated with “adequate”
MBCT (37%) was clearly substantially above the
expected annual incidence rate of major depressive
disorder amongst those with no prior history of major
depression in general population samples. On this
basis, it is clear that the intervention did not reduce
risks of major depression to the "normal” range.
Nonetheless, the halving of relapse/recurrence rates in
a group at high risk for relapse/recurrence would
appear to be a clinically useful outcome. On this basis,
we suggest, the benefits of MBCT to patients with three
or more previous episodes were both statistically and
clinically significant.

Use of Medication for Depression

To examine whether the reduction in relapse and
recurrence in patients with three or more episodes
receiving MBCT was secondary to increased use of
medications for depression, the proportions of patients
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in the two treatment groups using such medications
at any time over the follow up period were
compared. This showed no significant differences
between groups: intent-to-treat sample: MBCT 40%
(19/47), TAU 46% (20/44) (chi-square, df 1, = .24,
p>.1); per protocol sample: MBCT 33% (14/42),
TAU 46% (20/44) (chi-square, df 1, = 1.32, p>.1).
(These figures differ from those in Table 2: the table
shows figures for the total TAU and MBCT samples;
these figures are for patients with more than two
previous episodes of depression) The lack of
significant differences between TAU and MBCT
groups in use of medications for depression or other
forms of treatment (Table 2) in the presence of
significantly less relapse/recurrence in MBCT is
open to a number of possible explanations. The maost
parsimonious explanation is that these other
treatments contributed equally to the outcomes in the
MBCT and TAU conditions, the lowei relapse in
MBCT being attributable to the effects of the MBCT
intervention. Alternatively, it is conceivable that
MBCT may have made patients more responsive to
the effects of other treatments.

Comparison of Patients with Two Previous
Episodes with Patients with Three or More
Previous Episodes

Exploratory analyses compared patients with
two previous episodes of major depressive disorder
with those with three or more episodes ona range of
background variables.  The only significant
differences observed were on two age-related
variables. Those with three episodes or more were
older: age at admission to study (means (SD): two
episodes, 38.88 (19.84); three+ episodes, 44.58
(£10.11); ¢ (df 143) = 2.83, p<.01); and were younger
when they experienced their first episode (means
(£SD): two episades, 33.38 (18.65); three+ episodes,
25.00 (£9.84); t (df 143) = 4.36, p<.001). The
difference in age of onset of first episode suggests
that these two groups may not simpl{ represent
younger and older samples from essentially the same
population, but may represent distinct populations
of patients. Combining these two age-related
variables into a single variable (“history”) reflecting
the total duration of patients’ experience with
depression (‘history” = age at admission to study
minus age of first onset), yielded a mean for those
with three + episodes approximately four times as
great as that for patients with two episodes (means
(15D): two episodes, 5.50 (+4.79); three+ episodes,
19.58 (+10.33); t (unequal variances) (df 113) =
10.92, p<.001).

Discussion

For patients with recurrent major depression
who had experienced three or more previous
episodes, mindfulness-based cognitive therapy
(MBCT) approximately halved rates of relapse and
recurrence over the follow up period, compared to
patients who continued with treatment-as-usual.
This prophylactic effect could not be accounted for
in terms of patients who received MBCT being more
likely to use antidepressant medication.  The
preventative effect of MBCT was achieved for an
average investment of less than-five hours of

instructor time per patient, suggesting thai offering a
group skills-based training programme to recovered
depressed patients may be a cost-efficient strategy for
prevention. It is important to note that MBCT was
specifically designed for remitted patients and is
unlikely to be effective in the treatment of acute
depression, where factors such as difficulties in
concentration and the intensity of negative thinking may
preclude acquisition of the attentional control skills
central to the p . To our knowledge, the results
of the present trial provide the first demonstration that
a group-based psychological intervention, (initially
administered in the recovered state, can significantly
reduce risk of future relapse/recurrence in patients
with recurrent major depression.

The finding that MBCT prevented relapse and
recurrence in patients with a history of three or more
episodes of depression, but not in patients with oan
two previous episodes, is of particular interest wit
respect to the theoretical background to MBCT (Segal et
al,, 1996; Teasdale et al., 1995). This programme was
specifically designed to reduce the contribution of
patterns of depressive thinking re-activated by
dysphoria to the processes mediating relapse and
recurrence. Such dysphoria-linked thinking, it was
assumed, resulted from repeated associations between
the depressed state and characteristic negative thinking
patterns, within each depressive episode.  The
strengthening of these associations with repeated
episodes was assumed to contribute to the increased
risk of subsequent episodes following each episode
experienced. In particular, it was assumed that negative
thinking reactivated by dysphoria contributed to the
increasingly  autonomous  nature  of  the
relapse/recurrence process with multiple episodes,
reflected in the observation that environmental
provoking events appear to play a progressively less
important role in onset with increasing number of
episodes (Post, 1992).

The above account suggests the possibility that, in
the present study, (a) the greater risk of
relapse/recurrence in those with three or more episodes
than in those with only two episodes (apparent in the
treatment-as-usual group), was to a large extent
attributable to  autonomous  relapse/recurrence
processes involving re-activation of depressogenic
thinking patterns by dysphoria, and (b) the
prophylactic effects of MBCT arose, specifically, from
disruption of those processes at times of potential
relapse/recurrence.  Consistent with this analysis,
MBCT appeared to have no prophylactic effects in
those witﬂ only two previous episodes, and the rate to
which relapse/recurrence was reduced by adequate
MBCT in those with three and more episodes (37%)
was similar to the rate of relapse/recurrence in those
with only two episodes receiving treatment-as-usual
(31%).

The present findings add to a growing body of
evidence (Frank, Kupfer, et al., 1991; Fava et al., 1996,
1998) that psychological interventions administered
after recovery from the acute symptoms of a depressive
episode can substantially alter the future course of
major depressive disorder. These findings have
considerable potential relevance for our understanding
of the cognitive and biological processes that mediate
the increased vulnerability to subsequent episodes of
those who have already experienced depressive
episodes. An effective prophylactic intervention offers
an opportunity to investigate controlled changes in
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vulnerability processes, with all the consequent
interpretative  advantages  conferred by
experimental, as red with correlational,
designs. However, the design of the present study
does not allow us to attribute the benefits of MBCT
to the specific skills taught by the programume, rather
than to non-specific factors such as therapeutic
attention and group participation. Equally, the
present study provides no evidence of the extent to
which similar prophylactic effects would be
obtained by instructors who had not been actively
involved in the development of the programme, or in
samples with different ethnic or educational
backgrounds.

To our knowledge, this is the first multi-centre
randomized clinical trial evaluating a mindfulness-
based clinical intervention. Taken with the results
from smaller, or less controlled, evaluations
suggesting the effectiveness of the generic
mindfulness-based  stress  reduction . (MBSR)
programme in treating chronic pain, generalised
anxiety and panic (Kabat-Zinn et al., 1986, 1992),
and the effectiveness of a cognitive-behavioral
programme incorporating a substantial mindfulness
component in reducing self-harm in borderline
personality disorder (Linehan, Armstrong, Suarez,
Allmon, & Heard, 1991), the present findings suggest
that mindfulness-based clinical interventions may
hold considerable therapeutic promise, either alone,
or in combination with other forms of intervention.
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What Do We Really Know About Mindfulness-Based Stress Reduction?

Scort R. Bisor, PuD

Objective: Mindfulness-Based Stress Reduction {(MBSR) is a clinical program, developed to facilitate adaptation to
medical illness, which provides systematic training in mindfulness meditation as a self-regulatory approach te
stress reduction and emotion management. There has beon widespread and growing use of this approach within
medical settings in the last 20 years, and many claims have been made regarding its efficacy. This article will
provide a critical evaluation of the available state of knowledge regarding MBSR and suggestions for future research.

Methods: A review of the current lite
provide an evaluation regarding what

rature available within the medical and social sciences was undertaken to
we know about the construct of mindfulness, the effectiveness of MBSR, and

mechanisms of action. Results: There has been a paucity of research and what has been published has been rife with
methodological problems. At present, we know very little about the effectiveness of this approach. However, there
is some evidence thal suggests that it may hold some promise. Conclusions: The available evidence does not support
a strong endorsement of this approach at present. However, serious investigation is warranted and strongly
recommended. Key words: Mindfulness-Based Stress Reduction, adaptation, chronic illness, psychiatric illness,

review.

BAI = Beck Anxiety Inventory; BDI = Beck Depression
Inventory: BES = Binge Eating Scale; CSQ = Coping
Strategies Questionnaire; FIQ = Fibromyalgia Atti-
tudes Questionnaire; FFS = Fear Survey Schedule;
HRSD = Hamilion Rating Scale: Depression; MBSR =
Mindfulness-Based Stress Reduction; MIA = Mobility
Inventory for Agoraphobia: POMS = Profile of Mood
States: SCID = Structured Clinjcal Interview for DSM-
IV; 5CL-90-R = Symptom Checklist; SCL-00-R GS[ =
Symptom Checklist Global of Severity Index; SOSI =
Symploms of Stress Inventory.

Mindfulness—Basod Stress Reduction (MBSR) is a
clinical program originally developed to facilitate ad-
aptation to medical illness that provides systematic
training in mindfulness meditation as a self-regulation
approach to stress reduction and emotion manage-
ment. Interest in MBSR has grown exponentially since
its introduction approximately 20 years ago (1). There
are an estimated 240 MBSR programs in North Amer-
ica and Europe with new programs being established
each year (2). With the introduction of a residential
professional training program in MBSR now offered by
the Center for Mindfulness in Medicine, Health Care
and Society at the University of Massachusetts Medi-
cal Center (3), the use of this approach will likely
become even more widespread.

The primary goal of MBSR is to provide patients
with training in meditation techniques to foster the
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quality of “mindfulness.” Mindfulness has been
broadly conceptualized as a state in which one is
highly aware and focused on the reality of the present
moment, accepting and acknowledging it, without get-
ting caught up in thoughts that are about the situation
or in emotional reactions to the situation (1, 4). MBSR
aims to teach people to approach stressful situations
“mindfully” so they may respond to the situation in-
stead of automatically reacting to it.

MBSR is now being used widely to teach patients to
selfl-manage the stress and emotional distress com-
monly associated with a range of chronic illnesses and
as a psychosocial treatment approach te some psychi-
atric disorders (2, 4). However, the popularity of this
approach has grown in the absence of rigorous scien-
tific evaluation. Although thore is some preliminary
ovidence that suggests that MBSR may hold promise as
an effective approach with applications in psychoso-
matic medicine and general psychiatry, there is a lot
that we do not know about this treatment modality.
This article will provide a comprehensive critical eval-
uation of MBSR as a relatively new treatment

approach.

DESCRIPTION OF THE INTERVENTION

The primary focus of MBSR is on training partici-
pants in various meditation techniques that ostensibly
result in the development of mindfulness. Although
these various mindfulness training techniques differ
somewhat in terms of procedures, they share the same
goal of teaching participants to become more aware of
thoughts and feelings and to change their relationship
to them. The meditation techniques are used to de-
velop a perspective on thoughts and feelings so that
they are recognized as mental events rather than as
aspects of the self or as necessarily accurate reflections
of reality (1, 5). With repeated practice, mindfulness
allows the participant to develop the ability to calmly
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step back from thoughts and feelings during stressful
situations, rather than engaging in anxious worry or
other negative-thinking patterns that might otherwise
escalate a cycle of stress reactivity and contribute to
heightened emotional distress.

A description of sitting meditation will illustrate the
basic mindfulness training technique. The participant
maintains an upright sitting posture, either in a chair
or cross-legged on the floor, and attempts to sustain
attention to the breath. Whenever attention wanders to
inevitable thoughts and emotions as they arise, the
participant simply acknowledges and accepts each
thought and feeling, then lets go of them as attention is
directed back to the breath. This process is repeated
each time that attention wanders to thoughts and feel-
ings. As sitting meditation is practiced, there is an
emphasis on simply observing and accepting each
thought or feeling without making judgments about it,
elaborating on its implications, additional meanings,
or need for action (1, 5). Thus, sitting meditation aims
to teach participants to passively observe thoughts and
feelings simply as mental events with no inherent
vilue of their own. Other techniques (eg, body scan,
yoga) are taught afler the same basic procedure, al-
though with a different object of focus to sustain
attention,

MBSR lypically consists of 8 to 10 weekly group
sussions, with one session being a full day “retreat.” (3)
The format is largely skill-based and psychoeduca-
tional. Thers is considerable in-session expoerience and
discussion of the various mindfulness-training tech-
niques. Patients are educated about the psychophysi-
ology of stress and emotions and provided with ways
of approaching specific situations using the mindful-
ness skills. There is a program of homework exercises
that largely involves practice of the mindfulness tech-
niques, both formally as a daily meditation practice,
and informally as participants bring mindfulness to
thoughts, emotions, and behaviors in their daily lives,
particularly during times of stress. Participants are
provided with audiocassettes that guide them through
the mindfulness meditation exercises.

REVIEW OF OUTCOME STUDIES

There has been a paucity of controlled studies in
clinical populations (6-9) and only a few uncontrolled
studies (10-16). Beyond obvious limitations of uncon-
trolled designs, the research has suffered from meth-
odological problems that seriously limits the kinds of
conclusions that can be drawn. These include inappro-
priate or inadequate use of statistics, the use of unvali-
dated measures, failure to control for concurrent treat-
ments that might effect the outcome variables, and
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arbitrary determination of clinical response. All of the
published studies to date relevant to the self-manage-
ment of stress and mood symptoms associated with
chronic illness, with comments regarding strengths
and limitations, are described in detail in the Appen-
dix. Because major depression and anxiety disorders
commonly are associated with chronic illness and of-
ten warrant specific treatment as part of the overall
psychosocial management of an illness, these studies
are presented as well. The order of the review begins
with controlled studies, followed by uncontrolled
studies. A summary of these studies highlighting the
main findings and the conclusions that can be drawn
follows.

Controlled Studies

Two studies in nonclinical samples have shown
that MBSR may be effective in mitigating stress, anxi-
ety, and dysphoria in the general population (8, 9). The
strength of these studies is in the use of randomization
to groups, and in the case of Shapiro et al. (9), matched
randomization for important potential confounding
variables (eg, ethnicity). Also, the decision to attempt
replication by having the control group participate in
an MBSR program after the end of the randomized
controlled trial in the latter study provides an addi-
tional test of efficacy. These studies are limited how-
ever in tho use of an inactive control group. Since
nonspecific factors, such as therapists' attention, so-
cial support, and positive expectancy can improve out-
come (17-19) it is difficult to attribute the changes to
the specifics of MBSR. A better design would include
an additional active control group (ie, with therapeutic
attention, social support, and positive expectancy) in a
three-arm firial. Any differences in postintervention
scores in favor of MBSR can then be attributed to the
specifics of the interventions. These studies also have
questionable generalizability to clinical populations.

Only two randomized. controlled trials have been
reported in clinical populations. Speca et al. (6) pro-
vide the only rigorous test of MBSR in a medical pop-
ulation—a mixed sample of cancer patients. The re-
sults are impressive with 65% and 35% reductions in
total mood disturbance and stress symptoms, respec-
tively. Also, time spent practicing meditation corre-
lated with reductions in mood disturbance. This pro-
vides compelling evidence that the techniques had a
therapeutic effect. However, it is not possible to rule
out social desirability effects that may have been op-
erative in patients’ reports of mood and stress changes
or their reports of treatment compliance. A measure of
social desirability should be included in future con-
trolled trials as a control variable. Also, posttreatment

Psychosomalic Medicine 64:71-84 (2002)
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follow-up is needed to fully evaluate the long benefits
of this approach.

Teasdale et al. (7) provide the only other random-
ized controlled trial of an MBSR-based treatment in a
clinical sample; recently recovered depressed patients.
This rigorously designed study yielded impressive re-
sults. MBSR combined with cognitive therapy resulted
in half the rate of relapse of depression over a 60-week
period for individuals who had three or more previous
episodes, If replicated, this combined approach would
represent an important prophylactic treatment of re-
current depression. Unfortunately, because a com-
bined treatment modality was used, it is not possible
to make strong statements regarding the effectiveness
of MBSR per se for the prevention of depressive re-
lapse. Furthermore, its application for the treatment of
major depression is yet unknown.

Uncontrolled Studies

Tho remaining studies are seriously limited by the
reliance on uncontrolled repeated measures designs.
Although the rigor of this design can be greatly im-
proved with the inclusion of a nontreatment compar-
ison group to control for regression toward the miean,
only one study uses this approach (10). Unlortunately,
that study did not match participants on potentially
important variables that might have othorwise diffor-
entiated the groups in a way that would affect out-
come. Although the available evidence does not cur-
rontly support a strong ondorsement of this
intervention in any of the following clinical popula-
tions, some general statements can be made about the
available evidence regarding the suggested efficacy of
MBSR that awaits rigorous testing via randomized con-
trolled trials.

In chronic pain, there is preliminary evidence that
MBSR may assist patients with psychosocial adapta-
tion as evidenced by reductions on self-report mea-
sures of emotional distress, psychiatric symptoms, and
functional disability (10). More importantly, these
gains may remain for up to 4 years posttreatment (11).
However, the impact of MBSR on psychosocial adap-
tation to pain may be more robust than lasting impact
on pain symptoms.” Although MBSR resulted in some
mitigation of pain, it returned to preintervention levels
within 6 months after treatment. It is possible that
continued regular practice of mindfulness mediation
may prove to be an effective long-term strategy for pain
management but this remains an empirical question. It
is important to note that the majority of the patients
who participated in the MBSR program had a long
history of medical treatment with little or no improve-
ment in either their pain status or emotional-behav-
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ioral status. Despite the methodological limitations of
the studies, the fact that these “treatment resistant”
patients improved at all is indeed impressive.

In terms of fibromyalgia, the one study published
(12) has serious methodological limitations including
lack of a comparison group, failure to report descrip-
tive and inferential statistics, and arbitrary determina-
tion of clinical response. In terms of the latter, patients
were identified as responsive to treatment if they
showed at least a 25% improvement on at least half of
the measures. There may be significant difficulties
with giving each of the measures equal weights in
defining clinical significance. Furthermore, using ar-
bitrary criteria regarding clinical response is unneces-
sary. Clinical improvement can be determined objec-
tively by using established cut-off scores on the
measures included in the study. Also, the investigators
combine illness symptoms with markers of adaptation
when defining clinical response. Since psychosocial
interventions frequently facilitate adaptation without
impact on illness severity, it is important to consider
these separately. While methodological limitations
preclude strong statements regarding efficacy, it does
seem that MBSR may have been associated with a
significant reduction (39%) in severity of psychiatric
symptoms.

In gencralized anxiety and panic disorder, MBSR
was associated wilh significant reductions in the se-
verity of symptoms from pretreatment to posttroatment
with mean reductions to the nonclinical or subclinical
range on all clinician-ratings and self-report measures
(13). The study used rigorous assessment procedures,
including structured clinical interviewing (DSM-Ili-R
criteria) to select eligible patients and established psy-
chometric instruments. Unfortunately, half of patients
(55%) were also being treated pharmacologically dur-
ing the MBSR program. It is unclear if the intervention
had any significant therapeutic effect beyond medica-
tion. It seems that patients maintained their gains at a
3-year follow-up, but half of the participants had re-
ceived additional treatment for their anxiety disorder
since ending the MBSR program (14).

One study has examined the efficacy of MBSR in
binge eating disorder (15). The investigators excluded
participants who were concurrently involved in a
weight-loss program or psychotherapy, which obvi-
ously increases confidence in attributing change in
symptoms to the MBSR. However, the lack of a com-
parison group is a major limitation. Although prelim-
inary, the results suggest that MBSR may be a promis-
ing approach to both binge eating symptoms and the
anxiety and depression that is frequently associated
with binge eating disorder.

Although suffering similar methodological limita-
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tions as the other clinical investigations, the study by
Roth (16) is important in that it examines the efficacy
of MBSR in a sample of patients within a low socio-
economic cohort and includes two samples from dif-
ferent ethnic backgrounds (ie, English-speaking Amer-
icans and Spanish-speaking Latin Americans).
Unfortunately, differences between groups in terms of
treatment response were not examined statistically.
Observation of completion rates for the program sug-
gested that they were much lower than previously
reported (53% of the English patients and 64% of the
Latin American patients). Despite limits, this study
highlights the importance of examining level of ac-
ceptability and compliance of this intervention ap-
proach in different populations.

In summary, there is some preliminary evidence
that MBSR may be effective in various medical and
psychiatric populations. The evidence is stronger in
the efficacy of MBSR as a general stress reduction
approach in nonclinical populations than clinical pop-
ulations. Although replication is needed, MBSR seems
to hold promiss as a highly effective psychosocial
approach for the management of stress and mood dis-
turbance in cancer. The evidence in other medical and
psychiatric conditions is less compelling although pre-
liminary ovidence supports the argument that MBSR
should be evaluated via randomized controlled trials.

OPERATIONAL DEFINITIONS, VALIDATION,
AND MEASUREMENT

MBSR was adapted from traditional mindfulness
maditation practices originating in Theravada and Ma-
hayana Buddhism in India approximately 2500 years
ago (20). The construct of “mindfulness.” therefore.
has its roots in Buddhism. The Abhibdhamma (21)
represents a compilation of the Buddhist psychology
and philosophy and includes detailed descriptions of
states of consciousness said to be attainable through
meditative techniques. In the fifth century, the portion
of the Abhibdhamma that deals with meditation was
summarized in a collection known as the Visuddhim-
agga, or the “path of purification.” (22) Within these
texts are descriptions of the qualities of mindfulness
that are said to be attained through vipassana, or mind-
fulness meditation practice. For the most part, modern
Western descriptions of the construct in the scientific
literature have been consistent with the traditional
Buddhist conceptualizations of mindfulness.

Unfortunately, the defining criteria for mindfulness
have not been elaborated substantially beyond nonspe-
cific descriptions of the construct. For example, mind-
fulness has been described as a state in which one is
“fully present in the moment, focused on the reality of
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the situation,” while “acknowledging and accepting it
for what it is” (1, 4, 5). There have been no attempts to
operationalize these qualities. However, each of the
three dimensions emphasized in the literature seems
to involve an aspect of attention regulation.

First, this seems to involve maintaining one’s atten-
tion to a single point of awareness whereas disengag-
ing from thoughts or feelings about the object being
observed or from irrelevant discursive thoughts. This
ability is hypothesized to develop during meditation
as the individual sustains attention to the breath to
“anchor” it to the present moment and repeatedly dis-
engages attention from thoughts and emotions as they
inevitably arise. This is said to allow the individual to
be “fully present in the moment.” At a behavioral
level, maintaining awareness to an object or situation
over time would involve sustained attention (23, 24).
To disengage from mental activity that might arise and
focus back on the object or situation being observed
would involve attention-switching (25).

Secondly, to “observe the reality of the present mo-
ment” the practitioner attends to the objective quali-
ties of experience or a situation without immediately
resorting to an active process of making judgments
about it, elaborating on its implications, further moan-
ings, or nood for action. This is referred to as “bare
altention.” (1) During meditation, thoughts and emo-
tions that spontancously come into conscious awaro-
ness are observed as they are, although the practitionoer
attempts to inhibit tho regular tendency to judge, in-
terpret, or otherwise elaborate on them. This inhibi-
tion of elaborative secondary processing would require
the ability to control attention to terminate thinking
about, or otherwise elaborating on, the primary mental
event so that it can be simply observed (26, 27).

Third, the practitioner is said to remain open to
experience as all available information is intentionally
observed without attachment to any particular point of
view or outcome. This is thought to allow the person to
“acknowledge and accept the situation for what it is.”
In meditation, thoughts and emotions that inevitably
arise are simply accepted and observed; there are no
attempts to change or escape from anything, nor are
there attempts to hold on to or prolong anything. In-
stead, the practitioner remains open to observing the
presence of each thought and emotion that arises, as
well as its dissolution. In terms of implicated psycho-
logical processes, this seems to involve reliance less on
preconceived ideas, beliefs, and biases and more on
paying attention to all available information (28).

Mindfulness seems to reflect a kind of meta-cogni-
tive ability (29) in which the participant has the ca-
pacity to observe his or her own mental processes.
This process of “stepping back” and observing the flow
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of consciousness is thought to result in the recognition
that each thought and feeling reflects a mental event
with no more inherent value or importance other than
what the practitioner affords them. There seems to be
a shift in perspective from automatically accepting the
validity or relevance of each thought, to the suspen-
sion of commitment to any one thought or perspective.
Thoughts are therefore treated as potentialities pend-
ing further evidence. Similarly, affect states are not
inherently “pleasant” or “unpleasant” but are merely
observed as mental events. This would be expected to
improve affect tolerance and decreased reactivity in
the presence of emotional states. Situations are ap-
proached with the same objective awareness; they con-
sist of the unfolding of events with no inherent value
other than what one affords them.

The shift in perspective on one’s own experience
seems to be further facilitated by a set of attitudes that
are emphasized during MBSR. These attitudes involve
a way of attending to experience and are practiced
during the various mindfulness meditation techniques
und applied more generally to real-life situations (2, 4).
Two of the more salient and related attitudes include
"uonstriving,” which has heen described as a kind of
surrendering to the moment, acknowledging and fac-
ing one’s experience inslead of fighting it or trying to
make it something else, and “acceptance” of tho situ-
ation. Also, the importance of dealing with the imme-
diacy of the curront situation, rather than possible
futures or tho past, is emphasized. The voluntary do-
ployment of attention, in combination with these atti-
tudes, is thought to result in a heightened state of
awareness in which one is conscious of a particular
situation and one's cognitive, emotional, and somatic
uxperience in that situation in a way that fosters a
greater sense of equanimity. Thus, in addition to atten-
tion rogulation skills, mindfulness can be conceptual-
ized in termis of a core set of attitudes and a general
approach-orientation to experience.

At a conceptual level, mindfulness seems to share a
number of features with other psychological con-
structs. Mindfulness seems to be related to absorption,
an individual's proclivity toward complete attentional
involvement in one’s perceptual, imaginative, and ide-
ational experience (30). Both share a number of similar
features including an attentional focus on current ex-
perience and awareness of available stimuli. Unlike
absorption, however, mindfulness does not involve a
complete immersion in experience. In mindfulness,
the person remains able to observe experience in a
detached way, as if somewhat removed from the expe-
rience (5). Mindfulness may also be related to the
personality trait of openness (31, 32). Both constructs
involve a reflective and contemplative approach to
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situations, open-mindedness, and a tendency toward
curious introspection (5, 32). However, unlike open-
ness to experience mindfulness does not involve an
effort to seek out novel experience or engage in active
imagination. Instead, mindfulness involves directing
attention to whatever happens to be within current
experience. Mindfulness can also be differentiated
from other attentional states such as dissociation,
which involves an altered state of awareness that is
typically characterized by restricted attention (33). Un-
like dissociative states, mindfulness involves an effort
to direct attention to all available information.

There is currently no evidence that can be cited in
support of the validity of the construct of mindfulness.
However, operationalizing the construct does allow for
investigators to test the validity. For example, convinc-
ing evidence in support of construct validity would be
obtained if experience with mindfulness meditation
were to produce enhanced performance on cognitive
tasks that require sustained attention and attention-
switching, termination of elaborative processing, and
awareness of stimuli. There are a number of standard-
izod attention vigilance (that require sustained atton-
tion) and attention-switching tasks can be adapted
from cognitive neuroscience (25, 34). Similarly, the
ability to inhibit elaborative processing can be mea-
sured with such attention control tasks as the “stop
signal paradigm,” which measures tho speod that one
can disenguge from a cognitive operation (26). Atti-
tudes and beliefs thought to be associated with mind-
fulness can be readily measured with self-report ques-
tionnaires. Convergent validity can be established by
examining whether scores on the mindfulness mea-
sure correlate positively with measures of absorption
and openness to experience. Discriminate validity can
be established by examining whether scores on the
mindfulness measure correlate with measures of dis-
sociation and social desirability; they should not cor-
related if these constructs are orthogonal. Since mind-
fulness is theoretically predicted to mitigate stress and
mood symptoms, criterion-related validation can be
established by testing whether an increase in mindful-
ness corresponds with decreased scores on measures
of stress and mood symptoms.

MECHANISMS OF ACTION AND CLINICAL
ISSUES

Questions concerning the operational definitions
and validation of the construct of mindfulness are
highly relevant to identifying the mechanism of action
of this approach. MBSR was developed to assist indi-
viduals in mastering meditation techniques and to be-
come skillful in producing a state of mindfulness (1),
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the hypothesized primary active component (3, 4).
There is no evidence, however, that MBSR actually
enhances one’s ability to produce a state of mindful-
ness. In addition to the substantive significance of this
gap in our knowledge, it also raises practical consid-
erations. MBSR is a demanding clinical program, re-
quiring participants to practice meditation for a mini-
mum eight-week course of daily 45-minute sessions,
ostensibly to develop the skill of cultivating mindful-
ness (3). MBSR may merely produce nonspecific ben-
efits, such as increased self-efficacy or social support,
common mediators of many group interventions (35—
37). If MBSR does not induce mindfulness, or mind-
fulness is not the primary therapeutic. component,
then it becomes difficult to justify such a demanding
program. Even if mindfulness meditation proves to be
a major therapeutic component, it may have nothing to
do with “mindfulness;"” it may simply produce deep
relaxation (38, 39). Research needs to clarify whether
mindfulness meditation produces some kind of altered
awareness such as “mindfulness” or whether it simply
reflects another relaxation technique. The next logical
step for the field is thus to investigate the meditating
role of mindfulness. However, “mindfulness” must
first be conceptually defined, an appropriate measure-
ment procedure must then be developed, and its con-
struct validity tostod.

It is also important to evaluate the efficacy of this
approach against other treatments developed or
adapted to facilitate adjustment to illness. For exam-
plu. cognitive thorapy has boen demonstrated as an
effective treatment for many chronic illnesses, and it is
generally accepted as the psychosocial treatment of
choice for major depressive and anxiety disorders (35,
40-42). If MBSR were to be adopted as a psychosocial
approach, than it would be important that the efficacy
of this approach meets or exceeds that of other vali-
dated treatments. Furthermore, it cannot be assumed
that because MBSR is effective for the management of
stress and emotional distress associated with one type
of chronic illness (eg, cancer) that it will be effective
for other illnesses (eg, chronic pain).

There are also important questions concerning who
might benefit from MBSR. Preexisting personality
traits may influence recruitment and compliance. This
issue is particularly relevant to this approach consid-
ering the demands and somewhat unusual nature of
the program. Also, pretreatment personality traits or
differences in attention control skills may also influ-
ence the ability to use meditation to develop mindful-
ness and mitigate stress and mood symptoms (43).
Indeed, it is entirely possible that the efficacy of this
approach has more to do with the kinds of people who
gravitate to the program than the approach itself. This
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needs to be investigated. Pretreatment levels of emo-
tional distress and/or severity of psychiatric symptoms
may influence efficacy as well. For example, severe
stress or mood symptoms may impede the develop-
ment or use of mindfulness to mitigate distress reac-
tions. Also, there needs to be some clarification regard-
ing what types of mood states or psychopathology is
responsive to this approach. These questions have im-
portant implications for the identification of potential
patients who would be expected to benefit from this
approach.

DISCUSSION

Group-based psychosocial interventions that facili-
tate adaptation and adjustment to chronic illness are
both effective and time-efficient and cost-efficient.
Consistent with the recognized goal to improve the
quality of life of patients with chronic medical disor-
ders, the integration of group-based psychosocial in-
terventions into standard care is strongly recom-
mended. A psychosocial treatment approach that can
effectively assist patients to self-manage their stress
and emolional distress, and/or treat mood and anxiety
disorders commonly associated with chronic illness,
would be highly valued in most treatmont settings.

Although MBSR has boen presented as such an ap-
proach, thore is insufficient evidenco based on rigor-
ous scientific mothods to strongly recommend it at this
time. However, thero is some preliminary evidence
that suggests that this approach should be evaluated.
Certainly, with the current and growing popularity,
both among the increasing number of health profes-
sionals who are using this approach and health con-
sumers who are demanding it, this is enough of a
reason alone to subject it to scientific scrutiny. In an
era of increased accountability to demonstrate that our
psychosocial interventions are indeed safe and effec-
tive, the issue regarding the paucity of empirical study
is not a minor one.

Although preliminary evidence is promising, con-
trolled studies are clearly nesded. Although the effi-
cacy of MBSR to self-manage stress and mood symp-
toms associated with cancer seems particularly
promising, it would be difficult based on a single ran-
domized controlled trial to strongly recommend it at
this time. The study is significant however as it repre-
sents the first rigorous test of the efficacy of this ap-
proach to foster adaptation to a medical illness. Rep-
lication is clearly needed to firmly establish its
efficacy in this population. Clinicians are cautioned
further against generalizing the efficacy of this ap-
proach based on this study to other chronic illnesses.
The efficacy of MBSR should be investigated in each
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illness that it was adapted for until it has been shown
that the treatment effects can generalize across ill-
nesses. Finally, clinicians are cautioned against at-
tempting to use this approach as a “cure all” for any
problematic mood-state or psychiatric disorder that
presents with chronic illness. Substantial clarification
regarding the specific markers of psychosocial distress
or psychopathology associated with chronic illness
that are amenable to this approach is needed.

The next logical step within future randomized con-
trolled trials is to investigate questions concerning the
meditating role of mindfulness. However, “mindful-
ness” needs to be operationalized and its construct
validity tested, and a method of assessment needs to be
developed, before researchers are able to investigate its
mediating role. The current paper has presented an
operational definition of the construct in a manner that
outlines specific testable hypotheses for its validation.
This should allow for the development of a method of
measurenient that can be included in future controlled
studies. A systematic investigation of questions re-
garding the therapeutic mechanisms of MBSR raised in
this paper would then be possible.

It is lime 1o subject this approach to serious scien-
tific inquiry. MBSR scews to hold promise as a poten-
tially offuctive treatment option that may assist some
pationts to self-manage stress and mood symptoms in
the face of their illness. Scientist-practitioners who sce
valuo in_the approach are urged to adopt rigorous
mothods of investigation so that its efficacy, indica-
tions, and limits of application within psychosomatic
madicine can be cloarly established. In the same vein,
skeptics are cautioned that absence of evidence does
not nocessarily indicate absence of efficacy. It is hoped
that this review will foster cautious optimism about
the potential of this approach and direct investigators
toward addressing relevant research questions that
will result in an empirical base that can guide clinical
practice.

REFERENCES

1. Kabat-Zinn J. An outpatient program in behavioral medicine for
chronic pain patients based on the practice of mindfulness
meditation: theoretical considerations and preliminary results,
Gen Hosp Psychiatry 1964;4:33-47.

2. Kabat-Zinn J. Moditation. In: Hollond JC, editor. Psycho-
oncology. New York: Oxford Universily Press; 1998. p. 767-79.

3. Sunlorulli SF. Mindfulness-Based Stress Reduction. Qualifica-
tions and recommended guidelines for providers. Center for
Mindfulness in Medicine, Health Care, and Society. Worcester,
MA: University of Massachuselts Medical Center; 1999,

4. Kabat-Zinn J. Full catastrophe living. Using the wisdom of your
body and mind to face stress, pain and illness. New York:
Bantam Doubleday Dell Publishing; 1990.

5. Teasdale JD), Segal Z, Williams J, Mark G. How does cognitive

Psychosemalic Medicine 64:71-84 (2002) ‘

10.

11.

12.

13,

14,

-
o

17.

18.

18.

20.

21,

22,

23.

24,

25,

therapy prevent depressive relapse and why should attentional
control (mindfulness) training help? Behav Res Ther 1695:33:
25~-39,

. Speca M. Carlson L, Goodey E. Angen M. A randomized wait-list

controlled trial: the effects of a mindfulness meditation-bused

stress reduction program on mood and symptoms of stress in
cancer outpatients. Psychosom Med 2000:62:613-22.

. Teasdale JD, Segal ZV, Williams JMG, Ridgeway VA, Soulsby

JM, Lau MA, Prevention of relapse/recurrence in major depres-
sion by mindfulness-based cognitive therapy. J Consult Clin
Psychol 2000;68:615-23.

- Astin J. Stress reduction through mindfulness meditation: ef-

fecis on psychological symptomatology, sense of control, and
spiritunl experiences. Psychother Psychosom 1997:66:97-106.

. Shapiro SL, Schwartz GE, Bonner G, Effects of mindfulness-

based stress reduction on medical and premedical students. |
Behav Med 1998:21:581-99.

Kabat-Zinn J, Lipworth L, Burney R. The clinical use of mind-
fulness meditation for the self-rugulation of chronic pain. | Be-
hav Med 1985;8:163~90,

Kaba)-Zinn ), Lipwarth L, Burney R, Sellors W, Four-year fol-
low-up of a incditation-basud program for the self-regulation of
chronic pain: treatinenl outcome and compliunce. Clin | Pain
1987;2:159-73. .

Kaplan KH, Goldenbery DL, Galvin-Nadeau M. The impact of a
meditalion-bused struss reduction program on fibramyalgin. Gen
Husp Psychiniry 1993;15:204 -9,

Kubat-Zinn J, Massion AO, Kristeller J. Peterson LG, Fleicher
KE, Pben L, Lendurking WR, Suntorelli SF, Effectivenuss of a
meditation-based stress reduction program in the treatment of
anxiuly disorders, Am J Psychintry 1092:19:936~43.

Miller )}, Flotcher K, Knbat-Zina . There-yoar follow-up wnd
clinical implications of @ mindfulness mmditation-haswd stress
rutbuction intervention in the trstment of anxioty disorders
Gun Husp Psychioiry 1995:17:192-200,

- Kristollur JL. Hallett CB, An exploratory study of a meditution-

basud intervention for binge eating disonder, } Health Psyshaol
1999:4:357-62).

- Roth B. Mindfulnuss-basod struss reduction in the inner city.

Advances 1997;13:50~8.

Grencavage L, Bootzin RR, Shoham V. Specific and nonspecific
effects in psychologicul treatmunts. In: Costello CC, editor, Busic
issues in psychopathology. New York: Guilford Press: 1993. p-
359-76.

Strupp HH. The Vanderbilt Psychotherapy Studios: synopsis. )
Consult Clin Psychol 1993:6:1431-3.

McCullough L, Winston A. The Beth Isracl Psychotherapy Re-
search Program. In: Beutler LE, Crago M, aditors. Psychotherapy
resvarch: on internutional review of programmatic studios.
Washington, DC: American Psychological Associalion; 1991. p-
15~23.

Goleman D. The Varieties of Meditative Experience. Now York:
Dutton; 1977.

Kiyota M, editor. Mahayana Buddhist Modiation. Theory and
Practice. Hawali: Universily Press; 1978,

Buddhaghosa B. Vissuddhimagga (The Path of Purification].
Nayanamoli B, transtator. Boulder, CO: Shambala; 1976.
Parasuraman R The attentive brain. Cambridge MA: MIT Prass;
1998.

Pasner M1, Rothbart MK. Attentional mechanisms and con-
scious experience. In: Milner AD, Rugg MD, editors. The neu-
ropsychology of consciousness, London: Acadomic Press; 1991.
p. 91-112,

Duncan J. Attention, intetligence, and frontal lobes. In: Gazza-

77



26.

27.

29.

30.

3.

33.

34.

35.

78

niga MS, editor. The cognitive neurosciences. Cambridge, MA:
MIT Press; 1905. p. 721-33,

Logan GD, Cawan WB. On the ability to inhibit thought and
action: a theory of an sct of contral. Psychol Rev 1884;91:
295-327.

Logan GD, Schachar Rf, Tannock R. Impulsivity and inhibitory
control. Paychol Sci 1997:8:60-4.

. Posner ML The psychobiology of sttention. In: Gazzaniga MS,

Blackmore C, editor. Handbook of psychebiology. New York:
Acedemic Press; 1975.

Marks DF, Consciousness, mental imagery and sction. Br ] Psy-
chol 1999;80:567-85.

Tellegan A, Atkinson G. Openness to absorbing and self-altering
experiences (“sbsorption”); a trait related to hypnotic suscepti-
bility. ] Abnorm Psychol 1974;83:268-77.

Catiell RB. The basic trait clusiers for describing personality.
Psychol Bull 18435;42:129-81.

. McCrae RR, Costa PT. Openness to experience. In: Hogan R,

Jones WH, editors. Perspectives in personality. Greenwich: JAL
Press; 1985, p. 145-72.

Bemstein EM, Putham FW, Development, reliabilily, and vali-
dution of a dissociation scale. | Nerv Ment Dis 1986;174:727-35.
Mackwarth NH. Researches in the messurement of hbuman per.
formancy. MRC Special Repurt Series, No. 268, London, HMS
Officu, 1950,

Nuwton TL, Dorun SE. Cognitive-behavioml processes in man.
aging the stress and anxiely of medicol illness. In: Mostofsky DI,
Harlow DH, editors. “The managemen of stross and anxiely in
niedicol disorders, Buston: Allyn & Bacon: 2000, p. 84-99.

36.

37.

38.

39.

40,

1.

2.

43.

S. R. BISHOP

Williams RB, Williams VP. Life skills training to ameliorate the
impact of psychosocial factors on the development and course
of medical illness, In: Cummings NA, Cummings JL. johnson JN,
editors. Behavioral health in primary care: a guide for clinical
integration. Madison, CT: Psychosocial Press; 1997. p. 205~18.
Levinson JL. Psychosocial interventions in chrenic medical
illness: an overview of outcome research. Gen Hosp Psychiatry
1992;14:43-9.

Alexander CN, Robinson P, Orme-johnson DW, Schneider RH.
The effects of transcendental meditation compared to other
methods of relaxation and meditation in reducing risk factors,
morbidity, and mortality. Homeostasis Hoalth Dis 1994;35:
243-63.

Delmonte MM. Physiological concomitants of meditation prac-
tice. Int ] Psychosom 1984:31:23-36.

Morley 8, Eccleston C, Williams A. Systemalic review and meta-
analysls of randomlzed controlled trials of cognitive behaviour
therapy and behaviour therapy for chronic pain in adulis, ex-
cluding headache. Pain 1999:80:1-13.

Gould RA, Otto MW, Poilack MH. Yap L. Cognitive behavioral
and pharmacological treatment of generalized anxiety disorder:
a preliminary meln-onalyis. Behav Ther 1997;28:285-305.
Dobson KS. A muta-onalysis of the efficacy of cognitive therapy
for depression. J Consult Clin Psychol 1989;57:414 -9,

de Ribaupierre A. Working memory and atientional control. In:
Perrig W], Grab A, editors. Conlrol of human behavior, meatal
processes, and conscivusness: essays in honor of the 60th birth-
day of August Flammer. Mahwal, NJ: Lawrence Erlbaum
Associutes; 2000, p. 147-64

Psychosomatic Medicine 64:71-84 (2002)



MINDFULNESS MEDITATION CRITICAL REVIEW

‘suonejndod jeags
o) Aupezsjesauad ajqeuonsand)
stpfuans
SIINSLOW Pazipiepueys
‘sunuid o) uoyiezywopury
suoyssaudap Jo wowiton ay) o)
pazijesaund oq sy ues ‘asdejas
Jo ucpuaaasd 3yl 0} Ajuo jueaajay
1108y Jo |3n3) ydiy
yim Apnis paudisap-jjam Asap
tAdesaygy aapiulos
sa Suiuien ssaujnjpupw
st Yonw moy ‘Adesay)
aapiudod yim YsaW pauiqwo)

*dn-mojjo) LA patedysaauy
2q 0) spaau Jjauaq uual-Suo
*pajjonuod jou ejep uodas-jas
seyq S veyl soiae) jenualod
© se Ajjiqesisap (e190s Jo 59y

“Ajiqeyas paseasdap yum
paieidosse aq ued sa100s afuey)

‘sanbiuyaa) ssauj)puiw

ay Jo ajos Buypeipaw BuipaeBas

592UMIBJUI ALOS JO) SMOjjE

fawoano pue (Suneypow

wads awg pue asuepuane)

aouerdwod udamiat uonejas

paunwexd ‘osjy “yiduans e
ulisap pue sainseaw pazipsepuels

‘jonuod

JO 13A3] YAy voNdE)SHES

pue ‘suoneniis 3jgejjoNuodun

ut jo5uo3 plois so 1dadae

o} Aseded sareas8 ‘jonuod jo

32UN0S 5P Jj3S JO SUDS ‘JOUOD

JO a5UDds |jeson0 ur safueyd

aandepe sa1easd yueaguths

Ajjeauspeis paeaisuowap

osjy “Jonud a1 ug spuedpiped

uey) uoneap) proucsed

pue ‘wsdnoydisd ‘Aanisuas

jevosiadiduy ‘sodwds

aaispndwna-asssasqo “Aimxue

‘unissasbap J0) $21008 ajeasgns

SU A S (uononpas afessaw

#S8Y) ¥-06-105 M un g0

MY U sHEas uonuanduNsod

o) ueayiuthis Ajpeonsners
passunwap dnosl ysary

-asdejas
ul aseasdap ou ‘saposidd
snoiaaad o) Ajuo yum sjuaned
04 ‘uoissaxdap jo asdejas
10 3B ) paajey Jwaunean
ay) ‘soposida snojaad

210U 10 32yl Yum siuatied Jog
‘PApPUINE SUOISSIS
JO J3qWNY sEA\ UOIINPD)
ssauls Jo sopipand jsaq
Buneypaw wads swn a8esone
SEM JIURGINISIP POOW (210}

ut wawanosdus jo sopaud 159g.
*dnosd wawiean
3Y) Jo J0AR) U} SIDUAIAYP
1312313 UaA3 pamays Yoym
uauneasisod o) wawieanad
wayy sa:03s afuey swwasosd
osjy ‘ssails o swoldwAs
11BIDA0 J3M3) {ISOS 15Uy
*dnoud wawneas) oyl s0) sa100s
10lia saythy pue vorsnjuod
pue “1ailue ‘voissaadop
‘Aagxue ‘asucqimisip

POOW (10} J3MO] ISWOd 1530504

AU
jonue) andeys
4-06-10S
Ny Aujuaauyy
uoissaudoQ yi0g
(QSYH)
uoissadaq :ajeas
Suncy umpuieyy
{AIDS) AIFINS( 10
MILUAY] e
paunpans ay
YW JuDWSSIsSe putjg

AudAU)|
ssaaS 10 swoldwig
S3ILIS PUOLY 1O ApIONg

05IUOD SNSIAA

ASUW Rram-njtha

‘e pagonuay
1SH-UEeM paswopucy

saenpesibopun
Ayssanun gz

wesdosd yoam-ydio

ue Jumo}jo) syaam siuatjed
LS 1e passasse passaidap
jem pajjonuod pasaaodas
paziwcpuey Ajuadas gpj
westiosd

YSAW yoom
=2 ‘jeul j0suod

151-IEM paziuopuey swanedino gp

SIUaWIWo’)

aynsay

SANSTAN

udisag sweddiuey

Jchwns
je3nu-uon (£661) (8) unsy
luanndas
Jspiosip
anissaudap (0002)
solew {£) “1e 13 3|epseay
{0002)
10ue) (9) "je 13 edadg
SDIPMS pajjonuo)
vonipuo) Aprug

uononpay sseng paseg-ssouYpuly :mMa1aay

XIaN3ddV

79

71-84 (2002)

Psychosomatic Medicine 64



S. R. BISHOP

*eiep ayt Jo Sujpueisiapun

1In) e uied o) sopeas ay) o)
HNIYNP s} 1t (wopaay jo ssadap
‘sanjeA-]) sIisfIels [enuaR)u
pue sueaw ay) punose

‘UONINPaJ €406 € 1523}

ie Suisodas o4,6¢ pue uononpas

%E €L @ 15e3) 1e Suipodas
siuaned JO %65 YUM %SE

Aq paanpas sem 1SD 3-06-105
ay) J0) ueaw Ay} ‘adueqINISIp
PoOoOW |Llo) 10j Uedw

ay) uj uoyInpas wedyudys
Ajeonsels 9,65 © sem

‘snels
asuepea ay Suipraoad Jnoyum UMY 'SWOJ Y uQ “veaw jenosoydAsd
‘papiacid ase asuespubis ay) ui uoanpas wedpulis 10 uted

0 Anjiqeqoud pue sueaw
ay; Ajuo ‘pauoda: Ajaienbape

Ajjeansnels s40€ © sem
213y} “waunedusy jeuonsun)

vt adueyd apy
YA Juawiean

Psychosomatic Medicine 64:71-84 (2002)

10u Inq aiepdoadde ase sopsnels JO SULA) U| "uoNdNpPas wedun |esnpaw
‘uRnu ) preme) uossaaiios %G © 1sea) W podas a9 ruon wng fuspueiiog Jo Lmsny Suoy
1) [auo3 o) uosiedwaod on Pt uted ur BORINPW LT, SHEGUONSIND) wstond Py siuoned apys
eiep Aupyea e 15e3) e dunsodas sjuedidied SNUIG POOLY 10 Uy ASHIV A2am IsoW unpd -32snw
10 Ayjiqeii ou sey yaIym a1 Jo 3,72 uA Alsunu ancuuonsand) -unt u pajedidued uied © woy Apsow
‘aunsraw Appguesip Jo) Wdaoaxa uied vl volaINpEM et uths wryg IOy SSIRSEOW passigs Apscu fured (1 Apms ‘s861)
PASN saunseawWw pazipepuels Ajpeansuers wug © seas gy #0h- 1S pareadas isodzasy siwanedino g6 Moy (01) [ 13 uuiZ-legey
SIUpMS PIjjoNuoIuUN
‘wesdosd Ysgw ag Buiaagoy
«(g) unsy 10) payou Ayiedwa so1eaid pue Aiaxur e e g aaye
suopielwyy jeaiSojopoyiow awes  3jels JIM0) pue ¥-06-1S Y ullisap sasnsvaw
iy e st UO $31035 3|eIsgns uoissaidap pacadas e v dnos3
ueal ) piemo uaissasas 1o) puE [SD Ul SUONINP3S Y5 PUodIs
{04iu0d 0} uosuedwod jo Rae| . weayudis Aedsusners ¢ wt pajedidiped
1iduaas sy uonediydas 1e sy pauudas siuedidised josuo) dnoJs¥ joauc)
) -ajeas Ayredusa ayy uo s21005
sarea Aueoyiulss Ajesusners
‘(pouad ssans yhy) PRACAHSUOWSP OS[Y "JONUDD
SWEXa SIUIPMIS YUM 3PIDUIDD oy ur sjuedidaed uey sa10s
o} paudisep sem Apnis “(uapmis Auv aiels pue ajeasgns 9jeas Suney jonuod
{eapaut ‘sa jedipawsd) sniers uoissasdap pue iSO ¥-06-10S vnsuo) Aredwy  asi-Sunieas sassaa
{ooyds jeaipaw pue ‘ApPunga ayi uo s31035 uonuIAIAUNSOd LAiowsanuj wSAW PPam-ydia slu3pns
“Japua8 i0j uoneznuopues samo) weanpulis Ajjeansners Liapwy nesg-areis ‘jewn pajjonuod jesipaws oy ajdwes (8661)
Uy paydiew aiam siuedidiuey pajensuowap dnoid ysgw ¥-06-1DS poziwopuey pue jeaipawdid g7  jeduyouoN (6) "je 13 ondeys
siuawwo) sijnsay SaINSCAN uBisag swediueyd uoHpuc) Apnis
(panunuo)) XIANIALV



MINDFULNESS MEDITATION CRITICAL REVIEW

-andosdde asow uaaq
dAeY pjNoM dduBUEeA JO sisAjeur
saunseaw paleadas siuyad
e1ep jo asuapuadapur jo oy
0} anp s03s dn-mojju) pue
UOHUAAIBIUNISOA JO 1531 [EdNsHelS
aicudosdde ue 10u ) uoissasBay
“ueal 3| premo) uaissaudas

10) j0s1u02 O) uospedwod on

*$joAa) uonudAIdImd

0} pausnia wied dn

-MUj|04 *SHODS uonudAILK
uey) somo) Apuediiuths
Ajjeanisners asam Anpigesip jo
{343) pue swoidwis smenjoisd
Jo Ali1anas ‘ssanisip jeuonowa
JO S2INSPIW UO SII0DS

1edun jeuoidUY
noge ancuuonsaIny)

e13)aNs
‘ejep Anpijea dn-mojj04 ‘uohudnusod SOILIS POOW JO N0y syow g 0 wesJosd _u_M:”_:
10 Ayjige)ias ou sey yoym 0} uonuanIBjuLad aneuuonsand §'T Wo4) paILIod YSGW }93av-uad) Ansow
‘ainseaws Aypqesip 10) 1dasxa WoJj SINSEAW {|€ LUO UOKHINPI) uIeg |0V sisaned dn e ul siuedidiyed aned 2861)
pasn saunseaus pazipsepuels weoipudis Ajjeonsiers v ¥06-105  -M0jj0) pIjjonuodun snoiaud 57z Jwoy)  (11) | 19 uurZ-jeqey
*sjanaj uotuanzaiuad
*(1 Apris 10 se syudunL0d of pawnias {uisuajuy
awes) pauodas Ajaienbape 10u ueg 'sjaaaj uonuandwisod 1e
Aq aepdosdde asam sonsuels  pautewas swordwAs duieiyaAsd 1yedun
‘ueaw ay) premol uoissuSas J0 Aisoaas pue asuequnIsSp jeuonduny Supsedas wesSosd
10) [05U0I 0} uosuedwod oN poop ‘uonuanuiisod oy aneuuoysand) isaw YSAW y3am-u3y
‘ejep Aupyjea uonuaniuisd wos (ssansip $3101S poOLY JO Aoy  -isod sywow gy o) e pajdwos
10 Ayjiqeias ou sey Yaym jruonowa pue Anpqusip ‘wed) ancuuoisand) €' Woy) paldLiuod Ajsnomaxd pey Z pue
‘asnseaws Apjigesip 1o0) 1daoxa $2INSEAW {j© U UONINPas uted |HDOW saned ‘dn oym uaned | satpmg (€ Apnis :S861)
Pasn SANSEW PIZIPIEPUTIS weanpudis Ajjeansuers v ¥-06-10S  -WOjj01 pajjosiuodury uted diuonyd g¢ se awes  (01) "je 13 uwiZ-jeqey
*2102s ddURQINISIP
Poow [TI0) SO Y 40) ueaw
ay} ut afueyd <,55 "uoNINPas
%0¢ © 1sed] 1e Suiuodas %o
YL S31035 [S) Ut UONINPA)
%E"£f @ 150d) e papadas s,z
“SSOASIP jrUONOWD $D1025 DIUTCPNISIP pucw |10}
Yy 44,07 pue uied 210w SWOd Pue §D 3-06-105 W
%52 pey dnaiil uvosuedwod suonanpas weatiudhs Ajjeansneg
g e sisoiins sueaw Jueapuths Spemsnes
Ml Jo uoneuRuexa pazdjeue 10U sea usje Alpigesip
10U 2IAM SNI0DS VlpaseY jPUDIDUN) Ul UONINPY
*sajqeuea 21ydesdowapoiaos Y1 "uMINPas %085 ¢ popndas
pue jedosoyd4sd ‘jeipaw w %ZS PUR 5035 Ansuajus
saauasayip weuodws jenuaiod ured U UCHINPII 9%E g suayed
10) paydiewun vosedwo) e 1seaj je paundos suedidsed pedwn uosuedwod
“eiep Aupyjea HSHW P JU %12 ‘Alsudin jruotisuny Supsedas NSUIY §oaM-u Ul UOHUIAIDUILOY
10 Apjiqeljos ou sey Yoy uted uy uonanpas wepuls aneuuonsond  paedidied dnos 1 Z pue wesdoid '
‘aanseaw Aujiqesip 10) ydadxa &jieansnels ‘sainseaws ayy SCIS POOYY [0 30Id  WBWILI [jONUOD YSEW am-ual
P3SN sanseaw pazipacpuels Jo Aue uo aSueyd weapudis ancuuonsond) uosurdwod e uy pajedidiued
‘ueaw ay| pIearo) uoissasdai 1o) Ayjeansnels e uwodas jou uieg {IIOdIN sasnseaus sjuaniedino *1 Apms (z Apmis sge 1)
josu03 o) uosiedwod jo uoisnpul  pip siwedpised uosprdwod ayy ¥-06-105 pacadas 1sodrug 12 ‘uied Juoiyd se awes  (01) °je 12 umzZ-1eqey
SIUAWWOY) synsoy SAINSTIN udisog sivedidiuey uopuc) Apnis
(panunuo)) XIANAddV

81

71-84 (2002)

Psychosemalic Medicine 64



S. R. BISHOP

‘weslosd ysypy o
) Suiediayed asugs sopsosip
Aidxue jo Juawyean jeuotiippe
paaI Aoyl 1ey) pauoda
sivayied 0| *Ajjeuoyppy
(£1) "I 12 vuiz-jeqey

se suoneiwy pue syiuans aweg

‘uauneas e uy pajedpied
siuajied yaym Sumouy u) seiq
Sunes oppssod (weiford ysaw

ayt Suunp sapAonue Surye)

S)am g pue sjuessasdapiue

uo Ajuaunauod asam sjuaned

S1 ‘ueaw i o) uoissa:d
40) |02W0D of wosuedwod jo ydeq

syiduans
ase sainseaw podas-as
yum sBupes vesyuyd Jo sasn
pauiquiod pue uondajas 1algns
10) eI Y-il-WSQ )0 asy
*aoueayudss
{T1U4D J1BWSD O SAINseaw
aA3(qo pey sioledjsoaw acurs
Asrssaday 10N ‘samnseawy ay
J0 Jjey up wawaacudus 9,06 se
pauyap wawaacudun ‘yuausiean
o} puadsas 10u pip/papuodsas
oym asoy) ojut ssuedidiyed
Jn uonezuoSaes Aenigqie ‘ospy
yo |
pue DS o asn aeudosddeuy
‘pouodal 10u sapisyels
jenuasajut pue anidudsap
‘uraw ay) paemol uolssasion
0y janund o wospedwon oy
*MIIAINUY
PaImans pue sanseaw
pazipsepueys Suipnpau
Juaussasse aasuajasduin )

‘weagosd yegw ayi woy) sured

amp pauieiuyews siuaned ey

Hunsaiiing dn-majjo) seak oy

O uawssasse voludasnulisod

Wy ‘vodasas

10 Junes uepiuyd Aq 1oy

‘s2503s uoissudap so Aiaixue

ut 3uRNP Wweapuhs oy
‘Papundsas siuedided usodhy

dn

-M0}]0j 0} uojuansauisod o}

uonuamautasd woy) yiw pue

S44 ay) uo 521005 Uy suondnpas

weagudis Ajeonsners

219M D1dYY “YOIM 15¢) Ay

uy oene sued e upsuauadxs

paucdasr any ‘wauneassod

1 ‘jusuneas 0y snotasd

#33m ayi Suunp yoeye

Jwed auo 1se3) 1e papudas

pry siwayed oy jo udauyy

*dn-mo}|0) Yiuow-s31y; o)

uojuansaunsod way saueyd

353y} JO AJUCUILILW SEM

a3yl ‘sByuny ‘vonuanunsod

0} uonuIAIUId

woy) suonanpas Jueaudis

Ajjesnispeis pamoys uoissasdap

pue Aidixue Jo sainseaw
uodas-yas pur sdunies uerduyy

. ‘saunseaw
Yl Jo jjey 15e3) ie vo
Wawaaoudi %57 se pauyap
s1apuodsas se patuap;
a1am siuedidped auj jo %05
Aprewnxoiddy sa1035 150
H-06-12S U1 %ZE 10 uonInpy
ueap “dujem uo pagsas
Huijaa) 10) 945°g pur anBne
10) %g'y ‘doays s0) 9,9:2
‘ured Ju) g Butagam jego
10) %L JO WunudAOsdun
ueaw ¢ poundas sjuedinped
‘sajeas Jupeue jensia
AP JO sud g Apaandadsas
'Vid pue i ay un 2,99

JHIe 5410 o ueng inpas ueayy

(T661) v 1
UumZ-equy st awes

eiqoydesody
10) Lowaau; Anpqoyy
anpanyds Laaing seay

[ESETTY

pue uoissasdop)
S310IU2AY| 420G

(uoissasdap

pue Aiaixue) sajess
Suney uoueyy

daags

aniiney ‘wied sy
sajeas dojeur jensiy

aevuonsand)
sapapny edicAwongy

aneyuvisand)
ety eijetwongy

ancutonsangy
sodajeng Huiddon)

#3068
WAL (1Y

Apms

(€1) 12 2 uuiz

“leqey o wow)
swaedno g

wesSosd

YSHW 1P2w-0y o)
dn-mo|joy 1eak-dongy

s
dn-210)10) Yiuow ssans jendsoy
-23M1 ‘sansedw Yl 01 paudjas

paieadas 1sodpuy swanedino ¢z
wesioud
YSUW Yoaar-ua
¢ ut pajedidiued
EIRH IR stuaned

poreacha gsoddsng PRI ISglas 20

SIuAWWo?)

synsay

SN NN

ullisag siedpiury

Rpiosiq
uieg pue
Aixuy {ses1)
pazyesausn (1) "je 10 o
4apiosig
ued pue
Aiaxuy (Z661)
Pazienusyy (1) “|e 19 uwiz-leqey
(€661)
erfjehisosgy (T1) e 13 uvpdey
uonipuo) Apnig
(penunuo)) XIaNIddV

71-84 (2002)

Psychosomatic Medicine 64



MINDFULNESS MEDITATION CRITICAL REVIEW

siwaned yswedg agy

J0) UONINP Y, L1 put siuaged
ysyiiug mp su) uonsnpas

%t € Yua swoidwis

jeatpdw ponodas-jpos

Jo Asuanbayy ayy w auep
weapuilis Ajjeansners pauodas
osjr sdnual ylog “saanseau
Y10q U0 WASI-J|O5 Ul ISBAIDU!
weaypuilis Ajjeonsnels e osje
seav aJay|, “Aiaixue ul aseanap
%0L URIW € YIIM SDI0DS

v ut a8uryd ueayuds

111294 uojsuapadiy
Ajjeausyers e sea gt ‘apdoes wopdhudy ooy pue
ysiueds ay uj “sasnseaw oy jo AI0IUAAUY ‘sapyeip
3UO UO WADISI-JIDS UL ISEADUN  WAAIST-YS Tioquasoy ‘voissaudop
-sajdwes weapudis Ajeanstiels e osje Lojuasuy waasy (T~ TTV] ‘Kizixue
[+7%Y] aedwod 0u PIp J015aA00 STM Iy | .co_—zh?.o-:_—wca 1195 ——:E!U&SU uney) w:mu—ﬂunu .:..nn
‘pauodas Appienbape 1ou aom o} vonuaawmasd sioned yswedg -ysuedg Jwosngd
SI)IshiElS ‘uraw 3y o1 uoyssaidal W) UDHINPAI UESW %08 10 Aojgaauy 16 pue Jupyeads Apsow
40 j01U0d O} osuedwIod ON  ® YUIIM 533035 IS ¥-06-1IS Ut Aidixuy yoag ysyBu3 2 ‘suonipuod
‘YiBuans s1 sapdwes  a8ueyd weapudis Ajjeonsyers e siuaned S3INSLI > Ao sauuy jeapaw
|EINKND WP OM] JO uoIsNIU;  seam asay) ‘Adwes ysyfug sy iy ysyBug 10) ¥-06-1D5 paeadas 1sodpyy  ue e swaneding paxiw (£661) (91) Yoy
Juduneall e vy aam suedoiued ,
eyl Suimouy ui seig *soposido
12181 ‘uedw 3y} 0) uoissuBas Bunea d8uyy
4u) (oNUOd 0} uosuedwod jo yoeq ‘uoissdudap pue Aiaixue 10 SluDWSSISSE nRposip
syiBuans ase Ul SUDLINP3; ‘(ueaw ay) auoydajay Sunea aBuig
Bunea aluiy jo sasnseaw podas U UONINPI %0S) SA0I5 §38 (uoissasdap 10) uaunean
«Jjos wowydwod o} sjuawssasse Uy suoNINPDs Yoam sad gy pue liaxue) wesSosd ysaw Suiaieoas
auoydaja pue sapiosip Junea o} ino) woyj Sunea aluiq wy S3UOWAAU| YDA YIBM-XIS !Samseaws Apuauno Jepiosig (6661)
afluiq 10) eI AIFWSQ JO sasn  suonanpas weatpudis Ajjeansiels ajeas Suney alug pareadas 1sodfaig wou yawom 1z Bunez aSuig (S1) “je 12 J3)ars1)
siuawwo) sinsay SINSEIN udiseg swedpiuey uonipuo) Apms
(penunuo)) XIGNAdIV

71-84 (2002)

Psychosomatic Medicine 64



ERRATUM

Dr. Lipsitt reports that two errors appeared in his article: Lipsitt DR. Consultation-Liaison Psychiatry and
Psychosomatic Medicine: The Company They Keep. Psychosom Med 2001;63:896-909. The first sentence
of the abstract should read:

Objective: The objectives of this review are 1) to briefly describe the parallel historical developments of
consultation-liaison (C-L) psychiatry and psychosomatic medicine; 2) to analyze the extent to which the
literature of C-L psychiatry and psychosomatic medicine relate to each other, given that both fields have
evolved simultaneously in the history of psychiatry; and 3) to propose possible explanations for observed
publication patterns in selected C-L resources and the journal Psychosomatic Medicine.

Also, the footnote on page 900 should read:

'Numbers of C-L psychiatrists in the American Psychosomatic Society have significantly decreased since
the 1986 survey (D. Drossman, personal communication, March 2001),

ANNOUNCEMENT

Academy of Psychosomatic Medicine 49"™ Annual Meeting

“Consultation-Liaison Psychiatry: Humane and Scientific” will be the topic of the annual meeting, which
will be huld November 21 to 24, 2002 at the Loews Ventana Canyon Resort, Tucson, Arizona.

Physical illness intensifios and changes the profound challenges all of us experience about meaning and
value in our lives. As psychiatrists of the medically ill, we share the opportunity to confront basic questions
about living and dying well. We know that emotional distress and psychiatric illness ariso in responso to
this confrontation, and, as well, shape the exporience of our patients in dealing with illnuss and tho
problems of recovery, disability, and death. The scientific revolution in psychiatry—the renaissance of a
biomedical model emphasizing molecular genetics, neurobiology, and psychopharmacology—provides us
with new models of understanding and intervention which complement, but may also exist in dynamic
tension with, old paradigms in psychiatry that emphasize a complex and humane psychological under-
standing of the plight of our patients. The 2002 Annual Meeting of the Academy of Psychosomatic Medicine
will focus on the progress we have made toward integration of new scientific understanding and evidenced-
based interventions with the humane care of our patients. We hope that this meeting will allow us to review
these many developments and to unify the humane and scientific aspects of our work. Accordingly, we
encourage submission of workshops and symposia that bring together multiple viewpoints, as well as
Papers on specific issues of interest to consultation-liaison psychiatry. Abstracts Due: April 6, 2002.

Preliminary program and registration materials available August, 2002. For further information or to
receive an abstract submission form contact: Executive Director, A.P.M,, 5824 N. Magnolia, Chicago, IL

60660.
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ON PRACTICE

HEALING TRAUMA
WITH MEDITATION

ALTHOUGH SILENT MEDITATION CAN REAWAKEN PAST TRAUMA,
IT CAN ALSO WORK TO HEAL IT. VIPASSANA TEACHER AMY SCHMIDT AND
PSYCHIATRIST JOHN J. MILLER TELL US HOW. '

MANY BUDDHIST PRACTITIONERS who have expri-

enced traurmseek relief, consciously or unconsciously,

in their meditation practice. The range of traumatic
experiences is broad and can include being the victim of
or witness to violence, such as sexual or physical abuse,
rape, assault, torture, or military combat, Treuma can
also occur following a serious illness or accident. Vic-
tims of trauma may experience feelings of powerless-
ness, low self-esteem, and self-blame, Trauma can also
affect che ability to trust, form intimate relationships,
and find motivation and meaning in life.

According to clinical psychiatrist Paul J. Fink, one
out of every four girls and one out of every six boys
worldwide suffer significant trauma before the age of
eighteen. The National Comorbidity Survey of 1992
found that 8 percent of all Americans will experiencea
traumatic incident at some point in their lives that will
result’in a condition known as Post-Traumatic Scress
Disorder (PTSD). PTSD is characterized by significant
distress and psychological impairment.

A first, symproms may atise as prolonged feelings of
panic while meditating. One practitioner recalls, “Ini-
tially, Ifelt an inexplicable terror. I would sit in the medi-
tation hall, and all the hair would stand up on my body. I
described it as ‘terror from another planet’ because there
was nostory, but it was still completely debilitating.” Fol-
lowing this, the practitioner experienced a series of kines-
thetic flashbacks, including involuntary physical
contortions related to acts of sexual abuse. Later, visual
flashbacks surfaced, Family members eventually verified
the traumatic experience that had spurred these flash-
backs, and the meditator was able to heal significantly
through therapy and meditation practice.

40 | TRicYCLE FaLL zo0s

When flashbacks of memories arise, they tend to occur
spontaneously during periods of concentration. They can
be experienced through any sensarion, and are commoniy
visual or kinesthetic. For some, a whole scene is played our
moment by moment, while others experience only broken
images. When a meditator experiences a flashback, often
the intrusion of these painful memories into conscious
awareness can be an indication that the meditaror needs

 to stop practice and address the trauma through psy-

chotherapy; a teacher is usually the best person to make
this determination.

Survivors need to consider the potential effects the
silence of a retreat environment might have on the resur-
facing of traumatic experiences. On the one hand, it can
reenact the feeling of being isolated and silenced by the
perpetrator, the family, or society. But a recreat can also
provide a stable and safe space in which they can begin to
relax—often for the first rime, There is a predicrable
schedule, no intrusions from the outside world, and a com-
munal agreement to follow basic ethical rules. One practi-
tioner noted thar a retreat was “the first time in my life I
felt without fear.”

In addition to the safety of the retreat environment, the
practice of meditation offers a variety of effective tools
for healing trauma. While the suggestions here are
aimed at meditators with trauma histories, they can
apply to any practitioner coping with difficult emo-
tions. The following are five mindfulness tools that can
help practitioners navigate traumatic experiences.

1. AWARENESS OF BODY AND BREATH
The body and breath are anchors for awareness that can
be returned to again and again. Mindfulness of the



© ESTATE OF MARTIN DISLER, COURTESY OF GALLERY ELISABETH KAUFMANN, ZURICH.
PHOTOGRAPH COURTESY OF SWISS INSTITUTE FOR ART RESEARCH, ZURICH.
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ON PRACTICE

“Untitled, 1983." by Martin Disler, céurmy of Gallery Elisabeth Kaufinann, Ziirich. Chalk and acrylic on paper.

breath is especially useful for trauma survivors, who
tend to hold their breath as a way of not connecting
with the present moment. Holding the breath is an
unconscious response to anxiety, and may also be part
of the process of dissociating from the experience. If,
however, the trauma was related to the act of breathing
(such as.choking or oral sexual.abuse), then the breath is
obviously not the best meditation- anchor. In these cases,

during “sitting” periods, try listenisig meditation, body -

sweeping, mantsas, or touch points (for example, notice
the sicting bones touching the cushion, the hands
touching the legs or each other, and the feet touching
the mat, and rotaté your attention among these points).
Body awareness needs to begin gradually. One way to
start is by observing the body during times when it feels
comforrable. One woman found that the only safe place in
her body was her hands, and she would mindfully watch
every sensation in each hand for hours at a time. Feeling
comfort isa simple thing that trauma survivors often over-
look-—or sometimes aren’t even aware can exist. These prac-
tices can be done for five minutes in bed, right before sleep:

* Notice the sensation of gravity. Feel the weight of
your body on the bed. How does gravity feel?

* Scan your body for a place that feels relaxed and even
a lictle bit comfortable. Perhaps it is a finger, a toe, or
somewhere deep in your body. Focus on that place. Notice
what “comfortable” feels like. See if you can describe it.
2. REVERSE-WARRIOR TEACHINGS -
People with trauma histories often have a tendency to
push themselves to extremes; they are more than willing
to stay up all night, fast for days, or sit for many hours
without moving. Unfortunately, practices that override
the body’s narural signals of discomfort can end up creat-
ing further trauma. One therapist explains, “The way
trauma folks survived was that they caught themselves
to persevere and to be driven. It's what they learned
worked. They didn't learn about kindness to themselves
or their internal signals. There wasn't the sense that inter-
nal signals could be a support or were worth trusting. It
takes survivors a long time to come to listen to internal,
intuitive messages and believe them.” One practitioner

ALL _d04 TRICYCLE



ON PRACTICE

discovered, “The difficulty with trauma as it unfolded
was how compelling the story was and how I was driven

by the thought, ‘T'm going to work through this.’ 1 had

to watch this combination of fascination and drivenness
and remind myself to back off.”

As a result of this overzealousness, it can be helpful
for survivors to practice in a way that seems contrary to
the traditional Buddhist teachings. In the sutras, the

Buddha advocated a warrior-style practice: “Let only my

skin and sinews and bones remain and let the ﬂesh and
biood ini my body dry up; 1 shall -
not permit the course of my effort
to stop until the end is reached.”
Instead, trauma survivors need to
learn what one teacher calls the
“reverse-warrior” practice:

® Practice for shorter periods
of time.

» Get plenty of sleep and eat
regularly.

* Focus on balance and equa-
nimity rather than effort and
progress.

¢ Build in brei;];s, and remem-
ber that it's not a weakness to
be gradual. .

® Working with trauma is like
having two jobs: You're doing the
practice of meditation and the
practice of healing at the same
time. In this regard, the medita-
tive focus needs to be on simple,
small steps. One therapist notes:
“Trauma survivors always feel they
are not working hard enough and that's why they are
stuck. But this isn't true. It's okay to relax and stop con-
stantly trying to change.”

3. EXPERIENCING STRONG EMOTIONS

The core practice in healing trauma is learning how to
feel scrong emotions without becoming overwhelmed
by them. During meditation practice, survivors often
respond to overwhelming emotions by dissociating, a
relic of the psychological defense they used to remove
their awareness from the trauma while it was occur-
ring. One meditator described dissociation this way:

42 VTRIOYCLE FALL 2004

“My mind enters a state outside my body, captive in
some dimension where it is at least safe and alive, ye
also powerless and terrified. To settle on the breath i
impossible. To get up or move in any way is impossi
ble. After some time, my mind returns enough so th

. I am able to pull my blanket
“Untitled, 1990," by d fne. draw'mv k
Martin Disler, coursesy 2£0U0C M€, CLaW my knees up,
of Gallery Blisabeth ~ and just sic.”
Kaufmann, Ziirich.  How does 2 medirator learn ¢
W”df”" feel strong emotions and bodily

i seisations without dissociating

from them?

_# When adifficult emotion,

sen;ation, or memory arises, lea

to touch up against the pain in

" small increments. To do this,

Pl  bring your attention to a place i

. your body chat fee]s comfortable

neutral (see “Awareness of Body
and Breath,” above). Feel this cc
fortable place for a few minutes.

" Then slowly move the attention
the difficult emotion. Feel that §

a minute, then move back to the

comfortable plnce again. Keep

moving the actention patiently

back and forth between these tw
~ areas. This gradual re-experienci
~_can modulate the ingensity of th
.- emotion and create a sense of ms
B tety over the feeling.

* Train the mind to liscen to che
body with tendetness and intimac
Throughout the day, when you are
engaged inactivities, check in with your body, asking yor
self, “Does my body like this or not? What does my body
want? Is it okay to keep going, or do I need to stop now?"

4. AWARENESS OF MIND

One of the characteristics of severe trauma is that past
emotions and experiences invade the present and
become overwhelming. A Vietnam veteran recalls,
“When the memories hit, they literally knocked me o
my cushion. Through meditation, 1 eventually found
balance with them.” The practice of mindfulness deve
ops the abiliry to observe these memories in a way tha



ON PRACTICE

WORKING WITH TRAUMA iS LIKE HAVING TWO JOBS: YOU'RE
DOING THE PRACTICE OF MEDITATION AND THE PRACTICE OF

HEALING AT THE SAME TIME.

facilitates equanimity and balance by learning that all
thoughts come and go.

* Notice “trauma mind,” the habit of always looking
over one’s shoulder, expecting the worst to happen.
When featful memories arise, ask yourself: “Am I okay
in this moment? And this moment?” Remember, you
have resources and choices now. Try breathmg in com-

. passion and breathing out fear, .. )

¢ Takea day to observe positive emotions as they
occur. When did you feel joy today? Curiosity? Humor?
Because healing from trauma can involve repeased focus
on difficult emotions, it's important to train the mind
to notice the positive emotions that exist.

* Tty microlabeling stressful thoughts and feelings:
When they arise, meticulously note your reactions as
“thinking,” “imagining,” “fear,” and so on.

* Question self-judgments and negative beliefs: “Can
I absolutely know this is true? Who would I be without
this thoughe?”

e It’s also useful to identify neutral moments. Were
there moments today when you didn't feel difficult emo-
tions? When you were brushing your teeth? Drinking a
glass of water? Reading? Sleeping?

* If you feel completely overwhelmed, try distraction.
One meditator went to a 24-hour Wal-Mart and walked
the aisles ar 2 a.m. The noise, the lights, and the stimu-
lation shifted his-focus away from self-hatred. :

5. LEARNING TO LOVE AGAIN

Mezta (lovingkindness) and compassion praéttces
offer essential ways to mend the heart after trauma.
Trauma survivors are often plagued by a sense that
they are unworthy or inherently flawed. They may
have trouble doing the “normal” meditation prac-
tices or fear that they are not mindful, diligent, or
concentrated enough, which can lead to self-hatred
and shame.

Trauma victims have had their trust and sense of con-
nection shattered, and often have a hard time feeling
kindness toward themselves and others. Metta practice
can slowly rebuild these connections.

* Animage from Buddhist texrst that one can use to
generate merta is that of a mother cow looking at her
newborn calf. Imagine a young animal or pet and try
extending lovingkindness toward it.

® Peel your heart center and breathe from this. Gently
offer metta phrases to yourself such as: “May I love
myself just as Iam,” or “May I be happy, may I be

-peaceful, may I be safe, may 1 be free of suffering.” Some

people find it useful to bring to mind an image of
themselves as a young child when saying these phrases.
it’s imporrant not ro force che metta. At cerain points,
working with the metta can feel like silencing the pain. In
thiscase, try the following compassion practices instead.

* When difficult emotions arise, try holding each one
as you would a crying child.

* One trauma survivor uses a form of tonglen (the
Tibetan practice of giving and receiving): “In tonglen I
was taught ro breathe in the heavy, dark air and breathe
out the light, clear air. When I meditate, as the memo-
ries come I breathe in the silence and terror of the mute
six-year-old. I breathe in her inability to speak and her
terror. On the out-breaths I send the aspiration that one
day she will be able to tell her story in her own words,
and I send her a feeling of my holding her—safely, pro-
tectively. She is so little that it takes feelings, not
words, to reach most of her, and thns takes time."
THROUGH STEADY PATIENCE facmg trauma can
become part of the awakening process itself, and diffi-
cult emotions can become workable. Healing tranma is
a day-by-day journey requiring courage, persistence,
and faith. Buddhist meditation practices offer positive
ways to transform trauma, Although not a substitute
for psychotherapy, meditation can be a crucial support
in the journey from trauma to wholeness. ¥

AMY SCHMIDT is a resident teacher at Insight Meditation Society
(IMS] in Barre, Massachusetts. She is also a ticensed clinical social
warker and an author. _ JHN 3. “ILLZR. M.D.. is the medical director
of the Center for Health & Well-Being in Exeter, New Hampshire,
and psychiatric consultant at IMS. For resources on meditation and
trauma, see www.tricycle.com.
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In the Service of

Life

By Rachel Naomi Remen

In recent years the question how can I help? has become meaningful to many people. But

perhaps there is a deeper question we might consider, Perhaps the real question is not Aow can /
help? but how can I serve?

Serving is different from helping. Helping is based on inequality; it is not a relationship between
cquals. When you help you use your own strength to help thos of lesser strength. If I'm attentive to
what's going on inside of me when I'm helping, I find that I'm always helping someone who's not as
strong as [ am, who is necdier than I am. Pcople feel this incquality. When we help we may
inadvertently take away from people more than we could ever give them; we may diminish their
sclf-esteem, their sensc of worth, intcgrity and wholeness. When | help [ am very aware of my own
strength. But we don't serve with our strength, we serve with ourselves. We draw from all of our
experiences. Our limitations serve, our wounds serve, even our darkness can serve. The wholeness
in us serves the wholeness in others and the wholeness in life. The wholeness in you is the same as
the wholencss in me. Service is a relationship between equals.

Helpmg incurs debt. When you help someone they owe you one. But serving, like
healing, is mutual. There is no debt, [ am as served as the person I am serving. When I help I have
a feeling of satisfaction. When I serve I have a feeling of gratitude. These are very different things.

Serving is also different from fixing. When I fix a person I perceive them as broken, and their
brokenness requires me to act. When I fix I do not see the wholeness in the other person or trust the
integrity of the life in them. When I serve I see and trust that wholeness. It is what I am responding
to and collaborating with.

There is distance between ourselves and whatever or whomever we are fixing. Fixing is a form of
judgment. All judgment creates distance, a disconnection, an experience of difference. In fixing
there is an inequality of expertise that can easily become a moral distance. We cannot serve at a
distance. We can only serve that to which we are profoundly connected, that which we are willing
to touch. This is Mother Teresa's basic message. We serve life not because it is broken but because
itis holy. '



If helping is an experience of strength, fixing is an experience of mastery and
expertise. Service, on the other hand, is an experience of mystery, surrender, and awe. A fixer has
the illusion of being causal. A server knows that he or she is being used and has a willingness tobe -
used in the service of something greater, something essentially unknown. Fixing and helping are
very personal; they are very particular, concrete, and specific. We fix and help many different
things in our lifetimes, but when we serve we are always serving the same thing. Everyone who has

ever served through the history of time serves the same thing. We are servers of the wholeness and
mystery in life.

The bottom line, of course, is that we can fix without serving. And we can help without serving.
And we can serve wihout fixing or helping. I think I would go so far as to say that fixing and
helping may often "e the work of the ego, and service the work of the soul. They may look similar

if you're watchinr; from the outside, but the inner experience is different. The outcome is often
different, too.

Our service Serves Us as well as others. That which uses us strengthens us. Over time,

fixing and helping are draining, deplcting. Over time we burn out. Service is renewing. When we
serve, our work itself will sustain us.

Scrvice rests on the basic premise that the nature of life is sacred, that life is 2 holy mystery which
has an unknown purpose. When we serve, we know that we belong to life and to that purpose.
Fundamentally, helping, fixing, and scrvice are ways of secing life. When you help you see life as
weak, when you fix, you sce life as broken. When you serve, you sec life as whole. From the
perspective of service, we are all connected: All suffering is like my suffering and all joy is like my
joy. The impulsc to serve emerges naturally and inevitably from this way of sceing.

Lastly, fixing and helping are the basis of curing, but not of healing. In 40 ycars of chronic illness 1
have been helped by many people and fixed by a great many others who did not recognize my

wholencss. All that fixing and helping left me wounded in some important and fundamental ways.
Only service heals.

Adapted from a talk given at IONS fourth annual conference, "Open Heart, Open Mind" in
San Diego, California, July 1995,

Rachel Naomi Remen is Medical Director and Co-founder of the Commonweal Cancer Help
Program in Bolinas, California. She Is also Assistant Clinical Professor of Famlly and
Commuriity Medicine at the University of California, San Francisco, School of Medicine.

Drawings by Frederick Franck from his book Zen Seeing, Zen Drawing: Meditation in Action
(Bantam, 1993).



