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      Introduction                     

           Stuart     J.     Eisendrath     

       Zindel Segal, John Teasdale,  and  Mark 
Williams  brought Mindfulness-Based Cognitive 
Therapy (MBCT) into wide exposure with their 
2002 treatment book [ 1 ]. MBCT was built on the 
infrastructure of  Mindfulness  -Based Stress 
Reduction and it presented a radical departure in 
the approach to relapse prevention of major 
depressive disorder. This disorder, with an often 
chronic and relapsing course, called for a preven-
tive approach in order to decrease the disability 
and suffering that were so often prevalent. Early 
studies  demonstrated   its effi cacy in depression 
relapse prevention [ 2 ,  3 ]. Its utility in preventing 
relapse in major depressive disorder has 
 demonstrated an effi cacy that is not inferior to 
maintenance antidepressants, the gold standard 
of prophylactic treatment [ 4 ]. 

 MBCT’s metacognitive approach indicated 
that attention to the thought process was impor-
tant and perhaps even more so than attention to 
thought content as in traditional  cognitive   ther-
apy approaches. The metacognitive awareness 
of thoughts, feelings, and sensations can lead to 
greater acceptance of mental events and conse-
quent less experiential avoidance. For example, 
paying attention to thought processes and not 

content was one of the important shifts in 
approach that allowed many patients to engage 
with the therapeutic process. Previously, they 
were often fi rmly attached to a particular thought 
content that kept them rigidly locked in a spe-
cifi c life stance. MBCT allowed a softer stance, 
with more self-compassion and fl exibility. The 
mindfulness approach permitted a bigger gap 
between stimulus and response, with a conse-
quent ability to have a broader range of skillful 
approaches to situations. 

 MBCT’s applications broadened since its 
introduction to treatment of a variety of condi-
tions, of which only a limited sampling has been 
gathered in this book. Ranging from medically 
unexplained symptoms to social anxiety, and epi-
lepsy to insomnia, the palette of MBCT  has   cov-
ered a wide spectrum. Taking one pass through 
multiple MBCT applications, as the authors of 
the chapters in this volume illustrate, MBCT has 
had a broad international reach. Moreover, the 
range of chapters indicates MBCT has begun to 
emerge as a modality with a wide range of utility. 
MBCT has been drawing substantial investiga-
tions that demonstrate transdiagnostic effects. 
Exactly which component of MBCT produces 
these effects remains to be elucidated, but the 
authors raise a number of possibilities. In addi-
tion, a number of  the   authors describe the 
increased activation of brain areas such as the 
dorsolateral prefrontal cortex and the anterior 
cingulate, that are associated with enhanced 
 emotion regulation. At the same time increased 
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activation of the insula is associated with internal 
somatic awareness, one of the areas that MBCT 
helps individuals to focus on. 

 The book’s chapters are divided into primarily 
focusing on medical problems or psychiatric dis-
orders. Melissa Day begins by describing the 
application of MBCT to chronic pain. She 
describes the value of the pain patient changing 
his/her relationship to such  pain   catastrophizing 
thoughts such as “I’m totally useless because of 
my pain”. She lays out the adaptations of MBCT 
for the pain population that her group has been 
investigating including  psychoeducation   regard-
ing pain as well as mindful awareness and 
 acceptance. Day describes her group’s work with 
a headache pain population in fi nding decreased 
pain interference and increased acceptance after 
completing MBCT. She reviews the growing 
 literature on MBCT for other painful conditions 
as well as Internet-delivered MBCT. She then 
examines practical issues in the selection of par-
ticipants and the delivery of MBCT. 

  Marian González-García, Xavier Borràs,  
and  Javier González López  bring MBCT into 
focus as a particularly useful intervention for  peo-
ple living with HIV (PLWH).   This population suf-
fers high levels of stress, stigma, anxiety, and 
depression. Her group’s  randomized   controlled 
trial of MBCT demonstrated large effect sizes in 
reducing stress, anxiety, and depression levels. 
Psychological factors posited to play a role include 
attention, meta-awareness, and  self- regulation. 
The authors build a strong case for neural mecha-
nisms of change that may involve areas of the 
brain associated with increased  alerting and exec-
utive attention including the  anterior cingulate 
cortex (ACC)   and  dorsolateral prefrontal cortex 
(DLPFC)  . The insula may be associated  with 
  meta-awareness of  experiences of the present 
moment and bodily states and emotional process-
ing. These issues may be related to self- regulation, 
including the nonreactivity facet of mindfulness. 
This, in turn, is also associated with the ACC and 
its connections to other areas of the brain. 

  Nancy Thompson, Robin McGee,  and 
 Elizabeth Walker  shine an important light on 
the potential of distance-delivered MBCT. Their 
research, including Project Uplift, has examined 

the impact of MBCT on individuals with chronic 
medical illnesses such as  epilepsy   or  cystic fi bro-
sis  . For such patients, the advantages of  telephone 
or Internet-enabled MBCT  have   important 
advantages such as ease of access, low cost, 
avoidance of transportation problems, and 
reduced stigma. There are however potential 
problems with such delivery and the authors 
address such limitations straightforwardly. They 
also describe the literature in distance delivery 
including their own randomized controlled tri-
als. The authors explain the modifi cations to 
MBCT that they made and the rationale that 
went into their decision. In the trials, partici-
pants’ physical health did not change, but their 
quality of life improved. This was consistent 
with the mindfulness facet of improved  accep-
tance   as a means of reducing suffering. They call 
for further research into distance delivery to 
broaden MBCT’s reach. 

 The problem of traumatic brain injury is being 
increasingly recognized in a wide-ranging popula-
tion, from sports participants to military casual-
ties. Depression is one of the most common 
sequelae of these injuries.  Lana J. Ozen, Carrie 
Gibbons,  and  Michel Bédard  investigate the 
impact of MBCT on depression in this population. 
They point out that often the impact of traumatic 
injury is amplifi ed by stress, depression, and 
 decreased   satisfaction with life. Mindfulness inter-
ventions have the potential to impact all of these 
areas. The authors review the literature examining 
the utility of mindfulness-based treatment for  trau-
matic brain injury  . They then present data from 
their own groundbreaking work in applying 
MBCT to this population. Using a pilot study, and 
randomized controlled trials, the authors found 
decreased depression, improved quality of life and 
increased mindfulness and self-compassion in 
their MBCT cohorts compared to wait list con-
trols. These effects were substantial at levels that 
were clinically signifi cant. They describe in detail 
the modifi cations necessary for working with this 
population, including patient selection, home 
practice, and facilitator training. Although future 
research is necessary, MBCT may represent  an 
  important fi rst step in dealing with the emotional 
after effects of  traumatic   brain injury. 
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 In describing their work with women suffer-
ing breast and gynecological cancer,  Lesley 
Stafford, Naomi Thomas,  and  Elizabeth Foley  
elucidate the central psychological issues with 
this  population  . After a thorough review of the 
literature, they explain how MBCT may be a 
uniquely suitable modality. They describe the 
modifi cations they made to fi t their model to the 
population. They then provide results of their 
pilot work demonstrating a number of benefi cial 
effects such as improved quality of life and 
decreased suffering. However, they also found 
that the logistics and costs of MBCT were 
 challenging to implement. They then developed a 
second iteration, an abbreviated  mindfulness 
meditation program (MMP)   that yielded similar 
outcomes in a shorter intervention with lower 
costs and fewer logistical issues. 

  Andrew Wood, Gonzalez,  and  Barden  
examine the utility of MBCT in the growing pop-
ulation of caregivers of  cancer survivors  . They 
point out that the MBCT program can have ben-
efi cial effects for caregivers by providing  sharing, 
support, and a forum for  discussing   guilt, anger, 
and sadness. Importantly, MBCT also offers par-
ticipants the opportunity to learn techniques they 
can apply at home,  even   when giving care to 
loved ones. The authors describe a number of 
modifi cations that help target the MBCT sessions 
to the caregiver population. They lay the ground-
work  for   future empirical investigations. 

  Hiske van Ravesteijn  and  Lone Fjorback  
describe their approach of applying MBCT to the 
challenge of helping individuals with medically 
unexplained symptoms. They examine the poten-
tial sources of such symptoms and the suffering 
associated with them.  They   describe MBCT’s 
effects in reducing the experiential avoidance of 
unpleasant states in such patients. Moreover, 
many of MBCT’s practices are aimed at enhanc-
ing authentic awareness of the body and this 
 process may improve the patients’ grounding in 
their bodies. The participants learn that they can 
tolerate what is present. They can learn to step 
out of automatic pilot and become more able to 
observe what is present. They describe specifi c 
modifi cations to facilitate MBCT for this popula-
tion, and have developed two programs featuring 

detailed manuals, one offering more time for 
 psychoeducation about medically unexplained 
symptoms. Their approach has met with broad 
acceptance by patients. 

 The problem of health anxiety, more com-
monly known as hypochondriasis, can be a chal-
lenging condition  for   patient, family, and 
physician.  David Lovas  carefully reviews the 
cognitive behavioral model of health anxiety and 
identifi es the potential mediating features that 
would be amenable to MBCT as an alternative 
treatment to CBT. He suggests that MBCT may 
help individuals regulate their attention to intero-
ceptive and cognitive phenomena. He notes that 
MBCT may also decrease experiential avoid-
ance, a frequent driver of health anxiety. Given 
these facets of MBCT, Lovas developed a MBCT 
program that he describes with session-by- 
session modifi cations. The results from open-
label, qualitative, and a randomized controlled 
trial have been promising. They included 
 outcomes such as decreased health anxiety,  reas-
surance   seeking, and belief in hypochondriacal 
cognitions. Taken as a whole, MBCT may be an 
appealing alternative to CBT for this population. 

  Amanda Shallcross  identifi es the cognitive/
affective and increased arousal components that 
play a signifi cant role in  insomnia  . She reviews 
the mindfulness intervention literature including 
randomized controlled trials and polysomno-
graphic studies. She goes on to  develop   an inte-
grative cognitive model of insomnia. Building on 
this,  Shallcross  identifi es MBCT features that 
may be useful in insomnia such as decentering 
from rumination, attentional control, and accep-
tance of unpleasant thoughts, feelings, and sensa-
tions. She suggests certain modifi cations for 
applying MBCT in this population. She con-
cludes by describing the MBCT evidence as 
being most strong for individuals with depressive 
disorders who are suffering insomnia. 

 Major depressive disorder is the number one 
cause of disability in the developed world. The 
scope of suffering  it   brings is extraordinary.  Serina 
Deen, Walter Sipe, and Stuart Eisendrath  
investigate the utility of MBCT for this popula-
tion. They note that many of the cognitive factors 
found in depressive relapse also play a role in 
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 perpetuating the illness in  treatment- resistant 
depression (TRD)  . This variant causes increased 
morbidity and mortality and is associated with 
worse medical illness outcomes. After examining 
potential mediators of MBCT, the authors describe 
how these factors may be of benefi t in TRD. They 
use a case example to illustrate the use of a number 
of modifi cations of MBCT. These range from 
shorter sitting meditations to more active medita-
tions such as yoga and walking. They also describe 
a number of metaphors that help participants 
understand key elements of MBCT. They describe 
the current state of the evidence for MBCT for 
TRD including pilot studies and one large 
RCT. Future research needs to further examine 
both the psychological mediators and the neural 
circuitry of MBCT effects. 

  Kim Griffi ths  and  M. Averbeck  report on a 
very unique approach, applying MBCT for cou-
ples. This modality applies to couples (or a par-
ticipant with a family member or friend) attending 
a MBCT group.    Griffi ths and colleagues 
 extensively review the impact of mindfulness on 
dyadic relationships such as couples, but also 
other pairs such as teacher and student. They 
describe the existing literature on the use of 
MBSR or MBCT to enhance couples relation-
ships. They then trace how MBCT was integrated 
into their National Health Service clinical opera-
tion. They describe modifi cations to issues such 
as attendance, in-group discussions, assessment, 
and suitability. They then give the results of their 
pilot investigation of MBCT for couples, noting 
the  benefi cial   effects based on a small sample 
size. Overall, their work lays the groundwork for 
future interesting investigations. 

 Bipolar disorder is one of the most prevalent 
and costly mental disorders.  Victoria Ives- 
Deliperi, Fleur Howells , and  Neil Horn  describe 
emotional dysregulation and executive  dysfunc-
tion   as the core clinical and psychological features 
of bipolar disorder. Alterations in neural circuitry, 
such as between the  ventrolateral  prefrontal cortex 
(VLPFC)   and  amygdala  , have been demonstrated 
in bipolar disorder. In a study by  Ives-Deliperi’s 
group , MBCT appeared to increase activation in 
bold signal in the  medial prefrontal cortex (MPFC)  , 

similar to pharmacological treatments. EEG 
 fi ndings in bipolar disorder support altered emo-
tional processing that can be reduced with 
MBCT. Research data suggest that MBCT 
enhances activation of the MPFC, a region associ-
ated with cognitive fl exibility. Taken as a whole, 
MBCT shows promise as a treatment enhancing 
emotion regulation and executive function. 

  Thomas Forkmann, Tobias Teismann,  and 
 Johannes Michalak  examine MBCT’s utility in 
one of the most challenging clinical populations, 
individuals with suicidal risk. They argue that a 
key element driving this disorder is the individu-
al’s attempt to avoid painful emotions, thoughts, 
sensations, and memories. They note that 
 mindfulness may reduce  suicide risk   because it 
targets this experiential avoidance and thereby 
represents a transdiagnostic therapeutic process 
in suicidal clients, as well as substance abuse, 
depression, anxiety, chronic pain, and psychosis. 

 They also examine MBCT in relation to 
change in overgeneral memory. Depression has 
been noted to be associated with decreased speci-
fi city of autobiographical memory  leading   to 
diminished problem solving ability. This feature 
has been shown in suicidal patients. As MBCT 
reverses the fi nding and enhances the specifi city 
of autobiographical memory, problem solving 
and suicidality decrease in this population. How 
MBCT exerts its effects remains an open arena of 
inquiry, as no formal mediator of these effects 
has been identifi ed as of yet. 

  Susan Evans  examines the utility of MBCT 
for  generalized anxiety disorder (GAD)  . A num-
ber of treatments are available for this condition 
but full remission is diffi cult to achieve. Worry is 
 a   prominent symptom often focused on the past 
or future and not the present moment. Individuals 
appear to have an emotion regulation defi cit with 
diffi culty processing their emotional experiences 
and managing their emotions. Some of this dys-
function has been associated with hypofunction 
of the attentional and executive control areas of 
the prefrontal cortex and anterior cingulate cor-
tex and impaired connectivity to the amygdala. 
After a thorough review of the literature,  Evans  
describes an adaptation of MBCT for GAD. She 
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provides a cogent discussion of specifi c issues 
that occur in each session and how they may be 
approached. She helpfully describes challenges 
in implementing MBCT in GAD and explains 
how the group leader can  best   prepare for leading 
a group, both technically  and   via a personal 
mindfulness practice. 

  Anthony King  and  Todd Favorite  provide a 
compelling investigation of MBCT for 
PTSD. Drawing from their extensive experience 
with PTSD in combat veterans, they have crafted a 
well-thought out adaptation of MBCT in this pop-
ulation. They carefully review the extant  literature 
on PTSD and its treatments that often feature some 
form  of   exposure. They point out that there is a 
growing literature on therapeutic approaches that 
do not feature exposure as a focus, including prob-
lem solving therapy, acceptance and commitment 
therapy, interpersonal therapy, and MBCT. They 
describe modifi cations of MBCT for PTSD includ-
ing attention to both process (e.g. shortening medi-
tations) and content (e.g. psychoeducation about 
PTSD). Their program clearly lays out aspects of 
MBCT that pose potential pitfalls with PTSD and 
offer well designed approaches. The authors pro-
vide a thorough review of the use of mindfulness 
intervention in PTSD and include their own work 
with combat veterans. 

  Poppy Schoenberg  does a masterful job of 
examining the neuroanatomical, chemical, hor-
monal, cognitive, and psychological dimensions 
underpinning  attention-defi cit hyperactivity disor-
der (ADHD)  .  She   then explains how MBCT can 
be considered to play a role in both “top down” 
and “bottom up” regulation of dysregulated pro-
cesses such as attention and executive control as 
well as biobehavioral and emotional self-regula-
tory pathways. She carefully reviews the literature 
supporting mindfulness effects in enhancing emo-
tion regulation and attention while at the same 
time identifying the limits of scientifi c knowledge 
at this time.    Her  chapter   lays a solid groundwork 
for future investigations of MBCT for ADHD. 

 Although MBCT shows promise across a spec-
trum of conditions, there are problems such as 
accessibility, availability, and stigma that may 
limit dissemination.  Fergal W. Jones, Clara 
Strauss,  and  Kate Cavanagh  examine some 

potential solutions to these problems. They 
describe fi ve approaches for self-help applications 
of MBCT.  These   include paper or digital media as 
well as Internet-delivered multimedia techniques. 
The fi ve approaches are grounded in traditional 
MBCT but none require class participation. There 
is a preliminary but limited evidence base for these 
self-help approaches. One book-based study found 
that the intervention lessened depression and anxi-
ety compared to a wait list control. Two open stud-
ies of web-based interventions found medium to 
large effect sizes in outcomes such as reduced 
depression levels, anxiety symptoms, and per-
ceived stress. These investigations are encourag-
ing and suggest the need for rigorous randomized 
controlled trials. The interventions hold signifi cant 
promise of being able to deliver MBCT to a much 
broader population than currently possible. 

  Katleen Van der Gucht, Peter Kuppens, 
Edel Maex,  and  Filip Raes  examine the role of 
mindfulness interventions in the school ages, par-
ticularly in adolescence. This population faces 
changes in emotional, behavioral, and attentional 
regulation. It is a time  when   “top down” regula-
tion of emotions may be less available as the ado-
lescent brain continues to develop. The authors 
note that 50 % of European adolescents suffer 
some level of anxiety and depression. This under-
lies the need for a widespread, low-level, 
evidence- based intervention for this population. 
Schools provide an excellent venue for such 
interventions. They lay out the evidence for how 
mindfulness interventions can provide low cost, 
effi cient, widely applicable approaches that are 
relatively easy to implement. The authors exam-
ine the scientifi c literature for such mindfulness 
interventions. They then describe practical con-
siderations and guidelines for implementation. 

 Before closing and allowing you to directly 
sample some of the innovative applications of 
MBCT, I would like to thank a number of people. 
I would like to thank the patients and research 
participants along with the clinicians and 
researchers who have expanded our knowledge 
of MBCT. My core research team of  Erin 
Gilllung, Maura McLane, Lauren Erickson, 
Christa Hogan, Dan Mathalon, Mitch 
Feldman , and  Kevin Delucchi  have been a 
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 pleasure to work with and invaluable in my 
 learning more about the limits of MBCT. I would 
also like to thank  Zindel Segal  who as one of the 
original developers of MBCT served to ignite the 
fl ame that has spread so widely. Through his 
encouragement and support, I have been able to 
help expand the knowledge of MBCT a bit more. 
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           Clinical Case Study   

 M.W. is a 44-year-old divorced African American 
woman living in rural Georgia. She is unem-
ployed due to  epilepsy  , and lives in an apartment 
in her parents’ home. She has had two brain sur-
geries, which reduced but did not eliminate her 
seizure activity. As a result, she remains unable 
to drive due to seizures. In addition to seizures, 
she experiences severe headaches and cognitive 
problems. The cognitive problems were wors-
ened by her surgeries. 

 M.W. entered one of our distance-delivered 
groups to address  depression   in people with 
 epilepsy. Our program is based upon mindfulness- 
based cognitive therapy (MBCT) for depression, 
with modifi cations for distance delivery and use 
among people with chronic disease. In the fi rst 
session, when discussing factors that infl uence 

mood, M.W. noted that her brain surgeries had 
affected her word-fi nding and speech capabili-
ties, which she found embarrassing and diffi cult. 
In addition, she reported that she has three sons 
and a daughter in their late teens and twenties 
who live with their father and rarely visit. She 
said she believes he has told  the   children untruths 
about her and this, too, affects her mood. 

 In the second session, when  working   on iden-
tifying thoughts, M.W. identifi ed the thought, 
“I’m stupid,” as one that comes to her mind when 
she misspeaks or fi nds the wrong word. She 
received assistance from the group, and worked 
on modifying her thought to, “Look how much I 
can do in spite of what I have been through.” 

 In the third session, which focuses on coping 
and relaxing, she responded positively to the 
body scan  and   reported that it helped her head-
aches. During the walking meditation in the 
fourth session, M.W. reported that she enjoys 
walking and often walks but had never really 
paid attention to the movement from one foot to 
the other. She  was   interested in the fact that it felt 
odd to be on one foot, a sensation she had never 
noticed. In the fi fth session, M.W. reported that 
she had continued doing the body scan and it:

  …makes the stress go away in my brain. And that 
means it helps the seizures sometimes…The stress 
is gone and I’ve been sleeping better, too…And 
when  you’re   sleeping better, you know, the whole 
day can be so much easier to  deal   with when 
you’re well rested for it. My girl even said, ‘Mom, 
you’re actin’ different. You’re not fussin’.’ My 
mom and dad have also…noticed that, you know, 
I’m  standing up for myself now. I look at them and 
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I say, ‘Look, I’m not a baby. I can do this. It takes 
me a minute to say words, but I can do it. Even 
though I can’t say it fast enough, I can do it. 
Watch!’ and I show them what I can do. 

   Session 6, which focuses upon the imperma-
nence of thoughts, occurred just before Thanksgiving. 
In this session, M.W. reported that she had called her 
daughter to see if she would visit M.W. Instead of 
reaching her daughter, M.W.’s ex-husband had got-
ten on the phone and yelled at M.W., which left her 
distressed and she ended up having a seizure. During 
the  session’s   meditation on mindfulness of sounds 
she found herself relaxing. She shared that she has 
 diffi culty with cognitive problem-solving because 
she gets confused, but she was able to use the mind-
fulness practice of letting the thoughts go and relax. 
In the following session she reported,

  It’s hard on all holidays because I don’t ever get to 
see my children—they don’t call me. But I, uh, this 
has helped me out on how to just let things go and 
how to be in this moment right here. It’s helped my 
depression  a   lot. 

   Later in the session, when providing guidance 
to another participant she said, “You gotta put 
your mind to it…” 

 In the fi nal session, participants complete a 
Relapse Action Plan and express thanks. In her 
Relapse Action Plan, M.W. gave as  a   reason for 
keeping up the practice, “It really helps my stress 
and it helps my seizures stay under control.” 
During the wrap-up, one of the other participants 
commented, “I’d also like to thank M.W. espe-
cially. Just seeing her blossom over the last 2 
months has been a wonderful experience,” after 
which another participant chimed in, “and an 
inspiration.” M.W. responded with, “…it comes 
kinda slow, but it comes. Um, I’ve been real badly 
depressed. But now, even after Thanksgiving, I 
just learned…how to just let things go—don’t let 
it bother you.  And   I have done really good.”  

    The Problem of Distance Delivery 

    Reducing Problems Through Distance 
Delivery 

 In many respects, distance delivery is not a prob-
lem, but rather, a solution to other problems. M.W. 
exemplifi es many of the reasons people may need 

distance delivery of MBCT. Co-morbid mental and 
physical health problems are common; research 
has found that those with mental  illness   have a 
higher risk of chronic disease [ 1 ]. Furthermore, 
individuals with chronic physical illness have 
higher rates of depression, anxiety, and other men-
tal disorders. Like many people with co-morbid 
mental and physical health problems, it is diffi cult 
for M.W. to get out for treatment. Depression alone 
reduces the motivation to leave home, as do other 
chronic health problems that leave one feeling 
unwell. In addition, mobility and transportation 
diffi culties are a fact of life for many people with 
orthopedic or neurological disorders, including 
epilepsy. There  are   specifi c transportation limita-
tions that M.W. experiences as a result of having 
active seizures; in all 50 states, people with active 
seizures are not allowed to drive. M.W.’s transpor-
tation and access to care are still further limited by 
her rural location, as well as economic factors. Like 
many people with chronic health problems, and 
particularly people with epilepsy, M.W. is unem-
ployed. In addition, epilepsy is a highly stigma-
tized disease [ 2 ], and having M.W. attend treatment 
services at a mental health facility could add to the 
stigma she experiences.  Distance   delivery of men-
tal health programs like MBCT addresses many of 
these barriers.  

    Problems Associated with Distance 
Delivery 

 On the other hand, there are also problems asso-
ciated with the distance delivery of programs like 
MBCT. General issues include  technology con-
cerns,   professional practice issues, confi dential-
ity issues, and limitations upon interpersonal 
communication. In addition, there are issues 
associated with MBCT, and with co-morbid 
mental and physical health problems that make 
distance delivery challenging. 

    Technology Concerns 
 Distance delivery requires access to some form of 
technology such as a  telephone  , smart phone, or 
computer with Internet  access  . This contributes to 
disparities in access since not all populations have 
access to telephones, let alone smart phones or 
computers and the Internet. Furthermore, some 
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may have access, but be paying by the minute for 
phone calls or data usage, which can severely 
limit their use of the technology. Those who do 
have Internet access may have computers with 
varied capabilities and processing speeds. This 
will infl uence the timing of activities within a ses-
sion. Also, with Internet delivery, participants 
must have the computer literacy to be able to nav-
igate the program’s platform; therefore, an orien-
tation to the platform and troubleshooting 
assistance may be necessary. In addition, privacy 
concerns necessitate being aware of the type of 
equipment and technology being used by each 
participant and discussing the limitations with 
group members. For example, cordless phones 
are less secure than landlines, and the standard 
version of Skype is not HIPAA compatible. 

 With the use of technology comes the potential 
for technological failures. The  Internet   can be 
unavailable or go down, power outages can occur, 
and phones can run out of battery life before a ses-
sion is concluded. These failures of technology 
can infl uence the timing and fl ow of the session, 
creating a late start or an abrupt ending. This, in 
turn, can impact the effectiveness of the program. 

  Telephone delivery   differs from Internet 
delivery in that visual materials must be elimi-
nated or provided ahead of time in person or by 
electronic or paper mail. For Internet delivery, 
materials must be uploaded in advance, with 
proper accommodations (e.g., transcripts for 
audio presentations),  and   tested to ensure that all 
elements of the program function properly. In 
order to provide all the materials a participant 
will need for an 8-session MBCT program, it 
may also be necessary to mail some of the mate-
rials (e.g., marble, stone, or bead) to those receiv-
ing Internet delivery. For either mode of delivery, 
these steps require a signifi cant degree of advance 
planning to reduce costs.  

    Professional Practice Issues 
  Professional licensing laws and policies also   
infl uence distance delivery. Most professionals 
are licensed at the state level, and when provid-
ing treatment, the professional must be licensed 
in the state in which the participant is receiving 
the treatment. Thus, if a professional who is 
licensed to practice in New Hampshire delivers 

treatment to a participant who is residing across 
the state line in Vermont or vacationing in 
Florida, the professional is practicing beyond the 
scope of his or her license. There are some excep-
tions, however, where specifi c conditions are in 
place, e.g.,  compacts   between states to accept 
each other’s licensure. It is important to know the 
laws of any state to which you are distance deliv-
ering treatment. 

 Another important consideration is distance 
delivery within a state when a participant is 
severely depressed or at risk of suicide. Before 
distance delivering treatment, a professional 
should be aware of the available emergency 
resources within any community to which he or 
she is delivering care. It is good practice to 
make contact with these resources ahead of time 
to let them  know   you will be delivering care into 
the area. This will avoid unnecessary delays 
should you need to contact them in the event of 
an emergency.  

    Distance Confi dentiality Issues 
 At the beginning of each session, it is important 
to determine the location at which the participant 
is taking part in the session, and whether or not 
there are other people present in that location. 
With  distance   technology, it is possible for a par-
ticipant to take part in a session in a public loca-
tion, or with friends or family members in the 
room. If there are any identifi able limits upon 
confi dentiality, all participants should be made 
aware of that fact.  

    Limitations Upon Interpersonal 
Communication 
 The degree to which  distance delivery   is limited 
with respect to interpersonal communication 
depends upon the technology being used. Email 
and discussion boards are solely dependent 
upon written communication. As a result, there 
are no voice infl ections or tones and facial 
expressions to assist with interpreting the 
 communication. Telecommunications provide 
vocal tone and infl ection, but still lack facial 
expressions as an aid to interpreting the com-
munication. Videoconferencing provides the 
greatest number of cues, allowing more accu-
rate interpretation of comments and statements.  

2 Distance Delivery of Mindfulness-Based Cognitive Therapy
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    Other Limitations 
 In addition to the distance delivery concerns 
raised above, there are some issues related to dis-
tance delivery of MBCT, in particular, since the 
exercises were developed for in-person delivery. 
There are also issues related to distance delivery 
to those with co-morbid mental disorders and 
physical disease, a population that is often in 
need of distance delivery. These modifi cations 
typically relate to the distribution of materials, 
working around visual cues, and attending to tim-
ing. They will be discussed in greater detail 
below, in the section on modifi cations.    

    Theoretical Rationale of MBCT 

    For Distance Delivery 

  Cognitive behavioral therapy (CBT)   is the  most   
commonly reported distance-delivered form of 
psychotherapy [ 3 ,  4 ]. Early research found that 
computer-delivered CBT did not differ from 
therapist-delivered CBT and the effect was main-
tained at 2-month follow-up [ 5 ]. Furthermore, 
computerized CBT can improve evidence-based 
therapy access, while reducing the costs and lack 
of availability of face-to-face therapists [ 6 ]. It 
also has benefi ts for treating mood disorders 
among groups who may avoid face-to-face ther-
apy due to stigma, but programs targeting these 
groups are rare [ 7 ]. Additional research has found 
no difference in the effect of face-to-face, video- 
delivered, or audio-delivered CBT upon process 
and outcome variables, and all modes of delivery 
were superior to an untreated control group [ 8 ]. 
Thus, CBT is a promising alternative when mov-
ing from face-to-face to distance delivery. 

 Considered part of the third wave of CBT, 
MBCT is particularly well-suited to distance 
delivery. One reason for this is that many of the 
exercises are derived from  mindfulness-based 
stress reduction (MBSR)   [ 9 ], which is taught as 
a course. As a result, the facilitator can  easily 
  lead many of the activities, and much of the par-
ticipants’ work is going on internally as they are 
led in these activities. This allows delivery via a 

relatively basic level of technology. Furthermore, 
in terms of visual requirements, handouts are 
already created and available for MBCT and can 
be provided in hard copy or electronically ahead 
of time.  

    For Co-morbid Mental and Physical 
Disease 

 MBCT is also well-suited for people with co- 
morbid mental and physical illness, since MBSR 
was designed to address stress in people with 
medical illness [ 10 ]. In addition to stress, people 
 with   chronic physical illness are at high risk of 
other mental disorders such as anxiety and 
depression [ 11 ]. In turn, these common mental 
disorders impact cognitive capabilities. Cognitive 
performance has been shown to have an inverse 
linear relationship with depression, while its rela-
tionship with anxiety is in the form of an inverted 
u; mild anxiety increases cognitive performance 
and severe anxiety impairs it [ 12 ,  13 ]. As already 
entioned, an advantage of MBCT is that it may 
carry a lower cognitive burden than other CBT 
programs. In several of our studies of people with 
co-morbid  depression   and chronic disease, 
 participants reported that the cognitive burden 
associated with challenging and changing 
thoughts through CBT was taxing. These partici-
pants found relief once we shifted toward 
MBCT. Thus, our experience suggests that “let-
ting go” of a thought as taught in MBCT, although 
not simple, may be less cognitively demanding 
than holding and challenging a thought.   

    Modifi cations of MBCT 

 Although patterned after MBCT, our program, 
Project  UPLIFT  , is structured somewhat differ-
ently. In part, this is because it was fi rst designed 
in response to a call for a  home-based depression 
treatment program    for   people with epilepsy. We 
designed our program for delivery by telephone 
conference call or asynchronously via the Web. 
At the time we developed the program, MBCT 
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had not yet been studied as a fi rst-line treatment 
program, but only as a program to prevent depres-
sion relapse after successful treatment. We were 
interested in using MBCT as a foundation for our 
program because cognitive diffi culties are com-
mon among people  with   epilepsy and, as noted 
above, the cognitive burden associated with chal-
lenging and changing thoughts through CBT can 
be great. Having previously worked with mind-
fulness, we considered it possible that the mind-
fulness practice of “letting go” of a thought might 
prove to be a less cognitively demanding task. In 
the interest of ensuring adequate treatment, how-
ever, we began the eight-session  Project UPLIFT 
program   with an emphasis on CBT skills, which 
were already demonstrated to be effective for 
fi rst-line treatment. In fact, UPLIFT is an acro-
nym for Using Practice (referring to the practice 
of mindfulness) and Learning to Increase 
Favorable Thoughts (referring to CBT). 

 Table  2.1  presents a comparison of the eight 
sessions in our Project UPLIFT program with the 
eight sessions of  MBCT  . We devoted the fi rst ses-
sion to identifying thoughts, the second session to 
challenging and changing thoughts, and the third 
session to coping and relaxing. We introduced the 
Body Scan in the third session, as we shifted from 
CBT to MBCT. Sessions 4 through 7 were focused 
on different mindfulness techniques and the pro-
gram wrapped up with relapse action planning.

      Modifi cations for Distance Delivery 

 As noted previously, the modifi cations to MBCT 
that were required for distance delivery typically 
 centered   around the distribution of materials, 
working around visual cues, and the length of the 
exercises. For example, the raisin exercise pres-
ents an issue regarding distribution of materials. 
This exercise begins by having the facilitator go 
around the class to give each participant several 
“objects” (raisins) for use in the exercise. To con-
duct this exercise at a distance would require that 
we either mail each participant several raisins 
before the session in which the exercise took 
place, or ask that he or she purchase raisins for 
use in the session. In either case, participants 
need to have some raisins on hand for the session. 
Neither of these alternatives is satisfactory, espe-
cially when dealing with people with mobility, 
transportation, cognitive, or fi nancial limitations. 
To address this issue, we modifi ed the exercise to 
use gardening pebbles that looked similar to one 
another. These were sealed in a zip-lock bag and 
included in the notebooks that were mailed to the 
participants before the program  began  . They 
were instructed to have these notebooks with 
them during each session. We also moved this 
activity from the fi rst session to a later session, to 
ensure that participants would be accustomed to 
having their materials with them. 

 The telephone version of Project  UPLIFT   
necessitated that we work around visual material. 
For many activities, we provided handouts that 
were  included   in a notebook. Because of the 
visual limitation, however, we did not include 
activities like the presentation and discussion of 
the  video    Healing from Within.  

 The guided walking meditation also pre-
sented some challenges for distance delivery. 
The in- person version included in  MBCT   
requires that the participant be able to hear the 
guided instructions while walking. This is easily 
done in a classroom setting, or by playing a digi-
tal audio fi le on the computer, but it becomes 
more diffi cult when using a telephone without a 
speaker option, especially when it is a landline 
with a short cord. We modifi ed our instructions 

   Table 2.1    Comparison of MBCT and  UPLIFT   sessions   

 MBCT session  UPLIFT sessions 

 1. Automatic pilot  1. Monitoring thoughts a  

 2. Dealing with barriers  2.  Challenging and 
changing thoughts a  

 3.  Mindfulness of the 
breath 

 3. Coping and relaxing 

 4. Staying present  4.  Attention and 
mindfulness 

 5. Allowing/letting be  5.  The present as a calm 
place 

 6. Thoughts are not facts  6.  Thoughts as changeable 
and impermanent 

 7.  How can I best take 
care of myself? 

 7.  Pleasure and 
reinforcement a  

 8.  Using what has been 
learned in the future 

 8. Relapse action plans 

   a Presentation of CBT skills  

2 Distance Delivery of Mindfulness-Based Cognitive Therapy
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to incorporate the possibility of holding a  tele-
phone   and to allow  pacing   an area with a length 
of two to three strides. 

 In addition, the mindful walking and some of 
the other MBCT exercises also recommend con-
tinuing the exercise for 10–15 min. This  duration   
of quiet in a distance-delivered session can lead 
to diffi culties. While less problematic when 
meeting face-to-face, prolonged “dead air” dur-
ing a videoconference or telephone call can cause 
some phones or computers to go into a “locked” 
or “hibernation” mode, or cause participants who 
are in a private location to become particularly 
drowsy or fall asleep. To address this issue, we 
shortened the duration of several activities and 
inserted periodic guiding statements by the facili-
tator. Participants were then encouraged to prac-
tice on their own for longer periods of time 
 between   sessions.  

    For Co-morbid  Depression   
and Chronic Disease 

 It is critical to understand the culture of the popu-
lation to whom you are delivering MBCT, and 
whether or not  specifi c   MBCT activities are 
appropriate to this culture. Particular attention 
should be paid to the nature of the population’s 
disease. For example, raisins are dehydrated and, 
thus, more sugar-dense than their whole-grape 
counterparts. Consequently, consuming raisins 
may be unacceptable to people with diabetes. 
Similarly, for people with pulmonary diseases 
such as asthma, chronic obstructive pulmonary 
disease, or cystic fi brosis, a focus on the breath 
can be highly anxiety-provoking. In our work 
with cystic fi brosis, we found a focus on the skin 
to be acceptable. This point of focus was personal 
and ever-present, like the breath, but avoided a 
focus on disease-affected organ systems. 

 Also, as already noted, cognitive diffi culties are 
associated with anxiety and depression and can be 
exacerbated in the presence of co-morbid chronic 
diseases, particularly those affecting the nervous 
system. Participants with these diffi culties may 
need shortened, repetitive, and/or rephrased 
instructions. Especially during the early sessions, 

before their  mindfulness   skills have been enhanced, 
when left without prompting, participants may lose 
track of the activity under way. This, too, argues 
against prolonged periods of silence in the course 
of  distance   delivery of MBCT to this population.   

    Evidence of Using MBCT 
for Distance Delivery 

    Review of Studies 

 Most research on distance delivery of psychologi-
cal interventions has focused on CBT [ 3 ,  4 ]. 
 Internet-based      CBT interventions are effi cacious 
and effective and, as mentioned above, may be 
particularly useful for reaching individuals who 
cannot receive treatment through traditional 
methods [ 4 ,  14 ,  15 ]. Meta-analyses suggest these 
interventions are effective for depression and 
  anxiety [ 15 ,  16 ], as well as for a number of other 
mental health conditions [ 16 ]. Similarly, inter-
ventions delivered by computer are as effective as 
face-to-face interventions while reducing thera-
pist time [ 15 ,  16 ]. The mechanisms through which 
distance-delivered CBT interventions  infl uence   
outcomes are similar to those of face- to- face 
CBT, which likely contributes to the equivalence 
between modes of delivery [ 16 ].  Telephone   deliv-
ery appears to have similar results to face-to-face 
delivery for individuals with less severe disorders 
[ 17 ]. However, one study reported that at 6-month 
follow-up, treatment outcomes may be better for 
face-to-face delivery [ 18 ]. 

 Distance-delivered interventions may be 
delivered to a wide variety of client groups and 
settings [ 4 ]. On the other hand, Web-based inter-
ventions may exclude subgroups with reduced 
Web access  and   literacy [ 3 ]. Participants who 
receive distance-delivered interventions report 
similar levels of satisfaction for computer and 
face-to-face treatments [ 15 ]. Receiving CBT 
over the computer offers convenience, provides 
participants the opportunity to proceed at their 
preferred pace, is low cost, and allows for pri-
vacy [ 15 ]. Data from eight studies that included 
cost-effective analyses suggested that Internet- 
delivered  CBT   is a cost-effective intervention 
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when compared with no treatment [ 16 ]. Similar 
conclusions about cost-effectiveness have been 
suggested for telephone delivery [ 17 ]. 

 One challenge of distance delivery of CBT is 
the high dropout rate. A meta-analysis of 40 stud-
ies identifi ed a dropout rate of 57 % [ 4 ]. However, 
interventions that are supported by therapists 
(28 %) or administrators (38 %), rather than no 
support (74 %), had lower dropout levels. 
Additionally, Internet-based CBT interventions 
that are supported  by   therapists or administrators 
are more effective in treating depression than 
self- directed   interventions [ 4 ,  14 ]. 

 Few studies have evaluated distance delivery 
of MBCT programs. In addition to Project 
UPLIFT [ 19 ,  20 ], two other distance delivery of 
MBCT interventions have been evaluated [ 21 –
 23 ]. The fi rst study combined elements of MBSR 
and MBCT through an 8-week, online, mindful-
ness course. The interactive sessions were led by 
two mindfulness instructors, and participants 
completed the course at their own pace [ 23 ]. 
Immediately after and at 1-month follow-up, par-
ticipants reported reduced levels of stress, 
 anxiety, and depression. The effect sizes were 
similar to other interventions, such as face-to-
face mindfulness courses and CBT for stress. The 
authors evaluated the amount of meditation that 
participants reported and found that increased 
meditation was related to greater improvements 
in stress, anxiety, and depression [ 23 ]. 

 The second study, Mindful Mood Balance, 
 evaluated   web-based delivery of a mindfulness 
intervention that incorporated the core elements 
of MBCT for delivery over the Web, to reduce 
residual depressive symptoms [ 21 ,  22 ]. The 
eight-session intervention started by focusing 
on the principles of mindfulness for the fi rst 
four sessions, followed by CBT principles for 
the last four sessions. The sessions were guided 
by online group leaders and lasted for 
60–90 min. Participants were assigned home 
practice at the end of each session. The inter-
vention was  designed   to have individuals work 
through the material on their own time. They 
could interact with other participants by posting 
anonymous questions.    Through exit interviews 
and qualitative methods, the authors concluded 

that the  benefi ts of the web-based format 
included fl exibility and comfortability of doing 
the program from home [ 21 ]. Compared with an 
in-person group, the web-based format lacked 
interactivity between the group leaders and par-
ticipants. Participants indicated that they would 
have preferred adding a community component, 
such as participating in a Web-based group, and 
having the opportunity to receive feedback from 
a professional therapist [ 21 ]. The effectiveness 
of the intervention was assessed through an 
open trial of 100 participants and participants 
were matched to 100 participants receiving 
usual depression care [ 22 ]. Participants in the 
Mindful Mood Balance reported signifi cantly 
reduced depressive severity that was sustained 
over 6 months. These studies have concluded 
that delivering MBCT over the  Internet   is fea-
sible and promising for preventing depression 
relapse [ 21 ,  22 ]. 

 A search of PsychInfo, Medline, and Google 
Scholar suggests that Project  UPLIFT   is the 
only distance-delivered MBCT program that 
 has   been assessed through randomized, con-
trolled trials [ 3 ,  24 ]. To date, we have conducted 
two randomized, controlled trials of the pro-
gram. The Centers for Disease Control and 
Prevention (CDC) funded the fi rst study, which 
included development and initial testing of 
Project UPLIFT as a home-based depression 
treatment program for people with epilepsy [ 20 , 
 25 ]. As previously mentioned, we designed the 
 program   for delivery by telephone conference 
call, or asynchronously  via   the Web. Using a 
crossover design, forty participants with epi-
lepsy from Georgia were randomly assigned to 
one of four strata: Project  UPLIFT   via  tele-
phone  , Project UPLIFT via Web, treatment-as-
usual (TAU) followed by Project UPLIFT by 
telephone, or TAU followed by Project UPLIFT 
by Web. All groups were assessed at baseline, 
after intervening in the UPLIFT conditions but 
not in the TAU conditions (~8–12 weeks), and 
after intervening in the TAU conditions (~16–20 
weeks). At the interim assessment (i.e., 8–12 
weeks), knowledge and skills had increased sig-
nifi cantly more and depressive symptoms had 
decreased signifi cantly more in the UPLIFT 
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condition than in TAU. Telephone and Web 
groups did not differ. The decrease in depressive 
symptoms persisted for the additional 8 weeks 
of follow-up. On the basis of this study, CDC 
listed Project UPLIFT among evidence-based 
epilepsy  self- management programs   and the 
program was highlighted in the 2012 Institute of 
Medicine (IOM) report entitled  Epilepsy Across 
the Spectrum  [ 26 ]. 

 The second, larger randomized, controlled trial 
of Project  UPLIFT   was funded by the National 
Institute for Minority Health and Health 
Disparities [NIMHD;     19 ]. This study  was   
designed to determine whether Project UPLIFT 
could be used to  prevent , rather than  treat ,  depres-
sion   among people with epilepsy. This study 
included 128 participants with epilepsy and mild/
moderate depressive symptoms from Georgia, 
Michigan, Texas, and Washington. The design 
matched that of the fi rst study with one exception: 
participants were randomized to UPLIFT or TAU 
and, within the conditions, they were allowed to 
self-select their mode of delivery since the modes 
had been shown not to differ in the prior study. 
About two-thirds of the participants did not have 
a preference for mode of delivery. The incidence 
of onset of major  depressive disorder was signifi -
cantly lower in the UPLIFT condition (0.0 %) 
than in the  TAU   condition (10.7 %). As in the fi rst 
study, the program signifi cantly increased knowl-
edge and skills and reduced depressive symptoms 
when compared with TAU. In addition, the pro-
gram signifi cantly increased satisfaction with life 
and reduced reported number of seizures when 
compared with TAU [ 19 ]. 

 In addition to the trials above, we have also 
completed a pilot study of Project UPLIFT for 
adults  with   cystic fi brosis. This study demon-
strated that the program reduced both symptoms 
of  depression   and symptoms of anxiety (publica-
tion in preparation). Two other pilot studies of 
Project  UPLIFT   are currently in progress: one to 
reduce stress in women with heart disease and 
one for caregivers of people with epilepsy. At 
present,  studies   of the cultural appropriateness of 
our epilepsy version of UPLIFT for African 
Americans and for Hispanics are also in progress, 
 funded   by the CDC.  

    Mechanisms of Change 

 As a part of the fi rst study of Project  UPLIFT  , we 
developed an instrument to assess knowledge 
and skills. The knowledge instrument assessed 
knowledge about depression, its relationship to 
 thoughts  , and factors that can infl uence mood. 
The skills we assessed were directly linked to 
those included in our program and included: 
 cognitive skills  such as monitoring thoughts, 
remembering that thoughts are not facts, and let-
ting thoughts pass;  mindful awareness skills  
such as paying attention during everyday activi-
ties, focusing on the present moment, and attend-
ing to the breath; and  behavioral skills  such as 
practicing seeing and hearing meditations, per-
forming pleasurable activities, and activating 
behavior. Using structural equation modeling, 
we assessed the path from participation in our 
program, to score on the knowledge and skills 
assessment, to score on a standardized depres-
sion assessment. In doing so, we found that par-
ticipation in our program infl uenced change in 
depression score indirectly, through a change in 
knowledge and skills [ 19 ]. Thus, the change in 
depression resulting from our distance-delivered 
program was a result of a change in the knowl-
edge and skills of our participants. 

 It appears that mindfulness, in particular, 
may have been an important element of our 
program. In addition to reducing their  depres-
sion  , Project UPLIFT also  produced   a signifi -
cant increase in participants’ satisfaction with 
life [ 19 ]; the satisfaction of those receiving our 
program increased signifi cantly compared to 
those receiving TAU. This is particularly note-
worthy because, during the  course   of the study, 
the physical health of those participating in 
Project UPLIFT did not change and, if any-
thing, declined. The physical health of the 
TAU group did not change, either. Thus, our 
fi nding that the life satisfaction increased for 
those who took part in Project UPLIFT is con-
sistent with the premises of mindfulness. 
Through attention, we can see the ways in 
which we attach thoughts to suffering that 
exacerbate it;  by   letting go of these thoughts, 
we reduce suffering [ 9 ].   
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    Practical Considerations of MBCT 
for Distance Delivery 

    Participant Selection and Number 

 There are some  participant   selection criteria that 
are important considerations when using distance 
delivery. First and foremost, we want to ensure 
the safety of participants. Thus, distance delivery 
should not be considered for those with active 
suicidal ideation or a suicide plan, unless there 
are no in-person services available locally. In the 
case where no local services are available, the 
facilitator must to ensure that back-up safety 
 services are available in close proximity to the 
participant, and that visual contact with the par-
ticipant is part of the delivery in order to monitor 
safety and affect. For distance delivery, we also 
want to ensure that participants are not so 
depressed that they cannot actively take part in 
the group activities. We found distance delivery 
to be effective for people who scored in the 
severe range of  depression   on baseline screening 
tests, but the degree of effectiveness of the pro-
gram appeared to decline somewhat at very high 
levels of depression. 

 Our program was co-facilitated by a trainee 
and a person with the same chronic disease as the 
participants and our groups were restricted to 
seven or fewer participants. With two facilitators, 
seven participants were almost too many for 
everyone to participate in the activities of the tele-
phone groups; four to six appeared to be the ideal 
size to allow people suffi cient time to participate. 
In contrast, seven participants was too small a 
number for our asynchronous Web-based groups. 
Having groups in the size range of 14–15 would 
have reduced the time participants had to wait 
until someone other than a facilitator responded to 
their posts. The longer  participants   had to wait for 
responses, the more disappointed they became.  

    Facilitator Training 

 Project UPLIFT is a manualized program. When 
we train facilitators, we provide them with facili-
tator manuals,  participant   manuals, and CDs 

 containing the recordings of our meditations and 
exercises. The  telephone      facilitator’s manual 
includes a script that can be followed, and the 
same script is provided through the text and 
recordings in the Web version. The part of the 
manual that cannot be scripted is the response to 
participant discussion. During our training, each 
trainee is responsible for co-facilitating at least 
one  UPLIFT   session and is  provided   with feed-
back regarding his or her responses. 

 An important aspect of the training of our 
facilitators and co-facilitators is in mindfulness. 
It is important that they understand what mind-
fulness is and is not, and how to respond to 
 participants in such a  way   as to teach them this 
distinction, as well. Without care in this area, 
mindfulness can be misinterpreted as “positive 
thinking” or “thinking a happy thought,” rather 
than becoming aware of our thinking and of our 
ability to remove our attention from thoughts, or 
to let them go. While the professionals-in-training 
who facilitated for us were selected for their prior 
exposure to the study of mindfulness, mindful-
ness training was an especially important compo-
nent of the training of our co-facilitators, i.e., the 
peers with the chronic disease being addressed. 
As Project UPLIFT has been disseminated to 
professionals in additional states, we have also 
had to ensure this understanding of mindfulness 
among the professionals, as well. 

 For both facilitators, it has also been impor-
tant to provide training in distance delivery. This 
includes concerns regarding safety. For example, 
it was important to obtain the name of a desig-
nated contact person for each  person   with epi-
lepsy in our phone groups, in case someone 
experienced a seizure during a conference call. If 
this were to happen, one of the facilitators would 
drop off  the   conference call to make contact with 
the designated person while the other facilitator 
continued on the call. In addition to safety, train-
ing about distance delivery included how to 
encourage participation and group cohesion. This 
was more diffi cult for asynchronous Web groups; 
in these, the facilitators had to have a strong  pres-
ence   throughout the discussion and assist the 
 participants in seeing the commonality among 
their comments. For the phone groups, the skills 
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required of the facilitator included drawing simi-
lar parallels, but also assisting people who got 
spoken over, since there are no visual cues about 
who is speaking via telephone. Moreover, train-
ing in the timing of pauses during meditations 
and other activities has been key. As previously 
discussed, long lapses can be problematic with 
distance delivery. 

 The third important area of training is with 
regard to the disease being addressed. Some 
disease- specifi c concerns affect both modes of 
delivery, Web and telephone. Since some of the 
 particular   diseases may have their particular men-
tal health effects, it is important that the facilita-
tors have a sense of these issues, to reduce the 
number of surprises during a session. There are 
additional disease-related concerns that seem to 
be more important for the training of phone facili-
tators who are working in “real time.” For exam-
ple, in working with people with epilepsy, it was 
important that facilitators understand some of the 
cognitive struggles the participants might encoun-
ter. It was also important that they know that an 
absence seizure can take the form of an interrup-
tion or pause as a person is speaking. With cystic 
fi brosis, it was important that the facilitators be 
aware of the participants’  need   for coughing, 
although it might be disruptive during some exer-
cises. The co-facilitators were very helpful in con-
tributing to this portion  of   the training.  

    Home Practice 

 We did not stress  home practice   in our groups 
because the feedback from our focus groups 
was that it felt daunting. We made assignments 
from session to session, for what we termed 
“on-your- own” practice. We also asked people 
to report on their past week’s on-your-own prac-
tice during our check-ins, but we did not track 
the amount of practice or put other emphasis on 
it. Instead, we encouraged people in the small 
ways they could practice, and emphasized that 
any practice is better than none. The longest 
practice we suggested during our program was 
20 min. We also provided guided CDs to assist 
participants between sessions .   

    Web-Specifi c Issues 

 There are some  particular   practical issues 
related to delivery via the Web. In the section on 
technology concerns, we mentioned that differ-
ent types of equipment have differing capabili-
ties. This may mean that a page does not display 
as it was designed, or that some participants are 
not seeing what others are seeing. It is important 
to pilot test your Websites with a wide range of 
participants like those you wish to reach. One of 
the biggest practical issues for Web-based deliv-
ery is the signifi cant cost of developing an inter-
active Website. Frequently, by the time the 
materials are developed, uploaded, and beta 
tested, technology has changed suffi ciently to 
necessitate a new version. Furthermore, it can 
be diffi cult to fi nd a permanent home for a site, 
and the resources to keep it up to date. A feasi-
ble solution may be to employ Web-based vid-
eoconference delivery, with a simple site from 
which participants can  download   program mate-
rials. Videoconferencing may help to overcome 
some of the drawbacks of asynchronous Web 
delivery by enabling greater interaction among 
the participants.   

    Summary/Conclusions 

 Overall, distance-delivered MBCT provides the 
opportunity to bring this evidence-based form of 
therapy to people whose physical and/or mental 
health would not allow them to attend it in per-
son. Distance delivery can overcome barriers 
related to distance, transportation, mobility, high 
risk of infection, and stigma. It can also reduce 
the costs associated with delivery of MBCT.  For 
  many of these reasons, distance delivery offers 
particular benefi ts to those with co-morbid 
chronic disease. 

 Evidence has found distance-delivered MBCT 
to be effective in reducing symptoms of depres-
sion and anxiety, preventing relapse, and improv-
ing physical symptoms and satisfaction with life 
[ 19 ,  22 ]. Furthermore, the qualitative responses 
from participants have been positive  acros  s 
authors and studies, including words like “func-
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tional,” “practical,” and “fl exible” [ 21 ,  25 ]. In the 
words of one Project UPLIFT participant, “Thank 
you for helping me because I have been depressed 
and now I can cope” [ 25 ]. 

 While these results are promising, offering the 
potential to provide service to populations that 
might otherwise be neglected, there are a variety 
of issues to be considered before undertaking dis-
tance delivery. While interpersonal communica-
tion can be diffi cult under the best of circumstances, 
it is further complicated with distance delivery in 
the absence of visual and auditory cues. Moreover, 
there are technology-related concerns related to 
access, cost, and privacy, as well as failure of the 
technology. There are also professional practice 
 issues   related to state-level licensing, client safety 
at a distance, and the need for back-up services in 
areas from which one is distant. In addition, there 
are confi dentiality issues related to both the tech-
nology in use and the inability to determine from 
a distance exactly who is present. These are 
important issues to tackle as we move forward 
with the promising practice of providing MBCT 
at a distance.     
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           Clinical Case Study   

    Patient Presentation 

 Manu is a 51-year-old married man with multi-
ple lifetime depressive episodes seeking 
mindfulness- based treatment for depression 
relapse prevention. At intake his depressive 
symptoms refl ected partial remission from 
depression (Beck Depression Inventory score of 
18). Manu reported being in good health overall 
with no chronic medical conditions apart from 
depression. Manu's primary goal for treatment 
was to "learn ways to prevent another [depres-
sive] episode"; however, initial interviews 
revealed that sleep diffi culties were a source of 
considerable distress and were inter-related with 
mood issues (e.g., patient reported low mood on 
days following poor sleep which resulted in 
heightened anxiety about getting enough sleep 
in order to avoid depressed mood). 

 Manu reported diffi culty with sleep initiation 
(average sleep onset latency of 90 min) and 
sleep maintenance (woke 2–3 times each night). 
Average total sleep time was roughly 5 h but 
average time in bed was 9 h (consistent sleep 
schedule of 9:30 pm to 6:30 am). His sleep effi -
ciency was 56 %. Manu denied use of nicotine, 
caffeine, and alcohol. Manu indicated that over 
the past several months he had reduced his over-
all activity levels (socializing with friends, 
engaging in activities with wife and children) in 
favor of "resting" in his bed as a response to day-
time fatigue and to make up for the sleep he was 
not getting at night.  

    Treatment Course 

 Manu participated in the 8- week   mindfulness- 
based cognitive therapy (MBCT) group interven-
tion for depression relapse prevention [ 1 ]. Weekly 
2.5 h sessions focused on mindfulness skills 
(increasing awareness of thoughts, emotions, and 
physical sensations, and the tendency to react with 
attachment or aversion to these internal experi-
ences; and developing a nonjudgmental and 
accepting stance toward internal  experiences) and 
psychoeducation about depression and relapse 
(e.g., the cognitive model of depression, links 
between sad mood, negative automatic thoughts, 
and maintenance of low mood). A detailed 
description of session content and  homework 
assignments is available in the MBCT manual [ 1 ]. 

mailto:Amanda.shallcross@nyumc.org
mailto:visvanathan@mindfultherapynyc.com


20

 Manu had expressed an interest in mindful-
ness and remained engaged throughout treat-
ment. After the fi rst several sessions, he noted a 
tendency to frequently scan for signs of low 
mood and would engage in maladaptive second-
ary appraisals if any emerged—"why am I  feeling 
down again—I’m going to be depressed—I will 
never get better". Manu found that these thoughts 
were typically associated with increased auto-
nomic arousal—"tightness and fl uttering" in his 
chest and stomach and noted that, at bedtime, he 
experienced many negative thoughts and beliefs 
(“I have to get 8 h to make up for last night” “I 
can’t function on less than 8 h”) and feelings 
(frustration, anxiety, hopelessness). 

 Manu struggled with the concept of letting go 
of the effort to control thoughts rather than the 
thoughts themselves. Like many other individu-
als  new   to  mindfulness meditation  , Manu held 
the idea that he must rid his mind of distressing 
thoughts and described attempts to "just cut it 
off". In session 6 however, Manu reported sitting 
with his worry thoughts and his physical sensa-
tions of anxiety and using his breath to bring his 
attention back whenever he "ended up down-
stream". Manu noted that he did not fall asleep 
but felt less tense and overwhelmed by needing 
to get to sleep. During one inquiry session, Manu 
expressed frustration with not falling asleep 
despite "doing all the right things" like abstaining 
from coffee and alcohol and giving himself 
plenty of time to sleep. The facilitator inquired 
about Manu's experience of sleepiness and noted 
that he may be confusing fatigue with sleepiness. 
Manu was encouraged to observe the difference 
between these sensations. 

    Treatment Outcome 
 Post-MBCT training, Manu reported  an   average 
total sleep time of 6.5 h with sleep effi ciency >90 %. 
He had adjusted his time in bed to approximately 
7 h after realizing that he did not need as much sleep 
as he had previously believed. He reported satisfac-
tion with the amount and quality of sleep and ability 
to function effectively in the daytime. His BDI 
score was reduced to a score of 7.   

    Pathway for Clinical Improvement 

 Manu's skill development in the three key 
 domains   infl uenced by MBCT likely contributed 
to resolution of sleep diffi culties. First, Manu's 
 awareness  of ruminative thought cycles led him 
to practice  attentional control  thereby supporting 
“decentering” from worry thoughts and distorted 
beliefs and resulting in reductions in negative 
primary and secondary (metacognitive) apprais-
als and physiological arousal. Practicing mindful 
awareness also decreased time spent on sleep- 
interfering behaviors like calculating time left to 
sleep. Finally, increased  acceptance  of diffi cult 
thoughts, emotions, and physical sensations 
allowed Manu to let go of his desire (and desper-
ate behaviors) to make sleep happen. Each of 
these skills likely contributed to Manu’s overall 
diminished worry about the consequences of 
poor sleep and increased confi dence in his ability 
to function well in the daytime with fewer hours 
of sleep than previously believed.   

    The Problem of Insomnia 

 Insomnia is a complex disorder of varied etiol-
ogy that is characterized by the presence of an 
individual's report of  diffi culty   with sleep [ 2 ]. 
The complexity of insomnia is due, in part, to a 
lack of universally defi ned diagnostic criteria. 
Hallmark symptoms common to the three differ-
ent classifi cation systems used to diagnose 
insomnia include diffi culties in initiating sleep or 
in maintaining sleep [ 3 – 5 ]. The term “insomnia” 
has different meanings based on an individual’s 
clinical presentation. Ohayon and Reynolds [ 6 ] 
compare “insomnia” to “pain” whereby it can be 
considered a complaint (related to sleep duration 
or quality), a symptom (part of a sleep or other 
organic disorder), or a diagnosis (e.g., primary 
insomnia or secondary insomnia, a consequence 
of a primary diagnosis such as substance abuse or 
medical or mental illness). Prevalence rates of 
insomnia vary based on the degree of distinction 
between these domains and also the diagnostic 

A.J. Shallcross and P.D. Visvanathan



21

classifi cation system used. Results from a recent 
epidemiological study that differentiated the var-
ious presentations of insomnia indicate that 37 % 
of individuals reported sleep complaints (e.g., 
light or short sleep and sleep dissatisfaction), 
35 % reported at least one symptom of insomnia 
(diffi culty initiating or maintaining sleep and 
nonrestorative sleep at least 3 nights per week), 
and 7 % met diagnostic criteria for insomnia 
based on the DSM-IV classifi cation [ 6 ]. 

 Insomnia is associated with a range of debilitat-
ing outcomes including increased psychosocial and 
physical morbidities, fi nancial consequences, and 
mortality. Decades of population- based studies 
demonstrate that individuals with insomnia experi-
ence  signifi cantly   impaired quality of life on nearly 
all domains including mental, emotional, physical, 
and social functioning (for review, see [ 7 ]). 
Individuals with sleep disturbance also experience 
signifi cant daytime impairment, which frequently 
leads to poor work performance, higher rates of 
absenteeism, and economic loss [ 8 ]. Finally, insom-
nia is causally linked with higher mortality includ-
ing increased suicide [ 9 ] and preventable accidental 
deaths (e.g., motor vehicle accidents) [ 10 ]. 

 Identifi cation of the causal determinants of 
insomnia is diffi cult not only because of nonstan-
dard diagnostic and classifi cation systems but 
also because the symptom profi le of insomnia 
overlaps considerably with other  psychological 
and physical health conditions  . Indeed, insomnia 
is more frequently associated with psychiatric dis-
orders, most commonly depression, than any 
other disorder [ 11 ]. Consensus regarding whether 
insomnia is antecedent to or a result of psychiatric 
disorders has not been reached; however, at least 
one large-scale epidemiological study demon-
strated that insomnia more often preceded rather 
than followed incident cases of a mood disorder 
[ 12 ]. Still, it is widely agreed that there may be 
bidirectional relationships between insomnia and 
psychiatric disorders and that these conditions 
share pathophysiological pathways that make 
individuals vulnerable to both conditions [ 2 ]. 

 Several models have been proposed to explain 
the pathophysiology of insomnia ( Psychobiological 

Inhibition Model   [ 13 ];  Hyperarousal Model   [ 14 ]; 
Cognitive Model [ 15 ];  Neurocognitive Model   
[ 16 ]).  Common   to each of these is that cognitive/
affective processes play a primary role in activating 
the clinical complaint of insomnia [ 13 ] and that 
mental hyperarousal [ 15 ] or defi cits in achieving 
mental de-arousal [ 13 ] contribute to the mainte-
nance and chronicity of this disorder. In Fig.  3.1 , 
we present a model of insomnia that integrates core 
cognitive and behavioral processes from several 
extant theoretical frameworks (e.g., [ 17 ,  18 ]). In 
general, insomnia is thought to be initiated and per-
petuated by the following sequential cognitive and 
behavioral processes: (1) Excessive daytime and 
nighttime rumination [ 19 ]; (2) Primary arousal 
(i.e., initial negative appraisal about daytime con-
sequences of poor sleep that results in distress and 
physiological activation)—“If I don’t sleep tonight, 
I’m going to fail at my job tomorrow and be fi red” 
[ 15 ]; (3) Secondary arousal (i.e., the negative sec-
ondary or metacognitive evaluation or judgment of 
initial (primary) arousal, which leads to continuing 
distress and physiological activation)—“I hate how 
I’m feeling and shouldn’t be feeling this way.” 
[ 18 ]; (4) Excessive monitoring of and selective 
attention to internal (e.g., bodily sensations) and/or 
external (e.g., clock) sleep cues that are either con-
sistent or  inconsistent   with falling asleep [ 15 ]. 
Hand in hand with selective attention is a dysfunc-
tional perceived need for control and engagement 
in sleep effort (e.g., actively trying to sleep or 
increasing sleep opportunity) [ 20 ]; (5) Distorted 
perceptions about sleep impairment (i.e., regularly 
overestimating sleep loss). Misperceptions of sleep 
defi cit frequently lead to excessive negative cogni-
tions about sleep thus fortifying a vicious cycle of 
chronic insomnia.

   On the basis of this integrative cognitive 
model of insomnia, the most successful interven-
tions for sleep disturbance are those that target 
each of the key predisposing vulnerabilities, 
namely negative cognitions, dysfunctional cogni-
tive and affective and behavioral regulatory strat-
egies (e.g., suppression, selective attention, 
monitoring, sleep effort) and distorted percep-
tions about sleep.  
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    Theoretical Rationale of MBCT 
for Insomnia 

 Cognitive behavior  therapy      for insomnia (CBT-I) 
is one of the most widely researched psychobe-
havioral interventions for insomnia. CBT-I has 
evolved as a multicomponent treatment approach 
and combines: (1) cognitive strategies such as 
thought restructuring to change dysfunctional 
beliefs and attitudes about sleep; and (2) behav-
ioral techniques such as sleep restriction and 
stimulus control to promote healthy sleep habits 
[ 21 ]. Although CBT-I is considered to be an 
effective and fi rst-line treatment (for review and 
meta-analysis, see [ 22 ,  23 ]), a signifi cant propor-
tion (19–26 %) of individuals do not benefi t from 
CBT-I, and the average overall improvement 
among those who do respond is only 50–60 % 
[ 24 ]. This change, while statistically signifi cant, 
does not represent enough clinical improvement 
to classify those who do respond  to   CBT-I as 

“good sleepers” [ 15 ]. Thus, additional and/or 
complementary treatment approaches are needed 
for the substantial number of CBT-I “nonre-
sponders” and for those who have experienced 
only  partial   symptomatic relief from CBT-I. 

 One particularly promising treatment approach 
for insomnia is MBCT. MBCT was developed as 
a treatment to prevent depression relapse in indi-
viduals with recurrent major depressive disorder. 
It is based on the  Mindfulness-Based Stress 
Reduction (MBSR) program      and combines mind-
fulness meditation practices with cognitive ther-
apy to help reduce depressogenic and ruminative 
thinking, common antecedents to major depres-
sion relapse. Several RCTs have demonstrated 
MBCT is effective for reducing depression relapse 
and depressive symptoms [ 25 – 27 ]. Three theo-
retical  considerations indicate that MBCT may be 
a promising treatment for insomnia. 

 First, MBCT is believed to target experiential 
awareness, attentional control, and acceptance; 
defi cits in each of these domains have been linked 
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to poor sleep [ 18 ,  28 ,  29 ]. For instance, 
 mindfulness- based practices  , such as breath- 
focused meditation, body scanning,    and mindful 
stretching, promote experiential awareness of a 
range of experiences including internal (e.g., 
thoughts, emotions, physiological sensations) and 
external stimuli (e.g., sights, sounds) [ 30 ]. During 
these exercises, participants acquire skills in 
attentional control by focusing attention on the 
breath (sustained attention) and redirecting atten-
tion to this anchor whenever one’s thoughts wan-
der (attention inhibition) [ 31 ]. Finally, participants 
learn to change their relationship to their experi-
ences by learning to accept, rather than avoid or 
control negatively perceived thoughts, emotions, 
and physical sensations. Skills in acceptance are 
learned by nonjudgmentally observing one’s 
thoughts, feelings, and physical sensations and by 
viewing such experiences as passing mental 
events, rather than facts [ 32 ]. 

 Experiential awareness, attentional control, and 
acceptance, the three domains putatively improved 
by MBCT, collectively target each of the cognitive 
and behavioral vulnerabilities associated with 
poor sleep (see Fig.  3.1 ). First, increased  aware-
ness   of internal and external experiences (e.g., 
thoughts and behaviors) should target each of the 
processes that contribute to the maintenance of 
insomnia: (1) rumination; (2) primary arousal; (3) 
secondary arousal; (4) sleep monitoring/selective 
attention and effort; and (5) distorted perceptions. 
Second, attentional control should enable individ-
uals to disengage from negative thoughts and/or 
beliefs about sleeplessness by disrupting selective 
attention toward internal/external sleep-related 
threat cues. Thus, skills in attentional control 
should target processes (1)–(4) above. Finally, 
skills in acceptance should foster a  less   conten-
tious and more fl exible relationship to one’s 
thoughts, emotions, and sensations by promoting 
the ability to approach, rather than avoid, and to 
engage with such experiences with equanimity 
instead of with judgment. Therefore, acceptance 
should target the following processes: (3) second-
ary arousal; (4) sleep monitoring/selective atten-
tion and effort; and (5) distorted perceptions. 

 A second consideration that indicates that 
MBCT may be a helpful treatment for insomnia 

is that insomnia is frequently comorbid with 
mood disorders like depression [ 33 ], and exten-
sive studies have shown MBCT is effective  for   
preventing depression and reducing depressive 
symptoms [ 26 ,  27 ,  34 ]. Thus, although the rela-
tionship between depression and insomnia is 
likely bidirectional [ 35 ], one would expect that 
MBCT-related reductions in depression relapse 
and depressive symptoms may also lead to 
improvements in sleep. 

 Finally, the mindfulness skills imparted through 
MBCT have broad implications for well- being and 
may additionally have long-term effects that are 
sustained over time. For example, mindfulness can 
be applied to a range of daily psychological and 
 behavioral   phenomena (e.g., healthy decision mak-
ing) that may either directly (i.e., via processes dis-
cussed above) or indirectly (e.g., via improvements 
in chronic disease symptomology) reduce insom-
nia. Relatedly, MBCT may have cumulative bene-
fi ts that are sustained over the long term [ 36 ]. 
Collectively, these features of MBCT suggest that 
it may be a particularly promising intervention for 
individuals who suffer from insomnia.  

    Evidence of MBCT for Insomnia 
and Mechanisms of Change 

 The majority of the evidence for  mindfulness- 
based interventions (MBIs)   for insomnia comes 
from studies that have tested the MBSR interven-
tion or a  tailored   derivative of this protocol for 
insomnia (e.g., mindfulness-based therapy for 
insomnia or MBTI: [ 27 ,  37 ]). A thorough review 
of such studies is beyond the scope of this chapter. 
However, compelling evidence from three recent 
studies demonstrates especially promising effects 
of MBTI on objective and subjective assessments 
of insomnia. MBTI combines  mindfulness medi-
tation exercises modeled after the  MBSR   protocol 
with CBT-I. In a single-arm study with partici-
pants who met diagnostic criteria for  psychophysi-
ological insomnia   (a subtype of primary insomnia 
characterized by heightened arousal in bed) [ 38 ], 
MBTI was associated with improvements in self-
reported total wake time (TWT), number of awak-
enings, time in bed, sleep effi ciency, insomnia 
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symptom severity, and pre-sleep somatic and cog-
nitive arousal [ 37 ]. These improvements were 
maintained over a 12-month follow-up period 
[ 39 ]. Building on the limitations of single-arm 
trial, Ong and colleagues [ 40 ] conducted a three-
arm RCT comparing MBTI versus MBSR versus 
a self-monitoring control condition (SM). 
Compared to SM, MBTI and MBSR demonstrated 
superior effects on self-reported TWT, pre-sleep 
arousal, insomnia severity, and objective measures 
of TWT and total sleep time (TST) using wrist 
actigraphy. Effects of MBTI and MBSR were 
maintained at a 6-month follow-up and the highest 
rates of improvement on the Insomnia Severity 
Index ( ISI  :[ 41 ]) and insomnia remission were 
found in the MBTI group. 

 Results from these studies demonstrate that 
features of MBSR can be combined with elements 
from the CBT- I   protocol to yield a viable treat-
ment  for   chronic insomnia. Effect sizes for MBTI 
are comparable to those found for other behavioral 
interventions for insomnia [ 42 ,  43 ], and MBTI 
appears to be superior to MBSR for reducing self-
reported severity of insomnia symptoms over the 
long term. One advantage to adding a mindfulness 
component to the CBT-I intervention may be that 
MBTI presents an additional treatment option for 
patients who relate more to acceptance-based 
approaches than to cognitive restructuring. Also, 
the benefi ts of mindfulness may generalize across 
greater domains of healthy functioning (e.g., 
reductions in somatic complaints associated with 
other comorbid conditions) that may directly or 
indirectly improve sleep. Given the especially 
high comorbidity between insomnia and certain 
chronic diseases and mood disorders, developing 
and testing  MBIs   that target multiple risk factors 
for insomnia is critical. For example, MBCT’s 
effects on emotion regulation [ 44 ,  45 ] and reduc-
tions in rumination and mood disorder symptoms 
[ 46 ], which are each linked to sleep disturbance 
[ 19 ,  47 ], suggest it may be an additional treatment 
option for insomnia. 

 To date, fi ve studies have examined the effects 
of the standard MBCT intervention or a modifi ed 
version of the protocol for insomnia (for review, 
see [ 48 ]). Initial pilot testing of MBCT’s effects 
on reducing symptoms of primary insomnia was 

conducted by Heidenreich and colleagues [ 49 ]. 
The standardized  8-week MBCT protocol   was 
modifi ed with “cognitive elements tailored to 
patients with primary insomnia rather than a 
depressive disorder.” Results indicated pre–post 
improvements in self-reported total sleep time 
and several domains of thought control as well as 
reductions in sleep-related monitoring and worry. 
Ree and colleagues [ 50 ] conducted an additional 
single arm study in a heterogeneous group of 
adult outpatients with psychiatric presentations. 
Immediately following the MBCT intervention, 
self-reported insomnia severity symptom scores 
decreased from subthreshold insomnia to values 
within the normal range. Post-treatment improve-
ments were maintained at 3-month follow-up 
with a large effect size. A more recent study that 
similarly employed a pre–post design examined 
the effects of MBCT on self-reported sleep dis-
turbance among older adults with history of 
depression or anxiety in partial or full remission 
[ 51 ]. The MBCT protocol was modifi ed slightly 
for the aging sample (e.g., length of seated medi-
tations and duration of each weekly session were 
slightly shorter to accommodate the aging sam-
ple). Results indicated that participants experi-
enced a 14.5 % improvement in self-reported 
sleep problems. 

 Although promising, conclusions about the 
effi cacy of MBCT for insomnia are diffi cult to 
draw based on these studies due to the lack of a 
control group and objective and comprehensive 
subjective (e.g., sleep diaries) measures of sleep 
and limited reported information regarding modi-
fi cations made to the MBCT protocol (i.e., [ 49 ]). 

 The strongest evidence for the effects of 
MBCT for insomnia comes from two sets of 
results from a randomized controlled trial 
 conducted by Britton and colleagues [ 52 ,  53 ]. 
Individuals with recurrent depression in full or 
partial remission  and   with residual sleep com-
plaints were randomized to either MBCT or a 
 waitlist control condition (WLC)  . Objective 
assessments of sleep were measured via  poly-
somnography (PSG)  , and comprehensive assess-
ments of self-reported sleep were measured with 
sleep diaries at baseline and over the  course   of 
the intervention. 
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 Their fi rst investigation included a medication- 
free sample [ 52 ]; the second included individuals 
who were taking ADM [ 53 ]. Polysomnography 
data from the initial study indicated that, contrary 
to hypotheses, MBCT participants experienced 
signifi cantly more awakenings during the initial 
or “light” sleep stage (Stage 1) and decreased 
“deep sleep”    or slow wave sleep (Stages 3 and 4) 
relative to controls. Subjective reports from sleep 
diaries indicated that sleep was improved in the 
MBCT group but not over and above improve-
ments in the control condition. Participants in the 
MBCT group experienced greater improvements 
in depressive symptoms compared to the control 
condition and these reductions were associated 
with improvements in both objective and subjec-
tive assessments of sleep. 

 Results from the second study in individuals 
 currently   taking ADM indicated that MBCT par-
ticipants spent less time awake in bed (TWT: 
total wake time) and had higher sleep effi ciency 
relative to controls, according to both objective 
(PSG) and subjective measures (sleep diaries). 
However, when  “wake after sleep onset” 
(WASO)   and  “sleep onset latency” (SOL)   were 
analyzed separately (the two indices of TWT), no 
differences were found using objective PSG and 
only SOL approached statistical signifi cance 
using subjective sleep diaries. Also, no changes 
were found in the total amount of sleep or the 
amount of “deep” (Stages 3 and 4) or “light” 
(Stage 1) sleep as a result of MBCT. Finally, 
improvements in self-reported sleep continuity 
(e.g., sleep effi ciency and WASO), but not objec-
tive measures of sleep were correlated with 
reductions in depression symptoms. 

 What can be concluded about the effects of 
MBCT on insomnia from these studies? First, 
both studies suggest that MBCT is effective for 
 improving   self-reported sleep. Further, the magni-
tude of the effect of MBCT on TWT is compara-
ble to MBTI [ 40 ]. Second, objective improvements 
in sleep as a result of MBCT were found only in 
the sample taking ADM. The medication- free 
sample experienced increased sleep disturbance 
according to objective assessments. The benefi -
cial effect in individuals  currently taking ADM 
may represent an additive advantage of MBCT 

plus medication on objective sleep outcomes. 
Also, complete depression remission rates in the 
MBCT group among the medication-free sample 
were lower (35 %) than the sample taking ADM 
(50 %), which may indicate that individuals in full 
remission are more likely to experience objective 
sleep benefi ts from MBCT. This interpretation is 
consistent with theoretical considerations that 
endorse the use of MBCT as a depression preven-
tion intervention that may be most effective for 
individuals with minimal  depressive   symptoms 
[ 54 ]. Further work is needed to identify which 
types of patients with insomnia complaints are 
most likely to benefi t from MBCT. 

 Two notable limitations of these investigations 
should guide future scientifi c inquiry into the ben-
efi ts of MBCT for insomnia. First, the long-term 
effects of MBCT for sleep complaints are largely 
unknown. Among the fi ve MBCT studies to date, 
only Ree and colleagues [ 50 ] examined the effects 
of MBCT beyond an immediate post-intervention 
assessment. Second, the clinical profi le of partici-
pants across these studies was heterogeneous, 
which limits  conclusions   about generalizability. 
For example, only three MBCT studies included 
patients who met specifi ed insomnia symptom 
criteria [ 49 ,  52 ,  53 ]. Also, with the exception of 
the study conducted by Heidenrich and colleagues 
[ 49 ], each study examined the effects of MBCT 
for comorbid mood disorders and insomnia symp-
toms. Therefore, minimally, results may general-
ize only to the 40 % of individuals with comorbid 
psychopathology and insomnia. 

    Mechanisms 

 The authors are unaware of any study that  has   for-
mally tested mechanisms underlying the effects of 
MBCT for insomnia. Two studies demonstrated the 
effects of MBCT for thought control and rumina-
tion. It is unclear, however, whether these improve-
ments correlated with changes insomnia [ 49 ,  51 ]. 
In the two RCTs of MBCT for insomnia, reduc-
tions in depressive symptoms were related to 
improvements in sleep disturbance, which suggests 
that improvements in mood may be one possible 
mechanism underlying the effects of MBCT for 
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sleep  disturbance [ 52 ,  53 ]. One additional hypoth-
esis put forward by Britton and colleagues is that, 
similar to ADM, MBCT may increase neurotrans-
mitters (e.g., norepinephrine, serotonin, and dopa-
mine) [ 52 ]. This idea may explain their paradoxical 
fi nding whereby improved mood and subjective 
sleep quality was experienced with a concomitant 
increase in objectively measured sleep arousal [ 52 ]. 

 The wider literature on  MBIs   for insomnia 
offers additional insight into candidate mecha-
nisms. Evidence for MBTI-related reductions 
in pre-sleep arousal [ 37 ,  39 ,  40 ] suggests this 
may be a mechanism of MBIs that is consistent 
with conceptual models [ 15 ,  18 ] and prelimi-
nary evidence which indicated that cognitive 
and somatic arousal predict sleep disturbance 
[ 55 ]. Given the bidirectional link between 
mood disorders and sleep, additional mecha-
nisms worthy of consideration are those that 
explain MBCT’s effects on depressive disorder 
outcomes (e.g., self- compassion, improved 
attentional control, emotion regulation) (for a 
review, see [ 56 ]). 

 The collective literature on MBIs for insom-
nia and MBCT for depression provides insight 
into several plausible  mechanisms   by which 
MBCT reduces insomnia. Future investigations 
are needed to understand the specifi city of the 
effects of MBIs for insomnia (e.g., benefi ts due 
to mindfulness rather than nonspecifi c therapeu-
tic elements such as alliance with instructor or 
group members) as well as the mechanisms 
underlying MBIs. A defi nitive test of each of 
these would require several assessments of the 
hypothesized mediator (i.e., pre-intervention, 
during, and post-intervention) in order to detect 
the time-course of intervention-related changes, 
and a demonstration that the mechanisms of 
MBCT differ from the mechanisms underlying 
the effects of attention control conditions [ 27 ]. 
Prior to this, however, additional work may be 
required to fi rst develop a clear conceptual 
model to guide the testing of treatment mecha-
nisms [ 18 ]. Ong and colleagues’ “two-level 
model of sleep-related arousal” [ 18 ] has laid the 
necessary initial groundwork by integrating 
extant theory from cognitive and behavioral 
models with mindfulness-based concepts and 

processes (e.g., metacognition and secondary 
arousal) that are associated with sleep distur-
bance and that are targeted by  MBIs  .   

    Modifi cations of MBCT for Insomnia 

 The strongest evidence for the effects of MBCT 
is for individuals with comorbid insomnia com-
plaints and elevated depressive or anxiety symp-
toms or recurrent major depressive disorder 
[ 50 – 53 ]. It appears that MBCT may be effective 
for this patient population, in part, because it tar-
gets cognitive and physiological vulnerabilities 
that underlie  both   disorders. We provide a few 
additional considerations for the delivery of 
MBCT to this population. We recommend that 
providers be familiar with the diagnosis of 
insomnia and be able to rule out other sleep  dis-
order  s (e.g., circadian rhythm sleep–wake disor-
ders, obstructive sleep apnea hypopnea, restless 
legs syndrome, nightmare disorder) that may 
contribute to, or complicate, patients’ symptoms, 
and that may necessitate a referral to a sleep spe-
cialist. We also recommend that providers screen 
for substance use, including caffeine, nicotine, 
and alcohol, as these can have deleterious effects 
on sleep and mood, and because patients may 
need additional information and/or substance use 
treatment prior to engaging in MBCT. 

 With regard to modifi cation of group session 
content, we recommend the dissemination of basic 
information on sleep processes. For example, 
information on sleep drive and guided  discussion 
to help participants distinguish sleepiness from 
fatigue may support important behavioral changes 
(e.g., reducing sleep effort) [ 18 ,  57 ]. Also, to pre-
vent the use of mindfulness practice as a form of 
sleep effort, providers may want to discourage the 
use of formal mindfulness practice at bedtime for 
the fi rst several sessions [ 37 ]. Finally, daytime 
sleepiness and fatigue may affect patients’ ability 
to learn and retain session information. Thus, pro-
viders will want to consider timing of group ses-
sions and may schedule session times only after a 
discussion with participants about when they 
experience the lowest levels of sleepiness and/or 
fatigue over the course of the day.  
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    Summary and Conclusions 

 Nearly 40 % of individuals suffer from symptoms 
of insomnia. Despite being common and a risk 
factor for a range of morbidities and mortality, a 
signifi cant portion of individuals with insomnia 
go untreated [ 58 ] or do not experience benefi t 
from prevailing nonpharmacological interven-
tions [ 59 ]. Theoretical considerations from 
widely accepted models of insomnia and from 
conceptual frameworks of the cognitive pro-
cesses targeted by mindfulness-based practices 
suggest that MBCT may be a promising interven-
tion for insomnia. Another reason MBCT may be 
a favorable treatment for insomnia is because it 
reduces depression, which is experienced by over 
1 in 3 individuals with insomnia. Because these 
two disorders are thought to share common 
pathophysiological pathways, improvements in 
depression should also reduce symptoms of 
insomnia. Indeed, compelling preliminary empir-
ical evidence indicates that MBCT reduces 
symptoms of insomnia in individuals with 
depressive symptoms and a history of recurrent 
major depression [ 52 ,  53 ]. Further, the magni-
tude of MBCT-related improvements in self- 
reported sleep is similar to those observed in 
another trial of  mindfulness-based therapy for 
insomnia (MBTI)  , a newly developed interven-
tion that combines mindfulness exercises from 
 MBSR   with CBT-I [ 40 ]. Collectively, these stud-
ies demonstrate that interventions featuring 
 mindfulness meditation   have positive patient- 
reported benefi ts and may be viable options for 
individuals with insomnia seeking treatments 
that are not based strictly on cognitive behavioral 
techniques. Additional research is needed to 
determine the varying degrees of effi cacy among 
mindfulness-based approaches for insomnia 
(e.g., MBSR, MBCT, and MBTI) and how each 
of these compares to standard psychobehavioral 
treatments such  as   CBT-I. 

 Also, further work is needed to understand the 
mechanisms underlying each of these interven-
tions and also which treatments will confer the 
greatest benefi t for which types of patients. Based 
on the strongest evidence to date, it appears that 
MBCT may be ideally suited to treat insomnia in 

individuals with comorbid depression symptoms. 
Some early evidence suggests that a tailored 
MBCT protocol that includes information on 
sleep education may be effective for improving 
self-reported sleep in individuals with primary 
insomnia [ 49 ]. Treatment development studies 
and RCTs are needed to test whether the effects 
of such modifi cations are stronger than those for 
extant mindfulness-based treatments that reduce 
symptoms of insomnia (e.g., MBTI and the stan-
dardized MBCT and MBSR protocols). 

 In sum, MBCT appears to be a promising 
intervention for reducing symptoms of insomnia, 
particularly individuals with depressive symp-
toms and a history of depression.     
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         The  Case   of Mary 

 Mary, a 60-year-old woman, was heading into 
work on a brisk winter’s morning. It had snowed 
overnight and she was admiring the freshly cov-
ered white trees. As she left her house, hurrying 
to work, Mary stepped off her front porch and 
suddenly slipped on a patch of black ice hidden 
beneath the fl uffy, light snow. As she fell, her 
brief case fl ung out of her hand and she landed 
fl at on her face, hitting the front of her head on 
the ice-covered concrete path. When Mary 
opened her eyes, her neighbour was gazing down 
at her and said she had been unconscious for a 
couple of minutes. Mary remembered falling 
and knew where she was, but felt confused and a 
bit dizzy. Her neighbour told her she had seen 
her fall from her window and quickly ran to her. 

Mary had lost consciousness for a couple of 
minutes, in which time her neighbour panicked 
and called 911. 

 Shortly after, Mary was lying in a  computed 
tomography (CT) scanner  , her head pounding. 
The doctor told her that the results were unre-
markable and that she could go home. He recom-
mended to see her family doctor if she continued 
experiencing symptoms. Mary made an appoint-
ment as soon as she got home. The next day, her 
friend had to drive her to the appointment as she 
was still a bit dizzy and had a terrible headache. 
Her doctor told her that she probably sustained a 
mild traumatic brain injury (TBI) and would 
need a few days of rest. Those few days turned 
into months. 

 For the fi rst week after the injury, Mary was 
extremely tired and had diffi culty concentrating. 
Light and loud noise irritated her and intensifi ed 
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her persistent headache. She noticed that she was 
also more forgetful and distracted, frequently los-
ing track of what she was doing as soon as she 
stepped into another room. After a few weeks, 
she also noticed that she was feeling quite sad, 
and it was diffi cult to shake off. Mary was typi-
cally an enthusiastic up-beat person and this 
underlying sadness was new to her. 

 Mary tried to go back to work  the   second week 
after her injury and realized it was hopeless. She 
found it extremely diffi cult to concentrate, felt 
continually fatigued and was too distracted by on-
going headaches. She ended up taking a month off 
work. Her sadness seemed to increase during this 
‘free time’, as she found it diffi cult to complete 
simple daily tasks (e.g. bills, grocery shopping, 
reading the newspaper). She did not even feel like 
socializing, one of her favourite past times before 
her fall. Mary went back to work on reduced 
hours after a month. She could not believe how 
mentally fatigued she felt and how hard it was to 
get through the day without napping several 
times. She started noticing a lot of negative self-
talk – ‘what’s wrong with me?’, ‘why can’t I get 
better’, ‘I’m worthless’, ‘I’m a failure’. After 3 
months, Mary’s physical and cognitive symptoms 
had almost completely diminished and she was 
back fulltime at work. However, the sadness per-
sisted and she felt exhausted and unmotivated to 
do anything after a day’s work. She worried that 
she was depressed. Mary’s symptoms are com-
mon after mild TBI, and worse after moderate to 
severe, which is unfortunate considering the  high 
  prevalence of TBI.  

    The Problem of Traumatic Brain 
Injury (TBI) 

 TBI presents a signifi cant public health concern 
with considerable impact on rates of disability 
and traumatic death [ 1 – 3 ].  The   annual incidence 
rate of TBI in the United States has been calcu-
lated at 506.4 per 100,000 [ 4 ]. The Centers for 
Disease Control and Prevention [ 5 ] estimates that 
in 2010 there were 2.5 million emergency depart-
ment visits, hospitalizations, and deaths attrib-
uted to TBI. A recent study looking at premature 

mortality due to neurological conditions in hospi-
tals in the United States found that TBIs 
accounted for the highest number of years of 
potential life lost [ 6 ]. Based on the Canadian 
Community Health Survey, Statistics Canada 
data indicate that in 2009–2010 there were 98,440 
Canadians, or just over 2 % of the population 
over age 12, who experienced a brain injury [ 7 ]. 
In Europe, estimates have found an incident rate 
of 235 per 100,000 with an estimated 775,500 
new injuries each year [ 8 ]. 

 TBI is defi ned as ‘an alteration in brain func-
tion, or other evidence of brain pathology, caused 
by external force’ [ 9 ].  Injuries   of this nature may 
comprise loss of consciousness, memory loss of 
events leading up to the injury or immediately 
after, neurological defi cits, disorientation and/or 
mental confusion. The epidemiology of TBI is 
challenging to fully assess for a variety of rea-
sons including varying defi nitions of  TBI   and 
severity, and dissimilar data collection methods 
and practices in different jurisdictions [ 4 ]. In 
addition, a large number of injuries go unre-
ported or are not treated in a hospital setting. 
This is particularly true of mild TBIs comprising 
70–90 % of all TBIs [ 1 ]. It is estimated that mild 
TBI may impact more than 600 out of every 
100,000 people if cases not treated in hospital 
are taken into account [ 1 ]. 

 There are millions of individuals who live 
with residual issues post-TBI. It is estimated that 
3.2–5.3 million Americans are living with TBI- 
related disability [ 5 ] and in Europe this number 
tops 6.2 million [ 8 ]. Residual symptoms com-
prise a host of cognitive,    physical and/or psycho-
logical problems that may continue over an 
extended period. Defi cits in cognitive abilities, 
such as executive dysfunction and memory and 
learning problems, are often documented after 
TBI [ 10 , 11 ]. Memory loss, attention problems, 
decline in organizational thinking skills and 
learning are symptomatic of TBI and these defi -
cits lead to signifi cant debilitating effects [ 12 , 13 ]. 
Many individuals experience signifi cant issues 
with sleep and fatigue [ 14 – 16 ]. Another chal-
lenging concern  for   individuals living with TBI 
is chronic pain, most often experienced in the 
form of headaches [ 17 – 19 ]. 
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 People with TBI are also at an increased risk 
for developing long-term psychiatric disorders, 
including depression, generalized anxiety disor-
der and posttraumatic stress disorder [ 20 , 21 ]. A 
study of  over   1500 individuals with TBI found 
that 26 % experienced major depression and 22 % 
experienced minor depression 1 year post-injury 
[ 22 ]. These fi ndings were independent of injury 
severity. Of those who did not express depression 
symptoms 1 year post-injury, 26 % were found to 
have depression at the 2-year mark [ 23 ]. 
Similarly, a recent review examining data from 
99 studies reported that 27 % of people with TBI 
were diagnosed with major depressive disorder 
or dysthymia and 38 % reported symptoms of 
depression that reached clinically signifi cant lev-
els [ 24 ]. Not surprisingly, the cognitive, physical 
and psychological changes may further exacer-
bate one’s risk for developing depression or at 
the very least, depression symptoms. The contin-
ued prevalence of depression post-injury is wor-
risome because it is possibly the best predictor of 
psychosocial adjustment [ 25 ], even 10 years after 
the TBI [ 26 ]. Also, the risk of death by suicide 
after TBI is 3–4 times greater than the general 
population [ 27 ]. 

    Several Reasons May Explain Why 
Depression Symptoms Remain Many 
Years Post-Injury 

 The psychological and  emotional   issues arising 
from TBI may simply go untreated because the 
physical, behavioural and cognitive issues are the 
primary focus [ 28 – 30 ]. The presence of depres-
sion may also not be recognized, especially in the 
mild TBI group [ 30 , 31 ]. Another important con-
tributor to the presence of depression post-injury 
may be the lack of intervention studies relying on 
the best research designs available. There is a 
paucity of  randomized controlled trials (RCTs)   
for treatment options for depression after TBI 
[ 27 – 29 ] and  research   conducted to support phar-
macological treatment lacks the rigor required to 
establish best practices [ 32 , 33 ]. One recent meta- 
analysis did fi nd some support for medications to 
treat depression after mild TBI, but this did not 

extend to the results from controlled trials [ 27 ]. 
Additionally, in a review of treatment of depres-
sion post-TBI [ 34 ], it was concluded that there is 
insuffi cient evidence to make recommendations 
to clinicians about psychosocial interventions 
that may be of benefi t.   

    Theoretical Rationale of MBCT 
for Traumatic Brain Injury 

 Why some individuals have better outcomes than 
others remains to be fully investigated. It is 
 possible that individuals who adjust better emo-
tionally to the injury and have higher resilience 
develop more  adaptive   coping styles [ 35 , 36 ], 
which strongly suggests that interventions aimed 
at dealing with the emotional adjustment may 
result in better outcomes. Despite the emergence 
of such possibilities, the emotional consequences 
of TBI, and what some individuals report as a 
loss of ‘self’ [ 37 ] or change in self-concept [ 38 ], 
are often not addressed by conventional rehabili-
tation approaches. In fact, TBI may result in a 
constellation of emotional diffi culties and their 
interactions may directly hamper recovery. 

 In particular, Strom and Kosciulek [ 39 ] out-
lined some of the complex inter-relationships 
between perceived stress, depression, hope and 
life satisfaction after a TBI. They point out that as 
individuals adjust to their ‘new’ lives after injury, 
the higher stress some experience is predictive of 
greater depression symptoms and this depression, 
in turn, is  predictive   of lower hope. Moreover, 
those individuals who focus on their impairments 
as a result of a TBI are at greater risk of experi-
encing depression symptoms regardless of injury 
severity [ 40 ]. New approaches that would allow 
individuals with a TBI to adjust emotionally to the 
situation created by the injury may positively 
affect mood and other outcomes. Thus, there is a 
great need for rehabilitation efforts to address the 
emotional consequences post-TBI [ 41 ]. 

 Kangas and McDonald [ 42 ] argue that mind-
fulness approaches may help individuals with TBI 
‘reclaim’ their lives  as   they accept limitations as a 
result of their injuries. This assertion is supported 
by accumulating evidence in the 1980s and 1990s 
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for the benefi ts of mindfulness meditation train-
ing on physical and psychological outcomes in 
other clinical populations. For example, patients 
with chronic pain reported improved pain and 
psychological symptoms, including anxiety and 
depression, after partaking in an 8-week 
Mindfulness-Based Stress Reduction program 
( MBSR  ; [ 43 ]); these improvements were still 
present 7- [ 43 ] and 15-months later [ 44 ]. The 
authors suggest that, through  meditation   training, 
participants learned to uncouple the sensory expe-
rience of pain from the automatic affective/evalu-
ative reaction, ultimately reducing suffering 
through cognitive reappraisal. MBSR had also 
shown to be successful at reducing anxiety, panic 
and depression symptoms for people with anxiety 
disorders, benefi ts that persisted at a 3-month [ 45 ] 
and 3-year follow-up [ 46 ]. The authors attributed 
the symptom reductions to the ability to identify 
anxious thoughts as thoughts rather than reality, 
allowing for a range of  responses   to a particular 
thought. Also, participants learned to view anxi-
ety-related symptoms as opportunities to engage 
in mindful coping strategies, rather than habitual 
patterns of emotional reactivity. 

 Similarly, with the goal of improving depres-
sion and quality of life for people with TBI, our 
research group conducted a pilot study [ 47 ] using 
techniques adapted from MBSR [ 43 ] and  Kolb’s 
Experiential Learning Cycle   [ 48 ]. The group com-
prised of 12 weekly sessions, which focused on 
well-being, empowerment and quality of life 
through the utilization of meditation, breathing 
exercises, group discussion and practicing  present   
moment awareness. Participants were recruited 
through various local sources, were at least 18 
years of age, were required to speak and read 
English, and had already completed standard treat-
ments for their injury. Participants were also 
required to have insight into their condition and 
were excluded if they had a major concurrent men-
tal illness, substance abuse or suicide ideation. 

 Ten individuals with TBI completed the mind-
fulness intervention and three dropouts acted as 
controls. The time since injury for participants 
ranged from 3 to 10 years. Compared to the con-
trol group, participants in the intervention group 
had a signifi cant improvement in quality of life 

( F (1, 11) = 5.70,  p  = .036), as observed on the 
mental health component of the Short-Form 
Health Survey-36 (SF-36, [ 49 ])). Participants’ 
scores on this  scale   post-intervention were aligned 
with Canadian norms and indicated  clinically sig-
nifi cant change (Cohen’s  d  = 0.34). A signifi cant 
reduction in depression symptoms ( F (1, 
10) = 6.48,  p  = .029), was captured on the cogni-
tive-affective subscale of the Beck Depression 
Inventory–II (BDI- II  , [ 50 ]) and the total BDI-II 
score nearly achieved statistical signifi cance 
( p  = .059). We were able to assess seven partici-
pants 1 year after the end of the intervention [ 51 ] 
and found that the signifi cant improvements in 
mental health and depression symptoms observed 
post-intervention were maintained at follow-up. 

 A decade after our initial pilot study, further 
evidence started to accumulate for the benefi ts of 
mindfulness training for people with TBI. In par-
ticular, Azulay and colleagues [ 52 ] developed a 
10-week MBSR-based program for individuals 
with mild TBI and conducted it with 22  people   
enrolled over a 2-year period. From pre- to post- 
intervention, they found statistically signifi cant 
increases in self-effi cacy and quality of life, and 
noted that these changes fell in the clinically 
meaningful range (Cohen’s  d  = .50 and .43 
respectively). Smaller, but still statistically sig-
nifi cant, improvements on measures of executive 
functioning and attentional regulation were also 
reported. Moreover, Johansson and colleagues 
[ 53 ] delivered an RCT of MBSR to individuals 
with TBI ( n  = 11) and stroke ( n  = 18) who were 
experiencing mental fatigue as a result of their 
injuries. Scores on the  Mental Fatigue Scale 
(MFS)   statistically improved in participants in 
the treatment ( n  = 15) compared to the control 
group ( n  = 14). Pre- to post-intervention changes 
in measures of depression and anxiety symptoms 
were not statistically signifi cant when the treat-
ment and control groups were compared (values 
not reported). The authors conducted a follow-up 
study with an 8-month advanced modifi ed MBSR 
program comprising monthly meetings based on 
Buddhist virtues and meditation practices known 
for cultivating compassion, loving-kindness, 
appreciative joy and equanimity [ 54 ]. Fourteen 
participants from the original study completed 

L.J. Ozen et al.



35

the enhanced program and results from the MFS 
indicated continued reduced mental fatigue, as 
well as signifi cant and  sustained   positive effects 
on information processing and attention. While 
this MBSR research provides some evidence for 
benefi ts of mindfulness training on outcomes 
after TBI, the interventions were not targeted at 
reducing depression. 

 Encouraged by the preliminary results showing 
that MBSR adapted for TBI improved depression 
on  the   cognitive subscale of the BDI-II [ 47 ], we 
were interested in continuing to investigate mind-
fulness for depression after TBI. Coincidentally, 
during this same time period, Segal and colleagues 
[ 55 ] were tasked with fi nding a maintenance 
 version of cognitive therapy to reduce the risk of 
relapse in recurrent depression. It was well-known 
that cognitive therapy worked for depression in 
the acute phase by explicitly teaching patients to 
change the content of depressive thinking. 
However, their early work on developing a main-
tenance therapy [ 56 ] suggested that it could be 
equally true that patients were also changing their 
relationship to their negative thoughts and feel-
ings, not merely the content. Somewhat familiar 
with the work of Jon Kabat-Zinn, the authors read 
 Full Catastrophe Living  [ 57 ]. They were struck by 
the similarities in which MBSR and cognitive 
therapy were thought to be benefi ting patients—
through the process of ‘decentering’ (i.e. seeing 
thoughts simply  as   thoughts, rather than refl ecting 
reality). Ultimately, this overlap is what led the 
authors to create a successful group program, 
MBCT, to prevent relapse in recurrent depression. 

 The core skill taught in MBCT is the ability ‘to 
recognize and disengage from mind states charac-
terized by self-perpetuating patterns of rumina-
tive, negative thought’ (p. 74; [ 55 ]). In MBCT, 
through the practice of mindfulness meditation, 
cognitive therapy exercises and group discussion, 
participants learn to become aware of and respond 
skilfully, instead of reacting automatically, to 
 unpleasant   thoughts and feelings related to their 
depression. Teasdale and colleagues [ 58 ] pub-
lished their fi rst article reporting that MBCT did, 
in fact, signifi cantly reduce the risk of depressive 
relapse. Since the original publication, MBCT has 
been effective in preventing relapse in recurrently 

depressed individuals compared to those who 
continue with treatment as usual [ 59 , 60 ], waitlist 
controls [ 61 , 62 ] and  placebo [ 63 , 64 ] .  MBCT is 
also a recommended therapy for prevention of 
depressive relapse in the UK [ 65 ]. 

 Research was showing that it was the mindful-
ness component that was helping participants 
relate differently to their negative thoughts and 
feelings, ultimately reducing the risk of depres-
sion [ 66 ]. We were interested in further investi-
gating the treatment of depression symptoms 
after TBI. With the strong evidence of MBCT for 
recurrent depression and MBSR for anxiety  and 
  depression symptoms in various populations, we 
sought to adapt MBCT for TBI. In 2008, our 
research group received funding from the Ontario 
Neurotrauma Foundation to pilot MBCT for 
depression after TBI for a future multi-site RCT.  

    Modifi cations of MBCT 
for Traumatic Brain Injury 

 The MBCT intervention [ 55 ] was customized to 
address issues associated with TBI (e.g. problems 
with attention, concentration, memory, fatigue). 
The duration of the intervention was increased from 
the original 8-week program to 10 weeks. Each 
weekly session was  shortened   from the standard 
2-2½ h to 1½-h and recommended daily meditation 
home practice was reduced from 45 min to 1 h per 
day to 20–30 min. The length of the in-class medita-
tion sessions was shortened and included frequent 
reviews. Further adaptations included simplifi ed 
language, the use of repetition and visual aids to 
help reinforce concepts. More attention was paid to 
fostering learning conditions to encourage an envi-
ronment of trust and non-judgment. Connections 
between learning activities were made more 
explicit. For example, participants recorded their 
observations and questions on ‘new learning’ forms 
to encourage deeper refl ection on usual modes of 
behaviour and habits of mind in day-to-day activi-
ties. The facilitator posed questions regarding the 
‘new learning’ forms throughout the sessions, such 
as ‘Are you committing yourself to the practice in 
the ways that you would like?’ and ‘What do you 
need to do to commit more to the practice?’ 
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 Participants were supplied with handouts 
from each session and received the book  The 
Mindful Way through Depression: Freeing 
Yourself from Chronic    Unhappiness    [ 67 ]. 
Participants were not required to read the book, 
but were instructed to use the accompanying CD 
to guide meditations. Some sessions included 
additional handouts adapted from MBSR (e.g. 
‘The Attitudinal Foundation of Mindfulness 
Practice’). Other handouts were created to sup-
plement course material and assist with home 
practice, including a  ‘Mindful Movement 
Exercises’   instruction page and ‘Standing 
Mindful Movement Ideas’ handout. A handout 
was also created to adapt the ‘defi ning the terri-
tory of depression’ material to be specifi c to 
TBI. In particular, the ‘Recovering from 
 Depression   after a Traumatic Brain Injury’ hand-
out included information on the prevalence of 
depression after TBI, followed by the diagnostic 
criteria for depression and a discussion about 
automatic negative thoughts and the symptoms 
of depression.  

    Evidence of MBCT for TBI 
Including Mechanisms of Change 

    MBCT Pilot Study 

 The fi rst intervention  of   MBCT for depression after 
TBI was a pilot study consisting of 20 participants 
who expressed symptoms of depression as mea-
sured on the BDI-II [ 68 ]. All participants experi-
enced their TBI at least 1 year prior to the study. A 
signifi cant reduction in depression symptoms was 
found on all measures used to assess this variable, 
including the BDI-II ( p  = .001), Patient Health 
Questionnaire-9 (PHQ- 9;     p  = .003; [ 69 , 70 ]), the 
depression subscale of the  Hospital Anxiety and 
Depression Scale   ( p  = .023) [ 71 ] and the depression 
subscale of the Symptom Checklist–90 ( p  = .023) 
[ 72 ]. There was also a signifi cant reduction in the 
number of participants who were  classifi ed   with 
major depressive disorder pre- to post-intervention 
on both the BDI-II ( p  = .03) and PHQ-9 ( p  = .01). 
These robust results provided strong rationale for a 
large-scale randomized controlled trial (RCT).  

    MBCT Randomized Controlled Trial 

 The development of the facilitators' capacity to 
provide the MBCT intervention was the fi rst phase 
of the multi-site RCT. Thus, the fi rst year was 
devoted to training 10 clinicians to become  facili-
tators   of the intervention (see training protocol 
below, [ 73 ]). As part of training, facilitators at 
three different sites led a trial of non-clinical 
healthy participant groups to practice their newly 
learned skills. After training facilitators to deliver 
the intervention, participants with TBI were 
recruited and assessed for the RCT at all sites. To 
be included in the study, participants had to show 
evidence of depression symptoms, indicated by a 
score of 16 or higher on the BDI-II. The time since 
injury for participants was an average of 4 years 
[ 74 ]. In a parallel group analysis, a greater reduc-
tion in the total score on the BDI-II was found for 
the MBCT intervention group compared to the 
waitlist control group ( F  = 4.99,  p  = .029) with a 
medium effect size (Cohen’s  d  = 0.56). When we 
examined data from participants 3 months after 
the end of the intervention (data were also col-
lected from controls after they crossed over and 
received the intervention), a reduction in  depres-
sion   symptoms on all measures was observed 
( ps  < .001), including the BDI-II, PHQ-9 and the 
depression subscale of the SCL-90. Both the 
 Philadelphia Mindfulness Scale (PHLMS)   and the 
 Toronto Mindfulness Scale (TMS)   were used to 
examine change in mindfulness. While changes 
were in the expected direction, none achieved sta-
tistical signifi cance ( p  > .05). 

 To return to the case example, Mary was hope-
ful when she came across a recruitment advertise-
ment in her local newspaper looking for people 
with TBI-related depression symptoms to partici-
pate in a program called  Mindfulness- Based 
Cognitive Therapy  . It had been 6 months since the 
injury and she was still experiencing sadness and 
negativity, so she thought she would give it a try. 
Some of the questions on the  initial   question-
naires that the researchers asked her to complete 
surprised Mary as she could relate to many of 
them (e.g. ‘I can’t get pleasure from the things I 
used to enjoy’). Mary was encouraged during the 
fi rst part of the program as she was instructed to 
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merely see her thoughts as thoughts (negative or 
positive) and let them pass by. She was also 
amazed that other people in the group had also 
been having similar negative thoughts, and more 
so, that these thoughts are common after TBI. 

 Mary committed to completing each week’s 
meditation practices and found the 10-min sitting 
meditation and mindful stretching particularly 
helpful. As the course went on, she found that it 
was easier to observe when she started ruminat-
ing about a negative thought or feeling she was 
having and come back to what she was doing 
(e.g. focusing on the breath or completing a task 
at work).  Not   being so caught up with trying to 
fi gure out her sadness allowed her to be present 
throughout her day, and gradually Mary realized 
that the thoughts had less infl uence on how she 
was feeling. Close to the completion of the 
course, she noticed she had more motivation to 
partake in activities after work and that she was 
enjoying them as she used to before her brain 
injury. The researchers contacted Mary 3 months 
after she completed the course to have her fi ll out 
more questionnaires. She had kept up with her 
10-min meditation practice 3–4 times a week and 
was feeling grateful for the positive effects the 
mindfulness practices were having on her mood, 
wellbeing and quality of life.  

    Clinical Signifi cance of Mindfulness 
for Depression after TBI 

 The signifi cant fi ndings  from   our three studies 
[ 47 , 68 , 74 ] provide strong support for the use of 
mindfulness interventions to improve depression 
symptoms after TBI. Statistically signifi cant dif-
ferences based on group data, however, do not 
always translate into meaningful differences in 
clinical applications, nor do they provide informa-
tion about treatment response variability within 
the sample [ 75 , 76 ]. Accordingly, we developed a 
three-criterion standard based on well-established 
measures (reliable change, severity change and 
fi ve-point change) to assess clinically signifi cant 
change in BDI-II scores for each individual who 
completed a mindfulness intervention in our three 
previous studies (including  participants   in the 

waitlist control group  in   the RCT who later 
crossed-over and partook in the intervention) [ 77 ]. 
Reliable change is calculated using a standard for-
mula to determine whether the extent of change in 
each individual’s pre-to-post intervention score is 
more than fl uctuations of an imprecise measuring 
tool [ 75 ]. Five-point change, or minimally impor-
tant clinical difference, determines if pre- to post- 
treatment scores changed by at least fi ve points 
[ 78 , 79 ]. Severity change indicates whether each 
individual’s pre- to post-treatment scores differ 
according to BDI-II severity cut-offs along a 
depression symptom continuum [ 50 , 80 ]. We pre-
dicted that the majority of the total participants 
with TBI ( N  = 90) who partook in a mindfulness 
intervention in one of our three studies would have 
BDI-II scores that improved according to the 
three-criterion standard for clinical signifi cance. 

 Results indicated that 50 % of participants 
(45/90) met all three criteria: BDI-II scores reliably 
improved by at least fi ve points into a lesser severe 
symptom category post-intervention [ 77 ]. 
Importantly, none of the participants had BDI-II 
scores that deteriorated and the remaining 50 % had 
scores that did not change. Future research could 
benefi t from exploring individual characteristics in 
people with TBI to help determine factors related 
to treatment response (e.g. age, sex, time since 
injury, cognitive ability). These results, however, 
do not rule out that the clinically signifi cant 
improvement was due to factors unrelated to the 
mindfulness intervention (i.e. results are based on 
pre- to post-treatment data). Thus, separate analy-
ses were conducted on participant data from the 
RCT only. Results revealed that the majority of 
participants had BDI-II scores that improved in the 
treatment group, 20/38 (53 %), compared to a 
 minority   in the waitlist control group, 13/38 (34 %). 
Notably, none of the participants in the treatment 
group had BDI-II scores that deteriorated com-
pared to 5/38 (13 %) participants in the control 
group. That 34 % of participants in the control 
group experienced an improvement in depression 
indicates that factors unrelated to the mindfulness 
interventions may also positively affect depression 
symptoms, although not to the same extent  as 
  observed in the treatment group, and attests to the 
importance of conducting controlled trials. 
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 Combined data from the three studies show, as 
would be expected, that each determinant of clin-
ical signifi cance used individually was less con-
servative than the three-criterion standard. 
Starting with reliable change, 71 % (64/90) of 
participants had BDI-II scores that improved, 
indicating that almost three-fourth of participants 
had change that was above and beyond variations 
of an imprecise measuring tool [ 75 ]. This propor-
tion is similar to previous reports of group inter-
ventions for people with depression in non-TBI 
samples. For example, reliable improvement in 
depression symptoms was reported after cogni-
tive therapy in 64 % of participants [ 81 ] and after 
acceptance and commitment therapy in 58 % of 
participants (treatment as usual, [ 82 ]). In this 
study, 54 % of participants (49/90) had scores 
that improved by at least fi ve points and 58 % 
(52/90) of participants had BDI-II scores that 
improved by at least one symptom severity cate-
gory. A recent study reported similar results 
using both of these criteria in a non-TBI popula-
tion: 54 % of participants with depression showed 
improved symptoms by at least fi ve points into a 
lesser  severe   category on the PHQ-9 after cogni-
tive behavioural therapy ([ 83 ]). These fi ndings 
suggest that mindfulness interventions for 
depression may benefi t a similar proportion of 
people with TBI as cognitive therapy does for 
depression in non-TBI populations.  

    Mechanisms for Change after MBCT 

 Results from the non-clinical participant sample 
who completed the MBCT intervention during 
 the   facilitator training phase of our RCT [ 73 ] pro-
vided some insight into mechanisms underlying 
MBCT-related change [ 84 ]. Self-reported state 
(Toronto Mindfulness Scale;  TMS  ; [ 85 ]) and 
trait mindfulness (Philadelphia Mindfulness 
Scale;  PHLMS  ; [ 86 ]) measures were compared 
with self-reported psychological symptoms 
( Global Severity Index   and the Positive Symptom 
Total of the Symptom Checklist-90-Revised; 
SLC-90- R  ; [ 72 ]). Pre- to post-intervention symp-
tom reductions on the Global Severity Index of 
the SLC-90-R were signifi cantly associated with 
higher baseline scores on the curiosity subscale 

of the TMS (state mindfulness),  r  (26) = −.49, 
 p  = .008, and an increased pre- to post- intervention 
scores on the acceptance subscale of the PHLMS 
(trait mindfulness),  r  (26) = −.46,  p  = .015 [ 84 ]. 
These results suggest that the higher the individ-
uals’ ability to refl ect on their immediate experi-
ences with mindful curiosity prior to MBCT, the 
greater the  reduction   in overall psychological 
distress reported after MBCT. Also, as individu-
als’ increase their ability to accept mental events 
without ruminating or suppressing them (accep-
tance subscale of PHLMS) pre- to post-MBCT, 
they report a corresponding reduction in overall 
psychological distress. 

 These associations found in our research with 
healthy individuals are in line with previous 
research examining state and trait mindfulness 
qualities. For example, scores on the acceptance 
subscale of the  PHLMS   were negatively related to 
anxiety and depression symptoms and positively 
associated with happiness and quality of life in 
student samples [ 86 ]. Also, increased state mind-
fulness (as measured by the  Mindfulness 
Awareness Attention Scale  ) after MBSR was neg-
atively related to self-reported medical symptoms, 
depression and anxiety [ 87 ]. Thus, higher levels of 
both state (e.g. curiosity) and trait mindfulness 
(e.g. acceptance) may be important contributors to 
the improvement in psychological symptoms 
reported after mindfulness interventions. Similar 
fi ndings have also been reported in people with 
recurrent depression after MBCT. Individuals with 
higher levels of mindfulness (e.g. accepting with-
out judgment and acting with awareness) or capac-
ity for self-compassion after MBCT had lower 
rates of depression over a year later [ 88 ] and 
reduced depression scores at 6-month follow-up 
[ 89 ]. Further research supported these fi ndings 
and added that the ability to acknowledge negative 
affect without becoming overwhelmed by it is a 
skill learned after MBCT that may protect patients 
from future depression [ 90 , 91 ]. 

 The improvement in depression symptoms 
after MBCT in people with TBI may also be 
related to increases in mindfulness and self- 
compassion, but to our knowledge, this possibility 
has yet to be  empirically   investigated. We did not 
fi nd an improvement in mindfulness pre- to post-
intervention in our RCT using the TMS or PHLMS 
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[ 74 ], which may be a result of the scales not cap-
turing the true facets of mindfulness, or perhaps 
not being as responsive to change as the 
BDI-II. Still, we are interested in further examin-
ing the potential association between improve-
ments in mindfulness and depression pre- to 
post-intervention. Future research could also 
examine such mechanisms of change after MBCT, 
as well as examine neural changes in this popula-
tion. For example, research shows that increases in 
the size of brain areas responsible for attentional 
and sensory processing (i.e. prefrontal cortex and 
right anterior insula) are signifi cantly thicker in 
meditators than non-meditators, especially in 
those who practiced regularly and those with 
greater experience [ 92 ]. Evidence also indicates 
that brain areas responsible for emotional learning, 
memory and self-related processing are thicker in 
participants after MBSR compared to a waitlist 
control group ([ 93 ] from MBCT manual). 

 In addition to these structural changes, func-
tional neural changes have also been documented. 
For instance, using  functional magnetic resonance 
imaging (fMRI)   during a mental task, two distinct 
 forms   of self-awareness (narrative and experien-
tial modes) have been found to uncouple through 
mindfulness training. In particular, the neural 
activity in brain areas responsible for maintaining 
attention on body experience was found to increase 
(experiential mode), while the areas responsible 
for automatically activating ‘stories’ about the self 
decreased (narrative mode; [ 94 ]). Also, after 
MBSR training, participants had less neural reac-
tivity to sadness provocation than participants who 
had not undergone the training [ 95 ]. That similar 
neural mechanisms underlie the improvement in 
depression symptoms after MBCT for people with 
TBI has yet to be elucidated.   

    Practical Considerations of MBCT 
for Traumatic Brain Injury 

    Patient Selection 

 For both our  MBCT   pilot study [ 68 ] and multi- site 
RCT [ 74 ], participants were recruited through 
local outpatient programs/clinics for individuals 

with neurological injury and rehabilitation, media 
coverage, and through family physicians, psychol-
ogists, chiropractors and nurses. Participants were 
all 18 years of age or older, were required to speak 
and read English, and had completed standard 
treatments for their injury. Participants on antide-
pressants and other medications (e.g. pain- and 
anxiety-related medication) were permitted to par-
ticipate in the study. Participants were excluded if 
they had a major concurrent mental illness, sub-
stance abuse, or suicide ideation. Participants’ data 
were included in the analyses if they completed 
the MBCT intervention, as well as the pre- and 
post-treatment assessment sessions (to provide a 
realistic estimate of the actual effect of the inter-
vention, if it were offered in a typical clinical set-
ting, all participants who provided outcome data 
were included regardless of their attendance to the 
weekly sessions). In order to be included in the 
study, participants must have undergone standard 
treatments for the injury. Time since injury was not 
included in the inclusion/ exclusion   criteria, which 
is a factor that could be controlled for in future 
research (e.g. is there an optimal time post-TBI to 
receive MBCT?) Also, future research could docu-
ment TBI severity and determine if it is related to 
treatment response.  

    Home Practice 

 While an essential element of mindfulness inter-
ventions, to our knowledge, the effect of home 
practice on treatment-related outcomes has not 
yet been empirically investigated for people with 
TBI  after   partaking in MBCT. In general, docu-
menting adherence to home practice has been 
minimal in the mindfulness literature. For exam-
ple, one review examined 98 articles that studied 
the effects of mindfulness-focused group inter-
ventions on various outcome measures [ 96 ]. Of 
these articles, 24 articles related amount of home 
practice to study outcomes and the methods by 
which practice amounts were measured and 
reported varied greatly. For example, daily 
between-session practice amounts were reported 
for 11 articles (mean = 31.8 min per day; 
range = 5–58 min), weekly amounts of practice 

4 Mindfulness-Based Cognitive Therapy Improves Depression Symptoms After Traumatic Brain Injury



40

for two articles (55.9 and 84 min, respectively), 
and mean total practice of whole program for 
three articles (5.3, 15.8, and 30.3 h, respectively). 
Of the 24 articles, 13 demonstrated at least partial 
support for the predicted relationship between 
home practice and clinical outcomes, and 11 did 
not fi nd the expected associations. Of those that 
did fi nd some support, the amount of home prac-
tice was positively related to improved mood, 
mindfulness, wellbeing,    happiness and coping; 
and negatively related to stress, anxiety, depres-
sion and rumination [ 96 ]. 

 A recent study provided evidence for the impor-
tance of the quality of home practice on clinical 
outcomes for participants enrolled in MBSR (i.e. 
how participants attend to the present moment, 
along with their degree of openness to whatever 
arises). Using a newly created measure,  Practice 
Quality-Mindfulness  , Del Re et al. [ 97 ] suggested 
that higher practice quality during MBSR may 
lead to greater improvements in psychological 
symptoms after the intervention (overall score on 
the Depression, Anxiety and Stress Scale;  DASS  ). 
Also, Snippe et al. [ 98 ] reported that, over the 
course of an MBSR program, daily mindfulness 
home practice during the day predicted increases 
in mindfulness, which was followed by improve-
ments in both positive (liveliness and cheerful-
ness) and negative (anger, fatigue or tension) affect 
for at least one day. These studies provide some 
support for the benefi ts that practicing meditation 
at home can have on mood while participating in a 
mindfulness program. 

 Although we did not formally record partici-
pants’ home practice, its importance was recog-
nized in our research group’s adaptation of 
MBCT for TBI. In particular, all participants 
were provided with supplementary handouts to 
assist with home practice (e.g., Standing 
Mindful Movement Ideas). Also, ‘new learn-
ing’ forms were provided and discussed each 
session to address potential issues with home 
practice (e.g. ‘Are you committing yourself to 
the practice in the ways that you would like?’ 
and ‘What do you need to do to commit more to 
the practice?’). Future mindfulness research 
would benefi t by having participants with  TBI 
  record the type, frequency, duration and/or 

quality of home practice during MBCT to 
assess if practice is related to the extent of 
depression symptom reduction.  

    Facilitator Training 

 Crane and colleagues [ 99 ] outlined training 
stages for MBCT instructors beginning with 
foundational training and  progressing   to basic 
and advanced teacher training. Basic teacher 
training contains similar components to the fi rst 
year of our RCT (e.g. relevant clinical back-
ground, participating in MBCT teacher training). 
These guidelines include participation in a mind-
fulness program and teacher training, profes-
sional training in mental or physical healthcare, 
knowledge and experience with the population 
that the course will be delivered to, as well as on- 
going commitment to continued development 
(e.g. personal meditation practice, regular super-
vision by an experienced mindfulness teacher, 
further training). 

 The fi rst year of our RCT [ 74 ] was devoted to 
training clinicians [ 73 ]. The training began with 
a 2-day retreat to introduce mindfulness. This 
was then followed up with bi-weekly  telecon-
ferences   and mentorship from an experienced 
instructor and support from other facilitators 
within the group. During this period, the facili-
tators were supported in the development of 
their own personal mindfulness practice. All 
facilitators attended a 5-day MBCT teacher 
training program run by the University of 
California San Diego Centre for Mindfulness. 
Next, the  RCT   culminated with trialling the 
intervention with ‘healthy’ participants (e.g. 
friends, family and colleagues). Sessions from 
this trial were recorded and assessed by an 
external reviewer experienced in the delivery of 
MBCT. The reviewer provided written qualita-
tive feedback as well as conducting teleconfer-
ences with the each of the facilitators. Written 
comments from the reviewer were integrated 
into on-going, bi-weekly meetings to maximize 
support provided to the facilitators. These meet-
ings continued for the duration of the RCT to 
support the facilitators.   
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    Summary/Conclusions 

 The research conducted by our team over the past 
decade has led to results that are promising for 
people experiencing symptoms of depression 
after TBI. The strongest evidence to date is that 
MBCT adapted for individuals with TBI resulted 
in signifi cant improvements in depression symp-
toms to an extent that was clinically meaningful 
for half of those who took the interventions. For 
those who did not show clinical improvement, it 
is possible that MBCT may have delayed or pre-
vented depression symptoms from deteriorating 
overtime if left untreated. 

 Future research could benefi t from exploring 
individual characteristics in people with TBI to 
help determine factors related to treatment 
response (e.g. age, sex, time since injury, severity 
of TBI, cognitive ability). 

 Treatment adherence is another important fac-
tor that would help to understand individual 
symptom changes during and  after   MBCT. For 
example, participants could record the type, fre-
quency, duration and/or quality of home practice 
during MBCT to assess if it is related to the 
extent of depression symptom reduction. Further 
investigations could also examine mechanisms of 
change after MBCT (e.g. mindfulness and self- 
compassion), as well as the neural changes in this 
population. That similar neural mechanisms 
underlie the improvement in depression observed 
in people with recurrent depression after MBCT 
has yet to be elucidated for people with TBI. 

 Targeting depression after TBI using gold 
standard RCT methodology is crucial as depres-
sion may be the best predictor of psychosocial 
adjustment long after injury. Also, death  by   sui-
cide is much higher after TBI compared to the 
general population. Improving depression symp-
toms through MBCT may be the fi rst step at tar-
geting the complex emotional sequela after 
TBI. MBCT may also enhance overall quality of 
life after TBI and improve the ability to partake 
in activities of daily living. Determining if mind-
fulness training could boost the gains achieved 
with other forms of interventions typically used 
after TBI may be the next logical step.     
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          A Clinical Case 

 Jane was a 50-year-old married woman with two 
children. She had recently been diagnosed with 
early-stage  ovarian   cancer. Her cancer treatment 
comprised hysterectomy, oophorectomy, and 
chemotherapy. Her intention for attending the 
mindfulness-based cognitive therapy (MBCT) 
program was to learn to live in the moment. 
Referring to the cancer, she said “I will beat this. 
I will live.” In the fi rst stage of the program, Jane 
spoke about how she tended to keep busy and 
noticed that she was not in the present very 
often. She said “I have noticed this week that I 
sit with my family for dinner every night and for 
as long as I can remember, I have quickly fi n-
ished eating, without hearing the conversation or 
even seeing my family, always in a rush to get 
things done before bed.” She began to realize 

how her “leaning” forward in life was depriving 
her and her family of the present. By midway in 
the program, Jane was able to see that she had 
been feeling “out of control” since her diagnosis 
and that she had made herself busy as a way of 
coping. She realized that this busyness was mak-
ing her feel lonely and more stressed. Jane had 
noticed that her body was tense all the time and 
she wanted things to be different, calmer. As 
Jane began to slow down, she realized that she 
had been fi ghting against the idea of having can-
cer. She decided to try to allow the cancer to “be 
there” and to put her energy into her relation-
ships instead. At the end of the program, Jane 
reported feeling more grounded and more con-
nected to herself and to those around her.  

    Theoretical Rationale of MBCT 
in  Oncology Settings   

 It is well established that the diagnosis and 
treatment of cancer are associated with sub-
stantial challenges to quality of life (QOL) and 
high rates of  psychological distress   [ 1 ,  2 ]. As 
survival rates continue to improve and more 
cancer patients are living longer, identifying 
effective, cost-effi cient psychosocial interven-
tions for individuals with cancer is increas-
ingly important. Group-based meditative 
practices such as mindfulness-based stress 
reduction (MBSR) and MBCT, which employ 
training in mindfulness skills are increasingly 
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popular in oncology settings and their 
 effectiveness is supported by a burgeoning 
empirical evidence base [ 3 ]. There are several 
aspects of the cancer experience that are well- 
suited to a mindfulness-based approach. This 
is described in a recent review by Carlson [ 4 ] 
who notes that loss of control, uncertainty, and 
constant change are often the most challenging 
aspects of coping with cancer and that attempts 
to negotiate these diffi culties with problem-
focused coping strategies are likely to be 
unsuccessful. Instead,  emotion-focused strate-
gies   are needed to manage the existential chal-
lenges of a cancer diagnosis and this is where 
mindfulness approaches are particularly use-
ful. With its focus on present moment aware-
ness, self-compassion, acceptance, and turning 
toward rather than away from painful emo-
tional experiences, mindfulness training may 
be an antidote to worrying about the future that 
is commonly experienced by individuals with 
cancer. The development of equanimity 
through mindfulness practice may directly tar-
get the reactive processes that can cause and 
worsen psychological distress [ 5 ]. It is noted 
that acceptance in this context does not mean 
“giving up” or declining treatment; instead, it 
is an acknowledgement of the reality and inev-
itability of loss and change that allows one to 
live more fully in the present [ 4 ]. This concept 
is illustrated in the following case vignette 
from the group MBCT program. 

 Stella had avoided looking at her chest and 
breasts since her lumpectomy 2 years ago for 
early-stage breast cancer. She was aware of nega-
tive thoughts she had about her body and labeling 
her breasts as “damaged” and “not whole.” 
Through the use of  body scan meditation  , Stella 
learned how to be present with her physical expe-
rience and became more compassionate toward 
herself and her body. By the fourth session, Stella 
was no longer avoiding her chest during her daily 
body scan mediation and was using the breath to 
help her make room for diffi cult emotions that 
arose during meditation. She told the group “I 
now feel that I can be present with my body, my 
 whole  body, the way it is without struggling to 
avoid reminders of what I went through.” 

    MBSR or  MBCT  ? 

 Most empirical data in the oncology setting con-
cern MBSR, a systematic 8-week mindfulness 
program shown to improve mood, sleep, stress, 
and physical wellbeing [ 3 ,  6 – 9 ]. Much less is 
known about the potential benefi ts to cancer 
patients of MBCT, which is a relatively recent 
refi nement of MBSR that specifi cally targets the 
cognitive processes associated with relapse to 
 depression   [ 10 ]. Like MBSR, MBCT emphasizes 
daily mindfulness meditation as a key compo-
nent, is facilitated through eight weekly sessions 
of 2 h duration, and routinely offers a full-day 
session of meditation practice in the later stages 
of the program [ 10 ,  11 ]. MBCT and MBSR also 
share an attitudinal framework of kindness, curi-
osity, and willingness to be present. 

 Although the evidence for MBSR in  oncology 
settings   is excellent and MBSR and MBCT are 
clearly very similar, our belief is that MBCT dif-
fers in a number of ways that make it more appro-
priate for individuals with cancer. For instance, 
whilst MBSR is routinely offered to large groups 
of individuals with mixed presentations (e.g., 
cancer, arthritis, chronic pain, diabetes), MBCT 
is offered to small groups of up to 12 participants 
and tends to have participants with a presenting 
issue in common (e.g., type of cancer). The 
smaller group allows more time for  each   partici-
pant and therefore a deeper holding experience 
for each participant and a greater opportunity to 
tailor the intervention for individual experiences. 
The small group size also offers containment of 
the often high level of suffering in this popula-
tion. The provision of generous inquiry time for 
each participant may be especially valuable as 
individuals with cancer often report not having 
other places in which to express and share their 
experience with such honesty. By limiting the 
group membership to individuals with a shared 
presenting issue (in this instance, to women with 
breast and gynecologic cancer), specifi c formula-
tions of the utility of mindfulness can be explored. 

 Another difference between MBSR and 
MBCT is that in the middle weeks of the MBCT 
program, participants are trained in using mind-
fulness to work with diffi culties by suspending 
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the meditation practice, encouraging thought 
about a current challenge and then resuming the 
meditation with guidance to work with any reac-
tions. These exercises are practical training in 
applying mindfulness to challenging experiences. 
Undoubtedly, the central difference between 
MBSR and MBCT is the explicit focus on cogni-
tion within the latter: early in the program partici-
pants are provided with  psycho- education   on the 
association between thoughts and mood and the 
link between cognition and functioning is empha-
sized throughout. Participants learn how to recog-
nize patterns of rumination; repetitive, passive 
thinking or brooding about aspects of negative 
experience without taking action to remedy the 
situation [ 12 ]. The specifi c focus on rumination 
and the signifi cance of one’s relationship to com-
mon thinking themes is especially useful in 
addressing the high level of psychological dis-
tress in this population, and can assist in alleviat-
ing or even preventing ongoing distress. Other 
differences between MBSR and MBCT are that 
the latter includes instruction in a short meditation 
practice (the 3 min breathing space), which is par-
ticularly benefi cial as it makes mindfulness train-
ing “portable”; options for skilful action (e.g., 
nourishing activities), and relapse prevention 
(identifying signs of relapse and action planning) 
[ 10 ], both of  which   have an existential value for 
this population who can be re-evaluating their 
identity. Essentially, MBCT offers an integration 
of MBSR and  cognitive therapy   in a more inti-
mate, supported group environment.  

    Evidence for MBCT in Oncology 
Settings 

 As noted above, the vast majority of literature 
relating to mindfulness in oncology settings per-
tains to MBSR. Existing publications of MBCT 
in oncology settings are limited but encouraging 
[ 13 – 17 ]. In 2010, the fi rst randomized controlled 
trial ( RCT  ) of MBCT in individuals with cancer 
reported signifi cant improvements in distress, 
 depression  , and  anxiety   with gains maintained 3 
months post-intervention in this group of mixed 
diagnosis patients [ 15 ]. Subsequently, two other 
RCTs have been published, one showing 
improvement in chronic fatigue and wellbeing in 

a mixed diagnosis sample [ 17 ] and the other, a 
brief mindfulness-based cognitive behavioral 
intervention, reporting improved sexual response 
in women with gynecologic cancer [ 18 ]. At least 
one large RCT of MBCT to improve psychologi-
cal wellbeing among individuals with cancer is 
currently underway [ 19 ]. Finally, two small pilot 
studies, one of 12 men with prostate cancer [ 14 ] 
and the other of 16 patients with mixed diagnoses 
[ 16 ] showed signifi cant improvements in anxiety 
[ 14 ,  16 ], mindfulness [ 14 ,  16 ], avoidance [ 14 ], 
and depression [ 16 ], with gains maintained 3 
months after the completion of treatment.  

    MBCT for Women with Breast 
and Gynecologic Cancer: A Pilot 
Study of Effectiveness and Feasibility 

 Together, breast and gynecologic cancers account 
for the majority of cancer diagnoses in Australian 
women [ 20 ]. Evidence shows that the experience 
of these conditions, which may include disfi guring 
and painful treatments, is associated with signifi -
cant negative changes in  bodily functional ability   
and QOL [ 21 ]. For many women, psychological 
distress may be chronic and protracted [ 22 – 24 ]. A 
program like MBCT that teaches independent cop-
ing and emotion regulation skills such as those 
outlined above may be an effective and cost-effi -
cient intervention for this population. 

 Our centre, a tertiary women’s hospital in met-
ropolitan Australia, provides services to women 
with breast and gynecologic cancer. It was in this 
setting that we investigated the effectiveness and 
acceptability of MBCT with a view to possible 
inclusion of the program in routine clinical care 
[ 25 ]. It was of particular interest to us to facilitate 
MBCT groups that included women with both 
types of cancer diagnosis, at all stages of disease 
and recovery ranging from newly diagnosed to 
palliative, and with varying levels of psychologi-
cal distress (excluding serious mental illness such 
as psychosis and mania). Our clinical experience 
has shown that attempts to coordinate group-
based psychosocial interventions stratifi ed by 
tumor stream, disease severity, and distress levels 
are both unwieldy and ineffi cient, and impractical 
for routine care. As such, we purposefully set out 
with generous inclusion criteria. 
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 MBCT was designed to target unhelpful rela-
tionships to thoughts (such as rumination). Given 
that the development and maintenance of psycho-
logical distress can be signifi cantly attributed to 
 ruminative processes   [ 5 ] and MBCT has been 
shown to decrease rumination [ 26 ,  27 ], the pri-
mary hypotheses were that the MBCT interven-
tion would be associated with improvements in 
distress and QOL. As secondary outcomes, it was 
hypothesized that MBCT would be associated 
with positive changes in mindfulness and post-
traumatic growth (also known as benefi t fi nding).  

    Recruitment and Sample 
Characteristics 

 English speaking women, aged 18 years or older 
with a diagnosis (new or recurrent) of breast or 
gynecologic cancer for which treatment or active 
follow-up was currently being received, were 
recruited. Recruitment outcomes and study par-
ticipation are depicted in Fig.  5.1  and are described 
elsewhere [ 25 ]. In total, 42 women (84 % of 
attendees) completed the MBCT program (i.e., 
attended at least six of the eight sessions, or 75 %) 
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n =105
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No transport
n=4

Not
convenient

n=8

Not
interested

n=10

Child care
commitments

n=2

Working
commitments

n=3

Medical
treatment
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n=2

Ineligible
n=23

Consented
n=53

Did not
attend n=3

Attended
briefly
n=8

Attended
two sessions

n=5

Attended
one session

n=3

Completed
program

n=42

Complete
data n=36

  Fig. 5.1    Recruitment and study participation fl ow dia-
gram for the MBCT pilot intervention. Figure reproduced 
with permission from Springer. Original source: 
Mindfulness-based cognitive group therapy for women 
with breast and gynecologic cancer: a pilot study to deter-

mine effectiveness and feasibility. Authors: Lesley 
Stafford, Elizabeth Foley, Fiona Judd, Penny Gibson, 
Litza Kiropoulos, Jeremy Couper. Supportive Care in 
Cancer, November 2013, Volume 21, Issue 11, 
pp3009–3019       

 

L. Stafford et al.



51

among whom 30 (71 %) had a diagnosis of breast 
cancer and 12 (29 %) had gynecologic cancer 
( n  = 1 cervical,  n  = 6 ovarian,  n  = 1 vaginal,  n  = 3 
endometrial). Ten women (24 %) had recurrent 
cancer. Median and mean (SD) time since cancer 
diagnosis were 33.1 weeks and 48.2 (47.0) weeks, 
respectively with a range from 5.9 to 236.0 weeks. 
At the time of commencing the program, 11 (26 %) 
women were undergoing chemotherapy, 9 (21 %) 
were having radiotherapy, 12 (29 %) were having 
endocrine treatment, and 9 (21 %) were receiving 
targeted therapy. Mean (SD) age of participants 
was 50.15 (10.0) years with a range from 31 to 66 
years. A total of 38 (90 %) women lived in the met-
ropolitan area, 24 (57 %) were employed in some 
capacity, 26 (62 %) were married or cohabiting, 25 
(60 %) had educational qualifi cations beyond sec-
ondary schooling, 9 (21 %) lived alone, 26 (57 %) 
reported a past history of  anxiet  y or depression, 
and 23 (55 %) were receiving treatment for anxiety 
or  depression   at the time of commencing the inter-
vention. Of the 42 women who completed the pro-
gram, complete data were available for 36 ( n  = 1 
deceased,  n  = 5 did not return all questionnaires).

       Measures 

 Participants completed validated self-report assess-
ments at three times over the course of the study: 
prior to the start of the MBCT program (T1), imme-
diately after completion of the program (T2) and 
then 3 months subsequently (T3). Distress was 
measured with the 21-item Depression, Anxiety, 
Stress Scale short form (DASS-21) [ 28 ].  QOL   was 
measured with the Functional Assessment of 
Cancer Therapy- General (FACT-G) [ 29 ], a 28-item 
self-report  measure   comprising subscales relating 
to physical, social, emotional, and functional well-
being. Mindfulness was measured with the 14-item 
Freiburg Mindfulness Inventory (FMI) [ 30 ]. 
Posttraumatic growth was measured with the Post-
Traumatic Growth Inventory (PTGI) [ 31 ], a 21-item 
scale measuring positive changes and benefi t fi nd-
ing following traumatic events (i.e., cancer). On all 
measures except the DASS-21, higher scores denote 
better outcome. Self-report measures at T2 included 
questions about the relative acceptability and  benefi t 

of specifi c components of the program and the pro-
gram overall. At T3, participants were asked about 
the extent to which mindfulness practice had been 
maintained and to comment on factors that infl u-
ence the frequency of mindfulness practice. Women 
were also asked to comment on the experience of 
participating in a group with women of varying 
degrees of illness.  

    Data Analysis 

 Data were analyzed using repeated-measures 
 ANOVA      and pairwise comparisons with 
Bonferroni adjustment were used to examine dif-
ferences between each time point. Since we pur-
posively recruited women from two diagnostic 
groups and were inclusive with regard to physical 
and psychological status at study entry, we inves-
tigated variations in outcome of these variables. 
To examine variations in outcomes based on can-
cer diagnosis and psychological status, tumor 
stream (breast vs gynecologic) and receipt of cur-
rent formal mental health treatment (receiving 
treatment vs not) were used as a between- subjects 
factors, respectively. To determine the effect of 
physical health on outcomes, a median split of the 
Physical Wellbeing subscale (which includes 
 items   relating to nausea, energy, pain, treatment 
side effects, needing to spend time in bed and 
being able to meet family needs) of the  FACT-G   
at T1 was performed and entered as a between-
subjects factor. This analysis was not performed 
for the repeated-measures  ANOVA   of QOL as 
measured by the  FACT-G   total score because this 
total score is an aggregate score of,  inter alia , the 
Physical Wellbeing Score. Cross- sectional asso-
ciations between mindfulness and other outcomes 
were analyzed with simple bivariate correlations.   

    Modifi cations of MBCT for Women 
with Breast and Gynecologic 
Cancers 

 Treatment was based on the original MBCT 
manual that had been previously modifi ed for use 
in oncology settings by the third author [ 15 ]. 
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These modifi cations included the replacement of 
depression-specifi c parts of the manual (in ses-
sions 2, 4, and 6) with those relevant for cancer, 
by including instructions for working with 
treatment- related discomfort during meditation 
and allowing discussion of current existential 
issues raised by the participants (e.g., grief and 
loss, identity changes, suffering, and death 
issues). As in the original MBCT program, the 
intervention involved intensive training in mind-
fulness meditation, the provision of theoretical 
material and extensive group discussion; and the 
program was delivered across 8 weeks in 2-h ses-
sions. Sessions were delivered by two facilitators 
with experience in oncology, personal, long-term 
meditation practice, and professional training in 
MBCT. Facilitators received weekly clinical 
supervision. Participants were provided with a 
workbook summarizing each weekly session, a 
copy of Jon Kabat-Zinn’s book,  Full Catastrophe 
Living  [ 11 ], which discusses the main themes of 
the MBSR/MBCT program and two meditation 
CDs with 40 min recordings of classic mindful-
ness meditations (i.e., the body scan, a moving 
meditation, and a mixed mindfulness practice). 
Daily homework of up to 1 h of mindfulness 
meditation was recommended. Home practice 
also included optional reading and periodic cog-
nitive and behavioral exercises. An optional 
(health permitting) extended mindfulness prac-
tice session of 6 h of meditation was offered 
between weeks 6 and 7 of the program. Table  5.1  
shows an overview of MBCT for individuals 
with cancer, outlining the main themes of each 
session as well the home practice component.

       A Participant’s Experience 
of the MBCT Program 

 Theresa was a middle-aged married mother of 
three adult children. She had been diagnosed 
with invasive  ductal carcinoma   of the left breast 
and had undergone a mastectomy followed by 
chemotherapy. During the group program, 
Theresa described a pattern of rushing in and try-
ing to fi x relationship problems between her chil-
dren. She felt unable to sit with unpleasant 

emotions or the experience of discomfort in her 
body that was created by disharmony within her 
family. Through regularly practicing body scan 
mediation, Theresa became more aware of when 
she was present and connected with her body and 
when she was reacting to discomfort through dis-
traction and “keeping busy.” In session we prac-
ticed Moving Meditation as a group and this was 
a powerful experience for Theresa. She reported 
“feeling as if my mind is in my feet” and for the 
fi rst time felt present with the motion of walking 
and the sensations in her feet as she took each 
step. Over time, Theresa was able to become 
more connected with her body in the present 
moment. She noticed that she could make space 
for unpleasant bodily sensations when her chil-
dren had disagreements without feeling the 
urgency to orchestrate a quick resolution. To her 
surprise, her children started to work through 
problems on their own and her time with them 
became much more enjoyable.  

    Evidence of MBCT for Women 
with Breast and Gynecologic 
Cancers 

     Distress  ,  QOL  ,  Mindfulness  , 
and  Posttraumatic Growth   

 The results from the pilot intervention confi rmed 
our hypotheses and provided further support for 
the use of MBCT in oncology settings. Results 
of the repeated-measures  ANOVA  s including 
means, F, and effect sizes for the primary and 
secondary outcomes are shown in Table  5.2 . 
There were signifi cant improvements in distress 
over time. Pairwise comparisons showed signifi -
cant differences between T1 and T2 ( P  = .007) 
scores as well as T1 and T3 scores ( P  = .001). 
QOL scores also signifi cantly improved over 
time with pairwise comparisons showing 
improvements between T1 and T3 ( P  = .003) and 
T2 and T3 ( P  = .038). There were signifi cant 
changes in mindfulness and posttraumatic 
growth over time (Table  5.2 ). Pairwise compari-
son showed that mindfulness scores improved 
signifi cantly from T1 to T2 ( P  < .001) and also 
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     Table 5.2    Results of repeated-measures  ANOVA  s showing means, F, and effect sizes for primary and secondary out-
come variables in the MBCT pilot intervention   

 Outcome 
variable 

 T1 
 Pre-MBCT a  
 M (SD) 

 T2 
 Post-MBCT 
 M (SD) 

 T3 
 3 Months 
Post-MBCT 
 M (SD)  F  P 

 Effect size 
(partial eta 
squared) 

 DASS-21 b   38.22 (19.47)  28.33 (17.96)  24.22 (22.60)  10.95  <.001  .238 

 FACT-G c   65.81 (17.15)  70.30 (16.32)  74.80 (17.46)  9.0  .001  .204 

 FMI d   40.0 (7.33)  46.76 (6.39)  46.15 (7.03)  18.23  <.001  .363 

 PTGI e   53.50 (22.31)  68.22 (16.16)  62.08 (22.75)  11.24  <.001  .243 

   a Mindfulness-based cognitive therapy 
  b Depression anxiety stress scale short form 
  c Functional assessment of cancer therapy-general 
  d Freiburg mindfulness inventory 
  e Post-traumatic growth inventory  

    Table 5.3     FMI scores   correlated with DASS-21, PTGI, and FACT-G scores in the MBCT pilot intervention   

 DASS-21 a  
scores 

 FACT-G b  
scores  PTGI c  scores 

 r  P  r  P  r  P 

 Pre-MBCT d   −.388  .013  .363  .021  .331  .037 

 FMI e  
scores 

 Post-MBCT d   −.415  .008  .375  .017  .525  <.001 

 3 months 
post-MBCT b  

 −. 665    <.001  .630  <.001  .474  .004 

   a Depression anxiety stress scale short form 
  b Functional assessment of cancer therapy-general 
  c Post-traumatic growth inventory 
  d Mindfulness-based cognitive therapy 
  e Freiburg mindfulness inventory  

from T1 to T3 ( P  < .001). Scores on the PTGI 
improved signifi cantly from T1 to T2 ( P  < .001). 
There were no signifi cant interactions between 
time and diagnostic group or current receipt of 
mental health treatment in analyses for QOL, 
distress, post-traumatic growth,       and mindful-
ness. There was also  no   interaction effect 
between low versus high T1 physical wellbeing 
at baseline  and   improvement over time for all 
outcomes other than QOL.

   Table  5.3  shows that there were signifi cant 
correlations between mindfulness and levels of 
posttraumatic growth, distress, and QOL at each 
respective time point indicating that increased 
levels of mindfulness were associated with 
decreased levels of distress and higher levels of 
 posttraumatic growth   and QOL.

       Acceptability and Benefi t 
of the Intervention 

 Participants’ perceptions of the helpfulness of 
different components of the program are shown 
in Table  5.4 . Most women (93 %) found the over-
all program to be  quite a bit helpful  or  very help-
ful  and all individual components of the program 
were similarly endorsed by the majority of 
women. All women (100 %) said that they would 
recommend the program to other individuals 
with cancer and also to other women with breast 
or gynecologic cancer. In answer to the open- 
ended question of how participants experienced 
participation in a program with women of vary-
ing degrees of wellness, most ( n  = 32) responses 
were positive without qualifi cation. For instance:

L. Stafford et al.
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    “It was rewarding in a way…made me appre-
ciate my own situation and also be aware of what 
others are going through and appreciate the posi-
tive support of others.”  

  “Comfortable…I felt useful to those at the 
beginning of their journey and I could lean on 
those who were further down the track.”  

 Two women noted that it was “ challenging”  
or “ confronting”  at fi rst but both felt this 
became less of an issue as the group progressed. 
Two women took a pragmatic view, stating that 
this is “ part of life ”, “ a realistic part of any 
group,”  and “ a refl ection of how we live in the 
world.”   

    Table 5.4    Participants’ views of the MBCT pilot intervention   

 n (%) 

  Not at all 
helpful  

  A little bit 
helpful  

  Somewhat helpful    Quite a bit 
helpful  

  Very helpful  

 Getting to know other 
women with breast or 
gynecologic cancer 

 1 (3)  5 (15)  5 (13)  9 (23)  18 (46) 

 Becoming more 
aware of my body, 
thoughts and feelings 

 –  –  3 (8)  9 (23)  27 (69) 

 Knowing that I am 
not alone in my 
experiences 

 –  1 (3)  4 (10)  10 (26)  24 (62) 

 Learning how to live 
more in the present 
moment 

 –  1 (3)  4 (10)  10 (26)  24 (62) 

 Learning how to 
meditate 

 –  1 (3)  3 (8)  13 (33)  22 (56) 

 Finding ways to cope 
with diffi cult 
thoughts, feelings or 
bodily sensations 

 –  2 (5)  3 (8)  10 (26)  24 (62) 

 Overall, how helpful 
did you fi nd it to 
attend the therapy? 

 –  –  3 (6)  12 (30)  25 (63) 

  I disliked this 
aspect a lot  

  I disliked this 
aspect a little 
bit  

  I neither liked nor 
disliked this aspect  

  I liked this 
aspect a little  

  I liked this 
aspect a lot  

 Listening to other 
people talk about 
their experiences 

 –  1 (3)  1 (3)  9 (23)  28 (72) 

 Doing the course as 
part of a group (rather 
than one-to-one) 

 –  –  1 (3)  2 (5)  36 (92) 

 Meditating  –  –  –  7 (17)  32 (82) 

 Emphasis on 
home-based practice 

 –  –  4 (10)  12 (31)  23 (59) 

 Experiences that 
arose as a result of 
practicing 
mindfulness 

 –  1 (3)  2 (5)  10 (26)  26 (67) 

 Time commitment 
required 

 –  4 (10)  9 (23)  11 (28)  15 (39) 

5 Mindfulness-Based Cognitive Therapy in Women with Breast and Gynecologic Cancers
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    Maintenance and Frequency 
of  Meditative Practice   

 Prior to the intervention, 9 (21 %) women 
reported having some form of meditative prac-
tice. At T2, 15 (36 %) women reported their 
likelihood of maintaining a mindfulness prac-
tice as  quite likely  and 27 (46 %) said it was  very 
likely . At T3, three women (8 %) reported daily 
meditative practice, 14 (39 %) meditated every 
few days, 10 (28 %) meditated once a week, 7 
(19 %) meditated once a month, and 2 (6 %) 
reported that they never meditated. The most 
commonly reported reason  for   not meditating 
was lack of time ( n  = 15). Other reasons included 
lack of discipline ( n  = 4), circumstances such as 
pain, fatigue, and illness ( n  = 6), and only feel-
ing the need to meditate when extremely 
stressed or worried ( n  = 4).  

    Summary of MBCT for Women 
with Breast and Gynecologic Cancer 

 As hypothesized, the MBCT intervention was 
associated with signifi cant improvements with 
large effect sizes in distress, QOL, mindfulness 
and posttraumatic growth, and these gains 
were maintained 3 months after program com-
pletion. Participants found the program benefi -
cial and attrition was low. Improvements in 
QOL, distress, mindfulness, and posttraumatic 
growth did not differ based on tumor stream or 
whether women were receiving other, concur-
rent psychological treatment. Similarly, physi-
cal well-being at baseline did not interact with 
improvement over time for all outcomes other 
than QOL as measured by the FACT-G (for 
which the equivalent analysis was not per-
formed because of use of the Physical 
Wellbeing subscale of the FACT-G as the 
between-subjects factor). In sum, our fi ndings 
provide preliminary evidence that MBCT is as 
an effective and acceptable  psychosocial inter-
vention   for women with breast and gyneco-
logic cancer.   

    Practical Considerations of MBCT 
for Women with  Breast 
and Gynecologic Cancers   

    The Development of an Alternative, 
Abbreviated Group-Based 
Mindfulness Meditation Program 
( MMP  ) 

 There has recently been a call for research on sim-
plifi ed mindfulness interventions that are briefer 
and more fl exible [ 3 ]. When evaluating the feasi-
bility of the MBCT program we also saw a need 
for a simpler and more  cost-effective approach   as 
the resources required to implement and evaluate 
the MBCT program in terms of clinician time and 
service costs rendered it too expensive to incorpo-
rate into routine cancer care at our centre. We fol-
lowed best practice guidelines when implementing 
the MBCT program, such that the facilitators had 
ongoing personal mindfulness practice, received 
supervision from an experienced mindfulness 
teacher, and attended annual mindfulness retreats 
[ 10 ,  11 ]. This expertise was not available on site 
and staff had to be hired to ensure trial fi delity. 
Furthermore, to ensure the smooth running of the 
program, a group coordinator who organized ven-
ues, followed up on patients who do not attend, 
and arranged for completion of paperwork was 
required. This is an additional cost consideration. 

 Consequently, in late 2011, 6 months after the 
completion of the MBCT trial, an alternative, 
abbreviated group-based mindfulness meditation 
program (MMP) was developed by the second 
author to be trialed at our hospital [ 32 ]. The 
MMP was designed to be less resource-intensive 
and could be delivered across 6 weeks in 90 min 
sessions. Rather than 22 contact hours of therapy 
as in the MBCT program, the MMP comprises 9 
contact hours of therapy. The MMP program had 
smaller numbers of participants per program 
compared to the MBCT program. The interven-
tion content focused specifi cally on the medita-
tive practices found in MBCT but did not include 
the cognitive components. Like our original 
MBCT program, MMP recruited women seen in 
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routine care without reference to their tumor 
stream, stage of disease, or psychological status 
with the continuing rationale that in our busy 
clinical setting, it is ineffi cient to coordinate psy-
chosocial interventions when stratifi ed by these 
variables. Additionally, evidence from our 
MBCT trial as cited above showed that there 
were no barriers to combining women who dif-
fered on these characteristics.  

    Differences Between the MMP 
and MBCT  Interventions   

 While both programs were based on the original 
MBCT manual [ 10 ] and involved training in 
mindfulness meditation, provision of theoretical 
material and group discussion, they differed in 
several respects. These differences were: (1) The 
MBCT program followed the original manual 
more strictly in terms of structure and content, 
e.g., program delivery across eight 2-h sessions, 
the inclusion of the extended meditation practice 
toward the end of the program, and the focus on 
cognition including periodic cognitive and 
behavioral exercises prescribed as part of home-
work (e.g., Pleasant and Unpleasant Events 
Calendars); (2) The greater time allocation in the 
MBCT program meant that more meditations 
were taught and more time was devoted to 
enquiry and  group   discussion; (3) Participants in 
the MBCT program viewed a documentary fi lm 
showing the MBSR program in action; (4) 
Facilitators of the MBCT intervention received 
weekly clinical supervision from a mindfulness 
expert and attended annual mindfulness retreats, 
whereas the MMP facilitator did not. 

 Features shared by the two interventions were: 
(1)    Facilitators for both interventions had clinical 
experience in oncology (the MMP facilitator had 
more experience) and their own mindfulness 
practice (the experience of the MBCT facilitators 
was more extensive); (2) Both groups received 
written information summarizing the weekly ses-
sions and describing homework, meditation CDs 
with recordings of classical meditations (although 
the range of meditations was smaller in the MMP 
group), and copies of  Full Catastrophe Living  

[ 11 ], which prescribed as optional reading home-
work; (3) Both interventions were delivered in 
small groups with 8–10 participants in the MBCT 
groups and a maximum of 8 in the MMP groups; 
(4) The content of both interventions was modi-
fi ed for oncology patients to include awareness 
of treatment-related discomfort and distress in 
areas of the body affected by cancer and its treat-
ment, and acknowledgement of this discomfort 
during meditation practice; and (5) Time allowed 
for discussion of existential issues such as role 
changes, relationship diffi culties, concern for 
their children, changes in identity, and fears 
regarding mortality, pain and suffering, was 
included in both groups. Table  5.5  provides an 
overview of the themes, main content, meditative 
practice, and homework component of the MMP.

        A Participant’s Experience 
of the MMP Program 

 Kate was a 40-year-old mother of two young 
children who had separated from her husband 3 
years prior to her cancer diagnosis. After the sep-
aration, Kate felt overwhelmed by juggling all 
the demands and responsibilities of work, run-
ning a household, and parenting with little social 
support. Eighteen months prior, she was diag-
nosed with Stage 3 ovarian cancer and underwent 
a  hysterectomy and oophorectomy  , followed by 
six cycles of chemotherapy. Her active treatment 
was completed 9 months before the commence-
ment of the group program. In the fi rst group ses-
sion Kate described feelings of intense loneliness 
and frustration at how distracted and impatient 
she had become. She no longer felt connected to 
anything or anyone and had noticed that she was 
largely focused on “just getting through the day.” 
The concept of being in autopilot mode resonated 
with Kate and she identifi ed an absence of pres-
ent moment awareness of herself in her experi-
ence. She said she felt like her mind was always 
split between what she was doing and what she 
was planning to do next. Participants were asked 
for homework to do one activity mindfully a day, 
to purposefully pay attention to what they were 
doing in the present moment in an accepting and 
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non-judgmental way. Kate shared with the group 
her experience of mindfully washing her daugh-
ter’s hair. Her account highlighted that there is 
 power  in simply being present. Kate said “We 
had just gotten home from soccer. The kids were 
wet and cold and needed a bath. I felt rushed and 
irritated because we were due at a birthday party 
in an hour and I thought we were going to be late 
again. But instead of rushing the bath, I chose to 
mindfully wash my daughter’s hair. As I did this 
I became aware of the feel of her hair and the 
softness of her neck and forehead. I remembered 
how much my daughter loves to have her back 
rubbed, so I took a little bit longer washing her 
back. When we looked at each other I felt for the 
fi rst time since my diagnosis that I was present 
with my little girl and I realized how much I had 
missed her. I noticed how much she was enjoying 
me being with her in this way. She looked at me 
with a sense of relief in her eyes, relief that she 
had her mum back.” As a group, we discussed 
how Kate’s account was an example of stepping 
out of “ doing  mode” into “ being with  mode” and 
how it created an opportunity to reconnect with 
her daughter. 

    Sample, Procedure, Measures. 
and Evaluation of the MMP 

 Inclusion criteria for the MMP trial were identi-
cal to those employed in the earlier MBCT trial. 
Recruitment strategies for these two consecutive 
trials were also the same. As in the MBCT trial, 
participants completed self-report assessments 
measuring distress, QOL, and mindfulness (the 
same questionnaires as in the MBCT trial) prior 
to the start (T1) of the MMP and again immedi-
ately after completion of the MMP (T2). Post- 
traumatic growth was not investigated in the 
MMP trial and there was also no long-term fol-
low- up (i.e., 3 months post-completion of the 
intervention). Otherwise, participants in both tri-
als were asked the same questions about their 
perceptions of the benefi ts and acceptability of 
the intervention, the maintenance and frequency 
of meditative practice, and thoughts on including 
women with varying stages of illness. Similar 

clinical and sociodemographic information was 
collected in both intervention groups. We hypoth-
esized that there would be no statistically signifi -
cant differences between the improvements 
brought about in levels of distress, QOL and 
mindfulness by the respective interventions and 
that participants would not perceive a difference 
in their respective acceptability.  

    Comparison of the Outcomes 
of the MMP and MBCT  Interventions   

 The complete results of the comparison of these 
two interventions are described elsewhere [ 32 ]. In 
sum, a total of 24 women (75 % of all attendees) 
with breast and gynecologic cancer completed the 
MMP (i.e., attended at least fi ve of six sessions, or 
80 %). There were no signifi cant differences 
between the characteristics of women from the 
 MMP   and MBCT trials in terms of age, whether 
living alone, tumor stream, marital status, educa-
tional status, self-reported physical wellbeing, 
receipt of endocrine treatment, radiotherapy and 
chemotherapy, frequency of past or current medi-
tative practice and receiving formal treatment for 
anxiety or depression at study enrolment. The 
only signifi cant difference was that women who 
had attended the MBCT program were more 
likely than women in the MMP program to report 
a past history of receiving formal treatment for 
 anxiet  y or  depression  , resolved at study enrol-
ment (52 % vs 26 %,  P  = .01). ANCOVA showed 
that the improvements in scores from T1 to T2 on 
distress, QOL, and mindfulness were signifi cant 
for both intervention groups and there was no 
main effect for type of intervention. Similarly, 
there were no signifi cant differences in patient 
perceptions of the acceptability and benefi ts of the 
respective interventions. For instance, some 88 % 
of women in the MMP found the overall program 
to be  quite a bit helpful  or  very helpful  (compared 
to 93 % in the MBCT group). There were also no 
signifi cant differences in responses to the mainte-
nance of meditative practice with 96 % of women 
in the MMP group reporting the likelihood of 
maintaining a mindfulness practice as  quite likely  
or  very likely  (compared to 95 % in the MBCT 
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group). Finally, respondents in the MMP group 
reported similarly positive views of participating 
in a therapeutic group with women at different 
stages of illness.  

    Summary of Comparison 
Between the MMP and MBCT 
for Women with Breast 
and Gynecologic Cancer 

 We compared a formal 22-h MBCT program to 
an abbreviated, less intensive meditation pro-
gram (MMP) comprising 9 h of therapy contact, 
among heterogeneous groups of women with 
breast and gynecologic cancer. As hypothesized, 
both the formal MBCT program and the abbrevi-
ated MMP were associated with signifi cant 
improvements in QOL, distress and mindfulness 
and neither intervention was shown to be (statis-
tically) signifi cantly superior in the amount of 
improvement observed. Changes from pre- to 
post-intervention for mindfulness and distress 
were dependent on their respective pre- 
intervention scores indicating that there was 
more improvement when there was more capac-
ity for improvement. There were no differences 
in participant perceptions of acceptability based 
on intervention type.   

    Summary and Conclusions 

 This chapter describes a successful trial of formal 
MBCT in women with breast and gynecologic 
cancer as well as evidence for the utility of a brief 
mindfulness intervention, the MMP, for improv-
ing distress and  QOL   in this population. While 
these data are very encouraging, there are several 
limitations to consider. These include small sam-
ple size with attendant lack of power, non- 
randomized study design, and unknown 
representativeness of the sample: The samples 
were highly self-selected, likely comprising very 
motivated women who were open to learning 
new skills. Many participants were tertiary edu-
cated, a fi nding consistent with reviews of mind-
fulness interventions in cancer care [ 3 ,  33 ]. 

 As noted by others [ 3 ,  34 ], the exact 
component(s) of the group-based mindfulness 
interventions associated with the observed 
improvements is not clear. MBCT comprises 
components of mindfulness, cognitive therapy 
and supportive peer interaction, any of which, 
alone or in combination, may be integral to the 
success of the intervention. The MMP includes 
two of these components. Certainly, the perceived 
benefi t of peer support was demonstrated in both 
trials with the vast majority of both samples 
expressing a preference for completing the respec-
tive programs as a group rather than individually. 
This fi nding is consistent with other reports [ 14 ] 
and warrants more scrutiny. Potentially, the more 
interesting issue is the apparent parity of the MMP 
and MBCT in benefi t observed, at least in the 
short term, despite the substantially lower quan-
tity and intensity of meditation and the absence of 
cognitive therapy in the MMP. 

 Abbreviated interventions are certainly attrac-
tive for under-resourced environments and may 
present a less daunting commitment to potential 
participants with terminal illness or undergoing 
intensive treatment. There is indeed evidence for 
abbreviated class time with a recent review 
reporting non-signifi cant correlations between 
in-class MBSR hours and mean effect size for 
psychological distress among clinical and non- 
clinical samples [ 35 ]. It may be, though, that the 
benefi t of the formal, extended program would 
become evident in the maintenance of gains, an 
outcome that was not measured in the MMP trial 
or in the review [ 35 ]. Similarly, the advantage of 
including the cognitive therapy component may 
only become apparent in the maintenance of 
improvement over time, particularly since MBCT 
participants received an intervention specifi cally 
targeting rumination, which is directly impli-
cated in preventing relapse to  depression  . 
Furthermore, increased contact time itself may be 
important to the development of the proposed 
mechanistic factors of mindfulness interventions, 
such as greater self-compassion, a construct not 
measured here or elsewhere [ 35 ]. 

 At least two other issues deserve more attention: 
The skill of the mindfulness facilitator and the role 
of adherence to home practice of meditation are 
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both thought to be important in determining the out-
come of mindfulness interventions. Although the 
MMP facilitator did not meet all the requirements 
asked of the MBCT facilitators, she was highly 
experienced and the short-term parity of the two 
interventions may potentially be attributable to her 
clinical skill set and her familiarity with many of the 
group participants from her involvement in the hos-
pital outpatient and inpatient oncology service. This 
variable has not been directly studied but it is plau-
sible that such highly skilled instructors are neces-
sary to achieve optimal benefi ts in abbreviated 
interventions. In terms of adherence, participants 
were not required to record their home practice in 
our trials and so it is not possible to investigate a 
dose–response relationship. The necessity for daily 
home practice of meditation is certainly an impor-
tant feature of MBCT but its association with posi-
tive outcomes is a complex issue [ 8 ,  34 ,  36 ,  37 ]. 
Another point of consideration is that the MMP pro-
gram had smaller group numbers which could have 
created a greater holding environment and allowed 
for the content to be tailored more to the individual 
needs of the participants. 

 Future studies incorporating a randomized 
design with one or more alternate conditions as 
comparison is required to clarify the essential or 
active ingredient of a successful group psychoso-
cial program. The specifi c effects of peer interac-
tion, cognitive therapy, proposed putative 
mechanisms such as increased mindfulness and 
decreased rumination, facilitator skill, and partici-
pant adherence require further study. In the 
interim, these preliminary fi ndings add to the lim-
ited existing data on MBCT in oncology settings 
and show the potential benefi ts of this intervention 
in a heterogeneous group of women with cancer.     
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          Clinical Case Study 

 Maria is a 48-year-old female who is married 
and has 1 young son approaching high school. 
Maria has experienced chronic migraine pain 
since her early teenage years and she considers 
the pain to have “robbed” her of a large part of 
her life. Due to the pain, and her feeling of lack 
of control of when a pain fl are up will occur, 
Maria often cannot go with her husband to social 
events and frequently misses her son’s soccer 
games. Although Maria continues to work in 
administration at the local university, she fi nds 
her job incredibly stressful as she has diffi culty 
concentrating due to the pain, and is constantly 
“playing catch up” due to her need to stay home 
at least once a week due to migraine. Moreover, 
her boss recently approached her to discuss the 
possibility of her needing time off, and poten-
tially considering applying for disability because 
of her large number of missed work days. Maria 
feels that her life is “unraveling” and she feels 
“useless” and shows symptoms of  anxiety and 
depression  . Maria has tried a multitude of differ-
ent analgesic pain medications and regimens 

such as botox to “fi ght the pain,” however she 
has experienced minimal long-term symptom 
relief. As a last resort, she has decided to attend 
an 8-week mindfulness- based cognitive therapy 
course for headache pain management. 

 The description of Maria’s experience above is 
similar to that reported by clients living with het-
erogeneous chronic pain conditions, the territory 
of which often entails a range of social, fi nancial, 
emotional, cognitive, and physiological ramifi ca-
tions. Pain, as well as the encompassing territory 
of its nature, has been shown to be highly ame-
nable to psychological treatments designed to 
improve coping and self- management. In this 
chapter we will return to this case scenario to 
show how MBCT may be successfully applied to 
target these core symptoms, thought processes, 
and behavioral and emotional responses so that 
pain does not get in the way of living a valued, 
meaningful life.  

    The Problem of Persistent Pain 

 Chronic pain is  defi ned   by the  International 
Association for the Study of Pain (IASP)      as “An 
unpleasant sensory and emotional experience 
associated with actual or potential tissue damage, 
or described in terms of such damage” [ 1 ] that 
continues beyond the expected normal tissue 
healing time (typically 3 to 6 months depending 
on the defi nition, although quantifying the “end” 
of healing is often diffi cult) [ 2 ]. Chronic pain 
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affects millions of individuals worldwide and is a 
debilitating, costly public healthcare concern. In 
the United States alone, recent point estimates 
suggest approximately one-third of all adults 
report a chronic pain condition [ 3 ], with the asso-
ciated total annual fi nancial costs of this in lost 
work days, medical expense and other benefi t 
costs estimated to range from $560 to $635 bil-
lion in 2010 constant dollars [ 4 ]. By its very 
nature, chronic pain is refractory to traditional 
 biomedical treatments  ; however, despite this, 
chronic pain is among the most common com-
plaints presenting in medical settings with 18 
million physician visits per year accounted for by 
headache pain alone in the United States [ 5 ]. 
Moreover, efforts to cope with persistent pain 
and its impact on function can contribute to emo-
tional, psychological, and social upheaval. 

 Traditionally, pain has been understood from a 
purely biomedical perspective in that the amount 
of pain experienced was conceptualized to be a 
1:1 relationship with the amount of underlying 
tissue damage. However, the current widely 
accepted understanding is biopsychosocial in 
nature, recognizing, as in the)    IASPs defi nition 
above, the role of cognitive, emotional, and social 
factors in infl uencing pain perception. In their 
revolutionary  Gate Control Theory of pain  , 
Melzack and Wall [ 6 ,  7 ] theorized the mecha-
nisms by which these factors infl uence pain. 
Specifi cally, their original theoretical model pro-
posed that descending inhibitory signals from the 
brain modulate pain via a gating mechanism in 
the spinal column that controlled the amount of 
pain signals that are transmitted to the brain. The 
Gate Control Theory (and the subsequent neuro-
matrix model of pain) [ 8 ,  9 ] reconceptualized the 
experience of pain away from the historically pre-
dominant mechanistic and reductionist biomedi-
cal perspectives to suggest that psychological 
processes in the brain actually shape how painful 
stimuli are interpreted by the brain. 

 As technological advances in brain imaging 
emerged, functional magnetic resonance imaging 
( fMRI        ) studies corroborated Melzack and Wall’s 
theory and showed that pain, and chronic pain 
especially, is closely connected to supraspinal cor-
tical activity and processes rather than peripheral 

activity [ 10 – 12 ]. Specifi cally, pathways associ-
ated with pain perception have been found to 
travel through brain regions that process cognitive 
and emotional activity and these areas have the 
capacity to enhance or inhibit the pain signal pro-
cessing. Most closely associated with the experi-
ence of pain is the prefrontal cortex, anterior 
cingulate cortex, primary and secondary sensory 
cortices, and insula [ 12 ]. These advances in the-
ory and empirical evidence functioned to expand 
the potential points of intervention for pain 
beyond purely the biomedical domain (such as 
surgery, narcotics, etc.) to include psychological 
interventions that target most, if not all of these 
cognitive and emotional areas of the brain. Over 
the past several decades,  biopsychosocial treat-
ments   have been successfully developed and 
applied to a variety of chronic pain conditions. 
While the benefi cial effects of these treatments 
are modest on average, they have been reliably 
shown to be effective and have been found to be 
at least as effi cacious as medically based treat-
ments, and are cost-effective relative to surgery 
and medication management [ 13 ].  

    The Theoretical Rationale 
for Mindfulness-Based Cognitive 
Therapy for Pain 

 Mindfulness-based cognitive therapy (MBCT), 
originally developed by Segal, Williams, and 
Teasdale to target depression relapse [ 14 ,  15 ], 
is based on a rich theoretical tradition that 
incorporates empirically supported psychologi-
cal principles. MBCT for chronic pain inte-
grates core components of cognitive-behavioral 
therapy (CBT) and mindfulness-based stress 
reduction (MBSR) theoretical models to place 
an explicit emphasis upon cognitions, and to 
concurrently explicitly target emotions and 
bodily sensations, such that each of the multi-
faceted elements that interconnect in the expe-
rience we call “pain” are addressed. To 
understand the theoretical rationale of MBCT 
as applied to pain, it is helpful to fi rst break the 
theoretical components down into their constit-
uent parts, as understood within the fi eld of 
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pain, and then to explain how the MBCT model 
seamlessly integrates them to form a stream-
lined protocol. 

    Cognitive-Behavioral Therapy ( CBT  ) 

 Of the psychological approaches that have been 
applied to pain, CBT has arguably emerged as 
the current gold standard approach. Based on the 
widely held cognitive perspective, CBT theoreti-
cally holds that emotions and behavior are largely 
determined by cognitive perceptions of the world 
[ 16 ]. CBT aims to promote more positive and 
realistic reappraisals of pain and situations ini-
tially judged as stressful, such that negative auto-
matic thoughts (such as pain catastrophizing) are 
addressed  before  they cascade and potentially 
instigate poor pain-related outcomes. Thus, a key 
theoretical mechanism of CBT for pain is reduc-
tion (via cognitive restructuring as a core 
 technique) in maladaptive cognitive content (i.e., 
 what  clients believe about pain/stress). In the 
case of Maria, a CBT therapist would apply cog-
nitive restructuring to change her unhelpful 
thoughts such as “Pain has robbed me of my life” 
and “My life is unraveling” and her core belief “I 
am useless” and to replace these with more help-
ful, adaptive, realistic thoughts and beliefs. A 
large body of research has documented the effi -
cacy of CBT-based interventions for a wide 
range of  chronic pain conditions   [ 13 ]. Moreover, 
in headache populations, many professional 
organizations endorse CBT alongside pharmaco-
therapy as a fi rst-line treatment approach [ 17 ]. 
   However, a recent systematic review reported 
that effect sizes for CBT are modest, and not all 
individuals respond to CBT with clinically mean-
ingful symptom reduction [ 13 ].  

    Mindfulness-Based Approaches 

 Although it has yet to be conclusively shown if 
CBT does truly work via the reasons specifi ed by 
theory, it has been questioned as to whether 
changing cognitive content (as in CBT) per se 
should indeed be the critical treatment target. 

Segal, Williams, and Teasdale [ 14 ,  15 ] hypothe-
sized that this may be less important than chang-
ing cognitive processes (i.e.,  how  individuals 
think about pain/stress) for symptom relief. 
Mindfulness, defi ned as “…the awareness that 
emerges through paying attention on purpose, in 
the present moment, and non-judgmentally to the 
unfolding of experience, moment by moment” 
(p. 145) [ 18 ] is one form of cognitive process that 
is the target and central theorized mechanism of 
MBSR. Meditation is taught in MBSR as the core 
technique to cultivate  mindful awareness and 
acceptance   of the full range of inner experiences, 
including thoughts, emotions, and bodily sensa-
tions, including pain. For Maria, this would entail 
her learning, through meditation, to relate to all 
thoughts as simply mental events, regardless of 
their content, and not THE TRUTH. Moreover, 
the practice of returning to present moment expe-
rience in meditation addresses Maria’s fear and 
future-oriented mindset (i.e., the thought of losing 
her job and applying for disability), which is add-
ing to her stress. The acceptance cultivated in this 
process would ultimately allow Maria to let go of 
futile attempts to “fi ght the pain” (which only 
make pain worse) and to give the pain space to 
allow it to be present, as it already is. A steady 
body of preliminary evidence is building support-
ing the effi cacy of MBSR for a variety of painful 
conditions. To date, most trials have compared 
group MBSR to standard care and found MBSR 
to be benefi cial with respect to pain intensity, pain 
coping, and measures of affect immediately post-
treatment and also at follow-up [ 19 ,  20 ].  

    Mindfulness-Based Cognitive 
Therapy 

 MBCT for pain builds upon both the CBT and 
MBSR frameworks to directly incorporate key 
techniques from these approaches [ 18 ,  21 ] to 
explicitly target both cognitive content  and  cogni-
tive process. MBCT for pain, as in the original pro-
tocol [ 14 ,  15 ], maintains one of the strengths of 
CBT-based protocols in that it includes cognitive 
exercises that facilitate awareness of—and the 
links between—cognitions, emotions,  behaviors, 
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and physical sensations (including pain). The 
intention of these cognitive exercises in MBCT is 
purely to heighten  awareness  of these experiences, 
without attempts to change them in any way. 
Practical exploration of the mind and body through 
a variety of mindfulness meditation practices and 
yoga is taught as a means to further increase aware-
ness of mind patterns. Moreover, meditation trains 
the mind to disengage from unhelpful automatic 
thinking patterns, to simply observe them, and to 
purposefully place attention on anchoring bodily 
sensations (e.g., the breath) and other perceptive 
experiences (e.g., sounds). Theoretically, medita-
tion is proposed to accelerate the shift toward relat-
ing  to  thoughts (as objects of awareness) rather 
than  from  thoughts (as necessarily refl ecting real-
ity) [ 22 ]. Hence, via the integration of cognitive 
exercises and meditation, MBCT teaches people to 
have increased awareness (as opposed to function-
ing mostly on autopilot) and to observe their expe-
riences (including pain) with a non-judgmental, 
attentive approach such that they are accepted as 
transient experiences with natural variation. In 
Maria’s situation, a MBCT for pain therapist would 
optimize the use of the cognitive therapy-oriented 
techniques to enhance awareness of her automatic 
thought processes (i.e., “Pain has robbed me of my 
life”; “My life is unraveling”; “I am useless”). 
Simultaneously, Maria would be trained in the 
 meditation technique   such that she learns to dei-
dentify from such thoughts and associated emo-
tions (such as fear, sadness, and anxiety) and 
respond with mindfulness and acceptance, letting 
go of the need to fi ght her pain. Given the MBCT 
for pain explicitly targets the mechanisms theo-
rized to be central to  both  CBT and MBSR (i.e., 
cognitive content and cognitive process), the excit-
ing possibility exists that MBCT may be a stream-
lined, effi cient, and highly effi cacious treatment for 
many individuals living with persistent, daily pain.   

    Adapting MBCT for Pain 

 Although both MBSR and MBCT have roots in 
Buddhism, these treatments are secular in nature 
[ 14 ,  18 ,  23 ]. This is a fundamental point as in 
delivering MBCT for pain, it is important that the 

meditation component not be taught as a spiritual 
practice—rather in this clinical context, MBCT is 
fi rst and foremost delivered as a treatment for 
 pain management  . Given the growing popularity 
of meditation in the general public and popular 
media, it is helpful to come back to this basic 
premise, as otherwise it may be easy to “get 
caught up in the hype” and stray away from the 
grounding principal that in this context, this is a 
pain management intervention. 

 In the manualized protocol developed for one 
of the fi rst MBCT for pain pilot studies in the 
fi eld that I conducted with Professor Beverly 
Thorn and colleagues [ 23 ], I attempted to stay as 
close as possible to the originally described 
MBCT approach, while tailoring it and adapting 
it specifi cally to meet the individual needs of 
individuals living with pain [ 21 ]. As in the origi-
nal MBCT approach, prior to the fi rst session, 
clients are given a packet of reading materials to 
peruse that provides information on chronic pain 
(adapted for the specifi c form of chronic pain the 
clinician is working with, e.g., headache, back 
pain, etc.), treatment of chronic pain (again, 
adapted to the specifi c pain population), the 
MBCT for pain rationale, the importance of 
 homework/practicing meditation  , and on poten-
tial diffi culties that may be encountered with the 
practice. All eight of the 2-h (typically group 
delivered) weekly MBCT for  pain sessions   fol-
low the same session format: (1) Pre-session 
 process check (except for session 1) and pain 
measure; (2) Orientation and theme for session; 
(3) In-session practice of both cognitively ori-
ented and meditation-based exercises, and dis-
cussion; (4) Assign homework and summary; 
and (5) Post-session process check. A guided 
inquiry of experience with practices taught is 
included in all sessions; a homework review is 
incorporated in to all sessions, except session 1. 

 Specifi c pain-related content covered in the 
sessions includes psychoeducation on the Gate 
Control  Theory   in sessions 1 to convey clearly 
the rationale for this treatment for pain. The 
 Stress-Pain-Appraisal model   is also included as a 
means to illustrate the importance of stepping out 
of “automatic pilot”; this is covered in session 2. 
Session 4 introduces  Mindful Movement (yoga)   
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and  walking meditation  . The mindful movement 
practice should be led by a certifi ed yoga instruc-
tor if including yoga poses or if working with a 
vulnerable/highly disabled group. Personally, if I 
am leading the group (and I am not a certifi ed 
yoga instructor), this meditation is modifi ed from 
the original MBCT protocol to consist of a series 
of basic movements that would not comprise 
more than an individual with chronic pain might 
engage in during day-to-day living (e.g., noticing 
the tension in raising and lowering an arm, and 
the contrast once the arm is relaxed by one’s 
side). All other activities from the original MBCT 
for depression relapse protocol that are designed 
specifi cally for working with that population 
should also be revised to be suitable for pain; for 
example, in session 7, red fl ags for relapse is 
adapted to be an exploration of red fl ags for pain 
and stress fl are-up. 

 Homework assignments include meditation 
practice with guided mindfulness meditation CDs, 
a guided yoga CD, brief cognitive- behavioral 
exercises, exercises to integrate mindfulness into 
everyday life, and weekly reading materials/hand-
outs. Clients are encouraged to practice meditation 
in between group sessions for 45 min, 6 days per 
week; however, it is recommended that in the 
MBCT for pain program, clients also be given a 
20-min version so they can gradually build to this 
recommended dose. Additionally, a brief 3-min 
breathing space meditation is also taught and 
becomes homework (3 times, scheduled, per day 
and in response to stressful situations). 

 Following each  in-session meditation practice   
(and during the homework review), an important 
element of the protocol is for the therapist to 
engage clients in a guided inquiry of their experi-
ence. During this inquiry, it is most helpful to 
start discussion by staying as close as possible to 
feedback on the practice that has just ended. The 
clinician should elicit feedback about the practice 
using open questions (e.g., “What was that expe-
rience like for you?” and “What did you notice 
during that practice?”). By asking these open- 
ended questions the discussion is grounded in 
moment-to-moment experience. Conducting this 
inquiry also provides an opportunity for the ther-
apist to embody and model the exact qualities 

that the treatment is designed to cultivate in cli-
ents: curiosity, present moment attentiveness, 
openness, kindness, and a non-judgmental atti-
tude. For example, Maria might likely report 
early on in treatment that “I really struggled with 
the practice, I was just thinking, thinking, think-
ing…”; the clinician might respond “Well, just 
that you were aware that you were thinking Maria 
is really mindfulness in and of itself! And even if 
you were only able to notice you were thinking 
and return to the object of meditation just one 
time in a whole meditation practice, that IS mind-
fulness. This is the practice, just training our 
mind, non-judgmentally and with kindness, to 
return, over and over again. Like training a puppy 
to ‘stay’ it takes training, kindness and prac-
tice…” Any obstacles or challenges in the 
 practice should also be discussed (e.g., “What, if 
any, diffi culties or challenges did you experi-
ence?”). Finally, it is important during the inquiry 
to relate the practice back to coping with pain, 
perhaps by asking “What connection do you 
think this practice has to living with chronic 
pain?”, this primes clients to consider the appli-
cation of their techniques in managing and  coping 
with their pain.  

     Effi cacy   of MBCT for Chronic Pain 

 The body of empirical research devoted to exam-
ining mindfulness and interventions based on 
mindfulness principles has grown exponentially 
over recent decades. In a recent paper I wrote 
with my colleagues [ 24 ], we reported that 
between 1990 and 2006 the number of published 
scientifi c articles on mindfulness went from 
fewer than 80 to over 600, and at the time we 
completed that article (October 22, 2013) there 
existed over 1200 research articles in PubMed 
devoted to the topic. In terms of the broad psy-
chotherapy literature, studies examining the 
 effi cacy of MBCT specifi cally have emerged for 
a variety of populations (e.g., depression, anxi-
ety, insomnia), and fi ndings uniformly indicate 
that MBCT is benefi cial [ 19 ]. Although some 
studies have implemented elements of MBCT 
into a mindfulness protocol for pain [ 25 ,  26 ], to 
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the best of my knowledge, at the time of writing 
this text (July, 2015) there are only three pub-
lished randomized controlled trials ( RCTs  ) 
examining the effi cacy of a formal MBCT proto-
col for chronic pain. 

 In a pilot RCT of MBCT for pain that my col-
laborators and I conducted, we examined the fea-
sibility and effi cacy of this approach compared to 
a treatment as usual, delayed treatment control 
(DT) within a headache pain population [ 23 ]. 
Results indicated that MBCT was feasible, toler-
able and acceptable to participants. Intent-to- 
treat analyses ( N  = 36) showed that compared to 
DT, MBCT resulted in signifi cantly greater 
improvement in pain interference, headache pain 
management self-effi cacy, and pain acceptance, 
and a tendency toward greater reductions in pain 
catastrophizing ( p ’s < .05). Results of the com-
pleter analyses ( N  = 24) produced a similar 
 pattern of fi ndings; additionally, compared to DT, 
MBCT completers reported signifi cantly 
improved catastrophizing and a trend toward a 
steeper decline in daily peak headache  pain   inten-
sity ratings. In terms of the sizes of effects among 
individuals who completed treatment, results 
demonstrated large benefi ts for pain intensity 
( d s = .80 for both average and peak intensity) as 
well as for pain interference, pain acceptance, 
 pain catastrophizing  , and  headache pain manage-
ment self-effi cacy   ( d s = 1.29, 1.22, .94, and 1.65, 
respectively), which is comparable to the range 
of effect sizes seen with other psychosocial inter-
ventions, such as CBT [ 13 ]. 

 Around the same time that we were conducting 
our study with a headache pain sample, Parra- 
Delgado and Latorre-Postigo were in Spain con-
ducting a similar pilot RCT to examine the 
effi cacy of MBCT in reducing the impact of  fi bro-
myalgia     , as well as improving depressive symp-
toms and pain [ 27 ]. MBCT was compared to a DT 
control condition with a sample of female indi-
viduals with fi bromyalgia ( N  = 33). Intent-to- treat 
analyses found that MBCT resulted in signifi cant 
improvement in the impact of fi bromyalgia, and 
depressive symptoms compared to DT, and these 
effects were maintained at 3-month follow-up. A 
slight decrease in pain intensity was found for the 
MBCT group at post- treatment but differences 

were not signifi cant. Of note, theoretically, mind-
fulness-based interventions for pain target an 
individual’s relationship to pain, so they can 
observe the pain mindfully and accept it; the aim 
is not reduction of pain intensity per se [ 18 ,  24 ]. 
Thus, pain interference is emerging in the litera-
ture as the recommended primary outcome vari-
able in  mindfulness   trials [ 28 ]. In Parra-Delgado 
and Latorre-Postigo’s study, interference was not 
examined. In future trials, it will be important to 
examine this theoretically relevant construct as a 
primary outcome for determining the effi cacy of 
MBCT for chronic pain. 

 It has long been recognized that chronic pain is 
underdiagnosed and undertreated, and access to 
effective  multidisciplinary treatment   is often lim-
ited for a variety of reasons (e.g., lack of services, 
cost, rurality, lack of transportation, or physical 
disability that hinders mobility, just to name a 
few) [ 29 ,  30 ]. To address these barriers, Dowd 
and colleagues [ 31 ] recently developed a comput-
erized, Internet-delivered MBCT program and 
conducted a pilot RCT to examine its effi cacy 
compared to a psychoeducation control  condition   
within a heterogeneous, non-cancer pain popula-
tion. Intent-to-treat analyses ( N  = 124) found both 
groups reported signifi cant improvements in pain 
interference, pain acceptance, catastrophizing, 
and pain intensity from pre- to post-treatment. 
Participants in the MBCT group showed greater 
improvements in subjective well- being, present 
pain intensity, and emotion regulation indicators. 
Most of these effects were maintained at 6-month 
follow-up. Given the increasing public demand 
for access to online healthcare resources [ 32 ], 
there is a need for more research devoted to exam-
ining innovative treatment delivery interfaces 
such as the one implemented by Dowd and 
 colleagues, and to determine if specifi c pain pop-
ulation subgroups might be more or less suitable.  

    Mechanisms of MBCT for Chronic 
Pain: How and for Whom? 

 There has been a call from experts in the fi eld of 
psychological approaches for pain management 
to move beyond the fi rst-order question of simply 
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seeking to establish the  effi cacy  of treatment, and 
to gain insight into the second-order question of 
the   mechanisms    of treatment [ 33 ,  34 ]. A scarcity 
of research has examined the mechanisms of 
MBCT for pain. However, recently my col-
leagues and I developed a theoretical model of 
the hypothesized mediators of mindfulness-based 
interventions for pain, including MBCT, based 
on the available evidence [ 24 ,  33 ] and in our 
recent research we have begun examining the 
theorized pathways. So far, we are the only 
research group reporting data on the mechanisms 
of MBCT for pain; it will be important for 
research in this area to expand and grow in the 
coming decade. 

 In our initial MBCT for headache trial 
described above [ 23 ], we found that, as theo-
rized, MBCT resulted in signifi cantly improved 
cognitive process (pain acceptance) and cogni-
tive content (pain catastrophizing and headache 
management self-effi cacy), as compared to the 
DT control. In a recently completed secondary 
analysis examining the potential mechanism role 
of these factors, we found that of these potential 
mediators, pain acceptance emerged as the sole 
signifi cant mediator of the MBCT intervention to 
improved pain interference relation [35]. We 
found a similar pattern  of   results in a mixed 
methods analysis of MBCT treatment responders 
compared to non-responders, with responders 
reporting greater improvement than non- 
responders in pain acceptance ( d  = .64) [36]. 
These fi ndings suggest that pain acceptance may 
be a critical cognitive process variable for the 
effi cacy of MBCT in improving pain intensity 
and interference in a headache population. 

 We have also begun to investigate the potential 
mechanism role of common factors. Consistent 
with our review of the potential mechanisms of 
mindfulness [ 24 ], in the mixed methods analysis 
study we conducted (described above), we also 
found a medium effect size difference for thera-
peutic alliance between MBCT treatment 
responders and non-responders, with responders 
reporting higher alliance than non- responders 
[36]. Further, in a closer examination of the poten-
tial environmental/common factors that may 
mediate MBCT effects, we found that working 

alliance, therapist adherence to protocol, and ther-
apist quality were all positively associated with 
client satisfaction at post-treatment [37]. In this 
same study, we also found that more positive 
 pre-treatment expectations and motivation were 
associated with greater pre- to post- treatment 
improvement in pain interference. While limited 
research has examined dose–response relations in 
the broad MBCT literature, we found in our origi-
nal MBCT for headache pilot that the average 
daily meditation dose was 25 min; for those par-
ticipants who completed MBCT, the average 
daily dose was 40 min [ 23 ].    Interestingly, we also 
found that therapist-rated client engagement  dur-
ing session  predicted the amount of meditation 
practice participants engaged in during their at-
home practice [37]. However, none of the dose 
indicators used in our research so far have been 
signifi cantly associated with pain outcomes [37]. 
Determination of the optimal dose of number of 
treatment sessions and recommended at home 
practice is a critical next step in the fi eld.  

    Practical Considerations 

 Evidence on the  utility and effi cacy   of MBCT for 
pain is building, and given the rapidly increasing 
popularity of mindfulness approaches in the media, 
among researchers, therapists, and also patients, it 
is likely that in the coming decade growth in this 
area will be substantial. However, there are a 
 number of practical considerations when deciding 
whether to implement MBCT within your own 
clinical practice. Careful consideration of these 
factors is essential for optimal client care. 

    Who Might Be Most Suitable 
for MBCT for pain? 

 When collaboratively deciding with a client if 
MBCT might be an appropriate treatment plan, it 
is important to discuss what the treatment entails 
and the associated time commitment (which is 
quite substantial given the recommended daily 
meditation practice for homework). In our MBCT 
for  headache trial  , a number of participants 
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dropped out prior to treatment completion [ 23 ], 
and the time commitment of participating in treat-
ment was reported as a common barrier [36]. This 
fi nding is consistent with unpublished research by 
Carmody (as cited in Carmody and Baer [38]) that 
found 45 % of eligible individuals who declined 
to participate in a mindfulness intervention cited 
time as the primary limiting factor. An additional 
consideration stems from our research (described 
above in the  Mechanisms of MBCT for Chronic 
Pain  section) that has found that those individuals 
who enter MBCT for pain with more  positive 
expectations and motivation   report better out-
comes at post-treatment [37]. Related to this, cli-
ents may hold concerns about a meditation-based 
approach due to cultural, personal, or religious 
reasons [39]; to allay these concerns and prevent 
them from impacting alliance, explicitly discuss-
ing the secular nature of MBCT prior to treatment 
starting can be helpful. Further, if you are work-
ing with a client that is not at a stage where they 
are motivated to commence MBCT, it may be 
wise to fi rst implement a preparatory pre-MBCT 
intervention (such as motivational interviewing) 
to enhance readiness to change [40].  

    What Is the Best Treatment Format 
and Mode of Delivery for MBCT? 

 As described above (in the  Adapting MBCT for 
pain  section), the standard treatment format is a 
group-delivered, 8-week protocol (one session 
per week), with each session lasting 2 h, and at- 
home practice and other homework exercises 
encouraged for between each session. This for-
mat mirrors the original MBCT for depression 
relapse protocol [ 14 ], which in turn mirrors the 
format of the MBSR protocol developed by 
Kabat-Zinn [ 18 ]. However, it has not been empir-
ically established as to whether this is the  best  or 
most effi cacious treatment format. Within the 
context of the building body of research identify-
ing that the time commitment to participate in 
MBCT is a barrier for treatment engagement, 
there has been a call for examination of brief 
mindfulness interventions [38]. Some research 
has found a positive association between daily 
dose of meditation and certain salutatory effects 

[41]. However, potentially a shorter practice 
might be just as clinically effective, and likely 
might be more feasible and acceptable for many 
people [ 24 ]. In terms of the most appropriate 
mode of delivery, MBCT for pain is typically 
delivered in a group setting and based on clinical 
experience, an ideal group size is between 
approximately 6 and 10 individuals. Although it 
is certainly an option to deliver MBCT in an indi-
vidual therapy setting (and in my own clinical 
practice I have done so with great effect), research 
suggests that group factors, such as  group cohe-
sion and social learning  , can become agents of 
change in and of themselves [42, 43]. A promis-
ing alternative to traditional  in-person treatment   
delivery modalities is the use of technology to 
enhance treatment access, such as Internet-based, 
telephone or Therapeutic Interactive Voice 
Response approaches [31, 44]. Based on the fi nd-
ings by Dowd and colleagues described above (in 
the  Effi cacy of MBCT for Chronic Pain  section) 
[ 31 ], Internet-delivered MBCT for pain may be a 
feasible and effi cacious alternative.  

    What Form of Therapist Training 
Is Needed? 

 In considering implementing MBCT for pain, as 
with any other intervention, evidence-based prac-
tice and relevant codes of ethics direct clinicians to 
fi rst obtain the needed skills and expertise to com-
petently deliver the approach in order to maximize 
benefi t and minimize potential harm. Although no 
formal certifi cation process is  required  for deliver-
ing MBCT for pain, ethical standards mandate cli-
nicians practice within the bounds of competence 
[45]. Thus, to  ensure   professional competence and 
ethical practice, practitioners considering regularly 
implementing MBCT for pain management should 
consider obtaining formal MBCT training in con-
junction with familiarizing oneself with the avail-
able literature. The UCSD Center for Mindfulness, 
 Mindfulness-Based Professional Training Institute  
website is a good starting resource that provides 
professional trainings, the option of a certifi cation 
process for advancing expertise, as well as a 
 comprehensive list of recommended resources con-
taining various published texts relating to a wide 
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range of specifi c populations [46]. In addition to the 
matter of  competence and ethical standards  , a core 
constituent of mindfulness- based interventions is 
the recommendation that therapists have a personal, 
established meditation practice prior to implement-
ing these approaches clinically [ 18 ]. An established, 
personal practice in meditation places the therapist 
in a better position to genuinely model for clients 
the qualities of mindfulness, acceptance, kindness, 
and a non-judgmental attitude that clients are culti-
vating in engaging in the MBCT treatment and this 
is hypothesized to strengthen therapeutic alliance.   

    Summary and Conclusions 

 The case scenario of Maria at the start of this 
chapter is indicative of the life lived by millions 
of individuals worldwide who live with pain on a 
daily basis. Although CBT is still considered the 
gold standard psychological approach to pain, 
“one size does not fi t all” and we need other alter-
native, theoretically sound, effi cacious treatments 
available. A rapidly increasing body of research is 
documenting the effi cacy of MBCT for a variety 
of conditions, and in the realm of pain specifi -
cally, it seems a tipping point may have been 
reached in that this approach is becoming a topic 
of investigation across a number of prominent 
research groups worldwide. MBCT is an innova-
tive treatment approach and shows considerable 
promise for pain management; however, current 
research investigating its use across various pain 
conditions is preliminary and more research is 
needed. Moreover, it is not enough to simply 
determine that MBCT  works . To demonstrate the 
true public health value of this approach, we also 
need to understand the mediators (i.e., how does 
the treatments work?) and the moderators (i.e., for 
whom does the treatment work?) of MBCT for 
pain. Identifi cation of the specifi c mediators of 
MBCT for pain will determine if this treatment 
does work via the reasons specifi ed by theory; this 
information will inform the capacity to further 
streamline the protocol to maximize effi cacy and 
effi ciency. Concurrent identifi cation of those cli-
ent characteristics that might deem an individual 
most suitable to MBCT (i.e., sometimes referred 
to as Aptitude X Treatment Interactions [47]) will 
allow for optimization of resources via the devel-

opment of patient-treatment matching algorithms. 
Further, determining “how much is enough” will 
optimize the dissemination and widespread use of 
the pain self-management techniques taught in 
MBCT by making this approach feasible and 
acceptable to a diversity of individual client needs 
and lifestyles. Clearly, great strides have been 
made in the area of chronic pain management in 
the last several decades. MBCT represents an 
additional promising treatment that has the capac-
ity to lessen the suffering associated with chronic 
pain so individuals can learn to live a meaningful 
life, with pain and all.     
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          Two Clinical Case Studies 

 A 40-year-old woman from Eastern Africa 
entered the room; she was very neatly dressed 
and she had tightly combed hair. For a couple of 
years she had  chronic headaches   and she fre-
quently experienced palpitations of the heart for 
which no physical cause was found. And more 
recently she was diagnosed with high blood pres-
sure. For these symptoms she used painkillers 
and antihypertensive medication; they provided 
some relief, but the symptoms did not resolve 
over time. Although she often did not feel well, 
she always went to work. She was a hard- working 
secretary in a big company. 

 She had heard about our study examining the 
effects of mindfulness for medically unexplained 
symptoms and she wondered whether mindful-
ness training could be helpful to her. Together we 
decided that it was worthwhile to examine what 
mindfulness training could mean for her. She 

took part in an 8-week MBCT class together with 
other patients with chronic medically unex-
plained symptoms. 

 During the fi rst two sessions she did not share 
much with the group. But in the third session, 
after an exercise of attentive listening, she started 
to speak. While she was listening attentively to 
the sounds in the room and the birds outside, the 
church bells rang. At once she became clearly 
aware of the fact that she was not “at home.” She 
was in a country that was not her home country, a 
very different place from where she grew up, far 
away from her family. She realized that she felt 
lonely and she cried. The group was silent. After 
a while she spoke again. She wondered whether 
she had been hiding from this feeling of loneli-
ness by working very hard. 

 In the following weeks she started to take 
breaks at work and she even put up a sign not to 
be disturbed on her offi ce door. She did some of 
her mindfulness practices during this time. To her 
surprise, her colleagues accepted that she was not 
continuously available. In addition, she started to 
listen to her favorite music while driving the car. 
She noticed that she felt less stressed, and her 
headaches and the heart palpitations diminished 
over time. 

 She felt more at ease, had more attention for 
her surrounding, and experienced more moments 
of joy; she started to treat herself in a more caring 
way. Remarkably, her looks changed during the 
MBCT course: her hair was not tightly combed 
anymore; she now had big frizzy hair. 
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 Another 40-year-old woman used to work as a 
schoolteacher in Denmark. For 5 years she suf-
fered from headache, nausea, concentration diffi -
culties, impairment of memory, fatigue, muscular, 
and abdominal pain. She had unexplained physi-
cal symptoms since early childhood and  recurrent 
infections and migraine   since early youth. She 
was diagnosed with  irritable bowel syndrome  , 
 fi bromyalgia  ,  chronic fatigue syndrome  , and 
migraine. In her previous job, 5 years ago, she had 
had three longer periods of sick leave because of 
stress. She had tried many different therapies for 
her symptoms, e.g., physiotherapy, craniosacral 
therapy, acupuncture, chiropractor, diets (avoid-
ance of sugar and gluten), psychotherapy, and 
medication (painkillers and an antidepressant). In 
the present state she was in bed 5 days a week and 
had a very limited social life. She decided to 
attend mindfulness therapy, a course specifi cally 
designed for patients with severe bodily distress. 

 Five months after the mindfulness therapy she 
wrote a note to thank us for the process which she 
had gone through: “I can’t understand that I feel 
SO much better in a just a few months. I was a dili-
gent student, fully committed to becoming well—
and it seems I’ve succeeded. Feeling how I am has 
become second nature—stop, one thing at a time, 
not be perfect, go slowly and feel the ground 
beneath my feet, etc. I’ve become excellent at ‘dis-
covering’ if my mind is too busy with ‘other’ 
things while I am doing routine tasks. I challenge 
my limits by seeing how much I can, and gradu-
ally I’ve become very secure with the situation—I 
feel more and more that I have gotten my life 
back! I can go on and on … a lot less pain, six 
weeks between migraines; which are milder, a lot 
of faith in the future, I have a social life again …”  

    The Problem of Medically 
Unexplained Symptoms 

 Medically unexplained symptoms are highly preva-
lent. In primary care 20–50 % of the physical symp-
toms remain medically unexplained. Often, these 
symptoms resolve over time. However, in a minor-
ity of the patients these symptoms persist. Patients 
with persistent MUS suffer from psychological 

 distress, functional impairment, and social isola-
tion. The impairments of MUS are comparable 
with those of  depressive disorders   or a general 
medical disease. 

 Societal costs associated with persistent medi-
cally unexplained symptoms are substantial [ 1 ]; 
they mainly consist of health care costs and costs of 
lost productivity.  Health care costs   of patients with 
persistent medically unexplained symptoms are 
high due to high consultation rates in both primary 
and secondary care [ 2 ] and due to often unneces-
sary medical procedures to rule out medical condi-
tions with the potential for iatrogenic harm. 
Disabilities caused by medically unexplained 
symptoms lead to diminished employment partici-
pation: patients with persistent medically unex-
plained symptoms are more on sick leave and have 
higher rates of unemployment [ 3 ]. The traditional 
tools offered by medicine, including psychiatry, are 
often intended to fi x or attack patients’ symptoms, 
not to release suffering or promote vitality. 

 At present, cognitive behavioral  therapy   is the 
intervention of choice for persistent medically 
unexplained symptoms. Several studies have 
shown modest improvements in somatic symp-
toms, psychological distress, and functional 
impairment [ 4 ]. However, many patients with 
medically unexplained symptoms do not easily 
accept psychological treatment. Probably, an inter-
vention that has a body-oriented focus is more 
acceptable to patients with chronic medically 
unexplained symptoms. They experience physical 
symptoms and are often afraid for an underlying 
disease. In a recent trial on the effectiveness of a 
group cognitive behavioral intervention for medi-
cally unexplained symptoms, physical health 
improved signifi cantly whereas mental health did 
not show a strong improvement [ 5 ]. 

 Patients with medically unexplained symp-
toms are often stigmatized, and effective treat-
ment is rarely delivered, leaving these patients 
isolated, left by themselves, vulnerable to costly 
and potentially harming medical and alternative 
treatments. Consequently, there is still a need for 
more acceptable and effective treatment options. 
There is a need for  non-harming practical tools   in 
order to help patients to take responsibility for 
their own health and well-being.  
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    Theoretical Rationale of MBCT 
for Medically Unexplained 
 Symptoms   

 Patients with medically unexplained symptoms 
are suffering, and mindfulness attempts to work 
with the stress and pain that causes suffering [ 6 ]. 
From a traditional Buddhist point of view, suffer-
ing is a basic premise of life. The principal under-
lying cause of suffering is assumed to be 
attachment or clinging. By defi nition, there is no 
known cause of medically unexplained symp-
toms. However, the co-occurrence of negative 
affect and pain is well recognized. An impaired 
ability to evaluate and categorize painful sensa-
tions could indicate a problem in the regulation 
of pain perception in patients suffering from 
medically unexplained symptoms. This is proba-
bly related to changes in the  parietal and prefron-
tal cortex  , which are the areas that sustained 
training of mindfulness can improve. Impairments 
of sensory processing may lead to repetitive 
overloading, which may in turn lead to fear of 
movement and unhealthy coping strategies. 

 Certain behavioral, cognitive, and emotional 
patterns are overrepresented in patients with 
chronic medically unexplained symptoms. Patients 
often describe that they shift between ignoring and 
being totally overwhelmed by  somatic symptoms  . 
The following patterns  are   often seen in patients 
with chronic medically unexplained symptoms: 
patterns of not paying careful attention to body 
signals, or on the contrary patterns of continuously 
focusing on each body signal. Other patterns that 
are frequently present are emotional patterns of 
anger, anxiety, and depression due to trauma or 
affective neglect. Patients with medically unex-
plained symptoms often have diffi culty with set-
ting boundaries towards others, or put simply: they 
have diffi culty with saying “no.” 

 Through mindfulness training patients are 
invited to step out of their ordinary life and their 
automatic patterns. They are asked to stop, to 
observe what is going on. They are invited to lis-
ten to their body. By experiencing their own 
physical sensations, thoughts, emotions, and 
behavioral tendencies, they can learn to step out 
of their automatic patterns. This is done in a 

group setting that provides safety and careful 
attention. Often, standing still in the current 
moment is less frightening than the patient had 
thought. Patients can experience that they are 
able to tolerate what is present. They can observe 
their own tendencies without directly reacting to 
their tendency. There is time to observe how 
symptoms, thoughts, and emotions come and go. 
These new experiences can lead to new insights, 
which are not taught by the trainer, but which the 
patient has discovered himself or herself. 

 Mindfulness has a  body-focused and experi-
ential approach  , which is different from more 
cognitive approaches used in cognitive behav-
ioral therapy. Mindfulness training can help par-
ticipants in developing the ability to tolerate 
symptoms while at the same time not letting the 
symptoms dictate behavior [ 4 ].  

    Modifi cations of MBCT for Medically 
Unexplained Symptoms 

 Two versions have been developed of mindful-
ness training for patients with medically unex-
plained symptoms. One version stays close to the 
original MBCT format. It has been developed in 
the Netherlands and it has been tested on patients 
with moderate-to-severe medically unexplained 
symptoms. 

 This version of MBCT for patients with 
MUS consists of eight weekly sessions of 2.5 h 
plus a 6-h silent day [ 7 ]. Preferably, the group 
has 10–14 patients. In this way there is suffi -
cient time to share experiences in the group 
and to learn from others. In addition to the 
group sessions, participants are instructed to 
practice 6 days a week for approximately 
45 min a day. The training protocol is based on 
the MBCT format for patients with recurrent 
depression [ 8 ]. Adaptations were made to the 
MBCT  training protocol   to make it suitable for 
patients with physical symptoms. In all sec-
tions where “depression” or mental health 
problems are mentioned, we changed this into 
“physical symptoms.” The program consists of 
formal meditation exercises such as body scan, 
sitting meditation, walking meditation, and 
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mindful movement. Participants are also 
encouraged to cultivate awareness of everyday 
activities, such as eating or taking a shower. In 
addition, the program includes cognitive tech-
niques such as psycho- education, monitoring 
and scheduling of activities, and identifi cation 
of negative automatic thoughts. In the section 
on psycho-education, we included information 
about respecting physical and mental boundar-
ies and dealing with impairments. In line with 
the original mindfulness- based stress reduction 
format, a silent day is incorporated to give par-
ticipants the opportunity to deepen their mind-
fulness practice. To support home practice, 
patients receive a folder with information 
about the individual sessions, homework 
assignments, and forms to keep a record of 
their practice, together with CDs with guided 
meditations and movement exercises. The 
homework exercises are identical to those of 
the MBCT course. 

 In Denmark another version has been devel-
oped: Mindfulness Therapy [ 9 ]. This version 
includes more  psycho-education   about medically 
unexplained symptoms than the abovementioned 
version. This version has been tested on patients 
with severe medically unexplained symptoms. 

 The sessions take eight weekly 3.5-h sessions 
and one follow-up session. The MBSR manual 
developed by Jon Kabat-Zinn is closely followed, 
except the all-day retreat, which lasted only 3.5 h. 
It includes psycho-education, symptom registra-
tion, and a model for graded exercise. The 
 psycho- education   covers the following themes: 
registration and differentiation of fl uctuating 
symptoms; diagnostic labels for medically unex-
plained symptoms ( fi bromyalgia  ,  chronic fatigue 
syndrome  , and somatization disorder); biologi-
cal, psychological, and social factors contribut-
ing to the development and maintenance of 
medically unexplained symptoms; connecting 
bodily symptoms, emotions, thoughts, and 
behaviors; restoring sleep; diffusion of infl exible 
symptom attributions, and impact of negative ill-
ness perceptions; identifying cognitive distor-
tions; and recapitulation of the above in the last 
session. The workbook of mindfulness therapy is 
available at   www.mindfulness.au.dk    . 

 In randomized controlled trials both treatment 
protocols have been proven to be effective [ 10 , 
 11 ]. For mild-to-moderate symptoms the fi rst 
protocol might be suffi cient. For patients who 
have become severely disabled due to their  medi-
cally unexplained symptoms  , the 3.5-h version, 
named mindfulness therapy, is probably most 
suitable. For some patients, the mindfulness 
training is not suffi cient; for some it is just the 
beginning of a longer lasting process of change. 
An individual treatment could follow, for 
 example with a psychomotor therapist or a psy-
chotherapist, depending on the process and pref-
erences of the patient. 

 We recommend offering homework practice 
for 15–45 min per day. It is important not to force 
people to do homework; it is an invitation. It is 
desirable to spend 45 min per day on formal prac-
tice; however, if this is too intense for patients, 
the amount of practice should be lowered to fi t 
the patient’s abilities. 

 The trainer should be experienced both in 
providing mindfulness training and in working 
with patients with medically unexplained 
symptoms. The trainer should be able to distin-
guish between symptoms that need  acute medi-
cal care   and symptoms that can be tolerated 
without acute medical care. The trainer might 
be a psychologist, a psychotherapist, a medical 
doctor, psychiatrist, a psychomotor therapist, or 
another healthcare worker with experience in 
both mindfulness training and medically unex-
plained symptoms.  

    Evidence of MBCT for Medically 
Unexplained Symptoms 
Including Mechanisms of Change 

 During the last two decades at least 15 scientifi c 
studies have been performed examining the effec-
tiveness of mindfulness-based therapies for medi-
cally unexplained symptoms. An extensive review 
and meta-analysis of these studies has been written 
by Lakhan and Schofi eld [ 12 ]. They included 13 
randomized controlled trials with a total of 1092 
patients. All studies used mindfulness- based therapy 
as the intervention; this could be mindfulness-based 

H. van Ravesteijn and L. Fjorback

http://www.mindfulness.au.dk/


79

stress reduction (MBSR), mindfulness-based cog-
nitive therapy (MBCT), or an eclectic or unspeci-
fi ed mindfulness- based therapy. The control 
conditions consisted of a waitlist condition or sup-
port groups. Some of the studies focused on a spe-
cifi c syndrome, such as  fi bromyalgia     ,  chronic 
fatigue syndrome     , and  irritable bowel syndrome  . 
The main outcomes were pain, severity of symp-
toms, quality of life, depression, and anxiety. 

 Patients who received mindfulness-based 
therapy experienced less pain, a decrease in the 
severity of symptoms, less depression, a decrease 
in anxiety, and an increase in the quality of life, 
compared to patients in the control conditions. 
When the researchers examined the effects for 
each syndrome separately, they found that the 
mindfulness-based therapies were most effective 
in the  irritable bowel syndrome  . Another fi nding 
was that the studies in which mindfulness-based 
stress reduction (MBSR) or mindfulness-based 
cognitive therapy (MBCT) was used had better 
results than studies in which eclectic or unspeci-
fi ed mindfulness-based therapies were used. 

 One of the 15 studies that were included in the 
abovementioned review was the randomized con-
trolled trial by Fjorback et al.[ 11 ]. They combined 
MBSR with cognitive behavioral therapy, and spe-
cifi cally treated patients with severe medically 
unexplained symptoms. The treatment was named 
mindfulness therapy, it consisted of eight weekly 
sessions of 3.5 h and one follow-up session of 3.5 h. 
One hundred and nineteen patients were included. 
Mindfulness was compared to an active control 
group entitled “specialized treatment” in which an 
individual treatment was planned in collaboration 
between the patient and a medical doctor special-
ized in medically unexplained symptoms and psy-
chiatry. Mindfulness therapy was comparable to 
specialized treatment in improving the quality of 
life and the symptoms of the patients with  medi-
cally unexplained symptoms   at 15-month follow-
up. However, in the mindfulness therapy group, the 
physical functioning signifi cantly changed at the 
end of the treatment and this change remained at 
15-month follow-up, whereas no signifi cant change 
was seen in the specialized treatment group until the 
15-month follow-up. Mindfulness therapy pro-
duced greater and more rapid improvement than the 
specialized treatment. 

 The  economic effects   of the mindfulness ther-
apy [ 13 ] were evaluated by the use of original 
register data from the 119 enrolled patients and a 
matched control group of 5950 individuals. 
Mindfulness therapy had substantial socioeco-
nomic benefi ts over specialized treatment. The 
disability pensions were signifi cantly lower in 
the mindfulness therapy group than in the spe-
cialized treatment group over a 15-month follow-
 up period; 25 % from the mindfulness therapy 
group received disability pension compared with 
45 % from the specialized treatment group. In 
conclusion,  mindfulness therapy   may have sig-
nifi cantly improved physical functioning, seemed 
to prevent further social decline, and led to 
reduced societal costs. 

 A randomized controlled trial that was con-
ducted more recently examined the effectiveness 
of MBCT for patients with medically unexplained 
symptoms who frequently attended their family 
physician for these symptoms [ 10 ]. One hundred 
and twenty-fi ve patients were included in the trial; 
they were randomized to receive either MBCT or 
enhanced usual health care. Although the physical 
functioning did not differ between the two condi-
tions, mental functioning improved signifi cantly 
in patients who had received MBCT. Patients 
indicated to experience more vitality and better 
social functioning. During the year in which the 
study took place, a cost-effectiveness study was 
done by using diaries for health care use and pres-
ence at work [ 14 ]. In this study there was no sig-
nifi cant infl uence of MBCT on the presence at 
work. But total hospital costs were lower for 
patients who had received MBCT, whereas the 
use of mental health care had increased in the 
MBCT condition. 

 Alongside this study a longitudinal interview 
 study   was done with 12 patients who were inter-
viewed before, directly after, and a year after the 
MBCT [ 15 ]. During the year the patients went 
through a process of change. This started with 
awareness of the present moment. They became 
more aware of sensory experiences, thoughts, 
and emotions. Patients described that they 
became better able to accept their experiences, 
rather than resisting them. Awareness and accep-
tance of painful symptoms and emotions were 
key factors in this process. Also, patients started 
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to recognize their own behavioral patterns. And 
some were able to change them, thus improving 
self-care. Some patients indicated that they vis-
ited their family physician less frequently, as 
they had become less anxious and better able to 
tolerate symptoms for a while. An increase in 
self-compassion resulted from the newly gained 
insights, and at the same time it seemed to facili-
tate the process of change. Main barriers were 
concurrent social problems, such as the loss of a 
partner, and the inability or unwillingness to 
accept symptoms. For two patients the MBCT 
seemed effective on the short term, but on the 
long term the changes did not last. They probably 
needed individual treatment to reach a longer 
lasting change. 

 Another longitudinal interview  study  , with 22 
patients, examined how mindfulness-based therapy 
for patients with chronic medically unexplained 
symptoms infl uenced patients’ stress experiences 
and coping strategies [ 16 ]. Before the mindfulness-
based therapy, most patients were struggling with 
existential themes. In this study this was indicated 
as “an existential crisis.” They felt insecure about 
their social identity, and insecure about the causes, 
consequences, and management of their illness. In 
addition, they had diffi culties in identifying and 
expressing cognitions, emotions, and feelings. They 
experienced a low awareness of the body and the 
experience of self. The interviewed patients often 
used avoidant coping, which made them more vul-
nerable to stress. After the mindfulness therapy, 
which consisted of eight weekly sessions of 3.5 h, 
patients indicated that they felt more self-confi dent. 
In relation to their symptoms, they felt recognized 
as “really” ill. The patients had a clearer view upon 
the nature, management, and future prospects of 
their illness. Generally, they used more fl exible cop-
ing strategies to reduce their daily stress experi-
ences. The patients experienced an increased 
awareness of body and mind, were better able to 
relax by using mindfulness techniques, and 
described an improved ability to identify and 
express needs and feelings of distress. Half of the 
patients experienced an increased sexual drive; they 
described how their relations had improved both 
sexually and communicatively.  

    Conclusions 

 The term mindfulness, which derives from the 
pāli word  sati , means to “remember”; remember 
the body, the mind, and the heart. This is obvious 
and trivial, but it may, nevertheless, be exactly 
what is called for in modern medicine. Teaching 
how to feel whole, physically present, mentally 
clear, and emotionally balanced may, indeed, be 
an integrated part of modern medical practice. 
Mindfulness-based therapies are an effective 
approach to deal with stress via enhanced body 
awareness and insight into automatic patterns. 

 Mindfulness training is valuable for patients 
with medically unexplained symptoms. It can 
open up a path of awareness of the body and it 
can help patients to stay out of avoidance strate-
gies. At the same time it can prevent patients 
from identifying too much with their symptoms. 
By experiencing the body, and being conscious 
of thoughts and emotions, patients gain new 
ways of experiencing themselves. Often, this 
leads to a more friendly way of taking care of 
oneself. It improves the ability to express needs 
and feelings of distress and can lead to more 
active communication with others. 

 Mindfulness training offers  non-harming 
practical tools   which can help patients to take 
responsibility for their own health and  well- being. 
Although mindfulness does not simply “clear 
away” the physical symptoms, it does offer a way 
of treating oneself in a more friendly manner. 
Mindfulness training can help in developing the 
ability to tolerate symptoms while at the same 
time not letting the symptoms dictate behavior. 
This leads towards more psychological fl exibility 
and a better mental health.     
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      Abbreviations 

   AIDS    Acquired immune defi ciency syndrome   
  ART    Antiretroviral therapy   
  HIV    Human immunodefi ciency virus   
  MBCT    Mindfulness-based cognitive therapy   
  MBIs    Mindfulness-based interventions   
  MSM    Men who have sex with men   
  PLWH    People who live with HIV   
  RCT    Randomized controlled trial   

         A Brief Overview of  HIV/AIDS   

 Around 1950, penicillin, antibiotics, and vacci-
nations freed humanity from the fear of death 
caused by infectious diseases [ 1 ]. Three decades 
later, an article that appeared in  The New England 
Journal of Medicine  refuted the supposed 
 triumph indicating that it had all been a mere illu-
sion in the eternal competition to survive among 
the different life forms on Earth [ 2 ]. This article 
described the fi rst cases of a new syndrome that 
would become the great epidemic of the twenti-
eth century [ 3 ]. 

 After more than three decades of history, the 
Human Immunodefi ciency Virus/Acquired 
Immune Defi ciency Syndrome (HIV/AIDS) epi-
demic continues to be a global health issue. It is 
estimated that 35 million people live with the dis-
ease, and the number is increasing as more people 
live longer due to antiretroviral therapy ( ART  )   . In 
spite of the worldwide tendency toward decreasing 
numbers, in Western Europe and North America 
people continue to become infected through unpro-
tected sexual activity. In fact, contagion increased 
by 6 % since 2001 [ 4 ]. This represents a paradox of 
having access to information and protection mea-
sures, yet the way the infection is perceived is not 
enough to prevent new instances of the disease. 

 HIV is a lentivirus belonging to the 
 Retroviridae  family [ 5 ] that multiplies by using 
the genetic material from lymphocytes T CD4, a 
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type of immune defense system cells. From the 
moment that the virus penetrates the human body, 
HIV spreads out in search of these cells, invades 
them and multiplies, liberating virions that con-
tinue to infect and destroy CD4 cells. In this way, 
HIV progressively decreases immune compe-
tence through a long process without provoking 
any specifi c symptomatology. This is why it was 
named the “silent killer” and as many as 19 mil-
lion of the estimated current 35 million PLWH 
are not  even   aware that they are HIV- positive [ 4 ]. 
HIV continues to destroy immune competence to 
the level of compromising health at 200 cells/
mm 3 . (A healthy person possesses approximately 
1000 cells/mm 3 .) Once achieved this point, the 
immune system can no longer defend itself and 
ends up producing an illness caused by so-called 
“ opportunistic infections  ” (a term that refers to 
infections that take advantage of a weakened 
organism in order to invade it). This is the case of 
illnesses such as   Pneumocystis carinii  or  Kaposi  
sarcoma  . The fi nal stage of the process is called 
AIDS, and without proper treatment the patient 
will die within approximately 1 year. While in 
the USA a diagnosis of AIDS is made when the 
CD4 cell count reaches 200 cells/mm 3 , in Europe 
it is diagnosed as soon as an opportunistic infec-
tion is detected. The conversion of an HIV infec-
tion to AIDS takes an average of 10 years, in 
some patients the process passes more quickly 
from one stage to the other. Nevertheless with 
proper ART, PLWH have a considerably greater 
life expectancy. 

 Actually the introduction of the combined 
 ART   in 1996 represented a major historical 
 change   in the treatment of the infection, as much 
as it ceased to be considered a terminal illness 
and became a chronic but manageable disease. 
Through treatment the viral replication decreases 
considerably and it facilitates partial recovery of 
the CD4 cell count [ 6 ]. However, treatment is 
only effective if patients adhere strictly to medi-
cal orders. Those who do not adhere to adequate 
ART levels may experience treatment failure, 
immunological deterioration, and may even 
develop drug resistances that limit therapy 
options [ 7 ,  8 ]. Furthermore, once the treatment 
begins, it must be followed consistently, which 

represents an added degree of toxicity to the 
organism. For this reason, clinical guides recom-
mend delaying ART until the point where HIV 
has reduced the number of CD4 to below 500 
cells/mm 3 . As shown in Fig.  8.1 , the initiation of 
ART produces the maintaining of  CD4 cell levels   
in a safety margin, avoiding the onset of AIDS.

       Current Challenges for PLWH 

 The success of ART in making HIV a chronic dis-
ease, created the illusion that we were witnessing 
health recovery for PLWH. Nevertheless, recent 
results show that this is still far from being a real-
ity. PLWH age much more quickly than normal 
rates. As a consequence they experience a higher 
level of age-related neurocognitive, cardiovascu-
lar, osteopathic, and metabolic diseases, as well 
as non-AIDS related cancers, in comparison to 
their non-AIDS infected peers [ 9 – 11 ]. In spite of 
successful ART, their life expectancy is between 
10 and 15 years less than those who are free from 
infection [ 12 – 14 ]. Furthermore, HIV infection is 
a prototype of chronic vital situational  stress  . 
During the infectious process, patients must cope 
with numerous stressors that can be categorized 
as either biological or psycho-emotional. 

 At the   biological level   , they must cope with 
stressors such as HIV infection and the toxicity 
derived from years of being exposed to 
ART. Moreover, as aging takes place, they need 
more medication to treat comorbidities, resulting in 
polypharmacy that increases potential drug-to- drug 

  Fig. 8.1     Difference   between HIV infection and AIDS, 
and ART effects on CD4 cell count       
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interactions [ 15 ]. The overload of stressors can 
reduce the body’s capacity of resistance. In fact, 
some studies show that PLWH experience frailty, a 
decreased capacity to confront  biological   stress due 
to aging [ 16 ] similar to HIV- negative subjects who 
are 10 years older [ 17 ]. All these biological stressors 
are thought to potentiate physiological aging as they 
share common detrimental pathways that lead to 
early immunosenescence, mainly immune activa-
tion and persistent infl ammation [ 18 ]. Indeed, 
infl ammation—indexed by proinfl ammatory cyto-
kines such as IL-6 levels—has been  identifi ed   as an 
etiological factor for premature or early aging in 
PLWH [ 11 ]. This persistent infl ammation may lead 
to a reduced ability to adapt to metabolic stress [ 19 ] 
and  biological   stressors, leading to an increase of 
the vulnerability to develop comorbidities [ 20 ]. 

 At the   psycho-emotional level  an   HIV diagno-
sis brings with it a host of potentially stressful 
experiences including physical health concerns, 
the need to interact with a complex health care 
system, stigma, and the challenge to come to terms 
with a new identity as someone living with HIV 
[ 21 ]. Moreover, facing a chronic life- threatening 
condition, fi nancial burden, social isolation, pres-
sure to strictly adhere to a medication regime [ 22 ], 
and the uncertainty about symptoms associated 
with aging [ 23 ] add to the  stress   of PLWH. It is 
precisely the uncertainty associated with a lack of 
therapeutic response to premature aging that con-
stitutes the main challenge for PLWH who live in 
developed countries. The accumulation of all of 
these stressors impact mental and physical health-
related quality of life [ 24 ] and may contribute to 
 depression   [ 25 ,  26 ]. Research indicates a high 
level of diagnosed depression in PLWH reaching 
22 % [ 27 ], 35 % [ 28 ] and up to 50 % [ 29 ]. A meta-
analysis concluded that the risk of being diagnosed 
with depression was 50 % higher in PLWH than 
the non-infected cohort [ 30 ]. Furthermore, older 
adults living with HIV/AIDS are “doubly stigma-
tized” because of their advanced age and HIV- 
positive status, increasing their risk for  depression   
[ 31 ,  32 ]. In addition, a number of people lack 
proper diagnosis because the symptoms of depres-
sion simulate the same effects that HIV causes. As 
an example, apathy is considered one of the symp-
toms of the neuropathology of HIV [ 33 ]. 

 In turn, psychological stress can affect  biological 
  processes that may contribute to HIV disease pro-
gression [ 34 ]. Numerous,    classical studies carried 
out in the fi eld of psychoneuroimmunology (PNI) 
have established that stress and depression are 
potential causal factors of infl ammation [ 35 ,  36 ]. In 
the HIV population, psychological stress has been 
associated with high levels of infl ammation—
indexed by IL-6 levels—[ 37 ]. Also, cortisol, a hor-
mone related to stress  a  nd depression, has been 
associated with greater T cell activation, a known 
risk factor for accelerated progression of HIV [ 38 ]. 
Closing the circle, infl ammation may amplify psy-
chological distress, as proinfl ammatory cytokines 
induce depressive symptoms and increase anxiety 
[ 39 ]. In addition, psychological stress may also 
 implicate   indirect mechanisms that can impact HIV 
disease progression through behavioral factors [ 40 ] 
such as poor nutrition and sleep, that, in turns, may 
lead to further infl ammation [ 41 ,  42 ]. 

 As seen in the previous text, physiological 
effect of  stressors   displayed by PLWH, both bio-
logical and psycho-emotional, shares a common 
denominator: the condition of chronic  infl amma-
tion  of the immune system.    In sum, these stressors 
can potentiate each other causing increased risk 
for age-related morbidity and mortality. Along 
these same lines, in a recent proposal, our subjec-
tive perception of social threats, such as those 
observed in PLWH, can elicit the same physiologi-
cal mechanisms as real physical threats, creating 
an increase in risk for infl ammation- related disor-
ders, depression, infection, accelerated biological 
aging, and early mortality [ 26 ]. For the above cited 
reasons we consider it a priority to provide PLWH 
with resources to be able to successfully face these 
stressors, thereby preventing the occurrence of 
“ allostatic load,” the   cumulative wear and tear on 
the body and brain due to an overactive or ineffi -
ciently managed stress response [ 43 ,  44 ].  

    Theoretical Rationale of MBCT 
for HIV 

 As previously explained, in PLWH biological and 
psycho-emotional stress may exacerbate each 
other, thereby increasing infl ammation resulting 
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in accelerated aging and an impaired health sta-
tus. High levels of  stressors,   along with the preva-
lence  of    depression      observed in this population, 
supports Mindfulness-Based Cognitive Therapy 
( MBCT  ) as a promising therapy; one that address 
the main challenges present.  MBCT   correlates 
highly with the stress management program called 
Mindfulness-Based Stress Reduction ( MBSR  )   , 
developed by Jon Kabat-Zinn [ 45 ], and has  par-
ticular   specifi city to prevent and treat depressive 
symptoms. Other reasons for its potential useful-
ness include its non-pharmacological properties 
(given the treatments- derived toxicity in PLWH), 
as well as its cost-effectiveness (given the high 
cost of ART itself, added to that of the medication 
needed to treat comorbidities).  Another   character-
istic of this program and that makes it especially 
appropriate for this population, is that it is associ-
ated with group support. PLWH often experience 
emotional loneliness and lack of social support. It 
is well known that social support is positively 
related to better adjustment [ 46 ] and health out-
comes [ 24 ] among adults living with HIV. 

 Many reasons exist to justify the application of 
mindfulness to PLWH, such as the elevated num-
ber of stressors faced by PLWH, the devastating 
effect of stress on health, and the effi ciency dem-
onstrated by mindfulness as a  stress   management 
 technique   [ 47 ]. Research indicates that mindful-
ness training is proposed to promote self- regulation 
such as homeostasis by protecting the internal 
milieu from the harmful effects of stressors [ 48 ]. 
In addition, the value of investigating mindfulness 
training as a method to promote successful aging 
has been proposed [ 49 ]. Certain evidence supports 
mindfulness training as a form of cognitive train-
ing that could create cognitive reserve and protect 
against neurodegeneration [ 50 ]. A number of stud-
ies demonstrate the effectiveness of the  MBSR 
program   in improving psychological well-being 
[ 51 – 54 ], emotional well-being [ 55 ], self-reported 
medical symptoms [ 54 ], immune function [ 56 ], 
buffer CD4 cell loss [ 51 ], improve CD4 cell count 
[ 53 ,  54 ], and reducing adverse effects of ART [ 57 ]. 
(See [ 58 ] for a complete review.) Regarding 
MBCT, according to our knowledge only two pub-
lished studies have examined its effects on 
HIV. The fi rst one, carried out by Nicholas Wood 

in form of a pilot single group dissertation, showed 
promising benefi ts in terms of depression, quality 
of life (QoL), and mindfulness skills, despite some 
methodological limitations [ 59 ]. The second one, 
a  randomized controlled trial (RCT)   carried out by 
our team in 40 long-term  diagnosed   and treated 
HIV- infected persons, showed a large effect size 
of MBCT on QoL, psychological stress, depres-
sion and anxiety levels. Moreover, during follow-
up, MBCT group members showed an increase in 
CD4 cell count [ 60 ]. These results suggest that 
MBCT may promote successful aging in those liv-
ing with HIV.  

    Modifi cations of MBCT for HIV 

 In general, psycho-educational interventions with 
the HIV population have a high dropout rate. 
Regarding mindfulness-based interventions ( MBIs  )    
 dropout   rate tends to register at approximately 25 % 
[ 61 ], and in PLWH specifi cally has been measured 
at between 40 % [ 51 ] and 50 % [ 55 ]. In the case of 
MBCT in HIV population, the previously men-
tioned fi rst published study shows an 80 % dropout 
rate [ 59 ]. In our RCT [ 60 ] the dropout rate was sur-
prisingly low (2.5 %). Later MBIs that we have 
 carried out have maintained a low dropout rate. As 
we see it, the success of keeping participants in the 
program depends on the ability to make them feel 
accepted, understood, and accompanied, facilitating 
better self- acceptance and the ensuing self-regula-
tion toward positive change. 

 The MBCT original program [ 62 ] is fl exible, 
in that it allows for adapting some of the ele-
ments needed to address specifi c needs of the tar-
get population, maximizing its effectiveness. In 
this sense, we attempt to reach the greatest num-
ber  of   patients; not only those who have a history 
of depression, but all of those who might be 
experiencing psychological or emotional diffi -
culties that affect  their   quality of life and the self- 
management of their health. Therefore, compared 
to the original program, the discourse that we 
use, does not concentrate exclusively on depres-
sion, rather refers also to stress, anxiety, and 
other psychological or emotional diffi culties in 
order to help all participants to feel recognized. 
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Oftentimes, this  constitutes   true prevention of the 
development of episodes of depression derived 
from the burden of stressors. 

 One of the ways that we strengthen the effec-
tiveness of MBCT is to adapt the language that 
we use as well as discussions about aspects rela-
tive to the challenges faced by PLWH. In gen-
eral, to present the contents of each session we 
use slides to help participants focus their atten-
tion on critical issues. It is our experience that the 
elements that make them feel the most under-
stood are  metaphors  and narration of adapted 
 examples . In our program, the  main   modifi cation 
that we include is precisely this adaptation, pre-
senting the contents in such a way as to adapt to 
the reality that PLWH experience. Special 
changes with regard to the original program are 
made in sessions 3, 4, and 5. 

 Session 3 is dedicated almost exclusively to 
yoga exercises. Yoga exercises grounded in clas-
sic Hatha Yoga are a helpful tool to promote well-
being. Quite often PLWH feel a signifi cant 
disconnection from their bodies. In some cases, 
the discomfort, symptoms, and outward signs 
such as lipodystrophy lead them to hide their bod-
ies. In other cases, they show it as if it were a 
showcase, a sign of beauty, almost as if it  were   a 
product carrying it to extremes and suffering high 
levels of anxiety at the fi rst sign of a wrinkle or an 
ounce of fat on their waistline. Leading them to 
feel their body helps them to reconcile with them-
selves, and on the other hand disarms thought pat-
terns and automatic reactions. In this sense, 
practicing yoga helps to introduce the key con-
cepts of mindfulness, such as acceptance, non-
force, and kindness, in a gentle and metaphorical 
manner that prevents psychological resistance. 

 In sessions 4 and 5, we do not show the video-
tape “Healing from within” as is done in the origi-
nal program. Instead, we focus on emotional 
tolerance. We show participants specifi c neurosci-
ence fi ndings in an easy way. We present slides 
about the role of amygdalae as the center for 
impulsive reactions and prefrontal cortex as the 
center for  effective   response. We have adapted the 
3-min breathing space-coping version (in which 
participants are taught to become aware of their 
situation, redirecting their attention to breathing 

as an anchor and expanding awareness around the 
breathing whenever they notice unpleasant feel-
ings) by  including   a previous step before expand-
ing further, in which we guide participants to 
explore with curiosity the sensation that emotion 
produces in themselves describing it as an impar-
tial observer, without judging. By doing this they 
stop conceiving emotions as a static place, in 
which they lose their minds in thought, and begin 
to disidentify from emotions. As they remain con-
nected with the changing physical sensations 
derived from emotions, they begin to adopt a new 
way of relating to them, accepting their feelings. 
Next we present slides to explain that this easy 
step acts as a trick, which might turn off the  amyg-
dalae   and restore activation in the “freedom cen-
ter,” the prefrontal cortex. These and other simple 
explanations about the brain, help the person to go 
from feeling like a victim to empower themselves, 
taking responsibility about how they manage 
emotional states. We also provide participants an 
audio recording with this practice, which is one of 
the most highly valued exercises in our groups as 
being the most helpful. A common diffi culty 
experienced by PLWH revolves around feeling 
isolated and a lack of social support. To address 
this issue, in session 5 we present slides about dif-
ferent styles of communication along with tips to 
encourage assertiveness and, in general, spread 
mindfulness abilities to the arena of social 
relationships. 

 In the rest of the sessions, we follow the same 
content as the original program. In the following 
clinical cases we describe the modifi cations in a 
greater detail.  

    Clinical Case Studies: Anna 
and John 

 These following clinical cases were selected as 
they illustrate current HIV main challenges and 
relevant issues in the application of MBCT in 
PLWH. “Anna” and “John” will be used as 
pseudonyms in order to protect the individuals’ 
privacy. These cases were selected as part of a 
larger study [ 63 ] conducted in the Germans Trias 
i Pujol University Hospital (Badalona, Spain) 
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where the fi rst author of this chapter worked as a 
psychologist and mindfulness trainer for 5 years 
leading the MBCT groups. The second author 
contributed throughout the research giving advice 
regarding practical considerations and determin-
ing the theoretical background for mindfulness 
application and research. The third author 
assisted as co-therapist during the intervention 
and assisted in preparing the sessions. 

 Anna goes regularly to the HIV Unit of the 
cited Hospital for clinical care. There she has 
been treated by an interdisciplinary team for 21 
years. When we personally fi rst interviewed her, 
in 2010, Anna was a 46-year-old widow, mother 
of two uninfected children, ages 20 and 18, who 
were unaware that their mother was HIV- 
positive. Of her family,    only David, her second 
husband, knew about her condition. Anna has 
been in ART since 1997 as well as taking other 
drugs for comorbidities. She also has osteoporo-
sis and lipodystrophy. In her fi ght against the 
infection, she has experienced several bouts with 
depression, some diagnosed while others went 
undetected. The latest episode, dating back to 
2009, has not been overcome. What precipitated 
this episode was the realization that her health 
was increasingly deteriorated, to the point where 
she could no longer continue to work as a clean-
ing woman. Since then she has been receiving 
disability benefi ts. She has recently begun to 
express feelings of uselessness and discomfort 
due to age-related conditions such as fatigue, 
general pain, and dryness of the skin. 

 Anna’s history is that of a fi ghter who has sur-
vived the epidemic. She was diagnosed in 1994, 
when her fi rst husband, who became infected 
through injection drug use, was diagnosed with 
 Pneumocystis carinii  and subsequently died of 
AIDS. She, who had never used drugs nor had 
engaged in sexual activity with anyone but her 
husband, did not  fi t   any of the stereotypes associ-
ated with HIV. Needless to say, the diagnosis 
came as a tremendous shock. She believed that if 
people around her found out about the diagnosis, 
they would mistakenly think that she was a drug 
addict and would reject her. So she decided to 
cope on her own keeping her condition a secret 
from everyone. Anna concentrated all of her 

efforts on bringing up her two children, while 
 living with the uncertainty of the illness that 
threatened to kill her. She began to be treated 
with the fi rst ART, which caused the secondary 
effect of lipodystrophy (a syndrome that affects 
the distribution of body fat making visible the 
signs of the illness). As time passed, she began 
taking new medications, and  almost   without 
noticing, began to age. The aging process became 
truly devastating for her. The fact that she would 
not actually die from the illness, as she initially 
believed, but instead would age while still suffer-
ing from it, contributed to sending her more 
deeply into depression. In spite of several 
attempts to bring her out of the depressive state 
through antidepressants and cognitive-behavioral 
therapy, she is still depressed. 

 In 2010, we recommended her participation in 
an MBCT course. In the individual pre- 
intervention interview, the fact that people could 
identify her as HIV-positive came out as the main 
obstacle in to participate. She had been  hiding   her 
condition for 15 years, so that participating in the 
course would mean admitting in front of others 
for the fi rst time ever that she was HIV- positive. 
In the interview we repeatedly presented this 
obstacle as an opportunity to get to know people 
who, just as she, had been hiding for years, and 
therefore would understand perfectly her feelings. 
We also explored the diffi culties that she was 
encountering in this moment of her life, revolving 
around the fact that she was aging. We explained 
that participation in the course would be a way to 
help her to manage these diffi culties better. We 
used, as an example, the results of some studies 
that had been carried out with MBCT in older 
people. After this  session, Anna agreed to partici-
pate but she came to the fi rst session with reti-
cence and was very reserved. In the presentation 
before the group, she defi ned her goals as wanting 
to love herself more and to make her pain less dis-
ruptive. In this fi rst session, dedicated to the con-
cept of “automatic pilot” we explained: “The 
habitual working of the mind is to be on automatic 
pilot, a tendency to go through life without being 
 truly   conscious of what we are thinking, feeling, 
or doing, like an automaton. For example, have 
you ever gone to the doctor only to realize that 
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you forgot what you were supposed to ask him or 
her? Or, do you sometimes forget whether you 
have taken your medication?” Anna and other 
participants responded by saying that these things 
did happen to them constantly and that they 
believed that this was the consequence of becom-
ing older and losing their faculties. The facilita-
tors continue: “Sometimes this is not because of 
getting older, but rather because our heads are so 
fi lled with worry that we cannot take any more. 
When we live on automatic pilot our attention 
works in a fragmented way and we are not aware 
of the harmful effect of our thoughts. Automatic 
pilot is made up of unconscious brain activation 
patterns that have been strengthened by the effect 
of repetition. It is like the course of a river. Over 
time the current cuts a deeper path making it eas-
ier for the water to fl ow. That is why we constantly 
repeat the same worrisome thoughts and impul-
sive reactions. In this training we will learn to 
carve alternative paths that nurture our well-being. 
Automatic pilot is made up of our patterns that are 
similar to molecules made up of 3 different types 
of atoms: thoughts, sensations, and emotions. 
These three are interrelated and feed off of each 
other. Let’s take a look at an example: I get up in 
the morning and realize that my back hurts (sen-
sation). Then I start to think things like the follow-
ing: ‘if my back keeps hurting I won’t be able to 
go to work, I will have to call my boss, and he will 
surely suspect that I am HIV-positive and will fi re 
me. If I get fi red I will no longer be able to pay 
rent…’ These thoughts generate a characteristic 
type of emotions, similar to frustration or anger 
that in turn feed the sensation of pain. Therefore, 
the pain, that was initially manageable, has now 
worsened because of the thoughts and has 
become unbearable. Our thoughts are constantly 
travelling back and forth between the past and the 
future and not only prevent us from enjoying the 
present but also act as amplifi ers that increase the 
intensity of sensations and emotions. If we stop 
feeding our thoughts, we can reduce our pain 
(physical or emotional) and keep it at manage-
able levels. This is precisely the aim of the course; 
to learn how to manage our thoughts to be able to 
cope with emotions and sensations in a healthier 
way. The next step, as in the original program, the 
participants carry out the “body scan” exercise 

(in which they are  taken   on a guided tour through 
their body by focusing their attention on each part 
as an impartial observer). 

 In the debate at the beginning of the second 
session, upon reviewing her homework, Anna 
said that sometimes the “body scan” relaxed her, 
but other times her negative thoughts prevented 
her from practicing it. The instructors respond to 
her as follows: “The mind works this way, pulling 
us out of the present moment over, and over again. 
Our mind when on automatic pilot doesn’t want 
to relinquish the control over our life and fi nds 
many excuses to prevent us from taking com-
mand. So when you realize that your attention has 
gotten lost in harmful thought patterns and you 
decide to return to the present moment, you 
weaken those old automatic pilot patterns. Each 
time that you realize that you are in one of these 
thought patterns can be taken as an opportunity to 
weaken them and gain power over your own life. 
Sometimes after doing the exercises we feel 
relaxed, but that is only a side effect. When we 
practice we are not seeking relaxing but training 
our minds. There is no place to go to, nor  special 
plane to arrive at. The only thing that is important 
is to keep on training our minds to come home.” 
 In   the exercise during session 2, we introduce the 
cognitive model of  depression   (following the 
example “You are walking down the street, and 
on the other side of the street you see somebody 
you know. You smile and wave. The person just 
doesn’t seem to notice and walks by”). Answers 
given by PLWH tend to show their perception of 
stigma, which is one of the greatest challenges 
that they face. This is why we include explicit ref-
erences to HIV. For example: “What would hap-
pen if you thought that that  person knew about the 
HIV and did not greet you because of it? What if 
you were 100 % sure that the person did not know 
about the HIV? What if you found out that that 
person was HIV-positive? What would happen if 
you did not have HIV? What would you think? 
How would you react? How would you feel?” We 
usually fi nish this exercise with the following 
refl ection: “Everyone in this room has HIV, but 
each one reacts in a different way. The HIV virus 
can exacerbate problems that we have in our lives, 
but not all of our problems come from being HIV-
positive. If they did, everyone would react in the 
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same way. Through MBCT we can learn about 
how to keep these problems from limiting us.” It 
is here where we introduce an interesting meta-
phor: “We all see the world through glasses tinted 
by our thoughts. The color of the lenses distorts 
reality causing us to react unconsciously accord-
ing to how we interpret the world. For example, 
when we wear dark glasses, things seem worse 
than they really are. When we wear rose-colored 
glasses, we interpret reality better than it truly is. 
Dark and rose-colored are only examples. As we 
have seen in the cognitive model exercise, there 
are multiple possible colors to interpret reality. In 
our day-to-day lives, we interpret the world 
according to colored lenses composed of our 
thoughts and beliefs. That is why it is said that we 
do not see reality as it is, but as we are. If we try 
to wear the same colored glasses, these become 
our automatic pilot color, and this pattern gains 
strength in our lives governing our reactions 
almost without our realizing it. This is the case of 
a person who suffers depression and interprets 
reality with dark glasses. The simple act of being 
aware of the color of the lens of our glasses in a 
given moment has a liberating effect. Only by 
noticing the color of our glasses can we neutral-
ize automatic patterns and create the freedom to 
respond instead of reacting impulsively.” In the 
debate of the third session, Anna makes the fol-
lowing comment: “This week I have done the 
exercises every day and I have noticed that I feel 
calmer. I always believed that my thoughts 
showed me the sole truth. Now I have begun to 
see that sometimes I can change the lens of my 
glasses. When I do, reality changes. Last week, I 
realized that there are other people in worse situ-
ations. Yet, they handle it better because of the 
glasses that they wear.” This comment shows the 
process through which Anna has begun to 
develop cognitive fl exibility and relates in a dif-
ferent way to her thoughts. In the review of the 
week of the fourth session she comments: “When 
I do the ‘body scan’ I feel totally capable of 
accepting the present, even the discomfort and 
pain. I am beginning to feel OK under my skin.” 
As she continued to accept her body sensations  in 
  the present, she began to accept her current life as 
well as her life history, thereby initiating the real 

job of working through her diagnosis. Anna had 
great diffi culty in accepting her illness. She 
acknowledged that she still experienced an inter-
nal battle with the feelings of guilt for being 
infected, anger toward her fi rst husband, and gen-
eral resentment toward life. In her own words: 
“By paying attention to my thoughts these past 
weeks, I came to realize that I was constantly 
blaming myself about my condition. I learned to 
stop fi ghting against myself. Knowing that keep-
ing my past in the present mades me suffer, and 
living in the present without fi ghting to make it 
different, helped me to really live.” The contents 
of session 5 regarding communication styles 
(that we have included as a modifi cation) had a 
great impact on Anna, who began to be conscious 
of the automatic patterns that she followed in her 
relationships. In session six, Anna told us: “The 
other day I was with my husband in the car and 
we found ourselves in a traffi c jam. We were in a 
hurry and it was hot. He started to protest because 
of being in the jam and I started to get nervous. 
Normally I would have started arguing with him 
to try to convince him that it wasn’t my fault that 
we were in a traffi c jam. That used to go on for 
hours. But this time I observed our pattern in a 
mindful way. He stopped, look at me and smiled. 
This time I knew that we could get through these 
things that we don’t like in life, in a different 
way…even smiling! This week I have been 
thinking about this, and I have realized that many 
times I argue with him because I think that if he 
complains so much it is because he is not happy 
with me and he might leave me. That is only in 
my thoughts, but it might not be true.” The 
instructor used this example to explain the impor-
tance of becoming aware. “As you may noticed 
during last weeks, sometimes becoming mindful 
of certain things is uncomfortable, but it is good 
for us. In the Anna’s commentary we can see that 
she has come to realize how her emotions and 
thoughts set off old patterns of behavior. By pay-
ing attention to the uncomfortable situation of the 
traffi c jam, she was able to begin to use mecha-
nisms of emotion regulation, which in turn sets 
off mechanisms of self- regulation in the couple’s 
relationship. This self-  regulation   allows them to 
adapt, passing through the situation without 
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 creating additional problems, as they attempt to 
resolve the original problem, the traffi c jam.” 

 This change in relationship with her thoughts 
continued to translate into a change in behavioral 
self-regulation. At the end of the sixth session, 
she suggested to the rest of the group that they go 
out for coffee together afterwards. This change in 
Anna’s behavior showed a turning point in her 
evolution. Realizing that she could actively par-
ticipate in a group without being rejected and 
even daring to take the fi rst step meant a personal 
rebirth. In Anna’s words, in session 7: “I have 
realized that I have spent my live in isolation out 
of fear of being rejected. I have been so alone that 
the only solution that I saw was to die. I used to 
spend all of my time before doctor’s appoint-
ments trying to avoid being seen going into the 
offi ce, as if I were a criminal avoiding the police. 
Now I am calm, happy with myself, and even 
looking forward to having someone to chat with.” 

 At the end of the program in week 8, she 
explained: “For me this course has defi ned a 
before and an after. I believe that I have always 
been judging myself, and what is even worse, I 
didn’t even realize it. I have spent years fantasiz-
ing about going back to who I was before the ill-
ness. Now I can say that even with this illness I 
feel better than I did before I became infected. 
Now I am happy with who I am… for the fi rst 
time in my life I love myself, something that I 
had never known before. I really begin to enjoy 
my life.” When we asked her which part of the 
program helped her the most, she responded: 
“hearing how things are fi ne just like they are, 
and learning to connect with my present, with its 
pros and cons. From the fi rst weeks it has helped 
me to feel a peace like I have never felt before. 
Before the pain always stopped me in my tracks, 
but now I have a tool to manage the pain and that 
makes me really feel prepared to live my life and 
face the future with hope.” Anna’s case can serve 
as an example of the situation that some PWLH 
experience; however, there are other profi les that 
are quite different, as we will see in the next case. 

 “John” is a 35-year-old man who works in the 
area of advertising and is an MSM. He lives in 
Barcelona, a city well known for its gay activism. 
He is single and has a promiscuous sexual life-

style. In June of 2009 John takes a rapid HIV test 
that came out positive. He was referred to us for 
psychological consultation as protocol dictates. 
During  the   consult he did not appear to be 
affected by the diagnosis. He had been told that 
nowadays being HIV-positive was similar to 
having diabetes. Nowadays, this kind of compar-
ison continues impeding many people to take 
care of their HIV-infection, that it is much more 
devastating, both at biological and psycho- 
emotional levels, than diabetes. His discourse is 
superfi cial and he continually plays down the 
implications that a chronic infection and its treat-
ment has on an organism. This image of the HIV 
infection coincides with the general idea that 
most of the MSM community in Barcelona has. 
John demonstrated a high level of worship of the 
body and physical appearance. This was refl ected 
both in his conversation as well as in his way of 
dressing that accentuated his sculptured body as 
the result of time spent in the gym. He said that 
his life was like an advertisement and that the 
only thing that he was concerned with was how 
to maintain his lifestyle. After 6 months, his CD4 
cell count showed that he should begin to take 
medication. He continued with his dizzying party 
lifestyle, promiscuity, and recreational drug use, 
all of which not only put his health at risk, but 
also the health of those with whom he has unsafe 
sex. He did not take his medication regularly and 
did not come to the medical appointments 
because he did not want anyone to suspect any-
thing at work. After months in this situation, his 
CD4 levels became seriously low  and   he began to 
feel physically ill, so that he no longer could 
attend parties like before and even had stopped 
going to the gym. His party friends numbered 
only two, who were taking care of him. This 
 situation made him hit bottom, showing primar-
ily symptoms of anxiety. We suggest that he par-
ticipate in an MBCT course and he accepted. 

 In the presentation of the fi rst session, he 
expressed his goal as wanting to reduce the limi-
tations caused by his fear of losing everything that 
he had gained. Although he did not explain it to 
the group, he was referring to his physique and his 
social status. In the practical part of session one, it 
was very diffi cult for him to follow the “body 

8 Mindfulness-Based Cognitive Therapy application...



92

scan.”    He opened his eyes, and changed his pos-
ture constantly. In the round of post- exercise 
questions, he said that this was just not for him. 
We told him that he didn’t have to like it, that the 
goal of the exercise is to train his  muscles, but the 
mental ones this time. We also said that he has his 
whole life in front of him with this body, and that 
it would be a big help to him to learn how to listen 
to his body in order to treat it better. Besides, just 
as working out physically causes sore muscles, 
working the mind does too; except that this sore-
ness appears as a subtle resistance, in the form of 
thoughts such as “This is not for me, or this is not 
going to work.” In the second session, he com-
mented that he gots out of breath  when   he focused 
on his breathing. The instructor responded to him: 
“At times when we pay attention to breathing we 
breathe with more diffi culty. But we may trust 
that our body knows how to breathe. The proof is 
that we have been breathing all of our life without 
paying any attention to it… Sometimes the 
attempt to control breathing may be a refl ection of 
the need to control other aspects of our lives. In 
this sense breathing in a mindful way may repre-
sent a good opportunity to letting go of the need to 
push and control, letting things be as they are. 
Beginning to be confi dent that it is ok to opening 
ourselves to life as it unfolds moment by moment, 
without forcing ourselves to breathe in a certain 
way.” In the third session, practicing yoga, John 
showed the fi rst signs of insight. By the fourth 
session, he showed actual surprise. In the group 
debate he commented that he was feeling more 
animated. With the yoga exercise he had become 
aware of his body: “As long as I can remember I 
have made a huge effort to be good-looking and in 
shape. This week I have realized through yoga, 
that I have never really been in my body. My 
whole life I have used it as an instrument for 
enjoyment, but I have never been conscious of it.” 
Yoga provided the opportunity for John to be in 
touch and accept himself. That gave him a frame-
work to focus on the effect that his habits have on 
him, and to activate mechanisms of self- 
regulation: “I have realized that killing myself at 
the gym is not always good for me. For example, 
I have observed that lifting weights hurts my 
lower back, and this week I have changed weight- 
lifting for yoga because that way I can take care of 
my outer self without neglecting my inner self.” 

 In session 4, as previously explained, we 
focused more specifi cally on emotions. We 
explained the following: “When you realize that 
there are emotions within you, the key is to 
describe the characteristics as if you were a wit-
ness inside your own body. The fi rst step is nam-
ing it the best way you can. For example, aha, 
I’m feeling… sad. The next step is to describe the 
sensation without judging it. For example, this is 
a sensation in my heart, in the left side. It is like a 
jab, like something is moving inward… By doing 
this simple trick you are taking up the reins of 
your life, turning on the freedom center (prefron-
tal cortex) and turning down your impulsive 
reaction center (amygdalae). During this exer-
cise, your mind may fl ood you with thoughts. 
And, as you know through personal experience, 
trying to control feelings with thoughts like “I 
don’t want to feel like this,” is not an effective 
way to do so. Now, each time that you realize that 
you are thinking, you can go back to focusing on 
describing the real sensations that emotion pro-
vokes in your body. After this you can expand 
your attention and make a space for it  inside   of 
you, helping your feelings to mature in their 
passing through you.” This exercise was espe-
cially helpful to John, who became aware of 
automatic patterns that limited his life, as he 
shared in the fi fth session: “There is something 
inside of me, a sensation that I would call 
 insecurity, that forces me to have to go out and 
pick up partners in order to demonstrate to myself 
that people like me. Sometimes I have taken 
drugs like Ecstasy or Viagra just to be able to be 
more successful in satisfying other people’s 
expectations of me. I don’t know how to fi x this.” 
The instructors respond to this comment as fol-
lows: “Sometimes we feel an emotion and in the 
attempt to get rid of it, we create more problems 
for ourselves. It is the same with physical pain. 
Something hurts and we start to complain, to 
drink more or whatever to fi ght against it all. The 
harder we fi ght, the more we hurt, because we 
create more tension around the pain. It is as if we 
were trying to remove an arrow by sticking 
another arrow in. That way we have to fi ght 
against two arrows (the feeling and the impulsive 
reaction consequences). For now, just handling 
with one arrow (the feeling) is enough.” In the 
sixth session, he tells us that he has managed to 
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maintain this sensation without reacting for most 
of the week. On Saturday though, he realized that 
he was doing the same things such as drinking 
too much or staying up late in order to cover up 
his emotions. This made him feel like a failure. 
We answered him with the following words: 
“The path to free ourselves from the automatic 
patterns begins by becoming aware. The impor-
tant thing is that now you know what is happen-
ing. It is this feeling that triggers your reactions. 
And this is the true difference from the other 
times that you have done this. To be able to 
change it is necessary that you fi rst take care of 
your feeling of insecurity.” By the way during 
the last sessions John managed to do the breath-
ing exercise. By doing this, he realized that 
sometimes things went better for him when he 
was  not   trying to control them. This has produced 
a cascade effect that allowed him to reduce his 
obsession with his physique and began to take 
better care of him mentally and emotionally. In 
his own words: “I was frightened of losing my 
‘showcase’ body, and I was having very dark 
thoughts. But now I feel better inside, and that is 
what is really important to me, that I can always 
return to my body and fi nd peace.” In the follow-
 up a month later at the end of the course he said: 
“In the past I had always tried to control uncer-
tainty by demanding too much of myself, forcing 
myself to have a perfect body, a perfect life. I 
thought that if I had that, the time would come 
when I would be happy because others would 
value me. But that moment never came. In trying 
to control everything I lost confi dence in myself. 
In this course I learned to trust myself and to 
manage the thoughts of being perfect that were 
keeping me from enjoying life.” When we asked 
him what he thought had helped him the most, he 
responded: “Listening that there is nothing to 
force, nowhere to arrive, that everything is just 
fi ne the way it is. Those words come into my 
head at times when I fi nd myself fi ghting against 
the inevitable. I don’t even try it just comes to 
me. Now I know that I am doing things better and 
losing a part of my physique, but I don’t care so 
much because I feel better about my body now 
than fi ve years ago. It was also revealing to learn 
how my mind works and to know that I have a 
tool to deactivate my  amygdalae   makes me feel 
confi dent about myself.” As this book was being 

published we contacted him to see how he was 
doing and he told us that he continued to practice 
mindfulness, and especially yoga. He was still 
making changes toward a healthier lifestyle. He 
was taking his medication regularly and had 
stopped smoking. He told us that he remembered 
the course: “I have maintained more or less what 
I learned, and I practice it often, although not 
quite so formally. The best has been to discover 
the power to transform the huge ball of problems, 
daily frustrations, and problems that had accumu-
lated and against which I had no defenses, into a 
small ball, that I can manage. Knowing that I 
have tools to manage my problems makes me 
feel confi dent about myself. Thank you for show-
ing me how to do it.” 

 The two cases that we have presented here 
illustrate two of the main HIV-patient profi les 
that can be found in the clinical practice accord-
ing to how individuals cope with stress. The fi rst, 
portrayed by Anna, amplifi es the gravity of the 
illness very seriously and although  she   uses prob-
lem-focused coping strategies taking her medi-
cine regularly, at the same time she may have 
coping strategies (such as self-blame) that  cause 
  impediments. At the other extreme, we fi nd those 
who minimize the implications of the virus, like 
John, and adopt coping devices that lead them to 
unsafe lifestyles and habits putting themselves, 
and others, directly at risk. As coping research 
shows, the strategies used by Anna and John such 
as blaming oneself for stressful events, escape- 
avoidance, and distancing, may seem useful in 
the short term as a way of reducing distress, but 
in the longer term, they are clearly detrimental 
and can be associated with negative outcomes, 
such as deeper depression [ 64 ]. These two pro-
fi les represent two sides to the  same   coin, because 
both have fi nally had to face up to the same real-
ity and similar challenges. The job of the psy-
chologist or health care provider is to help them 
fi nd the point of equilibrium at which their level 
of awareness is adequate enough to take mea-
sures that are necessary to adapt to the challenges 
presented by being HIV-positive. In this sense 
MBCT training can be helpful. Indeed, a recent 
study found that dispositional mindfulness is 
inversely related to escape/avoidance and self-
blame forms of coping [ 65 ]. Previous studies 
suggest that turning attention to the present 
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moment’s experiences provides an important 
momentary pleasure that helps to restore the  indi-
vidual’  s resources and enables them to continue 
coping with what from the outside appears to be 
unendurable stress [ 64 ].  

    Practical Considerations of MBCT 
for HIV 

 We will describe some practical considerations 
to take into account when adapting MBCT or 
MBIs to specifi c populations. 

    Group Size and Format 

 In Spanish hospitals, this  population   is served 
through the public health system. Sometimes the 
courses must adapt to the availability of resources, 
and therefore might not be under ideal condi-
tions. This is why we have experimented with 
different group sizes that range from single indi-
viduals to groups of up to 20 people. In all cases 
the program has been successful, although we 
have observed that the ideal group size is between 
eight and ten participants. With this size, the ses-
sions are more dynamic and the facilitator can be 
sure that all of the participants join the debate 
about the topics dealt with in each session. We 
generally recommend the group format, although 
on occasion if a person cannot or does not want to 
attend group sessions, we offer the option of indi-
vidual  training  . This format can combine MBCT 
with psychotherapy, adapting the proposed con-
cepts to the individual’s problems. It is our expe-
rience that this format is also effective.  

    Patient Selection 

 We generally admit into the PLWH groups any-
one with or without symptoms and history of 
depression. To avoid possible  confounding 
  variables, we exclude people from the treat-
ment if they are already involved in some other 
psychotherapeutic intervention, or if they have 
a concomitant psychiatric disorder (bipolar dis-
order, psychotic and/or epileptic episodes).  

    Facilitator Training 

 In our opinion, there are two  requirements   to be a 
facilitator. The fi rst is to “preach by example,” to 
be “mindful.” We tend to use the concept “prac-
tice embodiment,” because it truly refers to incar-
nate examples of that which we wish to transmit. 
To accomplish this one must practice each week 
what one teaches in order to keep in mind the 
challenges that one fi nds in guiding others along 
the right path. Also, keeping up to date on the 
advances in research into mindfulness, helps to 
understand and explain better the process of 
change that comes from the training. Frequently 
in the groups, certain delicate topics may come up 
regarding a person’s intimate thoughts, emotions, 
uncertainties…that require impeccable manage-
ment by the facilitator. By “impeccable” we mean 
that the therapist must know how to redirect the 
session, show support of the individual in ques-
tion, all from a compassionate yet realistic per-
spective. For this reason, we  recommend that the 
person who teaches the course have studied psy-
chology or psychotherapy, as well having their 
own mindfulness practice. 

 The second requirement refers to being famil-
iar with the unique characteristics and challenges 
that this population faces along with the health 
care professionals who take care of them. This 
helps the instructor to be able to guide and redi-
rect  the   course of the discussions and group 
debates, as well as responding realistically to 
questions that come up.  

    Setting 

 When the intervention is carried out in a hospital 
setting, the fact that medical personnel know about 
mindfulness makes a difference in that it can 
greatly enhance the program’s success. First, 
because a recommendation to take the course that 
 comes   from a health care professional can increase 
the confi dence and commitment on the part of the 
patient, yielding better outcomes. Second, mindful-
ness can serve as an alternative when there is no 
pharmacological way to address challenges such as 
premature aging. Practicing mindfulness can also 
be benefi cial for the health care professionals 
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themselves, promoting practitioner well-being and 
resilience [ 66 ]. It is for all of these reasons that we 
highly recommend that hospitals offer 30-min 
informative sessions to all health care professionals 
so that they may acquire information about the 
nature of the program and its scientifi cally demon-
strated effectiveness.  

    Home Practice 

 Daily practice constitutes the heart of this pro-
gram. Nevertheless, frequently in the sessions we 
see participants who start to slack off on the 
amount of practice and need to be reminded of 
the importance of keeping to the regime. In the 
pre-intervention session it is important to point 
out the requirements of practice as well as man-
age psychological  resistance   to practice. This 
effort needs to be continued throughout all of the 
sessions. Also adapting the length of the practice 
in such a way as to help participants to incorpo-
rate the practice in their daily lives in formal (i.e., 
doing the body scan for 10 min) and informal 
ways (i.e., guided breathing for 1 min). In order 
to facilitate the maintenance of benefi ts it is 
 fundamental to practice. For this reason we rec-
ommend to organize follow-up monthly sessions, 
sometimes termed alumni groups.  

    Proposed Mechanisms of Change 

 As both MBSR and MBCT  share   common core 
elements, it has been proposed that they may also 
have similar underlying mechanisms [ 67 ]. A 
review of recent research about action mecha-
nisms of MBIs from the perspective of 
Neuroscience as well as from a theoretical-based 
point of view [ 48 ,  61 ,  68 – 74 ] reveals a certain 
lack of coherence partially derived from differ-
ences in nomenclature and no established order 
among components [ 71 ]. Besides, as mindfulness 
research continues to expand, it has been gener-
ated a lack of clarity of what mechanisms lead to 
change. In an attempt to fi nd coherence, we have 
considered previous research as well as the testi-
mony of participants in our groups of clinical and 

general population over the last decade. We have 
developed a meta-model that tries to identify a 
common structure that synthesizes the main 
mechanisms of MBSR and MBCT (Fig.  8.2 ). It is 
a simple, transversal model that adopts a hierar-
chical perspective, thereby establishing order 
among the different mechanisms. The model pro-
poses that when people begin to practice mindful-
ness, they do so by training their attention. This 
training generates the development of metacogni-
tive skills that prepare the terrain to activate the 
self-regulation  mechanisms   that allow them to 
make changes in order to adapt better to the chal-
lenges that they face. At the same time, this con-
tributes to how a person develops well-being at 
multiple levels, which in turn reinforces the prac-
tice of mindfulness. For this reason, the model 
can be seen not as a closed circle, but rather as a 
spiral in which well-being that they experience in 
practicing mindfulness feeds the reset of the pro-
cess at a higher level. This causes a progressive 
increase in the level of awareness. Therefore, at 
the fi rst level, the persons change aspects that are 
relative to their physical well- being, and progres-
sively this change spreads (as illustrated by the 
next levels of the spiral in Fig.  8.2 ) to dimensions 
that are more complex and subtle in their lives, 
such as emotional, cognitive, relational, and even 
spiritual ones. In the next section we will describe 
the main mechanisms by reviewing previous 
studies and the fi ndings based on neuroscience 
(Table  8.1  shows a description of these compo-
nents and the brain-  related   areas):

        Attention 

 Mindfulness begins with  attentional training.   
Indeed, mindfulness is defi ned as intentional, non-
judgmental attention to the present moment expe-
riences [ 45 ]. Mindfulness skills require learning to 
direct attention in a specifi c way: with an attitude 
of kindness (without tension) and of impartial 
observation and equanimity. It also requires the 
intention to accept whatever experience is happen-
ing at the moment (a thought, a feeling, or an emo-
tion), without judgment and without acting in an 
automatic way. The study of attention has identi-
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  Fig. 8.2    Meta model for 
 mindfulness mechanisms   of 
change       

   Table 8.1    Description of  mechanisms   of change of MBIs and associated brain areas   

 Mechanism  Defi nition  Associated brain areas 

 Attention  Ability to orient and maintain 
attention intentionally, with kindness, 
accepting everything as it is 

 Anterior cingulate cortex, striatum, 
dorsolateral prefrontal cortex and parietal 
areas 

 Meta-awareness  Ability to take awareness itself 
without identifying with self- 
referential processes 

 Insula, temporoparietal junction, medial 
prefrontal cortex 

 Self-regulation  Ability to orient one’s cognitive, 
emotional, physiological, and 
behavioral responses in order to 
work toward a desired goal 

 Anterior cingulate cortex, medial 
prefrontal cortex 

 

M. González-García et al.



97

fi ed three different anatomical networks proposed 
as a framework to integrate parallel fi ndings in 
psychological science [ 75 ]. These three compo-
nents are alerting (achieving and maintaining a 
state of readiness to attend to stimuli), orienting 
(selecting specifi c stimuli from sensory input), and 
executive attention (monitoring and resolving 
confl ict among thoughts, feelings, and responses) 
[ 76 ]. By now, there is evidence of improved atten-
tion regulation and strengthened brain activity in 
attentional areas following mindfulness training 
[ 74 ]. One systematic review that compiled these 
studies concludes that early phases of mindfulness 
training might be associated with improvements in 
orienting and executive attention, whereas later 
phases might be associated with alerting attention 
improvements [ 77 ]. 

 The cerebral region that has most systemati-
cally been associated with the effects of mindful-
ness is the one that manages executive attention, 
the anterior cingulate cortex (ACC). Several 
studies found ACC activation during mindfulness 
training.    Moreover, structural studies found that 
mindfulness meditation might be associated with 
greater cortical thickness [ 78 ] and enhanced 
white matter integrity in the ACC [ 79 ,  80 ]. 

 Other attention related areas in which func-
tional changes have been observed following this 
kind of training include dorsolateral prefrontal 
cortex (PFC, also implicated in executive atten-
tion) and parietal regions (implicated in alerting 
attention) (see [ 74 ] for a review of Neuroscience 
fi ndings of mindfulness meditation). Following 
the model that we propose, this attention effect 
from mindfulness training facilitates acquiring 
the skills by the second mechanism.  

    Meta-awareness 

 It refers to the  heightened   self-awareness that 
comes with mindfulness practice in terms of 
increased ability to notice one’s thoughts,  emotions, 
body sensations, and behaviors. It also refers to the 
development of metacognitive skills through which 
a person changes from self- referenced processing 
to an open frame of mind of enhanced awareness of 
present moment experiences. It includes learning 
to see thoughts and feelings as temporary and auto-

matic events in the mind instead of as of real facts 
or true descriptions [ 45 ,  81 ]. Meta-awareness also 
points to the possibility of taking awareness itself 
as an object of attention [ 82 ]. In this kind of aware-
ness we disidentify ourselves from our ego and 
reidentify with pure awareness. As a recent review 
proposes, this shift in awareness may be one of the 
major active mechanisms of change of mindfulness 
meditation [ 74 ]. This concept has been called 
decentering and is defi ned as the capacity to 
observe one’s thoughts and feelings as temporary 
events in the mind, rather than as valid  refl ections   
of reality or central aspects of the self [ 62 ]. 

 Mindfulness interventions have been shown to 
enhance activity in the main area associated with 
meta-awareness, the insula [ 72 ,  83 ,  84 ]. The insula 
has been proposed to be involved in awareness of 
experiences of the present moment [ 85 – 87 ] and of 
internal bodily states [ 88 ,  89 ], as well as in emo-
tional processing [ 86 ]. In a recent neuroimaging 
study, the ability of experienced mindfulness prac-
titioners to exert self-control was related with 
activity in the insula, proposing that a plausible 
mechanism of action for mindfulness may include 
the development of metacognitive skills for 
detached viewing of emotion [ 90 ]. In this way of 
thinking, some research suggests that mindfulness 
may represent a neural path for regulating emo-
tions by reducing self-referential activity (associ-
ated with cortical midline and language area 
recruitment) and by balancing regulatory responses 
(with coordinated monitoring of less valenced and 
more sensory visceral information) [ 86 ]. There is 
also evidence that ties Mindfulness to a lesser 
activity in what is called the default mode network 
(DMN), a series of interconnected regions of the 
brain that are activated when we do not carry out 
specifi c tasks, and that induces a state of mind-
wandering [ 91 ,  92 ]. These results fi t with our pro-
posal that meta- awareness or “becoming aware” 
of automatic patterns of thoughts, feelings, actions, 
and reactions may play a role as a previous step 
that makes self-regulation possible.  

    Self-Regulation 

 This is a central concept in psychology and psy-
chopathology. According to Karoly [ 93 ] it is 
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defi ned as a process that  enables   individuals to 
guide their goal-directed activities by modulation 
of thought, affect, behavior, or attention via 
deliberate or automated use of specifi c mecha-
nisms. It includes the ability to focus attention on 
a given task, to regulate internal (thoughts, feel-
ings) and external distractions, and to work 
toward a desired outcome or goal. Self-regulation 
is a broad concept that includes cognitive, emo-
tional, and behavioral regulation [ 94 ]. Self- 
regulation at the cognitive and emotional levels 
represents a key component in mindfulness. This 
kind of self-regulation is closely related with the 
mindfulness facet named nonreactivity, referring 
to the ability to allow one’s thoughts and feelings 
(pleasant and unpleasant) to come and go, with-
out reacting to them [ 95 ]. Recent studies report 
that improvement on general psychopathological 
symptoms following mindfulness training was 
mediated by this ability [ 96 ]. In addition, a recent 
meta-analysis identifi ed strong, consistent evi-
dence for regulating cognitive and emotional 
reactivity as mechanisms underlying MBIs [ 74 ]. 
Furthermore, self-regulation at the behavioral 
level, the ability to respond in an adaptive man-
ner instead of reacting impulsively, is closely 
related with inhibitory control, the ability to 
inhibit prepotent course actions and resistance to 
interference from irrelevant stimuli [ 97 ,  98 ]. 
Previous research has shown that mindfulness 
training is particularly relevant to improve this 
kind of inhibitory control [ 79 ,  99 ]. 

 Self-regulation abilities have been associated 
with the anterior cingulate cortex (ACC), an area 
that controls the infl ux of information from the 
environment in order to avoid confl icting 
responses in behavior [ 94 ]. As we have men-
tioned earlier in this chapter, recent studies have 
shown that mindfulness training produces 
changes in this area of the brain. In this way, 
mindfulness has been related to increased integ-
rity and effi ciency of the white matter linking the 
ACC and other regions of the brain. This sug-
gests increments in the capacity of the individual 
for self-regulation at the cognitive and emotional 
levels [ 100 ] (see also [ 74 ] for a detailed review). 
Most of the ACC activity, as well as activity in 
the PFC, encouraged by the MBIs can be associ-

ated with more control of the regions of the lower 
brain where initial phases of sensorial and emo-
tional processing take place: the thalamus and the 
amygdalae [ 101 ]. 

 Up to this point we have identifi ed the three 
main mechanisms of change that underlies MBIs. 
All of these components interact closely, main-
taining bidirectional relationships, thereby con-
tributing to enhanced well-being. As numerous 
studies show, MBIs result in an enhanced state of 
well-being in emotional, psychological and phys-
ical dimensions [ 102 – 104 ]. Well-being has been 
associated with an increased ability in individuals 
to respond positively to diffi cult circumstances 
and experiences encountered in life. This leads to 
dynamic balance point between an  individual’s 
resource pool and the challenges faced, enhancing 
 the   idea of equilibrium/homeostasis [ 105 ]. This 
defi nition of well-being can provide a framework 
to group together the multiple effects from MBIs 
in the following dimensions:

 –    Psychological: e.g., lower levels of rumina-
tion [ 106 ] or higher levels of life satisfaction 
[ 107 ].  

 –   Emotional: e.g., less depression and anxiety 
[ 103 ,  108 ,  109 ].  

 –   Physiological: in terms of self-reported health 
[ 102 ,  104 ], and in terms of more objective 
indicators such as improving immune response 
to vaccination [ 110 ], reducing chronic infl am-
mation [ 111 ], improving disease-related 
parameters [ 104 ], or altering expression of 
infl ammatory genomic markers [ 112 ].    

 To illustrate the process, let us take a look at a 
brief example. Imagine the case of a man who 
begins to learn about MBIs. In the fi rst sessions, 
he starts to train his attention intentionally and 
without judgment directing their bodily sensa-
tions (Attention). In doing so he realizes that he 
puts too much tension in a certain part of their 
body (Meta-awareness). Then he begins to loosen 
the tension (Self-regulation). He perceives this 
alleviation as well-being, which in turn encour-
ages him to continue practicing. At the next level, 
as he continues to train his attention, he realizes 
how a painful feeling sets off old automatic 
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 patterns of thoughts and impulsive reactions 
(Meta- awareness). The fact that he realizes all of 
these aspects sets the stage for beginning to 
change his conscious response to situations 
instead of reacting impulsively (Self-regulation). 
When he realizes how those thoughts affect him, 
he begins to develop a self-compassion that helps 
him to feel more at peace with himself. This well-
being feeds the process of spreading the mindful-
ness skills to higher dimensions and adds to a 
progression in their perceived ability to empower 
himself, gaining well-being at multiple levels of 
his live. In Anna and John’s cases, we can see 
this process clearly. They began to accept the 
physical sensations and as they continue to prac-
tice, they began to accept their present situations, 
themselves and their own history (including the 
HIV diagnosis). In sum, this meta-model may 
help clinicians as well as researchers to under-
stand and  integrate   the process by which MBIs 
produce changes at multiple levels.  

    Future Directions and Conclusions 

 Living with HIV represents a paradigmatic con-
dition of chronic  stress  . Stress has been shown to 
deplete the self-regulation resources needed to 
facilitate adaptive mechanisms to cope with life 
challenges both at the psycho-emotional and 
physical levels. Moreover, as the population of 
PLWH over age 50 continues to grow, methods 
 to   facilitate successful aging for this population 
are compellingly needed. Successful aging is 
referred to as a process of accepting and coping 
with the challenges of aging [ 113 ]. Accumulated 
research of mindfulness, in general, and MBCT 
in particular, suggests that MBIs may help to 
replenish these vital adaptive resources, leading 
to improved self-regulation and well-being. 

 Emerging studies about MBCT application to 
HIV offer preliminary support to encourage 
advanced research in this area. We recommend 
that researchers conduct RCTs trials that include 
active control groups in order to identify specifi c 
active ingredients of MBCT. In addition, the fi eld 
should move towards examining mechanisms of 
change and mediators of outcomes. In this way 

we can pursue an increased measure of integra-
tion of multiple theories incorporating the 
advances in Neuroscience and adding them to 
research on PNI can reveal  new   perspectives. As 
previously called for, a closer collaboration 
between clinicians and neuroscientists is also 
needed in order to make advances in the clinical 
potential of MBIs [ 106 ]. Even though we agree 
that it is worthwhile to continue research in neu-
rological mechanisms, we also believe that an 
exclusively neurocentric approach is not enough. 
In order to reach a deeper understanding of intri-
cate mind-body mechanisms underlying MBCT 
and MBIs benefi ts, we suggest looking at them 
from a wider perspective, including measures of 
peripheral physiology such as  heart rate variabil-
ity (HRV)  , an indicator  of   emotional regulation 
and a marker for fl exible dynamic regulation of 
autonomic nervous system fl exibility [ 114 ]. 

 Although the work that we have done so far is 
promising, it is also fortunate that there is still 
much more that we can do in bringing light to the 
study of human awareness. This enhanced aware-
ness constitutes the base to be able to start to 
change from rigidity to a fl exible state in our 
lives. Flexibility means fi nely honing the adap-
tive abilities at every dimension of our lives, cog-
nitive, emotional, physiological, social, and also 
spiritual levels. In this sense, fl exibility means 
balance and health and rigidity means suffering. 

 In our experience, accumulated through the 
teaching of  MBIs,   the process through which all, 
as human beings, increase our level of awareness 
and begin to self-regulate is basically the same. 
Both therapists and patients face similar chal-
lenges in order to be able to enjoy a full life. The 
difference lies merely in the ways that the chal-
lenges manifest themselves. It is our mission, as 
mindfulness guides, to impeccably manage par-
ticipants’ experiences in enhancing their self- 
awareness. It is for this reason that we are 
required to be disciplined enough to utilize each 
one of the diffi culties that we encounter along the 
way to enhance our own self-awareness. Only 
through our own self-awareness, only when we 
are capable of managing our own diffi culties 
honestly, are we then able to accompany others 
in this fascinating journey. Therefore, by learn-
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ing to live our lives in a more fl exible and mean-
ingful way, each of us contributes to improving 
the well-being of society as a whole.      
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           Clinical Case Study   

 Derek is a 40-year-old married man who works 
as a custodian at a shopping mall, and who was 
referred to our study by his primary care physi-
cian due to his escalating presentations to the 
clinic with a barrage of somatic complaints and 
illness fears. Most recently, his fears were trig-
gered when he was cleaning out a dumpster, and 
thought that he felt something sharp on one of his 
fi ngers. Derek quickly examined himself, but 
found no obvious hole in his rubber gloves nor 
puncture wound on his fi nger. However, he could 
not shake the thought that he had been stuck by a 
small needle. This thought quickly cascaded to 
the conclusion that the needle was used by an IV 
drug user, and that he would contract HIV. While 
he had a fl ash of self-awareness—recognizing 
his long-standing and agonizing pattern of illness 
fears dating back to adolescence—the terror 

quickly won out. Derek started researching the 
potential consequences online. As he typed and 
clicked, he regularly paused to inspect and rub 
the potentially pricked fi nger, convinced it felt 
“weird.” He also described the situation to his 
wife, who shook her head and told him that he 
was “crazy just like his mother,” and who made it 
clear she was sick of hearing about it. 

 Derek took the fears to his doctor with trepi-
dation, as he sensed that he, too, was becoming 
tired of his anxieties. However, Derek was able 
to convince the doctor to do an HIV test. He was 
temporarily soothed by this intervention and by 
the negative result. However, he knew from 
internet reading that there was a chance for a 
false-negative, so when he developed a head-
ache he became convinced that it was caused by 
viral spread to the central nervous system. He 
made several more visits to his doctor, who 
examined him and assured him that there was no 
evidence of HIV, or abnormal neurologic signs, 
and that an MRI was not necessary. His fears 
were always only temporarily mitigated by these 
visits, and they gradually began to migrate to the 
broader differential diagnoses for the headache 
that he had discovered online, including brain 
cancer and Creutzfeldt–Jakob disease. The fears 
were exhausting and isolating, and he started to 
feel increasingly fatigued, adding more fuel to 
the illness-attribution fi re. The fatigue, compul-
sive internet research, and fears about possible 
exposures at work, led to sick days. His doctor, 
who knew Derek’s pattern over the years, was 
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considering ordering him the MRI, hoping it 
might appease him, when he saw the ad for the 
study. Derek, exhausted and frustrated by his 
relentless mind and its negative effects on his 
marriage, agreed to try “anything.”  

    The Problem of Severe Health 
Anxiety/Hypochondriasis 

 Severe  health anxiety (HA)  , or hypochondriasis, 
as is has long been known, is an often debilitating 
condition characterized by persistent intrusive 
fears of having a serious medical illness, in spite 
of appropriate medical work-up and reassurance. 
Prevalence rates of  hypochondriasis   can be as 
high as 9 % in primary care settings [ 1 ], and up to 
5 % in the general population [ 2 ]. These fears can 
often be associated with somatic symptoms that 
trigger checking behaviors and reassurance seek-
ing from friends, family, and physicians. The lat-
ter has the potential for the inappropriate use of 
health care resources and iatrogenic harm, as 
these patients often receive unnecessary tests and 
procedures [ 3 ]. HA is also a strong, independent 
risk factor for disability, and one study found that 
its predictive effect is comparable to that of 
depression [ 4 ]. Recovery from HA occurs in as 
few as 30 % of the affl icted [ 5 ]. 

 It should be noted that DSM-5 has recently 
renamed hypochondriasis as either  illness anxi-
ety disorder   (if distressing somatic symptoms are 
absent), or  somatic symptom disorder   (if distress-
ing somatic symptoms are present). However, 
robust epidemiological and clinical data are not 
yet available for these new diagnostic labels. As 
a result, this chapter will continue to use the 
widely researched concepts of severe HA and 
hypochondriasis.  

    Theoretical Rationale of MBCT 
for Severe Health Anxiety/
Hypochondriasis 

 In one of the seminal papers on  hypochondria-
sis  , Warwick and Salkovskis [ 6 ] proposed a 
cognitive behavioral model, which highlighted 
three maintaining mechanisms: (1) selective 

attention to bodily sensations and HA thoughts, 
(2) misinterpretation of physiological arousal 
and bodily sensations, and (3) safety-seeking 
behaviors.  Cognitive behavioral therapies 
(CBT)   have been developed to address these 
facets, and they are often successful when 
patients participate (e.g., [ 7 ]). However, partici-
pants are often reluctant to participate in CBT, 
with enrollment rates as low as 30 % [ 7 ], and 
dropout rates as high as 30 % [ 8 ]. As such, the 
results of CBT trials have been mixed [ 9 ]. The 
relative recalcitrance of HA, as compared to 
other anxiety disorders, may be due in part to 
the inherent diffi culty in challenging feared pre-
dictions for illnesses that may develop insidi-
ously over years [ 10 ]. This stands in contrast to 
other anxiety disorders with fears of more 
 immediate   consequences—e.g., that of a panic 
attack. This leaves substantial room for doubt in 
the mind of the HA patient. 

 A mindfulness approach, which does not aim to 
challenge or change the thoughts of the HA patient, 
may be a useful alternative to CBT. Rather than 
 challenging   the cognitions, a mindfulness 
approach seeks to enhance the ability to decenter 
from thoughts, and recognize that “thoughts are 
just thoughts,” and not facts. This mechanism has 
been associated with improvement in depression 
[ 11 ]. The opposite of this state— cognitive 
fusion     —has been shown to play a signifi cant role 
in HA, independent of negative affect and experi-
ential avoidance [ 12 ]. Thus, if HA patients were 
able to learn cognitive defusion, or decentering, 
perhaps they could decrease the believability of 
their disease fears without directly challenging the 
thoughts or trying  to   propose alternative thoughts. 

 Returning to the other mechanisms of the 
Warwick and Salkovskis model, mindfulness- based 
approaches are uniquely poised to target attentional 
bias towards bodily sensations.  Attentional regula-
tion   has been described as one of the core compo-
nents of mindfulness training [ 13 ]. Furthermore, the 
positive effects of MBCT have been in part linked 
to this mechanism [ 11 ]. Mindfulness training has 
also been shown to improve interoceptive regula-
tory control, as evidenced at neural and behavioral 
levels of observation [ 14 ,  15 ]. In the  mindfulness 
  for chronic pain literature,    this has also been asso-
ciated with the related fi ndings of not only 
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improved coping, but also decreased pain intensity 
and decreased activation of the neural pain matrix 
[ 16 ,  17 ]. Furthermore, these improvements in 
interoceptive awareness and regulation have been 
associated with decreased autonomic arousal in 
those with anxiety disorders [ 18 ]. With regard to 
attentional bias towards HA thoughts, rumination 
has been shown to be a key mechanism in HA [ 19 ], 
and there is evidence that MBCT can decrease 
rumination [ 11 ,  20 ]. This all begs the question: 
Could MBCT help patients with HA better regulate 
their attention to interoceptive and cognitive phe-
nomena, and in so doing, decrease autonomic 
arousal and somatic symptoms? 

 Lastly, regarding  safety-seeking behaviors, 
there   is evidence that MBCT may be an effective 
intervention against avoidance and reassurance 
seeking. Experiential avoidance has been shown 
to be a maintaining mechanism in anxiety broadly 
[ 21 ], and health anxiety specifi cally [ 12 ,  22 ]. It 
appears to be closely related to the fear of the 
somatic aspects of anxiety [ 22 ,  23 ]. Mindfulness 
training directly addresses experiential avoidance 
by gently teaching participants, in a graded, com-
passionate manner, how to directly experience the 
physical sensations and emotions in their bodies 
and the thoughts in their minds in the present 
moment, without judgment. Over time, this allows 
practitioners to be able to respond to their present 
condition with thoughtfulness, rather than react-
ing habitually or compulsively [ 24 ]. With regard 
to reassurance-seeking, there is evidence from a 
large population study that MBCT broadly (not 
specifi cally for HA), decreases health care utiliza-
tion in high utilizers [ 25 ]. 

 In sum, MBCT seems well suited to address 
many of the original cognitive behavioral mecha-
nisms, as well as some of the more recent contex-
tual mechanisms, felt to be important in the 
maintenance of HA.  

    Modifi cations of  MBCT   for Severe 
Health Anxiety/Hypochondriasis 

 MBCT for severe  health   anxiety/hypochondria-
sis was largely an adaptation of the original 
MBCT manual for depression [ 26 ] and its pro-
genitor, mindfulness-based stress reduction 

(MBSR; [ 27 ]), but tailored to this unique patient 
population and the mechanisms described above. 
Two research groups—ours at Harvard [ 28 ], and 
McManus et al. [ 29 ] at Oxford—independently 
developed manuals and conducted studies, but 
the modifi cations appear to have been similar 
(for summary of their approach see [ 24 ]). 

 As in the original model, the program begins 
with individual orientation sessions with the 
teacher/clinician to assess suitability and readi-
ness (see section below). The following sessions 
follow the typical 2-h, weekly class format, over 
8 weeks. 

 Sessions 1–3: There are only minimal modifi -
cations from the original manual [ 26 ]. In the fi rst 
session, instead of referencing depression, we 
acknowledge that everyone is here due to “chronic 
physical symptoms” and “stress related to health,” 
as opposed to using the words “health anxiety” or 
“hypochondriasis.” This was done to maintain an 
etiology-neutral  stance  , so as not to challenge cog-
nitions, and to accommodate varying levels of 
insight. These terms are also less stigmatizing, and 
thus do not carry a potentially implicit societal 
judgment, which might work at counter-purposes 
to our goal of teaching a nonjudgmental attitude. 
Just as in the original manual, the raisin exercise is 
used to illustrate the automatic nature of the condi-
tioned mind and the potential to cultivate its oppo-
site. The group is asked to refl ect on how this 
exercise might be related to chronic physical 
symptoms or stress related to health. The Socratic 
questioning guides the group into discovering 
some of the mechanisms of HA, and how their 
stress may be caused in part by the mind’s “auto-
pilot.” The body scan is introduced next, and fur-
ther elucidates the mind’s habits when confronted 
with sensations in the body. Participants are taught 
mindfulness of the breath  before   scanning through-
out the body, and are instructed to come back to 
the awareness of the physical sensations of the 
breath should the sensations in the body prove 
overwhelming. The normality of the diffi culty of 
this exercise is emphasized and the importance  of   
kindness and a curious attitude—the same curios-
ity evoked in the raisin exercise. Session 2 helps to 
further normalize the diffi culties that arise, and 
addresses the participants’ expectations for “mind-
fulness,” as outlined in the original manual. The 
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body scan is often particularly diffi cult for HA 
patients, as it ostensibly functions as a form of 
exposure and response prevention therapy—body 
scanning, but not ruminating, or engaging in safety 
behaviors. Instead of body scanning with fear and 
a mind propelled into a future of dreadful out-
comes, they are body scanning with curiosity, and 
a mind settling into the simplicity of the sensations 
in the present moment. This mind watches the 
conditioned themes of disease-fear arise, and then 
lets them go, returning to the present moment 
awareness of sensations with a nonjudgmental, 
gentle attitude. This session uses the “walking 
down the street” cognitive distortion exercise of 
the original manual, but again asks the partici-
pants how this may relate to their physical symp-
toms. The exercise and discussion introduces the 
“thoughts are not facts” principle. In the third ses-
sion, we introduce the topic of  automatic judg-
ments and   how they affect thoughts and physical 
sensations, laying the ground work for a fuller 
discussion the following week. By the end of the 
third session participants have learned an assort-
ment of mindfulness  techniques   (eating, sitting, 
breathing, lying, walking, stretching, 3-min 
breathing space), and they are encouraged to play 
with what works in the moment to help them 
notice, and step out of, rumination. 

 Session 4: This session in the original manual 
is focused in part on “getting to know the terri-
tory of the illness.” Instead of mechanisms of 
depression, we focus on the mechanisms of 
HA. We introduce the concept of the symptom–
fear cycle, in which a random bodily  sensation   or 
disease-thought leads to judgment, escalating 
fear, more catastrophic thoughts, more fear, and 
intensifying thoughts and symptoms, as they are 
fueled by worried attention (attentional bias). 
Participants share their common catastrophic 
worries, and typical behaviors in response to 
them. We then invite participants to discuss how 
they might intervene in this cycle, employing 
what they have learned thus far about mindful-
ness practice, and the specifi c techniques that 
they feel might be most helpful. 

 Sessions 5–8: These sessions are again simi-
lar to the original manual, with the exception of 
Session 6. Session 5 focuses on acceptance and 

its essential role in the symptom-fear cycle. 
Letting go of the struggle to “fi x” is a key theme. 
Session 6 (different in the Oxford protocol, 
which echos the original manual’s themes for 
this session; Surawy et al. [ 24 ]) uses elements of 
the original MBSR manual and traditional CBT 
for HA [ 7 ] to cover the theme of “working with 
diffi cult communications.” This session was 
meant to address some of the interpersonal 
 elements of HA that have been shown to be 
maintaining mechanisms [ 30 ], and have been 
included in CBT protocols for HA [ 7 ]. This ses-
sion introduces mindful listening, with  partici-
pants   being instructed to listen, but to maintain 
at least 30 % of their attention on their own 
physical sensations in the moment, watching for 
signs of physical and/or emotional reactions as 
they listen. They also discuss a diffi cult  com-
munications   calendar that they were asked to 
record as part of the prior week’s homework. 
They are asked to refl ect on their recordings of 
the past week in terms of passive, aggressive, 
and assertive patterns of communication. 
Participants are then asked if they noticed any 
connections between the way they communi-
cated and their symptoms. Participants are 
asked to imagine that a video camera fi lmed 
their interactions, and to consider how an 
observer would know who was sick if she 
watched the tape with the sound off? From the 
MBSR manual, the Aikido-based “pushing 
exercise” is used to illustrate the various forms 
of passive (stuck, afraid, helpless), aggressive 
(as well as passive-aggressive), and assertive/
responsive interpersonal styles. Mindfulness  of 
feelings is also   emphasized as an important fi rst 
step to effective and assertive communication. 
Sessions 7 and 8, as in the original MBCT man-
ual, serve to prepare participants for the end of 
the program, and for ongoing practice in life. 
They also involve brainstorming about how par-
ticipants can best care for themselves, and make 
meaningful  behavioral   changes in their lives to 
prevent a return to maladaptive patterns (e.g., 
looking up differential diagnoses online). The 
classes also guide participants in recognizing 
warning signs that they are slipping back into 
old ways.  
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    Evidence Supporting MBCT 
for Severe Health Anxiety/
Hypochondriasis and Delineating 
Mechanisms of Change 

 The available evidence supporting MBCT for HA 
stems from one open-label trial [ 28 ], one qualita-
tive study [ 10 ], and one randomized control trial 
[ 29 ]. In the small open-label trial ( N  = 10), we 
found a signifi cant improvement from pre to post 
intervention in our primary outcome variable, the 
Whitely Index ( WI  ; the most  commonly   used 
measure of hypochondriasis symptom severity). 
The clinical signifi cance was substantial, with 
3/10 of participants no longer meeting clinical 
level of symptom severity after the intervention, 
and that number increasing to 7/10 after 3 months 
post-intervention. The  Short Health Anxiety 
Inventory (SHAI)   was also used, and  improved   
similarly. The randomized control trial compared 
MBCT plus unrestricted services ( N  = 36) to unre-
stricted services alone ( N  = 38), and used the same 
measures of HA [ 29 ]. They found that the MBCT 
plus unrestricted services signifi cantly outper-
formed unrestricted services alone on the primary 
outcome of health anxiety, and that the effect was 
present in the intention to treat analysis. The effect 
sizes in the intention to treat analysis were just 
shy of medium (Cohen’s  d  =−0.48) for both pre to 
post intervention, and pre to 1 year follow-up. In 
the less stringent per protocol method (which 
excluded three participants who withdrew from 
the study at post- intervention and three partici-
pants who withdrew at 1 year follow-up), the 
effect sizes were 0.49 and 0.62, respectively. The 
diagnosis of hypochondriasis in the MBCT group 
was halved post- intervention, and only about a 
third met  criteria   at 1-year follow-up. This was a 
signifi cantly different outcome than in the con-
trols, where three- quarters of participants main-
tained their diagnosis throughout. 

 In addition to its primary effects on HA, we 
found an improvement in somatic, depressive, 
and general anxiety symptoms post-interven-
tion and at 3-month follow-up [ 28 ]. Overall 
quality of life and health satisfaction were 
improved at 3-month follow-up. McManus 
et al. [ 29 ] found improvements in depression 

and anxiety in the MBCT group over time, but 
the control group had also improved to a simi-
lar degree. 

 The qualitative study [ 10 ] demonstrated that 
practicing  mindfulness meditation   regularly 
 within   the group was challenging but rewarding 
for those who did. This required an open-minded 
attitude along with a willingness to practice in 
preparation for future diffi culties (as opposed to 
sitting in a reactive manner to deal with present 
diffi culties). Participants appreciated the variety 
and fl exibility of MBCT practices. Many found 
the group to be validating and normalizing. Many 
felt empowered to break their HA cycles with the 
techniques learned, and, more broadly, many 
found that MBCT helped improve their outlook 
on life and their self-compassion. 

 In terms of mechanisms of change, we found 
that improvement in mindfulness was highly 
correlated with improvement in HA severity 
[ 28 ], and McManus et al. [ 29 ] replicated and 
extended this fi nding with more robust statisti-
cal study by way of meditational analysis. 
Although, not examined as mediators, we found 
a signifi cant decrease in reassurance seeking 
and in the frequency and believability of hypo-
chondriacal cognitions. Similarly, McManus 
et al. [ 31 ] found a decrease in the frequency of 
intrusive mental images related to HA. The 
associated distress and intrusiveness of the 
images also decreased post intervention and at 
3-month follow-up, with medium to large effect 
sizes (Cohen’s  d  = 0.75–1.50).  

    Practical Considerations of MBCT 
for Severe Health Anxiety/
Hypochondriasis Including Patient 
Selection, Home Practice, Group 
Size, Format, Facilitator Training 

 For the most part, these practicalities should fol-
low the original MBCT manual [ 26 ]. For the 
facilitator, in addition to the strong mindfulness 
meditation background that is typically required, 
it may be benefi cial to have some clinical experi-
ence with HA to better understand its  formula-
tion   and the patients’ struggles.  
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    Case Follow-Up 

 During the baseline screen, Derek  showed   high 
levels of health anxiety, generalized anxiety, 
somatic symptoms, and moderate depressive 
symptoms. Although he had never heard of 
“mindfulness,” his quality of life was at an all- 
time low, and he was willing to commit to the 
eight sessions and the daily homework. When he 
fi rst met with the group he was encouraged to 
meet so many others suffering from similar fears. 
He found it tremendously validating, and he 
became a jovial contributor to group discussion. 

 However, Derek’s enthusiasm stalled when he 
tried the body scan in the fi rst class and in the fi rst 
week’s homework. The intensity of the physical 
sensations was at times overwhelming, and his 
mind raced with disease fears. When he returned 
to the second class he felt defeated, but he had 
practiced the homework every day nonetheless. 
He was surprised to learn that most of the class 
shared his diffi culties, and that he was not alone 
in not fi nding it “relaxing” as he had hoped. 
Derek was also reassured to learn that everyone’s 
body felt “noisy,” and that the tingling sensations 
he felt in his hands and feet were experienced by 
many in the class, and were likely not the sign of 
burgeoning multiple sclerosis. 

 As the sessions proceeded and he learned 
more techniques, he was pleased to be able to 
fi nd techniques that suited him during different 
times of the day and windows of opportunity. For 
instance, he often walked at work, instead of 
ruminating about possible HIV exposures, he 
practiced bringing his mind back to the simple 
physical sensations of lower limbs rising, falling, 
and making contact with the fl oor. He often found 
the moving meditations were easier than sitting 
meditations when he felt particularly on edge. 

 Initially, Derek found some of the educational 
content to be abstract and counterintuitive. 
However, with repetition and experience, he 
eventually understood that the goal of mindful-
ness was not to “relax” or “get rid of his symp-
toms,” but rather to learn to accept and let go of 
habitual tendencies of the mind that lead to suf-
fering. He sometimes still wanted to “relax away” 
his symptoms, but he learned to notice this judg-
ment and reactivity, and to “breath into it” with 
self-compassion. 

 Derek found the interpersonal session helpful, as 
he recognized how he had learned maladaptive pat-
terns of communication from his mother, and was 
enacting them with his wife, to detrimental effect. 
Similarly, he learned to identify the behavioral pat-
terns that were reinforcing his anxiety, such as inter-
net-checking and reassurance- seeking, and he 
started including more pleasant events in his life. 

 At the end of the course, Derek’s health anxi-
ety was signifi cantly improved from baseline, 
and he was no longer missing work, but stress 
was still associated with health fears. He felt the 
group support was a key element of his success, 
and wondered if he would practice as regularly 
without the sense of obligation to the group. 
However, he felt that he was “starting to get the 
hang of it,” and saw  a   benefi t in his practice. 

 After the course, he continued to practice a few 
times per week, particularly enjoying the 3-min 
breathing spaces, given their effi cacy. The body 
scan had also become less threatening, and some-
times he would do a scan at night if he was having 
diffi culty falling asleep. When he was seen at 
3-month follow-up his Whitely  Index   score was no 
longer in the clinically signifi cant range, and he was 
very thankful for the course. He found that as he 
practiced the mindfulness exercises, he was better 
able to use the techniques in high-anxiety situations, 
many of which had nothing to do with illness fears.  

    Summary/Conclusions 

 MBCT for HA or hypochondriasis appears to be a 
useful alternative to traditional CBT. It offers a 
unique strategy of targeting the putative underlying 
mechanisms of HA in a manner that may be more 
acceptable to some patients. Moreover, like all 
mindfulness trainings, its benefi ts may go beyond 
mere symptom reduction, and towards facilitating 
a more engaged, present, and joyful life.     
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     In this chapter we examine how mindfulness- 
based cognitive therapy (MBCT) can be offered 
in self-help formats; namely online and in book 
form. We begin with some case examples that 
illustrate the need for such interventions. 

     Clinical Case Studies   

 As has been discussed in other parts of this 
book, MBCT has the potential to be helpful for 
people experiencing a range of diffi culties, 
with arguably the strongest evidence for its 
effi cacy to date being in relation to recurrent 
depression [ 1 ]. However, some people who 
might benefi t from MBCT are either unable or 
unwilling to participate in it, at least in its tradi-
tional class-based format. To illustrate, con-
sider the following examples of people who 
have previously experienced recurrent episodes 
of depression. 

 Julia, a 29-year-old single mother, had been 
on antidepressants for several years following 
three bouts of major depressive disorder. She 
had become concerned that, while the antide-
pressants had helped prevent further episodes of 
major depression, they were also somewhat 
numbing her emotional experience and reducing 
her ability to enjoy time with her children. On 
the basis of recent research [ 2 ], her family  doctor 
recommended that she attend an MBCT course, 
with a view to tapering her antidepressants fol-
lowing this. However, the nearest available 
course was a 2 h drive away, and she was unable 
to afford the 6 h additional childcare per week, 
for 8 weeks, that would have been required to 
attend this. Therefore, she did not attend, but 
hoped that a more local MBCT course would 
become available soon. 
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 Similarly, Tim, a 55-year-old who had experi-
enced multiple episodes of depression over many 
years, had MBCT recommended to him by his 
primary care physician. In contrast to Julia, there 
was a local MBCT course that Tim could access 
and he had the resources to pay for it. However, 
Tim felt particularly ashamed of his experiences 
of depression, and believed that they were an 
indication of his person failings and weakness. 
Consequently, he had concealed these experi-
ences from all but his closest friends and family 
members, and did not wish to disclose them to 
others. This  meant   he was very reluctant to attend 
a group-based intervention such as MBCT, and 
ultimately chose not to, both because he feared 
that its class-based format would mean he would 
have to let others in the class know about his 
depression and because he feared that friends or 
work colleagues might see him visiting the com-
munity mental health center where the course 
was held. 

 For both Tim and Julia, a self-help version of 
MBCT has the potential to provide a viable alter-
native to the traditional class-based format and 
could enable them to engage in MBCT when they 
otherwise would not.  

    The Need for Self-Help MBCT 

 The above case examples point towards  some   of 
the challenges of making MBCT widely available 
in its traditional class-based format. One chal-
lenge is posed by the fact that MBCT is a rela-
tively recently developed therapy compared to 
other psychological interventions, such as cogni-
tive therapy and behavioral therapy [ 3 ]. Therefore, 
there is a need for growth in the number of people 
who are qualifi ed to teach MBCT, which has 
 started   from a relatively small base (cf. [ 4 ]). It 
seems likely that the rate of this growth will be 
constrained by the limited availability of MBCT 
teacher-training courses and experienced MBCT 
teachers who can act as supervisors. Moreover, 
the pool from which potential MBCT teachers can 
be drawn is likely narrowed by the need for 
MBCT teachers to have an established mindful-
ness practice and commitment to ongoing  practice 

(e.g., [ 5 ]). The problem of  MBCT   teacher avail-
ability should reduce as more new teachers are 
trained, existing teachers become more experi-
enced and able to offer supervision, and more 
MBCT teacher-training courses become estab-
lished. However, it seems likely to remain an 
issue for several years to come. 

 Arguably, the relative newness of MBCT also 
contributes to the variation in the extent to which 
health care and similar organizations are aware 
of, interested in, and able to  introduce   MBCT as 
one of the interventions they provide. For exam-
ple, Crane and Kuyken [ 6 ] found that in the UK 
it was rare for mental health services to have a 
strategy to fully implement the national guidance 
that recommends the provision of MBCT for 
people who have experienced three or more 
 previous episodes of depression but are currently 
in remission [ 7 ]. 

 Furthermore, even when MBCT is locally 
available, there are practical reasons why poten-
tial participants may not be able to access it. 
Specifi cally, in countries where health care is not 
free at the point of delivery, some people may not 
be able to afford to pay for it nor have insurance 
that will. Alternatively, they may not be able to 
meet the time commitment of attending weekly 
2-h classes for 8 weeks, with 30–60 min daily 
homework. The class-based format of MBCT 
may also act as  a   deterrent to participation for 
some, for instance people who experience social 
anxiety or self-stigma in relation to their diffi cul-
ties (c.f. [ 8 ]). In relation to these points, it is inter-
esting to note that in a recent MBCT research 
trial 644 participants who were eligible to partici-
pate declined to do so [ 2 ]. 

 Taken together, these challenges suggest that 
participation in class-based MBCT is likely to 
fall short of the need for MBCT. Offering MBCT 
in a self-help format has the potential to over-
come a number of these challenges. Specifi cally, 
self-help MBCT can be provided in the absence 
of trained MBCT teachers, can cost health care 
organizations and participants substantially less 
than class-based MBCT, can be accessed at times 
and in locations that are convenient to the user, 
and can provide a potential solution for people 
reluctant to attend a class-based intervention. In 
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addition, self-help MBCT might also be useful 
in enabling people to have a taste of MBCT 
before deciding whether to attend a class-based 
MBCT course, and some class-based MBCT 
“graduates” might fi nd that self-help material 
helps  them   to maintain post-course mindfulness 
practice. However, a key question raised by 
offering MBCT through self-help is whether we 
may be increasing accessibility at the expense of 
quality and effi cacy. We return to this issue later 
in the chapter.  

    The Theoretical Rationale for Self- 
Help MBCT 

 The theoretical foundations of self-help MBCT 
are largely the same as those of class-based 
MBCT, and a range of different theories can be 
drawn on to understand  the   possible, key mecha-
nisms of action of MBCT in either format (e.g., 
[ 9 – 11 ]). However, arguably the foundational 
theory for MBCT is the doing and being modes 
model that Segal et al. [ 3 ,  12 ] drew on when they 
developed the approach. 

 According to this model, when people who 
have previously suffered from depression experi-
ence low mood, associated patterns of depressive 
thinking, feeling and bodily sensations reacti-
vate. People often attempt to avoid these experi-
ences by automatically entering  a   “doing-mode” 
of mind, in which they use verbal problem 
 solving and rumination in an attempt to prevent 
their mood from worsening. However, Segal 
et al. [ 3 ] argue that this doing-mode has the 
reverse effect, not least because unrealistically 
negative thoughts are experienced as truths, as 
opposed to events in the mind. Therefore, rumi-
nating about them leads to a lowering of mood 
and deepening reactivation of the well-estab-
lished depressive patterns, perpetuating the 
downward spiral back into clinical depression. 

 By this account, the key reason why MBCT 
reduces relapse is that practising mindfulness 
enables people to become aware of when they 
are entering the doing-mode in response  to   emo-
tional diffi culties, and helps them to disengage 
from this and enter a “being-mode” of mind 

(Segal et al. [ 3 ], p. 91). The being-mode is char-
acterized by an awareness and nonjudgmental 
acceptance of present moment experience [ 13 ]. 
It is argued that in this mode thoughts are expe-
rienced as events in the mind rather than truths, 
and rumination is unnecessary as people let go of 
striving for a different state of mind. Therefore, 
a downward spiral into clinical depression is 
prevented. 

 Furthermore, this theory has the potential to be 
applied to human suffering more generally [ 13 ], 
and so can explain the potential benefi ts of MBCT 
to conditions beyond depression. For example, 
Germer [ 14 ] applies a similar approach to  the   
understanding and treatment of anxiety states, and 
Kabat-Zinn’s [ 15 ] description of how mindful-
ness can help reduce stress is compatible with the 
model. Moreover, in principle this theory applies 
just as well to the benefi ts of mindfulness learnt 
by self-help as to by class-based MBCT. 

 Turning to Segal et al.’s [ 3 ,  12 ] theorizing 
concerning the process of learning mindfulness 
during MBCT, both self-help and class-based 
MBCT are underpinned by the view that mind-
fulness needs to be learnt experientially through 
mindfulness practice. However, two potentially 
important differences between these formats also 
emerge. Specifi cally, building on the work of 
Kabat-Zinn (e.g., [ 15 ]), Segal et al. [ 3 ,  12 ] argue 
that in class-based MBCT the teacher should 
relate to participants, and their descriptions of 
their experiences during enquiry, in an open, 
curious, warm, and accepting manner, with a 
focus on direct experience. This way of relating 
by the teacher is thought to model the being- 
mode of mind to the participants and so help to 
build an understanding and internalization of 
what it means to be mindful. However, typically 
self-help MBCT is not supported by sessions 
with a mindfulness teacher. Therefore, as is 
detailed in the next section, self-help MBCT 
attempts to use alternative means to help 
 participants understand and internalize the nature 
of mindfulness. 

 Another important theoretical difference 
between class-based and self-help MBCT is that 
during the former the participants are part of a 
group, whereas in the latter case they are likely 
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learning mindfulness on their own. Theories of 
group processes (e.g., [ 16 ]) speak about the value 
of the group setting to learning and therapeutic 
change. For example, the sense of universality of 
human experience that can emerge in a group 
potentially plays an important role in class-based 
MBCT, and  is   something that mindfulness teach-
ers can draw out during enquiry. As we shall see, 
in self-help MBCT other means are needed to 
achieve the same ends.  

    Modifi cations of MBCT for Delivery 
by Self-Help 

 There is a growing range of mindfulness-based 
self-help interventions that are either publically 
available or used in research trials (e.g., [ 15 ,  17 –
 19 ]—see ref. [ 20 ] for a review). Broadly speak-
ing, these fall into two classes: self-help  books  , in 
paper, electronic or audio-book format, and mul-
timedia/Internet-based self-help interventions, 
whose delivery can be via the Internet or smart-
phone apps. It is worth noting that not all of  these   
interventions closely follow or draw on the 
MBCT program, and so it is important that clini-
cians and consumers are aware of the nature of 
the self-help material they use and ensure that it 
is a good match to their expectations and needs. 
In this section we focus on fi ve self-help 
 interventions that are close to the original MBCT 
program [ 3 ], and consider how they have each 
modifi ed class-based MBCT. Teams involving 
one or more of the original developers of MBCT 
(i.e., Zindel Segal, Mark Williams, and John 
Teasdale) have created all of these interventions. 

 Considering fi rst Williams et al.’s [ 21 ] self- 
help book  The Mindful Way Through Depression: 
Freeing Yourself From Chronic    Unhappiness   , as 
its title suggests, this is aimed at people who 
have experienced depression, with a recommen-
dation that “it may be wise not to undertake the 
entire program while in the midst of an episode 
of clinical depression” (p. 8). The book begins 
with chapters describing the nature of depres-
sion and how mindfulness may be helpful. 
These chapters cover some of the taught compo-
nents of the class-based MBCT curriculum [ 3 ], 

and arguably aim to convey a sense that partici-
pants are not alone in their experiences of 
depression and that these can be understood and 
alleviated. The use of case examples and quotes 
from people struggling with depression add 
richness to the descriptions, and perhaps go 
some way to compensate for the absence of the 
group setting of class-based MBCT. 

 These opening chapters are followed by ones 
focusing on the different mindfulness practices 
found in MBCT, including the raison exercise, 
mindfulness of  the   breath, body scan, mindful 
yoga, mindfulness of sounds and thoughts, and 
mindfulness in everyday life together with the 
three-minute breathing space. The chapters inter-
weave practice guidance with teaching, poetry 
and other MBCT participants’ experiences, much 
as an MBCT class would. They are supported by 
a CD of guided mindfulness practices. Some of 
these practices tend to be shorter in length than 
those in class-based MBCT, though participants 
have the option of combining several tracks into 
a single longer meditation. The teacher-led 
enquiry into participants’ experiences of mind-
fulness that forms a core part of class-based 
MBCT is clearly not possible to fully replicate in 
 book   form. However, examples of people’s expe-
riences during mindfulness practice are included, 
along with advice in relation to these. Towards 
the end of the book, the reader is provided with 
guidance as to how they can combine the ideas 
and practices detailed in earlier chapters into an 
8-week program, should they so wish. The struc-
ture of this closely follows the homework that is 
set over the course of the 8-weeks of class-based 
MBCT, with a similar  program   of daily practices 
being recommended [ 3 ]. 

 More recently, Teasdale et al. [ 22 ] have 
released  The Mindful Way Workbook: An 8-Week 
Program to Free Yourself from Depression and 
Emotional    Distress   . This can be used in a number 
of different ways, including as a self-help 
 workbook read in conjunction with  The Mindful 
Way Through Depression: Freeing Yourself From 
Chronic    Unhappiness    .  It provides a useful com-
plement to the earlier book, because of its greater 
focus on the practicalities of following the MBCT 
program step by step, including chapters guiding 
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readers through each week of the course, and 
because of the opportunities it provides for par-
ticipants to refl ect on their experiences. Following 
 developments   in the research literature since the 
publication of the earlier book, the intended audi-
ence is widened to also include people who are 
currently experiencing depression but whose 
concentration is not too impaired, and “anyone 
who wishes to take the 8-week MBCT program” 
(p. 6). As previously, mindfulness practice guid-
ance is interweaved with teaching, poetry and 
quotes from MBCT participants, and audio tracks 
of guided meditation practices (via MP3 CD or 
download) are provided; the latter are very simi-
lar in length and content to those found in class- 
based MBCT programs [ 12 ]. Furthermore, 
excerpts of dialogue from class-based MBCT 
enquiry are included to provide participants with 
some sense of this. In fact, the overall similarity 
and compatibility of the workbook with the class- 
based program means that it can also be used by 
MBCT-teachers as a supplement to their class- 
based courses. 

 Turning to the self-help book  Mindfulness: A 
Practical Guide to Finding Peace in a Frantic  
  World    [ 23 ], arguably this has been written for a 
somewhat more general audience; namely anyone 
suffering “from anxiety, stress, unhappiness and 
exhaustion” (p. 3). As previously, it is grounded in 
the 8-week class-based MBCT program and con-
tains a mix of teaching, descriptions of relevant 
research, mindfulness practice guidance, activi-
ties, examples from previous MBCT participants, 
and homework. Similar to the above-mentioned 
workbook, after chapters providing  introduction   
and background, one chapter is devoted to each 
week of the 8-week MBCT course. And, as usual, 
audio tracks are supplied to support the various 
mindfulness practices; in this case they tend to be 
somewhat shorter than the norm for class-based 
MBCT, which probably makes them more possi-
ble to engage with for a more general readership 
who are experiencing a “frantic world.” 
Nevertheless, each week’s homework recom-
mends daily engagement in the mindfulness 
practice(s) relevant to the current week. 
Furthermore, in an addition to the usual MBCT 
program, for most weeks the reader is encouraged 

to undertake a “habit releaser,” which involves 
noticing habitual behaviors (such as watching 
whatever happens to be on television) and trying 
alternatives, in order to loosen habits. 

 The two remaining self-help versions of 
MBCT that are reviewed here are Internet-based. 
The fi rst of these is the   Mindful Mood Balance  
(MMB) course   [ 4 ,  24 ]. A professionals’ version of 
MMB is available  for   use by therapists and clini-
cians with an interest in experiencing and learning 
more about MBCT, and can be accessed at   http://
www.mindfulnoggin.com/mindful- mood- 
balance    . In addition, a patient version is currently 
being evaluated in a research trial, to determine 
whether it can reduce residual symptoms of 
depression in people who have experienced at 
least one previous depressive episode (www.
ClinicalTrials.gov). MMB covers the core MBCT 
curriculum over eight sessions that progress in a 
similar manner to the eight sessions of class-based 
MBCT, but which are somewhat shorter in length, 
lasting 60–90 min. During each session, partici-
pants are guided through mindfulness practice by 
video or audio instructions, are invited to watch 
video of relevant excerpts of periods of enquiry 
and teaching from an MBCT class, and complete 
an interactive learning module that helps them 
explore and refl ect on their own experiences. 

 Cognitive therapy elements of MBCT are pre-
sented in a similar manner, and home practice is set 
each session and supported by downloadable audio 
fi les and handouts, an  online   homework record, 
and email reminders when relevant. As with class-
based MBCT, there is an invitation to engage in the 
relevant mindfulness practice(s) for 6 days out of  7  , 
every week of the course. Participants can review 
the MMB materials at times of their choosing and 
can revisit sessions if they wish. They are also able 
to post anonymous questions that are answered by 
a mindfulness teacher within 1 week, with the 
questions and answers forming part of a growing 
bank that can be shared with future participants. In 
the research thus far, participants have also been 
able to access phone and email support in relation 
to technical problems and other diffi culties affect-
ing their engagement with the course. The profes-
sionals’ version of MMB also provides access to a 
community of fellow participants. 
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 Turning to the fi nal intervention considered 
in this chapter, the  Be Mindful  course is another 
 online  , self-help variant of MBCT [ 25 ]. This 
course  also   draws on the closely related 
mindfulness- based stress reduction (MBSR) 
program. It is available to the public at   http://
www.bemindfulonline.com    , and is intended to 
be accessed by anyone who is interested, with 
the caveat that participation is not recom-
mended when someone is experiencing severe 
depression or major life changes, or is unable to 
commit the necessary time. Similarly to  MMB,   
 Be Mindful  uses audio and video guidance to 
teach mindfulness practice. In contrast to class-
based MBCT, the course comprises ten 30-min 
sessions that can be completed at the partici-
pant’s own pace and in a minimum of 4 weeks. 
However, it nevertheless covers the core com-
ponents of MBCT, including the range of for-
mal and informal mindfulness practices, and 
participants are invited to practice mindfulness 
and other activities daily for homework. 
Participants are not able to submit questions to 
a mindfulness teacher. However, technical sup-
port is available and automated emails form 
part of the program. 

 In summary, we have reviewed fi ve book or 
Web-based self-help versions of MBCT. These 
are all grounded in the core curriculum and 
mindfulness practices of MBCT, but vary in 
terms of the audiences they are aimed at and 
the length of  sessions and practices,   with the 
self-help interventions targeting more general 
audiences tending to require less time commit-
ment. All the courses use at least some form of 
audio or video guidance to support mindful-
ness practice. Furthermore, they fi nd various 
means to attempt to compensate for the absence 
of the MBCT class and its teacher(s). These 
include providing extensive written, audio or 
video material that is prepared by experienced 
MBCT teachers, providing case vignettes of 
people experiencing similar diffi culties, and 
sometimes providing written or videoed 
excerpts of teacher-led enquiry from class-
based MBCT programs.  

    The Evidence-Base 
for Self-Help MBCT 

 As discussed earlier, there is a question as to 
whether the increased accessibility and fl exibility 
of self-help versions of MBCT comes at a cost in 
terms  of   effectiveness, not least due to the 
absence of teacher-led enquiry into the partici-
pants’ experiences, teacher modeling of a being 
mode, and group therapeutic processes. The 
evidence- base for self-help MBCT is still emerg-
ing. Therefore, at the time of writing, it is not 
possible to defi nitively answer the question of 
whether self-help MBCT is effective, in particu-
lar in clinical settings. Nevertheless, the follow-
ing studies suggest that self-help MBCT may be 
of some value. 

 Starting with self-help MBCT books,    we are 
only aware of one published evaluation. 
Specifi cally, in a relatively small-scale  random-
ized controlled trial (RCT)   conducted by our 
group, 80 self-selecting students, who were expe-
riencing stress, anxiety or low mood, were ran-
domized either to a group asked to read and 
follow the program outlined in  Mindfulness: A 
Practical Guide to Finding Peace in a Frantic 
World , or to a waiting-list control arm [ 26 ] .  The 
intervention participants showed signifi cantly 
lower levels of post-intervention depression, 
anxiety and stress relative to controls, with 
medium effect sizes, and also signifi cantly 
greater life satisfaction, mindfulness and self- 
 compassion  , with medium or large effect sizes. 
Moreover, the treatment gains appeared to be 
maintained at a 10-week follow-up assessment, 
and the level of engagement was high, with only 
5 % of participants dropping out. 

 Turning to the Web-based versions of MBCT, 
Dimidjian et al. [ 4 ] conducted an open trial in 
which 100 people with at least one previous epi-
sode of depression, but who were currently in 
remission, were invited to participate in 
MMB. They found  that   depressive symptoms were 
signifi cantly lower immediately after the interven-
tion compared to pretreatment, with a medium 
effect size, and that these symptoms remained 
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 signifi cantly lower at a 6-month follow- up. 
Moreover, when the MMB group was compared 
with a propensity matched control group, who 
received treatment as usual, this pre to post treat-
ment improvement in symptoms was found to sig-
nifi cantly differ from the worsening of symptoms 
seen in the control group, with a large effect size. 
Also, 53 % of participants completed at least 50 % 
of the MMB course. As mentioned above, the effi -
cacy of MMB at reducing residual symptoms of 
depression is being more defi nitively examined in a 
relatively large RCT, with results due in 2018 [ 27 ]. 

 With regard to the  Be Mindful  Web-based inter-
vention, Krusche et al. [ 28 ] ran an uncontrolled 
trial with 273 participants who had self- referred to 
this course, and who had elevated mean levels of 
perceived stress, anxiety and depression compared 
to the general population. They found signifi cant 
pre to post intervention decreases in perceived 
stress, anxiety and depression,  with   large effect 
sizes, and further signifi cant decreases in all three 
areas from post intervention to a 1-month follow-
up. Moreover, the level of effect sizes observed 
was similar to that found in face-to-face mindful-
ness-based interventions. The absence of a control 
group means that regression to the mean cannot be 
ruled out however. 

 In summary, there is emerging evidence to 
support the effi cacy of self-help MBCT, but this 
evidence is not yet of suffi cient quality to recom-
mend self-help MBCT for any clinical popula-
tion. Well designed, fully powered RCTs are now 
required to establish whether self-help MBCT is 
effective and for whom, whether the format (book 
vs. online) impacts upon  effectiveness  , how its 
effi cacy compares with class-based MBCT, and 
whether its mechanisms of action are consistent 
with the underpinning theory. At least one such 
trial, investigating MMB, is currently underway.  

    Practical Considerations 

 Many people independently choose to access 
self-help MBCT, having learnt about it from the 
media or elsewhere (cf. [ 28 ]). The self-help 

courses reviewed here provide guidance to peo-
ple who access them via this route, to help them 
decide whether now  is   the right time to start such 
an intervention. In this section, therefore, we 
focus on some of the things that we think a clini-
cian should consider if he or she is thinking about 
suggesting self-help MBCT to a patient/client. 

 Firstly, we would recommend that clinicians 
be both familiar with class-based MBCT, 
including who it can be helpful for, and with the 
forms of self-help MBCT that have been 
reviewed here. If the clinician is not a trained 
MBCT-teacher then we would also recommend 
that they receive supervision or consultation 
from a qualifi ed MBCT-teacher who is familiar 
with self-help MBCT. Secondly, given that the 
evidence-base for self-help MBCT is in its 
infancy, arguably currently it is best to only con-
sider self-help MBCT in circumstances when 
someone seems likely to benefi t from MBCT, 
but is unable or unwilling to attend class-based 
MBCT and there are no alternative, suitable, 
well-evidenced interventions available. In such 
circumstances, it would seem helpful for the cli-
nician to be open with their patient/client about 
the current state of the evidence-base, so that 
they can make an informed choice, and to come 
to a collaborative decision with the patient/cli-
ent about the way forward. Issues worth consid-
ering with the patient/client include which of 
the self-help versions of MBCT appears to fi t 
best with them and their needs, and whether it 
would seem helpful and possible to have some 
contact with an MBCT-teacher and/or periodic 
review meetings with the clinician, while they 
are embarking on the self-help program. When a 
patient/client is particularly vulnerable or dis-
tressed, we would be especially cautious about 
recommending self-help. 

 Hopefully, as research into self-help MBCT 
develops and broadens, it will become possible to 
offer more evidence-based guidance with regard 
to when to recommend self-help MBCT, and 
 perhaps possible to encourage its integration into 
stepped-care intervention pathways offered by 
health care organizations.  
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    Conclusions 

 There are a number of challenges to making 
class-based MBCT accessible to all those who 
could potentially benefi t from it. These include a 
shortage of trained MBCT teachers, variable pro-
vision of MBCT by health care organizations, the 
cost to participants of MBCT courses in some 
countries, time constraints, and the reluctance of 
some people to take part in class-based interven-
tions. Self-help MBCT has the potential to over-
come many of these challenges, and so become  a 
  valuable complement to class-based MBCT. It is 
currently available in both book-based and multi-
media/Internet-based formats. All of the self- 
help interventions that have been reviewed here 
use audio or video guidance to support mindful-
ness practice. They attempt to compensate for the 
absence of the MBCT class and its teacher(s) by 
using case vignettes, through written, audio or 
video presentations concerning key principles, 
and sometimes by written or videoed examples 
of teacher-led enquiry. The current evidence- 
base is insuffi cient to confi dently recommend 
self-help MBCT for specifi c clinical populations, 
but the evidence thus far is promising and further 
research is underway.     
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          Introduction 

 There has been an exponential growth in research 
exploring mindfulness-based approaches in 
recent years. The application of mindfulness- 
based approaches to working with couples has 
received some attention in the published litera-
ture, but in comparison with other areas of clini-
cal health or mental health, couple work is 
under-represented [ 1 ]. 

 A number of studies have theorised on the 
impact of mindfulness on relating to others, or 
upon the couple/intimate relationship. There 
have also been several programmes piloted for 
clinical and non-clinical populations. Some of 
these studies have been based on the direct use of 
MBCT/MBSR and others following integration 
of mindfulness techniques or adaptations of the 
8-week programme. 

 The next sections take a broad overview of 
some of these studies. Other than a qualitative 
paper examining participant experiences of 
MBCT as a couple [ 2 ], which interviewed partici-
pants from the groups described in this chapter, 

no other MBCT group programme for couples 
focusing on relapse for clinical depression had 
been identifi ed at the time of writing.  

     Case   Example 

 Barry and Leslie (not their real names) had been 
married their whole adult life. Now in his mid- 
50s Barry had taken early retirement from his 
engineering job. This transition, alongside other 
contributing life events, had led Barry to become 
extremely low. He spent several weeks acutely 
depressed on an acute mental health ward. The 
stress had been signifi cant for Leslie, and remi-
niscent of Barry’s previous periods of  depression   
when they were fi rst married. 

 Barry was referred to the community mental 
health team having received an assessment from 
the inpatient based clinical psychologist. Leslie 
also attended the assessment, and it was evident 
how involved Leslie was in supporting Barry, as 
well as the emotional impact she had experienced 
as a result of his diffi culties. Both were keen on 
exploring ways of managing diffi culty in a differ-
ent way and looking to maintain their emotional 
well-being for the future. This was both in terms of 
Barry’s own depressive relapse, as well as Leslie’s 
fears of going through the suffering again. 

 MBCT for couples was introduced to help 
support people presenting with these kinds of 
narratives. Barry and Leslie attended the fi rst 
group run in the service. At the time of writing, it 
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is pleasing to report that neither has been re- 
referred to the mental health team as Barry had 
remitted and not suffered a relapse.  

    Mindfulness and Relating to Others 

 A number of papers have explored  the   role mind-
fulness can play in relationships, many of which 
have focused on the couple dyad. Some of these 
studies have focused on trait mindfulness, i.e. 
the measurement of mindfulness in personality 
as opposed to the consequence of a direct 
intervention. 

 In a study of 30 married couples from a non- 
clinical population, Wachs and Cordova [ 3 ] 
found self-reported mindfulness was positively 
associated with relationship satisfaction. In a 
comparative quantitative study, couples were 
found to demonstrate associations between 
increased scores of trait mindfulness and emo-
tional skill repertoires (e.g. identifying and com-
municating emotions, regulation of anger 
expression), which in turn were associated with 
increased marital quality. 

 Barnes et al. [ 4 ] used an experimental longi-
tudinal design to explore the role of trait mind-
fulness in couple well-being amongst a group 
of university student relationships. Data indi-
cated that mindfulness predicted higher rela-
tionship satisfaction and greater capacities to 
constructively respond to relationship stress. 
Mindfulness was also found to  be   related to 
better communication, including pre- and post-
confl ict discussions. 

 These links between mindfulness and rela-
tionship satisfaction have been replicated. 
Indications have been made that spousal attach-
ment (the degree to which spouses are attached to 
each other) may be a mediating mechanism 
through which mindfulness contributes to greater 
marital satisfaction [ 5 ]. This may suggest that 
mindfulness may offer benefi ts to couple therapy 
and the fostering of spousal attachment, i.e. the 
relationship between spousal attachment and 
mindfulness may be reciprocal.  

    MBSR/MBCT and Relating to Others 

 Several papers have explored outcomes of the 
MBSR or MBCT programme on relationships. In 
a study exploring the impact of MBCT on  emo-
tional   reactions to social stress, Britton et al. [ 6 ] 
introduced a social stress test to couples before 
and after the 8-week programme. MBCT was 
found to be signifi cantly associated with reduc-
tions in emotional reactivity to the social stress 
and concurrent improvements in depressive 
symptoms. The indication that MBCT can have a 
positive effect on social stressors offers a sugges-
tion of similar positive links between mindful-
ness and relating to others, or similar in reactivity 
to the stress that can come in relationships. 

 Following a qualitative methodology, Bihari and 
Mullan [ 7 ] interviewed participants after an MBCT 
programme to directly examine the impact of the 
intervention on their relationships. Participants 
identifi ed a core construct of relating mindfully to 
their own experiences with consequential profound 
changes in their relationships with others. By mind-
fully being in the moment participants described 
being more aware of their own internal triggers and 
how this related to interactions with others. As with 
the study with university students this was also 
inclusive of an improved management of confl ict, 
as well an increase in empathy and being able to see 
others’ perspectives. MBCT was also seen to facili-
tate a greater appreciation of being with others, 
being in the moment with others as opposed to 
being elsewhere in one’s thoughts. 

 Beyond the couple relationship there have 
been a variety of applications of MBSR/MBCT 
to caregivers with similarly benefi cial outcomes. 
The concept of caregivers could include parents, 
teachers and health care professionals. 

 Positive associations between MBCT  have   
been identifi ed with parents who suffer from 
recurrent depression and their relationship with 
their children one year after the intervention [ 8 ]. 
Parents described themes of improved emotional 
reactivity, empathy and acceptance, involve-
ment, emotional availability and comfort along-
side an increased recognition of their own needs. 
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 Parents and educators of children with special 
needs have also been found to demonstrate 
improved empathic concern and forgiveness, as 
well as an individualised reduced stress and anxi-
ety [ 9 ]. In this case participants received an 
adapted version of the recognised 8-week 
 programme reported to be 70 % similar to the 
components of MBSR. 

 Other mindfulness training adaptations have 
also been reported in working with staff of adults 
with learning disability [ 10 ]. Positive outcomes 
following intensive 5-day mindfulness training 
included reduced incidents of service user aggres-
sion, hypothesised as being a consequence of an 
increase in empathy, compassion and awareness 
in the mindfulness trained staff. Similar use of 
mindfulness-based approaches, including the full 
8-week programme has been called for in work-
ing with parenting couples of children with autis-
tic spectrum disorders [ 11 ].  

    Mindfulness-Based Interventions 
with Couples 

 The work of Carson et al. [ 12 ] on mindfulness- 
based relationship enhancement (MBRE) has 
been well documented. MBRE takes a similar 
8- week   structure to MBSR with the inclusion of 
specifi c couple based exercises. The groups were 
conducted with non-clinical populations and 
indicated a range of positive benefi ts for the cou-
ples involved. Relationship satisfaction, auton-
omy, closeness and acceptance were just some of 
the observed outcomes. A dose–response rela-
tionship was also observed in terms of mindful-
ness practice, i.e. those who practised more had 
better outcomes and improved levels of relation-
ship happiness, relationship stress and stress- 
coping effi cacy observed in days following high 
degrees of practice. 

 MBRE has shown some positive outcomes for 
non-distressed couples; however, it may not be 
so easily applied to the clinical setting. Perhaps 
central to this is the concept of intention. 
Alongside attention and attitude, intention has 
been posited as one of the three fundamental 

components of mindfulness practice [ 13 ]. The 
intention within MBRE, as the name suggests, 
points towards relationship enhancement, and 
therefore, practices such as mindful touching or 
partner yoga would be appropriate. However, in 
a clinical setting the intention may be more 
focused upon relapse prevention for depression 
or stress, or perhaps  carer stress management   or 
health symptomatology. In these approaches 
MBSR or MBCT may be more appropriate. This 
is not to say that relationship enhancement may 
not be a consequence of MBSR or MBCT atten-
dance; however, it would not necessarily be the 
primary intention. 

 There have been some published reports on 
the direct use of 8-week programme (MBSR or 
MBCT) with couples. There have also been some 
case study reports, and calls for, the integration 
of mindfulness into couple therapy [ 1 ,  14 ,  15 ]. 

 Pilot studies have indicated benefi cial out-
comes for cancer patients and their partners par-
ticipating in MBSR [ 16 ] and multiple sclerosis 
[ 17 ]. In the former, 21 couples attended MBSR 
and signifi cant reductions in mood disturbance 
and stress for both patient and partner were 
observed. Post MBSR partners’ mood distur-
bance scores were also signifi cantly correlated 
with patients’ symptoms of stress. As indicated 
previously, highlighting the interaction between 
condition management and carer/partner stress. 

 Following MBSR groups with couples facing 
Relapse Remitting Multiple Sclerosis quantita-
tive self-measures were administered to 21 cou-
ples. Outcome data indicated reduced levels of 
anxiety and improved tolerance of uncertainty 
for both partners and patients, as well as improved 
relationship satisfaction [ 17 ]. 

 In working with couples referred to a counsel-
ling centre in Iran, Chaghazardi et al. [ 18 ] 
reported on the use of MBCT for couples strug-
gling with marital adjustment. Signifi cant asso-
ciations between marital satisfaction, dyadic 
cohesion, dyadic consensus and amour expres-
sion were observed when compared to controls. 

 In the aforementioned qualitative study on the 
groups detailed in this chapter, Smith et al. [ 2 ] 
found the process of engaging in MBCT as a 
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partnership included shifts in the couple relation-
ship and the dual management  of   depression. 
   Participants described a sense of responsibility in 
managing each other’s well-being, with MBCT a 
mechanism to facilitate this. They also described 
an increased sense of mutual support, empathy 
and understanding, reduced worry, improved 
reconnection with one another and sharing in 
relapse prevention.  

    MBCT Couples Groups for Recurrent 
Depression 

    Background 

 The couples programme has  been   running in our 
service for several years alongside the standard 
MBCT group programme for individuals referred 
for depression. We work in a mental health service 
for working age adults in the  National Health 
Service (NHS)   in the United Kingdom. MBCT  is   
included in the NHS clinical provision guidelines 
as an effi cacious intervention for recurrent depres-
sion [ 19 ,  20 ] and it is in this context that we have 
been providing groups to service users since 2008. 

 The provision of MBCT for couples devel-
oped through, as many things do, a few converg-
ing variables. Perhaps primarily, alongside our 
own mindfulness practice (personally and profes-
sionally), we also have a shared interest in  sys-
temic family therapy   and had  been   working 
together in a family therapy team when we also 
started to provide MBCT in the service. 

 At the same time there was growing emphasis 
in the NHS to offer support to family members 
and caregivers of people with mental health 
problems who use our service. Given MBCT’s 
focus on relapse prevention for depression and 
 stress reduction there   seemed validity in offering 
groups to couples for the benefi t of both sides of 
the couple and perhaps facilitating well-being on 
a more systemic level to prevent future relapse. 

 One of us (MA) also drew on his  experience   
of being a participant in his own 8-week MBCT 
class together with his wife, who is also a psy-
chotherapist. Having known each other for 
almost three decades and having undergone 

many different psychotherapy trainings, the joint 
experience of discovering new mindfulness prac-
tices for life and novel ways of talking about 
internal experiences made this course life enhanc-
ing for our relationship. We began to have con-
versations about things we would otherwise 
never have had. We decided to  eventually   also 
train as mindfulness teachers. On the way we 
learned to support each other in keeping up with 
our formal and informal mindfulness practices.  

    Group Adaptations 
and Considerations 

 As mentioned the MBCT group for couples 
described here closely follows the recognised 
programme [ 21 ]. Certain adaptations were  only   
included to accommodate a systemic emphasis. 
The adaptations and considerations for the pro-
gramme we have been providing are outlined 
below.

•    Attendance—it is preferential for both part-
ners to attend every session. However, should 
one not be available (by illness or other com-
mitments) and the other is, the partner who 
can attend is still encouraged to come as 
planned. It is then suggested details of the ses-
sion would be discussed that evening. 
Therefore, couple communications about the 
class, including struggles, joys, barriers and 
how to support each other are encouraged. It 
would also be important for the group teacher 
to identify certain salient points for the partner 
to hand over. Thus, the conversation and some 
of the content can be further reinforced.  

•   Home practice—where possible it was pro-
moted for home practice to be a joint experi-
ence. Eating a meal mindfully together, 
holding a conversation about it, noticing 
opportunities to record shared events on the 
pleasant/unpleasant events diaries, seeing if 
 it’s   possible to do the formal practices 
together, and as before have a conversation 
about it and so on. This may offer avenues for 
having new types of conversations with each 
other and having new activities and interests 
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as a shared experience. It was also hoped that 
joint home practice could have an infl uence on 
the frequency and quality of home practice 
engagement.  

•   In-group discussions—pair discussions took 
 place   within the couple. Joining partners 
together and patients together for group dis-
cussions could be helpful depending on the 
participants involved. It could offer a chance 
to have role specifi c conversations. Conversely 
such separation could be divisive and label-
ling and it was generally viewed that any role 
specifi c points could also arise in the group 
enquiries and the maintenance of the couple 
dyad was felt to be more pertinent in the 
smaller discussions.  

•   Relapse Prevention—A specifi c focus in the 
 relapse prevention sections   of the programme 
would fall on what each other may notice at 
times of diffi culty, thus drawing a systemic 
focus on relapse indicators and action plans. It 
is often the partner of the person with the iden-
tifi ed diffi culties who is more aware of trig-
gers and signs of relapse when they occur. It is 
then also important for the teacher to address 
how the partner then lets the other partner 
know what they notice, as the mentioning of 
triggers can itself become a trigger for argu-
ments in the relationship.  

•   Teacher embodiment and modelling—Having 
two group facilitators is recommended. 
Embodiment is an important skill domain in 
MBCT [ 22 ]. In the  couples   groups this is fur-
thered by the modelling of two teachers as a 
  pseudo - couple   , whereby positive communica-
tion, refl ection and fl exibility can be demon-
strated via the therapist dyad. The use of two 
facilitators can also be benefi cial in terms of 
the increased complexity in dynamics with a 
group of couples compared to a group of indi-
vidual attenders.  

•   Assessment and suitability—a little more is out-
lined on assessment in due course. Here it is 
prudent to return to the foundation of intention 
for the course.    MBCT for couples would not be 
advised with couples in interpersonal confl ict or 
if the therapeutic intention is upon repairing 

marital discourse. Other couple, systemic ther-
apy or marriage guidance paradigms may be 
more appropriate in these instances. The latter 
could of course include elements of mindful-
ness-based interventions. It may also be prudent 
to explain at the point of assessment that the 
MBCT course may help people to also become 
more aware of patterns in their relationships, 
and that the programme  may   help to also deal 
with relational diffi culties if they arise.      

    Local Context 

 The groups took place in a community  mental   
health setting in South East London. Psychological 
therapies have been an established part of the ser-
vice, and MBCT was available alongside other 
interventions such as CBT,  systemic   family ther-
apy, cognitive analytic therapy, compassion-based 
therapies and psychodynamic psychotherapy. The 
teams would work with people referred with a 
range of emotional diffi culties including depres-
sion, trauma, PTSD, bipolar disorder and inter-
personal/personality issues.  

    Assessment 

 MBCT referrals often followed a psychological 
assessment where MBCT had been viewed as a 
possible treatment of choice. Referrals would 
then receive an individual MBCT assessment 
where their needs would be discussed and deci-
sions made on suitability and  readiness   for 
MBCT. A preference or appropriateness for the 
couples group or individuals group would be a 
standard part of this meeting. It would be 
explained that the group is not exclusively for 
couples, and could involve relatives or friends. A 
further pre-group meeting for the couple would 
also be offered. 

 The availability of partners and whether par-
ticipants had a signifi cant other to invite would 
be the main infl uencing factors on choosing 
couples or individual MBCT programmes. 
Similarly for some people, therapy (and indeed, 

11 Mindfulness-Based Cognitive Therapy for Couples



128

mindfulness development) can be a private pro-
cess and in such cases some participants have a 
personal preference to attend on their own, so as 
to have their own personal journey. 

    Groups Run 

 At the time of writing seven MBCT groups for 
couples have been run in the service. 21 couples 
have completed the programme. Four have 
started but for various reasons could not  complete 
the programme. There have been some atten-
dance by friends  and   relatives but the majority of 
participants have been married or cohabiting 
partners. 

 The groups were facilitated by experienced 
mindfulness teachers, adhering to the UK Good 
Practice Guidelines for Mindfulness Teachers 
[ 23 ]. It is commonplace for MBCT to be co- 
facilitated by two teachers; however, this is not a 
practice guideline. In terms of couples MBCT, as 
discussed previously, all groups  were   co-run.   

    Participants 

 All of the index clients were referred for depres-
sion in some form. Some also had other primary 
or secondary diagnoses of borderline  personality   
disorder, anxiety and bipolar affective disorders. 
Four participants had signifi cant concurrent 
physical health problems, including multiple 
sclerosis and chronic pain. Many had previously 
received other forms of psychological therapy 
including CBT and systemic or psychodynamic 
psychotherapy. At the outset each group con-
sisted of 3–5 couples.  

    Results 

 Quantitative clinical outcome measures  were   admin-
istered pre and post group to both partners. Measures 
for depression (Beck Depression Inventory, BDI- II  ), 
hopelessness (Beck Hopelessness Scale,  BHS  ), gen-
eral mental health/well-being (Clinical Outcome 

Routine Evaluation,  CORE  ) and mindfulness 
(Mindfulness Awareness Acceptance Scale, 
 MAAS  ). 

 A number of the measures were incomplete 
hence the discrepancy against the attendance 
number. 

 CORE  scores   for the referred persons (N=15) 
demonstrated reliable change for ten participants, 
with six moving out of the clinical range entirely. 
Four showed slight non-signifi cant increases in 
their outcome scores, and one stayed the same. 

 Of the partners ( N  = 7) three scored in the 
mild clinical range at pre intervention, one of 
whom remained in the same range but showed a 
decreased score. The other two moved into 
non- clinical range upon outcome. Six demon-
strated reduced scores, one showed a slight 
non- signifi cant increase within the non-clinical 
range. 

 BDI-II pre  and   post scores for the referred 
persons are shown in Fig.  11.1  ( N  = 16). Thirteen 
participants showed clinical change in their 
scores, two changed from scores in the severe 
depression range to moderate, three from severe 
to mild, four from moderate to mild, four from 
mild to minimal. Three remained in the severe 
range from pre to post intervention. Two of those 
who remained in the same range showed slight 
non-signifi cant increases in their scores at post 
intervention.

   Of the partners ( N  = 9), three showed clinical 
changes in their scores from mild depression 
range to minimal, six remained in the minimal 
range. 

 Figure  11.2  shows pre and post scores for 
 BHS   for referred persons ( N  = 16). One partici-
pant moved from the severe range to moderate, 
two from severe to mild, three from moderate to 
mild, one from moderate to minimal, fi ve from 
mild to minimal, and  four   remained in the same 
range (2 = moderate range, 2 = severe), all of 
whom showed slight non-signifi cant increases in 
their outcome scores.

   Of the partners ( N  = 9) four remained in the 
same range (1 = mild, 4 = minimal). Two partners 
moved from moderate to mild ranges, two from 
mild to minimal. 
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 On the MAAs ( N  = 14), 13 referred  persons   
showed increases on their scores, ten of which 
were signifi cant. One reduced but the difference 
was not signifi cant. Of the partners ( N  = 9), all 
increased in scores.  

    Discussion 

 The preliminary data is encouraging. Though some 
slight increase in scores were found these were 
non-signifi cant and did not change clinical ranges. 
The majority of service users demonstrated changes 
in clinical range, as did some of the partners. The 
latter showed a number of partners scoring in mild 

or moderate clinical ranges, further highlighting 
the impact of  carer   stress and the dual experience 
of managing depression. 

 Those who showed slight increases in scores 
may be a function of the diffi culty in measuring 
outcome in MBCT. Similarly lower outcome 
scores could have been infl uenced by the ending 
of the group, rather than an increase in gener-
alised distress. More research on the impact of 
the end of the group would be interesting to 
explore in terms of outcomes. 

 There appeared to be no correlation to out-
come and diagnosis, including secondary diagno-
sis. This is interesting to note in terms of working 
with people with a diagnosis of emotionally 
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unstable or borderline personality disorder. 
Certainly several of the participants with that 
psychiatric diagnosis in the current groups 
appeared to do very well, only one showed no 
reliable or clinical change at outcome. Again, 
further research into the use of MBCT and this 
population would be of interest. 

 The numbers are currently small and there 
were a signifi cant amount of incomplete mea-
sures. This is something to pay attention to in the 
future. When the  sample   sizes increase compari-
sons with scores from the individual MBCT 
groups in the service would be interesting to 
explore. Follow-up or longitudinal studies would 
also be of use. It is interesting to note that at the 
time or writing only two have re-presented to the 
service.  

    Refl ections 

 From a MBCT teachers perspective being 
involved  in   the couples groups have been power-
ful and at times moving experiences. The atten-
dance has felt to be higher, as has the home 
practice, though this is nothing we have measured 
as yet. There is an aliveness in the room and peo-
ple speak of transformative experiences both for 
themselves and as a couple. The depth of reso-
nance and degree of positive expression we expe-
rience in the groups is something that is certainly 
hard to capture via quantitative measures. 

 Born out of interest, clinical need and service 
priorities the groups have developed from one to 
another. This, naturally, is an ongoing process and 
what is presented here is by no means a defi nitive 
programme for working with couples. Indeed fol-
lowing recent refl ection into the exercises used in 
MBSR and the emphasis on stressful communica-
tions and insight dialogue, both of which offer 
things to consider for these groups as we move on. 

 Over the years, when teaching MBCT/MBSR 
classes and training clinicians in MBCT we 
noticed that many, if not most, diffi culties that par-
ticipants chose “to put onto the workbench of their 
mind” in session fi ve of the 8-week programme, 
are relationship diffi culties (e.g. an argument, a 
loss, a separation, a relational dilemma). It appears 

that our habitual behaviours, patterns of thoughts, 
and our emotions tend to show up primarily in and 
through our relationships with others; they have 
often become “automatic” overtime and consis-
tently have a tendency to stay unexamined. 

 Arguably, practising mindfulness as a couple, 
and jointly learning to articulate the experiences 
of mindfulness to each other, is a way of chal-
lenging habitual patterns of any given relation-
ship. For most partnerships a mindfulness-based 
enquiry is a novel way to interact, and thus, the 
act of mutual enquiry about their mindfulness 
practice itself becomes a “habit-breaker” of a 
relationship pattern. 

 One of the fruits of mindfulness practice,    best 
described as “seeing the self and the world more 
clearly”, also relates to interpersonal patterns 
which often appear rather opaque in our fi eld of 
awareness as we are entangled and caught up in 
the relationship, unable to step outside. When 
couples in a MBCT/MBSR programme deliber-
ately turn towards a diffi culty that involves their 
partner/relative/friend, then there is an opportu-
nity for this to be held in kindly awareness in 
such a way that the automatic reaction (e.g. 
avoiding, fi ghting, numbing) can be noticed as 
well as the intensity of the emotions and bodily 
sensations. Over time, patterns of reactions can 
become clearer. This practice of course can be 
done individually and in itself can be benefi cial. 
The opportunity and challenge in the couples 
approach lies in the articulation of the relational 
diffi culty and the holding of it in “joint aware-
ness” without automatically slipping back into 
well-established reactive relational patterns. The 
mindfulness teacher’s task then is to allow these 
diffi culties to be present, to acknowledge the 
potential unease of the new way of interacting in 
the present moment, and to help the partners fi nd 
a language through gentle enquiry. 

 It takes courage to turn towards a relational 
diffi culty in the presence of the person who is part 
of the relationship. There is a degree of “relational 
risk-taking” [ 24 ] for the couple as well as the 
teacher and other participants that needs to be 
made explicit during the course of the MBCT/
MBSR class. In this way the “relational risk-tak-
ing” is turned towards and seen more clearly. The 
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context of the class with its clear structure and 
mindful attitudes, and the embodied non-judging 
awareness of the teacher, can provide a safe basis 
from which participants can take such relational 
risks. It is however important not to make rela-
tional diffi culties the primary focus of attention 
during any guided practices as this is not the 
intended remit of the course. We merely highlight 
the importance of allowing relational diffi culties 
to emerge so that they can be addressed in a mind-
ful way, using the skills learned on the course. 

 Should it emerge during the course that such 
relational diffi culties are extremely complex and 
entrenched, it may be useful to approach the cou-
ple outside the group session to see if some addi-
tional couple therapy or counselling sessions 
might be helpful. Again, dealing with the emer-
gence of such diffi culties in a mindful way means 
for the teacher  to   allow it to be present, notice 
his/her reactions, holding it in awareness, and 
opening the door towards wise action.     

   References 

     1.    Gambrel LE, Keeling ML. Relational aspects of mind-
fulness: Implications for the practice of marriage and 
family therapy. Contemp Fam Ther. 2010;32:412–26.  

     2.    Smith EL, Jones FW, Holttum S, Griffi ths K. The process 
of engaging in mindfulness-based cognitive therapy as a 
partnership: a grounded theory study. Mindfulness. 
2015;6:455–66.  

    3.    Wachs K, Cordova JV. Mindful relating: exploring 
mindfulness and emotion repertoires in intimate rela-
tionships. J Marital Fam Ther. 2007;33:464–81.  

    4.    Barnes S, Brown KW, Krusemark E, Campbell WK, 
Rogge RD. The role of mindfulness in romantic rela-
tionship satisfaction and responses to relationship 
stress. J Marital Fam Ther. 2007;33:482–500.  

    5.    Jones KC, Welton SR, Oliver TC, Thoburn 
JW. Mindfulness, spousal attachment, and marital satis-
faction: a mediate model. Fam J. 2011;19:357–61.  

    6.    Britton WB, Shahar B, Szepsenwol O, Jacobs 
WJ. Mindfulness-based cognitive therapy improves 
emotional reactivity to social stress: results from a ran-
domized control trial. Behav Ther. 2012;43:365–80.  

    7.    Bihari JLN, Mullan EG. Relating mindfully: a quali-
tative exploration of changes in relationships through 
mindfulness-based cognitive therapy. Mindfulness. 
2014;5:46–59.  

    8.    Baillie C, Kuyken W, Sonnenberg S. The experiences 
of parents in mindfulness-based cognitive therapy. 
Clin Child Psychol Psych. 2012;17:103–19.  

    9.    Benn R, Akiva T, Arel S, Roeser RW. Mindfulness train-
ing effects for parents and educators of children with spe-
cial needs. Dev Psychol. 2012. doi:  10.1037/a0027537    .  

    10.    Singh NN, Giulio E, Lancioni B, Winton ASW, Curtis 
J, Wahler RG, et al. Mindful staff increase learning 
and reduce aggression in adults with developmental 
disabilities. Res Dev Disabil. 2006;27:545–58.  

    11.    Bluth K, Roberson PNE, Billen RM, Sams JM. A stress 
model for couples parenting children with autism spec-
trum disorders and the introduction of a mindfulness 
intervention. J Fam Theory Rev. 2013;5:194–213.  

    12.    Carson JW, Carson KM, Gil KM, Baucom DH. Mindfulness-
based relationship enhancement. Behav Ther. 2004;35:471–94.  

    13.    Shapiro SL, Carlson LE. The art and science of mind-
fulness: Integrating mindfulness into psychology and 
the helping professions. Washington, DC: American 
Psychological Association; 2009. p. 3–14.  

    14.    Averbeck M. Couples therapy: emotionally focused 
and mindfulness-based. Context. 2013;128:10–2.  

    15.    O’Kelly M, Collard J. Using mindfulness with couples: 
theory and practice. In: Vernon A, editor. Cognitive and 
rational-emotive behaviour therapy with couples: the-
ory and practice. New York, NY: Springer; 2012.  

    16.    Birnie K, Garland SN, Carlson LE. Psychological 
benefi ts for cancer patients and their partners partici-
pating in mindfulness-based stress reduction (MBSR). 
Psychooncology. 2010;19:1004–9.  

     17.    Hankin VM. Mindfulness based stress reduction in cou-
ples facing multiple sclerosis: impact on self reported 
anxiety and uncertainty. 2009. Accessed 27 July 2015 
from http://gradworks.umi.com/33/78/3378573.html.  

    18.    Chaghazardi FK, Mami S, Kaikhavani S. Effectiveness 
of mindfulness-based cognitive therapy on marital 
adjustment. J Appl Environ Biol Sci. 2015;5:86–8.  

    19.    Kuyken W, Byford S, Taylor RS, Barrett B, Evans A, 
et al. Mindfulness-based cognitive therapy to prevent 
relapse in recurrent depression. J Consult Clin Psychol. 
2012;76:966–78.  

    20.   National Institute for Clinical Excellence. Depression: 
management of depression in primary and secondary 
care (Clinical Guideline No. 23). 2004. Accessed 
from   www.nice.org.uk/CG023NICEguideline    .  

    21.    Segal ZV, Williams JMG, Teasdale JD. Mindfulness- 
based cognitive therapy for depression: a new approach 
to preventing relapse. New York, NY: Guilford; 2002.  

    22.   Crabe RS, Eames C, Kuyken W, Hastings RP, Williams 
MG et al. Development and validation of the Mindfulness-
Based Interventions – Teaching Assessment Criteria 
(MBI:TAC). 2015. Accessed 2 Aug 2015 from   http://asm.
sagepub.com/content/20/6/681.full.pdf    .  

    23.   UK Network for Mindfulness-Based Teachers. Good 
practice guidelines for teaching mindfulness-based 
courses. Accessed 2 Aug 2015 from   http://mindful-
nessteachersuk.org.uk/pdf/teacher-guidelines.pdf    .  

    24.    Mason B. Relational risk taking and the therapeutic 
relationship. In: Mason B, Perlesz A, Flaskas C, edi-
tors. The space between: experience, context and pro-
cess in the therapeutic relationship. London, UK: 
Karnac; 2005.      

11 Mindfulness-Based Cognitive Therapy for Couples

http://dx.doi.org/10.1037/a0027537
http://www.nice.org.uk/CG023NICEguideline
http://asm.sagepub.com/content/20/6/681.full.pdf
http://asm.sagepub.com/content/20/6/681.full.pdf
http://mindfulnessteachersuk.org.uk/pdf/teacher-guidelines.pdf
http://mindfulnessteachersuk.org.uk/pdf/teacher-guidelines.pdf


133© Springer International Publishing Switzerland 2016 
S.J. Eisendrath (ed.), Mindfulness-Based Cognitive Therapy, DOI 10.1007/978-3-319-29866-5_12

      Mindfulness-Based Cognitive 
Therapy for Treatment-Resistant 
Depression                     

           Serina     Deen      ,     Walter     Sipe    , and     Stuart     J. Eisendrath     

        S.   Deen ,  M.D., M.P.H.      
  Department of Psychiatry ,  University of California, 
San Francisco ,   401 Parnassus Avenue ,  San Francisco , 
 CA   94143 ,  USA   
 e-mail: serinadeen@ucsf.edu   

    W.   Sipe    
  University of California, San Francisco , 
  San Francisco ,  CA   94143 ,  USA     

    S.  J. Eisendrath ,  M.D.    (�) 
  The UCSF Depression Center, Langley Porter 
Psychiatric Institute ,  University of California, San 
Francisco ,   San Francisco ,  CA ,  USA   
 e-mail: stuart.eisendrath@ucsf.edu  

  12

          The Case of Sofi a 

 Sofi a is a 54-year-old married woman who has 
been suffering from  depressive symptoms   to 
varying degrees since her adolescence. She was 
adopted at an early age and experienced sexual 
abuse by her adoptive father from the ages of 
8–12. Despite persistent low mood and poor 
energy, Sofi a was able to maintain steady work 
as a massage therapist until she experienced a 
worsening of her depressive symptoms 2 years 
ago. She is now on disability and spends her day 
watching TV. Her current symptoms include 
dysphoric mood, poor energy, diffi culty concen-
trating, poor sleep, guilty ruminations, and pas-
sive suicidal ideation of “I wish I wouldn’t wake 
up tomorrow.” 

 Through the course of her treatment, Sofi a 
has had at least 8 week trials of three mechanis-
tically different antidepressants at therapeutic 
doses without remission of her symptoms. She 
discontinued several other antidepressants early 
due to  sexual side effects  , increased irritability, 
and fears of weight gain. She also suffers from 
 chronic back pain   of unknown etiology, and suf-
fers from intermittent panic attacks. She has 
tried psychodynamic psychotherapy and CBT in 
the past but did not fi nd them helpful. 
Specifi cally, she felt “no need to delve into the 
past” with psychodynamic psychotherapy, and 
felt like a “bad student” in CBT because she 
could not change her negative thoughts and 
often did not do the homework.  

    The Problem of Treatment- Resistant 
Depression 

 Sofi a’s struggle with depression is unfortunately 
quite common. Depression is the number three 
cause of disability worldwide and the number one 
cause of disability in high-income countries [ 1 ]. 
Although defi nitions vary, the commonly held 
defi nition of treatment-resistant depression (TRD) 
is a failure to fully remit from depressive symp-
toms after two or more antidepressant trials [ 2 ,  3 ]. 
Thirty-fi ve to fi fty percent of all patients with 
depression may be treatment-resistant [ 4 ,  5 ]. TRD 
is associated with greater disability, morbidity, 
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mortality, and health care costs than  non- resistant 
depression [ 6 ,  7 ]. As such, it is a major public 
health concern. 

 Adding or switching medications is the strat-
egy most commonly used for TRD. As illustrated 
in the STAR*D trial, this strategy has limited 
effectiveness, with only half of patients remitting 
after two full  antidepressant trial  , and lower 
remission rates for each subsequent treatment 
step [ 5 ]. After patients fail to remit using fi rst- 
line medications, medications with higher side 
effect burden or risk may be used (such as tricy-
clic antidepressants and monoamine oxidase 
inhibitors), or more stigmatized and/or invasive 
treatment options may be utilized such as electro-
convulsive therapy and vagal nerve stimulation. 

 Clearly, alternative approaches to treating 
TRD are needed. MBCT may be a low-cost, min-
imally invasive, and well-tolerated option for 
those with TRD.  

    Theoretical Rationale of MBCT 
for Treatment Resistant Depression 

    Use of MBCT for Prevention 
of Depressive Relapse 

 MBCT was originally designed to prevent 
depressive relapse in people who had recovered 
from a major depressive episode and were at risk 
of relapsing [ 8 ]. In this section, we review mech-
anisms by which MBCT may prevent depressive 
relapse, and then outline the rationale for using 
MBCT as an active treatment for people with 
TRD such as Sofi a. 

 Numerous studies have found MBCT to be 
effi cacious in relapse prevention [ 9 – 11 ]. A 
meta- analysis of six  randomized-controlled tri-
als (RCTs)   with 593 total participants found 
that MBCT reduced the risk of relapse for 
patients with recurrent MDD by 34 % com-
pared to treatment- as-usual (TAU) or placebo 
control, and the risk reduction increased to 
43 % for patients with three or more previous 
episodes [ 12 ]. MBCT appears to be equivalent 
to maintenance medication for relapse preven-
tion [ 13 – 15 ]. Gains from MBCT treatment 

were maintained over a 34-month follow-up 
period in one study [ 16 ] and 5-year follow-up 
period in another [ 17 ]. 

 How does MBCT produce these results? The 
developers of MBCT postulated that people who 
had suffered from depression may react differ-
ently to  sad mood states   than people who had 
never been depressed, and then built the interven-
tion based on this assumption. Teasdale [ 18 ] 
hypothesized that sad moods reactivate thinking 
styles associated with previous sad moods. This 
puts people who have been depressed in the past 
at risk of spiraling downward into another depres-
sive episode. Several studies confi rmed that 
when people who have experienced depression in 
the past feel sad, they are more likely to endorse 
dysfunctional thinking than those who have 
never been depressed [ 19 ,  20 ], and that people 
who display this reactivated dysfunctional think-
ing in response to sad mood are more likely to 
relapse into another depressive episode in the 
future [ 21 ,  22 ]. 

 Mindfulness has been defi ned as the aware-
ness that arises through paying attention on pur-
pose in the present moment and nonjudgmentally 
[ 23 ]. Studies have confi rmed that MBCT does in 
fact increase mindfulness, and that mindfulness 
skills may be the mediator of MBCT’s treatment 
effect [ 24 ,  25 ]. One study using EEG found that 
MBCT improved participants’ ability to shift 
their attention toward current moment experience 
and away from distracting stimuli during  mild 
dysphoric states   [ 26 ]. Another study with previ-
ously depressed participants found that after 
MBCT, participants showed less negative atten-
tional bias; they showed a reduced facilitation of 
attention for negative information and a reduced 
inhibition of attention for positive information 
[ 27 ]. Mindfulness also encourages people to see 
the negative thoughts they experience as passing 
events of the mind that do not necessarily refl ect 
reality. People may become less vulnerable to 
depressive relapse by being able to disengage 
from or “decenter” from negative thoughts and 
feelings [ 28 ,  29 ]. Mindfulness could thus lead to 
using less avoidance coping strategies [ 30 ], and 
could function as an exposure procedure to previ-
ously avoided aversive thoughts [ 31 ].  
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    Applying MBCT to Treatment 
Resistant Depression 

 People with treatment-resistant depression may 
be maintaining their depression via a similar cog-
nitive style that renders people who have recov-
ered from depression vulnerable to relapse. Thus, 
several of the mechanisms that are thought to 
help prevent relapse may also help people who 
are actively depressed. 

 MBCT helps to decrease   rumination    [ 17 ,  32 ]. 
Nolen-Hoeksema defi ned ruminative responses to 
depression as “ thoughts and behaviors   that focus 
one’s attention on one’s depressive symptoms and 
the meaning of those symptoms” [ 33 ]. People 
often believe that ruminating about their symp-
toms will help them understand the causes of the 
depression better, and thus enable them to “fi x” 
their mood. However, the depressive rumination 
often ends up paradoxically increasing sad mood 
[ 34 ]. Martin and Tesser [ 35 ] suggested that rumi-
nation is the result of discrepancies between an 
individual’s goals and the actual state of things. 
MBCT may decrease rumination by encouraging 
participants to adopt a more accepting mode of 
being, one that does not need to evaluate experi-
ence in order to reduce discrepancies [ 8 ,  36 ]. This 
increased acceptance could be particularly useful 
for people with treatment- resistant depression, 
who might be mired in depressive ruminations as 
treatment after treatment has failed to alleviate 
their symptoms. 

 Mindfulness may also enhance   emotion regu-
lation    [ 37 ,  38 ]. Chiesa and collaborators [ 38 ] 
suggest that one of the ways that mindfulness 
training enhances emotion regulation is by modi-
fying how “higher” brain regions such as the pre-
frontal cortex modulate the input to the “lower” 
emotion-generative system (such as the  amyg-
dala  ) by actively reinterpreting emotional stimuli 
in a way that modifi es their emotional impact 
[ 39 ]. This is similar to how  cognitive behavioral 
therapy (CBT)   has been postulated to exert its 
effect [ 40 ]. Mindfulness may also enhance emo-
tion regulation by a direct reduction of reactivity 
in “lower” emotion-generative brain regions such 
as the amygdala, especially in long-term practi-
tioners of mindfulness [ 41 ]. 

   Self - compassion    may be another mechanism 
by which MBCT treats active depression. Neff 
defi nes self-compassion as, “extending kindness 
and understanding to oneself rather than harsh 
self-criticism and judgment, seeing one’s experi-
ences as part of the larger human experience 
rather than as separating and isolating, and hold-
ing one’s painful thoughts and feelings in bal-
anced awareness rather than over-identifying with 
them” [ 42 ]. Kuyken and colleagues [ 43 ] found 
that increased self-compassion mediated MBCT’s 
ability to successfully prevent depressive relapse 
and also mediated the effect of MBCT on post-
treatment symptoms of depression. 

 Going back to our case example of Sofi a, she 
had failed many change-based strategies and her 
providers felt it would be benefi cial for her to try 
an intervention focused on acceptance. Sofi a did 
not like talking about her  trauma   history, and 
liked that the intervention would be present- 
focused and not necessitate delving into her pain-
ful past. Sofi a also liked that while group 
participation was encouraged, if she were feeling 
particularly depressed or anxious, she could par-
ticipate silently in the  meditation  s without need-
ing to speak about her experience. She also had 
positive associations with the concept of mind-
fulness. Sofi a knew friends who had a meditation 
practice who were not “sick” and thus found the 
concept of going to the group less stigmatizing. 
However she was skeptical that she’d be able to 
be “calm enough” to meditate. She was also con-
cerned that her chronic pain would interfere with 
her ability to sit for long periods of time, and very 
worried that she would not be able to learn to 
meditate correctly.   

    Modifi cations of MBCT 
for Treatment-Resistant Depression 

 Despite the many indications that MBCT 
would be helpful in TRD, there are also unique 
challenges in treating this population [ 8 ,  44 ]. 
For one, it could be diffi cult to engage people 
with active depression. They may feel hopeless 
and may have low motivation to participate in 
group and do homework. They may have 
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decreased ability to concentrate and attend to 
the teachings and exercises. Their negative 
thinking styles and  self- criticism   may make 
them believe they are “not meditating cor-
rectly” rather than being open to learning the 
new material. And given that they are actively 
depressed, the content of the present moment 
that they are being asked to focus on may be 
extremely painful. Accepting and allowing 
these negative thoughts and feelings could be a 
foreign and overwhelming concept. And 
fi nally, like Sofi a, people with TRD are more 
likely to have comorbidities such as anxiety 
and physical pain [ 45 ,  46 ] that may interfere 
with their work in the group. 

 Eisendrath and colleagues [ 47 ,  48 ] have 
made several modifi cations to the MBCT man-
ual developed by Segal et al. [ 8 ] to address 
these challenges. A summary of the modifi ca-
tions is listed in Table  12.1 . Specifi c modifi ca-
tions are illustrated in detail using our case 
example of Sophia.

      General Modifi cations 

 Throughout the 8 weeks of the group, the length 
of several group sitting  meditation  s were reduced 
from 30 min to 10–15 min to address the decreased 
 attentional control and restlessness   that is often 
experienced in depression. In addition, greater 
emphasis was placed on walking meditations and 
mindful movement/yoga. If participants suffered 
from physical limitations such as pain, instructors 
gave them suggestions for modifi cation, for 
example sitting in a chair during the body scan 
instead of lying down. Given that several partici-
pants had a history of  trauma  , participants were 
given the choice of allowing their eyes to gently 
close or gazing softly a few feet in front of them if 
they were not comfortable closing their eyes in 
guided meditations. Similarly sitting in a chair 
rather than lying supine for a body scan may be 
preferred as less vulnerable. 

 The language instructors used was modifi ed to 
address the change in focus from relapse preven-
tion to treatment of active depression. For exam-
ple, phrases like “when you become depressed,” 
were replaced with “the experience of depression 
for you right now.” The language was also modi-
fi ed from using commands like “close your eyes” 
to the present participle “closing your eyes” to 
help participants who might have diffi culty with 
a more authoritative stance. See Table  12.2 .

   Going into MBCT, Sophia was of the mindset 
that if she actually let herself feel the full extent 
of her depression, she would sink further in it. 
Given that this is a natural and common way to 
think about depression, two exercises derived 
from  Acceptance and Commitment Therapy 
(ACT)   were added to the fi rst session of MBCT 
to illustrate how and why people might want to 
relate differently to their depression. The ACT 
exercises helped to illustrate to participants why 
avoiding negative  emotions and feelings   may be 
counterproductive. 

  The Chinese Finger Cuff Exercise  gave par-
ticipants a physical metaphor for their psycho-
logical experience of depression [ 49 ]. Sophia and 
the other participants were given Chinese fi nger 
cuffs, asked to put their index fi ngers in them, 

   Table 12.1    Summary of MBCT for TRD modifi cations   

 Challenge with TRD  Modifi cations 

 Increased 
restlessness, 
decreased attentional 
control 

 –Shorter sitting  meditation   
 – Increased emphasis on 
mindful movement/yoga, 
walking meditation 

 – Increased emphasis on brief 
breathing spaces 

 Diffi culty with 
motivation and 
engagement 

 – Increased emphasis and time 
spent on identifying barriers 
to practice each week 

 Negative thinking 
styles, focus on 
“meditating the right 
way” 

 – Use of negative thinking 
examples to illustrate 
depressive symptomatology 
and “doing” versus “being” 
mode 

 Diffi culty with 
acceptance and 
allowance of negative 
experience 

 – Incorporation of metaphors 
and exercises to convey 
teaching points 

 Comorbidities such 
as anxiety and 
chronic pain 

 – Demonstration of MBCT 
techniques with 
comorbidities as other 
examples of negative states 

  Illustration of MBCT modifi cations using the case of 
Sophia  
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and then asked to try to get out of the cuffs. When 
Sophia tried to pull her fi ngers out, the cuff tight-
ened. She was then asked to try even harder, 
which made the cuff even tighter. She was then 
invited to push her fi ngers closer together, and 
she observed that the cuffs loosened up. This 
experience was then related to her depression. 
The perfectly natural method of trying to pull 
away from (or avoid) her depression had not 
worked in the past, and may have tightened 
depression’s grip on her. Somewhat counterintui-
tively, allowing herself to get in close with the 
depression may give her some “wiggle room” to 
live her life. 

 Another modifi cation derived from ACT is the 
  Quicksand Metaphor    [ 49 ]. The group was 
asked what happens when people in quicksand 
struggle to get out. From watching movies, a 

group member responded that people sink even 
deeper when they struggle. We discussed how the 
best strategy when someone is in quicksand is 
actually to come into full contact with the quick-
sand by leaning back and fl oating in it. 

 In session 2, the standard Thoughts and 
Feelings exercise was paired with an added ACT 
exercise entitled  Your Mind is Not Always Your 
Friend  [ 50 ] to promote decentering from nega-
tive thoughts. Participants observed their own 
negative thoughts in the Thoughts and Feelings 
exercise, and were then invited to explore how 
the mind sometimes may not be helpful by (1) 
creating problems to worry about when there is 
nothing to worry about, (2) trying to solve prob-
lems that cannot be solved, (3) assigning blame, 
often to oneself, when a problem is detected. 
Sophia was invited to explore how actually 
engaging with her mind, and the negative 
thoughts it produces (as all minds do) may side-
track her from doing what she values in life. 

 Another modifi cation in Session 2 was the 
 Black Dog Analogy  that invited participants to 
think about their depression as something that 
they could react to in a number of different ways. 
Winston Churchill referred to his depressive 
states as the “black dog,” [ 51 ] and a depressed 
day as a day in which “the black dog has 
returned.” Participants were asked what their 
reaction to a black dog may be. Some people may 
be scared of a large black dog, but others may be 
curious about it. The exercise encouraged partici-
pants to consider different reactions to their 
depression, for example, recognizing that it may 
be a signal that something was not working in 
their lives that needed tending to. Sophia recog-
nized that her “black dog” often returned when 
she was ignoring problems with her husband and 
consequently feeling more isolated from him. 

 In Session 3, while reviewing the home prac-
tice, Sophia talked about how angry she became 
when someone left their shopping cart haphaz-
ardly in the supermarket parking lot, and it rolled 
down and hit her car. She said that she could not 
stop thinking about how inconsiderate that per-
son who left the cart was, and it ruined the rest of 
her day. This was a perfect lead-in to the  Empty 

   Table 12.2    Specifi c modifi cations in MBCT for TRD   

 Name of 
Modifi cation  Session #  Goal of modifi cation 

 Chinese fi nger 
cuff exercise 

 1  Illustrate drawbacks of 
 experiential avoidance   
and benefi ts of a 
mindful approach to 
depression 

 Quicksand 
metaphor 

 1  Illustrate drawbacks of 
experiential avoidance 
and benefi ts of mindful 
approach to depression 

 Your mind is not 
your friend 
discussion 

 2  Discuss rumination; 
encourage decentering 
from negative thoughts 

 Black dog 
metaphor 

 2  Illustrate reactions to 
depression other than 
aversion 

 Empty boat 
metaphor 

 3  Illustrate using 
mindfulness to cope 
with anger 

 Suffering equation  4  Illustrate drawbacks of 
 experiential avoidance   

 Donkey standoff 
exercise 

 5  Introduce moving 
forward in life while 
still depressed 

 Frankenstein 
exercise 

 7  Illustrate moving 
forward in life while 
still depressed 

 Self esteem 
equation 

 8  Illustrate the benefi t of 
realistic expectations 

12 Mindfulness-Based Cognitive Therapy for Treatment-Resistant Depression



138

Boat Analogy . The group was told the story 
about a man on his boat who is awakened by the 
sound of another boat hitting his boat. When he 
comes up to the deck he is angry at the other 
boatman who hit him. When he looks more care-
fully at the other boat, he realizes that the other 
boat is empty and has merely drifted into his. The 
group discussed what impact this had on the 
boatman’s anger. Sophia saw how if she regarded 
the shopping cart incident as more neutral, versus 
being aimed at her, it diminished some of her 
anger. But she wondered how she could possibly 
view it that way in the heat of the moment. When 
the group was asked what Sophia might do, 
another group member suggested using a three 
minute breathing space the next time something 
like this occurred. 

 In Session 4, the  Suffering Equation  was used 
to continue to illustrate the drawbacks of  experien-
tial avoidance  . The equation SUFFERING = 
RESISTANCE X PAIN was written on the board, 
where pain was described as physical or emotional 
 pain   such as depression [ 52 ]. Sophia and the other 
participants were told that pain is inevitable in life, 
which leads to a certain amount of suffering. But 
resisting the pain actually increases suffering. The 
group was asked if anyone could think of a situa-
tion in which resisting or avoiding something 
made the situation worse. Sophia said that she 
watched a lot of TV when she felt depressed to 
distract herself and avoid self-loathing feelings, 
and so that she would not “infl ict” herself upon 
her loved ones. However in group discussion, 
she realized that this further isolated her, and 
admitted that watching TV all day made her 
feel even more worthless. 

 At this point, while Sophia was starting to 
be curious about what it would be like to relate 
to her depression differently, she wondered if 
not resisting her depression would be akin to 
giving up. This invited a discussion about 
acceptance versus resignation. Sophia found it 
helpful to think about how in Alcoholics 
Anonymous, members must fi rst accept that 
they are “alcoholics” before they can change 
their actions. In a similar manner, relinquish-
ing the struggle to escape depression may set 
the path for recovery. 

 The  Donkey Standoff Exercise  [ 53 ] was used 
in Session 5 to illustrate the concept of moving 
forward in life while still having symptoms of 
depression. Sophia was told of the diffi culty of 
pulling a donkey by a rope directly in front of it, 
because the donkey will resist mightily. Instead, 
the way to get the donkey moving is to move 
alongside the donkey and look in the direction 
that you want to go. The group discussed the con-
cept of moving forward in life alongside the 
depression, instead of resisting the depression 
fruitlessly or standing still in life waiting for the 
depression to completely disappear. 

 In Session 7, another modifi cation that built 
on the black dog metaphor was used called the 
 Frankenstein Exercise . This exercise was origi-
nally observed in a mindfulness-based stress 
reduction class. All the participants, including 
Sophia, were paired with other group members. 
Sophia played the role of “Frankenstein monster” 
in several scenarios, and then switched with her 
partner to take the role of “victim.” Frankenstein 
would come toward the victim, and then the vic-
tim could react to Frankenstein in several ways, 
just as participants could react to depression 
coming toward them in several ways. Sophia was 
asked what it felt like when she were instructed 
to freeze and cower in front of Frankenstein (sub-
missive), sidestep Frankenstein (avoidant), force-
fully hold Frankenstein at a distance (resistant), 
or come close to Frankenstein, hold his arm, and 
lead him in the direction she wanted to go (mind-
fully assertive). These scenarios were used to dis-
cuss how the mindfully assertive stance did not 
change the monster (depression), but allowed 
Sophia to start to take back control and direction 
in her life without needing to avoid or fi ght the 
depression. She did not need to wait for the 
depression to resolve before doing things in her 
life that she found meaningful. 

 Finally, in Session 8, the  Self - Esteem 
Equation  [ 54 ] was used to help participants 
understand the relationship between expecta-
tions, self-esteem, and depression. The equation 
“Self-Esteem = Achievements/Expectations” was 
written on the board and discussed. Sophia real-
ized that she had unrealistic, unachievable expec-
tations of herself. She had always thought that 
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setting impossibly high goals of herself would be 
motivating. This equation helped her to 
 understand that these impossible expectations 
actually undermined her  self-esteem   and caused 
her to sink further into depression, which then 
decreased her motivation to accomplish things. 
She was interested in coming up with more real-
istic goals for herself, such as fi nding part-time 
work in medical records and being more open 
about her feelings with her husband. 

 When sharing her overall experience with the 
group in Session 8, Sofi a said she still found it 
hard to do sitting meditations, but was taking 
mindful walks and found the 3-min breathing 
spaces to be very helpful throughout the day. She 
said that she was starting to see how some of the 
negative things she thought about herself may 
just be “thoughts” and not “facts.” When she 
approached her self-talk this manner, she found it 
easier to not get stuck in these thoughts. As a 
result, she was spending more time with her hus-
band and less time in front of the TV. Group 
members gave Sofi a the feedback that she looked 
“lighter,” and Sofi a acknowledged that she felt 
less depressed and more hopeful about the future.   

    Evidence of MBCT for TRD 

 There is a growing body of evidence that MBCT is 
an effective treatment for active depression [ 44 , 
 55 ]. MBCT was better than  Treatment As Usual 
(TAU)   in patients with three or more episodes of 
depression [ 32 ], including those with a history of 
suicidal ideation [ 56 ]. When compared to active 
competitors, MBCT was shown to be equally 
effective to CBT [ 57 ,  58 ] and superior to a psycho-
educational control group designed to be structur-
ally equivalent to MBCT but excluding mindfulness 
 meditation   practice [ 25 ]. Improvements in depres-
sive symptoms persisted through the 26-week fol-
low-up period of one study [ 25 ] and for up to 5 
years of follow-up in another [ 17 ]. 

 There are fewer studies of MBCT’s effi cacy on 
TRD in particular. Kenny and Williams [ 59 ] stud-
ied the effects of MBCT on participants with con-
tinuing symptoms of depression despite treatment 
with antidepressant medication or CBT or both in 

a small sample of 50 participants. They reported a 
mean pre-MBCT  Beck Depression Inventory 
(BDI)   score of 24, versus a post- MBCT score of 
14. In another small study, Eisendrath and col-
leagues [ 60 ] reported the results of MBCT aug-
mentation of psychotherapy and medication 
treatment for 51 participants who were currently 
depressed and had failed to remit with at least two 
antidepressant trials. They reported a similar drop 
in BDI from 24 to 15. 

 Eisendrath and colleagues [ 61 ] recently pre-
sented the results of a large randomized controlled 
trial (n=173) of MBCT versus a manualized active 
control for people with TRD. The control condi-
tion was the Health Enhancement Program (HEP) 
that includes physical activity, nutritional educa-
tion, and music therapy [ 62 ]. They reported a sig-
nifi cantly greater mean percent reduction in 
HAM-D in MBCT versus HEP (37 % versus 25 %, 
 p  = .01) and a signifi cantly greater number of treat-
ment responders (30 % versus 17 %,  p  = .029). 

    Mechanism of Change 

 As discussed earlier, many of the same mecha-
nisms of change may be at play in the reduction in 
active depressive symptoms versus relapse pre-
vention. Unfortunately, few studies have been 
done to study the mechanism of change in  active 
depression  . We can look to studies that reported on 
MBCT’s effect on residual symptoms of depres-
sion to provide some illumination on the topic. 

 Kuyken and colleagues [ 43 ] found that 
enhanced mindfulness and increased self- 
compassion mediated the effect of MBCT on 
post-treatment symptoms of depression in a 
population of patients with three or more depres-
sive episodes who were in full or partial remis-
sion. A small RCT done with recurrently 
depressed patients, the majority of them in par-
tial remission, showed that reductions in brood-
ing (an aspect of rumination) and increases in 
mindfulness mediated the effects of MBCT on 
 depressive symptoms   [ 63 ]. Another RCT with 
patients with three or more previous depressive 
episodes, with and without a current depressive 
episode, found that effect on depressive symp-
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toms were mediated by a decrease in worry and 
rumination, and an increase in the mindfulness 
skill “accept without judgment” [ 32 ]. Batink 
and colleagues [ 64 ] found that the effects of 
MBCT on residual symptoms of depression 
were mediated by changes in mindfulness skills 
and worry, but did not fi nd rumination to be a 
mediator. 

 Another mechanism by which MBCT may 
reduce depressive symptoms is through increas-
ing momentary positive emotions, which could 
lead to an “upward spiral” in affect and cogni-
tion [ 65 ]. In support of this theory, Geschwind 
and colleagues [ 66 ] found that MBCT com-
pared to a waitlist control increased momentary 
positive emotions and reward from pleasant 
daily life activities for people with a history of 
MDD and current residual depressive symp-
toms. Batink and colleagues [ 64 ] found that 
changes in positive affect mediated 61 % of the 
effect of MBCT on residual depressive symp-
toms. And Garland and colleagues [ 65 ] found 
that MBCT enhanced momentary positive cog-
nition, and appeared to strengthen the relation-
ship between current positive affect and 
positive cognition the next day. 

 In terms of brain changes associated with 
MBCT, Eisendrath and colleagues [ 61 ] recently 
presented fMRI data regarding the effects of 
MBCT training compared to the aforemen-
tioned HEP control condition in a TRD popula-
tion. Relative to HEP, during a working 
memory (WM) task, MBCT was associated 
with increased dorsolateral prefrontal cortex 
activation during WM encoding and mainte-
nance and decreased ventrolateral activation 
during WM maintenance. In addition, in 
MBCT, but not in HEP, Hamilton Depression 
Rating Scale-17 improvement at 8 weeks was 
associated with enhanced regulation of  amyg-
dala activity   during WM performance. Taken 
as a whole, these fMRI fi ndings suggest MBCT 
has signifi cant effects on brain circuitry that is 
associated with enhanced dorsolateral execu-
tive control mechanisms relative to ventral 
affective processing regions.   

    Practical Considerations of MBCT 
for TRD 

     Patient Selection   

 Overall, studies of MBCT have reported high 
adherence, low attrition rates, and no serious 
adverse events related to MBCT interventions 
[ 55 ]. Participants would be best served if they are 
able to tolerate a group format, can attend all 
eight weekly sessions, and are willing and able to 
do home practice. 

 Early studies suggested that MBCT was only 
effective in preventing depressive relapse for 
those with three or more episodes of depression 
[ 9 ,  67 ]. However a more recent study, albeit an 
open study, found that the number of previous 
episodes did not impact result when treating 
active depression, nor did the severity of depres-
sion [ 17 ]. Patients who have concurrent suicidal 
ideation may benefi t from MBCT, in that their 
BDI scores have been shown to decrease with 
treatment [ 59 ]. However they may not experi-
ence a decrease in their suicidal ideation [ 56 ], 
and those with a history of suicide attempt were 
shown to have a higher dropout rate in MBCT 
trials [ 13 ]. 

 MBCT may be particularly useful for depressed 
patients with psychiatric and physical comorbidi-
ties. For example, although results are mixed, 
many studies suggest MBCT may decrease anxi-
ety [ 17 ,  24 ,  68 ,  69 ], making it an appealing treat-
ment for TRD patients with comorbid anxiety. 
Patients with a history of childhood adversity may 
benefi t more from MBCT than those who did not 
have childhood adversity [ 67 ,  70 ]. In addition, 
mindfulness in general has been linked to better 
physical and emotional functioning in those with 
chronic pain [ 71 ,  72 ].  

     Home Practice   

 Home Practice closely follows the MBCT man-
ual recommendations [ 73 ]. Participants receive 
CDs or audio downloads of guided meditations 
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(available through    www.guilford.com/MBCT_
materials    ) to practice with at home. Participants 
are encouraged to practice 6 days per week, 
approximately 45 min per day. In the TRD popula-
tion, participants may fi nd this amount of home 
practice especially daunting. Given that no clear 
relationship between total time of practice and clin-
ical outcomes has been established in mindfulness- 
based interventions [ 17 ,  74 ], more emphasis may 
be placed on practicing shorter meditations, and 
utilizing 3 min breathing spaces throughout the 
day. Shortening the home practice to 30 min/day 
may be suffi cient to sustain positive effects [ 17 ] 
and even 15 min a day may be effective for partici-
pants with mild to moderate depression [ 24 ] .  

     Group Size   

 The developers of MBCT created groups of 
around 12 people in their research [ 73 ]. Group 
size can vary depending on resources available, 
but generally should be no larger than 16 people.  

     Format   

 Groups run for 8 consecutive weeks, with 2.25 h 
per session. There are usually 2–3 facilitators per 
group. Of note, Pots and colleagues [ 24 ] adapted 
the intervention to run for 11 sessions with 1.5 h 
per session for people with mild to moderate 
depressive symptomatology. 

 Facilitator training: Facilitators should have 
training in psychotherapy, treatment of mood disor-
ders, and have a familiarity with cognitive behav-
ioral therapy. They should also have some familiarity 
with running groups. In addition, the developers of 
MBCT fi rmly believe that facilitators should have 
their own, ongoing mindfulness practice [ 73 ]. Their 
own practice helps facilitators to demonstrate and 
embody mindfulness for the group members, and 
clarifi es facilitators’ own conceptions about pain, 
suffering, and acceptance [ 48 ]. Given that MBCT is 
asking participants with TRD to pay direct attention 
to experiences they would much rather avoid, the 
facilitators own familiarity and embodiment of this 
process is a key element to group success.   

    Summary/Conclusions 

 In summary, MBCT appears to be a safe and 
promising treatment for TRD with a growing evi-
dence base. There are several challenges in treat-
ing patients with TRD, such as potential 
motivational and attentional defi cits and multiple 
comorbidities. These challenges can be addressed 
with modifi cations to the original format, as out-
lined in this chapter and elsewhere [ 47 ,  48 ]. 
Despite the challenges, people with TRD may 
particularly benefi t from this type of intervention, 
given that they are often ruminative with persis-
tent  self-critical thoughts   [ 75 ]. 

 The mechanisms by which MBCT may exert its 
effect are still being investigated. However several 
potential mediators such as increased self-compas-
sion, decreased rumination, increased emotion 
regulation, and increased positive affect have been 
identifi ed. It may be that several of these mediators 
contribute to the overall effect of the intervention. 
Globally, Chiesa [ 25 ] suggests that the benefi ts of 
mindfulness may be related to a “radical shift” in 
an individual’s attitude toward his or her own expe-
rience that leads him/her to “reperceive” in a more 
adaptive and less reactive way. 

 Identifying further neural correlates of MBCT 
treatment would be illuminating, especially given 
recent evidence that MBCT may exert its effects 
via circuitry involving regions such as the pre-
frontal cortex and the  amgydala   [ 38 ,  61 ]. So far, 
two EEG studies have yielded contradictory fi nd-
ings on MBCT’s effect on prefrontal alpha- 
asymmetry [ 26 ,  76 ]. If we better understand how 
MBCT affects brain circuitry, we might be able 
to predict which patients would benefi t from the 
intervention the most. We also may be able to 
predict patient response based on genetics, 
although we are in the infancy of this research 
now. A recent study of patients with residual 
depressive symptoms suggested that  gene varia-
tion   (of an acetylcholine receptor and an opioid 
receptor) may moderate how MBCT boosts posi-
tive affect [ 77 ]. 

 There are several areas of investigation that 
would help to clarify the potential mediators of 
MBCT’s effect, and could help target the inter-
vention to those who would benefi t the most from 
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it. However, there is already a sound theoretical 
rationale for applying MBCT to TRD as well as a 
growing evidence base to support its use.     
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          Brief  Description   of Generalized 
Anxiety Disorder 

 Generalized anxiety disorder (GAD), characterized 
by long term, intense, and excessive worry is a 
chronic, relatively common disorder with high rates 
of comorbidity [ 1 ]. The estimated lifetime preva-
lence rate for GAD is 5.7 % [ 2 ] and the diagnosis is 
associated with considerable distress and impair-
ment in social and occupational functioning [ 3 ]. 
Females are twice as likely as males to experience 
GAD. 

 According to the Diagnostic and Statistical 
Manual of Mental Disorders Fifth Edition 
DSM-V [ 4 ] the criteria for GAD are the 
following:

    A.    Excessive anxiety and worry (apprehension 
expectation), occurring more days than not 
for at least 6 months, about a number of 
events of activities (such as work or school 
performance).   

   B.    The individual fi nds it diffi cult to control the 
worry.   

   C.    The anxiety and worry are associated with 
three (or more) of the following six symptoms 

(with at least some of the symptoms having 
been present for more days than not for the 
past 6 months):
    1.    Restlessness or feeling keyed up or on 

edge.   
   2.    Being easily fatigued.   
   3.    Diffi culty concentrating or mind going 

blank.   
   4.    Irritability.   
   5.    Muscle tension.   
   6.    Sleep disturbance.        

  Additionally,    the anxiety, worry,    or physical 
symptoms cause clinically signifi cant distress or 
impairment. The disturbance is not attributable to 
the physiological effects of a substance or 
explained better by another mental disorder.  

    Treatment Approaches and Key 
Features 

    Case Example 

 Sarah is a 38-year-old single woman with hyper-
tension working in fi nance who identifi es her-
self as a chronic, life-long worrier. She is a high 
achiever, having attained a strong academic 
record and regular promotions throughout her 
successful career. She reports being in a very 
stressful job with enormous performance expec-
tations and frequent deadlines. Sarah has expe-
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rienced some recent losses including the 
breakup of a 5-year relationship. Although she 
reports being sad about the breakup, her affect is 
restricted and she has diffi culty expressing emo-
tion. Sarah was interested in pursuing a course 
of mindfulness-based cognitive therapy 
(MBCT) to learn ways to manage her constant 
worrying so that “I can begin to enjoy my life.” 
Sarah’s worries often centered on work, for 
example, “What if I don’t make the deadline?” 
“What if my boss is disappointed in my work?” 
“What if I get so stressed out I won’t be able to 
function?” Sarah was aware that her worry cov-
ers a whole range of topics from her own health, 
her parent’s health, to whether she would make 
a big enough bonus to maintain her standard of 
living. It is apparent that most of Sarah’s think-
ing and experience is somewhere in the future 
with only rare moments of being present. 
Additionally, Sarah often fi nds that she worries 
about worrying, “I’m so stressed out I could 
have a stroke.” Despite recognizing that her 
worry is both unrealistic and unhelpful, Sarah 
holds both positive and negative beliefs about 
her worry: “I can’t help myself from worrying,” 
“I worry so much I’m going to have a heart 
attack,” “I’ll be better prepared when bad things 
happen if I’ve worried about them.” Sarah notes 
that she feels extremely anxious if she senses 
she is not in control of all aspects of her life and 
readily admits that worrying provides her with 
the illusion of control over her work, health, and 
relationships. 

 Cognitive behavior therapy ( CBT  ) has been 
found to be effi cacious in the treatment of  GAD   
[ 5 – 8 ]. Borkovec and Ruscio [ 5 ] point out the 
typical CBT approach for GAD involves train-
ing clients to detect internal and external anxi-
ety cues and to employ coping strategies to 
manage the psychological and somatic symp-
toms. While CBT is effective in treating the 
disorder, GAD nonetheless remains the least 
successfully treated of the anxiety disorders 
[ 9 ]. Ninan [ 10 ] points out that nearly twice as 
many patients in treatment for GAD achieve 
partial remission as those who achieve full 
remission and indicates the persistence of 

residual symptoms in many who respond to 
treatment. One rationale for testing new treat-
ments for GAD is the fact that despite effective 
therapies, the persistence of GAD symptoms in 
treatment responders is a problem. 

  Mindfulness training  , with its focus on 
 attentional control, may be a particularly helpful 
approach due to some specifi c characteristics of 
GAD. These include the temporal nature of 
worry, which tends to be future or past directed, 
as well as the individual’s perceived need for 
control and diffi culty tolerating uncertainty. As 
Barlow [ 11 ] pointed out nearly 40 years ago, the 
primary problem with GAD is “intense, exces-
sive, chronic anxiety, with its strong sense of loss 
of control and inappropriate attentional focus.” 
People with GAD are often preoccupied with 
potentially threatening events and typically 
engage in a “what if” scenario (i.e., “what if I get 
sick”). Consider Sarah who worries about the 
potential for some negative event or even catas-
trophe in the future. She is highly vigilant towards 
somatosensory cues and frequently misinterprets 
benign sensations as life-threatening; for exam-
ple she may assume that a headache means that 
she is experiencing the early signs of a stroke. 

 There is growing evidence of the negative 
effects of not living in the present moment. 
Killingsworth and Gilbert [ 12 ] at Harvard inves-
tigated the emotional consequences of mind 
wandering in everyday life in the general popu-
lation and found that people were less happy 
when their mind wandered than when they were 
engaged in the present moment. Individuals 
with GAD may be particularly vulnerable to 
suffering the emotional toll of such mind wan-
dering. GAD worriers often complain that they 
are exhausted from worrying and therefore can-
not fully enjoy their lives: “I’m always some-
where else and never appreciate what’s 
happening,” “I wish I could just shut off my 
brain; it’s constantly running and wearing me 
down.” Sarah, for example, sought MBCT to 
“rid myself” of worry so she could lead a more 
“productive and happy life.” 

 Since worry is a key feature of GAD, it is 
important to consider the function it serves. 
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Borkovec [ 13 ] has conceptualized worry as a 
form of experiential avoidance. Worry involves 
signifi cant cognitive effort and resources and 
may play a role in warding off unpleasant and 
distressing emotional experiences. The GAD 
worrier is so entangled in their thoughts that 
there is no space to process emotions or other 
 experiences. Roemer and Orsillo [ 14 ] have 
pointed out that the conceptualization that worry 
serves an experiential avoidance function fi ts 
well with Ladoucer et al.’s [ 8 ] fi ndings that indi-
viduals with GAD are more likely than individ-
uals suffering from other anxiety disorders to 
express diffi culty tolerating or accepting 
uncertainty. 

 Further exploring the functional nature of 
emotions, Mennin et al. [ 15 ] have proposed an 
emotional regulation defi cit model of GAD in 
which individuals with GAD have diffi culty 
understanding their  emotional experience   and 
also lack the skills to manage their emotions. 
Based on a number of laboratory experiments, 
the authors found that worry is a “ cognitive con-
trol strategy     ” used to avoid strong emotional 
experiences. The authors suggest that emotion 
regulation approaches that include acceptance 
and mindfulness may be benefi cial in patients 
with GAD.   

     Neurobiology      of GAD 

 New research into the neurobiology of GAD 
using neuroimaging is providing valuable 
information for understanding the cognitive 
and behavioral presentation of individuals with 
GAD and may help to inform novel therapeutic 
approaches, including mindfulness training. 
There is compelling evidence [ 16 , 17 ] to sug-
gest that there may be a dysfunction in the con-
nectivity between important brain regions in 
patients with GAD including the prefrontal cor-
tex, responsible for executive function, and the 
amygdala, a component of the brain’s fear cir-
cuitry. In a systematic review conducted by 
Mochocovitch et al. [ 18 ], the authors concluded 
that emotion dysregulation appeared to be an 

important cognitive dysfunction in patients 
with GAD and the fMRI data suggested that the 
dysfunction is related to prefrontal cortex 
(PFC) and anterior cingulate cortex (ACC) 
hypofunction. Results from this review also 
found impairment in the connectivity between 
the cortex and the amygdala. 

 A recent study conducted by Holzel et al. 
[ 19 ] sought to investigate potential neural 
mechanisms of symptom improvement in GAD 
following mindfulness training. The authors 
randomized 26 patients with GAD to an 8-week 
mindfulness- based stress reduction program 
(MBSR) ( N  = 15) or to a stress management 
education program ( N  = 11). The authors mea-
sured brain activity with fMRI during the 
explicit labeling of angry and neutral facial 
expressions before and after treatment. The 
authors found ambiguous stimuli produces 
greater amygdala activation in subjects with 
GAD ambiguous compared to normal controls. 

 The authors also found increases in connec-
tivity between the amygdala and several regions 
of the PFC after the MBSR course but not the 
stress education program. The authors concluded 
that mindfulness training is associated with 
enhanced activation in connectivity between 
brain areas that are associated with healthy emo-
tion regulation.  

    Integration of Mindfulness 
to Traditional Approaches 

 Mindfulness,  moment-to-moment nonjudgmen-
tal awareness  , is cultivated through the regular 
practice of mindfulness meditation and empha-
sizes an open awareness to the contents of the 
mind [ 20 ]. Astin [ 21 ] suggests that the techniques 
of mindfulness meditation help the person to 
develop a stance of detached observation towards 
the contents of consciousness and may be a use-
ful cognitive behavioral coping strategy. Sarah, 
for example, began to notice and label her wor-
ried thoughts and to note to herself, “that is an 
unproductive worry, let me come back to my 
breath, to the present moment.” 
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  Mindfulness training   makes sense as an aug-
mentation strategy to standard CBT because it 
targets the key characteristics that are salient in 
GAD including the temporal nature of worry, 
avoidance of one’s internal experience, diffi -
culty tolerating uncertainty, and a perceived 
need for control. As Roemer and Orsillo [ 14 ] 
point out, since the nature of worry is future 
directed, training in present-moment mindful 
awareness may provide a useful alternative way 
of responding for individuals with GAD. With 
repeated practice, the GAD worrier becomes 
skilled in bringing his/her mind back to the 
present moment rather than being on automatic 
pilot and caught up into the contents of the wor-
ried thoughts, fantasies, and images. The GAD 
practitioner learns to observe the “here and 
now” versus worrying about the past or the 
future. Roemer et al. [ 22 ] point out that the 
relationship between mindfulness and GAD 
may be “bidirectional” in that worry may be 
associated with decreasing present moment 
awareness, acceptance, and self- compassion 
and these reductions reinforce worry and other 
GAD symptoms. Cultivating mindfulness may 
therefore lead to benefi cial effects in that with 
practice, individuals with GAD learn to observe 
the here and now rather than focusing on the 
past or the future. For example, with practice, 
Sarah was able to take her mindfulness practice 
off the cushion and mat and to recognize when 
she got ensnared in negative thinking about the 
future. Rather than getting involved in the 
worry, i.e., “Sam (boss) will be disappointed in 
my presentation to the client,” Sarah was able 
to notice the thought, label it as a worry, and 
then let it go. 

 Furthermore, individuals with GAD often 
experience a need to control many aspects of 
their lives which may relate in part to their diffi -
culty experiencing unpleasant emotions and 
uncertain outcomes. Sarah readily admits that she 
is a “control freak” and noted that a lot of her 
thinking and behavior, ranging from reassurance 
seeking to avoidance, is motivated by a strong 
urge to feel that she is in control over all aspects 
of her life. 

 Another key aspect of mindfulness practice 
is training in acceptance. Bishop et al. [ 23 ] dis-
cuss a defi nition of mindfulness developed by a 
consensus of experts in the fi eld who posit that 
mindfulness involves self-regulation of atten-
tion to the present moment as well as cultivating 
an attitude of openness, curiosity, and accep-
tance towards one’s experience. 

 The MBCT practitioner learns to observe 
their thoughts and emotions without over-iden-
tifying with them and at the same time develop 
an attitude of acceptance towards whatever 
experience they may be having in the present 
moment. Cultivating acceptance requires regu-
lar contact with the contents of consciousness. 
Rather than distract, ignore, and avoid diffi cult 
emotional experiences, GAD worriers learn to 
accept and practice tolerating whatever experi-
ence they may be having in the moment (e.g., a 
sense of sadness, loss, guilt, distress), as well as 
learning to let go of judgments and expecta-
tions. Kabat-Zinn [ 24 ] refers to this skill in a 
chapter entitled, “Letting go” in his book, 
 Wherever you go ,  there you are . He notes that 
letting go is “an invitation to cease clinging to 
anything—whether it be an idea, a thing, an 
event, a particular time, or view, or desire.”  

    Mindfulness-Based Cognitive 
Therapy (MBCT) for GAD 

 There have been relatively few studies examin-
ing the effectiveness of MBCT for GAD. In an 
open trial of  acceptance-based behavior therapy   
for GAD, Roemer and Orsillo [ 25 ] found that 
patients who received a treatment combining 
CBT and learning and practicing mindfulness 
and acceptance-based strategies experienced 
signifi cant reductions in symptoms and 
improvement in quality of life. Evans et al. 
[ 26 ], in a small open pilot study, adapted Segal 
et al.’s [ 27 ] MBCT protocol for depression to 
target GAD (described below) and found that 
there were signifi cant reductions in anxiety fol-
lowing the 8-week course. Importantly, it 
appears that the treatment was both feasible and 
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acceptable in this subject pool since all 12 sub-
jects accepted into study completed the 8-week 
protocol. One subject’s data was excluded from 
the fi nal analysis due to suffering a fracture 
during the trial. Despite experiencing pain and 
some disability, the patient specifi cally 
requested to be allowed to participate and com-
plete the program. Kim et al. [ 28 ] further com-
pared the relative effectiveness of MBCT 
versus an anxiety education program for 
patients with panic disorder or generalized anx-
iety and found that MBCT was superior in 
reducing symptoms of anxiety and depressive 
symptoms in both types of anxiety disorders. 

 In a meta-analytic review of  mindfulness- based 
therapy on anxiety and  depression  , Hofmann 
et al. [ 29 ] concluded that mindfulness- based 
therapy was moderately effective for improving 
anxiety. The authors also noted however that 
there were relatively few clinical trials specifi -
cally examining MBTs for anxiety. In fact, a 
report published by the Cochrane Collaboration 
[ 30 ] raised a question regarding the feasibility 
and acceptability of meditation based treatments 
for GAD. The report focused only on random-
ized clinical trials investigating the effectiveness 
of meditation for anxiety disorders. Only 2 of 50 
studies, one involving transcendental meditation 
and the other utilizing Kundalini yoga, met the 
rigorous inclusion criteria. The drop-out rate 
was quite high in both studies and the authors 
suggested that adherence to practicing regular 
meditation in those formats for individuals suf-
fering from anxiety disorders may be of signifi -
cant consideration. The authors concluded that 
the small number of studies did not permit con-
clusions to be drawn on the effectiveness of 
meditation for anxiety disorders and suggested 
that more trials are needed. 

 Despite the small number of randomized tri-
als of mindfulness for anxiety it would seem 
that individuals with GAD would benefi t from 
mindfulness training. As Brown and Ryan [ 31 ] 
note, a mindful state of being captures a quality 
of consciousness that is characterized by a clar-
ity and vividness of current experience. 
Nonetheless, the practice of mindfulness medi-

tation is demanding for anyone and may present 
particular challenges to individuals with GAD 
whose contents of mental consciousness are for 
most of the time oriented anywhere but in the 
present moment.  

    A Proposed Format for MBCT 
for GAD 

 The following is a proposed format for GAD. The 
program is based on MBCT developed by Segal 
et al. [ 27 ]: 

 Sessions 1–3: 
 The focus is on developing a formal 

 mindfulness practice that includes the  body 
scan meditation  ,  sitting meditation  ,  gentle 
hatha yoga  . Sitting meditation and the body 
scan meditation are introduced in session 1 and 
2. Gentle hatha yoga, walking meditation, and 
the three minute breathing space are introduced 
in the third session. Each session is structured 
and includes formal meditation practice (i.e., 
sitting meditation, body scan, and gentle hatha 
yoga). Practitioners also learn to practice mind-
fulness in everyday life including mindful eat-
ing and paying attention to pleasant and 
unpleasant events. Group discussions initially 
focus on potential barriers to starting a medita-
tion practice including the time, personal com-
mitment, and having an adequate setting for 
practice. Some discussion may address the role 
that anxiety and worry has played on the lives 
of the participants. The role of home practice is 
emphasized throughout and participants prac-
tice approximately 45 min a day of formal 
meditation. 

 Session 4–7 
 The practice continues with  the   body scan, sit-

ting meditation, and gentle  hatha   yoga in the class-
room and for daily homework.    The group leader 
provides psycho-education about the symptoms 
and key characteristics of GAD, including the 
temporal nature of worry, need for control, and 
intolerance of uncertainty. Participants learn 
to identify their own positive and nega-
tive beliefs by completing the  metacognition 

13 Mindfulness-Based Cognitive Therapy for Generalized Anxiety Disorder



150

 questionnaire developed by Adrian Wells [ 32 ]. 
The  questionnaire helps patients identify both 
positive beliefs about worry: “Worrying helps me 
to avoid problems in the future,” “I need to worry 
to remain organized” as well as negative beliefs 
about worry might, “I could make myself sick 
with worrying,” “Worrying puts my body under 
a lot of stress.” 

    Case Example 

 Bill, for example, a successful young banker 
with a promising career, reported that while he 
leaves the offi ce each evening, he never puts 
work aside as he worries he may miss some 
new piece of information. He has gotten into 
the habit of checking his phone all evening and 
has developed mid-insomnia since anytime he 
wakes up in the middle of the night he immedi-
ately looks at his phone. In fact, without being 
aware of it, his checking behavior has served to 
reinforce his anxiety and contributed to the 
worsening of his sleep disturbance. Upon 
examination, Bill expresses the positive belief 
that worrying gives him an edge: “If I worry 
and think about work all the time I’ll be suc-
cessful.” He acknowledges: “If I don’t worry I 
may lose my advantage.” Bill has implicitly 
developed a positive belief about worry, “Worry 
is good for success” and he is operating from a 
rule or principle, “I must worry.” 

 Group members also learn that they may be 
vulnerable to interpreting information in a 
threatening manner thus leading to cognitive 
biases. Bill, for example, received an email 
from his boss one evening requesting that they 
meet early the next morning to discuss an 

investment they were working on together. 
Bill’s automatic thought was that he must have 
missed communicating something important to 
their client. Bill learned to notice and record his 
thoughts using a  worry diary  .  

    Worry Diary 

 At this stage in the course, homework includes 
maintaining a worry diary. The worry diary is a 
record that includes worry thoughts, what effect 
the worry has on the person, when and where the 
worry occurs. This homework encourages the 
individual to step back and observe the contents 
of consciousness with an attitude of detached 
observation. The skill involves identifying the 
worry without getting caught up in rumination. 

 To help participants develop awareness 
around their cognitive processes participants are 
given the list of common cognitive distortions 
[ 33 ] and asked to observe if they may be using 
any of the cognitive distortions as they review 
their worry diary. 

   Some examples of cognitive distortions that 
may particularly apply to individuals with GAD 
include: 

•   Overgeneralization—Seeing a single negative 
event as something that will keep repeating.  

•   Mental Filter—Focusing on a single negative 
event and dwelling on it.  

•   Jumping to Conclusions—Making a negative 
interpretation about something when there are 
no facts to back it up.  

•   Catastrophizing—Exaggerating the signifi -
cance of things: over-reacting.    

 Here is an example of Sarah’s worry diary:

 Day/time  Trigger  Worry thought 
 Level of 
anxiety  Behavior  Cognitive distortion 

 Tuesday  Meeting with 
boss 

 He’s disappointed 
in my report 

 80  Apologetic  Mental fi lter 

 Wed   Headache    Maybe I have a 
brain tumor 

 100  Internet search  Catastrophizing 

 Reassurance 
seeking 
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        Unproductive Vs. Productive Worry   

 Another useful tool that group members learn is 
to distinguish between productive and unproduc-
tive worry. Leahy [ 34 ] devotes an entire chapter 
to this subject in his popular book,  The Worry 
Cure . Unproductive worry is about thinking of 
situations that may or may not happen and does 
not involve taking any action; in other words 
ruminating and obsessing about possible future 
events or situations that occurred in the past. 
Productive worry is about events that are more 
likely to occur and involves taking some specifi c, 
concrete action. For example, Sarah noticed a lot 
of unproductive worry: “What if I get really ner-
vous on the conference call and my boss notices?” 
“What if my boss thinks I’m doing a bad job?” 

 Having observed this thought and recognized 
that it was unproductive worry, Sarah was able to 
practice productive worry: “Is there anything I 
can do about this now?” This shift in thinking 
contributed to her taking action: “I can review 
my notes and be really prepared.” 

 Bill also learned to employ productive worry 
rather than get caught up in ruminating about 
missing some critical piece of information.    He 
shared the example of feeling stressed out that his 
sleep disturbance would affect his ability to make 
the most effective decisions at work, “what if I 
am so tired I mess up a transaction and lose the 
client?” Bill found that he was literally spinning 
his wheels and perseverating on this worry. As he 
began to apply his mindfulness practice to every-
day life, Bill was able to identify the unproduc-
tive nature of these thoughts. He eventually 
identifi ed a productive response to his worry, “I 
can focus on improving my sleep hygiene by not 
checking my phone in the middle of the night.”  

     Cultivating Acceptance   

 For patients suffering from GAD cultivating 
acceptance of one’s internal experience is a use-
ful skill that may be reinforced over and over 
again. Ruminating and worrying are primary 
strategies that individuals with GAD rely on. 
People with GAD often seek reassurance to 

alleviate their discomfort only to fi nd that they 
still feel anxious and often end up frustrating/
tiring those around them. Learning to sit with 
the discomfort of unwanted emotions or other 
experiences is a challenging but an important 
part of the therapeutic process for individuals 
with GAD. Class participants may reject the 
idea of cultivating an attitude of acceptance in 
that they may view it as a form of resignation or 
giving up. The group leader will point out to the 
class that acceptance is an active process that 
allows one to fully engage in the present moment 
experience. 

 MBCT employs the use of carefully selected 
poems to capture the essence of mindfulness 
practice. Rumi’s Guest House Poem (see Moyne 
& Barks [ 35 ] for reference), which is read and 
discussed in Class 5, illustrates the concept of 
acceptance that is developed in mindfulness 
training. The poem suggests that as humans we 
open ourselves, each day, to all our emotions and 
thoughts whether they be negative or positive 
(i.e., a joy, a depression, the dark thought). The 
poem often generates a lot of discussion from the 
group. Some may express confusion and ques-
tion: “Why would we welcome bad thoughts and 
feelings?” With further processing, participants 
may recognize that they, in fact, hold certain core 
beliefs around their emotions such as “feeling 
sad is a weakness.” Acknowledging that all emo-
tions are worth attending to can alleviate a certain 
burden that individuals with GAD carry with 
them.    Bill, for example, learned to sit with the 
anxiety and discomfort that he felt when he 
resisted the urge of checking his phone and expe-
rienced the thought that he was missing some-
thing important. As one patient commented, 
“learning to drop the rope in the tug of war I was 
having with myself to always feel like I was in 
control of everything felt like such a relief.” 

 Sessions 7–8 
 In sessions 7 and 8 the practical mindfulness 

skills (using thought record, worry diary, unproduc-
tive/productive worry) related to anxiety and worry 
are reviewed and reinforced as well the formal med-
itation practice. In class 8 participants are asked to 
record what they have learned: strategies that have 
been particularly helpful to them, and ones that they 
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are willing to commit to practicing when the class is 
over. Group members share their experiences and 
discuss how they plan to extend what they’ve taken 
from the class to their “next steps.”   

     Challenges   Implementing MBCT 
for GAD 

 With the signifi cant increase in the dissemination 
of MBCT programs, there is a growing need to 
identify and learn to manage some of the chal-
lenges and obstacles that both practitioners and 
participants experience. Edwards et al. [ 36 ] note 
that these may include participant expectations, 
diffi culty carving out time for practice, the 
 presence of comorbid medical and psychiatric 
differences, and complex group dynamics. 

 Individuals seeking MBCT understandably 
present with goals and expectations of feeling 
less depressed or anxious and more satisfi ed and 
fulfi lled in their lives. Many equate meditation 
with relaxation and may be disturbed when they 
experience negative or unwanted internal stimuli 
during their meditation practice. Others may 
express the attitude that one “should” be able to 
“just clear my mind” and “not think about any-
thing.” Often times, these sets of assumptions 
and rules lead to a sense of frustration and disap-
pointment. It is important, at the very beginning, 
that the group leader educates the group around 
the goals of mindfulness including the willing-
ness to cultivate being fully open to all experi-
ences: pleasant, unpleasant, or neutral. Providing 
some bibliotherapy can be very helpful. For 
example, encouraging the group to read  Full 
Catastrophe Living  [ 20 ] and  Wherever you go , 
 there you are  [ 24 ]. Group members often need to 
be reminded of the goals of mindfulness training; 
for example meditation is not synonymous with 
relaxation or being in a zen-like state. Rather, the 
group leader encourages members to cultivate 
the goal of practicing the skill of mindfulness, 
that is, to simply practice coming back to the 
present moment when their mind has drifted off. 

 Another issue that  comes   up is the diffi culty of 
starting and maintaining a daily practice. Group 
members often talk about the challenges of carving 

out time from their busy daily lives and may get 
discouraged if they see themselves as “failing” 
their homework. Spending time during the fi rst few 
sessions to address the challenges of fi nding time, 
making the commitment, and addressing practical 
issues such as the setting for practice can be very 
helpful to group members. For example, from the 
beginning the group may wonder if there is a best 
time to meditate or if there are other particular con-
ditions that are necessary to have in place. Group 
members may ask, for example, if it is ok to medi-
tate on the commute to work or whether they can 
practice while exercising. Having ample opportu-
nity to discuss the question of when, where, and 
how to meditate is enormously helpful. 

 The group leader may expect to fi nd their 
own set of challenges that they will need to man-
age over the 8-week course. Group dynamics, 
for example, may pose some interesting issues. 
The group may include a monopolizer who dom-
inates the discussions. There may also be some 
members who are reticent and have diffi culty 
expressing themselves in a group setting. 
Socializing the group early on to practice mind-
ful listening and speaking may help in regard to 
the group dynamic. Despite these efforts, the 
leader may need to gently interrupt the monopo-
lizer and redirect the discussion. Likewise, the 
leader may encourage participation from the 
quiet members by calling on them for their 
thoughts and opinions. 

 Letting the group know at the beginning that 
everyone’s input is important, helpful, and an 
expectation for everyone. The leader may sug-
gest: “Over the next 8 weeks each of you will 
have a set of observations that will be notable and 
worth sharing with everyone in the group. The 
group thrives when everyone participates by 
sharing their experience.”  

    Practical Considerations 
for Training 

 Cognitive behavioral practitioners who are inter-
ested in integrating mindfulness into standard 
CBT treatment for GAD can begin by developing 
their own daily mindfulness practice. It is helpful 
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if the group leader learns meditation from 
 personal contact with an experienced meditation 
teacher. A daily meditation practice should be 
considered a requisite experience for any MBCT 
leader. Kabat-Zinn [ 37 ] notes that the instructor’s 
relationship to mindfulness in terms of being 
grounded in an extensive personal practice is key 
to bringing authenticity and relevance to the 
group participants. The MBCT leaders them-
selves must be experienced in meditation in order 
to be prepared to address the kinds of questions 
and issues the group members bring up in discus-
sion and to be equipped to guide the group appro-
priately. Group members will also be interested 
in the leaders’ practice and how the leader has 
been able to integrate their mindfulness practice 
into their everyday lives. 

 In addition to a personal mindfulness practice, 
formal MBCT trainings are offered throughout 
the USA and abroad. The Center for Mindfulness 
Studies   http://www.mindfulnessstudies.com/     in 
Toronto provides professional MBCT training. 

 MBCT.Com (  http://mbct.com/    ) provides 
information on training and resources such as 
online therapist training, meditation retreat cen-
ters, and articles about MBCT.     

   References 

    1.    Brown TA, Barlow DH. Comorbidity among anxiety 
disorders: implications for treatment and DSM-IV. J 
Consult Clin Psychol. 1992;60:835–44.  

    2.    Kessler RC, Berglund P, Demler O, Jin R, Walters 
EE. Lifetime prevalence and age-of-onset distributions 
of DSM-IV disorders in the National Comorbidity 
Survey Replication. Arch Gen Psychiatry. 2005;62:
593–602.  

    3.    Maier W, Gansicke M, Freyberger HJ, Linz M, Huen 
R, Lecrubier Y. Generalized anxiety disorder (ICD- 
10) in primary care from a cross-cultural perspective: 
a valid diagnostic entity? Acta Psychiatr Scand. 
2000;101:29–36.  

    4.    American Psychiatric Association. Diagnostic and sta-
tistical manual of mental disorders fi fth edition DSM-
5. Washington, DC: American Psychiatric Publishing; 
2013. p. 222–6.  

     5.    Borkovec TD, Ruscio AM. Psychotherapy for gener-
alized anxiety disorder. J Clin Psychiatry. 2001;62 
Suppl 11:37–42.  

   6.    Borkovec TD, Newman MG, Lytle R, Pincus A. A 
component analysis of cognitive behavioral therapy for 

generalized anxiety disorder and the role of 
 interpersonal problems. J Consult Clin Psychol. 2002;
70:288–98.  

   7.    Butler G, Fennell M, Robson P, Gelder M. Comparison 
of behavior therapy and cognitive behavior therapy in 
the treatment of generalized anxiety disorder. 
J Consult Clin Psychol. 1991;59:167–75.  

     8.    Ladouceur R, Dugas MJ, Freeston MH, Leger E, 
Gagnon F, Thiboeau N. Effi cacy of a new cognitive- 
behavioral treatment for generalized anxiety disorder: 
evaluation in a controlled clinical trial. J Consult Clin 
Psychol. 2000;68:957–64.  

    9.    Brown TA, Barlow DH, Lebowitz MR. The empirical 
basis of generalized anxiety disorder. Am J Psychiatry. 
1994;151:1272–80.  

    10.    Ninan PT. General anxiety disorder: why are we fail-
ing our patients? J Clin Psychiatry. 2001;62 Suppl 
19:3–4.  

    11.    Barlow DH. Anxiety and its disorders: the nature and 
treatment of anxiety and panic. New York, NY: 
Guilford; 1988. p. 579.  

    12.    Killingsworth MA, Gilbert DT. A wandering mind is 
an unhappy mind. Sci Mag. 2010;330:932.  

    13.    Borkovec TD. The nature, functions, and origins of 
worry. In: Davey GCL, Tallis F, editors. Worrying: 
perspectives on theory, assessment, and treatment. 
New York, NY: Wiley; 1994.  

     14.    Roemer L, Orsillo SM. Expanding our conceptualiza-
tion of and treatment for generalized anxiety disorder: 
integrating mindfulness/acceptance-based approaches 
with existing cognitive-behavioral models. Clin 
Psychol Sci Pract. 2002;9(1):54–68.  

    15.    Mennin DS, Heimberg RG, Turk CL, Fresco 
DM. Applying an emotion regulation framework to 
integrative approaches to generalized anxiety disor-
der. Clin Psychol Sci Pract. 2002;9(1):85–90.  

    16.    Kim MJ, Loucks RA, Palmer AL, Brown AC, 
Solomon KM, Marchante AN, et al. The structural 
and functional connectivity of the amygdala: from 
normal emotion to pathological anxiety. Behav Brain 
Res. 2011;223(2):403–10.  

    17.    Tromp DP, Grupe DW, Oathes DJ, McFarlin DR, 
Herandez PJ, Krai TR, et al. Reduced structural con-
nectivity of a major frontolimbic pathway in general-
ized anxiety disorder. Arch Gen Psychiatry. 
2012;69(9):925–34.  

    18.    Mochcovitch MD, da Rocha FR, Ferreira R, Nardi 
GA. A systematic review of fMRI studies in general-
ized anxiety disorder: evaluation its neural and cogni-
tive basis. J Affect Disord. 2014;167(10):336–42.  

    19.    Holzel BK, Hoge EA, Greve DN, Gard T, Creswell 
JD, Brown KW, et al. Neural mechanisms of symp-
tom improvements in generalized anxiety disorder 
following mindfulness training. Neuroimage Clin. 
2013;2:448–58.  

     20.    Kabat-Zinn J. Full catastrophe living: Using the wis-
dom of your body and mind to face stress, pain, and 
illness. New York, NY: Dell; 1990.  

    21.    Astin JA. Stress reduction through mindfulness medi-
tation. Effects on psychological symptomatology, 

13 Mindfulness-Based Cognitive Therapy for Generalized Anxiety Disorder

http://www.mindfulnessstudies.com/
http://mbct.com/


154

sense of control and spiritual experiences. Psychother 
Psychosom. 1997;66:97–106.  

    22.    Roemer L, Lee JK, Salters-Pedneault K, Erisman SM, 
Orsillo SM, Mennin DS. Mindfulness and emotion 
regulation diffi culties in generalized anxiety disorder: 
preliminary evidence for independent and overlap-
ping contributions. Behav Ther. 2009;40:142–54.  

    23.    Bishop SR, Lau M, Shapiro S, Carlson L, Anderson ND, 
Carmody J, et al. Mindfulness: a proposed operational 
defi nition. Clin Psychol Sci Prac. 2004;11:230–41.  

     24.    Kabat-Zinn J. Wherever you go there you are: mind-
fulness meditation in everyday life. New York, NY: 
Hyperion; 1994. p. 53.  

    25.    Roemer L, Orsillo SM. An open trial of an acceptance- 
based behavior therapy for generalized anxiety disor-
der. Behav Ther. 2007;38:72–85.  

    26.    Evans S, Ferrando S, Findler M, Stowell C, Smart C, 
Haglin D. Mindfulness-based cognitive therapy for 
generalized anxiety disorder. J Anxiety Disord. 
2008;22:716–21.  

     27.    Segal ZV, Williams JMG, Teasdale JD. Mindfulness- 
based cognitive therapy for depression: a new approach 
to preventing relapse. New York, NY: Guilford; 2002.  

    28.    Kim YW, Lee S-H, Choi TK, et al. Effectiveness of 
mindfulness-based cognitive therapy as an adjuvant to 
pharmacotherapy in patients with panic disorder of 
generalized anxiety disorder. Depress Anxiety. 
2009;26:601–6.  

    29.    Hofmann S, Sawyer AT, Witt AA, Oh D. The effect of 
mindfulness-based therapy on anxiety and depres-
sion: a meta-analytic review. J Consult Clin Psychol. 
2010;78(2):169–83.  

    30.    Krisanaprakornkit T, Krisanaprakornkit W, 
Piyavhatkul N, Loapaiboon M. Meditation therapy for 
anxiety disorders (review). The Cochrane 
Collaboration. New York, NY: Wiley; 2006.  

    31.    Brown KW, Ryan RM. The benefi ts of being present: 
the role of mindfulness in psychological well-being. 
Am J Psychiatry. 2003;151:1272–80.  

    32.    Wells A. Emotional disorders & Metacognition: 
Innovative cognitive therapy. New York, NY: Wiley; 
2000.  

    33.    Burns D. Feeling good: the new mood therapy. 
New York, NY: Avon Books; 1999.  

    34.    Leahy RL. The worry cure. New York, NY: Harmony 
Books; 2005.  

    35.   Moyne J, Barks C. Say I am you. Poems of Rumi. 
Maypop; 1994.  

    36.    Edwards AR, Evans S, Aldao A, Haglin D, Ferrando 
SJ. Implementing a mindfulness–based stress reduc-
tion program in the community: lessons learned and 
suggestions for the future. Behav Ther. 2014;
37(1):13–7.  

    37.    Kabat-Zinn J. Mindfulness-based interventions in 
context: past, present & future. Clin Psychol Sci 
Pract. 2003;10:144–56.      

S. Evans



155© Springer International Publishing Switzerland 2016 
S.J. Eisendrath (ed.), Mindfulness-Based Cognitive Therapy, DOI 10.1007/978-3-319-29866-5_14

      The Effects of Mindfulness-Based 
Cognitive Therapy in Bipolar 
Disorder                     

     Victoria     L.     Ives-Deliperi      ,     Fleur     Howells     , 
and     Neil     Horn    

        V.  L.   Ives-Deliperi ,  Ph.D.      (*) 
  Department of Neurology ,  University of Cape Town , 
  209B Mediclinic Constantiaberg, Burnham Road, 
Plumstead ,  Cape Town ,  South Africa   
 e-mail: vives@mweb.co.za   

    F.   Howells ,  Ph.D.    •    N.   Horn ,  M.B.Ch.B., UCT, 
M.R.C.(Psych.)    
  Department of Psychiatry ,  University of Cape Town , 
  Cape Town ,  South Africa    

  14

         Case Study 

 Maria suffered several severe bouts of depres-
sion as a teenager and young adult. These came 
without clear stressors and did not respond to 
medication with antidepressants, which she 
decided not to take after the second episode. 
 Psychological therapy   did not seem to help, and 
the family was referred to a family therapist 
who did not feel that the family would benefi t 
from a specifi c intervention. There was a fam-
ily history of  suicide   in that the maternal grand-
mother had died by suicide, but no one had 
spoken about this with Maria as it was felt that 
she was too young to understand. The  depres-
sion   felt like a dark cloud that came quickly and 
settled after a couple of days. She felt cold and 
slow, and no energy for activities and as if col-
ors had turned to grey. She lost her appetite for 
food and fun. She tried to take alcohol to lighten 
up once she was old enough. She often felt like 
there was no point in living through these days 

but eventually learnt they would go away after 
a few weeks. 

 When she was 21 she tried taking  alcohol 
and cocaine   to relieve the feelings of  dullness 
and emptiness  . She became euphoric, and dis-
inhibited, hardly slept for a week, and had mul-
tiple sexual partners in the space of a few days. 
After a week her family insisted she see a doc-
tor but she refused to go to a clinic and ran into 
the traffi c—the police were called and she was 
admitted in hospital, against her will. This 
manic state lasted for a month, and she was 
heavily sedated for the fi rst week. She felt that 
there was nothing wrong with her and said she 
felt better than she had for years and that the 
doctors and hospital team were cruel and vowed 
never to have anything to do with them or her 
family since they had called the Police after she 
escaped. 

 Three years and three manic episodes later, 
she understands that she has bipolar disorder, 
and that her symptoms do respond to mood sta-
bilizer medication, and that she needs to reduce 
stress and abstain form alcohol and drug use, 
as these trigger manic episodes. She misses the 
manic and euphoric feelings and the energy 
that comes with them but understands how 
costly a manic episode can be having had to 
terminate a pregnancy following a  sexual 
indiscretion   while manic. She remains an anx-
ious person and her self- confi dence has been 
damaged.  
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    The Problem 

 Bipolar disorder (BD) is a cyclic disorder of 
 mood  , characterized by alternating states of mania 
and depression. There are two types of bipolar 
disorder; bipolar disorder I is characterized by 
episodes of both depression and mania and bipo-
lar disorder II is defi ned by episodes of depression 
and hypomania. Mania includes persistent ele-
vated mood and also high levels of irritability, 
while depression involves periods of persistent 
feelings of sadness, futility, and worthlessness 
(DSM-5). 

 The incidence of comorbid psychiatric and 
medical conditions in patients with bipolar disor-
der is extremely high with anxiety disorders, 
alcohol or drug dependence, diabetes, cardiovas-
cular disease, obesity, migraine, and hepatitis C 
frequently reported.  Symptoms   of bipolar disor-
der typically begin in adolescence or early adult-
hood and chronicity develops with associated 
disability leading to compromised quality of life 
and overall functioning. 

 Bipolar disorder affects 3.9 % of the US popula-
tion [ 1 ], with comparable prevalence internation-
ally [ 2 ]. The disorder is also among the most costly 
of all mental health conditions to manage [ 3 ]. The 
rate of suicide among patients is reported to be 20 
times greater than in the general US population. 

  Emotional dysregulation   and executive dys-
function are the core clinical and psychological 
features of bipolar disorder [ 4 – 6 ]. Dysregulation 
of emotional responses is considered a conse-
quence of inappropriate coping strategies within 
the environment and related to dysfunction in neu-
ral circuitry between the frontal cortex and limbic 
structures [ 6 ,  7 ]. It has been shown that the  amyg-
dala   is activated during the observation of fearful 
facial expressions and fearful scenes [ 8 ,  9 ] while 
the ventral lateral prefrontal cortex (VLPFC) mod-
ulates limbic activity, specifi cally the amygdala, 
when executive tasks are undertaken [ 10 ]. Such 
modulation of the amygdala through activation of 
the VLPFC has been shown to be defective in 
patients with bipolar disorder patients [ 11 ,  12 ]. 

 Pharmacological management is considered 
the treatment of choice for bipolar disorder but 
relapse rates are still very high with 73 % of 

patients relapsing within a 5-year period [ 13 ]. 
Despite developments in psychopharmacology, a 
high percentage of patients develop chronicity 
with related disability and burden of disease on 
families and society [ 14 ,  15 ]. Medication non- 
adherence is arguably the most signifi cant con-
tributor to poor outcomes in this patient 
population. It is reported that more than 75 % of 
patients take their medication less than 75 % of 
the time. One remedy to this problem is evidence- 
based accessible, affordable, and effective 
adjunctive therapeutic interventions. A number 
of studies have been undertaken over the last 
decade to investigate the effi cacy of a range of 
interventions. The current literature on the effi -
cacy of psychotherapeutic interventions as 
adjunctive therapies in bipolar disorder has pri-
marily centered on psychoeducation, interper-
sonal and social rhythm therapy (IPSRT), family 
therapy, cognitive behavioral therapy (CBT), and 
more recently mindfulness-based cognitive ther-
apy (MBCT). 

 Pychoeducation involves informing patients 
about the disorder, adherence to treatment, and 
early detection of new episodes. Group psycho-
education programs have been shown to have 
better benefi ted those in the early stages of the 
disorder who have previously relapsed but gener-
ally show a long-term prophylactic benefi t, par-
ticularly regarding the relapse of manic episodes 
[ 16 ]. IPSRT is based on the premise that vulner-
able individuals are offset by stressful events and 
disrupted routines and therapy is designed to 
encourage adherence to treatment and stabilizing 
social routines and dealing with interpersonal 
confl ict [ 17 ]. This form of therapy applied in the 
early stages of the acute phase in bipolar disorder 
has been shown to prolong the time to relapse 
[ 16 ]. Family therapy tailored to patients with 
bipolar disorder involves elements of psychoedu-
cation and enhancing problem-solving and com-
munication skills in the family unit. Although 
fi ndings from studies investigating the effi cacy of 
family therapy in bipolar disorder offer missed 
results, there appears to be benefi cial effects for 
family members. Cognitive remediation and 
functional remediation interventions educating 
patients on neurocognitive, communications, and 
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stress management appear to offer some benefi t 
to patients with less severe cognitive defi cits, 
particularly in terms of alleviating depressive 
symptoms [ 18 ]. 

 Next to psychoeducation, CBT is the most fre-
quent therapy to have been studied in this group 
of patients. CBT in bipolar disorder focuses on 
recognizing early  promodal symptoms   and using 
behavioral regulation strategies to prevent 
relapse. There is some evidence that CBT may be 
benefi cial as adjuncts to pharmacological mainte-
nance treatments for the prevention of relapse in 
stable patients and those in the early stages of the 
disease [ 19 ,  20 ]. The current body of literature 
shows less optimistic outcomes related to CBT 
during the acute phase of bipolar depression and 
in the maintenance phase [ 16 ].  

    Theoretical Rationale of MBCT 
for Bipolar Disorder 

 The technique of noticing and observing mood 
fl uctuations and changes in symtomatology, and 
responding in a regulated and skilled way to 
these signals, is a common feature of numerous 
psychotherapeutic interventions and geared to 
nurturing emotion regulation. This technique is 
also adopted in mindfulness-based interventions. 
Since mindfulness training has shown to effec-
tively alleviate anxiety and mood disorders, and 
increase positive affect and reduce cognitive vul-
nerability to  stress and emotional distress   in clin-
ical and non-clinical populations [ 21 ], it is fi tting 
that related training may benefi t patients with 
bipolar disorder. The effi cacy of MBCT in pre-
venting relapse in these patients is of particular 
interest given the literature as it has been shown 
to reduce relapse in major depression [ 22 ]. These 
group interventions incorporate mindfulness 
practices designed to cultivate nonjudgmental 
observation of thoughts, emotions, and bodily 
sensations, highlighting these events as transient 
in nature and separate from the self. This process 
is said to embrace the cognitive therapy tech-
nique of decentering, which may be described as 
a learnt meta-cognitive skill in which emotional 
experiences are considered ephemeral events, 

disparate to the self, and is so believed to prevent 
the escalation of negative thoughts into rumina-
tive patterns [ 22 ]. In this way, MBCT has been 
shown to bring about improved emotion regula-
tion [ 23 ] and that higher levels of dispositional 
mindfulness are related to enhanced modulation 
of the  amygdala   by the VLPFC [ 24 ], which lies at 
the heart of pathophysiology of bipolar disorder.  

    Evidence of MBCT for Bipolar 
Disorder 

 A number of studies have been conducted to 
investigate the effi cacy of MBCT as an adjunc-
tive therapy in bipolar disorder. These investiga-
tions have explored cognitive, behavioral, and 
neural changes in response to the standard 
8-week intervention. A preliminary evaluation of 
the immediate effects of MBCT in bipolar disor-
der was conducted with a specifi c focus on 
between- episode anxiety and depressive symp-
toms [ 25 ]. The study used data from pilot ran-
domized wait list  tra  il of MBCT for people with 
bipolar disorder in remission and it was shown 
that the intervention leads to improved immedi-
ate outcomes of anxiety and depressive symp-
toms. The study was limited by the small sample 
size and the prohibition of recruitment of patients 
with suicidal ideation. 

 In a subsequent wait list control study, signifi -
cant improvements were reported following the 
8-week MBCT intervention, in anxiety, emo-
tional regulation, working memory, spatial mem-
ory, and verbal fl uency [ 26 ]. In this study 23 
patients with bipolar disorder underwent neuro-
psychological testing and functional MRI. Sixteen 
of these patients were tested before and after an 
8-week MBCT intervention, and seven were 
wait-listed for training and tested at the same 
intervals and the results were compared with ten 
healthy controls. Prior to MBCT, bipolar patients 
reported signifi cantly higher levels of anxiety 
and symptoms of stress, scored signifi cantly 
lower on a test of working memory, and showed 
signifi cant BOLD signal decrease in the medial 
PFC during a mindfulness task, compared to 
healthy controls. This fi nding is consistent with 
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previous research in which signifi cant signal 
decreases have been observed in the medial PFC, 
and other PFC regions in bipolar patients [ 27 ]. 
Following MBCT, there was signifi cant improve-
ments in the bipolar treatment group, in measures 
of mindfulness, anxiety, and emotion regulation, 
and in tests of working memory, spatial memory, 
and verbal fl uency compared to the bipolar wait 
list group. BOLD signal increases were noted in 
the medial PFC and posterior parietal lobe, in a 
repeat mindfulness task. A region-of-interest 
analysis revealed strong correlation between sig-
nal changes in medial PFC and increases in 
mindfulness. In a similar trend Strakowski et al. 
[ 27 ] reported signal increases in the medial PFC 
following pharmacological treatment. These data 
suggest that MBCT improves mindfulness and 
emotion regulation and reduces anxiety in bipo-
lar disorder, corresponding to increased activa-
tions in the medial PFC, a region associated with 
cognitive fl exibility and previously proposed as a 
key area of pathophysiology in the disorder. 

 Further, improved emotional regulation of 
brain circuitry was found after 8-week course 
of MBCT, using  electroencephalography (EEG)   
[ 28 ]. This study assessed the N170 event-
related potential (ERP) wave component during 
the completion of affect-matching task, with 
the presentation of a visual image of a face that 
was scared, happy, or angry. The participant 
was required to match the face’s emotion with 
one of similar emotion or apply a label with 
matched emotion displayed in the image. The 
task has been described in detial elsewhere 
[ 29 ]. Before the course of MBCT the individu-
als with bipolar disorder showed a signifi cantly 
exaggerated response to the affect matching of 
images, and increased N170 amplitude, over 
frontal, central, and parietal electrodes. After 
8-week course of MBCT that individuals with 
bipolar disorder showed a complete attenuation 
of the N170 to that similar of healthy partici-
pants. The N170 peak is known to peak with 
both the presentation of faces—specifi cally the 
structural encoding of faces [ 30 ,  31 ], some-
times referred to as the “face potential”—and 
the process of matching [ 32 ]. The fi ndings from 
this paper support altered emotional processing 

in bipolar  disorder and with MBCT this altered 
emotional processing can be attenuated [ 28 ]. 

 A second EEG study addressed cortical 
arousal, EEG frequency band activity, and atten-
tional processing, and ERPs during a continuous 
performance task, in bipolar disorder before and 
after 8 weeks of MBCT [ 28 ].  Cortical arousal   in 
bipolar disorder during a resting condition sug-
gested decreased attentional readiness over fron-
tal and central electrodes, as theta band power 
was decreased, and beta band power was 
increased, and this resulted in a decreased theta/
beta ratio. At the 8-week MBCT intervention 
cortical arousal improved to that reported for the 
healthy controls [ 28 ]. In attentional processing 
during a continuous performance task (A–X, 
where A was the cue, and X was the target), indi-
viduals with bipolar disorder showed increased 
cortical processing over frontal cortex, as seen by 
their P300 ERP wave component amplitude, of 
the cue compared to controls, and a tendency was 
evident for the target. With 8 weeks of MBCT 
this enhanced P300 attenuated, we suggested that 
in bipolar disorder MBCT, we suggested that this 
attenuation was related to MBCT reducing the 
activation of non-relevant information process-
ing during attentional processes; that is, in bipo-
lar disorder there is additional recruitment of 
neural pathways that are not necessary to com-
plete the task at hand [ 28 ]. 

 In a recent randomized controlled trial 95 
bipolar patients were randomly assigned an 
MBCT intervention and treatment as usual with 
TAU arm ( N  = 48) and TAU-only arm ( N  = 47) 
and tested them at intervals over 12 months [ 33 ]. 
There were no differences between the groups 
in terms of relapse and recurrent rates of any 
mood episodes but there was some benefi cial 
effect of MBCT on anxiety symptoms. This 
fi nding suggests a potential role of MBCT in 
reducing anxiety comorbid with bipolar disor-
der. Additional analyses in the same cohort of 
patient showed that a greater number of days 
meditated during the 8-week MBCT program 
was related to lower depression scores at a 
12-month follow-up, and there was evidence to 
suggest that three or more mindfulness medita-
tion practices a week during the intervention 
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were associated with improvements in depres-
sion and anxiety symptoms.  

    Proposed Mechanisms of Change 

  Emotion dysregulation   and executive dysfunc-
tion are cited as two core domains of pathology 
in the disorder and represent possible endophe-
notypes of the condition [ 5 ,  6 ]. The fi ndings of 
the studies discussed in this chapter suggest that 
mindfulness training may target the key defi cits 
underlying bipolar disorder. A core skill taught in 
mindfulness-based interventions is cultivating a 
quality of awareness in which thoughts and emo-
tions are acknowledged without judgment and 
considered passing mental events and individuals 
with bipolar disorder have been shown to improve 
on measure of anxiety and  emotion regulation  , as 
well as attention following training in these 
skills. Cognitive and psychological changes have 
been accompanied by changes in  brain activity  , 
which may present the underlying mechanism for 
improved outcomes. 

 A large body of literature has been amassed 
on the functional neuroanatomy of disturbed 
emotion processing in patients with bipolar dis-
order. More specifi cally, a relative hypoactivity 
of dorsal brain structures, including the dorsolat-
eral PFC, the dorsal anterior cingulate, and the 
posterior cingulate cortex, has been reported in 
bipolar patients. This imbalance between the net-
works has been proposed to underlie defi cient 
emotion regulation in bipolar disorder. Prior to 
mindfulness training, BOLD signal increases 
have been observed in the ACC and PFC in bipo-
lar group compared to healthy subjects during the 
viewing of faces displaying emotion, suggesting 
that bipolar patients need to work harder to mod-
ulate their response to emotional stimuli, com-
pared to those without the illness. Following 
MBCT  traini  ng signifi cant signal increases have 
been observed in patients with bipolar disorder in 
the medial PFC in a meditation task [ 26 ]. The 
medial PFC is believed to play a critical role in 
generating self-referential thought during con-
scious appraisal of threatening stimuli, as well as 

in behavioral fl exibility during tasks of inhibition 
[ 27 ]. The medial PFC, together with the ACC, 
plays a key role in regulating emotional responses 
to engage effectively in executive functioning. 
As already discussed, and based on previous neu-
roimaging fi ndings, the medial PFC is considered 
a key region of pathophysiology in bipolar disor-
der. Specifi cally, during the regulation of emo-
tion, the medial PFC is proposed to mediate the 
inhibition of the  amygdala   by the ventrolateral 
PFC through its dense projections between these 
two regions [ 34 ]. This neuroimaging fi nding may 
present a mechanism through which MBCT 
facilitates improved emotion regulation. 

 From the few EEG papers on MBCT in bipo-
lar disorder, prior to MBCT individuals with 
bipolar disorder activate emotion-related frontal 
cortical networks (ERP N170) and attention- 
related frontal cortical networks (ERP P300) 
with greater intensity, as seen by the exaggerated 
ERP wave components. Further cortical arousal 
during rest suggests defi cits in attentional readi-
ness again over frontal cortex. However with 
MBCT these defi cits are improved towards that 
of health controls, suggesting improved cortical 
arousal and cortical activation.  

    Summary and Conclusions 

 Most notably fi ndings from studies on the effi -
cacy of MBCT in patients with bipolar disorder 
show improvements in  symptoms   of anxiety but 
also emotion regulation and attention. These 
fi nding suggest a potential role of MBCT in 
reducing anxiety comorbid with bipolar disorder. 
There is also evidence to show that the greater 
the number of days meditated during the inter-
vention period, the greater the impact on symp-
toms of depression 12 months later. 

 These data suggest that MBCT improves 
mindfulness and emotion regulation and reduces 
anxiety in bipolar disorder, corresponding to 
increased activations in the medial PFC, a region 
associated with cognitive fl exibility and 
 previously proposed as a key area of pathophysi-
ology in the disorder.     
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      Over the past 8 years we have used 8-week 
MBCT groups adapted for PTSD, as well as lon-
ger PTSD exposure-based groups incorporating 
MBCT techniques and “curriculum” with com-
bat veterans seeking treatment for PTSD of vari-
ous ages who served in a number of combat 
deployments. We have provided MBCT with vet-
erans who served in Korea, Vietnam, Somalia, 
Kuwait, and Iraq (“Operation Desert Storm,” 
1991), Afghanistan (“Operation Enduring 
Freedom/OEF,” 2001–2015), and Iraq 
(“Operation Iraqi Freedom, OIF,” 2003–2010, 
“Operation New Dawn, OND,” 2010–2015). 
Many of these veterans also had major depres-
sion and/or  chronic pain   issues in addition to 
PTSD. We have been very interested that the 
majority of veterans who participated said they 

found the groups and the  mindfulness techniques   
useful, and most report they often enjoy doing 
the mindfulness exercises. Most have also shown 
a high level of engagement, and the dropout rate 
from MBCT in younger OEF/OIF veterans has 
tended to be lower than is usual for this 
population. 

    A Case Study of Using MBCT 
with Combat PTSD 

 “Sam” (not his actual name) was a 32-year-old 
Army veteran who was seeking treatment for 
PTSD in our clinic. He had served a 15-month 
deployment to Iraq, which he completed 2 
years before he came to us for treatment. 
Although his “military operational specialty” 
was in transportation, his convoy came under 
fi re from automatic weapons (and occasionally 
RPGs) “more times than I can recall.” In his 
intake evaluation, he shared that he had wit-
nessed several explosions from IEDs, one of 
these, recorded as his “index trauma,” had 
instantly killed a close friend of his who was 
driving a different truck. His base came under 
mortar and rocket attack regularly, for periods 
almost every night, and although people on his 
base were killed in these attacks, he said 
“strangely, you got used to it.” He initially 
declined fi rst-line trauma-focused individual 
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treatment at the clinic, but was already taking 
an SSRI, and agreed to do the mindfulness 
group because “it sounded interesting” and 
reminded him somewhat of the approach in his 
martial arts. 

 Sam was friendly and talkative, and quickly 
bonded with other members of the group, and 
openly discussed his PTSD  symptoms  . He was 
active in discussions in the group, and shared 
with the group about some of the details of 
deployment in Iraq, the smells and sometimes 
horrifi c stench, the trash and dead bodies of peo-
ple and animals that were often on the side of the 
roads, and the sound of the rocket attacks, etc. but 
we had agreed ahead of time that we would not 
discuss specifi c traumatic events in the group. 
Sam shared that he found things such as eating 
out at restaurants and going to movie theaters 
extremely anxiety-provoking, even though he 
“knew” intellectually there was little or no dan-
ger of attack or bombing. He could not tolerate 
people sitting or walking behind him. Shopping 
in a crowded grocery store was “out of the ques-
tion,” and the few times he had tried to go shop-
ping with his wife and two small children, he 
became panicked and angry, and they had to 
leave the store. He felt intensely ashamed about 
this, as he felt about regularly “blowing up” at his 
wife, and sometimes his kids. “I can go from zero 
to 100 in less than a second, and its like I can’t 
control it. And I get so angry over such stupid, 
trivial stuff.” All of this was taking a big toll on 
his marriage and family. 

 Sam liked his job and the people he worked 
with and was happy to have work in a time many 
were out of work. He also noticed in general 
feeling “amped up” most of the day, and needing 
to keep himself “absolutely busy” as a way to 
feel safer. Driving was “exhausting,” as he was 
constantly scanning overpasses for snipers and 
becoming anxious about trash on the side of the 
road, and often became very angry and aggres-
sive when driving. (Although he said “it’s a lot 
better now than it used to be!”) He would come 
home from work exhausted, but also feeling pro-
foundly “out of place” with his wife and kids, 
and often would spend time watching TV by 
himself, isolating himself because he did not 

want to get angry and blow up at his children. 
Each night before bed, he did an extensive 
“perimeter sweep” of the house, and checking 
locks on windows and doors. Although he felt 
“beyond exhausted” at bedtime, he usually found 
he could not sleep, that his mind was racing with 
anxious ruminations, and after his wife fell 
asleep he would be up watching TV alone again. 
He averaged about 3–4 h of sleep, often while 
sitting in his chair with the TV on. 

 Sam greatly enjoyed the MBCT Raisin 
Exercise, and shared with the group an experi-
ence when his unit had just gotten to Kuwait for 
the fi rst time after a year in Iraq, and he had gone 
to eat at a Burger King. “It was surreal – it was 
like the fi rst time I had ever had a Whopper, it 
was just amazing,” and he was intrigued he 
could recreate such feelings of expansiveness 
and intensity of sensory experience on purpose 
using mindfulness. 

 Sam also really liked the body scan. The fi rst 
time we did it in class, we locked the door and 
made it optional to lie on a mat or sit. Sam chose 
to lie down; and he fell asleep by the time we got 
to the right leg. Sam used the body scan every 
night as a sleep aid, and said he would listen to 
the audio in bed on his phone (wearing ear buds) 
and this was very helpful for him to be able to fall 
asleep in bed. He said he often stayed asleep for 
2–5 h, and when he woke, he sometimes would 
do the body scan again. Although of course this 
was not the initial intent of the body scan as a 
 mindfulness exercise  , Sam said “it really helped 
me to be able to have my body as an anchor for 
my awareness, and helped me to not have all 
these crazy thoughts and worries running out of 
control. Then I could actually sleep!” This expe-
rience was shared by many other PTSD patients. 

 Sam also actively engaged in the “Pleasant 
Event” calendar, even though he initially 
seemed doubtful there would be  any  pleasant 
events to report. He seemed rather bemused that 
he noticed squirrels and chipmunks playing in 
his backyard, and was surprised by the peaceful 
feelings this set upon him. In the “Unpleasant 
Event Calendar,” Sam like many other veterans 
noted experience of PTSD symptoms, including 
“road rage,” feeling anxious and panicked, and 
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sudden anger at his wife, followed by shame and 
sadness. He said exploring (and  documenting) 
the physical sensations, the feelings, and the 
thoughts associated with these events helped 
him to “move into” his experiences rather 
than trying to distract himself and quickly and 
shamefully try to banish these upsetting experi-
ences out of his  awareness  . Doing this he also 
came to acknowledge that it was helpful for him 
to be able to feel more compassion and kindness 
towards himself about his PTSD symptoms. Sam 
practiced formal mindfulness exercises nearly 
every day, using his mobile “smart phone.” He 
also picked up the “3-minute Breathing Space” 
quickly, and used it regularly. “It’s a great ‘atti-
tude adjuster’ and you can do it anywhere” and 
said this also helped him feel more confi dence 
that he would blow up less at his young kids. 

 Sam’s level of PTSD at intake, assessed by the 
clinician-administered PTSD scale was in the 
moderate to severe range (~80). At the conclu-
sion of the group, Sam no longer met DSM-IV 
criteria for PTSD, and his CAPS score was less 
than 50. Sam was among our “strong respond-
ers”; while not everyone had as large a decrease 
in PTSD symptoms as Sam, many shared Sam’s 
sentiments that the experience of doing the mind-
fulness exercises had enhanced many aspects of 
their lives, in addition to helping him cope better 
with PTSD. Sam said he planned to continue his 
nearly daily mindfulness practice for the foresee-
able future.  

    The Problem of Posttraumatic 
Stress Disorder 

 Posttraumatic stress disorder (PTSD) is highly 
prevalent  psychiatric disorder   that is associated 
with considerable human suffering, disability, 
and economic costs. The National Comorbidity 
Survey Replication study [ 1 ], a nationally repre-
sentative sample of over 10,000 adults in the USA 
found the lifetime prevalence of PTSD was over 
7 %, and the 12 month prevalence (percent of peo-
ple who had met criteria for PTSD over the past 
year was 4 %). This makes PTSD the third most 
prevalent disorder in the USA, after major depres-

sion (17 % lifetime) and social  anxiety disorder 
(12 % lifetime). Furthermore, PTSD is twice as 
common in women (11 % lifetime) than in men 
(5 %). PTSD is a major clinical issue for the 
Armed Services and the Veterans Administration 
[ 2 – 6 ], associated with suffering, disruption of 
families, and often leading to signifi cant loss of 
productivity, unemployment, and high economic 
costs to patients and to society [ 7 ]. Military 
service- connected PTSD is a common disorder 
(estimates as high as 30 % lifetime incidence in 
combat veterans [ 3 ,  5 ,  6 ],  chronic disorder   that 
can lead to substantial disability lasting for 
decades [ 3 ,  5 ,  6 ,  8 ,  9 ]. Over 10 % of all Desert 
Storm veterans (>20 % of combat-exposed veter-
ans) were diagnosed with PTSD 6 years after 
deployment [ 5 ,  8 ]. 

 Studies of soldiers and Marines serving in 
“Operation Iraqi Freedom” (OIF) found nearly 
30 % had some form of clinically signifi cant  psy-
chiatric symptoms  , and ~20 % had clinically sig-
nifi cant PTSD symptoms [ 2 ,  3 ]. In a subsequent 
study of US infantry soldiers given diagnostic 
assessments in 2013 [ 4 ], infantry combat veter-
ans deployed to OIF had rates of PTSD of nearly 
20 % (using ether DSM-IV or DSM-5 criteria), 
compared to about 13 % of all infantry soldiers; 
and this compares to about 6 % of overall military 
personnel. PTSD is frequently associated with 
psychiatric comorbidity such as depression, alco-
hol and substance abuse, and related anxiety dis-
orders. It is also associated with chronic medical 
problems such as cancer, cardiovascular disease, 
arthritis, pulmonary disorders, and all forms of 
mortality in epidemiological studies [ 10 – 12 ] 

    Defi nition of PTSD 

 While severe psychological disruptions associ-
ated with the experience of psychological trauma 
has been documented in the historical literature 
since ancient times (and descriptions of PTSD, 
and in particular combat-related PTSD, can be 
found in Homer, Herodotus, the Bible, the 
Mahabharata, and Shakespeare) the formal diag-
nostic category of “Posttraumatic Stress 
Disorder” did not appear in the Western psychiat-
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ric/medical nosological system until the 
 publication of the third edition of the Diagnostic 
and Statistical Manual (DSM-III-R) by the 
American Psychiatric Association in 1980. The 
specifi c defi nition of what constitutes a “trauma” 
and the diagnostic criteria of PTSD have contin-
ued to be refi ned since that time. 

  DSM-IV   defi ned trauma as an aversive event 
in which both of the following were present: (1) 
The person experienced, witnessed, or was con-
fronted with an event or events that involved 
actual or threatened death or serious  injury  , or a 
threat to the physical integrity of self or others 
(i.e., through sexual assault), and (2) The per-
son’s response involved intense fear, helpless-
ness, or horror. In its latest revision, DSM-5, the 
types of events which qualify as potential trau-
mas was further defi ned, and the requirement of 
a reaction of fear, helplessness, or horror occur-
ring right after the trauma has been removed, as 
it did not improve diagnostic accuracy for the 
disorder. In addition to the experience of a trau-
matic event, a specifi c constellation of symp-
toms must be present for at least 1 month. 
DSM-IV had three symptom clusters of: (A) 
reexperiencing (e.g., intrusive, upsetting memo-
ries, getting upset to reminders of the trauma, 
nightmares), (B) avoidance (e.g., avoiding 
trauma reminders, emotional numbing), and (C) 
hyperarousal (e.g., hypervigilance, exaggerated 
startle, concentration problems, irritability, sleep 
disturbance). In DSM-5 the clusters of 
Reexperiencing (now called Intrusion symp-
toms, Criterion A) and Hyperarousal (now called 
Alterations in Arousal and Reactivity, Criterion 
B) remain. Avoidance and numbing are sepa-
rated into two clusters, Avoidance (Criterion C), 
and a new cluster called Negative Alterations in 
Cognitions and Mood (Criterion D). 

 There is evidence that psychotropic medica-
tions can be helpful in reducing symptoms for a 
portion of people struggling with PTSD, but the 
great majority of patients taking medications 
tend to retain their PTSD diagnosis. Selective 
serotonin reuptake inhibitors (SSRIs) are consid-
ered evidence-based pharmacological treatment 
for PTSD. Sertraline (Zoloft) and paroxetine 
(Paxil) show a slightly greater effect over pla-

cebo in randomized controlled trials (RCT) and 
are approved by the FDA for treatment of 
PTSD. However, there is considerable variability 
in therapeutic response to SSRIs, with about 
60 % of PTSD patients having any clinically sig-
nifi cant response, and only 20–30 % of PTSD 
patients treated with effective  doses   of SSRIs 
achieve complete remission of symptoms [ 13 ]. 
There is limited evidence that other “off label” 
medications, including other antidepressants 
(e.g., mirtazapine (Remeron) and trazodone 
(Oleptro), some anticonvulsants (e.g., topiramate 
(Topamax)), and alpha-adrenergic agents (e.g., 
prazocin (Minipress)) may also have effi cacy for 
PTSD and may be alternatives to SSRI “nonre-
sponders.” However, the overall effectiveness of 
most medications has been low [ 13 ]. 

 A number of psychosocial treatments for 
PTSD have been shown to be highly effective for 
many patients with PTSD, Therapies that focus 
on the memories and experiences related to the 
trauma (often called “trauma-focused” or “expo-
sure based” psychotherapies) have had particu-
larly signifi cant results. Several  psychotherapeutic 
interventions   which include explicit processing 
of traumatic material (e.g., memories of the 
trauma itself), including Prolonged Exposure 
(PE), Eye-Movement Desensitization and 
Reprogramming (EMDR), Trauma Focused- 
Cognitive Behavioral Therapy (TF-CBT), and 
Cognitive Processing Therapy (CPT), now have 
considerable empirical support [ 14 ,  15 ]. A rela-
tively large number of well-designed RCTs with 
both civilian and military veteran populations 
have found PE, CPT, and EMDR to all have con-
siderable effi cacy for treatment of PTSD, and 
they have come to be regarded as “fi rst line” 
treatment in the fi elds of both civilian and 
combat- related PTSD. Currently, exposure ther-
apy is the only treatment for PTSD that has been 
judged by the Institute of Medicine (IoM) to have 
adequate evidence supporting effi cacy [ 16 ], and 
is often referred to as “the gold-standard” by PE 
therapists and researchers. The effect of these 
psychotherapies in reducing PTSD symptoms 
measured before and after treatment (pre-post 
therapy effect sizes, expressed as the statistic 
Cohen’s  d ) are consistently in the 1.0–2.0 range 
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(Cohen’s  d  values of greater than 0.80 are 
 considered “large”). While most of the studies to 
date use waitlist or “treatment as usual” as com-
parison groups, some studies have also reported 
statistically signifi cant improvement over active 
comparison  psychotherapies  . Although these 
treatments are effective for many PTSD patients 
seeking relief, they do not appear to work with 
every person struggling with PTSD, which has 
led some within the VA to feel that a “one-size- 
fi ts-all” approach to PTSD treatment is not sup-
ported by the actual evidence, and is not the best 
way to serve the substantial needs of veterans 
struggling with PTSD [ 17 ]. 

 The Veterans Administration (VA) has 
invested considerable resource into training and 
dissemination of the PE and CPT as “fi rst-line 
treatments,” and has embarked on an impressive 
training and roll-out of these psychotherapies 
nation-wide [ 18 – 21 ]. VA guidelines now require 
that all veterans with PTSD be offered one of 
these treatments. Even with the strong evidence 
of effi cacy of PE and CPT for PTSD, many veter-
ans do not to engage in these treatments and drop 
out of them early [ 22 ,  23 ]. A substantial propor-
tion of those that complete these “fi rst line treat-
ments” continue to evidence PTSD symptoms 
[ 15 ,  22 ]. The reported dropout rates in both RCT 
trials [ 24 – 26 ],and clinic-based studies [ 22 ,  27 , 
 28 ], range from 30 % to over 40 %. Available data 
suggests that from 30 % to as high as 50 % of vet-
erans who complete these treatments do not show 
clinically meaningful improvement in their PTSD 
symptoms [ 24 ,  25 ,  29 ], and approximately two-
thirds (62–70 %) of veterans with PTSD who 
make the considerable personal investment to 
engage in treatment with PE or CPT retain their 
PTSD diagnosis at the end of the treatment [ 15 ]. 

 Patient reluctance and/or avoidance of 
engaging in trauma-focused treatments, as well 
as diffi culty tolerating or engaging in the 
trauma-focused treatments, are contributing to 
problems in patients access to effective treat-
ments [ 22 ]. This has been highlighted in recent 
high-profi le cases of veterans having particu-
larly diffi cult reactions to prolonged exposure 
[ 30 ], and the ensuing public debate among vet-
erans, chairs of psychiatry, and directors of 

PTSD treatment centers that has recently played 
out publicly in the New York Times [ 31 ]. Given 
this reluctance to engage and high rates of 
 dropout in trauma-focused approaches, it 
becomes important to determine if alternate 
forms of evidence- based treatments can be bet-
ter tolerated by patients with PTSD. 

 While the greatest amount of evidence and 
empirical support currently supports trauma- 
focused, exposure-based therapies, there is also 
emerging evidence that psychotherapeutic 
approaches that do not contain explicit trauma 
processing and exposure also demonstrate com-
parable effectiveness for PTSD, including 
“Present Centered Therapy” (CPT)    [ 32 ] and 
“Interpersonal Therapy” (IPT)    [ 33 ]. Interestingly, 
both of these therapies were initially designed for 
use in RCTs as “nonspecifi c, control therapies,” a 
sort of scientifi c straw man designed to control 
for “common factors” in psychotherapy (e.g., 
relationship with a therapist, talking about one’s 
problems) but lacking the presumed “active prin-
ciple” of trauma exposure. Yet recent studies 
suggest they may actually be as effective as the 
most rigorous “trauma exposure based” thera-
pies, but without needing to engage in any 
“trauma exposure,” which a substantial portion of 
both clients and therapists fi nd diffi cult [ 34 ]. 

 Mindfulness-based approaches are often 
delivered in a group format, which strongly 
engages patients in work concerning patterns 
of emotional reactivity, but not specifi c “trauma 
narratives.” Group psychotherapies are a com-
mon and well accepted format in VA settings, 
including PTSD clinics. Group interventions 
allow therapists to reach more patients in a cost- 
effective fashion, and may also have additional 
therapeutic benefi ts (e.g., enhancing adherence, 
social support). Yet while group therapies are 
among the most common interventions available 
to returning combat veterans, existing group 
therapies for combat PTSD have limited empiri-
cal support at this time, (exceptions to this are 
Present-centered and Trauma-focused Group 
Therapy [ 35 ], and the group version of Cognitive 
Processing Therapy, CPT [ 36 ]). However, effect 
sizes reported for group therapies have generally 
been smaller than for trauma-focused individ-
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ual therapies. Development of new empirically 
supported therapeutic interventions that can 
be delivered effi ciently and effectively within 
 existing venues is crucial, and we feel that 
approaches like mindfulness meditation could 
be helpful for patient engagement, and may be 
an important alternative for patient-centered per-
sonalized treatment.   

    Theoretical Rationale of MBCT 
for PTSD 

 As described in more detail in other chapters, 
MBCT as an intervention for  depression relapse   
prevention is highly effective and durable, 
decreasing depression relapse by >50 % at 12 
month follow-up in randomized controlled trials 
[ 37 ,  38 ]. These are among the largest and most 
clinically meaningful effects of any meditation 
training studied to date, demonstrating effective-
ness comparable to continuous antidepressant 
medication [ 39 ,  40 ]. While MBCT was initially 
designed for remitted MDD patients, subsequent 
studies have provided evidence that MBCT has 
potential effectiveness in the treatment of active 
psychiatric disorders [ 41 ]. There is now consid-
erable evidence that MBCT (and MBSR) are 
acceptable and effi cacious for patients with per-
sistent  depressive disorder   during a depressive 
episode [ 42 – 46 ]. MBCT is also showing effec-
tiveness with anxiety disorders [ 47 – 49 ], bipolar 
disorder [ 50 ], patients with  suicidal ideation   [ 51 , 
 52 ], and borderline personality disorder [ 53 ]. 

 Given the evidence for potential effi cacy in 
anxiety and depression, including severe depres-
sion, it seems reasonable to suggest that MBCT 
might also be helpful for patient with 
PTSD. There is a considerable symptom overlap 
between PTSD and major depression, and PTSD 
and depression are frequently comorbid psychi-
atric disorders. There is evidence that MBCT 
decreases rumination, which is thought to be a 
maintenance factor in both PTSD and depres-
sion. There is also evidence that MBCT alters a 
patient’s “relationship” to negative cognitions, 
rather than altering the belief in the content of 
the cognition [ 54 ], which may make it particu-

larly useful for a range of traumatic experiences. 
There is evidence that a substantial portion of 
veterans who utilize VA healthcare services with 
are interested in mindfulness and mind-body 
approaches, for treatment of  somatic and mental 
health   issues, as well as for the promotion of 
wellness. A recent systematic review by the VA 
Evidence-Based Synthesis Program [ 55 ] which 
examined the effectiveness of mindfulness inter-
ventions for a number of somatic and mental 
health problems, found that the most consistent 
benefi cial effect of mindfulness interventions 
was seen in major depression. This review also 
saw evidence for benefi cial effects on overall 
health and psychological outcomes, in particular 
in  chronic illness   and somatization disorders. 

 Mindfulness practices through the use of 
MBCT or MBSR provide a strategy diametri-
cally opposed to thought suppression (i.e., non-
judgmental acknowledging of  trauma memories  , 
threat assessments, and ruminative worry). 
Cognitive processes engaged by mindfulness 
training (i.e., sustained, nonjudgmental atten-
tion to sensations, memories, thoughts, and 
emotions that are evocative, or even painful), 
can be conceptualized of as a form of “ expo-
sure .” Mindfulness appears to engage and 
strengthen   emotional regulation   , and may 
strengthen the ability to engage other active 
coping strategies. Mindfulness meditation 
focusing on the breath alone may have positive 
effects in relation to PTSD symptoms,, particu-
larly if the mindfulness practice “targets” PTSD 
symptoms and trauma related memories, 
images, and cognitions. Mindfulness practices 
may also facilitate the change mechanisms 
found in both exposure based and cognitive psy-
chotherapies by reducing experiential avoid-
ance negative attributions and maladaptive 
behavioral patterns. 

 Both theoretical [ 56 – 61 ] and empirical 
reviews [ 56 ,  62 – 66 ] outline potential mecha-
nisms of mindfulness-based interventions. 
A number of psychological constructs have 
been proposed based on this work, including 
self- regulation, cognitive-behavioral fl exibil-
ity, exposure, relaxation, decreased rumina-
tion and worry. Additionally, concepts such 
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as de- centering, metacognition, mindfulness, 
self- compassion, and values clarifi cation have 
been suggested as potential mechanisms for 
the  positive outcomes of mindfulness-based 
interventions. 

 How these specifi c theoretical constructs and 
therapeutic mechanisms may infl uence outcomes 
in PTSD continues to be an open question. While 
mindfulness practice might be nice for improving 
one’s mood or  attitude  , it could seem quite contro-
versial to some to propose that a mindfulness- 
based intervention could be considered for a 
severe psychopathology like PTSD, which is seen 
to require intensive, prolonged, and sometimes 
painful, trauma-focused exposure work. Perhaps 
even more controversial are questions of whether 
or not trauma exposure is actually needed to treat 
PTSD. This could have seemed almost “heretical” 
in some circles until very recently, as does the 
consideration of “common” factors as potential 
“active” mechanisms of a psychotherapeutic 
intervention for PTSD. Interventions that do not 
have a specifi c trauma-focused component, such 
as supportive therapy, relaxation training, and 
present-centered therapy (PCT), frequently dem-
onstrate considerable effi cacy for PTSD [ 14 ,  15 , 
 67 ,  68 ]; however, many of the RCTs using these 
treatments indicate the effect size was not as 
strong as that for the active intervention using a 
trauma-focused protocol. However, there is now 
emerging evidence that psychotherapeutic 
approaches without explicit trauma exposure 
(e.g., PCT and IPT) might be as effective for 
PTSD as the most intensive trauma-based thera-
pies [ 32 ,  33 ]. This intriguing emerging work, 
while as yet still preliminary, suggests that the 
“common factors” found in these so-called “non-
specifi c control” therapies may in fact be on par 
with “gold- standard” trauma focused treatments. 
However, it is as yet an open question whether the 
factors found in mindfulness and MBCT might 
also be “active” for treatment of PTSD? 

 Much of the research on etiology, neurosci-
ence, and treatment of PTSD has focused on the 
phenomenon of “fear conditioning” (classical or 
Pavlovian conditioning) at the time of the 
trauma. Within this paradigm normal recovery 
or exposure- based cognitive-behavioral treat-

ments operate as an “extinction trial” of the fear 
conditioning. These phenomena have extensive 
experimental documentation in the fi eld of 
 psychology dating back to the 1890s, and are 
integral theoretical components of trauma-
focused treatments such as PE. Therefore, focus 
on the traumatic experiences and the techniques 
enlisted to help patients directly process it make 
considerable theoretical and practical sense. 
Given the dominance of these concepts in the 
PTSD treatment research, it is not surprising that 
trauma-focused interventions have the most 
empirical support, at this time. Although  envi-
ronmental factors   such as stress, loss, social 
pressures, and trauma fi gure large in precipitat-
ing and/or exacerbating  psychiatric disorders   
such as major depression, bipolar disorder, anxi-
ety disorders, and even schizophrenia, PTSD is 
the only psychiatric disorder that specifi cally 
requires an environmental event (i.e., a trauma) 
as part of its diagnostic criteria. 

 Clearly the experience of the trauma and the 
impact of the trauma on the patient’s life plays a 
central role in development of PTSD. However, it 
is important to recognize that there is incontro-
vertible evidence that the majority of people who 
are exposed to trauma, even to severe trauma, do 
not develop PTSD [ 3 ,  4 ,  9 ,  69 ,  70 ], Interestingly, 
there is evidence that the vast majority of people 
experience many or all of the  symptoms   of PTSD 
in the days following exposure to a trauma, but in 
most people these symptoms diminish within a 
few weeks, and people have “recovered” within a 
month, and thus do not meet criteria for 
PTSD. This has led many researchers to think of 
PTSD as a problem of being able to “recover” 
and psychologically metabolize the traumatic 
event. This is largely thought to reside in the way 
people respond to the trauma, and fi nd ways to 
incorporate and/or “make sense” of the trauma in 
the context of their world and self-view. This is a 
different explanatory model than a problem of 
primarily of overactive fear conditioning. 

 This also suggests that specifi c cognitive, 
emotional, neurobiological, developmental, or 
even genetic vulnerability and/or resilience fac-
tors exist for PTSD. Therefore it might also be 
important for effective treatments to specifi cally 
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engage with changeable vulnerability factors, 
especially if they play roles in maintenance of 
PTSD symptoms. Epidemiological studies have 
identifi ed a history of childhood maltreatment 
and/or adversity and  trait neuroticism   as predic-
tors of both PTSD and depression in adulthood. 
Other personality traits, cognitive styles, and 
maladaptive cognitions have also been associated 
with increased PTSD risk, and could also be 
involved in maintenance of PTSD. Experience of 
a trauma can lead to “shattered beliefs” about 
oneself as a good person and the world as safe, 
just, and benevolent world [ 71 ,  72 ]. A further 
phenomena has been described as “moral injury” 
when people or institutions that were once held in 
high esteem are now incongruous with our core 
beliefs. Thus, dysfunctional cognitions about 
oneself as incompetent, the world as dangerous, 
and beliefs of self-blame for the trauma are asso-
ciated with PTSD (PTCI). Some forms of psy-
chotherapy such as CPT focus on addressing 
dysfunctional cognitions on the basis of assimila-
tion and/or accommodation of core belief sys-
tems [ 73 ]. 

 Several psychological models for the develop-
ment of PTSD have been posited that incorporate 
learning theory, information processing theory, 
and cognitive behavioral theory, that explain 
 symptoms   of PTSD, and suggest specifi c treat-
ment rationale. A thorough description of these 
theories is beyond the scope of this chapter (sev-
eral books are available [ 74 ,  75 ]. Given the domi-
nance of “fear conditioning” models in the PTSD 
fi eld, it is important to fi rst review current theory 
about the etiology PTSD and potential therapeu-
tic mechanisms when considering how MBCT 
may be useful for PTSD,. An early but still very 
relevant and infl uential model for development of 
anxiety disorders is the “Two-stage model” origi-
nally proposed by Mowrer [ 76 ] for the acquisi-
tion of specifi c phobias. This theory posits that an 
initial effect (fi rst stage) of a traumatic exposure 
will also lead to classical (Pavolvian) “fear con-
ditioning” of cues associated with the trauma (in 
this language, the “unconditioned stimulus”). In 
this model any stimuli associated with the trauma 
(e.g., for rape victims, the smell of the perpetra-
tor’s cologne or features of the site of the attack, 

for combat veterans the sound of helicopters, 
smell of diesel, seeing people dressed in garb of 
the country of the combat zone, etc.) can become 
a “conditioned stimuli.” Encountering these stim-
uli can later produce fear a “conditioned 
response” similar to that of the original trauma. 
Additional stimuli that are less directly associ-
ated with the trauma can also become “paired” or 
associated with the “conditioned stimuli” through 
higher order conditioning and/or “stimulus gen-
eralization” [ 87 ]. Thus, more and more types of 
cues or aspects of the victim’s environment can 
become associated with the memory of the 
trauma event, and consequently trigger a fear 
response. Pavlov (citation?) observed that while 
“conditioned responses” can be powerful, they 
can also rapidly abate when the “conditioned 
stimulus” is repeatedly presented in the absence 
of the “unconditioned stimulus,” a process 
labeled “extinction.” Thus, conditioned fear 
responses to trauma-related cues are also 
expected to extinguish after multiple exposures; 
for example, the smell of the specifi c cologne or 
diesel fuel following the trauma that are not 
“paired” with a dangerous or frightening event, 
and this is part of the natural recovery process 
However, it is posited that in PTSD, the initial 
Pavlovian conditioned fear (and the avoidance 
behaviors associated with these conditioned 
fears), is maintained by Skinnerian, operant con-
ditioning, in the form of negative reinforcement 
(i.e., the reduction of the fear response when 
trauma-related cues are avoided, such that avoid-
ant behavior is reinforced, and the helpful expo-
sure leading to extinction does not occur). 

 Thus, “two factor” Cognitive Behavioral/learn-
ing theories for the development of PTSD have 
invoked both classical conditionings to the trau-
matic exposure, as well as operant conditioning 
of learned avoidance behaviors that perpetuate 
symptoms by blocking opportunities for extinc-
tion [ 78 ]. Further elaboration of the two-stage 
model of PTSD, incorporates Lang’s (1984) 
information processing theory of emotion, the 
“Emotional Processing Theory of PTSD” [ 77 ] 
posits that trauma exposure leads to the develop-
ment of a semantic  memory  network (or “fear 
network”) comprised of  interconnected nodes of 
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 information. In addition to trauma-related stimuli 
these include informational elements about physi-
ological and  behavioral responses   to the trauma, 
as well as semantic meanings of both the stimuli 
and conditioned responses. These “fear networks” 
are proposed to contain a particularly large num-
ber of “paired” elements, thus making the network 
highly sensitive and reactive to conditioned fear. 
Stimulus generalization and second- order condi-
tioning can incorporate more and more associated 
elements that were previously neutral or safe into 
the “fear network,” explaining how symptoms of 
PTSD can actually get worse over time rather than 
gradually habituating and resolving through the 
process of extinction. 

 One logical conclusion that could be drawn 
from this theory is that since avoidance to trauma 
cues drive PTSD symptoms, that the most pow-
erful and effi cient approach to stop this vicious 
cycle would be to address the avoidance “head-
 on.” This is accomplished by therapeutic expo-
sure to reminders of the trauma and avoided 
activities, by pushing back against the operant 
learning that allow them to maintain the classical 
fear conditioning. Prolonged Exposure therapy 
does just that, by engaging in repeated and pro-
longed exposure to the trauma memories them-
selves (called imaginal exposure), in a safe 
environment where nothing dangerous occurs 
(i.e., the therapists offi ce). Foa (1994) asserts 
that PTSD results from distorted fear structures 
that need to be (re)activated for “corrective 
information” to be incorporated so that it refl ects 
a more realistic perspective in the current con-
text. In this way the person suffering from PTSD 
will “learn” that the trauma memories (while 
certainly painful) are not in and of themselves 
dangerous, and the automatic conditioned fear 
responses will diminish through the process of 
extinction. In addition, patients also complete a 
hierarchy of “in vivo” exposures (similar to CBT 
for panic disorder) for situations, or activities 
they are currently avoiding because they trigger 
fear responses. The purpose is to engage in the 
feared or avoided activity one at a time until the 
patient’s Subjective Unit of Distress (SUD) 
decreases enough to move to the next exposure 
on the hierarchy. Emotional Processing Theory 

also recognizes that PTSD is also often associ-
ated with negative emotions and distorted nega-
tive cognitions about the patient’s incompetence, 
or that the trauma was one’s own fault (self-
blame) and the world at large as dangerous. 
Thus, PE also engages patients in discussions at 
the end of each exposure to help identify dys-
functional cognitions or attributions. This 
“ trauma processing  ” component of the therapy 
provides ways to reframe the trauma memory 
similar in many ways to cognitive restructuring 
of cognitive therapy. 

 Each of the forms of existing psychotherapy 
for PTSD with the most empirical support (e.g., 
PE, EMDR, CPT) contains multiple compo-
nents. A detailed description of these therapies is 
beyond the scope of this chapter, but several (but 
not all) of these basic principles are shared 
across the approaches, although these principles 
are approached with more or less emphasis 
within each of these treatments. These differ-
ences will be briefl y discussed next. The compo-
nents could be operationalized roughly as 
 psychoeducation  about PTSD and presentation 
of the therapy rationale,   relaxation  training  , 
 exposure to the trauma memory ,  processing  of 
the trauma memory, the impact of the trauma on 
one’s life, and working with  dysfunctional cog-
nitions ,  affect modulation /self-regulation skills, 
and in vivo  exposure , or purposely engaging 
with feared or avoided (nondangerous) cues, 
activities, or situations. 

 In PE, EMDR, and CPT exposure to and 
“processing” of the trauma is done in somewhat 
different manners, but the idea that the trauma 
memory needs to be accessed and incorporated 
is common among most of the empirically sup-
ported therapies. As described, PE focuses heav-
ily upon trauma exposure In the form of “imaginal 
exposure” during the therapy session, as well as 
in recordings of the session, which the patient 
listens to between sessions as “homework.” 
EMDR in particular has theories about pro-
cessing of  trauma memories   that are not shared 
with other theories or therapies, in particular 
the role of “bilateral stimulation” (usually with 
back-and- forth eye movements or other bilateral 
 stimulation, e.g., tones and tapping, that are used 
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as a “dual-attention” task or distractor within the 
procedure. EMDR also has other unique elements, 
such as “installation” of “resources” or positive 
memories and thoughts, and titration and moving 
between the trauma memory and the resource. A 
detailed presentation of that theory is beyond the 
current scope, but multiple presentations of that 
theory are available in the literature. Although 
approached in its own particular manner, EMDR 
does involve having the patient encounter with 
trauma memories with the therapist, as does PE, 
and thus could be thought in that way to have an 
“imaginal exposure” component, in that trauma 
memories are specifi cally accessed in the therapy 
session. In CPT, the patient is engaged in trauma 
exposure by helping them to create a “trauma 
narrative.” This is accomplished by writing about 
the trauma in detail, and to focus on and refi ne 
the trauma narrative to build a story of how the 
trauma impacted the patient’s life. CPT has the 
patient read and revise their trauma narrative 
between session on a daily basis while attending 
to the ways in which it is impacts current experi-
ences. Emotion regulation is also utilized in order 
to enhance self-effi cacy around fear stimuli as an 
alternative to avoidant or “safety behaviors.” 

 All of the therapies provide some form of psy-
choeducational about PTSD, to normalize symp-
toms, and description of the rationale, to promote 
positive expectancies; common factors in psycho-
therapy. CPT is based on the processing of trau-
matic experiences by identifying rigid cognitive/
affective patterns that stem from trauma memories, 
and impact current thoughts and behaviors. These 
rigid or “stuck thoughts” create distorted themes 
about oneself and the world. CPT works at the cog-
nitive, affective and thematic level to enhance cog-
nitive fl exibility and adaptive functioning. 

 As can be seen, MBCT may in fact provide 
some therapeutic mechanisms already posited 
and in place in existing PTSD therapies. It is pos-
sible it could have novel mechanisms, or at least 
get at existing mechanisms through different 
techniques that may help with patient engage-
ment. We briefl y consider some of the previously 
proposed “mechanisms” of mindfulness-based 
interventions, and how they may play out in the 
particular case of PTSD therapy. 

     Relaxation   

 Whether or not relaxation training is properly 
considered meditation per se or not, relaxation 
techniques such as Progressive Muscular 
Relaxation (PMR) and autogenics have a long 
history for use in treatment of anxiety; a meta- 
analysis [ 79 ] of studies 1997–2007 (both RCT 
and uncontrolled) found a medium-high effects 
size (Cohen’s  d  = 0.57) for reduction of trait 
anxiety, but also did not fi nd differences in 
effects of various forms of relaxation or 
between relaxation and meditation. 
Interestingly, here are probably more RCT 
studies of relaxation training for the treatment 
of PTSD than any other “Mind-Body” treat-
ment; albeit in all of these, the relaxation arm is 
included as a nonspecifi c or “inert” control con-
dition, and not expected by the researchers to 
be effective. A recent meta-analysis [ 14 ] of 
RCTs of primary psychotherapies (e.g., PE, 
EMDR, CPT) for treatment of PTSD found pre-
post effect sizes of relaxation of 
 d  = 0.34 −  d  = 1.29 in four RCTs consistent with 
previous fi ndings [ 80 ], but in each case the pri-
mary therapies were superior to relaxation; 
however, “relaxation” attributed to doing mind-
fulness practices can be considered among the 
“common” factors (i.e., relatively nonspecifi c) 
in terms of psychosocial interventions for 
PTSD symptoms. Given that veterans report 
that they often fi nd the mindfulness exercises 
relaxing and even enjoyable, and feel some 
forms of immediate benefi t from relaxation, 
this can help with engagement and adherence.  

     Exposure   

 In mindfulness meditation, therapists encourage 
patients to keep their focus on the breath (or 
whatever the designated focus of the  practice is), 
but also to acknowledge and try to engage a 
“nonjudgmental” or accepting stance toward 
whatever thoughts, sensations, or  feelings arise 
during this practice. Even if the thought or feel-
ing that is occurring at that moment should be 
fear or horror, the patient is encouraged to 
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“engage” and “notice” the mental phenomenon, 
observe its features and acknowledge it as a men-
tal phenomenon rather than a threat. As the expo-
sure provided by mindfulness is to 
extemporaneously experienced thoughts and 
feelings, fi rst within the confi nes of the formal 
mindfulness meditation  sessi  on, and then 
throughout one’s day, rather than to a specifi c 
trauma narrative, it might be thought of as “in 
vivo” exposure to avoided experiences (and thus 
lead to lessening of experiential avoidance). 
Exposure to avoided internal states (e.g., nega-
tive self-cognitions, frightening physiological 
sensations, traumatic memories) has good face 
validity for mindfulness training, which aims 
toward nonjudgmental acceptance of sensations, 
thoughts, and emotions, and is also a central fea-
ture of CBT treatment for anxiety disorders (pho-
bias, panic) and PTSD. “Experiential avoidance” 
has been proposed by Hayes et al., and Roemer 
as playing a key role in the maintenance of PTSD 
and other psychopathologies as described in the 
two-stage model of anxiety related disorders.  

    Decentering, Re-perceiving, 
or Metacognition 

 Mindfulness-based interventions strive to 
entrain sustained  mindful attention   to, and 
acknowledgment of, even unpleasant emo-
tions or  memories   in a nonjudgmental man-
ner. As previously suggested [ 81 ], such 
techniques stand diametrically opposed to the 
psychological processes of avoidance, sup-
pression of painful emotions and memories, 
which are thought to contribute to symptom 
maintenance in PTSD [ 82 ]. Interestingly, in 
contrast to “refuting” or changing the con-
tent of negative cognitions which is typical 
of traditional cognitive-behavioral therapies, 
MBCT appears to alter one’s relationship to 
negative cognitions [ 54 ]. 

 Previous research has posited “de-centering” 
as a theoretical component in cognitive therapy 
[ 83 ,  84 ], as therapeutic mechanism of cognitive 
therapy for depression [ 85 ]. Mindfulness practice 
and MBCT central to the mechanism of action 

for decreasing depression [ 86 – 88 ]. Furthermore, 
having a defi cit in metacognitive capacity has 
also been posited as a risk and/ or maintenance 
factors for PTSD; metacognitive capacity is nec-
essary for perspective taking, which helps us to 
make sense and integrate our representation of 
self, others, in the context of the trauma. “Making 
sense” of the trauma and one’s reactions to it 
facilitates acceptance, integration, and eventually 
recovery from the trauma. Metacognition has 
been proposed to be a central aspect of resiliency 
by helping one to adaptively integrate the trauma 
into a larger context of their life experiences. 
There is interesting evidence that patients with 
chronic presentations of PTSD appear to have 
defi cits in metacognition processing [ 89 – 92 ] 
which may contribute to diffi cultly in gaining a 
perspective of the trauma and ultimately interfer-
ing with recovery. There is emerging evidence 
that therapies that specifi cally teach trauma 
patients to enhance metacognitive skills (e.g., 
metacognitive therapy) [ 93 ] demonstrates sub-
stantial reduction of PTSD symptoms.  

     Rumination   

 In addition to the dysfunctional cognitions them-
selves, there is thinking that trait rumination, or 
the tendency to “get stuck” in certain patterns of 
negative thoughts also contributes to the symp-
toms of PTSD, and there is considerable evidence 
that rumination is a maintenance factor for PTSD 
[ 94 ,  95 ]. Mindfulness practices is proposed to 
promote “decentering” which acts to reduce 
rumination [ 86 – 88 ] as therapeutic mechanism of 
cognitive therapy for depression [ 85 ]. There is 
evidence that MBCT leads to decreases in rumi-
nation, and that post-treatment levels of rumina-
tion predicted the risk of relapse [ 96 ].  

    Developing  Self-Compassion/
Kindness   Towards Oneself 

 Self-compassion and loving-kindness tech-
niques have face validity for several features of 
PTSD, including guilt, irritability, and numb-
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ing. Not surprisingly, self-compassion measures 
(such as the Neff Self-compassion scale) are 
signifi cantly lower in PTSD patients, and cor-
related with PTSD symptom severity [ 97 ,  98 ] 
and King and Favorite, unpublished data). 
Mindfulness interventions such as MBCT, even 
when not engaging in “overt” self-compassion 
or loving kindness meditations, are thought to 
engender a greater sense of acceptance and self-
kindness [ 44 ,  99 ], and this may be an important 
therapeutic mechanism for PTSD, which like 
depression is associated with considerable guilt, 
shame, and self-blame (refs.). Interestingly, 
recent work with overt loving-kindness and 
self-compassion meditations have found these 
to be also be acceptable to veterans with PTSD 
[ 100 ,  101 ] and our experiences have been 
similar.  

     Contextual Processing   

 There have been interesting theoretical sugges-
tions that addition to having problems with mis- 
identifi cation of specifi c cues and “cue 
generalization,” PTSD patients may fail to use 
safety signal [ 102 ], and/or may have defi cits in 
processing “context” and being able to utilize 
contextual information in making assessments of 
relative threat and danger [ 103 ]. We have 
recently provided evidence that PTSD patients 
appear to have defi cits in being able to identify 
safe vs dangerous “contexts” [ 104 ] in experi-
mental fear conditioning and extinction para-
digms, and that these defi cits appear to be linked 
to altered hippocampal functioning. An intrigu-
ing possibility is that mindfulness techniques 
utilized in MBCT, in particular “informal mind-
fulness” and the 3-min Breathing Space, may be 
useful by helping patients to “contextualize” 
themselves in time, space, social milieu, etc., 
and that the perceptual and cognitive openness 
and engagement encouraged in MBCT may help 
PTSD patients to be able to better disambiguate 
safe from threatening cues, as well as better 
identify “safety context.” We are actively pursu-
ing these questions.  

    How Can MBCT “Fit in” to Effective 
PTSD Treatment? 

 When considering how MBCT may be helpful for 
PTSD, it is also important to factor in how MBCT 
can be incorporated into the PTSD patient’s 
treatment vis-à-vis other interventions involving 
 trauma processing   and other forms of  exposure  . 
While we have discussed emerging evidence that 
treatments that do not contain explicit exposure 
to and processing of trauma material appear to 
nonetheless have effi cacy for PTSD, a relatively 
brief 8-week group intervention that does not 
directly address PTSD symptoms and does not 
have an individual component, may not be suf-
fi cient treatment for many people with PTSD. An 
MBCT group might be considered to serve as an 
adjunctive “preparation” for an exposure-based 
treatment (especially for patients who decline 
trauma-focused treatments), that may be helpful 
for patients by increasing their ability to toler-
ate experiencing strong emotions. MBCT groups 
might also be a concurrent adjunctive to cognitive 
or exposure-based individual therapies by increas-
ing engagement and developing cognitive skills, 
similar to the highly successful group-individual 
format of  dialectical behavior therapy (DBT)  . 
MBCT groups of patients with PTSD who are 
also undergoing concurrent trauma exposure ther-
apy could utilize separate trauma-focused thera-
pists to process their trauma, or trauma processing 
could be done in “pull-out” individual sessions 
with the MBCT therapist. Alternately, MBCT or 
related therapies that incorporate the “curricu-
lum” and techniques of MBCT could be crafted 
into a stand-alone intervention to modulate emo-
tional reactivity, and/or into an extended group 
intervention that incorporates specifi c compo-
nents effective in treating PTSD, such as “in vivo” 
exposure. The feasibility of combining MBCT 
with other cognitive- behavioral approaches, and 
interventions such as social skills training, IPT 
[ 105 ], and Cognitive Behavioral Analysis System 
of Psychotherapy (CBASP) that focus on devel-
oping and cultivating “perceived functionality” 
within interpersonal relationships [ 106 ], and area 
in which patients with PTSD often struggle, is 
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of great interest to us. The authors are develop-
ing several of these approaches through ongoing 
work with veterans at a Veterans Administration 
PTSD clinic.   

    Modifi cations of MBCT for PTSD 

 We made several adaptations to the 8-week 
 MBCT protocol   we used in our research proto-
col, and have continued to make changes to best 
suit the needs of PTSD patients. In our opinion, 
the overarching interests in adapting the MBCT 
protocol is to be sensitive to the specifi c needs 
and concerns of patients struggling with 
PTSD. These are in terms of group members’ 
sense of safety and comfort with the group, gear-
ing the specifi c exercises and discussion towards 
topics relevant to people struggling with PTSD 
symptoms (including discussion of PTSD symp-
toms), and doing group exercises they can have a 
reasonable amount of comfort doing. Therapists 
working with people struggling with PTSD also 
need to be able to appropriately manage actual 
safety concerns (e.g., increased distress, suicidal-
ity, and substance use) that could arise during the 
treatment. While these concerns are present for 
MBCT with any group, as patients with PTSD 
often have concerns of immediate safety addi-
tional care needs to be taken in this crucial area. 

 The “content” adaptations we made to the 
8-week MBCT protocol used with PTSD patients 
involved substituting psychoeducation about 
 depression   in Session 4 with psychoeducation 
geared toward PTSD and stress physiology. We 
shortened the length of the mindfulness medita-
tion in session and at home from 45 min to 
15–20 min, and increased attention to distress 
from trauma memories during in-session and at- 
 home exercises  . Throughout the group, we 
invited patient discussion of PTSD symptoms at 
specifi c times during the sessions, and in exer-
cises like the “Unpleasant Event Calendar.” We 
specifi cally invited patients to use a formal 
mindfulness exercise (the “3-Minute Breathing 
Space”) as well as informal mindfulness practice 
when experiencing distressing situations that 

activated PTSD symptoms during the week. This 
was used as way to bring themselves more fully 
into the situation rather than to avoid it, and 
encourage them to respond in a manner refl ect-
ing as much balance as they could. 

    Establish  Safety   

 Working to establish and communicate the phys-
ical safety of the space, and the emotional safety 
of what will go on in the group is an important 
early step, i.e., establishing a sense of literal and 
fi gurative “safety” in the room where the ses-
sions occur, and within the in-session and at 
home exercises. In particular for exercises when 
members engaged in activities not “standard” for 
many group therapies, such as lying down, doing 
stretching exercises, or sitting silently, we let 
members know that the door to the room would 
be locked after the group begins, and members 
arriving late were invited to knock softly. As in 
other group treatments for PTSD, we endeavor to 
enhance feelings of emotional safety by sharing 
specifi c group guidelines on confi dentiality, 
speaking in turn, etc. Many veterans were not 
interested in hearing other group members’ “war 
stories,” which they feared could elicit responses 
of distress, horror, and/or anger. Since the ver-
sion of MBCT we utilized specifi cally did not 
include trauma processing, we reminded mem-
bers that in this group we would not be discuss-
ing explicit memories of traumatic events, and 
invited them to keep the focus of group discus-
sion on the present. As is standard in MBCT, in- 
session discussion was led be facilitators and 
focused fi rst on the exercise just completed, then 
on members experiences doing the mindfulness 
exercises during the week. Only after these fun-
damental practices was there focus on other 
experiences of the week as these often include 
times when distress and PTSD symptoms arose 
for them. We asked members to share and dis-
cuss these experiences, but gently invited them to 
reframe these discussions into what was their 
sensory experience in their body, leading them to 
focus on what they noticed, etc., in the spirit of 
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mindfulness-based work. If members had partic-
ularly diffi cult memories, nightmares, or trauma 
anniversaries, they were invited again to share 
their reactions to these memories, but gently 
advised that it was not necessary to share the spe-
cifi c content and narrative of the memories with 
the group, that this was not the focus of this 
group, but if they wished they could discuss with 
a group facilitator after the group.  

    Use  Invitational Language 
and Egalitarian Stance   

 A common aspect of mindfulness-based work is 
the facilitator’s effort to use “invitational” lan-
guage when describing particular mindfulness 
exercises, and when asking members to engage 
in the exercise. We feel this is particularly impor-
tant when working with traumatized people. All 
exercises were technically “optional,” in that 
members were asked to use their gut and best 
judgment (or “intrinsic wisdom,” as beautifully 
put by Kimbrough et al. [ 107 ]) in whether they 
would accept our invitation to do a particular 
exercise. We felt that the egalitarian stance and 
appropriate self-disclosure by the group facilita-
tors is particularly useful with this population. 
Therapists engaged in all the exercises (includ-
ing discussion of the Unpleasant Event calendar, 
etc.) and sincerely shared their experiences with 
the mindfulness exercises in session and with 
their practice throughout the week. Therapists 
presented themselves as concerned people who 
had experience in mindfulness and in helping 
people struggling with symptoms of PTSD, 
rather than experts who were going to “fi x” 
them, or “teach them” about their PTSD symp-
toms. Therapist also present themselves as peo-
ple who experience real-life hassles and fears, 
etc. in their own lives, who work daily with for-
mal mindfulness practices, and who try to engage 
principles of mindfulness themselves when con-
fronted with real-life challenging experiences. 
Therapists also acknowledged differences in 
fi rst-hand knowledge and personal experiences 
between themselves and group members, and 
expressed their respect both for group member’s 

knowledge and experience, and their intrinsic 
wisdom that in many cases, probably helped 
them survive highly dangerous situations. It was 
our feeling that such a nonhierarchical, sincere, 
and egalitarian approach was greatly appreciated 
by many veteran group members, and helped 
with engagement and group cohesion. We also 
acknowledged that some of the exercises might 
even seem at times “a little odd” but asked mem-
bers to give us the benefi t of the doubt, and if 
they were “OK with this,” even if it did push the 
limits of their comfort a bit.  

    Consider Shorter Mindfulness 
Exercises 

 Initially we did 20 min of in-session exercises, 
and recommended group members practice 
20 min exercises at  hom  e 5 days a week, along 
with prepared audio materials of mindfulness of 
breath, body scans, and mindful movement tracks 
that had both 20 and 40 min versions. We also 
shortened the length of the mindfulness medita-
tion in session and at home from 45 min to 
15–20 min. We believe it is very important not to 
overwhelm the group members or ask them to 
strive for unrealistic goals that they would have 
trouble attaining. It should be noted that Carmody 
and Baer also fi nd in MBSR, while the amount of 
time spent on mindfulness exercises is related to 
increase in mindfulness measures, most people 
do not report 45 min daily of sitting meditation 
practice at home, but rather report the average as 
closer to 15–20 min a session at home [ 108 ].  

    Be Prepared for  Upsetting Reactions   
to Sitting Quietly 

 It is important for PTSD therapists engaged in 
MBCT to be prepared for upsetting reactions, 
intrusive trauma memories, and/or fl ashbacks 
that could occur in any therapy, including the sit-
ting mindfulness practice, and in particular, the 
lying body scan. It has been a common concern 
among PTSD therapists who have not done 
mindfulness work with their patients that para-
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doxical “relaxation-induced anxiety” or the less-
ening of the experiential avoidance that occurs 
with mindfulness practice may trigger such reac-
tions or fl ashbacks in group sessions or at home, 
and this will increase patient distress. This did 
not occur as often as we initially expected (in 
fact, only a small handful of times in the hun-
dreds of hours of mindfulness group sessions we 
have engaged in with veterans). In each case, 
these reactions were able to be processed in the 
group discussion using standard cognitive ther-
apy skills to address, normalize, and reframe 
these in a therapeutic manner, itself a form of de- 
catastophization. Recognition and normalization 
of the fact that it is possible that trauma memo-
ries or other forms of avoided cognitions or inter-
nal experiences may in fact arise during the 
mindfulness exercises can be a form of motiva-
tion and openness for “exposure.”  

    Use Particular Care with the  Body 
Scan   

 We did however, have two strong patient reac-
tions to the body scan in the fi rst two MBCT 
groups we ran. In both cases, the veterans com-
plied with the invitation to lie down and did not 
express any distress until the end of the session, 
and then shared that they had felt overwhelmed 
and distressed, and this contributed to their later 
dropping out of the group. Therefore, we have 
taken additional care to express that lying down 
(and closing their eyes) during the body scan is 
optional, and that members can also do this sit-
ting in session (we invited them to try this at 
home in a safe place lying down). We also gently 
checked in with group members during the scan, 
reminding them that if they were experiencing 
strong feelings or distress, to please use their 
own best judgment and open their eyes, move to 
a sitting posture, or whatever they felt was 
appropriate at that moment. It is interesting that 
many veterans expressed a great appreciation for 
the body scan, and in particular many would use 
the body scan (with or without the guided audio) 
when they were having diffi culty sleeping and 
lying awake in bed. They reported it was very 

helpful for “clearing their head” of intrusive 
worries and ruminations, and was helpful for 
getting to sleep. Although the body scan is 
intended as a mindfulness exercise (to “fall 
awake” in the words of Jon Kabatt-Zinn) we felt 
it was important to validate the experiences the 
veterans had, and to be pragmatic with any use 
of the exercises to be helpful in the veteran’s 
lives (with the exception as discussed below of 
using breathing or body awareness as an explicit 
avoidant strategy)  

    Consider Using the “R-Word” 
(“ Relaxation  ”) 

 As is common in mindfulness-based interven-
tions, we explained that mindfulness involved 
experiencing mental phenomenon, whether they 
are sensations, emotions, or cognitions, as they 
occur and as they are, always attending to the 
present moment, and adopting a nonjudgmental, 
open, even “curious” attitude. We discussed the 
difference between mindfulness and “relax-
ation,” and that the objective of mindfulness was 
not necessarily to attempt to produce a “peace-
ful” or “relaxed” state that is different than what 
might be encountered in the present moment, but 
rather to engage with whatever is occurring. We 
recognize, and the group members commented 
on, the fact that engaging in mindfulness some-
times results in a more relaxed and supple state of 
mind. We felt it was helpful to patients to 
acknowledge that relaxation could provide a 
respite from being continually “amped up” espe-
cially as PTSD is associated with hypervigilance 
and heightened sympathetic nervous system 
drive. We did encourage patients to acknowledge 
and benefi t from “relaxation” they gained from 
their mindfulness practice done on a regular/
daily basis, and if they liked, to approach the 
mindfulness work as also being “relaxation” and 
“time for themselves.” However, we also encour-
aged members not to use formal or informal 
mindfulness or breathing practice a way to 
 distract themselves from the feelings they may 
experience and toward something else, or as an 
avoidant technique when distress or trauma 
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memories occurred, but rather as an opportunity 
to take note of the nature of distressing images 
and feelings in as balanced a manner as one is 
capable of at the moment. We feel the “attitude” 
of the MBCT is overall quite consistent with that 
of exposure based therapies. Patients  ar  e consis-
tently invited and encouraged to move toward 
experiences rather than to distract or avoid dis-
tressing, upsetting thoughts and feeling. If 
patients can also experience a benefi t from relax-
ation that occurs during their practice, this is to 
be appreciated.  

    Psychoeducation About PTSD 
 Symptoms  , Stress Physiology, 
and Mindfulness Practice 

 There is somewhat of an ethos in the practical 
application of MBSR and MBCT to emphasize 
experience over narrative, “being” over “doing,” 
and the fi rst sessions of MBCT tend to focus 
on the actual experience of eating a raisin and 
encountering your body, as opposed to didactic 
presentations and psychoeducation. One of the 
appeals of mindfulness and its potential mecha-
nisms of action is getting people “out of their 
heads,” i.e., with discursive thought and didac-
tic forms of activity, and “into their bodies” 
(or lives etc.) with more experiential, “being” 
forms of activity. In the interest of establishing 
greater feelings of safety and a positive expec-
tancy that this therapy may be “OK for them,” 
we considered moving some basic psychoedu-
cation about PTSD symptoms, and common 
effects on patients and their families, as well 
as stress physiology to the fi rst sessions of the 
group. We recognize that, the level of psycho-
education and “symptom normalization” will 
vary with the amount of previous treatment the 
PTSD patients in the group have already com-
pleted. In the initial MBCT groups we included 
in our pilot research protocol, most of the 
group members had extensive previous trauma 
focused treatment. We  limited any modifi cation 
to adapt MBCT to PTSD treatment, and kept 
the “psychoeducation” in session 4, and simply 
replaced information about depression symp-

toms from the “Territory of Depression” with 
PTSD symptoms. In subsequent group work 
in our clinic, a substantial number of veterans 
had not engaged in much previous treatment, 
and we added sessions to work with PTSD 
psychoeducation before introducing the Raisin 
exercise and the rest of the MBCT protocol). 
Note that Polusny et al. [ 109 ] took  a   similar 
approach to introduce psychoeducation in the 
fi rst session.  

    Informal Mindfulness and the Three 
Minute Breathing Space with PTSD 
Symptoms 

 Both informal mindfulness and the 3-min 
Breathing Space are integral parts of the  MBCT 
protocol   for depression relapse prevention, and 
represent how patients can make use of and apply 
the skills they practice. They also cultivate infor-
mal exercises for changing and improving the way 
they respond to  upsetting symptoms   and engage in 
their lives; moving their mindfulness practice 
from “the cushion” and into “the real world” of the 
rest of their life. We focused on “translating” the 
experiences and attitudes the group members dur-
ing the formal  sitting mindfulness exercises   into 
other times in their lives, and inviting them to 
“play with” having a more open, curious stance 
about things in their lives (e.g., in the “Pleasant 
Experiences Calendar” identifying pleasant 
moments even in the context of the pain and stress 
of PTSD). In MBCT for depression relapse pre-
vention, the 3 min Breathing Space is trained fi rst 
at several planned times during the day, and then 
also brought to bear when distressing, self-critical, 
or depressogenic cognitions arise. In the PTSD 
adaptation, we follow the general scheme of 
beginning use of the 3-min exercise during prede-
termined “neutral” times in the day, and then to 
also use it when experiencing trauma memories or 
other distressing symptoms. If this is too diffi cult, 
members are invited to try to engage in the 3-min 
Breathing after the experience of symptoms has 
begun to somewhat subside. In the case of PTSD, 
this can mean that in time and with effort, to be 
able to bring your sense of mindful enquiry, meta-
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cognition, openness to experience, and nonjudg-
mental quality even to the experience of PTSD 
experiences like intrusive fearful or horrifi c mem-
ories, feelings of fear or danger in the environ-
ment, feelings of  shame and self-blame  . The 
practice of mindfulness also provides a concrete 
example and way to see that any mental phenom-
enon has a beginning, a middle, and an end, and 
that whatever the particular thought or feeling is, it 
(usually) does not last forever, even if it feels like 
it will last forever when one is experiencing it. 
This attitude lends itself to an informal, in vivo 
“experiential exposure,” and one’s intrusive symp-
toms experiences can try to be seen as a phenom-
ena. Group members are encouraged to use the 
3-min BS and/or “informal mindfulness” as a way 
to encounter these frequent but highly unpleasant 
and often frightening experiences in a way that 
tries to see them in the present moment, as well as 
considering the current  context . Patients are 
encouraged to use their awareness of sensation to 
orient themselves to their current context. In this 
way they can notice— Where am I now? What is 
the social context? What is actually happening this 
moment?  They are encouraged to try, even when 
painful, to be a little “curious” about these  intru-
sive memories and distress  , notice what they can 
of the experience, rather than immediately try to 
do anything they can to distract and get themselves 
out of it. We believe that it is also important to 
communicate the standard message of exposure 
therapy, which is that memories and the feelings 
they arouse can be distressing, although in and of 
themselves they are not necessarily dangerous. 
This is of course much easier for the therapist to 
say than for a person with PTSD to necessarily do, 
but this message bears gently sharing (and repeat-
ing) throughout the group.   

    Evidence for MBCT for PTSD 

 There have been several  meta-analyses   of effects 
of mindfulness-based interventions on symptoms 
and problems often accompanying PTSD, which 
have documented medium effect sizes for 
mindfulness- based interventions for symptoms 
such as depression, chronic pain, and anxiety [ 41 , 

 110 – 113 ]. There have also been are a large num-
ber of studies of MBSR in  life-threatening dis-
eases   such as terminal cancer, meta-analyses 
again show medium to large effects sizes for 
relieving anxiety and depression and general 
improvement of psychological health [ 114 ,  115 ]. 
While cancer is clearly associated with life- 
threat, only a few studies of cancer have included 
specifi c measures of PTSD; one RCT of mainly 
female cancer patients found MBSR was accept-
able to cancer patients and relatively high com-
pletion rate (>80 %), and was associated with a 
small to moderate (Cohen’s  d  = 0.41) decrease in 
PTSD avoidant symptoms [ 116 ]. A recent empir-
ical review of “mind-body” interventions [ 117 ], 
report several studies of effects of yoga,  yoga 
breathing   (pranayama), and mantra meditation, 
as well as well as interventions that include tech-
niques that share elements in common with 
mindfulness meditation to have effects to 
improve PTSD. Some of the earliest reports of 
“mind-body” group interventions with trauma-
tized persons were with “Mind-Body Skills 
Groups,” developed by James Gordon, which 
includes multiple components (biofeedback, 
drawings, autogenic training, guided imagery, 
breathing techniques, etc.) as well as a form of 
 mindfulness meditation  . A study of this interven-
tion with adolescent survivors of war-related 
trauma in Kosovo was associated with decreased 
PTSD symptoms [ 118 ,  119 ] and in subsequent 
groups with traumatized adolescents in Gaza was 
also reported to be helpful. 

    Studies of MBCT and MBSR 
with Civilian Trauma and PTSD 

 Although as yet there have been only a handful of 
controlled studies, there is accumulating evi-
dence that interventions that include explicit 
mindfulness meditation (MBSR and MBCT) 
appear to be acceptable to persons with trauma 
exposure and PTSD, and also lead to clinically 
meaningful improvement in PTSD symptoms. 
There is also a recent empirical review of 
mindfulness- based approaches for PTSD [ 120 ] 
but to our knowledge no meta-analyses have 
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been completed as of yet. However, to date, only 
a few studies have included an active interven-
tion comparison control group, and more studies 
have been done with using MBSR than 
MBCT. Several pilot studies have examined 
MBSR groups with persons (mainly women) 
with civilian trauma, some of whom had 
PTSD. The fi rst report we are aware of with 
MBSR adapted for traumatized persons was with 
adult survivors of childhood  sexual abuse   [ 107 ], 
and was a well-conducted, uncontrolled pilot 
study with a pre-post design, and a 4 month fol-
low- up. Since this was a pilot study with an 
unproven intervention for a high risk group, all of 
the participants were required to be enrolled in 
concurrent individual psychotherapy. A total of 
27 people (24 women) were enrolled in three 
groups of MBSR (ranging in size from 7 to 11 
group members); 15 of the 27 members met cur-
rent criteria for PTSD (based upon self-report 
PCL-C) at intake. The standard MBSR format (8 
weekly 2.5–3 h sessions, and one 5-h “retreat”) 
was followed, but the authors reported some 
modifi cations to the way the group was taught 
(rather than the specifi c content of the MBSR 
sessions) that were infl uenced by MBCT and 
positive psychology: sensitive attention to lan-
guage used to direct group activities, encourag-
ing members to “titrate” their mindfulness 
experiences with present-moment experiences 
(e.g., emotional distress), and efforts to build on 
strengths, express gratitude, encouraging con-
nections among group members and cultivation 
of  self-compassion  . The groups appeared to be 
well tolerated (85 % completion rate), and were 
associated with statistically signifi cant reduc-
tions in symptoms of PTSD (PCL-C) and depres-
sion (BDI), and increases in mindfulness 
(MAAS)—the effects sizes were large for all of 
these effects (Cohen’s  d  > 1.0). A subsequent 
study reported on a two and a half year follow-up 
with these participants, and found that the major-
ity of the clinical gains were retained, and the 
participants rated their experiences with MBSR 
favorably [ 122 ], indicating signifi cant long-term 
improvements in depression, PTSD, anxiety 
symptoms, and mindfulness scores (effect sizes 
(Cohen’s  d ) ranged from 0.5 to 1.0). 

 Another uncontrolled pilot study conducted 
at about the same time [ 122 ] used MBSR 
groups for women with physical and psycho-
logical interpersonal abuse, and also found 
large decreases in total PTSD symptoms (also 
measured by self-report PCL-C) including 
improvements in all three symptoms clusters. 
Again the effect size was large (total PTSD 
symptoms  d  = 1.54, with effect sizes for clus-
ters ranging from 0.77 to 1.28). Although this 
study was unpublished (a doctoral dissertation) 
the methods and measures appear of good 
quality. Another smaller uncontrolled pilot 
study of MBSR ( N  = 10) with persons with 
mixed forms of trauma exposure [ 123 ]. In this 
study of ten people, nine were female, six met 
current PTSD diagnosis, and seven had a his-
tory of childhood maltreatment. They also 
found large effect sizes for reduction in PTSD 
symptoms (as measured by PCL), depression 
(BDI), and self-blame/shame based cognitions, 
but also reported that two participants had a 
transient increase in PTSD symptoms. A recent 
small pilot study of a “mindfulness-based  exer-
cise  ” (“MBX”) intervention in nurses was a 
randomized controlled trial (RCT) of MBX 
( N  = 11) compared to a waitlist control ( N  = 11). 
This study also reported high completion rate 
(96 %) and large pre-post effect sizes in 
improvement in PTSD symptoms, which were 
also signifi cant compared to the waitlist con-
trol group (between group  d  = 1.42) [ 124 ]. 
Another interesting pilot study utilized a 
telephone- delivered mindfulness intervention 
with  N  = 11 survivors of  critical illnesses   
recruited in the intensive care unit (ICU) and 
provided as post-discharge follow-up [ 125 ]. 
The 6-week telephone intervention was devel-
oped by the authors based upon focus groups 
with ICU survivors and literature review, and 
included several common elements with 
MBSR/MBCT (breath mindfulness, body scan, 
mindful eating and movement) and loving-
kindness meditation. Although the improve-
ment in PTSD symptoms (self report PTSS) 
was not signifi cant, the majority of patients 
showed a decrease in symptoms.  
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    Studies of MBCT, MBSR, and Related 
Interventions with Military Veterans 
with Combat-Related PTSD Delivered 
by VA Mental Health Workers 

 We are aware of a number of major Veterans 
Administration (VA) health systems across the 
country that have been offering mindfulness- 
based approaches, including MBCT and MBSR, 
for a number of  physical and mental health condi-
tions  , including combat PTSD. Some of these 
clinics have been using these modalities clinically 
for several years, as well as performing clinical 
trials and other research. The results of a small 
number of these studies have now been published, 
but it is also important to note that it appears there 
are many VA clinical centers using MBCT and/or 
MBSR with unpublished fi ndings at the time of 
this book. One of the earliest studies published 
with a mindfulness-based intervention delivered 
to veterans with combat-related PTSD was with a 
telephone-delivered adaptation of MBSR at the 
Boston VA by Barbara Niles and colleagues, that 
included two 45 min face-to-face sessions and six 
20-min weekly telephone session [ 126 ]. Of the 
PTSD patients in this study, 64 % served in 
Vietnam, 30 % in OEF or OIF, and 6 % in other 
deployments. Patients were allowed to have con-
current psychiatric and  psychotherapy care   at the 
VA or elsewhere. Thirty- three male combat veter-
ans were randomly assigned to the tele-MBSR or 
to a comparison telehealth psychoeducation treat-
ment. Veterans in the MBSR-telemedicine adap-
tation reported high levels of satisfaction and high 
levels of engagement and at-home mindfulness 
practice. They also showed a signifi cant decrease 
in PTSD symptoms and score on the Clinician 
Administered PTSD Scale (CAPS), considered 
the “gold-standard” PTSD assessment, with pre- 
post mindfulness Cohen’s  d  = 0.70, and a between-
groups  d  = 1.25 at the “post” assessment. However, 
the improvement in PTSD symptoms was not sus-
tained at the 6-week post intervention follow-up. 
The authors concluded that while the brief MBSR 
telemedicine treatment was feasible and showed 
good patient engagement, it may not be of ade-
quate intensity to sustain effects on PTSD symp-
toms in combat veterans. 

 David Kearney, Tracy Simpson, and colleagues 
at the VA Puget Sound Health Care System near 
Seattle have for several years offered MBSR 
classes for to veterans suffering from a range of 
 mental health and somatic problems  , including 
veterans with combat PTSD. They have recently 
published well-conducted pilot studies measuring 
PTSD symptoms with a “standard” MBSR group 
intervention (eight weekly 2–3 h sessions and a 
daylong “retreat,” with 20–25 group members), 
both single group and an RCT comparing added 
MBSR to  treatment as usual (TAU)   [ 127 ,  128 ], as 
well as pilot studies of a loving-kindness medita-
tion group intervention they have developed for 
PTSD [ 100 ,  129 ]. In an initial naturalistic longi-
tudinal study of MBSR [ 127 ], they followed 92 
veterans (70 male and 22 female) who participated 
in a hospital-wide “standard” MBSR class for 6 
months and measured PTSD (PCL-C) and depres-
sion symptoms (PHQ-9), as well as mindfulness 
(FFMQ) and other self-report. Group members 
were referred by a VA provider for any somatic or 
mental health issue, or self-referred; no psychiat-
ric assessments were conducted in the study, but 
32 had PTSD and 54 had depression codes listed 
at some point in their electronic medical record. 
At the 6-month follow-up they found signifi cant 
improvements in PTSD symptoms ( d  = 0.64), 
depression ( d  = 0.70), and other self-report mea-
sures. Furthermore, about half of the veterans 
had clinically signifi cant improvements in PTSD 
symptoms. In a subsequent RCT of “standard” 
MBSR [ 128 ], combat veterans with PTSD were 
randomized to one of two conditions: either tak-
ing a “standard” MBSR class at the VA (including 
eight weekly sessions and a daylong “retreat”), 
or continuing “treatment as usual” (TAU). PTSD 
patients in each condition did not differ in psychi-
atric medications or concurrent psychotherapy dur-
ing the study. Each MBSR group was conducted 
at the VA and contained about 20–30 male and 
female veterans, about 5–10 of whom were PTSD 
patients participating in the study, and the rest 
were veterans without PTSD who were referred 
to MBSR for various clinical indications. MBSR 
was associated with a signifi cant, moderate within 
group (pre-post) effect in improvement in self-
report measures of PTSD (PCL-C,  d  = 0.63) and 
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depression ( d  = 0.65); however, the improvement 
in PTSD symptoms was only about seven points 
on PCL- C, and between-groups effects were not 
statistically different than TAU. Nonetheless, this 
was a highly important study demonstrating the 
feasibility and acceptability of standard MBSR 
(with groups of 20–25 members) with patients 
with history of PTSD, and improvement in PTSD 
symptoms. There fi ndings provide evidence that 
“standard” MBSR classes with 20–25 patients that 
are not focused on PTSD may be an acceptable 
and useful adjunctive treatment for PTSD patients. 

 An uncontrolled pilot group of MBSR with 
eight combat veterans (seven male Vietnam vet-
erans and one female OIF veteran) recruited from 
the Veterans Administration Hospital in Madison, 
Wisconsin [ 130 ] also reported improvement in 
PTSD immediately following the group and at a 
4 week post-intervention follow-up as measured 
by CAPS (average 9-point drop at post, and 
15-point drop at follow-up). All the group mem-
bers completed the group, and half of the group 
(4 of 8) had a “clinically meaningful” improve-
ment in PTSD symptoms (previously defi ned as a 
10 point or greater drop in CAPS [ 131 ]). The 
decreases in CAPS scores ranged from 0 to 32 
points. This pilot also measured heart rate vari-
ability using 24 h Holter at home measurement, 
and reported that parasympathetic tone increased 
in all fi ve of the veterans they measured. Although 
small and uncontrolled, this pilot used the “gold-
standard” CAPS assessment, and suggested that 
small mindfulness groups are acceptable to PTSD 
patients, and may be associated with larger 
effects than larger groups. 

 In studies we have conducted at the VA Ann 
Arbor Health System, we investigated specifi -
cally adapting of MBCT for PTSD, and running 
small groups (5–8 members) of PTSD patients 
[ 132 ]. As described in the section above, we tar-
geted didactic content and discussion to PTSD 
 symptoms   as well as mindfulness, and encour-
aged patients to use their  mindfulness skills   to 
encounter their patterns of responses to their 
PTSD symptoms. In our pilot study, we exam-
ined the effects of MBCT for PTSD with 37 
combat veterans with chronic PTSD; the major-
ity ( N  = 29 or 78 %) were Vietnam  veterans, and 

also some older (Korean war) and younger 
(Desert Storm) veterans. We compared 20 vet-
erans with chronic PTSD who participated in a 
MBCT for PTSD group (four groups with 4–6 
members each), with 17 veterans with chronic 
PTSD who engaged in other brief (6–8 weeks) 
active psychotherapy groups offered in our 
clinic during the same time period (psychoedu-
cation (two groups with 5-6 members each) or 
imagery rehearsal therapy (IRT) for PTSD 
nightmare reduction (one group of 5 veterans)). 
The patients were all male, mean age was about 
60 years old, and the time from trauma 
(~35 years), the portion with service connection 
for disability (~60 %), alcohol dependence in 
sustained remission (~60 %), currently taking 
psychiatric medications (~65 %) and number of 
years in previous psychiatric treatment 
(~4 years) were not different between the 
groups. The veterans with chronic PTSD who 
completed the MBCT group showed a clinically 
meaningful improvement in PTSD symptoms 
and a 16 point drop in CAPS (effect size Hedge’s 
g (corrected for small sample size) was 
 g  = 0.67 in completer and  g  = 0.55 intent to treat 
[ITT] analyses) from pre- to post-treatment. In 
contrast, the veterans in the TAU groups did not 
show any improvement in PTSD symptoms. 
The between group analyses showed signifi -
cantly better response in the MBCT group; 
RM-ANOVA group x time interaction was sig-
nifi cant ( p  = 0.001), and the between group 
effects sizes comparing MBCT to the other brief 
groups were 1.0 in completer and 0.77 in ITT 
analyses, both signifi cant. Furthermore, 73 % of 
patients in MBCT showed clinically meaningful 
improvement, compared to 33 % in TAU groups. 
These results suggested that the MBCT group 
therapy targeted for combat-related PTSD is 
acceptable and a potentially effective novel 
therapeutic approach for PTSD symptoms and 
trauma- related negative cognitions. The major-
ity of veterans enrolled in the mindfulness group 
showed good engagement in the “in session” 
exercises, and were also compliant with daily 
 mindfulness practice  , in fact several reported an 
unexpectedly high level of engagement and 
compliance with home  mindfulness practice. 
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There was a 25 % dropout rate of veterans dis-
continuing MBCT (all within the fi rst 3 weeks), 
a dropout rate that was not different from the 
TAU groups and appears t with typical dropout 
rates in outpatient treatment studies of 
PTSD. However, it is important to note that two 
patients who dropped reported increased anxi-
ety during the mindfulness exercises as a factor 
contributing to dropping the group. This sug-
gests that great attention should be paid to 
“body-focused” exercises such as the body scan, 
as we discuss below. 

 We felt these fi ndings are particularly note-
worthy in light of the short duration of MBCT, 
and the chronicity of PTSD symptoms reported 
by our veterans (15–50 years). Interestingly, the 
mindfulness group appeared to reduce mainly the 
avoidant cluster symptoms, on CAPS, suggesting 
potential specifi city of action here, which is con-
sistent with the emphasis on reduced avoidance 
of unwanted emotions and experiences in mind-
fulness training. Given that one might expect 
avoidance symptoms to change fi rst, a longer 
intervention or follow-up assessments may show 
greater impact on intrusive and hyperarousal 
symptoms, although such speculation requires 
further study. Additionally, consonant with an 
emphasis on  mindful attention   to positive experi-
ences and nonjudgmental acceptance, the inter-
vention led to a signifi cant decrease in cognitions 
of  self-blame   and a trend toward decreased per-
ception of the world as a dangerous place. We 
noted that future RCT studies with larger samples 
will be needed to determine whether mindfulness- 
based interventions also signifi cantly reduce 
PTSD symptoms beyond the avoidance cluster. 
Additionally, the lack of follow-up assessment in 
this study limited our ability to determine addi-
tional symptom changes subsequent to treatment. 
Given the long-term protection from depression 
relapse afforded by MBCT, future studies of this 
type of intervention should assess PTSD out-
comes at later follow-ups. 

 The largest study of MBCT or MBSR for 
PTSD to date in any patient population was 
done with military veterans at VA Minneapolis, 
an RCT of  N  = 116 veterans [ 109 ] randomized 
to either MBSR or a 9-week group version of 

PCT (PCGT). The MBSR groups were offered 
to veterans of any era, and the overall sample 
was primarily Vietnam veterans (74 %), along 
with 15 % Gulf War (Desert Storm) veterans, 
and 10 % who served in the recent confl icts in 
Afghanistan (known as Operation Enduring 
Freedom, OEF) and/or Iraq (known as 
Operation Iraqi Freedom, OIF). The study was 
well-randomized on most demographics, and 
veterans assigned to MBSR or PCGT did not 
differ in age, deployment, comorbid depres-
sion,  psychiatric medications  , forms of trauma, 
etc. The groups appeared to have a nonsignifi -
cant difference in PTSD severity at intake 
(mean CAPS score was 69.9 (15.5) in the 
MBSR vs 62.5 (16.9) in the PCGT sample). 
The MBSR intervention was adapted for PTSD; 
the fi rst session included psychoeducation 
about PTSD and an orientation to the group, 
followed by seven more 2.5–3 h classes in 
which the usual MBSR protocol of body scan, 
raisin exercise, and sitting meditation were per-
formed. The average group size was 6.4 veter-
ans, ranging from 4 to 11 group members. Thus, 
the size of the groups were similar to that of 
MBCT, rather than the large group sizes (up to 
25 members) frequently utilized in “ stress-
reduction  ” focused MBSR. Furthermore, the 
groups were composed of all combat PTSD 
patients, contained PTSD psychoeducation, 
and thus appeared to be focused to PTSD, simi-
lar to previously reported MBCT adaptations 
for depression, GAD, and PTSD. The study 
found that both MBSR and PCGT led to 
improvements in PTSD, as measured by PCL-C 
(which the authors considered the primary out-
come) and CAPS (considered a secondary out-
come), but found signifi cant group × time 
interactions in reductions in PCL-C scores at 
post-treatment and 2 month follow-up, and in 
CAPS scores at 2 month follow-up but not at 
post-treatment, MBSR reduced CAPS scores 
from ~70 at intake, to ~56 at post, to ~50 at 2 
month follow-up, compared to PCGT CAPS 
scores of ~63 intake, ~52 at post and ~51 at 2 
month follow-up. This ~20 point improvement 
in CAPS score by MBSR is considered 
 clinically signifi cant, and appear to represent a 
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similar or somewhat greater improvement in 
PTSD than found in the previous studies of 
MBCT and small group MBSR for combat 
PTSD [ 130 ,  132 ]. This study also found signifi -
cant difference in increased mindfulness skills 
(FFMQ) and  quality of life   (WHOQOL) at the 
2 month follow-up, but the improvements in 
depression (PHQ-9) were not different. They 
also did not fi nd a difference in the number of 
patients obtaining a pre- to post- treatment clini-
cally signifi cant improvement in PCL-C, 
CAPS, or depression (PHQ-9), but did fi nd a 
signifi cantly greater portion of patients in 
MBSR (49 %) vs PCGT (28 %) showed a clini-
cally signifi cant response to treatment at the 2 
month follow-up. However, this paper did not 
report the number/proportion of PTSD patients 
achieving remission of PTSD (i.e., no longer 
meeting diagnostic criteria for PTSD) at the 
post- treatment of 2 month follow-up. 

 Taken together, these early results with large 
group MBSR with mixed diagnosis members that 
is not focused on PTSD appears to be acceptable 
to veterans with PTSD, and may be associated 
with benefi ts to some, but the overall effect was 
not signifi cant. Early results with MBCT adapted 
for PTSD, and with smaller group (4–11 patients) 
MBSR with all PTSD patients and focused on 
PTSD appear to have statistically signifi cant 
improvement in PTSD symptoms (on average, 
15–20 point reduction in CAPS), and approxi-
mately 50–70 % of PTSD patients had clinically 
meaningful improvement. However, while clini-
cally signifi cant, these reductions in CAPS from 
mindfulness group interventions do not appear to 
be as large as those for trauma-focused individ-
ual interventions (often averaging 30 point to 
even 50 point reductions in CAPS) or for recent 
reports of non-trauma focused effective interven-
tions, e.g., IPT. 

 As we have discussed, it is possible that 
8-week group MBCT by itself, even if focused 
on PTSD, while it may be very helpful and 
importantly, actively liked and engaged in by 
veterans with PTSD, simply may not be a suffi -
cient therapeutic dose for most combat veterans 
with PTSD. As discussed, using MBCT as a 
preparation for more rigorous trauma-focused 

therapies that clearly have large effect sizes but 
are declined by many, or as an adjunctive treat-
ment for individual therapy may be an effective 
way that the benefi ts of MBCT may be utilized. 
It may also be possible to fi nd ways to “com-
bine” MBCT (or parts of the curriculum of 
MBCT) with other effective PTSD therapies, 
whether they are trauma-exposure focused, 
in vivo exposure focused, cognitive-behavioral 
emotion regulation skills focused, or personal 
relationship focused. We have been actively 
working with two of these possibilities. We 
developed a novel multi-modal group interven-
tion for returning OEF/OIF veterans with PTSD 
which combines MBCT with PTSD psychoedu-
cation and personal relationship skills, relax-
ation and chi-kung, self-compassion exercises, 
loving kindness, and “in vivo exposure” (i.e., 
exposure to avoided situations or activities), but 
no  trauma exposure  . We conducted an RCT of 
this 16-week intervention (which we call 
“Mindfulness-based Exposure Therapy”) with 
OEF/OIF veterans who had declined trauma-
focused treatment (PE). The mindfulness inter-
vention appeared acceptable to OEF/OIF 
veteran with PTSD; veterans appeared highly 
engaged and reported they liked the mindful-
ness and loving-kindness exercises and also 
showed greater retention in the MBET than an 
active control group therapy. We have also been 
testing using mindfulness in a novel treatment 
package for complex and often treatment- 
refractory cases of combat PTSD with co-mor-
bid persistent depressive disorder, which 
includes CBT for insomnia, CBASP, and trauma 
processing. Some of these complex patients do 
not respond, and most show residual PTSD 
symptoms. A group intervention based on 
MBCT was conducted as a relapse prevention 
component for veterans who had completed the 
treatment. The mindfulness group has shown 
some improvement in both nonresponders and 
in those with residual symptoms. Thus, we are 
encouraged and are engaging in further study of 
mindfulness and self-compassion interventions 
as a treatment extender for more complex poly-
symptomatic presentations, and as a relapse pre-
vention method.   
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    Practical Considerations of MBCT 
for PTSD, Including Patient 
Selection, Home Practice, Group 
Size, Format, Facilitator Training 

 PTSD can be associated with severe emotional and 
 psychological symptoms  , including severe distress 
and fear, anxiety, and anger. It can be also associ-
ated with substance abuse, depression, and suicid-
ality, which lead to both considerable safety 
concerns, as well as challenges for conducting a 
group intervention. While we were interested in 
making the mindfulness groups available to as 
many veterans with PTSD as possible, and while 
mindfulness-based approaches have shown some 
acceptability in patients with psychotic disorders, 
suicidality, and substance- use disorders, in our 
studies exclusion criteria were current psychotic 
disorder, current suicidality, current expression of 
borderline or antisocial personality traits that would 
interfere with a group intervention, and current 
substance dependence or abuse that is not in treat-
ment and/or that would cause a safety concern. We 
used these as exclusion because they would either 
have the potential to interfere with the group 
modality, could potentially be exacerbated by the 
interventions, and/or would require greater safety 
monitoring that could better be provided in an indi-
vidual modality. We note that similar exclusion cri-
teria were used by Kearney et al. [ 127 ]. 

 We feel the group sizes common in MBCT 
(5–8 members) with two co-therapists is important 
for the group cohesion, feelings of safety, and for 
the ability to share and discuss PTSD symptoms, 
which patients often fi nd diffi cult to talk about and 
often are accompanied with guilt, shame, and 
other strong emotions. We also feel having groups 
of all PTSD patients, and having the content and 
discussion of the discussion focusing on PTSD 
symptoms is very helpful for effectively working 
with PTSD symptoms, Although we have dis-
cussed evidence that larger (ca. 20–25 member) 
“standard” MBSR groups not focused on PTSD, 
with veterans with “mixed” diagnostic status are 
both acceptable to patients with PTSD and poten-
tially lead to clinically meaningful improvements 
in PTSD and depression symptoms [ 127 – 129 ], we 
note that larger improvements in PTSD symptoms 

have been reported with smaller group sizes using 
MBCT [ 132 ] and MBSR [ 109 ] specifi cally 
adapted for combat PTSD. 

 Another practical consideration regards the 
clinical training required for treating patients 
with PTSD, who often have specifi c needs, chal-
lenges, and safety concerns, and for whom hav-
ing specifi c expertise and experience in PTSD 
treatment is important. Of course, in addition to 
this, while MBCT and MBSR techniques are 
becoming widely disseminated, they also require 
fairly specialized training and other considerable 
commitments beyond the initial training, includ-
ing the commitment of a personal mindfulness 
practice and attendance in annual weeklong silent 
meditation retreats, etc. These are qualifi cations 
not usually required of VA psychologists, and 
may not be practical to expect. In our work, we 
took the approach to use two co-therapists in 
each group, a common practice in VA group ther-
apies, at least one of whom had specifi c training 
and expertise in MBCT, and at least one of whom 
was a VA PTSD-trained psychologist. This model 
has the potential to take advantage of community 
resources of highly trained MBCT therapists, 
who could be “cross-trained” in working with 
PTSD patients in coordination with a VA PTSD 
therapist, and allow PTSD therapists who do not 
yet have training in mindfulness- based modali-
ties to deepen their experience in preparation for 
more formal training in MBCT.  

    Summary/Conclusions 

 Several initial studies now report that mindfulness- 
based approaches including MBSR and MBCT 
are acceptable for trauma-exposed people and 
people suffering from PTSD, including military 
veteran with combat-related PTSD. Standard 
8-week MBSR, with relatively large groups of 
20–25 veterans, and not  specifi cally focused on 
PTSD symptoms appear to be acceptable to PTSD 
patients and may be helpful for some veterans, but 
to date have not shown a clinically signifi cant 
effect size. This suggests that standard MBSR 
may be a highly useful and convenient adjunctive 
or alternative treatment for combat veterans to 
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improve emotional reactivity, especially those 
who are not appropriate for or refuse more inten-
sive, trauma-focused treatments. While it is rec-
ommended that PTSD patients remain under 
psychiatric care of a PTSD clinic while taking the 
group, the MBSR teacher may not need to have 
specifi c competency in PTSD therapy. 

 Similarly, three recent studies of brief 8-week 
MBCT, and small group MBSR focused specifi -
cally on combat PTSD intervention appeared 
acceptable to veterans in a VA PTSD clinic, who 
demonstrated high levels of engagement, and 
were associated with a statistically signifi cant 
improvement in PTSD symptoms. Here the aver-
age improvement in PTSD symptoms was in the 
clinically meaningful range (15–20 point reduc-
tion in CAPS), with 50–70 % of PTSD patient in 
the studies reported to date having clinically 
meaning improvement. However, one of the 
studies was an uncontrolled pilot. Thus, while the 
recent large RCT of small-group PTSD-focused 
MBSR has shown encouraging results, as yet 
more evidence is needed. 

 Furthermore, while the improvements in PTSD 
are “clinically meaningful” the actual reduction in 
PTSD symptoms from the mindfulness groups 
appears considerably smaller than that shown in 
individual trauma-focused therapy, and the por-
tion of PTSD patients who lose their diagnosis 
following treatment has not been reported. The 
8-week MBCT adapted for PTSD, while clearly 
liked and engaged in by veterans PTSD, may not 
be a suffi cient therapeutic dose for severe combat 
PTSD, and thus at present appears MBCT is best 
thought of as a adjunctive therapy and/or a treat-
ment extender, that may be able to be combined 
with effective trauma- focused on non-trauma 
focused interventions to improve emotional regu-
lation and distress tolerance in this population, 
and thus improve treatment outcomes.     
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         Clinical Case Study 

   Martin was a 66-year-old teacher. Since he was 31, 
he experienced fi ve episodes of Major Depression. 
Between episodes, he largely reached a state of 
normal functioning. The last episode began 6 years 
ago. It was the most severe episode he has ever 
experienced and it resulted in a 5-month inpatient 
treatment. During his inpatient stay, he attempted 
suicide after he completely lost hope of recovering 
from depression. He tried to cut his wrists. 
However, the lesion was not severe enough to 
result in bleeding to death. 

 During his depressive episodes, he excessively 
ruminates about being not acceptable to other peo-
ple because of being a queer card, being too silent 
and interacting in an inappropriate way. He met the 
criteria for  social anxiety disorder   and this disorder 
persisted between depressive episodes. After 
Martin had left the clinic, he was still depressed 
and had not reached normal functioning. He con-
tacted the outpatient clinic because he wanted to 
work on his social anxiety and on the persistent 
depressive symptoms. The individual therapy 

focused on these issues: social anxiety was treated 
with the cognitive approach of Clark and Wells [ 1 ] 
and depression with behavior activation and cogni-
tive restructuring. Martin’s condition improved 
signifi cantly during the individual therapy and the 
social anxiety disorder and major depression com-
pletely remitted within 4 months. However, he was 
still concerned about the possible recurrence of his 
major depression and was particularly worried of 
getting into a suicidal crisis again. Thus, he joined 
a mindfulness-based cognitive therapy (MBCT) 
course to learn skills to prevent relapse into depres-
sion and to deal with possible suicidal ideations. 

 Martin was very impressed by the principle of 
mindfulness at the beginning of the course. He 
regularly practiced the body scan in the fi rst 2 
weeks of the program. In the fi rst week, he felt that 
he could get in contact with his body, an experi-
ence that was new and refreshing for him. 
However, within the second week during the body 
scan, thought patterns came up that circled around 
the question “Am I doing it right?” When he real-
ized that he drifted with his attention, the thought 
“I am a failure. I should try harder to stay in con-
tact with my body.” came up. During inquiry, he 
realized the harshness of this inner voice and that 
this harshness was very familiar to him and was 
often the starting point of a depressive spiraling 
down. Moreover, he realized that this quality of 
 harshness   was one of the core features of his sui-
cidal ideation. So he was invited to be aware of this 
way of relating to himself and to try to bring a 
more gentle and self-caring tone into situations, in 
which he becomes aware of drifting. 

 In the third session, he reported that he realized 
how often this  self-critical and demanding voice   
came up during the week and how much this voice 
drove his daily activities. Especially, this resulted 
in starting too many activities during the day and 
being much oppressed when he did not manage to 
handle his plans for the day. In session 4 he decided 
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to take a breathing space every time he started a 
new activity and to use this “psychological space” 
to decide if he is really prepared and willing to act 
or if he just feels compelled to act because of the 
self-critical and demanding inner voice. 

 During the next weeks, he reported that he 
gradually learned to relate differently with more 
self- compassion to slips during formal mindful-
ness practice and to everyday “shortcomings.” 
Moreover, he gradually managed to act with more 
mindfulness in everyday life and to calm the self- 
critical voice. He said that it was very important to 
him to learn to start action with greater awareness 
and to step out of a kind of “driven mode” into a 
more deliberate and mindful mode of action. 

 Another important experience was the develop-
ment of an action plan that can be used in the face 
of lowered mood. He realized that there were a 
huge number of small decisions between a fi rst 
sign of low mood and a full-blown episode of 
major depression including strong suicidal 
ideation. 

 After the end of the 8-week program, Martin 
practiced the body-scan or sitting meditation on a 
daily base and used informal mindfulness practice 
regularly. He stayed well for 5 years up to now and 
said that the MBCT course was very important to 
him because it deeply changed and enriched his 
perspective on life and on himself. 

       The Problem of Suicidal Ideation 
and Behavior 

 Worldwide about one million people die by sui-
cide each year, making it the 15th leading cause of 
death. It is estimated that for each adult who dies 
of suicide, there are likely to be more than 20 oth-
ers with one or more suicide attempts [ 2 ]. 
Furthermore, adults are reported to have a life-
time prevalence of up to 33 % experiencing sui-
cide ideation [ 3 ]. For many individuals suicide 
behavior and suicide ideation is episodic: As such, 
Gibb et al. [ 4 ] found a reattempt rate of 28 % 
within 10 years after an initial suicide attempt. 
Suicide ideation and behavior occurs most fre-
quently in the context of a  mental disorder   [ 5 ], 
most prominently affective disorders: In a 40–44-
year prospective follow-up study of 406 formerly 
hospitalized major mood disorder patients, Angst 
et al. [ 6 ] found that 14.5 % of the unipolar 
depressed patients completed suicide. Although 
suicide rates in depressed patients signifi cantly 

differ depending on treatment status (inpatient vs. 
outpatient), symptom severity and gender [ 7 ,  8 ], it 
is well established that about 40 % of individuals 
who died by suicide experienced depressive ill-
ness before their death [ 5 ]. Furthermore, 8.7 % of 
people suffering from Major Depressive Disorder 
(MDD) and 10.1 % of those suffering from  dys-
thymia   have attempted suicide during their life-
time [ 9 ]. However, because the vast majority of 
depressed patients do not attempt suicide or die 
by suicide, research has focused on discovering 
additional risk factors and mechanisms that pre-
dict suicidal ideation and behavior. 

 Generally, it seems plausible to assume that 
psychological treatments for depression not only 
ease depressed affect but also suicidal ideation, 
but this assumption has lately been called into 
question: Cuijpers and coworkers [ 10 ] found in a 
meta-analysis only three randomized controlled 
studies for adult depression in which suicidal ide-
ation and behavior was used as a clearly specifi ed 
outcome measure. The pooled results indicated 
very small and nonsignifi cant effects of psycho-
therapy for depression on suicidality, but there 
was not enough statistical power to consider this 
a true effect. Therefore, it seems necessary to 
investigate further the effects of different forms 
of therapy on suicide ideation and behavior, as 
well as to attempt to adopt treatments to the spe-
cifi c needs of this population. One treatment 
approach that has been advocated by Williams 
et al. [ 11 ] for preventing recurrent suicidal ide-
ation and behavior is mindfulness-based cogni-
tive therapy (MBCT).  

    Theoretical Rationale of MBCT 
for Suicidal Ideation and Behavior 

 Williams and colleagues [ 11 – 15 ] propose that 
suicidality is partly explicable by Teasdale’s [ 16 ] 
  differential activation hypothesis   . The original 
theory states that during a person’s learning his-
tory and particularly during episodes of depres-
sion, low mood becomes associated with patterns 
of negative thoughts and information processing 
(biases in memory, interpretations, and attitudes), 
body states, and behaviors. These elements may 
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occur together in fairly loose association the fi rst 
time a person experiences a period of low mood. 
If depression occurs again, however, the pattern 
starts to become established and learned associa-
tions build up between the moods, the thinking, 
and the bodily associations. Any return of the 
mood reactivates the pattern and an interlock 
confi guration of dysphoric mood and negative 
thinking can be established that may result in an 
increasing risk of relapse and recurrence of 
depression [ 16 ]. Lau et al. [ 15 ] suggest that sui-
cidal ideation arises as part of such patterns of 
thinking during early episodes and, during these 
episodes, an association is formed between 
depressed mood and suicidal ideation, such that 
future depression will activate suicidal ideas. 
Since suicidal ideation represents an extremely 
severe form of negative self-referent thinking (“I 
can never be forgiven for the mistakes I made,” 
“I can’t bear the pain any longer”), the authors 
suspect that it is particularly likely that suicidal 
ideation will become part of the depressive pro-
cessing pattern. Williams et al. [ 12 ] furthermore 
propose that during such repeated activation, sui-
cidal ideas become more elaborated and other 
negative moods (such as anger, shame) may also 
become associated with the suicidal ideation. 

 Taken together, risk of further suicide ideation 
and behavior should therefore arise from the ease 
with which these patterns of processing become 
reestablished in the face of negative affect or auto-
biographical material—a process called   cognitive 
reactivity   .  Cognitive reactivity   does not only refer 
to certain themes of thinking, but also to certain 
thought processes, such as ruminative thinking. 
Ruminative thinking, broadly defi ned as a style of 
repetitive thinking about one’s problems or nega-
tive experiences that is partly intrusive and diffi cult 
to disengage from [ 17 ], has not only been shown to 
be associated with the amplifi cation and mainte-
nance of negative moods, as well as a decrease in 
positive thinking, motivation, problem-solving 
abilities, and interpersonal functioning [ 18 ] but is 
also positively related to suicide ideation and sui-
cide attempts [ 19 – 21 ]. Williams and Swales [ 22 ] 
assume that over time these ruminative thinking 
processes become more relevant in triggering sui-
cidal ideation and behavior than stressful events. 

 Evidence—in line with the differential 
 activation hypothesis—stems from a study com-
paring formerly depressed patients with and 
without a history of suicide ideation, showing 
that previously suicidal patients exhibited sig-
nifi cant decreases in their interpersonal problem-
solving ability following induction of sad mood. 
In contrast,  problem-solving performance   in 
those without a history of suicidal ideation 
remained relatively unchanged [ 23 ]. Furthermore, 
Williams et al. [ 14 ] showed, that individuals 
who reported suicidal ideation when depressed 
in the past indicated higher hopelessness/suicid-
ality scores in a measure of  cognitive reactivity   
to low mood. Moreover, they found that greater 
 hopelessness/suicidality reactivity   was associ-
ated with greater decrease in positive future 
thinking after a negative mood induction. These 
studies suggest that small changes in mood may 
reinstate cognitive processes and defi cits that are 
thought to contribute to escalation of suicidal 
crisis. Moreover, these fi ndings suggest that peo-
ple who have been suicidal may retain a latent 
vulnerability to suicidality, which becomes man-
ifest when mood is low. 

 Because a reactivity pattern seen in previously 
suicidal patients may refl ect rapid, automatic 
activation of the suicidal mode of mind, treat-
ments addressing suicidal reactivity would be of 
great help to those with a vulnerability to suicidal 
ideation and behavior. As in the prevention of 
depressive relapse/recurrence, mindfulness may 
be useful in interrupting the automaticity of the 
activation process; increasing the individual’s 
awareness of the activation may decrease the 
impact of the activation [ 22 ]. “This awareness 
facilitates a move from automatic to conscious 
processing and creates the space to make choices: 
Ah! What’s going on here? What is this? Do I 
recognize this? Is it an old tape playing? Do I 
need to engage with it? Can’t I just stay with it, 
notice what it does, and watch it as it passes and 
dissolves?” ([ 11 ], p. 5). Thus, participants are 
supported in developing a different relationship 
to their thoughts that would otherwise open the 
way to suicide ideation and behavior. Furthermore 
mindfulness helps inhibiting ruminative pro-
cesses, by training the ability to maintain the 
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focus of attention on the present moment. 
Moreover, training in mindfulness might increase 
the awareness for early cognitive, emotional, or 
bodily warning signs for the escalating process of 
negative mood and negative thinking patterns 
and might allow patients to step out of this pro-
cess at an early stage. These mechanisms deem 
important in the prevention of suicide ideation 
and behavior.  

     Modifi cations   of MBCT for Suicidal 
Ideation and Behavior 

 In most studies evaluating MBCT for patients 
with suicidal ideation and behavior, MBCT was 
delivered in its original form without any modi-
fi cations. In addition, the research group of 
Mark Williams and colleagues, who investi-
gated MBCT for patients with a history of sui-
cidal ideation and behavior who are at high risk 
of suicidal relapse, utilized the original MBCT 
manual. However, greater emphasis has been 
put on patterns of thoughts and feelings that 
might be associated with suicidal planning, fac-
tors  that   maintain and exacerbate such patterns, 
and preparation of explicit action plans for sui-
cidal crisis (see for example [ 24 ]). In conclu-
sion of their own study results, Barnhofer et al. 
[ 25 ] suggested the incorporation of a psycho-
educational component on the impact of sui-
cidal imagery. 

 Recently, a combination of MBCT and the 
 Safety Planning Intervention (SPI)      was tested 
[ 26 ]. The SPI is a manualized one-session inter-
vention aiming at designing a written safety 
plan that lists different strategies, contacts, and 
resources for use in crises or when rescue is 
needed [ 27 ]. The authors describe this prelimi-
nary intervention combination as a 9-week pro-
gram, in which participants develop an 
individualized crisis plan, learn and practice 
mindfulness, and receive education on factors 
that maintain depression and suicidality. The 
intention of this program is to provide partici-
pants with new ways of dealing with diffi cult 
emotions and behaviors. The fi rst session is 
offered individually and is dedicated to 

 developing the individualized crisis plan. The 
remaining sessions, conducted in a group set-
ting, focus on mindfulness and include some 
elements of cognitive therapy (i.e., psychoedu-
cation and relapse prevention planning). 
Suicide risk assessments are conducted indi-
vidually immediately before each group treat-
ment session begins. In MBCT-S, less at home 
mindfulness-meditation practice is conducted 
(3 days a week) as compared to the standard 
MBCT protocol (6 days of inter-session prac-
tice a week). Instead, participants review their 
safety plan daily and monitor their suicidal cog-
nitions and urges using a worksheet on a daily 
basis [ 28 ]. However, in the study by Chesin 
et al. [ 28 ], participants practiced voluntarily on 
5 days per week on average, which is nearly the 
extent of practice usually asked from partici-
pants in MBCT protocols.  

    Evidence of MBCT for Suicidal 
Ideation and Behavior 

 Although the rationale for applying MBCT in 
the prevention and treatment of suicidality 
appears appealing, only limited empirical 
research has been conducted thus far addressing 
the question whether MBCT may exert signifi -
cant effects on symptomatology in patients with 
suicidal ideation and behavior. A fi rst  empirical  
study on this issue was published by Kenny and 
Williams [ 29 ]. In a clinical audit 79 patients (32 
of them reported suicidal ideation before treat-
ment) participated in a MBCT program consist-
ing of eight 2-h classes with around 1 h of daily 
homework. Ninety-four percent completed all 
classes. MBCT reduced depression as assessed 
via the  Beck Depression Inventory (BDI)      sig-
nifi cantly. Mean BDI score dropped from 24.3 
(SD = 9.8) prior to MBCT to 13.9 (SD = 9.7) 
after MBCT referring to an effect size of 
 d  = 1.04. MBCT showed a similar sized effect in 
the suicidal subgroup of the sample indicating 
that MBCT may reduce depression in both 
patients with and without suicidal symptoms 
[ 29 ]. Crane and colleagues [ 30 ] found similar 
results. In their study, individuals in recovery 
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 following an episode of suicidal depression 
were randomly assigned either to MBCT 
( N  = 19) or to a waitlist control group ( n  = 23). 
Results indicated that in the MBCT but not in 
the waitlist control group, depressive symptoms 
were reduced. However, it has to be noted, that 
these studies did not evaluate the effect of 
MBCT  on suicidality , but rather the effect on 
depression in a sample of patients with a history 
of suicidal ideation. 

 In a fi rst randomized-controlled trial that 
 directly  examined the effect of MBCT on sui-
cidality, Barnhofer and colleagues [ 25 ] ran-
domly assigned 28 patients with  chronic 
depression   and a history of suicidality either to 
MBCT or to a treatment-as-usual (TAU) condi-
tion. The MBCT treatment followed the recom-
mendations by Segal et al. [ 31 ] including some 
alterations concerning suicidality (crisis plans, 
cognitive components addressing suicidal cog-
nitions and hopelessness). Results showed that 
MBCT reduced depression severity as assessed 
with the BDI signifi cantly. Most importantly, 
MBCT also reduced suicidal ideation itself 
with an effect size of  d  = 0.48. However, this 
effect was not signifi cant, probably due to 
power restrictions caused by the limited sample 
size. Participants practiced on average 4.9 days 
out of the 6 days they were asked to practice. 
No adverse events were recorded during treat-
ment time. 

 Two recent studies gave further evidence for 
the effectiveness of MBCT in reducing suicidal-
ity. These studies reported results of secondary 
analyses of  randomized-controlled trials   (pri-
mary results reported in [ 32 ,  33 ]) that reanalyzed 
the impact of MBCT on suicidality. 

 Forkmann et al. [ 34 ] found a signifi cant 
reduction in suicidal ideation in an MBCT group 
( n  = 64), whereas no signifi cant changes 
occurred in a wait-list control-group ( n  = 66) 
when comparing baseline and post treatment 
scores of the suicide item from the self-rating 
form of the Dutch version of the Inventory of 
Depressive Symptoms. This effect was indepen-
dent from the impact of changes in depression, 
rumination, and mindfulness skills. However, 
change in worry was a signifi cant covariate of 

the specifi c reduction of suicidality in the 
MBCT group as compared to the control group. 

 In a prospective, bi-center, randomized 
 controlled trial, Forkmann et al. [ 35 ] compared 
the effects of MBCT plus treatment-as-usual 
(TAU) and Cognitive Behavioral Analysis 
System of Psychotherapy (CBASP; group ver-
sion) plus TAU on suicidal ideation to TAU 
alone. The sample consisted of 106 outpatients 
with chronic depression. The study revealed 
different results, depending on whether suicidal 
ideation was assessed via self-report (BDI) or 
via clinician ratings with the Hamilton Rating 
Scale for Depression (HAM-D; [ 36 ]). Whereas 
signifi cant reduction of suicidal ideation 
emerged when assessed via clinician rating in 
the MBCT and CBASP group, but not in the 
TAU group, there was no signifi cant effect of 
treatment on suicidal ideation when assessed 
via self-report. All effects were of small to 
medium size and independent of changes in 
depressive symptoms, mindfulness skills, and 
interpersonal problems. 

 Recently, Chesin and colleagues [ 28 ] pub-
lished results of a pilot study on the feasibility, 
acceptability, safety, and preliminary effective-
ness of the MBCT-S (described above). In a sam-
ple of 18 participants at high suicide risk and 
with a history of serious suicidal ideation within 
the past 6 months, they found signifi cant reduc-
tion in suicidal ideation and depression between 
pre- and post-treatment assessments for treat-
ment completers. 

 MBCT for the treatment of suicidality in chil-
dren and youth is even sparser. In a community 
sample of sixth graders, Britton et al. [ 37 ] com-
pared students randomly assigned to a 
mindfulness- based intervention ( MBI  )       of up to 
12 sessions including traditional meditation 
practices to students randomly assigned to an 
active control group, which consisted of a 
6-week curriculum in ancient African history 
and the construction of a three-dimensional life-
sized model of a Pharaoh’s tomb. The partici-
pants in the MBI-group were signifi cantly less 
likely to report suicidal thoughts or self-harm 
behavior than those in the control group at post-
intervention assessments [ 37 ].  
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    Mechanisms of Change of MBCT 
for Suicidal Ideation and Behavior 

 Evidence for the effectiveness of MBCT in 
reducing suicidality or preventing risk of future 
suicide is promising but highly inconclusive. 
Moreover, little is known so far about potential 
mechanisms of action that are responsible for 
positive treatment effects of MBCT on suicidal 
ideation and behavior. Luoma and Vilatte [ 38 ] 
argue that mindfulness reduces suicide risk 
because it targets  experiential avoidance   as a 
transdiagnostic process in suicidal clients. 
Experiential avoidance conceives a tendency to 
escape or avoid unwanted thoughts, emotions, 
memories, and sensations, even when doing so is 
useless, not benefi cial or causes harm [ 39 ]. It has 
been shown that interventions that target at an 
increase in mindfulness are capable of reducing 
experiential avoidance. Reductions of experien-
tial avoidance in turn may reduce many known 
predictors of suicidality, such as substance abuse, 
depression, anxiety, chronic pain, and psychotic 
symptoms [ 40 ]. Luoma and Vilatte [ 38 ] suspect 
that MBCT might have much of its effect through 
changes in experiential avoidance, although 
appropriate mediational analyses are lacking. 

 Another  hypothetical mechanism   of action 
linking MBCT to reductions in suicidality is 
change in overgeneral memory. Williams et al. 
[ 41 ] showed that MBCT reduces overgeneral 
autobiographical memory in formerly depressed 
patients. That means that MBCT facilitates the 
retrieval of specifi c autobiographical events, 
which in turn may add in improving problem- 
solving behavior among suicidal patients, which 
reduces the risk of a suicidal crisis. 

 Suicidal patients tend to suppress suicidal 
thoughts and intrusive mental images from 
awareness [ 42 ], in order to reduce pain and suf-
fering. However, ironically, it has been shown 
that this tendency to suppress unwanted thoughts 
is associated with suicidal ideation and that lon-
gitudinally the suppression of suicidal thoughts 
predicts suicidal thinking over time, even while 
controlling for depression [ 42 ]. In a randomized- 
controlled trial, Hepburn et al. [ 43 ] found that 
MBCT reduces thought suppression in previ-

ously suicidal participants so that reduction of 
thought suppression may be a potentially impor-
tant mechanism mediating the effects of MBCT 
on suicidality. 

 Tucker and colleagues [ 44 ] demonstrated that 
the positive relationship between  neuroticism   
and suicidal ideation weakens at high levels of 
dispositional mindfulness and the negative rela-
tionship between extraversion and suicidal think-
ing is explicitly strong at low levels of 
mindfulness. Thus, mindfulness could be under-
stood as a coping mechanism that helps individu-
als high in neuroticism and low in extraversion to 
deal with critical situations in a way that prevents 
or reduces the occurrence of suicidal thinking. 
However, these results should be deemed pre-
liminary since they are limited to a healthy stu-
dent sample and dispositional mindfulness [ 44 ]. 

 Moreover, it can be speculated that  self- 
compassion   [ 45 ], a mediator of the effects of 
MBCT on depression [ 46 ], might also be a 
mechanism of the potentially benefi cial effects 
of MBCT on suicidality. Self-compassion 
encompasses self-kindness (in contrast to self- 
criticism), common humanity (in contrast to 
feelings of isolation when faced with suffering) 
and mindfulness (in contrast to suppression or 
over-identifi cation of feelings). Since episodes 
of suicidality are characterized by self-criticism, 
feelings of isolation and suppression or over- 
identifi cation, self-compassion, which is fos-
tered by MBCT [ 46 ], might be an antidote to the 
suicidal state of mind. 

 Forkmann et al. [ 34 ] found that their results 
were associated with reductions in worry, which 
is in line with prior investigations [ 11 ,  19 ]. 
Thus, they suggest, that MBCT may help people 
to distance themselves from worrying cogni-
tions, which in turn may add to a reduction in 
suicidality [ 34 ]. Remarkably, it has to be noted 
that the recently published randomized-con-
trolled trials found that changes in suicidality 
were largely independent from changes in rumi-
nation or mindfulness  skills   [ 34 ,  35 ]. Thus, 
additional research appears needed to clarify the 
exact role the various proposed variables play in 
mediating the effect of MBCT on suicidal ide-
ation and behavior.  
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    Practical Considerations of MBCT 
for Suicidal Ideation and Behavior 

 Generally, MBCT for patients at suicide risk or 
with a history of serious suicidal ideation/behav-
ior appears feasible and acceptable. When treat-
ing suicidal patients the standard MBCT protocol 
can be slightly modifi ed. Greater emphasis 
should be given to patterns of thoughts and feel-
ings that might be associated with suicidal plan-
ning. Moreover, factors that maintain and 
exacerbate such patterns, and preparation of 
explicit action plans for suicidal crises can be 
developed. These issues can be addressed during 
the entire program when appropriate and might 
be explicitly deepened in session 6 and 7 that 
deal with cognitions and skillful action to care of 
ourselves. 

 In their pilot study on MBCT-S, a combina-
tion of MBCT and the safety plan intervention as 
described above, Chesin et al. [ 28 ] found 
MBCT-S to be feasible and safe for high suicide 
risk patients. Percentage of dropouts was low and 
general adherence was good. Ninety-three per-
cent of all participants would recommend the 
MBCT-S to a friend in a similar position (Chesin 
et al. [ 28 ]). 

 Moreover, Williams et al. [ 11 ] formulated the 
following recommendations for the  prevention   of 
recurrence of suicidal behavior:

•    For patients with a given suicidal risk it is 
important to ensure that they have a clear 
sense of whom they can contact in the case 
that a crisis is building and they need help and 
support over and above the classes.  

•   An increased emphasis should be given to 
externally focused mindfulness practices 
when the crisis is building up, so that patients 
overwhelmed by intense affect and powerful 
negative thoughts have an extended repertoire 
of grounding meditations that help them to 
focus on moment-by-moment awareness of 
the physical world around them.  

•   It seems to be advisable to explicitly introduce 
examples of suicidal cognitions into classes. By 
“inviting these (cognitive) monsters in to tea” 
we might see the monsters more clearly and 

 discover that they do not need to dominate our 
life and determine our actions to such a degree.    

 Most importantly, Williams and Swales [ 22 ] 
emphasize that MBCT should be used for 
depressed and suicidal patients while they are 
relatively well. However, for patients suffering 
from acute and severe suicidality “we would not 
recommend an approach solely based on mind-
fulness” ([ 22 ], p. 325).  

    Summary/Conclusions 

 MBCT for suicidal ideation and behavior is fea-
sible and safe and can be applied easily with 
some slight modifi cations of the MBCT proto-
col. Although research on the direct effects of 
MBCT on suicidal ideation and behavior is lim-
ited, the available empirical studies suggest 
medium to large effects. More research is needed 
addressing the effect of MBCT on suicidal 
 behavior  since most studies focus on suicidal 
cognitions and urges only. Moreover, studies 
that investigate potential mediators of the effect 
of MBCT on suicidal ideation and behavior, ide-
ally in a longitudinal design, are of great impor-
tance for a better understanding of the relevant 
mechanisms of action.     
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       Charles, a 33-year-old with diagnosed primary 
ADHD-I, presented  chronic inattention symp-
toms   impairing organization and performance in 
his job, i.e., timekeeping, attention to details, los-
ing pertinent information/objects, and following 
instructions/requests. Charles also displayed sec-
ondary impulsive symptoms detrimental to social 
and work settings, e.g., impulsivity during con-
versations displaying lack of social etiquette or 
empathy. Charles felt that his ADHD had a con-
trolling infl uence in his life. It produced a lack in 
concentration and discipline making it diffi cult to 
put creative entrepreneurial ideas into any kind 
of conceptual or practical use, hindered opportu-
nities for promotion at work, caused an inability 
to “connect” with others and strain within his pri-
mary relations. As such, Charles also suffered 
long-standing self-esteem issues. Following a 
period of partial remission, he requested to 
reduce (and potentially stop) psychotropic medi-
cation dosage due to several side effects of 
chronic use including migraines and insomnia. 
Charles’ psychiatrist subsequently referred him 
to a mindfulness-based cognitive therapy 
(MBCT) program, an adapted protocol utilizing 
the Mindful Awareness Practises for ADHD pre-
sented by Zylowska et al. [ 1 ]. The adapted pro-
gram involved gradual and fl exible delivery of 

mindfulness practice alongside visual cues and 
heuristics comprising psychoeducational mod-
ules specifi cally tailored for ADHD. Charles 
found the mindfulness practise very diffi cult to 
carry out initially, particularly the formal sitting 
meditation, needing at least 10-min before being 
able to “fi nd any calmness to be able to practise 
and keep up with the breath awareness.” 
Progressively, he could remain mindful for 
increasingly longer intervals, and was more 
aware when he was distracted. Charles found 
observing how he “felt” in his body provided an 
accurate guide to his internal state and behavior, 
i.e., symptoms. This feeling was clearer and 
more centered than the “jittery” feeling he had 
when on psychotropic medication. In everyday 
life, Charles was able to persevere with tasks for 
longer periods, and refocus when he went off- 
task. Charles felt that he had more space to 
choose how to behave to a given situation, inhib-
iting (often problematic) automatic reactions. He 
became aware of being more attentive and able to 
listen to others for longer without interrupting, or 
losing the thread of a conversation. In turn, 
Charles was better able to connect with other 
people, increasing a sense of belonging and vali-
dation. Overall, Charles felt positive about him-
self, and more confi dent that he could redirect his 
symptoms, as opposed to the other way around. 

 Attention defi cit/hyperactivity disorder 
(ADHD) is a  neurobehavioral developmental dis-
order   ensuing signifi cant cognitive, emotional, 
social, and professional impairment. Its childhood 
onset has high persistence into adulthood, with an 
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estimated 2.5 % adult worldwide prevalence [ 2 ]. 
The DSM defi nes three distinct subtypes/symp-
tomatic clusters; inattention (ADHD-I), hyperac-
tivity/impulsivity (ADHD-II), or combined type 
(ADHD-C). Subsequently, ADHD represents a 
complex disorder conceptualized as a multisystem 
condition with variable clinical expression based 
on degree of heterogeneity and dysfunction in per-
tinent neural systems, and epigenetic mechanisms. 
Adverse impacts to these processes thus account 
for phenotypic variation, observable in neurohor-
monal, neuroimaging, neurochemical, neurophys-
iological, and neuropsychological markers. 

  Pharmacological intervention   represents 
mainstream treatment, principally comprising 
amphetamine-based, methylphenidate- based   psy-
chostimulants, non-stimulant selective norepi-
nephrine re-uptake inhibitors, and non- stimulant 
selective alpha-2A adrenergic receptor agonists. 
Such medications primarily aim to alter neu-
romodulators of discrete transmitter networks 
within the brain. Because the neuromodulation is 
contrived, various contraindications, side effects, 
chemical/hormonal system imbalances leading to 
comorbid psychopathology and/or somatic prob-
lems, in addition to increased risk of medication 
addiction, to name a few considerations, emerge. 
Therefore, inducing similar neuromodulational 
change via less artifi cial bio-behavioral mecha-
nisms presents a clinically cogent and ethical 
solution. Since the concept of ADHD represents 
a multisystem disorder with variation in pathol-
ogy from relatively focal dysfunction to a large 
range of abnormalities organized along domains 
of neural systems and behavior; logically, treat-
ment thus also requires a multisystem approach 
with fl exibility and versatility to target multiple 
pathophysiological factors. 

  Mindfulness-based therapies   for various medi-
cal and psychological conditions premise the fol-
lowing working pathways; (1) attention regulation; 
(2) somatic awareness; (3) emotion regulation; and 
(4) distance from a maladaptive self-perspective 
[ 3   ]. Theoretically, points (1)–(3) suggest high clin-
ical relevance for attention defi cits and related dis-
orders, and as outlined later, for its mechanistic 
advantage for disorders underlined by dysfunc-
tional fronto-limbic prefrontal (PFC)-amygdala 

cortical networks. Specifi cally, mindfulness-based 
cognitive therapy (MBCT) is a form of sustained 
attention training incorporating psychoeducational 
units tailored for symptomatology. Preliminary 
studies demonstrate the effi cacy of mindfulness for 
the treatment of adult ADHD, assessed using stan-
dardized clinical measures [ 4 – 6 ]. Whilst transla-
tional research into MBCT and cognate techniques 
are accumulating, empirical investigations and 
theory pertaining to neurodevelopmental disorders, 
including ADHD, remain marginal. This chapter 
offers an overview of the restricted extant research 
base concerning mindfulness interventions in the 
treatment of ADHD. An additional purpose of this 
chapter is to delineate the possible neural and psy-
chological mechanisms involved. The research 
base regarding ADHD treatment with MBCT is 
limited, thus, several portions of this chapter aim to 
present germane theory connected to the possibili-
ties of how mindfulness intervention could allevi-
ate ADHD symptoms, supported by direct and 
indirect evidence. Interactions between the mind-
fulness technique and brain are introduced, provid-
ing a foundation for conjectures on brain- cognitive/
behavioral mechanisms for ADHD. 

    Indirect Evidence: Theorizations 
in Directions for Mechanisms 

     Neurological/Anatomical Mechanism  : 
Alterations in Brain Structure 
and Organization 

 Consistent principal fi ndings regarding the neuro-
biological architecture of ADHD pertain to wide-
spread cortical atrophy, altered gray and white 
matter morphology, in addition to impaired inter/
intra-hemispheric connectivity. Whilst the 
involved cortical regions, neural systems, and 
clinical interplays of ADHD are convoluted, it is 
suggested that the pathophysiology of the disor-
der largely pertains to a cerebellar–prefrontal–
striatal network [ 7 ]. The largest reductions in 
brain volume primarily allude to cerebellar struc-
tures, such as the posterior inferior vermis and 
splenium areas of the corpus callosum, compared 
to nonsignifi cant fi ndings in non- splenium   areas 
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of the CC (see meta-analysis of Valera et al., [ 8 ]). 
Additionally, large volumetric differences 
between ADHD and control populations have 
been found in prefrontal and other frontal lobe 
areas. The prefrontal cortex (PFC), specifi cally 
the dorsolateral PFC (DLPFC) and fronto-orbital 
cortex (FOC), has high relevance to ADHD, due 
to their important roles in goal-directed opera-
tions (DLPFC) such as planning, organization, 
working memory, executive functioning, and the 
reward system (FOC). 

 Another important cortical region in terms of 
pathogenesis and function in ADHD is the ante-
rior cingulate cortex ( ACC  ), wherein reduced cor-
tical thickness  in      this region has been associated 
with increased ADHD symptom severity, arising 
from dysregulation of the anterior attention net-
work, i.e., rostral ACC/rACC [ 9 ]. Furthermore, 
the ACC is a key structure of the default-mode 
network/DMN [ 10 ], comprising other regions 
such as the precuneus, posterior cingulate cortex 
(PCC), and lateral parietal inferior gyri [ 11 ], 
wherein internally focused, stimuli- independent 
performance/task-specifi c processing is regulated 
by this system. The DMN component of the sys-
tem interplays with the task-positive network 
(TPN), associated with moment-to-moment atten-
tion/processing for performance/task-specifi c 
functions. Evidence suggests ADHD adults and 
children [ 12 ,  13 ]  display   detrimentally prolonged 
 DMN activity   when task-specifi c processing, i.e., 
dominance of the  TPN  , is required, thus, interfer-
ing with the ability to perform attention/perfor-
mance related tasks. Moreover, functional 
connectivity appears to be disrupted within the 
network at rest in ADHD [ 14 ], suggesting the 
ability to effi ciently modulate DMN activity is 
hampered [ 15 ]. Prolonged mindfulness exposure 
has been associated with increased connectivity 
within the DMN system [ 16 ], in addition to 
between DMN structures and medial orbitofrontal 
regions interconnected to the limbic system, vis-
cera-motor processing, and reward/pleasure path-
ways [ 17 ]. Enhanced connectivity of these regions 
with the DMN implicates increased processing 
capacity to disengage/engage the relevant net-
works (i.e., default/executive) via a salience net-
work incorporating bottom- up visceral signals 

alongside top-down cortical control [ 17 ]. Relevant 
to ADHD,    diminished connectivity and regulation 
of this DMN/ TPN   interplay would entail ineffi -
ciency in disengaging-DMN/engaging-TPN 
activity to salient cues. 

 Peripherally connected research suggests that 
the  haemodynamic brain   correlates of  the   DMN 
are linked to specifi c temporal—(grossly) spatial 
electrocortical oscillations across differing fre-
quencies refl ecting  an   intrinsic baseline brain state 
[ 18 ,  19 ]. Due to the ubiquity of electrical oscilla-
tions within the brain, evidence supports the likeli-
hood that the  EEG  -DMN connects to multiple 
frequencies, during eyes-closed and eyes-open 
resting-states [ 18 ]. Fronto-central distributed theta 
(4–7 Hz), bilateral distribution in posterior regions 
for alpha-1 (7.5–9.5 Hz) alpha-2 (10–12 Hz), and 
beta-1 (13–23 Hz), and prefrontal beta-2 (23–
34 Hz) and gamma (35–45 Hz) distributions have 
been connected to EEG- DMN activity  . Moreover, 
associations between blood oxygen level depen-
dent (BOLD) fl uctuations within DMN regions 
and cross-spectral electrocortical “signatures” 
present discrete functional signifi cance [ 20 ]. 
Limited research examining mindfulness-induced 
changes to the DMN, gauged via EEG mean phase 
coherence ( MPC  ), has shown increased α-activity 
and bilateralized decrease in functional connectiv-
ity; reduced right hemispheric theta compared to 
left hemispheric alpha and gamma MPC [ 21 ]. 
Putting these pieces together, MBCT presents a 
plausible mechanism to adaptively regulate the 
DMN/ TPN   interplay. This has been explored by a 
study currently under peer-review investigating 
EEG-DMN correlates in adult ADHD patients 
treated with 12-weeks MBCT versus wait-list con-
trols [Schoenberg et al.,  currently unpublished ]. In 
brief, beta-power increase was observed at rest, 
suggesting MBCT appeared to modulate the elec-
tro-cortical correlate viably connected to enhanced 
cortical alertness/activation and arousal of the 
DMN system, in turn, conceivably aiding the more 
effi cient regulation of the DMN- TPN   interplay 
within the disorder. 

 Returning to the neuroimaging evidence, 
remarkably structural and functional mindfulness- 
related changes in neuroanatomy have been 
observed. An uncontrolled non-randomized 
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cross-sectional study presented increased gray 
matter density (cortical thickness) in prefrontal 
and parietal areas of the brain in meditators com-
pared to non-meditators. Reported alterations 
were in structures pertinent to the pathophysiol-
ogy of ADHD, such as regions associated with 
the dysregulation of attention, interoception, and 
sensory processing. Despite the methodological 
limitations of this fi rst study [ 22 ], replicated fi nd-
ings of altered brain morphology have ensued 
(see review and meta-analysis, Fox et al., 
Tomasino et al., [ 23 ,  24 ]). Differing gray matter 
morphology have also been displayed in lower 
brain stem regions such as the medulla oblongata 
[ 26 ], a  brain   structure involved in connecting the 
central and autonomic nervous systems, and 
bridging lower brain regions with prefrontal 
regions. Such changes in brain structure are 
apparent at rest opposed to exclusively during 
meditation, highlighting the long-term effects on 
organic brain organization and function. 
Interestingly, gray matter density within the cer-
ebellum, a subcortical region with the largest dif-
ference between (reduced levels in) ADHD 
versus controls, has been reported as higher in 
Tibetan Buddhist meditators practising a “pure” 
form of mindfulness compared to clinical inter-
ventions [ 25 ]. Although clearly accumulating, 
such neuroimaging data cannot infer causality, 
leading to the explanation that perhaps these var-
ious differences in cortical structure and organi-
zation between meditators and non-meditators 
refl ects a predisposed alteration in brain mor-
phology effecting meditators’ drives, attention, 
and behaviors to engage in mindfulness (and 
other forms of meditation) initially. However, 
signifi cantly increased gray matter density within 
the cerebellum, in addition to other less pertinent 
ADHD-related regions, has been observed dur-
ing a longitudinal study investigating the effects 
of Mindfulness-Based Stress Reduction/MBSR 
[ 26   ]; wherein both MBCT and MBSR utilize the 
same mindfulness processes. Such data does not 
guarantee the translation of similar effects, or 
adaptive “recalibration,” of these same altered 
cortical structures in ADHD. Albeit, they do pro-
vide plausible theoretical perspectives with 
regards to putative directions for future research 

lines into the neuro-anatomical therapeutic path-
ways of mindfulness-based  interventions   in the 
treatment of ADHD and its sequelae. 

 White matter  morphology   and  cortical connec-
tivity   also traverse both ADHD and mindfulness- 
based therapy outcomes. Signifi cantly diminished 
deep frontal white matter in ADHD compared to 
controls may have pertinent implications, due to 
its involvement in cholinergic innervation to the 
brain. Altered cholinergic system activity asserts 
the primary neuromodulator involved in the com-
bined ADHD-C subtype [ 27 ], thus, regulatory 
functions of attention, emotion, and goal-directed 
behavior. For example, frontal structural lesions 
in white matter disrupt cholinergic axonal projec-
tions originating in the basal forebrain, giving rise 
to signifi cant cognitive complications [ 28 ,  29 ]. 
Likewise,    attenuated fractional anisotropy of 
white matter tracts, refl ecting impaired white mat-
ter fi ber orientation and integrity [ 8 ,  30 ], have 
also, as with altered gray matter density, been 
found in cerebellar structures, and associated with 
increased severity of clinical (Conner’s) inatten-
tion scores in ADHD [ 31 ]. Enhancement in white 
matter of meditators compared to non- meditators, 
particularly in regions associated with connectiv-
ity networks within  the   brain, such as the corpus 
callosum and superior longitudinal fasciculus, has 
been highlighted [ 23 ]. The latter structure per-
tains to bi-directional neuronal bundles that serve 
to connect the anterior and posterior regions of 
the cerebrum, detrimental to information transfer 
within various germane cognitive and affective 
operations, such as motor behavior control, 
focused spatial attention, and working memory. 

 Additionally,  cortical    connectivity   has 
implications for sensory coding related to feed-
back interplays from higher-order cortical cir-
cuits towards the adaptive integration of 
sensory input with behavioral context [ 32 ]. 
Thus, enhancing connectivity within the cortex, 
via MBCT and related mindfulness interven-
tions (as the indirect evidence suggests), may 
enact plausible mechanisms upon sensory-
behavioral defi cits in ADHD. For example, 
neuroimaging resting state data examining high 
versus low mindful breathing practise indicated 
those who engaged in mindfulness for longer 
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exhibited increased connectivity within atten-
tional networks [ 17 ].  

     Neuroendocrine/Physiologic 
Mechanisms  : Chemical/Hormonal 
Pathways 

 Impact of the  endocrinal system   in the pathogen-
esis of ADHD has relatively recently entailed 
comprehensive research interest. As ADHD dis-
plays a multilayer disorder, the role of the endo-
crine system in neural circuitry development and 
interaction with associated physiological, affec-
tive, and behavioral systems appears clinically apt 
[ 33 ]. For example, neurosteroids, such as dehy-
droepiandrosterone sulfate (DHEA/DHEA-S), 
are principal substrates involved in mood, energy, 
aggression, and levels of activity [ 34 ], thus, have 
pertinent roles in goal-directed and self-regulation 
behaviors in ADHD. 

 One particular substrate of the endocrine 
system highly relevant to ADHD pertains to 
the hypothalamic–pituitary–thyroid (HPT) 
axis, involved in thyroid hormone production 
and regulation. Thyroid hormones are det-
rimental to human-fetal brain development 
[ 35 ], towards dendritic and axonal growth, 
synaptogenesis, neural migration, and the 
myelination of key neural networks and cir-
cuitry, particularly in hippocampal and pre-
frontal regions. Thus, enacting mechanisms 
involved in memory and attention operations. 
One measurement of the HPT-axis is  thyroid 
stimulating hormone (TSH)  , found to be higher 
in children with ADHD compared to a highly 
prosocial group [ 36 ], where TSH levels have 
not shown any relationship to neurocognitive 
attention domains, rather have been linked to 
hyperactivity/impulsivity symptoms and dys-
regulation in mood within the disorder [ 37 ,  38 ]. 
Moreover, other hormonal mechanisms suggest 
elevated testosterone levels in ADHD, whereby 
gonadal hormones shape prenatal development 
of dopaminergic neural circuitry and path-
ways (connected to hyperactivity/impulsiv-
ity ADHD-II branch)  in   the pertinent cortical 
regions  associated with ADHD morphology 

and  functioning, namely the nucleus accum-
bens, striatum, and prefrontal cortex [ 33 ]. 

 These fi ndings  are   interesting considering a 
different technique of meditation (emphasizing 
focused concentration training) has highlighted 
long-term effects on hormonal changes in the 
human body, such as progressive decrease in 
serum  TSH  , growth hormone, and prolactin 
levels - peptide hormones largely associated 
with human immune system regulation [ 39 ]—
further to lowering testosterone levels [ 40 ]. 
These previous studies offer peripheral evi-
dence, in that, although it is not necessarily 
plausible to surmise fi ndings from one medita-
tion technique will translate to another, both the 
cited meditation technique and mindfulness 
train the process of “concentration” (being 
totally immersed in the “here and now” or on a 
fi xed point), which may be the component that 
enacts neurochemical impact to the endocrine 
system via changes in cortico-subcortical pro-
jections and alterations in thyroid and steroid 
hormone concentrations. 

 An outstanding contention regarding the 
interplay between mindfulness and the 
 neuroendocrine system concerns the hypotha-
lamic–pituitary–adrenal ( HPA  ) axis, regulated 
by  limbic   brain structures such as the amyg-
dala, hippocampus, and hypothalamus and sub-
sequent interaction with the adrenal (or 
suprarenal) glands. The HPA axis is central 
within the neuroendocrine system towards con-
trolling emotional and bodily reactions to 
stress, general mood and emotions, and other 
bodily functions. Thus, potentially implicated 
in sensory- and emotion- regulation distur-
bances connected to hyperactive/impulsive 
ADHD subtype. One measure of HPA activity 
is the steroid hormone cortisol, wherein dimin-
ished levels have been noted in ADHD [ 41 ,  42 ] 
and weakly correlate with hyperactivity symp-
toms in children (6–17 years). Low cortisol  lev-
els   indicate HPA-axis dysfunction, and may be 
associated with basal metabolic underarousal 
within the disorder, also evident within the cor-
tical system, ensuing elevated thresholds to 
environmental cues and “over-compensatory” 
symptoms (i.e., increasing sensation from 
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external stimuli/activity). Mindfulness has 
shown to “normalize” abnormal basal serum 
cortisol concentrations in post-traumatic stress 
disorder treatment [ 43 ], and the concentration 
meditation technique has shown to lower corti-
sol levels  in   healthy people [ 44 ]; in these cases 
cortisol modulation served to adaptively reduce 
physiological and emotional lability towards 
stressors. It remains to be determined, and pres-
ents an interesting avenue to explore, whether 
mindfulness treatment has potential scope to 
optimize/normalize discrete components of the 
HPT- and  HPA  -axes, and associated neuroen-
docrine system function in ADHD. 

 A further psychoneuroendocrinological ave-
nue of potential interest pertains to mindfulness- 
related effects upon immune cell telomerase 
activity and structure (see reviews of Schutte 
and Malouff, [ 45 ]).  Telomerase activity   is an 
indicator of cellular variability and immune 
cell longevity, with high genetic heritability, 
and has been associated with the hyperactivity/
impulsivity dimension in ADHD [ 46 ]. The con-
cept that detrimental cellular effects and their 
interplay with adverse environmental exposure, 
can be mediated by mindfulness intervention 
poses a highly interesting epigenetic research 
avenue with regards to mindfulness mecha-
nisms in the treatment of ADHD, particularly 
for behavioral problems arising from hyperac-
tivity/impulsivity symptoms and related exac-
erbation in executive functioning. It remains to 
be determined what degree of specifi city such a 
concept (and the currently limited empirical 
data) presents within ADHD.   

    Direct Evidence: Extant Progress 
 on   Mindfulness Intervention 
Mechanisms for ADHD 

     Neurotransmitter/Chemical 
Mechanisms  : Mediated Synaptic 
Pathways 

 The brain is arguably the most complex system 
known to humankind. The average human brain 
consists of an estimated 2.0–5.0 × 10 11  cortical 

neurons arranged in intricate neural networks, 
which “communicate” via the process of neuro-
transmission fi red by a conjectured 10 14  syn-
apses; roughly 2000–5000 “tagged” to each 
neuron. Electroencephalographic ( EEG  ) record-
ing amplifi es the electrical activity generated by 
synaptic “fi ring” of large populations of neurons 
(neural networks) within the brain, thus constitut-
ing a peripheral measure of neurotransmission. 

 One etiological pathway of ADHD posits 
dysregulation in neurotransmitter systems. 
Moreover, diversifi cation in neurotransmission 
levels can be linked to variation in clinical 
symptomatology. The complex neurochemical 
and neurotransmission interactions involved 
are intricate and beyond the scope of this chap-
ter, thus to categorize, principal inattention 
subtype (ADHD-I) largely connects to altered 
 norepinephrine levels   (regulated by norepi-
nephrine transporter genes), whilst hyperactiv-
ity subtype (ADHD-II) is largely associated 
with dopaminergic levels regulated by dopa-
mine transporter genes [ 47 ,  48 ]. It is suggested 
that combined type (ADHD-C) patients may 
also be characterized by mutated choline trans-
porter genes, in turn affecting acetylcholine 
neurotransmission levels [ 27 ]. Additionally, 
although less emphasized,  impairments in the 
serotonergic system of ADHD patients can 
have adverse impact on emotion regulation 
within the disorder [ 49 ]. 

 Psychopharmacological treatments for 
 ADHD   primarily target adrenomedullary neuro-
hormones, in sum, by enhancing the availability 
of catecholamines in the synaptic cleft. The 
majority of medications target either the dopa-
minergic systems or  norepinephrine systems  , 
with a large portion of ADHD patients also tak-
ing anti- depressant medications aiming to focus 
on serotonin metabolism and alleviation of emo-
tion regulation problems implied in profes-
sional-, social-aspects, and quality of life. 
Presently, the cholinergic system is largely 
ignored by psychopharmacological treatments, 
   with no specifi c extant medications developed to 
target such neurotransmitters. Interestingly, a 
recent proposal by Potter et al. [ 50 ] has  advocated 
the development of ADHD-specifi c  interventions 
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that target the nicotinic cholinergic system for its 
affective regulatory role in cortical connectivity 
and effects upon the adaptive regulation of the 
neural reward system. 

 Despite the centrality of dysregulation in 
 neurohormonal homeostasis   in ADHD, no pres-
ently published neurochemical studies have 
examined transmission level and change in the 
disorder following exposure to MBCT, poten-
tially providing greater insight into the neural 
and clinical working mechanisms of the inter-
vention. However, the investigation of various 
event-related potentials (ERPs) associated with 
sustained attention, performance monitoring, 
and inhibitory control, thus providing periph-
eral measurement of catecholaminergic func-
tioning, have been examined in adult ADHD 
patients pre-to-post MBCT intervention [ 6 ]. 
Neurophysiological data were collected con-
comitant to a continuous performance task 
(CPT-X), wherein the ERN and Pe (error pro-
cessing), NoGo-N2 (confl ict monitoring), and 
No-P3 (inhibitory/motor control) ERPs were 
observed. The study highlighted MBCT-related 
modulation in ERPs underpinned by the adren-
ergic system (norepinephrine neurotransmis-
sion), namely the NoGo-P3,  rather   than 
dopaminergic system such as the 
ERN. Furthermore, enhanced NoGo-P3 ampli-
tude indexing improved inhibitory and motor 
control were associated with alleviation in inat-
tention symptoms, whilst increased Pe ampli-
tudes refl ecting improved error saliency/
awareness correlated with amelioration in 
hyperactivity/impulsivity symptoms also sup-
ported by a positive correlation with the “act-
with- awareness” mindfulness domain. Change 
in the Pe component of the error processing sys-
tem also implied an improvement in emotional 
self- regulation of the affect-motivation-arousal 
matrix, a facet of ADHD symptomatology often 
overshadowed by more pressing attentional and 
executive defi cits.     

 In sum, MBCT appears to enact comparable 
neurophysiological change connected to atten-
tion and self-regulation as pharmacology. 
However,    the fi ndings also allude to the potential 
scope of mindfulness-based interventions to 

engage both “top-down” neural pathways impli-
cated in attention and executive control, in addi-
tion to “bottom-up” bio-behavioral and emotional 
self-regulatory neural pathways, wherein its pri-
mary target is to increase vigilance via innerva-
tion of the adrenergic system, opposed to 
increasing focused attention mechanisms related 
to the  dopaminergic system  .  

     Neurocognitive/Psychological 
Mechanisms  : Modulated Brain 
Function 

 The majority of neurocognitive defi cits in ADHD 
pertain to executive functions, such as planning, 
organization, performance monitoring, behav-
ioral adjustment, working memory, and problem 
solving. The preceding sections have provided 
some information as to the  neuro-anatomical/
chemical/physiological basis of these “ distal phe-
notypes  .” Mechanistically, executive functioning 
may be subsumed into three overarching compo-
nents: (1) shifting between tasks or mental sets, 
(2) updating and monitoring of working memory 
representations, and (3) inhibition of prepotent 
responses [ 51 ], wherein all three units show dis-
ruption in ADHD. 

 Theories outlining multiple neurocognitive 
pathways connected to ADHD essentially pro-
pose that defi cits in performance monitoring and 
subsequent behavioral control to environmental 
cues are likely fostered by insuffi cient signalling 
between the prefrontal cortex from  subcortical 
and posterior systems  . Thus, such models posit 
either dysregulation in the signalling of  bottom- up 
mechanisms ensuing diminished capacity in con-
text-template upgrading, such as to detect dis-
crepancies between current and subsequent/
expected outcomes. Alternatively, adaptive sig-
nalling in the presence of diminished top-down 
control mechanisms. ADHD represents a 
 syndrome with discrete clinical subtypes, 
wherein a dual pathway concept proposes that 
defi cits in attention and executive functioning are 
related to dysregulation in prefrontal–striatal cir-
cuits, whereas hyperactivity is connected to dys-
regulation of fronto-limbic system [ 52 ]. 
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 Available specifi c evidence illustrates that, 
aside from distinct potential attention training 
pathways,  mindfulness-based techniques   have 
modulating roles within the principal executive 
domains (outlined above). For example, actions 
upon aspects of performance monitoring, includ-
ing mental “switching” capacity and its subse-
quent effi cacy upon inhibitory control, have 
been found in adults with ADHD exposed to 
MBCT, not evident in a waitlist control group 
[ 6 ]. Not directly related to ADHD, although still 
pertinent, improvements in working memory 
capacity concomitant to diminished mind-wan-
dering in those with high distractibility, have 
been reported [ 53 ]. 

 Whilst the concept  of   attention training is par-
amount in the neurocognitive/psychological ther-
apeutic pathway of MBCT for ADHD, executive 
functioning may also be an outcome of enhanced 
affective self-regulation. For example, a neuro-
physiological correlate of affective evaluation to 
error-making, usually attenuated in ADHD, 
increased pre-to-post MBCT, in turn improving 
inhibitory control. It could be reasoned that this 
process came about by elevation within the 
arousal-activation-motivation matrix [ 54 ], posi-
tively impacting self-regulation and engagement 
within a sustained attention cognitive task, ergo 
increasing task saliency. An aside, motivational 
salience towards stimuli has been connected to 
increased prefrontal norepinephrine levels [ 55 ]. 
Overall, empirical evidence suggests MBCT has 
the potential to target both top-down and bottom-
 up pathways concomitant to amelioration in the 
inattentive/executive functioning and hyperactiv-
ity/impulsivity symptom domains.   

    Considerations 

 The caution required when assimilating the reg-
ulatory effects of mindfulness-based interven-
tion for psychiatric conditions is already well 
highlighted within the scientifi c community. 
Presently, mindfulness research is limited with 
regards to multifaceted methodological limita-
tions, regarding experiment design issues and 
causality, generalizability of results across dif-

ferent mindfulness techniques and studied clin-
ical populations, controlling for medication 
(especially applicable to ADHD), the need for 
standardization in mindfulness treatment pro-
grams especially adapted for ADHD, standard-
ization in reporting such information, 
conscience of a purely objective opposed to an 
overly “pro- mindfulness” scientifi c stance, and 
so on ( other points covered here  [ 56 ]). Minimal 
comprehensive research has been conducted 
into possible “side effects” of mindfulness pro-
grams for the different disorders, and none into 
ADHD. Perhaps such information will be eluci-
dated alongside more insightful neuro/clinical 
mechanistic understanding. A “dark” fringe 
movement within mindfulness research is form-
ing [ 57 ,  58 ], spurred by the idea [ 59 ] that the 
psychiatric and psychotherapeutic fi elds still 
lack considerable illumination with regards to 
treatment interplays at micro and macro scales. 
Conversely, a large portion of detrimental 
effects reported via such practise may be from 
incorrect technique and not from standardized 
treatment programs such as MBCT. Moreover, 
the knowledge, effort, and skill development 
required to implement mindfulness correctly is 
rarely acknowledged in scientifi c reports. 
Despite these considerations, the fact remains 
that data advocating mindfulness treatment for 
various psychiatric disorders, and as outlined 
here, its pertinent applicability to ADHD, is 
exponentially accruing. Mindfulness is not a 
simple internal process; ergo, the associated 
outputs and interplays are unsurprisingly com-
plex. Hence, the importance of mindfulness to 
be incorporated systematically into clinical 
treatment programs, such as MBCT, for its 
optimal impact for ADHD.  

    Synthesis 

 The etiological matrix of ADHD is convoluted and 
multileveled involving altered genetic and pheno-
typic interplays. Epigenetic factors impart early 
developmental/environmental stressors signifi -
cantly affecting genetic mutations specifi c to atten-
tion disorders, thus altering phenotypic expression, 
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cortical structure/function, synaptic development 
and plasticity. Based on the course of these factors, 
germane dysregulation in neurotransmitter sys-
tems/metabolism and cortical organization of perti-
nent neural circuitry, determine defi cits in brain 
function pertaining to attention, motivation, corti-
cal arousal, motor control, and executive function-
ing. The limited evidence base thus far infers that 
neuroanatomical alterations in brain structure and 
organization via mindfulness intervention may 
largely be implicated with attentional defi cits. 
Furthermore, increased connectivity within and 
between viable cortical regions plausibly serves the 
effi cient regulation of cortical-subcortical circuitry 
and networks, implicated in attention and execu-
tive function. Conversely, amelioration in the 
hyperactivity/impulsivity domain suggest optimi-
zation of pertinent neuro-endocrine/-hormonal 
regulatory mechanisms. In turn, neurochemical 
alteration to adrenergic system metabolism and 
activity ensues, associated with norepinephrine 
neurotransmission in ADHD. Less support is avail-
able for dopaminergic pathway clinical action. 
Mindfulness intervention for ADHD suggests 
scope to target sensory-visceral “bottom-up” sig-
nalling concomitant to enhanced cortical control in 
“top-down” neural circuitry. These preliminary 
fi ndings pertaining to mindfulness treatment in 
ADHD must be interpreted with caution. Albeit, 
direct and indirect evidence attests MBCT as a 
polymorphic clinical construct with the possibility 
to target concurrent pathways pertaining to ADHD, 
on neuro-anatomical, -chemical, -hormonal, -cog-
nitive and -psychological dimensions.     
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          Introduction 

 The use of mindfulness-based cognitive therapy 
(MBCT) is vast, as illustrated throughout this 
book. The use of MBCT and its related therapies 
has extended into medical settings, which is appro-
priate as  mindfulness-based stress reduction 
(MBSR)     , from which MBCT was based, origi-
nated in a medical setting [ 1 ,  2 ]. However, a care-
giving population has not been explicitly 
highlighted in MBCT literature. Existing on the 
periphery of formalized medical care, informal 
caregivers experience signifi cant burden in provid-
ing care for others (e.g., family and friends). We 
believe that informal caregivers, specifi cally those 
of cancer survivors, would greatly benefi t from 
MBCT treatment as a way to relieve burden and to 

transition into a “being mode” while providing 
care. The purpose of this chapter is to introduce 
the  application of MBCT for  caregivers of cancer 
survivors. In this chapter, we detail the rationale 
for using MBCT with caregivers of cancer survi-
vors, highlighting how MBCT could meet the 
needs of caregivers of cancer survivors, and how 
to adapt the current MBCT format [ 3 ] to a group 
of those providing care for cancer survivors. 
Recommendations based on various clinical con-
cerns, questions for refl ection, and resources are 
also included at the conclusion of this chapter.  

    Caregiver Concerns 

 In a 2015 survey, National Alliance for Caregiving 
(NAC) and American Association for Retired 
People (AARP) [ 4 ] surveyed 1248 informal care-
givers in the USA; results estimated that 43.5 
million people in the USA have served as infor-
mal caregivers to adults within the last year, 
identifying cancer as one of the fi ve reasons they 
were providing care. Formal caregivers are paid 
professionals such as nurses or government 
employees that receive payment to assist in the 
daily needs of people who are physically or men-
tally ill. Informal caregivers are often unpaid 
family members or friends who are assisting in 
the care of family members who are physically or 
mentally  ill  , resulting in 83 % of overall 
 caregivers [ 5 ]. For the purposes of this chapter, 
the term caregiver indicates informal caregivers, 
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unless otherwise stated. Thirty-eight percent of 
caregivers report having  emotional stress   and 
20 % report having physical strain from their 
caregiving responsibilities [ 4 ]. Furthermore, 
caregivers of cancer survivors experience unique 
features while providing care. 

 Despite advances in early detection of cancer 
and treatment, a cancer diagnosis persists as a life 
stressor for cancer patients and their caregivers. The 
American Cancer Society [ 6 ] reports that cancer is 
the second most common cause of death, with an 
average of 1600 deaths per day in the USA. Family 
members are often the primary caregivers of cancer 
survivors and often overlook their own needs, plac-
ing emphasis on the needs of their loved ones. 
Results from a 2013 longitudinal study investigat-
ing the most common unmet needs reported by can-
cer caregivers were (1) fear of a cancer diagnosis 
returning; (2) reducing stress in the person they are 
providing care for; and (3) increased understanding 
of the cancer experience for whom they are provid-
ing care [ 7 ]. Thus, caregivers identify their primary 
responsibilities as caring for another individual and 
tend to put aside their self-care needs, infl uencing 
their  quality of life  . 

 Quality of life is the overall sense of well- 
being individuals have in various aspects of 
their lives and is a common variable measured 
to understand the effect of cancer on one’s life. 
Informal caregivers’ quality of life can be posi-
tively or negatively impacted by caregiver 
burden [ 8 ]. While some caregivers report expe-
riencing positive changes such as fi nding per-
sonal meaning through caregiving [ 9 ] more 
commonly reported  symptoms   or effects include 
heightened experiences of dysphoria, fatigue, 
and depression [ 10 ,  11 ]. The activities of pro-
viding care for another individual can contrib-
ute to caregiver fatigue. Fatigue, or burnout, is a 
frequently disabling symptom [ 10 ,  12 ] experi-
enced by caregivers [ 13 ]. Contributions to care-
giver fatigue include caregivers’ lack of social 
support [ 14 ] and  economic stressors   (e.g., tak-
ing time off from paying jobs to provide on 
average of 21 h or more per week of care) [ 4 ]. 
Untreated caregiver fatigue can lead to impair-
ment in daily functioning [ 13 ,  15 ], anxiety [ 16 ], 
and depression [ 17 ]. 

 Informal caregivers are the primary support 
system for the person they are providing care 
for, yet often do not have a support system of 
their own. Lack of perceived social support can 
negatively impact caregivers’ ability to cope 
with daily stressors [ 14 ] and can increase the 
likelihood of fatigue, anxiety, burden of care, 
and overall quality of life [ 4 ,  18 ]. Conversely, 
informal caregivers who have a perceived 
social support may have decreased symptoms 
of caregiver burden. Ownsworth et al. [ 19 ] 
assessed cancer caregivers for factors that may 
moderate caregiver psychological well-being 
and found that psychological well-being was 
associated with satisfaction in social support 
and resources. In a study with caregivers of 
individuals with intellectual disabilities, results 
indicated that symptoms of  depression   and 
anxiety decreased while positive  social interac-
tions   increased after the intervention [ 20 ]. 
Similarly, results from a review of 30 quantita-
tive and quasi- experimental controlled trialed 
studies on the effectiveness of support groups 
for caregivers of patients suffering from 
dementia indicated that support groups are 
benef icial for caregivers [ 21 ]. 

 Caregivers experience both positive and nega-
tive aspects of caregiving [ 22 ]. Although inter-
ventions can be used to focus on strength-based 
coping [ 23 ], it may be necessary for many care-
givers to alleviate mental health symptoms 
directly to improve the quality of life of caregiv-
ers and those for whom they care [ 24 ]. MBCT 
may be an intervention that can aid caregivers in 
their own lives and in providing care for cancer 
survivors.  

    Theoretical Rationale of MBCT 
for Caregivers 

 Addressing the  broad   array of burdens that 
caregivers face during the MBCT sessions 
allows caregivers to share with other group 
members in a safe environment, a task that is 
diffi cult for caregivers, especially for those that 
have been caring for extended periods of time 
[ 25 ]. The needs that cancer survivors have such 

A.W. Wood et al.



217

as transportation to medical appointments or 
frailty due to medical treatment form one type 
of caregiver burden. Caregivers may also expe-
rience psychological distress from watching 
those who they provide care for suffer through 
their disease and treatments. 

 MBCT is an intervention that can be used in 
group form that encourages informal caregivers 
to discuss their caregiver burden experiences and 
increase coping mechanisms to decrease symp-
toms of  depression   and anxiety. Further, because 
a group format is commonly used with MBCT, 
caregivers can see the strain that other caregivers 
face and can build a group that promotes hope, 
universality, catharsis, and other curative factors 
that groups provide [ 26 ]. Further, MBCT can be 
helpful because it focuses on a set of skills to 
impart to members to help them increase their 
well-being, regardless of a major psychiatric 
diagnosis or overarching symptoms (e.g., anxi-
ety). Due to the burden that caregivers face, 
focusing on thoughts and feelings relating to 
guilt, anger, and sadness should be a primary 
concern for MBCT practitioners [ 3 ,  11 ]. 
Recognizing thoughts and feelings as they occur 
can help caregivers accept them as unique and 
decrease instances of rumination during their 
day-to-day care activities. 

 Additional reasons that MBCT may be helpful 
with caregivers of cancer survivors are the fear of 
recurrence in cancer and the focus on destabilizing 
this mindset in MBCT. A fear of recurrence is com-
mon in cancer survivors and their caregivers [ 27 ]. 
However, a main focus of MBCT is to recognize 
recurring thoughts and meet them with acceptance 
rather than challenge or delving into usual thought 
patterns. As Teasdale and colleagues [ 28 ] found, 
MBCT was helpful in working with individuals to 
break from recurrent depressive episodes. Part of 
the reasoning for MBCT’s effectiveness is a focus 
on breaking from ruminating thoughts into accep-
tance of initial thoughts before a snowball effect 
occurs [ 3 ]. Similarly, with a fear of recurrence, the 
ruminating thoughts about the possibility of a can-
cer coming back, while being realistic concerns, can 
be met with acceptance rather than rumination, pos-
sibly causing an increased well-being in caregivers 
of cancer survivors. 

 Another benefi t of using MBCT with 
 caregivers is the brevity of the intervention. 
MBCT is provided in a group format, which is 
presented in 2-h group sessions for 8 weeks [ 3 ]. 
Group members are encouraged to practice 
 mindful exercises   and homework related to cog-
nitive processes between sessions (e.g., noticing 
positive, negative, and activating events leading 
to thoughts). Group members are only in ses-
sions for a short amount of time, so a focus of 
MBCT is to help group members utilize the les-
sons learned from the MBCT group sessions 
outside of class in their everyday life to prevent 
relapse of negative emotions [ 3 ,  28 ]. The brevity 
of MBCT can also be helpful in that caregivers 
already devote a great deal of time to providing 
care [ 4 ], and thus a short treatment would pro-
vide less of a burden in conjunction with their 
caregiving duties. Also, if planned effectively by 
a cancer treatment center or hospital, the group 
could take place during the treatment of cancer 
survivors, limiting the travel time and costs 
associated with receiving the MBCT interven-
tion. In addition to the stated rationale to use 
MBCT with caregivers of cancer survivors, there 
is evidence that its putative mechanisms of 
change may be effective in this population.  

    Mechanisms of Change 

 The processes by which MBCT can be effective 
with caregivers of cancer survivors are multifac-
eted. As stated previously, informal caregivers 
provide care for family members or friends. This 
caregiving relationship alters the relationship 
between caregivers and cancer survivors. In order 
to accommodate a changing relationship and 
impending caregiver burden, MBCT can work to 
bring awareness to feelings of anxiety, stress, or 
depression due to caregiving and help caregivers 
to appropriately process their feelings. 

 To support these purported mechanisms of 
change, the current evidence for the use of 
MBCT with caregivers of cancer survivors will 
be discussed. Some of the support for the use of 
MBCT is derived from mindfulness and similar 
therapeutic approaches used with caregivers, as 
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well as evidence for MBCT’s use to combat 
issues that caregivers can face. Recently, there 
has been a surge of empirical evidence that sup-
ports the effi cacy of MBCT with a variety of 
individuals [ 29 – 31 ].  

    Empirical Support of MBCT 
for Caregivers of Cancer Survivors 

 A review of empirical support for MBCT must 
be qualifi ed in that there is only limited evidence 
for its use with caregivers of cancer survivors. 
Thus, it is necessary to investigate the compo-
nents of MBCT and related treatments to under-
stand how MBCT can be effective with this 
 population  . We provide a short review of empiri-
cal evidence supporting the use of mindfulness 
with caregivers, MBSR with caregivers, and 
fi nally MBCT with caregivers. 

 In a review of mindfulness studies, Keng et al. 
[ 32 ] found that mindfulness practice provides an 
overall increase in well-being and  emotional reac-
tivity  , as well as a reduction of  psychological symp-
toms   (e.g., symptoms of anxiety). In more recent 
research, Paller and colleagues [ 33 ] found that a 
mindfulness program developed for caregivers of 
individuals with Alzheimer’s disease experienced 
increased quality of life and fewer depressive symp-
toms after the course. Kögler and colleagues [ 34 ] 
found that mindfulness was a predictor of less psy-
chological distress, increased meaning in life, and 
increased  quality of life   in caregivers of individuals 
receiving palliative care. Furthermore, Lunksy et al. 
[ 35 ] developed a mindfulness-based coping with 
stress group for caregivers of individuals with 
developmental disabilities, ranging from children to 
adults. Lunksy and colleagues found that caregivers 
reported lower stress after the intervention. Further 
evidence for using MBCT with caregivers of cancer 
survivors can be found in evidence that supports the 
use of MBSR with caregivers. Further evidence for 
suggesting that MBCT may be useful with caregiv-
ers of cancer survivors can be found in evidence 
supporting the use of MBSR. 

 Mindfulness-based stress reduction interven-
tions, from which MBCT is based, have been 
found to be effective in numerous caregiving 

 settings. Li et al. [ 36 ] conducted a systematic 
review of literature on MBSR’s use with family 
caregivers. Li and colleagues found that MBSR 
had an overall positive infl uence on the health 
and well- being of caregivers with no reported 
side effects or  complaints  . In particular, Hou and 
colleagues [ 37 ] studied family caregivers of indi-
viduals with chronic illnesses that experienced 
caregiver strain and found that MBSR, versus a 
self-help control group, decreased depressive 
symptoms, improved anxiety symptoms, and 
increased in self-effi cacy. Similarly, Whitebird 
and colleagues [ 38 ] investigated the use of 
MBSR with family caregivers of individuals with 
dementia. Compared to a group of individuals in 
a caregiver education and support intervention, 
the MBSR group was more effective in reducing 
stress, reducing depression symptoms, and 
increasing overall mental health for caregivers. It 
should be noted in Whitebird and colleagues’ 
[ 36 ] study that the caregiver education and sup-
port intervention group also had increases in 
mental health, leading to an inference that a more 
supportive group format like MBCT may be 
even more effective for this  population   than 
MBSR. Lengacher and colleagues [ 39 ] found 
that in a study of advanced-stage cancer survi-
vors and their caregivers that MBSR was helpful 
in increasing  quality of life   for caregivers, but 
that increase was not statistically signifi cant over 
time. Caregivers had lower levels of cortisol and 
interleukin-6 levels after the MBSR program, 
which indicated lower stress. Finally, an MBSR 
intervention was used with a group of lung can-
cer survivors and their partners, many with care-
giving responsibilities, in a pilot study conducted 
by van den Hurk et al. [ 40 ]. Although lung cancer 
survivors did not experience signifi cant changes, 
their partners experienced signifi cant decreases 
in caregiver burden. 

 Although there is evidence for mindfulness 
strategies and MBSR programs in treating care-
givers and caregivers of cancer survivors, very 
few studies exist examining MBCT and how it 
can help caregivers. Norouzi et al. [ 41 ] investi-
gated the use of MBCT with women caregivers of 
individuals with dementia. Norouzi and col-
leagues found that MBCT was effective in 
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decreasing depression and caregiver burden at 
2-month follow-up. Additionally, current research 
supports the use of MBCT when working with 
caregivers of persons with dementia [ 42 ]. Oken 
and colleagues [ 42 ] conducted a study on the effi -
cacy of mindfulness, with results indicating that 
both mindfulness and MBCT interventions 
decreased caregiver stress when compared to con-
trol group participants that received only respite 
care, supporting the use of these interventions 
when working with caregivers.  

    Modifi cations of MBCT 
for Caregivers 

 Using MBCT with caregivers allows practitio-
ners to use a manualized treatment [ 3 ]. Along 
with brevity in care, relying on manualized treat-
ments is appealing to managed care providers 
and can also help counselors to better adapt their 
practices [ 43 ]. In using mindfulness- based cogni-
tive therapy for depression as a guide, along with 
the suggestions in the next section for tailoring 
the practice to caregivers of adults with cancer, 
practitioners can guide themselves in providing 
treatment to alleviate the burden caregivers expe-
rience. In order to meet the needs of caregivers of 
cancer survivors, the MBCT curriculum [ 3 ] has 
been modifi ed. The modifi cations detailed per-
tain mostly to the unique concerns that caregivers 
face while providing care. The modifi cations 
enhance and inform the content to be more appli-
cable to caregivers of cancer survivors. In short, 
the modifi cations to the MBCT curriculum 
include a focus on how caregiving relationships 
can be both the cause of  emotional distress   and 
the solution to emotional distress, sometimes 
simultaneously. This can be explored by using 
caregiving relationships in positive ways (e.g., 
planning mindfulness days with those for whom 
they provide care). Further, because there is 
rarely respite in caregiving relationships, group 
leaders should focus on helping members to learn 
how to conduct  mindfulness practices   while 
immersed in providing care, rather than having 
time outside of caregiving duties to practice 
mindfulness. Thus, adding role-playing will give 

caregivers a chance to practice immediately with 
others after the group. Other general modifi ca-
tions pertain to the health of cancer survivors 
(e.g., terminal or nonterminal illnesses), other 
cancer-specifi c concerns (e.g., recurrence of can-
cer), and caregiver concerns (e.g., relationship 
with cancer survivor). 

 Throughout the chapter we have discussed the 
role caregivers have, the burden that being a 
caregiver can have on individuals, and how 
MBCT can be effective in treating caregivers of 
cancer survivors. A case study will be provided 
to illustrate how to use a modifi ed form of MBCT 
with a group of informal caregivers that can be 
adapted to meet their needs in a therapeutic envi-
ronment to provide better care for cancer survi-
vors. The application of MBCT to this population 
is a fairly straightforward process. Although 
MBCT can be applied to individuals (e.g., [ 44 ]), 
we have chosen to illustrate the original group 
format [ 3 ] as cancer treatment centers can see a 
variety of types of cancer caregivers who would 
have an ability to meet on a weekly basis while 
cancer survivors receive treatment. 

    Case Study 

 Although the use of MBCT with groups allows 
for groups of around 12 individuals [ 3 ], for illus-
trative purposes, the case study for this chapter 
consists of a group of four caregivers of cancer 
survivors. Each individual has a specifi c set of 
issues based on various factors including location 
of cancer (e.g., breast or prostate), type of treat-
ment (e.g., surgery or radiation), age, cultural 
background, and role in relationships (e.g., hus-
band/wife or child). However, caregivers face 
many similar concerns, regardless of illness. 

 The 8-week group consists of four informal 
caregivers: Brenda, a 56-year-old African- 
American female providing care for her husband 
with prostate cancer; Randy, a 60-year-old 
Hispanic male providing care for his wife with 
breast cancer; Leah, a 24-year-old White female 
providing care for her fi ancé with testicular can-
cer; and Michelle, a 40-year-old African- 
American female providing care for her father 
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with metastatic cancer. Brenda, Randy, and 
Leah’s partners are currently receiving treatment 
or are in recovery for treatment at the facility and 
Michelle’s father received treatment previously. 
The members of the group joined an MBCT 
group to help cope with caregiving demands, 
focusing on relieving caregiver burden and regu-
lating their own  emotions   while being caregivers. 
Notably characteristics of the group include 
Michelle’s care as her father is facing  metastatic 
cancer   that originated in the colon and is receiv-
ing palliative care, where a focus is on reducing 
symptoms to improve the quality of life for indi-
viduals with terminal diseases [ 45 – 47 ], as well as 
Leah’s younger age (refl ective of diagnostic 
trends for testicular cancer), and the older age of 
Brenda and Randy. 

 During the fi rst session, the MBCT group 
leader discusses the members’ reasons for com-
ing to the group. Brenda comments that provid-
ing care for her husband is causing a strain on 
their relationship through her helping him to 
cope with weakness from his treatments, embar-
rassment from helping him with daily needs 
(e.g., managing a colostomy), and a fi nancial 
strain from having to drive him to treatments 
each day of the work-week for multiple months. 
Randy notes that providing care for his wife is a 
burden due to trying to meet her emotional needs 
after her double mastectomy, which causes him 
to become angry with increasing haste. Leah 
states that she is having trouble dealing with the 
anger her fi ancé has over his diagnosis and treat-
ment in their relationship, as well as a strain in 
providing care for him almost constantly due to 
his weakened state during  chemotherapy treat-
ment  . Michelle concludes the discussion saying 
that she is scared of the possibility of her father’s 
death and sadness due to seeing her father in a 
terminal state while still trying to provide com-
petent care.  

    Session One 

 The fi rst MBCT session sets the proverbial 
stage for the entirety of the intervention [ 3 ]. 
Goals of the fi rst MBCT session include 

 practitioners assessing for the burden and 
 pressure that group members face in providing 
care. Group members are told that individuals 
often drift into doing modes, that is, not being 
mindful of the actions they are participating in. 
Due to the demands of caregiving, it is impor-
tant for practitioners to validate and be empa-
thetic to the variety of tasks and jobs that can 
cause group members to be overwhelmed with 
when providing care; drifting into doing modes 
is natural and happens to most people. To 
encourage someone to focus on paying atten-
tion to the individual tasks and thoughts they 
are having may be different from their tradi-
tional behavior. As such, asking group mem-
bers to donate their full attention to themselves 
can be overwhelming because they are used to 
focusing a majority of their concerns and time 
to the cancer survivor. Thus, it is important to 
have an idea of the types of care and tasks that 
each group member is involved in during the 
fi rst session (as mentioned previously). It is 
also important for group members to state their 
intention and goal of participating in the group 
(e.g., better personal quality of life or providing 
better care) and assess what each member hopes 
to get from the group. 

 Group leaders should be aware of the types 
of caregiving that group members provide, 
whether it is before, during, or after treatment, 
or if it is palliative. Because their needs are dif-
ferent as caregivers, the barriers to participating 
in mindfulness practices may differ as well. 
Thus, the education of what MBCT entails and 
gauging members’ readiness to participate in the 
group is important.  

    Session Two 

 In the second MBCT session, group members are 
encouraged to process the previous week’s group 
and homework; group leaders explain connec-
tions between thoughts and feelings; and more 
mindfulness practices are introduced. Segal and 
colleagues [ 3 ] note that during the second ses-
sion, group members often bring up diffi culties 
they have had in applying mindfulness practices 
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at home. In providing MBCT for caregivers, it is 
possible to experience resistance from group 
members that did not accomplish homework due 
to being too busy dealing with caregiving tasks 
[ 48 ]. Complaints of not fi nding time to practice 
 mindfulness activities   or general issues with the 
mindfulness practices (e.g., mind wandering or 
frustration) can occur during the second session 
and can be discussed in the group [ 3 ]. Feelings of 
guilt can arise in group members from doing 
mindfulness practices during the group rather 
than actively providing care and may present as 
group member resistance [ 49 ]. In this case, it 
would be important for practitioners to demon-
strate empathy and aid in group members reiter-
ating the purpose for the group taking place and 
what caregivers can gain from participating in 
the group. Group members may also be instructed 
to make a positive experiences calendar [ 3 ], list-
ing activities they have done in the past week 
with individuals they provide care for that have 
generated feelings of happiness. Group members 
may continue to exhibit resistance as daily dis-
tress or feelings of being overwhelmed by care-
giving responsibilities can contribute to having 
diffi culty characterizing positive experiences. 
However, encouraging group members to keep 
positive experiences calendars may help them to 
fi nd moments of positivity in their lives. 

 Group members like Randy or Leah may eas-
ily dismiss practice, as the care they provide can 
be emotionally draining. Similarly, someone like 
Michelle may dismiss practice as unimportant in 
light of her father’s impending death. It is impor-
tant for practitioners to also encourage the posi-
tive aspects of caregiving and the relationships 
that caregivers have. Putting an emphasis on how 
self-care can yield better caring may encourage 
members to participate, so that the group can be 
seen as a way to provide better care, making the 
group seem more selfl ess.  

    Session Three 

 In the third MBCT session, group members 
are encouraged to increase practice of active 
mindfulness such as  mindful stretching and 

hearing exercises   (e.g., focusing on sounds). It 
is during this session that increased awareness 
of thoughts and feelings is incorporated along 
with bodily sensations from previous sessions. 
Practitioners can take precautions in encourag-
ing group members to focus on thoughts or 
emotions if they cause adverse reactions (e.g., 
remembering traumatic events). Focusing on 
thoughts or feelings related to being a caregiver 
could increase group members’ feelings of frus-
tration or joy involved with providing care; 
therefore practitioners should allow for ade-
quate time to process negative thoughts and 
feelings so that they will be able to provide suf-
fi cient care after the MBCT session. Similar to 
the second MBCT group, group members are 
encouraged to construct an unpleasant experi-
ences calendar similar to the positive experi-
ences calendar. Finally, group members are 
taught the three-minute breathing space [ 3 ] 
which allows for more immediate mindfulness 
practices outside of the longer practices that 
have been learned so far in the course, and it 
also helps to set up the lessons later in the 
course. The “three-minute breathing space” is a 
short mindfulness practice that is used to help 
group members become aware of thoughts, 
feelings, and bodily sensations at that particular 
time. This brief mindfulness activity helps 
group members to become aware of thoughts, 
feelings, and bodily sensations in the fi rst min-
ute, focus on the feeling of their breath in the 
second minute, and then focus on the feeling of 
their body as a whole in the third minute, thus 
increasing a mindful awareness of group mem-
bers in a short period of time. 

 The “three-minute breathing space” can be 
especially helpful for the group members if pre-
vious practices have been successful. In the midst 
of caregiving duties, the “three-minute breathing 
space” can be a short time to refocus and take a 
break from duties. For example, Brenda can 
take time from providing care for her husband 
and helping him with treatment effects (e.g., 
 colostomy) and notice her passing thoughts, 
rather than being attributed to her husband or 
their relationship. The practice can be a short per-
sonal time and relief from caregiver burden.  
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    Session Four 

 The fourth MBCT session focuses on 
 understanding the group members’ aversion to 
 thoughts and emotions   [ 3 ]. Challenges specifi c 
to group members include understanding how 
aversion to thoughts and feelings is triggered 
by the person for whom they provide care. 
Thoughts or feelings that contribute to aver-
sion are related to other individuals or events 
that they can become disconnected from. 
However, caregiving group members’ thoughts 
or feelings that can trigger aversion are often 
related to individuals they provide care for. 
Group members may be in a constant state of 
aversion, therefore increasing challenge of rec-
ognizing aversion. Patience during this session 
is helpful in helping group members to recog-
nize aversion and returning to focus on the 
thoughts and emotions that cause aversion. 
Automatic negative thoughts are also explored 
in the fourth MBCT session. Practitioners are 
encouraged to process the halfway point of the 
group and note progress that has been made 
thus far. 

 The state of aversion that the group members 
are in could be due to emotions elicited through 
providing care for cancer survivors. In this ses-
sion, it may be diffi cult to separate the person 
from the burden, as the caregiving relationship 
has mixed the two concepts. Thus, understanding 
and recognizing aversion can mean that group 
members focus on unpleasant experiences rather 
than discounting them and focusing on their need 
to be caregivers. The caregivers in the case study 
can care deeply for the person they provide care 
for; thus it may be hard for them to associate 
negative thoughts or feelings (e.g., resentment) to 
their partners or parents. Aversion then becomes 
a quick fi x to their thoughts and emotions related 
to providing care, but understanding aversion 
may provide a long-term solution.  

    Session Five 

 In the fi fth MBCT session, group members dis-
cuss allowing their thoughts and emotions to 

exist as they are, rather than applying aversion 
techniques or being judgmental of their 
thoughts or emotions [ 3 ]. The use of the phrase, 
turning toward, is applicable for group mem-
bers that are caregivers, as they start to under-
stand that the thoughts they have can be 
triggered by the individuals they are providing 
care for. Group members’ awareness of 
thoughts that are causing negative emotions 
triggered by the person they are providing care 
for can be diffi cult. Practitioners can focus on 
the application of becoming aware of thoughts 
as they are having them while the individual 
who triggered the thought is in the room. Thus, 
we suggest other practices such as role-playing 
or other related techniques be integrated into 
MBCT sessions in order for the group mem-
bers to learn how to become aware of their 
thoughts as they are happening while still 
being able to provide care in an effective way. 

 Group leaders can guide Leah through a role 
play exercise of being a caregiver and Randy can 
role-play the person receiving care in a relatable 
situation to caregivers, such as taking their fam-
ily member to a doctor’s appointment. Then, 
practitioners can encourage other group members 
to provide feedback for the caregiver of how they 
reacted to the person receiving care. This role 
play can be applied to various caregiving rela-
tionships (e.g., romantic or familial).  

    Session Six 

 The sixth MBCT session focuses on thoughts 
being free of emotion [ 3 ]. This session focuses 
on the nonjudgmental portion of MBCT, treat-
ing thoughts as completely separate from 
emotions. This session is diffi cult as many indi-
viduals learn that thoughts and emotions are 
connected to one another. In this session, prac-
titioners help group members to nonjudgmen-
tally accept thoughts as unique experiences, 
rather than tied to any specifi c emotion. It is 
also emphasized in this  session that negative 
moods are passing events that should not be 
attributed to a larger theme, but sole negative 
moods. Continued practice from the fi fth MBCT 
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session is encouraged, along with more  mind-
fulness practices  , in order to help group mem-
bers identify as many thoughts as they can and 
practice accepting those thoughts. It is also 
encouraged between the sixth and seventh 
MBCT sessions to plan a day of mindfulness. A 
day of mindfulness can be diffi cult for caregiv-
ers, as many of their tasks are routinized [ 48 ]. 
Therefore, in adapting the day of mindfulness 
for caregivers’ schedules, it may be more real-
istic to encourage them to plan a half-day. 
Group members can also be encouraged to 
practice their everyday care tasks in a mindful 
way in order to increase  awareness   of thoughts 
and feelings as they occur. 

 Thus, in the mindfulness day, caregivers can 
be encouraged to plan the day with their partner 
or parents in order for both to benefi t from the 
day [ 50 ]. Michelle and her father can plan a 
mindfulness day that could also possibly lead to a 
relief of physical or emotional  pain   during his 
palliative care. During the mindfulness day, the 
lessons can be applied even if both individuals do 
not participate in the mindfulness day, with 
Randy providing emotional care in a mindful 
way regardless of the activities of his wife.  

    Session Seven 

 The purpose of the seventh MBCT session is to 
increase activity in recognizing negative 
thoughts and feelings before or as they occur 
[ 3 ]. In the seventh MBCT session, group mem-
bers are encouraged to acquire an understand-
ing of when their moods start to lower or the 
triggers that cause their moods to lower. Group 
members are then given the time and space to 
think of positive or pleasurable activities to 
engage in in order to raise their moods. Similar 
to the second MBCT session, this session can 
be diffi cult for group members as they have to 
plan positive and pleasurable activities, rather 
than just providing care. Practitioners can 
encourage group members to revisit the ratio-
nales stated during the fi rst session as to why 
the group members are using the MBCT group. 
On the other hand, the positive and pleasurable 

activities could be related to giving care, which 
 provides group members with a positive outlet 
while still providing care. Group members can 
list positive or pleasurable activities they can 
engage in with the individual they provide care 
for, whether it is going for a walk or playing 
board games. 

 This session can be a relief to those who 
fi nd it diffi cult to provide care and who are 
overwhelmed by providing care. Brenda, in the 
midst of driving to and from work and treat-
ment appointments, can be overwhelmed by the 
negative experiences of caregiving. Hopefully 
by this point in the group, she is learning to 
approach thoughts with acceptance and aware-
ness, rather than an “auto-pilot” mode. Brenda 
can plan enjoyable activities while in route to 
the cancer treatment center with her husband to 
help encourage positive experiences in provid-
ing care.  

    Session Eight 

 The fi nal MBCT session focuses on maintain-
ing the lessons learned in previous sessions and 
expanding on those lessons [ 3 ]. A review of the 
course and termination activities can take place 
during the eighth MBCT session in order to 
help group members retain information gained 
from the group. Relapse prevention is impor-
tant during this session as well. A unique strug-
gle that caregivers can face when leaving the 
MBCT group is that the individual they care for 
can get worse over time and possibly put them 
back into the thought patterns that they previ-
ously held. Group members can exchange con-
tact information with someone in the group 
they related to in order to maintain connections 
and have an outlet to vent to. Thus, relapse pre-
vention and possible follow-up sessions are 
important in maintaining progress in dealing 
with negative  thoughts and emotions   while 
maintaining healthy stress levels and providing 
effective care. Group members can also be 
provided with additional resources, such as 
the MBCT guide developed for clients, The 
Mindful Way Through Depression [ 51 ].   
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    Practical Considerations of MBCT 
for Caregivers 

 While the effi cacy of MBCT for caregivers seems 
promising, practitioners are encouraged to con-
sider factors such as role responsibilities, client 
selection, group size, facilitator training, cultural 
relevance, and spiritual backgrounds of caregiv-
ers. Given that many caregivers provide full-time 
care for their family members [ 52 ], accommoda-
tions need to be made to provide some caregiving 
relief or services during group sessions. We sug-
gest providing MBCT to caregivers in conjunc-
tion with adult day-care services or treatment 
centers to provide MBCT to caregivers and ser-
vices for those they care for. Practitioners are 
encouraged to partner with local hospitals or 
adult day-care services to enable caregivers to 
more readily accept help due to a temporarily 
lessened burden [ 53 ]. Cultural and spiritual needs 
of the caregivers should also be considered. 

 Exploring caregivers’ cultural and spiritual 
needs throughout MBCT interventions will allow 
practitioners to increase  awareness   of their group 
members’ needs. Cultural considerations include 
understanding caregivers’ roles in the family and 
their personal beliefs and values about health. 
Another consideration to be aware of in provid-
ing MBCT is religious or spiritual considerations. 
As  mindfulness practices   originated in Buddhist 
philosophies [ 54 ], it is important to ensure that 
group members feel comfortable engaging in 
practices that originate from a religion or spiri-
tual practice that is possibly different from their 
own. For guidance in providing care for those 
with a variety of cultural or religious and spiritual 
backgrounds, counselors are encouraged to con-
sult the  Multicultural and Social Justice 
Counseling Competencies  [ 55 ] or the  Association 
for Spiritual, Ethical, and Religious Values 
in Counseling Spiritual Competencies  [ 56 ]. 

 In addition to cultural concerns surrounding 
MBCT, there are a variety of logistical con-
cerns for the group. The group size is a concern 
when many caregivers may be interested in 
joining a group. Segal and colleagues [ 3 ] state 
that a 12-person group is appropriate for 
MBCT groups; however, depending on the 

severity of burden, a smaller group may be 
necessary. Also, the developers of MBCT [ 3 ] 
believe that practitioners should be well versed 
in their own  mindfulness practices   and should 
experience an MBCT group themselves as 
group members. Training is available through 
the Mindfulness- Based Professional Training 
Institute (www.mbpti.org) to receive teacher 
qualifi cation in MBCT. 

 Although an MBCT group can be helpful for 
individuals with a variety of problems, there are 
guidelines for screening that should be followed 
[ 57 ]. MBCT is a type of therapy that encourages 
group members to be self-guided between and 
after sessions. Caregivers looking for directive 
and/or long-term therapies can be referred to 
practitioners that meet those specifi c needs. 
Further, serious  mental disorders   that are not cur-
rently controlled (e.g., actively suicidal or indi-
viduals experiencing psychotic symptoms) can 
pose a problem for groups. Caregivers that have 
serious mental health concerns should seek more 
intensive individual therapy or specialized group 
therapies. To ensure a productive group process, 
it will be helpful to screen out disruptive group 
members before beginning a group, and refer 
them to other practitioners accordingly. In addi-
tion, as demonstrated in this chapter, it would be 
helpful to have a group with one type of caregiver 
(e.g., cancer survivors) rather than a larger vari-
ety of caregivers (e.g., parents of children with 
autism). Formal caregivers and informal caregiv-
ers should be kept separate, as both possibly 
come from different backgrounds in providing 
care (e.g., formal caregivers have established 
coursework and training in providing care). 

 Finally, the adaptation of MBCT for caregiv-
ers of cancer survivors is a theoretical applica-
tion. Empirical research on the subject does not 
currently exist. Although research is under way, 
we can infer that MBCT will be a benefi cial treat-
ment through the application of MBSR and other 
 mindfulness therapies   for caregivers, and for 
caregivers of cancer survivors specifi cally. 
Further, wide-scale research will need to be con-
ducted in order to support its effi caciousness, but 
it is a theoretically sound application given 
adjustments to the MBCT curriculum.  
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    Conclusion 

 Caregiver burden negatively infl uences physical 
and mental health leading to sleep disturbances, 
psychological distress, lowered immune system, 
and fi nancial distress [ 24 ]. Caregivers’ levels of 
distress can also decrease the level of quality care 
provided to patients [ 58 ,  59 ]. Utilizing psycho-
logical interventions such as psychoeducation, 
counseling, or skill training has been shown to 
decrease symptoms of  distress  , though these 
interventions are rarely implemented [ 60 ]. 
Potential barriers in implementing effective psy-
chological interventions for caregivers include 
lack of resources, lack of  awareness   of caregivers’ 
needs, or limited education of health care profes-
sionals on how to implement interventions. 

 MBCT may be an effective intervention for 
informal caregivers of cancer patients that can 
help overcome these barriers, offering a step-by- 
step integrated intervention of psychoeducation, 
skill training, and counseling. As demonstrated in 
the case study, numerous changes were made in 
order to adapt the MBCT curriculum to caregivers 
of cancer survivors. Modifi cations included look-
ing at how caregiving relationships can cause both 
strain and benefi t for caregivers; focusing on help-
ing group members learn how to conduct mindful-
ness practices while immersed in providing care; 
and including cancer-specifi c concerns and care-
giver concerns in the curriculum. In sum, by adapt-
ing current MBCT lessons and activities [ 3 ] for 
caregivers of cancer survivors, practitioners can 
use an empirically supported, manualized, and 
time-sensitive treatment to decrease caregiver bur-
den and increase caregiver  quality of life  .  

    Resources 

 The following resources provide informational 
and further resources concerning caregiving, 
cancer, and related issues.

   Family Caregiver Alliance:   https://www.care-
giver.org      

  American Cancer Society:   https://www.cancer.org      
  National Cancer Institute:   https://www.cancer.gov      

  American Psychosocial Oncology Society: 
  https://www.apos-society.org         

    Refl ection Questions 

     1.    What challenges may group leaders face when 
conducting an MBCT group for caregivers? 
What are some techniques group leaders can 
use to reduce challenges?   

   2.    What are the benefi ts and challenges of hav-
ing an MBCT group in a cancer care facility 
or hospital?   

   3.    How would an MBCT group look different 
for formal caregivers (e.g., nursing staff or 
other treatment specialists)? What accommo-
dations would need to be made for this group 
vs. informal caregivers?   

   4.    Based on the cultural backgrounds on the 
group members of the case study, what con-
siderations or alterations to MBCT would 
need to be made in order to run a culturally 
sensitive group?   

   5.    What are some ways group leaders can adapt 
MBCT groups to accommodate the needs of 
group members from different cultural or 
socioeconomic backgrounds?         
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      Approximately 20 %  of   adolescents around the 
world experience mental health problems, most 
commonly depression or  anxiety   [ 1 ]. Prevalence 
is high, especially among girls, and appears to be 
on the increase (e.g., [ 2 ,  3 ]). When also taking 
subthreshold depression and anxiety into account 
approximately half of European adolescents meet 
the criteria [ 4 ]. Given the high prevalence of 
youth mental health problems there is a critical 
need for effective low-threshold evidence-based 
mental health promoting programs. 

  Adolescence   can be seen as a period of 
heightened vulnerability and as the point at 
which much of the disease burden from men-
tal disorders later in life emerges [ 5 ,  6 ]. It is 
a period marked by increases in emotionality, 
greater sensitivity to social interactions, and 
greater reward seeking and concomitant risk 
taking behavior [ 7 ]. It is also a transitional stage 
characterized by changes in development of 

adaptive attentional, emotional, and  behavioral 
regulation and, thus, might be seen as a critical 
time window to deliver effective mental health 
promoting interventions. Neurobiological 
research has shown that during adolescence 
connections among brain regions increase and 
communication between the prefrontal cor-
tex (PFC) and other cortical and subcortical 
regions become more effi cient enabling bet-
ter regulation of thought, emotion, and action 
[ 6 ]. Brain regions, particularly plastic during 
this period (such as certain regions in the PFC, 
the hippocampus) are also highly vulnerable 
to stress and negative life events, which might 
partly explain the increased risk of developing 
mental illness [ 8 ]. From the neurodevelopmen-
tal perspective the heightened brain plastic-
ity might also be seen as a critical window to 
introduce interventions that actively support 
the development of brain regions involved in 
adaptive emotion and cognition regulation [ 9 ]. 
As poor emotion regulation is seen as a core 
feature of many mental (depression, anxiety 
[ 10 ]) and behavioral problems (self-injury, 
eating disorders [ 11 ], substance abuse [ 12 ], 
aggression [ 13 ]) in adolescents, actively sup-
porting these brain regions involved in adap-
tive emotion regulation might be very helpful. 

 As it is also important to focus not just 
on treatment, but also on preventative efforts 
to decrease the risk of later adult disorders 
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[ 14 ] and to diminish the intergenerational 
 transmission of risk for anxiety and depres-
sion [ 2 ], low  threshold, universal approaches, 
offered to a whole population might have the 
most potential. 1  

 Schools provide an excellent opportunity to 
implement  community-wide prevention pro-
grams  . Especially schools with a high percentage 
of disadvantaged youth might benefi t from this 
kind of interventions, as these adolescents are 
often exposed to a range of economic, family and 
community stressors that place them at higher 
risk for psychological distress and mental health 
impairment [ 15 ]. 

  Universal school-based programs   may also 
reduce the stigma surrounding mental health 
treatment. Stigma still is a common reason 
why adolescents do not seek and receive men-
tal health treatment [ 16 ], so universal school-
based programs may help to normalize 
participation in behavioral interventions, espe-
cially when the intervention is not laden with 
the stigma of mental illness in the common 
perception.  Universal school-based programs   
might also be seen as cost-effective alterna-
tives to afterschool- programs and do not face 
the substantial costs associated with screening 
needed to deliver the selectively offered tar-
geted interventions. They can be made avail-
able to all students including those currently 
deemed at lower risk but whose risk profi le 
changes later. 

 So what is needed is programs that can be 
easily utilized by a large number of students, 
that are easy to implement, highly effi cient and 
that are inexpensive (see also ref. [ 17 ]). The 
program should focus on training  self-regula-
tory skills   based on alterations in basic cogni-
tive and emotional processes and may effect 
neural systems, psychological functions and 
behavioral outcomes.  Self-regulatory skills   
that can enable young people to successfully 
cope with the challenges they will face in their 
future life. 

1   There is an ongoing debate about delivering universal 
versus targeted interventions into schools based on both 
ethical and scientifi c arguments (e.g., [ 58 – 60 ]). 

    Is There Evidence That Mindfulness 
Based Interventions ( MBIs)   Can 
Fulfi ll These Needs in Adolescent 
Populations? 

 Solid evidence is emerging that MBIs tick all 
these boxes. MBIs have proven to be effi cacious 
and effective for youth, both in clinical (e.g., 
depression [ 18 ]; mixed mental health disorders 
[ 19 ,  20 ]) and nonclinical samples (in a school 
context; e.g., [ 21 ,  22 ]). Reviews show that MBIs 
can be successfully used with children and ado-
lescents in different settings (e.g., [ 23 – 26 ]). A 
recent meta-analysis of 20 studies (published 
before July 2011) with participants under 18 years 
of age and using programs with mindfulness as 
the chief component found small to moderate 
omnibus effect sizes (0.15–0.31), larger effect 
sizes were found for psychological symptoms 
compared to other dependent variable types (0.37 
versus 0.21) and for studies drawn from clinical 
samples (0.50 versus 0.20) [ 27 ]. A more recent 
meta-analysis including only randomized con-
trolled trials (15 studies published until January 
2014) using MBIs or Acceptance and commit-
ment therapy ( ACT        ) for children or adolescents 
found interventions based on MBSR and MBCT 
to be effective for stress, anxiety and depression, 
other MBIs were only effective improving anxiety 
and stress but not depression [ 28 ]. Overall, the 
positive fi ndings are consistent with those reported 
in adult populations. Reported effect sizes for 
psychological problems (0.25–0.50) are only 
slightly smaller than those shown in meta-analy-
ses of studies in adults samples (0.30–0.60) (e.g., 
[ 29 ]). However, many of the studies with adoles-
cents so far appear to have substantial method-
ological shortcomings and there is a great 
variability in study design. There is also a lack of 
uniformity in program content. Studies have pre-
dominantly been outcome-based to understand 
the effi cacy and effectiveness of the programs, 
with less focus on the possible working 
mechanisms. 

 The ability to effectively regulate one’s emo-
tions and cognitions during stressful experi-
ences is viewed as foundational for well-being, 
academic performance, and positive adjustment 
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throughout the lifespan [ 30 ,  31 ] and serves as a 
protective factor against the emergence of 
 symptoms of many  mental disorders   and behav-
ioral problems [ 32 – 34 ]. And indeed, both cog-
nitive and emotional reactivity are acknowledged 
as critical mechanisms in the proposed theoreti-
cal models of mindfulness [ 35 ,  36 ]. Empirical 
studies with adults show that MBIs may reduce 
symptoms of stress, anxiety and depression by 
both targeting processes that are known as  vul-
nerability factors   (cognitive and emotional reac-
tivity, rumination, worry) for mental disorders 
and processes that are known as resilience fac-
tors (mindfulness skills, self-compassion) [ 37 ]. 
Although mindfulness interventions do not have 
any explicit instruction for changing the nature 
of thinking, or emotional reactivity, it has been 
shown to diminish the habitual tendency to 
emotionally (over-)react and ruminate [ 38 ]. For 
example, in a population of economically disad-
vantaged people we found evidence for a reduc-
tion in cognitive reactivity and overgeneralization 
and an improvement in mindfulness skills [ 39 ]. 

 Not unimportantly, there is evidence that the 
effects of MBI are also attributable to increased 
mindfulness skills instead of more generic inter-
vention factors. Findings from recent studies focus-
ing on changes during a MBI confi rm an impact on 
affect, cognition, and distress through the day-to-
day development of mindfulness skills [ 40 – 42 ]. 

 Also fi ndings from neuroimaging  studies 
  imply that mindfulness reduces emotional reac-
tivity by attenuating limbic responses to emo-
tional triggers via specifi c top-down modulation 
processes localized at prefrontal areas [ 43 ,  44 ]. 
Based on evidence from adult fMRI research 
Sanger and Dorjee [ 45 ] suggest that mindfulness 
practice could encourage connections between 
the relevant prefrontal structures in adolescents, 
stabilizing arousal and reducing harmful risk- 
taking. In this context Sanger and Dorjee [ 46 ] 
refer to mindfulness based training as a potential 
helpful intervention, particularly as it can be sus-
tainably implemented in schools [ 45 ]. 

 Back from the viewpoint of adolescence, the 
fi rst experimental and correlational studies with 
youth focusing on emotion and cognition 
 regulation show preliminary fi ndings  suggesting 

that mindfulness can be seen as an important skill 
improving both  emotion and cognition regula-
tion  . A study on acute experimental pain among 
adolescents showed ameliorated pain responses 
among adolescents with a regular meditation 
practice and these effects were mediated by 
reduced catastrophizing [ 46 ]. In a recent study 
with clinically depressed youth greater disposi-
tional mindfulness predicted greater recovery 
from these symptoms and a greater tendency to 
use mindfulness as an emotion regulation strat-
egy was associated with positive mental health 
outcomes and better quality of life [ 47 ]. Pearson 
et al. [ 48 ] found a sharp contrast in emotional 
functioning between subgroups of college stu-
dents distinguished based on their mindfulness 
scores. Both the high mindfulness group (scoring 
high on all facets of mindfulness) and the non-
judgmental aware group (scoring high on non- 
judging and acting with awareness but low on 
observing) had the most adaptive emotional out-
comes (lower depressive symptoms, anxiety 
symptoms, affective lability, and distress intoler-
ance). Since the largest subgroup in the sample of 
college students was the low mindfulness group 
(>57 %) the authors suggest that mindfulness- 
based interventions could have a meaningful 
impact in this population [ 48 ]. In a cross- sectional 
study Peters et al. [ 49 ] found that mindfulness 
may lead to reduced aggression in students via 
lower levels of anger rumination [ 49 ]. 

 Concluding, based on theoretical and empiri-
cal research there are strong arguments to invest 
in future research further exploring the potential 
benefi ts of mindfulness for adolescents. 

 Already recognizing potential benefi ts of 
mindfulness, the cultivation of mindfulness in 
classrooms has gained enormous popularity [ 50 ] 
and a recently started large-scale trial, which will 
involve nearly six thousand students in schools 
across the UK, will assess effectiveness of teach-
ing mindfulness in schools (  http://www.oxford-
mindfulness.org/learn/myriad/    ). 

 Many different intervention formats have 
emerged and variability is large in program con-
tent and length [ 51 ]. In a recent review a compre-
hensive description of the emergent programs for 
 adolescents   is provided [ 52 ].  
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    Practical Considerations 
and Guidelines 

 To use mindfulness interventions in a school 
context, some practical considerations come into 
play. We here propose some key recommenda-
tions based on our own experience in schools [ 22 ] 
and recently published studies on school trials. 

 The   structure of the program    should be 
designed to be easily integrated into the school 
curriculum. The format should be adjusted, 
shorter sessions which fi t in the time window of a 
class hour, in order to enlarge feasibility. The 
sessions can be spread over weeks or even one to 
several years. 

 The   content of the program    should capture 
the core components originating from adult 
programs (MBSR/MBCT) such as awareness 
of physical sensations, awareness of thoughts 
and emotions, mindful movement, loving kind-
ness practice. As it is more challenging for 
adolescents to focus attention on a single activ-
ity for longer periods of time the formal exer-
cises should be shorter and more repetitious. 
Exercises as body scan, mindful movement, 
loving kindness practice should be adapted to 
the world and language of the age group. 
Adolescents are also more likely to be engaged 
in frequent informal exercises throughout the 
day, as they incorporate these exercises in 
many of their daily activities (e.g., mindful lis-
tening to music); therefore, a great deal of 
attention should be given to informal mindful 
exercises. The core components are necessary 
to help students to regulate their attention and 
become aware of their experience. Practicing 
these core elements students learn to recognize 
and understand the nature of their thoughts and 
feelings (recognizing the transience of thoughts 
and emotions as temporary states). They learn 
to relate to these thoughts and feelings in a dif-
ferent way (letting go of maladaptive cogni-
tions and not holding on to or identifying with 
negative thoughts). They become aware of the 
whole range of pleasant, unpleasant and neu-
tral experiences with an attitude of non-judg-
ment and acceptance of that experience and 
compassionate [ 53 ]. 

 The   delivery    should become self-sustaining. 
For most of the peer-reviewed studies on MBIs in 
secondary schools the program was delivered by 
professional trainers (e.g., [ 21 ,  22 ,  54 ]). More 
self-sustaining alternatives exist as well, includ-
ing training delivered by school teachers [ 55 ], or 
schools could work with Web-based interven-
tions or audio audio-guided mindful awareness 
training programs [ 56 ]. As mindful awareness 
can be practiced in many different ways, mindful 
exercises can be combined with the core teach-
ings of many disciplines such as art, science, reli-
gion, literature. 

 Given the infl ux of different paradigms and 
approaches, there is a strong need to explore 
facilitators and barriers in effective implemen-
tation. So far there is a broad range of transla-
tional techniques and a lack of uniformity in 
program content and implementation. 
Implementation should not be limited to brief 
interventions and researchers and mindfulness 
trainers need to work together when attuning 
the mindfulness programs. Therefore, future 
studies should not only apply a robust trial 
design but also clearly specify how the prac-
tices are adapted to be age appropriate. Clear 
descriptions of specifi c instructions are needed 
and manuals that provide such details should 
be made available. Not only should future 
studies focus on short-term outcomes but pro-
spective cohort studies for instance in people 
at risk for health problems are recommended to 
study long term effects. Special attention 
should be payed to the importance of partici-
pant-specifi c variables (such as age, gender, 
and personality traits) to fi nd out what works 
for whom.  

    Conclusion 

 At present, empirical evidence on the effectiveness 
of MBIs for adolescents is available, growing. 
Variability in study design and program content 
is large and studies focusing on processes and 
working mechanisms are still scarce. Mindfulness 
research conducted with adults and research 
(theoretical, empirical, neurobiological) focusing 
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on psychological and emotional  fl exibility does 
 provide a substantial theoretical rationale to further 
investigate the potential of MBIs as a mental train-
ing for enhancing mental well- being in adoles-
cents. Based on the fi ndings discussed here it is 
conceivable that mindfulness may have positive 
effects on transdiagnostic problems and health-
related behavior. However, the speed at which the 
development of mindfulness- based programs in a 
school context is being assimilated leads to con-
cerns. Concerns about whether the preliminary evi-
dence justifi es the growing popularity and about 
the authenticity of the approaches. Therefore, in 
the future, trainers and researchers should work 
together and focus on uniformity in program con-
tent, robust trial designs measuring participant-
specifi c and long-term effects. Outcomes should 
be measured using multiple methods including 
neuroscience, behavioral science, physical health, 
if possible measured in real life, and behavioral 
outcomes should be rated by students, parents, and 
teachers. Also economic analyses indicating the 
potential fi nancial benefi ts of such interventions 
are important. 

 If found to be effective, as could be expected 
based on both theoretical considerations and pre-
liminary empirical results, mindfulness meditation 
may be an important factor in the developmental 
trajectory of our youth. 

 As Arthur Zajonc says: “The true goal of med-
itation is to achieve a way of directly experienc-
ing the world and ourselves that is not imprisoned 
or distorted by mental habits or emotional desires. 
When free of these, we are opened to a richer 
exploration of reality that presents to us new 
insights into self and world” [ 57 ].     
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