
211© Springer International Publishing Switzerland 2016 
E. Shonin et al. (eds.), Mindfulness and Buddhist-Derived Approaches in Mental 
Health and Addiction, Advances in Mental Health and Addiction, 
DOI 10.1007/978-3-319-22255-4_10

    Chapter 10   
 Mindfulness for the Treatment of Psychosis: 
State of the Art and Future Developments       

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

            Introduction 

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

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

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

    Mindfulness in the Field of Psychosis 

    Overview of Key Findings from Quantitative Studies 

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

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

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

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

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

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

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

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

 The specifi c effects  of   mindfulness on anxiety in people with  schizophrenia   were 
investigated by Brown, Davis, LaRocco, and Strasburger ( 2010 ). The qualitative 
study comprised 15 males (age range, 45–58; mean age, 51 [ SD  = 4.78]) with a 
diagnosis of  schizophrenia   ( n  = 5) or schizoaffective disorder ( n  = 10). An inclusion 
criterion was the presence of anxiety symptoms whilst being in a stable, post-acute 
phase of  schizophrenia  . Examples of questions posed during the semi-structured 
interviews are:  ‘Have you noticed any ways in which you have benefi ted from prac-
tising mindfulness?’ ;  ‘Has anything about the program caused you to feel uncom-
fortable in any way?’;  and  ‘What keeps you coming back to classes?’  The four most 
frequent themes to emerge from the data analysis were: (1) relaxation, (2) symptom 
reduction, (3) ability to focus on the present moment, and (4) cognitive changes. All 
participants reported relief from  hallucinations   (and ten reported relief from  delu-
sions  ) following completion of the intervention. Participants also reported improve-
ments with regard to anxiety, depression, paranoia, memory problems, sleep 
problems, and somatic pain. 

Á.I. Langer et al.
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 Dennick, Fox, and Walter-Brice ( 2013 ) utilised interpretative phenomenological 
analysis ( IPA)      (Smith, Flowers, & Larkin,  2009 ) in order to explore participants’ 
‘lived experiences’ of mindfulness group practice. The sample comprised three 
adults (age range, 30–40) who were  experiencing   distressing psychosis. Four pri-
mary  themes   emerged from the dataset: (1) experiencing distress (i.e., associated 
with experiences of psychosis), (2) the group as a safe environment to explore expe-
riences of hearing voices (and of practising mindfulness), (3) mindfulness as ben-
efi cial (i.e., changing the way participants relate to distressing experiences, 
including reacting mindfully to voices instead of struggling), and (4) group interac-
tion as part of the process of recovery (involving re-establishing or re-affi rming a 
sense of self). 

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

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

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

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

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

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

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

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

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

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

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

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

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

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

    Discussion 

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

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

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

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

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

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

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