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Introduction

As the evidence base for mindfulness-based
interventions (MBIs) grows, clinicians increas-
ingly are turning to this approach to treat anxiety
disorders and anxiety-related symptoms. Indeed,
randomized controlled trials not only support the
use of MBIs to alleviate anxiety and stress-related
symptoms in medical populations, but MBIs have
demonstrated effectiveness for diagnosed anxiety
disorder clinical presentations as well. More and
more patients seeking treatment for anxiety dis-
orders in the USA are culturally, ethnically, and
racially diverse, and while a growing body of
research has identified important clinical consid-
erations when serving diverse patients presenting
with anxiety disorders, much of this research is
limited to cognitive behavioral therapies (CBTs).
Research  addressing  culturally  sensitive
mindfulness-based behavioral health care for
anxiety disorders is sparse. This paucity of infor-
mation is especially problematic because MBIs
originated from ancient Buddhist meditation
practices rooted in Eastern cultures, and it is
unclear how culturally diverse individuals living
in the West perceive secular mindfulness medita-
tion instructions. The current chapter provides a
brief overview of cultural considerations in the
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assessment and treatment of anxiety in general,
followed by an introduction to mindfulness inter-
vention approaches and a review of clinical prac-
tices expected to maximize culturally sensitive
delivery of MBIs among diverse individuals.

Cultural Aspects of Anxiety
Disorders

Anxiety Disorders Among Latinx
Individuals

Latinx Americans represent not only the largest
but also the fastest-growing, ethnic minority
group in the USA (U.S. Bureau of the Census,
2010). For this reason, clinical researchers
increasingly have examined cultural influences
on anxiety disorder symptom expression, diag-
nosis, and treatment outcomes while developing
culturally sensitive treatment adaptation guide-
lines for Latinx patients. Although some epide-
miological  studies reported comparable
prevalence rates of anxiety disorders between
Latinx and non-Latinx White individuals
(Kessler, Chiu, Demler, & Walters, 2005), Latinx
individuals tend to report greater persistence in
anxiety symptoms (Breslau, Kendler, Su,
Aguilar-Gaxola, & Kessler, 2005) and more
severe functional impairment from anxiety
(Moitra et al.,, 2014). Furthermore, anxiety
symptoms among Latinx individuals increase
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with higher rates of acculturation (Alegria et al.,
2008) and with greater acculturative stress and
discrimination (Berkel et al., 2010; Finch,
Kolody, & Vega, 2000). Latinx patients more
often report somatic expressions of anxiety
(Canino, Rubio-Stipec, Canino, & Escobar,
1992) and/or higher levels of somatization
(Escobar, Gomez, & Tuason, 1983), which may
reflect a common expression of emotional and
social distress within one’s cultural context
(Kirmayer & Young, 1998). Culturally specific
anxiety syndromes include ataque de nervios
found in Puerto Rican and Dominican cultures,
characterized by a dramatic increase in physio-
logical arousal and negative affect in response to
a significant stressor that often is accompanied
by a fear that one might faint, may be dying, or
will engage in destructive behavior due to a lack
of control (Hofmann & Hinton, 2014).

Escovar et al. (2018) examined baseline data
from a large (N = 764) clinical trial of adult pri-
mary care patients seeking treatment for anxiety
disorders to determine how Latinx and non-Latinx
White ethnic group differences, as well as within-
group Latinx cultural variables, related to clinical
characteristics. Although rates of anxiety disorder
diagnosis, symptom severity levels, anxiety sensi-
tivity, and mental functional impairment were
comparable between the two ethnic groups, the
Latinx group reported a higher average number of
anxiety disorders, greater somatization, and
increased physical functional impairment com-
pared to the non-Latinx White group. Within the
Latinx group, perceived discrimination was the
only cultural variable that predicted mental health
symptoms while controlling for other demo-
graphic variables. Importantly, this investigation
was conducted in a primary care medical facility,
the type of clinical setting in which Latinx patients
most often seek mental health treatment (Vega &
Lopez, 2001). When Latinx patients do seek such
treatment, they tend to obtain mental health care
in primary care medical clinics despite a lower
likelihood to believe that mental health symptoms
are biologically based and an increased likelihood
of believing that counseling approaches are effec-
tive and preferable to medication (Givens,
Houston, Van Voorhees, Ford, & Cooper, 2007).

The stigma of seeking help from a mental health
professional (Azocar, Aredn, Miranda, & Mufoz,
2001) is one possible reason that Latinx patients
often prefer to seek such services from medical
providers over mental health specialty providers
or agencies (Vega, Kolody, & Aguilar-Gaxiola,
2001). Nevertheless, outside the clinical trials
research context, Latinx individuals are less likely
than their non-Latinx White counterparts to use
mental health services (Alegria et al., 2002), and
this disparity is further pronounced for less accul-
turated immigrants (Alegria et al., 2007).

A number of factors appear to contribute to
the disparity in quality behavioral health care for
anxiety disorders found between Latinx and non-
Latinx White groups. Anxiety symptoms are less
frequently detected among racial and ethnic
minority primary care patients (Stockdale,
Lagomasino, Siddique, McGuire, & Miranda,
2008), possibly due to:

1. a lack of culturally informed screenings
(Barrios, Blackmore, & Chavira, 2016),

2. mismatches between DSM diagnostic criteria
and culturally specific symptom expression
compromising the validity of DSM diagnosis
across cultures (Lewis-Fernandez et al.,
2010), and/or

3. perceptions of racial discrimination reducing
patient willingness to endorse anxiety disorder
symptoms (Asnaani, Richey, Dimaite, Hinton,
& Hofmann, 2010) and major depressive dis-
order and substance use disorder symptoms
(Chou, Asnaani, & Hofmann, 2012).

Even when psychological disorders are diag-
nosed among Latinx individuals, evidence-based
psychotherapies are less likely to be delivered
(Stockdale et al., Young, Klap, Sherbourne, &
Wells, 2001), and practical barriers to access
such as the inability to secure time off work, lack
of available time for therapy, the need for child-
care, and inadequate transportation exist (see
Barrios et al. for a review). In their review of this
literature, Barrios et al. concluded that although
Latinx individuals in the USA are at heightened
risk for developing anxiety disorders and suffer
poorer odds of receiving quality assessment and
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treatment, evidence-based CBTs generally yield
favorable outcomes for Latinx patients, espe-
cially when adaptations improve their engage-
ment in mental health treatment.

Anxiety Across Other Cultures

Comparisons of anxiety disorder phenomena
across other minority ethnic/racial and cultural
groups also have been conducted. Asnaani et al.
(2010) reported anxiety disorder prevalence rates
within a large US sample of Latinx/Hispanic
Americans (N = 3615), Asian Americans
(N = 1628), African Americans (N = 4598), and
White Americans (N = 6870). After controlling for
other demographic variables, Asian Americans
endorsed social anxiety disorder, generalized anxi-
ety disorder, panic disorder, and post-traumatic
stress disorder (PTSD) symptoms less frequently
than all other ethnic/racial groups, and White
Americans were more likely to endorse symptoms
of social anxiety disorder, generalized anxiety dis-
order, and panic disorder than all three racial/eth-
nic minority groups. African Americans more
frequently met diagnostic criteria for post-
traumatic stress disorder when compared to White
American, Latinx/Hispanic American, and Asian
American groups. In their review of how cross-
cultural factors influence anxiety symptom expres-
sion, Hofmann and Hinton (2014) found that
cultural beliefs about the body’s biology are some-
times associated with culture-specific syndromes.
For example, Cambodian individuals may hold
cultural beliefs that disturbed flow of an air-like
substance in the body (termed “inner wind”)
causes a variety of somatic sensations such as gas-
trointestinal distress, muscle soreness, tinnitus,
and/or numbness. Interpretation of these sensa-
tions as potentially catastrophic and capable of
causing great bodily harm results in acute anxiety,
fear, and symptoms of autonomic arousal.
Hofmann and Hinton also identified how social
contextual factors, such as individualism/collec-
tivism, independent/interdependent self-construal,
and gender role identification, may help explain
culture-specific expressions of anxiety. One well-
known example is taijin kyofusho, a form of social

anxiety found in Japanese and Korean cultures in
which the individual is concerned about acting in a
way that offends or embarrasses others instead of
oneself.

A variety of effective evidence-based behav-
ioral and cognitive-behavioral therapies for anxi-
ety disorders exist, and early cross-cultural
outcome research investigations supported the
delivery of these treatments to ethnic/racial
minority  patients  (Schraufnagel, Wagner,
Miranda, & Roy-Byrne, 2006). A more recent
comprehensive review of this literature (Carter,
Mitchell, & Sbrocco, 2012) revealed that Latinx/
Hispanic Americans and Asian Americans gener-
ally enjoyed favorable treatment outcomes for
panic disorder and/or PTSD symptoms that
tended to be equivalent across ethnic/racial
groups. In their review of research conducted
with African Americans specifically, Carter et al.
found that exposure with response prevention for
obsessive-compulsive disorder was effective for
African American patients, who appeared to ben-
efit from this treatment as much as European
Americans. CBT was effective for African
Americans with PTSD, with some studies show-
ing that African American patients benefited
equally when compared to European Americans.
However, other PTSD studies found that: (1)
European Americans improved slightly more
than African Americans, (2) African Americans
dropped out of treatment earlier, and (3) the
matching of African American patients to
European American therapists was associated
with reduced treatment program participation.
CBT for panic disorder also benefitted African
American patients. However, results from
reviewed studies also found that when compared
to European American patients: (1) fewer African
American patients were rated as improved after
treatment, (2) African Americans were more
symptomatic immediately after treatment and at
follow-up, and (3) African Americans were less
likely to report reductions in comorbid depres-
sion. Across ethnic/racial minority groups, Carter
et al. also found evidence that cultural adapta-
tions, such as ethnic matching of therapist and
patient, use of interpreters with mental health
experience, and delivering treatment in a familiar
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nonmedical setting, benefitted patients. Carter
et al. further recommended that treatments
address any culture-specific experiences and/or
beliefs of patients, such as prompting discussion
of the experience of being African American in a
predominantly European American workplace
and addressing cultural beliefs that blocked wind
causes somatic symptoms among Cambodian
refugees. Other recommended cultural adapta-
tions in the anxiety disorders treatment literature
include: (1) adequately educating patients about
the therapy process itself, (2) increased clinician
sensitivity to issues of stigma as well as real and/
or perceived discrimination, and (3) active prob-
lem solving to address practical barriers to access,
such as childcare and transportation difficulties
(Barrios et al., 2016). Hinton and Patel (2017)
provided several detailed cultural adaptation
strategies when treating anxious-depressive dis-
tress among ethnic/racial minority and refugee
groups from a CBT perspective. They developed
their culturally informed transdiagnostic model
to help clinicians understand how symptoms of
distress develop and are culturally shaped and to
guide clinicians in culturally sensitive CBT treat-
ment delivery.

Taken together, this preliminary work has
begun to inform culturally sensitive assessment
and treatment of anxiety disorders and anxiety-
related distress across several racial, ethnic, and
cultural groups of individuals. Much more
research is needed to investigate both the effec-
tiveness of standard treatment approaches among
minority populations and the efficacy of cultural
adaptations developed for specific groups of indi-
viduals. Not surprisingly, this research is limited
to CBT approaches, the most prominent and
widely studied treatment approach in the anxiety
disorders literature. However, alternative inter-
vention approaches incorporating mindfulness
training have received increasing empirical sup-
port over recent years. MBIs may offer some
advantages over traditional CBT approaches,
including a transdiagnostic conceptual model,
demonstrated efficacy to alleviate numerous
comorbid medical and psychological symptoms,
and reduced stigma resulting from a public health
education delivery format (Hazlett-Stevens,

2018a). Practical benefits of the MBI approach
stem from its short-term and time-limited curri-
cula, easily delivered in medical settings due to
the cross-diagnostic group session design. In this
next section, the development of MBIs and the
subsequent outcome research of MBIs for anxi-
ety disorders are reviewed briefly.

Mindfulness-Based Interventions

Mindfulness-Based Stress Reduction
(MBSR)

Mindfulness training first entered the realm of
Western health care when Jon Kabat-Zinn devel-
oped mindfulness-based stress reduction
(MBSR) at the University of Massachusetts
(UMass) Medical School in 1979. Kabat-Zinn
previously worked in his chosen field of molecu-
lar biology, conducting medical research at
UMass as he studied and practiced Buddhist
mindfulness meditation in his private life. As
Kabat-Zinn observed hospital patients strug-
gling with the stress of chronic illness and/or
suffering negative health effects from stressful
life circumstances, he developed an 8-week
stress reduction course curriculum to teach
patients mindfulness meditation practices in a
secular format free from Buddhist terminology
and rituals. In 1979, he left his medical research
career to teach this stress reduction program to
patients at the UMass Medical School. This
stress reduction curriculum, which Kabat-Zinn
eventually named MBSR, centered on cultivat-
ing mindfulness, defined by Kabat-Zinn as “the
awareness that emerges through paying attention
on purpose, in the present moment, and nonjudg-
mentally to the unfolding of experience moment
to moment” (Kabat-Zinn, 2003, p. 145). The
word mindfulness is an English translation of the
ancient Asian Pali word sati, the original word
used to capture this nonconceptual awareness of
experience in Buddhist meditation traditions,
and sati is considered essential for all forms of
Buddhist meditation practice (Nyanaponika
Thera, 1965). Kabat-Zinn developed MBSR to
teach the intentional cultivation of mindfulness
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from a universal perspective, viewing mindful-
ness as a fundamental human capacity that tran-
scends all cultural and religious backgrounds.
He therefore adapted several meditation prac-
tices he previously learned in formal Buddhist
meditation training settings in such a way that
meditation instructions are explained in simple
and secular language while retaining the essence
and integrity of the original practices (see Kabat-
Zinn, 2003, 2005 for further descriptions of the
development of MBSR).

MBSR involves 8 weekly class sessions, last-
ing 2.5-3 h each, and an all-day, 7-h, intensive
silent meditation retreat held during the week-
end of the sixth week (see Kabat-Zinn, 2013 for
MBSR procedure descriptions). Weekly ses-
sions begin with 45-90 min of instructor-guided
formal mindfulness meditation practice, fol-
lowed by group discussion of participant prac-
tice experiences and interactive presentation of
didactic material. In addition, participants prac-
tice daily 40-60-min-long formal mindfulness
meditation and/or movement home assignments
with recorded instructions for guidance. Initial
formal meditation practices include a body scan,
in which participants move the focus of atten-
tion throughout each area of the body while
lying still on their backs, and a formal sitting
meditation practice introducing mindfulness of
breathing instructions. Over the course of the
MBSR curriculum, sitting meditation instruc-
tions gradually expand to body sensations,
sounds, and thoughts and emotions. Eventually
formal sitting meditation instructions include
“choiceless awareness,” in which present-time
experience itself becomes the object of attention
and participants allow awareness of any sensory
and mental experiences as they arise naturally
during the meditation period. In addition,
MBSR instructors teach mindfulness during
movement with formal walking meditation
instructions and gentle hatha yoga stretches.
Throughout the 8-week curriculum, participants
also engage informal practice assignments out-
side of class sessions, including mindfulness of
eating, mindfulness of everyday activities,
mindfulness of pleasant and of unpleasant
events as they naturally occur during the day,

and eventually, mindfulness of stressful events
as they occur in daily life. Participant experi-
ences with these informal practices fuel class
discussion of didactic material topics, such as
how mindfulness contrasts with our default
“automatic pilot” form of attention, the role of
perception in stress, and models of stress reac-
tivity compared to stress responding. As partici-
pants cultivate mindfulness through daily formal
meditation/movement practices and increase
mindful awareness over the course of daily liv-
ing, they identify habitual patterns of stress
reactivity across various situations. This process
enables participants to circumvent old reactive
habit patterns whenever mindful awareness
allows for more skillful and thoughtful
responding.

Early outcome research conducted in Kabat-
Zinn’s UMass Stress Reduction Clinic sup-
ported the use of MBSR for improving the
management of chronic pain (Kabat-Zinn,
1982; Kabat-Zinn, Lipworth, & Burney, 1985).
As word spread anecdotally about the benefits
of MBSR for medical patients, other clinicians
received training in MBSR instruction and
conducted randomized controlled trials.
Eventually MBSR gained substantial empirical
support for the alleviation of perceived stress
and symptoms of distress associated with
chronic pain, cancer, and other medical condi-
tions (see meta-analytic reviews by Bohlmeijer,
Prenger, Taal, & Cuijpers, 2010; de Vibe,
Bjgrndal, Tipton, Hammerstrgm, & Kowalski,
2012). Another meta-analysis revealed that
MBSR consistently reduced symptoms of anxi-
ety and depression across individuals with var-
ious medical and psychiatric conditions
(Hofmann, Sawyer, Witt, & Oh, 2010). In one
large randomized controlled trial (Biegel,
Brown, Shaprio, & Schubert, 2009), 102 ado-
lescent psychiatric outpatients received either
MBSR coupled with mental health treatment as
usual or mental health treatment as usual only.
Outpatients who received MBSR reported
reduced symptoms of anxiety, depression,
somatic distress, and sleep disturbance signifi-
cantly more than psychiatric treatment-as-
usual control group patients did.
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MBSR and Anxiety Disorders

MBSR holds promise for anxiety disorder
patients in particular. In an early uncontrolled
study from the original UMass Stress Reduction
Clinic (Kabat-Zinn, Massion, Kristeller, &
Peterson, 1992), MBSR participants who initially
screened positive for generalized anxiety disor-
der (GAD) and/or panic disorder reported signifi-
cant reductions in general anxiety symptoms
following MBSR. Acute anxiety symptoms, as
commonly measured in clinical panic disorder
research with the Beck Anxiety Inventory, the
Fear Survey Schedule, and the Mobility Inventory
for Agoraphobia, also reduced. These same par-
ticipants reported continued anxiety symptom
improvement 3 years later (Miller, Fletcher, &
Kabat-Zinn, 1995). Since then, subsequent ran-
domized controlled trials conducted specifically
with individuals seeking treatment for anxiety
disorder symptoms have established the effec-
tiveness of MBSR for clinical anxiety disorders.
In a mixed clinical sample with diagnoses of
social anxiety disorder, GAD, and/or panic disor-
der (Vgllestad, Sivertsen, & Nielsen, 2011), par-
ticipants randomized to MBSR reported
significant trans-diagnostic anxiety symptom
reduction, as well as reduced depression and
insomnia, when compared to a wait-list control
group. Another randomized investigation
included a mixed anxiety disorder sample of vet-
eran patients who received a principal diagnosis
of panic disorder (with or without agoraphobia),
GAD, social anxiety disorder, obsessive-
compulsive disorder, or civilian PTSD (Arch
etal., 2013). Veterans were randomized to a mod-
ified MBSR protocol consisting of 10 weekly
1.5-h sessions with a 3-h retreat or to a 10-session
group-administered CBT in which therapy com-
ponents could be tailored to individual patients’
specific anxiety disorders. Both modified MBSR
and group-administered CBT significantly
reduced clinician-rated diagnostic severity of the
principal anxiety disorder through 3-month fol-
low-up, with no significant differences between
the two groups. However, results involving self-
report measures revealed that group-administered
CBT led to greater reductions in anxious arousal

at follow-up than modified MBSR, while modi-
fied MBSR led to greater reductions in worry and
comorbid emotional disorders compared to
group-administered CBT. Arch et al. also found
evidence of equivalent treatment credibility
between the two interventions, as well as equiva-
lent therapist adherence and competency.

Randomized controlled trials have been con-
ducted with clinical samples diagnosed with spe-
cific anxiety disorders as well. Participants
diagnosed as GAD following structured clinical
interviews received MBSR or an active an active
stress management control intervention (Hoge
et al., 2013). The GAD patient group randomized
to MBSR yielded greater clinical improvements
on clinical severity and improvement clinician
ratings and self-reported anxiety measures than
the active control group post-intervention, despite
comparable reductions in Hamilton Anxiety
Scale symptom ratings. In the laboratory, the
MBSR patients reported greater reductions in
subjective anxiety and distress and increased pos-
itive self-statements in response to a social stress
challenge task when compared to the active stress
management control group. Subsequent uncon-
trolled research reported significant clinical GAD
symptom improvement following MBSR in
severe cases, finding that these clinical benefits
were not limited to patients reporting only mild
or moderate GAD symptoms (Hazlett-Stevens,
2018b). Furthermore, the substantial GAD symp-
tom reduction reported in controlled MBSR out-
come research has been documented outside the
controlled research context, in which MBSR was
delivered as originally designed—that is, to large
and diagnostically heterogeneous patient groups
in a general hospital setting (Hazlett-Stevens,
2018a).

Participants diagnosed with social anxiety
disorder and randomized to MBSR or to an aer-
obic exercise regimen reported significant and
equivalent reductions in social anxiety and
depression and increased well-being when com-
pared to an untreated group, immediately after
intervention and 3 months later (Jazaieri,
Goldin, Werner, Ziv, & Gross, 2012). Despite
equivalent outcomes on symptom measures,
participants who received MBSR exhibited
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decreased negative self-views and increased
neural responses in posterior cingulate cortex
areas when compared to the aerobic exercise
group (Goldin, Ziv, Jazaieri, Hahn, & Gross,
2013). In a subsequent trial, social anxiety dis-
order individuals were randomized to MBSR,
cognitive-behavioral group therapy (CBGT), or
wait-list control groups (Goldin et al., 2016).
Both MBSR and CBGT produced significant
and similar immediate improvements in social
anxiety symptoms and related clinical measures
compared to the wait-list group, although the
different interventions impacted some of the
specific psychological process measures differ-
entially in expected ways. Importantly, treat-
ment gains maintained for both intervention
groups 1 year later. MBSR therefore may yield
social anxiety disorder symptom improvements
equivalent to the gold standard CBGT approach,
although a previous comparison of MBSR to
CBGT demonstrated some additional potential
benefits of CBGT (Koszycki, Benger, Shlik, &
Bradwejn, 2007). Individuals suffering from
PTSD also may benefit from MBSR. Veterans
with PTSD randomized to MBSR reported
greater improvements in PTSD symptom sever-
ity during treatment and at 2-month follow-up
than veterans with PTSD randomized to an
active control present-centered group therapy
(Polusny et al., 2015).

In sum, the demonstrated benefits of MBSR
for anxiety disorder symptom reduction appear
more than mere attention placebo effects, and
MBSR effects do not simply reflect the general
effects of standard stress management education
or exercise. MBSR may be comparable to gold
standard CBT protocols, although more research
is needed to draw this conclusion. MBSR also
has the potential to increase dispositional mind-
fulness, personal growth, life satisfaction, and
improved quality of life, thereby enhancing per-
sonal growth and quality of life beyond anxiety
disorder symptom reduction alone (Hazlett-
Stevens, 2018c). Not surprisingly, MBSR
appears in the Substance and Mental Health
Services Administration (SAMHSA) National
Registry of Evidence-based Programs and
Practices (NREPP).

Mindfulness-Based Cognitive
Therapy (MBCT) and Other MBI
Protocols

In the 1990s, another MBI gained attention in
clinical psychology circles as well. Cognitive
therapy researchers Zindel Segal, Mark Williams,
and John Teasdale adapted the original MBSR
curriculum by integrating elements of cognitive
therapy and psychoeducation about depression.
They developed this mindfulness-based cognitive
therapy protocol (MBCT; Segal, Williams, &
Teasdale, 2013) for the specific purpose of pre-
venting future relapse among individuals recov-
ered from recurrent major depressive episodes.
While maintaining the overall group session
structure and mindfulness practices of MBSR,
MBCT targets specific topics such as the self-
referential nature of thoughts, the role of auto-
matic thought patterns of rumination in the
development of depression, how cognitive bias
toward negative interpretations impacts emotion,
and how mood influences thoughts and behavior.
MBCT participants also learn a specific informal
mindfulness practice, the “3-minute breathing
space,” for use in daily life: throughout the day,
they are encouraged to step out of “automatic
pilot” mode deliberately by bringing attention to
the breath and then expanding attention to full
present-moment experience.

MBCT has become a leading evidence-based
group therapy approach in the treatment of
depression. In early randomized controlled clini-
cal trials, MBCT significantly reduced the risk of
subsequent depressive relapse among patients
with three or more previous depressive episodes
when compared to treatment as usual (Ma &
Teasdale, 2004; Teasdale et al., 2000). A subse-
quent meta-analysis found that MBCT signifi-
cantly reduced the risk of depressive relapse by
35% overall, and risk reduced by 44% among
patients with three or more past episodes (Piet &
Hougaard, 2011). MBCT also appears effective
among anxiety disorder clinical samples. Anxiety
and comorbid depression symptoms reduced fol-
lowing MBCT among participants diagnosed
with generalized anxiety disorder (Craigie, Rees,
& Marsh, 2008; Evans et al., 2008) and/or panic
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disorder (Kim et al., 2009, 2010) as well as social
anxiety disorder (Piet, Hougaard, Hecksher, &
Rosenberg, 2010). The UK’s National Institute
for Health and Clinical Excellence (NICE) has
endorsed MBCT as an evidence-based therapy.

Other adaptations of the original MBSR pro-
tocol have emerged in the clinical psychology
field. Some protocols targeted clinical problems
other than anxiety disorders, such as eating dis-
orders (mindfulness-based eating awareness
therapy, MB-EAT; Kristeller, Baer, & Quillian-
Wolever, 2006) and substance use (mindfulness-
based relapse prevention, MBRP; Witkeiwitz,
Marlatt, & Walker, 2005). However, some prom-
ising MBIs were tailored specifically for PTSD,
such as mindfulness-based exposure therapy
(MBET) developed for veterans (King et al.,
2016) and trauma-informed mindfulness-based
stress reduction (TI-MBSR) developed for survi-
vors of childhood sexual and physical abuse and/
or intimate partner violence in adulthood (Kelly
& Garland, 2016). In addition, newer individual
psychotherapies for anxiety disorders, such as
the acceptance-based behavior therapy for GAD
developed by Roemer and Orsillo (2014), have
mindfulness practices integrated into their
protocols.

To conclude, MBSR, MBCT, and other MBIs
appear to be promising alternatives to CBT in the
alleviation of anxiety disorder symptoms.
Importantly, however, it is unclear how well the
controlled research establishing the effectiveness
of these MBIs for anxiety disorders generalizes
to individuals from diverse backgrounds—the
clinical trials described above lacked significant
inclusion of ethnically and racially diverse indi-
viduals. In some cases, participant samples were
described as 70-88% non-Hispanic White (Arch
et al., 2013; Hoge et al., 2013; Polusny et al.,
2015) or were approximately 40% non-Hispanic
White and approximately 40% Asian American
(Goldin et al., 2016; Jazaieri et al., 2012). Other
trials were conducted outside the USA in
Denmark (Piet et al., 2010), Norway (Vgllestad
et al., 2011), and South Korea (Kim et al., 2009)
and, therefore, did not report the ethnic or racial
background of participants. As MBIs become
increasingly available to diverse patients seeking

help for anxiety disorder symptoms in the USA,
research including ethnically, racially, and cultur-
ally diverse clinical samples is needed to repre-
sent the diverse US population adequately.
Furthermore, research addressing the acceptabil-
ity and culturally sensitive delivery of MBIs
when provided to minority groups is imperative,
as is research examining the effectiveness of cul-
turally adapted MBI protocols. Although this
work has not yet appeared within the field of
anxiety disorders, MBI clinical researchers work-
ing with other patient populations have begun to
address these important empirical questions. This
next section reviews the emerging literature
informing culturally competent delivery of MBIs.

Mindfulness-Based Interventions:
Cultural Considerations

Implementing MBSR in Diverse
Communities

Individuals from ethnic, racial, and cultural
minority backgrounds are underrepresented in
MBI clinical trials, just as these groups are under-
studied in other evidence-based treatment
research. DeLLuca, Kelman, and Waelde (2018)
further attributed this lack of diversity research to
the Buddhist origins of MBIs. Because this inter-
vention approach is grounded in a Buddhist con-
ceptual perspective that emphasizes the
universality of human experience over individual
differences, MBI researchers might be less
inclined to investigate the role of diversity fac-
tors. In addition, knowledge of MBI Buddhist
origins may cause individuals from diverse back-
grounds concern that the meditation practices
taught in MBIs conflict with their non-Buddhist
religious or spiritual beliefs. Indeed, lower levels
of engagement in mindfulness practice were doc-
umented among ethnoracial minority groups
(Olano et al., 2015). However, it remains unclear
whether this disparity is due to reduced availabil-
ity of MBIs stemming from the lack of effective-
ness research conducted with diverse individuals
or whether MBIs simply appear less acceptable
to diverse groups of individuals. Nevertheless,
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two MBSR programs implemented in US inner-
city health clinic settings have begun to explore
questions of acceptability and effectiveness of
MBSR within diverse communities.

In 1992, Jon Kabat-Zinn and others from
UMass Medical School established a satellite
MBSR program in a Worcester inner-city neigh-
borhood health clinic to test the feasibility and
acceptability of MBSR among this underserved
and diverse patient population (Kabat-Zinn et al.,
2016). In contrast to the original UMass program
that served predominantly White middle- and
working-class patients, many inner-city clinic
patients were Latinx, African American, Native
American, or recent immigrants from various
world regions. Over 60% of the inner-city pro-
gram patients received government assistance,
and only 20% were employed. Of the Latinx
Spanish-speaking MBSR participants, 88% had
an annual income below $15,000, as did 72% of
English-speaking MBSR participants. Patients
either were provider-referred or self-referred to
improve coping with stress, pain, illness, anxiety,
and/or depression, and many patients presented
with a wide variety of medical diagnoses (e.g.,
cardiovascular conditions, asthma, cancer,
chronic fatigue, fibromyalgia, HIV/AIDS) and/or
psychiatric diagnoses (e.g., depression, anxiety,
PTSD, insomnia, complicated bereavement, sub-
stance abuse recovery). Several accommodations
were made in an attempt to meet the needs of
inner-city patients and reduce barriers to access:
(1) Clinic patients attended the MBSR program
free of charge. (2) Onsite childcare was provided
at no cost. (3) Free transportation was arranged.
(4) MBSR was offered in both Spanish and
English. (5) The timing of classes was scheduled
to accommodate specific patient needs, such as
coordinating morning class times with the local
school bus schedule to maximize single parent
attendance or offering evening classes for work-
ing MBSR participants. Over the course of
7 years, 538 patients completed the MBSR pro-
gram (65% completion rate), and 452 patients
completed MBSR during their first attempted
cycle. Significant and comparable improvements
for both English-class and Spanish-class MBSR
groups were found across outcome measures of

medical symptoms, health and functioning, and
clinical anxiety. A small subset of participants
who were willing to complete follow-up mea-
sures reported that these improvements contin-
ued up to 7 years later. Kabat-Zinn and colleagues
concluded that MBSR can be delivered feasibly
and effectively within a multiethnic and multicul-
tural low-income inner-city community, observ-
ing that the mindfulness practices were culturally
acceptable in this ethnically diverse population
with no prior exposure to meditation methods.

In 1993, Beth Roth and colleagues imple-
mented the MBSR curriculum within the inner-
city nonprofit Community Health Center in
Meriden, CT. By 1997, approximately 200 clinic
patients with heterogeneous medical and psychi-
atric diagnoses completed this bilingual MBSR
program, many of whom anecdotally reported
significant personal change, symptom relief, and
improved health (Roth, 1997). To meet the needs
of this low-income patient population—78% of
clinic patients received public assistance—the
clinic bills the cost of the MBSR program to
patients’ health insurance whenever possible,
uninsured patients pay a sliding scale fee, and no
patient is denied MBSR for financial reasons. In
an open design clinical trial (Roth & Creaser,
1997), significant improvements on standardized
medical and psychological symptom measures,
including self-esteem, were documented follow-
ing MBSR for the 79 study participants who
completed the MBSR program (60% completion
rate). Given that the majority of patients served
by the Community Health Center are Latinx,
MBSR was offered in Spanish as well as English.
Of these 79 study participants, 51 (65%) received
MBSR in Spanish and 28 (35%) in English. A
chart review examining health-care utilization
for a subset of Community Health Center
patients who completed MBSR also revealed a
significant decrease in the number of chronic
care medical visits following MBSR (Roth &
Stanley, 2002). Thus, MBSR may help reduce
health-care costs by decreasing utilization. In a
subsequent non-randomized controlled trial
(Roth & Robbins, 2004), 48 Spanish-speaking
and 20 English-speaking patients who received
MBSR were compared to a control group of 18
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Spanish-speaking patients who did not receive
MBSR due to practical constraints. Before inter-
vention delivery, the number of medical and
mental health diagnoses between these two
groups did not differ, and no differences were
found between the Spanish- or English-speaking
intervention groups beforehand. A total of 68
patients completed MBSR (66% completion
rate) and provided complete data for analysis.
The MBSR group reported statistically signifi-
cant improvements on five of eight general
health and social functioning measures when
compared to the control group. While prelimi-
nary, results from the Community Health Center
studies suggested that MBSR feasibly can be
delivered in both Spanish and English to diverse
inner-city clinic patients in an acceptable and
effective manner. If available, this option might
be especially beneficial to Latinx patients suffer-
ing from anxiety disorder symptoms because
MBSR is delivered within the general health-
care setting and is presented as a public health
education class. Thus, MBSR can be delivered in
the very setting Latinx patients are most likely to
seek help for anxiety, and the transdiagnostic
stress reduction class format may appear less
stigmatizing than mental health specialty care.
Just as Kabat-Zinn et al. (2016) argued for the
necessity of addressing practical barriers to
MBSR attendance among inner-city clinic
patients, Roth and Creaser (1997) identified spe-
cific agency policies needed to maximize MBSR
program access and minimize attrition. Clinics
are advised to offer MBSR in each patient’s pre-
ferred language whenever possible, to address
issues of cost (including the cost of purchasing
devices to listen to meditation recordings), and to
provide childcare, transportation, reminder calls
during the first few weeks, and flexible schedul-
ing as much as possible. Furthermore, culturally
sensitive delivery of MBSR in multicultural
inner-city settings requires that MBSR instruc-
tors have the flexibility to alter course content
and structure in creative ways that reflect the life
experience of participants. For example, Latinx
patients may find the mindfulness meditation and
movement practices quite strange at first, yet
instructors can avoid the word yoga and its poten-

tial negative connotations by referring to mindful
stretches and postures as “body movements”
(movimientos del cuerpo, in Spanish) or “gentle
stretches” (estiramientos suaves, in Spanish)
instead (Roth & Creaser). For further description
of culturally sensitive MBSR delivery, see Roth
and Calle-Mesa (2006) for a detailed case study
of a Spanish-speaking Puerto Rican man who
attended the Community Health Center MBSR
program for severe chronic pain, depression, anx-
iety, and poor self-esteem and subsequently
reported profound clinically significant benefits
from the program. Roth and Creaser further sug-
gested that other inner-city MBSR programs be
implemented within established health-care cen-
ters or agencies already utilized and trusted by
patients in that community. Lastly, agency
administrators, providers, and staff also must
support the MBSR program to ensure successful
implementation.

Effectiveness of MBIs Among Diverse
Populations

In addition to the establishment of these two US
inner-city MBSR programs, a growing research
effort has examined the effectiveness of various
MBIs among individuals from diverse back-
grounds. One meta-analysis examined outcome
investigations of similar psychotherapies (e.g.,
dialectical behavior therapy, DBT) in addition to
MBSR and MBCT (Fuchs, Lee, Roemer, &
Orsillo, 2013). Only studies that specifically
recruited individuals from marginalized back-
grounds, including non-White and/or non-
European  American ethnic or cultural
background, older adults, nonheterosexual, low-
income, physically disabled, incarcerated, and/or
participants whose first language was other than
the dominant culture, were selected. Three of the
included investigations in this meta-analysis
were MBI trials conducted with ethnic, racial, or
cultural minority participants, and one of these
studies was the MBSR trial conducted by Roth
and Robbins (2004) described above (Hedges’ g
effect size of 0.67). In another of these studies
(Garland, Gaylord, Boettiger, & Howard, 2010),
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participants were recruited from an urban US
community, resulting in a clinical sample of pre-
dominantly male (79%), African American
(60%), and low-income (almost 53% earned less
than $20,000 annually) alcohol-dependent adults.
The MBCT protocol adapted for alcohol depen-
dence outperformed a support group control
intervention (Hedges” g = 0.43) in this random-
ized trial. The final study identified by Fuchs
et al. (Semple, Lee, Rosa, & Miller, 2010) ran-
domized 25 children, mostly from low-income,
inner-city households, to MBCT adapted for chil-
dren or to a wait-list control group. Of the 25
children participating, 15 identified as Latinx, 6
as African American, and 4 as Caucasian.
Participants who completed the MBCT program
showed greater improvements in attention prob-
lems compared to the control group, both imme-
diately post-intervention (Hedges” g = 0.43) and
at 3-month follow-up. Children with clinically
elevated anxiety before MBCT also demonstrated
significant reductions in anxiety symptoms and
behavior problems following the intervention.
More recently, DeLuca et al. (2018) conducted
a systematic review of MBI studies conducted
with ethnoracial minority representation or
examining cultural adaptations of MBIs. They
identified 24 investigations in which at least 75%
of the sample included ethnoracial minority indi-
viduals, the investigation tested a culturally
adapted MBI, or the effectiveness of the MBI was
compared between different ethnoracial groups.
Of the 24 studies meeting at least one of these
selection criteria, 11 used single-sample open
trial designs and 13 were randomized controlled
trials. Of the 13 randomized trials, seven evalu-
ated the effects of MBIs on health or mental
health conditions, although none of these studies
required a specific diagnosis for inclusion. The
remaining six randomized trials studied children
or youth samples in the absence of diagnostic
inclusion criteria. Cohen’s d effect sizes across
dependent measures varied greatly, ranging from
0.10 to 0.62 for single-sample studies and from
0.02 to 0.99 for randomized trials. Hispanic/
Latinx and African American individuals were
most represented in this research literature,
although all major US ethnoracial minority

groups were included in at least one study with
the exception of Native Alaskans. MBSR was the
most common MBI studied (29%), and the
MBCT for children study described above
(Semple et al., 2010) was the only MBCT study
identified. Other MBI protocols targeted condi-
tions such substance abuse or pregnancy or were
developed to promote health and well-being
among children in schools. Only one investiga-
tion compared intervention effectiveness across
ethnoracial groups (Witkiewitz, Greenfield, &
Bowen, 2013). In this last investigation, racial
and ethnic minority women enrolled in a residen-
tial addiction treatment program and randomized
to MBRP reported no drug use days and lower
addiction severity at 15-week follow-up when
compared to a standard relapse prevention group.
Regression analyses revealed that the benefit of
MBRP over standard relapse prevention was
more pronounced for racial and ethnic minority
participants versus non-Hispanic White partici-
pants. Witkiewitz et al. proposed that the highly
individualized and experiential nature of MBSR
might have increased its cultural relevance for
racial and ethnic minority participants, whereas
the standard relapse prevention program
employed a more didactic format to teach univer-
sal coping strategies.

Cultural Adaptations of MBls

Each of the MBI research investigations described
thus far delivered an MBI originally tested with
predominantly White participant samples (e.g.,
MBSR, MBCT, MBRP). When subsequently
delivered to diverse individuals, these protocols
often were modified to overcome practical barri-
ers to access, such as reducing session length or
providing the MBI in an alternative language.
Additionally, investigators aimed to deliver the
MBI in culturally sensitive ways to improve
acceptability while maintaining the core curricu-
lum of the MBI. In contrast, another approach to
culturally sensitive MBI delivery involves creat-
ing an entirely new culturally adapted interven-
tion developed from within the specific culture of
interest. Proulx et al. (2018) argued for this
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alternative approach out of concern that well-
intentioned mindfulness instructors may engage
cultural minority participants in unrecognized
biased ways, thereby preventing these partici-
pants from fully engaging the mindfulness pro-
gram. Subtle MBI instructor behaviors involving
how participants are addressed, instructor use of
language, and/or the selection of teaching meta-
phors or stories described, although uninten-
tional, could appear unsupportive of participants’
cultural framework. Without awareness, MBI
instructors might convey that they are encourag-
ing American minority communities to become
more like White American communities and
therefore are not interested in how spiritual tradi-
tions within the culture resonate with mindful-
ness instructions. Proulx et al. also observed that
minority community members often experience
an additional burden of having to reinterpret
intervention material into their own cultural
framework, ironically placing an extra layer of
stress onto their stress reduction class attendance.
Proulx et al. therefore proposed that MBI
researchers adopt a community-based participa-
tory research (CBPR) approach in which
researchers first engage the community of inter-
est to learn about future participants’ cultural
perspectives beforehand, ensuring a more cultur-
ally responsive MBI research program.

Proulx et al. (2018) emphasized the impor-
tance of MBI researchers engaging the American
minority community of interest by reaching out
to leaders within that community first.
Researchers must be careful to build trust with
community leaders and members as they seek to
understand the community’s particular concerns,
needs, and perspectives and convey a genuine
intention to develop a mindfulness intervention
that identifies and enhances cultural strengths.
For example, researchers engaging African
American communities must acknowledge
America’s long history in which physicians
knowingly harmed African Americans, creating
profound mistrust of medical establishments.
Proulx et al. further argued that researchers must
remain open to each community’s particular cul-
tural perspectives and be willing to fit their inter-
vention approach to the culture of that specific

population. One cited example described how
mindfulness meditation could be adapted for a
community of African American adults to be
compatible with biblical principles: Woods-
Giscombé and Gaylord (2014) noted similarities
between the cultural practice of prayer to try “to
listen to what God is telling you™ and the empha-
sis on stillness and present-moment awareness in
mindfulness meditation. Another example involv-
ing Native American communities incorporated
material from native storytellers to convey how
mindfulness could be practiced as a means of
developing careful attention (Le & Gobert, 2015).
In a final example, a culturally adapted mindful-
ness intervention for mixed ethnic Native
Hawaiian/Pacific Islander incarcerated youth
incorporated symbolic and spiritual meanings of
the words aloha and mahalo throughout the
mindfulness curriculum (Le & Proulx, 2015).
From this CBPR perspective, a member from
within a given minority community should play a
leadership role in developing the MBI from
within that cultural context whenever possible
(Proulx et al.).

Summary and Conclusions

Individuals from minority cultures often experi-
ence increased psychosocial stress resulting from
discrimination and microaggressions, and inner-
city communities are challenged by the stress of
poverty—MBIs targeting stress reactivity there-
fore might be especially beneficial to diverse
communities for these reasons (Kabat-Zinn et al.,
2016; Proulx et al., 2018). However, the docu-
mented mental health-care disparities found with
other evidence-based interventions appear pro-
nounced for MBIs, possibly in part due to their
Buddhist origins. MBIs might offer an optimal
intervention approach for minority individuals
seeking to alleviate clinical anxiety because: (1)
MBSR is delivered within the medical setting
context where many patients first seek help for
anxiety, (2) MBSR involves a health education
class format that avoids the stigma of mental
health specialty care, and (3) various MBIs have
demonstrated effectiveness to reduce clinical
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anxiety disorder symptoms. Unfortunately,
research to date has not examined the efficacy of
MBIs specifically for anxiety disorders among
diverse populations. MBSR does appear to be an
acceptable and effective intervention when deliv-
ered within culturally diverse and low-income
US communities (e.g., Kabat-Zinn et al., 2016;
Roth & Robbins, 2004), and other MBIs show
promise when delivered to diverse populations as
well (DeLuca et al., 2018). Nevertheless, much
more research utilizing rigorous randomized con-
trolled designs with diverse participant samples
is required. Important empirical questions remain
regarding how to improve MBI session atten-
dance while ensuring culturally sensitive delivery
within diverse communities. Some cultural
groups might be best served by novel MBI curri-
cula developed from within their given culture
before examining intervention effectiveness
within that cultural context. However, empirical
work in this area has only just begun.
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