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Chapter 1
Introduction: A New Hope

Donald McCown

 How Shall I Begin?

This chapter starts in the first person, so that I am assuming responsibility for all 
nuances of expression. It starts from a question that is not merely academic, but also 
engages the well-being of the community of mindfulness-based practitioners. And 
it starts at the very beginning of ethical thought in the West, with Aristotle as a foun-
dation of science and poetics—and the tension between them.

I’m writing here to satisfy my own curiosity, in hope that readers, particularly 
members of the mindfulness-based practitioner community, are curious, as well. In 
2010, I became interested in the ethics of mindfulness-based programs (MBPs), and 
determined to make it the subject of my dissertation (McCown, 2013). When I 
spoke with colleagues then, I was mostly met with puzzled reactions, such as “Why 
are you thinking about that?” or some variant of “That’s inherent in what we do.” 
The implication was always that there were more pressing theoretical challenges, 
such as coming to clarity on a definition of mindfulness or ensuring quality in 
teacher training.

The mindfulness-based programs community seemed insulated against if not 
isolated from direct confrontation with ethical critiques, as year to year the empiri-
cal evidence mounted, and interest in and adoption of mindfulness continued to 
blossom, both inside and outside the therapeutic intervention context, and both with 
and without informed understanding (that definition problem!). By January of 2014, 
Time magazine’s cover was announcing the “Mindfulness Revolution.” The 
 illustration on the cover was reflective of the less-informed manifestations in the 
culture, rather than of the MBPs on the ground. Not coincidentally, a backlash was 

D. McCown, PhD, MAMS, MSS, LSW (*) 
Center for Contemplative Studies, West Chester University of Pennsylvania,  
Sturzebecker Health Sciences Center, #312, West Chester, PA 19383, USA
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2

taking hold in parallel to this growth in popularity. The neologism “McMindfulness” 
for the often less-informed approaches to mindfulness, particularly in the corporate 
world, rapidly achieved currency through a Huffington Post blog entry (Purser & 
Loy, 2013).

This line of critique arose mostly within the Western Buddhist community, 
focused on a fear that mindfulness, presented as a “secularized” version of a 
Buddhist practice, is thereby unmoored from its ethical anchors in traditional and 
religious context, and available for exploitative and unethical applications. A cen-
tral, politically tinged argument is that mindfulness training may be aimed to make 
corporate employees both more productive and more docile, while the image of the 
“mindful sniper” is a potent rhetorical device for incongruent applications of what 
may be considered an originally spiritual practice. The tone and temper of this criti-
cism has ranged from sincere to withering, with Anne Harrington and John Dunne 
noting that, “The scorn evident in some of the criticisms is quite stunning” (2015, 
p. 662). A mere 4 years later, we can view this counter-blossoming of mindfulness 
through the lens of popular opinion by returning to Time magazine and the headline, 
“How we ruined mindfulness,” introducing an article replete with sniper fears 
(Krznaric, 2017).

Certainly, this 4-year slice of the popular history of mindfulness offers range for 
broad political, sociological, and other forms of interpretation. This is not my inter-
est here. I am concerned with the much smaller community of the mindfulness- 
based programs, where critique also arose—in Mindfulness, its “journal of 
record”—beginning with a chapter by the editors of this volume (Monteiro, Musten, 
& Compson, 2015) and including, for example, contending views from Theravada 
Buddhist clergy (Amaro, 2015), academic and clinical psychology (Baer, 2015; 
Grossman, 2015), religious studies (Lindahl, 2015), and management (as well as 
Zen clergy) (Purser, 2015).

This was a rich and varied colloquy, opening avenues to be pursued further. The 
present volume begins this pursuit, bringing together theoretical and practical con-
siderations of the ethics of and ethics in mindfulness—to use the convenient distinc-
tion employed by Lynette Monteiro (2017). In the of category, the questions 
surrounding the tensions of secular versus spiritual framings of mindfulness loom 
large, including the appropriateness of applying mindfulness—as a spiritually 
derived practice—with secular populations. I recommend to the reader Jane 
Compson’s insightful and inspiring Chap. 2 for grounding, and the succeeding 
chapters in Part One for valuable meditations on such issues from different disci-
plines. The in category ultimately reflects the strength and flexibility of the 
mindfulness- based practitioners who work from the community resources of scien-
tific evidence, curriculum offerings, and pedagogical insights that have been shared 
within the MBPs across four decades. The questions here surround the place of 
ethics in the development and delivery of mindfulness-based programs—questions 
sensitively elaborated in Lynette Monteiro’s Chap. 6 and Frank Musten’s Chap. 13. 
The further chapters reflect the often-hidden glory of the MBP community—that is, 
the creativity and care taken in theory, curriculum, and pedagogy for programs that 
meet an ever-expanding range of participants where they are.

D. McCown
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 Toward a Productive Question

Conditions in the MBP community when the current ethical dialogue arose were 
perhaps different than in the broader culture, and motivations and intentions of the 
ethical critique might be seen as different, as well. It is the specific situation of the 
community in this “ethical moment,” and its response, that interest me in this essay. 
The question that I began to form was: Why this sudden eruption of ethical debate? 
Yes, of course, there was critique outside the community, but this was not directly 
targeted toward clinical applications, and, after all, leaders of the MBP community 
drew strong distinctions—for example, Jon Kabat-Zinn announced directly in an 
interview, “This is not McMindfulness by any stretch of the imagination” (Shonin 
2016)—and held to the line that the MBPs have always had a strong implicit and 
embodied ethic (Crane, Brewer, et al., 2016).

It was not as if the MBP community had been rocked by financial or sexual scan-
dals and needed to concentrate its thinking and resources on ethical reform in order 
to recover. This actually was the case in many American Buddhist and Hindu prac-
tice communities in the 1980s. Consider three high-profile cases:

 1. Richard Baker Roshi inherited the leadership of the San Francisco Zen Center 
and its associated businesses from Suzuki Roshi at the latter’s death in 1971. In 
an austere community, Baker spent hundreds of thousands of dollars on personal 
expenses, and, among many other infidelities, had carried on a brazen affair with 
a student—the wife of a close friend and major donor. Finally, in 1983, the board 
pressed him to take an extended (ultimately infinite) leave of absence (Downing, 
2001). Perhaps most distressing in trying to understand the situation is that even 
10 years later Baker was both unreflective and unrepentant, stating “It is as hard 
to say what I have learned as it is to say what happened” (Bell, 2002, p. 236).

 2. Osel Tenzin, Vajra Regent of the Shambhala organization and successor to its 
founder Chogyam Trungpa, was revealed in 1988 to be HIV-positive, and, 
although aware of his condition, to have continued his long practice of unpro-
tected sex with male and female members of the organization. It further came to 
light that board members had been aware of his HIV status and had kept silent. 
On the advice of a senior Tibetan teacher, Tenzin went into retreat, and died soon 
after (Bell, 2002).

 3. Asian Theravada teacher, Anagarika Munindra, teaching an Insight Meditation 
Society retreat, had sex with a participant—a woman who had been psychologi-
cally troubled, and now was further traumatized. While IMS guiding teachers 
were divided on approach, Kornfield pushed for complete disclosure and an 
immediate confronting of Munindra, noting, “If parts of one’s life are quite 
unexamined—which was true for all of us—and something like this comes up 
about a revered teacher, it throws everything you’ve been doing for years into 
doubt. It’s threatening to the whole scene” (Schwartz, 1995, p. 334).

These are simply examples. By 1988, Kornfield would write, “Already upheavals 
over teacher behavior and abuse have occurred at dozens (if not the majority) of the 
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major Buddhist and Hindu centers in America” (quoted in Bell, 2002). As the com-
munities, directly affected and otherwise, coped with the aftermath of the scandals, 
they came to a new maturity—backing away from charismatic leadership into more 
distributed and democratic models, and adopting formal ethics statements and 
policies.

As these scandals arose and faded, MBSR was establishing itself. It is interesting 
to me that any mention of this time period or such incidents is missing from the 
detailed recounting of the history of the clinical application of meditation through 
which Harrington and Dunne (2015) attempt to understand the current arising of the 
“ethics” debate for the MBP community. Yet, there was certainly impetus and oppor-
tunity for the MBSR community to think through questions of ethics of this kind.

So, in considering my question, there is no current moral stain on the escutcheon 
of the MBPs to parallel the narratives above. As drivers for ethical thinking, any 
historical issues have been lost to memory, suppressed, or ignored. Still, a debate 
goes on inside the MBP community, under the banner of ethics. My question begins 
to sharpen: Why choose ethics as the category of critical thought? The questions 
about ethics of mindfulness might be included in the long-standing quandary about 
the definition of mindfulness and its relationship to secular or sacred derivations and 
framings (e.g., Brown, Ryan, Loverich, Biegel, & West, 2011; Grossman, 2011; 
Hölzel et al., 2011; Sauer, Lynch, Walach, & Kohls, 2011). The in questions, like-
wise, already have a pride of place in the community’s dialogues, particularly around 
ensuring quality in curriculum development and teacher training (e.g., Crane, 
Soulsby, Kuyken, Williams, & Eames, 2016; Cullen, 2011; Grossman, 2010; Kabat-
Zinn, 2011; Santorelli, Goddard, Kabat-Zinn, Kesper-Grossman, & Reibel, 2011).

Why not maintain the continuity of these ongoing dialogues? Why hang a new 
banner if there is room under the old ones? In fact, the definition debate has been the 
site of a rare opening beyond the insularity of the science-driven MBPs, inviting 
voices from outside the community and beyond scientific disciplines (Williams & 
Kabat-Zinn, 2011, and the entire special issue of Contemporary Buddhism they 
introduce). Another case in point is the distinction now being made between “second- 
generation” mindfulness-based interventions, which explicitly reference Buddhist 
forms of mindfulness and worldview in their curriculum and pedagogy, and the first-
generation, which is presented as secular (Van Gordon, Shonin, & Griffiths, 2015; 
Crane, Brewer et al., 2016). This distinction is made within the dialogues both on the 
definition of mindfulness and assurance of quality in curricula and teachers, rather 
than being framed in ethical terms. Even the strong charges by Candy Gunther 
Brown in Chap. 3 about the ethical ramifications of the duplicity of the (first-gener-
ation) MBPs showing a secular face to participants while heavily relying on Buddhist 
thought and practice behind the scenes might as easily be located within these 
already established dialogues. No thinker’s answers or positions are concrete or cor-
rect; all of these questions should be open for further exploration.

I am puzzled yet again, although my question is very much sharper: What else is 
going on in the choice of ethics as the banner for dissent? Yes, that’s it, precisely. I’d 
like to suggest that ethics is a repository for disappointment and frustration within 
the MBP community. Or, perhaps it’s a yearning to have more intellectual space in 
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which to explore, with different kinds of attention. Ultimately, it may be that the 
dialogue around ethics is a forum in which to keep the MBPs together—if not 
exactly unified—in a time of dramatic growth, transition, and potential fragmenta-
tion. To make this sensible, however, may require a different starting point.

 Shall I Begin Again?

Let’s run all the way back, past even Aristotle and ethics, to the Iliad and a metaphor 
employing the Greek root ethos. Describing Paris running through the halls of Troy 
to join his brother Hector in battle against the Greeks, Homer likens him to a stallion 
freed from the stable and racing toward his herd in the pasture, using for that destina-
tion the word ethos, meaning the place where an animal belongs with others and will 
thrive (Baracchi, 2008). For Aristotle,1 when thinking about the ethical, place and 
time come together in a particular situation where the individual and community 
might flourish, if the appropriate actions are taken. The ethical is what a community 
disposed toward the good does in a specific space and time—a present moment 
(Baracchi, 2008). Perhaps there is something here for our shared (I hope!) curiosity.

Following Aristotle’s conception, ethics as a category of philosophy is by neces-
sity extremely imprecise. John D.  Caputo (2003) notes that “Ethics stands alone 
among the sciences or disciplines by announcing right at the start that it is not pos-
sible as a science or, if you prefer, that its possibility is co-constituted by a certain 
impossibility” (pp. 169–170). This is because the ethical investigation is focused on 
the fullness of a situation among people gathered in community. Its subject is what is 
emerging within a web of relationships in the present moment. Aristotle uses the term 
poiesis in his descriptions, so we must understand the moment as a situation emerg-
ing through a process of artful creation (Baracchi, 2008). That is, the ethical situation 
emerges differently in each moment and is difficult to comprehend completely.

When people of virtuous character are gathered in the emerging moment, we 
may hope that what they are doing—what they create—is beautiful and just. For 
these ethical constructions, Aristotle favors the metaphor of the products of arts and 

1 The fact that the MBPs are often presented as derived from Buddhist thought and practice sug-
gests to many that we may look there for ethical discussions. However, the distinction of the moral 
versus the ethical complicates such an undertaking. Denotation of both words centers on appropri-
ate behavior; however, the moral bears connotations of action in the workaday world, while the 
ethical connotes philosophical description and analysis of those actions. Western thinkers such as 
Plato and Aristotle write extensively about ethics, politics, and justice, yet scholars have not found 
Buddhist equivalents to the Republic or the Nicomachean Ethics. While Buddhism is one of the 
most moral of all the world’s religions, technically, it may be described as lacking an ethics. The 
historical Buddha solved the fundamental problem of defining the good life and how to live it, and 
in his teachings detailed the “how to” of such a life. His followers simply had to live it, not reflect 
on it. Buddhism’s essential pragmatism may account for the mismatch of categories with Western 
philosophy (Keown 1992, 2006). Mindful of this fact, my discussion proceeds with Western ethical 
conceptions.
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crafts, which are handmade and never repeatable, yet each is bearing the potential 
to shine out with beauty (and justice) for all. This includes the idea that our under-
standing of a situation is an artifact in which we have captured something of the 
moment, and that can be saved for later—it is an artwork or, maybe better, a text, 
that can be reflected upon and shared in other times and places (Baracchi, 2008). It 
becomes possible, then, to see how the value of developing one’s character, of com-
ing to possess the virtues, does not ultimately lie in individual improvement, but, 
rather, in the flourishing of the polis—the community.

In this very brief description of the beginning of ethical thinking, I trust that I am 
making available some useful ideas for our current situation within the community 
of the MBPs. Now, as the main burden of this chapter begins to unfold, I’ll be draw-
ing on the essential imprecision of ethical thought as motivating and shaping the 
present discourse from which this entire volume springs. I’ll be considering virtues 
and their cultivation from the perspective of their potential within a community, 
rather than their isolated value to an individual. And I’ll center my own descriptions 
and conjectures in the poiesis, the formation, the making, indeed, the poetics of situ-
ations in particular places and times—pointing specifically to the MBP classroom, 
wherever it is to be found.

 How Can the MBPs Go On?

As I’ve suggested, it is certainly possible to locate the bulk of the internal critique 
of the MBPs within longstanding categories of dialogue, such as the definition of 
mindfulness, and assurance of quality for curricula and teacher development. 
However, these critiques are quite often being engaged under the more provocative 
banner of ethics. To understand why, I believe we must particularly consider the 
imprecision, the poetic ambiguity of ethical investigation. It stands in direct opposi-
tion to the entire trajectory of the MBPs toward the current height of their popularity 
within health care and mental health care.

Inarguably, the nearly four-decade-long project of amassing an empirical evi-
dence base for the MBPs has been central to their dramatic growth. Inevitably, the 
nature of the research conducted has recursively shaped the interventions, focused 
as it is on individual outcomes as measured by self-reported quantitative psycho-
logical tests, physiological measurements, and neuroscience imaging. Such an 
approach locates any pathology and any potential relief inside the patient’s mind (or 
even more intense, the patient’s brain). Individualistic and reductionistic assump-
tions are rampant. The typical becomes a substitute for the actual, and fails to add 
thickness to our understanding of the embodied experience of the intervention. The 
vast bulk of the data generated in the MBPs has therefore not been useful in ongoing 
development of the pedagogy, which relies on complex, poetic (to use our new des-
ignation) understandings of the moment of teaching in the community of the class-
room. Rather, tending to the requirements of randomized controlled trials has tended 
to calcify curricula and restrict the options of the teacher in the service of ever more 
“reliable” data. Although there may be the beginning of a trend toward the use of 
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mixed methods to include qualitative data in larger studies, any such shift is concur-
rent with the ethical critique, and, in fact, might be interpreted as a response to it.

Opposition to the constriction of certain lines of thought and practice may be, 
then, what is behind the raising of ethics as the banner for critique. After all, ethics, 
as Aristotle describes it, is the most imprecise of the sciences, the least amenable to 
typical means of empirical investigation. Invoking it is a symbolic and concrete pro-
test. As the disappointments of the hegemony of the scientific disciplines become 
more difficult for some MBP community members to bear, the new possibilities of 
ethical discourse offer consolation—and new opportunities. Ethics directs attention 
to the actions of the gathered community in the present moment, where we are better 
served by a poetic, as compared to a scientific, approach. Here, teachers and research-
ers can find more “elbow room” for their work; indeed, with the ethical critique, they 
might be seen as “elbowing a way in” to a space perceived to be closing down.

Ethical critique within the milieu of the MBPs opens new avenues of investiga-
tion—from wider theoretical reflections using resources as diverse as Buddhist con-
ceptions of compassion and contemporary feminist care ethics, to creative 
adaptations of mindfulness-based curricula and pedagogy that accommodate revised 
views of the relationships and values vital to working successfully with an expand-
ing range of participants. The present volume is representative of this poetic direc-
tion and the creative energy behind it. Many of the chapters are approached with 
sensitivity to the particular situation that is being engaged, such as the needs of 
medical practitioners in Chap. 5, business professionals in Chap. 14, or military 
personnel in Chap. 15. Many chapters go further, engaging the creative tasks of 
actually writing the poems, so to speak—specifying curricula and pedagogical 
approaches to mindfulness in health care and mental health care, such as 
Mindfulness-integrated Cognitive Behavior Therapy in Chap. 7, Mindfulness-Based 
Symptom Management in Chap. 8, and Mindful Self-Compassion in Chap. 11, as 
well as the CARE program for teachers in Chap. 9, culminating in explorations of 
compassion (Chap. 10) and self-compassion (Chap. 11).

Within these chapters—further, within the creative actions of MBP participants 
and teachers in their places in the moment in classes the world over—we may find 
a way forward that offers countermoves to individualism and reductionism. We may 
even find that the critical chorus singing under the banner of ethics offers a promise 
to keep the whole community of the MBPs together.

 Pedagogical Discourse of the MBPs

Although their discourse has been subordinated to the overarching scientific dis-
course of the MBPs over the decades, teachers have a contrasting way of talking 
about what happens in the classroom with the participants, which colleagues and I 
have remarked upon and elaborated over many years (McCown, 2013, 2016; 
McCown, Reibel, & Micozzi, 2010; McCown & Wiley, 2008, 2009). With not too 
much reflection, it becomes evident that the MBPs, as group-based interventions, 
are complex situations in which networks of relationships develop from session to 
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session as the course progresses, in both the long stretches of silence and the inter-
active events of the curriculum.

With colleagues, I have also suggested that the discourse of MBP pedagogy fits 
very well with a social constructionist approach that reflects a radical interdepen-
dence of participants and teachers (Gergen, 2009, 2015; McCown et al., 2010). This 
approach differs in intensity from the relational understandings applied by others 
involved in pedagogical theory (Crane, Kuyken, Hastings, Rothwell, & Williams, 
2010; Crane, Brewer, et al., 2016). These thinkers maintain the received individual-
istic view of participants, and grant the teacher a superior position from which to act 
on the class. More radically, our thinking proceeds from a view of the class as a 
“confluence” (Gergen, 2009) in which actions of participants are not structured by 
cause and effect, but rather are continually self-defining. That is, we do not posit a 
group of discrete participants and teachers who take actions based on directives 
(however gentle), but rather we see a confluence that continually co-creates its 
actions and dispositions from moment to moment. This is much like the creative 
actions of the community of Aristotle’s description—drawing us toward a poetics of 
the MBPs, and, with an expanded attention, perhaps toward a poetics of the MBP 
community itself. Monteiro and Musten, in the present volume, describe this poetics 
quite clearly in the context of their “second-generation” MBP, Mindfulness-Based 
Symptom Management (MBSM):

…MBSM is far from—and likely never will become—an intervention that is fixed and 
manualized. The essential truth is that nothing is permanent and everything is in constant 
state of change; it is both a spiritual claim of Buddhism and of physical science. But there 
is also a more immediate reason for the constant state of change: every program we offer is 
new simply because all those who come together are doing so for the very first time. In the 
space that each program is conducted, everything is happening for the first time. Even as 
teachers who have walked into that room hundreds of times over the years, we too are new 
because the relationship with everyone there creates us anew (p. XX).

The focus on ethics as a category of thought may be moving our thinking around 
or pushing it past the unreflective individualism and reductionism of the scientific 
focus of the MBPs. Therefore, it may be valuable to sketch—poetically, and with 
ample room for revisions—what the opposites of individualism and reductionism 
may look like in practice. In what follows, I am suggesting that on the other side of 
individualism we will find a healthy community that has been there all along, and 
that on the other side of reductionism we’ll find a rich diversity of participants and 
their contributions to the moment-to-moment life of the community. It may even 
happen that, just as Aristotle, I cannot resist proposing some very uncertain princi-
ples that may be of general use in our ethical thinking.

 Community, Strong and Weak

An MBP class is a confluence dedicated to the pedagogy of mindfulness. The com-
munity is learning and changing as it moves from formal meditation practices to 
mindful dialogue about the practice to structured engagement with material in 
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specific curricular modules. Participants (I use the word because we don’t really 
have the language to describe persons as integrated parts of a confluence) partake 
of the pedagogy actively or passively, by participating or observing, by speaking to 
others or remaining silent—they are all affected. Humans are sensitive creatures 
that “cannot not respond” to the activity around them (Shotter, 2011). In whatever 
mode they choose for participation, they are connected within the confluence—the 
ongoing dialogue is part of them as they are part of it. Gergen (2009) notes that what 
we call thinking may be recast as “unfinished dialogue,” so even our “inner self” can 
be seen as part of the outer confluence. Here we might come back to the idea men-
tioned above of experience as forming artworks or texts, where such texts—
acknowledged in words or actions—become available to all and are generative of 
further texts, finished or unfinished, that nurture the confluence (McCown & 
Billington, under review).

An MBP class is, thus, a small community that develops a capacity to generate 
mindfulness, and to know how to go on together from moment to moment. It has a 
poetics, and, in fact, it has an ethics as well. Gergen (2009, 2011) describes that the 
shared meanings and values established through the actions of the confluence define 
the “good” for the group’s life. When such a “first order morality” is present—even 
if it has never come into direct speech—it governs the sense-making of the group. 
To transgress it would place one outside the bounds of shared meaning. A simple 
example is that a participant would be extremely unlikely to sing (out loud!) during 
a silent sitting meditation—because it would make no sense to do so.

With such thinking, we move away from individualism, in which each partici-
pant is a self-contained agent who consults knowledge located “inside” him- or 
herself to decide how to go on in the group. Rather, within a confluence, knowledge 
of how to go on together is more sensibly seen as located in the group itself—it is 
community knowledge. We are certainly relational creatures, and are capable of 
being in different and possibly even competing confluences. Gergen’s description 
(2009) is that we are “multi-beings” made up of ways of going on that have been 
instilled by experiences in many different confluences. That which has been instilled 
is available to us in not only within the originating confluences, but also in others as 
it is appropriate.

Seemingly, then, holding a confluence together requires bonding of the group, so 
that incongruous ways of going on do not arise and introduce “nonsense.” It may be 
that a strong community is what is needed to accomplish what seems to be tight 
control. The first-order morality of an organized crime family, for example, will be 
powerful, and deviation will be dramatically discouraged. This example also sug-
gests that such a strong community may also choose to impose its will on others that 
are outside its bounds of sense-making. Clearly, a strong community may be a dan-
ger to dissenters within and anyone outside. Nevertheless, bringing a community 
together can have significant value, as suggested by our example of the MBP 
classroom.

Is it possible to bond a class tightly into a weak community? Is it possible to be 
both close and safe? Let’s consider the actions that bond groups of any type, and 
then compare and contrast with the pedagogical actions of the MBPs.
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For Gergen (2009), three mechanisms are involved in the bonding of any conflu-
ence—negotiation, narrative, and enchantment. In the context of the MBPs, all are 
important, and all must be seen in a particular view—as in a poetics.

Negotiation is the “co-creation of shared realities, and the comfort, reliability, 
and trust that accompany them” (Gergen, 2009, p. 175). This idea moves straight-
forwardly into MBP pedagogical thinking. In learning to produce moments of 
mindfulness together, participants find out how they can turn toward their experi-
ence in the present moment and find a way to be both with and in it in a non- 
judgmental, or, better, a friendly way. Within the setting and actions of the 
confluence, they are offered freedom to choose how they will respond in each 
moment. They are impressed with the need for confidentiality, which offers a feel-
ing of safety in the confluence. There is also a high likelihood of positive physiolog-
ical reinforcement through the early practices; consider the body scan and the 
relaxation (or sleep!) that often arrives as a side effect of doing it. Through actions 
of the pedagogy, participants quickly find that they share a common purpose, often 
feel more relaxed than when outside the class, and know that the actions in the class-
room will unfold sensibly.

Narrative, the second mechanism of bonding, is specifically related to changing 
a story about “me” into a story of “we.” In an ongoing relationship, the individual is 
invited to soften self-boundaries and instead identify with, or become, the relation-
ship. To say, for example, “in our school we do it this way,” or “on our team we 
always…” involves this kind of narrative. There are, of course, stories that are told 
within particular confluences to illustrate its special characteristics; Gergen refers to 
these as “unification myths” (2009, p.  177). The telling of such stories actually 
prompts actions that are congruent, and that bring the myths into reality. In the 
MBPs this happens through another kind of text—not a story but a lyric poem, a 
song, as it were. Through mindfulness pedagogy, participants actually step out of 
their stories and into the experience of the present moment. Thus, the confluence 
generates texts of present moment experiences that they share; there is not a story-
line, but instead a collection of poems: “Songs from Our Group.” This is the burden 
of the practice of the pedagogy.

While Gergen’s description of narrative as a mechanism of bonding highlights 
the duration of being together—the longer the time, the better the bonding—the 
MBP view highlights individual moments. We might even see this through the 
ancient Greek distinction of chronos, for sequential, horizontal time, and kairos, for 
vertical time—the moment of opportunity, of significance. So, the group experience 
of kairos in abundance, as it were, may promote bonding, as a lyrical substitute for 
the long togetherness of a story.

Enchantment is Gergen’s third, critical mechanism (2009), through which the 
confluence takes on a “sense of transcendent importance” (p. 179). The sense is 
generated especially strongly through language, ritual, and emotion. Let’s look at 
each, within a typical group such as a team, and then see how it might also be 
applied to descriptions of MBP pedagogy.
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Shared words that are performed as oaths, songs, or cheers, or are treated with 
gravitas, as in founding documents or ongoing records, bring any group together. In 
an MBP class, which spends much time in silence, we might weight non-verbal 
expression heavily in lieu of language. How participants hold themselves—posture, 
attitude, expression, maybe even eye contact—particularly in the moments after 
practice or while witnessing a moving inquiry dialogue between a classmate and the 
teacher truly speaks volumes. Messages about group cohesion, caring, and support 
come through.

Likewise, rituals reinforce the group’s meaning to its members—for any group, 
think of anniversaries, commemorations, even happy hours. In an MBP class, think 
of meditation practice to start and end, maybe with a ringing bell—participants are 
called together as a “we” assembled in time. It happens in space as well, when the 
class is scattered to dyads or small groups for an activity, and then all are called 
back. Enacted again and again, the meaning arises that we can’t go on until we are 
gathered together.

Emotional expressions at transitions—from simple moments of meeting and 
parting, to emergent moments of welcoming the new and mourning losses—are 
displays of commitment to group life and, perhaps, to something beyond. In the 
MBPs, these socially constructed forms of emotion may certainly take place, yet 
there is also something more subtle, a feeling tone that seems generated by the facts 
of being together. Although Gergen eschews physiological description, Steven 
Porges’s (2011) polyvagal theory nevertheless may help in understanding the sub-
tlety here. Porges’s theory is based on the evolution of the autonomic nervous sys-
tem in mammals—particularly the vagus nerves. Mammals adapt to life-threatening 
situations by “freezing,” to challenging situations with “fight or flight,” and (here’s 
the new idea) to situations of safety with what Porges calls social engagement. In a 
situation in which others are calm and regulated (as in a class after meditation) and 
we feel safe, the new vagus nerve slows our heart rate, inhibits fight or flight, and 
prepares us for optimal sharing with others. Our eyes open wider, inner ears tune to 
the human voice, face and neck muscles gain tone to make subtle expressions and 
gestures, and muscles of speech gain tone for better articulation. Perhaps a key to 
the subtle emotion here is the associated release of oxytocin—the bonding hor-
mone. Maybe the feeling is like coming home.

For a fuller understanding, Robert Frost provides two definitions of “home” 
through two different characters in his poem, “The Death of a Hired Man.” For full 
effect and understanding, the reader must hold both definitions simultaneously—
one follows quickly on the other. First definition: “Home is the place where, when 
you have to go there, / They have to take you in.” The second does not correct this, 
but adds to it: “I should have called it/Something you somehow haven’t to deserve.”

So, as we allow the critical discourse of ethics to call attention to the poetics of 
the MBPs, the individualistic view of the science begins to fade, and what comes 
into focus is a bonded community. The community created through the pedagogy of 
the MBPs holds a healthy tension. Its bonding is strong enough to offer the sense of 
home, yet weak enough not to threaten those who dissent from inside—or who live 
outside.
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 Virtues in Community

To understand the healthy tension of MBP classroom communities, we need to view 
the pedagogy in the widest and most generous way possible. In each class, teacher 
and participants are learning together how it is possible for them to turn toward to 
be with and in the experience that is arising in the present moment. There are as 
many routes to this outcome as there are courses given. The actions within every 
classroom confluence are entirely contingent on its composition and its location. 
Each is rich and varied. None are alike. All are shaped by what we are calling poet-
ics. In other words, the pedagogical process is not rote or conceptual learning, but 
rather is a co-creation of the participants in the moment. The “take away” is not 
information or knowledge. Instead, it is know-how—a capacity of the confluence 
that when called for is available as part of the “multi-beings” of participants.

The possible responses of the MBP class to actions of the pedagogy are infinite. 
As Aristotle states, there are no very useful ways of accounting for a specific choice 
of actions by applying principles or premises. The same is true for the unfolding of 
emerging classroom situations. Principles would be at best “navigational instru-
ments” to steer the ship away from the rocks, while what truly matters is the disposi-
tion or posture of the participants, as a confluence. When the group is disposed 
toward the good, the response will promote the good. We are talking here about 
virtues. The reductionist cast of mind (including Aristotle’s) would locate virtues 
inside individuals, but we are critiquing such moves. What will we find if we locate 
virtues—the dispositions that produce the good—in the confluence? The confluence 
itself knows how to produce the good, then, and participants who enter into other, 
different confluences will have those dispositions available as needed.

What then are the virtues of the confluence of an MBP class? I have previously 
approached this from a different perspective (McCown, 2013), while creating a 
model of the space that is generated by the confluence when practicing the peda-
gogy. To take up the perspective of the critical discourse of ethics as it exists now, I 
am applying insights from that model to describe three important dispositions that 
are part of the discourse of the MBP community, and to gesture very generally 
toward a telos—a goal or end, to be Aristotelian about it—that the larger MBP com-
munity might embrace.

I am proposing these dispositions as virtues that are imbued through the peda-
gogy of the MBPs at its best, regardless of the structure or generation of the curricu-
lum in use. I find it intriguing that what might be called virtues in Buddhist thought 
are negatively constructed; that is, they are dispositions away from rather than 
toward particular forms of action. According to Richard Gombrich (2009), the 
Buddha’s ethical process was pragmatic—simply to fix what was broken. Given that 
immoral behavior is driven by the “three poisons,” which are greed, hatred, and 
ignorance (raga, dosa, and moha in Pali), the three “cardinal virtues” then become 
non-greed, non-hatred, and non-ignorance (araga, adosa, and amoha). Via this 
same pragmatism, central dispositions of the MBPs have arisen from the perceived 
inhumanity of the medical and mental health care system with its labeling of pathol-
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ogies, hierarchical power structure, and instrumental interventions that ignore the 
whole person. These may then be expressed the non-pathologizing, non- hierarchical, 
and non-instrumental virtues—not of individuals, but of the confluence.

 Non-pathologizing

This virtue is constantly in tension within the MBPs, as many of them have target 
populations defined by specific medical or diagnoses, yet insist that they see the 
whole person. It is certainly easiest to maintain a non-pathologizing disposition 
within a program open to a heterogeneous population, such as mindfulness-based 
stress reduction, in which participants from all walks of life, with almost any medi-
cal and/or psychological diagnosis, or none at all, may come together as a conflu-
ence. In considering this disposition of non-pathologizing, Jon Kabat-Zinn (2011) 
describes how

it can be felt in the way the instructor relates to the participants and to the entire enterprise. 
Although our patients all come with various problems, diagnoses, and ailments, we make 
every effort to apprehend their intrinsic wholeness. We often say that from our perspective, 
as long as you are breathing, there is more ‘right’ with you than ‘wrong’ with you, no matter 
what is wrong. In this process, we make every effort to treat each participant as a whole 
human being rather than as a patient, or a diagnosis, or someone having a problem that 
needs fixing (p. 292).

Although this description comes from a perspective that valorizes the teacher and 
discounts the other participants, it does clearly suggest that no one needs to carry 
their specific diagnosis into the class. The nature of the group undercuts the power 
of diagnostic discourses—whether of medical conditions or psychiatric disorders. 
As Saki Santorelli suggests:

Medicine for the past 120 years has really developed tremendous acumen for the differen-
tial diagnosis. We give a single diagnosis and then we develop a single treatment modality 
to meet that diagnostic condition. In the Stress Reduction Clinic, we have done it the other 
way around. We’ve said that instead of making the groups homogenous, we will make them 
heterogeneous. Why? If people participate for the same reason—say heart disease—well, 
that’s what they have in common and where conversation will naturally gravitate. Sometimes 
this can be very useful, sometimes not. Conversely, if you have people in the room for 25 
different reasons, their common ground becomes the work of developing their inner 
resources in service of whatever ails them. (quoted in Horrigan, 2007, p. 142)

The non-pathologizing disposition re-creates the participants, replacing their 
limited diagnostic identities with unlimited possibilities. In effect, all participants 
carry the same diagnosis—the “stress” or suffering of the human condition that 
everyone shares. They do not attend class with the intention to remove something 
unwanted from their experiences, but rather are there to learn to live their lives, as 
they are, to the fullest.

Also, non-pathologizing counters the tendency of participants to put themselves 
under surveillance—to subjectify themselves to their diagnosis, as Foucault (1995) 
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would put it. That is, a discipline, such as psychiatry or clinical psychology, estab-
lishes power through its discourse, its system of knowledge, which in science means 
a system of classifications. The categories of the Diagnostic and Statistical Manual 
(DSM) illustrate this well. The use of the DSM as expert knowledge exerts power 
over your life and identity. When you allow experts to observe, examine, and clas-
sify you, you are labeled nearly indelibly. You are made a subject of the power of a 
discipline—you are subjectified. It is difficult to escape such power. You don’t have 
the power of expertise or social position to reject or overturn your diagnosis—it can 
follow you forever. Once depressed, for example, once you’ve been diagnosed as 
depressed, you are “a depressive” even when you are laughing, even when you’ve 
been happy for years. You live under surveillance: How’s the depression? It seems 
like it’s lifted, but it may come back. You are never free. And you are the source of 
much of that surveillance, says Foucault:

He who is subjected to a field of visibility and who knows it, assumes responsibility for the 
constraints of power; he makes them play spontaneously upon himself; it inscribes in him-
self the power relation in which he simultaneously plays both roles; he becomes the prin-
ciple of his own subjection. (pp. 202–203)

Foucault encourages us to resist, and so do the MBPs—if we listen. The class-
room is a site of resistance, and the confluence is a counter-culture in which it is 
possible to identify and experience other ways of being.

 Non-hierarchical

This virtue, too, can be seen as contested. Coming from a culture of expertise, par-
ticipants assume that the teacher is the expert with a repository of knowledge to 
share with those who lack. There is much work to be done in the pedagogy to shift 
this view. Seating the group in a circle is a useful move that sends a non-hierarchical 
signal—no one is lifted up, put forward, or preferred, not even the teacher. In fact, 
the pedagogy directs participants toward each other in the dialogue of the gathering. 
From the start, teachers ask that participants speak to the whole group, not just to 
the teacher, and reinforce this with nonverbal cues. Another useful strategy is to 
have participants regularly explore dialogue in dyads and small groups. There is a 
non-hierarchical message in the fact that the teacher is not privy to these conversa-
tions. Such actions work toward dissolving not only the hierarchy of teacher and 
participant, but also of the more extroverted and less extroverted participants.

The non-hierarchical disposition can also be revealed in the language choices of 
the teacher—which shape the dialogue of the confluence. Kabat-Zinn (2004) identi-
fied a list of difficulties that can be introduced through verbal and non-verbal com-
munication. The one he calls “idealizing” is important to reflect on here. It describes 
an approach and tone of “I know how to do this and I’m going to teach you,” when 
the language should propose shared exploration, as in, “Let’s try this together and 
see what happens.”
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The key move of the pedagogy is the great leveler: the group practices mindful-
ness by turning toward the experience of the moment to be with and in it—and no 
one knows how it will be, for anyone.

Not knowing is the key to the non-hierarchical disposition. There are not “right” 
answers, there are only meanings negotiated by each participant—perhaps in dia-
logue out loud, or maybe in the “unfinished dialogue” of thinking shaped within the 
confluence. In guidance of practices, the language opens and invites, neither impos-
ing nor assuming any particular quality of experience. In inquiry dialogue, partici-
pants have the opportunity to speak and reflect on the experience, to have it witnessed 
by all, and to have it corrected by none. In a curriculum, whether presented as secu-
lar or grounded in Buddhist thought, no particular meaning for a participant’s expe-
rience is set—in course materials, in the recommended activities in the class, or 
even in the use of poems or stories. The course is ultimately an object of reflection, 
and participants are free to ascribe meaning to their experiences, or not, within or 
outside any spiritual or philosophical tradition. We are in the realm of poetics, 
together.

 Non-instrumental

This is a revelation of the radical nature of the MBPs. It is the basic orientation 
toward participants in the MBPs: it’s not about fixing something that is broken, but 
about turning toward and being with/in the experience of the moment. It’s not about 
trying to have a particular experience, but about being friendly toward the one you 
are having. Kabat-Zinn describes it as

This challenge we pose to our patients in the Stress Reduction Clinic at the very beginning, 
and with the introduction to the body scan meditation, or even the process of eating one 
raisin mindfully: namely, to let go of their expectations, goals, and aspirations for coming, 
even though they are real and valid, to let go—momentarily, at least—even of their goal to 
feel better or to be relaxed in the body scan, or of their ideas about what raisins taste like, 
and to simply “drop in” on the actuality of their lived experience and then to sustain it as 
best they can moment by moment with intentional openhearted presence and suspension of 
judgment and distraction, to whatever degree possible. (2003, p. 148)

In pedagogical practice, the encounter with the raisin, the body scan, and the 
other formal meditations are offered in the spirit of “Let’s try this together and see 
what happens.” This disposition shapes the language of the classroom, helping par-
ticipants to explore their experience as it unfolds in the moment—however it might 
be. The sometimes profound inquiry dialogues between teacher and participant 
work in this way, taking a fluid path to stay with what is arising, not leaping toward 
what would be preferred. As this language saturates the confluence, participants 
begin to apply the approach in their own “unfinished” dialogues, as well—attending 
to their thinking in a different way. They also attend differently within their dia-
logues in dyads and small groups, being non-instrumental with themselves and each 
other.
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Relations between participants are regulated by suppression of the impulse to 
“fix” others—to give advice rather than to be curious about one’s own experience of 
the moment. When moments of suffering arise out loud, as Rebecca Crane and 
David Elias (2006) have suggested, teacher and participants can

work to subvert a strong internal and external tendency to look for certain (sometimes quite 
fixed) kinds of improvement or resolution of difficulties. This is a tendency that can play out 
in therapeutic and mental health contexts in familiar and unhealthy ways for both practitio-
ners and clients at times. In comparison, the possibility to experience a sense of “OKness” in 
the midst of “not-OKness,” is a broader influence offered by the meditative traditions, which 
can inform not merely process but also potentially a different approach to content. (p. 32)

Implicit within this choice to be with and in is its obverse—the choice to change 
what can be changed. This also reflects the non-instrumental disposition. That is, 
the teacher makes the concept of choice available, but leaves alone what the partici-
pant changes or how. On both sides of the coin, curiosity and courage are required, 
and are essential to this virtue.

 And They Make One Whole

These dispositions are interdependent (McCown, 2013). If any one of them is com-
promised, all of them are compromised. For example, to label a participant with 
pathology is also to assume a superior place in a hierarchy, and to imply an instru-
mental intention behind the curriculum. Understanding the costs of compromise, 
then, is extremely important. The balancing of the three dispositions is precarious 
and requires significant care, in both curriculum design and teaching. This is another 
way of considering the poetics of the MBPs.

As the result of such a poetics, an MBP confluence in its practice would have the 
know how to bring forth a virtuous community. The bonds among participants 
would be strong enough that all may feel safe and cared for, yet weak enough that 
any in dissent from the others (even if only in the unfinished dialogue of thought) 
may also feel safety and caring extended to them. If this is the telos, the end that we 
have been moving toward, what shall we call it? How shall we characterize it? The 
deep resources of thought that lie beyond the dominant disciplines of the MBPs are 
being brought into greater play by the ethical critique, and may be valuable in this 
process.

 Love Will Keep Us Together

I have suggested (McCown, 2013) that what ultimately results from the practice of 
the pedagogy of mindfulness, within a virtuous community as described above, is 
friendship. Friendship is not a characteristic of one person, not a virtue inside, but 
rather a quality saturating a confluence. It does not refer to knowledge of how to 
“get along” with others, but rather refers to the know-how of “going on” together.
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It is understood in such a spacious way in two descriptions from the axial age 
(800 to 200 BCE), when wisdom arose simultaneously in different cultures with 
little evidence of common influence (Jaspers, 1953; for verifiable East–West influ-
ences, see McEvilley, 2002). Greek philosophical thought and the streams of philo-
sophical thought in India leading to Buddhism both seem to offer friendship as an 
exalted virtue or ultimate good.

Aristotle describes three types of friendship in the Nicomachean Ethics. First are 
the friends you cultivate for pleasure, because they are fun; next are friends who can 
bring you advantages in business or politics, because of their positions; third are the 
ones you wish to be with, because of their own goodness—their virtues, their very 
being. In all three cases, friendship is based on mutual well-wishing; however, in the 
third case, you wish the other well without expectation of advantage for yourself, 
and such a wish is returned in the same way. For Aristotle, the third is the perfect 
form of friendship.

This perfect friendship of mutual well-wishing, for Aristotle and contemporary 
Aristotelian thinkers (e.g., MacIntyre, 2007; Nussbaum, 1986), is a model for how 
members of a community (polis) should relate to each other. MacIntyre (2007), 
pointing toward the kind of strong relational view of a confluence, suggests that 
smaller groups of friends of this type are the very stuff of which the polis is made.

In Buddhist sources, friendship is the paradigm for interpersonal relationships in 
community (Keown, 1995). In the Upaddha Sutta (Thanissaro, 1997), the Buddha 
himself states that the whole of the holy life is the life shared with friends. The ear-
lier tradition actually spells out particular virtues that help to bond the community, 
and in the four divine abodes (Brahmavihara) provides separate practices to encour-
age them—friendliness (metta), compassion (karuna), sympathetic joy (mudita), 
and equanimity (upekkha). Keown (1995) reminds us that these practices are pre-
scribed to overcome unfriendly attitudes. Preferring friendship as the paradigm for 
relating, he is essentially an Aristotelian thinker, one of a number (e.g., Flanagan, 
2011; Harvey, 2000; Whitehill, 1994) who suggest a virtue ethics for Buddhism.

Compassion, while central to the later Mahayana tradition, is a more specific con-
struct, and is neither a day-to-day nor a mutually shared mode of relating. It can be 
defined as recognizing and wishing to end the suffering of others, which is  certainly 
both useful and admirable (for a thoroughgoing discussion, see Chap. 10). However, 
it may not be required continually within a small community. Rather, a confluence is 
more likely to reflect a disposition such as friendship in its day-to-day, moment-to-
moment “going on together.” Perhaps the prevalence and increasing frequency of 
metta practice within the MBPs (e.g. Feldman & Kuyken, 2011; Horrigan, 2007) is 
indicative of the ubiquity of friendship as a disposition—or, at least, an aspiration.

 A Community that Matters

Friendship binds together the gathered folks in an MBP class. It is not an imposed 
way of being, not an ethic in itself. Rather, as the embodiment of the non- 
pathologizing, non-hierarchical, and non-instrumental dispositions that make the 
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pedagogy possible, friendship is what makes ethics—and even a dialogue about 
ethics—possible. Friendship itself creates community in which all can thrive. Its 
bonding is strong enough to hold with care all of the questioning, yearning, and suf-
fering that participants bring, while it is weak in ways that allow it to hold difference 
without penalty or exclusion.

In Gergen’s (2009) terms, the first-order morality that binds the MBP confluence 
together is actually a second-order morality, as well. First-order moralities naturally 
create conflicts between them; they generate in- and out-groups that are set in their 
own “right” ways of being, and thus oppose other first-order moralities. Second- 
order moralities then provide the possibility of overcoming the conflicts of the first 
order, by tending to relationships. That is, the focus in a second-order morality is not 
on imposing the discipline and boundaries of the group, but rather is on finding 
ways of including the otherwise alienated. It seems to me that the friendship of the 
MBP confluence is a model for this.

In this time of great growth, opportunity, and tension in the MBPs, a question 
arises for me—and I suspect for many others. Can we, its diverse community of 
scholars, researchers, and teachers, apply the second-order morality that arises from 
our work? Can we embody the non-pathologizing, non-hierarchical, and non- 
instrumental dispositions that comprise friendship? I would very much like to think 
so. The way that the community receives critique from those who dissent within it 
is of great consequence. This volume, which brings powerful, valuable, and diverse 
new resources to the practice and poetics of the pedagogy of the MBPs, is an offer-
ing made in friendship—how it is received will tell us much. As we tend our rela-
tionships together, may we find a new hope.
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Chapter 2
Is Mindfulness Secular or Religious,  
and Does It Matter?     

Jane F. Compson

There are a number of intersecting questions that arise when considering the role of 
ethics in mindfulness-based interventions (MBIs) and the ethics of their implemen-
tation in secular contexts. Each of them brings a layer of depth and complexity to 
the issue. For example, the chapters in this section are about the role of ethics in 
mindfulness-based programs. However, they each explore a different dimension. 
Some of the questions they bring to the fore include: Are there implicit or explicit 
ethics in MBIs? If they are there explicitly, which values are they rooted in, and is it 
ethical to impose ethical values on clients or patients? If they are implicit, where do 
they come from, and do providers of MBIs have a moral obligation to make the 
implicit visible? Is it ethical to teach ethics? Whose ethics? Who is an appropriate 
teacher of ethics? Do you have to attain a certain level of ethical embodiment before 
you are qualified to teach?

One of the insights from the social sciences and philosophy is that the way that 
we conceptualize the world is to some degree at least (and the extent is the subject 
of much discussion and disagreement) socially constructed. In other words, the con-
cepts that we use to describe and understand the world have a history and their 
meaning and significance usually evolve over time. We use concepts to help navi-
gate and function in the world; changing concepts can determine the way we inter-
act with phenomena, and by the same token when our needs and actions vary, then 
this might change the way we conceptualize things. In the context of this discus-
sion, concepts such as “religion” and “secular” are telling examples of constantly 
 evolving concepts. Often a concept is defined in terms of its supposed opposite. 
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Examples of these kinds of binaries include religious/secular, scientific/religious, 
facts/values, private/public, and so on. Nested within these concepts are value judg-
ments, such as about the appropriate domains for “religious” and “secular” activi-
ties. As we will see, how one understands a term can have behavioral and ethical 
ramifications. Contemporary mindfulness inhabits this zone of contested meanings, 
values, and contexts. As contexts evolve, so meanings and values adapt to the new 
situation, giving rise to the kind of challenging questions mentioned above. The 
three chapters in this section each bring to the fore different ways of contextualizing 
and framing mindfulness. In so doing they present varying ideas about what is ethi-
cally appropriate in the way MBIs are taught and framed.

In this chapter I will lay out some of the contexts for the positions argued in the 
rest of this section, locating them within a historical or philosophical framework. 
We will see how many of the ethical judgments about the appropriate application of 
mindfulness rest on various assumptions and value judgments about what it means 
for something to be “religious” or “secular,” and so on. I will discuss how the fram-
ing of concepts such as the religious and the secular have evolved through the mod-
ern period to the postmodern period, and how this has a bearing on the contemporary 
mindfulness debates. I will argue that the contemporary mindfulness debates are 
most fruitfully understood in postmodern, postsecular terms, and that doing so 
opens the door to mutually beneficial dialogue between narratives and disciplines.

 Mindfulness and Religion: A Complicated Relationship

The study and application of mindfulness is a truly multidisciplinary realm, drawing 
contributions from religious studies, cognitive and psychological sciences, social 
sciences, medicine, and education. In addition to being practiced within religious 
and contemplative contexts, it is now found in various professional and vocational 
domains, including business, healthcare, education, law enforcement, and the mili-
tary. Contributors to this volume offer perspectives from a wide range of these con-
texts. The authors of the chapters in this section are a professor of religious studies 
(Gunther Brown), a professor of psychology (Baer), and two physicians, one a pro-
fessor of clinical internal medicine (Krasner), and the other a palliative care special-
ist (Lück).

Krasner and Lück are also trained and active teachers of mindfulness-based 
stress reduction (MBSR), and advocate for and practice the integration of mind-
fulness training or interventions in the medical profession and among their 
patients. In their chapter, they make the case for the continued and increasing 
integration of mindfulness-based training into medical education as a way of 
addressing provider burnout and ensuring a better quality of care for patients. 
From her perspective as a psychologist, Baer acknowledges the therapeutic value 
and efficacy of many mindfulness- based practices (MBPs). However, she argues 
that MBIs should be, as much as possible, distanced from explicitly Buddhist 
frameworks and made more consistent with secular ethical norms and assump-
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tions. This will prevent the imposition of values on the client, and respect their 
autonomy in choosing their own values. MBPs will be more widely accessible if 
they are “genuinely secular.”

Gunther Brown is more skeptical of the appropriateness of introducing mindful-
ness in secular contexts such as healthcare. She argues that even so-called secular-
ized versions of mindfulness are still essentially rooted in Buddhist philosophy (i.e. 
in religious ideals). She calls into question whether mindfulness can ever be “genu-
inely secular,” as Baer proposes. In certain secular contexts, the introduction of 
mindfulness may be inappropriate or unethical, since it is a religious practice. She 
argues that in the interests of transparency and to preserve informed consent, mind-
fulness teachers should “own” and be explicit about the religious nature of the 
intervention.

In their chapter on mindfulness in health care, Lück and Krasner mention the 
Buddhist foundations of mindfulness once, and do so in a way that is intended to 
legitimize its use in medicine: “The original purpose of mindfulness in Buddhism is 
to alleviate suffering and cultivate compassion. This suggests a role for mindfulness 
in medicine.” In contrast, it is precisely the Buddhist framing and context of mind-
fulness that makes Gunther Brown, and, to a lesser extent, Baer, wary of the role of 
mindfulness in medicine because of its introduction of non-secular values. This 
approach highlights one of the key “sticking points” in this discussion—to what 
extent is mindfulness “secular” or “religious,” and how do or should the secular and 
religious relate to each other? How one answers these questions has important ethi-
cal implications. If mindfulness is a religious practice, and introducing a religious 
practice into a secular sphere is ethically unacceptable, then this clearly has implica-
tions in terms of a professional’s ethical obligations.

 Defining Our Terms: Religious and Secular

To understand and negotiate these diverse perspectives, it is helpful to unpack some 
of the concepts, particularly “secular” and “religion,” and explore some assump-
tions about them.

Earlier we talked about binaries—how words are often defined by their oppo-
sites. One such binary is “religious” versus “secular” and the development of this 
binary has a history. The concepts of religion and secularism as they are commonly 
used today arose during the modern period in Western Europe. Broadly, this refers 
to a time in history between the premodern period and the current, postmodern 
period. The early modern period began in the early sixteenth century and included 
the Renaissance in Europe and the “Age of Discovery” where European countries 
engaged in extensive overseas exploration and colonized many other cultures. The 
late modern period began in the eighteenth century and included the French and 
American revolutions and the industrial revolution.

In the premodern period, what we now describe as “religion” was deeply imbued 
into everyday life and culture, and was the primary lens for understanding the world 
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and for ordering social and cultural affairs (Esposito, Fasching, & Lewis, 2002). The 
idea of “religion” as a noun indicating a set of beliefs and practices distinct from 
other aspects of life would have been entirely unfamiliar to premoderns. “Religious” 
as an adjective, though, is more applicable to the premodern world if it is understood 
as a loyal orientation and obligation to the powers that were thought to govern exis-
tence and destiny. Etymologically the Latin word religare, from which “religion” is 
derived, means “to tie and bind,” suggesting a sense of commitment and affiliation 
(Esposito et al., 2002). Religious historian Karen Armstrong explains that the Greek 
word pistis, translated from the New Testament as “faith,” means “trust, loyalty, 
engagement, commitment.” In Latin, it was translated to fides, meaning “loyalty,” 
and the verbal form used was “credo” meaning “I give my heart.” When the Bible 
was translated into English in the middle ages, this was translated as “I believe,” but 
at that time the word “belief” meant “loyalty to a person to whom one is bound in 
promise and duty” (Armstrong, 2009, p. 87). In other words, terms such as “faith”, 
“belief,” or “religious” were associated with a sense of personal orientation and value 
rather than propositional assent to a set of creeds and doctrines. Cantwell Smith 
(1963) describes how the meaning of the word “religion” has radically changed since 
the fourteenth century. It began as signifying a human quality of inner life, such a 
sense of commitment or an effort to be guided by the example of a model group or 
teachers (such as Christ). For example, to be “Christian” meant to be “Christ-like.” 
Over time this evolved to take on the connotation of an ideal or aspiration—
“Christian,” for example, would signify the ideal way that people should learn to live. 
“Christianity” meant “Christendom,” and “Christian” meant “Christlikeness.” During 
the Enlightenment, the meaning “religion” shifted again to signify a system of 
beliefs. At the same time, the meaning of “belief” had shifted from signifying a sense 
of loyalty to instead meaning “opinion” or intellectual assent to a set of propositions. 
“Religion” also came to signify a historical phenomenon and a set of institutions, and 
it was around this time that the idea of different and competing world religions 
appeared and disparate phenomena were reified into “isms” such as “Buddhism” or 
“Hinduism.” No equivalent for these terms exists in Hindu or Buddhist texts. The 
introduction of these terms was one of the many consequences of European colonial-
ism; categories born out of Western European concepts were applied to the cultural 
phenomena in “discovered” lands. This included an increasing reification of prac-
tices into discrete and competing “isms,” and identification of creeds and doctrines 
(as opposed to inner faith or piety) with “religion”:

Crucially, just as the multiple forms of Christianity were presumed to be mutually exclu-
sive, so too were these other “religions.” The world religions, in short, were created through 
a projection of Christian disunity onto the world. Their fabrication in the Western imagina-
tion is registered in the terms that indicate their birth: “Boudhism” makes its first appear-
ance in 1821, “Hindooism” in 1829, “Taouism” in 1829, and “Confucianism” in 1862. 
(Harrison, 2006, p. 42)

Evolving Relationships: The Modern Period The concept of “religion,” then, is 
the product of particular cultural and historical forces that are not universal. 
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Specifically, the sense of “world religions” as discrete institutions of systematic 
beliefs and practices is a product of the European Enlightenment. Another charac-
teristic of this time was the birth of the modern discipline of “science” as we know 
it, and the separation of science and religion. The Enlightenment brought increas-
ing interest in the natural sciences, but even so, natural history and philosophy 
were pursued from religious motives (Harrison, 2006). Since it was generally 
assumed that God created the world, learning about nature was a way of learning 
about God; many key natural historians were clergymen. In the nineteenth-century 
Europe, this began to change and science became more autonomous from religion. 
Armstrong describes this process in terms of changing relationship between mythos 
and logos. These describe two different ways of being in and relation to the world 
that existed in most premodern cultures. Mythos refers to ways of making meaning 
and coping with the world. This might present as epic stories, poetry, art work, 
myths, “designed to help people navigate the obscure regions of the psyche, which 
are difficult to access but which profoundly influence our thought and behavior.” 
(Armstrong, 2009, p. xi). Myths, argues Armstrong, are essentially programs of 
action, enacted through rites and rituals, which when put into practice “could tell 
us something profoundly true about our humanity … how to live more richly and 
intensely, how to cope with our mortality, and how to creatively endure the suffer-
ing that flesh is heir to.” (p. xii). Logos, on the other hand, refers to a “pragmatic 
mode of thought” that enables us to be in the world, manipulate reality and meet 
our needs for physical and social survival. During premodern times, both forms of 
knowledge coexisted and were equally valued. However, during the early modern 
period in the West, logos became increasingly valued, and mythos increasingly 
discredited. The modern scientific method became prized as “the only reliable 
means of attaining truth.” Mythos became discredited because the criteria for 
“truth” became rational, empirical, and scientific; viewed through these lenses, 
myths became “false” and “meaningless.” Through the lens of logos, scientists 
could not see the point of rituals, and rather than being understood as programs of 
action, religious myths became understood as theoretical knowledge claims which 
often failed the test of empirical truth. Confronted with this rise of logos, religious 
advocates were faced either with seeing their traditions as “not true,” or trying to 
present their traditions as rival “scientific” descriptions of reality. This, in turn, led 
to fundamentalism and atheism. In Christianity, for example, fundamentalists 
interpreted the mythos in the Bible (such as the creation story, or the virgin birth) 
as though they were empirical claims. The backlash against this literalism gave rise 
to a new kind of atheism, a rejection of religion when being “religious” meant 
interpreting sacred texts as though they were literal and empirically verifiable 
accounts of reality (Armstrong, 2009).

In this respect, modern concepts of science and religion co-created each other:

For if this is the period during which “science” was eventually to emerge as a discipline 
evacuated of religious and theological concerns, logically “religion” was itself now under-
stood as an enterprise that excluded the scientific. The birth of “science” was part of the 
ongoing story of the ideation of “religion.” (Harrison, 2006, p. 93)

2 Is Mindfulness Secular or Religious, and Does It Matter?



28

Whereas in premodern times, religion undergirded every aspect of public life, 
during the modern period, science became understood as the most reliable form of 
knowledge. Theology was deposed from its centuries-long reign as “queen of the 
sciences” and the powers of church and state were separated. Religion became seen 
as more of a matter of personal faith than objective knowledge as the shared and 
pervasive religious worldviews of premodern times retreated. At the same time, the 
concept of “secular” took on a new meaning. In medieval Europe, secular referred 
to the “temporal-profane” world, in contrast to the “religious-spiritual-sacred world 
of salvation,” the existence of which was taken for granted (Casanova, 2013, p. 29). 
However, during the modern period “secular” took on the meaning of “devoid of 
religion.” Cosmic, social, and moral orders were no longer understood as transcen-
dent and religious, but this-worldly and immanent. On this understanding, which 
persists today, “secular” and “religious” are oppositional—the more secular a soci-
ety, the less religious it is, and vice versa. Casanova identifies another connotation 
of secularism, one which reflects Armstrong’s discussion about the rise of logos 
over mythos. This is the idea that secularism is a coming of age, a progressive eman-
cipation from religion:

The historical self-understanding of secularism has the function of confirming the superi-
ority of our present secular modern outlook over other supposedly earlier and therefore 
more primitive religious forms of understanding. To be secular means to be modern, and 
therefore by implication to be religious means to be somehow not yet fully modern. 

(Casanova, 2013, p. 32)

This is another key characteristic of the modernist period—a sense of confidence 
and optimism in science and technology which are framed in a narrative of progress. 
There is a sense that religion has been “outgrown” and is seen as regressive and even 
oppressive. This kind of perspective on religion is exemplified by Christopher 
Hitchens:

Religion comes from the period of human prehistory where nobody—not even the 
mighty Democritus who concluded that all matter was made from atoms—had the 
smallest idea what was going on. It comes from the bawling and fearful infancy of our 
species, and is a babyish attempt to meet our inescapable demand for knowledge (as well 
as for comfort, reassurance, and other infantile needs). Today the least educated of my 
children knows much more about the natural order than any of the founders of religion. 
(Hitchens, 2008, p. 64)

This quote contains many typical attitudes of modernism toward religion. It is 
assumed that religion’s role is to explain the natural order, and that it does so very 
poorly. It is associated with an early developmental stage of our species that has 
been outgrown; it is portrayed as inferior to science, and obsolete.

Religion has run out of justifications. Thanks to the telescope and the microscope, it no 
longer offers an explanation of anything important. Where once it used to be able, by its 
total command of a worldview, to prevent the emergence of rivals, it can now only 
impede and retard—or try to turn back—the measurable advances that we have made. 
(Hitchens, p. 282)
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The diminishing power of religion in the modern period had major implications 
for ethics. Before the rise of Christianity in the West, Platonic, and Aristotelian 
systems of natural law provided the foundation for ethics. As Christianity became 
increasingly dominant in the West in the premodern period, ethics became grounded 
in religious doctrines and metaphysics. With the falling status of religion during the 
Enlightenment period and beyond, ethical systems began to emerge that did not 
depend on religious beliefs, but were grounded in naturalistic understandings of 
reality. These included the social contract theory, Kantian ethics grounded in prin-
ciples of reason, and utilitarianism. These superseded ethics grounded in religion, as 
they were more compatible with contemporary naturalistic understandings of the 
cosmos.

So far, then, we have seen how contemporary understandings of concepts such as 
“religion/religious,” “secular,” and “belief” were shaped by the cultural forces of the 
modernist period. Shortly, we will explore some of the ways these modernist 
assumptions play out in the contemporary mindfulness debate. First, though, it is 
important to briefly consider the challenges to modernism that have characterized 
the postmodern era. This will help to provide further context for the mindfulness 
debates in this volume.

Postmodernism Modernism’s confidence in perpetual progress delivered by sci-
ence and technology was shaken to the core by the two World Wars. The very forces 
thought to bring emancipation from premodern ignorance were shown to be capable 
of cataclysmic destruction. Colonial powers withdrew from their empires, leaving 
instability and poverty in the wake of their exploitative practices. The US and 
Europe entered a Cold War with the USSR, with the constant threat of nuclear holo-
caust. At the same time, increasing globalization meant that, to an unprecedented 
degree, people were now aware of multiple alternative ways of living and seeing the 
world. All this had the effect of undermining confidence in the scientific rationalism 
and the narrative of progress that characterized modernism (Esposito et al., 2002). 
The scientific worldview in modernism had replaced premodern metaphysics as the 
authoritative “truth” about reality. One of the most fundamental characteristics of 
postmodernism is the erosion of the idea that there is a discoverable objective truth 
about the way the world really is. Increased globalization gave access to many dif-
ferent cultural and individual ways of understanding the world, raising questions 
about the extent to which our reality is socially constructed.

The postmodern individual is continually reminded that different peoples have entirely dif-
ferent concepts of what the world is like. The person who understands this and accepts it 
recognizes social institutions as human creations and knows that even the sense of personal 
identity is different in different societies. Such a person views religious truth as a special 
kind of truth and not an eternal and perfect representation of cosmic reality. And—going 
beyond secular humanism—he or she sees the work of science as yet another form of social 
reality construction and not a secret technique for taking objective photographs of the uni-
verse. (Anderson, 1990, p. 8)

A postmodern view of science rejects the idea of it being “the Truth” and sees it 
as one of many possible narratives for making sense of the world. “Religious” 
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worldviews are also meaning-making narratives which may or may not be compat-
ible with scientific ones. Neither, though, has a privileged position as corresponding 
the best to “objective” reality, although some may be more useful or effective than 
others in promoting certain individual or cultural purposes. In fact, postmodernism 
challenges the very concept of “objective reality” as it implies that it is possible to 
have a standpoint free from bias and interpretation from which we can see how 
things really are. In other words, postmodernism does more than challenge certain 
beliefs about the world—it raises questions about the nature of knowledge itself. 
For example, a postmodern account of science rejects the idea that it provides 
uniquely objective access to the truth about the world:

The history of the term shows that “science” is a human construction or reification. This is 
not necessarily to say that scientific knowledge is socially constructed: rather, it is the cat-
egory “science”—a way of identifying certain forms of knowledge and excluding others—
that is constructed. (Harrison, 2006, p. 90)

Earlier in this chapter, we saw how the concepts such as “religious” and “secu-
lar” have evolved over time. A postmodernist would point to this as evidence that 
the way the world appears to us is not a given—rather, in the way that we construct 
categories for understanding it we shape it. As Harrison explains, social construc-
tion not only shapes the shifting relationship between science and religion but is 
responsible for the creation of the very categories that make such debates possible:

In much the same way that the objectifying and logocentric tendencies of the Enlightenment 
produced the “other religions,” creating at the same time the vexed question of their relation 
to each other, so too “science and religion” is a relationship that has come about only 
because of a distorting fragmentation of sets of human activities. (Harrison, 2006, p. 99)

If these categories of science and religion are social constructions, rather than 
“givens,” then the boundaries between them can be negotiated or even dissolved 
altogether. An example where this kind of renegotiation is happening is described as 
postsecularism (Casanova, 2013). The term “postsecularism” can be applied both 
descriptively and normatively. Descriptively, it can refer to the fact that the rise of 
scientific humanism did not, in fact, lead cultures to “outgrow” religion. Instead, 
religious forms and practices are still thriving even in the most “secularized” societ-
ies of Western Europe and religion is gaining influence both worldwide in national 
public spheres. Normatively, postsecularism can refer to the position that the 
domains of faith and reason should not be separated and stratified from each other, 
but should dialogue and learn from each other (Habermas, 2008). Postsecularism is 
not arguing that secularism is dead, but that the sharp separation between the reli-
gious and the secular has—and/or should be—deconstructed. This could take vari-
ous forms. For example, to use Armstrong’s terms, it could mean turning to religion 
to help redress the imbalance between logos and mythos.

The interplay between the different forces and perspectives of the premodern, the 
modern and the postmodern can be clearly seen in debates about contemporary 
mindfulness practice, including those in the section of this volume. In particular, the 
tension between the modern and the postmodern is helpful lens through which to 
frame some of the discussions.
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 Mindfulness and Modernism

There is a case to be made that the growing popularity of mindfulness in the West 
has its roots in the modernist project. We have seen how the idea of “Buddhism” as 
a “world religion” arose in the nineteenth-century Europe. As David McMahan 
explains, many of the Western “early adopters” of Buddhism saw it as being com-
patible with modern science at a time when the relationship between science and 
Christianity was increasingly troubled. At the same time, pressures of colonization 
meant that Asian Buddhists themselves highlighted those elements of Buddhist 
teachings most compatible with scientific humanism to increase its appeal. 
Cosmological claims were downplayed as cultural artifacts, and the “universal 
essence” of Buddhism extracted from it: “Buddhism itself had to be transformed, 
reformed, and modernized-purged of mythological elements and “superstitious” 
cultural accretions.” (McMahan, 2008). This is a typical modernist move.

Detraditionalization embodies the modernist tendency to elevate reason, experience, and 
intuition over tradition and to assert the freedom to reject, adopt, or reinterpret traditional 
beliefs and practices on the basis of individual evaluation. Religion becomes more individu-
alized, privatized, and a matter of choice-one has the right to choose and even construct 
one’s own religion. (McMahan, 2008, p. 43)

Mindfulness was one of these elements that was “extracted” from tradition and 
seen as having universal appeal. Prior to the nineteenth century, mindfulness practice 
was generally reserved for monastics in Asian Buddhism, and in fact the practice of 
meditation had almost died out in Theravada Buddhism by the tenth century (Gleig, 
2018; Wilson, 2014). It was revived and made popular among lay people as a result of 
the modernist reforms that accompanied colonization. Burmese monk Ledi Sayadaw 
and his students popularized lay meditation and his trainings were taken by Westerners 
who transmitted this interest in meditation back to Europe and the USA (Braun, 
2013). Among these Western students of Asian Buddhist teachers were Joseph 
Goldstein, Jack Kornfield, Sharon Salzberg, and Jacqueline Schwartz, who went on to 
set up the Insight Meditation Society and Spirit Rock Meditation Center in the US. In 
true modernist fashion, these founders intentionally taught meditation in a way 
assumed more accessible to Western audiences, “as simply as possible without the 
complications of rituals, robes, chanting and the whole religious tradition” (Fronsdal, 
1998, p. 167). Among the students at IMS was Jon Kabat-Zinn. During a vipassana 
retreat he had a vision of bringing mindfulness into the medical system, a vision he 
realized in the creation of Mindfulness-Based Stress Reduction, which is the first and 
best-known mainstream “secular” MBI (Gleig, 2018). As Gunther Brown notes in her 
chapter in this volume, Kabat Zinn shared the vision of making “essential” teachings 
found in Buddhism palatable to Western audiences by decontextualizing them from 
“cultural” or “traditional” Buddhism. He saw MBSR as a method to:

Take the heart of something as meaningful, as sacred if you will, as Buddha-dharma and 
bring it into the world in a way that doesn’t dilute, profane, or distort it, but at the same time 
is not locked into a culturally and tradition-bound framework that would make it absolutely 
impenetrable to the vast majority of people. (Kabat-Zinn, 2000, p. 227)
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In a way, this continues a trajectory of how Western scholarship constructed 
Buddhism. Masuzawa explains how the emphasis has typically been placed on the 
teachings of the historical Buddha, and particularly on his rejection of prevailing 
traditions and dogmas, presenting it as a “world” religion in the sense of having 
universalistic appeal that transcends national boundaries (Masuzawa, 2005). Thus, 
the way Buddhism has been framed in the west, and the way that “secular” mindful-
ness has evolved out of this lineage can be understood as part of a modernist 
tradition.

 Criticisms of Popular Mindfulness

The framing of mindfulness as an universal “essence” of Buddhism stripped of its 
tradition and applied to secular realms has received criticism from both within and 
outside Buddhist communities. Gleig identifies two types of critique of secular 
mindfulness; from within Western Buddhism that it is canonically unsound, and 
from both within and outside Buddhist communities, arguments that it is sociocul-
turally unsound.

The canonically unsound critique of popular mindfulness argues that neither the 
understanding of mindfulness as neutral “bare attention,” nor the idea that mindful-
ness alone is sufficient for awakening are supported by the canonical Buddhist texts. 
In traditional Buddhism, “right mindfulness” (samma sati) is distinguished from 
“wrong mindfulness” (miccha sati); it is right to the extent that it supports the devel-
opment of all aspects of the eightfold path toward liberation, and wrong if it does 
not (Compson & Monteiro, 2015). The eight elements of the path can be divided 
into the categories of mental development, wisdom, and ethics. Mindfulness belongs 
in the first category, but if it is not fundamentally supportive of right wisdom and 
right ethics, it is not “right” mindfulness. In other words, mindfulness in the 
Buddhist canonical sense is not ethically neutral—it is more than just “bare atten-
tion,” but an attention framed within the intention and conduct that leads to the lib-
eration from suffering (Monteiro, Musten, & Compson, 2015).

For the critics of popular mindfulness, this distinction between right and wrong 
mindfulness has important ethical implications; when mindfulness is no longer 
nested in the context of the eightfold path, then it is vulnerable to misuse. This leads 
to the critiques of popular mindfulness as unsound for sociocultural reasons. 
Buddhist psychotherapist Miles Neale coined the term “McMindfulness” to describe 
“a kind of compartmentalized, secularized, watered-down version of mindfulness 
… Meditation for the masses, drive-through style, stripped of its essential ingredi-
ents, prepackaged and neatly stocked on the shelves of the commercial self-help 
supermarkets” (Neale, 2015).

Critiques from outside Buddhist communities also have ethical misgivings about 
the popularization of secular mindfulness, but in a kind of negative image of the 
McMindfulness critique. These objections cluster around the fact that it is precisely 
the Buddhist roots of mindfulness that make it inappropriate for application in 
 secular contexts unless these ethical and ideological roots are expressly “owned” 
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and made visible. Sometimes called the “stealth Buddhism” critique, this kind of 
objection is offered by Candy Gunther Brown later in this volume.

Gleig identifies three themes in the sociocultural critiques of popular mindful-
ness: capitalism, scientism, and colonialism. An example of the capitalism critique 
is offered by Purser and Loy (2013), who warn that instead of challenging the roots 
of suffering, a decontextualized mindfulness could reinforce exploitative and anti-
social practices:

Mindfulness training has wide appeal because it has become a trendy method for subduing 
employee unrest, promoting a tacit acceptance of the status quo, and as an instrumental tool 
for keeping attention focused on institutional goals. (Purser & Loy, 2013)

A similar critique is offered by Stone (2014) who argues that the use of mindful-
ness in the military is at odds with its Buddhist ethical roots rooted in the principle 
of non-harm (ahimsa).

Another type of critique of popular mindfulness laments how science has been 
marshaled to legitimize and validate mindfulness, as this smacks of scientism. 
Scientism has its roots in modernism and describes the view that the most authorita-
tive and valid forms of knowledge are scientific and other ways of knowing (reli-
gious, for example) are inferior and incomplete. On this view, “religious practices 
and beliefs remain conditional until granted the imprimatur of empirical verifica-
tion” (Harrison, p. 65). This exclusive confidence in science dismisses other narra-
tives about what it means to be human. Framing mindfulness in this scientific 
narrative limits it in this way, and can subsume it under foundational assumptions of 
science—such as materialism—assumptions that are not shared by, and in some 
cases, may be anathema to, Buddhist narratives (Heuman, 2014).

From outside Buddhist communities, critiques about science come from a differ-
ent angle. Gunther Brown, for example, notes that the cultural cache of science is 
used to prove that mindfulness is legitimately secular, with the implication that if it 
is “scientific,” it is “not religious”. She argues that scientific claims made about 
mindfulness actually exceed the evidence about them, which is ethically problem-
atic in itself, and especially because these scientific validation claims serve to cloak 
the Buddhist nature of mindfulness. Appealing to science is one of the stealth meth-
ods for introducing Buddhist ideas into secular spaces.

Just as critics of scientism see science as colonizing and effacing other disciplines 
and ways of knowing, so issues of colonialism provide the basis for a critique on 
secular mindfulness. In her chapter, Gunther Brown argues that: “In the case of 
MBIs, the interests and worldviews of socially privileged European American 
Buddhists hegemonically pass for universal truths and values needed by all of soci-
ety.” She is referring to the Buddhist modernist project of stripping mindfulness of its 
“cultural accretions” and identifying it as the “universal truth” that will benefit every-
one. This framing as “universalism” is hegemonic—a way of imposing the “interests 
and worldviews of socially privileged European American Buddhists” onto other less 
privileged groups. It also “condescends to racial and ethnic others as having unen-
lightened cultural practices” that can be replaced or improved upon by mindfulness.

Defenses of popular mindfulness against these critiques arise from within and 
outside Buddhist communities. In the remainder of this chapter, I will make the 
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argument that some of the critiques arise from the modernist framing of distinctions 
such as religious/secular and so on, and that framing the discussion in these terms is 
not helpful. Instead, I will argue that we are in a postsecular, postmodern condition 
where these binaries are—and should be—deconstructed.

Religion, Science, and the Secular Harrison (2006) makes this point in the con-
text of both science and religion. He notes that just like the concept of “religion,” the 
definition of “science” has a dynamic history and that the sciences are “plural and 
diverse.” How one views the relationship between science and religion depends 
upon how they are conceptualized:

…once the constructed nature of the categories is taken into consideration, putative relation-
ships between science and religion may turn out to be artifacts of the categories themselves. 
Whether science and religion are in conflict, or are independent entities, or are in dialogue, 
or are essentially integrated enterprises will be determined by exactly how one draws the 
boundaries within the broad limits given by the constructs (Harrison, 2006, p. 102).

Harrison finds it informative that these categories are historically and culturally 
contingent, and suggests moving beyond these categories:

There is something to be learned from the relative indifference of those in other faith tradi-
tions to the issue of science and religion—and I refer here to those who have remained 
immune to the Western concept “religion” and the cultural authority of science. It might be 
better simply to emulate this indifference than to export a set of problems that are to a large 
degree creatures of the categories of Western knowledge. (Harrison, 2006, p. 104)

In fact, the porosity of boundaries between science and religion is already evi-
dent in fields such as medicine and psychology. In psychology, approaches such as 
transpersonal psychology have introduced spirituality back into mainstream thera-
peutic contexts. In medicine, there is increasing interest in complementary and 
alternative medicine. Medical humanities and narrative medicine resist the tide of 
scientism. They re-animate the realm of mythos in medicine:

From a narrative medicine perspective, truth and construction are always co-constitutive. 
Even the most rigorous medical science still contains human perspectives, interests, and 
goals imbedded in the way the knowledge is selected, organized, and prioritized. (Lewis, 
2016, p. 8)

This contention from narrative medicine challenges the notion that science is 
somehow “value free”; in fact, it makes all kinds of foundational assumptions. In 
their chapter in this volume, Luck and Krasner write about their experiences as 
practicing physicians. Both describe grappling with a medical model, where patients 
are depersonalized and a “hidden curriculum” of medical training where physicians 
lose idealism, can experience erosion of their ethical integrity, and become emotion-
ally numbed or neutral. They refer to the seminal article by Eric Cassell about the 
legacy of Cartesian mind/body dualism on this hidden curriculum (1998). Earlier 
we saw how logos triumphed over mythos during the modern period. Cassell illumi-
nates the extent to which this happened in modern medicine. He identifies the 
Cartesian heritage of a mind/body dualism in modern Western medicine. Western 
scientific materialism has difficulty in accounting for emergent, nonphysical prop-
erties that cannot be explained in reductionist terms. One of these properties is 
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mind. Cassell argues that because mind is “problematic” (he defines this as being 
“not identifiable in objective terms”), “its very reality diminishes for science, and 
so, too, does the person.” This partly accounts for the depersonalizing tendency to 
view only a patient’s physical pain as the province of the modern physician: “So 
long as the mindbody dichotomy is accepted, suffering is either subjective and thus 
not truly “real”—not within medicine’s domain—or identified exclusively with 
bodily pain.”

One effect of the mind/body dualism was to contribute to the stratification 
between science and religion:

Cartesian dualism made it possible for science to escape the control of the church by assign-
ing the noncorporeal, spiritual realm to the church, leaving the physical world as the domain 
of science. In that religious age, “person”, synonymous with “mind” was necessarily off- 
limits to science. (Cassell, 1998, p. 132)

Cassell argues that a consequence of this stratification is that in Western medical 
education, research and practice, very little attention is paid to the issue of suffering, 
or, that it is too narrowly defined. One of the reasons for this is that in the medical 
literature, suffering is equated with physical pain or disease, so that treating these 
pathologies is seen as the only remit of the physician. However, Cassell points out 
that suffering is not limited to the experience of physical symptoms. Indeed, some-
times the treatment for an illness can cause extreme suffering, as can the loss of 
personhood in the form of changing social roles, increased dependence on others, 
changing functionality of the body, and so on. In his research, Cassell was surprised 
by the following phenomenon:

The relief of suffering, it would appear, is considered one of the primary ends of medicine 
by patients and lay persons, but not by the medical profession. As in the care of the dying, 
patients and their friends and families do not make a distinction between physical and non- 
physical sources of suffering in the same way that doctors do. (Cassell, 1998, p. 130)

Cassell argues that this equating of “suffering” with pain is an impoverished and 
inadequate understanding. He maintains that three factors, currently neglected in 
medical understandings of suffering, need to be taken into account when consider-
ing suffering—it happens to persons, who consist of more than just bodies that 
experience pain and disease; it occurs when this personhood is perceived as being 
under threat; and it can occur in relation to any aspect of the person (i.e. not just its 
physical aspect).

Related points are made by Loewy (1986) in his discussion of medical ethics 
education.  He notes that the practice of ethics has always been an integral part of 
medicine since antiquity, and considered just as important as the disease-curing 
aspects. Loewy mentions Plato’s distinction between an art and a craft. In a craft, 
the technical activity is an end itself—an art, on the other hand, has a moral end 
(Loewy 661). An example of this moral end in medicine might be the alleviation of 
suffering, as it is understood in its broad sense by Cassell. Loewy argues that until 
modern times, the “art” and “craft” aspects of medicine were always understood to 
be inextricably entwined. However, things changed in the modern era, with the 
advent of increasing technology:
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the art of medicine, with its emphasis on the moral end, tended to be swamped by technol-
ogy…. Medicine, as an art, uses technology as a means to serve its moral end. Advances in 
the technology of medicine changed what had been a paternalistic basis of medical practice 
to a scientific one. That is, physicians saw themselves less as benevolent and wise counsel-
ors overseeing the patient’s welfare … and more as objective scientists applying the latest 
technical methods to bring about desired ends. (Loewy, p. 661)

This depersonalization—and its corrosive effects on morale in the medical pro-
fession—are described by Lück and Krasner later in this volume. Both call for a 
shift toward a more holistic understanding of suffering, and more relationship- 
centered care. They make a favorable reference to various approaches to medical 
training and care that are indicative of a move away from the depersonalized, tech-
nical approach toward a more emotionally and spiritually integrated one. One of 
these movements is narrative medicine, which recognizes that patients and their 
caregivers enter into the experience of sickness and healing not just as physical bod-
ies, but as individuals with a complex of values, histories, relationships, and beliefs. 
These are all intricately woven into unique narratives about what health and illness 
means to them. Offering compassionate care and understanding the patient requires 
more than just technical proficiency, but a sensitivity to their narratives: without 
understanding this, “the caregiver might not see the patient’s illness in its full, tex-
tured, emotionally powerful, consequential narrative form” (Charon, 2006, p. 13).

Another recent shift within medicine is an increasing focus on the importance of 
spirituality. Many illustrative examples of this are provided by the George 
Washington Institute for Spirituality and Health. Their founder, Christina Puchalski, 
advocates for spirituality in medicine as an antidote to the kind of depersonalization 
and technologizing that Cassell laments:

Spirituality is the basis for the deep, caring connections physicians and healthcare profes-
sionals form with their patients. While cure may result from technical and disease oriented 
care, healing occurs within the context of the caring connection patients form with their 
physicians and healthcare professionals. This is why spirituality is essential to all of medi-
cine and healthcare. (Puchalski, 2016)

Lück and Krasner (Chap. 5) found that mindfulness training was very effective 
in helping physicians attune themselves to their patients’ narratives, and to their 
own experience. In the Mindful Practice course that is part of the medical school 
curriculum at the University of Rochester, mindfulness, narrative medicine, and 
appreciative inquiry are combined to help improve well-being, decrease the chances 
of professional burnout, and to enhance personal characteristics better oriented to 
patient-centered care.

 The Postmodern, Postsecular Turn

Earlier we discussed the deconstruction of conceptual boundaries associated with 
the modern period and a renewed interest in spiritual and religious values and ways 
of knowing are symptomatic of postmodernism and postsecularism. Narrative 
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medicine is one example of a move toward the postsecular, but there are various 
other examples within medicine, psychology and the mindfulness movement itself. 
One such example is in the domain in ethics. For example, medical ethics have typi-
cally been dominated by principlism; the idea that ethical actions should be guided 
by adherence to principles—most commonly, the principles of autonomy, benefi-
cence, non-maleficence, and justice (Beauchamp & Childress, 2001). Increasingly, 
though, this reliance on principlism is critiqued as being too rigid and lacking sen-
sitivity to context and there has been a surge of interest in other ethical approaches 
such as care ethics and virtue ethics. Both of these are relationship-centered and 
context- dependent—rather than advocating solely the use of reason to apply prin-
ciples to cases, they emphasize the importance of character, relationship, and par-
ticularly emotion in making ethical judgments. In reason-based ethics, emotion is 
often seen as clouding judgment, or getting in the way of making “rational deci-
sions.” Care and virtue ethics challenge this perspective, maintaining that in fact 
ethical perception is both a cognitive and emotional affair. Furthermore, principlism 
does not give adequate account to the role of emotion in human experience (Gardiner, 
2003). Interestingly, there is a tendency to see different ethical theories as comple-
menting, rather than conflicting with each other—in other words, a kind of ethical 
pluralism is emerging. This too is suggestive of a postmodern turn—moving from 
focus on a particular perspective as true, a “grand narrative,” to a cosmopolitan 
openness to a variety of narratives. A variety of historical lineages of ideas bring a 
richness rather than a sense of competition. For example, Benner (1997) argues that 
virtue ethics is grounded in ancient Greek philosophy, where the focus is on the 
character of the agent. Care ethics draws more on Judeo-Christian traditions where 
the focus is relational on how the virtues are expressed in specific relationships. 
Both these streams come together and make for a richer, more comprehensive moral 
philosophy. On this cosmopolitan, pluralistic model, drawing and synthesizing from 
different philosophical backgrounds is perceived as a strength, rather than a threat 
to the integrity of a particular tradition.

We see this phenomenon, too, in the “second generation” of MBIs. Second- 
generation mindfulness practices are those which have responded and evolved in 
response to the critiques of popular mindfulness. Gleig identifies four “turns” repre-
sented in these second-generation movements—the social justice turn, the explicit 
Buddhist turn, the implicit Buddhist turn, and the human turn. Characteristic of all 
of these is a revalorization of ethics, and to varying degrees, open engagement with 
Buddhist narratives and values. In the social justice turn, the ethical dimensions and 
implications of mindfulness are emphasized and attempts made to engage social 
justice and create more diversity and inclusion in mindfulness. In Buddhist 
 communities, this is exemplified by movements such as Engaged Buddhism, or 
organizations such as the Buddhist Peace Fellowship; in terms of MBIs that are not 
explicitly Buddhist, examples are the Inward Bound Mindfulness Education and 
Peace in Schools. The explicit Buddhist turn describes a move toward openly 
embracing or engaging with Buddhist teachings as increasing the transformative 
power of mindfulness. This may include explicit reference to Buddhist teachings, 
such as the four noble truths and the eightfold path, or in a “softer” form, may be 
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influenced in structure and content by engagement with Buddhist traditions (see 
Chap. 7). For example, Gleig cites the Compassion Cultivation Training at Stanford 
and the Cognitively Based Compassion Training at Emory as programs which, as a 
direct result of their dialogue with Tibetan Buddhism, have incorporated compas-
sion into their mindfulness training (see Chap. 6).

The implicit Buddhist turn refers to an approach that draws on a wide range of 
Buddhist teachings to deepen mindfulness teachings with more ethical and rela-
tional content, found within Buddhist traditions. However, the language and terms 
of traditional Buddhism are often translated into contemporary, secular language. 
The intent is not to “hide” the Buddhist associations, but to use language that is 
more accessible to their audiences (Monteiro, Musten, & Compson, 2015). There is 
an emphasis, too, on seeing these teachings as referring to the broad human condi-
tion, and having wisdom that is present in other traditions too. Gleig cites The 
Mindfulness Institute, and Sati: Mindfulness Coaching and Workshops as organiza-
tions that take this kind of approach.

The human turn approach emphasizes shared human values and needs such as 
love, interconnection, and compassion, and sees mindfulness as effective in realiz-
ing these. In this approach, teachings are disassociated from Buddhism on the 
grounds that the teachings move beyond specific religious forms and transcend reli-
gious and secular differences. An example of this approach is found in the Peace in 
Schools group.

What is interesting about these approaches is that they represent neither a mod-
ernist approach of detraditionalization, nor a “fundamentalist” reclaiming of tradi-
tional Buddhism. Instead they represent a hybridization. They have responded from 
critiques rooted variously in modernism, post-colonialism, and canonical Buddhism.

One of the defenses against both the “McMindfulness” and “Stealth Buddhism” 
critiques is what Gleig describes at the experiential/functional argument. To put it 
simply, this defense focuses on the fact that mindfulness works. This defense tends 
to be forwarded by people who are actively teaching mindfulness to different popu-
lations, and seeing its transformative effects in reducing suffering. This rests on an 
understanding of mindfulness having an intrinsic power, whether or not it is associ-
ated with Buddhism. As we have seen in the “explicitly Buddhist” turn, some main-
tain that overtly integrating other Buddhist teachings into MBIs make them more 
potent transformative programs. Others, though, see “secular” versions of mindful-
ness, such as MBSR, as different (but complementary) ways of training toward the 
liberation of suffering, with some framing them as evolutionary advances over 
Buddhist approaches. Connected to these defenses is often the idea that mindful-
ness, and the capacity to develop wisdom and compassion, are universal human 
qualities, accessible from within both secular and religious traditions—it is not the 
“property” of Buddhism. However one frames this “mindfulness works” perspec-
tive, its pragmatic approach is instructive and, as I will now argue in this concluding 
section, a good model for navigating the fraught territory of contemporary mindful-
ness debates.
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 The Case for a Pragmatic, Postsecular Approach

We have seen how one of the characteristics of postmodernism is the recognition 
that our concepts are socially constructed and change over time. Asking questions 
about whether mindfulness is “too religious” or “not secular enough” rests on a 
binary of “religious” and “secular” that is culturally specific to the West. The mean-
ing of these terms is contested and evolving. Often claims that mindfulness is “too 
religious” rest on the reification of “Buddhism” as an institutionalized “religion” 
and assume that its association with religions makes it inappropriate for inclusion 
into secular realms.

One of the “stealth Buddhism” critiques of popular mindfulness is that in pre-
senting itself as secular, it is implying that it is ethically neutral or value-neutral, 
when in fact it is either implicitly or explicitly promoting Buddhist values. Many 
assumptions in this critique are problematic. For example, it assumes that “secular” 
somehow means “value-free,” but it is not at all clear that this is the case. Bioethicist 
Robert Veatch explains, for example, that “mainstream American physicians, nurses, 
pharmacists, and social workers are likely to acknowledge that they hold certain 
truths to be self-evident and that, among these, they accept that all people are cre-
ated equal and endowed with certain inalienable rights.” These are not value-free 
beliefs, but ones grounded in US liberal political philosophy—a particular world-
view and tradition. His point is that even professional medical codes rely on norma-
tive values external to their fields: “The problem for these secular physicians, like 
their religious brothers and sisters, is that these moral theories have metaethical and 
normative commitments that have nothing to do with Hippocratic and other profes-
sionally generated ethics.” (Veatch, 1981, p. 138).

If secular means “not religious,” then it is presumably religious values that it is 
meant to be free from. But what exactly is a religious value as opposed to any other 
kind of value? Is it the historical provenance of a value, or the nature of a value itself 
that makes it “religious”? For example, is mindfulness necessarily religious because 
it has historical roots in Buddhist traditions, or because it somehow embodies 
“Buddhist values”? What is it that makes a value a Buddhist value, and who decides? 
There are countless expressions of Buddhist teachings and they continue to morph 
and adapt over time, such that a quest for an authoritative version is problematic 
(Sharf, 2015). For that matter, what makes a value a secular one, and who decides? 
How one answers these questions is contingent on many other culturally condi-
tioned assumptions.

Rather than debating whether mindfulness is or is not Buddhist or religious, my 
suggestion is that a better question to focus on is “is mindfulness helpful in reducing 
suffering?”, be that on an individual or corporate level. Psychologist and Zen priest 
Seth Segall makes this point:

The more important question isn’t semantic, but empirical: Is mindfulness, as currently 
construed, useful or not? Does it reliably and meaningfully impact matters that human 
beings care deeply about, things like the perennial Buddhist concerns of sickness, old age, 
and death? (Segall, 2013)
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He goes on to list empirical answers to some of these questions, citing studies 
that show mindfulness being effective in lowering sensitivity to pain, reducing age- 
related decline in the brain, and improving subjective well-being (Segall, 2013). 
This kind of response is more helpful, I argue, than one that rules out the use of 
mindfulness, for example, insofar as it is “Buddhist.”

This is not to dismiss the concerns of the “Stealth Buddhism” or the 
“McMindfulness” critics, but to advocate addressing each one pragmatically on a 
case-by-case basis. For example, one of the McMindfulness critiques is that mind-
fulness can be a tool for corporate interests, pacifying workers. Baer (2015) 
describes a series of studies pointing to the fact that engagement in MBIs is associ-
ated with increasing prosocial and values-consistent behavior and concludes that it 
“seems unlikely that worksite mindfulness training will encourage passive acquies-
cence with corporate wrongdoing.” (p. 964). When the question moves from a prin-
cipled one to a practical or empirical one, the predictions of the McMindfulness 
critics are not, in this case at least, supported. Rather than getting tangled in the 
theoretical objections, it is better to explore if and how these concerns play out in 
practice. For example, later in this volume, Gunther Brown expresses concern about 
mindfulness being implemented in secular contexts. Her in-principle objection rests 
mainly on the idea that mindfulness is inescapably Buddhist, or at the very least, 
religious. The reasons she gives for why this matters are more praxis-based. For 
example, she is concerned that not fully disclosing the Buddhist roots of mindful-
ness violates contemporary ethical norms such as informed consent. She argues that 
potential participants should be told warned that engaging in MBIs may have “reli-
gious effects” that may be at odds with their current values. This concerns patient or 
client autonomy—people should be free to choose their own religious or spiritual 
resources, and encouraging them to undertake a “spiritual” practice like mindful-
ness without explaining that it is spiritual violates their ability to make autonomous 
decisions. Another objection is that mindfulness meditation can have adverse emo-
tional, psychological, or spiritual effects, and participants are given insufficient 
warning about these risks.

Many of these claims are loaded with assumptions and make for a priori rather 
than a posteriori objections. For instance, Gunther Brown cites the following quote 
from Farias and Wikholm in support of her argument that mindfulness transgresses 
secular boundaries:

Meditation leads us to become more spiritual, and that this increase in spirituality is partly 
responsible for the practice’s positive effects. So, even if we set out to ignore meditation’s 
spiritual roots, those roots may nonetheless envelop us, to a greater or lesser degree. Overall, 
it is unclear whether secular models of mindfulness meditation are fully secular. (2015, loc. 
3293)

It seems unclear, though, why this should be problematic, particularly as this 
“increase in spirituality” has a positive effect. For Gunther Brown, the problem 
again comes down to informed consent: “Marketing mindfulness as secular, implic-
itly defined as resulting in empirically validated effects, may both veil and heighten 
religious effects by inducing participation by those who might otherwise object to 
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joining in a Buddhist practice.” (Gunther Brown, p. x, emphasis added). This objec-
tion rests on strong (and as we have seen, contested) binaries between “religious” 
and “secular,” the equating of spirituality and religion and the equating of mindful-
ness and Buddhism. Even if these conceptualizations are correct, the underlying 
assumption that different spirituality or religious forms are incommensurable or 
mutually exclusive. Gunther Brown elaborates on this latter theme in her chapter, 
rejecting the claims that values such as compassion are universal ideas. For exam-
ple, she argues that while Buddhists and Christians both see compassion as a core 
value, they frame it so differently that to equate them is to distort both conceptions, 
and to efface important distinctions. Certainly, it is true that different traditions and 
narratives bring varying nuances and meanings that should be respected, not merged 
into a bland universalism. My argument, however, is that awareness of these differ-
ences should be the start of a conversation, not the end of it. If different traditions 
have contrasting accounts of virtues, this does not necessarily mean they are incom-
mensurable—on the contrary, mutual exploration and dialogue may lead to great 
enrichment. I contend the same is the case for discussions about spiritual/secular 
boundaries—where disagreements arise about where to draw them, this is an invita-
tion for looking more deeply rather than walking away. All this is with the proviso 
that efforts are made to minimize harm and distress. One of Gunther Brown’s most 
compelling arguments for caution around MBIs is the risk of adverse psychological 
experiences. This has, indeed, been a neglected area and the research on this is in its 
early stages and rightly should continue to develop. Just as with any intervention, 
prescribers have an ethical obligation to identify contraindications and protect the 
vulnerable. The point, though, is that these decisions should be based on empirical 
evidence, not a priori conceptualizations.

In our postsecular age, the case for separation of “religion and “secular” is not as 
strong as the case for porosity and mutual dialogue. These narratives are constantly 
interacting and modifying each other. The renewed valorization of spirituality and 
religion within the contexts of psychology and medicine are symptomatic of a move-
ment toward engagement between these spheres. The contemporary debates about 
mindfulness show different points along the spectrum of convergence and diver-
gence. Gunther Brown’s position takes a more “segregationist” approach, suggesting 
that mindfulness can never be secular. Baer’s position is further on the spectrum 
toward convergence. She acknowledges that explicitly Buddhist MBIs have their 
place, but argues that presenting mindfulness in a more secular format makes it more 
accessible and user-friendly, maximizing the opportunities for it to benefit people.

As the demand for MBPs expands, the diversity of people seeking professional training in 
how to provide them will also increase. Training that requires participation in overtly 
Buddhist practices or relies heavily on Buddhist frameworks or belief systems may create 
barriers to teachers from other traditions. For these reasons, while acknowledging that 
explicitly Buddhist-based programs may be beneficial in some settings, we have argued that 
mindfulness-based training will be more widely accessible if genuinely secular MBPs, with 
secular foundational ethics, are available. (Baer, Chap. 4)

Divergence does not have to mean incommensurability; it can imply 
complementarity.
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It is important for religious and scientific discourse to maintain a critical distance 
from each other. This does not mean that their spheres should be entirely discrete, 
but that neither becomes subsumed by the foundational values of the other. Harrison 
gives the example of how sometimes bioethics has been a source of legitimation for 
medicine, contributing to questionable trends such as the medicalization of society. 
He also gives the example of how scientific studies of Buddhist meditation have 
prioritized agendas of physical health while neglecting to explore the wider spiritual 
or religious teachings. Rather than trying to subsume the religious or the secular 
into one or the other grand narrative, critical distance between them should be main-
tained and celebrated:

The suggestion is rather that it will be impossible for theology to exercise a critical or, in 
religious terms, “prophetic” role in a society unless it maintains an appropriate distance 
from dominant cultural forces. This is an independence of theology from science that leaves 
room for legitimate conflict. (Harrison, 2006, p. 104)

Veatch makes a compelling point in this regard about professional or secular ethics, 
which is worth quoting in some length because it highlights some of the difficulties 
with relying on professional ethics:

Even if we assume that the physician is the presumed expert in describing the medical 
facts, the presumption that the individual physician or a group of physicians has expertise 
in developing a moral code for their profession is baseless. To the contrary, we have every 
reason to believe that physicians (or any other specialized group) would be expected to 
make distorted choices when they put forward a moral code. In the case of classical pro-
fessional medical ethics, their theory is unacceptably overcommitted to consequences at 
the expense of nonconsequentialistic moral principles such as autonomy and justice. 
Their theory is unacceptably overcommitted to the consequences for the patient to the 
exclusion of those for all others in society. Their theory is unacceptably overcommitted 
to the place of the physician in deciding what counts as a good consequence for the 
patient. (Veatch, 2012, p. 149)

Lück and Krasner’s account of mindfulness in medical practice provides an 
example of how norms and practices from outside the realm of scientific medicine 
reinvigorated their experience of their profession and offer immense benefits to 
caregivers and patients.

One of the strengths of mindfulness is that it has the capacity to be interpreted 
and applied at different stages along the spectrum of “spiritual” to “secular.” In this 
respect, it has versatility and broad appeal. On a postsecular view, its connection 
with spirituality is to be celebrated, not mistrusted:

Mindfulness has the potential to be more than a medical and psychological tool for reducing 
stress. It can also connect us to a form of mystical wisdom that has been lost to modern 
health care. Indeed, mindfulness signals an opening between secular and spiritual 
approaches to suffering, and, more important, mindfulness provides a discursive bridge 
between these two worlds. (Lewis, 2016, p. 15)

To conclude, debates about the role of ethics in MBIs and the ethics of their 
implementation in various spheres are very complicated and multidimensional. I 
have argued that modernist assumptions about the nature of religion or spirituality 
in relation to science and secularity are outdated and shut down dialogue between 
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these spheres. In contrast, a postmodern, postsecular openness to interplay and dia-
logue between narratives is more generative and inclusive.
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Chapter 3
Ethics, Transparency, and Diversity 
in Mindfulness Programs            

Candy Gunther Brown

 Introduction

Mindfulness-Based interventions (MBIs) are everywhere: hospitals, psychology 
clinics, corporations, prisons, and public schools. Mindfulness entered the American 
cultural mainstream as promoters downplayed its Buddhist origins and ethical con-
texts, and linguistically reframed it as a secular, scientific technique to reduce stress, 
support health, and cultivate universal ethical norms. Despite their secular framing, 
many MBIs continue to reflect their Buddhist ethical foundations. The effects are 
far-reaching, though largely uninterrogated. This chapter argues that if MBIs are not 
fully secular, but based on Buddhist ethics (whether explicitly or implicitly), then 
there should be transparency about this fact—even if transparency comes at the 
expense of no longer reaping benefits of being perceived as secular. The ethical 
grounds for transparency may be articulated using principles internal or external to 
a Buddhist framework: (1) fidelity to the Noble Eightfold Path, including right 
mindfulness, right intention, and right speech; (2) intellectual integrity, cultural 
diversity, and informed consent.

 Transparency Defined

The scope of this chapter extends to all mindfulness-Based interventions (MBIs), 
because the term “mindfulness” is remarkably opaque. By design of its populariz-
ers, mindfulness has cultural cachet as a scientifically validated, religiously neutral 
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technique of “bare attention,” yet gestures toward a comprehensive worldview and 
ethical system. Even in its most secular guises, part of the appeal of mindfulness is 
that it vaguely connotes ancient, quasi-religious wisdom; it seems the cutting edge 
of low technology to heal what ails modern, hyper-technical society. This chapter 
advocates full disclosure of all that mindfulness entails—including its Buddhist 
ethical foundations and range of potential physical, mental, and religious effects—
to MBI administrators (e.g., CEOs of hospitals and corporations, prison wardens, 
public-school superintendents), providers (e.g., nurses, public-school teachers), and 
clients (e.g., patients, employees, prisoners, school children and their parents). 
Transparency encompasses the volunteering of material information, negative as 
well as positive, in a manner that promotes clear understanding. The goal of trans-
parency is not achieved merely by acknowledging that mindfulness has Buddhist 
roots. This is because historical framing may imply a secularization narrative, sug-
gesting that once-religious practices have since outgrown their religious roots and 
are now completely secular, much like modern medicine. The position of this chap-
ter is that if MBIs are to benefit from positive cultural associations with the term 
mindfulness, then program directors and instructors have an ethical obligation to 
fully own the term.

 Buddhist Associations of Mindfulness

Mindfulness-Based interventions are relatively recent inventions, developed by 
Buddhists and individuals influenced by Buddhism who wanted to bring Buddhist 
assumptions, values, and practices into the American cultural mainstream. One of 
the most important figures in this regard is Jon Kabat-Zinn, a Jewish-American 
molecular biology PhD, “first exposed to the dharma” in 1966 while a student at 
MIT (2011, p.  286). Kabat-Zinn trained as a Dharma teacher with Korean Zen 
Master Seung Sahn, and draws eclectically on Soto Zen, Rinzai Zen, Tibetan 
Mahamudra, and Dzogchen; a modernist version of Vipassana, or insight medita-
tion, modeled after Burmese Theravada teacher Mahasi Sayadaw; as well as hatha 
yoga, Hindu Vedanta, and other non-Buddhist spiritual resources (Dodson-Lavelle, 
2015, pp. 4, 47, 50; Harrington & Dunne, 2015, p. 627; Kabat-Zinn, 2011, pp. 286, 
289). Although he still trains with Buddhist teachers and views his “patients as 
Buddhas,” since “literally everything and everybody is already the Buddha,” Kabat- 
Zinn stopped identifying as a Buddhist once he realized that he “would [not] have 
been able to do what I did in quite the same way if I was actually identifying myself 
as a Buddhist” (Kabat-Zinn, 2010, para. 4, 2011, p. 300). A non-Buddhist public 
identity made it possible for Kabat-Zinn to introduce Buddhist beliefs and practices 
into the cultural mainstream without raising worries about Buddhist evangelism.

In 1979, Kabat-Zinn founded the Stress Reduction and Relaxation Clinic, later 
renamed the Center for Mindfulness in Medicine, Health Care, and Society (CfM) , 
with the signature program Mindfulness-Based Stress-Reduction (MBSR), at the 
University of Massachusetts Medical School. By the mid-2010s, CfM had enrolled 
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22,000 patients, certified 1000 instructors, spawned more than 700 MBSR programs 
in medical settings across more than 30 countries, and become a model for innumer-
able MBIs in hospitals, prisons, public schools, government, media, professional 
sports, and businesses (CfM, 2014a, para. 1; Wylie, 2015, p. 19). Kabat-Zinn envi-
sioned MBSR as a way to:

Take the heart of something as meaningful, as sacred if you will, as Buddha-dharma and 
bring it into the world in a way that doesn’t dilute, profane or distort it, but at the same time 
is not locked into a culturally and tradition-bound framework that would make it absolutely 
impenetrable to the vast majority of people. (2000, p. 227)

The “particular techniques” taught in MBSR are “merely launching platforms” 
for “direct experience of the noumenous, the sacred, the Tao, God, the divine, 
Nature, silence, in all aspects of life,” resulting in a “flourishing on this planet akin 
to a second, and this time global, Renaissance, for the benefit of all sentient beings 
and our world” (Kabat-Zinn, 1994a, p.  4, 2003, pp.  147–48; 2011, p.  281). As 
detailed elsewhere (Brown, 2016), Buddhist teachings infuse MBSR at every level: 
(1) development of program concept, (2) systematic communication of core 
Buddhist beliefs, (3) teacher prerequisites, training, and continuing education 
requirements, and (4) resources suggested to MBSR graduates.

To make MBSR acceptable to non-Buddhists, Kabat-Zinn downplayed its 
Buddhist foundations. In his own words, Kabat-Zinn “bent over backward” to select 
vocabulary that concealed his understanding of mindfulness as the “essence of the 
Buddha’s teachings” (2011, p. 282). Melissa Myozen Blacker, who spent 20 years 
as a teacher and director of programs at CfM, recalls that “the MBSR course was 
partly based on the teachings of the four foundations of mindfulness found in the 
Satipattana Sutta … and we included this and other traditional Buddhist teachings 
in our teacher training.” Yet, “for the longest time, we didn’t say it was Buddhism at 
all. There was never any reference to Buddhism in the standard 8-week MBSR 
class; only in teacher training did we require retreats and learning about Buddhist 
psychology” (Wilks, Blacker, Boyce, Winston, & Goodman, 2015, p. 48). As scien-
tific publications won credibility for MBSR, Kabat-Zinn gradually began to “articu-
late its origins and its essence” to health professionals, yet “not so much to the 
patients,” whom he has intentionally continued to leave uninformed about the 
“dharma that underlies the curriculum” (2011, pp. 282–83).

Kabat-Zinn has claimed that the “dharma” is itself universal, rather than specifi-
cally Buddhist. What he seems to mean, however, is that dharmic assumptions are 
universally true (Davis, 2015, p. 47). This claim may be undercut by his choice of 
an “untranslated, Buddhist-associated Sanskrit word” (Helderman, 2016, p. 952). 
Jeff Wilson argues that “Dharma is itself a religious term, and even to define it as a 
universal thing is a theological statement” (2015). Indeed, Kabat-Zinn’s intentional 
lack of transparency about the dharmic “essence” of MBSR with program partici-
pants calls into question the concept’s universality.

In developing MBSR, Kabat-Zinn foregrounded the term “mindfulness” because 
of its potential to do “double-duty.” For audiences unfamiliar with Buddhism, mind-
fulness sounds like a universal human capacity to regulate attention. But the term 
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can also serve as a “place-holder for the entire dharma,” an “umbrella term” that 
“subsumes all of the other elements of the Eightfold Noble Path” (2009, pp. xxviii–
xxiv). The term can be traced etymologically to Pāli language Buddhist sacred texts, 
especially the Satipatthāna Sutta, or “The Discourse on the Establishing of 
Mindfulness.” Sammā sati, often translated as “right mindfulness,” comprises the 
seventh aspect of what is frequently translated as the “Noble Eightfold Path” to 
liberation from suffering, the fourth of the “Four Noble Truths” of Buddhism 
(Wilson, 2014, p. 16). When addressing Buddhist audiences, Kabat-Zinn cites “the 
words of the Buddha in his most explicit teaching on mindfulness, found in the 
Mahasatipatthana Sutra, or great sutra on mindfulness.” It is the “direct path for the 
purification of beings, for the surmounting of sorrow and lamentation, for the disap-
pearance of pain and grief, for the attainment of the true way, for the realization of 
liberation [Nirvana]—namely, the four foundations of mindfulness” (2009, p. xxix). 
Kabat-Zinn explains that his:

Choice to have the word mindfulness does [sic] double-duty as a comprehensive but tacit 
umbrella term that included other essential aspects of dharma, was made as a potential skill-
ful means to facilitate introducing what Nyanaponika Thera referred to as the heart of 
Buddhist meditation into the mainstream of medicine and more broadly, health care and 
wider society. (2009, pp. xxviii–xxix)

The flexibility of the term mindfulness offered a means, then, of introducing 
Buddhist concepts into the cultural mainstream.

Much as mindfulness serves as a euphemism for Buddhadharma, the term 
“stress” is a secular-sounding translation of the Buddhist concept of dukkha. The 
promise of “stress reduction” functions in MBSR as an “invitational framework” to:

Dive right into the experience of dukkha in all its manifestations without ever mentioning 
dukkha; dive right into the ultimate sources of dukkha without ever mentioning the classical 
etiology, and yet able to investigate craving and clinging first-hand, propose investigating 
the possibility for alleviating if not extinguishing that distress or suffering (cessation), and 
explore, empirically, a possible pathway for doing so (the practice of mindfulness medita-
tion writ large, inclusive of the ethical stance of śīla, the foundation of samadhi, and, of 
course, prajñā, wisdom—the eightfold noble path) without ever having to mention the Four 
Noble Truths, the Eightfold Noble Path, or śīla, samadhi, or prajñā. In this fashion, the 
Dharma can be self-revealing through skillful and ardent cultivation. (2011, p. 299, empha-
sis original)

Stress reduction is thus, in Kabat-Zinn’s view, essentially dukkha-reduction.
The term mindfulness might be analyzed linguistically as an instance of synecdo-

che, a rhetorical trope in which a part of something refers to the whole (Chandler, 
2002, p. 132). Avowedly secular MBI teachers make few, if any, overt references to 
Buddhism. But they do teach the term mindfulness. For instance, Goldie Hawn’s 
MindUP curriculum insists that “to get the full benefit of MindUp lessons, children 
will need to know a specific vocabulary,” chiefly the term mindfulness itself (Hawn 
Foundation, 2011, p. 40). The term functions as a sign that points toward a wider 
constellation of available meanings. Stephen Batchelor, meditation teacher and advo-
cate of “Secular Buddhism,” observes that “although doctors and therapists who 
employ mindfulness in a medical setting deliberately avoid any reference to Buddhism, 
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you do not have to be a rocket scientist to figure out where it comes from. A Google 
search will tell you that mindfulness is a form of Buddhist meditation” (2012, p. 88). 
Individuals who experience benefits from a program designated as “mindfulness” 
may seek to go “deeper” by exploring additional “mindfulness” resources. As people 
discover associations between mindfulness and Buddhism, they may, by transitive 
inference reasoning, assign credit to Buddhism for positive experiences (Phillips, 
Wilson, & Halford, 2009; Waldmann, 2001). Thus, the term mindfulness itself, even 
when framed with secular language, can point practitioners toward Buddhism.

 Ethical Dimensions of Mindfulness

Far from being an ethically neutral set of techniques, MBIs are founded upon 
Buddhist assumptions about the nature of reality and corresponding ideals for rela-
tionships among humans and indeed all sentient beings. CfM-trained MBI teacher 
Rebecca Crane explains that:

Inherent within mindfulness teaching is the message that there are universal aspects to the 
experience of being human: centrally, that we all experience suffering, which ultimately 
comes from ignorance about ourselves and the nature of reality. Mindfulness practice leads 
us to see more clearly the ways we fuel our suffering and opens us to experiencing our con-
nection with others. (Crane et al. 2012, p. 79)

Brooke Dodson-Lavelle, director of the Mind and Life Institute’s Ethics, 
Education, and Human Development Initiative, analyzed MBSR alongside other 
purportedly “secular” meditation programs (Cognitively-Based Compassion 
Training, or CBCT, and Innate Compassion Training, or ICT). She concludes that 
despite the “universal rhetoric” and “normative generalizations” employed by all 
three programs, they are all “culturally and socially conditioned” and “very 
Buddhist,” though reflecting different Buddhist traditions. Each “promotes a differ-
ent diagnosis of suffering, an interpretation of its cause, an evaluation of judgment 
regarding the good, and a path for overcoming that suffering and/or realizing the 
good.” The programs are “morally substantive as a consequence of the fact that they 
tell people, at least implicitly, stories about what they ought to be thinking, feeling, 
or doing.” They are “ethically substantive as a consequence of the fact that they 
establish or encourage particular ways of conceptualizing the self, the good life, and 
the potential for transformation of the self towards a better kind of life” (2015, 
pp. 28, 161, 163). The foundational assumptions of each program shape their defini-
tions and prescriptions of morality and ethics.

Buddhist Ethics Implicit in MBIs

The debate among mindfulness advocates is less about whether ethics should be 
included in the teaching of mindfulness, than whether its teaching should be explicit 
or implicit. Dodson-Lavelle identifies two competing Buddhist models of human 
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nature: innativist, or discovery, and constructivist, or developmental. The debate 
“hinges on whether the qualities of awakening are innate to one’s mind or whether 
they need to be cultivated” (2015, p. 28). In the former model, it is unnecessary to 
teach ethics explicitly because the practice of mindfulness itself enables participants 
to discover their own innate ethical tendencies (Cheung, forthcoming, p. 3; Lindahl, 
2015a). Thus, Kabat-Zinn asserts that “mindfulness meditation writ large” is “inclu-
sive of the ethical stance of śīla” (2011, p. 299). Margaret Cullen, one of the first 10 
certified MBSR instructors, elaborates that the “intention of MBSR” is “much 
greater than simple stress reduction.” It dispels “greed, hatred, and delusion” (the 
“three poisons,” according to Buddhist thought) and has “elements of all of the 
brahma vihāras” (the four virtues, or “antidotes”: loving-kindness, compassion, 
sympathetic joy, and equanimity, that the Buddha reputedly prescribed) “seamlessly 
integrated into it” (2011, p. 189). Mindfulness teacher Sharon Salzberg emphasizes 
that mindfulness “naturally leads us to greater loving-kindness” by diminishing 
“grasping, aversion and delusion” (2011, p. 177). By innativist reasoning, ethical 
qualities emerge through the practice of mindfulness, with or without explicit ethi-
cal instruction.

Many MBI teachers come from an innativist stance and reason that it is not only 
unnecessary to teach Buddhist ethics explicitly, it is disadvantageous because doing 
so may exclude potential beneficiaries. MBI teacher (of MBSR and Mindfulness- 
Based Cognitive Therapy, or MBCT) Jenny Wilks warns that “explicitly Buddhist 
ethics could potentially offend participants who are atheist, Christian, [or] Muslim” 
(Wilks in Cheung, forthcoming, p. 7). Omitting openly Buddhist instruction does 
not worry Wilks because “key Dharma teachings and practices are implicit … even 
if not explicit,” making MBIs “more of a distillation than a dilution”—a form of 
“highly accessible Dharma” (2014, sect. 4 para. 5, sect. 5 para. 3, sect. 6 para. 3). 
Wilks elaborates that “although we wouldn’t use the terminology of the three 
lakkhanas [marks of existence: anicca, or impermanence; dukkha, or suffering; and 
anatta, or no-self] when teaching MBPs [mindfulness-Based programs], through 
the practice people often do come to realize the changing and evanescent nature of 
their experiences” (2014, sect. 4 para. 8). Cullen notes that although it is “common 
to begin with breath awareness,” MBIs progress to “bring awareness to other aspects 
of experience, such as thoughts and mental states in order to promote insights into 
no-self, impermanence and the reality of suffering” (2011, p.  192). Bob Stahl, 
Adjunct Senior Teacher for the CfM Oasis Institute, confirms that “without explic-
itly naming the 4 noble truths, 4 foundations of mindfulness, and 3 marks of exis-
tence, these teachings are embedded within MBSR classes and held within a field of 
loving-kindness” (2015, p. 2). Thus, MBSR and other secularly framed MBIs pre-
sume that mindfulness training can produce ethical benefits.

Reflecting constructivist assumptions that virtues need to be developed, some 
MBIs teach ethics more explicitly. One common approach is to incorporate “loving- 
kindness” meditations aimed at cultivating wholesome states of mind. As neurosci-
ence researchers Thorsten Barnhofer and colleagues explain, “the term loving 
kindness or metta, in the Pali language, refers to unconditional regard and nonexclu-
sive love for all beings and is one of the four main Buddhist virtues” (2010, p. 21). 
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Therapist Donald McCown notes that the “Brahmaviharas [the four virtues] have 
had a significant impact on the curriculum and pedagogy of the MBIs.” In particular, 
mettā, variously translated as “loving-kindness,” “friendliness,” or “heartfulness,” 
meditations instill a virtuous “attitude toward oneself, toward one’s experience 
moment by moment, and toward others. Its emotional charge is powerful.” McCown 
suggests that “if there is a source for an inherent ethical stance of the MBIs, this 
may well be it” (2013, p. 52). Although MBSR and MBCT manuals do not include 
mettā meditations, many MBI teachers (including Kabat-Zinn) do complement their 
teachings in this way. Meditations used in MBIs typically begin by speaking bless-
ings over oneself: “May I be safe and protected from inner and outer harm. May I 
be happy and contented. May I be healthy and whole to whatever degree possible. 
May I experience ease of wellbeing.” The “field of loving-kindness” expands first to 
loved ones and ultimately to “our state,” “our country,” “the entire world,” “all ani-
mal life,” “all plant life,” “the entire biosphere,” and “all sentient beings.” “May all 
beings near and far … our planet and the whole universe” be “safe and protected and 
free from inner and outer harm,” “happy and contented,” “healthy and whole,” and 
“experience ease of well-being” (Kabat-Zinn, n.d., 3.2). In the assessment of histo-
rian Jeff Wilson, mettā practitioners are:

Not simply taught value-neutral awareness techniques—they are coached to cultivate pro-
foundly universal feelings of compassion and love for all people and every living thing. 
This perspective on life is not only value laden but is also promoted as both improving the 
world and as key to one’s own health and happiness. (2014, p. 172)

Even so, purportedly “secular” MBIs, such as Mindful Schools and Inner Kids, 
often do include mettā meditations (described as “heartfulness” or “friendly 
wishes”) in their curricula (Bahnsen, 2013; Greenland, 2013, sect. 4). Although 
MBIs may be differentiated by whether they reflect innativist or constructivist 
assumptions about human nature, and thus whether they teach ethics implicitly or 
explicitly, many MBIs share an ethical concern.

Mindfulness Defined in Ethical Terms

Influential definitions of mindfulness include an ethical dimension. One of the most 
widely cited definitions is that popularized by Kabat-Zinn: “paying attention in a 
particular way: on purpose, in the present moment, and non-judgmentally” (1994b, 
p. 4). Amy Saltzman, a pioneer in teaching mindfulness to youth through her Still 
Quiet Place program, defines mindfulness as “paying attention, here and now, with 
kindness and curiosity” (2014, p. 2). Neither definition reduces mindfulness to bare 
attentional training. Rather, they indicate a particular ethical stance of how one 
should pay attention—nonjudgmentally, with kindness and curiosity—and this ethi-
cal stance comes from a Buddhist “way of seeing the world” (Dodson-Lavelle, 2015, 
p. 42). Psychologist Stephen Stratton notes that defining mindfulness as a “curi-
ous, nonjudgmental, and accepting orientation to present experiencing” reflects a 
“comprehensive life view,” not just a “therapeutic technique” (2015, pp. 102–103). 
Buddhists differ about whether the goal of mindfulness should be non-judgmental 
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acceptance or ethical discernment (Dreyfus, 2011, p. 51)—but either stance is an 
ethical one.

MBI training guides provide more details about the “foundational attitudes” that 
mindfulness teachers should cultivate. The CfM “Standards of Practice” guidelines 
list: “non-judging, patience, a beginner’s mind, non-striving, acceptance or 
 acknowledgement, and letting go or letting be” (Santorelli, 2014, p. 10). Such atti-
tudes are, according to psychologist Steven Stanley, “related to core virtues found 
in early Buddhist texts, such as generosity, loving-kindness, empathetic joy and 
compassion” (2015, p. 99). Buddhist philosopher John Dunne explains that MBSR 
emphasizes the “letting go” of judgments of the good and bad or pleasant and 
unpleasant because such thoughts “seem especially relevant to oneself when they 
are highly charged or value-laden,” and therefore “ensnare us all the more easily” in 
the attachments that cause suffering (2011, p. 8). As the Buddhist monk Bhikkhu 
Bodhi clarifies, stopping the causes of suffering requires recognizing humanity’s 
“proclivity to certain unwholesome mental states called in Pali kilesas, usually 
translated ‘defilements’” (1999). The foundational attitudes instilled by MBI teach-
ers imply Buddhist-inflected value judgments about which states of mind are (un)
wholesome.

Marketing materials for MBIs advertise ethical benefits. Indeed, part of the 
appeal of MBIs is that they appear to offer an inexpensive, secularized practice that 
instills the same moral and ethical virtues as religion. For example, Goldie Hawn’s 
signature MindUP curriculum purportedly instills “empathy, compassion, patience, 
and generosity”—a list of virtues that Hawn derived from, but does not credit to, her 
training in Buddhist ethics (Hawn Foundation, 2011, pp. 11–12, 40–43, 57; Hawn, 
2005, p. 436). The official MindUP website proclaims that the program enhances 
“empathy and kindness,” “nurtures optimism and happiness” and “increases empa-
thy and compassion” (The Hawn Foundation, 2016, para. 2, 4). Rebecca Calos, 
Director of Programs and Training for The Hawn Foundation, asserts that “awareness 
of the mind without judgment” helps children to become “more compassionate” and 
better able to express “kindness” to others—a conclusion that follows from Buddhist 
assumptions about the three poisons, four virtues, and interconnectedness of all beings 
(2012, para. 2, 4, 5). Although rooted in a Buddhist worldview, the program presents 
its virtues as “secular” and “universal”—an assumption interrogated below.

 Transparency Compromised by Secular Framing

MBIs are commonly marketed as completely “secular” or, in sparse acknowledge-
ment of Buddhist roots, as “secularized.” It is rare, however, for program advocates 
to define the term “secular” or its presumed opposite, “religion,” or to explain what 
they have removed or changed to make mindfulness secular. Marketers may rely on 
simple speech acts: the program in question is secular because it is declared to be 
so. Alternatively, promoters may vaunt empirically demonstrated or scientifically 
validated effects, given a common assumption that practices are either secular/
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scientific or religious/spiritual, but not both. In point of fact, practices can be both 
secular and religious simultaneously, and concepts of the secular, the religious, the 
spiritual, and the scientific have often intermingled and co-constituted one another 
(Asad, 2003; Calhoun, Juergensmeyer, & Van Antwerpen, 2011; Jakobsen & 
Pellegrini, 2008; Lopez, 2008; Taylor, 2007).

The common idea that mindfulness is secular because it is not religious implies 
a narrow, Protestant-biased understanding of religion as reducible to verbal procla-
mations of beliefs. By this reasoning, secularizing a practice consists simply of 
removing overt linguistic references to transcendent beliefs. For example, 
mindfulness- in-education leader Patricia Jennings uses a Dictionary.com definition 
of religion as a “set of beliefs.” Since mindfulness does not “require any belief,” she 
concludes that it is not “inherently religious” (2016, p. 176). “Religion” may, how-
ever, be envisioned more broadly as encompassing not only belief statements, but 
also practices perceived as connecting individuals or communities with transcen-
dent realities, aspiring toward salvation from ultimate problems, or cultivating spiri-
tual awareness and virtues (Durkheim, 1984, p.  131; Smith, 2004, pp.  179–196; 
Tweed, 2006, p.  73). A complementary way of describing religion is to identify 
“creeds” (explanations of the meaning of human life or nature of reality), “codes” 
(rules for moral and ethical behavior), “cultuses” (rituals or repeated actions that 
instill or reinforce creeds and codes), and “communities” (formal or informal groups 
that share creeds, codes, and cultuses)—all of which can be seen in the contempo-
rary mindfulness movement (Albanese, 2013, pp. 2–9). This is important because 
many people assume that a practice is nonreligious if one participates with the 
intention of accruing secular, defined as this-worldly, benefits. This view fails to 
account for the various channels through which participating in religious practices 
can transform initially secular intentions.

Removal of superficial linguistic or visual markers of “religion” is not the same 
thing as secularization. Patricia Jennings is one of the first MBI movement leaders 
to articulate “recommendations for best practices to ensure secularity” in public 
schools. Jennings suggests that teachers are on safe ground as long as they avoid 
such obviously religious markers as “using a bell from a religious tradition (such as 
a Tibetan bowl or cymbals used in Tibetan Buddhist rituals,” “introducing names, 
words, or sounds that come from a religious or spiritual tradition … as a focus of 
attention,” “use of Sanskrit names and identifying areas of the body associated with 
spiritual and religious significance (e.g., chakras),” or verbal cues that loving- 
kindness recitations transmit “any sort of spiritual or metaphysical energy” (2016, 
pp. 176–77). Removing such religious symbols (all of which are common in public- 
school mindfulness instruction) makes it more difficult for the casual observer to 
perceive religious associations. Jennings is explicitly not suggesting that “one 
should conceal the fact that such associations between practices and religious and 
spiritual traditions exist,” but her recommendations do not probe the substantive 
difficulties of extricating mindfulness from Buddhist ethical foundations (p. 177).

Offering MBIs in secular settings heightens the importance of transparency 
about live associations of mindfulness with Buddhist ethics. This is because the 
risks of unforeseen ethical violations may be greater when mindfulness is taught in 
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explicitly secular as opposed to Buddhist contexts. People may reasonably assume 
that programs offered in settings commonly recognized as secular—such as 
government- supported schools or hospitals—are themselves secular, or else the 
programs would not be there. When religious experts teach in the context of reli-
gious institutions, people expect instruction in how to perform religious rituals. 
When those in positions of social or legal power and authority—for instance, public- 
school teachers, doctors, psychological therapists, prison volunteers, or employ-
ers—offer explicitly secular services, individuals may have difficulty recognizing 
when health-promoting techniques bleed into religious cultivation (Cohen, 2006, 
pp.  114–135). Similarly, patients may assume that fee-based services offered by 
psychologists, doctors, nurses, or other professional therapists, as opposed to chap-
lains, are “medical” rather than “religious.” Whereas consumers expect religious 
groups to offer free religious services as a strategy to recruit adherents, consumers 
expect to pay for nonreligious commodities necessary to their health. Consumers 
tend, moreover, to associate higher prices with higher-value goods and services. If 
medical insurance or school administrators cover costs, this enhances perceived 
medical/educational legitimacy.

 Scientific Claims Imply Secularity

Assertions that MBIs are secular because scientifically validated warrant special 
care. This is because “science” conveys legitimating power in modern Western cul-
tures. There is a long history of perceived conflict between “science” and “religion” 
in cultures influenced by the enlightenment, evolutionary biology, and scientific 
naturalism, and this history predisposes people to presume that scientifically vali-
dated practices are nonreligious (Lopez, 2008). Blurring this presumed binary, sci-
entific research confirms that many religious and spiritual practices produce physical 
and mental health benefits (Aldwin, Park, Jeong, & Nath, 2014; Koenig, King & 
Carson, 2012).

Scientific publications reporting empirical benefits lend credibility to claims that 
mindfulness is secular. This creates an ethical responsibility to be honest about the 
strengths and weaknesses of the scientific evidence. Neuroscience researchers who 
are themselves sympathetic to mindfulness express caution about the inflated claims 
commonly made about the science supporting mindfulness (Britton, 2016; Kerr, 
2014). As Dodson-Lavelle acknowledges:

Existing data on the efficacy of mindfulness and compassion interventions in general are, 
frankly, not very strong. As a number of researchers have pointed out, studies of MBSR and 
related programs suffer from numerous methodological issues, including inconsistencies 
regarding the operationalization of ‘mindfulness,’ small sample sizes, a lack of active con-
trol groups, evidence that these programs are more effective than controls (when compari-
sons can be made), deficient use of valid measure and tools for assessment, and often little 
to no assessment of teacher competence or fidelity. (2015, p. 19)
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One difficulty is that “there is no consensus on what the defining characteristics of 
a ‘mindfulness practice’ even are for any population” (Felver & Jennings, 2016, 
p.  3). Another issue is study quality. A systematic review of 18,753 citations 
excluded all but 47 trials with 3,515 participants, since others lacked the active 
control groups needed to rule out potential confounds. The meta-analysis con-
cluded that mindfulness meditation programs show moderate evidence of improved 
anxiety and pain, but low evidence of improved stress/distress and mental health 
related quality of life. They also found insufficient evidence of any effect of medi-
tation programs on positive mood, attention, substance use, eating habits, sleep, 
and weight. They found no evidence that meditation programs were better than any 
active treatment such as medication, exercise, or other behavioral therapies (Goyal 
et al., 2014). Some studies have even shown that while mindfulness participants 
self-report decreased stress, biological markers such as cortisol levels actually 
indicate increased stress (Creswell, Pacilio, Lindsay, & Brown, 2014; Schonert-
Reichl et  al., 2015). It is ethically problematic to make scientific claims about 
mindfulness that exceed the evidence, especially given the power of such claims to 
convince potential participants and sponsors that mindfulness is a fully secular 
intervention.

 Intentional Lack of Transparency

Despite claiming to teach a completely secular technique, some of the leading MBI 
promoters envision secular mindfulness as propagating Buddhist ethics. The French 
Jesuit scholar Michel de Certeau draws an insightful distinction between “strate-
gies” employed by those with access to institutional sources of power and “tactics” 
used by those on the margins (de Certeau, 1984, pp. xi–xxiv; Woodhead, 2014, 
p. 15). Until recently, most MBI leaders lacked institutional space to act strategi-
cally; instead, they developed tactics to introduce Buddhist ethical teachings 
covertly—through a process described by anthropologists Nurit Zaidman and col-
leagues as “camouflage,” or carefully timed “concealing and gradual exposure” 
(Zaidman, Goldstein-Gidoni, & Nehemya, 2009, pp.  599, 616). Exhibiting what 
scholars call “code-switching” or “frontstage/backstage” behavior, these leaders 
describe their activities in one way for non-Buddhist audiences and in a very differ-
ent way for Buddhist co-religionists (Gardner-Chloros, 2009; Goffman, 1959; Laird 
& Barnes, 2014, pp. 12, 19). For the latter, they refute charges of critics Ronald 
Purser and David Loy that MBIs reduce a transformative Buddhist ethical system to 
mere “McMindfulness” (Purser & Loy, 2013); Kabat-Zinn rebuts that MBIs pro-
mote the entire Buddhadharma (Kabat-Zinn, 2015, para. 6). When speaking to non- 
Buddhists, the tactics employed by MBI leaders include “disguise,” “script,” “Trojan 
horse,” “stealth Buddhism,” and “skillful means”—all terms used by MBI promot-
ers themselves.

Instances of these tactics have been detailed elsewhere (Brown, 2016), but may 
be illustrated as follows. Daniel Goleman boasting of his efforts to code  mindfulness 
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as secular psychotherapy said that “the Dharma is so disguised that it could never 
be proven in court” (1985, p. 7). Actress and movie producer Goldie Hawn attests 
that she got Buddhist meditation “into the classroom under a different name” by 
writing a “script” that replaces the terms “Buddhism” and “meditation” with the 
euphemisms “neuroscience” and “Core Practice” (2013). Silicon Valley meditation 
teacher Kenneth Folk self-consciously employs “The Trojan Horse of Meditation” 
as a “stealth move” to “sneak” Buddhist “value systems” of “compassion and 
empathy” into profit-driven corporations (2013, para. 13–18). Kabat-Zinn disciple 
Trudy Goodman describes her approach as “Stealth Buddhism.” Goodman’s “secu-
lar” mindfulness classes, taught in “hospitals, and universities, and schools,” admit-
tedly “aren’t that different from our Buddhist classes. They just use a different 
vocabulary.” Goodman considers it “inevitable” that “anyone who practices sin-
cerely, whether they want it or not” will shed the “fundamental illusion that we 
carry, about the ‘I’ as being permanent and existing in a real way” (2014, emphasis 
added). Kabat-Zinn describes MBSR as “skillful means for bringing the dharma 
into mainstream settings. It has never been about MBSR for its own sake” (2011, 
p.  281). Rather, MBSR and MBCT represent “secular Dharma-based portals” 
opening to those who would be deterred by a “more traditional Buddhist frame-
work or vocabulary” (Williams & Kabat-Zinn, 2011, p. 12). Psychotherapist and 
religious studies scholar Ira Helderman observes that clinicians develop a variety 
of “innovative methods for maneuvering” between “religion” and “secular science 
or medicine.” Some, like Kabat-Zinn, “incorporate actual Buddhist practices but 
translate them into items acceptable within scientific biomedical spheres” (2016, 
p. 942, emphasis original). Helderman asks of the translators: “Has the religious 
really been expunged or is it just in hiding?” (p. 952). He notes that these same 
“mindfulness practitioners also unveil and market the true Buddhist religious deri-
vation of their modalities when public interest in Asian healing practices suggest 
that doing so would increase access to the healing marketplace rather than prevent 
it” (p.  950). Such practitioners envision mindfulness as one thing, namely 
Buddhism, but present it as something else, a (mostly) secular therapeutic tech-
nique—on the premise that mindfulness, however described, is inherently 
transformative.

 Unintentional Lack of Transparency

It seems likely that most MBI advocates lack any intention to deceive. They are 
themselves convinced that mindfulness is fully secular and universal because its 
foundational assumptions and values seem to them self-evidently true and good; 
they themselves have experienced benefits from mindfulness, and scientific research 
seems to confirm this-worldly benefits. They may nevertheless unintentionally com-
municate more than a religiously neutral technique. This is because suppositions 
about the nature of reality can become so naturalized and believed so thoroughly 
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that it is easy to infer that they are simply true and universal, rather than recognizing 
ideas as culturally conditioned and potentially conflicting with other worldviews.

Being convinced of the benefits of mindfulness can lead to an inadvertent confla-
tion of Buddhist with universal ideals. For instance, describing the Eightfold Path as 
a “universal and causal law of nature, not unlike that of gravity” is, as Buddhist 
scholar Ronald Purser explains, “a faulty analogy … a category error,” since 
Buddhist ideals, unlike natural laws, are “cultural artifacts” that reflect particular 
cultural norms (2015, p. 27). Mindfulness may seem merely to require “waking up” 
to “see things as they are.” But this reflects the “myth of the given,” that reality can 
be objectively presented and directly perceived (Forbes, 2015). Meditative experi-
ences always require interpretations of their meaning, and interpretations are framed 
by worldviews. Although claiming to cultivate general human capacities and to pro-
mote universally shared values, MBIs offer culturally and religiously specific diag-
noses and prescriptions for what is wrong with the world.

For example, the goal of attenuating desire and cultivating equanimity reflects a 
culturally specific ideal affect that values “low-arousal emotions like calm” (Lindahl, 
2015b, p. 58). Believing that one has an unclouded view of reality can gloss hidden 
cultural constructs and the favoring of one set of lenses with which to view and 
interpret reality over another. This reasoning can justify upholding one culturally 
particular worldview as superior to others. This is not only a culturally arrogant 
position; it is precisely a religious attitude—a claim to special insight into the cause 
and solution for the ultimate problems that plague humanity.

 Internal Grounds for Transparency

The benefits conveyed by mindfulness may seem to justify any intentional or unin-
tentional lapses in transparency. For the sake of argument, assume for a moment 
that: (1) mindfulness alleviates suffering, (2) scientific research validates benefits, 
(3) MBIs can only continue in secular settings if mindfulness is presented as secu-
lar, (4) people are being deprived of the benefits of mindfulness because of biases 
against Buddhism or religion, and (5) individuals who would never knowingly visit 
a Buddhist center can gain an introduction to mindfulness and Buddhist ethics 
through MBIs, leading them to adopt a more accurate worldview, suffer less, behave 
more ethically, and come to be grateful for any unexpected religious transforma-
tions. By this train of reasoning, the benefits achieved through MBIs confirm that 
explicit communication of Buddhist ethics is inessential—and perhaps an undesir-
able obstacle to continuing and increasing cultural acceptance. Arguably, if people 
benefit from mindfulness, it does not matter whether they associate it with Buddhism 
or can articulate its ethical foundations.

This chapter takes the position that process matters. Confidence in the worth of 
mindfulness can create an ethical blind spot to implications of the processes through 
which mindfulness has been mainstreamed. Unethical processes may taint results, 
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potentially resulting in more harm than good. The ethical grounds for transparency 
can be articulated within frameworks internal or external to Buddhism. The Noble 
Eightfold Path, specifically the aspects of right mindfulness, right intention, and 
right speech, is relevant precisely because MBIs are an outgrowth of Buddhist eth-
ics (reflecting multiple, sometimes competing Buddhist schools). The goal here is 
not a comprehensive discussion, a task undertaken by those more qualified to do so 
in this volume and elsewhere, but more modestly to note Buddhist arguments for 
transparency.

 Right Mindfulness

The term “mindfulness” is shorthand for a Buddhist value on “right mindfulness,” 
sammā sati. Buddhist texts contrast right mindfulness with “wrong mindfulness,” 
micchā sati. Buddhist advocates of transparency worry that mindfulness taught 
“only as meditative skills or strategies” without “an understanding of ethical action” 
results in wrong mindfulness, which can exacerbate suffering (Monteiro, Musten, & 
Compson, 2015, pp.  3, 6). Right mindfulness, in this view, must be “guided by 
intentions and motivations based on self-restraint, wholesome mental states, and 
ethical behaviors” (Purser & Loy, 2013, para. 9). Secularly framed MBIs, by con-
trast, are “refashioned into a banal, therapeutic, self-help technique” that can “rein-
force” the “unwholesome roots of greed, ill will, and delusion.” This amounts to a 
“Faustian bargain”—selling the very soul of mindfulness to enhance its cultural 
palatability (Purser & Loy, 2013, para. 6).

 Right Intention

An argument for transparency can similarly be based on Buddhist understandings of 
“right intention,” sammā sankappa. Meditation teacher Joseph Naft explains that 
“Right Intention depends on our understanding of the path and its practices and on 
our ability to actually do those practices” (2010, para. 2). Buddhist monk William 
Van Gordon and psychologist Mark Griffiths (2015) argue pointedly that “a central 
theme of Buddhist training is that individuals should approach Buddhist teachings 
with the ‘right intention’ (i.e. to develop spiritually) and of their own accord”—in 
contrast to “Kabat-Zinn’s approach of thrusting (what he deems to be) Buddhism 
into the mainstream and teaching it to the unsuspecting masses (i.e. without their 
‘informed consent.’)” (2015, para. 6). By this reasoning, Kabat-Zinn has an “ethical 
obligation” to make his agenda of mainstreaming Buddhadharma through MBSR 
“abundantly clear to participants” (para. 3). A central concern here is that mindful-
ness practice developed as a means to make progress along the Noble Eightfold 
Path. One cannot practice mindfulness with right intention if one does not under-
stand what it can, and by original design should, facilitate.
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 Right Speech

Those arguing against transparency often frame MBIs as an epitome of skillful 
speech. For example, one commentator in an online discussion of Goldie Hawn’s 
concealment of the Buddhist origins of mindfulness concludes that she is “trying to 
reach a bigger audience using skillful [sic] speech. Very Buddhist IMO [in my opin-
ion]” (Tosh, 2012, para. 2). This position alludes to classical Buddhist texts that 
justify deception when employed to alleviate suffering. By contrast, the historian 
Jeff Wilson argues that exceptions to this dictum have only applied to Buddhas and 
advanced Bodhisattvas who are free from self-interest (Wilson, 2014, p. 90); propri-
etary, trademarked MBIs appear, by contrast, to be invested in the self-interested, 
commercial, therapeutic market. Sharpening the critique, Dodson-Lavelle calls 
attention to a Mindfulness in Education Network e-mail listserv on which “regular 
postings appear that either blatantly or suggestively describe ways in which pro-
gram developers and implementers have ‘masked’ or ‘hidden’ the Buddhist roots of 
their mindfulness-Based education programs.” Dodson-Lavelle elaborates that “the 
sense is that one needs to employ a secular rhetoric to gain access into educational 
institutions, and once one’s ‘foot is in the door,’ so to speak, one is then free to teach 
whatever Buddhist teachings they deem appropriate” (2015, p. 132). The problem, 
then, is less that MBIs remove Buddhist terminology to make them accessible to 
broader audiences, but that the adoption of secular rhetoric is disingenuous and 
incomplete—Buddhist teachings are introduced in actual classes, despite secular 
curricular framing.

Certain MBI promoters have responded to religious controversy by revising their 
internet presence to obscure Buddhist associations, rather than opting to become 
more transparent about Buddhist sources and explain what exactly has been done to 
secularize programming. For example, in 2015, a school board member and parent 
in Cape Cod, Massachusetts called attention to institutional connections between 
Calmer Choice (Cultivating Awareness Living Mindfully Enhancing Resilience) 
and MBSR and Jon Kabat-Zinn, and cited statements by Kabat-Zinn linking MBSR 
with Buddhism. Prior to the controversy, Calmer Choice directors advertised the 
program as a “Mindfulness-Based Stress Reduction (MBSR) Program” that was 
“informed by the work of renowned Dr. Jon Kabat-Zinn” on its IRS Form 990-EZ 
(Calmer Choice, 2012, p.  2), Calmer Choice’s official website (Calmer Choice, 
2015d, para. 5, 2015e, para. 5); Facebook (2011a), Twitter (@mindful_youth, 
2013), LinkedIn (Jensen, 2015), Disqus (@fionajensen, 2014), GuideStar (Calmer 
Choice, 2011b), and in interviews of Founder and Executive Director Fiona Jensen 
(Jensen, 2010, pp. 3, 10, 2013, p. 9). The formal prerequisites for Calmer Choice 
Instructor Training (as articulated by Director of School and Community-Based 
Programming Katie Medlar and Program Director Adria Kennedy, and taught at 
least as recently as the 2013–2014 school year) include “daily practice of formal 
and informal mindfulness” and “an 8-week Mindfulness-Based Stress Reduction 
Training course”; suggested readings include Kabat-Zinn’s Wherever You Go and 
Full Catastrophe Living (Calmer Choice, 2015b, para. 7, 9, 2015c, sect. 3 para. 10). 
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The Calmer Choice website lists Jon Kabat-Zinn as an “Honorary Board” of 
Directors member (Calmer Choice, 2015a, para. 12).

In 2016, Calmer Choice responded to a legal memorandum (Broyles, 2016) by 
backing away from their previous efforts to market the program through emphasiz-
ing its associations with the better-known MBSR program and its “renowned” 
founder, Kabat-Zinn. In the thick of public controversy, Jensen insisted in a news-
paper interview: “We don’t teach MBSR, and our instructors aren’t trained in 
MBSR” (Jensen in Legere, 2016a, Feb. 4, para. 14). In a subsequent interview 
(after the complaining school board member charged Calmer Choice with “scrub-
bing” its internet presence), Calmer Choice Board of Directors Chair David 
Troutman asserted that mentions of MBSR on the Calmer Choice website had been 
removed because “Calmer Choice does not teach MBSR” and the references had 
been “inadvertently added by volunteers”—although top administrators Jensen, 
Medlar, and Kennedy signed several of the internet documents making claims 
about MBSR and Kabat-Zinn (Troutman, in Legere, 2016b, Feb. 9, para. 7). It is 
unclear how much Calmer Choice has substantively changed their teacher training 
program, curriculum, or classroom practices. Rewriting promotional materials to 
obscure Buddhist associations and silence critics is not equivalent to secularization 
or honest speech.

There are Buddhist traditions that emphasize that skillful, or right, speech 
(sammā vācā) is honest and non-divisive. Influential Buddhist monk Bhante 
Gunaratana advises that skillful speech should always be truthful: if even silence 
may deceive, one must speak the whole truth, a consideration that supports full, as 
opposed to selective, disclosure of all that mindfulness entails (2001, p.  93). 
Meditation teacher Allan Lokos explains that “the pillar of skillful speech is to 
speak honestly, which means that we should even avoid telling little white lies. We 
need to be aware of dishonesty in the forms of exaggerating, minimizing, and self- 
aggrandizing. These forms of unskillful speech often arise from a fear that what we 
are is not good enough—and that is never true” (2008, para. 3). Although address-
ing individuals, Lokos’s admonition may suggest a reason for the MBI movement 
to be more self-confident in forthrightly acknowledging what it actually is—with-
out, for instance, exaggerating scientific evidence or minimizing Buddhist ethical 
foundations.

 External Grounds for Transparency

Although non-Buddhists may be uninterested in Buddhist arguments for transpar-
ency, there are external grounds upon which there may be broader agreement: 
namely intellectual integrity, cultural diversity, and informed consent. It would be 
misleading to describe these principles as purely “secular,” “universal,” or as 
“Natural Laws,” since, like Buddhist ideals, they have particular cultural histories. 
Nevertheless, as ideals that have relatively broad traction in many Western cultures, 
they can productively prompt reflection on the stakes of transparency.
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 Intellectual Integrity

The first of these principles, intellectual integrity, can be explained relatively briefly, 
using an analogy to plagiarism. The basic point is that one has an ethical, even if not 
a legal, obligation to acknowledge one’s sources as a matter of honesty and respect 
for the authors’ intellectual property rights. Some may counter that Buddhists “do 
not have a proprietary claim on mindfulness,” but, as Lynette Monteiro, R.  F. 
Musten, and Jane Compson express, “that begs the question of what model then 
underpins and guides the process of the MBIs” (2015, p.  12). Many Westerners 
consider “attribution” to be a “moral obligation.” Thus, academic and professional 
institutions in the USA and Europe develop policies which stipulate that “one is 
permitted to copy another’s words or ideas if and only if he attributes them to their 
original author” (Green, 2002, pp. 171, 175). Analogies may also be drawn to: (1) 
“theft law,” which “prohibits the misappropriation of ‘anything of value,’” including 
“intangible property” if it is “commodifiable” or “capable of being bought or sold”; 
(2) the “misappropriation doctrine” in “unfair competition” law, namely that “a 
commercial rival should not be allowed to profit unfairly from the costly investment 
and labor of one who produces information”; and (3) the legal doctrine of “moral 
rights,” which includes (a) the “right of integrity,” which “prevents others from 
destroying or altering an artist’s work without the artist’s permission,” (b) the “right 
of disclosure,” which “allows the artist the right to decide when a given work is 
completed and when, if ever, it will be displayed, performed, or published,” and (c) 
the “right of attribution,” which is “both positive and negative. An author or artist 
has the right both to be identified as the author of any work that she has created and 
to prevent the use of her name as the author of a work she did not create.” Each of 
these analogies suggests that an originator of an idea is entitled to receive “credit” 
for that idea—in its entirety, without distorting modifications, and without the origi-
nator’s reputation being used to legitimize the copy—especially when money is at 
stake (pp. 172, 204, 206, 219). MBIs may be faulted for taking, without adequate 
attribution, ideas developed by Asian Buddhists, modifying these ideas in ways that 
may be objectionable to some of their originators, and profiting financially (possi-
bly at the expense of explicitly Buddhist market alternatives) through trademarked 
programs presented as innovations that embody the “essence” of ancient spiritual 
wisdom distilled into a modern, secular science.

 Cultural Diversity

Mindfulness is often presented as a “values-neutral therapy” that will not conflict 
with the beliefs of those from any or no religious tradition. According to Buddhist 
mindfulness teacher Lynette Monteiro, this position is a “fallacy” (2015, p. 1). As a 
practicing therapist, Monteiro recognizes that “regardless of the intention to not 
impose extraneous values,” therapists, as well as clients, inevitably bring implicit 

3 Ethics, Transparency, and Diversity in Mindfulness Programs



62

values to the therapeutic relationship (p. 4). MBIs are both “rooted in a spiritual 
tradition,” specifically “Buddhism,” and even when formulated as secularized inter-
ventions, remain “spiritually oriented and therefore imbued with values.” Buddhist 
values, which cannot be assumed to be “universal,” are “ever-present and exert a 
subtle influence on actions, speech and thoughts” (pp. 1, 2). Buddhist ethics are 
“contained, explicitly or implicitly, in the content of a mindfulness program” and 
also “modelled or embodied in the person of the MBI teacher.” The “very act of 
teaching a philosophy derived from an Eastern spiritually oriented practice” risks 
conflict with the “individual values and faith traditions” of clients (pp. 3, 4). This 
may be problematic from a Buddhist perspective; Zen teacher Barbara O’Brien 
observes that right speech entails taking care not to “speak in a way that causes 
disharmony or enmity” (2016, para. 7). Mindfulness researcher Doug Oman raises 
a related concern that “dominant approaches to mindfulness” risk “unmindfulness 
of spiritual diversity” (2015, p. 36). Oman notes that “many MBSR instructors and 
writings reflect a Buddhist orientation” and that “middle-term and long-term” 
effects of participating in MBSR seem to include joining Buddhist organizations. 
Oman questions whether “breath-focused mindfulness meditation that emphasizes 
sensory awareness is truly belief neutral” given that “for many Christians, it is not 
breath meditation” but “meditation upon Scripture” that is valued (2012, p. 4, 2015, 
pp.  51–52). Oman thus identifies an “emerging compassion-related challenge: 
respecting cultural and religious diversity” (2015, p. 52). As Monteiro sees the chal-
lenge, demonstrating “actual respect for the client’s values and ethics” lies not in 
silence about Buddhist ethics, but rather in transparent communication (2015, p. 5). 
Transparency offers clients an opportunity to evaluate how their own values match 
those of the therapist and, if they do not match, whether they want to adopt practices 
premised upon another religious or cultural system.

The diverse experiences of MBI participants falsify the alleged universality of 
MBI-promoted values. In Dodson-Lavelle’s teaching experience, the universalist 
notion that “all beings want to be happy and avoid suffering” has “failed to resonate” 
with many participants (2015, pp. 17, 96–99, 162). Failure to recognize that MBIs 
reflect a “very Buddhist way of conceiving of suffering” tends to “flatten the experi-
ence of suffering,” and it “delegitimizes participants’ experiences by universalizing 
the experience of suffering and its causes” (pp. 160–61). Mindfulness teachers should 
not expect all clients to share a Buddhist perspective. Less than 1% of the US popula-
tion identifies as Buddhist, compared with 71% Christian (Pew Research Center, 
2015). Although there are other indications that some Americans of other or no reli-
gious affiliation (23% of adults) have adopted certain Buddhist- inspired beliefs and 
values, the compatibility of Buddhist and client views cannot be safely assumed.

Compassion Contested

One of the most commonly advertised benefits of mindfulness is that it makes peo-
ple more compassionate. Implicitly, compassion is a universal, and therefore secu-
lar, value (Dodson-Lavelle, 2015, p. 168; Ozawa-de Silva, 2015, p. 1). On its face, 
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denying that one values compassion would sound perverse. Assuming the goodness 
and universality of compassion obscures the cultural and religious specificity of: (1) 
how compassion is defined in Buddhist traditions, (2) the logic that connects mind-
fulness with compassion, and (3) conflicting understandings of compassion. To 
simplify, in Buddhism compassion (karuna) stems from the idea that life is suffer-
ing, and humans should want to alleviate that suffering. Mindfulness cultivates 
compassion by offering insight into reality, including the causes of suffering, the 
path to its relief, and the interconnectedness of all beings; thus, understanding one’s 
own suffering makes one more aware of the  suffering of others and, reciprocally, 
wanting others to be free from suffering relieves one’s own suffering (Dodson-
Lavelle, 2015).

Although many Buddhists and Christians agree in identifying “compassion” as a 
core value, the two perspectives define the term so differently that it is misleading 
to identify it as a “universal value.” Buddhists and Christians begin with fundamen-
tally different assumptions about the nature of life (suffering vs. good), what is 
wrong with the world (any attachment vs. only those attachments that lead to dis-
obedience to God’s laws), the quality of existence (impermanent vs. eternal), the 
nature of the self (no-self vs. uniquely created in God’s image for enduring relation-
ship with God), and the source of compassion (waking up to understand that every-
one shares the same Buddha nature so that compassion for others relieves everyone’s 
suffering including one’s own vs. God’s sacrificial love demonstrated by Jesus’s 
willingness to embrace suffering and death, which inspires Christians to repent of 
disobedience to God, turn to Jesus for salvation, and sacrifice their own needs for 
other ontologically distinct “selves”). The key point here is that it is simplistic and 
distorting to assert that compassion is a universal value.

Professional Ethical Standards

Anyone motivated by compassion to alleviate the suffering of others might be well 
advised to respect others’ freedom to choose their own cultural, religious, and spiri-
tual resources. Even the Dalai Lama has recognized that “if you bring in Buddhist 
teachings in a context where the person has no Buddhist leanings, it raises sensitive 
issues of religion and spirituality” because “you are trying to change someone’s 
basic outlook on life” (Dalai Lama in Kabat-Zinn & Davidson, 2011, p.  120). 
Professionals whose responsibilities include therapeutic relationships with patients 
or clients have more formal ethical duties. Doug Oman warns that many MBI teach-
ers have failed to meet their “professional obligations to recognize, respect, and 
seek competency in addressing religious diversity,” including “proactive respect for 
diverse traditions” (2012, p. 4). Oman notes that “the ethical codes of most human 
service professions require respect for religious diversity as one form of respect for 
cultural diversity” (2015, p. 52). For example, the Joint Commission on Accreditation 
of Healthcare Organizations, which oversees the accreditation of 19,000 US health 
care organizations, since 2004 has required health care teams to perform spiritual 
assessments that determine “the patient’s denomination, beliefs, and what spiritual 
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practices are important to the patient”—not the care provider (Warnock, 2009, 
p. 469, emphasis added). The Joint Commission standard for hospitals is that “the 
hospital respects, protects and promotes patient rights,” including the patient’s “cul-
tural and personal values,” and “accommodates the patient’s right to religious and 
other spiritual services” (2016, sect. RI.0.01.01. EP6,9). The Code of Ethics for 
Nurses with Interpretive Statements (2001) specifies that “an individual’s lifestyle, 
value system, and religious beliefs should be considered in planning healthcare with 
and for each patient” (Warnock, 2009, p. 476). Nurse Carla Warnock argues that 
health care providers should at a minimum “respect and value each individual as a 
whole, including their culture and any religion or faith they may practice,” and urges 
that the principles of “informed consent” be followed in implementing any “spiri-
tual interventions” (2009, 477).

Cassandra Vieten and Shelley Scammell delineate guidelines for psychothera-
pists and mental health professionals in a handbook on Spiritual & Religious 
Competencies in Clinical Practice. First in the list of 16 competencies identified is 
that “psychologists demonstrate empathy, respect, and appreciation for clients from 
diverse spiritual, religious, or secular backgrounds and affiliations.” Additionally, 
“psychologists are aware of how their own spiritual or religious background and 
beliefs may influence their clinical practice and their attitudes, perceptions, and 
assumptions about the nature of psychological processes” (2015, p. xi.). Vieten and 
Scammell explain that “people typically aren’t aware of their own biases,” yet “we 
each hold implicit biases that have been conditioned by our upbringing, region, 
class, and culture and by the media” (p. 23). They analogize that “worldviews func-
tion like sunglasses. They filter our perceptions” (p. 37). The therapist may perceive 
“a ‘truth’ about life that’s a given” whereas the “client holds a completely different 
truth” (p.  38). The American Psychological Association’s Ethical Principles for 
Psychologists and Code of Conduct states that “psychologists are aware of and 
respect cultural, individual, and role differences, including those based on age, gen-
der, gender identity, race, ethnicity, culture, national origin, religion, sexual orienta-
tion, disability, language, and socioeconomic status” (2010, p. 4). Based on these 
principles, Vieten and Scammell conclude that “it’s unethical to force, recommend, 
or even encourage religious or spiritual practices in a hospital, clinic, or health care 
setting” (p. 116). Any “proselytizing or presenting your own spiritual or religious 
worldview in the context of therapy, even when done with the best of intentions, is 
never appropriate” (p. 117). It is important, moreover, to “become aware of your 
biases and know that you may also have implicit conditioning that you aren’t aware 
of in relation to religious or spiritual issues” (p. 131). Therapists have an affirmative 
responsibility, then, to make intentional efforts to recognize their own biases and to 
actively respect the potentially divergent perspectives of their clients.

It is therefore ironic that this same handbook promotes mindfulness meditation 
for therapists and their clients, apparently taking its universality as a given. Vieten 
and Scammell assert that “mindful awareness … allows us to see things as they 
actually are more clearly.” The text advises its readers: “Right now, take ten full 
breaths while keeping your attention on your breathing. Actually stop reading and 
try it” (p. 127). The authors continue: “We highly recommend that you engage in 
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some sort of mindfulness training … cultivating a mindful stance as a therapist will 
increase your ability to conduct effective therapy with all of your clients, including 
those with diverse religious and spiritual backgrounds and beliefs” (p. 129). The 
authors admit, moreover, that “some of the books we most often recommend” to 
clients include “Rick Hanson and Richard Mendius’s Buddha’s Brain (2009),” an 
explicitly Buddhist guide to mindfulness meditation (p. 152). Vieten and Scammell’s 
promotion of mindfulness exemplifies the ethical blind spot created by confidence 
in its benefits. The authors assume that mindfulness, by contrast to other religious 
and spiritual perspectives or practices, offers an unobstructed window onto reality 
that is universally helpful in any therapeutic situation.

Cultural Appropriation and Cultural Imperialism

The MBI movement risks inadvertent cultural appropriation and cultural imperial-
ism: in extracting, and potentially distorting, cultural resources from a socially less 
privileged group of cultural “others” and imposing those resources on still less priv-
ileged “others,” for the primary benefit of the socially dominant group (King, 1999, 
p. 2; Purser, 2015, p. 24). Middle to upper class European Americans have played a 
primary role in adapting and marketing mindfulness, using financial and social capi-
tal to develop, fund, administer, and teach MBIs. In advertising mindfulness as 
secular and universal, MBI leaders often claim to extricate the mindfulness tech-
nique from the so- called “cultural baggage” of Asian Buddhism (Williams & Kabat-
Zinn, 2011, p. 14). The adoption of secular rhetoric to make mindfulness acceptable 
in the public square is “capable of violence,” and can be a “deliberate imposition,” 
an “agent of socialization for a competing worldview,” and an “aspect of colonizing 
assimilation” (Delaney, Miller, & Bisono, 2007; Dueck & Reimer, 2009, p. 220; 
Stratton, 2015, p. 103; Walsh & Shapiro, 2006, p. 228). Universalist rhetoric privi-
leges the perspectives of mindfulness promoters, many of whom are white and eco-
nomically privileged, as “objective and representative of reality,” “standing outside 
of culture, and as the universal model of humans” (DiAngelo, 2011, p. 59; Ng & 
Purser, 2015, para. 4). Film studies theorist Richard Dyer defines hegemony as the 
“expression of the interests and world-views of a particular social group or class so 
expressed as to pass for the interest and world-view of the whole of society” (1993, 
pp. 93–94). In the case of MBIs, the interests and worldviews of socially privileged 
European American Buddhists hegemonically pass for universal truths and values 
needed by all of society.

There are two dangers here: the first involves the relationship between the MBI 
movement and Asian Buddhists. Religious studies scholar Jane Iwamura argues that 
socially powerful groups often achieve “hegemonic strength through channels that 
appear benign on their surface” (2011, pp. 7, 115). Positive orientalist stereotypes, 
for instance of Asians as possessing more wisdom and spiritual insight, can most 
easily “go unchallenged and unseen” (p. 5). Making matters worse, “the particular 
way in which Americans write themselves into the story is not a benign, nonideo-
logical act; rather, it constructs a modernized cultural patriarchy in which Anglo- 
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Americans reimagine themselves as the protectors, innovators, and guardians of 
Asian religions and culture and wrest the authority to define these traditions from 
others” (p. 21). Lauding the wisdom of Asian Buddhists for developing mindful-
ness, yet insisting that Asian Buddhists lack proprietary rights, has the effect of 
licensing appropriation and redefinition to serve the interests of MBI leaders.

The second danger involves the relationship between the MBI movement and 
those denoted as its special beneficiaries. Iwamura uses the term “Virtual 
Orientalism” to describe American interactions with Asian cultures that involve 
racialization and cultural stereotyping, or the blunting of distinctions among indi-
viduals (Iwamura, 2011, pp. 6–7). Iwamura’s analysis may be extended to interpret 
mindfulness programs targeted at nonwhite populations as participating in dual 
racialization and cultural stereotyping of both Asian Buddhists and American peo-
ple of color, and as implying a cultural evolution narrative. MBI leaders often vaunt 
their benevolence in bestowing the benefits of mindfulness on people of color and 
lower social class. For example, CfM director Saki Santorelli boasts that:

We embedded an MBSR Clinic into a large community health center caring for under-
served, underrepresented populations in Worcester, Massachusetts, providing access via 
free childcare and transportation. Participants included African Americans; Latinos from 
central, south, and Caribbean-rim countries; and native and immigrant Caucasians, all with 
income levels below the national poverty line. We have taught mindfulness to prison 
inmates and correctional staff in prisons across Massachusetts. Mindfulness is being taught 
to diverse populations of school-age children in the cities of Oakland, Baltimore, New York, 
Minneapolis, and Los Angeles—to name a few. (2016, p. 2)

Implicitly, MBIs can carry a hefty financial price tag. An 8-week MBSR class taught 
at CfM headquarters runs between $545 for someone with a household income 
below $40,000 up to $725 if one’s household income reaches $50,000 (CfM, 2014b, 
para. 3). Offering free or reduced-priced access to mindfulness training thus extends 
opportunities to those who are otherwise disenfranchised.

Financial accessibility is, however, only one factor, or there would be no need to 
note the racial and ethnic composition of the groups served. Such references may 
suggest that people of color or recent immigrant status are more in need of mindful-
ness because they are naturally less able to self-regulate. In support of this interpre-
tation, mindfulness-in-schools programs are disproportionately targeted toward 
“inner-city schools” with large populations of African-American and Latino chil-
dren. Promotional videos typically feature such schools as being transformed by 
mindfulness into oases of non-stressful academic achievement, kindness, and opti-
mism. For example, the film Room to Breathe portrays a white woman, Mindful 
Schools Executive Director of Programs Megan Cowan, teaching mindfulness to 
African-American and Latino children in a San Francisco public middle school 
after overcoming the so-called “defiance” of students who failed to share Cowan’s 
academic and social goals (Long, 2012). Implicitly, disadvantaged children have 
caused their own problems, and it is their responsibility to muster interior resources 
to become successful neoliberal subjects in an educational and social environment 
structured by racism and poverty (Ng & Purser, 2015, para. 8; Reveley, 2016, 
p. 497). As American Studies scholar, education policy analyst, and mindfulness 
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advocate Funie Hsu has argued, students may receive the message that they alone, 
rather than systemic social injustices, are to blame for their suffering. Hsu finds it 
particularly worrisome that mindful school programs target low-income “students 
of color, especially black and brown boys” in a manner that “mystifies the structure 
of social oppression” and perpetuates “racial disciplining based on negative stereo-
types” (Hsu, 2014, sect. 4, para. 7–9). Such a perspective condescends to racial and 
ethnic others as having unenlightened cultural practices. Mindfulness missionaries 
might be criticized for failing to respect the students’ own cultural and religious 
strategies for confronting systemic injustices, instead imposing a white authority 
figure’s preferred contemplative tradition in order to promote her goals of study and 
competitive individualism, regardless of the students’ own goals or priorities. Yet 
many of those targeted by MBIs already have deeply cherished religious traditions 
and spiritual resources that they consider efficacious in coping with life’s  challenges. 
Indeed, African-American and Latino communities are statistically more religiously 
active—and predominantly Christian—than the non-Hispanic, white American 
populations who generally administer MBI programs (Kosmin & Keysar, 2009).

The language used to frame mindfulness-in-schools programs suggests reformer 
anxiety to protect society—and the reformers’ own children—from the conse-
quences of “un-mindful” misbehavior. For instance, clinical psychologist Patricia 
Broderick’s Learning to Breathe mindfulness curriculum is marketed as an antidote 
to “disruptive behavior in the classroom, poor academic performance, [and] out-of- 
control emotions” that might provoke “acting out by taking drugs, displaying vio-
lent behavior or acting in by becoming more depressed” (2013, para. 1, 3). A clinical 
study linked from the Mindful Schools website collected self-report survey data 
from Baltimore City “low-income, minority” public-middle-school students, 
“99.7% African-American, and 99% eligible for free lunch”; the study purports to 
show the utility of mindfulness in reducing “trauma-associated symptoms among 
vulnerable urban middle school students” (Mindful Schools, 2016, note 29; Sibinga, 
Webb, Ghazarian, & Ellen, 2016, p. 1). Implicit in such curricula and study designs 
is an obliquely racial narrative, in which students of color are more “vulnerable” to 
losing control, and a tangentially religious narrative in which Christianity has failed 
America’s children—the nation’s future. “Secularized” Buddhism offers hope for 
salvation as mindfulness rescues children, especially minority children who are por-
trayed as threats to themselves and to those around them, and thus rescues America’s 
future through the “bridge figure of the child” (Iwamura, 2011, 20).

 Informed Consent

The term “informed consent” has its origins in health care tort law. It was coined in 
1957 in the medical malpractice case of Salgo v. Leland Stanford Jr. University; the 
patient awoke from a medical procedure paralyzed, having consented to the proce-
dure without being informed that paralysis was a known, though rare, risk (Faden & 
Beauchamp, 1986, p. 125). The World Medical Association Declaration of Lisbon 
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on the Rights of the Patient affirms that patients have the “right to give or withhold 
consent to any diagnostic procedure or therapy—even if refusing treatment is life- 
threatening (World Medical Association, 1981/2015, p. 2). The principle of informed 
consent is broadly applicable not only to health care but also to other situations in 
which a person’s rights of personal autonomy and self-determination are at stake. 
The basic idea is that service-providers have an affirmative ethical obligation to give 
clients access to full and accurate information needed to make the decisions they 
want to make. Providers should facilitate the process by which individuals are 
empowered to base decisions on their own “personal values, desires, and beliefs, to 
act with substantial autonomy.” Informed decision-making requires understanding 
both short- and long-term consequences of decisions and extends not only to medi-
cal risks and benefits, but also to “long-range goals and values,” including religious 
commitments (Faden & Beauchamp, 1986, pp. 302, 307).

Ethical theorists Ruth Faden and Tom Beauchamp articulate criteria that must be 
met for informed consent to be achieved. These are: “(1) a patient or subject must 
agree to an intervention based on an understanding of (usually disclosed) relevant 
information, (2) consent must not be controlled by influences that would engineer 
the outcome, and (3) the consent must involve the intentional giving of permission 
for an intervention” (1986, p. 54, emphasis original). Faden and Beauchamp empha-
size several aspects of the informed consent process. Patients must understand the 
nature of proffered interventions; for an act to be “intentional, it must correspond to 
the actor’s conception of the act in question” (Beauchamp, 2010, p. 66). The actor 
must also understand the “foreseeable consequences and possible outcomes that 
might follow as a result of performing and not performing the action.” The provid-
er’s “manipulative underdisclosure of pertinent information” to influence a decision 
violates these ethical principles (Faden & Beauchamp, 1986, pp. 300, 8).

Applying the principles of informed consent to MBIs, mindfulness instructors 
have an affirmative ethical obligation to supply full and accurate information needed 
for participants to give truly informed consent. Clients must understand the nature 
of mindfulness meditation, including its origins and ongoing associations with 
Buddhism, and be made aware of any alternative treatments that might be more suit-
able. Clients must also understand the potential for adverse effects and religious 
effects of participating in programs that are marketed as safe and secular. Mindfulness 
researcher Willoughby Britton, an Assistant Professor of Psychiatry and Human 
Behavior at Brown University, urges that informed consent must include “thorough 
and honest disclosure” of the “nature, probability and magnitude of both benefits 
and harms,” which, given differing potentials of MBIs for various participants with 
diverse conditions, often requires “face-to-face consultation that is tailored to each 
participant” (2016, p. 106). Any lack of transparency on the part of providers for the 
purpose of encouraging participation—even if motivated by a compassionate desire 
to relieve suffering—is unethical. Psychologists and Buddhists Edo Shonin, William 
Van Gordon, and Mark Griffiths argue that “there is a need and duty to make service- 
users (and the wider scientific community) fully aware of the underlying intentions 
of MBIs and/or of the extent to which it can realistically be said that MBIs are actu-
ally grounded in traditional Buddhist practice” (2013, p. 3). Ronald Purser similarly 
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suggests that “one reason why Kabat-Zinn and his MBSR teachers are so adamant 
that ethics remain ‘implicit’ in their curriculum is that it is part of this camouflage 
strategy.” MBSR participants “believe they are receiving medically and scientifi-
cally based therapies, when in reality they are gradually being introduced to reli-
gious practices, without full disclosure or informed consent.” The intentionally 
cultivated “dual identities” of mindfulness “may have legal implications in terms of 
an evasion of professional accountability and a potential violation of informed con-
sent laws.” Purser concludes that this sort of “stealth Buddhism” is “an ethical 
issue” of “truth in advertising” (2015, pp. 25–26).

Adverse Effects

MBI providers have an ethical responsibility to volunteer full information about 
what might happen when people practice mindfulness meditation, including the 
potential for unexpected or adverse effects. Certain of the same Buddhist teachings 
that encourage meditation also predict difficult experiences. According to Britton, 
varied experiences with meditation are “well documented in Buddhist texts” 
(Britton, 2014, para. 22). Mind and Life Institute Research Associate Chris Kaplan 
gives the example of a sutta, a canonical discourse attributed to the Buddha or one 
of his disciples, “where monks go crazy and commit suicide after doing contempla-
tion on death” (Kaplan in Rocha, 2014, para. 28). Certain modern Buddhist medita-
tion teachers interpret the classical texts as advising that experiential knowledge of 
suffering, or dukkha ñanas, are an inevitable stage in the path toward enlighten-
ment. Psychologist and Buddhist meditation teacher Ron Crouch thus reasons from 
his reading of Buddhist texts and from his experiences teaching meditation that it is 
an ethical obligation of instructors to “tell students up front about the negative 
effects of meditation” so that they can make “an informed choice about whether to 
proceed or not”; failure to do so is, in Crouch’s view, “just dangerous” (Crouch, 
2011, para. 22). In considering the relevance of such warnings about meditation 
practiced in overtly Buddhist contexts to secularly framed MBIs, it is important to 
keep two factors in mind. First, prominent MBI leaders intend for MBIs to function 
as portals to deeper meditation experiences. Second, some MBI participants do, 
through this exposure, find their way to explicitly Buddhist meditation.

It is not only Buddhists who warn of potentially negative experiences from medi-
tation. As early as 1977, the American Psychiatric Association (APA) issued a posi-
tion statement calling for “well-controlled studies” that include evaluation of 
“contraindications, and dangers of meditative techniques” (p. 6). As meditation has 
become more popular, adverse effects have been noted with sufficient frequency 
that the APA Diagnostic and Statistical Manual of Mental Disorders (DSM) added 
to its 1994 edition the diagnostic category of “Religious and Spiritual Problems” to 
account for meditative and other spiritual experiences that resemble mental illness 
(Farias & Wikholm, 2015, loc. 2201; Vieten & Scammell, 2015, p. 65).

Most scientific studies of mindfulness meditation, whether in Buddhist or MBI 
contexts, do not look for adverse effects. Britton explains that varied effects are “not 
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well documented in the scientific literature because nobody is asking about them” 
(Britton, 2014, para. 22). According to Miguel Farias, Director of Studies in 
Psychological Research at the University of Oxford, “it’s difficult to tell how com-
mon [negative] experiences are, because mindfulness researchers have failed to 
measure them, and may even have discouraged participants from reporting them by 
attributing the blame to them” (Farias in Foster, 2016, para. 12). Psychologist 
Stephen Stratton urges that “adequate informed consent will be helped by future 
research into the negative effects related to mindfulness and contemplative prac-
tices” (2015, p. 113).

Despite the lack of systematic study, there is a growing body of empirical evi-
dence of adverse effects from mindfulness and other forms of meditation. Reporting 
on 17 primary publications and five literature reviews of reported meditation side 
effects, psychologist Kathleen Lustyk and colleagues identify potential risks to 
mental, physical, and spiritual health, and recommend participant screening proce-
dures, research safety guidelines, and standards for researcher training (Lustyk, 
Chawla, Nolan, & Marlatt, 2009). After reviewing 75 scientific articles on medita-
tion, including mindfulness, psychotherapists Alberto Perez-de-Albeniz and Jeremy 
Holmes concluded that “meditation is not free from side effects, even for long-term 
meditators or experienced teachers. Nor is it free of contraindications” (2000, p. 55). 
Psychiatrist John Craven advises that meditation is contraindicated for patients with 
a “history of psychotic episodes of dissociative disorder,” “schizoid personality 
traits,” “hypochondriacal or somatization disorders,” or who are otherwise “likely to 
be overwhelmed and decompensate with the loosening of cognitive controls on the 
awareness of inner experience” (1989, p. 651). It is not only psychologically dis-
turbed patients who report negative effects; it is just that they may be less capable of 
managing them. Craven reports that the most frequent negative effects of meditation 
are “nausea, dizziness, uncomfortable kinesthetic sensations and mild dissociation,” 
as well as “feelings of guilt,” anxiety-provoking “powerful affective experiences,” 
“fear and anxiety,” “grandiosity, elation,” “bragging about experiences,” as well as 
“psychosis-like symptoms, suicide and destructive behaviour” (p.  651). Other 
researchers have reported “difficult thoughts or feelings” (Lomas, Cartwright, 
Edginton, & Ridge, 2014, p. 201), “depersonalization and derealization” (Epstein & 
Lieff, 1981, pp. 137–38), “anxieties, intense ecstasies and moments of depersonali-
zation” (Dunne, 2011, p. 15), “fragmentation of the self which can manifest itself as 
dissociation, grandiosity, terror, or delusion” (Blanton, 2011, p.  143), acute psy-
chotic episodes, agitation, weeping, screaming, paranoia, bizarre behavior, and sui-
cide attempts (Walsh & Roche, 1979, p. 1085). One meditator interviewed by Mind 
and Life Institute Research Associate Tomas Rocha recounted: “I had a vision of 
death with a scythe and a hood, and the thought ‘Kill yourself’ over and over again” 
(Rocha, 2014, para. 2). Negative effects of meditation thus range from mildly 
uncomfortable to life-threatening.

The “Varieties of Contemplative Experience” (VCE) study led by Willoughby 
Britton and Jared Lindahl (2017) recruited Western (85 percent from the U.S.) 
meditators (n = 60) in the Theravāda, Zen, and Tibetan Buddhist traditions who 
reported experiences described as “challenging, difficult, distressing, functionally 
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impairing, and/or requiring additional support.” Catalogued experiences include: 
fear, anxiety, panic, or paranoia (reported by 82 percent of respondents); depres-
sion, dysphoria, or grief (57 percent); change in worldview (48 percent); delu-
sional, irrational, or paranormal beliefs (47 percent); physical pain (47 percent); 
re-experiencing of traumatic memories (43 percent); rage, anger, or aggression (30 
percent); agitation or irritability (23 percent); and suicidality (18 percent). 
Symptom duration ranged from days to more than ten years, with a median of 1–3 
years; most subjects (73 percent) indicated a moderate to severe level of impair-
ment, and 17 percent required inpatient hospitalization. Although the study did not 
address MBIs and excluded children, respondents reported “challenging or diffi-
cult experiences under similar conditions” as MBIs: “in the context of daily prac-
tice [28 percent]; while meditating less than 1 hour per day [25 percent], or within 
the first 50 hours of practice [18 percent]; and with an aim of health, well-being or 
stress-reduction.” Practitioners encountered difficulties with practices “not dis-
similar from the primary  components” of MBIs, such as “mindfulness of breath-
ing” (Lindahl, Fisher, Cooper, Rosen, & Britton, 2017).

Adverse effects have been reported for both short-term and long-term meditators, 
in both MBI and Buddhist contexts. Psychiatrists Mark Epstein and Jonathan Lieff 
have observed through their clinical work with hundreds of meditators that even the 
“early stages of meditation practice” can produce “explosive experiences,” some of 
which are “pathological” (1981, pp. 138, 144). Psychotherapists Ilan Kutz and col-
leagues assessed 20 participants in a 10-week MBI who were also receiving psycho-
therapy. These introductory, secularly framed meditation classes were for some 
“difficult and disquieting,” provoking feelings of “agitation and restlessness,” “pain-
fear-anger,” loneliness, sadness, emptiness, “feelings of defenselessness, which in 
turn produced unpleasant affective experiences, such as fear, anger, apprehension 
and despair,” sometimes “accompanied by sobbing during the meditation session” 
(1985, pp.  215–16). Four of twenty subjects reported a “dramatic unveiling” of 
latent memories of “incest, rejection, and abandonment” in “intense, vivid forms” 
(p. 215). Psychologist Deane Shapiro assessed 27 long-term meditators following a 
Vipassana retreat; 17 (63%) reported at least one adverse effect, and two (7%) “suf-
fered profound adverse effects … of such intensity that they stopped meditating.” 
Reported experiences include: boredom and pain, confusion, depression, severe 
shaking, feeling more judgmental of others, increased negative emotions, more 
emotional pain, increased fears and anxiety, disorientation, feeling spaced out, 
decreased attentional clarity, less motivation in life, feeling more uncomfortable in 
the real world, “loss of self,” and “egolessness which brought deep terror and inse-
curity.” Even meditators with the most extensive experience were no less likely to 
report adverse effects. Shapiro concludes by urging “the critical importance of being 
sensitive to the adverse influences in short, as well as long term meditators” and of 
not allowing Buddhist “belief systems” to predispose meditation enthusiasts to see 
“growth where there may in fact be harm occurring” (1992a, pp. 62, 64–65, 66). The 
risks of adverse effects pertain to both beginning and advanced meditators.

When presented as a secular, universal intervention, equally safe and appropriate 
for anyone, the risks of negative experiences from mindfulness practice may be 
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heightened. Jenny Wilks, who teaches both Buddhist and secularly framed mindful-
ness, warns that “secular mindfulness teachers may not be aware of the kinds of 
things that can come up for people practicing meditation—both problematic spiri-
tual emergencies and profound insights—and won’t know how to guide people with 
these” (2014, sect. 3 para. 5). The term “spiritual emergencies” was coined by 
Stanislov and Christina Grof in 1989 as a classification for acute psychospiritual 
crises that they observed to be commonly induced by meditation or other intense 
experiences (Grof & Grof, 1989). Psychologists Miguel Farias and Catherine 
Wikholm describe meditation as a “Buddha Pill” in that it affects individuals differ-
ently and can bring about unwanted or unexpected side-effects (2015, loc. 3352). 
They ask, “Is meditation then a Buddha pill? No, it isn’t in the sense that it does not 
constitute an easy or certain cure.” But, they also answer, “yes, in the sense that, like 
medication, meditation can produce changes in us both physiologically and 
 psychologically, and that it can affect all of us differently. Like swallowing a pill, it 
can bring about unwanted or unexpected side-effects in some individuals, which 
may be temporary, or more long-lasting” (loc. 3356).

Some MBI leaders are more careful than others to inform participants about the 
risks of adverse effects. MBSR training offered through the CfM does, to its credit, 
identify “Screening Criteria for Exclusion from the Stress Reduction Program”: 
“suicidality,” “psychosis,” “PTSD,” “depression or other major psychiatric diagno-
sis,” “social anxiety,” and substance “addiction.” Participants sign an informed con-
sent form only after an interviewer explains one-on-one that risks include “feelings 
of sadness, anger, fear,” and that a “history of trauma, abuse, significant recent loss 
or major life changes, or addiction to substances may heighten these reactions” 
(Blacker et al., 2015, pp. 37–38; Santorelli, 2014, pp. 6–7). Such screening proce-
dures do not prevent adverse effects, but they do at least reduce the likelihood that 
those with histories of severe psychological disorders will enroll. Other MBIs, 
including school-based programs, may not make similar disclosures. For example, 
Calmer Choice promotes itself as a “universal prevention program” that is designed 
to stop “violence, suicide, and self-destructive behaviors in young people” (Calmer 
Choice, 2015e, para. 2, 2016, para. 3). Such advertising raises ethical questions 
given that other mindfulness programs (including MBSR, which is a prerequisite 
for Calmer Choice instructors; Calmer Choice, 2015b, para. 7) recognize suicidality 
and serious emotional problems as exclusionary criteria, and given that children 
(especially those who have suffered trauma at home) may be especially susceptible 
and ill-prepared to respond to the challenges of meditation (Sibinga, Webb, 
Ghazarian, & Ellen, 2016).

Mindfulness teachers, including instructors of secularly framed MBIs, should 
disclose information about the risks of meditation. Once informed, individuals may 
conclude that the potential benefits of meditation outweigh the potential harms, but 
they need to be made aware of both in order to make informed decisions about 
whether to begin or continue meditating. Transparency about the Buddhist founda-
tions of mindfulness is directly relevant to transparency about the potential for 
unexpected or adverse effects because certain of the same Buddhist teachings that 
encourage mindfulness also predict difficult experiences. Moreover, MBIs are often 
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intended to be, and/or in effect become, doorways to overtly Buddhist meditation. 
Thus, adverse effects and religious effects should be considered in tandem.

Religious Effects

Ethical obligations to disclose potential effects of mindfulness extend to religious 
effects. It is no secret among mindfulness teachers that secular mindfulness can be 
a doorway to religion and spirituality, including Buddhism. Thupten Jingpa, trans-
lator for the Dalai Lama, reflects that: “one of the interesting things about mindful-
ness, is that the initial emphasis on the secularization of the language really makes 
it less threatening to many people. It offers a very, very, skillful route to get to that 
experience, and then as people’s experience deepens, there is no denying the fact 
that it does open to deeper spirituality” (Shonin & Van Gordon, 2016, p. 280). A 
number of Buddhist meditation teachers have published accounts of witnessing an 
increase in the number of people taking explicitly Buddhist classes or coming on 
Buddhist retreats after being introduced to mindfulness through an MBI (Goodman, 
2014; Blacker in Wilks et  al., 2015, p. 54; Britton, 2011, para. 37; Kabat-Zinn, 
2010, para. 32; Wilks, 2014, sect. 4 para. 4). For example, Stephen Batchelor notes 
that “on every Buddhist meditation course I lead these days, there will usually be 
one or two participants who have been drawn to the retreat because they want to 
deepen their practice of ‘secular mindfulness’” (2012, p. 88). Batchelor suggests 
that an “unintended consequence” of even an 8-week secular MBSR course can be 
that it opens for participants “unexpected doors into other areas of their life, some 
of which might be regarded as the traditional domains of religion” (pp. 88–89). As 
one MBSR graduate attested, “I took an 8 week Mindfulness-Based Stress 
Reduction Course 2 years ago without knowing anything about Buddhism … That 
program spurred my curiosity and here I am learning all about the Four Noble 
Truths” (JKH, 2015). Mindfulness teacher Barry Boyce suggests that a “natural 
outgrowth of the mindfulness movement is that there are more candidates who 
might want to get involved with more rigorous training in the various Buddhist 
traditions” (Wilks et al., 2015, p. 54). Pediatrician and mindfulness teacher Dzung 
Vo explains how public-school mindfulness programs play a role in this move-
ment. In Vo’s “experience working with mindfulness with children and youth, a lot 
of the benefit is not immediate, obvious, or concrete. So much of it is about plant-
ing seeds, and I sometimes see the flowers bloom many months later.” School 
programs prepare youth to be “open and interested in exploring mindfulness more 
deeply” when given opportunities outside the school context. Thus, school pro-
grams can be “skillful means, and ways of opening more ‘dharma doors’” (2013, 
para. 1–2, 5). The “skillfulness” of using secular language to open dharma doors 
might be questioned from a Buddhist ethical framework (as suggested above); 
from a non-Buddhist framework, disclosure of potential religious and spiritual 
effects is essential for informed consent.

Social science research confirms anecdotal observations of a correlation between 
secularly framed MBIs and religious and spiritual experiences. Psychologist Jeffrey 
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Greeson and colleagues conducted quantitative survey research on 600 MBSR par-
ticipants (2011, n  =  279; 2015, n  =  322). Most participants enrolled wanting 
improved mental health (90%), help managing stress (89%), and improved physical 
health (61%); half (50%) agreed that “exploring or deepening my sense of spiritu-
ality” motivated enrollment (2011). After 8 weeks, 54% reported that the course 
had deepened their spirituality, including personal faith, meaning, and sense of 
engagement and closeness with some form of higher power or interconnectedness 
with all things—aspects of spirituality that overlap with religion (2011). The 
authors conclude that mental health benefits from MBSR can be attributed to 
increases in daily spiritual experiences (2011, 2015). Other studies similarly cor-
relate MBSR participation with increased spirituality scale scores (Astin, 1997; 
Carmody & Kristeller, 2008).

Psychological studies, employing interview and survey methodologies, indicate 
that mindfulness practice draws some participants toward Buddhism. Psychologist 
Timothy Lomas and colleagues conducted in-depth interviews of 30 meditators, 
most of whom first tried meditation for secular reasons, such as stress management. 
But, the authors conclude, “meditation became their gateway to subsequent interest 
in Buddhism,” and over time “meditation and Buddhism had become inextricably 
linked” (Lomas, Cartwright, Edginton, & Ridge, 2014, p. 201). Psychologist Dean 
Shapiro used written surveys to study Vipassana retreat participants before and after 
(1 month and 6 month intervals) their retreat experience; questions explored reasons 
participants first started meditating, length of meditation experience, and current 
intentions and religious identifications. Shapiro found that intentions of mindful-
ness practitioners changed over time, shifting along a continuum from self- 
regulation, to self-exploration, to self-liberation (from the “egoic self,” understood 
in Buddhist terms). Longer-term meditators were less likely to be religious “Nones” 
or monotheists and more likely to identify as Buddhist or with “All” religions 
(1992b, p. 34). Many people assume that one’s initial intentions in participating in 
a practice determine whether the practice is for that person “secular” or “religious.” 
Psychologist Shauna Shapiro and colleagues clarify that “intentions” are “dynamic 
and evolving, which allows them to change and develop with deepening practice” 
(Shapiro, Carlson, Astin, & Freedman, 2006, p. 376). This helps explain empirical 
findings of a transition from secular to Buddhist motivations.

The presumed distinction between “secular” and “Buddhist” mindfulness may 
be so fragile as to dissolve upon examination. As historian Anne Harrington and 
philosopher John Dunne put it, “therapeutic mindfulness today sits on an unstable 
knife edge between spirituality and secularism, therapeutics, and popular culture” 
(2015, p. 630). Farias and Wikholm argue that it is a “common myth” that “we can 
practise meditation as a purely scientific technique with no religious or spiritual 
leanings.” They base this conclusion on research showing that:

Meditation leads us to become more spiritual, and that this increase in spirituality is partly 
responsible for the practice’s positive effects. So, even if we set out to ignore meditation’s 
spiritual roots, those roots may nonetheless envelop us, to a greater or lesser degree. 
Overall, it is unclear whether secular models of mindfulness meditation are fully secular. 
(2015, loc. 3293)
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Psychologist Stephen Stratton similarly concludes that the “distinction between 
the secular and the religious and/or spiritual when it comes to meditation in general 
and mindfulness in particular” may be “simplistic” (2015, p. 113). Marketing mind-
fulness as secular, implicitly defined as resulting in empirically validated effects, 
may both veil and heighten religious effects by inducing participation by those who 
might otherwise object to joining in a Buddhist practice.

There are ethical implications of the blurring of secular and spiritual mindful-
ness. Stratton asks: “Can the potential for religious-spiritual effects be ethically 
omitted from a description of this therapeutic technique?” He answers that “such an 
omission seems difficult to defend” (2015, p. 105). According to Stratton, “a more 
culturally aware perspective might suggest that religious-spiritual dimensions are 
always potentially present, even in overtly secular processes. Reflecting ethically, it 
seems more reasonable to consider the degree of religious-spiritual influence, not its 
presence or absence. It is unwise to assume that no religious-spiritual process is 
engaged when using secularized meditational practices in applied or research 
 settings” (p.  113). Stratton notes that some Christian groups, particularly 
“Fundamentalist and Evangelical Christians” may avoid “any meditation beyond 
explicitly Christian prayer-based forms” for “religious-spiritual reasons” and that 
“counselors and researchers need to remain aware of the influence of these cultural 
dynamics for ethical practice. Awareness of this multicultural influence strongly 
suggests the need for religious-spiritual assessment for those who are introduced to 
therapeutic meditative practices in counseling” (p. 106). Stratton urges “increased 
attention to informed consent for meditational and prayer-based practices. It seems 
realistic to provide education about religious-spiritual effects that may arise while 
participating in interventions that include meditational practices, even when secu-
larized” (p. 113). In the absence of such disclosures, consent to participate in mind-
fulness cannot be described as informed.

Encouraging mindfulness practice by advertising secular benefits may be ethi-
cally problematic if there is reason to expect that doing so might lead people to 
embrace ideas (about the ultimate nature of life and of the self or of the cause and 
solution for suffering) and goals (such as relinquishing attachments and dispelling 
illusions) that some people might reject if they understood them up front. Some 
participants or guardians who have signed formal consent forms may not have done 
so had they been given more information about the history of mindfulness medita-
tion and its current cultural and religious associations.

Coercion

When mindfulness is presented as a secular, universal intervention beneficial to 
everyone, informed consent processes may be bypassed entirely. Employers may 
mandate participation, much as they would require attendance at other workshops 
designed to enhance productivity (Foster, 2016, para. 18). Prisoners may be indi-
rectly pressured by offers of privileged treatment—accommodations in a quieter 
wing of the building and specially prepared vegetarian meals—in exchange for their 
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willingness to participate in meditation retreats (Bowen, Bergman, & Witkiewitz, 
2015, 1458). Goldie Hawn has stated that it is her goal to see MindUP or similar 
programs “absolutely mandated in every state … that’s our mission.” (2011, para. 
67). Public-school students are not asked whether they want to opt out of math 
class; anecdotal evidence suggests that school administrators do not always make it 
easy for parents to opt their children out of mindfulness, giving the reason that it is 
a secular enrichment activity—and implying that no one rational would abstain for 
religious reasons. Certain school mindfulness programs are designed to permeate 
the entire school day, to be a “lifestyle” or “way of teaching and being,” permeating 
the “overall school culture,” rather than a self-contained curriculum such as math 
(Brown, 2015, para. 4; Calmer Choice, 2015e, para. 7). When mindfulness activities 
are scattered throughout the day—a few minutes of meditation several times daily, 
accompanied by frequent reminders to maintain a mindful attitude at all times—
opting out is practically impossible without withdrawing from social institutions 
altogether.

Many MBIs are offered in public institutions that serve vulnerable populations 
from diverse cultural and religious backgrounds. In such settings, promoting 
mindfulness as a secular, universal intervention may be culturally and religiously 
 disrespectful, divisive, and coercive. For example, public-school students are a 
“‘captive’ audience,” in a vulnerable position because of compulsory attendance, 
the impressionability of youth, and the institutional authority of teachers (Justice 
William O.  Douglas in Engel v. Vitale, 1962, para. 11). School children, like 
other vulnerable populations, such as prisoners, employees in economically pre-
carious working environments, those who are ill enough to need hospital or hos-
pice services, and particular racial and ethnic minorities, merit special protection 
of autonomy (National Commission, 1979). This is because vulnerable popula-
tions might feel undue pressure to accept offered services although they lack 
substantial understanding of those services or their potential effects both short- 
and long-term (Miller, 1983, p. 11). Yet, these are the very groups targeted by a 
number of MBIs.

Differentials in power and knowledge inherent to the educational, medical, 
prison, and corporate systems give those in privileged positions an affirmative ethi-
cal obligation to investigate religious dimensions of interventions, volunteer infor-
mation about potential conflicts between interventions and prior religious 
convictions or practices, and avoid direct or indirect religious indoctrination. The 
risks of undue coercion are intensified when mindfulness is sponsored by those in 
positions of social authority who command respect, trust, and/or obedience. 
Hierarchical relationships, for instance therapist–patient, employer–employee, and 
teacher–student, encourage social inferiors, namely patients, employees, and stu-
dents, to trust information given by social superiors, namely their therapists, 
employers, or teachers. Group instruction, especially on institutional grounds, can 
exert an indirect, coercive pressure to conform to what the instructor (or sponsoring 
authority) says to do and peers can be observed as doing. Even if participation is 
voluntary, individuals may feel pressured to participate. Despite the existence of 
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opt-out provisions, it can be socially costly for social inferiors to appear to question 
their superiors’ wisdom or to deviate from the behavior of their peers.

 Conclusion

Many Americans, scholars included, tend to base their evaluations of MBIs on the 
starting assumption that they are fully secular. To illustrate, philosopher Andreas 
Schmidt defends MBIs against charges that they “constitute an illegitimate promo-
tion of a particular worldview or way of life.” Schmidt’s argument pivots on his 
presuppositions that MBIs are devoid of (1) metaphysical assumptions, (2) ethical 
standards, or (3) contested values. He asserts without evidence that “while MBIs in 
healthcare and schools draw on and resemble traditional Buddhist meditative prac-
tices in various ways, they do not make any metaphysical or religious assumptions 
and are specifically designed to be secular” (2016, p. 451). Furthermore, MBIs are:

Not committed to substantive ethical standards about what is good, bad, right or wrong. 
While such practices often include compassion exercises, I think the ability to be compas-
sionate and mindful of those around one should again be considered a general moral and 
social skill rather than a particular, contentious ethical viewpoint. (p.  452, emphasis 
original)

If these premises are incorrect, then Schmidt’s ethical reflections instead sug-
gest that MBIs violate philosophical principles of “liberal neutrality”: that “pub-
lic policies should not aim to promote particular conceptions of the good” 
(p.  452). Although Schmidt concludes that “MBIs should avoid strong ethical 
commitments,” this chapter has made a case that the embeddedness in MBIs of 
metaphysical assumptions, ethical standards, and contested values (such as com-
passion) instead indicates the need for transparency about implicit ethical com-
mitments (p. 450).

None of this analysis is meant to argue against offering optional MBIs—pro-
vided that participation is truly voluntary and based upon fully informed consent. In 
public institutions such as schools where social authorities have power to influence 
culturally and religiously diverse populations, lunch-time or after-hours programs 
avoid much of the risk of coercion (Good News Club v. Milford Central School, 
2001). The key here is transparency: about the origins and live associations of mind-
fulness with Buddhist ethics, and the potential for adverse and/or religious effects—
even when initial motivations for practice appear purely secular. Training programs 
for MBI teachers should address the responsibility of teachers to be transparent 
about these issues, as well as to disclose any personal affiliations with Buddhist 
concepts, values, practices, or communities. Mindfulness programs have been able 
to “reap the benefits of being perceived as a secular therapy” (Lindahl, 2015b, 
p. 61), but the cost has often been a lack of transparency about goals and/or potential 
outcomes. There are ethical grounds, both internal and external to Buddhism, for 
reconceiving of transparency as an essential element of MBIs in secular contexts.
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Chapter 4
Professional Ethics and Personal Values 
in Mindfulness-Based Programs: A Secular 
Psychological Perspective 

Ruth Baer and Laura M. Nagy

In Buddhist traditions, where most mindfulness practices have their roots, mindful-
ness training is accompanied by explicit instruction in ethical conduct (Monteiro, 
Musten, & Compson, 2015). In contemporary discussions of mindfulness, the most 
commonly cited of the Buddhist teachings on ethical conduct are the eightfold path 
and the five precepts. The former is described as a path to the cessation of suffering 
and includes eight elements: three representing ethical behavior (right speech, right 
action, and right livelihood), two representing wisdom (right view, right intention), 
and three representing mental or meditative development (right effort, right concen-
tration, and right mindfulness). The term right signifies that each element of the 
path leads to reduced suffering for self and others (Amaro, 2015; Monteiro et al., 
2015); for example, right livelihood means earning one’s living in a way that is 
benevolent and causes no harm. Ethical behavior in the Buddhist traditions is fur-
ther described in the five precepts: to refrain from killing, lying, stealing, sexual 
misconduct, and the misuse of intoxicants. These are sometimes expressed in more 
general terms (e.g., non-harmful speech) and are understood as methods of training 
that facilitate one’s own awakening and the well-being of others, rather than as com-
mandments from a higher authority (Amaro, 2015).

In developing the curricula for contemporary Western mindfulness-based pro-
grams (MBPs) in mainstream secular contexts, pioneers such as Jon Kabat-Zinn 
(1982) and Marsha Linehan (1993) adapted a variety of meditation practices from 
Buddhist traditions but did not include explicit instruction in the eightfold path, the 
five ethical precepts, or other Buddhist teachings. This was intentional and has sev-
eral advantages. For cultural and legal reasons, mindfulness training can be pro-
vided in a wider range of contemporary Western settings if the programs are 
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genuinely secular. In addition, many codes of professional ethics for providers of 
health care and mental health services require respect for participants’ right of self- 
determination and respect for diversity in multiple domains, including religion and 
culture, among others. Adherence to these ethical standards typically means that 
health care and mental health professionals must be careful not to impose moral 
frameworks or religious beliefs on patients, clients, students, or other participants. 
Helping participants to clarify their own values and behave in values-congruent 
ways is more consistent with professional ethical codes and is an important element 
of many MBPs. Psychological research on working with values in MBPs is dis-
cussed later in this chapter.

MBPs have exploded in popularity and are now available in a variety of main-
stream environments, including medical and mental health settings, schools, work-
places, prisons, and the military. Numerous reviews of the literature (Chiesa, Calati, 
& Serretti, 2011; Eberth & Sedlmeier, 2012; Khoury, Sharma, Rush, & Fournier, 
2015; Khoury et al., 2013; Tang, Hölzel, & Posner, 2015) have shown that MBPs 
have many benefits. Strong evidence supports their efficacy for reducing anxiety, 
depression, and stress and for helping people cope with illness and pain. Some stud-
ies show that MBPs increase positive moods and cultivate compassion for self and 
others. MBPs may also improve some forms of attention and memory and they 
appear to have measurable effects on the brain. Although the research base is stron-
ger for some outcomes than for others, the efficacy of MBPs seems reasonably 
clear. However, concerns have been expressed about the relationship between con-
temporary MBPs and the ancient Buddhist traditions from which many mindfulness 
practices originate. Many of these concerns involve ethical issues, and they come 
from diverse perspectives, with some authors suggesting that contemporary MBPs 
are too close to their Buddhist roots while others argue that too much of the 
Buddhism has been stripped away (Baer, 2015).

For example, some authors have expressed the view that, because mindfulness 
has its roots in Buddhism, MBPs are inherently spiritual (Monteiro, 2016) or even 
Buddhist (Purser, 2015), and that claims of secularity are misleading and may vio-
late professional ethical standards related to truthful communication and informed 
consent (Purser, 2015; Van Gordon & Griffiths, 2015). That is, if a program is 
Buddhist-based, professional ethics codes may require this to be communicated 
clearly in descriptive material and informed consent documents. Failure to do so 
may lead to accusations of stealth Buddhism (Purser, 2015) and may violate laws as 
well as ethical standards. These issues arose in the case of the Calmer Choice pro-
gram, a public-school-based MBP in the USA, where the constitution prohibits reli-
gious programs in government-funded settings (Jennings, 2016). Calmer Choice 
was challenged by the National Center for Law and Policy, which argued that the 
program is Buddhist in orientation and violates the constitutional prohibition against 
government establishment of religion. Other legal experts disagreed. According to 
the Cape Cod Times (February 4, 2016), an attorney for the American Civil Liberties 
Union expressed the following opinion:
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Many mindfulness and yoga programs in schools are considered secular, nonreligious activ-
ities and do not violate the Establishment Clause…Simply because an activity or concept 
may be similar to that in one or many religions does not make it religious; otherwise, for 
example, schools would not be able to teach students to be kind to each other. Here, the 
school system has a secular purpose in using the Calmer Choice program, and there is no 
indication the town is endorsing any religion. This is not an Establishment Clause 
violation.

The legal challenge to Calmer Choice was dropped before the case went to court 
and the program remains in place. Although this case was never adjudicated, the 
circumstances suggest that mindfulness-based programs in American public 
schools, or other government-funded settings, may be subject to legal challenge if 
they are perceived as religiously based. American courts are likely to examine 
whether such programs have the effect of advancing religion or creating an exces-
sive entanglement between government and religion (Lindahl, 2015; Witte, 2005). 
The inclusion in the curriculum of explicit instruction in a Buddhist ethical frame-
work, such as the eightfold path or the five precepts, might make it more difficult to 
argue that a program is suitable for a secular setting.

On the other hand, some authors have noted that in Buddhist traditions, mind-
fulness is intended to facilitate the growth of insight, wisdom, and virtue over a 
lifetime (Davidson, 2016), rather than symptom reduction or improved well-being 
in the shorter term, and have raised concerns about the extent to which contempo-
rary MBPs have “dissociated a practice from the ethical framework for which it 
was originally developed” (Harrington & Dunne, 2015, p. 621). According to this 
perspective, the absence of explicitly taught ethics in MBPs might contribute to 
the use of mindfulness for harmful purposes. A commonly cited example is the 
provision of mindfulness training within businesses or corporations, whose profit-
driven activities might cause harm to the environment, the economy, or their 
employees’ well- being. Some authors have suggested that without explicit instruc-
tion in ethics, mindfulness training might promote employees’ acquiescence with 
unethical business practices or passive acceptance of oppressive working condi-
tions (Purser, 2015).

In response to these concerns, MBPs have been developed that include explicit 
teaching of Buddhist foundations, including the eightfold path, the five ethical pre-
cepts, and conceptions of impermanence and nonself. Known as second-generation 
MBPs (Margolin, Beitel, Schuman-Olivier, & Avants, 2006; Margolin et al., 2007; 
Shonin, Van Gordon, Dunn, Singh, & Griffiths, 2014), these programs have been 
shown in several studies to have significant effects on psychological functioning. 
However, there is no evidence that they are more effective than MBPs that do not 
include explicit Buddhist-based training. Moreover, participants’ willingness to 
resist unethical business practices or oppressive working conditions is rarely 
assessed. In a worksite study of one of the second-generation MBPs, middle manag-
ers reported that the program helped them to be “less preoccupied with their own 
agenda and entitlements” and “better able to align themselves with corporate strat-
egy” (Shonin & Van Gordon, 2015). Shonin et al. (2014) suggested that:
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Via the meditation-induced understanding that there is not a self that exists inherently, inde-
pendently, or as a permanent entity, employees can begin to dismantle their emphasis on the 
“I,” the “me,” and the “mine,” and can better synchronize their own interests with those of 
the organizations. (p. 819)

The authors did not comment on the ethical practices or working conditions of 
the businesses in which the participants were employed. It is unclear whether or 
how the explicitly Buddhist-based elements of the training would have influenced 
participants’ responses to an ethically problematic work environment.

This worksite study showed significant reductions in distress and improvements 
in job satisfaction and performance. Accordingly, we acknowledge that explicitly 
Buddhist-based MBPs may be useful and effective in some environments. However, 
we argue that for legal, ethical, and cultural reasons, secular MBPs are essential for 
many settings. We also argue that the adaptation of mindfulness practices from 
Buddhist traditions into contemporary MBPs for mainstream settings does not lead 
to a form of mindfulness that is devoid of ethics; rather, mindfulness becomes inte-
grated into contexts and systems that have their own ethical standards (Crane, 2016). 
In the health care and mental health fields, these standards are articulated in codes 
of ethics that guide the conduct of professionals in the delivery of their services, 
including MBPs. In addition, psychological research and practice are increasingly 
concerned with the role of personal values in mental health. The recent psychologi-
cal literature describes a variety of methods for identifying personal values and 
strengthening values-consistent behavior.

In the remainder of this chapter, we elaborate on professional ethics and personal 
values as two ways of addressing ethical issues related to MBPs. We argue that these 
two perspectives can work together to serve the interests and well-being of people 
seeking help through MBPs, as well as the teachers, therapists, and other profes-
sionals who provide the MBPs. We then conclude with a brief discussion of chal-
lenges facing the young but maturing field of mindfulness teaching as it develops its 
own standards of ethics and integrity.

 Professional Ethics

In the following sections, we provide an overview of professional ethics codes for 
the health care and mental health fields and make three general points. First, current 
professional ethics codes are grounded in a long tradition that spans many centuries 
and reflects values held by many cultures around the world. Second, contemporary 
ethics codes for psychology and related professions articulate principles and stan-
dards that are both entirely secular and generally consistent with the ethical teach-
ings of the eightfold path and the five precepts. Third, professional ethics codes 
support the health care and mental health professions as fields that are neither reli-
gious, necessarily spiritual, nor values-neutral. That is, when responsibly integrated 
into the health care and mental health fields, mindfulness-based training can be both 
entirely secular and firmly rooted in ethical values.
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 Background: Professional Ethics in Psychology

Most professions that serve the public are underpinned by codes of ethics. Such 
codes serve several purposes (Fisher, 2016). They educate and socialize students, 
trainees, and members of the profession by clarifying mutual expectations for pro-
fessional behavior. They provide guidance for resolving ethical dilemmas that arise 
in professional work. A well-articulated ethics code demonstrates to the public that 
the profession has a consensus on acceptable professional conduct and clear stan-
dards for acting in consumers’ interests. When consumers have complaints about 
professional services, an ethics code assists the courts, licensing boards, and other 
agencies empowered to evaluate professional behavior and, if necessary, impose 
consequences for ethical violations. Finally, a profession that shows convincingly 
that it can regulate itself with an ethics code may be less susceptible to regulation by 
external authorities, who might make rules that seem unreasonable to members of 
the profession (Fisher, 2016).

The health care and mental health professions, including medicine, psychology, 
social work, and others, are governed by long-standing and continually evolving 
codes of ethics. The first ethics code for psychologists was developed by the 
American Psychological Association (APA), beginning in 1947, when the profes-
sional activity of psychologists, which previously had focused primarily on research, 
was expanding to include provision of mental health services. The APA’s code was 
developed using the critical incident method. APA members were invited to send in 
descriptions of ethically challenging situations they had encountered in their work 
and to comment on the issues involved. A committee reviewed over 1000 incidents 
and extracted ethical themes. Most of these were concerned with psychologists’ 
relationships with and responsibilities to others, including clients or patients, stu-
dents, research participants, and other professionals. A series of drafts of the pro-
posed ethics code was provided to the APA membership for comment. After several 
revisions, the first version of the code was published in 1953 (Fisher, 2016).

APA’s ethics code is frequently updated, with ten revisions published since 1953. 
The revision process continues to be based on the experiences and perspectives of 
APA members and reflects the evolving roles of psychologists in society; these 
include therapy or counseling, teaching, supervision, consultation, administration, 
program development and evaluation, and research (Fisher, 2016). The current ver-
sion of the code (APA 2002, 2010) has separate sections for aspirational principles 
and enforceable standards of conduct. The five aspirational principles intended to 
“guide and inspire psychologists toward the very highest ethical ideals of the pro-
fession” (APA, 2002, p. 3) are:

Beneficence and nonmaleficence: Psychologists strive to benefit the people with 
whom they work and to avoid causing harm. They protect the rights and welfare 
of all who might be affected by their work. They guard against personal, finan-
cial, social, organizational, or political factors that might lead to misuse of their 
influence.
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Fidelity and responsibility: Psychologists strive to establish relationships of trust 
with the individuals and groups with whom they work and with their communi-
ties and society.

Integrity: Psychologists strive to be honest, truthful, and accurate in all aspects of 
their work. They keep their promises and do not “steal, cheat, or engage in fraud, 
subterfuge, or intentional misrepresentation of fact” (p. 3).

Justice: Psychologists strive for fairness in all aspects of their work, including 
equal access and quality of services for all.

Respect for rights and dignity: Psychologists recognize people’s rights to privacy, 
confidentiality, and self-determination. They respect diversity based on age, gen-
der, gender identity, race, ethnicity, culture, national origin, religion, sexual ori-
entation, disability, language, and socioeconomic status. They strive to eliminate 
bias based on any of these factors from their work.

Because they are defined as aspirational, the five general principles of APA’s eth-
ics code do not provide a basis for disciplinary bodies to impose sanctions on psy-
chologists charged with ethical violations. In contrast, the standards of conduct are 
enforceable and cover a variety of specific issues relevant to the practice of psychol-
ogy, including confidentiality, informed consent, conflict of interest, advertising, 
record keeping, fees, and many others. Some of the standards of conduct do not 
require specific behavior, but instead describe issues to be considered in managing 
potentially challenging situations. For example, multiple relationships (e.g., provid-
ing professional services to a neighbor or relative) are not firmly prohibited, but 
should be avoided if they are likely to impair the psychologist’s objectivity, compe-
tence, or effectiveness, or if they pose a risk of harm or exploitation to the client. For 
other standards, specific behaviors are required or proscribed. For example, psy-
chologists must obtain informed consent before conducting a psychological evalua-
tion. They are prohibited from making false statements about their credentials or 
their services and from engaging in sexual intimacies with clients.

 Historical Roots of Psychological Ethics Codes

Although psychology is a relatively young profession, the APA’s ethics code fol-
lows a centuries-long tradition of medical ethics codes from many parts of the 
world. According to Sinclair (2012), the field of medicine has the longest docu-
mented history of ethics codes of any profession. The oldest known code of medical 
ethics is found in the Code of Hammurabi from the Babylonian empire (eighteenth 
century BCE); it includes nine laws related to the practice of medicine, as well as 
numerous laws covering other matters. Two other medical ethics codes have sur-
vived from before the common era. The Ayurvedic Instruction, from India in the 
sixth century BCE, provides instructions to medical students on ethical medical 
practice. The Hippocratic Oath, from Greece (fourth century BCE), is part of a 
larger work called the Hippocratic Corpus and describes ethical responsibilities of 
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physicians to those they serve. The Corpus has been studied for centuries by physi-
cians in many parts of the world. Modified versions of the Hippocratic Oath are still 
used today in many medical schools as part of a ritual for graduating students.

Medical ethics codes from within the common era include Advice to a Physician 
(from Persia, 950), whose first chapter is devoted entirely to medical ethics; the 
Seventeen Rules of Enjuin (1500), written for Japanese medical students and based 
on Buddhist thought and the Shinto tradition; the Five Commandments and Ten 
Requirements (1617), the most comprehensive description of medical ethics in 
China from before the twentieth century; and A Physician’s Ethical Duties (1770), 
also from Persia. More recent codes include the Medical Code of Ethics of the 
American Medical Association (1847) and the Nuremburg Code of Ethics in Medical 
Research (1946); the latter was developed in response to the atrocities of medical 
experimentation with prisoners in concentration camps during World War II.

As the first ethics code for psychologists, the APA’s code served as a model for 
related professions (forensic psychiatry, psychiatric nursing, pastoral counseling, 
psychoanalysis, marriage and family therapy, school counseling, substance abuse 
counseling, etc.) and for ethics codes in other countries. Many adopted the organi-
zational structure of the APA’s code, with separate sections for aspirational princi-
ples and enforceable standards of conduct. Others adopted a “moral framework 
format” (Sinclair, 2012, p. 16) in which the entire code is organized around core 
ethical principles. One example is the British Psychological Society’s (2009) ethics 
code, which articulates four core principles: respect, competence, responsibility, 
and integrity. Subsumed under each principle is a statement of values to guide ethi-
cal reasoning and a set of behavioral standards describing the conduct expected of 
the Society’s members. For example, the principle of respect is defined by valuing 
the dignity and worth of all persons; specific behavioral standards are related to 
privacy and confidentiality, informed consent, respect for individual and cultural 
differences, and self-determination. The principle of integrity is defined by the val-
ues of honesty, accuracy, clarity, and fairness; the behavioral standards govern all 
forms of professional communication, avoidance of exploitation and conflict of 
interest, maintenance of personal boundaries (no sexual or romantic relationships 
with clients, students, or junior colleagues), and avoidance of all forms of 
harassment.

 Commonalities Among Historical and Current Ethics Codes

The Universal Declaration of Ethical Principles for Psychologists (2008) was 
developed by a joint committee of the International Union of Psychological Science 
and the International Association of Applied Psychology (Gauthier, Pettifor, & 
Ferrero, 2010). Based on a six-year study of psychological ethics codes from around 
the world, it describes ethical principles that are common to most codes and believed 
to be based on widely shared human values. The Universal Declaration is aspira-
tional only and provides values related to each core principle but no enforceable 
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standards of conduct, which are expected to vary across cultures. A central objective 
of the Universal Declaration is to provide a moral framework that psychological 
organizations anywhere in the world can use to develop or evaluate their own ethics 
codes. Its four core principles are very similar to those of the British Psychological 
Society, the Canadian Code of Ethics for Psychologists, and several others; they 
also overlap substantially with the five aspirational principles of the APA’s code. 
The core principles and related values of the Universal Declaration are shown in 
Table 4.1.

To examine commonalities among the historical ethics codes described earlier 
and to compare them with contemporary codes, Sinclair (2012) organized elements 
of the historical codes into categories based on the four principles of the Universal 
Declaration. This work, summarized in Table 4.2, shows considerable consistency 
across history and cultures in ethical principles for the medical and psychological 
professions. A notable exception is the Code of Hammurabi, which, according to 
Sinclair (2012), has little in common with the four principles of the Universal 

Table 4.1 Core principles and related values of the Universal Declaration of Ethical Principles 
for Psychologists

Core principle Related values

I. Respect for the dignity of persons 
and peoples

• Respect for the unique worth and inherent dignity 
of all human beings

• Respecting diversity, customs, and beliefs
• Free and informed consent
• Privacy and confidentiality
• Fairness and justice

II. Competent caring for the well-being 
of persons and peoples

• Active concern for well-being
• Taking care not to do harm
• Maximizing benefits and minimizing harm
• Correcting or offsetting harm
• Developing and maintaining competence
• Self-knowledge
• Respect for the ability of persons and peoples to 

care for themselves and others
III. Integrity • Honesty

• Truthfulness and openness
• Avoiding incomplete disclosure
• Maximizing impartiality and minimizing biases
• Avoiding conflicts of interest

IV. Professional and scientific 
responsibilities to society

• Increasing knowledge in ways that promote the 
well-being of society and all its members

• Using psychological knowledge for beneficial 
purposes and preventing it from being misused

• Conducting its affairs in a way that promotes the 
well-being of society and all its members

• Adequately training its members in their ethical 
responsibilities and required competencies

• Developing ethical awareness and sensitivity
• Being as self-correcting as possible
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Declaration and indicates that not everyone was considered of equal worth in the 
society of the time. The remaining comparisons show that contemporary psycho-
logical ethics codes, as reflected in the principles of the Universal Declaration, are 
rooted in traditions that extend at least 26 centuries into the past and come from 
many parts of the world. Common values include concern for well-being, profes-
sional competence, maximizing benefit and minimizing harm, confidentiality, 
avoiding conflicts of interest, and truthfulness.

 Professional Ethics and Buddhist Ethics

Contemporary ethics codes provide a “common morality” (Knapp & VandeCreek, 
2006, p. 4) among professionals whose religious and spiritual backgrounds, moral 
beliefs, and philosophies are likely to be diverse. The APA acknowledges this diver-
sity among psychologists by making its code entirely secular and applicable “only 
to psychologists’ activities that are part of their scientific, educational, or profes-
sional roles as psychologists” and not to “purely private conduct of psychologists” 
(APA, 2002, p. 2). This respect for the religious and cultural diversity of the psy-
chologists themselves parallels the code’s requirement to respect the diversity of 
people with whom psychologists work. That is, neither psychologists nor their cli-
ents are required to adopt an ethical framework based on a particular religious or 
spiritual tradition.

Even so, substantial commonality between the APA’s code and the ethical teach-
ings described in the eightfold path and the five precepts is evident. The entire code 
can be seen as an attempt to ensure that the practice of psychology, in its many 
manifestations, is a form of right livelihood; i.e., a way of earning a living that is 
benevolent and minimizes harm. In both general and specific ways, much of the 
code deals with right action and/or right speech. The aspiration to do no harm is 
central to the ethics code and is expressed in many of the standards of conduct; for 
example, psychologists are prohibited from engaging in discrimination, harassment, 
and exploitation. Following a controversy about psychologists’ involvement in mili-
tary interrogations of post-9/11 detainees, they are also prohibited from activities 
that would “justify or defend violating human rights” (APA, 2010, p. 4, 2015).

The general principle of integrity and numerous related standards require psy-
chologists to be truthful and to refrain from stealing (or taking things not given, 
Goldstein & Kornfield, 2001); for example, psychologists must not make false or 
deceptive statements about their credentials, fees, services, or other aspects of their 
work. They may not use bait-and-switch tactics (i.e., luring clients with an initial 
low fee and then unexpectedly raising their rates), and must not submit false infor-
mation to insurance companies to increase reimbursements. The code explicitly 
prohibits sexual intimacies with clients, clients’ relatives or significant others, stu-
dents, and supervisees. Misuse of intoxicants is not explicitly mentioned, but psy-
chologists are required to refrain from undertaking professional activities when 
personal problems (such as substance misuse) could interfere with their ability to 
work competently.

4 Professional Ethics and Personal Values in Mindfulness-Based Programs…
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The APA’s code also includes standards related to preventing harm when work-
ing in organizations. Fisher (2016) notes that organizations often hire psychologists 
to meet the organization’s goals, rather than the employees’ goals. For example, an 
organization might hire a psychologist to develop a screening test to identify appli-
cants likely to be competent and productive in particular positions. If the psycholo-
gist follows the ethical standards for test construction and use, i.e., develops a test 
that meets adequate standards for reliability, validity, and culture-fairness and 
explains the nature and purpose of the test to applicants, there is no conflict with the 
ethics code. On the other hand, if a business wishing to let go of senior employees 
as a cost-cutting strategy asks a psychologist to develop a test that would be difficult 
for older employees to pass, this would violate the principle of justice and the ethi-
cal standards related to unfair discrimination, test construction, and use of assess-
ments (Fisher, 2016). The psychologist in this situation is ethically obligated to 
refuse to design or administer such an instrument.

 Ethical Professional Services and Values-Neutrality

Several authors have noted that psychological practice is not a values-neutral enter-
prise (Hathaway, 2011; Monteiro, 2016); indeed, values pervade the process in a 
variety of ways. In addition to the professional ethics codes, which imbue the pro-
cess with widely shared values (benevolence, non-harming, respect, integrity, 
responsibility, competence), individual psychologists have their own values, as do 
their clients, students, and other participants. Despite the inescapable and complex 
influences of these sets of values on professional work, the delivery of psychologi-
cal services sometimes appears to be values-neutral. This paradox is attributable to 
elements of the ethics codes that require professionals to respect the right of self-
determination and the diverse perspectives of their clients in a wide range of 
domains, including domains in which professionals and clients may hold very dif-
ferent views.

For example, if a client in psychotherapy discloses that she is accidentally preg-
nant and considering an abortion, the ethical therapist may help the client explore 
her thoughts and feelings on the matter and the possible impact of this decision 
(either way) on her mental health, but must maintain an evenhanded openness that 
honors the client’s right to make her own decision about whether to continue the 
pregnancy, regardless of the therapist’s personal or religious beliefs about the moral-
ity of abortion. The same applies to clients with problems related to sexual orienta-
tion, divorce, end-of-life questions for the terminally ill, and other potentially 
controversial matters, and to clients who express racist, sexist, political, or other 
opinions that the therapist finds objectionable.

Maintaining this stance of apparent neutrality regarding specific issues that arise 
in treatment does not require professionals to give up their religious, spiritual, or 
other values; however, professionals are more likely to work competently with 
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diversity in these areas if they are aware of their own beliefs and values and their 
potential impact on their work (Vieten et al., 2013). For example, a therapist who is 
clearly in touch with her belief that homosexual behavior is immoral may have bet-
ter awareness of her responses to an adolescent client reporting same-sex attraction; 
similarly, a self-aware therapist who supports legal abortion may be better able to 
monitor his responses to a client who finds purpose in life by picketing abortion 
clinics. Self-awareness and reflection are essential if therapists are to make sound 
decisions about how to work ethically with clients who present them with difficult 
conflicts between their personal values and their professional obligation to respect 
their clients’ values.

The stance of apparent neutrality about clients’ values has limits. Respect for 
clients’ autonomy and diversity does not require unqualified endorsement of moral 
relativism, which holds that all standards of conduct are equally valid (Knapp & 
VandeCreek, 2007). For example, if a client expresses an intention to commit an act 
of violence (e.g., to assault or kill someone, or to set off an explosion in a public 
place), the therapist must take steps to prevent it, and if unable to dissuade the client 
is legally required (in most of the USA) to warn the intended victim (if identifiable) 
and to inform the police. That is, the therapist is not required to respect the client’s 
intention to commit violence, even if this intention is based on a religious, moral, or 
philosophical belief system to which the client is deeply committed. Similarly, a 
therapist working with parents who use abusive forms of punishment with their 
children must try to help the parents modify their disciplinary strategies and, if 
unable to do so, may have to notify child protection authorities, even if the parents 
believe their disciplinary methods to be normative within their culture.

In these difficult situations, respectful dialogue may enable skilled professionals 
to help their clients find non-harmful ways of achieving their goals while respecting 
their belief systems and cultural norms. However, when abuse is clearly occurring, 
or when violent harm is imminent, the principles of benevolence and non- 
malevolence temporarily supersede respect for clients’ autonomy. Knapp and 
VandeCreek (2007) describe this stance as a form of soft universalism: a middle 
position between ethical absolutism, which holds that there is one universally valid 
ethical code, and moral relativism. Soft universalism assumes that many values are 
widely endorsed, but that cultures and societies differ on how they are expressed. 
Soft universalism underlies the Universal Declaration of Ethical Principles for 
Psychologists described earlier, which articulates core principles and related values, 
but includes no specific standards of conduct, because the latter “will vary with dif-
ferent religious, social, and political beliefs and conditions” (Pettifor, 2004, p. 265).

 Professional Ethics for Spiritually Oriented Interventions

Spiritually oriented interventions are difficult to define. Hathaway (2011) notes 
that some authors use this term for interventions that include clearly religious 
elements such as references to scripture, religious imagery, or prayer (Richards 
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& Bergin, 2005). Other authors describe meditation, exploration of meaning and 
purpose, kindness, forgiveness, and gratitude as spiritual practices or tools 
(Plante, 2009). Kapuscinski and Masters (2010) suggest that a focus on God or 
the transcendent distinguishes spirituality from constructs such as meaning, pur-
pose, and wisdom; from this perspective, interventions that work explicitly with 
these concepts are not necessarily spiritual. Kristeller (2011) states that within 
contemporary therapeutic contexts, “a wholly secular practice of meditation has 
developed” (p. 197), while noting that “the spiritual foundation has never been 
too far away” (p. 198).

In the mindfulness literature, a variety of views is evident. Monteiro (2016) notes 
that the Buddhist roots of mindfulness mean that MBIs can be considered “a class 
of spiritually oriented approaches” (p. 216). Vieten and Scammell (2015) state that 
many mindfulness and yoga programs are “largely secularized” but may include 
elements with “quasi-spiritual undertones” such as the ringing of bells and prayers 
of compassion (p. 114). The developers of MBCT (Segal, Williams, & Teasdale, 
2013) do not discuss spirituality; however, in an adaptation of MBCT for the gen-
eral public, Williams and Penman (2011) state that meditation and mindfulness are 
not a religion and can be practiced by people of any religion as well as by atheists 
and agnostics. Linehan (2015), the developer of dialectical behavior therapy (DBT), 
states that mindfulness can be taught and practiced in either a secular or a spiritual 
way; accordingly, the mindfulness skills in DBT are “purposely provided in a secu-
lar format” (p. 151) while guidelines for optional discussion of mindfulness as a 
spiritual practice are provided for therapists whose clients are interested in this 
perspective.

Clearly, MBPs are not always conceptualized as spiritually oriented; however, 
when they are, professional ethics for spiritually oriented interventions should be 
considered (Vieten & Scammell, 2015). Several mental health disciplines have 
begun to discuss spiritual and religious competencies and ethical guidelines for 
 providers of spiritually oriented programs, including psychology, psychiatry 
(Campbell, Stuck, & Frinks, 2012; Verhagen & Cox, 2010), social work (Sheridan, 
2009), and counseling (Young, Cashwell, Wiggins-Frame, & Belaire, 2002). 
Division 36 of APA (the Society for Psychology of Religion and Spirituality) 
developed a set of preliminary practice guidelines for clinical work with religious 
and spiritual issues (Hathaway, 2011; Hathaway & Ripley, 2009). These include 
obtaining informed consent for the use of spiritually oriented methods, accommo-
dating clients’ spiritual or religious traditions in helpful ways, and setting spiritual 
or religious treatment goals only if they are functionally relevant to the clients’ 
concerns, among many others. Awareness of contraindications for spiritually ori-
ented methods is also recommended; these might include psychotic symptoms, 
substantial personality pathology, and bizarre or idiosyncratic expressions of reli-
gion or spirituality. If iatrogenic effects become evident, spiritually oriented meth-
ods should be discontinued.
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 Personal Values

In the discussion of ethics in MBPs, personal values are important for two reasons. 
First, in secular settings, where teaching a particular ethical framework may be 
problematic, a promising alternative is to help participants to clarify their own val-
ues and strengthen their values-consistent behavior (Davis, 2015). Second, in addi-
tion to the values reflected in the ethics codes, professionals bring their own values 
to their work. The personal values of mindfulness-based teachers are likely to be 
generally consistent with ethics codes (benevolence, non-harming, integrity, etc.); 
however, values conflicts can arise around specific issues or circumstances and self- 
awareness is essential to navigating these situations skillfully. The following sec-
tions discuss psychological theories and research about personal values and the 
methods used in MBPs for working with values. Most of the literature on values in 
MBPs examines benefits to clinical or general populations; however, a few studies 
suggest that working with values also improves clinical skills and attitudes in men-
tal health professionals.

 Working with Values in MBPs

Among the evidence-based programs in which mindfulness skills are central, accep-
tance and commitment therapy (ACT; Hayes, Strosahl, & Wilson, 2012) provides 
the most comprehensive theoretical formulations about values and mental health, as 
well as methods for helping participants identify their values and behave in accor-
dance with them. Values in ACT, therefore, are described in detail in the next sec-
tion, followed by discussion of values-based methods in other MBPs.

ACT is based on a comprehensive theory of human functioning that integrates 
mindfulness- and acceptance-based processes with personally chosen values and 
values-consistent behavior (known as committed action). The mindfulness and 
acceptance processes in ACT are similar to those described in other MBPs and 
include flexible attention to the present moment, acceptance of present- moment 
experiences, defusion from thoughts (similar to decentering in MBCT), and a tran-
scendent sense of self (recognition that thoughts and feelings are transitory events 
that do not define the person who is experiencing them). In ACT, values are concep-
tualized as essential to good psychological health because they intrinsically moti-
vate behavior that leads to a deep sense of meaning, vitality, and engagement. The 
goal of ACT is to help clients develop lives that feel rich and satisfying—though not 
painless or easy—by the clients’ own standards (Hayes et al., 2012).

In helping clients to identify their values, ACT therapists typically encourage the 
exploration of several domains that are important in many people’s lives. Domains 
are suggested, rather than prescribed, to help clients focus on what may be most 
important to them. Commonly discussed domains include relationships (with fam-
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ily or friends), work (career, education, or running a household), community 
involvement (working for worthy causes, participating in community activities), 
spirituality (church involvement, communing with nature, or other practices identi-
fied by the client), and self-development (learning new skills, taking care of one’s 
health, engaging in satisfying leisure activities). The importance of choosing one’s 
own values, rather than those prescribed by authority figures or societal norms, is 
emphasized.

Discussion of values in ACT also includes qualities or characteristics that clients 
would like to embody in the domains that are most important to them. In the work 
domain, for example, clients may aspire to be creative, competent, or productive. In 
the relationship domain, they may wish to be loving, kind, supportive, assertive, or 
strong. Values are distinguished from goals, in that goals can be completed (e.g., 
learn a new software program, teach coworkers to use it), whereas the underlying 
values (to be competent and helpful at work) continue over the longer term. Upon 
completion of specific goals, other ways to be competent and helpful will present 
themselves.

Behaving in accordance with values can be stressful and difficult. Unpleasant 
thoughts and emotions may arise and these may become obstacles to committed 
action. Mindful awareness is conceptualized as a way to help clients work construc-
tively with internal obstacles to values-consistent behavior. For example, a person 
who values helpfulness at work, but is anxious about speaking in groups might 
practice contributing to discussion with mindful acceptance of the unpleasant sensa-
tions (racing heart, sweating), rather than keeping quiet in meetings to avoid the 
stress of speaking up. The goal of ACT is not to decrease anxiety in meetings, 
though this may occur with consistent practice. Rather, the goal is to help the client 
develop a life that feels satisfying and meaningful, even when it is distressing or 
painful.

ACT has developed several tools to help clients explore their values. The Valued 
Living Questionnaire (Wilson, Sandoz, Flynn, Slater, & DuFrene, 2010), which is 
often used as a structured interview (Wilson & DuFrene, 2008), asks clients to con-
sider 12 potentially valued domains: marriage, parenting, other family, friends, 
work, education, recreation, spirituality, community life, physical self-care (diet, 
exercise, sleep), the environment, and aesthetics (art, literature, music, beauty). 
Clients are urged to remember that not everyone values all of the domains; for 
example, some prefer not to marry or raise children, others may have little interest 
in community activities or spirituality. Discussion centers on the self-rated impor-
tance of each area, the client’s actions in each area, and their satisfaction with their 
level of action. Clients who discover that they have been focusing on areas of low 
priority while neglecting domains they identify as important are helped to redirect 
their energies in more satisfying ways. Mindful compassion provides a helpful way 
of relating to the pain and regret associated with realizing that one’s priorities may 
have been misplaced.

ACT also uses experiential exercises to help clients identify important values. 
Clients may be asked to write a brief epitaph for their own future tombstone that 
captures how they would like to be remembered; e.g., “He participated in life and 
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helped his fellow human beings” (Hayes et al., 2012, p. 306). Alternatively, they 
might write a short speech they would like someone to give at a birthday party in 
their honor; for example, “John always puts the needs of his children first, guiding 
them with love, patience, and respect” or “Through her tireless volunteer work, 
Camille has helped to make our world a safer and cleaner place for all living beings” 
(Fleming & Kocovski, 2013, p. 32). Such exercises are followed by discussion of 
behaviors consistent with these values, especially behavioral changes needed to 
address values-behavior discrepancies. Mindfulness skills that may be helpful in 
working with barriers to committed action, such as pessimistic or self-critical 
thoughts (“This will never work,” “I’ve wasted too much time”), and negative emo-
tions (anxiety, sadness) are also practiced.

Many studies have shown that ACT leads to significant increases in self-reported 
psychological flexibility, defined as the ability to fully contact the present moment 
and behave in values-consistent ways in the presence of difficult thoughts and feel-
ings (Hayes, Luoma, Bond, Masuda, & Lillis, 2006; Ruiz, 2010). Treatment out-
come studies have not examined the effects of values work independently of the 
other components of ACT; however, laboratory studies suggest that even brief con-
sideration of personal values leads to reliable changes in behavior. For example, in 
a study of pain tolerance using the cold pressor task (immersing a hand in very cold 
water), Branstetter-Rost, Cushing, and Douleh (2009) asked one group to imagine 
tolerating the pain for the sake of a highly ranked personal value (e.g., swimming in 
icy water to rescue a loved one), whereas a second group was coached in how to 
practice mindful acceptance of the pain with no reference to personal values, and a 
third group received no instructions for tolerating the pain. The values group toler-
ated the pain for significantly longer than the acceptance and no-instructions groups 
(means of 156, 69, and 36 s, respectively, p < 0.001). Several other laboratory stud-
ies have reported similar findings (Levin, Hildebrandt, Lillis, & Hayes, 2012).

Most treatment outcome studies of ACT are conducted with clinical populations 
or other volunteers; however, a small literature suggests that ACT is also helpful for 
improving professional skills in mental health clinicians. For example, Hayes et al. 
(2004) randomly assigned substance abuse counselors to an ACT-based training, 
multicultural training, or psychoeducation, and found that at 6-month follow-up, the 
ACT group showed significantly lower frequency of stigmatizing thoughts about 
their clients as well as reduced burnout. Clarke, Taylor, Lancaster, and Remington 
(2015) found that both ACT and psychoeducation, delivered in workshop format 
over two days, led to significant reductions in stigmatizing attitudes and improve-
ments in therapist–client relationships in a large group of clinicians working with 
people with personality disorders.

Working with values has been incorporated into other evidence-based MBPs. 
During a sitting meditation in the final session of MBCT (Segal et al., 2013), partici-
pants are invited to contemplate a personal value (such as caring for themselves or 
spending more time with their children) that provides a reason to maintain their 
meditation practice. They write the values that come to mind on cards to keep with 
them. Mindfulness-based relapse prevention (Bowen, Chawla, & Marlatt, 2011) 
includes discussion of reasons to stay sober; these typically reflect important values 

4 Professional Ethics and Personal Values in Mindfulness-Based Programs…



104

such as working responsibly at a job, caring for a child, or relating to a spouse. 
Dialectical behavior therapy (DBT; Linehan, 2015) includes exploration of values 
as part of building a life that feels satisfying and meaningful. Although potential 
values are suggested to help clients consider possibilities (e.g., healthy relation-
ships, productive work, contributing to the community), clients are strongly encour-
aged to identify values that are truly their own. Acceptance-based behavior therapy 
(Roemer, Orsillo, & Salters-Pednault, 2008), which integrates elements of ACT, 
MBCT, and DBT, uses writing exercises to help clients explore what they value in a 
variety of domains and includes goal setting and behavior change methods for 
increasing values-consistent behavior. Mindfulness- based eating awareness training 
(Kristeller, Wolever, & Sheets, 2014) helps participants consider the time and 
energy they spend thinking obsessively about food, eating, and weight, rather than 
work, school, family, or friends, and encourages them to increase their involvement 
in these valued activities.

Even when explicit values work is not part of the curriculum, participation in 
MBPs may implicitly cultivate awareness of personal values. Kabat-Zinn (2005) 
notes that mindfulness facilitates awareness of “the whispered longings” of one’s 
own heart (p.  22). Although this point is not elaborated, these whisperings may 
reflect what participants value most deeply. Carmody, Baer, Lykins, and Olendzki 
(2009) found significant increases in a measure of purpose in life in participants in 
mindfulness-based stress reduction (MBSR). Following the eight-week course, par-
ticipants reported a stronger sense of meaning, goal- directedness, and clarity about 
what they value. The recently proposed mindfulness- to- meaning theory (Garland, 
Farb, Goldin, & Fredrickson, 2015) also suggests that mindfulness training leads to 
increased purposeful engagement with life. Additional study of this promising the-
ory is needed.

 The Importance of Self-Chosen Values

Several theories of optimal human functioning emphasize the importance of auton-
omy: the ability to make one’s own decisions and evaluate oneself by one’s personal 
standards, rather than relying on approval from others. For example, self- 
determination theory (Ryan & Deci, 2000) identifies autonomy as one of three basic 
needs (along with competence and relatedness) that are essential for psychological 
health and life satisfaction. Ryff’s (1989) comprehensive theory of psychological 
well-being also includes autonomy as a critical element of healthy functioning. The 
self-concordance model (Sheldon & Elliott, 1999) states that psychological well- 
being is enhanced when people pursue goals that reflect their authentic personal 
interests and values rather than goals prescribed by others (Gillet, Lafreniere, 
Vallerand, Huart, & Fouquereau, 2014; Sheldon, 2002). Similarly, self-affirmation 
theory (Steele, 1999) posits that affirmation of personal values protects against 
stressors by expanding participants’ views of themselves and facilitating perspec-
tive on what is most important. All of these theories have strong empirical support. 
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In laboratory studies, participants asked to contemplate a self-identified personal 
value consistently show better outcomes than those who contemplate a value that is 
less important to them. Dependent variables have included helpful behavior, aca-
demic performance, health-related behavior, and cardiovascular functioning (see 
Cohen & Sherman, 2014, for a review).

There is no guarantee that self-identified values will be consistent with any par-
ticular ethical framework. However, clinical experience, especially with ACT, sug-
gests that when clients are encouraged to think carefully about their deepest 
aspirations, most choose prosocial values, such as meaningful work, loving rela-
tionships, and contributions to a community (Hayes et al., 2012). When this does 
not happen, e.g., a client says that he values making a lot of money, further discus-
sion about why money is important is likely to reveal prosocial underlying values, 
such as providing security or opportunities for one’s family. The prevailing ten-
dency to identify prosocial values is believed to reflect universal human require-
ments for biological survival, social interaction, and the welfare of groups (Schwartz 
& Bilsky, 1987, 1990). That is, individuals and societies are more likely to thrive if 
people take care of themselves, help each other, and work for the benefit of the 
group.

These universal needs do not invariably prevent harmful behavior or disagree-
ments about what will cause harm. Experience suggests that a few clients identify 
values that are not prosocial, e.g., becoming wealthy to enjoy a materialistic life-
style, rather than to benefit others. Some clients may identify prosocial values but 
choose to enact them in ways with that conflict with the therapist’s personal values. 
For example, in advance of an important election, a client may decide to act on his 
value of community involvement by volunteering for the campaign of the therapist’s 
non-preferred candidate. Another client may act on her value of generosity by 
donating money to an organization whose goals the therapist finds reprehensible. As 
noted earlier, adherence to professional ethical standards generally means that the 
therapist must not attempt to persuade these clients to do otherwise. Exceptions are 
made only when necessary to prevent specific types of harm.

 Cultivating the Core Values of Kindness and Compassion

Kabat-Zinn (2005) and Segal et al. (2013) note that MBSR and mindfulness-based 
cognitive therapy (MBCT) are offered with a spirit of gentle compassion, friendli-
ness, kindness, and warm hospitality. Segal et al. (2013) describe this attitude as 
fundamental, noting that without it, a mindfulness course “loses one of its founda-
tional features” (p. 137). The personal mindfulness practice to which most teachers 
are committed is believed to cultivate their ability to embody these qualities in their 
teaching. This creates a warm and friendly atmosphere in their mindfulness courses, 
which encourages participants to experiment with treating themselves more kindly 
and compassionately.
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Indeed, several studies have shown that mindfulness training leads to increases 
in empathy and compassion in clinical or community samples (Birnie et al., 2010; 
Condon et al., 2013; Keng et al., 2012; Kuyken et al., 2010) and in health care pro-
fessionals and therapists in training (Gokhan, Meehan, & Peters, 2010; Shapiro, 
Brown, & Biegel, 2007; Shapiro, Schwartz, & Bonner, 1998). These findings are 
consistent with definitions of mindfulness that emphasize qualities of attention such 
as acceptance, nonjudgment, openness, friendliness, and kindness. For example, 
Feldman (2001) states that “true mindfulness is imbued with warmth, compassion, 
and interest” (p. 173). Grossman (2015) described these qualities as virtuous and 
suggested that, because mindfulness training involves consistent practice of these 
qualities, it cultivates an inherently ethical stance toward self and others.

 Conclusions

As MBPs become more widely available around the world, the diversity of people 
who participate in them is likely to increase. Programs offered in secular settings 
must be able to accommodate participants from a wide range of religious, spiritual, 
and cultural backgrounds. Whether deeply committed to a particular faith or espous-
ing no religion at all, participants must feel assured that their beliefs and values will 
be respected (Crane, 2016). Moreover, as the demand for MBPs expands, the diver-
sity of people seeking professional training in how to provide them will also 
increase. Training that requires participation in overtly Buddhist practices or relies 
heavily on Buddhist frameworks or belief systems may create barriers to teachers 
from other traditions. For these reasons, while acknowledging that explicitly 
Buddhist-based programs may be beneficial in some settings, we have argued that 
mindfulness-based training will be more widely accessible if genuinely secular 
MBPs, with secular foundational ethics, are available.

This chapter has discussed two related approaches to ensuring that mainstream 
MBPs have strong ethical foundations that can be widely endorsed by people with 
diverse cultures and beliefs systems. First, codes of ethics for the health care and 
mental health professions are based on principles and values that have been recog-
nized for centuries, in many parts of the world, as essential to the work of those who 
serve the unwell. While entirely secular, current ethics codes provide a shared set of 
principles and behavioral standards that are generally consistent with core ethical 
teachings from the Buddhist tradition. Of course, ethics codes do not ensure that all 
professionals will always behave ethically—no ethical framework can accomplish 
that. However, the organizational structures associated with professional ethics 
codes encourage ethical conduct in a variety of ways. Training and continuing edu-
cation programs that keep professionals’ knowledge up-to-date probably prevent 
many ethical violations. Boards and committees empowered to receive and investi-
gate complaints can require remedial training, extra supervision, or other courses of 
action for professionals found to have committed ethical violations.
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Second, when respect for diversity and self-determination makes it untenable to 
teach a particular ethical framework to participants in a secular program, well devel-
oped and empirically supported methods for helping participants to clarify their own 
values and behave consistently with them are available. Although self- identified val-
ues may not always be consistent with a particular ethical framework, theory, research, 
and clinical experience suggest that most people, when encouraged to think deeply 
about their most important aspirations, identify prosocial values. On the rare occa-
sions when participants are causing harm, or seem likely to do so, professional ethics 
codes and legal standards support professionals in guiding clients toward less harmful 
behavior, within limits. When participants’ values conflict with those of their teachers 
or therapists, awareness of their own values may help professionals navigate these 
difficult situations skillfully. The regular practice of mindfulness, to which most 
teachers of MBPs are committed, probably enhances clarity about their personal val-
ues while cultivating the ethical qualities of kindness and compassion.

This chapter has discussed professional ethics from the perspective of psychol-
ogy and related professions. An important issue in the mindfulness-based field is 
that teachers of MBPs have a wide range of professional affiliations. Although many 
belong to the medical, mental health, or teaching professions, some do not. This 
means that as a group, teachers of MBPs follow a variety of ethics codes, and some 
may have no training in a code that addresses the ethical difficulties that teachers of 
MBPs are likely to encounter. Lack of familiarity with or commitment to a particu-
lar ethics code could impair the ability of mindfulness teachers to work skillfully 
with ethically challenging situations. It remains unclear whether mindfulness teach-
ers should have their own professional ethics code or should adopt an existing code 
from one of the mental health or health care professions. Efforts to work with this 
critical issue are currently underway through professional discussion, the develop-
ment of good practice guidelines for teachers of MBPs and their trainers, and 
through the articulation of professional training pathways that include training in 
ethics (e.g., http://mbct.com/training/mbct-training-pathway/).

Mindfulness teaching is a much younger profession than psychology. Crane 
(2016) suggests that this new field must develop its own form of professional integ-
rity, and in doing so, it must prioritize two key concerns: the interests of the public 
to whom mindfulness courses are offered, and the quality of the training and support 
for teachers’ work. We argue that ethics codes are essential to the protection of the 
public and therefore must be central to the development of this new field and to the 
training of teachers; we also emphasize that clarity about personal values, which is 
probably cultivated through regular mindfulness practice, contributes to the wise 
and compassionate application of the standards provided by the ethics codes. We 
hope that understanding of professional ethics and personal values, and how they 
work together, will be of help to this promising new field as it develops into a 
mature profession.
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 The Ethical Imperative of Attending to Burnout and Building 
Resilience in the Medical Profession

Michael Krasner

 The Nature of Health Professional Suffering

More than any other time in history, mankind faces a crossroads. One leads to despair and 
utter hopelessness. The other, to total extinction. Let us pray that we have the wisdom to 
choose correctly. (Allen, 1979)

This “Catch 22” is unfortunately the experience of all too many of today’s medi-
cal practitioners. Physicians experience the same objectification and dehumaniza-
tion frequently complained about by patients. Depersonalization is one of the 
cardinal features of “burnout” and evidence reported over more than a decade dem-
onstrates that physicians experience burnout and related maladies such as depres-
sion, anxiety, and suicide at rates that exceed those in the general population 
(Shanafelt et al., 2003). Physician burnout is associated with poorer physical and 
mental health, and, not surprisingly, poorer quality of care, and patients of burned- 
out physicians experience poorer quality of caring (Crane, 1998; Haas et al., 2000). 
Affecting up to 60% of practicing physicians, evidence of burnout can be seen as 
early as third year of medical school (Dyrbye et al., 2006).
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It is likely that burnout itself is a cultural phenomenon, reflecting the pace, com-
plexity, and ongoing challenges found in the modern world. Holding much promise 
for the relief of suffering and already having brought under control many of the 
great scourges afflicting humankind, the world of medicine confronted only a hand-
ful of generations ago scarcities of water, food, and shelter. Commonplace infec-
tions no longer threaten one’s survival or the survival of one’s family. Despite these 
successes, stress-related medical conditions are epidemic and increasing and the 
future appears to only further this trend.

It is perhaps worth reviewing the history of modern, twenty-first century allo-
pathic medicine, especially examining its foundations in the ancient world. Out of 
the Hippocratic tradition that took shape then, the ethical fundamentals that under-
pin the clinician–patient encounter can be viewed. Additionally, from the “mind- 
body” separation that took place in the centuries to follow, especially out of the 
enlightenment, some of the ethical challenges facing the modern medical practitio-
ner can be better understood. This separation about the relationship between mind 
and matter, between subject and object, led to a dualism where mental phenomena 
are non-physical and the mind and body are separate and distinct. This Cartesian 
dualism, named for Rene Descartes, has influenced Western thought for centuries 
and has had a lasting impression on the study and practice of modern medicine. 
Some of its roots lie in classical Greek philosophy, from which also sprang forth 
many of our lasting ideas of modern science, in particular the art and science of 
medicine.

 Roots of Twenty-First Century Medicine and Non-duality

The greatest mistake in the treatment of diseases is that there are physicians for the body 
and physicians for the soul, although the two cannot be separated.

Plato (427–347 BCE)

If you lived on the Peloponnesian peninsula in the year 350 BCE and needed 
healing, you might first seek out a local healer in your community who practiced 
one of many forms of healing popular at the time. If you were not satisfied and still 
suffering, you might then journey, at great personal risk, to one of the prodigious 
healing temples of the ancient world such as Epidaurus, one of the better known 
Aesclepion temples. Asclepius was a hero and god of medicine in ancient Greek 
religion and mythology, and from the fifth century BCE many pilgrims flocked to 
the Aesclepion healing temples for cures of their ills. It is thought that Hippocrates 
began his career in Kos, the site of one of the most famous of these healing temples. 
On your way to such a temple you would meet travelers returning from their healing 
experiences. You might hear stories about their therapeutic experiences. This might 
have the effect of initiating the process of healing within yourself as anticipation 
built, stimulating your physiologic, neurologic, and immunologic systems, indeed 
the entire expectant forces of what is now known to include the powerful placebo 
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effect (how many of us have patients who travel distance to our offices, telling us 
how much they feel better, just through the act of showing up in our clinics?).

Once arrived at Epidaurus, before even entering the temple, you may well par-
ticipate in activities in the local community. You could take a swim at the local 
baths, shop at the marketplace, or go to the gymnasium. You might attend the the-
atre, and participate in the re-enactment of the mythological stories of the era as told 
through the words of the classical playwrights Euripides or Sophocles. The theatre 
of the time was an interactive one in which the audience was part of the action. It 
was a place where the collective mythos became personal, shared by both the play-
ers and the audience, where the great comedic and tragic stories would become 
personal and relevant, experienced by the one in need of healing, thus further initiat-
ing a transformation. It was a place where the nature of suffering was shared col-
lectively, where illness and loss and grief were inseparable from the other experiences 
of life itself.

Finally, you would enter the healing temple. Once inside you would undergo 
purification rituals (think of the admitting process in a modern hospital, the donning 
of the hospital gown and the preparatory rituals for the modern surgery, rituals being 
about transformation). Within its walls, you would be attended to by physicians, 
healers, and priests who worked together. You would sleep and dream. Your dreams 
would be interpreted by a healer. Subsequently, a treatment plan would be devised 
which might include surgical procedures or a prescription from the pharmacopoeia 
of the time. Finally, you would be given instructions for care upon returning home. 
And then you would leave, returning home, hopefully healed, whole. And as you 
returned, you would share your experience of healing, and as a result be a source of 
inspiration, hope, and healing to others.

Case records exist from some of these encounters, inscribed in stone by the 
patients who experienced healing there. The detailed accounts of what occurred are 
obscure. Imagine pasting together the details of modern medical encounters, espe-
cially in the era of the electronic medical record where the narrative is created not 
through the syntax of human language but by the exigencies of templated phrases. 
However, what we read from these records are restoration narratives about a process 
that addressed suffering along many of its domains, and often required a transac-
tion, a giving up something for a return to wholeness, not dissimilar to the modern 
insurance premium, co-pay, or lifestyle change prescribed within a modern medical 
encounter. Here is one example:

Ambrosia of Athens became blind in one eye. She had laughed at being told of cures to the 
lame and the blind. But she dreamed that Asclepius was standing beside her, saying he 
would cure her if she would dedicate a silver pig as a memorial to her ignorance. He seemed 
to cut into her diseased eyeball and pour in medicine. When she woke in the morning she 
was cured. (OCR GCSE SHP Student Book chapter, n.d.)

At about the time of the pinnacle of this mythological-based health care system, 
an exciting and revolutionary new method, Hippocratic Medicine, was taking root. 
It is important to note that this new approach to medicine, with the empirical scien-
tific paradigm that the Hippocratic corpus offered, radical in its implications, excit-
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ing in its promise, and transformative in its effects, was not accompanied by a 
rejection of the Aesclepion healing tradition of the time. It is felt that Hippocrates 
freed  medicine from magic, superstition, and the supernatural, and used data collec-
tion and experimentation to demonstrate that disease was a natural process and the 
signs and symptoms of disease were the body’s natural reaction to the disease pro-
cess. However, rather than rejecting the earlier mythological worldview, it built 
upon and operated in concert with this ancient and culturally reflective approach. In 
fact, Aesclepion priests and healers regularly called upon Hippocratic practitioners 
to assist in the care of patients. The body–mind split that Plato lamented was per-
haps somewhat mitigated by including these time-honored methods within the prac-
tice of Hippocratic Medicine. The value of traditional Aesclepion healing in this 
new approach to medicine is demonstrated in the opening line of the Hippocratic 
Oath which invokes the contemporary mythos:

I swear by Apollo Physician and Asclepius and Hygeia and Panacea and all the gods and 
goddesses, making them my witnesses, that I will fulfill according to my ability and judg-
ment this oath… (National Library of Medicine, n.d.)

The Hippocratic Oath is one of the oldest binding documents in history and 
reflects the deepest intentions of the one taking it. Like the Bodhisattva vow 
described centuries later that commits one who takes the vow to an altruistic ideal 
for the sake of all beings, the Hippocratic Oath binds one to attend to the relief of 
another human being’s suffering. Because disease and illness and their resultant 
suffering are inevitable parts of the human condition, the oath taken to practice the 
science and art of medicine is a daunting one. It is a statement of ethics, of profes-
sionalism, and of an ideal to uphold specific ethical standards. Among those stan-
dards are obligations to fellow human beings to treat and prevent illness, to respect 
privacy, and an understanding that these responsibilities include the patient and 
family’s health and economic stability.

Although Hippocratic medicine was incorporated into the spiritual tradition 
extant in ancient Greece, the current structure and practice of Western allopathic 
medicine has been separated from cultural religious contexts. That split is in part a 
result of the historical role of organized religion, political trends, and modern sci-
ence through the Early Modern (Renaissance), the Modern, and the Post-Modern 
eras. However, more recent trends related to broader movements within Medicine in 
developing patient-centered and relationship-centered approaches in medical care 
have brought into focus the need to examine the patient and the practitioners’ rela-
tionships with the many domains of suffering, including the existential and the 
spiritual.

On a personal note, as a third-year medical student I was given a copy of an 
article without which I feel I would have been lost, with no compass directing me 
on the right path. Written by Eric Cassel and entitled The Nature of Suffering and 
the Goals of Medicine, I kept it close in my white coat side pocket and read it often 
(Cassell, 1982). Sometimes, I just touched it with my fingertips, especially at 
moments when I felt I was losing touch with the goals and vision that I held in 
becoming a physician. Through its words, I reminded myself that a patient’s suffer-
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ing results from a threat to biopsychosocial intactness. And that biopsychosocial 
intactness includes existential, spiritual, economic, relational, as well as physical 
domains. The article encouraged me to consider the cure of disease as not the only 
one of many ways to relieve suffering. More importantly perhaps, I learned that one 
could not assume to know the nature of the suffering experienced by patients with-
out openly inquiring. And that inquiry, in some ways more intimate than the physi-
cal examination, touches on those personal and intimate areas of values, beliefs, 
cosmology, and spirituality.

With time and experience, I learned from patients the many territories of suffer-
ing at levels physical, emotional, spiritual, and existential. As I witnessed and par-
ticipated in the rituals of medical education, I became initiated into the craft of 
medicine. As my nascent understanding grew through real relationships with real 
humans suffering from real diseases, this mission, the relief of suffering, illumi-
nated for me that the Hippocratic Oath lives as more than an ideal but rather a flow-
ing ever-present reminder of one’s ethical responsibilities. I have little doubt that at 
the core of their motivations, this is true for my colleagues as well.

 Relationship-Centered Care

Nothing endures but change.
Heraclitus (535–475 BCE)

Relationship-centered care is an important framework for conceptualizing health 
care, recognizing that the nature and quality of relationships are central to health 
care and the broader health care delivery system (Beach and Inui, 2006). The exis-
tence of dynamic unending change as experienced at the micro and macro levels 
drives the illness experience, whereby no person alive is untouched. Near the time 
that Heraclitus lived, the historical Buddha gave a discourse named Subjects for 
Contemplation in which he presented the following regarding life’s fragility: Each 
human is subject to aging, illness, and death; each will grow separate from all that 
is dear; and each is the owner and heir to all his or her actions (Bodhi, 2005). One 
can feel in these truths the multilayered dimensions of suffering described by Eric 
Cassell.

Amidst this awareness of one’s mortality, human beings face the vital challenge 
of building a solid foundation upon which to live an inspired and rational life. Aaron 
Antonovsky’s theory of health and illness, which he termed Salutogenesis, described 
several characteristics that help individuals develop resilience to stressors encoun-
tered in daily life, providing an individual with a sense of coherence, seeing life as 
a worthwhile challenge (Antonovsky, 1979). These include meaningfulness, man-
ageability, and comprehensibility. Challenges are made more easily workable when 
they are understandable, when one has a sense of competency in addressing them, 
and when they can be understood in the context of one’s personal cosmology.

Additionally, current understanding of human motivation posits three themes 
that drive human action and behavior even in the face of life’s inevitable challenges. 
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They include: Autonomy—the universal urge to be causal agents of one’s own life 
and act in harmony with one’s integrated self; Competence—which refers to being 
effective in dealing with the environment in which a person finds oneself; and 
Relatedness—the universal desire to interact, be connected to, and experience car-
ing for others (Ryan and Deci, 2002).

The importance of relationships in motivating the physician’s work includes 
those with patients, patients’ communities, and other health care practitioners. 
These relationships are central to quality of health care and are important in devel-
oping a paradigm of health care which integrates caring, healing, community, and 
the relationships involved including the patient, the practitioner, and the society. 
Consequently, health professional education should help developing practitioners to 
become reflective learners who understand the patient as a person, recognize and 
deal with multiple contributors to health and illness, and comprehend the role of 
relationship in health and healing.

In summary, movements in medicine toward relationship-centered care, also 
referred to as whole-person care, have evolved as a trend that asks all clinicians to 
turn toward the complex and multilayered ethical dimensions reflected in the 
Hippocratic Oath (Miller et al., 2010). These trends have resulted from a recogni-
tion that both the patient and clinicians’ well-being are important. Individual and 
institutional approaches to personal health, population health, and effective health 
care delivery demand a deep understanding of the need to maintain a healthy clini-
cal workforce for the sake of quality of care and quality of caring, but also as an 
ethical imperative for the relief of suffering. These trends include shared decision- 
making, greater patient autonomy, medical record transparency, greater disclosure 
of medical errors, and more detailed informed consent processes among others 
(Barry and Edgman-Levitan, 2012). The cultivation of mindfulness and the inter-
ventions that support it among health professionals can enhance the awareness of 
the connection between personal and professional well-being and the well-being of 
patients. In this way, it becomes an ethical act and a statement, to wake up, pay 
attention, notice the presence of judgment, and step into the present moment with 
patients.

 The Ethical Challenges for Students and Medical 
Professionals

Patricia Lück

To listen another soul into a condition of disclosure and discovery may be almost the great-
est service that any human being ever performed for another.

Douglas Steere.

The fundamentals of medical ethics that serve as accepted medical practice and 
behavior include the generally accepted four principles of beneficence, non- 
maleficence, autonomy, and justice (Beauchamp and Childress, 2012). Beneficence 
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means for the good of the patient; non-maleficence, to do no harm, is noted to go 
back to the time of Hippocrates as detailed earlier in this chapter; autonomy denotes 
respecting the capacity of the patient; and justice considers access to care within 
limited resources. Furthermore, the American Medical Association (AMA) lays out 
various responsibilities for the medical practitioner within the code of medical eth-
ics that suggests a code of conduct with regard to the doctor–patient relationship, 
including: confidentiality; professional practice in best interest of the patient; sup-
port for access to care; and interprofessional relationships (AMA Code of Medical 
Ethics, June, 2001). While these certainly are taught in medical schools to a greater 
or lesser degree, the manner in which their multilayered complexity is enacted in 
practice is variable. Page, in a 2012 study attempting to measure the four principles 
and discover if they can predict ethical behavior, concluded that while medical eth-
ics are valued they do not seem to directly influence the decision-making process, 
perhaps due the lack of a behavioral model that can describe or predict the use of 
these principles (Page, 2012). This variability shows up most vividly in that part of 
medical training referred to as the hidden curriculum. The hidden curriculum is that 
unconscious part of medical training, the behavioral modelling by senior colleagues, 
and the normative interactions of the training and treatment environment, that 
entrains students into the culturally and contextually common institutional 
approaches that they are being trained in. Lempp describes this as being that “set of 
influences that function at the level of organizational structure and culture. Including, 
for example, implicit rules to survive the institution such as customs, rituals, and 
taken for granted aspects” that can be categorized into six specific learning pro-
cesses. These are identified as loss of idealism, adoption of a “ritualized” profes-
sional identity, emotional neutralization, change of ethical integrity, acceptance of 
hierarchy, and the learning of less formal aspects of “good doctoring” (Lempp and 
Seale, 2004). This transmission of these unwritten rules fosters greater distance 
rather than engaged intimacy with the patient. One of the identified processes 
involved in the hidden curriculum is that of change of ethical identity which may 
interfere consequently with the adequate development and fostering of the student’s 
moral and ethical compass. This is especially active given the variety of experiences 
health care professionals and medical students encounter, which involve decision 
points of implicit and explicit ethics. Medical education policy makers have grow-
ing concerns about the erosion of ethical attitudes and behavior in medical students 
(Yavari, 2016). Yavari illustrates this when sharing their personal experience of wit-
nessing patients being referred to in a derogatory manner by their senior colleagues 
and their shame at not speaking out against this behavior. Margie Shaw, of the divi-
sion of medical humanities and bioethics at the University of Rochester Medical 
School, in conversation shared that she believes, given that the hidden curriculum 
by its very nature is not obvious, clinicians may benefit from more explicit training 
in medical ethics, especially in the practical aspects of applying medical ethics 
within the clinical setting. This highlights the perspective that not only is it impor-
tant that medical ethics be taught while at medical school, but be taught in such a 
way that these principles are internalized and can readily be expressed and called 
upon in the medical decision-making process. How this internalization process may 
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be effected is an area of interest when considering applications of mindfulness- 
based programs within the medical environment.

Derek Doyle, founding member of the International Association for Hospice and 
Palliative Care, offered this thought on receiving the Lifetime Achievement Award 
from the AAHPM in 2005: “I suggest to you that palliative medicine should be an 
exercise in befriending and sharing as much as an exercise in therapeutics or clinical 
pharmacology” (Doyle, 2005). With this, he affirmed that the doctor–patient relation-
ship is grounded in the whole person, comprising skills that include the ability to turn 
toward the difficult conversations within the clinical encounter. Engaged communica-
tion promotes flexibility, warmth, and acceptance with an open-minded approach that 
is genuinely empathic, self-aware, respectful, and non-dominating in all interactions 
(Ekman and Krasner, 2017). This manner of communicating shows a level of connec-
tion that demonstrates awareness of possible communication barriers, personal bias, 
and expectations while still understanding and respecting the importance of reso-
nance within the physician–patient encounter, as well as awareness of intra- and inter-
personal perspectives. These skills can be cultivated through the practice of 
mindfulness-based programs (MBPs). Mindfulness-based programs challenge par-
ticipants to a deep reflection of the ground that we inhabit. The contemplative prac-
tices at the heart of MBPs engage a quality of mind that can interrupt the automaticity 
of conditioned behaviors that may not promote ethical decision- making. Mindfulness 
training supports the development of attitudes that are grounded in self-awareness and 
deep listening with an awareness of different forms of communication and observa-
tional skills that embody attitudes which enable trust building within the professional, 
interprofessional, and interpersonal environment. This supports the ability to detach 
from one’s own personal values, ideals, and beliefs while being intimately present for 
our patients (Krasner et al., 2009; Sibinga and Wu, 2010). Listening well and respond-
ing to the patient’s own telling of their suffering could be the most important service 
we offer a patient in need, with awareness and communication skills sitting at the 
heart of cultivating ethical behavior and practice within the health care environment.

Relating to patients with a quality of intimacy, presence, wholehearted engage-
ment, and turning toward rather than away from difficulties can be challenging for 
the physician to learn when medical education often encourages a deconstructed 
experience of personhood where one experiences bodies as cadavers, clinical cases, 
diseases, and patients with diagnoses first and foremost, before these bodies can be 
re-experienced and engaged with as whole persons (Good, 1994, p. 73). Medical 
education encourages an emotional neutralization and distancing which inculcates 
less intimacy into the clinical encounter, and persists, through the influence of the 
hidden curriculum, into the working lives of many physicians. This distancing 
impacts the lives of physicians through rejection of the intimate and personal parts 
in their engagement with patients, rendering these as something akin to a public 
performance, and not a real, lived and in-the-moment experience. This distancing 
not only impacts the therapeutic connection the physician may have with the patient 
but also risks the well-being of the patient through the risk of cognitive errors driven 
by the inattention this distancing can cause. The imperative to cultivate closer and 
more intimate, yet therapeutically safe relationships with patients therefore can be 
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seen as not only for benefiting the well-being of the patient, but also to ensure 
greater emotional connection and balance for the physician.

Henry Marsh in his book Do No Harm: Stories of Life, Death and Brain Surgery 
illustrates how a physician, in this case a renowned and skilled neurosurgeon, risks 
errors of attention and judgment with his inability to contain the emotional discom-
forts that arise from within the patient encounter.

Three days earlier the juniors had admitted an alcoholic man in his forties who had been 
found collapsed on the floor of his home, with the left side of his body paralysed. We had 
discussed his case at the morning meeting, in the slightly sardonic terms that surgeons often 
use when talking about alcoholics and drug addicts. This does not necessarily mean that we 
do not care for such patients, but because it is so easy to see them as being the agents of their 
own misfortune, we can escape the burden of feeling sympathy for them. (Marsh, 2014, 
p. 257)

With his description, Marsh clearly demonstrates the entrainment of junior doctors 
into certain behaviors of patient disdain that are characteristic of the hidden curricu-
lum. This example, which threatens ethical considerations, includes showing a lack 
of empathy for, and bias against alcoholics and drug addicts through the “slightly 
sardonic terms that surgeons often use” as well as the perceived inherent dangers of 
the emotional burden, therefore relieving the physician of “the burden of feeling 
sympathy for them.” Jodi Halpern, a well-known clinician and author on the role of 
empathy in the clinical relationship, asserts that the emotional receptivity of the 
physician helps the patient acknowledge their suffering by enabling words to be 
attached to the suffering, and that the emotionally engaged physician allows the 
patient to work through her own difficult emotions (Halpern, 2011, p. 145). This 
aspect can easily be neglected when clinicians are consistently exposed to the 
implicit teachings of the hidden curriculum, inhibiting their empathic development 
and extending into the ethical realm of practice.

 The Importance of Empathy

The capacity for being ethically grounded shows up in the day-to-day lives of physi-
cians through their interactions most vividly reflected in the physician–patient rela-
tionship. The capacity for awareness and the conscious ability to discern the impact 
of this relationship can be examined by looking at the decision-making process 
within the clinical encounter and the inherent risks embedded in it.

John Eisenberg, examining this decision-making process, asserts that patients 
desire physicians primarily to listen and be human, and outlines four areas that 
influence clinical decision-making: the characteristics of the patient; the character-
istics of the clinician; the clinician’s interaction with their profession and the medi-
cal system; and the clinician’s relationship with the patient (Eisenberg, 1979). These 
four areas overlap within the clinical encounter and within each area the process of 
decision-making is vulnerable to uncertainty, to lapses of present-moment aware-
ness, and as a consequence error is a constant possibility.
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Eisenberg argues that: “The medical problem, together with the patients’ charac-
teristics … create the uncertainty inherent in the clinical encounter.” Physicians 
bring to clinical encounters their own reactions to clinical uncertainty, both cogni-
tive and affective. While physicians may claim to practice “detached concern,” pro-
fessing to not be swayed by other considerations, this is “an ideal not necessarily 
achieved.” These overlapping areas, however, and the capacity of the physician to 
remain intimate and close to the discomfort inherent within the medical encounter 
significantly impact the clinical relationship.

Budd and Sharma found that many doctors are uncomfortable with the idea that 
the relationships that they form with their patients can be crucial to the patient’s 
satisfaction or otherwise with their treatment, yet the importance of this relationship 
is supported by the research (Budd and Sharma, 1994). Another example of the 
importance of this relationship is evidence that demonstrates the decision to litigate 
in medical errors is often associated with a perceived lack of caring and/or collabo-
ration in the delivery of the health system, through its personification in the physi-
cian (Beckman et al., 1994). This relationship is influenced not just by what was 
done during the medical encounter and the course of the treatment, but also the 
manner in which it was done, contributing greatly to the success of the encounter 
and the relationship.

Medical practice is filled with uncertainty. For the clinician, residing within the 
personal moments and emotional aspects of meeting the patient, there are numerous 
opportunities that can lead to improved decision-making that enhances patient care. 
Danielle Ofri, in her book What Doctors Feel, demonstrates a clear understanding 
of the four areas outlined by Eisenberg that influence the decision-making process 
and emphasizes the affective dynamic of the clinical encounter (Ofri, 2013, p. 3). 
She also concurs with Jerome Groopman in his book How Doctors Think when 
illustrating this point: “Most [medical] errors are mistakes in thinking, and part of 
what causes these cognitive errors is our inner feelings, feelings we do not readily 
admit to and often don’t even recognize” (Groopman, 2007). She notes that doctors 
who are “angry, jealous, burned out, terrified, or ashamed can usually still treat 
bronchitis or ankle sprains competently,” but it is when “clinical situations are con-
voluted, unyielding, or overlaid with unexpected complications, medical errors, or 
psychological components…[that]…factors other than clinical competency come 
into play” (Ofri, 2013, pp. 2–3). These moments when medical care is at its most 
uncertain and complex require the physician possess the capacity for awareness of 
her own emotional discomfort, rather than a denial of and turning away from it. This 
uncertainty and complexity requires that she be able to engage not only with the 
private and personal aspects of the patient, but also with her own subjective experi-
ences that affect the clinical decision-making process.

The quality of engagement during these challenging clinical moments impacts 
multiple domains within clinical care: from the quality of care delivered including 
errors and near-misses to the quality of caring experienced through the presence of 
empathy and the compassion of the clinician; from the level of work-satisfaction 
and perceived stress and its effects on clinician well-being to the toll of burnout and 
the loss of self-efficacy or fear of personal inadequacy and failure; and from the 
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capacity for self-disclosure in the face of failure or errors to its impact on patient’s 
trust. The perceived need for certainty and control over the clinical encounter by the 
physician stands in contrast to the enormous amount of uncertainty that is actually 
present. This uncertainty is inherent in the nature of the presenting patient’s con-
cerns, the need to gather and synthesize relevant information, and the ability to 
make appropriate decisions for diagnostic evaluations and effective treatment. 
Uncertainty in medicine is further influenced by the capacity to only partially mas-
ter the vast amount of knowledge and skills needed, the uncertainty of the limita-
tions and ambiguities of the knowledge and skills, and consequently the uncertainty 
of how these two relate (Gerrity et al., 1992). In medicine, it can be difficult to know 
how much one does or does not know in any given situation, and in which—an 
adequate or inadequate knowledge base—one is functioning at the present moment.

When patients present to the physician with a precipitously acute, or even a lin-
gering chronic presentation, there may be a narrow window of opportunity which, 
when missed, creates a greater likelihood for error. The body, a complex system in 
itself, is not always well-appreciated or understood, especially at times by the per-
son presenting with the complaint. The presentation of dis-comfort and dis-ease 
must be related by the patient to the clinician through the telling of a personal nar-
rative, in a way that can be explored, interpreted, and investigated by the clinician 
that eventually leads to a plan of action. This all occurs within a dynamic that is 
open to misinterpretation, bias, stigma, and cultural misunderstandings. This com-
plexity is compounded by the physician who may have been entrained into an 
approach of detached concern with limited curiosity about the individual details of 
the patient’s life for fear of becoming too intimately involved. As a result, the likeli-
hood of error in this scenario may further increase. Jodi Halpern found that curiosity 
about the patient’s personal situation enhances medical effectiveness through the 
development of empathy and consequently intimacy in the patient–physician 
encounter (Halpern, 2011, p. 87).

The capacity to step into the emotional dynamic affecting the patient results in a 
connection and intimacy that allows the physician to listen to the patient embedded 
within the greater scope of needs and life itself, possibly preventing errors that 
could result from not listening carefully to the patient’s needs, errors of attention 
and judgment. Sibinga and Wu point out that this element of “the performance of 
the individual clinician remains a crucial and largely unaddressed element of patient 
safety” (Sibinga and Wu, 2010). Furthermore, Sibinga connects mindfulness, as a 
debiasing strategy, to the clinician’s capacity to counter their entrained cognitive 
dispositions unwittingly enhanced by the hidden curriculum.

When the professional ethic of to do no harm is unintentionally violated, many 
physicians find themselves deeply affected regardless of whether an error results in 
harm to the patient or not. Research with medical residents demonstrates that errors 
are associated with significant subsequent personal distress and impacts the levels 
of well-being, a decrease in empathy, lower quality of life, and increased levels of 
burnout and depression (West et al., 2006). Few resources go toward alleviating this 
distress. Most physicians have experienced the distressing realization that they have 
made an error, and the subsequent shame and exposure. Even though more empha-
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sis is now being placed on disclosure of errors and training programs are developing 
within medical education to train for these eventualities, it is still with great emo-
tional turmoil and distress that physicians face such occurrences. It is perhaps the 
loss of empathy in response to repeated exposure to emotional distress that is most 
pertinent here. Empathy is one of the capacities that allows the physician to stay 
closely connected to the relevant personal aspects of the patient experience, and 
empathic curiosity enhances the intimacy of the medical encounter and the physi-
cian–patient relationship. Therefore, the threat to empathy also threatens this impor-
tant part of the patient–clinician relationship. In their yearlong resilience-building 
program of mid-career primary care physicians, Krasner and colleagues found sig-
nificant improvements in empathy that strongly correlated with measures of mind-
fulness, supporting the value of mindfulness and contemplative training in improving 
empathy and psychosocial orientation within the practice of medicine (Krasner 
et al., 2009).

 Intimacy—Why Does It Matter?

Faith Fitzgerald illustrates the power of intimacy and presence within the physi-
cian–patient relationship, describing the shift when the physician chooses to pause 
and listen deeply to the personal narrative of the patient without the immediate push 
to solve, but to instead remain present with the uncertainty and discomfort. 
(Fitzgerald, 1999) She, like Halpern, believes “it is curiosity that converts strangers 
[…] into people we can empathize with.” Curiosity is the spark that leads to empa-
thy and connection, but resides in the intention held by intimacy and presence. A 
spark inhibited at times by aspects of medical education where anything less than 
purely biological medicine can be at times discouraged and discounted through the 
hidden curriculum. For Fitzgerald, there is a clear reward for both patient and physi-
cian in being curious:

[T]o the patient it is the interest and physical propinquity of the physicians, which is thera-
peutic in and of itself. To the physician, curiosity leads not only to diagnoses but to great 
stories and memories, those irreplaceable “moments in medicine” that we all live for.

Historically, changes in medicine have mirrored societal movements toward 
greater individuality, from public to private within medical care, and from a more 
socially oriented approach to one more focused on the individual. This shift to the 
individual, however, requires the physician to correspondingly engage with the 
patient as an individual, and not as a system, something that has been a challenge in 
medical education, fixated as it has previously been on the approach of detached 
concern and valuing cognition over emotional attunement.

It is challenging for physicians to develop intimacy and clinical empathy with 
their patients rather than resort to detached concern even as this distance risks errors 
of attention and judgment, especially when the patient does not evoke natural affec-
tion in the physician. Research, however, into medical care and in particular with 
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medical narratives informs us that for the patient, being listened to and heard, and 
feeling that one’s personal story matters to the physician improves therapeutic con-
nection and benefits the physician–patient relationship (Charon, 2006). This type of 
relationship when highlighted by curiosity about the patient’s personal circum-
stance may decrease error formation caused by lapses of attention or judgment and 
ward against the tendency toward particular decisions that may be premature, 
incomplete, or inaccurate. Such a relationship may also increase patient compli-
ance, and when mistakes do occur, decrease patient litigation (Beckman et  al., 
1994). The capacity for clinical relationship building, and furthermore the capacity 
to develop clinical empathy, attunes the physician to the other’s experience and is 
cultivated through curiosity. In the words of Halpern, “Although a physician cannot 
directly will herself to empathize, by cultivating curiosity she can develop empathy” 
(Halpern, 2011, p. 130).

The subjective experiences that physicians have with their patients are not com-
monly explored in medical education, yet when physicians are asked to remember 
moments of intimacy and connection with their patients they do so through recalling 
specific patients they have cared for. For example, in a study of a group of Internal 
Medicine specialists asked about their most meaningful experiences in the practice 
of medicine, they recalled that relationships deepened through recognizing the com-
mon ground of each person’s humanity and discovered and were deeply gratified by 
the intrinsic healing capacity of simply being present (Horowitz et al., 2003). In 
another investigation physicians enrolled in a yearlong training program focusing 
on mindfulness, self-awareness, and communication skills realized that patients 
notice when the physician can be present and listening, focusing on understanding 
and empathy, leading to greater effectiveness and sense of meaning in their work 
(Beckman et  al., 2012). Rather than re-enforce a sense of alienation through 
detached concern, the physician’s obligation is to mitigate this by cultivating a 
capacity for intimacy in the clinical encounter, a capacity that can be cultivated and 
supported by the practice of mindfulness.

 The Personal

The following narrative illustrates previous points of ethics, empathy, and the hid-
den curriculum, and the subsequent mitigating effect of mindfulness. My own medi-
cal school experience impressed on me that medical education and care is neither 
ethically nor politically neutral. Having chosen to study at the University of Cape 
Town, I was a student during the turbulent final years of the apartheid regime in the 
1980s. At medical school I was confronted with the realities of politically biased 
care with separation of patients, differentiated care, and inequitable resource alloca-
tion based on race and color. I witnessed the “colored” colleagues in my tutorial 
group being unable to examine any of the white patients. Distressed by much of this, 
I sought guidance from a renowned activist and mentor. Her sage and ethical advice 
was to continue to attend to the ethical standard of my own behavior as best I could 
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within my day-to-day encounters with patients, colleagues, and staff. She advised 
me however within this day to day to keep an eye on the long view, especially the 
need for systemic change within health systems that impact patient care and patient 
caring. Underscoring this reality and wisdom of advice was my later understanding 
of Eisenberg’s research that clinical decision-making process includes the four 
areas of influence of the patient, clinician, clinician–patient relationship, and impor-
tantly the clinician’s interaction with their profession and the medical system. I 
developed an understanding that the expressed ethical dynamic of the medical sys-
tem itself is influenced by the contextual reality of the political, social, and cultural 
milieu of its time.

Later, as an intern in an Australian clinical setting on surgical rotation I was chal-
lenged by the senior attending physician to keep a cancer diagnosis secret from a 
patient. This particular attending physician did not believe it was helpful to disclose 
distressing diagnoses and bad news to patients, especially to female patients, prefer-
ring to tell the husbands or families, and allowing them to make decisions regarding 
care as well as disclosure. This placed me in a difficult ethical dilemma when the 
patient herself asked me for my opinion and for disclosure to her of the diagnosis. 
Further discussion with the attending and appealing to him to reconsider his instruc-
tions on ethical grounds yielded no results. There was an additional threat to my 
career if I countermanded him.

I sought further assistance and advice, and after much thought concluded that my 
first duty was to my patient, who detecting a cover up was insistent that I be open 
with her. With the support of the nursing staff, I arranged a breaking bad news dis-
closure meeting, not simple for a young 24-year-old newly qualified physician. The 
outcome for my patient’s mental and emotional well-being, and her capacity to 
make informed choices for her future care have left an indelible impact on the 
importance of trust and my ethical responsibility toward patients. I have learned a 
deeper understanding of disclosure imperatives, as well as gained insight into the 
hidden ethical pressures and impact of the hidden curriculum.

Needless to say, I was sidelined from further surgical assisting and received a 
less than complimentary end of rotation review. Fortunately, surgery was not my 
future specialty area. Had it been, I would be curious if my resolve in challenging 
my attending would have been as resolute in acting upon the ethical principles of 
beneficence and justice.

Ethical behavior in the workplace can differ substantially from that behavior in 
training situations (Soltes, 2017). It can be more difficult to adhere to ethical behav-
ior when decisions at work are often quick, intuitive and set free of the slower 
reflective thinking of the training environment. These dynamics point to the impor-
tance of building awareness and attentional reflective training, training that mindful-
ness practice offers, to enhance the capacity for ethical behavior even in the reality 
of every day pressure-filled workplace environment.

Early in my palliative care career, I cared for a young man who impressed upon 
me the ethical imperatives of doing the least harm, of respecting individuality, 
autonomy, personal religious and cultural perspectives, as well as the value of pres-
ence and listening. He had terminal bone cancer and was experiencing severe and 
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difficult to control pain. He was paralyzed and bedbound, requiring his medical 
visits to be made at home. As our visits progressed and trust between us grew we 
began to explore in greater depth his diagnosis and prognosis. Having experienced 
a brutally frank and traumatic diagnostic disclosure from his surgical specialist, he 
clung to the last vestiges of hope and the denial of his approaching death. As time 
progressed and he was met with open acceptance, patience, and empathic care from 
his caregiver team, he was moved to openly acknowledge his condition and begin to 
explore what that would mean for him.

He spoke at length about the initial diagnosis and various treatments he had been 
through. Like many young people, he had given little thought to being ill and espe-
cially the possibility of dying. Now, no longer taking things for granted, he was 
finding meaning in the small moments of spending time with his family, beginning 
to accept that the rapidly increasing growth of the tumors in his body meant this 
would eventually shorten his life. The moment that will always stay with me from 
this encounter was when he asked to discuss his growing cancer and what that may 
mean for him.

In anticipation of delivering difficult and perspective-changing news to him, I 
asked him how he wanted this news to be communicated. His only response was 
“gently.” He wanted to be told gently, for me to communicate in a manner that 
treated him with respect, compassion, care, and dignity, with his personhood recog-
nized as central to the clinical interaction. This was a plea to physician and patient 
alike to inhabit with full presence this moment of engagement, recognizing with 
awareness the ethical complexities inherent in every physician–patient 
relationship.

How do we inhabit moments like this ethically as a medical community? How do 
we gaze through that window into our mutually unfolding lives when faced with 
another’s deep suffering, as we simultaneously stand on the other side of that win-
dow, with our lives gifted to us? An invitation to do so is beautiful echoed through 
the words of Mary Oliver in her poem Wild Geese where she reassures us that “you 
do not have to be good… you only have to let the soft animal of your body love what 
it loves.” This is an invitation to show up for this moment just as we are, where in 
this moment we fully belong by virtue of being alive, with a realization that for now 
the “world offers itself to (y)our imagination” (Oliver, 1992, p. 110).

There is much that can draw us away from this moment of engagement. Not just 
the suffering of this moment, but also experiences from the past, as well as fear of 
pain or discomfort that is imagined to arise in the future. This fear of past, present, 
and future continues to push us toward a longed-for better-than-now future. A future 
more rosy than the one we fear, or the present we inhabit and turn away from. “Tell 
me about despair, yours, and I will tell you mine. Meanwhile the world goes on.” 
Mary Oliver continues encouraging us to turn toward the suffering inherent in this 
moment, especially within the compassionate presence of another.

This process of hoping for a different future in the encounters with suffering is 
met most poignantly when facing death. Death, depending on your perspective, is 
perhaps the ultimate loss, or the ultimate goal of our lives. As the ultimate loss, it 
encompasses loss of life, self, all the relationships that tether us to this world. 
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Working through these anticipated losses is an important step in preparing for death. 
Central to this work is the presence of hope. Hope unattached to an outcome, but 
embodied in a capacity of trust and openness, becomes a sustaining supportive 
capacity. But when hope is attached to achieving a better and different outcome that 
may not be attainable, hope becomes an unending cycle of expectation, disappoint-
ment, and loss. In this way hope often coexists uneasily with the suffering experi-
enced when facing difficulty and death. The nature of hope may change as the focus 
of life shifts for many in the final days from a “doing” mode to “being” mode, from 
achieving to experiencing, from giving to receiving, from controlling to accepting, 
from tomorrow to today, to right now this moment. Hope unattached to an outcome 
allows the present moment to unfold as it can, even in the face of difficult suffering.

Greenhut takes this perspective with her description of the kind of hope that 
keeps us from experiencing the present moment through its constant looking for-
ward toward the future with imagined expectations that may not be realistic or even 
supported by the reality of the current situation (Greenhut, 1995). She argues that by 
overly imagining positive results in the future, we suffer the results of ignoring what 
is happening in the here and now. That despite the presence of pain and discomfort, 
the moments unfolding in the realm of now are the only ones we truly have. Within 
that now are the only moments in time we occupy that hold the possibility of choices 
to change our lives and of actually impacting the future. These moments of now, 
moments that we attune to within mindfulness practice, are not only inhabited by 
pain and fear, but frequently and simultaneously also contain moments of joy and 
delight that are so often missed by focusing on how things could be different. We 
can only live our lives fully when we let go of that part of hope that denies the pres-
ent experience by seeking unrealistically to change the suffering we experience in 
this moment. Therefore, letting go of hope is not a giving up on dreams but a giving 
up on the fantasy that this moment can be any other way than it is. The process of 
turning toward what is here now and being with this reality as it unfolds is living in 
hope rather than a hoping for things to be different. This capacity for being with and 
turning the difficult is cultivated with a mindfulness practice.

One of my patients, close to death, fluctuated between the hope of recovering her 
sight and the fear of going blind, the hope of a cure and her fear of dying, the hope 
she would beat her cancer and the fear that she could not manage the dying process. 
When she was hopeful and looking to an anticipated positive future, she was upbeat, 
but with each subsequent loss she experienced—stopping chemotherapy, further 
growth of the tumor, increasing pain—she found herself to be more depressed and 
bereaved again. When she was able to interrupt this repeating loop of hope and fear, 
and express how she felt in all she was experiencing, she experienced a greater 
sense of calm and was more able to cope with her suffering and with the uncertainty 
of the journey she was on.

Living in the hope that one has the resources to manage the present moment, 
rather than hoping for a different outcome, fosters resilience and self-confidence in 
our journey. When we live “in hope” rather than “hoping for,” we cultivate the belief 
and capacity in our own resourcefulness. When one can look at the future with equa-
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nimity, and be open to all outcomes, the present moment can be experienced as 
being okay despite the difficulties that may be present.

Giving up hope does not take away our will to be alive. Rather, it gives us the strength to 
live in the present and to grow from our suffering. Releasing ourselves from hope allows us 
to accept life in the here and now regardless of its duration or the state of our health, and it 
helps us to gain as much from depression as we gain from joy. (Greenhut, 1995)

This meeting the moment with authenticity allows both the physician and the 
patient to be the person whose story has been lived authentically. In my experience 
as a palliative care physician who practices from a mindfulness perspective, I have 
found that being unattached to any particular outcome for my patients releases both 
of us from any need to show up other than how we already are. Being open rather 
than attached to outcomes may be the greatest gift that mindfulness and mindfulness- 
based programs have to offer when working within palliative care. Mindfulness lifts 
the need to have suffering present in any particular way; it meets suffering however 
it shows up with empathy, compassion, patience, acceptance, non-judging, curios-
ity, and beginner’s mind, allowing paradoxically greater spaciousness for experi-
encing joy. A mindful palliative care approach also does not expect or strive for a 
particular death experience such as a so-called “good death.” Rather, it allows the 
clinician to be present for whatever experience shows up, to cultivate the capacity 
for fierce embodied compassionate presence in the face of suffering. This capacity 
for presence cultivated through mindfulness training within medicine will be 
addressed in the following section on Mindful Practice in supporting the growth of 
a healthier community.

In an era of medical care driven by technology and in which patients decry the 
lack of the human connection within the clinical encounter, cultivating clinical inti-
macy and empathy, paying attention with curiosity and concern about how health 
professionals show up for ethical dilemmas, attending to the subjective and emo-
tional dimensions of the clinical relationship, fostering curiosity, and listening 
closely to the personal and intimate concerns in the lives of patients may not only 
enhance the clinical experience of both the patient and the physician, but it may also 
decrease errors arising from lack of attention and poor judgment. I have found 
through my own medical practice in clinical palliative care and in my experiences 
teaching mindfulness, that an authentic embodied presence imbued with patience, 
non-judgment, kindness, and beginner’s mind allows me to be less attached to out-
comes that might be determined by my own needs, and allows me to deeply listen 
to the needs and suffering of my patients and class participants. Having less of a 
need for any particular outcome, whether it be in health, end-of-life care, or in 
teaching, but rather closely attending to what is actually present allows me to par-
ticipate in the evolving outcome that is unfolding and revealing itself in the moment 
we live in with a deeper trust, greater compassion, and a greater quality of care and 
caring. I also believe this being unattached to outcome with patience, non-judgment, 
kindness, and beginner’s mind strongly supports and encourages an ethical approach 
that is grounded in transparency, openness, integrity, autonomy, respect, mentor-
ship, personal practice, self-awareness, and humility.
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 Mindful Practice: Supporting the Growth of a Healthier 
Medical Community

Michael Krasner

Ars longa, vita brevis, occasion praeceps, experimentum periculosum, iudicium difficile.
Art is long, life is short, opportunity fleeting, experiment dangerous, judgment 

difficult.
Aphorismi, Hippocrates of Kos (460–370 BCE)

The first word of this aphorism, written not in Latin, but in Greek, is tekhnê, 
signifying that the art of medicine includes the technical. To paraphrase, medicine 
is a craft carried out with skill, acquired over a long period of study and practice, 
where the opportunities for learning are transient, yet require experiences of signifi-
cant risk which challenge judgment. Patients, who at some point include every 
member of the human race—indeed all of us, suffer from illness. There has always 
been and will always exist a sense of urgency and need for those who skillfully 
practice the science and art of Medicine.

 Mindful Practice

The ultimate value of life depends upon awareness and the power of contemplation rather 
than mere survival.

Aristotle (384–322 BCE)

Michael Kearney, palliative care physician, in his review of physician self-care, 
asserts that clinicians who adopt self-awareness-based approaches to self-care may 
be able to remain emotionally available in even the most stressful clinical situations 
(Kearney et al., 2009). These approaches paradoxically enhance the potential of the 
work itself to be regenerative and fulfilling for the physician.

He described the risks all clinicians have of compassion fatigue, and illustrates 
the possibility for exquisite empathy. This involves highly present, sensitively 
attuned, well-boundaried, heartfelt empathic engagement where practitioners are 
invigorated rather than depleted by their intimate professional connections with 
traumatized clients. It appears that this type of empathic connection protects clini-
cians against compassion fatigue and burnout.

But how does one cultivate a clinical presence that promotes exquisite empathy 
and assists healing in a bidirectional manner? One approach for the medical practi-
tioner is through developing greater mindfulness—the quality of being fully present 
and attentive during everyday activities. Mindful practice can be described as the 
application of mindfulness in medical work, involving moment-to-moment pur-
poseful attentiveness to one’s own mental processes during daily work with the goal 
of practicing with clarity and compassion (Epstein, 1999). The development of 
greater mindfulness is enhanced through training in contemplative practices.
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Research demonstrates that physicians who participated in a program on mindful 
communication experienced improvements in measures of well-being and demon-
strated enhancement in personal characteristics associated with more patient- 
centered orientation to clinical care (Krasner et  al., 2009). Additionally, burnout 
improved with decreased depersonalization and greater sense of personal accom-
plishment. This intervention included contemplative practices within which clinical 
narratives were shared among colleagues. Appreciative inquiry techniques focused 
discussion on capacities and strengths in sharing the narrative-based dialogues. The 
inclusion of self-reflective clinical storytelling highlighting positive aspects of chal-
lenging clinical experiences connected practitioners with regenerative and fulfilling 
aspects of their work.

Several themes emerged from these physicians’ reflections on this program 
which was based on cultivating intrapersonal and interpersonal mindfulness 
(Beckman et al., 2012). These themes shed light on the ways in which the interven-
tion enhanced physicians’ ability to practice patient-centered care, improved their 
sense of well-being, and decreased burnout. They included (1) sharing personal 
experiences from medical practice with colleagues reduced professional isolation, 
(2) mindfulness skills improved the participants’ ability to be attentive and listen 
deeply to patients’ concerns, respond to patients more effectively, and develop 
adaptive reserve, and (3) developing greater self-awareness was positive and trans-
formative, yet participants struggled to give themselves permission to attend to their 
own personal growth.

Additionally, participants reported that the program promoted self-awareness, 
presence, authenticity and greater effectiveness and meaning—at work and at home. 
It also helped to diminish their sense of isolation, helping them effectively and 
meaningfully share their experiences with peers in a facilitated, respectful, and sup-
portive environment. Finally, participation in the Mindful Communication program 
enabled physicians to make time for self-development and to realize how lack of 
attention to oneself can erode the capacity to engage more effectively with peers, 
family, and patients. The following quote of one of the participants powerfully illus-
trates aspects of this:

In general, I think that I am a pretty good listener. I will spend extra time with my patients 
if they need it, but I felt in some ways that it was kind of sucking me dry. I would be so 
empathetic, and then I would feel frustrated, like what else can I do?… I would think about 
patients at home, in the shower, thinking she can’t get to her appointment, maybe I should 
pick her up and drive her…. I would empathize to the point of where I would be so in their 
shoes. I would start to feel the way that they felt and I mean, you know, take four of those 
in a row in a day, and I would be just wiped out … and, they don’t really want to hear about 
me and my processes…. It’s not that I don’t empathize with them anymore, but [now] I feel 
OK just to listen and be present with them … and I think that in some ways that helps them 
more … and that is a wonderful thing that you can do for patients…. I just needed to learn 
that myself, I guess. (Beckman et al., 2012)

The health professional–patient relationship contains both technical and human 
aspects, and as discussed earlier one can refer to these as the Hippocratic and the 
Aesclepian aspects, respectively. The kinds of attention that are called for in the 

5 Ethics and Teaching Mindfulness to Physicians and Health Care Professionals



132

clinical encounter include both an observational stance and an intimately connected 
stance as reviewed by Dr. Lück. In the Flexner’s Carnegie Foundation report of 
1910 that has had substantial impact on the shape of medical education over the last 
century, not only was competency in the basic sciences emphasized, but equally was 
the importance of a liberal education (Flexner, 1910). Elements of medical educa-
tion that include experiential and reflective processes, the use of personal narratives, 
integration of self and expertise, and candid discussion among learners are 
approaches suggested to meet the objectives of medical professional formation 
designed to integrate the art and science facets of quality medical care (Rabow 
et al., 2010).

Situated at the center of these elements, mindfulness can be considered a univer-
sal human capacity to foster clear thinking and openheartedness. It assists in devel-
oping a greater sense of emotional balance and well-being. The original purpose of 
mindfulness in Buddhism is to alleviate suffering and cultivate compassion. This 
suggests a role for mindfulness in medicine (Santorelli, 1998). Likewise, mindful-
ness facilitates the physician’s compassionate engagement with the patient (Ludwig 
and Kabat-Zinn, 2008). It has also been suggested that mindfulness is a central 
competency for effective clinical decision-making (Epstein, 1999). This compe-
tency may be promoted through practicing attentiveness, curiosity, and presence as 
part of a medical educational approach for developing useful “habits of mind” 
(Epstein, 2003). Indeed, not only can mindfulness be seen as a core competency that 
can be cultivated, but it can also be looked at as a potential antidote to the deperson-
alizing effects of the current medical environment (Stange, 2003).

Mindful Practice was developed by physicians at the University of Rochester 
School of Medicine and Dentistry as an educational intervention, currently part of 
the required third-year medical student experience, designed to be used in medical 
student, graduate medical education (residency) and postgraduate continuing medi-
cal education for practicing physicians and other health professionals. It can be 
thought of as an adapted mindfulness-based program (Crane et al., 2016) specific to 
the medical community, within which are several “technologies” used to encourage 
practitioners to reflect and share clinical experiences that are challenging and mean-
ingful. It is hoped that from these reflections, contemplative practices, and dialogues, 
a greater understanding of their own self as clinician/physician health professional, 
and of their relationship with their patients and with their work develop.

These “technologies” include the following:

 1. The use of narratives, the actual stories of the clinician with their patients, influ-
enced by the broad field of narrative medicine, which provides a way of under-
standing the personal connections between physicians and patients and the 
meaning of medical practice and experiences for individual physicians. It also 
reflects the physicians’ values and beliefs, and how these become manifest in the 
physician–patient relationship, and how that connection relates to the society in 
which it develops. According to Charon, narrative medicine helps imbue the 
facts and objects of health and illness with their consequences and meanings for 
individual patients and physicians (Charon, 2001a, 2001b). Narrative medicine 
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in the Mindful Practice programs includes the sharing of stories that arise from 
the participants’ clinical experiences and takes the form of reflection, dialogue 
and discussion in large and small groups, specific writing exercises, and journal-
ing. Narratives are chosen by the participants about their own personal experi-
ences of caring for patients. Thus, the narratives are grounded in the real lived 
experiences of the physicians, not in philosophical or rhetorical—what-ifs that 
impact on cognitive and emotional challenges.

 2. Appreciative inquiry (AI) strives to foster growth and change by focusing partici-
pants’ attention on their existing capacities and prior successes in relationship 
building and problem-solving (as opposed to an exclusive focus on problems and 
challenges). Much of medical training focuses on what is wrong rather than what 
is right. Patients are described in terms of problem lists, but there are no defined 
places to describe their strengths and resources. Morbidity and mortality rounds 
focus on analyzing bad outcomes, but there are few opportunities to explore 
effective teamwork and joint decision-making. The theory behind AI is that rein-
forcement and analysis of positive experiences with patients and families are 
more likely to change behavior in desired directions than the exclusive critique of 
negative experiences or failures (Cooperider and Whitney, 2005). Appreciative 
inquiry involves the art and practice of asking unconditionally positive questions 
that strengthen the capacities to apprehend, anticipate, and heighten positive 
potential. It is an inquiry tool that fosters imagination and innovation. The AI 
approach makes several assumptions: (1) for every person or group there is some-
thing that is working; (2) looking for what works well and doing more of it is 
more motivating than looking for what doesn’t work well and doing less of it; (3) 
what we focus on becomes our reality and individuals and groups move toward 
what they focus on; (4) the language we use to describe reality helps to create that 
reality; (5) people have more confidence to journey to the future if they carry 
forward parts of the past; (6) we should carry forward the best parts of the past.

Traditionally, the steps of AI involve the following: (1) definition—what we wish 
to see or grow in ourselves and our groups; (2) discovery—what gives life; (3) 
dream—what might be; (4) design—what should be; and (5) delivery—what will 
be. AI’s impact on fostering change includes a strengthening of the confidence and 
positive dialogue about the future, increased feelings of connection and participa-
tion, and an appreciative mind-set and culture.

In the Mindful Practice curriculum, the first two steps of AI definition and dis-
covery are integrated into the structure of interpersonal dialogues in the sharing of 
participants’ narratives. Participants are guided in using AI techniques when 
engaged in appreciative dialogues, discussion, and reflection. With the ongoing 
practice and support of skilled facilitation, this approach becomes second nature 
and is the predominant technique used for exploring the experiences that arise in the 
narratives, perceived through the quality of mindfulness.

The Mindful Practice program is facilitated in a modular manner, in which each 
module contains elements to cultivate greater mindfulness through contemplative 
practice and skills building. Additionally, each module includes a discussion of a 
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challenging theme or dynamic in clinical work, and asks the participants to reflect 
on their own personal experiences related to theme. Participants then engage in 
dialogues sharing their experiences, and directing them to use the approach of 
appreciative inquiry to explore the inherent capacities they have for working with 
these challenges. Among the themes of Mindful Practice modules are burnout, 
meaningful experiences, errors, suffering, grief, attraction, self-care, and others 
(Krasner et al., 2009).

 The Personal

My own journey toward the teaching of mindfulness approaches in my medical 
work began over 25 years ago when exploring a personal contemplative practice 
amidst the increasing pressures of building a practice of primary care internal medi-
cine, experiencing the challenges of a growing family of three young children, and 
finding myself at the time emotionally exhausted as I entered what was still the early 
stages of my career. At about this time my father became ill with pancreatic cancer 
and almost immediately, influenced by the book Full Catastrophe Living, he also 
began a serious contemplative practice (Kabat-Zinn, 1990). We were both affected 
deeply by the personal effects of a mindfulness practice. For my father, he lived 
another 24 months, most of that in relatively good health and high function. For me, 
I began a deeper inquiry into the power of this approach for me personally as well 
as professionally.

Within a few years, I began mindfulness facilitation training, and then teaching 
MBSR, initially with patients, then a broader community of participants. Among 
these participants were physicians of all types, representing many specialties and 
from community as well as academic careers. Prompted by these colleagues I began 
to offer health professional-specific MBSR course with continuing medical educa-
tion credit offered. From a facilitation standpoint, the experiences with these pre-
dominantly physician groups were qualitatively similar to other MBSR groups. 
However, I began to hear from these participants about the effects that the course 
experiences were having on the meaning they derived from their work and their 
enjoyment and commitment to medicine.

After a number of years, the opportunity arose to direct a project that, in part, led 
to the creation of the Mindful Practice program. This project, originally called 
Mindful Communication, included a collaboration with medical communication 
experts at the University of Rochester, and enrolled in the yearlong training project 
that was developed, 70 local primary care physicians. Simultaneously, our team also 
trained in another yearlong program faculty at the University of Rochester School 
of Medicine and Dentistry to facilitate Mindful Practice seminars as part of the 
required curriculum for all third-year medical students.

Since those “early years” in 2005–2007, and since the completion and report on 
the Mindful Communication project in 2009 (Krasner et  al., 2009), the Mindful 
Practice program has continued to be a part of the medical school curriculum. 
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Additionally, new training approaches for practicing physicians and other health 
professionals has involved over 600 health professionals in intensive retreat-like 
trainings held locally and worldwide (see www.mindfulpractice.urmc.edu). I would 
like to briefly summarize some personal reflections on the experience of working 
with health professional colleagues, and how this relates to the ethics and teaching 
of mindfulness to physicians and health professionals.

It is difficult to encapsulate the experience in a few paragraphs, but perhaps it 
would be helpful for me to share my impressions from facilitating one of the 
Mindful Practice modules to physicians and other health professionals, so the 
reader can gain some insight into the power of mindful attention and awareness 
applied to challenges faced by clinicians. That module has to do with an explora-
tion of errors. Errors is certainly one of the most challenging experiences for any-
one to contemplate, especially the physician in which medical errors can have 
such grave consequences for the patients, and can be associated with fear, shame, 
humiliation, exposure, self-doubt, anger, and hosts of other emotional states for 
the clinician.

During this module, we explore together, through a dramatized video demonstra-
tion, the disclosure of a serious mistake in medical judgment by a physician to a 
patient’s family member (the patient died as a result of this error). After this discus-
sion, and supported by formal mindful practices including loving-kindness practice, 
the participants are then asked to share in pairs their own personal experiences, and 
to discover, through the process of appreciative inquiry, the capacities and successes 
that were present for them and are part of them through this difficult challenge, and 
can be carried forward into future challenges.

It would be an understatement to suggest that participation in this module is 
difficult. Many of the participants, however, are able to share their narratives of 
experiences they have had but have never spoken of, reflected on with a col-
league, shared openly or even considered that there were any worthy qualities 
within themselves related to the experience. These often emotional, cathartic, 
and healing conversations allow the health professional to be able to rediscover 
the complexities and the possibility for different framing of experiences rather 
than a black-and-white dualistic understanding of an absolute orientation 
toward errors. Additionally, what arises out from these conversations is an 
almost universal recognition of the deep caring, compassion, concern, respect, 
and love by the clinician for the patient involved in the error. This, I think, helps 
reconnect the ethics of the professional—autonomy, beneficence, non-malefi-
cence and justice—with not only the internal thoughts and feeling but also the 
actions of the clinician.

In 1925, Dr. Francis Peabody said to the graduating class at Harvard Medical 
School One of the essential qualities of the clinician is interest in humanity, for the 
secret of the care of the patient is in caring for the patient (Peabody, 1927). Mindful 
Practice helps connect health professionals with this caring dimension of the patient, 
and in doing so, becomes a process that supports the ethics of relationship of the 
health professional with the patient.

5 Ethics and Teaching Mindfulness to Physicians and Health Care Professionals

http://www.mindfulpractice.urmc.edu/


136

 Conclusion

A man who has been through bitter experiences and travelled far enjoys even his sufferings 
after a time.

HOMER, The Odyssey

Jon Kabat-Zinn in his book Full Catastrophe Living presented the definition of 
mindfulness that guided the development of the Mindfulness-Based Stress 
Reduction Program (MBSR) as: moment to moment awareness (Kabat-Zinn, 
1990, p. 2). Over time, this has become understood as the awareness that arises 
through paying attention on purpose in the present moment, nonjudgmentally. 
These definitions are accompanied by a number of attitudinal foundations that 
guided the cultivation of mindfulness: patience, non-judging, beginner’s mind, 
letting go, trust, non-striving, and acceptance. At a recent symposium at John’s 
Hopkins University in 2014 Kabat- Zinn offered an updated definition that 
included a more explicit ethical intention for the cultivation of mindfulness: 
Mindfulness is the awareness arising from paying attention, on purpose in the 
present moment, non-judgmentally, in the service of self-understanding, wisdom, 
and compassion (Kabat-Zinn, 2014).

This clarification of the definition of mindfulness for teaching within mindfulness- 
based programs reflects more explicitly the ethical intentions of self-understanding, 
wisdom, and compassion. It mirrors a growing recognition within the medical com-
munity for the need to be more explicit about the underlying professional ethics that 
not only support the provision of mindful health care, but also support the needs of 
the providers of health care. This emerging realization impacts the entire systemic 
professional ethics of health care itself. Promoting best practice in medicine includes 
paying attention to the patient as well as the physicians and other health profession-
als as people who, in order to deliver high quality and compassionate care, need to 
attend to the care of themselves as well.

For health professionals, the intentional turning toward the “full catastrophe” as 
a vocation and as an avocation on the surface may seem odd. For who would find 
not only a calling but also a deep enjoyment and satisfaction in attending to the 
aging, ill, and dying? Yet, as discussed earlier, the meaning found from simply being 
present to even the most difficult conditions and circumstances of their patients 
motivates the health professional (Horowitz et al., 2003).

We can begin to speculate why this might be. Might it be in the empathic reso-
nance and recognition that supporting another human being’s autonomy satisfies 
one’s own desire for the same? Might it be in the beneficent actions by health pro-
fessionals that one experiences the power of giving and receiving? Might it be in the 
efforts to do no harm, that non-malfeasance also helps the health professional to 
avoid harm herself? Might it be in the simple act of caring, utilizing one’s knowl-
edge and skills regardless of who the patient is or where she comes from or what her 
values are, that the health professional experiences the power of justice enacted 
within a moment of contact, and can see the reflection of that justice as the moral 
imperative flowing bidirectionally?
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For physicians, physicians-in-training, and other health professionals, turning 
toward the most difficult and challenging aspects of the human condition with 
exquisite empathy may actually prevent burnout and the associated diminution in 
quality of care and quality of caring. Mindful awareness and communication skills 
sit at the heart of cultivating ethical behavior within the health care environment. 
Mindfulness itself creates the “ethical space from which to see, think, speak, act, 
and work in ways that are not conditioned by reactivity” (Batchelor, n.d.).

While working with practicing physicians and medical students in coursework 
designed to develop mindfulness, the sharing of their reflections about clinical nar-
ratives they are part of provides a rich source of meaning and relationship-centered 
connection. At the conclusion of these courses, students or practitioners are often 
asked to write their own Hippocratic Oath. From these words, we can all gain faith 
in those who practice the art and science of Medicine, and who will care for us as 
we age, become ill, and die.

I promise to always put the patient at the center of my practice. I will treat the human being 
and try to consider the world in which he lives…I will try to stay aware of my own feelings, 
beliefs and biases as I treat my patients…I will remember that I am only one link in a long 
chain of caregivers…I will try to remember that neglecting my own health and well being 
may negatively affect my patients. Really caring about myself and my patients should be at 
the center of what I try to do. (Medical Student)
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 Introduction

The use of mindfulness-based interventions (MBIs) has grown significantly in the 
last decade, influenced the philosophy of psychology, and has become a highly 
investigated clinical intervention. Its use in the treatment of depression, anxiety, 
pain, trauma, and several other psychological disorders has been reasonably sup-
ported by research outcome studies (Khoury et al., 2013). However, the practice of 
mindfulness is also a personal one that extends into my professional life, not just as 
a select set of tactics I think may benefit my clients. In 2003, when (Segal, Williams, 
& Teasdale, 2012) published their influential book on mindfulness-based cognitive 
therapy (MBCT), I felt confident that the concepts I valued in Buddhism could be 
translated into a therapeutic program with sensitivity and care. Training in Jon 
Kabat-Zinn’s program of mindfulness-based stress reduction (MBSR; Kabat-Zinn, 
2013; Segal et al., 2012) at the Center for Mindfulness, University of Massachusetts, 
however, revealed the challenges of attaining competency in this modality, holding 
the integrity of the program and our professional ethics, and exercising discernment 
in how the skills developed in a mindfulness-based program are put to use.

Since then I’ve trained in several types of mindfulness programs and have expe-
rienced the main challenge as an evolving exploration of ethics and mindfulness. 
Although this topic has been addressed frequently, it has been presented in a manner 
that inclines us towards an understanding of ethics in mindfulness as inseparable 
from the spiritual path, holy on one hand and a risky process to include in psycho-
therapy on the other. Although one would be tempted on first glance to say the 
Buddhist scholars are in the former category and the Western secular mindfulness 
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practitioners are in the latter, the truth is that the issues of ethics and mindfulness are 
and have been close to the heart of early adopters of secular mindfulness-based 
interventions and who then developed what are now called Second-Generation 
mindfulness programs (Van Gordon, Shonin, & Griffiths, 2015; Singh et al., 2014).

The divisiveness in the various stances towards the issue of ethics and mindful-
ness has not prevented a quiet revolution of programs designed and developed with 
sensitivity to the spiritual and secular protocols and processes. The chapters in this 
section are exemplars of how this complex route from and between spiritual practice 
to secular application has been navigated. It gratified and astonished me, in reading 
these chapters, to see that we had each approached the issue of creating and refining 
our programs by drawing from our professional training that was coextensive with 
our Buddhist practice.

In this essay, I offer an exploration of some overarching themes in the develop-
ment of these programs that strive to hold the integrity of mindfulness as it was 
intended to be transmitted. Of necessity, some aspects of design and development 
have been left out in the chapters so that a deeper understanding of the rigor and 
discipline required for each program could be the central focus. Among these are 
two essential topics that also have received glancing coverage in the extant litera-
ture: teacher training and scope of application of mindfulness programs. My explo-
ration of these and other topics in this essay is not intended to offer any resolution 
for the dilemmas arising from training teachers of mindfulness programs in embod-
ied ethics in short time frames or the ethics of teaching mindfulness to populations 
like the military, greedy capitalists, or others who are suspected of using mindful-
ness to do unconscionable harm. I hope to simply raise the net so that the threads 
and the spaces they define are slightly more visible and available for ongoing con-
versations about responsible caring.

 Ethics and Mindfulness

To explore the ethics of responsible caring, I am drawing from both my own pro-
cess of growing as a teacher and trainer in the field of MBIs and the challenges of 
developing our mindfulness program (Mindfulness-Based Symptom Management; 
MBSM). As an eternal teacher-in-training in various mindfulness interventions, 
ethical issues related to competency, skillfulness, and my understanding of the 
therapeutic relationship are crucially important. Developing a mindfulness pro-
gram curriculum that held its Buddhist roots with transparency while honoring the 
need for a secular translation presented a specific challenge. Issues we needed to 
address included informed consent, evidence-based practice and practice-based 
evidence, and respect for the diverse religious and spiritual affiliations of partici-
pants were central to program delivery. And finally, as a Buddhist who has taken up 
a vow to act in ways that prevent social and individual violence, the call to provide 
mindfulness teachings to organizations whose functional intention is antithetical to 
the principles of not doing harm required a deep examination of how mindfulness 
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practices might be misused or misappropriated. (This topic is explored further in 
the next section.)

Let me begin with an overview of the issues of mindfulness and ethics as they are 
informed by Buddhist and psychological models.

 Concepts of Mindfulness and Ethics

Mindfulness and ethics are interdependent in that neither can exist in any form with-
out the other. In the Buddhist concept of dependent arising, neither has a separate 
identity or existence. The activities or practices of mindfulness cultivate concentra-
tion and insight; the intention of practice is clarity, both of perception and of choices 
in thoughts, words, and deeds. And it is in the interstitial space between perception 
and choice that the complex issues of ethics, values, and virtues arise.

Using a weaving metaphor, Crane et al. (2016) describe MBSR and MBCT (first- 
generation mindfulness programs) as the warp of the fabric of mindfulness pro-
grams while the weft reflects the individualization of the curriculum and context of 
the program. While the metaphor is compelling, it places MBSR and MBCT in a 
privileged position and limits the different threads that also can form the warp of the 
fabric. It is possible, as the second-generation programs push at the edge of those 
limits, that the warp is something other than, deeper than the philosophies or per-
spectives of first-generation programs.

The overarching theme in the chapters of this section arises from theories and 
concepts of responsible caring thereby introducing warp threads with an ethical tex-
ture. Each chapter represents the application of mindfulness in a lay, secular context 
with a specific intention of addressing twenty-first century individual and collective 
ills, find their ground. Bruno Cayoun, describing and supporting  mindfulness-integrated 
cognitive behavioral therapy (MiCBT), offers a careful and syncretic approach to 
treating psychological distress. Patricia Jennings and Anthony DeMauro ground the 
CARE program in the ethic of responsible care. Frank Musten and I detail the devel-
opment and application of mindfulness-based symptom management (MBSM) as 
the convergence of Thich Nhat Hanh’s teaching of ethics and the ethics of care in the 
work of Carol Gilligan and Joan Tronto (Gilligan, 1993, 2011, 2014; Tronto, 1993). 
Pittman McGehee, Christopher Germer, and Kristin Neff explore the necessity of 
self-compassion in the cultivation of core values and the virtues of loving-kindness, 
compassion, equanimity, and joy support those values.

James Kirby and colleagues and David Addiss extend the concept of responsible 
caring to the ultimate intention of cultivating mindfulness. If, from the Buddhist 
perspective, the arc of mindfulness practice is a moral one, then its landing zone is 
in the field of compassion. In fact, it is hard to imagine compassion as anything less 
than the highest ethic, the cause for which we all devote our time and energy, inde-
pendent of our disagreement over the number of ethical angels dancing on the medi-
tation cushion.

6 The Moral Arc of Mindfulness: Cultivating Concentration, Wisdom...
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The programs presented in this section are carefully designed to uphold the 
inseparability of mindfulness and ethics, and stand up well against the criticisms of 
secular mindfulness as bereft of ethics as contained in the Buddhist teachings of 
mindfulness. At the same time, I have found it important to challenge the prevailing 
view that any perceived absence of specifically Buddhist ethics is the same as a total 
absence of ethics. Western psychology offers two very prominent models and lines 
of inquiry into moral development and cultivation of virtues. Ruth Baer’s chapter in 
this book addresses the latter and therefore the topic will not be included here; how-
ever, the field of moral development does play a significant role in helping us under-
stand the human capacity to care and be compassionate as well as the failure to do 
so. Further, Narvaez’s work on neurobiology and human morality (Narvaez, 2014; 
Rest & Narvaez, 1994; Rest, Narvaez, Bebeau, & Thoma, 1999) and Bandura’s 
work on moral disengagement (Bandura, 2016) serve the field of mindfulness well 
in extending our understanding of the complexities of cultivating moral judgment 
and action. In psychotherapy itself, ethics are a central issue in its training and prac-
tice. The complexity of ethics, values, and virtues is addressed by Tjeltveit (1999), 
Pope and Vasquez (2016), Pettifor, Sinclair, and Gauthier (2011), and the various 
professional association guidelines for psychologists, physicians, psychotherapists, 
and counsellors. Thus, not only are mindfulness and ethics inseparable, ethics and 
any psychologically focused intervention—be it a general program or treatment—
are equally inseparable.

The question, however, remains: what are we pointing to when we speak of eth-
ics and mindfulness? In this regard, McCown’s body of work (McCown, 2013, 
2014, 2016; McCown, Reibel, & Micozzi, 2010) is central to the exploration of 
ethics and mindfulness as a relational construct. Recent commentaries to Monteiro, 
Musten, and Compson (2015) are rich in their examination of the issue of implicit 
and explicit ethics in mindfulness with the most striking comment being that the 
subtle influences of a Judeo-Christian cultural frame must be included in any exege-
sis of the topic (Amaro, 2015). In effect, Amaro is pointing to the relational frame 
of culture and our often-unexamined presumption of its privilege. Still I believe the 
topic remains confounded both by language and a view of the topic as monolithic. 
In my growing understanding, there are two aspects to this topic and it may serve 
the discussion well to differentiate between them: ethics of mindfulness and ethics 
in mindfulness.

Where the first section of this book, led by Compson, Gunther-Brown, and 
Baer’s chapters, has touched on the ethics of mindfulness, this second section (and 
the subsequent one) offers the ways in which ethics can be and are contained in 
mindfulness. The former, ethics of mindfulness, may be seen to examine the vir-
tues and pitfalls of translating a spiritual practice into a secular frame; it can also 
include examinations of the appropriateness and intentions of training certain popu-
lations (military, corporate moguls, etc.). The latter, ethics in mindfulness, opens 
the discussion to the thoughtful development of mindfulness programs such that 
they hold the integrity of mindfulness: the cultivation of concentration, wisdom, 
and compassion.
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It may be necessary then to look at the Buddhist and Western conceptualizations 
of ethics and mindfulness not as two colliding cultures, but as a convergence of 
thoughts and philosophies that had their origins two and a half centuries ago. A 
common theme in both conceptualizations is the concept of mindfulness as a moral 
arc, and I explore the implications of that view with an eye on its relevance to pro-
gram development and training of those who aspire to teach these programs.

 The Moral Arc in Buddhist Practice

Buddhist ethics are a practice of developing the Noble Person, one who is aware of 
both the truth of suffering and its corollaries of impermanence, fluid self, and inher-
ent unsatisfactoriness (Harvey, 2000, 2013). The core teachings of Buddhism are 
that life is challenging because of our reactivity to the inevitable pain of being 
human by becoming resistant, clinging, or confused about the direct experience 
itself. The solution, the Buddha taught, is to become aware and awake to the myriad 
ways we avoid reality and to engage in a rigorous practice of clarifying and concen-
trating the mind. It begins with ethics, which is cultivated from an aspiration to be 
virtuous in thought, word, and action and from that base to cultivate wisdom and 
compassion in how we live our lives (Gombrich, 2009/2013).

Harvey (2000) describes the process of cultivating ethics in the Buddhist Path as 
a series of stages which begin with the cultivation of virtues. He goes further to sug-
gest that this cultivation occurs through influence and inspiration by “good exam-
ples” and the motivation arises from a “preliminary wisdom.” Following from this 
establishment of a virtuous base, the cultivation of concentration through medita-
tion can lead to clarity and wisdom. Gombrich (2009/2013) points out that the 
strength of the Buddha’s teachings lay in turning brahminical or caste-bound prac-
tices of his time into ethical commitments thereby transforming ritual as external-
ized doing (offering sacrifices) into an act of purifying one’s mental state. In other 
words, by placing intention and moral action in the same frame and in the hands of 
the practitioner, the teachings emphasize individual autonomy and responsibility for 
one’s own experiential process.

At the same time, ethics in the Buddhist framework are not solely about personal 
improvement or personal salvation. The ultimate trajectory of practice is the cultiva-
tion of compassion, and we might say that in Buddhism compassion is the highest 
ethic. Compassion is one of four interconnected noble states of being called the 
brahmaviharas or a way of love; the others are loving-kindness, resonant joy, and 
equanimity (Monteiro & Musten, 2013). As we clarify our mental states and develop 
a discerning wisdom in our thoughts, words, and actions, these states become a 
natural inclination of mind. They interact with each other, supporting and amplify-
ing our capacity to be kind-hearted, understand and appreciate the joy of others, be 
matter-of-fact with the vagaries of life, and to fully know the suffering that others 
feel and to wish better for them.
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However, the ability to engage with the world through the lens of this state of 
being requires steadiness in the face distress (ours and that of others), clarity of 
knowing what is required in our relationship to our own experience and that of oth-
ers, and the willingness to act in a way that minimizes harm. In other words, the 
foundation of love is mindfulness, and the practice of mindfulness is the intention 
to love. Holding this map of practice in mind, let us now look at the ways Western 
psychology has addressed the issue of ethics and the development of a virtuous 
person.

 The Moral Arc in Western Psychological Practice

Western psychology is no stranger to the topics of moral development and applied 
ethics. Baer (2015) cogently outlines the ways in which psychological models and 
research can contribute and have contributed to the cultivation of virtues and values 
in secular mindfulness. One of those models began with the work of Lawrence 
Kohlberg on moral development (Kohlberg, 1976; Rest & Narvaez, 1994) and 
placed the understanding of moral actions in the individual’s determination of right 
and wrong rather than a process of forced socialization to cultural norms. This latter 
view had been a means of promoting a sense of positive adjustment by diminishing 
any incongruence between personal moral reasoning and one imposed by cultural 
norms.

Rest and Narvaez (1994) argue that the field of moral development does not pres-
ent a uniform set of concepts and the research was confounded by approaches based 
on a large range of psychological—and often competing—theories. They propose a 
Four Component Model comprising moral sensitivity, moral judgment, moral moti-
vation, and moral character, which offers a broader process-oriented framework. 
The model also addresses the issue of moral failure, that is when moral action could/
should, but fails to occur. This closely parallels Buddhist practices that include 
unskillful actions to be “put down” and skillful ones to be taken up (Aitken, 1984). 
The model is not cast as a logical progression; however, it seems intuitive that moral 
sensitivity is required as a foundation, an awareness of how our actions affect oth-
ers. Moral judgment plays a role in determining a course of action; however, it 
presumes a clarity of vision with respect to the relational aspects of any situation. 
That is, a simplistic determination of right or wrong may be as harmful as not mak-
ing a decision. Moral motivation brings to light the clarity and intentionality required 
in moral decision-making; understanding the impact of competing values and their 
sequelae plays a role in knowing the higher-level ethic required in each situation as 
well as making the choice that is best practice for the situation. Moral character is 
defined as the strength or fortitude to make difficult moral decisions and is likely the 
source of moral failure even if the previous three components are present and 
developed.

The Four Component Model offers two subtle perspectives relevant to mindful-
ness practice. First, there is an implicit principle of cultivating the capacity of the 
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individual through awareness of moments of moral failure that can then be used as 
opportunity for maturity; that is, the capacity to see and experience an incongruence 
between the action required and the action taken can lead to wisdom in future expe-
riences. I choose the term “incongruence” deliberately because when we become 
aware of how we have behaved and the way it is inconsistent with our intentions and 
therefore our values, we tend to refer to those instances as somehow being “not me.” 
Incongruence also infers a pre-existing condition of intention or a ground of values 
from which we operate. In this latter sense, it parallels the Buddhist idea of intention 
in action.

The groundswell of mindfulness programs and practices reflects, through psy-
chological diagnostic terminology, the results of a lack of awareness or disconnect 
between ideal and actual, “should have” and “did,” “should be,” and “is.” Research 
into burnout (M.P.  Leiter, Frank, & Matheson, 2009; M.P.  Leiter, Jackson, & 
Shaughnessy, 2009; Maslach & Leiter, 1997) and its causes suggests burnout results 
in part from an incongruence between trying to adhere to stated organizational val-
ues and the actual lived or expected behaviors. For example, an organization may 
have stated values to provide quality and compassionate health care for all persons, 
but fiscal demands and personnel shortfalls may result in operating principles that 
do not reflect the stated values. The pressure to provide health care under such cir-
cumstances can result in the factors of burnout, including helplessness to take ethi-
cal stands against an employer. The cultivation of mindfulness as a practice of 
awareness and clarity might foster better decision-making and relationship-building 
in such circumstances.

In their chapter, Jennings and DeMauro address the ways mindfulness training 
assists teachers in meeting the demands of a stressful workplace, their commitment 
to their students, and their need to attend to personal well-being. The prosocial 
classroom theoretical model Jennings and DeMauro propose addresses the social 
and emotional competencies that play a significant role in self-care and eventual 
well-being. The feedback received from the teachers who participated in the CARE 
training suggests a shift in important aspects of the teacher–student relationships 
towards greater empathy and compassion.

The second perspective offered by the Four Component Model is the vision of 
moral development as a moral arc of practice rather than a process of dealing with 
complex decision-making through algorithms or rule-bound actions. As with 
Buddhist practices of mindfulness, the model begins with the cultivation of an 
aspiration to learn from and cultivate relationships that serve self and others well. 
The practice of developing awareness gives rise to sensitivity to the impact of our 
actions on ourselves, others, and the world around us. In the context of mindful-
ness programs, participants come with a range of awareness of their own suffer-
ing and it would not be an exaggeration to say much time in practice is spent 
resisting the reality that suffering is present. The arc of practice then is one of 
developing clarity and steadiness in the face of suffering and learning how to be 
patient with the inconsistencies and incongruences of thought, word, and action 
we all experience.
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The post-Kohlbergian direction was towards an elucidation of ethics of care by 
Carol Gilligan (1993, 2011, 2014) and her colleagues (Fisher & Tronto, 1990; 
Gilligan & Attanucci, 1988; Tronto, 1993; van Nistelrooij, Schaafsma, & Tronto, 
2014). As we (Monteiro and Musten) explore in our chapter and McGehee and his 
colleagues proposed in their chapter on Mindful Self-Compassion, the concept of 
care for self and others is a moral stance incorporating the elements of responsibility 
in the context of relationships. These relationships are viewed not only as interper-
sonal ones, but also our internal relationship with our ideals. By inviting an explicit 
exploration of the ethics of (self) care and caring through the Five Skillful Habits, a 
core practice in the MBSM curriculum, the intent is to open awareness to the incon-
gruence between ideal values and actual or lived ones.

This approach to the cultivation and clarification of personal ethics is consistent 
with Buddhist practices that promote not just the renunciation of what leads to 
harm, but also the cultivation of what results in good (Aitken, 1984). Thich Nhat 
Hanh’s formulation of the Five and Fourteen Mindfulness Trainings (Hanh, 2005, 
2007) opens with the words, “Aware of the suffering caused by” and establishes 
both an acknowledgment of the impact of our actions and a commitment to trans-
forming those that are unskillful or cause harm. This attitude of what to put down 
and what to take up becomes relevant in the following discussion of the domains of 
secular mindfulness in which ethics play a significant role.

In his chapter, Bruno Cayoun describes the development of MiCBT as a “theo-
retically congruent and technically complementary” convergence of cognitive 
behavioral therapy and Buddhist teachings (see also Cayoun, 2011). The arc of 
MiCBT is the cultivation of compassion which Cayoun views as central to healing 
and preventing relapse. Creatively, to integrate a conscious intentionality to cultivate 
ethics in their practice, he invites participants in MiCBT to take up “five ethical 
challenges” each week. He also points out that intentional harmful actions are likely 
attempts to reduce unpleasant sensations and increase pleasant ones. And, consistent 
with the issue of becoming aware of incongruence in our actions, he points out that 
without becoming aware of the potential ethical “breaches” in our actions, the prac-
tice of mindfulness may not be able to foster a generalizability of ethical actions.

 Three Domains of Secular Mindfulness

In mindfulness-based programs (MBPs), the issue of ethics emerges in three 
domains:

• The training we receive and offer to effectively use mindfulness approaches.
• The sensitivity with which we translate what are Buddhist (or the very least 

Buddhist-informed) concepts and implement these practices with populations 
that may not be comfortable or resonate with them.

• Our awareness of the impact of mindfulness practices on individuals and groups 
who may misappropriate their use.
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In writing about ethics in mindfulness, I’ve organized these domains as training 
the teacher of mindfulness, developing the teachings (or content) of mindfulness 
programs to reflect and honor their origins, and sensitivity to those who are taught 
mindfulness (Monteiro et al., 2015).

 Training the Teacher

The subtext to the three chapters in this section is the training of qualified teachers 
so that these programs can be delivered with consistency and program integrity. 
Although training as a mindfulness practitioner/teacher is available globally, and 
the programs that offer training have strict criteria, these tend to focus on attaining 
deliverable skills and are measured by competencies in various domains (Crane, 
Kuyken, Hastings, Rothwell, & Williams, 2010; Evans et al., 2014). What is not 
given opportunity in the high demand for qualified teachers is necessary time for the 
cultivation of the individual so that the ethical frame is eventually embodied.

One argument made for the exclusion of explicit ethics in mindfulness programs 
is that teachers of mindfulness have their professional ethical codes that protect 
participants (Kabat-Zinn, 2003, 2011; Williams & Kabat-Zinn, 2013). This argu-
ment ignores the reality that mindfulness programs are not always conducted by 
regulated health care professionals and, while we do not dismiss the commitment of 
nonregulated professionals to safeguard their clients, there is a higher ethic of pro-
viding protection and allowing for recourse and redress in cases of harm, especially 
when dealing with vulnerable populations. Given the incidence of mental health 
issues in a general population (in Canada, 20% of the population at any time is at 
risk for experiencing a mental health challenge), the probability of a significant 
percentage of participants having mental health challenges in any program is high. 
Thus, appealing to professional ethical codes is necessary, but it is an insufficient 
factor in ensuring the safe and effective delivery of mindfulness programs.

Even with a professional Code of Conduct to support us (CPA, 2015), it is not a 
simple solution to safeguard our participants. As health care practitioners we hold in 
delicate balance our respect for individual differences, the potential of our subtle 
influences, our own ethical convictions, and are called upon to reflect on and make 
ethical decisions that are putatively objective (Monteiro, 2016). This clarity of self 
requires the cultivation of our capacity for self-awareness, emotional regulation, 
and compassion. They are directly connected to Principle II: Responsible Caring 
(CPA, 2015) and its corollaries of competence and self-knowledge in ways not lim-
ited to knowing the evidence-based research. However, the “rub” of training lies in 
the length of time it takes to become a skilled mindfulness teacher or therapist. And 
the challenge for me was not to become so reliant on the practices as strategies and 
techniques at the cost of cultivating an embodiment of what those practices intend—
the cultivation of the whole person. Key developmental questions here include the 
way in which we may allow such practices to shape our personal worldview and 
how to trust the trajectory of our training so that we can proceed with confidence.
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The common factor in all mindfulness programs is the emphasis on the inherent 
wisdom of the participant and the therapist as the co-facilitator of the process of 
healing. McCown (2013) describes this as a co-created fluid interaction that is pri-
marily relational. In this regard, the paradigm shift of mindfulness approaches is 
from a hierarchical relationship to one that is interactive, from one of the therapist 
as the subject-matter expert to being a co-explorer of a complex landscape. However, 
as he points out, in establishing its bona fides as an evidence-based treatment, the 
philosophy of mindfulness paradoxically has highlighted the individual, inner expe-
rience without a corresponding emphasis on the cultivation of the co-facilitator, the 
therapist.

Supporting the need for the cultivation of the facilitator/therapist, there is evi-
dence that therapists who have engaged in mindfulness training experience shifts in 
their capacity to be present and hold the relational space. In a qualitative study, (Lee, 
Paré, & Monteiro, in press) investigated the impact of mindfulness on the way ther-
apists interacted with their patients. The subject therapists reported changes in their 
ability to be present in session, to honor the client’s position, and to listen actively. 
Aggs and Bambling (2010) reported increased well-being in therapists (from a wide 
range of health care sectors) after an 8-week mindfulness training course and greater 
attitude of equanimity within the work of therapy.

In the context of the Principle II: Integrity of the Relationship & Section III.10 
(CPA, 2015), mindfulness offers the therapist an opportunity to cultivate a way of 
being with self and other that is aware, connected, and respectful. By developing an 
approach that is curious and compassionately investigative, the process of evaluat-
ing “how their personal experiences, attitudes, values, social context, individual dif-
ferences, stresses, and specific training influence their activities and thinking” (CPA, 
2015) becomes less threatening and more likely to aid in the development of a skill-
ful psychologist.

While attention and open awareness are important aspects of practicing mindful-
ness, compassion is the core intent of the path of mindfulness and can be considered 
the highest ethic of practice. Self-compassion, in turn and as McGehee and col-
leagues note in their chapter, is noted to be an initiator in the cultivation of compas-
sion for others (Neff, 2011; Solhaug, Eriksen, & de Vibe, 2016). Patsiopoulos and 
Buchanan (2011) report that training in self-compassion enhanced self-care, reduced 
job-related stress, and increased effectiveness with clients. Participants also reported 
compassion as an emergent quality of practicing self-compassion. The authors sug-
gest that inclusion of self-compassion as part of therapist training could be impor-
tant in preventing therapists’ burnout and healing relationships in the workplace. 
This is important in the light of research that suggests a core feature of burnout is 
cynicism towards the populations being served (Leiter, 2008; Maslach & Jackson, 
1984; Maslach & Leiter, 2008). While Mol, Kompanje, Benoit, Bakker, and Nijkamp 
(2015) suggest burnout factors can negatively impact the quality of patient care and, 
through job attrition, an eventual loss of skilled professionals, Fernando, Skinner, 
and Consedine (2017) demonstrated that a brief mindfulness intervention impacted 
tendencies to help or like patients among medical student, but this was also moder-
ated by levels of self-compassion.
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Training the Mindful, Compassionate Psychologist-Ethicist It is evident that 
our ability to hold the ethical space in our professional role relies on clarity of 
mind and compassion for self and others. However, mindfulness and compassion 
training, while considered valuable in the cultivation of a therapist, invite mixed 
opinions of when to introduce these practices. Segal (quoted in Boyce, 2016) 
stated that introducing mindfulness practices in postgraduate training as clinical 
skills invites a reliance on mindfulness as a tool rather than an enhancement of a 
matured, insightful therapeutic practice. The research indicates differently for 
both well-being and therapist’s skills. Danilewitz, Bradwein, and Koszycki 
(2016) reported positive impact of a mindfulness program on medical students 
with respect to their well- being and clinical effectiveness. Halland et al. (2015), 
in a study of mindfulness for psychology students, reported increases in prob-
lem-focused coping with those scoring higher on emotional reactivity benefiting 
from reduced avoidance-focused coping by seeking social support. Felton, 
Coates, and Christopher (2013) noted increases in self-compassion and confi-
dence in preventing burnout in the future among master’s-level health care coun-
selling students. The students also indicated there was reduced emotional 
reactivity and increased empathy for their clients. Thus, despite the concerns 
expressed by Segal (in Boyce, 2016), training in mindfulness and self-compas-
sion appears to have a positive impact in the cultivation of therapists-in-training 
with a suggestion of confidence in dealing with future challenges of being a 
health care professional.

Cultivating mindfulness and compassion are important for both the mindfulness 
teacher-in-training as well as the seasoned practitioner. In their chapter, Kirby, 
Steindl, and Doty connect the cultivation of compassion to the motivation to help 
others, a manifestation of an ethical stance to suffering. They also suggest that this 
motivation has evolved from the mammalian caring motivational system and 
through the vagal system allows for prosocial behaviors. In turn, both prosocial 
affiliation and the ability to connect with the suffering of others can lead to a glob-
ally compassionate approach. In his chapter, Addiss takes the necessity for cultivat-
ing compassion and its impact on ethical discernment onto the global stage. Global 
health, he proposes, needs mindfulness, but the process is complex and requires 
deep sensitivities to language, culture, economies, power differentials, and an 
awareness of our biases. He states flatly that “good intentions are not enough,” but 
rather a place to start. In fact, by tying together compassion and justice, Addiss 
brings us full circle into the ethic of care: the work of Gilligan and her colleagues 
that informed and inspired the chapters in this section.

How the ethic of care has been explored here is key for developing mindfulness 
in health care professionals who connect with vulnerable populations. The cultiva-
tion of emotion regulation, changes in perspective of the self, and compassion 
(Hölzel et al., 2011; Monteiro, 2015) are thus not only primary areas relevant to 
mindfulness and training programs, but are also crucial in fostering our capacity to 
care well for those who seek our skills.
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 Developing the Teachings

Mindfulness and ethics are inseparable. Each supports the other through the cultiva-
tion of intention, attention, and awareness of the quality of mind we bring to our 
experience (Shapiro & Schwartz, 2000). However, whether ethics should be part of 
a mindfulness curriculum is a tinderbox discussion with lines drawn between 
Buddhist traditionalists and secular modernists. There are arguments that insist it is 
implicit in the deportment of the teacher and that making it explicit inappropriately 
imposes values (Kabat-Zinn, 2011), and other perspectives that insist explicit ethics 
is honest and respectful of the origins and purpose of mindfulness (Amaro, 2015; 
see also Gunther Brown in this book). I have struggled with this aspect ethics and 
mindfulness more than any other aspect of program development. I know that we 
cannot rely solely on vicarious learning (deriving values from those we observe) 
and I am aware that therapeutic relationships are not “values-neutral” (Monteiro, 
2016). These two issues were central in the choices we made to include value-driven 
goals in developing an ethics-based mindfulness program (Monteiro, Nuttall, & 
Musten, 2010). I am also deeply aware that informed consent means being fully 
transparent about the origins and purpose of mindfulness. However, the complexity 
of holding all these frames is daunting and sometimes introduced unintended con-
sequences in their implementation. For example, potential participants tended to 
become frustrated and even anxious with our initial information sessions where we 
strove overly much to be clear about the origins of the program and the need for 
“fully informed consent.”

Nevertheless, those moments of embarrassment and discomfort gave rise to 
important questions and opportunity for discernment. Because mindfulness is a 
relational process, it requires cultivating an “ethical space” (McCown, 2013). So, 
these are the critical questions I ask: How do we include ethics in a way that is 
transparent because wise discernment of our choices is the intent of mindfulness? 
How can we offer values-motivated goals as practices yet remain respectful of cul-
tural and individual diversity? How do we develop awareness of the subtle influ-
ences of our values, be they Judeo-Christian, Buddhist, or secular? Jane Compson 
addresses some of these issues in her chapter in the context of the issues raised in 
the previous section.

These questions are challenging not only because they impose a cognitive load 
on an already complex process of explaining mindfulness to potential participants, 
but because they do not lend themselves to definitive answers. And perhaps, as I am 
slowly beginning to suspect, we also are not asking better questions. When we 
frame the question as something to be done, something to be included or excluded 
in a manualized format, I believe we are missing the deeper issue of the relationality 
of a mindfulness program. To extend McCown’s terms (McCown, 2014, 2016), we 
are trying to fill the space with things we need to be doing rather than simply wait-
ing for the potentiality of a relationship to emerge.

McCown and colleagues (2010, 2013) have defined and illustrated a complex 
and elegant model of the way in which mindfulness becomes the container, an 
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 ethical space, from which growth arises, including the growth of any curriculum we 
purport to be teaching from. It resonates with verse 11 of the Tao Te Ching (Red 
Pine, 2009): 

Thirty spokes converge on a hub
but it’s the emptiness
that makes a wheel work.
pots are fashioned from clay
but it’s the hollow
that makes a pot work
windows and doors are carved for a house
but it’s the spaces
that make a house work
existence makes a thing useful
but nonexistence makes it work.
Nevertheless, it is important to hold both the ephemeral process of letting the 

program teach itself and having a map of the landscape in which the practices can 
mature in some logical progression to the benefit of the participants (which includes 
the teacher). What threads these two seemingly contradictory factors together is in 
the interaction between teacher and participant, the Inquiry.

Inquiry as Love As with all relationships, the seeds of connection blossom through 
attention. In a mindfulness program, the inquiry is the direct meeting of two indi-
viduals in a way that transcends their roles as teacher/therapist and participant/cli-
ent. There are very few explorations of this aspect of a mindfulness program and it 
is a challenge to train as a skill. The primary injunction—if one can have injunctions 
in an ephemeral process—is that the inquiry process is not an opportunity to give 
advice, ask leading questions, assert expertise, or otherwise engage in a desire for a 
specific outcome. We come close to its intention if we can view inquiry as a process 
of nourishing a fragile and tentative step into a deep realization that may be either 
painful or joyous or both. Leitch (personal communication) describes it as being a 
half-step behind the participant and being motivated by curiosity as their journey 
unfolds.

Crane (2009) describes the inquiry process as a set of concentric circles that the 
dialogue moves among. It begins with the exploration of the experiential awareness 
of the direct experience, proceeds to a recognition of the relational aspect of the 
experience to personal patterns and tendencies, and lastly moves to the outward- 
most circle of how this learning informs a new way of meeting the experience. 
Crane (2015) writes that its aim is:

to reveal and bring into conscious awareness automated and unrecognized habits and pat-
terns of thinking and feeling and to make known some of the properties of thoughts and 
feelings. The manner of attending to the experience, the teacher, and the relational process 
are all thus aiming to offer an embodiment of the attitudinal qualities of mindfulness. 
(p. 1105)

The interchange is designed and practiced as an exploratory, open-ended dialogue 
grounded in the moment (and often requiring a reminder to return to this moment). 
It requires the teacher be fully present, embodying that presence with no agenda to 
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direct or shape the exchange. In that stance, the teacher models equanimity as a full 
and fearless willingness to be present to whatever is arising. In the MBSM program, 
we approach inquiry through the same framework as the overall program with 
Shapiro and Schwartz’s (2000) model of mindfulness as intention-attention-attitude 
(stance) guiding the interconnected circles of dialogue.

The inquiry takes place between two people, one who has offered a narrative and 
the other who offers their presence in the unfolding of the narrative. The purpose of 
the inquiry is to clarify what is being reflected, to explore obstructions that keep the 
narrative from being heard in its totality (going into past or future, distraction, ask-
ing for advice, etc.). The overarching intention of the inquiry is to allow the teacher 
and participant to meet in the time and space of the direct experience.

Often the participant offers a narrative that is tangled with past and future. The 
initial question posed in the present is the trigger for various stances that can be 
judgments of the participant’s performance in the present, anxieties about their 
future, or avoidance of the arising internal emotional states. The inquiry is an effort 
to embody the three elements of mindfulness: Intention, Attention, and Attitude/
Stance, and we begin by bringing attention to the immediate experience, exploring 
the stance, and finally cultivating an intention to observe more closely. Even though 
the structure seems formulaic, the frame of IAA is held lightly and the dialogue is 
often a dynamic movement among the three factors. Overlaid on this is the teacher’s 
own attention to themes of pushing away, holding onto, or being confused about 
aspects of the experience. This awareness is not offered to the participant as received 
wisdom; rather it serves to shape invitational questions about the immediate experi-
ence. Table 6.1 illustrates the inquiry process in a dialogue between teacher and 
participant.

One could hypothesize that the inquiry has healing or reparative qualities because 
it is a nonjudgmental and unconditional acceptance of the participant’s experience. 
In the teacher’s willingness to be fully present to distressing emotions or uncer-
tainty, the inquiry process is a co-creation of the four mental states of loving- 
kindness, equanimity, appreciative or resonant joy, and compassion. As such, it can 
also be an opportunity for the participant to turn towards their own suffering with 
the same mental qualities. And finally, if we view resistance, clinging, and confu-
sion as harmful and contributing to unskillful choices, their reduction can be an 
opportunity to cultivate antidotes of wisdom, generosity, and acceptance/clarity as 
virtues that result in better outcomes.

 Who Is Taught

At one level this domain is related to ethics in mindfulness by posing the question, 
“How does the curriculum need to meet the needs, especially ethically, of the popu-
lation being taught?” At another it is more deeply a question of the ethics of mind-
fulness where the question is “Should we teach mindfulness to populations that can 
misappropriate the skills?” Perhaps the most contentious issue in the debate of 
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Table 6.1 Inquiry dialogue incorporating intention, attention, and attitude or stance to experience

Note: While in theory intention-attention-attitude (stance) can seem a logical progression, in 
practice we explore it as an iterative, organic process. In this example, the dialogue is entered at 
the attentional level.
ATTENTION: This level of inquiry is intended to open the speaker to the sense dimensions of 
the experience.
Inquiry after the practice: What did you notice?
Speaker: I couldn’t do it. It was hard to stay focused.
Inquiry: What else did you notice?
Speaker: I was everywhere, all over the place. It hurt.
Inquiry: So, as you’re describing this, I’m noticing some judgment of yourself, your 
performance. You also said it hurt. What sensations did you notice that told you it was hurting?
Speaker: My knees hurt. I must not be doing it right.
Inquiry: Your knees hurt. Is there a sensation that describes the hurt? (Narrowing the focus to 
the sensations and letting the judgment go.)
Speaker: Pain. It throbbed, ached.
Inquiry: And then what happened?
Speaker: I moved it and it got less painful. But I didn’t know if that was the right thing to do.
Inquiry: So you noticed it was painful, ached. Then you moved into it and made a change 
which changed the sensations.
(Tying together attention and sensations; awareness of impermanence of sensations.)

ATTITUDE/STANCE: The second level of inquiry is intended to explore the speaker’s stance 
(aversion, clinging, confusion) to the experience.
Inquiry: If I can go back to the sensation of pain you felt, how did you meet that? What was 
your attitude to it?
Speaker: I was angry that it was happening. I got irritated that the session was going on for so long.
Inquiry: You were pushing back against the length of the session. What else did you notice?
Speaker: I just kept getting angry. It wouldn’t stop.
Inquiry: What sensations signaled for you that it was anger?
Speaker: Tight, tense, feeling in my gut.
Inquiry: And what was your stance to the anger? How did you meet that?
Speaker: I don’t know. I didn’t like it. It was all frustrating.
Inquiry: And as you’re speaking about it now, what are you noticing?
Speaker: I’m tense, tight. Frustrated because I sound stupid.
Inquiry: And right now, how are you meeting that tension, tightness?
Speaker: I don’t like it.
Inquiry: So there’s a lot of pushing back going on. In the past and in this moment.
(There can also be clinging to a past experience—a good meditation/body scan for example. Or there 
can be confusion about an experience—this is where the need to know arises, the “why” questions. 
This particular example touches on the identification with the experience—i.e., a sense of fixed self.)

INTENTION: The third level of inquiry explores one possible way of creating intention in the 
practice.
Inquiry: Would it be ok if we take a moment and bring attention to that tension, wherever it is 
in your body (might even localize it before)? (Speaker agrees to try) Let’s breathe into it as you 
did with the body scan. Create the intention in your mind to pay a gentle attention to it right 
here, now. Only being curious about it. (Invites the whole class to engage in this.)
(After about a minute): What are you noticing now?
Speaker: It’s less.
Inquiry: Can you say more about what you’re noticing that tells you it’s less?
Speaker: It’s not as tense, there’s a relaxation in my gut, it feels better.
Inquiry: So, when we bring our attention to the discomfort, approach it rather than push it 
away, something changes. In this case, it became less. In other cases, it may change in a 
different way. In all cases, we’re practicing a different stance to the experience. (Letting go of 
assumptions of how the experience should be.)
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mindfulness between Buddhists traditionalists and secular practitioners arises when 
mindfulness is taught in organizations that do not uphold the absolute interpreta-
tions of “do no harm.” These would include military, police, and businesses viewed 
as oppressing vulnerable populations (see chapters in the next section). In a subtle 
way, traditionalists (Buddhist or otherwise who view secular mindfulness as bereft 
of ethical content) might also include anyone who wants to learn mindfulness for 
“symptom relief.” The assumption is that any approach whose goal is symptomatic 
relief would only provide superficial and short-sighted skills, and this would be both 
at the cost of a deeper transformation and the potential of misusing the skills. I have 
watched this hardline stance soften recently as both sides attempt to see that “symp-
tom relief” is a necessary beginning to deeper transformation, especially in cases of 
police and military members with PTSD. Of course, as a health care professional, 
my professional ethics also caution against being the one who dictates where, how, 
and how far our clients wish to go in their journey with us. As noted in Compson and 
Monteiro (2015), mindfulness training is akin to physical training for health; some 
may use the training to maintain good health while others may use it to run mara-
thons. Mindfulness training offers opportunities; given the opportunity, the decision 
of which direction to travel with it is individual.

Nevertheless, as someone who works with police and military organizations and 
teaches these populations, I find myself on the knife’s edge of ensuring the intention 
of the organization to teach their members mindfulness remains congruent with the 
intention of their employees to cultivate wise discernment and that they have the 
freedom to do so. Yet, how can this balance be held and can we ever know the final 
application of our work? The chapters in this section and subsequent sections 
describe programs that can be and are applied to a range of presentations. Frank 
Musten, in his chapter leading the next section, addresses the complex issues 
embedded in the decision to offer mindfulness to certain populations that are per-
ceived to be problematic in how the training may be used.

In the following chapters, CARE (Jennings and DeMauro), MiCBT (Cayoun), 
and MBSM (Monteiro and Musten) are employed with populations presenting with 
psychological distress. MBSM has been developed not only for stress and pain man-
agement, but is also offered to military, police, paramedics, and civilian members of 
these organizations who have been diagnosed with PTSD and Operational Stress 
Injuries (OSI), which includes moral injuries. It is also a contributor to a program 
on building resiliency for active duty soldiers in the Canadian Armed Forces. The 
dark reality of our current economic and cultural climes is that these programs are 
also a means of maintaining and returning participants to the very nature of work 
that can be or has been the source of their distress. The concerns raised by Buddhist 
practitioners (Purser, 2015; Purser & Loy, 2013; Titmuss, 2013) that mindfulness 
applied blindly or superficially as symptom relief can result in suppression of emo-
tions and oppression of the individual need to be acknowledged. However, there is 
also a need for contextual understanding that the degree of psychological distress 
first and foremost calls for us to address the existing suffering. Whether this results 
in the production of automatons who return to the frontlines to kill or maim with 
impunity remains to be demonstrated. In the absence of this latter evidence, it does 
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seem that the ethics of care requires us to address the suffering of the individual 
without judging them for a life decision they made.

And finally, the concerns that mindfulness can or might be weaponized by per-
sons with poorly developed ethics, especially if taught without the ground of ethics, 
are equally applicable to anyone participating in a program. Every group has the 
potential of hosting individuals with a range of personality styles and perspectives 
that allows for the misuse of mindfulness skills. While all the need for caution dis-
cussed earlier may be appropriate in how one constructs, models, and instructs 
mindfulness, there is something important missed in the discussion of ethics of 
mindfulness. That is, neither the participant nor teacher arrives tabula rasa; their 
ethics and values are already present in the room. In other words, in the debate about 
ethics of mindfulness, a far more complicated picture emerges when content, 
teacher, and client are taken as a threefold interaction of already existing values and 
ethics.

 Conclusion

The design and development of a mindfulness program is complicated and com-
plex. The effort put into a system of thought that holds its integrity of theory and 
concepts in application is considerable. In our own experience with the develop-
ment of MBSM, it took almost a decade of tinkering, training, and receiving teach-
ings from a wide range of warm, generous, brilliant teachers who challenged our 
assumptions and forced revisions when the practices did not reflect the intention of 
every component. It was and continues to be a humbling process.

Even more humbling is to see the commonalities among the chapters in this sec-
tion as we each drew from familiar and disparate grounds. Cognitive behavioral 
therapy, moral development and ethics of care, Buddhist psychology, and the com-
mon infrastructure of secular mindfulness design have come together to produce 
very different programs in this section and the next. The arc of our practice is a 
moral one with the intention to land in a field of compassion. And even if the pro-
grams seem differently designed, the intention is the same: to relieve the suffering 
of the world so that wisdom and compassion can benefit all beings in our circles of 
care. May the merits of our efforts benefit all beings.
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Chapter 7
The Purpose, Mechanisms, and Benefits 
of Cultivating Ethics in Mindfulness-
Integrated Cognitive Behavior Therapy

Bruno A. Cayoun

Asserting that an unethical life leads to and maintains suffering is not a statement 
that requires empirical evidence from the scientific literature. It is evident in daily 
life. We just need to reflect on our own life and that of those we love. No matter what 
values we uphold, we are unlikely to wish or enjoy being harmed in any way. The 
personal experience of being lied to or spoken to in a harmful way is not acceptable 
to anyone. Similarly, no one wishes to be robbed or killed. We implicitly shun per-
forming these actions, and doing this is not simply based on a sectarian or value- 
ridden set of rules. This also applies to inappropriate sexual conduct and intoxication. 
Moreover, harmful behavior such as stealing, killing, harmful speech, and sexual 
inappropriateness is more likely to be enacted under the influence of drugs or 
alcohol- induced intoxication. Those who engage in these actions are also suffering, 
as will be discussed later in this chapter. Accordingly, a patient who learns to refrain 
from such basic harmful actions is likely to benefit, along with those with whom 
they live. Clinicians know too well how failing to do so jeopardizes therapy out-
comes and promotes relapse. This chapter discusses the roles and benefits of ethics 
in Mindfulness-integrated Cognitive Behavior Therapy (MiCBT). Since the ratio-
nale for applying ethics in MiCBT originates from Buddhist psychology, a brief 
overview of the roles of ethics in Buddhism may be helpful. The original terminology 
in Pali language is italicized.
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 Ethics in Buddhism

Ethical values and guidelines existed in ancient civilizations, including that of 
Egypt, Greece, and India, well before Buddhism emerged just over 2500 years ago. 
In Buddhist psychology, ethics serve several purposes, all of which have at the same 
goal: to decrease suffering. As such, ethics for a wholesome life are not based on a 
dogmatic belief system—although many Buddhists prevent unethical behavior by 
fear of “bad karma” and perform “good actions” out of hope for a good rebirth. 
However, one of the appealing aspects of Buddhist education is its emphasis on eth-
ics as a means of protecting oneself and others from being harmed, because we are 
likely to feel safe in the presence of someone dedicated to doing no harm. Deliberate 
effort toward ethics is an act of compassion and insight, which we will discuss later 
in this chapter.

An important aspect of Buddhist education is that it explicitly prohibits evange-
listic behavior, such as teaching someone who does not ask for it, or trying to con-
vert someone to Buddhism. Accordingly, it would not be appropriate for a therapist 
aligned with Buddhist values to push their views and values, including ethics, on 
anyone. Nonetheless, ethics are at the forefront of the Buddhist psychological sys-
tem, as expounded in the Eightfold Path (Bodhi, 2000), where the path of wisdom 
begins with commitment to ethical behavior. Such commitment protects the student 
from harmful behavior and is a corequisite for psychological maturation. In fact, it 
would be inconceivable to teach mindfulness for the sake of developing mindful-
ness skills alone, as a self-serving technique. Doing so would result in attention 
training that may not translate to appropriate action. The relationship between atten-
tion and action is discussed in more detail below, along with the traditional teaching 
that mindfulness is best used as an inner vehicle to navigate decision-making and 
behavior in the least harmful way and lead to insight and compassion. Ethics in 
Buddhist psychology plays several roles, each serving a greater system of education 
(See Jayasaro, 2011, for discussion). Some of these are summarized below.

 Ethics as Protective Factors

Several levels of commitment to ethical conduct are encased within sets of guide-
lines, which rely heavily on one’s ability to be mindful. A monk or nun observes 227 
rules, clustered into four categories of ethics. The “five precepts” are the most com-
monly used for laypeople:

 1. Refraining from using harmful speech. This includes language that is harsh, vol-
untarily inaccurate and misleading, critical of others (e.g., backbiting), untimely 
(wasteful of people’s time), and useless (e.g., just speaking to get others’ atten-
tion). Thus, mindfulness is indispensable in our effort to use speech that is true, 
timely, kind, respectful, and useful.
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 2. Refraining from taking lives. This includes the life of all sentient beings. It also 
conveys the importance of respecting the environment since damaging it will 
damage the habitat of animals who depend on it. In terms of livelihood, follow-
ing this precept would include refraining from performing actions that can kill or 
harm oneself and others physically, such as fabricating or selling weapons, and 
driving recklessly.

 3. Refraining from taking what is not given. The translated term “not taking the 
non-given” is the accurate traditional descriptor, which could be easily summa-
rized as “not stealing.” However, we may inadvertently take what is not actually 
given on a daily basis while not associating it with “stealing,” because the notion 
of stealing tends to be associated with a salient crime that is directly reprehen-
sible. Taking the non-given includes, but is not restricted to, typical acts of theft. 
It involves taking financial advantage to someone else’s detriment—whether this 
is a contextually acceptable behavior or not—using the work phone or other 
facilities for personal use without permission, borrowing goods or money which 
we are not sure to return, plagiarism, taking away a person’s rights, or taking 
credit for someone else’s work. Engaging in this last action can sometimes be 
subtle. For example, in an academic context, taking the non-given may involve 
reading or hearing about someone else’s unpublished concept, idea, or method-
ology and publishing an article based on it without acknowledging the original 
source just because the original source has not yet been published and the author 
is not well known. However, since this self-oriented behavior can harm, it is 
considered unethical and this precept can provide guidance to protect both par-
ties from such harm.

 4. Refraining from inappropriate sexual conduct. This includes all harmful actions 
related to or involving sex. Besides obvious sexual abuse, it also includes putting 
pressure on a partner for sex, using manipulative approaches to gain sexual 
favors, nonconsensual extramarital sex. In our Western, secular understanding of 
mindfulness and ethics, it is sometimes difficult to perceive the boundaries of 
what constitutes the potential for harm. For example, in the case of abstaining 
from flirtatious behavior, especially between two people who do not seem to be 
committed to someone else, this sounds prohibitive and difficult to see how this 
relates to mindfulness and ethics. As with other precepts, this is a contextually 
flexible precaution to prevent harm that has nothing to do with a dogmatic “right” 
and “wrong” action. For example, the Australian Psychological Association 
(APS) Code of Ethics for psychologists stipulates that the psychologist should 
not have a sexual relationship with a patient for a minimum of 2 years following 
discharge, even though both individuals may be single. Although this sounds 
reasonable, the unfortunate harm to patients reported over the years has led the 
APS to also include the need to first explore with a senior psychologist the pos-
sibility that the former patient may be vulnerable and at risk of exploitation, and 
encourage the former patient to seek independent counselling on the matter. 
Interestingly, the APS suggests developing an “ethical antenna.” This is another 
way of saying “be mindful of potential harm,” rather than merely prohibiting 
some actions.
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 5. Refraining from taking intoxicants. This is mostly understood as involving the 
use of alcohol and what are typically considered illicit drugs. Indeed, alcohol and 
cannabis were used in the days of the Buddha. There are two main reasons for 
this precept. One is to maintain our health and respect for human life. The other 
is to preserve our ability to use mindfulness to maintain the four previous pre-
cepts. When intoxicated, it is easier to speak inappropriately, kill, steal, and 
break healthy sexual boundaries because of the decrease in response control and 
increased impulsivity that accompany intoxication. Some monastics (e.g., 
Jayasaro, 2011) have also proposed that intoxication is not limited to a conse-
quence of using a substance, and extends to all new types of addiction, including 
the dysfunctional use of social media and the Internet, as well as the devices used 
to access them.

 “Right Mindfulness”

Theravada Buddhism teaches us that our ability to increase awareness of ethical 
behavior largely depends on the effort to remain mindful and to keep our mental and 
emotional states in check (Jayasaro, 2011). This is because in Buddhist psychology, 
as summarized in the Eightfold Path (Bodhi, 2000), mindfulness is a tool, not a 
goal. It is a means of exploration that develops to enable a sincere examination of 
our own nature, desires, and habits, just as a pathologist uses a microscope as an 
investigative tool to understand pathogenic phenomena. It is not a cure in itself, but 
rather a means to an end. Since mindfulness is not always understood in this way in 
the West, it may be useful to differentiate focused and sustained attention training 
(samadhi) from mindfulness (sati), as originally taught by the Buddha in “The 
Great Discourse on the Foundations of Mindfulness” (Mahāsatipatthāna Sutta) 
(Walshe, 2012). Before exploring Right Mindfulness, it is important to explore how 
the secularization and modernization of mindfulness has resulted in some linguistic 
and conceptual inaccuracy, an issue that has been acknowledged by others (e.g., 
Dreyfus, 2011). The resulting potential for misinterpretation is explored first, so that 
the concept of Right Mindfulness is better understood and applied to the issue of 
ethics.

Most readers of mindfulness-related publications would have come across the 
notion that mindfulness involves a purposeful and sustained attention that excludes 
complex cognitive elaboration (“judgment”) (e.g., Kabat-Zinn, 1994). Although 
useful and elegant in its economy, this type of definition can lead to erroneous inter-
pretations and practice methods that distance the meditator from the original teach-
ing. If it were simply to pay attention “on purpose, in the present moment, and 
non-judgmentally” (Kabat-Zinn, 1994, p. 4), then a cat sitting attentively in front of 
a mousehole, ready to jump on his prey, would be a mindful cat. A sniper paying 
purposeful attention in the present moment, ready to kill, following orders and not 
making any judgments, would also be a mindful sniper. Certainly, these kinds of 
activities require great attentional capacity and inhibitory control over intrusive 
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stimuli that can be transferred to other contexts, but can we shoot someone mind-
fully? As described below, Buddhist psychology asserts that the “mindful” aspect of 
the attentional effort includes a higher order cognitive process able to differentiate 
right from wrong (benign from harmful) action. A mindful mode of information 
processing incorporates focused attention, but does not content itself with accepting 
the present moment. It must be free from the mental attitudes of craving and aver-
sion, and free from identification with the experience. It is not enough to be attentive 
and accept whatever arises in the present without means of extinguishing learned 
responses, especially since what arises can be harmful. Other authors are beginning 
to express this point more explicitly (Desbordes et al., 2015).

Other misunderstandings can also occur because of clichés or poorly expressed 
concepts and their related instructions. For example, when an MBI therapist tells 
patients that mindfulness requires “being” and not “doing” without clear explana-
tions, confusion can arise in various domains. First, what does “being” really mean? 
In appearance, sitting with eyes closed and peacefully noticing what arises in the 
present moment appears to fit the suggestion of “being,” but the devil is in the detail, 
as they say. Practicing mindfulness accurately is far more about doing (and undo-
ing) than being. Focusing and keeping attention on the breath at the entrance of the 
nostrils while inhibiting cognitive and interoceptive stimuli emerging in conscious 
awareness and systematically shifting attention back to the breath is unarguably a 
very busy task, tapping three executive functions simultaneously (signal detection 
while attending, inhibition of the learned response, and attention shifting) (Bishop 
et al., 2004; Cayoun, 2011). There is now established neurological evidence that 
mindfulness practice is a busy mental task. Imaging studies have repeatedly shown 
that increased activation in the default mode network (DMN; day dreaming and 
self-referential processing) occurs systematically when the brain is at rest, and deac-
tivates significantly during attention-demanding tasks (“doing”), especially during 
mindfulness practice (Farb et al., 2007; Gard et al., 2011). This provides neurologi-
cal evidence that mindfulness is a “doing” mental action. Although some teachers 
and clinicians may hold an accurate understanding of the practice itself, cliché 
terms such as these can derail the student’s attention from the correct method. 
Moreover, even when the brain is not subjected to performing a task, the systematic 
activation of the DMN produces spontaneous autobiographical memories, expecta-
tions of future self-related events (Buckner, Andrews-Hanna, & Schacter, 2008; Fox 
et  al., 2005), or even ruminative brooding that co-emerge with body sensations 
(Lackner & Fresco, 2016). This means that “just being” occurs neither during medi-
tation, nor during rest. Since being awake involves a deliberate or involuntary men-
tal activity, Buddhist teachings train students to “do” wholesome actions and prevent 
unwholesome ones.

In his teaching of the Eightfold Path, and in detail in his discourses on the estab-
lishment of mindfulness (Mahāsatipatthāna Sutta; Walshe, 2012), the Buddha’s 
explicit explanation of “Right Mindfulness” (sama sati) is difficult to ignore—note 
that the term “Right Mindfulness” is translated from the Pali sama sati, which is 
meant to be understood as “correct,” “comprehensive,” “full,” or “profound,” which 
allows a continuum of practice accuracy, rather than a rigid assumption of a fully 
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right or fully wrong practice. It also allows the context to mediate the correctness of 
the practice. The Buddha’s description of Right Mindfulness advances that mindful-
ness is practiced accurately and is wholesome only if “clear comprehension” (sampa-
janna) accompanies attention (sati). Clear comprehension is expressed as a fourfold 
process, as translated here by Venerable Bhikkhu Lokopalo (Lokopalo, 2010):

 1. Clear comprehension of what is useful, purposeful (satthaka sampajano)
 2. Clear comprehension of what is beneficial, wholesome (sappaya sampajano)
 3. Clear comprehension of the context of awareness (gocara sampajano)
 4. Clear comprehension of reality as a process of impermanence (asammoha 

sampajano)

Practicing mindfulness accurately (with sampajanna), rather than attention con-
trol training alone, inevitably leads to the progressive realization of three universal 
phenomena: (1) everything is continually changing (anicca), (2) therefore there is 
no permanent or substantial self (anatta), and (3) ignoring this and maintaining 
attachment to a false sense of intrinsic self leads to various forms of suffering 
(dukkha). To the extent that the mindfulness practitioner realizes these phenomena, 
the will and ability to disidentify from one’s sense of self can occur, along with the 
“letting go” of attachment to the related habits of craving and aversion (Hart, 1987). 
This is not to say that training in sustained and focused attention is not beneficial. 
Indeed, the benefits of attention training are reflected in helpful neuroplasticity 
occurring in numerous domains of therapy, from stroke rehabilitation (Dimyan & 
Cohen, 2011) to attention-bias modification treatments for anxiety (Hakamata et al., 
2010). However, calling attention training “mindfulness” is a misrepresentation of 
what it is and unhelpful because practitioners may miss important aspects of mind-
fulness and their resulting benefits, including the cultivation of ethics. In contrast, 
the Buddha’s original instructions in the Mahāsatipatthāna Sutta (Goenka, 1998; 
Walshe, 2012) about establishing mindfulness specify that mindfulness needs to be 
cultivated with clear comprehension at four interactive levels of experience (in the 
Buddha’s words): the body (kaye kayanupassi viharati atapi sampajano satima …), 
body sensations/interoception (Vedanasu vedananupassi viharati atapi sampajano 
satima …), mind/mental states (Citte cittanupassi viharati atapi sampajano satima 
…) and mental objects/thoughts, images, etc. (Dhammesu dhammanupassi viharati 
atapi sampajano satima …).

Being mindful, in the Buddhist sense, means noticing the arising of, and interac-
tions between, these phenomena while remaining aware of their transient and imper-
sonal nature. Suffering is understood to be the consequence of our inability to let go 
of that with which we identify. Thus, suffering is a function of one’s attachment to 
an illusory self (“I”) and its associated agents (“my”). If practiced as originally 
taught, mindfulness acts as the unbiased monitoring of phenomena spontaneously 
emerging in conscious awareness. Clear comprehension is often synonymous with 
wisdom in the suttas; for instance, in the Digha Nikaya Tika (Walshe, 2012, DN 2. 
376): “Samantato pakarehi pakattham va savisesam janati ti sampajano”: “One 
who understands the totality clearly with wisdom from all angles (of whatever is 
manifesting) or who knows distinctly has sampajanna” (trans. Lokopalo, 2010).
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 Ethics as a Condition for the Cultivation of Right Mindfulness

From the above description of mindfulness, a decrease in suffering depends on our 
ability to be aware and less reactive when things change, based on the understand-
ing that change is the norm. In contrast, performing an unethical (harmful) action 
necessitates a craving or aversive reaction. The voluntary acts of injuring or killing 
someone, and speaking harshly or backbiting are expressions of aversion. Similarly, 
voluntary acts of taking the non-given and sexual misconduct are expressions of 
craving. Intoxication may be maintained by positive or negative reinforcement, or 
both, and can be accompanied by either craving or aversion accordingly. In line with 
Buddhist teachings, Jon Kabat-Zinn is also of the view that ethical behavior is a 
necessary basis for mindfulness practice:

The foundation of mindfulness practice, for all meditative enquiry and exploration, lies in 
ethics and morality, and above all, the motivation of non-harming. Why? Because you can-
not possibly hope to know stillness and calmness within your own mind and body […] if 
your actions are continually clouding, agitating, and destabilizing the very instrument 
through which you are looking, namely, your own mind (Kabat-Zinn, 2005, p. 102).

This is one of the reasons for which attending a traditionally taught Buddhist 
meditation retreat requires registrants to commit to observing strict ethical conduct 
during the retreat; at least the five ethical precepts cited earlier, often adding a com-
mitment to complete celibacy for the duration of the retreat. In traditional Buddhist 
teaching, taking mindfulness training without initially committing to ethical conduct 
is simply inconceivable, theoretically unsound and technically unsuccessful. When 
we are mindful, we know that we are about to act, or that we have acted, in discord 
with our ethics and can feel the constrictive somatic experience of anxiety without 
having to avoid it. The clear understanding that body sensations arise and pass away, 
while not associating them with our sense of self, will prevent the reinforcement of 
reactions. Keeping in mind a clear comprehension of phenomena allows the willing-
ness and greater capacity to be patient and equanimous (Upekkha; Cayoun, 2011; 
Desbordes et al., 2015). The same applies to feeling other emotions and to some 
health conditions, such as chronic pain (Cayoun, Simmons, & Shires, 2017).

Thus, traditionally taught mindfulness is understood as an informed exploration 
of the present moment and a corresponding means of holding in mind what is ben-
eficial from what is harmful (kusala from akusala), with clear discernment, from 
moment to moment, whether one is meditating or not. It has been proposed that this 
notion of embodied ethics fuses cognitive dimensions and ethical qualities 
(Grossman, 2015). It is not surprising that the translation of the Pali sati as “mind-
fulness” remains ambiguous among authors, some of whom describe it in terms of 
“remembering” (Gethin, 1998; Sharf, 2014). As traditionally practiced, mindfulness 
is used to remain aware of the potential harmful mental, verbal, or physical actions, 
as well as the intention that may precede them (Jayasaro, 2011). It requires main-
taining an awareness of speech, actions, and intentions without identifying with 
them, remaining honest and humbled by the reality of our current mental state. In 
turn, this truthfulness assists in accepting others’ ethical flaws and contributes to a 
compassionate attitude.
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Thus, Buddhist psychology teaches that ethical living and mindfulness are inter-
dependent and inseparable (Jayasaro, 2011). When one is absent, the other suffers. 
When we lack mindfulness, emotional reactivity stimulates and facilitates harmful 
intentions and actions. When we lack ethics, the agitation produced by harmful 
intention and action hinders the practice of mindfulness and its benefits. Since the 
interdependence of ethics and mindfulness is relevant in the context of MBIs, we 
now turn to the cultivation of ethics in Mindfulness-integrated Cognitive Behavior 
Therapy (MiCBT).

 Cultivating Ethics in MiCBT

Unless a sound theoretical rationale for introducing ethics in therapy exists, adher-
ence to therapy and therapy outcome can be hindered by both therapists and patients’ 
mental representations of ethics, as will be discussed later (see also Baer, 2015, for 
discussion). Since clinicians using MiCBT are trained to use a scientist-practitioner 
approach, they provide a clear and ecologically valid rationale for integrating both 
mindfulness training and ethical behavior in CBT. The rationale is encased within 
the co-emergence model of reinforcement (Cayoun, 2011), which describes in a 
verifiable way how operant conditioning can be deepened to better understand how 
behavior is subconsciously reinforced. Accordingly, this section briefly describes 
the model to provide a useful mechanistic behavioral framework and related ratio-
nale for the inclusion of ethics in MiCBT.

 The Co-emergence Model of Reinforcement

The co-emergence model of reinforcement (CMR) is a neurophenomenological 
approach to operant conditioning, grounded in the Buddhist psychological princi-
ples of “dependent origination” and “the five aggregates” of personal experience 
(Narada, 1968). One of the central teachings of the Buddha is the teaching on ego-
lessness (Anattalakkhana Sutta) found in the connected discourses (Samyutta 
Nikaya; Bodhi, 2000). In this teaching, he described what constitutes the very 
essence of what we erroneously perceive as a “self,” in terms of five most basic 
physical and mental processes that allow experiences to occur. These have been 
translated as the “five aggregates” (pancakkhandha). These are (1) matter (rupa), (2) 
consciousness (Vinnana; pronounced “vinyana”), (3) sensation (vedana), (4) per-
ception (sania), and (5) mental formation or volition (sankara), which is the propen-
sity to react. He explained that none of these factors constitute a permanent “self,” 
and identification with them perpetuates suffering. Although a detailed description 
of these mechanisms is beyond the scope of this chapter, they become increasingly 
obvious as one practices “Right Mindfulness” and are central to acquiring a deeper 
understanding of Buddhist psychology, from which the CMR is partly derived.
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The basic components of the CMR are pictorially represented in Fig. 7.1 and can 
be briefly described as follows (See Cayoun, 2011 and 2015 for a comprehensive 
account). First, Sensory Perception arises, whether triggered by internal stimuli 
(body sensations, thoughts, and images from imagination or memory) or external 
stimuli (e.g., five senses stimulated by the environmental cues). Note that even new 
stimuli may be perceived as known by association. Second, sensory information is 
filtered by the evaluation system to make sense of the information. Evaluation can 
occur without conscious cognitive processing when categorization of the stimulus 
has been reinforced over time; that is, when it is “automatic.” Evaluative processes 
can be observed on a dimension of personal importance, where stimuli are per-
ceived as being more or less related to one’s sense of self (values, needs, personality, 
beliefs, autobiographical memories, expectations). As mentioned earlier, self- 
referential processing is associated with the activation of brain pathways forming 
the “default mode network” (DMN), with activation of the medial prefrontal cortex 
(mPFC), posterior cingulate cortex, and lateral parietal cortex (Buckner et al., 2008; 
Fox et al., 2005). The more one takes things personally, the greater the activation in 
this network, leading to the elevated activation of the third component, Interoception.

Whether the evaluation is conscious and slow, or subconscious and fast, self- 
referential processing stimulates body sensations, as reflected neurologically in 
patients with chronic pain (Gard et al., 2011; Grant, Courtemanche, & Rainville, 
2011; Mansour, Farmer, Baliki, & Apkarian, 2014) and depression (Farb et  al., 
2007, 2010). Note that non-co-emergent body sensations also occur directly via 
sensory perception due to common experiences (e.g., kinesthetic feedback during 
movements, digestion, and pain) and are not the consequence of evaluation. 
However, the automatic evaluation of such body sensations may lead to additional 
(“co-emergent”) body sensations, which are activated through different neurologi-
cal pathways (Farb, Segal, & Anderson, 2013; Zang et al., 2014; Zeidan & Vago, 
2016). The model of co-emergence posits that evaluation co-emerges spontaneously 
with interoception in two ways. Firstly, the more the evaluation of the stimulus is 

SENSORY
PERCEPTION

EVALUATION
CONSCIOUS OR AUTOMATIC

STIMULUS
INTERNAL/EXTERNAL

CO-EMERGENT
INTEROCEPTION

(BODY SENSATIONS)

REACTION
(OR CHOSEN 
RESPONSE)

Fig. 7.1 Components of the co-emergence model of reinforcement during equilibrium in informa-
tion processing (Adapted from Cayoun, 2011)
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self-referential (associated with “I,” “me,” and “mine”), the more intense the co- 
emerging body sensations. Secondly, the more the evaluation is associated with 
information that is deemed agreeable, the more pleasant the co-emerging body sen-
sations. Similarly, disagreeableness leads to unpleasant sensations. Imaging studies 
and reviews on how motivation shapes interoceptive inference support this basic 
everyday reality (see Farb et al., 2015, for a review). The insular cortex is central to 
the detection of emotions and the mapping of physiological responses to emotions, 
and passes the information to other brain regions (Lutz, Brefczynski-Lewis, 
Johnstone, & Davidson, 2008). The insula is anatomically positioned to serve as an 
interface between afferent processing mechanisms and cognitively oriented modu-
latory systems, and has been associated with the experience of both emotions and 
physical pain (Farb et al., 2007; Starr et al., 2009).

Fourth, the reaction system is triggered, depending on the intensity and type 
(hedonic tone) of body sensation. Unless one is trained to practice equanimity, the 
probability of a reaction is a function of interoceptive intensity. More intense body 
sensations trigger stronger reactions. Moreover, the type of reaction is a function of 
hedonic tone. Unless specifically trained to alter innate brain wiring, sufficiently 
intense pleasant sensations lead to craving reactions, such as repeated behavior, and 
sufficiently intense unpleasant sensations lead to aversive reactions, such as avoid-
ant behavior. Accordingly, the model advances that people neither react to the stim-
ulus nor to its evaluation. They react because of body sensations: the consequence 
of evaluation. It follows that the reaction is reinforced if the craving or aversive 
reaction produces the desired outcome—craving producing more pleasant sensa-
tions or aversion producing less unpleasant ones.

A stress response causes a disequilibrium state in the information system, 
whereby attention is depleted from sensory systems (Sensory Perception and co- 
emergent Interoception) and reallocated to the Evaluation and Reaction systems 
(See Fig. 7.2). From a survival perspective, this allows the rapid evaluation of poten-
tial threats and defensive reaction. For example, when a stimulus is ambiguous, 
rapid retrieval of mental representations of the stimulus replaces the actual percep-
tion of the stimulus. In other words, “what it is” is replaced by “what it is like,” and 
often “what it is like for me.” The evaluation produces a spontaneously co-emerging 
sensation in the body to which we barely pay attention, and to which we react 
immediately assuming that the internal experience is an accurate measure of what 
the stimulus represents. When this attentional bias is sustained for long periods, the 
associated neural activation in frontolimbic networks (including mPFC, insula, and 
amygdala) strengthens, leading us to be over-judgmental (inflated Evaluation) and 
overreactive (inflated Reaction). This has been observed repeatedly in patients with 
chronic pain (Apkarian, 2008; Baliki, Geha, Apkarian, & Chialvo, 2008; Baliki 
et al., 2012; Gard et al., 2011; Mansour et al., 2014) and in patients with chronic 
depression (Farb et al. 2010; Siegle et al., 2007). Both genetic and environmental 
conditions can lead to brain reorganization which maintains a disequilibrium state 
among these four components (as per Fig. 7.2), manifesting in behavioral expres-
sions that clinicians often assign to neurosis or problematic personality trait.
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This neurophenomenological account integrates the essence of operant condi-
tioning and extends its scope by proposing that all conditioning principles rely on 
operant learning and the locus of reinforcement is interoception (body sensations), 
subserved by the insular cortex. This also means that harmful behavior is condi-
tioned and its perpetuation can be minimized through training. According to the 
co-emergence model, doing harm through reactive behavior starts with a strong 
body sensation, whether pleasant or unpleasant. Since behavior is prescribed by 
interoceptive salience interacting with hedonic tone, learning to become increas-
ingly aware of how we think (Evaluation) and equanimous with how it spontane-
ously makes us feel (Interoception) decreases the need to react with craving and 
aversion (Hölzel et  al., 2010). The learned response is increasingly extinguished 
(Hölzel et  al., 2016) and ethical decisions and actions become more accessible. 
Furthermore, prolonged practice of mindfulness has been shown behaviorally and 
neurologically to decrease the emphasis on Evaluation and Reaction and increase 
the emphasis on Sensory Perception and Interoception, making us less judgmental 
and reactive, and more objective with what we experience in the present moment 
(Brewer et al., 2011; Farb et al., 2010; Ingram, Atchley & Segal, 2011; Lackner & 
Fresco, 2016; Taylor et al., 2011; Zeidan & Vago, 2016). This understanding of how 
mindfulness training deconditions our reactive habits and recreates an equilibrium 
state among the four components is the guiding theoretical principle for the four 
stages of MiCBT, which are briefly described below.

 The MiCBT Model

Mindfulness-integrated Cognitive Behavior Therapy (MiCBT; Cayoun, 2011) may 
be defined as a theoretically congruent and technically complementary integration 
of traditional mindfulness training (as taught in the lineage of Ledi Sayadaw, Saya 
Tetgyi, Sayagyi U Ba Khin, and later S.  N. Goenka) and traditional CBT that 

SENSORY
PERCEPTION EVALUATION

REACTION

STIMULUS

CO-EMERGENT
INTEROCEPTION

Fig. 7.2 The co-emergence model of reinforcement during disequilibrium in information process-
ing (Adapted from Cayoun, 2011)
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provides a transdiagnostic approach to help patients address emotional distress rap-
idly across a wide range of disorders. MiCBT is an evidence-based approach that 
can be delivered individually or in group. It has been shown to effectively reduce 
anxiety and depression in a range of conditions (e.g., Bahrani, Zargar, Yousefipour, 
& Akbari, 2017; Farzinrad & Kamal, 2013; Kumar, Sharma, Narayanaswamy, 
Kandavel, & Reddy, 2016; Roubos, 2011; Scott-Hamilton & Schutte, 2016; Scott- 
Hamilton, Schutte, & Brown, 2016; Senderey, 2017; Yazdanimehr, Omidi, Sadat, & 
Akbari, 2016). MiCBT typically lasts eight to 12 sessions, but it is flexible enough 
to be extended for longer periods with more severe and complex conditions. The 
four stages of MiCBT are summarized in Fig. 7.3 (see Cayoun, 2011, 2015; Cayoun, 
Francis & Shires, 2017, for a comprehensive implementation protocol).

Following standard clinical assessment, “Stage 1” (the “Personal Stage”) begins 
with an intrapersonal focus. The first set of skills involves paying attention to our 
inner experiences to manage attention and emotions through four modes of experi-
ence: bodily activities, body sensations, mental states, and mental contents (such as 
thoughts and images). Stage 1 teaches important skills, such as metacognitive and 
interoceptive awareness, and equanimity. Once these valuable skills have been devel-
oped, usually over 4 weeks for most people, patients are less distracted, their atten-
tion is more focused in the present, they are less likely to nurture unhelpful thoughts, 
sleep is generally improved, and they are markedly less emotionally reactive. They 
can then invest these intrapersonal skills into the second part of the program, Stage 2.

Session 1 – Progressive muscle relaxation
(14 -minutes twice daily)
Session 2 – Mindfulness of breath (MOB)
(30-minutes twice daily)
Session 3 – Part by part unilateral body 
scanning (30-minutes twice daily)
Session 4 – Unilateral body scanning 
without audio and applied practice.

Session 5 – Bilateral body-scanning 
to engage broader somatosensory 
networks symmetrically and rapidly
Session 6 – Partial sweeping; 
(Learning to pass attention in a 
continuous manner, to ”flow”,  
through the body while preventing 
craving to pleasant sensations).

Session 7 – Sweeping en masse 
with ”free flow” through the 
entire body in a single pass 
while remaining equanimous 
with pleasure
Session 8 – Transversal 
scanning (passing attention 
transversally through the body 
to feel the interior of the body 
with equanimity).

Session 9 – Sweeping in depth 
(passing attention with 
vertical free flow on the inside 
of the body with equanimity); 
loving kindness meditation; 
mindful practice of 5 ethical 
precepts
Session 10 – Maintenance 
practice (x1/day for 45 
minutes) with 10min MOB, 
25min body-scanning, 10min 
Loving kindness; prog. review

Stage 1
Personal stage
Mindfulness training for deep levels of                                                                                   
metacognitive and interoceptive 
awareness; acceptance of 
impermanence and egolessness of 
phenomena; increased equanimity and 
sense of self-efficacy; emphasis on 
practice commitment

Stage 2
Exposure stage
Exposure procedures: “bipolar 
exposure” (guided imagery with 
interoceptive exposure to SUDS 
targets while remaining 
equanimous) followed by in vivo 
exposure applying equanimity

Stage 3
Interpersonal stage
“Experiential ownership”
(interpersonal exposure to 
prevent avoidance and 
interpersonal conflicts; Not 
reacting to others’ reactions 
(seeing suffering); assertiveness 

Stage 4
Empathic stage
Awareness of ethical 
boundaries and commitment 
to ethics; compassion for 
oneself and others; preventing 
relapse; maintaining gains

Externalising skills

Internalising skills
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Fig. 7.3 The 4-stage model of Mindfulness-integrated Cognitive Behavior Therapy (adapted from 
Cayoun, 2011)
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In Stage 2 (the “Exposure Stage”), patients learn to overcome the anxiety that 
leads them to establish unhelpful avoidance of distressing situations and actions, 
such as socializing, driving in the city center, meeting colleagues for coffee at work, 
speaking to family members, or looking for a job. Pronounced avoidant behavior 
found in such conditions as specific phobia or post-traumatic stress disorder is also 
addressed. The act of overcoming avoidant habits instills in patients a great amount 
of self-confidence and self-efficacy. By the end of Stage 2, patients have acquired 
sufficient skills to begin “Stage 3,” where they apply mindful exposure skills to 
address challenging interpersonal situations.

In Stage 3 (the “Interpersonal Stage”), patients learn that people’s reactivity is 
only a reflection of their suffering, rather than an expression of a fundamental mali-
ciousness. Patients learn not to react to others’ reactivity, as they have understood 
through Stage 1 that people react based on what they feel (as per the co-emergence 
model), not because of the triggering situation they are facing. Just as they have 
learned not to take their own suffering personally, they learn to extend this to others. 
They do so by remaining mindful that people’s reactivity is a normal and expected 
consequence of their unawareness of how reinforcement takes place when they 
allow craving and aversion. At the same time, patients also keep in mind that people 
lack insight into the processes of change. They remain aware that most are not 
trained in mindfulness and equanimity and would most probably react less or differ-
ently if they were; this paves the way for compassion. As in other models, (e.g., 
Kramer, 2007), learning these skills enhances interpersonal insight, genuineness, 
and friendliness in their relationships. They also learn proficient communication 
skills that increase their sense of efficacy during difficult interactions.

Finally, in “Stage 4” (the “Empathic Stage”), patients externalize attention fur-
ther outward toward others and learn to remain tolerant and more objective about 
the deeper nature of their reactivity and suffering. They develop compassion instead 
of reacting to their own and others’ reactivity, through a training in empathy and 
harm-prevention. At this juncture, patients tend to discern their most wholesome 
values and see what is truly important to them. Insight and kindness are sufficiently 
developed to make them feel connected within themselves and to others. Accordingly, 
their choice of action is increasingly mindful of what constitutes potential harm, 
which they learn to prevent out of compassion.

We now turn to a rationale for which being kind to ourselves and others is central 
to Stage 4. There are three principal reasons for which MiCBT dedicates this whole 
therapeutic stage to the development of empathy, grounded in loving-kindness med-
itation, and ethical living. These are the cultivation of compassion, relapse- 
prevention, and the cultivation of joy and well-being.

 The Cultivation of Compassion

Since low sense of self-worth is also a major maintaining factor and cause of relapse 
in depression, there is a good rationale for cultivating kindness and compassion for 
oneself and others. There is also evidence that empathic and compassionate mental 
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states can be enhanced through the practice of loving-kindness meditation (Jazaieri 
et al., 2012). Two main brain areas are particularly relevant to the ability to produce 
compassion; the insula (central for interoceptive awareness) and the junction 
between the right temporal and right parietal lobes, which is central for perceiving 
the mental and emotional states of others (Lutz et  al., 2008). These two regions 
provide an important neural substrate for the ability to maintain fulfilling relation-
ships and a sense of connectedness with others and are markedly more developed in 
experienced meditators than in novices (Lutz et al.).

Through the stages of MiCBT, the gradual awareness of the processes of suffer-
ing in oneself and others prepares patients for a compassionate attitude. 
Understanding the co-emergence model of reinforcement, they are already primed 
to be attentive to a context of legitimate and universal suffering. During Stage 4, 
patients learn that they are the first recipients of the emotions they generate and they 
train to choose carefully what emotion to promote and what emotion to let go. As 
part of the rationale (based on the co-emergence model) for Stage 4 presented to 
patients, we typically ask them, using the Socratic dialogue, “When you create 
anger toward someone, who is feeling it first?” Because of the markedly increased 
interoceptive awareness developed through mindfulness meditation, they typically 
answer “me.” We continue, “And what do you think the person with whom you are 
angry is feeling? Is he or she also feeling this heat and agitation in their body just 
because you are angry with them?”…“Ok, and when you are kind with someone 
and you feel a genuine connection, friendliness, and compassion for someone, what 
is it that you are feeling?” Their typical answer is, “Warm,” “light,” or “tingling.” 
We continue, “If this is the case, even if someone seems to have done you wrong, 
what kind of feelings do you think would benefit you most in the long run?”…“How 
likely are you to relapse if you are not as affected by people’s reactivity, if you 
understand their suffering and if you feel more compassionate on a daily basis?” 
Since it becomes evident to patients that “self-compassion helps to engender and is 
engendered by mindfulness” (Neff, 2004, p. 29), a rationale for compassion training 
based on cognitive-reappraisal is usually sufficient. While this framework draws 
from Buddhist concepts, it is also supported by Western psychological approaches 
to compassion and altruism. Should the patient be interested, both lineages can be 
shared and sensitivity is extended to questions of whether the patient feels that 
Buddhist values are being imposed.

In the first week of Stage 4, patients are taught loving-kindness meditation, 
which has consistently been taught as part of mindfulness training in Buddhist 
teachings (Hart, 1987; Salzberg, 1995). As taught in MiCBT, loving-kindness medi-
tation is only taught in Stage 4, usually from the eighth or ninth therapy session. 
Practitioners focus on benign and often pleasant sensations at the center of the chest 
and other body parts that co-emerge with positive affirmations, in the form of kind 
thoughts and well-wishing for ourselves and others (e.g., “May I be kind to myself” 
and “May I share my equanimity with all beings”), based on traditional methods. It 
also includes thoughts of acceptance while pairing pleasant body sensations with 
memories of people with whom patients may have been in conflict or with whom 
they expect to be in conflict in the future, in a way that acts as a counterconditioning 
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method and helps prevent relapse. It lasts approximately 10 min and is practiced at 
the end of each daily mindfulness meditation practice. Evidence suggests that just a 
few minutes of loving-kindness meditation can increase one’s sense of social con-
nectedness on both explicit and implicit levels, which may help decrease social 
isolation (Hutcherson, Seppala & Gross, 2008). In turn, the probability of relapse 
triggered or maintained by social isolation decreases.

A clear differentiation between empathy and compassion is useful, as empathy 
and goodwill toward others during meditation alone is not necessarily grounded in 
daily action. In contrast, compassion is the will to extend oneself for the purpose of 
minimizing one’s own or another’s suffering. Compassion may remain a genuine 
intention and propensity for action, or become a fully fledged action if the intention 
is sufficiently intense. Nonetheless, acts of compassion are often reserved for best 
friends, colleagues, family members, the old lady crossing the road, or the puppy 
dog lost in the street. Unless they are prescribed by an organized spiritual or reli-
gious system, daily acts of compassion are hard to come by, especially when a per-
son’s mental health is jeopardized and a state of disequilibrium overfocuses attention 
on self-related concerns. For a compassion training anchored in daily behavior- 
regulation, the most congruent type of action is ethical action. While helping some-
one may be motivated by various personal needs, including validation and social 
desirability, intentional ethical acts are not necessarily overt and are likely to ema-
nate from a sense of connectedness and compassion.

Acting ethically also eliminates the cognitive dissonance that one faces when 
swatting a mosquito or squashing an ant after practicing loving-kindness medita-
tion. Wishing all beings to be well is inconsistent with killing willingly. Similarly, 
reacting so strongly while experiencing unpleasant body sensations triggered by the 
resentment of the insect is inconsistent with the correct practice of mindfulness, 
which necessitates a state of equanimity, “an even-minded mental state or disposi-
tional tendency toward all experiences or objects, regardless of their affective 
valence (pleasant, unpleasant or neutral) or source” (Desbordes et al., 2015, p. 357). 
Indeed, unethical behavior is incongruous with both compassion and mindfulness. 
We cannot be mindful and kind, and intentionally harmful at the same time. In line 
with traditional Buddhist teachings, it seems that the first condition for a reliable 
acquisition of mindfulness skills is to prevent harmful actions. Provided it is moti-
vated by care and kindness, rather than duty, fear, or guilt, I propose that ethical 
living is the most grounded, productive, and transformative act of compassion 
toward oneself and others.

In Stage 4 of MiCBT, patients also learn to ground empathy through the prac-
tice of the five precepts described earlier. These five ethical principles fall within 
the Western understanding of “doing no harm” and are usually endorsed by both 
patients and therapists for that very purpose. Patients are asked to undertake “five 
ethical challenges” for 1 week, as behavioral experiments. They are asked to pay 
continuous attention to their speech, to whether they are taking something that is 
not offered freely, to behavior that threatens or takes the lives of others, to the way 
they perform sexual acts, and to their potential craving for intoxicating substances 
such as alcohol or illicit/non-prescribed drugs. They are asked to notice the type of 
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body sensation that co-emerges with a harmful intention, to prevent the response 
to the sensation, and to prevent the harmful behavior by the same token. They are 
also asked to “collect the data” in a dedicated ethical challenges diary and bring it 
to the therapist at their next session. It is made clear to patients that committing to 
these ethical challenges for a week must be an act of compassion and has nothing 
to do with adherence to a dogmatic morality. This promotes a sense of agency over 
their choices, rather than a restriction. After this short period, patients may choose 
to adopt whichever ethical principles they have found beneficial during that short 
trial period, and make future attempts at integrating others that are more challeng-
ing for them.

This process often clarifies the patient’s value system. We often note the frequent 
life-changing decisions that patients make during and following this practice. 
Among the many cases, I recall someone who decided to divorce because he finally 
accepted that he and his partner had not been interested in staying with each other 
for many years, which he then saw as a lie. Both are now remarried and they remain 
good friends. Another person realized that he never acknowledged that he was 
(mildly) addicted to gambling. He then began to perceive it as a form of “intoxica-
tion” and decided to end his habit after that week. Some commonly choose to com-
mit to a casual partner and start a family, others choose to travel or change job. 
Patients’ most important values seem to be brought to the fore.

As mindfulness skills develop sufficiently, it becomes evident that genuine com-
passion unambiguously leads to ethical behavior. Moreover, for ethics to produce 
compassion, there must be an intention to prevent harm, and this is a compassionate 
mental state. We never think, “he really prevented this person to be harmed because 
he lacks compassion.” Equally, we don’t think, “she really doesn’t care about his 
well-being because she is very compassionate.” This would not make sense at all. 
We may also think, “I wonder what was his true motivation for remaining polite at 
the meeting today, because he usually doesn’t hesitate to humiliate his staff.” When 
wholesome behavior is not coupled with compassion, it is not credible or personally 
beneficial. It may benefit others, but also reflect fear, guilt, conceit, or unwholesome 
hidden interests.

Of course, this seems rather remote from the treatment of a patient referred for 
spider phobia. Nonetheless, the simple act of monitoring body sensations while in 
the presence of a spider before killing it or running out of the room helps create 
some distance between the feeling and the reaction. Applying equanimity while 
experiencing the viscerosomatic sensations of anxiety allows access to executive 
functions (Kirk, Downar, & Montague, 2011) and some degree of acceptance that 
the spider is also a sentient being, that it has the right to live and a role in our eco-
logical system. Attention is no longer biased toward “self-preservation.” Not 
 harming the spider is not only an ethical behavior, it is primarily an act of compas-
sion. Compassion leads indubitably to ethical conduct, and ethical conduct is a pre-
requisite for compassion. Importantly, since compassion training produces 
neuroplasticity (Lutz et  al., 2008), the continued effort to prevent harm through 
compassion is more important than the object of compassion toward which it is 
directed. Whether the effort is related to the person nearest to our heart or a spider 
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in the bush, it wires the brain in the same way. It makes us more compassionate and 
less prone to dissatisfaction and reactivity. This also means less prone to relapse, as 
is discussed below.

 The Prevention of Relapse in Common Mental Health Disorders

Cultivating compassion through kindness and ethical boundaries facilitates self- 
regulation skills. In contrast, feeling self-hatred or disconnected from others is a 
major cause of relapse into depression and a lack of happiness in general. From the 
CMR perspective, an overactive self-referential system of evaluation leads to over- 
reactivity and the consequent disequilibrium state. In turn, this increases the prob-
ability of relapse. One way to maintain an equilibrium state is to ensure that patients’ 
attitude toward themselves is kind, and that their ability to be aware extends to oth-
ers and is not limited to their experience. This decreases the emphasis on self- 
referential processing and reactivity when exposed to common stressors (Neff, 
Kirkpatrick, & Rude, 2007). Patients are also more able to acknowledge their role 
in adverse situations without feeling overwhelmed with emotions and can reduce 
their reactions “in ways that are distinct from and, in some cases, more beneficial 
than self-esteem” (Leary et al., 2007, p. 887).

One of the causes for relapse is undoubtedly the inability or unwillingness to 
maintain helpful ethical boundaries. For instance, poor anger management tends to 
promote impulsivity and harmful reactions, such as hurtful speech, cascading into 
relationship conflict and emotional distress. Lying, stealing, or using divisive speech 
at work may lead to endless workplace conflicts that trigger further episodes of 
anxiety. Inappropriate sexual behavior may break a circle of friends, leading to iso-
lation and a rejection schema, and relapse into depression. The likelihood of unethi-
cal behavior and relapse increases with intoxication. Using drugs and alcohol can 
also precipitate depressive, anxious, delusional, or psychotic states, especially if the 
patient experienced them prior to treatment. Unlike harming people by means of 
speech or physical action, using alcohol is an accepted societal value. An expensive 
bottle of wine brought to a party will even attract praise and gratitude—two strong 
social reinforcers. Accordingly, avoiding alcohol is more complex and less appeal-
ing than preventing non-rewarded behavior.

Once intoxicated by a substance, it becomes difficult to detect common sensory 
input (Oscar-Berman & Marinkovic, 2007). Cognitive control, often called “execu-
tive functions” (working memory, attentional and inhibitory control, cognitive flex-
ibility, reasoning, problem-solving, and planning), is also jeopardized (Jääskeläinen, 
Schröger, & Näätänen, 1999). “Refraining” from unethical actions requires behav-
ioral output mechanisms that involve a specific executive function called “response 
inhibition.” Inhibitory functions can be trained, even in children with ADHD 
(Cayoun, 2010). However, they are impaired under intoxicated states and control-
ling our action becomes either too demanding or impossible (Abroms, Fillmore, 
& Marczinski, 2003; Marinkovic, Rickenbacher, & Azma, 2012). For example, 
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 practicing mindfulness of breath (anapanasati) after a glass of wine or using mari-
juana is futile because we are trying to inhibit the learned response to emerging 
thoughts before returning our attention to the breath (an executive function known as 
attention shifting or cognitive flexibility) while THC and alcohol have a disinhibitory 
effect on our response (Koelega, 1995; Marczinski & Fillmore, 2003; McDonald, 
Schleifer, Richards, & de Wit, 2003). The consequence is poor concentration. In the 
context of effort toward ethics, the brain’s capacity to inhibit an unwanted, or wanted 
but inappropriate, action is reduced to the extent that one is intoxicated. It becomes 
difficult to prevent harm even though we may be inclined and able to do so when not 
intoxicated.

Case-conceptualizing unethical behavior through the CMR reveals that an inten-
tional harmful action is always an attempt to reduce and curtail unpleasant body 
sensations, or amplify and prolong pleasant ones. Negative and positive reinforce-
ment (respectively) of harmful behavior takes place when this goal is achieved. 
Whereas mindfulness-derived ethical behavior requires interoceptive awareness and 
inhibition of craving and aversion (equanimity), harmful actions are best under-
stood as learned responses originating from past causes and current conditions. That 
is, the lack of ethics reinforces craving and aversion. The assumption that a person 
harms another because they are “abnormal” or “evil” is not helpful, as there is little 
hope or clear direction for improvement. Habitual harmful actions are to be 
unlearned to promote well-being, rather than suppressed based on the right and 
wrong derived from cultural or religious values. A person benefits most from per-
forming ethical actions when they emerge from compassion.

Accordingly, ethics are presented to patients as a protection, not a restriction or 
punishment. Patients learn to respect them and enjoy practicing them as they also 
nourish their sense of self-worth, as will be discussed below. They are told that their 
challenge will be to monitor their actions in daily life and prevent the five types of 
harmful action from taking place to the best of their ability. Patients do not perceive 
this as a rigid and daunting task because it is presented to them as a set of experi-
ments from which to learn. They are encouraged to make it interesting by position-
ing themselves as a beginner, a student, rather than someone who “should know 
better.” This is consistent with Buddhist education and practice while remaining 
culturally neutral. They learn to remain equanimous and be compassionate with 
themselves when they don’t succeed. They learn that not positioning themselves as 
special (especially good or especially capable) can make the perception of failure 
more acceptable if things don’t go to plan. It is usually humbling and relieving for 
them to be in the beginner’s seat.

With practice, patients become more aware that healthy remorse for harmful 
actions directs attention to others, whereas guilt directs attention to their sense of 
self. Since guilt overemphasizes self-referential processing, patients are asked to 
prevent its proliferation. They are encouraged to be attentive to the consequences of 
their behavior on themselves and others, while still being kind to themselves and to 
strengthen their commitment to prevent future harm. With more refined mindfulness 
skills, they also notice and prevent harmful speech directed to themselves (e.g., self- 
loathing). MiCBT trains patients to prevent relapse into symptoms of depression or 
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anxiety by (1) being mindful of early interoceptive distress cues while remaining 
equanimous, (2) remaining kind, tolerant, and compassionate with themselves and 
others, and (3) applying non-harming behavior across contexts. These three interac-
tive and interdependent skill-sets help patients establish a genuine sense of connect-
edness and belonging that acts as protective factor against relapse.

Although a good rationale delivery goes a long way, some patients can be occa-
sionally reluctant to engage with the experiment. We have identified two main fears 
to embrace ethics. One relates to their potential history associated with ethics, such 
as childhood experiences of religious constraints. The other is a fear of abandoning 
habits and things to which they are attached and with which they identify. Given that 
we identify with sensory pleasures and habitual behavior (e.g., gambling, intoxica-
tion, inappropriate sex, aggressiveness, gossiping, reckless driving, misappropria-
tion, pursuing a cult of popularity, and chasing fame), abstaining from these 
ultimately leads to a fear of abandoning who we are. Since unethical behavior is 
reinforced by craving and aversion, and mindfulness training reduces both, it is pos-
sible to let go of our fear of embracing ethics by practicing mindfulness accurately, 
as discussed earlier.

 The Cultivation of Joy and Well-being

Living a meaningful life contributes to a sense of well-being, but life cannot be 
meaningful for a person who does not believe he or she is interesting, likeable, and 
worthy in the eyes of others. The fundamental problem underlying a low sense of 
self-worth is that we perceive who we are as a real, substantial and permanent self. 
Even though there are no differences in intrinsic value between humans, we attri-
bute an intrinsic difference by perceiving ourselves as unique, uniquely good or bad, 
uniquely beautiful or ugly, uniquely intelligent or unintelligent. This imagined self- 
image is reinforced over time through the updating pathways of the brain’s DMN, 
sometimes called the “Me network” (Schwartz & Gladding, 2011). Unfortunately, 
an emphasis on the sense of self accentuates our sense of being different and sepa-
rated from others. In turn, isolation creates anxiogenic and depressogenic cognitive 
vulnerabilities (Ingram et al., 2011). Patients with a low sense of self-worth tend to 
compare themselves with others and nurture their sense of inadequacy and defec-
tiveness. In addition, when parents are unable to make a child feel unconditionally 
worthy, the child grows with an over-externalized locus of self-worth. The parents 
may inadvertently reserve their praise, or their attention altogether, for good perfor-
mance at school or doing the chores at home. This feeds the probability of future 
performance anxiety in adulthood. The difficulty to internalize the sense that he or 
she is a worthy human being in the eyes of others makes the adult over-reliant on 
external feedback to reinforce their sense of worth. The same applies to self-care. If 
our sense of self-worth is poor, there is little reason for taking care of our body and 
mind. In sum, having “too much self” in mind creates unhappiness.
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Fortunately, an over-externalized locus of self-worth can be internalized through 
a compassion training that integrates a respect for ethical boundaries. Learning to be 
kind and not making harmful decisions can make us feel worthy. Patients regularly 
report how proud they are for having saved a few ants from the usual careless stroke 
of their sponge while cleaning, or how strong they feel for not having had alcohol in 
the past few weeks. Their joy and increased hope arise from a deep sense of self- 
efficacy. Hence, a greater sense of self-worth helps internalize the locus of self-care, 
which in turn increases self-efficacy. Indeed, patients at Stage 4 of MiCBT rely less 
on the therapist to adopt health-related behavior. They take more responsibility for 
their health and activities by acting on values that are wholesome. This is often 
reflected in their tendency to make important decisions that can change existing 
relationships, initiate new ones, or start a new kind of life effortlessly. This includes 
the choice of a less harmful livelihood, born from a value of ethical living. We wit-
ness people’s need for personal growth, and their liberating realization that their 
unhappiness was maintained by a lack of maturation, rather than flaws in their per-
sonality. Accordingly, the effort to outgrow what causes a lack of joy and well-being 
seems to be a better fit than “curing a mental illness.” From a developmental per-
spective, maturing requires a growing awareness of the consequences of one’s 
actions and those of others. Awareness of ethics is integral to the maturation of 
consciousness; it is integral to wisdom.

When patients, and people in general, decrease their focus on the self, they are 
more able to see others as they are. An ant on the kitchen bench is no longer a dirty 
or threatening pest to be wiped away with crumbs. It is a living animal that works 
very hard most of the day to feed the collective of its nest. It is vulnerable yet repeat-
edly taking risks of being killed while in search of food or water in the proximity of 
humans. Out of compassion, patients will keep their kitchen clean and the sink dry, 
so that ants are less likely to gather there and be harmed. Even if a patient has noth-
ing else to feel proud about, going to sleep while processing the memory of their 
day’s wholesome actions and interactions can produce a sense of meaning and joy. 
They recall that they saved lives, returned someone else’s lost item, or held back on 
using intoxicants out of their own compassion and effort, an effort that is based on 
virtues which no one can take from them. If sufficiently repeated, they feel that they 
become virtuous because their effort to prevent harm arises from within. It is not a 
consequence of boundaries imposed by other people. Both ethical living and sense 
of self-worth are being internalized, rather than being reliant on external achieve-
ments and validation from others. Moreover, well-being is enhanced by a sense of 
connectedness with others, including animals and plants. Patients derive a sense of 
affiliation and life meaning by having others in mind, caring about them, and pre-
venting harm to them. Feeling that we matter to others makes our life meaningful.

Nonetheless, adherence to ethical values can emerge from lifelong schematic 
models (systems of beliefs), some of which are unhelpful or even destructive. I 
recall one of my patients who was tremendously committed to his religious faith 
and became extremely depressed and anxious after he admitted to his wife that he 
was addicted to child pornography. They both agreed that she would stay in the mar-
riage if he immediately abstained from visiting pornography websites and let go of 
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his addiction. He sought professional help once he realized that he could not disen-
tangle himself from his addiction. His approach was to pray to God to give him “the 
strength to banish the evil and become a good person.” I also recall a depressed 
patient who had learned early in life that reducing people’s suffering should be a 
daily duty which requires smiling to them. Her mother also told her that people who 
do not smile to others are not worthy in the eyes of God. She would become anxious 
when unable to smile to people on her low days. Both clients had initially mistaken 
Stage 4 of MiCBT for a religion-related exercise, one that rendered their sense of 
self-worth conditional upon external agents.

Hence, the therapist carefully observes the patient’s motivation for applying eth-
ics. Using a dedicated ethics diary, the therapist asks what the benefits in remaining 
mindful and equanimous were while attempting to prevent harm in the recorded 
situations. If the patient did not pay attention to their intentions and co-emerging 
body sensations (see Figs. 7.1 and 7.2), his or her motivation may depart from the 
task and the direction of attention may have been toward the self. If necessary, the 
therapist gently clarifies that the task is to study the emerging sensations and prevent 
the response so that harm to themselves or others does not occur. They are told that 
the goal is not to “become a good person,” because they are neither good nor bad, 
they just have to note what intention and behavior produce suffering or happiness 
and learn from them. Eventually, most patients can grasp the idea that ethical living 
is to decrease suffering, rather than inflating one’s sense of self (“the ego”). If 
ethics- related guilt and conceit are prevented, awareness of ethical boundaries and 
commitment to them increase their sense of self-worth and the potential for joy and 
well-being.

 Implications for MBI Programs

 Ethics in Behavioral Science and the Traps of Cognitive 
Dissonance

Most of us, most of the time, in most situations, know what is harmful and what is 
not. It is not that we are uneducated about ethics or not aware of what to prevent. It 
is usually a lack of awareness and inhibitory control under certain conditions, such 
as high arousal or intoxication. Mindfulness of behavior that differentiates benign 
from harmful consequences to explicitly prevent harm is a valuable behavior-regu-
lation method. It is an ideal way of grounding empathy into a daily effort to think 
and act compassionately, and is by no means a form of dogma or enforced values.

Clinicians are required to take the problem of harming behavior seriously into 
account and act on it to minimize the risk of harm. For instance, the code of ethics 
for psychologists and psychiatrists in most countries requires the clinician to tell 
patients at the outset that he or she is mandated to breach confidentiality if the 
patient shows a genuine risk of self-harming or harming others. The clinicians’ and 
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researchers’ adherence to a strict code of ethics is also mandatory and taught to 
interns at universities as an important part of their course curriculum. This adher-
ence is universally endorsed and does not seem to provoke any confusion or dis-
agreement with regard to psychological science, on the basis that a code of ethics is 
a protective aspect of our work, not a dogmatic restriction. Moreover, adhering to 
good practice standards and ethical codes of conduct for teachers and trainers of 
Mindfulness-Based Stress Reduction (MBSR) and Mindfulness-Based Cognitive 
Therapy (MBCT) has been expressed as an important priority (Crane, 2016).

Given that ethical guidelines are so strictly imposed on clinicians and researchers 
while concurrently perceived as beneficial, could basic ethics help our patients too? 
Could what is beneficial to a clinician be also beneficial to others? What if a patient 
raised in an abusive family, who also verbally abuses his own partner and children, 
could learn to use non-harmful speech? What if a patient who has been frequently 
unfaithful, and whose partner is deeply hurt and depressed, could learn how to pre-
vent promiscuity and restore a harmonious marriage? Since much of people’s suf-
fering presented to clinicians involves ethical issues, could therapy be an ideal 
context for carefully introducing ethics education?

According to Monteiro (2016, p. 213), “explicit ethics refer to the overt and spe-
cific inclusion of an ethics or values-based framework in the MBI curriculum. 
Implicit ethics refers to the assumptions that awareness in and of itself suffices for 
ethical thought, speech, and action to emerge as well as be congruent with the indi-
vidual’s self and world view.” Ethics are sometimes thought to be implicitly acquired 
through the development of mindfulness. Indeed, the more we are aware of our 
intentions and actions, the less we are likely to act in an impulsive and harmful way. 
When mindfulness is taught accurately, along with equanimity (Cayoun, 2011; 
Hart, 1987; Holzel et al., 2016), it enables the prevention of mildly arousing and 
low-impact harmful action. However, rapid and strongly arousing impulses will 
simply not allow metacognitive and interoceptive awareness, and response inhibi-
tion may be too slow to prevent harm. As highlighted by Kabat-Zinn (2005, p. 103), 
“If we are continuously creating agitation in our lives, and causing harm to others 
and to ourselves, it is that agitation and harm that we will encounter in our medita-
tion practice, because that is what we are feeding.” Unless our attention is primed to 
detect potential breaches of ethics through remaining mindful of our intention to 
prevent harm, the maturation and generalizability of ethical behavior is 
questionable.

As explained earlier in this chapter, this matter has nothing to do with religious 
values or religious education. Nor is it about changing patients into “good people.” 
It is about not doing harm, which is part and parcel of healthy psychological matura-
tion and emancipation. Since both therapy and ethical living share the purpose of 
alleviating suffering, it seems to make perfect sense to include ethics education 
carefully into therapy and teach our patients what we clinicians have learned and 
adhere to in daily life. This is not a “Buddhist thing.” It is common sense. Yet, this 
difference is not always clear in the community of colleagues who implement MBIs 
and there is a concern among some therapists and teachers that explicitly including 
ethics in therapy may be an imposition on some patients’ values (See Baer, 2015; 
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Crane, 2016; Monteiro, 2016; Monteiro, Musten & Compson, 2014; Shonin, van 
Gordon, & Griffiths, 2015, for discussions).

This is perhaps a consequence of insufficiently recognizing important pitfalls. 
For instance, there is a case where teaching ethics in therapy could trigger guilt and 
destructive shame. Take the example of a patient with borderline personality disor-
der (BPD) who self-harms to decrease the severity of dissociative states or anger- 
based arousal states. Since shame is highly likely to be an established habit in BPD 
(Peters, Geiver, Smart, & Baer, 2014), proposing that self-harm is unethical without 
placing this proposition in the context of a compassion training could lead to more 
guilt, shame, and self-harm to decrease the arousal that shame causes. Although this 
occurrence would be unlikely when ethics are implemented within a compassionate 
MBI, the implications of teaching explicit ethics are important to consider. Another 
pitfall relates to conceit. For example, being ethical for the purpose of “being spiri-
tual” directs our attention to the self. If it makes us “special” or “good,” it makes 
others ordinary or bad. Wise observation reveals that people’s actions are sometimes 
skillful and wholesome and at other times not. Whereas performing good deeds and 
orienting our lives toward “the greater good” is wholesome in Buddhist psychology, 
the desire to “be good” reinforces the unfounded assumption of a self, an “ego.” 
Accordingly, performing wholesome actions with the self in mind is neither in line 
with the original Buddhist teaching of egolessness (anatta), nor a good rationale for 
ethics education in the context of the Western scientist-practitioner approach.

However, the question of whether to include ethics explicitly or not in MBIs also 
seems to be related to the issue of identity and the preservation of who we are, both 
for the MBI clinician and their patients. Understandably, since ethical conduct is a 
major feature of most theistic systems, the implicit association between ethics and 
religion may mislead some MBI teachers and clinicians into thinking that educating 
our patients to act ethically, in a non-harmful way, imposes spiritual or religious 
values on them and falls outside the context of secular Western therapy. It has been 
argued that this view is partly caused by a misunderstanding of the reason for which 
traditional Buddhist psychology promotes ethical living (Grossman, 2015).

Thus, on the one hand, we may hold ethics in high esteem for the management 
of our own lives and career as therapists, while at the same time holding back on 
sharing this highly beneficial system of harm-prevention with our patients. I pro-
pose that this cognitive dissonance is unhelpful and divisive in our attempts to assist 
the MBI community to grow, and would be best acknowledged. Poor philosophy, or 
“unwholesome skepticism,” permits the refutation of a belief based on another 
belief, one’s own or one’s in-group. Given its ramification in clinical practice, 
 psychological science cannot afford a competition of views and must refocus atten-
tion on evidence. Despite the increasingly loud debate on this topic, we are still 
without any evidence whatsoever that teaching ethics in MBIs is perceived nega-
tively by patients, or that MBIs are less efficacious when ethics education is included 
in the intervention. The reverse is also true. We are yet to see controlled studies 
examining the differential outcomes of implicit and explicit ethics in MBIs. Such 
studies are now needed. For example, randomized controlled trials examining 
MBSR or MBCT with and without explicit ethics would be invaluable. This would 
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also be very poignant with Mindfulness-Based Relapse Prevention (MBRP), which 
is used to prevent relapse into substance abuse. Exploring the possible differential 
effects of including ethics in MBIs would be especially informative across contexts 
and patient populations. For instance, we would expect that additional benefits pro-
duced by the inclusion of ethics in inmate populations would reduce the rate of 
recidivism and reincarceration (e.g., Bowen et al., 2006).

 Integrating Ethics in MBIs

An effect of cultivating mindfulness is an improved perception of the consequences 
of our daily intentions and actions. The processes of cause and effect become 
clearer. Actions that are harmful to oneself or to others tend to reinforce or maintain 
an existing psychological condition and are counterproductive during therapy. This 
is partly because humans are social beings and much of our difficulties either arise 
from interpersonal experiences or are strongly affected by them. Therefore, it would 
seem valuable to gently introduce an exercise in ethics into MBIs where the explicit 
training of ethics is not yet part of the curriculum. References to Buddhist values 
would not be necessary since ethical behavior is a universal act of maturity and a 
necessity for healthy survival. This has already been done successfully with 
Mindfulness-Based Symptom Management training (e.g., Monteiro & Musten, 
2013; Monteiro, Nuttall, & Musten, 2010).

For example, as in MiCBT, this could consist of extending one’s informal prac-
tice of mindfulness to monitor how body sensations arise when we intend to, or are 
about to, perform a potentially harmful action. By feeling in detail the nature of the 
body sensation, staying with it equanimously until it subsides and knowing that it 
will pass, patients become able to prevent the harmful action or, at the very least, 
take more responsibility for performing it. This exposure method is presented as 
using ethics “as a hook for mindfulness” or “using mindfulness to prevent harm.” 
Although people may be given more directions, this attenuated introduction does 
not specify what type of harmful action to prevent and bypasses the potential asso-
ciation with a moralistic value system. Given Kabat-Zinn’s dedicated chapter on 
ethics in MBSR (Kabat-Zinn, 2005), this approach is likely to be congruent with the 
practice and delivery of MBSR and its directly related models, such as MBCT 
(Segal, Williams, & Teasdale, 2002) and MBRP (Bowen, Chawla, & Marlatt, 2010).

There are three conditions for successful training with all types of new skill- 
acquisition, including mindfulness training and ethical behavior: frequency, dura-
tion, and accuracy of training (Cayoun, 2015, Scott-Hamilton & Schutte, 2016). 
Accuracy of training is the most important aspect—hence the aforementioned 
description of “Right Mindfulness”—because we can inadvertently waste a lot of 
time and energy if the practice targets brain pathways that are unrelated to the skills 
we seek to develop. Moreover, inaccurate practice can harm, especially if we prac-
tice it often and for long periods. The desired skills emerge to the extent that the 
practice is accurate. However, only occasionally reminding ourselves to refrain 
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from causing harm is not likely to become a habit and will remain a top-down effort. 
Similarly, paying attention to our intentions and actions for a few seconds daily is 
not likely to make the task easier over time. There is evidence that the less we prac-
tice mindfulness in formal meditation, the less skilled our brain is in coping with 
ruminative brooding (Hawley et al., 2014). This is because habit-building relies on 
neuroplasticity, which depends on the amount and frequency of brain stimulation 
(Cramer et al., 2011).

Does one size fit all with ethics training? It is not likely, but the need for ethics is 
universally beneficial and necessary for preventing relapse. Ethics are only whole-
some when they are context-sensitive. They must be “alive” and cannot be applied 
out of blind faith in “dead scriptures.” When they are adaptive, they reach their 
optimum efficacy. In Buddhist teachings, this is referred to as “the Middle Way,” 
which Ajahn Jayasaro broadly defines as the optimum maximum means of moving 
away from the unwholesome (craving, aversion, and ignorance of impermanence) 
and increasing the wholesome (Jayasaro, 2013). Consequently, if a seemingly ethi-
cal action, such as telling the truth, is about to cause more suffering than withhold-
ing it, then telling the truth becomes unwholesome. For example, if armed burglars 
attack you in your house and ask if you are alone, it is not a good idea to tell them 
that your child is hiding in the basement. By adopting a middle way, patients per-
form the least harmful action in the given circumstances. This is adaptive and pre-
vents the risk of becoming dogmatic and rigid in the approach to ethical living.

Therapists are in a privileged position to promote compassion and interconnect-
edness in the community. Having witnessed well over a thousand patients under-
takes the MiCBT program in the past 16 years, I do not have a single doubt that 
teaching ethics in the community enriches it. We often speak of “the greater good” 
or being kind, but what does this mean in terms of attitude? Unless these notions are 
materialized into concrete actions, it is just good philosophy. Having a small but 
clear set of guiding principles, such as the five precepts, and making an effort to be 
mindful of them can assist in preventing harm. Then, through wholesome behavior 
and intention, it becomes possible to integrate kindness, compassion, and the notion 
of greater good.

 Summary and Concluding Remarks

In this chapter, I explained how compassion is developed through integrating daily 
training in empathy (loving-kindness meditation) with five basic ethical attitudes 
and boundaries in daily life. We discussed how and why compassion training 
requires actual actions to minimize harm and promote well-being for oneself and 
others. I explained why it is not possible to develop wisdom without compassion 
and that compassion cannot be authentically established across contexts without 
ethics. We also examined how, in MiCBT and in traditional Buddhist teachings, eth-
ics are practiced out of compassion, rather than duty, guilt, or conceit.
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I discussed the idea that we often relapse into psychological conditions because 
we have not let go of harmful attitudes; we can’t resolve problems with the means 
that created them. I proposed that the reason for including such ethical attitudes 
(born from compassion) is to prevent relapse by valuing one’s own and others’ well- 
being. Doing so makes us connect with ourselves and others, including animals and 
plants, in a compassionate way, a way that is diametrically opposite to the way we 
feel when we are anxious or depressed, thereby acting as a buffer against relapse.

Moreover, I described the mechanisms of reaching a sense of self-worth in ethi-
cal and unethical mental states, with an emphasis on the fact that we cannot develop 
genuine happiness (which we are all seeking) with means that bring suffering, such 
as harmful actions. I clarified how a true and reliable sense of self-worth and well- 
being can only emerge from one’s mind (as does one’s sense of suffering) and how 
cultivating a mindfulness-based effort to prevent harm for oneself and others 
increases one’s sense of self-worth. Without a profound appreciation of, and respect 
for, ethical boundaries, our well-being and that of others doesn’t seem to matter.

Finally, I discussed some of the implications of the above in MBIs. Perceptual 
bias and cognitive dissonance were identified: practicing ethics appears essential to 
the clinician for good practice and healthy relationships between colleagues and 
with patients, while at the same time perceiving the explicit teaching of the same 
ethics to patients as an imposition of religious values to be avoided. I have then 
proposed ideas for future research, and a way of including a simple exposure-based 
approach derived from MiCBT to gently introduce ethics education in other MBIs.

I hope that this chapter has provided you with novel and reassuring ideas that 
encourage you to train yourselves and your patients with the full potential of mind-
fulness, combined with universally acceptable ethics and compassion. It is said that 
when an old lady came to pay respect to the Buddha lying on his death bed, she 
asked him to teach her how to ease her suffering. Despite being told that the revered 
80-year-old teacher was too tired to teach, she insisted that she would not accept 
anyone else to teach her in case they alter his original teaching. At these words, the 
Buddha rose out of compassion and offered her these few words as a summary of 
the teaching: “Abstain from performing harmful actions, perform skillful actions, 
and keep on purifying [deconditioning] your mind.” She then understood the true 
purpose of mindfulness.
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Chapter 8
Mindfulness-Based Symptom Management: 
Mindfulness as Applied Ethics

Lynette M. Monteiro and Frank Musten

 Introduction

The principles of mindfulness-based stress reduction (MBSR; Kabat-Zinn, 2013) 
and mindfulness-based cognitive therapy (MBCT; Segal, Williams, & Teasdale, 
2012) present a challenge to teleological, conceptual, and relational aspects of 
Western concepts of health care. The directional aim of health care was, and likely 
still is, predominantly about reversing or excising the causes of illness with wellness 
left to evolve as it may. Conceptually, the targets of interventions are categorized as 
physical (focused on the body) or psychological (focused on the mind) with the 
intent of reducing symptoms and the discomfort they produce. Not only are body 
and mind seen through a lens of dualism, the concepts of illness and wellness are 
dichotomized, with wellness defined as the absence of illness and illness as a cir-
cumscribed event ranging from acute to chronic. Relationally, traditional models of 
care are portrayed with the health care provider holding unique expertise and the 
patient as the recipient of that expertise. The relationship is hierarchical with pri-
macy given to knowledge and its flow from the professional to the patient.

With the advent of MBSR and MBCT, three important shifts in the teleological, 
conceptual, and relational aspects of health care entered the mainstream. First, the 
idea of “fixing” the problem of illness is being accepted as unrealistic because of a 
more interconnected view of illness and well-being. This gave way to an under-
standing of the biopsychosocial system as subject to all manner of change that is 
only partially in our control. Second, reinhabiting the connection between mind and 
body has been introduced as the path to experiential awareness. Finally, the source 
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of wisdom and healing has shifted to a relationship that is co-created between the 
individual who is suffering and the health care professional where wisdom arises 
from knowledge and insight. In addition, the means of addressing the individual’s 
suffering is seen as lying in the relationship between their state of mind and the 
event they are experiencing.

Now, almost 40  years later, the efficacy of mindfulness-based interventions 
(MBIs) has become better researched (Baer, 2003; Brown & Ryan, 2003; Fjorback, 
Arendt, Ornbol, Fink, & Walach, 2011; Goyal, Singh, & Sibinga, 2014). The rapid-
ity and sheer volume of research also has given rise to calls for caution against the 
overly positive tone of the studies and the uncritical swell of popularity (Eberth & 
Sedlmeier, 2012; Khoury et al., 2013); that in turn raises concerns of mindfulness 
becoming increasingly presented as a panacea (Hanley, Abell, Osborn, Roehrig, & 
Canto, 2016; Purser & Loy, 2013). However, MBIs have enjoyed a growing accep-
tance through work on defining the psychological nature of mindfulness (Brown, 
Creswell, & Ryan, 2015; Brown & Ryan, 2004; Coffey, Hartman, & Fredrickson, 
2010), investigations into its mechanisms (Coffey et al., 2010; Grabovac, Lau, & 
Willett, 2011), and models of understanding efficacy studies (Dimidjian & Segal, 
2015). Further, as the chapters in this book exemplify, MBIs have branched out 
from MBSR and MBCT in unique ways that offer a variety of approaches and serve 
many vulnerable populations, indicating the term “mindfulness-based programs” 
(MBPs) may better reflect their scope beyond the psychotherapeutic. The growth of 
these “second generation” mindfulness programs (Van Gordon, Shonin, & Griffiths, 
2015) also offers an opportunity to address one of the key concerns raised about 
MBSR and MBCT: the multilayered ethics involved in translating mindfulness from 
Buddhism to a Western psychological and secular intervention (Monteiro, Musten, 
& Compson, 2015).

There are two important issues of ethics for health care professionals to consider 
in relation to the issue of ethics and mindfulness. The first is the ethics of mindful-
ness, which comprises the complexity and implications of migrating Eastern philo-
sophical approaches into a secular Western framework. Specifically, it poses the 
following questions: What are the ethical implications of reconstructing a spiritual 
process as a secular intervention? How does this impact issues such as informed 
consent and sufficient training in the new interventions. An auxiliary concern relates 
to the question of who can or should be taught mindfulness; this raises questions 
about the potential for misguided or outright misuse of mindfulness practice, for 
subverting social justice by maintaining an unconscionable status quo for vulnera-
ble populations, or by giving military and police members the capacity to suppress 
compassion and care in order to commit acts of violence and killing (Stanley, 2013).

The second issue is ethics in mindfulness and comprises how the content of 
MBIs embodies or conveys the practice and cultivation of morality and virtues. It 
prompts the following questions: Can a secular program hold to the same teleologi-
cal path of mindfulness as described and practiced in Buddhism (Davis, 2015; 
Greenberg & Mitra, 2015; Lindahl, 2015); in fact, does it need to? Given morality 
and the cultivation of virtues is central to Buddhist teachings of mindfulness, how 
can this migrate to secular programs with sensitivity to multicultural perspectives of 

L.M. Monteiro and F. Musten



195

how values are lived? Critics of secular mindfulness point out that the definition of 
mindfulness in secular terms is stripped down to bare essentials and loses the 
Buddhist intention for a wider and deeper practice of growth (Purser, 2015; Purser 
& Loy, 2013; Titmuss, 2013). In Buddhism, mindfulness is part of a tightly interwo-
ven series of practices whose ultimate purpose is the cultivation of virtues with the 
intention of full liberation from the suffering generated by our misperceptions 
(Olendzki, 2008, 2011). Reduced to an eight-session protocol, can secularized 
mindfulness be effective as a highly truncated version of a key Buddhist practice or 
does it become symptom-focused? That in turn questions whether it is also indi-
vidualistic and therefore inconsistent with the Buddhist intention of mindfulness as 
a wholistic process (Amaro, 2015), which McCown (2016) appropriately describes 
as a relational process. Moreover, McCown (2014) argues that the current focus on 
studying the individual responses to MBIs in service of establishing treatment effi-
cacies has misdirected the practice away from its relational component.

These concerns foretell a common process and outcome: The secularized prac-
tice risks cultivating a form of awareness that is antithetical to Buddhist philosophy 
and therefore destined to do harm. In Buddhism, all practices have a moral arc of 
cultivating virtues that result in wisdom and therefore moral action, not only for 
self, but also for others and the world (Bodhi, 2011, 2013). The development of 
MBSM sought to find a path through this complex world of spiritual and secular 
principles and practices. In the sections that follow, we describe the issues that influ-
enced both ethics in and in later sections we describe our approach to ethics of 
mindfulness in MBSM.

 Roots of Mindfulness-Based Symptom Management

 History

In developing Mindfulness-Based Symptom Management (MBSM), we were espe-
cially concerned about the issues of how to communicate Buddhist concepts clearly, 
ensuring the issues of ethics in and ethics of mindfulness were embodied in the co- 
created relationships and embedded in the program delivery, respectively. Although 
we held both aspects of ethics and mindfulness as equally important, how to convey 
the concept and practice of ethics in the curriculum and embody it in our role as 
teachers was our initial focus. We sought to translate the Buddhist model of alleviat-
ing suffering, seen as an arc of moral development, into a language that was acces-
sible to participants while standing on a base of psychological models that supported 
mindfulness as a treatment protocol. Further, we viewed the intention of the inter-
vention and the practice of mindfulness itself as an arc of (relational) moral devel-
opment. Thus, we worked to keep the role of ethics as action-guides (Gombrich, 
2009/2013; Harvey, 2013) and values-clarification front and center in our vision of 
a mindfulness program that offered more than alleviation of the distressing symp-
toms of depression, anxiety, and reactions to physical pain. In fact, we struggled 
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over naming the program, finally settling on “symptom management,” which 
reflected the reality of our clinical population. In other words, we are always symp-
tomatic of some aspect of suffering and its impact on our actions, thoughts, and 
values could only be managed through diligent and ardent practice of wise choices. 
Finally, if the intent in our programs was to facilitate symptom management rather 
than simply symptom reduction or symptom elimination, then it followed that the 
program had to cultivate an ongoing presence to the complete experience of well- 
being and suffering, the values we live well by and those we are distanced from.

Antonio Machado’s poem “Campos de castilla” (Machado, 2002) is frequently 
quoted by mindfulness scholars and teachers; it stands as a guiding wisdom of what 
it means to practice mindfulness: Wanderer, your footsteps are the road, and noth-
ing more; wanderer, there is no road, the road is made by walking. Developing 
mindfulness programs is a process of constantly revisiting and refining its intention. 
Dimidjian and Segal (2015) described a stage model developed by the National 
Institutes of Health (NIH) “from an interest in shaping the training of future genera-
tions of clinical scientists by providing a well-articulated view of the goals and 
process of clinical psychological science” (p. 593). Using the stages as defined by 
the NIH, Dimidjian and Segal (quoting Onken, Carroll, Shoham, Cuthbert, & 
Riddle, 2014) describe Stage I as the process of creating a new intervention or the 
adaptation of an existing one (Stage IA); this definition would include most 
mindfulness- based programs that emerged immediately after MBSR/MBCT gained 
traction in the health care community. Feasibility and pilot studies were defined as 
Stage IB, which included the development of training and supervision. Stage II 
involves testing treatment protocols in research settings using research, and in Stage 
III, testing is conducted in community settings using community facilitators.

While the model clearly organizes a way forward and is important to the work of 
clinical psychological science, it is vague in its reference to “all activities related to 
the creation of a new intervention, or the modification, adaptation, or refinement of 
an existing intervention.” With Stage I set as part of an empirical process or evidence- 
based model, the implication is that the development of a new intervention is de 
facto evidence-based. In fact, part of the development of a new or adapted interven-
tion can include and benefits from practice-based evidence, an iterative approach 
that is relational with respect to the community and which inquires into the rele-
vance of the protocols to the population treated (Barkham & Mellor-Clark, 2003; 
Holmqvist, Philips, & Barkham, 2015).

As clinical psychologists, informed by both our clinical training and the constant 
need to modify, adapt, or refine treatment protocols for our individual clients, we 
approached the development of MBSM with a close eye to our own development, 
how the inclusion of an explicit values-based approach served the real-life situa-
tions of the participants, and the adaptations that were made for different popula-
tions. As teachers of mindfulness protocols, this required an iterative process of 
being in conversation with participants in the program and refining what and how 
we delivered the teachings; it grew in parallel to the thematic structure of the pro-
gram itself. It began with the struggle of integrating seemingly disparate ways of 
knowing in the Buddhist and Western approaches to awareness (essentially the early 
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stage participants encounter in an 8-week program). For example, our cognitive and 
behaviorist inclinations would seek to change thoughts and actions while observing 
for concomitant changes in emotions; the frame of mindfulness required a shift to 
an open and invitational stance to our experience and that of our participants. This 
different way of being in relationship with participants and working with the dis-
comfort of uncertainty that is the mark of all relationships required attention to our 
own ways of being with our difficult and unwanted experiences. In turn, this high-
lighted the subtle values we were bringing into the room, the main one being a pri-
macy of the thinking function.

With the inclusion of a values-based practice that explicitly addressed the ethics, 
MBSM stands in counterbalance to the tenet of MBSR that ethics remain implicit 
(Kabat-Zinn, 2011); thus we did not view MBSM as a modification or adaptation of 
MBSR/MBCT. Instead it was envisioned as what is now called a “second genera-
tion” mindfulness programs that directly addresses the issues of attention cultiva-
tion, spiritual roots, and ethics in the pedagogy (Van Gordon et al., 2015). Navigating 
the complex territory of ethics in general also presented challenges in differentiating 
ethics of mindfulness (transparency, informed consent) from ethics in mindfulness 
(inclusion of cultivating virtues in the curriculum). And finally, we were faced with 
making a deep discernment of how to take the program into the marketplace. Could 
we offer mindfulness to individuals and organizations whose vision and mission 
would be antithetical to cultivating compassion, the highest ethic of practice? 
Throughout this process, we were informed and inspired by Buddhist and psycho-
logical teachings in how to meet and be with our experience. These are explored in 
the next two sections followed by an examination of the complexity of ethics and 
mindfulness programs.

 Buddhist Roots

Foundational Teachings Relevant to Secular Mindfulness The Buddha is said to 
have described what he taught as only a handful of leaves compared to all the leaves 
in the forest (Thanissaro, 1997b). However, the teachings are of sufficient depth to 
effect change. By focusing on the nature of suffering and its cessation, they are a 
self- administered treatment that eliminates the roots of suffering and cultivates an 
ethical, values-based life for the good of all beings (Thanissaro, 2012). Although 
one would argue that understanding and practicing with all the teachings is essential 
to liberation, much like any religious or philosophical system, some Buddhist teach-
ings are more immediate in their helpfulness and more readily accessible to the 
everyday person (known as a householder in the Buddha’s times). Space precludes 
examination of the many relevant teachings. However, Monteiro (2015) has explored 
the various teachings that inform secular mindfulness programs and Cayoun (2011) 
offered a detailed examination of Buddhist psychology as applied to secular mind-
fulness. For the purposes of this chapter, we will focus on three core Buddhist teach-
ings that we incorporated into the MBSM curriculum: suffering, mindfulness, and 
ethics.
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Suffering The first core teaching is the meaning of suffering or dukkha. The idea 
that we suffer is difficult to grasp because the conventional use of the term is typi-
cally in the context of profound tragedy, loss, or some life-rending event beyond the 
pale of our cultural experience (Batchelor, 2017; Epstein, 2013, 2014). In Buddhist 
terms, suffering or dukkha refers to the essential dissatisfaction we feel when we 
don’t want what we have (objects, experiences), want what we don’t have, or are 
generally confused about what we want or what our experience is (Bodhi, 2008; 
Gunaratana, 2001). These three stances to our experience are referred to as the 
three poisons: aversion (aversive type), clinging/grasping (greedy type), and delu-
sion (misperceiving type). The presumptive idea in this teaching is that we cannot 
avoid things happening to us; we are, without exception, heir to illness, death, 
injury, and loss. Suffering then is defined as our stance to or how we meet these 
experiences. The Sallatha Sutta (Thanissaro, 1997a), one of the many teachings of 
the Buddha, uses the metaphor of being struck by two arrows showing suffering as 
both physical (the initial event) and mental (reactivity). For example, when we are 
injured, we feel the physical pain, which is then accompanied by a mental prolif-
eration, or what it means to have been injured (“I’m never going to walk again!” 
“This is unfair.” “How am I going to get to work?” or “I can’t afford not to work.”). 
In another Buddhist teaching, our resistance to treat our suffering is compared to a 
person struck by a poison arrow and who is refusing to remove it until they under-
stand why and how it happened, by whose hand, and the meaningfulness of the act 
(Thanissaro, 1998).

Becoming aware of the vulnerability of our mind to aversion, greed, and delusion 
requires diligent practice. For most of us, “practice” carries a sense of working 
towards a specific outcome; it is something one does, driven by internal and external 
factors, with the intention of achieving a goal. Once the goal is achieved, the drive 
reduces or extinguishes and is typically replaced by another drive. This perspective 
is also consistent with the idea of attaining milestones developmentally. As adults in 
a hedonic culture, we check off most of the achievements: home, family, education, 
relationships, career, etc. The idea of practice without a driven quality to it and as 
something continuous is a personal paradigm shift. It also brings into high relief the 
suffering we create by our aversion, grasping, and delusion. The teachings of Zen 
master Thich Nhat Hanh (1999, 2007, 2009, 2011) are invaluable in understanding 
what it means to practice continuously; his talks, retreats, and books compassion-
ately introduce the practice of non-attaining and mindfulness as a continuous 
engagement with every moment.

Mindfulness The second core teaching is the cultivation of mindfulness itself. 
Although efficiently defined by Kabat-Zinn (2003) as “the awareness that emerges 
through paying attention on purpose, in the present moment, and nonjudgmentally 
to the unfolding of experience moment by moment” (p.  145), understanding the 
term “mindfulness” remains complex and discussion among mindfulness research-
ers and Buddhists of different traditions offers insight to that complexity 
(P. Grossman & Van Dam, 2011; Williams & Kabat-Zinn, 2013). Despite these dif-
ferences in interpreting mindfulness, there is consensus that the teachings on 
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 establishing mindfulness and the practice of breath awareness underlies and informs, 
implicitly or explicitly, secular mindfulness programs (e.g., MBSR training includes 
attending silent retreats that teach in the context of the four foundations of mindful-
ness). The formal process is described in the Satipaṭṭhāna (Four Foundations of 
Mindfulness) and Ānāpānasati (teaching on Awareness of Breathing) Suttas 
(Analayo, 2003, 2013; Goldstein, 2013); the practice cultivates sustained attention, 
awareness of experiential processes, and development of virtues necessary for lib-
eration from suffering.

The Satipaṭṭhāna and Ānāpānasati Suttas work in unison with the former offering 
the framework for practice and the latter the meditative component that supports 
practice (Gunaratana, 2012; Hanh, 2006). The practitioner begins with stabilizing 
attention using the breath as an object of meditation. When attention is disciplined 
and steady, the focus shifts to awareness of the body, feeling tones (pleasant, 
unpleasant, and neutral), the mind, and the nature of all phenomena. Although the 
text implies a sequential process, it is far from sequential and progressive (Analayo, 
2013). As with all practices that build capacity, meditation is an iterative process, 
returning repeatedly to the object of meditation (the breath) and approaching the 
experiences that arise with an observer’s stance or without reactivity.

As attention and awareness develop, phenomena are experienced as imperma-
nent; they are observed as rising, enduring, and dissipating over and over. With 
continuous practice, insight develops into seeing the nature of suffering as being 
clearly rooted in the three poisons, and how we have the tendency to misidentify 
with our experience. The cultivation of mindfulness continues with a systematic 
practice in the Eightfold Noble Path (right view, right thinking, right action, right 
livelihood, right speech, right mindfulness, right effort, and right concentration; 
Gethin, 1998; Harvey, 2013); with further practice the factors of awakening (mental 
states of mindfulness, investigation, energy, joy, tranquility, concentration, and 
equanimity) develop. Monteiro et al. (2015) discussed the depth to which these two 
specific components of the Satipaṭṭhāna extend into secular mindfulness programs, 
concluding that while the programs focus on attention and open awareness, they 
may fall short of fully cultivating the depth of wisdom possible through the wisdom 
aspects of practice. Arguably, it may be possible that the cultivation of attention, 
awareness, and initial insight into the nature of phenomena is sufficient for address-
ing acute experiences of the second arrow of suffering (our reactivity). However, 
this is also the equivalent of not completing the full course of treatment that can 
provide deeper resilience to the three poisons of anger, greed, and delusion.

Ethics The third core teaching is ethics or sīla, a critical aspect of practice often left 
unaddressed and therefore resulting in a major criticism of secular mindfulness pro-
grams (Senauke, 2013; Titmuss, 2013). Buddhist ethics or sīla are defined variously 
as an action-guide, a cultivation of virtues, or the taking up of vows; they form the 
fundamental rationale for practice (Aitken, 1991; Anderson, 2001; Harvey, 2000; 
Keown, 2001, 2005). The virtues of kindness, generosity, and wisdom comprise the 
antidotes to the three poisons of aversion, grasping, and delusion and are practiced 
through wise action, speech, and livelihood, the relational (interconnected) aspect 
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of the Eightfold Noble Path. Ethics is conveyed through a set of precepts, the num-
ber of which depends on the role of the individual whether they are householder or 
monastic. For the householder or non-monastic, there are typically five precepts of 
restraint: do not kill, do not take what is not given, do not engage in inappropriate 
sexual activities, do not engage in false speech, and do not use intoxicants. Zen 
teacher Robert Aitken (1984) describes the precepts as both restraint (the putting 
down of harmful thoughts, speech, and action) and enacted (the taking up of com-
passionate thoughts, speech, and action). Thich Nhat Hanh (1998, 2007) formulated 
the five precepts as action-guides called the Five Mindfulness Trainings: reverence 
for life, generosity, responsible sexual desire/conduct, mindful speech, and mindful 
consumption. Both Aitken and Thich Nhat Hanh extend the concept of each precept 
beyond the concrete definition of physically taking a life. For example, we can 
engage in “killing” speech, act in ways that “kill” a relationship, or hold thoughts 
that “kill” our compassion for others. Thich Nhat Hanh also extends mindful con-
sumption beyond the physical act of ingesting food or substances. In his conceptu-
alization, consumption includes messages we send out and take in from the media 
and in relationships. The Five Mindfulness Trainings ultimately relate to steward-
ship of communities and the environment. This particular formulation of vows or 
principles offers the opportunity to explore and engage, beyond the idea of restraint, 
through action-oriented ways of being. The Five Mindfulness Trainings also pro-
vide the opportunity to generate a set of actionable behaviors that reflect a values- 
based approach to practice grounded in the individual lived experience. Both Aitken 
and Thich Nhat Hanh’s approach to the precepts are important because they present 
the concept of ethics as a balance between inhibition and activation, between an 
avoidance- and approach-based moral regulation (see Janoff-Bulman, Sheikh, & 
Hepp, 2009, for a discussion of proscriptive and prescriptive ethics and moral 
regulation).

Not Getting Lost in Translation The vastness of Buddhist philosophy and psy-
chology is daunting even to scholars. Still, carving away sections for specific use in 
a culture and context that is very different from that in which the original teachings 
were delivered has been discouraged by Buddhist scholars and teachers (Amaro, 
2015; Bodhi, 2011, 2013). And certainly, cannibalizing Buddhist practice is no 
more justifiable than excising Catholic spiritual practices such as praying the rosary 
or novenas and repackaging them as stand-alone psychological interventions. Like 
other religious communities, the practice of Buddhism is a slowly unfolding process 
that allows it to take hold and transformation to be more likely; further, growth and 
adherence to the process is individual. In that context, it is possible to see secular 
mindfulness as having a similar influence through a paced process with respect for 
individually determined trajectories (Compson & Monteiro, 2015). However, 
because our program is offered to people who typically are not Buddhists and who 
have a Western mind-set with regard to psychological interventions, we needed to 
ensure there was support in current psychological science mindfulness. The psycho-
logical concepts that influenced MBSM are explored in the next section.
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 Psychological Roots

Convergence of Concepts In developing MBSM, we were informed by three psy-
chotherapeutic theories and approaches, some of which echoed Buddhist thought: 
Cognitive Behavioral Therapy (CBT) with its emphasis on examining and challeng-
ing negative mind states resonates philosophically with both Buddhism and the 
Greek Stoics (Tirch, Silberstein, & Kolts, 2016); somatic awareness therapies 
(Levine, 1997) invite cultivation of awareness of body-mind in tune with the 
Satipaṭṭhāna and Ānāpānasati suttas; and the Polyvagal Theory (Porges, 2007, 
2011), as a physiological theory, contributes significantly to understanding the 
issues of emotional dysregulation and reactivity. A detailed exploration of each 
modality is beyond the scope of this chapter; thus, we take a conceptual approach 
below to the way psychological concepts have informed MBSM and indicate the 
overlap with Buddhist concepts.

Underlying the approaches from different psychological lineages is the interplay 
of three Western psychological concepts (Monteiro, 2015): identity, emotion regula-
tion, and stress. In Western psychology, the concept of self contains a sense of 
agency and the presence of an agent, a doer of deeds, thinker of thoughts (Baumeister, 
1999, 2011). In contrast, Buddhist thought differs and holds the view that there is no 
agent, no lasting, substantive “self,” although Tuske (2013) notes this concept is not 
without its difficulties. Buddhist and Western psychology, however, share an over-
lapping idea of a constantly changing perception of who we are based on cultural, 
emotional, and situational influences, that is, an emergent and embodied self (Varela, 
Thompson, & Rosch, 2017). Cognitive theories and therapies (Beck, Rush, Shaw, & 
Emery, 1987; Riso, du Toit, Stein, & Young, 2007) view identity as schemas or 
aggregates of characteristics, relationships with others, and aspirations in the world. 
A schema can be challenged by lived experiences especially if the schema holds or 
is close to an aspect of self that is valued. Traditionally, psychological distress is 
viewed as our response to these challenges, typically framed as a response to a 
threat to self-constructs (R. S. Lazarus & Folkman, 1984).

Emotion regulation and the role of mindfulness training is perhaps the central 
focus of contemplative approaches in psychology and thus occupy a larger space for 
discussion here. Holzel et al. (2011) outlined a set of mechanisms that interact to 
produce self-regulation and Roeser et  al. (2014) described the intricate research 
connecting emotion regulation and sensory perception in developing ethical action. 
Emotions, while not specified in the Buddhist view, are linked to sensations, ephem-
eral arisings from the process of contact with the world and one’s interpretation of 
that experience. From the Western perspective, Ekman and Davidson (1994) con-
ceptualized emotions as arising from a confluence of cognitive, behavioral, and 
physiological responses to an external or internal event. R. S. Lazarus and Folkman 
(1984) proposed that cognitive appraisal of an event activates the stress response 
system. A. Lazarus (1989, 2006) placed emotions (affect) as part of a multimodal 
determination of experience involving behavior, affect (emotion), sensations, imag-
ery, and cognition (BASIC). Emotion regulation is central in Western psychological 
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theories of psychotherapy and is often one of the core intentions in psychotherapy. 
Thus, although emotions are not a specific concept in Buddhism, becoming dys-
regulated can be seen to arise from a fixed idea of who we are, which is itself a 
manifestation of the three poisons of aversion, clinging, and/or confusion.

Porges (2011) proposed in the polyvagal theory that the brain is a risk assessor, 
through an unconscious automatic process he refers to as neuroception. For most of 
us, our neuroceptors are activated periodically throughout the day. But once it has 
been determined that there is no threat, we settle back into what we had been doing. 
That process of resettling involves the vagus nerve, the primary nerve activating the 
parasympathetic system that, as part of the autonomic nervous system, lowers 
arousal and returns a complex set of physiological processes back to homeostasis. 
This change can be measured in terms of heart rate variability that is referred to as 
vagal tone and means that an individual can quickly return to resting heart rate, and 
equilibrium, after determining that an event was not a threat. However, because of 
historical or current experience with stress some individuals have poor vagal tone 
and are not able to reset to equilibrium.

Further, Porges (2011) relates the breath to vagal tone and specifically notes that 
the aspiration (out-breath) puts a cap on the heart rate. This relationship between 
breath and heart rate is taught as breathing exercises in, for example, the tactical 
breathing techniques taught to soldiers (G.  Grossman, 2009). The meditation 
instructions in mindfulness programs invite participants to let the breath breathe 
itself. Through repeated practice the breath tends to fall into a natural rhythm of 
slower, deeper in-breaths and longer out-breaths effectively increasing vagal tone. 
Porges indicates that as vagal tone increases, there is less emotional dysregulation 
along with related greater cognitive capacity. Eisenberg and Eggum (2008) reported 
that good vagal tone is associated with improved prosocial behavior in children. 
Keltner (2009), as quoted in Narvaez (2014), has noted that good vagal tone was 
correlated with compassion and open heartedness towards others suggesting that 
good vagal tone also promotes moral behavior.

Finally, stress models have a favored position in the work of general psychology 
and mindfulness interventions. Endocrinologist Hans Selye (1974) was among the 
first to investigate and define stress (he later noted it was better referred to as 
“strain”) as the physiological response regardless of the positive or negative nature 
of the stimulus and that pathological outcomes occur when the stress is unremitting. 
Later models include Bruce McEwen’s model of allostatic load which more closely 
aligns with the idea that strain on an existing biological system results in its eventual 
breakdown (McEwen, 2002). As discussed above, Porges’ polyvagal theory posits a 
complex model of neural regulation of the autonomic system (Porges, 2011). 
According to Porges (2007), external events and intentionality in social contexts are 
appraised via neuroception and discerned for their threat value, which activates the 
appropriate response, defense, or engagement. Evolved to be adaptive to both low 
and high threat environments, the neural system is staged to appraise the degree of 
safety in a hierarchical manner with the higher cognitive functions able to override 
lower “primitive” systems in responses to threat. Under prolonged stress, the lower 
appraisal system is reinforced to be highly active and the feedback provides what 
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can be seen as misperceived levels of threat. Under such conditions, moral decision- 
making may be biased towards individual survival. Thus, regulation of the nervous 
system, when under stress or threat while activating the downregulation to reestab-
lish homeostasis, relies on a well-functioning feedback system and plays an impor-
tant role in developing ethical actions.

Our intent is not to claim there is nothing new under the sun, rather an interweav-
ing of several strands of psychological and spiritual lineages. Baer (2015) and 
Harrington and Dunne (2015) both describe how psychological science and the 
interweaving of psychology with Buddhist practices, respectively, have contributed 
to an understanding of contemplative practices. In our perspective, there is a con-
stantly emerging wisdom that has always been in the service of meeting and trans-
forming suffering so that one could flourish as a human being. By grounding MBSM 
in current psychological science, we sought a manner of communicating mindful-
ness that is authentic in the current culture and language, which becomes important 
when communicating the concepts of mindfulness to a clinical population. Humanist 
approaches and psychotherapies such as those developed by Carl Rogers (Rogers, 
2003; Rogers & Kramer, 1995) and the concepts of human potential developed by 
Maslow (2014) laid down the path to what became Positive Psychology, an approach 
focused on developing conditions for flourishing. Defined by Seligman’s Wellness 
Theory as comprised of positive emotions, engagement, positive relationships, 
meaning, and accomplishment (PERMA; Seligman, 2012), it includes the develop-
ment of virtues, which Seligman defines as a core characteristic that is universally 
valued. The six virtues are wisdom, courage, humanity, justice, temperance, and 
transcendence. Its contribution to the integration of ethics, values, and secular mind-
fulness is Seligman’s view that seeking personal happiness independent of relation-
ships and meaning makes a poor moral guide for caring behavior. We now examine 
what constitutes a moral guide or moral decision-making.

Moral Development and the Ethic of Care Because we conceptualized mindful-
ness practice as a process of moral development consistent with Buddhist views of 
mindfulness as cultivation of virtues through ethical actions, it was important to 
explore how moral decisions are made and what is important in guiding those deci-
sions. S.L. Shapiro, Jazaieri, and Goldin (2012) reported that there are few studies 
linking mindfulness with moral reasoning and that moral reasoning in their study 
was not impacted by MBSR post-intervention, although it did improve at a 2-month 
follow-up. Shapiro and her colleagues posited that moral reasoning like mindful-
ness might require time to coalesce and strengthen. It is however important to note 
that the measure used in this study was a traditional format of posing a moral 
dilemma requiring a selection of a single response from participants. Moral reason-
ing and its investigation are complex and may require a different approach, one that 
is more relational and exploratory of the individual’s own process of making moral 
decisions.

The study of moral development began with Kohlberg (1976) and a turning point 
in the study of the complex nature of moral guides, or how we make moral deci-
sions, occurred with the work of Carol Gilligan (1993). Her book, In a Different 
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Voice (Gilligan, 1993), broke ground for a deeper understanding of moral decision- 
making; choices in real life are not just made as means of securing justice but as an 
expression of care. Flanagan (1993) explored the important differences between 
Kohlberg’s and Gilligan’s concepts of moral development and others have discussed 
the contrasting models and issues in justice and care (Giammarco, 2016; Larabee, 
1993). In subsequent work extending the understanding of her model (Gilligan & 
Attanucci, 1988) and recent exploration of a “human voice” that arises from moral 
injury (Gilligan, 2014), she refined the theoretical concepts of justice and care ori-
entations. The relevance of Gilligan’s work to mindfulness lies in her conceptualiza-
tion of morality as care and responsibility in the context of relationships. Blum 
(1993) describes it as “genuinely distinct from impartiality” (p. 50) and consisting 
of “attention to, understanding of, and emotional responsiveness toward the indi-
viduals with whom one stands in these relationships” (p. 50). He is also careful to 
point out that care is not a replacement of impartiality or a theory of everything in 
moral development; instead it offers a broader landscape within which moral deci-
sions are made, specifically one that includes the role of personal integrity.

The concept of an ethic of care, mentioned in a reflection on key ideas in her 
body of work (Gilligan, 2011), draws from Tronto (1993) who challenged the asso-
ciation of care with “women’s morality.” The expanse of the discourse of the ethics 
of care is beyond the scope of this chapter; however, the potential for secular mind-
fulness to benefit from Tronto’s arguments is compelling (see B. Fisher & Tronto, 
1990; van Nistelrooij, Schaafsma, & Tronto, 2014, for details of Tronto’s perspec-
tives of an ethic of care). Not only does she challenge the feminist localizing of care 
in the domain of being female, but also, quoting Walker (2007), she argues instead 
for “an ethics of responsibility,” which “as a normative moral view would try to put 
people and responsibilities in the right places with respect to each other” (in van 
Nistelrooij et al., 2014). Care, therefore, is a moral activity that is both contextual 
and relational; it is embedded in a negotiated relationship among equals but does 
not presume a commonality of cultural or psychological experiences. It is embodied 
in practitioners and located in the world. These tenets fall close to the intentions of 
MBIs, which are to cultivate values that result in care, or responsibility, for self, and 
others. In other words, the resting place of mindfulness is compassion for self and 
others. Whereas it is hoped that including ethics explicitly in MBSM can cultivate 
an ethic of care in the individual for themselves and their relationships, there are 
challenges, which are explored in the next section.

 The Ethos of Ethics in MBIs

In the Thick and Thin of Ethics The contentious nature of ethics in MBIs may 
not be easily resolved in the context of a debate about whether and what ethics 
should be implicit or explicit in a program because, in any relational process, both 
processes exist. In MBIs, ethics in mindfulness emerges through the teacher’s pro-
fessional conduct and is embodied in the relational aspects of delivering the  teaching 
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points while interacting with the participants. While the former bridges into ethics 
of mindfulness, that is, the procedural aspects of an MBI, both address a deep explo-
ration of the intangible aspects of an MBI such as teacher and participant character-
istics, their intentions, and the meaning they give to the relational and pedagogical 
process. However, McCown (2013) discovered that an online search of “the terms 
‘mindfulness’ and ‘ethics’ was actually the concept of ‘ethical mindfulness’: a vital 
awareness of the ethical implications of a situation” (p. 40). In other words, the 
online search tapped into what we are calling the “ethics of mindfulness,” which is 
related to the procedural aspects and asks questions about the “right” and “wrong” 
of MBIs. What remains to be explored are “ethics in mindfulness” that asks about 
the process of connecting and being in relationship.

In ethnographic terms, procedural issues are called a “thin description,” an evalu-
ative statement (Kurchin, 2013) which is related to culture and interpretation 
(Geertz, 1973). Gilligan’s work discussed above, for example, constitutes a “thick 
description” of moral development (Blum, 1993). An example of a thick description 
is distinguishing among a variety of possible deeper descriptions for someone who 
winks. A thin description is to say that there was a wink. A thick description is to 
explore not just the contraction of an eyelid but also the ways it was done and the 
reasons for it being done (Geertz, 1973; Kurchin, 2013). In the context of mindful-
ness, thin descriptions arise when we ask whether ethics should be implicit or 
explicit in MBIs. This classification leads to a description of procedural ethics and 
while important, belies the more complex issue of ethics in mindfulness, which 
requires “thick descriptions.” That is, thick descriptions allow for an exploration of 
the cultural and deeper aspects of relational components and of the development of 
virtues that underlie the more evaluative terms of ethics being right/wrong or good/
bad.

In what might be read as a call for thick descriptions of ethics in mindfulness, 
McCown (2013, 2016) asks, “How are teachers and participants to be together ethi-
cally?” A transection of this question exposes several layers of relational compo-
nents that run through an MBI. For example, as a thick concept in the framework of 
ethics in mindfulness, we would want to know what implicit and explicit values 
teachers and participants bring to the room that will influence the relationship. In 
the sections that follow, we explore the debate around implicit/explicit ethics, resis-
tance to including explicit ethics in MBIs, the issue of presumed values-neutrality, 
and the complex relational processes in an MBI.

Implicit and/or Explicit Ethics The issue of ethics and MBIs remains a central 
and often contentious topic in Buddhist and secular mindfulness circles. Buddhist 
teachers and scholars argue that the absence or high opacity of ethics in secular 
mindfulness renders the programs inauthentic and likely to do harm (Purser & Loy, 
2013; Rosenbaum & Magrid, 2016; Titmuss, 2013). Recent responses from Buddhist 
and secular mindfulness teachers to Monteiro et al. (2015) explored the complexi-
ties of integrating Buddhist ethics as action-guides into contemporary mindfulness 
programs including the issue of explicit versus implicit ethics (Amaro, 2015; Baer, 
2015; Greenberg & Mitra, 2015; P. Grossman, 2015; Lindahl, 2015; Mikulas, 2015). 
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Critics of implicit ethics (sometimes confounded with the assumption of an absence 
of ethics) suggest that the exclusion of explicit teachings of Buddhist ethics uncou-
ples the core elements of mindfulness from its roots. Amaro (2015) noted that 
Kabat-Zinn’s (2011) rationale for such an approach is “vague” and lends itself to a 
“dubious principle upon which to structure a pedagogical approach” (p.  67). 
Monteiro et al. (2015) indicated that regardless of the intention not to impose extra-
neous values, the very act of teaching a philosophy derived from an Eastern spiritu-
ally oriented practice has led into that arena. That is, the challenge is not simply 
what and how to teach in a curriculum but to address higher-order ethical issues (see 
also Chap. 3—Dr. Gunther Brown) such as the value-infused therapeutic relation-
ship and the complex container of the teacher, teachings, and who is taught. These 
three categories are examined in the sections below.

Secular practitioners argue that making ethics explicit would itself result in ethi-
cal difficulties. Cullen (2011) noted that the implicit form is consistent with the 
Buddha’s pedagogy of discovering for oneself how unethical actions lead to suffer-
ing; the implication being the inclusion of explicit ethics would alter the intent of 
the Buddha’s teachings. Kabat-Zinn (2011) stated that ethics are implicit and 
embodied in the presence of the teachers of MBIs through their personal practice 
and the guidelines of their professional ethics. In other words, ethics are best 
expressed in MBSR by its embodiment by teachers without turning it into an “ideal” 
or carry it as a “burden” (p. 295). Cullen (2011) suggested that ethics and mindful-
ness support each other and that an insight arising from personal experience of the 
connection between unethical action and one’s suffering could be more transforma-
tive than “imposed edicts.” In both cases, while not explicitly stated as such, the 
argument for implicit ethics is set up as a desire to avoid proscriptive ethics, which 
are restraining and avoids the negative, and incline to prescriptive ethics, which are 
action-based and engages in the positive (see Janoff-Bulman et al., 2009, for a dis-
cussion on the need for balance between these two modes of moral regulation).

Taking a vastly different stance, McCown (2013) argues for making ethics 
explicit in MBIs by which he means the qualities or virtues that are developed rela-
tionally between participant and teacher. According to McCown, ethics lies in the 
pedagogy and emerges out of community where qualities of corporeality, contin-
gency, friendliness, and cosmopolitanism or openness to possibility inform the par-
ticipant’s experience. Experiencing the curriculum creates the ethical space without 
imposition through interpretation or ascribing meaning on the participant’s 
experience.

Values-Neutrality in Psychotherapy From the Buddhist perspective, mindfulness 
and ethics are inseparable; they are embedded in the teachings and embodied in 
practice. It is possible that the resistance to make ethics explicit in secular mindful-
ness is a holdover of an historical idea that therapeutic interventions must be values- 
neutral (Monteiro, 2016). The assumption that therapies and interventions are or 
should be values-neutral represents an historical division in psychology away from 
a study of character and towards an objective, actuarial science with a focus on 
measures of personality. This view of values-neutrality may continue in subtle ways 
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despite evidence that the clinician and client bring their unique patterns of values 
into the therapeutic space (Jackson, Hansen, & Cook-Ly, 2013; Patterson, 1959). In 
fact, there is sufficient evidence currently that no therapeutic approach is values- 
neutral (Hathaway, 2011).

Alan Tjeltveit (1999) suggests that the adherence to values-neutrality arose from 
viewing therapy as a scientific endeavor. He also presents strong arguments that 
psychologists’ resistance to philosophical reflection (as opposed to relying on sci-
entific findings) has been a primary obstacle to understanding ethics and values in 
psychotherapy. Tjeltveit organizes the examination of ethics into six intertwined 
dimensions of professional ethics, theoretical ethics, virtue ethics, social ethics, 
clinical ethics, and cultural ethics.

Typically, in debates around the need to include ethics in MBIs, the dimensions 
of professional and clinical ethics are appealed to as proof that the ethical compo-
nent does not need to be explicit in the teachings because they are implicit in those 
values. For example, Kabat-Zinn (2011) claims the Hippocratic oath is sufficient for 
ensuring ethics are upheld in MBSR because all teachers adhere to this oath. While 
this may be necessary to galvanize a commitment to do no harm, it is certainly not 
sufficient; this is more so where mindfulness is offered by persons or organizations 
with no training or conduct oversight from regulatory and disciplinary associations. 
It also does not ensure that individual or organizational values will not influence and 
shift the application of ethics, changing what it means to do no harm.

Teacher, Teachings, and Who Is Taught The abovementioned implications of 
implicit/explicit values conveyed in therapy are not the sole bête noir of MBIs. 
Amaro (2015) noted that it is equally important to investigate the “subtle influences 
that are already with us, in the Judeo-Christian conditioning of the West, particu-
larly in relation to such issues as the concepts of right and wrong as well as the 
broader topic of ethics” (p. 64). These points are consistent with the explorations of 
the fallacy of values-neutrality in therapy and the implicit ethics and values embod-
ied by the therapist and therapeutic models (Burns, Goodman, & Orman, 2013; 
Hamilton, 2013).

As mentioned above, it appears that much of the debate about explicit or implicit 
ethics in MBIs is rooted in the historic aim of medicine and psychology to be objec-
tive and scientific. If therapies are viewed as moral encounters (Burns et al., 2013), 
the process of treatment lies in the client’s examination of disconnection between 
ideal and actual values, a state that leads to distress (J. W. Fisher, 2011; Jackson 
et al., 2013; Leiter, Jackson, & Shaughnessy, 2009). Influenced by the assumption 
of values-neutrality as a form of respect for the client’s own values, therapies have 
adopted a putative stance of objectivity and neutrality to avoid unduly influencing 
or detracting from these values. It is understandable, therefore, that the desire to 
avoid an overt ethical framework in MBIs arises from this historic paradigm of 
therapy as being values-neutral of necessity to not interfere with or negate the par-
ticipants’ own values.

Nevertheless, having noted the fallacy of values-neutrality, it is important to 
examine the role of ethics and values in mindfulness-based programs. These are 
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present in three dimensions (Monteiro et al., 2015). First, ethics is contained, explic-
itly or implicitly, in the content of a mindfulness program. While Buddhists precepts 
may not be formally referenced in an MBI, the theme of restraint by not doing harm 
to self and others, found in many traditions, is implicit in the process of cultivating 
awareness of one’s actions and their consequences (Mikulas, 2015). Recent debates 
have focused on the consequences of implicitly conveying ethics in MBIs and, given 
the commonality of ethics among faith traditions, whether it is appropriate to assume 
Buddhist ethics are the only ones conveyed in an MBI (Amaro, 2015; Davis, 2015; 
Lindahl, 2015).

Second, ethics is modeled or embodied in the person of the MBI teacher (Evans 
et al., 2014; P. Grossman, 2015; McCown, 2013; van Aalderen, Breukers, Reuzel, & 
Speckens, 2014). There are many MBI training programs and they typically require 
pre-existing meditation practice, attendance at (usually Buddhist) retreats, and an 
ongoing personal contemplative practice (Crane, Kuyken, Hastings, Rothwell, & 
Williams, 2010; Crane et al., 2011). The primary aim in teacher training is to culti-
vate an embodiment of the principles, including ethics (P. Grossman, 2015) that 
support the cultivation of character, or what is called in Buddhism, the “Noble 
Person” (Harvey, 2000, 2013). Health care professionals such as physicians, psy-
chologists, social workers, and nurses who train as MBI teachers would carry these 
principles along with the additional, though not contradictory, set of ethical guide-
lines of their specific professional practice.

The third dimension is related to those who are taught, who seek out a mindful-
ness program. One of the major concerns of Buddhist practitioners and scholars of 
contemporary mindfulness applications is that it may be misappropriated by agen-
cies such as police and military institutions as well as profit-focused business cor-
porations whose mission-related ethics may be questionable (Senauke, 2013; 
Titmuss, 2013). In this regard, the issue of ethics is a crucial one, not only as it 
relates to the teacher’s own ethics, but the intention of the program and oversight of 
its eventual use. However, it is important to remember that even in an 8-week pro-
gram the participants present with their own system of desires and intentions that 
can lead to misunderstanding and misuse of mindfulness practices (see Thanissaro, 
2004, for a simile that addresses the potential consequences of misunderstanding or 
misusing teachings).

Each of these dimensions—teachings, teacher, and who is taught—is fertile 
ground for the cultivation of what Amaro (2015) called a holistic mindfulness. 
McCown (2013) describes this as a co-created ethical space, within which transfor-
mation arises; he acknowledges that ethics in MBIs are implicit but also important 
that they are made explicit. Present in that ethical space are the values brought by 
the teacher and the participant; the personal preferences, perspectives of well-being, 
and the subtle influences of the values of the teacher are entwined immediately in 
the delivery of the curriculum. It is a rarely considered reality, but crucial neverthe-
less; each participant and teacher comes to mindfulness with their own set of ethics, 
values, and perspectives of well-being. Neither arrives tabula rasa; their ethics and 
values enter the space in the first session, if not in the moment they decided to seek 
out the potential of mindfulness.
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While the analysis of secularized mindfulness has focused on the content of 
MBIs (i.e., the debate around implicit and explicit ethics as a dichotomy), a far more 
complicated picture emerges when teachings, teacher, and who is taught are taken 
as a three-fold interaction of already existing implicitly and explicitly expressed 
values and ethics. Perhaps the allure of claiming that implicit ethics are best practice 
is simply an historic artifact of the fallacy of values-neutral therapy; it may even be 
a misguided effort to maintain respect for the client by inadvertently shifting from 
client to protocol. However, actual respect for the client’s values and ethics lies not 
in the red herring of values-neutrality, but rather in the more challenging process of 
how to cultivate well-being as an aspect of character. That is, the roots of the inter-
vention, its spiritual framework, and the teacher’s values as informed by those roots 
all must be transparent in relationship. To do less is to circle back, negate the non-
hierarchical relationship in healing, sustain the fallacy of a values-neutral system, 
and maintain the split between personality factors and character. In our terms, the 
ethics in mindfulness and the ethics of mindfulness serve and support each other 
through the relationship of the teacher and the participants of an MBI.

Viewed through the lens of cultivating character, mindfulness is consistent with 
the Buddhist intention of mindfulness practice as the cultivation of the Noble Person 
(Harvey, 2013). In Western psychology, for researchers and clinicians the dominant 
paradigm of best practice is supported by scientific psychology and an actuarial 
measure of personality, which has eclipsed the development of character as a goal 
in therapy. Therefore, if MBIs are to contribute to the well-being of its participants, 
it is important to acknowledge the ways in which ethics and values unfold in MBIs.

The Arc of Moral Development If an MBI is viewed as an arc of moral develop-
ment, then flourishing as the cultivation of the Noble Person is consistent with the 
Buddhist paradigm. Participants begin in the clutches of their delusion, craving, and 
anger; as the program progresses, they and the teachers are faced with choice point 
after choice point to turn towards and transform suffering or to continue to simmer 
in the anger, greed, and ignorance. As their practice grows in the relational container 
of the program, and their capacity to meet difficult and unwanted experiences 
strengthens, they begin to take cognitive and experiential responsibility for their 
well-being and to trust in their capacity for insight in how their ethics and values 
guide them. In fact, Kabat-Zinn’s paradigm shift towards the wholeness of the per-
son points to the process of growth as both intra- and inter-relational. McCown 
(2013) suggests the relationship that is co-created between teacher and participant 
(actually both are participants and a more appropriate term may need to evolve) is 
both necessary for transformation and the heart of ethics in mindfulness. Mindfulness 
practice as an intrapersonal cultivation of well-being is intricately bound with the 
cultivation of character through values awareness and clarification. While there is 
concern that introducing character invites historic beliefs that connect illness to 
moral weakness, the holistic view of the individual and relationships mitigates that 
fear by creating an environment where strengths and weaknesses become the source 
materials to develop insight. It is also important to note that, in Buddhist practice, 
insight arises through mindfulness by calling to mind past actions and their 
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 consequences, and to foster skillfulness (Goldstein, 2013). In other words, insight 
arises through an awareness of incongruence between one’s values and actions, with 
the precepts offering an opportunity to clarify and reset. Finally, because values and 
the desire to live well are in and of the world, the practice of mindfulness offers a 
larger vision than changing individual suffering. It can be seen as cultivating the 
character of the Noble Person whose interest is the welfare of all beings, that is, 
clarifying what it means to “live well” in the world. Secular mindfulness therefore 
cannot be limited to symptomatic relief and must encompass the welfare of society 
by also healing the conceptual and structural divisions within it.

 Walking the Path Continuously

 Mindfulness-Based Symptom Management

Communicating Mindfulness The primary issue of ethics of mindfulness is being 
transparent and striving for informed consent to take part in MBSM. In 2003, when 
the program was first offered, a significant amount of time was spent individually 
meeting with participants and creating space for questions about the roots of mind-
fulness. Questions tended to focus on the concerns that this would be a religious 
inculcation or that some type of conversion to Buddhism would be attempted. With 
the rapid increase of mindfulness in the media and the scientific literature, these 
questions have taken a different slant. Participants are more concerned with not hav-
ing meditation experience or even a concern that the practices in the program may 
interfere with their current meditation practice. Nevertheless, effort is made to be 
clear that the program is derived from a spiritual tradition, is a secular translation, 
and that it includes a practice of clarifying and cultivating one’s values so that 
actions foster well-being.

Infrastructure MBSM was designed through an iterative process of delivering the 
curriculum and recalibrating it after feedback from participants. It is an 8-week 
program held once a week for 2 to 2 ½ h with a 5-h. session (“all-day”) held about 
halfway through the program. The all-day session is ideally set after the fourth ses-
sion but no earlier than the third or later than the fifth sessions. The rationale for the 
timing of the all-day is important as it relies on practice in the meditations having 
been sufficiently strengthened by this point in the program. It also serves as a check-
 in and is often a pivotal point for the participants’ felt experience and realization of 
the impact of continuous practice. The program is delivered in small-group format 
(8–14 participants) and typically led by two teachers trained in the MBSM curricu-
lum. Contact with the teachers is made available throughout the program either via 
email, telephone, or individual meetings if necessary. Halfway through the week, a 
summary called “Session Essentials” is emailed to the participants; these summa-
rize the core practices of the session, repeat links to the meditation for that week, 
and give a brief description of any specific topic that was part of the session  (practice 
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obstacles, expectations, frustration, helpful insights). Specific sharings from the 
group process are not included in the “essentials.” Each session begins with the 
meditation (Body Scan, awareness of breath, BEST, compassion/loving-kindness, 
or silence) appropriate to the session (see Monteiro & Musten, 2013, for practice 
details).

Session Themes and Formal Practices The eight sessions unfold as building 
blocks with each session adding to or extending the previous session. The core 
structure of MBSM includes meditation practices such as the Body Scan, awareness 
of breath, BEST (a guided meditation exploring body, emotions, sensations, and 
thoughts), loving-kindness or compassion meditation, and a silent meditation at the 
last session. Thematically, session one introduces the concept of mindfulness prac-
tice and session two explores the challenges of folding practice into a busy and 
harried life. Sessions three to six explore the various ways of reconnecting body and 
mind. Session seven introduces compassion and session eight prepares for the 
“ninth session,” the rest of our life.

The overarching template for the MBSM protocol draws from S.L Shapiro, 
Carlson, Astin, and Freedman (2009) who describe the mechanisms of mindfulness 
as Intention, Attention and Attitude (IAA model). Each class is structured so that 
these three components are embedded in the class exercises, in the didactic material 
covered in class, and in the formal and informal practices (see below) throughout 
the week. The core practices of MBSM sessions, like most 8-week MBIs, are 
derived from the original mindfulness-based stress reduction (MBSR) program 
designed by Kabat-Zinn (2013). Thus, for example, in the first class, participants are 
introduced to the now-iconic Raisin Exercise as their first practice of IAA. They are 
asked to intentionally use one sensory system at a time—vision, touch, etc.—to 
observe the raisin. They are then asked to find one word that describes what they 
noticed when they attended to the raisin using, for instance, the vision sense. 
Typically, some participants will find themselves slipping away from the intention 
of the exercise into stories about the raisin (e.g., “It reminds me of my mother’s 
raisin pie,” “I always had raisins in my lunch box at school and I hated them”). 
When that happens, the participant is invited through the inquiry (see Monteiro in 
this book and Crane, 2009) to adopt an attitude of curiosity, noticing the mind’s 
natural tendency to create stories that take us away from the actual experience. 
Participants are encouraged to take this attitudinal stance into their everyday life 
events, noticing the multidimensional nature of their experience as well as the qual-
ity of mind they bring to the experience.

Similarly, the meditations cultivate the intention to pay attention to the object of 
attention associated with the particular meditation. The Body Scan, the first medita-
tion in the program, asks participants to intentionally bring their attention of a spe-
cific part of the body as they are progressively led from the tips of the toes to the top 
of the head. Participants again are invited to be curious about their experience, 
notice the mind’s propensity to prefer one experience over another and remember 
that the practice is in the noticing. This basic practice protocol unfolds across the 
eight sessions and provides participants with a constant framework they can use as 
they confirm their mindfulness skills in the classroom.
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Informal Practices Beginning with the first class, participants are introduced to 
practices called Mindful Bells and Brief Ordinary Tasks. Mindful Bells are ambient 
events in a participant’s day-to-day environment that signal for a pause, take three 
or four conscious breaths, and intentionally bring attention to what is unfolding in 
that moment. This cultivates awareness of attitudinal stances as they engage with 
events in brief practices (informal practices) intended to promote a mindful way of 
being in everyday life. Thus, for instance, a participant reported that she used her 
telephone ringing at work as a “Mindful Bell” reminding her to take a conscious 
breath or two as she created an intention to turn away from her computer. She then 
intentionally shifted her attention to the telephone, noticing from call display that it 
was her boss calling and also noticing that she was holding her breath. Without spin-
ning off into a story about why, she brought her awareness back to her breath, 
returning her attention to answering the phone while letting go of expectations of 
what the call is about. In Shapiro and Carlson’s terms (2009), this may be viewed as 
an attitude of openness or beginner’s mind. It may also, in a Buddhist teacher’s 
terms, be viewed as skillful means. Thus, when session eight begins with a silent 
meditation, participants can more easily and intentionally bring their attention to the 
breath, becoming aware of the changing nature of experience, and adopting an atti-
tude of nonjudgmental awareness of their experience while letting the experience be 
what it is. Brief Ordinary Tasks are ones that participants can chose to make an 
intentional focus of their attention. Brushing teeth, drinking a cup of tea or coffee, 
washing dishes, etc. are opportunities to intentionally attend to a mundane part of 
life and observe with an attitude of curiosity how hard it can be to hold one’s atten-
tion on brief, simple tasks. These two tasks are regular weekly practices over the 8 
weeks. Other home practices include Pleasant Event (Week 2) and Unpleasant 
Event (Week 3) logs (Kabat-Zinn, 2013).

Curriculum MBSM is unique in its building-block approach to teaching themes 
and specific practices that frame and encourage the experiential connection of body- 
mind and to clarify and cultivate the values important to the participants. Although 
it shares the infrastructure of MBSR, its curriculum has been developed as a pro-
gression in cultivating intention, attention, and an awareness of mental states, as 
well as a behavioral-focused practice of values awareness and clarification. These 
are the BEST model and the Five Skillful Habits described below.

Body, Emotions, Sensations, Thinking (BEST) The curriculum of MBSM was 
adapted from the core teachings of the Satipaṭṭhāna, which is taught as mindfulness 
of the body, feelings (pleasant, unpleasant, neutral), mind, and all phenomena 
(Analayo, 2003; Goldstein, 2013; Hanh, 2006). Because the majority of participants 
who attend are not versed in Buddhist terminology or teachings, the four ways to 
establish mindfulness were adapted as mindfulness of the body, emotions, sensa-
tions, and thoughts (BEST) to reflect a set of themes that would resonate with them.

From the first session onwards, participants practice noticing how their story-
lines hijack them and lead to emotional distress and painful, often ruminative, 
thought patterns; the metaphor of heedlessly getting on a train resonates with par-
ticipants. Being taken away from our intended practice is likened to standing at a 
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train station intending to get on a particular train but, because of lack of attention, 
automatically getting on the wrong (typically negative) train that is often bound for 
a dark neighborhood. It offers an image that is very likely to have happened to most 
of them (e.g., getting off on the wrong floor of their office, taking the wrong exit on 
the highway, getting on the wrong bus). The working principle in the metaphor is 
not about never getting on these trains; we are all born with tickets and will keep 
getting on trains. The practice is to notice as soon as we can that we are not headed 
in a direction we intended (emotionally or in our thinking patterns) and, without 
analyzing what is happening, getting off the train. The exercise has a cognitive over-
lay of noticing, disrupting the forward momentum of unintended practice, and by 
doing so, slowing down its unintended consequences. The impact of the practice is 
to connect with the internal reactivity, creating a space between stimulus and the 
string of reactions. In that pause, changing the trajectory of the experience becomes 
more possible.

Starting with the third session, awareness of BEST (Body, Emotions, Sensations, 
Thoughts) is introduced with their accompanying practices. Mindfulness of the 
body resonated with the clinical population because they tended to present with 
physical health issues such as cancer, diabetes, and injuries. They also report stress- 
related illnesses such as tension and physical symptoms of insomnia, hypervigi-
lance, and agitation. Their stance to their body is typically one of benign or deliberate 
neglect; in cases of trauma or injury their reaction is woven with shame and deep 
fear. In general, their stance is that the body had failed them and they felt betrayed, 
let down, fearing the future, and angry because of the limitations imposed by what 
they perceived as a mechanical breakdown. To be invited into intimate connection 
with the body in these circumstances proves a challenge and necessitates slow, 
deliberate steps. Returning to awareness of the body while lying down, sitting, mov-
ing when walking, or engaged in daily activities typically resulted in a capacity to 
befriend themselves.

Nuttall (2009) examined the effect of participating in an MBSM program on the 
number of symptoms endorsed (positive symptom total, PTS) and the degree of 
distress associated with the symptoms (positive symptom distress index, PSDI) 
using the Symptom Checklist (SCL-90-R; Derogatis, 1994). The impact of psycho-
logical symptoms on daily functioning (effects on daily functioning, EDF) was 
measured using an in-house psychometric scale developed for assessing personal 
injury history and daily functioning (Self-Administered Psychosocial Survey, 
SELAPS; Musten, Monteiro, & Hollands, 2007). The results indicated gender dif-
ferences and the data were presented separately by gender. Both genders reported 
reduced number of symptoms (Cohen’s d: Female, 0.53; Male, 0.34) and lower 
distress about the symptoms (Cohen’s d: Female, 0.94; Male, 0.55); the former 
result was contrary to the hypothesis which proposed that mindfulness would shift 
the attitude or mental distress about symptoms and therefore not impact the actual 
number of symptoms themselves. However, it is likely that with increased aware-
ness of sensations, participants were more discerning between acute and chronic 
symptoms. Daily functioning improved for both genders with lower impact of 
symptoms reported post-intervention (Cohen’s d: Female, 0.57; Male, 0.55).
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Mindfulness of feelings (tones) was expanded to include emotions for obvious 
reasons. The dominant language in clinical settings is of the emotional states and, 
perhaps because they feel disconnected from the body, most difficulties are pre-
sented through the language of emotions. Participants speak of feeling angry, frus-
trated, shame or shamed, depressed, anxious, and afraid. This shift to conventional 
psychological concepts and language gave a space for deeply felt experiences that 
often could not be voiced elsewhere. Awareness of emotions exposes difficult and 
unwanted emotions that have been silenced or suppressed, needs that have not been 
met, and comfort that has not been received. The result is typically a resurgence of 
emotion avoidance strategies because of the often-intense states of feeling dysregu-
lated (see Holzel et al., 2011, for discussion of emotion regulation). However, prac-
tice provides the opportunity to calm the reactivity and create space in which the 
arising, presence, and dissipation of the emotional state can be observed. Practice 
then leads to an awareness of emotions as aggregate terms, labels, or schema (e.g., 
I am an angry person) along with the feeling tone (pleasant, unpleasant, neutral) and 
sensations (e.g., tension in the gut, tightness in the shoulders) that coalesce as the 
emotion label.

Mindfulness of sensations extends the previous practice of feelings (emotion, 
tone, schema) and is informed by somatic experiencing approaches (see Levine, 
1997, for description of somatic experiencing therapy related to trauma). This sec-
tion takes a deconstructive stance to experience, investigating the underlying sensa-
tions of experience, noticing both the emotion label and the narrative that arises 
along with the experience. How labels are applied to experiences is explained as 
dependent on personal and cultural history of classifying aggregates of sensations. 
One example, inspired by an historic study by Schachter and Singer (1962) and the 
two-factor theory of emotions, is to imagine standing at the top of a mountain on 
skis, feeling sensations of shakiness, shortness of breath, knot in the stomach, etc. 
Someone exposed to skiing down mountains would label that as exhilaration 
whereas another might label it as terror. The central teaching point is that labels we 
provide for our experiences are multifactorial, arising from many causes and condi-
tions, most of which may never be fully known.

Mindfulness of thoughts draws from cognitive behavior therapy. It explores the 
way thoughts can color mind states and how that impacts the body as well. Consistent 
with Buddhist teachings, this session also explores how we construct our reality 
through our assumptions and perceptions. The session includes a dedicated didactic 
section on the stress model and how trauma is registered in the body, and is also the 
first time in the 8 weeks that the participants are “allowed into the frontal lobe.” That 
is, up to this session all interactions through their descriptions of weekly practice, 
events they experience, and emotions they felt have been gently guided back to their 
experience while noticing the story about the experience. Their language of sensa-
tions and feeling tones has developed over the previous sessions and the reliance on 
stories to validate their inner experience has uncovered the subtle ways of the mind. 
More than that, the supremacy we give to our thinking function has been chal-
lenged, and trust in the subtler ways the body speaks to the mind has developed. 
What also develops is the beginning of an ability to track physical sensations as the 
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first markers of states of being that may lead to heightened emotions and consequent 
catastrophic thinking.

Session seven is unique in the challenges it presents and benefits from a specific 
description. It introduces compassion for self and others and the session begins with 
a loving-kindness practice as the meditation. Where the first six sessions were 
focused primarily on developing an inner steadiness in the face of physical and 
emotional challenges, the exploration of the responses to the meditation in session 
seven brings out the challenges of self-compassion (Germer, 2009; Neff, 2011), the 
aversion it evokes (selfish, not deserving, being criticized or diminished), and the 
fear that it will dull the edge of competitiveness participants feel is necessary to 
survive in their lives. The brahmaviharas or the four limitless contemplations 
(Gilbert & Choden, 2014) are introduced as four ways to engage in loving relation-
ship: loving-kindness, resonant joy, compassion, and equanimity. The first two are 
described as practices we engage in to nourish and sustain relationships; the second 
two are necessary to meet and transform moments and periods of suffering. We 
liken these to prophylactic and curative measures, respectively. Both are necessary 
for a balanced stance in the constantly changing flow of being in relationship with 
others, the world, and ourselves.

Shaw (2012) studied the relationship of participating in MBSM and its impact on 
factors of burnout (MBI, Maslach Burnout Inventory; Maslach & Jackson, 1981) 
and self-compassion (SCS, Self-Compassion Scale; Neff, 2003). Results for the 
MBI indicated a significant reduction in only one subscale, Emotional Exhaustion 
(p < 0.001; Cohen’s d: 0.46). The SCS obtained significant increases in all three 
subscales of Self-kindness (p  <  0.001; Cohen’s d: 0.66), Common Humanity 
(p < 0.001; Cohen’s d: 0.53), and Mindfulness (p < 0.001; Cohen’s d: 0.53). The 
counterparts to these subscales (Self-judgment, Isolation, and Over-identification) 
decreased significantly (p < 0.001; Cohen’s d: 0.83, 0.44 & 0.59, respectively). At 
follow-up 3 months later, most gains measured by the MBI and SCS had been main-
tained; however, the MBI subscale of Cynicism had decreased further. Self-judgment 
increased reversing towards the pre-intervention levels. Informal practices of the 
3-min breathing exercise and walking meditation were associated with maintaining 
post-intervention positive gains in self-kindness. In an interesting process, thought 
awareness practice and time spent in informal practices were related to decreases in 
self-judgment; recalling that self-judgment had increased at post-intervention, it 
appeared the informal practices had the effect of “slowing down” the reversal to 
preconditions. These results supported our approach to mindfulness as inherently a 
practice of self-compassion and continued to set the tone for conversation around 
perceived failure as well as cultivating trust in personal experience and in empathy 
with others.

This session also integrates the Five Skillful Habits as a central practice of com-
passion and highlights its application across the four platforms of mindfulness 
 practiced in the previous weeks. The next section explores the Five Skillful Habits 
specifically.

Five Skillful Habits (5SH)  The arc of MBSM is the cultivation of skillfulness in 
living; that skillfulness is comprised of making wise decisions based on a clear 
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understanding and connection with the values that underpin thought, speech, and 
action. Embodying the spirit of creating the path by walking, the 5SH are the frame-
work of practice that breathes life into the abstraction of values and the virtues they 
represent. Its intersection with BEST is introduced in the third session.

Derived from Thich Nhat Hanh’s Five Mindfulness Trainings, they are respect 
for mortality, generosity, respect for boundaries, compassionate speech, and mind-
ful consumption (Hanh, 2007). We introduce them as daily practices early in MBSM 
because we believe there is a need for intentional practices; these practices also 
honor the idea that moral effort was a necessary condition for meditative practices 
to be effective (Whitehill, 2000). S.L. Shapiro and Carlson (2009) make a similar 
point when they suggest that, consistent with both Buddhist and Western approaches 
to moral psychology and philosophy, the Buddhist concepts of “right” or “whole-
some” intentions are descriptive of a way of living that is intended to relieve suffer-
ing. And, importantly, they “believe that explicit teachings of these guidelines are 
critically important to mindfulness practice” (p. 10).

It was also apparent in our discussions with participants that the incongruence 
between their ideal state and actual lived state was experienced as the root of their 
suffering; that is, living with authenticity was important to them. Kernis and 
Goldman (2006) investigated the relationship between authenticity and mindful-
ness, noting “that an open and trusting stance toward one’s self-aspects goes hand- 
in- hand with tendencies to observe internal and external stimuli, competence in 
describing one’s internal states, ability to focus one’s attention on the task at hand, 
and a nonjudgmental stance in general” (p. 312). Further, Smallenbroek, Zelenski, 
and Whelan (2017) reported that acting in congruence in one’s values was related to 
state and trait authenticity, which they define as “generally understood as acting in 
accordance with core aspects of the self” (p.197).

Exploring whether participants attending MBSM presented with such incongru-
ences of values, Monteiro (2012) examined the relationship between burnout fac-
tors (MBI, Maslach Burnout Inventory; Maslach, Jackson, & Leiter, 1996) and 
incongruence in spiritual values (SWBQ, Spiritual Well Being Questionnaire; J. W. 
Fisher, 2010) in a group of MBSM participants at pre-intervention. Significant dif-
ferences were obtained between the ideal and actual scores of the SWBQ (used as a 
measure of incongruence) with ideal scores higher than actual scores. Personal 
incongruence was significantly different from the other three SWBQ factors (com-
munal, environmental, and transcendental) suggesting participants entered the 
MBSM program with a sense of not feeling aligned with their ideal personal values. 
Correlations with the burnout factors and personal incongruence scores were sig-
nificant for exhaustion (p < 0.05), cynicism (p < 0.05), and personal effectiveness 
(p < 0.01). Analysis of the effect of emotional exhaustion scores on personal incon-
gruence indicated that, compared to those in the high emotional exhaustion group, 
participants in the low emotional exhaustion group reported lower incongruence on 
the personal values factor (p = 0.016; Cohen’s d: 0.65). Participants with high per-
sonal effectiveness scores reported low personal incongruence (p < 0.01; Cohen’s d: 
0.72) compared to those in the group with low personal effectiveness scores. These 
results suggested participants present with an experience of incongruence in their 
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personal values and indicated a connection between their burnout symptoms and the 
incongruence they experience.

In this context, the 5SH are viewed as guideposts that provide the framework for 
participants to develop an embodied ethical relationship to their lived lives. They 
provide the framework that first affords participants the opportunity to look at how 
they are living their lives and second provides the frame for them to introduce 
healthier, more compassionate ways of being with themselves. In the words of 
Thich Nhat Hanh, mindfulness is always mindfulness of something, be it the breath, 
speech, thought, or action. In other words, because we are always practicing some-
thing, it may as well be something congruent with our values.

Although mindfulness is usually taught as present-moment awareness, it is also a 
recollection of actions and their consequences, a nodal point at which a different 
choice is possible, and a recalling of what supports practice (Goldstein, 2013). In 
order to see the need for and to support choices that have a different outcome, action-
guides are necessary. Held up against the template of who we wish to be (ideal) and 
the question of who we are in the moment (lived experience), the 5SH provide a way 
of directing or experimenting with change. These habits, in the service of well-being, 
are intended to cultivate behaviors that: (1) attend to physical health to reduce risks 
related to higher mortality; (2) develop appropriate generosity; (3) increase aware-
ness of physical and emotional boundaries; (4) cultivate compassionate speech, and 
(5) increase discernment in consumption of physical and emotional nourishment, 
including use of necessary medication treatments. Table 8.1 shows interconnection 
of the four methods of establishing mindfulness (body, emotions, sensations, think-
ing) and the 5SH with examples of possible actions or attitudes to cultivate.

Making the Five Mindfulness Trainings congruent with Western approaches to 
cultivating wholesome living required sensitivity to intent and language. The inten-
tions of the first, second, fourth, and fifth of Thich Nhat Hanh’s Five Mindfulness 
Trainings with an emphasis on cultivating values-congruent behaviors fit well with 
Western values as noted by our participants. The third mindfulness training, how-
ever, presented unique issues because it was a prohibition against excessive sensual 
indulgence (Hanh, 2007) and refers specifically to sexual relations. This focus on 
sexuality was considered too narrow and perhaps likely to trigger feelings of being 
judged or being “sinful.” We sought a broader and more applicable concept of sen-
sual attachment that would connect with participants who felt challenged in knowing 
when their physical and emotional pain threshold had been exceeded. They described 
pushing themselves physically and emotionally beyond limits because of messages 
to “get through” or “breakthrough” their unpleasant experiences of depression, inju-
ries, grief, and so on. Despite their vulnerable state, they often practiced a “no pain, 
no gain” philosophy which only served to exacerbate their condition or deplete their 
resources. Pushing the boundaries of physical and emotional tolerance was a form of 
overindulgence in physical or emotional sensations and a misguided attempt at 
symptom management. Given these parameters, it seemed appropriate to modify the 
third mindfulness training to reflect respect for physical and emotional boundaries.

Each week participants in the program are invited to focus on one aspect of their 
experience in the context of body, emotions, sensations, and thinking. We also are 
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clear that experience is not categorical or orderly and the four frames of experience 
tend to flow together. Participants are invited to adopt an approach of holding one in 
the foreground while holding the others lightly in the background. Folded into these 
four ways to establish mindfulness, the 5SH form an intentional behavioral focus 
for the home practice and each week a different way to establish mindfulness is 
chosen until the four ways are integrated in the penultimate class on compassion 
and loving-kindness. At the end of each session, as part of the home practice discus-
sion, participants are invited to identify specific behaviors, based on the 5SH themes, 
to which they can commit as their practice for the week; occasionally someone 
declines and this is  typically because they wish to think further on the value or 
behavior that is salient for them. Table  8.2 summarizes responses by program 

Table 8.2 Examples of behaviors selected by participants to practice in each method of 
establishing mindfulness

Body Emotions Sensations Thoughts

Respect for 
Life

Health-related 
(e.g., while eating, 
paying attention 
to body)

Attend to emotional 
suffering
Established a formal 
gratitude practice

Observe 
(“tune in”)
Try not to 
avoid pain

Attend to 
underlying pain 
when thinking 
“violent” 
thoughts

Generosity Exercise
Rest

Nonviolent 
communication 
(speech/thoughts) to 
identify 
responsibility
Charitable 
donations

Listening
Eating slowly

Compassion, 
self-empathy, 
focusing
Tapas 
acupressure 
technique

Boundaries Saying “no”
Taking time for 
self and others
Taking breaks, not 
over- exerting self

Expressing 
emotions in ways 
not be harmful to 
self or others

Reduce and 
deal with 
negative 
events/
emotions

Expressing 
gratitude
Noticing good in 
life

Speech Being 
nonjudgmental 
about health-
related choices

Express and allow 
emotions to exist
Express self in 
non-harmful ways 
(choose words 
carefully and aware 
of intentions behind 
words)

Listening Let go of 
negative thoughts
Welcome 
thoughts but let 
them pass
Watch “train” 
(thoughts) pass 
and refocus on 
now
More sensitive to 
others, less 
critical

Consumption Not eating foods 
that are hard to 
digest (healthy 
choices)

(no participants 
provided examples 
here)

Eating slowly More relaxed
More positive
Accepting “this 
is me”

8 Mindfulness-Based Symptom Management: Mindfulness as Applied Ethics



220

 graduates on the behaviors chosen and insights that emerged when using the 5SH 
(Monteiro, Nuttall, & Musten, 2010; Nuttall, 2009).

In summary, MBSM, and the 5SH specifically, are an exploration of well-being 
as it is experienced by each participant personally; inevitably the inquiry and aware-
ness that develop lead to understanding how they value their relationships with oth-
ers and the world. The behavior participants chose to action their understanding of 
each 5SH represents what they value as a path to personal well-being. Respect for 
mortality (the life we have) investigates ways of living that undermine or enhance 
well-being in terms of body, emotions, sensations, and thinking. Generosity explores 
ways to give and receive so that there is a constant process of replenishing. Respect 
for limits experiments with the hard and soft edges of emotional and physical limits 
that signal the need for attention and recalibration. Compassionate speech brings 
awareness to the impact of the inner critic and an opportunity to become more skill-
ful in how to encourage kindness. Mindful consumption cultivates awareness of the 
intake and “digestion” of all forms of toxic material from food to media messages. 
What each participant chooses to practice is individually determined; however, the 
intent is not to replace one behavior for another. Practice offers the opportunity to 
bring awareness of the dance between ideal and lived states; it is an inquiry into 
what is valued (the preciousness of life, kindness, etc.) and how that is lived, and to 
develop awareness of how it can be lived more skillfully. The richness of this prac-
tice is in the way participants discover the futility of perfectionistic approaches and 
the many simple ways their values can be upheld.

 Conclusions

In this chapter, we have explored the development of a mindfulness-based interven-
tion which we hoped would address the gaps we experienced in the seed programs 
of early mindfulness interventions. The process was challenging at professional and 
personal levels. We were constantly faced with the complex intersection of religion, 
spirituality, ethics, values, mental health issues, and our own concerns about the 
now-apparent iatrogenic effects of meditation. Along the way, we also had to exam-
ine issues of earning a living through the use of religious/spiritual practices, what in 
Buddhism is right livelihood, one of the three components of cultivating the moral 
aspect of a life well lived. The other two are right speech and right action, practices 
that became our touchstone as we struggled to ensure that what we offered respected 
the professional, spiritual, and local communities around us.

MBSM, we hoped and continue to hope, represents an easeful integration of 
what the Buddha intended in his teachings of 2600 years ago with our knowledge of 
how people in this century meet and manage their experiences of distress, joy, love, 
and care. Our concerns that mindfulness could become a mechanical technique or a 
topical application for quick relief have substance when we listen to our participants 
initially ask for a “quick fix” or “magic bullet.” This desire is very understandable 
because the pain of change is hard to accept and the suffering that arises from being 
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averse to, clinging to alternatives, or feeling doubt about managing feels over-
whelming. Nevertheless, while MBSM offers that initial relief in the form of relax-
ation or calm, we aimed for a design that dug into the roots of our dissatisfaction—or 
at the very least offers an idea that such action was possible. And for us those roots 
are the values by which we try to live and from which we often felt disconnected.

However, MBSM is far from—and likely never will become—an intervention 
that is fixed and manualized. The essential truth is that nothing is permanent and 
everything is in constant state of change; it is both a spiritual claim of Buddhism and 
of physical science. But there is also a more immediate reason for the constant state 
of change: every program we offer is new simply because all those who come 
together are doing so for the very first time. In the space that each program is con-
ducted, everything is happening for the first time. Even as teachers who have walked 
into that room hundreds of times over the years, we too are new because the rela-
tionship with everyone there creates us anew.

What we aspire to then is that the core values which drew us together in the first 
place—that value for a life lived well—become our North Star and together we 
learn again how to use our moral compass to navigate the waters we are in together.
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Chapter 9
Promoting the Ethics of Care 
in a Mindfulness-Based Program for Teachers

Patricia A. Jennings and Anthony A. DeMauro

A number of scholars (e.g., Monteiro, Musten, & Compson, 2015; Purser & Loy, 
2013) have raised concerns about the absence of ethics in contemporary mindfulness- 
based interventions (MBIs). They fear that without including ethics as a component 
of mindfulness, MBIs might wrongly decontextualize and misappropriate many 
Buddhist values and traditions from which mindfulness originated and limit the 
scope of mindfulness to mere stress management. These scholars argue that such an 
approach may be problematic because MBIs may be misused to advance oppressive 
agendas—for example, corporations might exploit employees, but provide them 
with mindfulness training to help them tolerate being overworked. However, 
grounding MBIs in ethical frameworks may mitigate many of these threats by pro-
moting ethical principles such as non-harm, alleviation of suffering, and moral vir-
tue. Some MBIs draw upon the Buddhist ethical/moral frameworks that originally 
informed the mindfulness movement; although, many MBIs operate in settings 
where religious/spiritual references are prohibited, and as a result must solely rely 
on secular ethics. Monteiro et al. (2015) argue that MBIs do not need to ascribe to 
strictly religious ethical frameworks, and that non-faith-based ethics can guide 
MBIs if they are rooted in universal concepts of “moral responsibility, courage, 
expectations, and action” (p. 10).

Cultivating Awareness and Resilience in Education (CARE for Teachers) is one 
such MBI that is rooted in secular ethics, as it typically operates in US public 
schools (Jennings, 2016b). CARE for Teachers is a professional development pro-
gram designed to build teachers’ social and emotional competence and improve the 
quality of their learning environments (Jennings, 2016a). Combining emotion skills 
training, mindful awareness practices, and compassion/caring activities, CARE for 
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Teachers aims to foster the skills and dispositions K-12 teachers need to create sup-
portive learning environments, while maintaining their well-being and love of 
teaching. CARE is an evidenced-based program shown to improve aspects of teach-
ers’ intrapersonal experiences such as mindfulness, efficacy, and emotion regula-
tion, as well as interpersonal dimensions of their teaching practice, including their 
ability to create a positive classroom climate, be sensitive and responsive to stu-
dents’ needs, and sustain productive learning activities (Jennings, Frank, Snowberg, 
Coccia, & Greenberg, 2013; Jennings et al., 2017).

It is important to reiterate that CARE for Teachers is a strictly secular program, 
due to federal regulations regarding the separation of church and state and the 
restriction on promoting religious/spiritual teachings in public schools. Therefore, 
CARE for Teachers is rooted in various nonsectarian ethical traditions such as pro-
fessional ethics for educators and Noddings’ (2013) ethics of care. The ethics of 
care is particularly prominent in CARE for Teachers and will be discussed in more 
depth throughout the current chapter. The purpose of the chapter is to provide an 
example of how a strictly secular ethical framework, Noddings’ ethics of care, can 
guide a MBI to promote ethical behavior in teachers. In the discussion of mindful-
ness and ethics, CARE for Teachers is a particularly illustrative case to examine 
because it operates in a highly ethics-laden and secular context.

The importance of ethics in teaching cannot be understated, as teaching is a 
highly interpersonal endeavor involving distinct power dynamics, where the out-
comes of teaching have significant long-term consequences for many stakeholders 
(i.e., teachers, students, parents, administrators, the general public). In most cases, 
particularly for those working in public school settings, the ethics of teaching must 
be devoid of any religious/spiritual ethical dimensions. So, the ethics that explicitly 
guide the field are of a more universal nature and generally relate to responsibility 
to others and not causing harm. In the following chapter we will offer Noddings’ 
ethics of care as a particularly useful framework for MBIs in the context of teaching 
and demonstrate how the ethics of care informs the CARE for Teachers program.

 Professional Ethics in Education

Professional organizations like the National Education Association (NEA, 2016) 
and Association of American Educators (AAE, 2016)  have published codes of eth-
ics to outline basic principles, or the do’s and don’ts, of ethical behavior for educa-
tors. Both NEA and AAE codes begin with a commitment to students—which 
includes taking responsibility for the learning and development of the student while 
not intentionally hindering students’ learning, freedoms, or fulfillment of their 
potential. Both codes also contain principles related to maintaining the dignity of 
the teaching profession, which involves meeting professional qualifications and 
promoting national trust in educators. The AAE code additionally provides more 
specific principles regarding ethical treatment of colleagues, as well as parents and 
the communities that educators serve. There is a good deal of overlap between the 
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two codes revolving around standards of responsibility and accountability for others 
and the profession as a whole.

In the scholarly literature on the ethics of teachers/educators, however, there is 
much less alignment. There is no one widely agreed upon code of ethics for teachers 
among researchers and educational scholars, and much of the work to date reflects 
diverse theoretical perspectives, each with its own underlying assumptions and prin-
cipals. For example, in a review of the literature on ethics in education, Campbell 
(2008) distinguished between theories of virtue, responsibility and duty, caring, 
moral development, social justice, and applied practical ethics. Each approach is 
grounded in diverse philosophical orientations and thus holds varying rationales and 
ideals for ethical behavior. It is not in the purview of the current chapter to discuss 
each theory in depth, but to outline how one mindfulness-based program for teach-
ers utilizes secular ethics. Noddings’ (2013) theory of the ethics of care aligns par-
ticularly well with this chapter’s mindfulness-based approach to teacher professional 
development and will thus be used as a theoretical framework for the discussion of 
CARE for Teachers.

 Noddings’ Ethics of Care

Noddings’ (2013) ethics of care describes the characteristics and processes involved 
in healthy caring relationships. The theory draws upon a variety of caring dynamics 
including parent–child, friend–friend, teacher–student, etc., but highlights the 
underlying attitudes and behaviors that support ideal caring across all contexts. 
Being a relational process, caring requires at least two persons or entities (animals, 
plants, things, and ideas are also included in the theory), where Noddings labels the 
caregiver as “the one-caring” and the recipient of care to be “the cared-for.”

The Relational Process From the perspective of the one-caring, caring involves 
both receptivity and motivation. Receptivity involves a state of attentiveness toward 
the cared-for and requires noticing that something is wrong or needs addressing 
(Noddings, 1996, 2012, 2013). Receptivity also involves “feel[ing] with the other,” 
or what Noddings calls “engrossment” (2013, p. 30), but it is different from the west-
ern concept of empathy. Noddings states, “I do not ‘put myself in the other’s shoes,’ 
so to speak, by analyzing his reality as objective data and then asking, ‘How would I 
feel in such a situation?’” (p. 30). Rather, the one-caring truly feels the other’s expe-
rience and shares it with them, as opposed to projecting one’s own thoughts and 
feelings onto another’s situation. Then, there is a motivational shift in the one-caring, 
or a call-to-action. The one-caring has a sense that, “I must do something” (p. 14) 
and directs her energy toward the cared-for to relieve pain, meet the needs of the 
cared-for, or foster progress toward a goal. The one-caring’s energy moves in the 
direction of the other, which provides the cared-for a certain strength and hope.

The role of the cared-for is to show that the caring has been received by respond-
ing positively to the caring with a smile or nod, or to begin to take on the problem 
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with a new energy. The cared-for’s response completes the caring transaction. 
Without it, true caring has not occurred because caring is a strictly relational pro-
cess. The cared-for’s response also provides information to the one-caring in evalu-
ating the impact of her efforts.

The Ethical Ideal There are many relations, such as mother–child, where caring 
occurs quite naturally and effortlessly, and would not be considered ethical nor 
moral behavior. However, the experience of natural caring is a key part of Noddings’ 
(2013) ethics framework because repeated experiences of giving and receiving 
natural caring form memories of genuine care. These memories along with a desire 
to re-experience one’s most caring moments create for each person a vision of 
goodness and the best picture of oneself—“the ethical ideal” (p. 49). One embodies 
the ethical ideal when one receives and accepts the “I must” feeling, and directs 
one’s energy toward caring for the other. The call to care for another may at times 
conflict with one’s own self-interests, and caring may require some effort; but in 
this effort one finds the ethical dimension of caring. “The source of ethical behavior 
is, then, in twin sentiments—one that feels directly for the other and one that feels 
for and with the best self…. It is our best picture of ourselves caring and being 
cared for” (p. 80). It is this remembering of one’s most caring moments and the 
vision of the best self which ignites one’s desire to care while guiding one’s efforts 
to serve the other.

Constructing the ethical ideal also involves understanding humanity’s need for 
relatedness and committing to openly receive others; although, the commitment to 
receive and care for others is not everlasting and must be nurtured. Noddings pro-
poses the ethical ideal can be nurtured through listening, dialogue, and attributing 
others’ behavior to their best possible motives. Ones-caring can also maintain the 
ethical ideal from within by celebrating everyday experiences of life, even such 
repetitive activities as cooking, eating, or gardening. Lastly, one’s ethical ideal can 
be enhanced through experiences of joy. Each of these ways of constructing, nurtur-
ing, maintaining, and enhancing the ethical ideal will be discussed in more detail 
later in the chapter, along with a description of how CARE for Teachers contributes 
to each.

 Teacher Stress and Ethics

There are a number of forces that can thwart the ethics of caring, and two that are 
particularly challenging for teachers are occupational stress and burnout. Teacher 
stress is currently a major concern in educational systems across the world (Aloe, 
Amo, & Shanahan, 2014; Greenberg, Brown, & Abenavoli, 2016; Kyriacou, 2001), 
and research indicates teaching to be among the most stressful occupations, with 
comparable levels of stress to nurses, physicians, police officers, and ambulance 
workers (Gallup, 2014; Johnson et al., 2005). Evidence suggests teacher stress is 
increasing, as ratings of stress and job satisfaction have dramatically changed over 
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the last 30 years. In a nationally representative sample of K-12 teachers, 51% 
reported being under great stress several days per week, up from 36% in 1985 
(Markow, Macia, & Lee, 2013). In the same survey, teachers’ job satisfaction was 
at 39%, its lowest point in 25 years, and a drop of 23% points since 2008. Common 
sources of stress for teachers include lack of support in meeting the diverse needs 
of all students, having to take work home due to an overload of responsibilities, 
limited control in making school decisions, minimal time to relax during the day, 
trying to motivate difficult to reach students, and pressures of accountability 
(Richards, 2012).

Exposure to repeated stress over time leads to burnout (Bellingrath, Weigl, & 
Kudielka, 2009; Blasé, 1982; Fisher, 2011), which is conceptualized as involving 
three dimensions: emotional exhaustion, depersonalization, and lack of personal 
accomplishment (Maslach, 1976; Maslach, Schaufeli, & Leiter, 2001). According 
to Jennings and Greenberg (2009), teacher stress can trigger a “burnout cascade” 
(p. 492) whereby emotional exhaustion leads to depersonalization and finally a lack 
of personal accomplishment, when teachers often leave the profession. Emotional 
exhaustion is characterized by feelings of fatigue after repeatedly experiencing dif-
ficult emotions such as frustration and anger (Maslach, 1976). An emotionally 
exhausted person typically feels completely drained of physical and emotional 
resources at the end of the workday. Emotional exhaustion leads to depersonaliza-
tion, or a certain detachment from those one works with. Depersonalization can 
include feelings of callousness, cynicism, and irritability toward others. In addition 
to losing a feeling of connection with others, one can also result in a feeling of lost 
connection to one’s work and feelings of inadequacy and inefficacy (or a lack of 
personal accomplishment). This is the inability to find success in one’s work or see 
one’s efforts as meaningful contributions to a larger goal. Experiences of stress and 
burnout in teachers have been related to physical health risks (Bellingrath, Rohleder, 
& Kudielka, 2010; Bellingrath et al., 2009; Katz, Greenberg, Jennings, & Klein, 
2016) as well as teacher attrition (Chang, 2009; Fisher, 2011; Schaefer, Long, & 
Clandinin, 2012).

Noddings (2013) was keenly aware of the threat posed by experiences of stress 
and burnout to teachers’ abilities to maintain their ethics of caring.

It is certainly true that the “I must” can be rejected and, of course, it can grow quieter under 
the stress of living. I can talk myself out of the “I must,” detach myself from feeling and try 
to think my way to an ethical life (p. 49).

The “I must” or the motivation to care for another can diminish under stressful 
circumstances, and experiences of emotional exhaustion and depersonalization can 
be particularly damaging to the caring relation between teachers and students. The 
caring relation depends on the teacher to “feel with” the student, in a way vicari-
ously experiencing difficult emotions of the student. Emotional exhaustion, how-
ever, depletes one’s emotional resources, to the point of feeling a certain emotional 
numbing (Maslach, 2003). This can prevent teachers from really feeling with their 
students’ emotions. Not only does this distort teachers’ perceptions of their stu-
dents’ needs by potentially misinterpreting experiences of suffering, but it can also 
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suppress teachers’ motivation to care. Feeling the student’s difficult emotions trig-
gers the “I must” feeling in the teacher, and as Noddings (2013) noted, the “I must” 
can grow quieter in stressful circumstances. The teacher might also “detach” from 
her students, avoiding, denying, or becoming numb to their emotions, and no longer 
be able to “feel with” her students. This process of depersonalization is a dysfunc-
tional coping strategy: a means of protection for the teacher, an effort to halt the 
perceived drain of emotional resources. Although, it is antithetical to the process of 
“engrossment” required for caring. In depersonalization, the burned-out teacher 
begins to dehumanize her students, treating them as objects or cogs in a wheel so 
that she can invest fewer emotional resources into her relationships with them. It is 
important to stress that this process is simply a dysfunctional mechanism to cope 
with the repeated stress and emotional exhaustion. If the teacher avoids forming 
deep relationships with her students, she is less likely to feel with their suffering and 
avoids further depletion of her own emotional energy. Feeling with her students is 
the first step in the caring process, and true caring, by Noddings’s definition, cannot 
occur in a teacher experiencing depersonalization.

There are a number of ways teacher stress and burnout can negatively impact 
students. Students with teachers experiencing burnout show disruptions in diurnal 
cortisol patterns, a physiological indicator of stress (Oberle & Schonert-Reichl, 
2016), and students with teachers reporting greater levels of stress had higher inter-
nalizing and externalizing disorders (Milkie & Warner, 2011). Finally, teacher 
depression may be significantly related to deficits in classroom interaction quality 
(Jennings, 2015a). Thus, teacher stress and burnout is not a strictly intrapersonal 
problem, but can have negative impacts on students as well. Noddings (2013) 
repeatedly describes caring as a reciprocal process, and evidence is beginning to 
demonstrate the far-reaching consequences of teacher burnout. It is possible that a 
lack of caring, triggered by burnout, is involved in the deterioration of both teacher 
and student well-being.

To summarize, teacher burnout can hinder the ethics of caring and attainment of 
the ethical ideal when teachers no longer have the emotional resources to invest in 
caring for their students. However, this is not an inevitable reality of teaching. For 
one, not all teachers experience burnout. Additionally, even for teachers working in 
stressful settings at greater risk for burnout, there exist more adaptive coping mech-
anisms and ways of replenishing emotional resources to avoid emotional exhaustion 
and depersonalization. Noddings (2013) offers that protection from burnout can 
come through practice of self-care, support from others, and finding ways to recon-
nect with the source of caring—oneself.

The one-caring must be maintained, for she is the immediate source of caring. The one- 
caring, then, properly pays heed to her own condition. She does not need to hatch out elabo-
rate excuses to give herself rest, or to seek congenial companionship, or to find joy in 
personal work. Everything depends on the strength and beauty of her ideal, and it is an 
integral part of her. To go on sacrificing bitterly, grudgingly, is not to be one-caring and, 
when she finds this happening, she properly but considerately withdraws and repairs. When 
she is prevented by circumstances from doing this, she may still recognize what is occurring 
and make heroic efforts to sustain herself as one-caring. Some are stronger than others, but 
each has her breaking point. (Noddings, 2013, p. 105)
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The one-caring cannot simply push through the feelings of burnout, as she will 
eventually reach a breaking point. Rather, she must intentionally make efforts to 
care for herself and replenish her resources. For Noddings, self-care is a critical 
piece in the caring relation, and ones-caring need no excuse for self-care. Connection 
with close others and finding joy in one’s work are further ways the one-caring can 
care for herself. Practicing self-care is the foundational element of the CARE for 
Teachers program and is interwoven into all aspects of the training.

The following sections will introduce the intervention models underlying the 
CARE for Teachers theory of change. The CARE for Teachers components will be 
described and related to the cultivation of self-care and care for others in relation to 
Noddings’ ethics of care.

 Prosocial Classroom Model

Jennings and Greenberg (2009) articulated the prosocial classroom theoretical 
model proposing that certain social and emotional competencies are required to 
enable teachers to cope with the demands of teaching and to prevent burnout (see 
Fig. 9.1). These competencies include self-awareness of emotional states and cogni-
tions and the ability to effectively regulate what are sometimes strong emotions 
while teaching. In this way, teachers can appropriately respond to students’ needs 
while maintaining emotional energy and thereby preventing the emotional exhaus-
tion associated with burnout. When teachers lack these social and emotional 

Teacher’s
Social/

Emotional
Competence &
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Relationships
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Classroom
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Healthy
Classroom
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Social, Emotional
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School/Community Context Factors
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Implementation

Fig. 9.1 A model of teacher well-being and social and emotional competence; and support and 
classroom and student outcomes. From: Jennings and Greenberg (2009). The Prosocial classroom: 
Teacher social and emotional competence in relation to student and classroom outcomes. Review 
of Educational Research, 79, 491–525. Reprinted with permission from SAGE Publications, Inc
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competencies their well-being erodes, leading to a deterioration of the classroom 
climate and increase in teacher stress, triggering the “burnout cascade” (p.  492) 
mentioned above. In contrast, teachers with high levels of these social and emo-
tional competencies can cope with the demands of the classroom, build and main-
tain a positive classroom climate, supportive relationships with their students, and 
consistent classroom interactions that promote student learning.

 The CARE for Teachers Logic Model

Based upon the prosocial classroom model, CARE for Teachers is a comprehensive 
professional development program for teachers specifically designed to address 
teachers’ social and emotional competencies as articulated in the CARE for Teachers 
logic model (Fig. 9.2). The CARE for Teachers program elements of emotion skills 
instruction, mindful awareness and stress reduction practices, and caring and listen-
ing practices are designed to promote reductions in psychological and physical dis-
tress, as well as improvements in adaptive emotion regulation, teaching efficacy, 
mindfulness, and classroom interactions that promote learning (e.g., emotional sup-
port and classroom organization). This model has been tested and refined in several 
studies (Jennings, Snowberg, Coccia, & Greenberg, 2011, Jennings et  al., 2013, 
Jennings et al., 2017).

CARE for Teachers was developed in accordance with best practices in adult 
learning. Material is introduced sequentially, applying a blend of didactic, experien-
tial, and interactive learning activities. While the CARE for Teachers program does 
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Fig. 9.2 The CARE for Teachers logic model
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not explicitly advocate or teach the ethics of care, they are implied and embedded 
throughout the training in the form of various practices that assume that teachers 
bring to the program their deep commitment to caring for students based in values 
to promote learning, reduce suffering, and do no harm. The practices are intended to 
help teachers clarify the ethical basis of their profession for themselves and to pro-
vide opportunities for them to more consciously align their behavior with their ide-
als through the integration of mindful awareness practices (MAP) and emotion 
skills training. CARE for Teachers presents MAPs including breath awareness prac-
tice, mindful walking, listening and compassion practices, and didactic and experi-
ential activities designed to promote emotion awareness and emotion regulation 
(see Jennings, 2016a for more extensive descriptions of the CARE for Teachers 
program model).

CARE for Teachers is typically delivered in 30 h over five in-person training 
days (6 h each) across the school year. The first two training days are offered con-
secutively and then two training days are offered over the course of several weeks. 
A booster session is offered 1 month later. The breaks in between sessions provide 
teachers with the opportunity to practice, reflect, and apply the material to their 
experience teaching and participants receive coaching by phone to support these 
processes. Participants receive a program workbook and an audio CD/MP3 of 
recorded mindful awareness practices for home practice.

Next, we describe program elements and activities in more detail and discuss 
how they support Noddings’s ethics of care.

 CARE for Teachers Program Components

Intention Setting or Renewing Commitment Noddings (2013) reminds us:

I must make a commitment to act. The commitment to act in behalf of the cared-for, a con-
tinued interest in his reality throughout the appropriate time span, and the continual renewal 
of commitment over the span of time are the essential elements of caring from the inner 
view (p. 16).

A core component of CARE for Teachers is the intention-setting practice, which 
is a way to renew one’s commitment to care on a regular basis. The intention-setting 
practice is intended to explicitly link teachers’ own ethics and commitment to care 
in relation to their work by applying the program material to more consciously and 
consistently align their behavior with their ethics. To introduce the practice, partici-
pants are invited to reflect upon why they became a teacher and what values they 
hold that motivated them to choose this profession. Participants are invited to share 
their reflections in small group discussions. Typically, participants share the love 
they have for children and how they wanted to make a difference in their students’ 
lives. They also share how they felt like their jobs had meaning for them, that they 
have the opportunity to make a valuable contribution to society. The next step in the 
process is to invite the participants to cultivate a vision for the world and for their 

9 Promoting the Ethics of Care in a Mindfulness-Based Program for Teachers



238

schools and classrooms more specifically, e.g., “what does their classroom look like 
when they are their best?” Intention setting is described as a tool for aligning one’s 
actions with this vision of one’s “best self,” what Noddings refers to as the ethical 
ideal. An intention is different than a goal in that it is an ongoing process rather than 
an end point. An intention does not have the tension or edge one feels when setting 
a goal; if she fails to reach the goal, she may feel like a failure. When she sets an 
intention, she clarifies her orientation toward becoming her best self and can use her 
intention as a guide, like a personal GPS, to keep herself on track. Then participants 
are invited to consider an intention for one particular day. Silently they are invited 
to use imagination or words to set their intention. They can direct their attention to 
imagining themselves behaving in alignment with this intention, or focus on words 
that describe the intention for a few minutes. Once the intention setting is com-
pleted, participants are invited to share their intentions with one another and/or to 
find an “intention buddy” to provide support to one another. They are encouraged to 
check in from time to time to see whether or not they are “on course” and to realign 
their behavior, or modify their intention accordingly. The intention-setting practice 
is introduced on the first day of training and is practiced at the beginning of each 
training segment, after a simple practice of mindfully taking three, deep diaphrag-
matic breaths to bring their attention to the present.

In this way, CARE for Teachers supports teachers’ ability to hold the vision of 
their best caring self, their ethical ideals, as Noddings (2013) describes:

As my receiving the other enables the “I must” to arise with respect to the other, so receiv-
ing the vision of what I might be enables the “I must” to arise with respect to the ethical self. 
I see what I might be, and I see also that this vision of what I might be is the genuine product 
of caring. I shall require that the ethical ideal be—in a way I must describe—realistic, 
attainable (p. 50).

As intentions are constantly revisited throughout the program, participants’ 
visions of their ethical ideals frame all of their learning experiences. Teachers are 
also given recommendations for how to set intentions once they return to the class-
room so that their best visions of themselves can constantly inform their teaching 
practice.

Self-care The CARE for Teachers program is based upon the understanding that to 
be an effective “carer” one must care for oneself. As Noddings (2013) noted, “The 
one-caring must be maintained, for she is the immediate source of caring (p. 105).” 
One of the first activities in the CARE for Teachers program involves participants 
completing a self-assessment of their daily activities, examining how much time 
they spend doing something primarily for self or other(s), how much they enjoy 
each activity, and how the activity might nurture their physical, emotional, psycho-
logical, or spiritual growth and development. Participants are encouraged to con-
sider gaps in their current self-care and to think about ways to provide themselves 
with a more balanced set of self-care activities or practices in a way that works best 
for each individual. Part of the program involves creating a plan for self-care that 
may incorporate the MAPs and other activities such as reflective writing into their 
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daily regimen. CARE for Teachers also emphasizes that teachers should not feel 
guilty in taking the time for self-care because without caring for themselves, they 
may not have the resources to care for others. This also aligns with Noddings’ argu-
ment that ones-caring need no excuse for self-care, as it is essential to maintaining 
the ethical ideal.

Basic MAPs The CARE for Teachers program presents opportunities for instruc-
tion and practice of a variety of basic, secular MAPs. Mindfulness is introduced as 
a state of awareness, a trait, and a practice. The intention is to build the understand-
ing that the aim of the practices is to be more mindful each moment of their day and 
that they can build this capacity with both formal and informal practices. They learn 
basic breath awareness practice, involving focusing one’s attention on the sensation 
of the breath, noticing when they become distracted and their mind wanders, and 
then bringing the attention back to the breath. Depending upon the experience level 
of the participants, practices can range from 10–15 min at first and up to 20 min 
later in the program. Participants are encouraged to notice while they are practicing 
what thoughts or feelings have captured their attention before they return their 
attention back to the breath. The intention is to become more aware of habits of 
mind and emotion and to promote what have called decentering, the recognition 
that “I am not my thoughts and feelings” (Fresco, Segal, Buis, & Kennedy, 2007).

Several MAPs are introduced to promote awareness of the body and to support 
sense of being grounded in the body. Body awareness can help one recognize emo-
tional reactivity, even when it’s subtle. For example, some people clench their jaws 
when they are starting to become frustrated and the more awareness they have of 
this tendency when it is occurring, the more likely they are to be able to manage 
their emotional reactivity before it becomes so intense that it’s more difficult to 
manage. A practice called centering is introduced early in the program. This prac-
tice involves standing with the feet parallel and focusing attention on the weight of 
the body on the floor through the soles of the feet and also on the anatomical center 
of gravity of the body, located in the lower abdomen and imagining that this center 
is connected to the center of the earth. Participants learn mindful walking where 
they are instructed to focus their attention on the sensation of the weight on their 
feet and it shifts from the heel, to the ball, and to the toe of the foot. Again, when 
they find their mind wandering, they are instructed to bring their attention back to 
the sensation of the weight on their feet. CARE for Teachers also introduces a ver-
sion of the body scan. Participants are invited to practice either sitting or lying 
down. They are guided through a practice of focusing their attention on each part of 
their body, noticing sensations. Participants also learn a number of informal mindful 
awareness practices, such as mindful eating, as a way of cultivating mindful aware-
ness during everyday experiences.

While Noddings (2013) never explicitly discusses mindfulness or mindful aware-
ness practices, her work often echoes many related themes such as present moment 
awareness and beginners’ mind. In describing how ones-caring nurtures the ethical 
ideal, she describes celebrating everyday experiences: “The one-caring chooses to 
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celebrate the ordinary, human-animal life that is the source of her ethicality and 
joy… Thus repetition is not mere repetition, leading to boredom and disgust, but it 
represents opportunities to learn, to share, and to celebrate” (p. 125). She explains 
how ones-caring can find great pleasure in activities like walking, cooking, or gar-
dening as a way to nurture oneself. Throughout CARE for Teachers, participants are 
encouraged to engage in informal mindfulness practices such as noticing how they 
feel when talking or listening, when enacting a role play, and when eating. They are 
encouraged to build informal practices into their self-care plans in order to find 
moments of joy and rejuvenation throughout their everyday lives.

Compassion Practices Similar with Noddings’s conception of care as involving a 
process of receptivity, motivation, and action, the CARE for Teachers program 
defines compassion as the capacity to attend to the experience of others, to feel 
concern for them, to sense into what will really serve, and then to be in service, the 
best one is able (Halifax, 2014). According to this definition, compassion requires 
attunement, similar to Noddings’s (2013) concept of engrossment:

When my caring is directed to living things, I must consider their natures, ways of life, 
needs, and desires. And, although I can never accomplish it entirely, I try to apprehend the 
reality of the other. This is the fundamental aspect of caring from the inside. When I look at 
and think about how I am when I care, I realize that there is invariably this displacement of 
interest from my own reality to the reality of the other…I must see the other’s reality as a 
possibility for my own (p. 14).

The definition also aligns with Noddings’s motive to act:

We also have aroused in us a feeling, “I must do something.” When we see the other’s real-
ity as a possibility for us, we must act to eliminate the intolerable, to reduce the pain, to fill 
the need, to actualize the dream (Noddings, 2013, p. 14)

The CARE for Teachers program introduces a series of practices designed to 
promote care and compassion for self and others. The first of the series invites par-
ticipants to remember a time when they felt loved or cared for and to imagine them-
selves at that time. While they do this, they are encouraged to explore the sensations 
in their body that they feel when they are feeling loved and cared for. The next 
practice is a secular adaptation of the traditional loving-kindness (or metta) practice 
that is called caring practice. This practice involves offering feelings and well- 
wishes of well-being, happiness, and peace to oneself, to a dear loved one, to a 
neutral person, and to a person for whom one has difficult feelings. The facilitator 
guides the practitioner through each of these steps suggesting either holding the 
person (or self) in the mind’s eye and silently repeating the phrase, “May you enjoy 
well-being, happiness, and peace.” Or alternatively, imagining the person (or one-
self) being well, happy, and peaceful. Later in the program, participants explore 
positive or “pleasant” emotions such as happiness and gratitude through guided 
practices of accessing memory in order to build the capacity to recognize and re- 
experience these emotions when they need them to build resilience and to strengthen 
their emotional capacity, a means to prevent emotional exhaustion and burnout 
(Cohn, Brown, Fredrickson, Milkels, & Conway, 2009).
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 Listening and Dialogue

Listening is the oldest and perhaps the most powerful tool of healing. It is often through the 
quality of our listening and not the wisdom of our words that we are able to effect the most 
profound changes in the people around us. When we listen, we offer with our attention an 
opportunity for wholeness. Our listening creates sanctuary for the homeless parts within the 
other person. (Remen, 2006, p. 219)

According to Noddings (2013), listening plays a critical role in receiving the 
cared-for. Often teachers are trained to be active listeners whereby they demonstrate 
that they understand what the other is saying by nodding and making confirmational 
statements. However, this approach to listening can interfere with the listening pro-
cess because the active listener spends a great deal of energy trying to express 
understanding, that they may not be fully present for the listening experience. 
During the program, CARE for Teachers participants often make comment such as, 
“I realized how much time I spend preparing for what I’m going to say, rather than 
actually listening.”

Mindful listening is an integral part of CARE for Teachers. The intention of the 
practice is to bring one’s full openhearted and accepting presence to the act of sim-
ple listening, which can include noticing thoughts and feelings that may be trig-
gered in the process. The program includes a sequence of listening activities 
intended to cultivate the ability to listen mindfully, but to also attend to one’s experi-
ence while speaking, noticing one’s comfort or discomfort, thoughts and feelings 
associated with telling a mindful listener something. This practice often begins with 
participants choosing a poem they like from an offered selection. They find a partner 
and the instructions are to begin by gathering their attention by taking several mind-
ful breaths, then the reader reads the poem to the listener. It is recommended that the 
reader and listener do not look at one another so that the facial expressions do not 
interfere with the simple act of speaking and listening. The listener is invited to hold 
an openhearted and accepting space for the speaker. The speaker is invited to offer 
themselves the same acceptance and notice thoughts and feelings as they read their 
poem. After the reader has read the poem once, the pair sits quietly for a moment, 
noticing how they feel. Then the reader reads the poem a second time following the 
same instructions. After the second reading is completed, the pair is invited to take 
a moment to notice how they feel again and then answer some reflection questions 
in their workbooks. Once they are finished reflecting, they trade places and com-
plete the process. After the second session is completed and they have finished their 
private reflections, they are invited to discuss the experience with their partner. 
Often participants share that listening this way can feel uncomfortable at first 
because they are not engaging in their normal active listening. With practice, many 
realize how often they are not really listening, even when they think they are. The 
listeners often notice a heightened sensation of the other’s emotional tone. Speakers 
often share that it feels comforting to speak without worrying about the social nice-
ties of social conversation, and how deeply they felt heard. Others also feel that the 
exercise is somewhat uncomfortable because they do not get feedback. In either 
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case, participants learn to bring more awareness to their speaking and listening 
which can help them attune to others, which can support their ability to care.

The beginning listening practice sets a standard of listening and discussion prac-
ticed throughout the rest of the program. Participants are encouraged to give one 
another space when talking by allowing for pauses and silences between thoughts. 
After this beginning practice, the program offers a series of listening practices 
involving noticing thoughts and feelings of both speakers and listeners, while one is 
talking about situations that are challenging and elicit difficult emotions. Participants 
learn to recognize the subtleties of emotional patterns that they may have developed 
to cope with the emotional demands of teaching. In this process, as they begin to 
recognize these patterns, they can shift their behavior toward engaging in more 
effective and healthful coping processes.

Later in the program, the listening and compassion practices merge into role play 
practices where participants are invited to enact a challenging experience from the 
past to begin to better understand their reaction to that experience and to apply 
CARE for Teachers skills to developing a more effective and compassionate 
response to similar situations in the future. This small group activity involves invit-
ing a participant to think about a classroom situation that was emotionally challeng-
ing and to coach her group members to play the roles of the other people in the 
scenario, which can be students, colleagues, or parents. Once everyone understands 
their role, the role play is performed twice. The first time it is enacted as it unfolded 
in the past. After the first run, all the participants reflect in writing on how they felt 
and what they experienced. Then the group discusses this and the protagonist 
(teacher) decides what CARE for Teachers skills she will use to respond to the situ-
ation, rather than reacting automatically. Then the role play is performed a second 
time with the teacher using the CARE for Teachers skills. The group again reflects 
in writing and then discusses how they felt this time. Often there is a dramatic 
change in the way the teacher and the other cast members feel and experience the 
situation. Participants often recognize emotional patterns or “scripts” about the situ-
ation that triggered the emotional reaction and how the CARE for Teachers skills 
helped them recognize the script and set it aside so they could be more supportive 
to the needs of the other.

Noddings (2013) urges, “Listening, that supremely important form of receiving, 
is essential” (p. 121). Listening allows the one-caring to truly understand the cared- 
for’s dilemma, feelings, and needs, and through a sequence of mindful listening 
exercises, CARE for Teachers participants learn how to listen more receptively to 
others.

Emotion Skills Instruction CARE for Teachers introduces a series of mini-lectures 
and experiential exercises focused on helping participants understand the nature of 
emotional experience and how it affects teaching and learning. Participants learn 
about the fight-flight-freeze response including the role of the brain and body in the 
process. They learn about the role of the prefrontal cortex in higher-order executive 
processes and self-regulation and how strong emotional reactivity can interfere with 
these brain processes, which are critical to learning. They learn about emotional 
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triggers and scripts and how to recognize the bodily signals or physical sensations 
that arise at the beginning of emotional arousal. Most importantly, they learn that all 
emotions, even so-called “negative” emotions, are necessary and useful. In CARE 
for Teachers, we explain that when describing positive emotions, such as joy, grati-
tude, and enthusiasm, we like to use the words “comfortable” or “pleasant” rather 
than “positive” and for negative emotions such as anger, fear, and sadness, we like 
to use the words “uncomfortable” or “unpleasant.” We make this distinction because 
the negative and positive terms imply that negative emotions are bad and positive 
emotions are good. It is our intention to clarify that all emotional experience results 
from natural, biological processes that evolved to help us adapt to situations of 
threat. In this way, we want to honor all emotional experience and learn from it, 
rather than to judge, suppress, or dismiss it.

Teachers learn that uncomfortable or unpleasant emotions are adaptive biologi-
cal functions that arise under predictable situations. For example, anger typically 
arises when we feel that our goals are thwarted, when we feel attacked, or when we 
feel that an ethical norm has been broken. The physical reaction associated with 
anger prepares us to fight. Teachers learn the common physical sensations associ-
ated with the rise of anger, such as tension in the jaw, shoulders, and fists. This ten-
sion signals the body’s preparation to fight. Cognitive processes are also affected. 
Attention is narrowed to center on the perceived threat and often higher-order cog-
nitive processes are impaired. This reaction arises whether we are actually physi-
cally threatened or only psychologically threatened. While the reaction is adaptive 
when we are physically threatened, it is not adaptive under situations of psychologi-
cal threat because the impaired cognitive functioning interferes with thoughtful 
consideration, planning, and good decision-making. Participants learn that they can 
apply mindful awareness to recognizing the early signals of emotional reactivity 
and to use deep mindful breathing to calm themselves so they can respond thought-
fully rather than react unconsciously.

Noddings (2013) explains why self-awareness and emotional awareness more 
specifically are critical to the caring process:

When we honestly accept our loves, our innate ferocity, our capacity to hate, we may use all 
this information in building the safeguards and alarms that must be part of the ideal. We 
know better what we must work toward, what we must prevent, and the conditions under 
which we are lost as ones-caring. Instead of hiding from our natural impulses and pretend-
ing that we can achieve goodness through lofty abstractions, we accept what is there—all 
of it—and use what we have already assessed as good to control that which is not. (p. 100)

Similar to CARE for Teachers, Noddings does not reject the uncomfortable emo-
tions like ferocity and hate, but underscores the need to have deep familiarity with 
them so that they do not subdue the ethical ideal. The uncomfortable emotions are 
merely innate reactions humans have to threatening situations, and by respecting 
and recognizing the full range of emotional experiences, participants are better 
equipped to regulate them. When teachers begin to understand their emotional expe-
rience, patterns, and scripts, they begin to better understand their emotional reactiv-
ity that sometimes interferes with their ability to provide care for their students and 
that may eventually result in emotional exhaustion and burnout.
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For example, one teacher in a CARE for Teachers program was having a difficult 
time with a second-grade student who was coming to class late every day. When she 
would arrive, often 30–60 min late, the teacher immediately felt anger and the stu-
dent would respond by giggling. The teacher tried punishing her with time-out but 
the girl would continue to disrupt the class. During the training, this teacher realized 
that she had a script about being late that she learned from her childhood. As a child, 
she was punished severely for being late so she learned that being late is very bad 
and disrespectful. When this student turned up late every day, it automatically trig-
gered this script and the associated anger. She then realized that she had never asked 
this child why she was late, so one day she did. She learned that this second grader 
had to get herself to school without any adult support because her single mother 
worked at night and was asleep in the morning. You can imagine how this informa-
tion changed this teacher’s perception and feelings toward this child. From then on, 
when she arrived, she welcomed her to class with a big smile. The girl’s giggling, 
caused by deep embarrassment and shame, stopped and the student became more 
engaged. Over time, the student was able to come to school earlier and her class-
room climate dramatically improved (from Jennings, 2015b). This is an excellent 
example of how the CARE for Teacher program is designed to support teachers’ 
ability to behave according to their ethics of care. When they have greater self- 
awareness, and can regulate their emotions better, they can be their “best selves.” 
Their classroom environments improve and their students flourish. This aligns with 
Noddings’s (2013) understanding of the importance of perspective-taking: “The one 
caring receives the child and views his world through both sets of eyes… The one- 
caring assumes a dual perspective and can see things from both her own pole and 
that of the cared for” (p. 63). Noddings also poses that the ethical ideal is maintained 
when the one-caring sees the best possible motives as the source of the cared-for’s 
actions. When teachers are better able to see events from the viewpoints of their 
students, they may be more likely to see that challenging behaviors, like the event 
of the student coming late to class, are a result of the students’ own challenging 
experiences and not personal attacks on the teacher. Then they may be more likely 
to maintain the caring relationship and ethical ideal.

The CARE for Teachers program also introduces the adaptive functions of com-
fortable or pleasant emotions. Based upon Fredrickson’s (2004) “broaden and 
build” theory, participants learn that “positive” emotions broaden our perspective, 
helping us recognize context and build relationships with individuals and groups by 
creating a sense of belongingness and connection. When teachers understand the 
power of comfortable emotions, they can skillfully use these emotions to enhance 
their classroom social and emotional climate. The participants are introduced to 
activities that provide opportunities for teachers to re-experience comfortable emo-
tions, such as joy or happiness. Once the participant is feeling the emotion, they are 
encouraged to apply mindful awareness to deeply feel the physical sensations asso-
ciated with this experience and to savor them. According to Fredrickson (2004), 
savoring emotions can build resilience to stress.

Noddings (2013), too, poses that the experience of joy can be a way of enhancing 
the ethical ideal. In addition to cultivating the ideal by finding joy in the everyday 
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experiences of life, as described above, joy is also essential to the caring process 
because it can be experienced in relation to others. This certain form of receptive 
joy, what Noddings calls “joy-feeling,” creates connectedness and harmony and is 
unique to the caring relation.

Now I do not control this receptive joy. It comes to me. I cannot say, with any reasonable 
expectation of success, “I shall go sit on the front steps and be filled with joy,” but I can 
increase the likelihood that joy will come to me. I can quit thinking and manipulating. I can 
be quiet, emptying consciousness of its thought-objects and, then, a receptive mood may 
take over… In “joy-feeling,” we are receptive, spoken to, supplied with intention. (p. 140)

This final quote by Noddings again contains allusions of mindful awareness by 
setting aside the thinking and manipulating mind and opening to the experience of 
joy. CARE for Teachers includes specific exercises aimed at cultivating and savor-
ing the experience of joy. These mindful awareness practices are valuable both as an 
end in themselves and to enhance teachers’ ethical ideals by cultivating the joy- 
feeling with colleagues, as well as with their students once they return to the 
classroom.

In the following section of the chapter, we review the evidence that the CARE for 
Teachers program supports teachers’ ethics of caring.

 Efficacy of CARE for Teachers

Since 2009, the first author and her colleagues have been conducting a series of both 
quantitative and qualitative studies based upon the CARE for Teachers logic model 
to examine the efficacy of the CARE for Teachers program for promoting teachers’ 
social and emotional competencies and their capacity to create and maintain a sup-
portive learning environment for their students.

Quantitative Evidence Building upon a series of pilot studies that demonstrated 
the promise of CARE for Teachers to improve teachers’ social and emotional com-
petencies (Jennings et al., 2011, 2013), the most recent and most rigorous study to 
date suggests that CARE for Teachers may promote teachers’ care ethic and enable 
them to provide better care to their students. Jennings et al., (2017) recruited 224 
teachers from 36 elementary schools located in high-poverty regions of New York 
City. Teachers were randomly assigned within schools to receive the CARE for 
Teachers program or be in a waitlist control group. Teachers completed self-report 
questionnaires at baseline in the fall, before randomization, and then again in the 
spring, after the treatment group had received the CARE for Teachers program. 
Measures assessed teachers’ adaptive emotion regulation, teaching efficacy, mind-
fulness, psychological distress, and time urgency (see Jennings et  al., 2017, for 
more details regarding measurement model). At the same time points, teachers’ 
classrooms were observed by a trained researcher blind to the teachers’ assignment 
and the study aims. The researchers coded the classrooms using the Classroom 
Assessment Scoring System (CLASS; Pianta, La Paro, & Hamre, 2008), a 
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 well- validated and commonly used observational measure of classroom interaction 
quality that assesses emotional support, classroom organization, and instructional 
support. Results showed that compared to controls, teachers who participated in the 
CARE for Teachers program showed increases in self-reported adaptive emotion 
regulation and mindfulness and decreases in self-reported psychological distress 
and time urgency. There were no significant direct impacts on efficacy; however, at 
baseline teachers’ efficacy scores were quite high, suggesting ceiling effects may 
have interfered with the measurement of efficacy. The interactions in the classrooms 
of the teachers who received the CARE for Teachers program were significantly 
more emotionally supportive. This was reflected by improvements in teacher sensi-
tivity and positive emotional climate (two dimensions of the emotional support 
domain of the CLASS). The classrooms were also marginally improved on class-
room organization reflected by significant improvements in productivity (one 
dimension of the classroom organization domain of the CLASS). These results 
demonstrate that the CARE for Teachers program improved the social and emo-
tional competencies teachers require to cope with the demands of the classroom. 
This may have supported their ability to maintain their “ethical ideals” in the caring 
relationship allowing them to create and maintain a classroom environment that was 
more emotionally supportive and there was more productive use of time for learn-
ing. The results of this study are particularly notable because they are the first to 
show that a mindfulness-based intervention can have significant observable impacts 
on a social context.

Qualitative Evidence Two qualitative studies on the CARE for Teachers program 
have begun to shed light on the mechanisms of change involved in the quantitative 
outcomes. Schussler, Jennings, Sharp, and Frank (2016) conducted a series of focus 
groups with a total of 50 CARE for Teachers participants to investigate their experi-
ences with the program and changes they saw in their teaching since completing the 
program. Participants felt CARE for Teachers helped them gain greater self- 
awareness in relation to both physical and emotional responses to stress. They 
noticed how they held stress in their bodies and learned strategies to alleviate physi-
cal tension. They also gained familiarity with emotional triggers and became less 
reactive to challenging situations in the classroom. Lastly, teachers reported gaining 
a greater appreciation for self-care and felt less guilty about taking the time to do it. 
Sharp and Jennings (2016) had similar findings in conducting in-depth interviews 
with eight CARE for Teachers participants. Teachers in this study also described an 
enhanced emotional awareness and less emotional reactivity as a result of the pro-
gram. Participants also described being able to reappraise situations in the class-
room, or shift their perspective to see a situation differently. This allowed them to 
consider multiple viewpoints or see the situation in a broader context to not react so 
emotionally to it. Some teachers gained a greater understanding for their students’ 
own emotional experiences, which led to more compassionate responses to their 
difficult behaviors.

The qualitative findings suggest CARE for Teachers helped participants cultivate 
the ethical ideal through emotional awareness and self-care to prevent emotional 

P.A. Jennings and A.A. DeMauro



247

exhaustion, along with the ability to see events from multiple perspectives, which 
develops the compassion and understanding necessary to maintain the relational 
process of caring for their students. Reappraising difficult situations also allows 
teachers to shift their perspective from students’ challenging behaviors being a per-
sonal attack on the teacher to an understanding that students’ own difficult emotions 
trigger behaviors. This reappraisal process creates the opportunity for teachers to 
ascribe the best possible motives for their students’ behaviors, which Noddings 
(2013) holds to be a necessary part of the ethical ideal.

 Next Steps: Verifying Assumptions

The research described above suggests that CARE for Teachers promotes teachers’ 
ethics of care. However, more research is required to more clearly link participation 
in the program to specific outcomes associated with the ethics of care. For example, 
future studies should include measures that specifically tap teachers’ impressions of 
their ethics of care to see whether these change in response to the CARE for Teachers 
program. However, this poses an interesting measurement issue as, to date, there are 
no such measures that were designed to assess teachers’ ethics of care. Therefore, 
the first step would be the development and validation of such a measure and then 
use in a randomized controlled trial to examine the measure’s sensitivity to change. 
However, a shortcoming of asking individuals about their assessment of their ethics 
of care is likely subject to social desirability biases and may not reflect teachers’ 
behavior. It’s likely that teachers may not be aware that their behavior does not 
always align with their ethics of care. For this reason, rather than developing addi-
tional self-report measures, observational measures may need to be refined to better 
articulate specific changes in teachers’ caring behavior that reflect ethics of care. 
Yet, observational measures alone may be insufficient to assess individuals’ ethics 
of caring as an observer cannot accurately determine the receptivity and motivation 
of another’s actions simply by viewing their outward behavior. Noddings (2013) 
identifies this as a significant challenge: “When we consider the action component 
of caring in depth, we shall have to look beyond observable action to acts of com-
mitment, those acts that are seen only by the individual subject performing them.” 
These internal “acts of commitment” can only be understood through in-depth dia-
logue with the one-caring. Additionally, caring is not simply an outcome, but a 
process, and purely quantitative work is not always best suited to study processes.

Therefore, qualitative or mixed methods research using both observations and 
interviews may be the best way to capture the complexity and nuance of the ethics 
of care. Interviews would allow CARE for Teachers participants to describe how the 
program influenced aspects of their ethics of care including receptivity, engross-
ment, ethical ideal, etc., and observations provide the opportunity to see these pro-
cesses in the classroom. The interviews and observations would also have to be 
iterative and reflexive to allow the researcher to ask questions about what was 
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observed in the classroom in order to uncover the more internal acts of commitment 
behind the external behaviors.

A further challenge of researching the ethics of care is Noddings’ constant fram-
ing of care as a relational process. Thus, only studying teachers might be insuffi-
cient to fully capture the caring relation if the cared-for’s experiences and 
contributions to the relation may be overlooked. Interviewing students would 
strengthen the trustworthiness of the study by providing insight into how students 
feel cared for by their teacher. Although, classroom observations may provide a 
more parsimonious, yet still rigorous method for capturing the relational processes 
between teacher and student. Noddings holds that the cared-for completes caring 
interactions with some response such as a thank you or a newly gained energy in 
solving their problem, and these responses can certainly be observed by a researcher 
and inferred to be related to the teachers’ caring behavior.

Thus, both interviews and observations are likely needed to accurately represent 
the ethics of care. Conducting reflexive interviews and classroom observations of 
CARE participants requires significant time and resources; yet, a study of similar 
size (n = 224) to the latest CARE for Teachers trial by Jennings et al., (2017) may 
not be needed to verify some of the links between CARE for Teachers and the ethics 
of care. A smaller scale qualitative or mixed methods study of program participants 
designed using Noddings’ ethics of care as a theoretical framework could provide 
sound evidence regarding the relationship between participants’ experiences with 
CARE for Teachers influencing their ethics of care in the classroom. If teachers 
were to describe how program elements influenced their ability to care for students, 
and these changes manifested in observable interactions with students, there would 
be sufficiently rigorous evidence to link CARE for Teachers and the ethics of care.

 Conclusion

Concerns have been raised that the absence of ethics in contemporary MBIs might 
wrongly decontextualize and misappropriate the Buddhist values from which mind-
ful awareness practices originated and limit the scope of mindfulness to mere stress 
management (Monteiro et  al., 2015; Purser & Loy, 2013). While these concerns 
have merit, some MBIs were designed to support individuals working in secular 
settings where religious or spiritual references are inappropriate. However, values 
and ethical standards need not be linked to a spiritual or religious tradition and many 
secular settings have well-established ethical standards. Furthermore, individuals 
drawn to the helping professions, such as teachers, typically hold personal values 
and ethical standards that motivate them to do good that can be drawn upon in 
developing MBIs for these populations.

This chapter articulated an example of Monteiro et al.’ (2015) proposition that 
MBIs can ascribe to secular ethical frameworks, and that such ethics can guide 
MBIs if they are rooted in universal concepts of “moral responsibility, courage, 
expectations, and action” (p.  10). The CARE for Teachers program provides 
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 participants the opportunity to explore the values and ethics they hold that moti-
vated them to choose the teaching profession. Through the practice of intention 
setting, they learn to envision their “best self” rooted in their ethical idea and to 
better align their behavior with this vision. This practice is introduced at the begin-
ning of every session, to remind teachers of the overall intention of the program: to 
apply mindful awareness to developing the self-awareness and self-management 
they need to cope with the stressors and demands of teaching. In this way, the pro-
gram aims to break the cycle of the “burnout cascade” that can seriously impact the 
quality of our schools and children’s learning. When teachers lack the social and 
emotional competencies to manage the demands of teaching, they may lose touch 
with their ethical ideals and find it difficult, if not impossible to consistently bring 
their “best selves” into their classrooms day after day. In contrast, when teachers 
have these skills and they are linked to their ethical ideal, they are more able to enact 
the values they hold in their day-to-day interactions with their students.
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Chapter 10
Compassion as the Highest Ethic

James N. Kirby, Stanley R. Steindl, and James R. Doty

 Compassion as the Highest Ethic

Ethics are moral principles that guide a person’s behavior, and ethics have been at 
the heart of philosophical, religious, and spiritual discussions for thousands of 
years. One source for the word “ethic” can be derived from the Ancient Greek word 
êthikos, which means “relating to one’s character.” Ethical principles provide a 
framework for people to help make decisions about how best to live their life and 
what actions are right or wrong in a particular situation. Definitions of ethics typi-
cally emphasize the importance of what is the best way for people to live or what is 
the science of the “ideal” human character (Kidder, 2003). Consequently, ethical 
codes have been developed and applied in a number of modern-day professions, 
such as medicine, politics, psychology, law, education, and business. As technology 
advances, ethics are also becoming of great interest in the development and pro-
gramming of artificial intelligence (AI). Indeed, current ethical issues inherent in AI 
developments can inform our understanding of how ethics and compassion are 
related. By way of example, consider driverless cars. In a scenario where either the 
driverless car needs to avoid crashing and harming a group of people or avoiding 
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and harming the individual in the car—what is the ethical choice, what is the 
 driverless car programmed to do? These are difficult decisions to contemplate, as 
whose life or lives are more important. In the driverless car scenario, one would 
often argue from a principle of greater good, thus protecting the group of people 
and sacrificing the driver. However, would this response change if we were informed 
that the group of people were criminals guilty of murder and the driver was a parent 
of two young children? AI developers might argue that the program design would 
avoid such dilemmas altogether, but how certain can we be? One of the main prin-
ciples of compassion is to avoid doing harm (Dalai Lama, 1995), and this is where 
compassion as an ethical guide can be most useful. The focus of this chapter is to 
suggest that compassion may be our highest ethic, which can help provide the guid-
ing motivation to address life difficulties. Therefore, there are five key parts to this 
chapter: (1) defining compassion; (2) understanding compassion in terms of evolu-
tionary processes and physiology; (3) examining the benefits of compassion; (4) 
linking compassion with ethics; and (5) examining how compassion-based inter-
ventions are aiming to help aid individuals in making ethically wise decisions.

 Defining Compassion

Compassion is a growing area of interest within different fields of research, particu-
larly psychotherapy (Gilbert, 2014; Kirby, 2016). For example, according to Google 
Scholar, in 2016 the term “compassion” was referred to in a staggering 38,800 pub-
lications. Many researchers around the world are responsible for the rise of compas-
sion as an area of scientific enquiry (Ekman & Ekman, 2013; Germer, 2009; Gilbert 
& Choden, 2013; Keltner, Marsh, & Smith, 2010; Neff, 2003; Ricard, 2015; Singer 
& Bolz, 2013). As a result, compassion research is being conducted from the differ-
ing perspectives of evolutionary science, psychological science, and neuroscience, 
often in collaboration with spiritual teachers, to enhance our understanding of com-
passion and its associated impacts.

Compassion has been defined in various ways (Gilbert, 2014; Goetz et al., 2010; 
Jinpa, 2010; Strauss et  al., 2016). Most theorists focus on the preparedness and 
wish to sensitively attend to suffering and the needs of others, and also the pre-
paredness to do something to help reduce that suffering. Many researchers focus on 
describing certain qualities and attributes that comprise compassion (Strauss et al., 
2016). These qualities include elements such as recognizing and having a sensitiv-
ity to suffering, being non-judgmental, recognizing the common humanity of suf-
fering, having empathy, distress tolerance, equanimity, patience and a motivation to 
act to do something to alleviate and to prevent suffering (Feldman & Kuyken, 2011; 
Gilbert, 2014; Goetz et  al., 2010; Neff, 2003; Strauss et  al., 2016). Goetz et  al. 
(2010) specifically define compassion “as the feeling that arises in witnessing 
another’s suffering and that motivates a subsequent desire to help” (p. 351). Geshe 
Thupten Jinpa, who developed the Stanford Compassion Cultivation Training pro-
gram, defines compassion as a complex multidimensional construct that is com-
prised of four components: (1) an awareness of suffering (cognitive component), 
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(2) sympathetic concern related to being emotionally moved by suffering (affective 
component), (3) a wish to see the relief of that suffering (intentional component), 
and (4) a responsiveness or readiness to help relieve that suffering (motivational 
component; Jazaieri et  al., 2013). The notion of self-compassion has received 
increasing attention with the work of Kristen Neff, who defined self-compassion 
based on her interpretations of Buddhist teachings as having three components: (1) 
being mindful, rather than over-identifying with problems; (2) connecting with oth-
ers, rather than isolating oneself; and (3) adopting an attitude of self-kindness, 
rather than being judgmental (Neff, 2003).

When reviewing the definition of compassion, it becomes clear how many 
researchers tend to develop lists of qualities and attributes that are identified as being 
part of compassion. Some definitions stress the motivational nature of compassion, 
exploring its goal and focus and the various competencies necessary for that motive 
to operate successfully. Compassion as motivation is central to many of the contem-
plative traditions (Armstrong, 2010; Dalia Lama, 1995; Junpa 2015). This is captured 
in such definitions as having a sensitivity to suffering in self and others, with a com-
mitment to alleviate and prevent it (for a review Gilbert, 2014). Importantly, compas-
sion includes three directions: giving compassion to others (e.g., friend, family 
member), being open and responding to receiving compassion from others, and self-
compassion (Gilbert, 2014; Gilbert, McEwan, Matos, & Rivis, 2010; Jazaieri et al., 
2014; Neff & Germer, 2013). Viewing compassion as a motive requires an increased 
understanding of evolution and physiological processes and brain functioning, which 
provide insights as to why compassion could be regarded as our highest ethic.

 Compassion: Evolutionary Insights

One way to help understand compassion is via evolutionary insights into its origins 
and functioning situated within its neurophysiological architecture (Brown & 
Brown, 2015; Gilbert, 2014; Kirby, 2016). Theorists suggest that compassion is 
rooted in the evolved mammalian caring motivational system (Gilbert, 2014; 
Mayseless, 2016), and motives are a key cause of behavior (Neel et  al., 2016). 
Derived from the Latin word motivus, meaning “moving” or “to move,” motives are 
linked to desires, wishes, and wants; they give rise to specific incentives and con-
cerns, but differ from values and emotions (Klinger, 1977). Emotional arousal or 
attention evolved as mechanisms to “move” or motivate an animal toward biosocial 
goals such as to support reproduction or survival (Dunbar & Barnett, 2007). Along 
with compassion, there are many human motives including self-protection (harm- 
avoidance), sexual (finding a mate and reproducing), and caring-based motives 
(Bernard, Mills, Swenson, & Walsh, 2005; Gilbert, 2014; Huang & Bargh, 2014). 
All motives have two basic processes, which when applied to compassion include, 
(1) having a motive-appropriate signal detection (input) to suffering (i.e., sensitiv-
ity and awareness of distress), and (2) having a behavior output repertoire that 
allows appropriate responsiveness to suffering (i.e., taking action to alleviate and 
prevent suffering).
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Parental investment in evolutionary biology and psychology is a concept that 
refers to, “any parental expenditure that benefits one offspring at a cost to parent’s 
ability to invest in other components of fitness” (Clutton-Brock, 1991). Animals 
vary greatly in the amount of parental investment they provide. For example, sea 
turtles (reptiles) provide no parental investment to their young hatchlings after they 
are born on sandy beaches, while in contrast humans (mammals) provide the most 
significant amount, with children needing over a decade of parental investment to 
ensure their safety and healthy development (Gilbert, 2014). The caring system of 
humans, and indeed mammals, is a critical motive to enable offspring survival. The 
caring system motive or compassionate motive (Gilbert, 2014) requires parents to 
be sensitive to the distress signal of their offspring—for example, noticing a new-
born infant that could be crying (first process), and then having the capacity to move 
toward that crying infant (suffering) so that the infant can be cared for through some 
kind of soothing affiliative behavior, for example, touch or voice tone (second pro-
cess). This interaction between care-giver (parent) and care-seeker (infant) then 
helps facilitate the attachment system between parent and child (see Swain & Ho, 
2016), and also demonstrates how affection and affiliative behaviors are fundamen-
tal in the affect regulation of mammals.

Many species such as fish, turtles, and other egg laying reptiles produce large 
numbers of young who need to disperse rapidly afterbirth to avoid predation, includ-
ing, at times, from their own parents (MacLean, 1985). Thus, fish and reptilian 
young are born to be mobile, be able to seek their own protection, and be self- 
sustaining. This is sometimes referred to as r selection. The evolution of warm- 
bloodedness, live birth, small numbers of young, and post birth parental/caring 
investment, sometimes referred to as k selection, required substantial changes to the 
physiology of threat avoidance and approach behavior, allowing for close interper-
sonal contact and connection. To facilitate these interactional sequences, k selected 
regulation processors operate through a sequence of adaptations. One of these major 
adaptations was the evolution of part of the myelinated parasympathetic system—
the dorsolateral vagal nerve that links a range of internal organs to central control 
systems. Indeed, the vagus is connected to a range of organs including the heart and 
gut, and with the brain through its link to inhibitory prefrontal-subcortical circuits. 
One of the key functions of parental investment is sensitivity to distress and pre-
paredness to act appropriately to relieve that distress. This is also the basic senti-
ment and core of compassion (Gilbert, 2014), and compassion utilizes the same 
evolved physiological pathways as basic caring behavior.

 Compassion: Physiological Processes

It is now well-recognized that a key process that assists with affect regulation is 
through caring affiliative and affectionate behaviors. Polyvagal theory, outlined by 
Porges (2007), details how the activation of the myelinated parasympathetic 
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nervous system helps in the regulation of fight/flight (autonomic sympathetic ner-
vous system), thus enabling calmness and soothing to be achieved through having 
close proximity to others, giving/receiving affiliative, caring, and prosocial behav-
ior (Davidson, 2012; Depue & Morrone-Strupinsky, 2005; Gilbert, 2014). This is 
reflected in the dynamic balancing of the sympathetic and parasympathetic nervous 
systems that give rise to the variability in heart rate (Porges, 2007). Hence, feeling 
safe is linked to heart rate variability (HRV), and higher HRV is linked to a greater 
ability to self-soothe when stressed (Porges, 2007). Specific strategies such as 
breathing practices, friendly voice tones, and facial and body expressions can acti-
vate the parasympathetic system, aiming to calm and soothe the individual, which 
improves heart rate variability (Krygier et al., 2013). Moreover, when the sympa-
thetic system is activated under threat this decreases the ability for higher order 
cognitive capacities such as mentalizing to occur (e.g., theory of mind, empathiz-
ing, perspective taking), whereas activating the parasympathetic system helps pro-
vide a feeling of safeness, which increases the ability to activate the prefrontal 
cortex and enable mentalization (Liotti & Gilbert, 2011; Klimecki et  al., 2014; 
Thayer & Lane, 2000). It is important to distinguish between feelings of safety and 
safeness. The former is related to being removed from elements that bring the pos-
sibility of threat or harm, such as a distressing situation, thought, or feeling. The 
latter refers to a greater freedom to explore the distress despite the possibility of 
harm (Gilbert, 2014). Compassion is not about the avoidance of threatening stimuli, 
rather it involves developing the courage to engage with what we need to do (Gilbert, 
2014). Thus, the focus on activating affiliative processing systems (e.g., parasympa-
thetic system) assists in the regulation of affect, and helps calm individuals when 
distressed.

 Compassion: Brain Functioning and Affect Regulation

The human brain is a product of evolution and can be understood in terms of Darwinian 
“selection for function”, and so can many mental health problems. Social processing 
and early social contexts influence brain development and are central to understand-
ing mental health problems. Relationships based on affection and caring show many 
physiological and psychological beneficial effects, even on genetic expression 
(Cozolino, 2007, 2008, 2013; Siegel, 2009). We recognize that as an evolved species 
many of our basic motives, emotions, and their genetic polymorphisms are products 
from the challenges of survival and reproduction (Conway & Slavich, 2017). This 
understanding of how humans evolved as biological, gene-built systems that (pheno-
typically) adapt to their environments and operate a range of evolved motivation and 
emotion processing systems has important implications not only for our understand-
ing of mental health difficulties but their prevention and alleviation.

The view that the human brain can be considered as an evolved organ shaped by 
contextual factors to help with survival and reproduction also warns us that 
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 assumptions like “all is well until something goes wrong” are unhelpful, misleading, 
and basically often wrong (Brune et al., 2012; Nesse & Williams, 1995). Therefore, 
our brains although capable of wonderful capacities such as imagination, creativity, 
and being able to forecast the future and reflect on the past, also comes at a cost, as 
it permits rumination, worry, and self-criticism, that can underpin so many mental 
health difficulties (Gilbert, 2014; Kirby & Gilbert, 2016). Moreover, our evolved 
brain has a number of inbuilt biases, for example, having kin preferences (nepo-
tism), in-group preferences (tribalism), a negativity bias (better safe than sorry), and 
biased learning (e.g., fear of snakes but not electricity). These biases indicate that 
our evolved minds, although with many advantages, also have a number of problem-
atic evolutionary trade-offs and glitches. This view is in contrast to the Western 
medical model of mental health, where the idea is conveyed that there is nothing 
fundamentally wrong with our mind (i.e., nothing inherently bad or tricky about its 
evolved construction) and it is only “when things go wrong” that we have mental 
“disorder,” requiring therapies “to correct” and “fix” (Brune et al., 2012).

In contrast, the Buddha highlighted that our normal unenlightened states were 
problematic—that the mind is, in a way, inherently crazy, especially if it lacks com-
passion (Dalai Lama, 1995). Thus, when presented with ethical dilemmas it can be 
difficult to make judgments and decisions, due to our “tricky mind,” and mistakes 
are made. Importantly, from this perspective one can view our “craziness” as not 
being our fault, but as a consequence of the evolved human mind, for which we need 
to take responsibility.

One of the aims of compassion is to help individuals take responsibility for their 
“tricky mind” by providing psychoeducation on the human mind, specifically 
regarding how the brain regulates emotions, which can cloud our judgment and 
decision making. One way to consider emotions, other than individually, is to group 
them in terms of evolutionary function. For example, we can identify a whole set of 
emotions whose primary functions are self-protective and defensive, and are trig-
gered in the context of threats but not in the context of being safe or content. Another 
set of emotions is associated with rewards and acquiring resources and achieve-
ments. These functions help to direct and energize individuals to things conducive 
to their well-being and need to be acquired (e.g., food, shelter). Once acquired 
however, and without threats, emotions will be conducive to calmness, peaceful-
ness, and “rest and digest.” Importantly, the three types of emotional systems need 
not be mutually exclusive, rather it is referring to the degree to which these blend. 
This simple three-function heuristic approach to emotions has been suggested by 
Gilbert (2009, 2014) and is depicted in Fig. 10.1. This model is informed by affec-
tive  neuroscience research into the evolutionary functions of emotion (Depue & 
Morrone- Strupinsky, 2005.

These three emotion regulation systems interact and include: (a) the threat/self- 
protect system, (b) the drive-reward system, and (c) the affiliative/soothing sys-
tem. Gilbert (2014) and others (Kirby, 2016; Tirch, Schoendroff, & Silberstein, 
2014) have emphasized how people (children and adults) often find themselves 
trapped between the threat and reward systems because of the family environ-
ments and the Western culture in which we live—a culture that increasingly 
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focuses on  individualistic values that promote achievement and independence 
(Kasser, 2011; Park, Twenge, & Greenfield, 2014). This model of emotion regula-
tion can help when dealing with ethical dilemmas and decision making. For exam-
ple, if asked to lie to protect somebody, we could feel heightened anxiety and fear 
about the potential of being “caught” or making a “wrong” decision, and as such 
would be operating from a threat-base. When operating from this threat-system we 
are more likely to be focused on self-protection, making it more difficult to think 
broadly and abstractly about the problem, and rather we might be angry about 
being put in this position, thus narrowing our perspective. In contrast, lying to 
protect somebody might lead to significant gain, for example financially, and this 
can result in a short-term feeling of excitement and this activation of the drive 
system also narrows perspective, as we focus on pursuing what we want. However, 
the long- term continued anxiety and fear of being caught may also linger. 
Therefore, being able to recognize our emotional systems, and how they can influ-
ence what we attend to, how we think and behave is important when considering 
ethical dilemmas and decision making.

One of the problems of being caught between the threat and reward systems is 
that this then can become the only way of regulating emotions for individuals, and 
the soothing/affiliative system becomes underdeveloped (Kirby & Gilbert, 2016). 
The trap of being caught between the drive and threat system in Western cultures 
is evidenced in the current education system. Despite the increasing evidence 
highlighting the importance of skills such as understanding emotions, compas-
sion, and emotion regulation, these skills are often not taught explicitly in schools. 
Rather, the focus of schools is on teaching skills to enhance academic knowledge 
and achievement resulting in a heavy focus on  comparative, competitive, and 

Fig. 10.1 The interaction between the three major emotion-regulation systems
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achievement-based goals. This is evidenced by Western countries solely empha-
sizing and valuing student performance as measured by outcomes on standardized 
testing. Moreover, a problem of an educational approach based on competition 
and achievements is that students’ ethical integrity becomes compromised in the 
search for better outcomes, as evidenced in the Making Caring Common Project 
(MCCP) at Harvard University.

The MCCP project authors surveyed 10,000 adolescents across the United States 
and found that 80% said that “achievement or happiness” (personal success) is 
their top priority compared to 20% saying “caring for others” is their top priority 
(Making Caring Common, Harvard, 2014). The study also found youths were three 
times more likely to agree than disagree with the statement: “my parents are 
prouder if I get good grades than if I’m a caring community member.” Approximately 
80% of youths also reported perceiving teachers as prioritizing students’ achieve-
ments over their caring. Youths also ranked “hard work” above fairness. Importantly, 
previous research has found that valuing personal success and achievement comes 
at a price, with half of high school students admitting to cheating on a test and 
nearly 75% admitting to copying someone else’s homework (Josephson Institute, 
2012). These findings underscore the significant influence competitive based pres-
sures can have on youth, and how it can impact their ethical decision making. 
Importantly though, there are now educators, psychologists, parents, and policy-
makers eager to address childhood social, emotional, and behavioral learning as 
equally important as academic knowledge, but how to achieve this remains unclear. 
One potential option to help children and adolescents is to introduce compassion-
based programs in the school context (which is already beginning to happen and 
one we support), given the many benefits associated with compassion and mental 
health (Kirby, 2016).

 Benefits of Compassion

There is now considerable evidence that being the giver and recipient of caring 
behaviors, particularly compassion, has a range of health benefits (Cozolino, 2007; 
Mayseless, 2016) and can affect genetic expression (Fredrickson et  al., 2013). 
Compassion training improves general well-being and social relationships (e.g., 
Jazaieri, et al., 2014; Seppala, Rossomando, & Doty, 2012), with increasing evi-
dence of its effectiveness as a psychotherapy (Leaviss & Uttley, 2015; Kirby, 2016; 
Kirby & Gilbert, in press). Practicing compassion has an impact on neurophysiol-
ogy due to neuroplasticity (e.g., Klimecki, Leiberg, Ricard, & Singer, 2014), with a 
recent study showing that it has significant impacts on heart rate variability (Matos 
et al., 2016).

With the rise of an awareness of the power of prosocial, compassionate interac-
tions for well-being, and how their opposite (criticism and neglect) is linked to 
mental distress, there has been a growth of different approaches to help people 
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 cultivate compassion for themselves and others. These approaches include Mindful 
Self-Compassion (MSC; Neff & Germer, 2013), Compassion Cultivation Training 
(CCT; Jazaieri et al., 2013), Cognitively-Based Compassion Training (CBCT; Pace 
et  al., 2009), Cultivating Emotional Balance (CEB). Compassion and Loving-
Kindness Meditations (e.g., CM & LKM; Hoffmann, Grossman, & Hinton, 2011), 
and Compassion-Focused Therapy (CFT, Gilbert, 2014; Kirby, 2016). Hybrids are 
also constantly appearing such as the mindful compassionate living course that 
combines CFT with more intense mindfulness training or the integration of CFT 
with therapies such as Acceptance and Commitment Therapy.

To date, there has only been one meta-analysis conducted on compassion-based 
interventions (Kirby, Tellegen, & Steindl, 2016), which included 23 randomized 
controlled trials (RCTs) over the last 10 years. Results found significant short-
term moderate effect sizes for compassion (d  =  0.559), self-compassion 
(d = 0.691), and mindfulness (d = 0.525). Significant moderate effects were also 
found for reducing suffering-based outcomes of depression (d = 0.656), anxiety 
(d = 0.547), and small to moderate effects for psychological distress (d = 0.374). 
Significant moderate effects were also found for well-being (d = 0.540). These 
results indicate the promising nature of compassion-based approaches in helping 
with a range of difficulties. The question remains though, do individuals who par-
ticipate in compassionate- based interventions experience an emerging of ethical 
importance in their daily life.

 Compassion and Ethics

The Dalai Lama has frequently said, “Buddhist ethics can be summed up in two 
statements: If you are able to help others, then help. If you are not able to help, at 
least do not harm.” (Dalai Lama, 1995). These statements from the Dalai Lama are 
in alignment with the motivation of compassion, which is to both alleviate and 
 prevent suffering (Gilbert, 2014), and it is arguable that compassion might be the 
highest ethical principle that guides our behaviors in all domains of life. To support 
this premise, we would like to emphasize two important points. First, the evolution 
of mammalian caregiving, which involves hormones such as oxytocin, vasopressin, 
and the myelinated vagal nerve as part of the ventral parasympathetic system, 
enables humans to come together, co-regulate each other’s emotions and create 
prosociality. Second, the dynamic balancing of the sympathetic and parasympa-
thetic nervous systems gives rise to variability in heart rate (Heart Rate Variability 
(HRV); Kirby, Doty, Petrocchi, & Gilbert, 2017). In fact, the autonomic nervous 
system enables emotion-related action tendencies, which, in the case of compas-
sion, are approach and caregiving. The inhibition of heart rate through the activity 
of the parasympathetic nervous system has shown to be linked to the orienting 
response and sustained outward attention, which constitute a core action tendency 
of compassion (Suess, Porges, Plude, 1994). Consistently, compassion-evoking 

10 Compassion as the Highest Ethic



262

stimuli (videos of other’s suffering) have shown to generate vagally mediated heart 
rate deceleration in children (Eisenberg et  al., 1998) and in adults, whose self-
reports of sympathy and compassion were positively related to heart rate decelera-
tion (Eisenberg et al., 1991). Moreover, children with higher heart rate deceleration 
during evocative films showed increased subsequent compassionate behavior 
(Eisenberg et  al., 1989). Interestingly, children with higher baseline HRV were 
rated by teachers and parents as more helpful and more able to regulate their emo-
tions than those with lower HRV (Eisenberg et  al., 1996) and showed increased 
self-reports of sympathy, both dispositionally and in response to distress-inducing 
films (Fabes, Eisenberg, & Eisenbud, 1993). This suggests that tonic HRV might 
represent the physiological signature of a trait-like compassionate responding, indi-
cating that perhaps in some way we are “hard-wired” for the compassionate motive 
to be our in-built ethical compass.

When considering compassion as a guiding ethic, it is important to note the 
motive component. For example, the action of not speeding when driving might be 
due to an underlying motive of wanting to avoid harm to self by not getting a speed-
ing ticket—put simply, avoiding punishment/harm to self. Harvey (2000) would 
suggest that this kind of action is done for prudential reasons, “I do not want a fine 
or go to jail,” and thus is not really done from a compassionate ethical perspective 
or motive. From an evolutionary perspective, this action can be considered as stem-
ming from the threat-system, which is focused on self-protection, and has a differ-
ent physiological pattern compared to caring/compassionate motives (Gilbert, 
2014). In contrast, if the motive was one of compassion, not speeding when driving 
is part of being a good citizen on the road and attempting to prevent harm due to 
caring for others well-being.

Buddhist Ethics and Compassion Ethics are an important component in 
Buddhist teaching and the foundation of the Buddha’s Eightfold Path is ethics or 
a wholesome lifestyle. The Eightfold Path has specific steps suggested for the 
alleviation of suffering for ourselves and others. Traditionally, the eight practices 
are presented in the following order: (1) right view, (2) right resolve, (3) right 
speech, (4) right action, (5) right livelihood, (6) right effort, (7) right mindful-
ness, and (8) right concentration (Bodhi, 2000). The Eightfold Path is character-
ized by a sense of ethical direction, determined by the cultivation of the wholesome 
and helpful, and relinquishment of the unwholesome and unhelpful (Bodhi, 
2000). Ricard (2015) describes it this way: “In Buddhism, an act is essentially 
unethical if its aim is to cause suffering and ethical if it is meant to bring genuine 
well-being to others.” (p. 239). The Eightfold Path is sometimes considered in 
three categories of (1) moral virtue (right speech, right action, right livelihood); 
(2) meditation (right effort, right mindfulness, right concentration); and (3) 
insight or wisdom (right view, right resolve). It offers an ethical framework in 
which to live and interact with others and the world, aimed at promoting a reduc-
tion in suffering and an increase in well-being, but also at a deeper level it may 
lead to liberation, Nirvana, or complete release from dukkha. Compassion is the 
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heart of the Eightfold Path and provides the guidance toward ethical action, or 
more accurately, an ethical way of being.

Whereas the ethical intention of Buddhist practice is to cultivate a way of being, 
that is, a life that feels good or consistent with one’s values, Aristotle takes a differ-
ent view. For Aristotle, the primary purpose for ethics is to help guide human beings 
toward living a good life. This is, of course, distinct from living a life that feels 
good. Rather, the good life, according to Aristotle, is one in which the activities of 
living are performed not simply for some sort of specific outcome, such as wealth 
or power, but rather the activity is performed because of the inherent worth, value or 
quality of the activity itself (1999). We choose to be a good friend, not because the 
friendship will benefit us with some sort of payoff, but because the activities of 
friendship are worthwhile in and of themselves. Aristotelian ethics also promotes 
the view of teleology, which attempts to describe things in terms of apparent pur-
pose, principle, or goal (Fowers, 2015a). This can be further divided into extrinsic 
purpose—a purpose imposed by humans, and intrinsic purpose which are irrespec-
tive of human use or opinion. For example, Aristotle claimed that an acorn’s intrin-
sic telos is to become a fully grown oak tree (Fowers, 2015a).

Aristotle also argued that there is a hierarchy of activities and goods. For exam-
ple, he considered activities that were a means to an end, and the end was possessed 
or experienced by an individual only (for example, money or possessions), as lower-
order activities than those activities that were of value in and of themselves, and that 
value is shared (for example, friendship or teamwork). These ethical views pro-
posed by Aristotle reflect an eudemonic way of being, which Plato and Socrates also 
wrote. An eudemonic view equates happiness with the human ability to pursue com-
plex goals, which are meaningful to society. This contrasts with a hedonic view, 
which equates happiness with pleasure, comfort, and enjoyment (Delle Fave, 
Massimini, & Bassi, 2010). Often it seems in today’s modern world that the pursuit 
of a hedonic lifestyle has become the imperative, and this is reflected in Western 
cultures desire to pursue drive-based goals based on individualistic achievements 
(Kasser, 2011).

Young people in Western cultures are increasingly endorsing individualistic val-
ues (Park, Twenge, & Greenfield, 2014). Although the increase in individualism 
may be the necessary result of a competitive market economy, this focus may dimin-
ish collectivistic and community values. For example, researchers have found that 
recent generations are lower in empathy for others (Konrath, O’Brien, & Hsing, 
2011) and concern for others (Twenge, Campbell, & Freeman, 2012), which may 
negatively impact societal ties and mental health (Park et al., 2014). Moreover, other 
correlational studies have found that a strong focus on goals like money and status 
(compared to community feeling) is associated with being less warm and more con-
trolling toward one’s children (Kasser, Ryan, Zax, & Sameroff, 1995). These results 
suggest the more an individual cares about self- interested and materialistic goals, 
the less likely the person is to prioritize the values that help facilitate the well-being 
of current and future children (Kasser, 2011).
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In a large study by Kasser (2011) that examined cultural values and future 
 well- being, data were collected from 20 wealthy nations (e.g., the United States, 
Australia, the United Kingdom, Germany) on the indices of childhood well-being, 
the amount of maternity leave available, and country CO2 emissions (data collected 
from archival data and multiple sources). Specifically, Kasser (2011) was interested 
in whether countries would perform better if they prioritized egalitarian-based val-
ues (i.e., that promote cooperation and a sense that everyone is equal and should be 
cared for (i.e., eudemonic)) over hierarchy-based values (i.e., that validate the 
unequal distribution of power and resources often found in cultures) and harmony 
values (i.e., that promote an acceptance and appreciation of the world as it is) over 
mastery values (i.e., hedonic or those that attempt to actively change the world to fit 
one’s own self- interests). What he found was the more a nation prioritized egalitari-
anism and harmony- based values over hierarchy and mastery values, the higher 
children’s well-being was in the nation, the more generous the national laws were 
regarding maternal leave, and the less CO2 the nation emitted (Kasser, 2011).

Contemporary philosopher Thomas Metzinger suggests that we need to consider 
an ethics of consciousness (2009). This becomes even more important with the 
advancement of artificial intelligence. He postulated there are three desirable states 
of consciousness: (1) it should minimize the suffering in humans and all other 
beings capable of suffering; (2) it should ideally possess an epistemic potential (that 
is, it should have a component of insight and expanding knowledge); and (3) it 
should have behavioral consequences that increase the probability of the occurrence 
of future valuable types of experience (2009). Metzinger concedes that how to 
achieve this is unclear, however, some possibilities include meditation in high 
school, and familiarizing people with the brain–body connection. Metzinger (2009) 
emphasizes that the brain is part of the body, and dualistic philosophy has had nega-
tive impacts, as disconnecting the brain from our bodies creates unrealistic and 
potentially dangerous ideologies. Rather, Metzinger (2009) suggests teaching peo-
ple from an early age about how our nervous systems work will help people to take 
responsibility for how their own body–brain works, which will enable them to show 
empathy and compassion toward others as they mature. These sentiments of 
Metzinger’s (2009) are shared by Compassion Focused Therapy (Gilbert, 2014; 
Kirby & Gilbert, 2016) where the aim is to teach about the evolved functions of our 
brains and body so we can better relate to ourselves and to others.

 Compassion and Ethical Conflict

Importantly, despite the advantages of holding compassion as a guiding ethic it does 
not resolve and provide answers to all ethical dilemmas. Ekman (2014) postulates 
that we should be more precise when referring to the target of compassion, and 
whether it is a familial (e.g., family member, offspring, sibling), a familiar (e.g., 
friend, neighbor, colleague), a stranger (e.g., somebody you do not know)—which 
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could also be further assessed in terms of in- and out-group variations (e.g., gender, 
race, ethnicity), or any sentient being (e.g., any living being, pet, animal). Indeed, 
research has found it is easier to be compassionate to those whom we like and are 
part of our group than those who are not (Gilbert, 2014). For example, take the 
notion of heroic compassion, or as Paul Ekman refers to it, non-referential compas-
sion (Ekman & Ekman, 2013). In this form of compassion, the idea is that you 
extend compassion to all despite potential consequences to oneself.

Franco, Blau, and Zimbardo (2011) define heroism as:

A social activity: (a) in service to others in need—be it a person, group, or community, or 
in defense of socially sanctioned ideals, or new social standard; (b) engaged in voluntarily 
(even in military contexts, heroism remains an act that goes beyond actions required by 
military duty); (c) with recognition of possible risks/costs, (i.e., not entered into blindly or 
blithely, recalling the 1913 Webster’s definition that stated, 'not from ignorance or inconsid-
erate levity’); (d) in which the actor is willing to accept anticipated sacrifice; and (e) without 
external gain anticipated at the time of the act. (2011, p. 101)

A common example that comes to mind when considering heroic compassion is 
that of the families who took Jews into their homes during World War II. Kristin 
Monroe (1996) published a book on heroic compassion, which was made up of 
individual interviews with people who had risked their own life to save others 
including many Germans who took in Jews during the Nazi régime. What was poi-
gnant and most powerful about this book was that the only unifying aspect of all her 
interviewees was a feeling that they simply had to do what they did, it was not a 
choice. This suggests that for these people, risking their life was a necessary 
response to the perceived threat toward others. It sounds as though these people did 
not experience “out group” biases and in fact had almost familial compassion 
toward those people they rescued, often with great risk to their own livelihood. 
Perceiving the target of compassion to be like us, irrespective of external differ-
ences, has been called a universal orientation, one that is likely to precede a globally 
compassionate approach.

Although the example of German families taking Jewish people into their homes 
to protect them during World War II is unquestionably brave, one must also consider 
all members in this situation: (1) the Jewish family; (2) the German parents who 
took the Jewish family in; and (3) the children of the German parents. If we direct 
compassion to the Jewish family, one could consider this as heroic compassion. 
However, if we direct our compassion to the children of the German parents would 
it still be compassion? Could a potentially inadvertent consequence of the actions of 
the German parents to let the Jewish people into their homes potentially lead to a 
devastating outcome for these children? If German parents did not let Jewish people 
into their homes because of the risk of harm to their own children would that be 
considered a more “selfish” action? Or would it still constitute compassionate action 
for their children? When one considers all members in this very difficult ethical 
dilemma it becomes clear that although compassion can help guide us in our ethical 
choices, it does not lead to easy, simple, correct/incorrect answers or ways of being 
(see Jennings & DeMauro and Monteiro & Musten in this book).
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What is important, however, is that compassion can help ground us, and it can 
help direct our attention from being caught up in threat, where we have an increased 
likelihood of acting out of fear and anger. And it can help activate the physiological 
systems within our body that help provide calmness and permits empathic perspec-
tive taking, empathy, and mentalizing to occur. In doing so, compassion interven-
tions perhaps offer hope to help ethics emerge.

 Compassion-Based Interventions

Over the last 10 years, there has been an increase in the number of compassion- 
based interventions with many options available for individuals. A review by Kirby 
(2016) on compassion-based interventions found at least six current empirically 
supported interventions that focus on the cultivation of compassion: Compassion- 
Focused Therapy (CFT; Gilbert, 2014), Mindful Self-Compassion (Neff & Germer, 
2013), Compassion Cultivation Training (Jazaieri et al., 2013), Cognitively Based 
Compassion Training (Pace et  al., 2009), Cultivating Emotional Balance, and 
Compassion and Loving-Kindness Meditations (e.g., Hoffmann, Grossman, & 
Hinton, 2011). To date, all six forms of intervention have been subject to the “gold 
standard” evaluations of randomized controlled trials (RCTs); however, only CFT 
and Compassion and Loving-Kindness Meditations have been evaluated in a sys-
tematic review (Hoffmann et al., 2011; Leaviss & Uttley, 2015). Kirby and Gilbert 
(2016), in an effort to understand the current state of compassion-based interven-
tions, created a table that provides a brief description of some of the elements that 
are similar and different across some of these compassion-based approaches, which 
can be seen in Table 10.1.

Importantly, when viewing the elements in each of the compassion-based inter-
ventions it becomes clear that many compassion-training programs include teach-
ings and instruction on ethics, specifically concerning the ethic of compassion. 
Although the psychoeducation, strategies, and exercises across the interventions are 
presented within a primarily secular framework, many of the key concepts and core 
practices are drawn from Buddhist traditions, and all programs were developed with 
consultation or advice from Buddhist teachers or scholars. This inclusion of ethical 
views, specifically the ethical view of compassion, in compassion-based interven-
tions is an important distinction compared to mindfulness-based interventions. In 
the literature (e.g., Monteiro, Musten, & Compson, 2015), it has been discussed that 
the inclusion of overt reference to ethics in mindfulness training is often considered 
as if it is imposing Buddhist values. A key feature of scientifically driven contempo-
rary psychology is for its practices and strategies to be value-free (Monteiro, 2016). 
In addition, many contemporary mindfulness-based programs do not overtly address 
the importance of ethics within their participants’ mindfulness practice. Many ther-
apists and program leaders feel that to discuss the ethics of their patients or program 
participants’ behaviors would somehow be an imposition of values (Monteiro, 
2016). Thus, current mindfulness-based interventions have been criticized as being 

J.N. Kirby et al.



Ta
bl

e 
10

.1
 

C
om

m
on

 a
nd

 s
pe

ci
fic

 f
ea

tu
re

s 
of

 c
om

pa
ss

io
n-

ba
se

d 
tr

ai
ni

ng
 a

nd
 th

er
ap

y 
(K

ir
by

 &
 G

ilb
er

t, 
20

16
)

C
om

m
on

 f
ea

tu
re

s
 • 

D
es

ig
ne

d 
to

 b
e 

se
cu

la
r 

in
 a

pp
ro

ac
h,

 u
til

iz
in

g 
w

es
te

rn
 p

sy
ch

ol
og

y 
sc

ie
nc

e 
an

d 
th

er
ap

ie
s 

bu
t a

ls
o 

in
fo

rm
ed

, t
o 

gr
ea

te
r 

or
 le

ss
er

 d
eg

re
es

 b
y 

co
nt

em
pl

at
iv

e 
tr

ad
iti

on
s.

 • 
D

efi
ne

 w
ha

t c
om

pa
ss

io
n 

is
, w

ith
 e

ac
h 

in
te

rv
en

tio
n 

ha
vi

ng
 a

 d
if

fe
re

nt
 d

efi
ni

tio
n.

 • 
A

tte
nt

io
n 

an
d 

m
in

df
ul

ne
ss

-b
as

ed
 tr

ai
ni

ng
 c

om
po

ne
nt

s.
 • 

C
om

pa
ss

io
n-

fo
cu

se
d 

vi
su

al
iz

at
io

ns
 a

nd
 m

ed
ita

tio
n 

pr
ac

tic
es

.
 • 

So
m

e 
fo

rm
 o

f 
ps

yc
ho

ed
uc

at
io

n 
w

he
re

 r
at

io
na

le
 p

ro
vi

de
d 

fo
r 

in
te

rv
en

tio
n.

 • 
A

ct
iv

e 
ex

pe
ri

en
tia

l c
om

po
ne

nt
s.

• 
Fo

cu
s 

on
 in

te
nt

io
n 

or
 v

al
ue

s.
• 

H
om

ew
or

k 
ex

er
ci

se
s 

an
d 

re
gu

la
r 

pr
ac

tic
e.

Sp
ec

ifi
c 

fe
at

ur
es

C
FT

M
SC

C
B

C
T

C
C

T
C

E
B

 • 
C

om
pa

ss
io

n 
de

fin
iti

on
 in

cl
ud

es
 

tw
o 

ps
yc

ho
lo

gi
es

: (
1)

 e
ng

ag
em

en
t 

an
d 

(2
),

 a
lle

vi
at

io
n 

an
d 

pr
ev

en
tio

n,
 

ea
ch

 w
ith

 6
 tr

ai
na

bl
e 

co
m

pe
te

nc
ie

s.
• 

Ps
yc

ho
ed

uc
at

io
n 

of
 e

vo
lv

ed
 

“t
ri

ck
y 

m
in

d”
 d

ue
 to

 o
ld

 a
nd

 n
ew

 
br

ai
n 

in
te

ra
ct

io
ns

.
 • 

E
vo

lv
ed

 f
un

ct
io

n 
of

 e
m

ot
io

ns
 o

f 
th

re
at

/p
ro

te
ct

io
n 

dr
iv

e/
ac

qu
is

iti
on

, 
an

d 
so

ot
hi

ng
 /c

on
te

nt
m

en
t a

nd
 th

e 
lin

ks
 to

 (
ne

ur
o)

ph
ys

io
lo

gi
ca

l 
pr

oc
es

se
s 

an
d 

em
ot

io
na

l b
al

an
ce

.
 • 

T
he

 c
on

ce
pt

 o
f 

m
ul

tip
le

 
(p

he
no

ty
pi

c)
 v

er
si

on
s 

of
 s

el
f 

ar
is

in
g 

fr
om

 g
en

e 
an

d 
so

ci
al

 
co

nt
ex

t.

 • 
B

as
ed

 p
ri

m
ar

ily
 o

n 
N

ef
f’

s 
co

nc
ep

tu
al

iz
at

io
n 

of
 

se
lf

-c
om

pa
ss

io
n 

us
in

g 
bi

po
la

r 
co

ns
tr

uc
ts

 o
f:

 (
1)

 
K

in
dn

es
s 

vs
 s

el
f-

 
ju

dg
m

en
t; 

(2
) 

co
m

m
on

 
hu

m
an

ity
 v

s 
is

ol
at

io
n;

 (
3)

 
m

in
df

ul
ne

ss
 v

s 
ov

er
-i

de
nt

if
yi

ng
.

• 
In

fo
rm

ed
 b

y 
va

ri
ou

s 
ap

pr
oa

ch
es

 in
cl

ud
in

g 
se

lf
-e

xp
er

ie
nc

es
 o

f 
lif

e 
di

ffi
cu

lti
es

, I
ns

ig
ht

 
M

ed
ita

tio
n,

 C
FT

, a
nd

 
ot

he
r 

m
in

df
ul

ne
ss

-b
as

ed
 

in
te

rv
en

tio
ns

 s
uc

h 
as

 
M

SB
R

.

 • 
B

as
ed

 p
ri

m
ar

ily
 o

n 
B

ud
dh

is
t l

oj
on

g 
tr

ad
iti

on
.

 • 
E

xa
m

in
es

 c
om

pa
ss

io
n 

as
 a

sp
ir

at
io

na
l a

nd
 

ac
tiv

e.
 • 

Fo
cu

s 
on

 f
ou

r 
im

m
ea

su
ra

bl
es

, 
eq

ua
ni

m
ity

, l
ov

in
g-

 
ki

nd
ne

ss
, a

pp
re

ci
at

iv
e 

jo
y,

 a
nd

 c
om

pa
ss

io
n.

 • 
Te

ac
he

s 
ac

tiv
e 

co
nt

em
pl

at
io

n 
of

 
lo

vi
ng

-k
in

dn
es

s,
 

em
pa

th
y 

an
d 

co
m

pa
ss

io
n 

to
w

ar
ds

 
lo

ve
d 

on
es

, s
tr

an
ge

rs
, 

an
d 

en
em

ie
s.

 • 
B

as
ed

 o
n 

de
fin

iti
on

 o
f 

co
m

pa
ss

io
n 

by
 J

in
pa

 
in

vo
lv

in
g 

fo
ur

 c
on

st
ru

ct
s 

co
gn

iti
ve

, a
ff

ec
tiv

e,
 

in
te

nt
io

na
l, 

an
d 

m
ot

iv
at

io
n.

 • 
B

eg
in

 a
nd

 e
nd

 e
ac

h 
se

ss
io

n 
w

ith
 a

 m
ed

ita
tio

n 
pr

ac
tic

e,
 w

hi
ch

 in
cl

ud
es

 
br

ea
th

 f
oc

us
 m

ed
ita

tio
n.

 • 
In

cl
us

io
n 

of
 to

ng
-l

en
.

 • 
Pr

im
ar

y 
fo

cu
s 

is
 o

n 
m

ed
ita

tiv
e 

pr
ac

tic
es

 to
 

cu
lti

va
te

 c
om

pa
ss

io
n 

an
d 

lo
vi

ng
-k

in
dn

es
s 

to
w

ar
ds

 
se

lf
 a

nd
 o

th
er

s.

 •  
C

om
pa

ss
io

n 
m

or
e 

fo
cu

se
d 

on
 o

th
er

s 
as

 a
 p

ro
so

ci
al

ity
.

 • 
C

on
ce

nt
ra

tio
n 

an
d 

di
re

ct
iv

e 
pr

ac
tic

e 
m

ed
ita

tio
ns

.
 • 

R
ec

og
ni

zi
ng

 e
m

ot
io

ns
.

 • 
U

nd
er

st
an

di
ng

 e
m

ot
io

na
l 

pa
tte

rn
s.

 • 
R

ec
og

ni
zi

ng
 e

m
ot

io
ns

 in
 

ot
he

rs
 (

fa
ce

, v
er

ba
l)

 to
 

pr
om

ot
e 

em
pa

th
y.

 • 
Y

og
a 

an
d 

m
ov

em
en

t 
pr

ac
tic

es
.

 • 
K

no
w

le
dg

e 
of

 f
un

ct
io

ns
, 

se
ns

at
io

ns
, t

ri
gg

er
s,

 
ap

pr
ai

sa
ls

, a
nd

 c
og

ni
tio

ns
 

as
so

ci
at

ed
 w

ith
 a

ff
ec

tiv
e 

st
at

es
.

(c
on

tin
ue

d)

 



 • 
C

ul
tiv

at
in

g 
a 

co
m

pa
ss

io
na

te
 M

in
d 

as
 a

n 
in

ne
r 

or
ga

ni
zi

ng
 m

ot
iv

at
io

n 
an

d 
se

lf
-i

de
nt

ity
 p

ro
ce

ss
 m

ad
e 

up
 

fr
om

 c
ul

tiv
at

in
g 

th
e 

co
m

bi
ne

d 
“fl

ow
s”

 o
f 

co
m

pa
ss

io
n:

 
C

om
pa

ss
io

n 
fo

r 
ot

he
rs

, o
pe

n 
to

 
co

m
pa

ss
io

n 
fr

om
 o

th
er

s,
 

se
lf

-c
om

pa
ss

io
n.

 • 
D

ev
el

op
in

g 
co

m
pa

ss
io

na
te

 
im

ag
er

y 
an

d 
se

ns
e 

of
 s

el
f 

us
in

g 
ac

tin
g 

te
ch

ni
qu

es
 o

f 
be

co
m

in
g 

an
d 

th
en

 “
ac

tin
g 

fr
om

” 
co

ns
tr

uc
te

d 
se

lf
-r

ol
e.

 • 
D

ev
el

op
in

g 
an

d 
us

in
g 

th
e 

co
m

pa
ss

io
na

te
 m

in
d 

to
 a

dd
re

ss
 

di
ffi

cu
lti

es
 s

uc
h 

as
 s

ha
m

e 
se

lf
-c

ri
tic

is
m

 a
nd

 r
el

at
io

na
l 

co
nfl

ic
ts

.
 • 

A
dd

re
ss

in
g 

fe
ar

s 
bl

oc
k 

an
d 

re
si

st
an

ce
s 

to
 p

os
iti

ve
 a

ff
ec

t a
nd

 
co

m
pa

ss
io

n.
 • 

L
et

te
r-

w
ri

tin
g 

ex
er

ci
se

s.
 • 

B
re

at
h,

 p
os

tu
ra

l t
ra

in
in

g,
 w

ith
 

“t
hi

nk
in

g 
em

ot
io

na
l t

on
es

.”
 • 

E
xp

ec
tin

g 
an

d 
ad

dr
es

si
ng

 f
ea

rs
 

bl
oc

ks
 a

nd
 r

es
is

ta
nc

es
 to

 p
os

iti
ve

 
an

d 
af

fil
ia

tiv
e 

em
ot

io
ns

 a
nd

 th
e 

th
re

e 
or

ie
nt

at
io

ns
 o

f 
co

m
pa

ss
io

n.
 • 

A
dm

in
is

te
re

d 
bo

th
 in

di
vi

du
al

ly
 

an
d 

in
 g

ro
up

s.

 • 
In

cl
us

io
n 

of
 th

e 
se

lf
-

co
m

pa
ss

io
n 

br
ea

k 
ex

er
ci

se
, b

as
ed

 o
n 

se
lf

-c
om

pa
ss

io
n 

de
fin

iti
on

.
 • 

B
re

ak
s 

m
ed

ita
tio

ns
 in

to
 

co
re

, o
th

er
, a

nd
 in

fo
rm

al
 

pr
ac

tic
es

.
 • 

Fo
cu

s 
on

 s
av

or
in

g 
an

d 
po

si
tiv

e 
ps

yc
ho

lo
gy

.
 • 

In
cl

ud
es

 le
tte

r-
w

ri
tin

g.
 • 

W
or

ki
ng

 w
ith

 b
ac

kd
ra

ft
 

pr
ob

le
m

s 
w

ith
 c

om
pa

ss
io

n 
bl

oc
ks

.

 • 
In

te
gr

at
es

 c
og

ni
tiv

e 
in

te
rv

en
tio

ns

Sp
ec

ifi
c 

fe
at

ur
es

C
FT

M
SC

C
B

C
T

C
C

T
C

E
B

Ta
bl

e 
10

.1
 

(c
on

tin
ue

d)



• 
T

he
ra

py
 A

pp
ro

ac
h:

1.
 

In
di

vi
du

al
iz

ed
 a

nd
 g

ro
up

 
in

te
rv

en
tio

ns
  b

as
ed

 o
n 

cl
ie

nt
’s

 
pr

es
en

ta
tio

n 
an

d 
ca

se
 

co
nc

ep
tu

al
iz

at
io

n

2.
 

C
om

pa
ss

io
na

te
 M

in
d 

T
ra

in
in

g 
an

 8
-w

ee
k 

in
te

rv
en

tio
n 

is
 a

ls
o 

av
ai

la
bl

e

•  
T

ra
in

in
g 

P
ro

gr
am

 
C

om
po

ne
nt

s:
1.

 
In

tr
od

uc
tio

n 
an

d 
re

vi
ew

 
of

 s
el

f-
co

m
pa

ss
io

n

2.
 

M
in

df
ul

ne
ss

 tr
ai

ni
ng

3.
 

A
pp

lic
at

io
n 

of
 

se
lf

-c
om

pa
ss

io
n 

to
 

da
ily

 li
fe

4.
 

D
ev

el
op

in
g 

a 
co

m
pa

ss
io

na
te

 in
ne

r 
vo

ic
e

5.
 

L
iv

in
g 

in
 a

cc
or

da
nc

e 
w

ith
 v

al
ue

s

6.
 

D
ea

lin
g 

w
ith

 d
if

fic
ul

t 
em

ot
io

ns

7.
 

D
ea

lin
g 

w
ith

 
ch

al
le

ng
in

g 
in

te
rp

er
so

na
l 

re
la

tio
ns

hi
ps

8.
 

R
el

at
in

g 
to

 p
os

iti
ve

 
as

pe
ct

s 
of

 o
ne

se
lf

 a
nd

 
on

e’
s 

lif
e 

w
ith

 
ap

pr
ec

ia
tio

n

9.
 

A
 m

id
-p

ro
gr

am
 4

-h
 

re
tr

ea
t o

ft
en

 in
cl

ud
ed

 •  
F

ol
lo

w
s 

ei
gh

t-
st

ep
s:

1.
 

D
ev

el
op

in
g 

at
te

nt
io

n 
an

d 
st

ab
ili

ty
 o

f 
M

in
d

2.
 

T
he

 n
at

ur
e 

of
 

m
en

ta
l e

xp
er

ie
nc

e

3.
 

D
ev

el
op

in
g 

se
lf

-c
om

pa
ss

io
n

4.
 

D
ev

el
op

in
g 

eq
ua

ni
m

ity
 f

or
 

ot
he

rs

5.
 

D
ev

el
op

in
g 

ap
pr

ec
ia

tio
n 

an
d 

gr
at

itu
de

 f
or

 o
th

er
s

6.
 

D
ev

el
op

in
g 

af
fe

ct
io

n 
an

d 
em

pa
th

y

7.
 

R
ea

liz
in

g,
 w

is
hi

ng
 

an
d 

as
pi

ra
tio

na
l 

co
m

pa
ss

io
n

8.
 

R
ea

liz
in

g 
A

ct
iv

e 
C

om
pa

ss
io

n 
fo

r 
ot

he
rs

 

•  
F

ol
lo

w
s 

si
x-

st
ep

s:
1.

 
Se

ttl
in

g 
an

d 
fo

cu
si

ng
 

th
e 

m
in

d

1.
 

L
ov

in
g-

ki
nd

ne
ss

 a
nd

 
co

m
pa

ss
io

n 
fo

r 
a 

lo
ve

d 
on

e

3a
.  C

om
pa

ss
io

n 
fo

r 
se

lf

3b
. L

ov
in

g-
ki

nd
ne

ss
 f

or
   

on
es

el
f

4.
 

E
m

br
ac

in
g 

sh
ar

ed
 

co
m

m
on

 h
um

an
ity

 
an

d 
de

ve
lo

pi
ng

 
ap

pr
ec

ia
te

 o
f 

ot
he

rs

5.
 

C
ul

tiv
at

in
g 

co
m

pa
ss

io
n 

fo
r 

ot
he

rs

6.
 

A
ct

iv
e 

co
m

pa
ss

io
n 

pr
ac

tic
e 

(t
on

g-
le

n)
 a

nd
 

in
te

gr
at

ed
 d

ai
ly

 
co

m
pa

ss
io

n 
cu

lti
va

tio
n 

pr
ac

tic
e

 •  
T

ra
in

in
g 

P
ro

gr
am

 
C

om
po

ne
nt

s:
1.

 
C

on
ce

nt
ra

tio
n 

tr
ai

ni
ng

2.
 

M
in

df
ul

ne
ss

 tr
ai

ni
ng

3.
 

Pr
om

ot
io

n 
of

 e
m

pa
th

y 
an

d 
co

m
pa

ss
io

n

4.
 

Y
og

a 
an

d 
ot

he
r 

m
ov

em
en

t p
ra

ct
ic

es

5.
 

C
on

ce
pt

ua
l d

is
cu

ss
io

n 
in

cl
ud

in
g 

a 
fo

cu
s 

on
 

va
lu

es
, l

if
e 

m
ea

ni
ng

6.
 

K
no

w
le

dg
e 

of
 fu

nc
tio

ns
, 

se
ns

at
io

ns
, t

ri
gg

er
s,

 
au

to
m

at
ic

 a
pp

ra
is

al
s,

 
an

d 
co

gn
iti

on
s 

as
so

ci
at

ed
 w

ith
 s

pe
ci

fic
 

af
fe

ct
iv

e 
st

at
es

 (e
.g

., 
an

ge
r, 

fe
ar

, s
ad

ne
ss

)

7.
 

R
ec

og
ni

zi
ng

 o
ne

’s
 o

w
n 

em
ot

io
ns

8.
 

U
nd

er
st

an
di

ng
 o

ne
’s

 
ow

n 
em

ot
io

na
l p

at
te

rn
s

9.
 

R
ec

og
ni

zi
ng

 e
m

ot
io

n 
in

 
ot

he
rs

 (
fa

ce
, v

er
ba

l)
 to

 
pr

om
ot

e 
em

pa
th

y
In

it
ia

l D
ev

el
op

m
en

t:
 

•  
C

om
pl

ex
 c

lin
ic

al
 p

ro
bl

em
s 

of
 h

ig
h 

sh
am

e 
an

d 
se

lf
-c

ri
tic

is
m

.

In
it

ia
l D

ev
el

op
m

en
t:

 

• 
T

he
 g

en
er

al
 p

op
ul

at
io

n 
w

ho
 s

tr
ug

gl
e 

w
ith

 
se

lf
-c

ri
tic

is
m

.

In
it

ia
l D

ev
el

op
m

en
t:

 

•  
U

ni
ve

rs
ity

 s
tu

de
nt

s 
an

d 
ad

ol
es

ce
nt

s 
at

 r
is

k 
to

 
de

ve
lo

p 
em

ot
io

na
l 

re
si

lie
nc

e.

In
it

ia
l D

ev
el

op
m

en
t:

 

•  
T

he
 g

en
er

al
 p

op
ul

at
io

n 
to

 
he

lp
 w

ith
 e

m
ot

io
n 

re
gu

la
tio

n 
an

d 
cu

lti
va

te
 

co
m

pa
ss

io
n.

In
it

ia
l D

ev
el

op
m

en
t:

 

•  
T

he
 g

en
er

al
 p

op
ul

at
io

n 
to

 
re

du
ce

 d
es

tr
uc

tiv
e 

en
ac

tm
en

t o
f e

m
ot

io
ns

 a
nd

 
en

ha
nc

e 
pr

os
oc

ia
l r

es
po

ns
es

.
So

ur
ce

: 
• 

G
ilb

er
t (

20
14

)
So

ur
ce

: 
• 

N
ef

f 
an

d 
G

er
m

er
 (

20
13

)
So

ur
ce

: 
• 

O
za

w
a-

de
 S

ilv
a,

 B
 &

 
D

od
so

n-
L

av
el

le
, B

 
(2

01
1)

So
ur

ce
: 

• 
Ja

za
ie

ri
 e

t a
l. 

(2
01

4)
So

ur
ce

: 
• 

K
em

en
y,

 M
.  

et
 a

l.,
 (

20
12

)



270

more of a bare attention training (Farias & Wikholm, 2015). Monteiro et al. (2015) 
pointed out the differences between the contemporary and traditional approaches to 
mindfulness, and highlighted the concerns expressed in Buddhist communities. The 
main concerns expressed were: (1) the practice of mindfulness has been de- 
contextualized from the Eightfold Path; (2) the scientific reductionist approach to 
defining mindfulness may have devolved to it being, for the most part, just bare 
attention and does not contain all the elements of what Buddhists call right mindful-
ness; and (3) that mindfulness as it is taught in contemporary settings is most often 
devoid of any explicit reference to ethics though implicit transmission of ethics is 
presumed.

Although compassion-based interventions focus on the ethic of compassion in 
their intervention approaches, and these interventions have been found to be effec-
tive in a meta-analysis (Kirby, Tellegen, & Steindl, 2016), there is presently no data 
from compassion-based interventions that have directly examined the emergence of 
ethics as an outcome variable. Rather, evaluation studies of compassion-based inter-
ventions are currently focused on the alleviation of suffering-based outcomes, such 
as depression and anxiety, most commonly through using self-report measures. 
Despite this, some interventions have tried to assess the impact of compassion train-
ing on helping behavior. For example, Leiberg et al. (2011) examined the impact of 
a 6-h workshop based on a compassion meditation. The major focus of this study 
was to determine whether compassion training increased prosocial behavior toward 
strangers, based on responses in a computerized game called the “Zurich Prosocial 
Game.” Results found that compassion training significantly increased helping 
behavior toward strangers—to date the only study to directly assess behavior as an 
outcome.

In contrast to this finding, a recent RCT of compassion training on charitable 
donation giving found that compassion meditation did not significantly increase 
donations (Ashar et  al., 2016). The study randomized 58 participants to either a 
smartphone-based compassion meditation program, or to a placebo oxytocin condi-
tion, or a Familiarity intervention (to control for expectancy effects and demand 
characteristics). In the compassion meditation condition, participants were 
instructed to listen to a 20-min guided meditation daily. Overall, participants 
donated an average of $21.57 per donation trial, out of $100 maximum. In the 
 compassion meditation and oxytocin conditions, participants’ donations did not 
change over the course of the intervention, however the Familiarity participants’ 
donations decreased. The authors provided some possible reasons for this outcome, 
including, participants may tend to donate less over time to the same recipients, or 
possibly that compassion meditation directly targets thoughts and feelings and not 
overt behavior (Ashar et al., 2016). It could also be that the sample size did not have 
adequate power to detect a small effect.

Overall, what these findings indicate is current evaluations of compassion-based 
interventions are focused on alleviation of suffering, and some are also moving 
toward examining the impact on prosociality. To better assess the emergence of 
ethics as an outcome from compassion training, a different study design may poten-
tially be useful. For example, the use of diary entries or group discussions pertain-
ing to ethical dilemmas could begin to shed light on whether compassion 
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interventions increase ethical thinking and behavior. In addition, researchers are 
now developing questionnaires that aim to assess whether individuals have not only 
experienced an increased motivation to be compassionate, but also whether they 
have engaged in behavioral acts (Steindl et al., 2016). Given the theoretical notion 
that compassion is the foundation for morality and ethics (e.g., Halifax, 2012), 
future research may benefit from examining the relationship between moral reason-
ing or ethical decision making and compassion training. Importantly, evaluation 
work in mindfulness is beginning to examine this relationship, with Shapiro, 
Jazaieri, and Goldin (2012) finding that the Mindfulness-Based Stress Reduction 
(MSBR) program led to improvement in moral reasons and ethical decision making 
2 months post-intervention.

 Future of Compassion and Ethics Research

In terms of future research, examining physiological markers such as Heart Rate 
Variability may be one of the key elements in understanding the emergence of ethi-
cal thinking and behavior. For example, an innovative study by Leon, Hernandez, 
Rodriguez, and Vila (2008) found that HRV modulates perception of other-blame, 
reducing anger. Specifically, 84 college participants were asked to read a story that 
was constructed in such a way to be emotionally meaningful and involve a negative 
consequence for the reader. The story involved the reader being dismissed from his/
her part-time job due to the actions of a colleague. Participants were randomized to 
the story either having an intentional or non-intentional ending, where a colleague 
is deliberately or not-deliberately responsible for the job loss. Participants are mea-
sured on a range of variables including the primary measure of HRV. Researchers 
found that in the situations of intentionality, individuals with higher HRV made less 
extreme evaluation of the offender’s blame, versus those with lower HRV, thus lead-
ing to a reduction in anger reaction. These results suggest that HRV is a direct index 
of cognitive rather than emotional regulation. These results provide some prelimi-
nary evidence indicating how the physiological measure of HRV can influence how 
we feel and think about a situation, which can directly impact our decision making 
in ethical dilemmas.

Kirby, Doty, Perocchi, and Gilbert (2016) have recently suggested that HRV is 
the key primary outcome that needs to be measured in compassion training as it is 
a direct measure of physiology. Moving beyond the use of self-report, which is of 
limited reliability, or the more complex and expensive fMRI, HRV is relatively 
easy to measure and offers windows to a number of important physiological sys-
tems, including the frontal cortex and people’s relative state of psychological 
flexibility. The value of using HRV both as a process/state and outcome measure 
in compassion research is linked to three major domains. First, that psychopathol-
ogy (depression, anxiety, paranoia) and underlying processes such as self-criti-
cism, negative rumination, shame, and worry are linked to lower levels of HRV 
(Beevers et  al., 2011; Brosschot et  al., 2007; Rockliff, Gilbert, McEwan, 
Lightman, & Glover, 2008). Second, that compassion is correlated with HRV 
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(Svendsen et al., 2016). Third, compassion- based practices can directly increase 
HRV and potentially other biological, physiological, and neurophysiological 
measures such as cortisol and blood inflammation (Rockliff et  al., 2008; Kok 
et al., 2013; Petrocchi, Ottaviani, & Couyoumdjian, 2016). These results perhaps 
highlight how the precursors of compassion are, in a way, “hard-wired” into our 
physiology, and if we can impact our physiology we increase our ability to be 
more compassionate and therefore more likely to act ethically. Thus, future 
research needs to measure individuals’ levels of HRV in compassion- based inter-
ventions, as well as how this impacts the emergence of ethics, potentially through 
how they respond to ethical dilemmas. This would shed further light on the inter-
connection between compassion, ethics, and physiology.

A final potential way to promote the ethic of compassion in training is to have a 
pragmatic flow diagram on how the flow of mindfulness to compassionate action 
may look. We have proposed such a model in Fig. 10.2, outlining how the awareness 
of suffering can lead to the ability for compassion, which can impact on committed 
action. This model is just a preliminary conceptualization that requires testing to 
determine whether a pragmatic flow would be helpful theoretically, for researchers, 
and for individuals engaging in compassion training to help improve ethical think-
ing and behavior.

 Conclusion

The focus of this chapter was to suggest that compassion may be our highest ethic. 
We discussed how compassion can be a guiding motivation to address life difficul-
ties, and how compassion is understood in terms of evolutionary processes and 

Reflection, Review and Repeat

The Awareness
of Suffering

Mindfulness

Awareness

Sensitivity

Acceptance Sympathy

Empathy Coping

Strength

Kindness

Courage
Action

Planning

ActionMaking a
Commitment

Setting an
Intention

Wisdom

Non-
judgement

The Ability
for Compassion

The Commitment
to Action

Fig. 10.2 The motivational flow from mindfulness to compassionate action

J.N. Kirby et al.



273

physiology. Based on the recent research conducted in compassion science, we put 
forward the view that compassion holds potential as being our “hard-wired” ethi-
cal compass. However, our modern-day Western cultural values diminish its 
impact. Compassion-based interventions hold promise to help increase compas-
sion, and potentially, influence our physiology, so we can begin to become more 
ethical beings.
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Chapter 11
Core Values in Mindful Self-Compassion

Pittman McGehee, Christopher Germer, and Kristin Neff

There’s a thread you follow. It goes among things that change. But it doesn’t change.

William Stafford

Compassion may be understood as “a sensitivity to suffering in self and others with 
a commitment to try to alleviate and prevent it” (Gilbert, 1989/2016). Self- 
compassion is simply compassion directed inward. It is a humble enterprise—
remembering to include ourselves in the circle of compassion.

The construct of self-compassion was operationally defined and introduced to the 
scientific community over a decade ago by Kristin Neff (2003). She proposed self-
compassion as a type of self-to-self relating that consists of three components: (1) 
self-kindness versus self-judgment, (2) common humanity versus isolation, and (3) 
mindfulness versus over-identification. These components combine and mutually 
interact to create a self-compassionate frame of mind. Self-kindness entails being 
gentle, supportive, and understanding toward oneself. Rather than harshly judging 
oneself for personal shortcomings, we offer ourselves warmth and unconditional 
acceptance. Common humanity involves recognizing the shared human experience, 
understanding that all humans fail and make mistakes, and that all people lead 
imperfect lives. Rather than feeling isolated by one’s imperfection—egocentrically 
feeling as if “I” am the only one who has failed or suffers—the self- compassionate 
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person takes a broader and more connected perspective with regard to personal 
shortcomings and individual difficulties. Mindfulness involves being aware of one’s 
present moment experience of suffering with clarity and balance, without being 
swept away by a storyline about one’s negative aspects or life experience—a pro-
cess that is termed “over-identification.” Taken together, the three components of 
self-compassion comprise a state of “loving, connected presence.”

The research on self-compassion has increased exponentially over the past 
decade, with over 1000 journal articles, chapters, and dissertations currently avail-
able on the topic (based on a Google Scholar search of entries containing “self- 
compassion” in the title). Most research on self-compassion has been correlational, 
using the Self-Compassion Scale (SCS; Neff, 2003) that measures the three compo-
nents described above. Increasingly, however, researchers are using additional 
methods to explore self-compassion such as experimentally inducing a self- 
compassionate state of mind or evaluating the impact of short- and long-term inter-
ventions on psychological, physiological, and behavioral measures of well-being. 
Research findings tend to converge regardless of the methodology used.

In general, the scientific literature provides clear support for the link between self-
compassion and well-being. Self-compassion has been associated with greater levels 
of happiness, optimism, life satisfaction, body appreciation, and motivation (Albertson 
et  al., 2014; Breines and Chen, 2013; Hollis-Walker & Colosimo, 2011; Neff, 
Kirkpatrick, & Rude, 2007) as well as lower levels of depression, anxiety, stress, 
rumination, body shame, and fear of failure (Webb, Fiery, & Jafari, 2016; Finlay-
Jones, Rees, & Kane, 2015; Neff, Hseih, & Dejitthirat, 2005; Odou & Brinker, 2014; 
Raes, 2010). Self-compassion is also predictive of healthier physiological responses 
to stress (Arch et al., 2014; Breines et al., 2015; Breines, Thoma et al., 2014).

 Ethical Values and the three Components of Self-Compassion

Self-Kindness Versus Self-Judgment Contrary to what might be expected, 
research suggests that most people are more compassionate toward others than 
themselves (Neff, 2003). To illustrate this point, one of the first exercises in the 
MSC program invites participants to imagine a close friend who is suffering and 
reflect upon how they might respond to their friend, especially noting their words, 
tone, gestures, or attitudes. Then participants are asked, “How do you respond to 
yourself when you find yourself struggling in some way?” Typically, MSC partici-
pants discover that they are markedly less kind and more judgmental toward them-
selves than others. With this realization, participants begin to explore what they 
themselves may need in a tough moment, such as attention, validation, warmth, and 
patience, which launches participants on the path to self-compassion.

Most everyone seems to have an instinct for compassion (Keltner, Marsh, & 
Smith, 2010). Compassion is also a basic value in all the world’s religions that 
“reflects something essential to the structure of our humanity” (Armstrong, 2010). 
For example, Confucius wrote, “Never do to others what you would not like them 
to do to you” and Jesus said, “Love your neighbor as yourself” (Mark 12:31). 
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However, ancient definitions of compassion were usually prescriptions for how 
people should relate to others, and they assume that we naturally love ourselves. 
This is no longer the case, however. We are more often our own worst enemy. In 
MSC, our instinct to be kind to others (sometimes just a select few) becomes a 
vehicle for learning self-kindness. We learn to tuck ourselves into the circle of our 
compassion. In this manner, the training of self-compassion is based on the basic 
human value of compassion for others.

Common Humanity Versus Isolation Unfortunately, when we struggle, we are 
more likely than ever to feel separate and alone. This is because our field of percep-
tion narrows when we feel under threat and it is hard to see beyond ourselves. We 
may further isolate ourselves in embarrassment or shame, as if we were solely 
responsible for our misfortune. However, when we are self-compassionate, we actu-
ally feel more connected to others in our awareness of shared human suffering and 
imperfection—we ourselves as a thread in a very large cloth.

Furthermore, we are likely to have a sense that our misfortune is the product of a 
universe of interacting causes and conditions rather than entirely due to personal 
error. This less egocentric view is known as the wisdom of interdependence. Insight 
into interdependence, or common humanity, opens the door to compassion because 
it engenders a sense of humility and mutuality. In this way, the ethical values of 
wisdom, compassion, interconnection, and selflessness are contained in the com-
mon humanity component of self-compassion.

Mindfulness Versus Over-Identification Mindfulness is commonly defined 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” 
(Kabat-Zinn, 2003, p. 145). It is “knowing what you are experiencing while you are 
experiencing it.” The opposite of mindfulness is losing perspective and becoming 
overly identified with our experience. Our tendency to ruminate can become par-
ticularly troublesome when we are absorbed in negative thoughts and feelings about 
ourselves. Mindfulness allows us to see our thoughts and feelings as just that—
thoughts and feelings—rather than becoming swept up in them and reacting in 
regrettable ways.

Mindfulness is the foundation of self-compassion insofar as we can only respond 
self-compassionately when we know we are struggling. Ironically, we may be the 
last to know it when we suffer. A mindful moment could simply be the recognition 
that, “This is a moment of suffering!” rather than being lost in rumination, such as 
“I can’t believe she said that,” and “why did I do it?” The space created by mindful 
awareness opens the possibility of compassion. Mindfulness is also important in 
self-compassion training as a means for anchoring awareness in the present moment 
(e.g., the breath, soles of the feet) when we feel emotionally distressed. Finally, 
mindfulness helps to generate equanimity, or balanced awareness, which ripens into 
wisdom. Wisdom refers to understanding the complexity of a situation and the abil-
ity to see our way through. When we disentangle for our experience with mindful-
ness, we are more likely to see the larger picture, the options available to us, and to 
behave accordingly. In short, mindfulness creates the conditions for wise and com-
passionate action.

11 Core Values in Mindful Self-Compassion
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 Needs and Core Values

The starting point of self-compassion training is the question, “What do I need?” 
When we know what we truly need, we are more likely to give it to ourselves. 
However, finding an answer to the question, “What do I need?” can be a challenge. 
Understanding our core values may help us discover our deepest needs.

Needs are universal and shared by everyone, albeit to different degrees by differ-
ent individuals. Examples of needs are safety, belonging, health, and happiness. 
Needs are deeper than wants. Needs tend to come from the neck down—associated 
with physical and emotional survival—whereas wants arise from the neck up. Wants 
can be infinite in number, such as wanting a big house, a fancy car, a beautiful part-
ner, and amazing children.

Sigmund Freud (1923) believed that needs are rooted in primal instincts and 
drives. Carl Jung (1961) expanded Freud’s model of human needs to include the 
search for meaning, reflected in his theory of individuation. Maslow (1943) put 
needs into a hierarchy beginning with physical needs such as food and shelter that 
must be satisfied before graduating to higher needs associated with individuation, 
connection, and love. Glasser (1998) described humans as having five basic needs: 
survival, love, belonging, power, freedom, and fun. Recent theorists suggest that our 
drive for care and connection might subsume all other human needs (Cacioppo & 
Patrick, 2008; Gilbert & Choden, 2014). Ryan and Deci (2000) consider psycho-
logical health and well-being as linked to three basic human needs: autonomy, com-
petence, and psychological relatedness.

Core values are the principles that determine the choices we make in life. Core 
values are discovered rather than determined by social desirability. They are a thread 
that runs through our lives. Examples of core values are compassion, generosity, 
honesty, friendship, loyalty, courage, tranquility, and curiosity. Thomas Merton 
(1969) wrote:

If you want to identify me, ask me not where I live, or what I like to eat, or how I comb my 
hair, but ask me what I am living for, in detail, and ask me what I think is keeping me from 

living fully for the things I want to live for. (p. 160–161).

There is also a difference between core values and goals. Goals can be achieved 
whereas core values guide us after achieving our goals. Goals are destinations; core 
values are directions. Goals are something we do; core values are something we are. A 
good eulogy reflects a deceased person’s core values, the axis mundi of his or her life.

Ruth Baer (2015) highlights Ryan and Deci’s (2000) need for autonomy as a 
central link between our biological needs and our core values. In her discussion of 
values, Baer also makes reference to Peterson and Seligman’s (2004) virtues (e.g., 
wisdom, courage, humanity, justice, temperance, and transcendence) and their asso-
ciated character strengths (e.g., creativity, bravery, love, loyalty, humility, and 
appreciation). Peterson and Seligman consider human virtues to be biologically 
adaptive and essential for promoting the well-being of individuals and their com-
munities. In that context, Baer suggests that the human need for autonomy is espe-
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cially important as a basis for looking into our core values and thereby contribute to 
human flourishing.

Knowing our core values can help us orient us to our deepest needs. For example, 
if “friendship” is a core value for a particular individual, it points toward the basic 
need for love and connection described by Cacioppo et al. (2008). If “honesty” is a 
core value, it may point to a person’s need for emotional safety, and if “curiosity” is 
a value, the underlying need may be for growth and freedom.

Both needs and values seem to reflect something essential in human nature. 
Needs are more commonly associated with physical and emotional survival, such as 
the need for health and safety, whereas values tend to have an element of choice, 
such as the choice to focus on friendship or autonomy. Knowing our needs and val-
ues supports our ability to respond with compassion in challenging times regardless 
whether we are struggling for survival or searching for happiness.

 Mindful Self-Compassion (MSC) Training

MSC was the first training program created for the general public that was specifi-
cally designed to enhance a person’s self-compassion. Mindfulness-based training 
programs such as mindfulness-based stress reduction (MBSR; Kabat-Zinn, 1991) 
and mindfulness-based cognitive therapy (MBCT; Segal et al., 2002) also increase 
self-compassion (Kuyken et  al., 2010), but they do so implicitly, as a welcome 
byproduct. The developers of MSC, Chris Germer and Kristin Neff, wondered, 
“What would happen if self-compassion skills were explicitly taught as the primary 
focus of the training?”

MSC is loosely modeled on the MBSR program especially by the focus on expe-
riential learning inquiry-based teaching and 8 weekly sessions of two or more hours 
each. Some key practices in MBSR have been adapted for MSC by highlighting the 
quality of awareness—warmth kindness—in those practices. Most MSC practices 
are explicitly designed to cultivate compassion for self and others.

MSC can be accurately described as mindfulness-based self-compassion train-
ing. It is a hybrid mix of mindfulness and compassion with an emphasis on self- 
compassion. MSC was designed for the general public yet it also blends personal 
development training and psychotherapy. The focus of MSC is on building the 
resources of mindfulness and self-compassion. In contrast, therapy tends to focus 
on healing old wounds. The therapeutic aspect of MSC is typically a byproduct of 
developing inner strengths. A corrective emotional experience occurs when rela-
tional injury is uncovered through awareness and compassion training and 
 participants learn to hold themselves and their pain in a new way—with greater 
kindness and understanding.

There are currently three other structured time-limited empirically supported 
compassion training programs: Compassion Cultivation Training (CCT; Jazairi 
et al., 2014), Cognitively-Based Compassion Training (CBCT; Pace et al., 2009), 
and Mindfulness-Based Compassionate Living (MBCL; Bartels-Velthuis et  al., 
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2016; van den Brink & Koster, 2015). Each of these programs has a different origin 
and emphasis and may vary in format and target audience but they all share the com-
mon goal of cultivating compassion toward self and others. In addition, Compassion 
Focused Therapy (CFT; Gilbert, 2010) is a model of psychotherapy with a well- 
articulated theoretical base and an abundance of practical exercises. Compassion- 
Focused Therapy does not follow the 6- to 8-week group training structure of the 
other compassion training programs although a structured program for the general 
public is currently under development with promising early evidence of 
effectiveness.

The MSC curriculum has been carefully scaffolded so that the content of each 
session builds upon the previous session:

• Session 1 is a welcome session, introducing the participants to the course and to 
one another. Session 1 also provides a conceptual introduction to self- compassion 
with informal practices that can be practiced during the week.

• Session 2 anchors the program in mindfulness. Formal and informal mindfulness 
practices are taught to participants as well as the rationale for mindfulness in 
MSC. Participants learn about “backdraft”—when self-compassion activates dif-
ficult emotions—and how to manage backdraft with mindfulness practice. 
Sessions 1 and 2 include more didactic material than subsequent sessions to 
establish a conceptual foundation for practice.

• Session 3 introduces loving-kindness and the intentional practice of warming up 
awareness. Loving-kindness is cultivated before compassion because it is less 
challenging. Participants get a chance to discover their own loving-kindness and 
compassion phrases for use in meditation. An interpersonal exercise helps 
develop safety and trust in the group.

• Session 4 broadens loving-kindness meditation into a compassionate conversa-
tion with ourselves, especially how to motivate ourselves with kindness rather 
than self-criticism. By session 4, many participants discover that self- compassion 
is more challenging than expected so we explore what “progress” means and 
encourage participants to practice compassion when they stumble or feel like a 
failure during the course.

• Session 5 focuses on core values and the skill of compassionate listening. These 
topics and practices are less emotionally challenging than others, and are intro-
duced in the middle of the program to give participants an emotional break while 
still deepening the practice of self-compassion.

• The retreat comes after Session 5. It is a chance for students to immerse them-
selves in the practices already learned and apply them to whatever arises in the 
mind during 4 h of silence. Some new practices that require more activity are 
also introduced during the retreat—walking, stretching out on the floor, and 
going outside.

• Session 6 gives students an opportunity to test and refine their skills by applying 
them to difficult emotions. Students also learn a new informal practice—soften- 
soothe- allow—that specifically addresses difficult emotions. The emotion of 
shame is described and demystified in this session because shame is so often 
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associated with self-criticism and is entangled with sticky emotions such as guilt 
and anger.

• Session 7 addresses challenging relationships. Relationships are the source of 
most of our emotional pain. This is the most emotionally activating session in the 
course, but most students are ready for it after practicing mindfulness and self- 
compassion for 6–7 weeks. Themes of Session 7 are anger in relationships, care-
giver fatigue, and forgiveness. Rather than trying to repair old relationships, 
students learn to meet and hold their emotional needs, and themselves, in a new 
way.

• Session 8 brings the course to a close with positive psychology and the practices 
of savoring, gratitude, and self-appreciation—three ways to embrace the good in 
our lives. To sustain self-compassion practice, we need to recognize and enjoy 
positive experiences as well. At the end of the course, students are invited to 
review what they have learned, what they would like to remember, and what they 
would like to practice after the course has ended.

Neff and Germer (2013) conducted a randomized controlled study of the MSC 
program in which MSC participants demonstrated significantly greater increases in 
self-compassion, mindfulness, compassion for others, and life satisfaction, as well 
as greater decreases in depression, anxiety, stress, and emotional avoidance com-
pared to wait-listed controls. Moreover, all gains in self-compassion were main-
tained 6 months and 1 year later. A second randomized controlled trial of MSC was 
conducted by Friis, Johnson, Cutfield, and Consedine (2016) with people suffering 
from type 1 and type 2 diabetes. MSC participants demonstrated a significantly 
greater increase in self-compassion and decrease in depression and diabetes distress 
compared to controls, and a statistically meaningful decrease in HbA1c between 
baseline and 3-month follow-up. Other empirically supported adaptations of MSC 
have been developed, such as for MSC for adolescents (Bluth, Gaylord, Campo, 
Mullarkey, & Hobbs, 2016) or shorter training without meditation (Smeets, Neff, 
Alberts, & Peters, 2014).

 Core Values in the MSC Curriculum

The necessity of self-compassion became evident to the developers of MSC as they 
struggled with personal difficulties in their lives. For Kristin Neff, it was the stress 
of parenting a child with autism and for Chris Germer it was intense public speaking 
anxiety. Both had been practicing mindfulness for many years. Mindfulness is typi-
cally associated with spacious awareness of moment-to-moment experience whereas 
compassion emphasizes loving awareness of the experiencer. Chris and Kristin 
realized that when we are caught in intense and disturbing emotions like shame, 
grief, or despair, we need to hold ourselves in loving awareness before we can hold 
our moment-to-moment experience with mindfulness. Furthermore, although mind-
fulness is suffused with love and compassion when mindfulness is in full bloom, 
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those qualities are likely to slip away when we encounter intense emotions. That is 
when we need to intentionally warm up our awareness. Loving- kindness and com-
passion cannot be expected to arise spontaneously when we need them the most.

In traditional Buddhist psychology, there are four virtues (brahmaviharas) that 
confer peace and happiness upon the practitioner. These are loving-kindness, com-
passion, appreciative joy, and equanimity (Hahn, 2002). They are traditionally 
taught in sequence and build upon one another. For example, loving-kindness is 
taught before compassion because it is easier to be kind when we are not caught in 
the pain of suffering. However, when loving-kindness meets suffering and stays lov-
ing, that is compassion. Similarly, our loving-kindness and compassion may be 
challenged when others are more fortunate than we are, so our love and compassion 
need to be strong before we can experience “appreciative joy”—delight over the 
success of others. Finally, equanimity—the ability to experience pain and pleasure, 
success and failure, or happiness and sorrow with balanced awareness—is an 
advanced skill that can only arise when we are already established in the other three 
virtues.

Although the MSC program is not built around the four virtues, they are nonethe-
less embedded in the curriculum. For example, we give participants a direct experi-
ence of loving-kindness in Session 3 before activating emotional distress and 
showing how to meet it with kindness in Session 4. In Session 7, when discussing 
empathic distress and caregiver fatigue, we teach phrases that cultivate equanimity. 
The equanimity phrases help caregivers get perspective and disentangle from the 
needs of others so they can access self-compassion and compassion for others. 
Finally, we teach savoring, gratitude, and self-appreciation at the closing session of 
the program. (Self-appreciation is taught in the context of gratitude for those who 
helped us develop our personal strengths.) All of these virtues also represent core 
values of MSC, and are necessary to help participants maintain a positive attitude as 
they do the work of learning self-compassion. Self-compassion cannot be taught in 
isolation of these values.

When we begin to give ourselves loving-kindness, we inevitably discover diffi-
cult emotions or unlovely parts of ourselves that make it difficult to remain in a 
loving state of mind. That is when we need self-compassion. Compassion is a posi-
tive emotion (Singer & Klimecki, 2014) that transforms the experience of suffering 
without denying or sugar-coating our difficulties.

As an illustration, consider the case of Karen, a working mom, and her 14-year- 
old daughter, Samantha. They have a heated argument about Samantha’s homework 
that makes Samantha storm off and slam her bedroom door. Karen then finds herself 
sitting in the living room until late at night ruminating about the encounter. The 
usual thoughts intrude, such as “I’m not a good parent. I work too much and don’t 
focus on my children. I’ve already messed up my child.” Her despair might also turn 
to anger: “Samantha is a spoiled brat and deserves my anger.” Karen has a strong 
impulse to get a glass of wine and binge on her favorite TV series. Instead, Karen 
takes a Self-Compassion Break (Neff, 2011).

While sitting alone in her darkened living room, Karen began to notice, “OK, this 
hurts. I feel tension in my neck. There’s a voice in me that says, ‘I’m not a good 
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parent.’ This is all very painful.” Then Karen reminded herself, “Literally NO ONE 
ever said parenting was easy, especially with teenagers. I know I’m not alone in my 
struggles with Samantha.” Finally, Karen put a hand over her heart and breathed in 
deeply for herself and out for her daughter as an expression of her maternal interest 
and care. The tone of her inner dialogue slowly began to change and she heard her-
self saying, “I know I’m not a perfect mom, but I’m a good-enough mom. Sometimes 
I don’t know what to do or say, but I really want my children to be happy and suc-
ceed in life. Perhaps next time I can stay calmer and it will go better.” Karen’s self- 
talk corresponds to the three components of self-compassion in the Self-Compassion 
Break: mindfulness, common humanity, and self-kindness.

Self-Compassion Break
When you notice that you’re feeling stress or emotional discomfort, see if you 
can find the discomfort in your body. Where do you feel it the most? Make 
contact with the discomfort that you feel in your body. Then say to yourself, 
slowly and kindly:

• “This is a moment of suffering”

That is mindfulness. Other options include:

 – This hurts.
 – Ouch!
 – This is stressful.

• “Suffering is a part of life”

That is common humanity. Other options include:

 – I’m not alone. Others are just like me.
 – We all struggle in our lives
 – This is how it feels when a person struggles in this way

• “May I be kind to myself”

That is self-kindness. Other options might be:

 – May I give myself what I need.
 – May I accept myself as I am
 – May I live in love

• If you’re having difficulty finding the right words, imagine that a dear 
friend or loved one is having the same problem as you. What would you 
say to this person, heart-to-heart? If your friend were to hold just a few of 
your words in their mind, what would you like them to be? What message 
would you like to deliver? Now, can you offer the same message to 
yourself.
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Karen’s response to her parenting distress illustrates how core values and self- 
compassion practice naturally overlap. For starters, Karen would not have been dis-
turbed by the interaction if she had not had the core value of being a “good parent.” 
When she recognized that she was feeling miserable, especially in her body, she 
tenderly reminded herself that she was not alone. Karen also began to reassure her-
self in the same manner as she might speak with a friend who was raising children 
of the same age. Finally, naming her core value of being a good parent helped Karen 
feel better about herself despite the challenging encounter she had with her 
daughter.

Participants in MSC are encouraged to recognize and hold difficult parts of 
themselves in a compassionate embrace—all parts are welcome. For example, most 
of us have a critical part that is struggling to make us improve, albeit in harsh, coun-
terproductive ways. In MSC, we turn toward such difficult parts, explore their moti-
vation, and then make room for a more compassionate voice or part of ourselves to 
guide us onward. Parts psychology, such as Internal Family Systems (IFS) by 
Richard Schwartz (1995), is inherently a compassionate theory of personality 
because it reduces the tendency toward overgeneralized negative attributions and 
shame (“I’m unworthy” versus “A part of me feels unworthy”). An interesting dif-
ference between IFS and MSC is that IFS assumes that our innate self-compassion 
naturally emerges as parts are relieved of their burdens whereas MSC intentionally 
strengthens our capacity to meet our parts with compassion.

A unique aspect of MSC is that we actively cultivate compassion for others as a 
precursor to activating compassion for ourselves. There are seven MSC practices 
and exercises that develop compassion for others, and research has shown that acti-
vating care of others can increase state self-compassion (Brienes & Chen, 2013). 
One explanation is that compassion for others helps us to experience common 
humanity, which makes it safer to accept our own suffering and shortcomings. 
Research has also shown that increases in self-compassion lead to enhanced com-
passion for others (Neff & Germer, 2013). In other words, there seems to be a recip-
rocal relationship between self-compassion and compassion for others.

Since MSC can be emotionally challenging, participants are encouraged to relate 
to the training program itself in a compassionate manner. In other words, partici-
pants are invited to ask themselves, “What do I need?” before engaging in an exer-
cise or practice. If they determine that they are emotionally closing (less receptive, 
perhaps fatigued, or overwhelmed), they are encouraged to skip the exercise or 
allow their attention to wander during the instructions. If they are emotionally open-
ing (receptive, alert, curious), then they can allow themselves to fully experience 
what the practice has to offer.

If self-compassion training feels like a struggle or is harmful in any way, we are 
not learning self-compassion. The goal and the process should be the same. Self- 
compassion is about subtraction—letting go of the unnecessary stress that we 
impose on ourselves through self-criticism, self-isolation, and rumination. 
Emotional safety is a prerequisite for experiencing compassion, so practicing non- 
harm and cultivating safety in the classroom is intrinsic to self-compassion training. 
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Safety is also a basic human need, and non-harm is a core value at the heart of most 
ethical systems.

Core values are directly addressed in Session 5 of the MSC program. This part of 
the program was inspired by Acceptance and Commitment Therapy (Hayes, 
Strosahl, & Wilson, 2011). Core values give meaning to our lives and frame our dif-
ficulties. For example, if we value novelty and learning, losing a job may be a bless-
ing; if we want to provide for our families, losing a job would probably be a 
catastrophe. Furthermore, when we become confused, core values can serve as a 
compass or GPS to guide us home. In Session 5, participants do an exercise in 
which they discover their core values and identify inner and outer obstacles to living 
in accord with their values. Importantly, the exercise helps participants learn how to 
have self-compassion for that fact that we cannot always live in accord with our core 
values, and explore how self-compassion help us nourish and sustain our values 
even when they are difficult to manifest in our lives.

Discovering Our Core Values
• This is a written reflection exercise so please take out a pen and paper.
• Now, place your hand over your heart or elsewhere, feeling the warmth of 

your touch.

Looking Back

• Imagine that you are near the end of your life, looking back on the years 
between now and then. What gives you deep satisfaction, joy and content-
ment? What values did you embody that gave your life meaning and satis-
faction? In other words, what core values were expressed in your life? 
Please write them down.

Not Living in Accord with Values?

• Now, please write down any ways you feel you are not living in accord 
with your core values, or ways in which your life feels out of balance with 
your values—especially personal ones. For example, perhaps you are too 
busy to spend much quiet time in nature, even though nature is your great 
love in life.

• If you have several values that feel out of balance, please choose one that 
is especially important for you to work with for the remainder of this 
exercise.

External Obstacles?

• Of course, there are often obstacles that prevent us from living in accord 
with our core values. Some of these may be external obstacles, like not 
having enough money or time, or having other obligations. If there are, 
please write down any external obstacles.
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 Teaching Self-Compassion as Ethics Training

The best way to teach self-compassion is to be compassionate. Students learn self- 
compassion by internalizing how their teachers embody compassion—loving, con-
nected presence. There is no escape in the influence we have on others by our 
emotions and attitudes. The reason for this is that our brains are hardwired to reso-
nate with the brains of others. If a teacher feels worried or irritated, their students 
will feel it. When the teacher is in an accepting, peaceful, and receptive frame of 
mind, that attitude will pervade the classroom. The phenomenon of “transmission” 
described in some meditation traditions (such as Zen) occurs when a teacher embod-
ies a desirable state of mind that rubs off on the student.

There are a number of teaching prerequisites that select for personal embodiment 
of mindfulness and self-compassion. For example, all prospective MSC teachers are 
expected to have meditated for a few years before taking the intensive teacher train-
ing and to have participated in a silent meditation retreat. After teacher training, 
teacher trainees are expected to continue personal meditation practice and to partici-
pate in online consultation while teaching their first MSC course. Finally, teachers 
are asked to agree to MSC ethical guidelines that include embracing diversity, finan-
cial integrity, acknowledging the limitations of the program, respecting the integrity 
of other contemplative training programs and teachers, and engaging in continuing 
education.

Internal Obstacles?

• There may also be some internal obstacles getting in the way of you living 
in accord with your core values. For instance, are you afraid of failure, do 
you doubt your abilities, or is your inner critic getting in the way? Please 
write down any internal obstacles.

Could Self-Compassion Help?

• Now consider if self-kindness and self-compassion could help you live in 
accord with your true values. For example, by helping you deal with inter-
nal obstacles like your inner critic. Or is there a way self-compassion could 
help you feel safe and confident enough to take new actions, or risk failure, 
or to let go of things that are not serving you?

Compassion for Insurmountable Obstacles?

• Finally, if there are insurmountable obstacles to living in accord with your 
values, can you give yourself compassion for that hardship? And what 
might enable you to keep your values alive in your heart in spite of the 
conditions? And if the insurmountable problem is that you are imperfect, 
as all human beings are, can you forgive yourself for that, too?
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In the teacher training, prospective teachers are taught to “teach from within” 
regardless whether they are guiding a meditation, leading a class exercise, deliver-
ing a mini-lecture, or reading a poem. Teachers are encouraged to present the cur-
riculum in their own voice in a manner that reflects their passion and inspiration.

Class discussions are conducted using the inquiry method. Inquiry is a particular 
way of engaging in conversation with individual students about their experience of 
practice, usually immediately after the practice is completed. The purpose of inquiry 
is to strengthen the resources of mindfulness and self-compassion. Inquiry is a self- 
to- other dialogue that ideally mirrors the tone and quality of the self-to-self relation-
ship that we are hoping to cultivate.

Inquiry has three R’s: resonance, resources, and respect. The main task of a MSC 
teacher during inquiry is to emotionally resonate with their students. Resonance is 
embodied listening. Resonance occurs when students feel felt (Siegel, 2010, p. 136). 
The second task of teachers is to strengthen the resources of mindfulness and self- 
compassion by validating those qualities when they see them, or by drawing them 
out through collaborative exploration. The third “R” is respect—honoring the needs, 
boundaries, and vulnerabilities of our students. Since we know relatively little about 
our students’ lives, we need to proceed with caution. Respect refers to safety, and 
protecting a student’s safety is central to the inquiry process.

In summary, MSC is a mindfulness-based program designed primarily to culti-
vate the resource of self-compassion. Since compassion is an essential value in most 
ethical and religious systems, MSC is a fundamentally ethical enterprise. Self- 
compassion is taught in the context of compassion for others, and increases in 
 self- compassion generally lead to increased compassion for others. Self-compassion 
training can also be emotionally challenging, so it is best taught in the context of 
other positive human values such as loving-kindness, gratitude, appreciation, wis-
dom, equanimity, and joy. The central question in self-compassion training is “What 
do I need?” and understanding of personal core values helps to connect with our 
basic human needs and respond to them in a compassionate manner. The MSC pro-
gram is an experiential learning environment designed to give participants a direct 
experience of self-compassion as well as learn the principles and practices needed to 
evoke self-compassion in daily life. MSC has a unique pedagogy based on emotional 
resonance, resource building, and respect for the individuality and emotional safety 
of each participant. The best way to teach self-compassion is to be compassionate, 
and the best way to learn self-compassion is to treat the process of learning as the 
goal itself, tenderly nurturing, and encouraging ourselves every step of the way.
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Chapter 12
Mindfulness, Compassion, 
and the Foundations of Global Health Ethics

David G. Addiss

 Introduction

Mindfulness is generally considered a characteristic or quality of individual per-
sons. Its focus is primarily inward, directed toward one’s thoughts, emotions, and 
bodily sensations, as well as toward one’s immediate environment. Yet the acceler-
ating pace of globalization compels us to consider mindfulness in a broader context. 
What is the role of mindfulness for the increasing number of people who work at the 
global level, who actively seek to improve health and quality of life for entire popu-
lations, for people they will never meet, from whom they are separated by great 
geographic, cultural, and economic distances? How can mindfulness help to guide 
them through the ethical minefields inherent in such a complex undertaking? Indeed, 
what kind of mindfulness is required? How does globalization affect our fundamen-
tal understanding of what mindfulness is and what determines ethical action?

I approach these questions not as a trained ethicist or expert in mindfulness- 
based interventions, but as one who has worked in the field of global health for 
almost 30 years. At times during this period, a lack of mindfulness limited the effec-
tiveness of my work. I lacked equanimity, was emotionally reactive, and was 
unaware of much that was happening—not only within myself, but also among my 
international colleagues and within the agencies for which we worked. I did not 
understand the huge gaps in power, opportunity, and privilege that separated us, 
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much less the extent to which aspects of my work depended on those gaps. My 
awareness of the ethical dimensions of global health emerged gradually.

As a global health practitioner, during the past 5 years I have explored the themes 
of ethics, compassion, and mindfulness with colleagues from around the world, in 
the corners of meetings, over meals, and while traveling together. I have been 
impressed by their willingness to reflect deeply on these themes—and also how 
infrequently these themes are discussed in the professional literature, conferences, 
and training programs of global health professionals.

The field of global health ethics is still in its infancy. Rooted in bioethics, global 
health ethics also concerns itself with the forces of globalization, which fuel both 
the need and opportunity for global health, as well as with the massive imbalances 
of power, wealth, and opportunity that separate us as humans. Global health is but 
one of many fields that have arisen or matured during the past 2 decades, catalyzed 
by an awareness of our profound interconnectedness and of the impact of globaliza-
tion on the human condition. What does contemporary mindfulness offer these 
fields? And how might intentional engagement with these fields inform contempo-
rary mindfulness? Using global health as an example, I explore the essential role of 
mindfulness in fostering ethical decision-making and in nurturing compassionate, 
effective action at the global level. I also explore how mindfulness and compassion 
might contribute to the emerging field of global health ethics.

 Mindfulness

The ongoing debate about what constitutes mindfulness reveals a rich tapestry of 
deeply held perspectives (Monteiro, Musten, & Compson, 2015; Compson & 
Monteiro, 2016; Mikulas, 2015; Purser, 2015; Baer, 2015). Mindfulness in tradi-
tional Buddhism, which evolved over hundreds of years, differs in certain respects 
from contemporary secular notions of mindfulness and from concepts of mindful-
ness in other religious and spiritual traditions. Further, the term “everyday mind-
fulness” is sometimes used to differentiate it from “mindfulness while meditating” 
(Thompson & Waltz, 2007). Scientific investigation, through the disciplines of 
psychology and neuroscience, has helped to refine our understanding of mindful-
ness, while also raising many more questions about its phenomenology, biology, 
and the robustness of our conceptual frameworks (Baer, 2015; Lutz, Jha, Dunne, & 
Saron, 2015).

I will refrain from offering yet another definition of mindfulness and will gener-
ally use the term in its contemporary sense as offered by Kabat-Zinn (1994, 
p. 4)—“paying attention in a particular way: on purpose, in the present moment, and 
non-judgmentally.” Both for contemporary ethics and traditional Buddhism, the 
adverb “non-judgmentally” requires some unpacking, as ethical discernment 
involves value judgments regarding what is wholesome, ethically responsible, and 
conducive to right living.
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 Mindfulness and Ethics

Christian Krägeloh (2016, p. 100) argues that “the purpose of Buddhist mindfulness 
training is to transform one’s deluded ways of thinking into habitual mental states 
that are associated with wholesome behaviors and that avoid unwholesome ones.” 
Mindfulness practices were traditionally taught in a nuanced monastic context of 
spiritual and ethical formation (Thupten Jinpa, 2015). Currently offered in secular 
contexts, there are concerns about extracting the practices from their traditional 
context and stripping them of explicit ethical and religious content to render them 
accessible to persons in contemporary western societies with various religious 
beliefs and backgrounds. However, mindfulness-based interventions such as mind-
fulness-based stress reduction (MBSR, Kabat-Zinn, 1990) and mindfulness-based 
cognitive therapy (MBCT, Segal, Williams, & Teasdale, 2002) have provided thera-
peutic benefit for people with a broad range of clinical and medical conditions 
(Kabat-Zinn, 2003).

Proponents argue that the impressive benefits of these therapies and training pro-
grams, which are now realized by tens of thousands of people, outweigh potential 
downsides of adapting them for secular societies that value “liberal neutrality” in 
the public sphere. According to this position, mindfulness-based interventions 
should avoid being limited by “strong ethical commitments” since they can be ben-
eficial or applicable even “in contexts of controversial moral value” (Schmidt, 2016, 
p. 1), such as military settings. In other words, contemporary mindfulness-based 
interventions should not be too strongly linked to a particular view of morality.

Others have questioned the wisdom of extracting meditation and mindfulness 
practices from their traditional spiritual and ethical foundations. Doing so, they 
argue, detaches mindfulness practice from a commitment to “right mindfulness” 
and threatens to reduce it to mere technique, subject to misappropriation (Monteiro 
et al., 2015; Stanley, 2013).

Several lines of thought and evidence suggest that mindfulness, broadly consid-
ered, can enhance ethical motivation, behavior, and decision-making. Shapiro, 
Jazaieri, and Goldin (2012) recently explored four ways in which contemplative 
practice, and mindfulness in particular, can improve moral and ethical reasoning. 
First, mindfulness fosters the ability to shift from a personal, subjective perspective 
to one that is more objective (Orzech, Shapiro, Warren Brown, & McKay, 2009). 
Such a shift, known as “reperceiving,” is especially important for ethical decision- 
making when the self feels threatened or when identity is at stake. Second, through 
the process of reperceiving, mindfulness allows practitioners to more readily con-
sider the perspective of others. This opens them to the possibility of empathy and 
compassion (Kristeller & Johnson, 2005).

Third, mindfulness can help clarify values. We are often not fully conscious of 
the values that guide our decisions (Ruedy & Schweitzer, 2010). Mindfulness can 
reveal subconscious motivations, help us discern whether these motivations reflect 
our core values, and increase our resolve to embrace values that are wholesome and 
life-giving (Shapiro et al., 2012). Fourth, nonjudgmental awareness, which is a hall-
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mark of mindfulness meditation, promotes emotion regulation (Chambers, Gullone, 
& Allen, 2009; Goldin & Gross, 2010). Emotions are a crucial, and often unappreci-
ated, determinant of ethical decision-making (Narvaez, 2014). Substantial research 
has demonstrated that mindfulness training increases the capacity for healthy, adap-
tive emotional regulation and lessens the tendency to engage in maladaptive pat-
terns, such as rumination, rigidity, and impulsiveness (Shapiro et  al., 2012; Jain 
et al., 2007; Baer, 2009).

Together, these considerations argue for mindfulness training as a component of 
educational programs intended to foster ethical decision-making. Yet, with the 
exception of some clinical settings (Rushton, Kaszniak, & Halifax, 2013; Rushton 
et al., 2013; Vinson & Wang, 2015; Guillemin & Gillam, 2015), mindfulness and 
contemplative practice are addressed infrequently in the fields of applied ethics, 
including bioethics. Little attention is given to how mindfulness should be culti-
vated, manifested, or brought into ethical deliberation. In part, this may be because 
the fields of applied ethics assume a certain level of, and capacity for, mindfulness. 
Such an assumption may not be justified.

 Mindfulness and Compassion

Broadly speaking, compassion requires a certain stability of mind. It requires cogni-
tive awareness of suffering, as well as the ability to recognize suffering as suffering. 
The cognitive basis for compassion involves perspective-taking, insight, and mem-
ory (Halifax, 2012). Mindfulness meditation can increase the capacity for taking on 
perspectives of other people (Shapiro, Schwartz, & Bonner, 1998; Lueke & Gibson, 
2015; Baer, 2009).

Compassion also requires emotional attunement or empathy. Empirical studies 
have shown that mindfulness training increases empathy in medical and health pro-
fessional students (Shapiro et  al., 1998, Shapiro & Izett, 2008; McConville, 
McAleer, & Hahne, 2016). Upon continued exposure to intense suffering, empathic 
overload can lead to personal distress, burnout, and so-called “compassion fatigue.” 
Equanimity and emotion regulation are critical to maintaining affective balance and 
emotional resiliency in such settings (Halifax, 2012; Rushton, Kaszniak, et  al., 
2013; Ruston et al., 2013; Rushton, 2016; Kearney, Weininger, Vachon, Harrison, & 
Mount, 2009; Singer & Klimecki, 2014).

Finally, compassion is action-oriented. His Holiness the Dalai Lama notes that 
compassion “is not just an idle wish to see sentient beings free from suffering, but 
an immediate need to intervene and actively engage, to try to help” (Dalai Lama, 
2002, p. 225). But this is not action borne of a compulsive need to “fix” the situation 
or alleviate one’s own personal distress. Rather, compassionate action requires clar-
ity of intention, awareness of one’s own biases, blind spots, and conflicts of interest, 
and respect for the potential of unintended consequences. It requires wisdom and 
insight into the causes of suffering. Compassion asks, “What will serve?” It emerges 
when “the mind is in a state of readiness to meet the world in response to suffering” 

D.G. Addiss



299

(Halifax, 2012, p.  6). Mindfulness practice can help cultivate compassionate 
responses to suffering (Leiberg, Klimecki, & Singer, 2011; Rosenberg et al., 2015).

To briefly summarize, mindfulness is strongly associated with—and indeed may 
be essential for—both ethical decision-making and compassion. This does not mean 
that mindfulness necessarily results in ethical behavior or compassionate action; it 
is not, in and of itself, sufficient. A host of other co-factors, including our upbring-
ing, culture, physiology, and perhaps even epigenetic factors, play an important role 
in human moral development (Narvaez, 2014). Nonetheless, the fundamental 
importance of mindfulness for ethical decision-making and compassion remains 
unappreciated and overlooked.

 Globalization and Ethical Action

We now move to the challenge of ethical action at the global level and the role of 
mindfulness in guiding such action. The aspiration to achieve a positive or whole-
some impact at the global level brings us face to face with the ancient philosophical 
paradox of “the one and the many.” The shift in focus from local to global is accom-
panied by a transition from the concrete to the abstract, from the individual to the 
population or system, and from care or compassion to justice. In this transition, the 
tenor of ethical discourse tends to move from the interpersonal and relational to the 
legal and transactional.

In our age of globalization, the question of moral status lies at the heart of the 
ethical endeavor: who or what do we regard as worthy of ethical consideration, and 
to what extent? Who—or what institution—has the right to confer moral status on 
individuals or groups of people? In the words of Mother Theresa, how large are we 
willing to “draw the circle of family” (Reifenberg, 2013, p. 194–195), especially 
when those within our own group protest that their claims or interests are being 
ignored or eroded? The process of globalization has so dramatically increased our 
interdependence—economically, culturally, and politically—that the unintended 
consequences of apparent ethical action in one setting can inflict injustice or cause 
suffering for entire populations elsewhere.

Ethical action at the global level requires an uncommon and deep awareness of 
both the “one global” and the “many locals,” as well as the interplay between and 
among them. We turn now to the field of global health to illustrate how these ten-
sions play out and how they might be resolved.

 Global Health

Global health is the term given to a rapidly growing, multidisciplinary field that 
emerged in the 1990s and has its origins in public health, international health, and 
tropical medicine. It was shaped by a series of global infectious disease pandemics, 
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such as HIV/AIDS; concern for the environment; the forces of globalization; 
increased funding from private foundations; and the emergence of public–private 
partnerships to address specific health issues (Brown, Cueto, & Fee, 2006). The 
purview of global health is broad, including both clinical care and public health, 
addressing the social as well as biological determinants of health, and involving a 
wide range of academic disciplines (Koplan et al., 2009).

Given its extraordinary breadth, a precise definition of global health is elusive, 
even among its practitioners (Beaglehole & Bonita, 2010). A framework definition 
proposed by Koplan et al. (2009) considers global health to be a notion, an objec-
tive, and a discipline.

 Global Health as a Notion

Global health is rooted in a deep awareness of the interconnectedness of all things, 
a recognition that, in the words of Archbishop Desmond Tutu, “My humanity is 
caught up, is inextricably bound up, in yours” (Tutu, 1999, p. 35). As recent out-
breaks such as those caused by Ebola and Zika virus have demonstrated, human 
disease is no respecter of international borders. Therefore, the notion of global 
health is not limited or defined by geography. Rather, it is a worldview in which our 
interconnection and mutual dependency are accepted as given. Global health prac-
titioners work to improve the health of populations, of people they may never meet, 
separated by vast geographic distances as well as economic, cultural, and political 
divides. Dr. Bill Foege, former director of the US Centers for Disease Control and 
Prevention (CDC), referred to this worldview when he said, “Everything is local 
and everything is global. Global health is not ‘over there’—it’s right here” (Bill 
Foege, personal communication, Task Force for Global Health in Decatur, Georgia, 
April 26, 2012). Global health transcends barriers of time and space, rendering non- 
essential our usual dichotomies of local and global, here and there, individuals and 
populations, us and them. As we shall see, effective global health leadership requires 
mindfulness that can hold the tension and paradox of these dichotomies while guid-
ing ethical action in a global world.

 Global Health as an Objective

In practical terms, global health is also a goal. The World Health Organization 
defines health as “a state of complete physical, mental, and social wellbeing, and 
not merely the absence of disease or infirmity,” and affirms that health is a funda-
mental human right (World Health Organization, 2006, p. 1). In its pursuit of this 
goal, criticized for its unattainability (Larson, 1996), global health prioritizes its 
efforts on behalf of those who are most vulnerable and impoverished, and for whom 
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access to health care is most remote. Thus, the principle of health equity is central 
to global health (Koplan et al., 2009).

 Global Health as an Academic Discipline

Global health is also a rapidly growing field of scholarship and practice, highly 
popular among students of medicine, nursing, and public health (Landrigan et al., 
2011; Macfarlane, Jacobs, & Kaaya, 2008; Battat et al., 2010; Kerry et al., 2013), as 
well as undergraduates (Hill, Ainsworth, & Partap, 2012). This interest reflects a 
strong desire among many people to make a difference at a global level, as well as 
their concern for health disparities (Merson, 2014).

 Global Health as a System

The structure of global health is complex, redundant, and somewhat chaotic. It 
involves a broad range of government agencies and national ministries, both civilian 
and military; multilateral institutions such as the World Health Organization, 
UNICEF, and the World Bank; and a host of private sector organizations, including 
foundations, for-profit corporations, religious institutions, and thousands of non- 
governmental organizations. These organizations often join together in public–pri-
vate partnerships or alliances to advance certain health agendas (McCoy, Chand, & 
Sridhar, 2009; Frenk & Moon, 2013).

 Global Health as Compassion

I have made the assertion elsewhere (Addiss, 2015) that global health also is a mani-
festation and expression of compassion. Global health agencies mobilize vast 
human and financial resources to relieve human suffering (McCoy et  al., 2009). 
Further, global health seeks to alleviate disease-related suffering of all people. In 
this sense, it embodies the message of universal compassion espoused by spiritual 
teachers through the ages. Because global health is founded upon an awareness of 
the deep interconnectedness of all beings, it is radical in its inclusivity. Moral status 
belongs to all. To realize its vision of health equity, global health emphasizes a 
“preferential option for the poor.” Paul Farmer notes that this is appropriate, since 
“diseases themselves make a preferential option for the poor” (Farmer, 2013, p. 36).

The universalism of global health places it in tension with the human tendency to 
reserve compassion for those who are close to us, or who seem worthy of it (Goetz, 
Keltner, & Simon-Thomas, 2010). In this sense, global health challenges the views 
of care ethicists, such as Noddings (1984), who argue that the scope of one’s 
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 responsibility for caring is limited, and that it should be strongest toward close-
others, with whom one is in relationship.

 Challenges to the Ethic of Compassion in Global Health

The aspirational principles that global health uses to describe itself are not always 
realized in practice. Global health priorities are often driven by foreign policy, par-
tisan politics, and institutional agendas (Gow, 2002). Practitioners may experience 
the tension of dual loyalties, divided between the agencies that employ them and the 
people whose health they seek to improve—and from whom they may be separated 
geographically and culturally. Those who work in large institutions may find that 
the work itself is organizational and bureaucratic—even mechanical—in nature. In 
such settings, global health work becomes abstract and disconnected from the peo-
ple who are seen as its “recipients.” Physician Abhay Bang reminds us that, “global 
health decisions without compassion become bureaucratic, they become imper-
sonal, they become insensitive. Global health operations without compassion may 
become autocratic” (Task Force for Global Health, 2011).

Nurturing and maintaining “compassion at a distance” is a challenge for many 
global health professionals (Addiss, 2015). Awareness of suffering, required both 
for empathy and compassion, often comes not from a direct human encounter, but 
from statistics and numbers. Bill Foege highlighted this fundamental challenge in a 
speech to his CDC colleagues. “If we are to maintain the reputation this institution 
now enjoys, it will be because in everything we do, behind everything we say, as the 
basis for every program decision we make—we will be willing to see faces” (Foege, 
1984). For many, this was a startling message: what CDC needed was not updated 
laboratories or improved facilities, but compassion—the willingness of its employ-
ees, collectively, to see the faces of suffering.

At times, global health workers are called on to serve in acute situations of over-
whelming suffering. The 2014–2015 Ebola outbreak in West Africa was a recent 
dramatic example. In such settings, empathic arousal can be intense; health and 
relief workers may be flooded with feelings of inadequacy, fear, helplessness, and 
anger. Considerable emotional resiliency is required to avoid personal distress and 
to respond consistently with compassion (Rushton, 2016).

Fear and its political manipulation are among the most serious threats to global 
health. When the World Trade Center in New York City was attacked on September 
11, 2001, the nation was immediately gripped by fear. CDC’s top priorities became 
bioterrorism defense and “homeland security.” The ethos within the organization 
shifted overnight, from public health to civil defense (Altman, 2002). While both 
public health and civil defense are necessary for national interests, they differ in 
their fundamental world views.

The power of fear—especially when exploited by politicians and the media—to 
create chaos, override sensible public health measures, and stifle compassion was 
demonstrated again during the outbreak of Ebola in West Africa. Anticipating the 
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possibility of patients with Ebola arriving in the United States, Thomas Frieden, 
Director of the CDC, called on the compassionate impulse of the US public, saying, 
“I hope that our understandable fear of the unfamiliar does not trump our compas-
sion when ill Americans return to the US for care” (Henry & Stobbe, 2014). His 
statement highlighted both the power of fear to undermine the compassionate 
impulse as well as the power of compassion to overcome fear.

 Mindfulness and Global Health

The question I now wish to address is not whether mindfulness can enhance ethical 
discernment, decision-making, and action in global health. It seems difficult, if not 
impossible, to live out the aspirational values of global health without mindfulness. 
The landscape and challenges are too complex, the stakes too high. Rather, the rel-
evant question is: What kind of mindfulness is needed? Mindfulness of what? I 
suggest that ethical global health practice requires the application of mindfulness in 
four dimensions or domains. It requires mindfulness of one’s own interior landscape 
and “movements”; global health’s core values; the interconnectedness and interde-
pendence of all life; and the external factors (e.g., cultural, economic, historical) 
that contribute to human health and health inequity. In addition, mindfulness can 
help overcome dichotomous thinking, which Julio Frenk calls “the greatest threat to 
global health” (Rosenberg, Utzinger, & Addiss, 2016). We explore these dimensions 
briefly in this section.

First, global health is extraordinarily complex, requiring collaborations that 
bridge vast disparities of wealth, privilege, and power, not to mention differences in 
geography, language, and culture. Without a high degree of self-awareness of one’s 
biases, motivations, limitations, and potential conflicts of interest, it is all too easy 
for practitioners from “donor” organizations or countries to violate basic principles 
of solidarity and to impose their own priorities or those of the organizations for 
which they work. We are often strikingly unaware of the ethical and interpersonal 
boundaries that we violate. Based on conversations with hundreds of global health 
leaders, practitioners, and students, I suggest that we also are susceptible to the 
subtle trap of “compulsion to save the world” (Addiss, 2015). The shadow side of 
the desire to “make a difference” is over-identification with the righteousness of 
one’s cause and the tendency to cling to specific outcomes, which can lead to defen-
siveness, over-work, exhaustion, and burnout. Mindfulness is essential to allow 
space for insight and self-awareness, foster emotional balance, and depersonalize 
criticism.

Second, as already noted, global health’s universal values and its concern with 
the health of all peoples sometimes puts it at odds with the values of nation-states 
and secular societies. Students entering the field should understand that global 
health can be perceived as a radical enterprise and they should be well-grounded in 
its core values. These include solidarity, social justice, equity, respect for all human 
life, interdependence, humility, introspection, and compassion (Pinto & Upshur, 
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2009, 2013). Benatar et al. (2003, p. 129; 2014) argue that global health practitio-
ners must cultivate “a global state of mind” and embrace the cosmopolitan virtues 
of tolerance, curiosity, humility, and generosity. Global health practitioners must be 
fully mindful of these values, especially during times of crisis and when facing ethi-
cal dilemmas.

Third, being rooted in these values is not merely an intellectual exercise. Zen 
teachers, such as Bernie Glassman, emphasize the importance of a deep experience 
of interconnection (Glassman, 1998). Many successful global health leaders can 
point to a personal encounter—often an experience with a single patient or indi-
vidual—that transformed their awareness and set them on a path that eventually 
became a career (Addiss, 2016a). Such an experience of interconnectedness is 
accompanied by an invitation to live one’s life in accordance with this realization—
to participate in it fully. These experiences often provide a renewable source of 
inspiration for those who dedicate their lives to global health. They also serve as the 
source of the values that guide the field itself.

Experiences of interconnectedness are inconceivable without mindfulness. 
Although they may arise unexpectedly, they are conditioned by receptivity and a 
“particular way” of paying attention to self, others, and one’s surroundings, i.e., 
“in the present moment and non-judgmentally” (Kabat-Zinn, 1994, p. 4). The chal-
lenge for those who have been in the field for many years is staying connected to 
the evocative power of these experiences. Without this, the work of global health, 
particularly in large government agencies, can become mechanical and dry, and 
the “faces” fade from view, replaced by “numbers.” Mindfulness and contempla-
tive practice can help us remember the experience of interconnection and reignite 
our imagination. Mindfulness is a pathway to the spiritual “wells” (Gutierrez, 
2003) from which we must drink to sustain our spirits and realize the promise of 
global health.

Fourth, mindfulness of and respect for the complexities, nuances, and particu-
larities of each situation are crucially important. One of the strengths of global 
health is its focus and insistence on effective action. Good intentions are not enough. 
Ideally, interventions are based on evidence and guided by people whose lives are 
affected by them. The fields of international health and development have not 
always lived up to these principles. “Solutions” from “donor” countries and organi-
zations have often been imposed on “recipients” without regard to historical reali-
ties or local priorities, beliefs, or practices (Gow, 2002; Farley, 1991; Caufield, 
1997). In a recent example, the understandably high priority given by western medi-
cal teams to infection control and cremation during the early stages of the Ebola 
epidemic did not give adequate consideration to local religious beliefs or traditional 
burial practices. The epidemic did not begin to subside until the World Health 
Organization issued guidelines that took these factors into account (Blevins, 2015).

Another example of relative disregard for historical, cultural, and local particu-
larities is the proliferation of short-term missions (Forsythe, 2011) and “voluntour-
ism,” which has become big business (Kushner, 2016; Forsythe, 2011). Ostensibly 
fueled by “compassion,” these activities are often characterized by a lack of aware-
ness and mindfulness (Kushner, 2016; Linhart, 2006). They have been criticized as 
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ineffective, misguided, arrogant, and actually harmful. True solidarity and accom-
paniment must be informed by knowledge of the cultural, political, economic, and 
historical factors that influence health inequities, and by an awareness of one’s own 
complicity in the systems that underlie the inequities that one is trying to “fix.” The 
Catholic Health Association of the United States (2016) has developed excellent 
materials that invite those considering short-term global health work into an honest 
appraisal of motives and a process of mindful reflection regarding what will best 
serve. Ethical principles and best practices also have been proposed for short-term 
medical missions (Decamp, 2011; Wall, 2011) and international student training 
experiences (Crump & Sugarman, 2010).

Of the four domains in which mindfulness is needed for ethical global health 
practice—one’s interior landscape; global health’s core values; the profound inter-
connectedness of life; and the cultural, economic, and historical factors that contrib-
ute to health inequity—only the fourth is adequately addressed in schools of public 
health. However, it is approached as a body of knowledge to be mastered, a set of 
professional skills to be developed, rather than as a path of mindfulness or of ethical 
inquiry. As a result, this knowledge is not necessarily or explicitly brought to bear 
on ethical decision-making.

 Leaping Clear of the One and the Many

The primary science that guides and supports interventions in global health is epi-
demiology, the study of patterns of disease and health across populations. 
Traditionally, epidemiology tends to view the world in dichotomous categories—
healthy or sick, dead or alive, case or control. Epidemiologists seek to understand 
the causes of—or risk factors for—disease in order to develop effective interven-
tions (Gordis, 2009). Epidemiology has proved to be an extraordinarily powerful 
tool, and its analytic approach influences the way global health professionals think. 
In the lived experience of global health, however, the dichotomous distinctions of 
here vs. there, local vs. global, individuals vs. populations, and us vs. them become 
blurred. For ethical global health practice, a particularly challenging and pervasive 
dichotomy is the paradox of “the one and the many,” the whole and its parts, or in 
Bill Foege’s words, the “numbers and faces.” Effective action at the global level 
can only be accomplished through attending to the “numbers” through programs 
and initiatives that operate at scale. But the compassion that motivates and sustains 
that action is often found in an experience of a particular “face” at the individual 
level. Both are needed. Foege and Rosenberg (1999, p.  86) wrote, “Successful 
public health leadership in the next millennium will require…the ability to see the 
whole and its parts simultaneously. Public health leaders…need to scan and to 
focus and to see relationships. And they need to do these all at the same time” 
(emphasis added).

The paradox of “the one and the many” has been the object of serious reflection 
at least since the early Greek philosophers (Anderson, 1953; Johnston, 2004). It 
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finds resonance in the Buddhist doctrine of no-self. The whole is qualitatively other 
than its parts. The self is comprised of non-self elements. And, in the words of Roshi 
Joan Halifax (2012, p. 229), even “compassion is composed of noncompassion ele-
ments.” Compassion is enactive, an “emergent process that arises out of the interac-
tion of a number of noncompassion processes” (Halifax, 2012). The paradox of the 
“one and the many” is also a central concern of public health ethics. A classic chal-
lenge in public health is how to weigh the overall good to the whole (i.e., society) 
provided by interventions against the unintended harm that they cause to a few 
individuals (Childress et al., 2002; Barrett et al., 2016). The benefit to society is a 
scant source of solace to the individual who has been harmed. The logic of the 
whole does not necessarily apply to each of the parts.

Zen masters, too, have contemplated how to hold the tension between the one 
and the many. Typically, they adopt a non-dual approach. In the thirteenth century, 
Eihei Dōgen wrote, “the buddha way, is, basically, leaping clear of the many and the 
one” (Dōgen, 1985, p. 69). Dōgen might suggest to us in our age of globalization 
that the awakened way, the compassionate way, requires us to leap clear of these 
dichotomies, to see the faces in the numbers, and to embrace both our deep inter-
connectedness and our diversity.

More recently, Roshi Bernie Glassman commented on Dōgen’s experience and 
elaborated on his teaching: “The one way to be truly universal is to be very particu-
lar, moment by moment, detail by detail. If you are merely ‘universal,’ you lose the 
feel of life, you become abstract, facile…But if the emphasis on everyday detail is 
too rigid, our existence loses the religious power of the universal. To walk with one 
foot in each world—that was Dōgen’s way, and Dōgen’s life. In a single sentence, 
he talked from both points of view, the absolute and the relative, the universal and 
the particular. He was not only living in both, he was switching so fast between the 
two that he was in neither! He was entirely free! And this is wonderful, just as it 
should be!” (Matthiessen, 1985, p. 190).

Glassman’s description of Dōgen’s ability to live both in the absolute and the 
relative, the universal and the particular, is reminiscent of the qualities that Foege 
and Rosenberg (1999, p. 86) maintain are needed for global health leadership, “the 
ability see the whole and its parts simultaneously…to scan and to focus and to see 
relationships...to do these all at the same time.” How can global health practitioners 
be fully aware of the faces and the numbers, reconcile the local and the global, and 
stay motivated by a profound sense of humanity’s vast interconnectedness while 
being fully attentive to seemingly endless, minute technical details—all at the same 
time? Training in mindfulness and contemplative awareness, required to “leap clear 
of the many and the one,” is offered in retreat centers and monasteries of many of 
the world’s religious traditions. It is not often included in the curricula of schools of 
public health, medicine, or nursing. I believe it should be.
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 Toward a Global Health Ethics

Having considered the characteristics of global health, explored four domains in 
which mindfulness can contribute to ethical global health practice, and touched on 
the challenge of “the one and the many,” we turn our attention now to the emerging 
field of global health ethics. We will begin with a brief description of bioethics and 
public health ethics, arguing that they provide a necessary but insufficient basis for 
global health ethics. In particular, we will consider how compassion and the ethics 
of care might contribute to a mature framework for global health ethics.

 Bioethics

As noted earlier, global health ethics is still in its infancy. It is rooted in the field of 
bioethics, which developed during the 1970s to address ethical issues arising from 
advances in technology and its medical applications, particularly at the beginning 
and end of life (Callahan, 2012). The need for bioethics was also highlighted by 
widely publicized ethical abuses in medical research, particularly the notorious US 
Public Health Service study on the effects of untreated syphilis among African- 
American men in Tuskegee, Alabama (Jones, 1981).

Within the field of bioethics, the dominant conceptual framework is known as 
Principlism, based on the four principles: beneficence, nonmaleficence, justice, and 
autonomy (Beauchamp & Childress, 2012). The application of these principles to 
ethical decision-making is often described as a measured, rational process that bal-
ances the competing principles, leading to an ethical decision and a clear course of 
action. In practice, achieving such balance can be difficult. Individuals and societies 
assign different weights to each of the principles (Page, 2012). The priority assigned 
to individual autonomy, in particular, has been criticized as inappropriate for some 
non-western cultures (O’Neill, 2002). Further, preliminary evidence suggests that 
the degree to which specific principles are valued does not necessarily predict how 
decisions are made when one is faced with an ethical dilemma (Page, 2012).

 Public Health Ethics

In contrast to clinical medicine and nursing, which are focused on individual 
patients, public health is broader in scope, concerned with the health of populations. 
Although the four principles are often used to frame and consider ethical challenges 
in public health, the principle of individual autonomy is tempered by the relational 
and social dimensions of human interdependence. Similarly, in public health, the 
principle of justice extends beyond simple distributive justice (e.g., equitable access 
to health services) to issues such as the social determinants of health (Commission 
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on Social Determinants of Health, 2008) and the responsibilities of the state 
(O’Neill, 2002).

Once the effectiveness of a particular public health intervention has been demon-
strated (the principle of beneficence) and its associated risks are shown to be at least 
as acceptable as the alternatives (nonmaleficence), attention must be given to the 
degree to which the intervention would infringe on individual autonomy, whether 
the benefits and burdens would be distributed equitably (justice), and the degree to 
which its implementation has been justified to the public with honesty, transparency, 
and trust (Childress et al., 2002). This leads to several observations.

First, even an intervention with a scientifically acceptable risk–benefit ratio may be 
considered unethical if it is implemented without respect and concern for the auton-
omy of those who might benefit from it. Ethics is concerned not only with scientific 
evidence regarding benefits and risks of a particular intervention (the what), but also 
with how it is implemented. For example, surgical sterilization is a safe and effective 
method of reducing fertility, but is unethical when applied in a coercive manner.

Second, many public health measures, especially when they are compulsory, as 
with vaccination and seat belts in automobiles, infringe to some degree on individ-
ual autonomy; this does not necessarily make them unethical (O’Neill, 2002). Third, 
ongoing epidemiologic monitoring and evaluation of public health interventions is 
not only good public health practice; it is an ethical mandate. For example, during 
the first few years of the onchocerciasis (river blindness) control program in sub- 
Saharan Africa, its ethical profile was beyond question. Community-directed treat-
ment with the drug ivermectin provided massive relief from suffering, was associated 
with few adverse reactions, advanced social justice (Bailey, Merritt, & Tediosi, 
2015), and established decision-making (autonomy) at the community level 
(Homeida et  al., 2002). The risk–benefit balance shifted radically, though, when 
monitoring systems established to detect serious adverse events identified cases of 
neurologic complications, some of which were fatal. These cases occurred in areas 
that happened to be co-endemic for another parasitic worm, Loa loa or African 
eyeworm. Epidemiologic and laboratory investigation revealed that persons with 
high-intensity Loa loa infection (i.e., more than 8000 organisms per mL of blood) 
were at risk of serious neurologic complications due to the exquisite sensitivity of 
that parasite to ivermectin (Twum-Danso, 2003a, 2003b). In areas endemic for Loa 
loa, the river blindness program was halted until safeguards could be put into place 
to avoid these complications (Addiss, Rheingans, Twum-Danso, & Richards, 2003).

And finally, public health ethics continues to wrestle with the challenge of the 
“one and the many.” Simple utilitarianism (“the greatest benefit for the largest num-
ber”) does not adequately take into account the one who is harmed or does not 
benefit. A communitarian approach, in which all voices are invited into the decision- 
making process, is preferable. However, the communitarian approach assumes a 
state, government, or community that is both representative of the population and 
responsive to the needs of its minorities and marginalized persons. This assumption 
is not always justified.
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 Global Health Ethics

Global health ethics, in my view, builds on public health ethics, infusing it with a 
global perspective that transcends borders of nationality, ethnicity, and identity and 
with certain fundamental values that, while present in public health, are neverthe-
less more explicitly articulated in global health. These values include human inter-
connection and interdependence, solidarity, social justice, and the cosmopolitan 
virtues of tolerance, curiosity, humility, and generosity (Benatar & Upshur, 2014). 
The principles of solidarity and accompaniment, in particular, have emerged as core 
values that distinguish global health. They are expressed in a radical inclusiveness 
that seeks to reduce, if not eliminate, traditional barriers between “donor” and 
“recipient” and encourages honest appraisal of motives, structures, and practices 
that are deeply imbedded within the international health and development 
communities.

These values provide the foundation for a new global health ethics, and as noted 
above, reveal the tensions inherent in this emerging field. The tensions arise not only 
from the partisan motivation and self-interest of agencies, organizations, and nations 
that fund global health work and establish its agenda (Beaumier, Gomez-Rubio, 
Hotez, & Weina, 2013; Lancet, 2009; Frenk & Moon, 2013), but also because these 
institutions, particularly the military, tend to appropriate global health as a tactical 
“tool” (Daniel & Hicks, 2014). Thus, an inherent tension exists between the univer-
sal ideals and values of global health and the more limited strategic objectives of 
some of its funders. In this context, global health workers not infrequently face the 
challenge of divided loyalties, caught between their commitment to the populations 
they seek to serve and advancing the goals of the institutions that employ them or 
fund their work (Briskman & Zion, 2014; London, 2002; London, Rubenstein, 
Baldwin-Ragaven, & Van Es, 2006; Singh, 2003). When this divergence reaches a 
critical threshold, the result is moral distress. Within health care, moral distress has 
been described primarily in the fields of nursing, palliative medicine, and intensive 
care (Austin, Saylor, & Finley, 2016; Prentice, Janvier, Gillam, & Davis, 2016; 
Rushton, Kaszniak, et al., 2013; Ruston et al., 2013; Rushton, 2016). Undoubtedly, 
it is an under-appreciated problem in global health as well (Sunderland, Harris, 
Johnstone, Del Fabbro, & Kendall, 2015; Ulrich, 2014).

The radical inclusiveness of global health and its commitment to solidarity argue 
for an ethical framework that addresses the systemic causes of suffering and health 
inequity while, at the same time, maintains fidelity to the relational, human, and 
interpersonal foundations of global health practice. On the one hand, the Principlism 
of bioethics offers a useful tool to identify and balance competing claims, and the 
human rights approach provides a powerful framework for achieving just social 
systems. On the other hand, Bill Foege’s plea to “see the faces” speaks of the need 
for global health ethics to embrace the core value of compassion.
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 Compassion as the Basis for Global Health Ethics

The idea of compassion as a foundation of ethical conduct is not new. According to 
Chris Frakes, the “pro-compassion camp” includes Aristotle, Adam Smith, Jean- 
Jacques Rousseau, David Hume, and Arnold Schopenhauer (Frakes, 2010, p. 82). 
For example, Schopenhauer (1903, p. 213) declared that, “Boundless compassion 
for all living beings is the surest and most certain guarantee of pure moral conduct” 
and Albert Schweitzer (1988, p. 11) wrote, “I can do no other than to have compas-
sion for all that is called life. That is the beginning and the foundation of all 
ethics.”

Other thinkers, including Socrates, the Stoics, Immanuel Kant, and Frederick 
Nietzsche reject compassion as a valid guide for achieving a just society (Frakes, 
2010). As an emotion directed at a particular individual or group, they argue, com-
passion detracts from the reasoned decision-making demanded by equitable and 
ethical allocation of limited resources. In other words, empathy and compassion 
interfere with the utilitarian ideal. Supporting this view are findings from a recent 
study, which suggest that low levels of empathic concern predict utilitarian moral 
judgment (Gleichgerrcht & Young, 2013). Therefore, compassion and justice are 
sometimes regarded as being in tension, if not in conflict. If compassion is to be a 
cornerstone of global health ethics, we will have to resolve this tension.

I believe it is more correct to regard compassion and justice as expressions of the 
same impulse. In a globalized world, the notion of neighbor—to whom we typically 
accord moral status, and, if he or she is suffering, offer compassion—must be 
extended to the entire human family (Addiss, 2016b). In this regard, as a field, 
global health is in the vanguard, given its concern for “the attainment by all peoples 
of the highest possible level of health” (World Health Organization, 2006, p. 1).

The notion that compassion and justice are not only interrelated, but that both are 
required, is not new. The prophet Micah (6:8) wrote, “What does the Lord require 
of you, but to do justice, to love kindness, and to walk humbly with your God?” 
Numerous spiritual teachers and philosophers have commented on the interplay and 
interdependence of justice and compassion. For example, theologians Paul Knitter 
and Roger Haight (2015, p. 201) argue that “to be compassionate for all requires 
that we be concerned for justice.” Exploring the ethical implications of Ricoeur’s 
dialectic view of love and justice, Van Stichel asserts that, although they operate at 
different levels (interpersonal and institutional, respectively) and have different log-
ics (“superabundance” and “equivalence,” respectively), love and justice need each 
other. “Love needs justice to be practically embodied, while justice would become 
more human when inspired by love” (Van Stichel, 2014, p. 505). Referring to Jesus’ 
parable of the Good Samaritan, Maureen O’Connell (2009, p. 205) writes, “When 
we turn to face suffering persons, we realize that it is no longer enough for indi-
vidual travelers to step into the ditch and offer emergency aid to the victims of 
humanly perpetuated violence. Samaritanism calls for a collective response to 
whole groups of people.” Global health is precisely such a collective response.
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 Ubuntu

A global health ethics could benefit from dialogue with two ethical frameworks that 
emphasize the personal and relational and that value interconnectedness and com-
passion. The first of these is the communitarian worldview of Ubuntu, a term found 
in several Bantu languages of southern Africa (Chuwa, 2014). Archbishop Desmond 
Tutu describes Ubuntu as “the essence of being human” since it “speaks of the fact 
that my humanity is caught up and is inextricably bound up in yours. ‘I am human 
because I belong’” (Chuwa, 2014, p. 31). Ubuntu views human life as profoundly 
interconnected and relational—indeed, the notion of an individual human is incon-
ceivable outside of the relational context of community.

By conceiving of the individual in this way, and through its experience of the 
deep interconnectedness of human life—which is also a cornerstone of global health 
(Koplan et  al., 2009)—Ubuntu softens the distinction between “the one and the 
many.” The individual is compelled to care for others, since without others one can-
not be fully human. Similarly, Ubuntu’s profound sense of interconnectedness 
demands justice, which is both reconciliatory and communitarian. “There is no con-
flict between the human need for both care and justice. There is not even a separa-
tion between the two. Justice and care are concomitant and concurrent. They are 
perceived as two sides of the same coin” (Chuwa, 2014, p. 135).

 Ethics of Care

The second major school of thought that seems philosophically aligned with the 
core values of global health is the ethics of care. Articulated during the 1980s by 
Carol Gilligan and Nel Noddings, care ethics takes as its starting point the lived 
experience of care and caring, upon which human life is absolutely dependent, 
rather than a priori principles based in modern liberalism, which value autonomy, 
rationality, and self-interest. In contrast to Principlism, care ethics places higher 
value on connectedness, emotion, relationship, and personal experience. It empha-
sizes the contextual nature in which moral decisions and actions occur.

Noddings (1984) describes caring relationships as being comprised of the “one- 
caring” and the one “cared-for.” Because the context of relationship is paramount, 
one’s responsibility for caring is essentially limited to persons with whom one is 
already in relationship. In this view, partiality is virtuous, since caring, as the basis 
of ethics, is imbedded in relationship. To neglect the care of those with whom one 
is in relationship for the care of a distant stranger is to neglect one’s primary respon-
sibility as the “one-caring.” However, the prospect of encountering a needy stranger 
creates a sense of “wary anticipation” in the one-caring, since, as Noddings writes 
(1984, p. 9), “aware of my finiteness, I fear a request I cannot meet without hard-
ship. Indeed, the caring person… dreads the proximate stranger, for she cannot eas-
ily reject the claim that he has on her.”
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For global health, this view of care is problematic on two levels. First, the dis-
tinction between the “proximate stranger,” for whom the one-caring becomes 
responsible (albeit with “wary anticipation”) through a personal encounter, and the 
“distant stranger,” for whom caring is not required or even appropriate, loses its 
meaning in the context of global health. In practice, global health rejects this dichot-
omy. The whole point of global health—as well as its prophetic claim—is that we 
are all, to one degree or another, “proximate strangers,” even neighbors. Further, the 
collaborative interpersonal relationships that sustain the global health enterprise 
transform “distant strangers” into friends. Thus, global health not only welcomes 
the “distant stranger,” it goes even further to embrace the “global other.” As Noddings 
cautions, however, such an inclusive stance toward care leaves one vulnerable to 
being psychologically overwhelmed by the magnitude of suffering and by one’s 
inability to address it. We will return to this point shortly.

The second objection to the partiality of care arises from global health’s insis-
tence on impartiality, equity, and social justice. Care ethicists since Noddings have 
wrestled with how to temper the partiality of care, confined within the private, rela-
tional sphere, with the ethical demands for impartiality and justice in the public 
sphere. For example, Halwani (2003) considers care as one (albeit very important) 
virtue among others. He highlights the importance of moral reasoning for discern-
ing when, in fact, it is virtuous to prioritize care for the suffering stranger (justice) 
over the claims of care-in-relationship. In this sense, moral reasoning modulates the 
primacy of care. Others, especially Tronto (1993) and Robinson (1999), hold fast to 
the primacy of care, not only within close relationships but also as the basis for 
justice at the societal and political levels. For example, Robinson (2013, p. 137) 
defines injustice as “those practices, institutions, structures, and discourses which 
inhibit or subvert adequate care or which lead to exploitation, neglect or a lack of 
recognition in the giving and receiving of care.” Interestingly, this perspective aligns 
with the Ubuntu worldview, in which “justice is secondary to, and part of, care” 
(Chuwa, 2014, p. 32).

In accordance with these broader interpretations of care, one could conceive of 
global health as extending an ethic of care to the global level. In fact, many global 
health professionals approach their work through a lens of caregiving. They are 
deeply motivated by an ethic of care and not infrequently inspired by spiritual or 
religious values, even if these values are not explicit or overtly expressed (Suri 
et al., 2013). However, scholarship on global health and global health ethics has 
little to say about the relational one-on-one aspects of caregiving, focusing instead 
on population-level themes of justice and equity.

At least in part because global health discourse has been largely devoid of con-
tent regarding personal values and because its training programs have not 
addressed self-awareness, emotional resiliency, or mindfulness, global health 
workers not infrequently find themselves feeling overwhelmed by the enormity of 
human suffering and by the inadequacy—even futility—of their efforts to address 
it (Addiss, 2015). By extending their circle of concern (and care) to all humanity, 
global health workers open themselves not only to Nodding’s “wary anticipation 
of the distant stranger,” but also to the lived experience of having failed to care for 
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her. A global health ethic that does not support individuals in their relational care-
giving, accompaniment, and solidarity—in addition to addressing the field’s cen-
tral issues of social justice, health equity, and human rights—is, in my view, going 
to be difficult to sustain. If, as some care ethicists argue, justice is a necessary 
corrective to the partiality of care, and if an essential value of global health is 
social justice, what can provide the source of motivation, resiliency, and encour-
agement for individual practitioners to both enjoin the fight against injustice and 
to care—for the whole world? Here we return to the theme of compassion and 
explore its relationship both to care and to justice.

 Compassion, Care, and Justice

We are guided in this exploration by Chris Frakes (2010), who worked as a coun-
selor in a domestic violence shelter in the United States. The physical and psycho-
logical toll of this work eventually forced her to leave the shelter. Her sustained 
reflections on this experience led her to conclude that “neither care nor justice ade-
quately motivates attention to the suffering of strangers” (Frakes, 2010, p.  79). 
Rather, for Frakes, compassion, correctly understood, holds this potential. First, she 
notes that compassion is more restricted in scope than care, since it is limited to 
attending to the “negative condition” (Blum, 1980) of suffering. In addition, com-
passion does not require an intimate or long-term relationship with the person suf-
fering, so it “can be directed not only to those known, but also to those unknown to 
the agent. Thus although compassion may involve partiality, it can move the agent 
more generally in the direction of impartiality” (Frakes, 2010, p. 82). So far, this 
view of compassion aligns more closely with the global health experience than does 
care as described by care ethicists. Indeed, although global health is also concerned 
with promoting human flourishing and well-being, it remains largely focused on 
alleviating the “negative condition” of suffering. Further, relationships in global 
health, both among individuals and organizations, are often short in duration or low 
in intensity, circumscribed by particular projects or initiatives. And at times, they 
would be properly described as transactional.

Along with justice, compassion shares a concern for the unjust suffering of the 
stranger. However, the aim of compassion “is to alleviate suffering generally, 
whether or not the one or indeed anyone is responsible for the suffering of its 
intended target. This is an important distinction from justice, which does not seem 
to lead automatically to the alleviation of suffering in general” (Frakes, 2010, p. 82). 
Here again, Frake’s discrimination between justice and compassion resonates with 
global health experience. Global health does concern itself with what john a. powell 
(2003, p. 103) terms “social” or “surplus” suffering, inflicted by our “social arrange-
ments.” In this sense it is grounded in, and intimately allied with, the pursuit of 
structural justice. But global health also concerns itself with what powell terms 
ontological or existential suffering, the inevitable suffering inherent in living and 
dying as a human being.
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How then does compassion both modulate the partiality of care and equip us to 
pursue social justice in the public sphere? Here, Frakes (2010, 85) draws upon the 
Buddhist virtue of equanimity, which “is specifically directed at overcoming dual-
ism and perceiving fundamental equality.” For those who are “compassionate by 
character,” equanimity serves to regulate the emotions and fosters a “disposition 
that does not mire them in anguish over the enormity and intractability of human 
suffering, but rather motivates them to perform actions aimed at the alleviation of 
such suffering” (Frakes, 2010, 87). Frakes’ emphasis on emotion regulation and 
emotional resiliency resonates with recent literature on the psychology and neuro-
science of compassion (Halifax, 2011, 2012; Goetz et al., 2010; Klimecki, Leiberg, 
Lamm, & Singer, 2013). Finally, Frakes (2010, p. 87) defines the virtue of compas-
sion as “the habit of choosing with equanimity the action that is the proper response 
to the suffering of others.” Such a definition seems consonant with global health, 
which is rooted in the principle of equity and guided by scientific evidence to deter-
mine and refine the “proper” response to suffering.

 Mindfulness and Global Health Ethics

To briefly recapitulate, we have considered the essential role of mindfulness both 
for ethical discernment and for compassion at the individual level. Using global 
health as an example, we also have explored how mindfulness might contribute to 
global endeavors. We touched on a few of the many ethical challenges in global 
health, including dual loyalties, “compassion at a distance,” inadequate resilience, 
and fear, and considered four domains, or areas of focus, into which mindfulness 
might be brought to address some of these challenges. We then addressed the 
nascent character of global health ethics and explored strands from bioethics, public 
health ethics, Ubuntu, and care ethics that might contribute toward a more mature 
conceptual framework for global health ethics. Underlying all of this is the inherent 
tension between the “one and the many,” which permeates global health.

 Four Domains of Mindfulness in Global Health

We return now to the four domains of mindfulness that, I suggest, have something 
significant to contribute to ethical decision-making in global health. One might 
think of these domains as areas or “objects” of focus or attention, analogous to how 
one directs one’s attention during mindfulness meditation, in turn, to the breath, 
thoughts, and bodily sensations, for example. Admittedly, to speak of mindfulness 
as being applied to these four domains extends—and some might argue, distorts—
what is commonly meant by mindfulness. Regardless, I suggest that mindfulness, 
broadly defined, can help address some of the critical ethical challenges in global 
health.
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First, mindfulness brings into awareness one’s subconsciously held beliefs, atti-
tudes, assumptions, and emotional triggers, which distort moral judgments. In navi-
gating the complex ethical landscape of global health, the lack of such awareness is 
a real hazard. Further, mindfulness in this sense must be an ongoing practice, since 
as Narvaez (2014, p. xxvii) reminds us, “On a moment-to-moment basis, an indi-
vidual’s morality is a shifting landscape. We move in and out of different ethics 
based on the social context, our mood, filters, stress responses, ideals, goals of the 
moment, and so on… The trick for most wise behavior is to maintain emotional 
presence-in-the-moment.”

Second, ethical decision-making requires that global health professionals be 
constantly mindful of, and fully grounded in, the universal values of global health, 
which sometimes run counter to the values and agendas of funders, employers, and 
government agencies. Third, being rooted in these values is facilitated by a deep 
personal experience of interconnectedness, whereby the “distant stranger” becomes 
friend and a commitment is forged to remain, in one way or another, in solidarity. 
Such a transformative experience can both crystalize a decision to enter the field, 
and, if mindfully recalled on a frequent basis, sustain a career. The importance of 
this experiential dimension and the power of mindful fidelity to it are documented 
in stories from global health practitioners by the Center for Compassion and Global 
Health (www.ccagh.org). Fourth, to be effective and ethical as a global health prac-
titioner, one must be both knowledgeable about, and mindful of, the cultural, eco-
nomic, and historical particularities of any situation in which one is working.

 Mindfulness and Global Health Practice

How would global health—and global health ethics—benefit if mindfulness were 
cultivated in these four domains or dimensions? I offer a few speculations. First, 
mindfulness of one’s own internal “landscape,” as noted above, would undoubtedly 
benefit the individual global health practitioner, resulting in improved resilience, 
self-awareness, and awareness of one’s biases and assumptions. This, in turn, could 
protect against ethical missteps. Second, improved self-awareness and more mind-
ful grounding in the values of global health would provide guidance in navigating 
divided loyalties. Improved mindfulness in these two domains would also serve to 
facilitate conversation about shared personal values in global health, in effect end-
ing the current “conspiracy of silence” on this issue. This, in turn, would provide 
crucial support to global health practitioners and institutions when the flames of 
nationalism and militarism are stoked by fear, as they were in the United States after 
the 9/11 attacks on the World Trade Center. In my view, the paucity of such conver-
sations within CDC at that time contributed to its rapid transformation from a pre-
mier global health agency to one that, at least for a while, was largely concerned 
with civil defense.

Mindfulness might also help facilitate a conversation within global health about 
how individuals and institutions should respond when their well-intentioned 
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 interventions result in unexpected harm. The importance of disclosure and apology 
in cases of unintended injury or wrongdoing is increasingly recognized and prac-
ticed in clinical medicine (Wood & Isaac Star, 2007). This is not yet the case in 
global health. Discerning how these practices might best be brought into global 
health—where the issues are even more complex—would necessarily begin with 
mindfulness.

Finally, the underlying challenge of dichotomous thinking, which pervades 
global health, will never be overcome without mindfulness. As we have seen, a 
fundamental challenge for the ethics of global health and other global disciplines is 
the tension between the “one and the many,” the faces and numbers. “Think glob-
ally, act locally” is an appealing slogan, but in global health, actions and decisions 
also have global ramifications. An ethic is needed that, in the words of Dōgen, helps 
global health practitioners leap clear of dichotomy to experience and articulate the 
“one and the many” in new, integrated ways. In turn, I believe that this would lead 
to more coherent global health policy and more humane decision-making.

An effort to bring mindfulness training into the global health practice and educa-
tion would likely be met with challenges similar to those encountered in other pub-
lic settings, such as schools and hospitals. For global health, mindfulness training 
would need to be evidence-based, as well as compelling to a largely secular work-
force. One of the critiques of bringing mindfulness-based interventions into the 
secular public sphere is that the practices are stripped from their ethical foundations 
and taught in a value-neutral context—or some would argue, in an ethical void. This 
would not be the case for global health. The problem for global health is not that 
these values do not exist, but that they are inadequately articulated and shared. An 
intentional welcoming of mindfulness practice could help the field of global health 
elucidate and express the strong values that it already has. It could also stretch our 
understanding of mindfulness beyond the individual sense in which it is usually 
understood to the global level.

This chapter is intended as a prolegomenon, an exploratory foray into new terri-
tory. The core values of global health, as described by the leaders of the field, cor-
respond well to those of the spiritual traditions where mindfulness training practices 
developed. Central to both is compassion. With its explicit core values of compas-
sion, justice, and interconnection, global health could serve as a vehicle for bringing 
mindfulness into the global arena. In turn, an embrace of mindfulness could signifi-
cantly influence the emerging field of global health ethics and enable global health 
to reach its full potential.
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Chapter 13
Ethics of Mindfulness in Organizations

Frank Musten

The chapters in this section examine the ethics of bringing mindfulness-based pro-
grams (MBPs) into secular settings that do not necessarily embody the ethics typi-
cally associated with Buddhism or with Buddhist practice. This has been seen as 
particularly problematic when the Buddhist practice of mindfulness is introduced 
into organizational settings (Ronald Purser, 2015; Ronald Purser & Milillo, 2015). 
The intent of my chapter is to acknowledge their contributions and examine two 
other ethical issues that require deeper examination.

The first ethical concern I address is the potential for MBPs to result in signifi-
cantly distressing emotions or experiences. This is usually not what participants 
expect and thus can be more troubling because it is unexpected. I examine the con-
sequences of negative effects of mindfulness practice through the lens of a duty to 
care and the process of ensuring safety through appropriate consent to be taught 
mindfulness practices. The second ethical concern is rooted in the different expecta-
tions and impact an MBP has on the employee attending the program and the orga-
nization sponsoring the program. This difference in expectations can arise as the 
participants become more aware of any conflict between sustaining their well-being 
and meeting the organization’s demands; that is, while meeting an individual’s 
needs an MBP may not meet the organizational client’s expectations. Issues such as 
the format of an MBP, clarity of outcomes, and managing the possible divergent 
expectations of employee and employer are examined.
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 Mindfulness Extracted from Its Historical Social Context

In considering why care should be taken in translating a spiritual practice into a 
secular, organizational context, we can refer to the expectations of practice and the 
safeguards that were likely inherent in the historical social context where the 
Buddha shared his teachings. When we contrast those expectations with the expec-
tations modern organizations as well as mindfulness trainers have of their MBPs, 
two areas emerge where differences between historical and modern social contexts 
suggest the need for care. The first is the potential risks for modern day participants 
enrolled in mindfulness programs in organizations that have cultures that are radi-
cally different from the historical culture from which the Buddha’s practice of 
mindfulness emerged.

The second is the potential differences between the expectations of mindfulness 
practices in organizations and the expectations of the followers of the Buddha who 
were practicing meditation in his sangha.

McMahan (2008) reminds us that the Buddha said he only taught two things, 
suffering and the end of suffering. The intent of practice was solely to attain the end 
of suffering by ending the cycle of dependent origination which… “denotes in early 
Buddhist literature the chain of causes and conditions that give rise to all phenom-
enal existence in the world of impermanence, birth, death, and rebirth (samsara)” 
(p. 153). In modern times, the Buddha’s idea of dependent origination has come to 
be a model, for modern Buddhists and others, of an interconnected world. It has 
become a source of inspiration for the ecology movement as well as a source of 
inspiration for those of us who see the beauty and wonder in the interconnectedness 
of all things (McMahan, 2008). Thus, it is important to recognize that Buddhism 
itself has changed over the centuries so that, at least in the West, it has become ori-
ented more toward reducing the suffering in and of this world than toward following 
a path of practice that ultimately would allow those who followed his path to escape 
forever the suffering that was inevitably the consequence of birth.

In the next section, I highlight aspects of the social history of early Buddhism 
that shaped the intent and expectation of practice at the time. The intent and expec-
tation of practice for those early Buddhists was radically different from the intent 
and expectation of modern secular mindfulness practice, particularly in organiza-
tions. Those differences form the core of our understanding of why there is a need 
to take care for participants in our MBPs and a need to manage the expectations of 
organizational clients and program participants.

Much of the next section is based on the work of the historian Richard Gombrich 
(2006, 2009) who has written extensively on the social history of the Buddha’s time. 
He suggests that the Buddha probably was the son of a leader of a large village that 
likely did not have a caste system but used other means to rank individuals. 
According to Gombrich (2006), this is the model the Buddha likely used for his 
sangha.

While he grew up in a village, he taught in what was likely the beginning of an 
urban center (Gombrich, 2006). The beginnings of urbanization likely resulted from 
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an agricultural surplus that allowed some people to remove themselves from the 
land. Some would have been absentee landlords while others would have had a 
livelihood that was not “derived directly from agriculture” (p. 39).

Gombrich (2006) notes that during the time of the Buddha there was already a 
counter-culture of individuals who were renouncing the norms of the time. Thus, 
when he left his own home he stepped into a life that already existed. It is also likely 
that these renouncers were able to exist also because householders, the heads of 
families, had the surplus available to support them. Gombrich suggests that the 
Buddha’s message may have resonated with this particular group because, despite 
their relative material prosperity, they still were subject to the realities that life was 
often brutal and short. Gombrich (2006) citing McNeill (1998) speculates that the 
Ganges basin where the Buddha shared his teachings was an ideal environment for 
producing an agricultural surplus. But because it was warm and damp, it was also a 
fertile breeding ground for deadly diseases. It was this contrast between the comfort 
associated with relative wealth and the constant threat of painful illness and death 
that provided a receptive audience for his teachings.

The Buddha welcomed all into his sangha. As well, his sangha was organized in 
the manner of his village with no caste system. However, Gombrich’s examination 
of the suttas leads him to conclude that most of the members of the sangha were 
from the class of householders. There are three aspects of the social history of the 
Buddha’s time that resonated with his teachings and with his decision to create a 
sangha that was based on his village life. These same three are ones that may not 
translate well into how mindfulness is presented in secular organizational settings.

The first is the peoples of the time accepted as a reality that life was inherently 
unsatisfactory. Thus, those who became part of the Buddha’s sangha were not 
expecting to find a way to make life more satisfying but rather to enter a path that 
would eventually end their cycle of rebirth. This is a very different perspective from 
that of the modern mindfulness meditator in an organization who expects the medi-
tation to be relaxing and to help manage stress.

Second, the monastic members of the Buddha’s sangha viewed meditation as a 
means to apprehend the wisdom of the Four Noble Truths. That wisdom emerged 
from a moral life that provided the clarity necessary for the meditator to embody 
that wisdom. In contrast to secular mindfulness taught in organizations, moral 
behavior present in a monastic community is not typically taught nor is there the 
intent that mindfulness practice will lead to wisdom as defined in the Four Noble 
Truths. However, the participant who begins the practice of meditation may still 
experience an incongruence between the demands of organizational life and develop 
an emerging sense of how the demands of their work contrast with their values.

Third, it was likely that only the members of the monastic community who had 
stepped away from the complexities of living in the world could practice meditation 
as a means toward the ultimate goal of achieving awakening. There was likely an 
inherent emotional safety associated with being in the Buddha’s sangha removed 
from many of the stresses that characterized life outside the sangha. It is not clear 
how a monastic with a pre-existing disorder might have fared in sangha, but it can 
possibly be presumed that, at least, in some instances the order inherent in sangha 
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life and the Buddha’s supportive community would have been therapeutic. The 
expectations of that historical time included hearing voices, having visions, and so 
on (Armstrong, 2006). Thus, it is possible to speculate that the sangha would have 
been accepting of behavior that in modern times would be diagnosed as severe men-
tal illness.

These distinctions between the Buddha’s intention for mindfulness practice are a 
frame against which we can examine the current critiques of mindfulness set in 
organizational environments.

 Critiques and Concerns of Organizational Mindfulness 
Programs

As MBPs expand in their application into organizations such as corporations and 
the military, concerns have been voiced that such venues do not necessarily have the 
commitment to the ethical practices that are at the core of Buddhist practice ( Purser 
& Loy, 2013). The criticisms that have been voiced of secular mindfulness in gen-
eral and of these specific applications, in particular, are that such secularized, de- 
ethnicized applications create a risk of causing harm.

The Economist (Schumpeter, 2013) raised a similar concern and added the per-
spective that perhaps corporate mindfulness programs were really no more useful 
than, and maybe not even as useful as, a walk in the woods. That suggestion was 
also addressed in an extensive review by Good and colleagues (Good et al., 2016). 
While it appears that emerging research suggests there can be benefits from intro-
ducing mindfulness into organizations, the research is sparse and the specific nature 
of those benefits is not yet clear. These observations echo the responses (Choi & 
Tobias, 2015; Connolly, Stuhlmacher, & Cellar, 2015; Hülsheger, 2015) to a focal 
article by Hyland, Lee, and Mills (2015).

Monteiro, Musten, and Compson (2015) explored the complexities of bringing 
mindfulness, a spiritually based practice, into secular settings. A sample of the 
responses to their article (Baer, 2015; Purser, 2015; Van Gordon, Shonin, Lomas, & 
Griffiths, 2016) echoed the concern expressed in the Economist (Schumpeter, 2013) 
and by Choi and Tobias (2015) and Hülsheger (2015). However, these responses 
from both the secular mindfulness and Buddhist communities also offered an array 
of possible paths toward addressing those concerns.

Shalini Bahl and Sean Bruyea, authors of chapters in this section, reiterate the 
concern that MBPs in organizations risk ignoring the ethical intentions that were 
historically meant to guide mindful practice. Bahl suggests that two ethical para-
doxes challenge the trainer who wants to bring mindfulness into organizations. The 
first is that organizations may be introducing mindfulness practices so that their 
employees can manage work stress more effectively. However, they may not be 
altering the working conditions that are the primary source of the stress. The second 
paradox  proposes that corporate cultures, in general, do not embody the same ethic 
that is integral to the intention of mindfulness practice (Kabat-Zinn, 2011).
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Bahl provides a balanced discussion of these paradoxes, focusing on how the 
mindfulness trainer can navigate them. She refers to “circles of influence” that bring 
mindful inquiry first into the trainer’s personal development, then into the relation-
ship the trainer has with the network of people, potential and actual, who are associ-
ated with the trainer’s MBP.  She suggests that this network be diverse and can 
include other mindfulness teachers, Buddhist teachers, and the clients themselves. 
Her final circle includes the processes associated with providing the program.

A detailed description of how to bring mindful inquiry into each of these circles 
provides a path the mindfulness trainer can follow as they navigate through the ethi-
cal challenges associated with bringing mindfulness into organizations. Finally, she 
introduces the need to bring wisdom and ethical practices into the training pro-
cesses, engaging the root causes of the problem, and thereby avoiding a myopic 
approach to mindfulness training.

Bruyea in his chapter describes the complex challenges of bringing mindfulness 
into a military organization. He chooses to structure his discussion of the ethics of 
bringing mindfulness into military organizations by first discussing ethics as they 
are understood by mindfulness trainers. He then gives us a detailed look at the com-
plex nature of the discussion of ethics in the military followed by an insightful look 
at military culture. Finally, he brings his arguments together into a nuanced discus-
sion of the ethical issues associated with bringing ethics into the military and vet-
eran populations. Bruyea notes that many military tasks require the training in 
intention and attention that are familiar to mindfulness trainers. Thus, from that 
perspective mindfulness would not be unfamiliar to military members and thus 
might facilitate the use of mindfulness as an effective intervention with soldiers and 
veterans. He discusses the ethical and practical barriers to introducing mindfulness 
either as resilience training or as a clinical intervention. But he notes that the mili-
tary culture itself may also pose the most difficult challenge. His discussion of the 
military culture is insightful. He makes the point clearly that the service-before-self 
culture of the military and veteran communities may not fit well with the individual 
approach to practice and awareness that is at the core of many mindfulness pro-
grams. He clearly articulates a number of concerns about how mindfulness might be 
used by the military. However, he also notes that with appropriate cultural aware-
ness, mindfulness trainers can play an important role in helping military members 
as they are transitioning into civilian life.

Bahl and Bruyea have provided balanced discussions of the ethical challenges 
associated with extracting a practice like mindfulness from its spiritual context, and 
specifically from its complex ethical framework. In addition, Bruyea raises the idea 
that mindfulness trainers may have to recognize there are also cultural challenges 
they will have to address as they begin to introduce mindfulness as a clinical inter-
vention in military and veteran populations. While his focus is on one population, 
his insights remind us that all organizations have unique cultures that must be taken 
into account when mindfulness trainers are considering how they are going to 
deliver their interventions.

Both authors have clearly laid out a range of ethical challenges we face when we 
consider bringing mindfulness into organizations. And they have suggested 
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approaches we can take to mitigate against violating the ethical intent of mindful-
ness as we introduce the practice into organizations. In this chapter, I would like to 
expand on two areas they touched on. The first, raised by Bahl, is, simply, how can 
we be assured that our intervention is doing what we say it is doing? The second, 
raised by Bruyea, is how do we take care of those in the room when we often know 
very little about who is in the room. That is, we often know very little about the 
acute and chronic psychological challenges individual participants may be bringing 
into the MBP sessions. These issues form the first ethical concern that I now address 
as a duty to care.

 The Duty to Care

Bruyea, in his chapter on the ethics of bringing mindfulness into the military, raised 
the challenges associated with introducing an individually based practice like mind-
fulness into a culture that puts service before self. His discussion explored the 
responsibility trainers, who bring mindfulness into organizations, have to know 
who is in the room. It is possible to generalize from his discussion and acknowledge 
that all mindfulness trainers have a responsibility not only to know who is in the 
room. They also have a duty to provide care for those in the room for whom mind-
fulness is not necessarily a benign intervention. In clinical settings, the question of 
who is in the room is usually managed through pre-screenings (Dobkin, Irving, & 
Amar, 2012). The issue of the duty to provide appropriate care for those in the room 
is addressed in the ethical standards proscribed by the clinician’s professional code 
of ethics.

However, in many organizational settings, codes of conduct, awareness of scope 
of practice, and ethical guidelines may vary considerably depending on the trainer’s 
own professional training. This level of variation can impact how the iatrogenic 
effects of mindfulness practice are managed. Evidence is just beginning to emerge 
that some participants in these programs can experience levels of distress that, at 
times, can be intense (Creswell, 2017; Lindahl et  al., 2017; Lomas, Cartwright, 
Edginton, & Ridge, 2015; Russ & Elliot, 2017). In part, some distress is a normal 
consequence of bringing open awareness to the reality of one’s life (Coffey et al., 
2010); it is a result of the goal of mindfulness training. That distress may not moder-
ate in the early sessions of the program but begins to moderate as mindfulness skills 
are acquired (Baer, Carmody, & Hunsinger, 2012).

However, some participants may have stronger reactions that may not moderate, 
or they may experience more serious mental health events during a class. The evi-
dence for these more severe occurrences is often found in anecdotal examples of 
what has come to be termed “dark night” experiences (Creswell, 2017). There is 
stronger evidence of significant distress emerging during longer meditation experi-
ences (Lomas et  al., 2015; Russ & Elliott, 2017; Yorston, 2001). However, the 
 possibility of a significant distressing experience is acknowledged by the common 
practice of screening for disorders that are likely to be adversely impacted by mind-
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fulness training (Dobkin et al., 2012). My own experience is that these incidents do 
occur both in the mindfulness-based programs that are offered generally and in the 
shorter programs offered in organizations. A model for how these incidents might 
be managed is offered in a later section.

For the moment, it is important to recognize that most trainers offering these 
programs in organizations may not be clinicians or may not be experienced in deal-
ing with the distress that could arise in a mindfulness program. Further many train-
ers may feel that since they are not teaching the program as a clinical intervention, 
they would not expect anyone to experience significant distress. However, epide-
miological studies of the incidence of serious psychiatric disorders within the gen-
eral population regularly report non-trivial incidence of these disorders (Ahola 
et al., 2011; Baumeister & Härter, 2007; Norris & Slone, 2014), suggesting there is 
always a likelihood of someone in the room who is at risk for or experiencing a 
mental health disorder.

As well, it has been my experience that organizations often have a circumscribed 
idea of mindfulness as something that will help their employees better manage the 
stress that seems to be permeating everyone’s life and is independent of their overall 
psychological status (Duxbury, 2008; Duxbury, Stevenson, & Higgins, 2017; 
Higgins, Duxbury, & Lyons, 2010; Pines, Neal, Hammer, & Icekson, 2011; Toker & 
Biron, 2012). Thus, both organizations and participants in an organization- sponsored 
MBP may not have an expectation that distress can emerge as a consequence of 
participating in a program.

As part of an evaluation of the programs that my colleagues and I at the Ottawa 
Mindfulness Clinic regularly conduct with organizational clients, we ask partici-
pants to complete the Maslach Burnout Inventory, a standard measure of work burn-
out (Maslach, Jackson, & Leiter, 1997) before they begin the program. It is not 
uncommon for about half the participants to report levels of emotional exhaustion 
consistent with burnout. Given the research generally reports high levels of stress in 
the modern work force, we do not expect other trainers would experience their par-
ticipants as different from those in our programs. Thus trainers can expect that 
someone in the room may be experiencing significant psychological distress simply 
because of the incidence of mental disorders in the general population (Baumeister 
& Härter, 2007). And, they can also expect that some of their participants will be 
experiencing significant levels of burnout as a result of their work stress as well as 
from challenges to work–life balance (Dewa, Lin, Kooehoorn, & Goldner, 2007; 
Diestel & Schmidt, 2011; Higgins et al., 2010; Watts & Robertson, 2011).

Although there is evidence that mindfulness interventions can mitigate against 
becoming burned out (Geller, Krasner, & Korones, 2010; Grégoire & Lachance, 
2015; Halpern & Maunder, 2011; Hülsheger, Alberts, Feinholdt, & Lang, 2013; 
Krasner et al., 2009; Wolever et al., 2012), it does not mean everyone in the room 
will benefit equally or that no one will be distressed by the intervention. Thus, 
there remains the duty to care for those individuals whose pre-existing distress 
may be exacerbated by attending a mindfulness program, as well as for those who 
may experience significant distress as a direct result of attending a mindfulness 
program.
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The potential for unexpected mental health distress related to mindfulness prac-
tices means our duty to care begins with informed consent. In clinical settings, it is 
standard practice to obtain informed consent from participants acknowledging that 
they are aware of the possibility that the program may include negative experiences 
or potential exacerbation of present symptoms. Participants also are aware of the 
support available to them should they feel the need to connect with a trainer who is 
also usually a clinician. Finally, because participants are regularly screened for pre- 
existing conditions the trainers typically know who is in the room.

Those same safeguards are not usually available, even for clinicians, offering 
mindfulness programs in organizational settings. Thus, honoring the duty to care in 
organizational settings is a common problem for all trainers regardless of their 
backgrounds. Organizations and participants typically expect mindfulness to help 
and would not likely understand the need for informed consent. Nor would they 
likely be particularly comfortable asking their employees to submit to a pre- 
screening process before signing up for what they believe is a course that will help 
enhance their sense of well-being. Recognizing those challenges, we have devel-
oped a process that we refer to as Affirmed Assent. What I mean by Affirmed Assent 
is that participants are introduced to both the benefits of mindfulness as well as the 
challenges that can emerge during practice, typically before enrolling in a program. 
Thus, when they do enroll they have an idea of what to expect and by signing up 
they are affirming their assent to take part. In early sessions, the idea that the prac-
tice can be difficult and can also be distressing is normalized. And, the program is 
also offered as one way to increase personal well-being not the only way and for 
some, not the best way. Thus, the space is left open for a participant to choose 
another approach at any time during the MBP. This concept may not meet some 
stringent and rigid perspectives of informed consent, but it does provide a reason-
able approach to duty to care that would be acceptable in most organizational set-
tings. (The details of how we introduce Affirmed Consent into our programs, as well 
as, specific aspects of the inquiry that support Affirmed Consent are discussed in a 
later section on bringing MBPs into the marketplace.) Having established the need 
for a duty to care in this section, I address the second ethical concern which is 
related to issues of evaluating and clarifying outcomes of MBPs.

 Outcomes and Expectations

 Outcome Evidence

Implicit in the duty to care is the confidence we place in evidence-based outcomes. 
However, organizational MBPs have yet to produce consistent patterns of effective-
ness. Choi and Tobias (2015) noted that there is a lack of longitudinal research 
confirming that participants who have completed a program actually retain the ben-
efits of mindfulness over the long term. These authors also note there is an absence 
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of controlled studies providing clear support that mindfulness factors rather than, 
for example, a placebo effect are a likely reason for any observed changes. Hulsheger 
(2015) suggests there is evidence that mindfulness creates increased awareness. 
However, he notes that creating increased awareness does not necessarily mean that 
once an employee is more aware they will therefore be a better employee from the 
organization’s perspective.

Although recent reviews suggest there is significant potential benefit both for 
individuals and organizations by bringing mindfulness into the workplace (Good 
et al., 2016; Hülsheger et al., 2013; Hyland et al., 2015; Roche, Haar, & Luthans, 
2014), much also remains unknown (Choi & Tobias, 2015; Connolly et al., 2015; 
Hülsheger, 2015). Thus, it is important for trainers who are developing MBPs in 
organizational settings to develop clear intentions for their programs that include 
providing expectations consistent with the current literature. In general, the wise 
practitioner would be best served by being cautious about the benefits claimed for 
their MBP.

My colleagues and I have addressed some of these concerns in a program devel-
oped to introduce mindfulness as one means of increasing well-being in a public 
service organization. Recent studies have shown a relationship between mindful-
ness and well-being mediated by a number of constructs (Bajaj, Gupta, & Pande, 
2016; Bajaj & Pande, 2016; Galante, Galante, Bekkers, & Gallacher, 2014; Roche 
et al., 2014) including Psychological Capital (Roche et al., 2014), a validated mea-
sure that has been related to well-being in organizations (Luthans, Avolio, Avey, & 
Norman, 2007; Luthans, Youssef, & Avolio, 2007; Luthans, Youssef-Morgan, & 
Avolio, 2015; Roche et  al., 2014; Youssef & Luthans, 2012). Based on current 
research, we felt it was appropriate to assume increased well-being in an organiza-
tional setting was a reasonable expected outcome of an MBP. Other researchers 
(Biron, 2014; Burke, 2009; Singh, Burke, & Boekhorst, 2016) have shown that 
fostering well-being in organizations has a practical, beneficial impact on organiza-
tional functioning. Thus, there also seemed to be good reason to expect that con-
necting mindfulness to organizational effectiveness is likely when the intent of an 
MBP is to foster employee well-being. As studies are becoming more complex and 
are including more elegant controls, we are beginning to see that mindfulness 
remains an effective intervention. However, the degree to which mindfulness is 
effective depends on many factors (Buchholz, 2015; Good et al., 2016). For exam-
ple, in clinical settings, where much of the research has been done, it seems that 
more traditional approaches are as effective (Kuyken et al., 2015; Moon, 2017) and, 
at times, perhaps more effective (Garland et  al., 2014) than a mindfulness 
intervention.

It becomes more challenging in organizational environments where the chal-
lenges of interpreting research findings are compounded by the demands of design-
ing organizational MBPs that suit the organization’s infrastructure. Availability of 
personnel, physical space, participants’ schedules—especially in travel-intense 
companies—often require modifications of standard protocols of MBPs. My own 
experience is that protocols also are in a constant state of fluidity to meet these 
organizational realities.
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Typical concerns for issues such as time for formal practice can become the least 
of a trainer’s concern. If we take MBSR-informed (Kabat-Zinn, 1990) programs as 
a model, trainers may be required to decrease the number of sessions from the stan-
dard eight-session protocol. Organizational requirements may mean that sessions 
will have to be shorter than the recommended two and a half hours. That also applies 
to the length of the meditations themselves which may have to be shortened because 
of many factors, both organizational and individual. Bahl noted that there is little 
research that provides direction for knowing if and how protocols can be modified 
and still be seen as providing the same training. These issues may have a significant 
impact on the research findings.

As our understanding matures of how mindfulness works, it becomes increas-
ingly important to have a clear expectation of an outcome for a proposed MBP. This 
problem is not unique to trainers who offer MBPs in organizations, however we will 
discuss later in this chapter how trainers can provide evidence that their MBP is 
doing what it is intended to do. Fortunately for our purposes a model, practice-based 
evidence (Barkham, Stiles, Lambert, & Mello-Clark, 2010; Green, 2012; Jensen 
et al., 2012), has been developed in response to a similar need among practicing 
therapists. Much like trainers who structure their MBPs to meet organizational 
requirements, therapists have the same need to be assured that therapeutic protocols 
developed in ideal research settings are still valid when translated into the complex 
interchanges with clients in their real-world offices. I will describe the use of 
practice- based evidence in an organizational setting below.

 Bringing Caring and Efficacy into the Marketplace

The trainer walks a fine line between recognizing that there can be some risk of 
harm associated with an MBP and not, at the same time, presenting mindfulness as 
being more harmful than it might be. Coffey, Hartman and Fredrickson (2010) 
reported a positive though paradoxical relationship between attention and psycho-
logical distress. They interpreted this positive relationship as the possible result of 
paying attention to psychological distress which may make it more salient in the 
short run but also provide data for better management of those symptoms in the long 
run. Consistent with these findings and interpretations, some participants in our 
programs have reported increases in their experience of distress or that, early in the 
program, the practice does not appear to help them manage their distress. Those 
expectations are almost always managed through an inquiry process that has the 
participant beginning to understand mindfulness as a practice of “paying attention 
to” rather than “getting rid of” one’s experience. However, discernment is also 
required because, in a few instances, we have had participants experience signifi-
cant emotional distress that increased over the course of sessions. In these cases, it 
was and is recommended, after an individual session with the participant, that they 
discontinue in the group in favor of other options.
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The trainer can walk a more established line when they make an effort to deter-
mine that the MBP they are offering is achieving what it is expected to achieve. In 
other words, it is an evidence-based practice. Organization representatives, whether 
they are referring health care providers, disability insurers, or managers want to be 
assured that the program they are supporting with their referrals or inviting into their 
organization is a good investment in time and money.

It is often useful to refer back to what the research shows. However, as is the case 
with psychotherapy (Barkham, Stiles, et al., 2010; Green, 2012; Jensen et al., 2012) 
most programs evolve to meet the needs of the participants. In many if not most 
cases, the specific MBP will not completely adhere to the program evaluated in the 
research study. It thus becomes important to develop an evaluation protocol that can 
demonstrate that a specific program a trainer has designed achieves the expected 
results. Clinicians in psychological practice, as well as in health care generally, are 
beginning to use the evidence they collect from their practice as a means for ensur-
ing that their interventions are achieving what they are meant to achieve. We have 
adopted this Practice Based Evidence approach to evaluate the efficacy of the pro-
grams we offer and have also included Practice Based Evidence in our organiza-
tional programs.

In the next two sections, I describe a model for Affirmed Assent as a practical 
approach for honoring a trainer’s duty to care. Following that discussion, an evalu-
ation protocol based on the Practice Based Evidence model is described.

 A Two-Stage Approach to Affirmed Assent

The process of Affirmed Assent is a model for honoring the duty to care when the 
trainer cannot know who is in the room. The two stages include an information ses-
sion where participants are introduced to the potential challenges they may encoun-
ter as they are cultivating a mindfulness practice. The second stage encompasses the 
first and second sessions of a multiple week program where the inquiry opens the 
space for those participants who may be having challenges to voice those chal-
lenges. There also is an overarching commitment by trainers in the program to 
ensure that there is an opportunity for those individuals who may feel the need for 
support or have questions and concerns to have access to the trainers.

Stage One Information sessions are typically offered a week before a program 
begins. In the information session, in addition to explaining what mindfulness is and 
how it might be beneficial to participants, we also introduce participants to some of 
the challenges associated with mindfulness using three experiential exercises. In the 
first exercise participants are led through a guided meditation where they are asked 
to intentionally and gently bring their attention first to the objects of their aware-
ness, seeing if it is possible to just know that the objects are present without needing 
to explore them, then shifting their attention to the breath, and finally bringing 
awareness to the body.
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In the inquiry that follows, some participants will usually share the difficulties 
they experienced maintaining their attention on the object of their attention; some-
times indicating that they could not turn their mind off. This becomes an opportu-
nity to normalize their experience and to note that the practice, although it sounds 
simple, is hard, and it is best if they are gentle with themselves. It is also a time to 
note that the intent is not to change what is happening but to notice what is happen-
ing. Often, we then ask participants to offer a single word or a couple of words 
(popcorn style) that describes why they think it would be important to notice what 
is going on. In this way, we are beginning to orient participants toward seeing the 
practice as a way of noticing and then connecting the noticing to taking intentional 
steps toward the intent of the program which is to foster well-being.

In the second experiential exercise, we introduce participants to the conditions at 
work that are likely to increase stress at work. Traditionally those have been High 
Demand, Low Control, and Lack of Support (Karasek & Theorell, 1990; Luchman 
& González-Morales, 2013; Regehr & Millar, 2007; Shirom, Toker, Alkaly, 
Jacobson, & Balicer, 2011; Tucker et al., 2008). In the experiential exercise, partici-
pants are asked to settle into their breathing, bringing attention just to the breath 
itself, and then bringing to mind the demands they have in their work and personal 
life; noticing the physical sensations, emotions, and thoughts that come up. This 
template is followed for the other two factors related to work stress.

Once the exercise has been completed they are asked to popcorn out a word or 
two that describes what they noticed when they brought the demands of their work 
and personal life to mind. This template is repeated for each of the factors associ-
ated with work stress.

Participants’ responses usually include feeling overwhelmed, exhausted, anx-
ious, and so on. These responses give the trainers an opportunity to note that mind-
fulness opens up space to see where you are; some time is spent reminding 
participants that the present moment is not always a pleasant moment. In the last 
experiential exercise, the three factors that define burnout (Leiter, 2015; Maslach, 
Schaufeli, & Leiter, 2001), Emotional Exhaustion, Cynicism or Depersonalization, 
and Loss of a Sense of Personal Efficacy are introduced and explored using the 
same template. Taken together, these two exercises introduce participants to the 
reality that what one experiences in a mindfulness course can be distressing. 
Participants typically only register for a program after the Information Session.

Stage Two In the first and second classes, we open the space for individuals who 
may be having difficulty sharing their experiences. It can sometimes be challenging 
as there is a tendency for those who initially share to be ones who have had a pleas-
ant experience with the exercises. Thus, it is sometimes necessary to offer space for 
other experiences by saying, “That’s good. I am sure that not everybody’s experi-
ence was that pleasant. Could someone share a less pleasant experience they had 
with the exercise”? That usually opens the space for difficult experiences to emerge 
and an opportunity to note that too is mindfulness and remind participants that 
mindfulness is about noticing, not about having a good experience.
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Beginning with the first class, we also note in a general way that if anyone is 
having difficulty understanding the home practice, is struggling with a concept, or 
is having difficulty with an exercise to contact one of the trainers either by email or 
by arranging to chat with a trainer either before or after class. Thus, the idea that the 
experience may not be pleasant is normalized as one of the possible challenges that 
a participant might encounter.

In summary, starting with the information session participants have an opportu-
nity to explore the ranges of experiences that can arise in meditation. The program 
is also presented as one, but not necessarily the only, way to foster well-being. 
Affirmed Assent is a process whereby trainers open the space for potential partici-
pants to make an informed decision to enroll in the program and also to continue in 
the program once they have enrolled.

 Are We Doing What We Say We Are Doing?

Most of our programs are offered in public service organizations committed to the 
well-being of managers and staff. They are also conscious of the public purse and 
want to ensure that they are getting value for money spent. In one department that 
was science-based, it was expected that there would be some form of program eval-
uation that would allow the executive who had championed the program to show the 
department’s senior executives that the program had merit.

There were restrictions that limited the content of the evaluation. First, the pro-
gram was expected to contribute to employees’ well-being with an emphasis on well-
being at work. The program was offered in a public service department that required 
all materials were in English and French. The evaluation had to be brief because 
there was limited time in the program to administer pre- and post-evaluations.

The evaluation included both standardized assessment instruments that could be 
scored numerically and thus would provide quantitative measures of pre–post 
changes. It also included a structured qualitative assessment instrument that exam-
ined the processes underlying the changes (Barkham, Hardy, & Mellor-Clark, 
2010a). Two primary quantitative measures were chosen, the Maslach Burnout 
Inventory (MBI) (Maslach et al., 1997) and the Psychological Capital Questionnaire 
(PsyCap) (Luthans, Avolio, et al., 2007). The MBI scores on Emotional Exhaustion, 
the factor most often associated with burnout, were used to assess the level of stress 
experienced by participants pre- and post-program, Scores across the four factors of 
Hope, Efficacy, Resilience, and Optimism that make up the construct of Psychological 
Capital (Luthans, Avolio, et al., 2007; Youssef & Luthans, 2012) were used to assess 
well-being. The qualitative results contributed insight into how individual practitio-
ners were bringing the practices into their work and personal lives. Together these 
data allowed us to begin to construct a model of how mindfulness was impacting on 
the participants in this MBP. This model then allowed us to conceptualize how we 
may want to improve the quality of our interventions.
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The evaluation process is important for many reasons. First, it provides evidence 
that a program is doing what it is intended to do. It provides the data needed to 
assure the client that the cost of the program was money well spent. The qualitative 
data provide insight into processes that contributed to the changes in well-being and 
guide our iterative changes that can improve program effectiveness. Taken together 
these data allow us to better understand our program and to potentially contribute in 
a meaningful way to the emerging science around the usefulness of bringing mind-
fulness into organizations.

 Conclusions

My discussion of the trainer’s duty to care, as well their need to confirm expecta-
tions with outcome evidence, along with the two papers in this section serve as a 
reminder that much remains to be done before we have a clear picture of how mind-
fulness impacts organizational life. Shalini Bahl has articulated ethical concerns 
associated with bringing mindfulness into for-profit organizations. She also notes 
that trainers are, at times, asked to bring mindfulness into organizations whose prac-
tices are not congruent with Buddhist ethics and that mindfulness trainers working 
in these organization are challenged to maintain their own integrity and the integrity 
of the teachings.

Sean Bruyea introduces us to the complex field of military ethics. He relates the 
current discussion of ethics on MBP to the ethical challenges associated with bring-
ing mindfulness into the military particularly when it is intended to improve resil-
ience in hostile environments. Because the organizational culture is not likely to 
change, the ethics of bringing mindfulness into the military will continue to chal-
lenge trainers.

Both authors expand our awareness of the ethical challenges associated with 
providing MBPs in organizations. However, they do not suggest that trainers not 
take up those challenges. Instead, they suggest that trainers have an understanding 
of those ethical challenges. By acknowledging those challenges, they can take the 
steps that are possible to encourage the practice of wisdom and compassion in pro-
gram participants.

It is possible for the reader to conclude that, given many, if not most, organiza-
tions are not inclined to make structural changes to foster well-being, teaching par-
ticipants mindfulness to foster individual well-being may be a fruitless or even an 
inappropriate intervention. However, it is always important to keep in mind that the 
Buddha accepted the reality of the world he lived in, while he continued to teach the 
end of suffering (Batchelor, 1998; Gombrich, 2006). In order to facilitate MBPs 
skillfully, I have outlined how trainers need to be aware of the ethical challenges 
associated with bringing a practice that was developed in a specific historical socio-
cultural context into a modern context that is radically different. I suggest that 
 safeguards that were likely present in the historical context are not likely to present 
in the modern organization where MBPs are now regularly being offered. 

F. Musten



339

Organizations are not the only settings where Buddhist practices are being taught in 
contexts that are radically different from the historical contexts where the Buddha 
shared his teachings. As McMahan (McMahan, 2008) has argued, the intent and 
practice of Buddhism in modern times is radically different from the intent and 
practice of monastics in the historic Buddhist sangha.

Our model of Affirmed Assent follows from our increasing awareness that mind-
fulness is not necessarily a benign intervention, and that it is the responsibility of all 
mindfulness trainers to include protocols in their interventions that honor the com-
mon duty to care for participants in our programs.

The need, not only to care for the participants in our MBPs but also to ensure that 
our programs are doing what we say they are doing, is also not unique to providing 
intervention in organizations. A protocol referred to as Practice-Based Evidence 
(Barkham, Hardy, & Mellor-Clark, 2010b; Green, 2012) has been developed to 
assist practitioners in private practice in insuring that their therapeutic outcomes are 
consistent with expected outcomes of a specific intervention. The need for this 
assurance comes from the common experience among therapists and other health 
care professionals that the clinical research conditions where interventions are 
developed do not typically reflect the real life clinical conditions under which the 
treatment is offered. Practice-Based Evidence provides the clinical practitioner with 
an assurance that the intervention is effective in their own particular real world 
context.

The divide between expectations and research validation of outcomes is an even 
bigger concern in organizations where expectations of outcomes may not be sup-
ported by available research (Choi & Tobias, 2015; Connolly et  al., 2015; Good 
et al., 2016). Practice-Based Evidence is not intended as a substitute for Evidence- 
Based Practice with its requirement for randomized assignment to treatment and 
control groups. However, it does focus the mindfulness trainer in organizations on 
being able to articulate to a client the potential outcomes expected from an interven-
tion and being able to demonstrate that the intervention had (or potentially did not 
have) the desired impact on participants completing the MBP.

The chapters in this section remind us how far we have to go to be as confident 
as we would like that our programs are having the desired impact on individual 
participants and on organizations. However, the chapters in this section and book 
also provide the needed direction if we want, finally, to be able to respond to the 
challenges posed in the Economist article (Schumpeter, 2013): to be more aware of 
the real impact of what we are doing.

References

Ahola, K., Virtanen, M., Honkonen, T., Isometsä, E., Aromaa, A., & Lönnqvist, J. (2011). Common 
mental disorders and subsequent work disability: A population-based Health 2000 Study. 
Journal of Affective Disorders, 134(1–3), 365–372. https://doi.org/10.1016/j.jad.2011.05.028

Armstrong, K. (2006). The great transformation: the beginning of our religious traditions. 
New York: Alfred A. Knopf, 2006.

13 Ethics of Mindfulness in Organizations

https://doi.org/10.1016/j.jad.2011.05.028


340

Baer, R. (2015). Ethics, values, virtues, and character strengths in mindfulness-based interven-
tions: A psychological science perspective. Mindfulness, 6(4), 956–959.

Baer, R. A., Carmody, J., & Hunsinger, M. (2012). Weekly change in mindfulness and perceived 
stress in a mindfulness-based stress reduction program. Journal of Clinical Psychology, 68(7), 
755–765. https://doi.org/10.1002/jclp.21865

Bajaj, B., Gupta, R., & Pande, N. (2016). Self-esteem mediates the relationship between mind-
fulness and well-being. Personality and Individual Differences, 94, 96–100. https://doi.
org/10.1016/j.paid.2016.01.020

Bajaj, B., & Pande, N. (2016). Mediating role of resilience in the impact of mindfulness on life sat-
isfaction and affect as indices of subjective well-being. Personality and Individual Differences, 
93, 63–67. https://doi.org/10.1016/j.paid.2015.09.005

Barkham, M., Hardy, G. E., & Mellor-Clark, J. (2010a). Developing and delivering practice-based 
evidence: A guide for the psychological therapies. Chichester, West Sussex; Malden, MA: 
Wiley.

Barkham, M., Hardy, G.  E., & Mellor-Clark, J.  (Eds.). (2010b). Developing and delivering 
practice- based evidence: A guide for the psychological therapies. Malden, MA: Wiley.

Barkham, M., Stiles, W., Lambert, M. J., & Mello-Clark, J. (2010). Building a rigorous and rel-
evant knowledge base for the psychological therapies. In M. Barkham, G. Hardy, & J. Mello- 
Clark (Eds.), Developing and delivering practice-based evidence. Malden, MA: Wiley.

Batchelor, S. (1998). Buddhism without beliefs: A contemporary guide to awakening. New York: 
Riverhead Books.

Baumeister, H., & Härter, M. (2007). Prevalence of mental disorders based on general popula-
tion surveys. Social Psychiatry and Psychiatric Epidemiology, 42(7), 537–546. https://doi.
org/10.1007/s00127-007-0204-1

Biron, C. a. (2014). Creating healthy workplaces: Stress reduction, improved well-being, and 
organizational effectiveness. Farnham, England: Gower.

Buchholz, L. (2015). Exploring the promise of mindfulness as medicine. JAMA, 314(13), 1327–
1329. https://doi.org/10.1001/jama.2015.7023

Burke, R. (2009). Working to live or living to work: Should individuals and organizations care? 
Journal of Business Ethics, 84, 167–172. https://doi.org/10.1007/s10551-008-9703-6

Choi, E., & Tobias, J. (2015). Mind the gap: The link between mindfulness and performance at 
work needs more attention. Industrial and Organizational Psychology, 8(4), 629–633. https://
doi.org/10.1017/iop.2015.90

Coffey, K. A., Hartman, M., & Fredrickson, B. L. (2010). Deconstructing mindfulness and con-
structing mental health: Understanding mindfulness and its mechanisms of action. Mindfulness, 
1(4), 235–253. doi:10.1007/s12671-010-0033-2

Connolly, C., Stuhlmacher, A., & Cellar, D. (2015). Be mindful of motives for mindfulness training. 
Industrial and Organizational Psychology, 8(4), 679–682. https://doi.org/10.1017/iop.2015.99

Creswell, J. D. (2017). Mindfulness interventions. Annual Review of Psychology, 68, 491–516. 
https://doi.org/10.1146/annurev-psych-042716-051139

Dewa, C. S., Lin, E., Kooehoorn, M., & Goldner, E. (2007). Association of chronic work stress, psy-
chiatric disorders, and chronic physical conditions with disability among workers. Psychiatric 
Services, 58(5), 652–658. https://doi.org/10.1176/appi.ps.58.5.652

Diestel, S., & Schmidt, K.-H. (2011). Costs of simultaneous coping with emotional dissonance 
and self-control demands at work: Results from two German samples. Journal of Applied 
Psychology, 96(3), 643–653. https://doi.org/10.1037/a0022134

Dobkin, P., Irving, J., & Amar, S. (2012). For whom may participation in a mindfulness-based 
stress reduction program be contraindicated? Mindfulness, 3(1), 44–50.  https://doi.org/10.1007/
s12671-011-0079-9

Duxbury, L. E. (2008). Work-life conflict in Canada in the new millennium key findings and recom-
mendations from the 2001 National Work-Life Conflict Study: Report six. Ottawa, ON: Health 
Canada.

Duxbury, L., Stevenson, M., & Higgins, C. (2017). Too much to do, too little time: Role overload 
and stress in a multi-role environment. International Journal of Stress Management. https://
doi.org/10.1037/str0000062

F. Musten

https://doi.org/10.1002/jclp.21865
https://doi.org/10.1016/j.paid.2016.01.020
https://doi.org/10.1016/j.paid.2016.01.020
https://doi.org/10.1016/j.paid.2015.09.005
https://doi.org/10.1007/s00127-007-0204-1
https://doi.org/10.1007/s00127-007-0204-1
https://doi.org/10.1001/jama.2015.7023
https://doi.org/10.1007/s10551-008-9703-6
https://doi.org/10.1017/iop.2015.90
https://doi.org/10.1017/iop.2015.90
https://doi.org/10.1007/s12671-010-0033-2
https://doi.org/10.1017/iop.2015.99
https://doi.org/10.1146/annurev-psych-042716-051139
https://doi.org/10.1176/appi.ps.58.5.652
https://doi.org/10.1037/a0022134
https://doi.org/10.1007/s12671-011-0079-9
https://doi.org/10.1007/s12671-011-0079-9
https://doi.org/10.1037/str0000062
https://doi.org/10.1037/str0000062


341

Galante, J., Galante, I., Bekkers, M.-J., & Gallacher, J. (2014). Effect of kindness-based meditation 
on health and well-being: A systematic review and meta-analysis. Journal of Consulting and 
Clinical Psychology, 82(6), 1101–1114. https://doi.org/10.1037/a0037249

Garland, S.  N., Carlson, L.  E., Stephens, A.  J., Antle, M.  C., Samuels, C., & Campbell, T.  S. 
(2014). Mindfulness-based stress reduction compared with cognitive behavioral therapy for 
the treatment of insomnia comorbid with cancer: A randomized, partially blinded, noninferior-
ity trial. Journal of Clinical Oncology: Official Journal of the American Society of Clinical 
Oncology, 32(5), 449. https://doi.org/10.1200/JCO.2012.47.7265

Geller, R., Krasner, M., & Korones, D. (2010). Clinician self-care: The applications of 
mindfulness- based approaches in preventing professional burnout and compassion fatigue. 
Journal of Pain and Symptom Management, 39(2), 366–366. https://doi.org/10.1016/j.
jpainsymman.2009.11.279

Gombrich, R. F. (2006). Theravāda Buddhism: A social history from ancient Benares to modern 
Colombo (2nd ed.). London: Routledge.

Gombrich, R. F. (2009). What the Buddha thought. London: Equinox Pub.
Good, D. J., Lyddy, C. J., Glomb, T. M., Bono, J. E., Brown, K. W., Duffy, M. K., … Lazar, S. W. 

(2016). Contemplating mindfulness at work. Journal of Management, 42(1), 114–142. https://
doi.org/10.1177/0149206315617003

Green, D. (2012). Maximising the benefits of psychotherapy: A practice-based evidence approach. 
Chichester, West Sussex: Wiley.

Grégoire, S., & Lachance, L. (2015). Evaluation of a brief mindfulness-based intervention to 
reduce psychological distress in the workplace. Mindfulness, 6(4), 836–847. https://doi.
org/10.1007/s12671-014-0328-9

Halpern, J., & Maunder, R. G. (2011). Acute and chronic workplace stress in emergency medical 
technicians and paramedics. In J. Langan-Fox & C. L. Cooper (Eds.), Handbook of stress in the 
occupations (pp. 135–156). Northampton, MA: Edward Elgar.

Higgins, C. A., Duxbury, L. E., & Lyons, S. T. (2010). Coping with overload and stress: Men and 
women in dual-earner families. Journal of Marriage and Family, 72(4), 847–859. https://doi.
org/10.1111/j.1741-3737.2010.00734.x

Hülsheger, U. R. (2015). Making sure that mindfulness is promoted in organizations in the right 
way and for the right goals. Industrial and Organizational Psychology, 8(4), 674–679. https://
doi.org/10.1017/iop.2015.98

Hülsheger, U. R., Alberts, H. J. E. M., Feinholdt, A., & Lang, J. W. B. (2013). Benefits of mindful-
ness at work: The role of mindfulness in emotion regulation, emotional exhaustion, and job 
satisfaction. Journal of Applied Psychology, 98(2), 310–325. https://doi.org/10.1037/a0031313

Hyland, P., Lee, R. A., & Mills, M. (2015). Mindfulness at work: A new approach to improving 
individual and organizational performance. Industrial and Organizational Psychology, 8(4), 
576–602. https://doi.org/10.1017/iop.2015.41

Jensen, D. R., Abbott, M. K., Beecher, M. E., Griner, D., Golightly, T. R., & Cannon, J. A. N. 
(2012). Taking the pulse of the group: The utilization of practice-based evidence in group 
psychotherapy. Professional Psychology: Research and Practice, 43(4), 388–394. https://doi.
org/10.1037/a0029033

Kabat-Zinn, J. (1990). Full catastrophe living. New York: Delta.
Kabat-zinn, J. (2011). Some reflections on the origins of MBSR, skillful means, and the trouble 

with maps. Contemporary Buddhism, 12(1), 281–306.  https://doi.org/10.1080/14639947.201
1.564844

Karasek, R., & Theorell, T. (1990). Healthy work: Stress, productivity, and the reconstruction of 
working life. New York: Basic Books.

Krasner, M. S., Epstein, R. M., Beckman, H., Suchman, A. L., Chapman, B., Mooney, C. J., & 
Quill, T. E. (2009). Association of an educational program in mindful communication with 
burnout, empathy, and attitudes among primary care physicians. JAMA, 302(12), 1284–1293. 
https://doi.org/10.1001/jama.2009.1384

Kuyken, W., Hayes, R., Barrett, B., Byng, R., Dalgleish, T., Kessler, D., … Byford, S. (2015). 
Effectiveness and cost-effectiveness of mindfulness-based cognitive therapy compared 

13 Ethics of Mindfulness in Organizations

https://doi.org/10.1037/a0037249
https://doi.org/10.1200/JCO.2012.47.7265
https://doi.org/10.1016/j.jpainsymman.2009.11.279
https://doi.org/10.1016/j.jpainsymman.2009.11.279
https://doi.org/10.1177/0149206315617003
https://doi.org/10.1177/0149206315617003
https://doi.org/10.1007/s12671-014-0328-9
https://doi.org/10.1007/s12671-014-0328-9
https://doi.org/10.1111/j.1741-3737.2010.00734.x
https://doi.org/10.1111/j.1741-3737.2010.00734.x
https://doi.org/10.1017/iop.2015.98
https://doi.org/10.1017/iop.2015.98
https://doi.org/10.1037/a0031313
https://doi.org/10.1017/iop.2015.41
https://doi.org/10.1037/a0029033
https://doi.org/10.1037/a0029033
https://doi.org/10.1080/14639947.2011.564844
https://doi.org/10.1080/14639947.2011.564844
https://doi.org/10.1001/jama.2009.1384


342

with maintenance antidepressant treatment in the prevention of depressive relapse or recur-
rence (PREVENT): A randomised controlled trial. The Lancet. https://doi.org/10.1016/
S0140-6736(14)62222-4

Leiter, M. P. (2015). Burnout. New York: Oxford University Press.
Lindahl, J. R., Fisher, N. E., Cooper, D. J., Rosen, R. K., Britton, W. B., & Brown, K. W. (2017). 

The varieties of contemplative experience: A mixed-methods study of meditation-related chal-
lenges in Western Buddhists. PLoS ONE, 12(5). doi:10.1371/journal.pone.0176239

Lomas, T., Cartwright, T., Edginton, T., & Ridge, D. (2015). A Qualitative analysis of experiential 
challenges associated with meditation practice. Mindfulness, 6(4), 848–860.

Luchman, J.  N., & González-Morales, M.  G. (2013). Demands, control, and support: A meta- 
analytic review of work characteristics interrelationships. Journal of Occupational Health 
Psychology, 18(1), 37–52. https://doi.org/10.1037/a0030541

Luthans, F., Avolio, B. J., Avey, J. B., & Norman, S. M. (2007). Positive psychological capital: 
Measurement and relationship with performance and satisfaction. Personnel Psychology, 
60(3), 541–572. https://doi.org/10.1111/j.1744-6570.2007.00083.x

Luthans, F., Youssef, C. M., & Avolio, B. J. (2007). Psychological capital: Developing the human 
competitive edge. New York: Oxford University Press.

Luthans, F., Youssef-Morgan, C. M., & Avolio, B. J. (2015). Psychological capital and beyond. 
New York: Oxford University Press.

Maslach, C., Jackson, S. E., & Leiter, M. P. (1997). Maslach burnout inventory: Third edition. In 
C. P. Z. R. J. Wood (Ed.), Evaluating stress: A book of resources (pp. 191–218). Lanham, MD: 
Scarecrow Education.

Maslach, C., Schaufeli, W. b., & Leiter, M. P. (2001). Job burnout. Annual Review of Psychology, 
52, 397–422.

McMahan, D.  L. (2008). The making of Buddhist modernism. Oxford; New  York: Oxford 
University Press.

McNeill, W. (1998). Plagues and people. New York: Anchor.
Monteiro, L. M., Musten, R. F., & Compson, J. (2015). Traditional and contemporary mindful-

ness: Finding the middle path in the tangle of concerns. Mindfulness, 6(1), 1–13. https://doi.
org/10.1007/s12671-014-0301-7

Moon, M. A. (2017). Back pain: CBT, mindfulness benefits diminish over time. (NEWS). Family 
Practice News, 47(4), 3.

Norris, F. H., & Slone, L. B. (2014). Epidemiology of trauma and PTSD. In M. J. Friedman, T. M. 
Keane, & P. A. Resick (Eds.), Handbook of PTSD: Science and practice (2nd ed., pp. 100–
120). New York: Guilford Press.

Pines, A. M., Neal, M. B., Hammer, L. B., & Icekson, T. (2011). Job burnout and couple burn-
out in dual-earner couples in the sandwiched generation. Social Psychology Quarterly, 74(4), 
361–386. https://doi.org/10.1177/0190272511422452

Purser, R. (2015). Clearing the muddled path of traditional and contemporary mindfulness: 
A response to Monteiro, Musten, and Compson. Mindfulness, 6(1), 23–45. https://doi.
org/10.1007/s12671-014-0373-4

Purser, R., & Loy, D. (2013). Beyond Mcmindfulness. The Huffington Post.
Purser, R., & Milillo, J.  (2015). Mindfulness revisited: A Buddhist-based conceptualization. 

Journal of Management Inquiry, 24(1), 3–24.
Regehr, C., & Millar, D. (2007). Situation critical: High demand, low control, and low support in para-

medic organizations. Traumatology, 13(1), 49–58. https://doi.org/10.1177/1534765607299912
Roche, M., Haar, J. M., & Luthans, F. (2014). The role of mindfulness and psychological capital on 

the well-being of leaders. Journal of Occupational Health Psychology, 19(4), 476–489. https://
doi.org/10.1037/a0037183

Russ, S. L., & Elliott, M. S. (2017). Antecedents of mystical experience and dread in intensive 
meditation. Psychology of Consciousness: Theory, Research, and Practice, 4(1), 38–53. https://
doi.org/10.1037/cns 0000119

Schumpeter. (2013). The mindfulness business. The Economist.

F. Musten

https://doi.org/10.1016/S0140-6736(14)62222-4
https://doi.org/10.1016/S0140-6736(14)62222-4
https://doi.org/10.1371/journal.pone.0176239
https://doi.org/10.1037/a0030541
https://doi.org/10.1111/j.1744-6570.2007.00083.x
https://doi.org/10.1007/s12671-014-0301-7
https://doi.org/10.1007/s12671-014-0301-7
https://doi.org/10.1177/0190272511422452
https://doi.org/10.1007/s12671-014-0373-4
https://doi.org/10.1007/s12671-014-0373-4
https://doi.org/10.1177/1534765607299912
https://doi.org/10.1037/a0037183
https://doi.org/10.1037/a0037183
https://doi.org/10.1037/cns 0000119
https://doi.org/10.1037/cns 0000119


343

Shirom, A., Toker, S., Alkaly, Y., Jacobson, O., & Balicer, R. (2011). Work-based predictors of 
mortality: A 20-year follow-up of healthy employees. Health Psychology, 30(3), 268–275. 
https://doi.org/10.1037/a0023138

Singh, P., Burke, R.  J., & Boekhorst, J.  (2016). Recovery after work experiences, employee 
well-being and intent to quit. Personnel Review, 45(2), 232–254. https://doi.org/10.1108/
PR-07-2014-0154

Toker, S., & Biron, M. (2012). Job burnout and depression: Unraveling their temporal relationship 
and considering the role of physical activity. Journal of Applied Psychology, 97(3), 699–710. 
https://doi.org/10.1037/a0026914

Tucker, J. S., Sinclair, R. R., Mohr, C. D., Adler, A. B., Thomas, J. L., & Salvi, A. D. (2008). A tem-
poral investigation of the direct, interactive, and reverse relations between demand and control 
and affective strain. Work & Stress, 22(2), 81–95. https://doi.org/10.1080/02678370802190383

Van Gordon, W., Shonin, E., Lomas, T., & Griffiths, M. D. (2016). Corporate use of mindful-
ness and authentic spiritual transmission: Competing or compatible ideals? Mindfulness & 
Compassion, 1(2), 75–83. https://doi.org/10.1016/j.mincom.2016.10.005

Watts, J., & Robertson, N. (2011). Burnout in university teaching staff: A systematic literature 
review. Educational Research, 53(1), 33–50. https://doi.org/10.1080/00131881.2011.552235

Wolever, R.  Q., Bobinet, K.  J., McCabe, K., Mackenzie, E.  R., Fekete, E., Kusnick, C.  A., & 
Baime, M. (2012). Effective and viable mind-body stress reduction in the workplace: A ran-
domized controlled trial. Journal of Occupational Health Psychology, 17(2), 246–258. https://
doi.org/10.1037/a0027278

Yorston, G. (2001). Mania precipitated by meditation: A case report and literature review. Mental 
Health, Religion & Culture, 4(2), 209–213. https://doi.org/10.1080/713685624

Youssef, C., & Luthans, F. (2012). Psychological capital, meaning, findings, and future directions. 
In K. Cameron & G. Spreitzer (Eds.), The Oxford handbook of positive organizational scholar-
ship (pp. 17–27). New York: Oxford University Press.

13 Ethics of Mindfulness in Organizations

https://doi.org/10.1037/a0023138
https://doi.org/10.1108/PR-07-2014-0154
https://doi.org/10.1108/PR-07-2014-0154
https://doi.org/10.1037/a0026914
https://doi.org/10.1080/02678370802190383
https://doi.org/10.1016/j.mincom.2016.10.005
https://doi.org/10.1080/00131881.2011.552235
https://doi.org/10.1037/a0027278
https://doi.org/10.1037/a0027278
https://doi.org/10.1080/713685624


345© Springer International Publishing AG 2017 
L.M. Monteiro et al. (eds.), Practitioner’s Guide to Ethics and Mindfulness-
Based Interventions, Mindfulness in Behavioral Health, 
DOI 10.1007/978-3-319-64924-5_14

Chapter 14
Paradoxes of Teaching Mindfulness 
in Business

Shalini Bahl

 Introduction

This chapter is dedicated to exploring the efficacy and ethical considerations of 
teaching mindfulness in business. The emergence of mindfulness as a popular 
means of enhancing workplace skills has come under some scrutiny and criticism. 
Particularly, teaching mindfulness in business without the foundation in ethics and 
wisdom poses unique challenges and consequences. Drawing from Buddhist teach-
ings, mindfulness research, management theory, and experiences of corporate 
mindfulness instructors, this chapter looks at two paradoxes of teaching mindful-
ness in business and its implications for different stakeholders. It offers mindful 
inquiry of our circles of influence as a comprehensive framework to guide our inten-
tions and work of integrating mindfulness in business to enhance the well-being of 
all its stakeholders.

 Dissatisfaction and Stress in Institutions

Americans’ confidence in key institutions continues to dwindle, as indicated by the 
National Leadership Index (NLI). This nationwide poll measured public attitudes 
toward leadership across 13 different sectors in the US including business, non- 
profit, education, religion, and politics. Lead author, Seth Rosenthal, reported, “a 
vast majority of Americans believe we have a crisis in leadership and that we will 
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decline as a nation unless we do something about it” (quoted in McKiernan, 2012). 
More recently, the Edelman Trust Barometer, which has been tracking trust in insti-
tutions for the past 15 years, reports a similar lack of trust in key institutions—busi-
ness, government, media, and NGOs (Edelman, 2017). For the first time since the 
Great Recession, half the countries included in this global survey reported overall 
trust is below 50% that institutions will do what is right. People believe that leader-
ship has failed to protect them from national and global crises related to issues 
including health, corruption, refugees, online security, and corporate scandals 
(Edelman, 2017). The same report reflects an expectation that businesses need to 
take a broader view of their role in society beyond short-term gains to include doing 
good work for society.

Looking more specifically at the dissatisfaction within organizations, a majority 
of employees continue to experience disengagement at work (Mann & Harter, 2016) 
as job stress continues to impact American adults. For example, since 2007 the 
Stress in America Survey consistently finds that money and work are the top two 
sources of stress (APA, 2016). Leaders in organizations are not spared from stress 
either and CEOs are under pressure to read and adapt to an increasingly complicated 
business environment. The 19th Annual Global CEO Survey (PwC, 2016) reported 
highest levels of worry in the past 5 years. Top concerns of CEOs include regula-
tion, geopolitical uncertainty, social instability, readiness to respond to crises, and 
cyber security. The same survey indicated that most CEOs recognize a fundamental 
shift from a globalizing world to one with multiple dimensions of power, growth, 
and threats. CEOs acknowledge that they must address the shifting expectations of 
their customers and stakeholders who now require CEOs to consider wider stake-
holders’ needs. My personal experience working with leaders echoes the sentiments 
of this survey and other consultants like Laloux (2014). Despite their power and 
their appearance of control, leaders are tired of the pressures to adapt to rapidly 
changing environment and expectations of multiple stakeholders.

 Mindfulness as a Solution to Stress

In a fast-paced culture where stress and dissatisfaction are ubiquitous, mindfulness 
offers respite in different domains of human life. Mindfulness is rapidly becoming 
mainstream in medicine, health care, psychology, education, business, and military 
training (Monteiro, Musten, & Compson, 2015). Although mindfulness traces its 
roots through many worldviews and religions, it was popularized by Jon Kabat-Zinn 
in his pioneering Mindfulness-Based Stress Reduction program (MBSR) and based 
on Buddhist traditions. He defines mindfulness as “the awareness that arises by pay-
ing attention, on purpose, in the present moment, and non-judgmentally” (Kabat- 
Zinn, 2013, p. xxxv).

A common focus in mindfulness trainings is the ability to stabilize attention with 
the specific attitudes of non-judgment, curiosity, and kindness; these facilitate 
enhanced awareness. Sustaining this quality of awareness creates conditions for 
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insight into the true nature of life—notably, impermanence, causes of suffering, and 
transient nature of self—which in turn reduces attachments and aversions and frees 
people to make more skillful choices (Bahl et al, 2016). In the absence of mindful-
ness, we react based on past conditioning and habitual patterns that may perpetuate 
one’s own and others’ affliction (Goldstein, 2016). Clearly articulates the transfor-
mative potential of mindfulness, “At its heart lies a system of training that leads to 
insight and the overcoming of suffering” (p. 20).

We have growing evidence that mindfulness is associated with greater physical 
and psychological well-being (for reviews, see e.g., Brown, Ryan, & Creswell, 
2007; Holzel et  al., 2011; Khoury et  al., 2013; Tang, Holzel, & Posner, 2015). 
Within business contexts, mindfulness offers many benefits including stress- 
reduction (Narayanan & Moynihan, 2006), better decision-making (Hafenbrack, 
Kinias, & Barsade, 2014), increased customer satisfaction (Grégoire & Lachance, 
2014), self-confidence (Amar, Hlupic, & Tamwatin, 2014), and moral intelligence 
(Amar et al., 2014; Shapiro, Jazaieri, & Goldin, 2012). Looking at the interpersonal 
effects of mindfulness, Reb, Narayanan, and Chaturvedi (2012) find a positive rela-
tionship between supervisor mindfulness and lower levels of exhaustion and better 
work-life balance, job performance, and satisfaction. However, the same study also 
points out that without feelings of autonomy, competence, and connection with 
other people, employees do not experience the benefits of leader mindfulness. 
Evidently, mindfulness alone is not enough.

While mindfulness, as a secular body of knowledge and practices, is gaining 
popularity in business circles, concerns are arising that a superficial form, some call 
it “McMindfulness” (Purser & Loy, 2013), is taking over. Critics of secular mindful-
ness argue that decontextualizing mindfulness from its ethical roots harnesses these 
ancient practices to promote a corporate agenda instead of liberating people from 
suffering (Purser & Loy, 2013; Schumpeter, 2013). “Mindfulness training has wide 
appeal because it has become a trendy method for subduing employee unrest, pro-
moting a tacit acceptance of the status quo, and as an instrumental tool for keeping 
attention focused on institutional goals.” (Purser & Loy, 2013). While we stay open 
to the criticism of secular mindfulness, it is important to note that Purser and Loy do 
not offer any evidence to support their statements.

Tristan Harris, a former product philosopher at Google and co-founder of the 
advocacy group, Time Well Spent, also alludes to the hypocrisy of companies in 
Silicon Valley that provide mindfulness training and meditation spaces to their 
employees while continuing to develop devices that hijack users’ attention by apply-
ing psychology of behavior change and persuasion (Bosker, 2016). Clearly, there 
are increasingly growing concerns from all sectors related to mindfulness training 
in corporations and its ethical considerations.

As a mindfulness instructor in corporate environments, my colleagues and I 
encounter some of these ethical concerns and challenges. Taking these ancient prac-
tices into secular contexts for the purpose of improving the health and well-being of 
people, as the MBSR program as well as many other MBIs are designed to do, is 
consistent with Buddha’s use of skillful means to effectively communicate with dif-
ferent audiences (Marx, 2015; Monteiro et al., 2015). According to the Buddhist 
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notion of upaya (skillful means), different methods of teaching can be adopted to 
cater to the different aptitudes and capacities of the audience (Marx, 2015; Monteiro 
et al., 2015). As such, offering mindfulness in a secular format to ease the suffering 
of people who may not be open to learning mindfulness if taught as a Buddhist 
practice is consistent with the Buddhist intention of transforming suffering. 
However, as we extend these teachings into business contexts, specifically to 
enhance performance and profitability, we must address the ethical concerns.

Below, I discuss two specific paradoxes of teaching mindfulness in business and 
explore solutions to maximize the transformative potential of mindfulness for the 
practitioners while minimizing the possibilities of misuse. These paradoxes are 
viewed through the lenses of the Buddha’s teachings, mindfulness research, business 
research, and the experience of corporate mindfulness instructors. I propose a frame-
work to explore the efficacy and ethical considerations of teaching mindfulness in 
business in the hope of providing new perspectives on this very important work.

 The Paradoxes

 Paradox One: Mindfulness Programs Seek to Reduce Stress 
at Work Without Changing Work Conditions That Cause Stress

Many businesses are offering mindfulness training at work to reduce stress and 
build resilience in employees without doing anything about the causes of stress at 
work. This is a major criticism articulated by Purser and Loy (2013): “Stress is 
framed as a personal problem, and mindfulness is offered as just the right medicine 
to help employees work more efficiently and calmly within toxic environments.” In 
other words, without changing the root causes of stress at work, such as long work-
ing hours, bad working conditions, and unrealistic goals, businesses are shifting the 
responsibility to the workers to do something about their stress rather than taking 
responsibility to make deeper changes that promote a healthy work culture. For crit-
ics like Purser and Ng (2015), the solution is to change workplaces, and not the 
employees working there.

Before we explore the role that mindfulness can play in stress reduction at work, 
let us understand the nature of stress, its prevalence in workplaces, and existing 
stress-management interventions.

Understanding Stress at Work Few would contest the ubiquitous and debilitating 
nature of stress (Crum, Salovey, & Achor, 2013). In 2015, Goh, Pfeffer, and Zenios 
(2015) estimated that 120,000 deaths and 5–8% of annual healthcare costs are asso-
ciated with management-induced workplace stress. The authors identify ten work-
place stressors:

 1. Layoffs and unemployment
 2. Lack of health insurance
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 3. Shift work
 4. Long working hours
 5. Job insecurity
 6. Work-family conflict
 7. Low job control
 8. High job demands
 9. Low social support at work
 10. Low organizational justice

Critics of secular mindfulness would argue that offering mindfulness as another 
wellness program without addressing the intrinsic stressors is not going to reduce 
stress and stress-related problems (Purser & Loy, 2013; Purser & Ng, 2015).

Despite the negative press stress has received, not all stress is bad. From an evo-
lutionary perspective, Crum et al. (2013) explain that adversity can improve physi-
ological and mental functioning to meet the demands and ensure survival. This 
“good” stress, known as eustress, is beneficial to the person experiencing it and 
associated with hope, meaning, and vigor (Nelson & Cooper, 2005). Historically, 
stress researchers focused on the amount—frequency, intensity, and duration—of 
the external stressor to determine whether stress will be experienced as distress or 
eustress (Crum et al., 2013). More recently, stress researchers have reported that 
perception of stress, not the stressor itself, impacts people’s health and well-being 
(Fevre, Kolt, & Matheny, 2006). Variables such as stress mindsets (Crum et  al., 
2013) and stress hardiness (Kobasa, Maddi, & Kahn, 1982) also influence stress 
response and outcomes such as health and performance. For example, in a longitu-
dinal study with middle- and upper-managers at a major utility company, Kobasa 
et al. (1982) found that hardiness, a personality disposition, mitigates the debilitat-
ing effects of stressful life events. In a 12-year longitudinal study at Illinois Bell, 
Maddi (2012) reports that managers who rated higher in hardiness attitude—chal-
lenge, commitment, and control—had better performance and health after the dis-
ruptive deregulation of their industry. Similarly, Crum et  al. (2013) report that 
people with a “stress-is-enhancing” mindset believe that stress enhances their per-
formance, productivity, health and well-being, and learning and growth, or they can 
have “stress-as-debilitating” mindset. People’s stress mindset influences the extent 
to which stress is psychologically experienced and behaviorally approached (Crum 
et al. 2013).

In the context of stress, it is also important to highlight a phenomenon referred to 
as stress-related growth, in which people fundamentally change for the better as a 
result of stressful experiences (Crum et al., 2013; Park, Lawrence, & Murch, 1996). 
Even though people experience distress as a result of stressful events, which has 
been the focus of much research, contemporary theorists are studying the positive 
outcomes of surviving difficulty, including the acquisition of wisdom, empathy, 
meaning, and improved problem-solving abilities (Park et al., 1996).

Stress Management Interventions at Work The “father of stress,” Hans Selye’s 
statement that “stress is an unavoidable consequence of life” (Richardson & 
Rothstein, 2008) resembles the Buddha’s first Noble Truth that life contains unavoid-
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able suffering. Given the inevitability of stress as a part of life, including work, 
many organizations have adopted stress management trainings to reduce the stress 
levels experienced by their employees. Broadly, the stress management interven-
tions (SMIs) may be classified as primary when they are focused at the organiza-
tional level to alter the source of stress at work and secondary when they are focused 
at individual employees to train them in managing and coping with stress (Richardson 
& Rothstein, 2008). Examples of primary preventions include redesigning jobs, 
processes, workers’ decision-making authority, and organizational structures to deal 
with the sources of stress in the workplace (Fevre et al., 2006). Primary approaches 
may also attempt to modify organizational culture and tend to be long-term efforts.

Secondary preventions can be divided into three main types: somatic, including 
relaxation methods such as progressive relaxation and biofeedback (focusing on 
physiology); cognitive, including mindfulness techniques, techniques to enhance 
emotional intelligence, and cognitive reappraisal of stress (focusing on individuals’ 
appraisal of and response to stressors); and multimodal, combining somatic and 
cognitive training benefits to modify both physiological and psychological responses 
(Fevre et al., 2006).

Primary interventions may be preferable because they proactively alleviate the 
sources of stress (Fevre et al., 2006). As noted earlier, secondary interventions have 
been criticized for placing the onus for managing stress on employees and absolving 
management from their responsibility. There is also a moral appeal that primary 
interventions should be management’s first choice for stress management at work 
(Fevre et al., 2006). However, there is little empirical evidence to support the effi-
cacy of primary interventions (Fevre et al., 2006; Richardson & Rothstein, 2008). In 
fact, recent meta-analyses suggest that secondary interventions were more effective 
than primary interventions and that cognitive techniques were more effective than 
somatic interventions involving relaxation (Fevre et  al., 2006; Richardson & 
Rothstein, 2008).

A common error made by many people is equating mindfulness, which includes 
cognitive training, with relaxation, which is a somatic intervention. It is important 
to note the difference in focus in the two interventions, which may also explain the 
effectiveness of cognitive techniques over somatic ones. While relaxation aims to 
refocus attention away from the source of stress and reduce tension in the body by 
“letting go,” cognitive techniques such as mindfulness, invite individuals to con-
front the dysfunctional thoughts, emotions, and behaviors as they pertain to stress, 
and to choose more adaptive perceptions and responses (Fevre et  al., 2006; 
Richardson & Rothstein, 2008).

Since stress can be positive (eustress) or negative (distress) and there is insuffi-
cient evidence showing primary SMIs to be better than secondary SMIs, we need a 
more nuanced approach to designing stress management interventions that recog-
nizes the potential of stress to either debilitate or enhance health and performance 
(Crum et al., 2013; Fevre et al., 2006). A framework to explore this paradox with 
suggestions is offered later in the chapter.
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 Paradox Two: Mindfulness Is Grounded in Ethics But Applied 
in Business Without Ethical Considerations

Traditional Buddhist texts discern between wrong mindfulness and right mindful-
ness. Right mindfulness combines a “web of factors that give it direction and pur-
pose” (Bodhi p.  31). These go beyond the usual instructions given in secular 
programs, which focus on awareness of body, feelings, and the mind. The 
Sattipatthana Sutta (Anālayo, 2004), the Buddha’s discourse on the systematic 
approach to practicing mindfulness (on which most secular programs are based) 
provides very clear guidance for contemplating the four foundations of mindful-
ness—body, feelings, mind, and dhammas, which refers to all phenomena of the 
mind in Pali (the language used for earliest Buddhist teachings).

While most secular programs more directly address mindfulness of body, feel-
ings, and mind, mindfulness of dhammas, which includes contemplation on the 
ethical and wisdom factors, is barely addressed. The dhammas include contempla-
tion of five hindrances, five aggregates of clinging, six senses, seven factors of 
awakening, and the four Noble Truths (Goldstein, 2016). The four foundations of 
mindfulness are depicted in Fig. 14.1. The importance of ethical conduct and wis-
dom is repeated in the mindfulness of dhammas. More specifically, the fourth Noble 
Truth lays out the importance of cultivating the mind, wisdom, and ethics as an 
Eightfold Path to the cessation of suffering. Within the Eightfold Path, mindfulness, 
along with right concentration and right effort, comprises the domain of mental or 
meditative development (samadhi). Two other domains are equally important in the 
Eightfold Path: the wisdom domain (panna) comprising right view and right inten-
tion, and the ethical domain (sila) comprising right speech, right action, and right 
livelihood. A behavior is “right” or “skillful” when it leads to the cessation of suf-
fering by eliminating its roots in three psychological motivations: greed, hatred, and 
delusion (Monteiro et al., 2015).

Corporate mindfulness, however, is taught in a secular and ethically neutral way 
and wisdom and ethical conduct, which form such an important foundation of mind-
fulness in the original teachings, are often missing. As we have already noted, this 
“McMindfulness” decontextualizes mindfulness from its roots in wisdom and ethi-
cal conduct; many commentaries have described the benefits and limitations of 
secular mindfulness (for example, Marx, 2015; Monteiro et al., 2015; Purser and 
Milillo, 2015). These commentaries raise important concerns about the purpose, 
consequences, and efficacy of mindfulness in the absence of ethical considerations. 
We will focus on three implications of applying mindfulness in business in the 
absence of ethics and wisdom—the myopic use of mindfulness to benefit business 
interests, emphasis on acceptance in the absence of wisdom and ethical foundations, 
and the efficacy of mindfulness in the absence of wisdom and ethical foundations.

Myopic Use of Mindfulness to Benefit the Business A major criticism of teach-
ing mindfulness in the absence of ethical considerations is the application of mind-
fulness in business to promote the profitability of the business while ignoring the 
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well-being of other stakeholders (Purser and Milillo, 2015). When mindfulness pro-
grams narrowly develop skills such as focus and stress-management to improve 
productivity, employees might experience temporary respite but do not learn to deal 
with the root causes of suffering—greed, aversion, and delusion. Without cultivat-
ing an inquiry into what is wholesome and not wholesome, they may continue to 
perpetuate suffering for themselves and others.

The inclusion of explicit ethics in Mindfulness-Based Stress Reduction (MBSR), 
a foundational program on which other secular programs are based, is explained by 
Kabat-Zinn (2011) as unnecessary because of the presence of an explicit profes-
sional code of conduct in the Hippocratic tradition within the context of medicine 
and healthcare (where MBSR originated). The medical principle of “primum non 
nocere, to first do no harm, and to put the needs of the patient above one’s own” is 
consistent with the ethical foundations of mindfulness and can serve to guide mind-
fulness teachers within the medical field (Kabat-Zinn, 2011, p. 294).

However, the absence of explicit ethics in mindfulness becomes problematic 
when it is introduced in professions like business that do not have uniform ethical 
guidelines and are culturally predisposed to unethical behaviors. Anyone can start a 
business. Often the founder’s values determine the corporate culture and employ-
ees’ ethical conduct. Even if businesses join professional organizations such as the 
American Marketing Association that prescribes a code of ethics, the document is 
“sufficiently vague to allow other interpretations” (Chonko & Hunt, 1985, p. 350).

Fig. 14.1 The four foundations of mindfulness
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The existing paradigm on which most business is founded—maximizing share-
holder value—also contributes to a corporate culture that can put the interests of the 
company before those of consumers, environment, and other stakeholders. Ernst 
and Young’s 14th Global Fraud Survey (EY, 2016), based on 2800 senior executives 
in 62 countries, reveals that almost half the executives justify unethical behavior to 
meet financial targets. Aggressive sales cultures manifest in corporate scandals like 
Wells Fargo’s firing of 5300 employees over phony accounts that employees 
explained were the result of unrealistic sales quotas. Former Wells Fargo employees 
discuss “the dichotomy between their ethics training—where they were formally 
told not to do anything inappropriate—and on-the-job reality of a relentless push to 
meet sales goals that many considered unrealistic” (Corkery & Cowley, 2016).

Questionable ethics in business professions can also be traced to education. 
Business students have been known to top cheater’s lists. Finance students, in par-
ticular, score the highest on traits such as narcissism and materialism, and lowest on 
empathy, a profile that is related to unethical decision making (Lampe & Lampe, 
2012). There is a growing movement that started at Harvard Business School and 
has spread to other business schools to take an MBA Oath that creates professional 
accountability within business, just as the Hippocrates oath promotes accountability 
in the medical profession (Anderson, 2009).

While we are seeing positive trends toward more responsible business, it still 
remains culturally pre-disposed to ethical transgressions. The absence of an ethical 
framework leaves corporate mindfulness programs open to myopically serving a 
narrow group of people with the purpose of maximizing profitability without con-
sideration of other stakeholders. Silicon Valley is often criticized for using mindful-
ness to narrowly benefit the employees and the businesses (Healey, 2013). A myopic 
application of mindfulness is creating “‘integrity bubbles’ that allow employees to 
reap the benefits of mindfulness while externalizing the problems of fragmentation 
and distraction” (Healey, 2013). Tristan Harris, a former product philosopher at 
Google, draws attention to companies like Google, Apple, and Facebook, which are 
seen as corporate leaders in the mindfulness movement but continue to engineer 
products that “hijack” users’ attention with little consideration of the consequences 
of their addictive products on their customers (Bosker, 2016).

The lack of an explicit ethical framework in the application of corporate mindful-
ness can perpetuate institutional blindness and structural inequities that are anti-
thetical to the original purpose of mindfulness to alleviate suffering in oneself and 
others (Purser & Milillo, 2015). “Such myopia illustrates what can occur when 
mindfulness training is extracted from a contextual, interdependent, and complex 
whole” (Purser & Milillo, 2015, p. 15).

While there are good reasons to include ethical foundations in corporate mind-
fulness programs, there is little research to date on how existing secular programs 
are impacting ethical behaviors in those businesses. However, early results show 
that even secular mindfulness programs increase compassionate behavior (Condon, 
Desbordes, Miller, & DeSteno, 2013), empathy (Shure et al., 2008), and moral rea-
soning and ethical decision-making (Shapiro et al., 2012).
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Researchers (for example, Lampe & Lampe, 2012) are promoting mindfulness 
as an approach to teaching business ethics because of its potential to develop stu-
dents’ skills such as awareness, self-knowledge, and insight that are needed for ethi-
cal decisions. Hoyk and Hersey (2010) describe 45 psychological traps in their 
book, The Ethical Executive, including schemas, biases, and conflicts of interest 
that lead executives to believe that their unethical decisions are justified. Lampe and 
Lampe (2012) believe that a Mindfulness-Based Business Ethics Education can 
teach students the skills to facilitate introspection and a better understanding of their 
self-deceptive cognitive processes, which are essential for their ethical develop-
ment. More research is needed to learn how mindfulness can be effectively used to 
train business professionals in ethical decision-making. Meanwhile, it can be argued 
that corporate programs, such as Search Inside Yourself, are appropriately applied 
in organizations because they include compassion practices like loving kindness 
and cognitive training. These practices can help employees see things from others’ 
perspectives even in the midst of challenging situations, and empower them to take 
the most skillful actions that benefit all involved. Even in the absence of explicit 
ethics training, such programs can create safe spaces for people to pause, reflect, 
and reconnect with their natural empathy.

A skillful combination of scientific evidence, a business case, and experiential 
learning can be very effective in helping participants learn more skillful ways of 
dealing with their triggers instead of their default modes of reactivity. The reflec-
tions that I have heard people share in corporate mindfulness programs, even after 
just a short guided-meditation and reflection on making difficult decisions or deal-
ing with triggers, are very promising. As examples, participants shared these obser-
vations: “I was embarrassed to see my reaction to the (complaining) client, and if I 
had paused in that situation, my response would have been very different”; “In 
pausing I noticed that I am very compassionate towards others but not to myself. I 
need to pay more attention to me”; “In stopping and seeing things from others’ 
perspectives, I could see the suffering of the other person and what they must be 
going through. That shifted how I am going to deal with the situation”; “I noticed 
that my external response was ok but my internal response was unhealthy.” Such 
insights reflecting compassion toward self and others are common in secular mind-
fulness programs. Even for participants who do not experience compassion, the 
experience is valuable because it gives them an opportunity to observe their busy 
minds and reactive hooks, very often for the first time. With careful designing of 
programs and an understanding of the corporate culture, it is possible to help corpo-
rate participants explore compassion toward self and others, even in the absence of 
direct reference to ethical foundations.

However, there is no existing research that looks at how the shifts experienced 
by participants in secular programs influence their ongoing ethical dilemmas and 
actions. Thus, it is hard to say how effective these programs are in shifting people’s 
orientation toward a more ethical orientation that considers the well-being of all 
stakeholders. The situation for mindfulness teachers is further complicated when 
they are invited to teach mindfulness in organizations that have been directly criti-
cized for their negative impacts on communities and environments. For example, 
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Mirabai Bush, one of the pioneering advocates for corporate mindfulness, shares 
her struggle with the decision to teach mindfulness at Monsanto. Bush’s work in 
the past had involved recovering lands in Guatemala where Monsanto’s products 
had contributed to the land destruction and poverty of the inhabitants (Tworkov, 
2001). However, we can all learn from her experience of the judgments that come 
up in working with different clients and the possibility of letting those be to create 
spaces for transformation, as was her experience (Tworkov, 2001). Instead of 
applying a dogmatic approach that blatantly refuses to work with unethical clients, 
which is counter to mindfulness, each case may need to be considered with fresh 
eyes. What if mindfulness, even when brought in only for stress reduction, can cre-
ate a non- judgmental space for people to wake up to their own suffering and how 
they are creating it for others? What if the employees of the “evil” company are 
blind to the consequences of their actions, and in their stopping they have a chance 
to notice that? What if the participants are exposed to other ways of doing business 
that are compassionate and profitable? What if enough employees in a company 
wake up to the effects their products are having on their suppliers and customers to 
make a shift?

No doubt, the main reason mindfulness teachers are invited to organizations is 
primarily to develop a narrow range of skills, such as stress-management, emotional 
intelligence, resilience, focus, and creativity to enhance productivity. However, the 
experience of mindfulness teachers in corporate settings is hopeful because of the 
complex ways the mindfulness path and practices work. Even though we may not 
be invited to expand participants’ awareness to the consequences of their actions to 
all stakeholders, a skillful teacher can create space for participants to stop and 
notice the workings of their minds and their shared humanity, and that can be the 
start of a transformative experience for someone who has never ventured into a 
Buddhist retreat. Mirabai Bush eloquently shares her experience of the transforma-
tive potential, “Once a person is given a way to explore the inner life, there is no 
predicting what he or she will find. After a session at Google, one young engineer 
said: ‘Cool. I just defragged my hard-drive!’ But another said: ‘I saw that all of life 
was interconnected, not just by the Internet but by something more mysterious’” 
(Bush, 2015).

To consistently create more of these opportunities for insight and transformation, 
more work can be done with respect to teachers’ own deepening of the practices and 
the corporate mindfulness curricula, which is discussed in the next section. 
Meanwhile, these words of the Buddha offer guidance, “The Tathagata has no 
closed fist of a teacher with respect to the teachings.” Bodhi (2011, p. 36) interprets 
this to mean, “that we can let anyone take from the Dhamma whatever they find 
useful even if it is for secular purposes.”

Emphasis on Acceptance in the Absence of Wisdom and Ethics Secular mind-
fulness emphasizes the cultivation of attitudes such as acceptance, non-judgment, 
and self-compassion, which are helpful for working with a self-critical mind (Marx, 
2015; Purser & Milillo, 2015). Non-judgment means recognizing the judgments and 
opinions arising in each moment and having the choice to not act on them or get 
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hooked by them (Kabat-Zinn, 2011). Practicing mindfulness as “non-judgmental 
awareness” of present-moment experiences develops the capacity in people to quiet 
the mind and be with their experience without reacting in habitual ways. However, 
an emphasis on “acceptance of what is” and self-compassion must be balanced with 
appropriate ethical considerations, discipline, and understanding of the root causes 
of suffering. Otherwise, practitioners might find themselves ill-equipped to deal 
with discomfort and unwholesome mental states (Marx, 2015).

The instructions in secular mindfulness programs “to be with whatever is aris-
ing” or simply “be with the breath” may be at odds with Buddhist teaching that not 
all mind states are equal, and to be vigilant to ensure that the mind cultivates whole-
some states and is not overtaken by unwholesome states (Marx, 2015). For example, 
I often hear participants in my mindfulness classes use self-compassion as a reason 
for not doing the home practices. Self-compassion when not balanced by right 
intention and understanding (wisdom) and right effort (ethical behavior) can per-
petuate the tendency to avoid the discomfort of stabilizing a restless mind. Similarly, 
sloth and torpor, hindrances to mindfulness can come disguised as self-compassion 
(Goldstein, 2016). When experiencing a challenging situation or emotion, instead of 
approaching it with mindfulness, sloth, and torpor may come in with a kind sugges-
tion to take a nap or allow us to fall asleep during meditation as acts of self-care. In 
the absence of cultivating right understanding of how these unwholesome states 
perpetuate suffering, secular mindfulness can promote conditions to support 
unwholesome behaviors. In the absence of wisdom and ethical consideration, self- 
compassion and acceptance of what is can help perpetuate corporate ideologies that 
justify unskillful means to achieve the bottom line.

Efficacy of Mindfulness in the Absence of Wisdom and Ethical Foundations In 
the foundations of mindfulness (see Fig. 14.1), mindfulness is one of the steps on 
the Eightfold Path and is supported by ethical conduct and wisdom. If mindfulness 
is not yet strong enough to deal with unwholesome states of mind, wise reflection 
and a strong ethical foundation can strengthen its hold against those unwholesome 
states (Goldstein, 2016). Ethical conduct involves investigation of actions, speech, 
and livelihood that abstain from doing harm to self and others and those that do 
good. Wisdom involves an understanding of what is wholesome and unwholesome 
and includes all the intentions and aspirations that lead to wholesome actions. 
Goldstein (2016), a Buddhist scholar and co-founder of Insight Meditation Center 
in Barre, explains that a concentrated and collected mind (samadhi) is based on 
skillful behavior (sila). Without this basis in non-harming, the mind will continue to 
be agitated by worry, guilt, and regret. We have all engaged in unskillful acts in the 
past. Instead of forgetting or suppressing unwholesome emotions related to our past 
actions, we can learn to see with wisdom and draw strength from our commitment 
to non-harming.

Since the Buddha’s teachings are not meant to be dogmas nor accepted blindly, 
the invitation even with ethical conduct is to reflect on how we feel when we act 
skillfully and when we do not. The invitation is always to verify the teachings with 
our immediate experience of reality and whether they contribute to our well-being. 
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When we can see with clarity that the nature of the mind is to wander and a waver-
ing mind causes dissatisfaction, this kind of wise reflection can provide the right 
motivation to continue with our practices. In the absence of this training to discern 
skillful from unskillful, practitioners can be overtaken by their wavering minds and 
difficult emotions. Similar to the ethical foundation, wisdom, comprising right view 
and right intentions, is also a vital aspect of mindfulness. Without attending to the 
direct experience of the unsatisfying, unreliable, and sometimes stressful nature of 
experience, participants coming to mindfulness programs with the expectations of 
finding happiness may continue to strive for experiences that feel pleasant. Without 
a proper understanding of the true nature of experiences, participants may continue 
to look for peace and a concentrated mind in experiences that are the cause of suf-
fering and distraction.

Shantideva, an ancient Buddhist monk, noted, “We who are like senseless chil-
dren shrink from suffering but love its causes” (Goldstein, 2016). Secular classes 
seldom provide an understanding of the first Noble Truth that all conditioned phe-
nomena are dukkha—incapable of giving lasting satisfaction. Secular classes may 
indirectly allude to this truth by pointing to the impermanence of pleasant and 
unpleasant events. However, in the absence of directly contemplating on the first 
Noble Truth, participants are likely to stay stuck in their desire for specific states 
that feel pleasant. Within organizations too, participants may find temporary release, 
which comes with the physiological outcomes of bringing attention to the body and 
breath. But in the absence of cultivating skillful behaviors and right understanding, 
participants may not be able to reap the transformative benefits of mindfulness and 
instead never move beyond seeing mindfulness as another form of relaxation. To 
encourage the path of transformation, the inclusion of ethical and wisdom consider-
ations in designing and teaching mindfulness programs is important and I discuss 
this below.

 Mindful Inquiry of Circles of Influence

 A Pragmatic Framework for Corporate Mindfulness

This section utilizes mindful inquiry to address the challenges of teaching corporate 
mindfulness. Inquiry is a contemplative approach to questioning that is utilized in 
secular mindfulness programs (Crane, 2009; McCown, Riebel, and Micozzi, 2010). 
The lens of mindful inquiry is expanded to include not only mindful awareness but 
also wisdom and ethical considerations. Mindfulness instructors can utilize this 
expanded framework as a pragmatic approach to navigate corporate mindfulness, 
without compromising the integrity and efficacy of their programs.

More specifically, mindfulness instructors can systematically direct mindful 
inquiry to three broad spheres over which they have influence—their personal 
development, interactions with different groups of people, and processes involved 
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in bringing mindfulness into corporations. The three P’s—personal development, 
people, and processes—can collectively be called circles of influence. As noted 
earlier, corporate mindfulness has been criticized for its myopic application of 
mindfulness. Mindful inquiry of “circles of influence” offers a systematic approach 
for not only instructors, but also organizations and participants, to examine the rip-
ple effects of integrating mindfulness in different domains of activity.

Figure 14.2 depicts the circles of influence for instructors with respect to their 
personal development, people they interact with, and processes they are involved in 
to bring mindfulness to organizations. Actions within each of the circles of influ-
ence are examined using the process of mindful inquiry. Table 14.1 provides sug-
gestions for applying the lens of mindful inquiry to the circles of influence. Even 
though the following discussion is primarily exploring solutions from the perspec-
tive of mindfulness instructors, organizations can also be invited to examine their 
circles of influence using mindful inquiry, which is briefly discussed under program 
design and delivery.

Personal Development The first circle of influence over which mindfulness 
instructors have control is their own personal development. The responsibility to 
ensure the “integrity, quality, and standards of practice” of a mindfulness program 
lies with the mindfulness instructor (Kabat-Zinn, 2011). This responsibility comes 
not as a burden but is an intention that mindfulness instructors are willing to commit 
to because of their love for this work and the transformation they have experienced 
through continued practice. The invitation to mindfulness instructors is to continue 

Personal Development

1. Silence Retreats

2. Buddhist Teachers & Texts

3. Professional Development

4. Research

People
1. Other Instructors

2. Cross-Disciplinary Professionals

3. Clients

+Teams
+Individuals

+Leaders

Processes
1. Client meetings

2. Program Design & Delivery
+Individuals
+Teams
+Leaders

3. Research

4. Marketing & Education
ETHICS

MINDFULNESS

WISDOM

Fig. 14.2 Mindful inquiry of circles of influence for mindfulness instructors
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to integrate mindfulness practices in daily life so that there is no separation between 
one’s practice and one’s life (Kabat-Zinn, 2011). However, this integration does not 
happen automatically and is dependent upon the continued efforts of instructors to 
deepen their practice and personal development.

All reputable training centers in secular mindfulness such as the Center for 
Mindfulness in Medicine, Health Care, and Society; and the Search Inside Yourself 
Leadership Institute have a rigorous application process that requires all partici-
pants to have a regular mindfulness practice in conjunction with extended silent 
retreats to deepen their practice. As any mindfulness instructor would know from 
personal experience, these requirements do not end with completing the profes-
sional development training, but are an ongoing commitment. In the absence of 
regular silent retreats and daily practice, it is easy for the mind to revert to habitual 
patterns that seek comfort and avoid discomfort. The silent retreats are intended to 
help to weaken causes of suffering rooted in desire, aversion, and greed so instruc-
tors can embody more fully what they aspire to teach in their programs.

Mindful inquiry as it pertains to right actions involves an examination of skillful 
and unskillful actions. This inquiry includes investigating ways in which we are 
complacent about the choices we make (Goldstein, 2016). Mindfulness instructors 
cannot become complacent about their practice and understanding of Buddhist psy-
chology. As important as internal awareness is for the mindfulness instructor, they 
need to stay in touch with external awareness such as latest mindfulness research in 
neuroscience, psychology, and other professional domains. Even as secular instruc-
tors it is advisable, if not indispensable, to have a strong grounding in original 
Buddhist teachings on mindfulness (Kabat-Zinn, 2011). For example, Joseph 
Goldstein’s Mindfulness: A Practical Guide To Awakening (2013) clearly explains 
the Satipatthana Sutta, the Buddha’s discourse on the four foundations of mindful-
ness. This is the foundational sutta not only for MBSR, but also for many other 
MBI’s. It is one of the many sources accessible to secular teachers who do not have 
extensive training in Buddhist teachings. It is equally important for mindfulness 
instructors to stay in touch with the latest research related to mindfulness in peer- 
reviewed journals so they develop a language and understanding to speak with orga-
nizational clients in ways that are relevant to them. This work of continued personal 
development across different domains involving mindfulness can be hard, if not 
impossible, in the absence of a community of people that can give and get support, 
which is explored next.

 People

Colleagues The next circle of influence within which mindfulness instructors have 
impact is people including other mindfulness instructors, cross-disciplinary profes-
sionals, and organizational clients. In working with corporate clients, mindfulness 
instructors can face challenges involving ethics and/or efficacy. Since it is unrealis-
tic for instructors to have a depth of understanding and experience in the broad 
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range of knowledge that includes Buddhist psychology, secular mindfulness, and 
the diverse professional domains within which they are teaching, it is advisable for 
instructors to interact with other professionals with diverse experiences and back-
grounds in formal and informal ways.

In light of some of the nuances and ethical issues involved in teaching mindful-
ness in corporate environments, it would be beneficial for secular mindfulness 
instructors to have dialogue with Buddhist teachers as well as researchers studying 
mindfulness in contexts relevant to corporations. There is no one program or 
approach that is best for all clients. We need more opportunities for open dialogue 
between Buddhist scholars and corporate mindfulness instructors in order to chal-
lenge and clarify the mindfulness concepts and applications in secular contexts 
(Monteiro et al., 2015). With mindful inquiry, Buddhist scholars can gain a better 
understanding of organizational contexts and challenges and corporate instructors 
can deepen their understanding of the dharma. These interactions can take many 
forms. Some of the interactions can be informal like those between cohort members 
of professional mindfulness training or mindfulness instructors coming together in 
a geographic region to discuss the ethical considerations coming up for them. Other 
interactions can be given a more formal structure. For example, conferences can be 
organized around issues related to ethics in corporate mindfulness such as the 
Academy for Contemplative and Ethical Leadership organized by the Mind and 
Life Institute in 2015.

Another way to formalize these interactions is by collaborating with domain 
experts on specific projects or with the experts within the clients’ organization. For 
example, I have a marketing background and do not need as much external help in 
creating mindfulness programs for sales and marketing professionals. However, 
when the corporate program involves team assessments and organizational change, 
I collaborate with mindfulness practitioners who have expertise in these areas. A 
notable example of such a collaboration is between The Dalai Lama, a Buddhist 
teacher and spiritual leader, and Laurens van den Muyzenberg, a management con-
sultant. Their book, The Leader’s Way, The Art of Making the Right Decisions in 
Our Careers, Our Companies, and the World at Large (Lama & Muyzenberg, 2009), 
integrates Buddhist teachings on mindfulness, wisdom, and ethics in dealing with 
leadership dilemmas. The authors skillfully apply Buddhist principles of right view 
and right action in combination with three aspects of reality—impermanence, inter-
dependence, and dependent origination—to decision-making. The Buddha’s teach-
ings provide a framework to find happiness by eliminating the root causes of 
suffering. And because businesses cannot survive without happy employees, cus-
tomers, and shareholders, the insight and practices provided by Buddha can be 
applied in corporate contexts to ease suffering, albeit using language and examples 
relevant to businesses. This book exemplifies how Buddhist ethics and practices can 
provide a pragmatic framework for decision makers to help them see the conse-
quences of their decisions on all stakeholders so they can take skillful actions to 
ensure the well-being of all who are impacted by the decisions. It also builds cred-
ibility for incorporating an ethical and holistic approach promoted in Buddhist 
teachings of mindfulness by pointing out that the Buddhist concepts of  impermanence 
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and interdependence are also the basis for systems thinking in the West. Here we see 
a helpful coming together of Buddhist teachings with management theory made 
possible by collaboration between people with diverse backgrounds.

I also want to highlight the need for corporate mindfulness instructors to collabo-
rate with researchers to explore the benefits of the different aspects of mindfulness 
for different corporate audiences and contexts. Much of the existing research is 
based on the MBSR program that involves meditations of 40 min. Corporate audi-
ences are typically taught much shorter meditations, often because of the limited 
time available to them. It would be helpful to see the efficacy of the shorter medita-
tions, with and without apps, using rigorous research methods. Being a highly expe-
riential program with many benefits accruing in the long run, we may need to design 
longitudinal studies involving mixed methods—qualitative and quantitative.

Clients Another essential group of people within mindfulness instructors’ circles 
of influence is clients. Mindfulness instructors have a direct impact on clients not 
only through the delivery of programs but also through other interactions with them. 
It is expected that mindfulness instructors embody the work they are teaching their 
clients. However, it is very easy in the absence of continual reminding, to be swayed 
by judgments of the client, aspirations of impressing the client, and other distrac-
tions. Bringing wise attention to unwholesome thoughts and habitual tendencies can 
support instructors in being fully present with an open mind and heart. It can be very 
useful before every client interaction to take a few minutes to notice what is arising. 
This creates the space to realign one’s intention to alleviate suffering in the people 
one interacts with.

Being established in the practices of wisdom, ethical conduct, and concentration 
trains corporate instructors to show up with confidence and humility, with compas-
sion and a non-wavering mind, with knowledge and the ability to let go of what is 
known in favor of what is most alive and necessary to address in the present moment. 
This is not meant to create an ideal that creates striving. There will be times when 
things do not go as expected when we are most likely to resort to our habitual ways 
of dealing with discomfort. However, the more we ground ourselves in the practices 
of wisdom, ethical conduct, and mindfulness in our daily lives, the easier it will be 
for us to recognize and accept our default behaviors so we may choose the more 
skillful options. Challenging situations are perfect opportunities for instructors to 
demonstrate what it means to act with integrity, authenticity, and transparency in 
difficulty. It is here that corporate participants can be exposed to alternative models 
of working that are based on a calm and collected mind that provides clarity, cour-
age, and compassion to take right action that supports the well-being of all involved.

The other aspect of interactions with clients that is relevant to our discussion is 
meeting clients where they are. As pointed out earlier, the question of working with 
clients with an unethical reputation deserves a non-judgmental assessment that will 
differ from case to case. However, it is essential for instructors to remain open, curi-
ous, and equanimous in their discussions with clients so we avoid falling on either 
extremes of the spectrum, from refusing to work without any consideration to agree-
ing to work for the wrong reasons and wrong here would include situations where 
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the mindfulness program is knowingly being used in deceitful ways to pacify 
employees as described by Purser and Milillo (2015). The other consideration in 
working with clients with different backgrounds and responsibilities is to be sensi-
tive to their needs and use language and practices that honor their unique challenges 
and concerns. It is said that the Buddha used 84,000 methods that were tailored for 
people with different capacities and aptitudes (Marx, 2015).

Processes This category includes mindful inquiry of the wide spectrum of activi-
ties that instructors engage in. Processes include work-related activities such as 
client-specific work, which includes meetings, designing and delivery of programs, 
and post-program actions to support the ongoing work of cultivating mindfulness in 
organizations as well as the ongoing work of research, marketing, and education. 
Suggestions are offered within each category to address some of the concerns raised 
within the paradoxes discussed above with respect to addressing root causes of 
stress and the ethical aspects of mindfulness.

Client Meetings This is the most critical step upon which rests the program design 
and delivery. Most clients have some preliminary ideas of what they want based on 
what they have experienced personally or read about. Listening to clients and asking 
questions to learn about the participants is important so that programming solutions 
are offered that address the systemic issues perpetuating the challenges. For exam-
ple, a private preschool whose CEO had attended a popular mindfulness program 
that I am trained in wanted me to offer that program to its teachers at their annual 
retreat attended by 500 teachers. Upon exploring the demographics and challenges 
of the teachers with the management, it was clear that the program they wanted 
would not be most appropriate because of its emphasis on neuroscience and busi-
ness applications. That focus would not be relevant to a group of teachers with 
varied educational backgrounds and facing challenges that were very specific to 
being teachers. Rooted in the foundations of mindfulness, corporate mindfulness 
instructors can listen with a calm and collected mind to offer mindfulness-based 
solutions that are best for the participants rather than a program that maximizes 
returns for the management or is being preferred by the client for the wrong 
reasons.

Given an opportunity, mindfulness instructors can share research to educate cli-
ents about the benefits of skillful and compassionate actions that consider all stake-
holders. For example, the longitudinal study by Sisodia, Sheth, and Wolfe (2014) 
reveals that conscious businesses (who have a purpose beyond maximizing profit-
ability and look to maximize well-being of all stakeholders and not just sharehold-
ers) featured in their research outperformed the S&P 500 by 14 times and Good to 
Great Companies by 6 times over a period of 15 years. Other market trends such as 
the shift in more than 50% of U.S. population from mindless to mindful consump-
tion (Rider, 2016) are also opportunities for companies to incorporate a more 
responsible mindset that can be promoted in mindfulness programs. Tying latest 
research outcomes and market trends to Buddhist teachings of interdependence, 
cause and effect, and impermanence can help business leaders see how their actions 
impact their stakeholders with whom they coexist in their communities.
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Design and Delivery of Programs Based on information received from the clients, 
the mindfulness instructor can make proposals for the right program to meet the 
particular audience characteristics and needs. As discussed earlier, primary inter-
ventions focusing on organizational change should be considered only if the organi-
zation has already tried secondary or employee-level interventions that have failed. 
In the case of organizational change, mindfulness instructors would be expected to 
have cross-disciplinary expertise to help design the change process and its imple-
mentation in collaboration with management. Examples of frameworks involving 
mindfulness in organizational change are Reinventing Organizations by manage-
ment consultant, Laloux (2014) and Theory U by Otto Scharmer (2009) who is a 
Senior Lecturer at MIT and co-founder of the Presencing Institute. Adaptive leader-
ship (Heifetz, Linsky, & Grashow, 2009) is another management theory that has a 
natural fit with mindfulness. Mindfulness can help leaders meet adaptive challenges 
by letting go of habitual patterns and engaging with uncertainty in new and sophis-
ticated ways (Hunter and Chaskalson, 2013).

Similarly, mindfulness can provide a foundation to explore other disciplines in 
business like marketing (Bahl et al. 2016), finance, and operations. Bahl et al. (2016) 
explored the transformative potential of mindfulness on consumers, environment, 
and society within the marketing discipline. At the practical level, mindfulness 
instructors can collaborate to work with different functional teams in organizations. 
Team-level programs can be designed not only to improve the team performance but 
their collective wisdom and awareness of consequences on their circles of influence.

In designing employee-level interventions, due consideration should be given to 
unique causes of stress across different professions and organizations. For example, 
the main stressors for preschool teachers, financial advisers, and leaders are differ-
ent. In the full-day retreat for preschool teachers, mindfulness-based practices and 
strategies for self-care and self-management were included to deal with teachers’ 
physical and emotional burnout. The main cause of stress for financial advisers was 
the high rates of failure, common in that industry, which required emotional and 
cognitive resilience training. For the group of leaders that I worked with, managing 
uncertainty and constant change was the main source of stress for which the adap-
tive leadership framework (Heifetz et al., 2009) was useful.

As previously noted in the discussion on SMIs, cognitive trainings were found to 
be more impactful than relaxation trainings (Richardson and Rothstein, 2008). 
While we teach participants mindfulness-based practices for cultivating inner calm, 
for most participants it will also be helpful to provide cognitive training to shift their 
perception of stressors and work with stress in skillful ways. For example, Kobasa 
et al. (1982) highlight three dispositions essential to stress hardiness—commitment, 
control, and challenge. Each of these dispositions can be carefully nurtured with 
mindfulness. Employees can learn to shift their perspective to transform feelings of 
alienation into commitment, helplessness into hope that comes with control over 
what we can change, and threat into a challenge that pushes us to utilize our ingenu-
ity and resources to figure out a solution. Similarly, many corporate programs utilize 
resilience frameworks offered by Seligman (2006) that can help people train in 
cognitive resilience.
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The issue of myopic application of mindfulness can be addressed in program 
design and delivery by including exercises inviting participants to create their circles 
of influence and explore how the mindfulness skills learned can be applied in inter-
actions with each group within their circles of influence. This exercise can be done 
individually and in groups. I have found that giving people time to work in groups 
to explore ways they are going to integrate mindfulness into their work and beyond 
to be a very useful and fun activity for them. Depending upon whether the instructor 
is working at the level of individuals, teams, or leadership, their circles of influence 
will look different and the impact they have on each is also different. For example, 
the focus for individual employees may be integrating mindfulness in their own lives 
and how they might be able to incorporate this work in their interactions with other 
people they work with as well as people outside the organization that they have con-
tact with like suppliers and customers. In working with teams, there are more oppor-
tunities to formalize how mindfulness can be incorporated in teamwork and 
collectively how they can make their interactions with suppliers and clients more 
mindful. They can spend time creating a common vocabulary, processes, and spaces 
to support the deepening and integration of mindfulness skills they found useful to 
deal with their frequent and critical challenges of working as a team. It is important 
to highlight that individual emotional intelligence does not automatically translate 
into team emotional intelligence (Druskat & Wolff, 2001). Leaders’ circles of influ-
ence extend to include other stakeholders like their community and environment. 
Leaders can benefit most from learning Buddhist concepts in the mindfulness of 
dhammas that speak to interdependence, impermanence, and causality to help 
broaden their lens used in strategic thinking and decision-making to consider all 
stakeholders and not just shareholders. Using existing research, market trends, and 
management frameworks there are ways to integrate mindfulness of dhammas into 
strategic planning and implementation in a pragmatic way. This of course depends 
on the teachers’ personal development and grounding in the foundations of mindful-
ness as well as familiarity with management theory and frameworks. Such a meeting 
of Dharma and management creates many opportunities for collaborations like the 
one we saw manifest in the book, The Leader’s Way (Lama & Muyzenberg, 2009).

The ethical and wisdom dimensions of mindfulness are essential not only for 
pragmatic reasons highlighted above but also to maximize the efficacy of mindful-
ness programs. For example, consider a mindfulness instructor who is hired by a 
manufacturing company to develop focus in its employees to minimize accidents 
caused by lack of concentration. The employees can be taught basic mindfulness 
practices such as “Awareness of Breath” and the “Body Scan.” However, if the root 
causes of distraction are not addressed, simply teaching the meditations can be a hit 
or miss approach. In addition to the practices, if employees are invited to explore 
their challenges to stabilizing their minds, then solutions can be offered to deal with 
the root causes of distractions. A useful framework here could be contemplation of 
the five hindrances to mindfulness—desire, aversion, sloth and torpor, restlessness 
or worry, and doubt. By helping the employees learn to pay wise attention to the 
underlying energy and factors keeping them distracted, they can learn to skillfully 
address those challenges. If sloth and torpor is the main challenge to staying focused, 
then paying attention to their diet, sleep, physical activity, and working environ-
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ments can offer solutions. If people are being laid off, which is causing worry and 
restlessness in employees, then the employees and management may have to work 
individually and collectively to address employees’ anxiety that is leaving them 
distracted. Similar explorations of other hindrances can provide appropriate solu-
tions that meditation alone cannot provide.

To address the pitfalls of focusing on attitudes that promote non-judgment, 
acceptance, and self-compassion, instructors can present other mindfulness atti-
tudes to balance self-serving outcomes and complacency. For example, self- 
compassion can be balanced with curiosity for what are wholesome and unwholesome 
mind states. Further, inviting participants to contemplate on their circles of influ-
ence can encourage them to make skillful choices that ease suffering for themselves 
and others affected by their decisions. If there is insufficient time given to mindful-
ness instructors to provide a deeper contemplation of the wisdom and ethical fac-
tors, at least they can give resources to the participants so they know there is more 
they can do to deepen their mindfulness practice and what are some ways they can 
continue to learn and grow.

Post-Program Actions It is essential for mindfulness teachers to make a note of the 
observations made during the mindfulness workshops. It is usual in such trainings 
for organizational processes that are working and those that are dysfunctional to 
come up in participants’ discussions. To the extent participants’ confidentiality is 
maintained, a summary of the observations and insights can be shared with manage-
ment so they can adjust practices and processes to meet the changing needs of their 
employees and other stakeholders.

To reap the benefits of the mindfulness training, it is essential that management 
support the participants in continuing with the mindfulness practices on an ongoing 
basis. They can do this in several ways. It is helpful to provide a physical space and 
facilitators who can lead the practices on a regular basis. Online communities, such 
as gPause at Google, are effective ways for employees to share mindfulness 
resources such as apps, articles, and discussion forums. It is also helpful to integrate 
the practices and strategies that participants found useful in the mindfulness training 
into their daily functioning. A common way participants integrate mindfulness is 
starting their meetings with a couple of minutes of mindfulness meditation. Richard 
Fernandez, co-founder of Wisdom Labs and former Google executive at the leading 
edge of bringing mindfulness in organizations, shared his experience working with 
Fortune 500 manufacturing, retail, and pharmaceutical companies (Fernandez, 
2017, personal communication). In working with the leadership in one such com-
pany to cultivate compassion by seeing similarities, mindful listening became the 
operating style, which focuses on understanding rather than problem solving. He 
also confirmed the importance of finding “ambassadors” within the company to take 
the lead for organizing regular on-site meditations.

Mindfulness Marketing, Education, and Research Another way that mindfulness 
instructors impact the world is through marketing of their mindfulness programs. 
Mindful inquiry, using the lenses of wisdom, ethics, and mindfulness, provides a 
good framework to assess the intentions, actions, and consequences of our market-
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ing efforts. Looking at the marketing plans through the lens of wisdom can remind 
instructors to contemplate on their intentions and consequences on different popula-
tions who may be exposed to their marketing messages.

Much of corporate mindfulness, including programs, books, and apps, is focus-
ing on improving productivity, happiness, and other positive states of mind. While 
this can be considered a skillful means to engage corporate audiences and may have 
opened many doors for mindfulness in corporations, are we considering the unin-
tended consequences of marketing mindfulness as a productivity and happiness- 
enhancing tool? Thich Nhat Hanh notes that “the art of happiness is also the art of 
suffering well” (Hanh, 2014). If we are only speaking about mindfulness in associa-
tion with positive outcomes without speaking about the inherent unsatisfactoriness 
in all conditioned phenomena, we may be perpetuating the causes of suffering—
desire, aversions, and delusions. People attending these programs may be provided 
with opportunities to contemplate on what is wholesome and unwholesome. 
However, for people who are not attending programs, the blogs and media coverage 
of mindfulness as a way to increase happiness and productivity may strengthen the 
root causes of suffering that right mindfulness is seeking to weaken.

Contemplating on right action and speech can further help to examine the integ-
rity of the words, language, and research used in marketing. In our enthusiasm for 
mindfulness, it is easy to want to overpromise or offer mindfulness as a panacea for 
all problems that a client has. Mindfulness of our body, mind, and feelings can pro-
vide an inner compass to assess if our marketing actions feel appropriate and whole-
some. The body never lies. If we are planning to do or say anything that is not 
skillful, checking in with the body can bring awareness to that, even if the mind 
thinks it is a good idea.

Marketing channels like blogs and videos can be utilized as a way to educate 
people about the deeper meaning of mindfulness when practiced with wisdom and 
ethical considerations. It would be interesting to do a content analysis of all the 
online blog posts and media content for mindfulness. My guess is that much of the 
focus is on benefits of mindfulness to be better at something and achieve success 
and positive states of mind with little reference to the transformative potential of 
mindfulness to liberate all beings from suffering. Especially, in the context of busi-
ness, there is a big opportunity for mindfulness instructors to blog about the ways in 
which mindfulness can support leaders and other professionals see the intercon-
nected nature of reality and provide frameworks using mindfulness, wisdom, and 
ethics to support organizational strategy and functions.

 Conclusion

This chapter was designed to draw attention to some of the common criticisms and 
challenges pertaining to teaching mindfulness in corporations. Exploration of these 
issues using the lenses of Buddhist teachings, psychology, and management research 
and practices uncovers many opportunities to expand the scope of impact that 
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mindfulness can have on business and make this world a better place for all beings. 
We’ve come a long way from the time I tried to introduce some of these ideas as a 
marketing professor and was called a “new-age hippie.” Emerging research in neu-
roscience, psychology, and other disciplines has established that mindfulness prac-
tices offer tangible benefits in different domains of human well-being. The focus of 
many corporate programs has been on improving skills including focus, stress- 
management, and emotional intelligence, and corporate mindfulness programs have 
skillfully combined research findings with mindfulness teachings to create a set of 
practices, strategies, and skills that can develop different workplace competencies.

The courage, ingenuity, and resilience of the instructors introducing mindfulness 
in secular domains such as business are noteworthy. Mindfulness instructors may 
have stepped into this new domain with necessary caution and are now at a place to 
take a new direction with more resolve. They can work in cross-disciplinary teams 
to expand the scope of mindfulness benefits into corporate strategy and processes. 
The impact of their commitment can be deeper if we include the wisdom and ethical 
dimensions of mindfulness. With the experience and knowledge that we now have, 
is it possible for mindfulness instructors and practitioners to imagine bigger and 
bolder applications of mindfulness that fulfill its transformative potential to allevi-
ate suffering in all beings. Can mindfulness provide a foundation for new manage-
ment thought and leadership? How can it contribute to creating a corporate paradigm 
that maximizes not only shareholder but also all stakeholders’ value?

Martin Luther King Jr. said, “We are caught in an inescapable network of mutu-
ality, tied in a single garment of destiny. Whatever affects one directly, affects all 
indirectly” (King, 2000, p.  65). This interconnectedness and interdependence in 
human beings is also alluded to in mindfulness teachings. It is not a moral or reli-
gious fact, but people’s experience, which is reflected in emerging trends. Some of 
these trends noted earlier include people having broader expectations from busi-
ness, consumers’ movements toward mindful consumption, environmental aware-
ness, and new technologies making this world more connected. The shifting trends 
are making it impossible to ignore the consequences that businesses have locally 
and globally. As we navigate our circles of influence, let us continue to ask our-
selves how we can effectively guide and push the boundaries of what is possible: 
What role can mindfulness play to support businesses in seeing the interconnected 
reality of all beings and finding creative solutions to enhance the quality of life of 
all beings?
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Chapter 15
Mindfulness and Minefields: Walking 
the Challenging Path of Awareness  
for Soldiers and Veterans

Sean Bruyea

 Introduction

Following a relatively recent and rapid expansion, mindfulness practices have been 
embraced not only by medicine but also by business, management studies, schools, 
and the legal profession (Poirier, 2016; Purser & Loy, 2013). Mindfulness has also 
been employed in the military and veteran context to treat posttraumatic stress dis-
order (PTSD) (Reber et al., 2013; Rees, 2011) as well as to build soldiers’ resilience 
(Jha et  al., 2015; Jha, Morrison, Parker, & Stanley, 2017; Stanley, Schaldach, 
Kiyonaga, & Jha, 2011). (Unless otherwise indicated, the use of “soldier” in this 
text refers to all members who wear a military uniform, regardless of service, envi-
ronment or element-army, navy, and air force personnel as well as marines. Soldier 
for the purposes of this paper is a term of convenience and respect with no offense 
intended.). Such resilience-building measures are not only intended to “immunize 
against stress” but mindfulness has been “operationalized” to “optimize” soldier 
performance (Stanley & Jha, 2009).

The application of mindfulness in the military context has raised ethical ques-
tions and concerns (Monteiro, Musten, & Compson, 2015; Purser, 2015; Purser & 
Loy, 2013; Senauke, 2016). This debate reflects some fundamental differences 
between military and mindfulness worlds that have applicability to not only employ-
ing mindfulness in the military context but also within the veteran population and 
stimulates a subsequent “curiosity” inherent to mindfulness (Bishop et al., 2004, 
p. 232). What are the differences between mindfulness and military practices and 
ethics? Are these differences relevant to teaching and/or practicing mindfulness? Is 
there some common ground between these two worlds? Are there dark conse-
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quences or illuminating hope in introducing mindfulness to military personnel and 
veterans?

In making a modest attempt to answer some of these questions, we require some 
basis upon which to compare and contrast military and mindfulness approaches. 
Since the ethical debate sparked concerns about employing mindfulness in the mili-
tary, looking at the two ethical worlds will be the first step. Since ethics do not 
always reflect practices, the second step considers a practical or “operational” 
(Kabat-Zinn, 2011) understanding of the way things are done in the two environ-
ments. Finally, salient aspects of military and mindfulness ethics and practices will 
be studied for commonalities and differences, with a hope that there is a place for 
the two worlds to meet on common, enlightened grounds. The intention of separat-
ing the two worlds until the final section is that readers can appreciate the unique 
and rich nature of both cultures separately, with the hope that much of the compari-
son and contrasts will become self-evident. Teachers of mindfulness provide the 
greatest value to practitioners when they understand both themselves and the prac-
titioner. This is central to a teacher’s “authenticity, or ultimate relevance” (Kabat-
Zinn, 2003, p.  150) and provides the foundations of a “well-trained and highly 
experienced and empathic teacher” (Kabat-Zinn, 2011, p. 292). Otherwise, teachers 
and practitioners will be unaware of (and unprepared for) the minefields both may 
encounter when walking the path from military experience to mindfulness.

This discussion is both a theoretical and a practical study of the manner in which 
mindfulness and military worlds may collide or cooperate. This analytic process 
also includes some helpful insight into military practices and cultures, and as such, 
this discussion has relevance for teachers, practitioners, and researchers both within 
the mindfulness world but also for military leaders as well as for practitioners 
employing other therapies treating or hoping to treat military and veteran 
populations.

 Teaching Mindfulness to the Military: Awakening Teachers 
and Practitioners

This chapter traces a winding path through the two worlds: mindfulness first, fol-
lowed by the military. Both worlds are complex, multivalent, grounded in rich tradi-
tions, and embroiled in somewhat fierce ethical debates. Any written study of these 
worlds must fall short. One cannot practice mindfulness nor can one truly compre-
hend the awesome demands of military duty or the monstrosity of war merely 
through reading. However, reading is a good first step to becoming aware of what 
these two cultures share and how they are often diametrically opposed.

Culture can act as a barrier to “cross-cultural counseling” (Sue, 1981). Since 
counseling and psychotherapy “can be viewed as a process of interpersonal interac-
tion and communication,” effective counseling requires that the counselor and the 
client “must be able to appropriately and accurately send and receive both verbal 
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and nonverbal messages” (Sue, 1981, p. 27, original italics). Breakdowns in com-
munication are frequent between members of the same culture and the greater the 
differences between the two cultures, the greater the opportunity for breakdowns in 
communication. As such, “different cultural and subcultural groups require differ-
ent approaches” (Sue, 1981, p. 99).

The discussion herein demonstrates the potentially harmful mistake practitioners 
would make if they were to assume that the military culture is not at least as com-
prehensive and influential upon soldiers as the impact ethnic cultures have upon 
members of their respective groups. Furthermore, we must consider the enduring 
effect military culture has upon soldiers even when they leave the military and 
become veterans. This impact expanded upon in this chapter reveals that military 
service itself, and not only trauma resulting from that service, can create immense 
obstacles to rejoining not just civilian life but reconnecting with themselves. 
“Mindfulness is about relationality” Jon Kabat-Zinn (2013) writes, emphasizing 
that “[m]eaning and relationship are strands of connectedness and interconnected-
ness” and this connectedness “may be what is most fundamental about the relation-
ship of what we call mind to physical and emotional health” (p. 271, original italics). 
Military culture profoundly disconnects individuals from themselves and civilian 
society. Bringing connectedness and interconnectedness to soldiers and veterans 
can therefore pose multiple challenges. As such, teaching mindfulness to this cultur-
ally unique population requires much consideration, to which this chapter 
contributes.

When conducting mindfulness, “if it is to be effective in treating clinical prob-
lems, [it] is best conducted by [teachers] who have adequately formulated views of 
the disorders that they seek to treat and of the ways that mindfulness training can be 
helpful to clients with those disorders” (Teasdale, Segal, & Williams, 2003, p. 157). 
Military service, as well as its potent and enduring cultural influences, limits a vet-
eran’s ability to reintegrate into and connect (or reconnect) with civilian life in ways 
characteristic of clinical disorders (Bruyea, 2016; Segsworth, 1920; Smith & True, 
2014; Waller, 1944). As such, from a clinical as well as a cultural perspective, mind-
fulness teachers would be most helpful to military and veteran clients if they were 
to have adequately formulated views as to the profound impact military service and 
culture have upon individuals who serve in uniform. Kabat-Zinn (2011) tells us 
teachers should have a “direct authentic full-spectrum first-person experience” 
(p. 292) of mindfulness. However, understanding oneself is not enough. Kabat-Zinn 
(2003) asks how can teachers

…ask someone else to look deeply into his or her own mind and body and the nature of who 
he or she is in a systematic and disciplined way if one is unwilling (or too busy or not inter-
ested enough) to engage in this great and challenging adventure oneself, at least to the 
degree that one is asking it of one’s patients or clients? (p. 150)

Asking soldiers and veterans to look deeply into his or her own mind and body and 
the nature of who he or she is requires not only an awareness of oneself on the path 
of mindfulness, but also an awareness of the military experience and how it impacts 
these individuals wishing to walk a similar path. This is my rationale for presenting 
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the two worlds separately and then meeting at the end to discuss the nature of com-
patibility and/or conflict between the two worlds.

 Mindfulness: Definition, Practice, and Ethics

Mindfulness is not practiced with universal consistency, has not been defined con-
sistently, nor does it have a universally applicable and articulated ethical code. 
Bishop et al. (2004) observe “[t]here have been no systematic efforts to establish the 
defining criteria of [mindfulness’] various components” (p. 231), while “mindful-
ness…enjoys a multiplicity of definitions” (Monteiro et  al., 2015, p.  4). These 
inconsistencies should not limit our attempts to capture as much commonality 
between definitions, ethics, and practices of mindfulness where possible.

Defining Mindfulness John Kabat-Zinn (2005), the founder of the modern Western 
mindfulness movement, defines mindfulness as “the awareness that arises from pay-
ing attention, on purpose, in the present moment, and non-judgementally” ( p. 180). 
This definition includes three essential and widely (but not universally) accepted, 
elements or “axioms” of contemporary mindfulness practice: “ʽOn purpose’ or 
intention, ‘Paying attention’ or attention, [and] ‘in a particular way’ or attitude”, 
i.e., “non-judgmentally”. These three axioms are “interwoven aspects of a single 
cyclic process and occur simultaneously” in a “moment-to-moment process” 
(Shapiro, Carlson, Astin, & Freedman, 2006, p. 375).

The above definition as well as other commonly cited ones (Bishop et al., 2004; 
Grossman, 2015) allow wide interpretations by practitioner, teacher, and researcher. 
The result: contemporary mindfulness practices can be as elaborate and rich with 
moral implication or they can be “denatured” (Grossman, 2015, p. 17) to the bare 
essence of a robotic meditation or become synonymous with merely paying atten-
tion (Grossman, 2015; Monteiro et  al., 2015; Purser & Loy, 2013; Van Gordon, 
Shonin, Griffiths, & Singh, 2015). Nevertheless, Kabat-Zinn’s (2005) definition 
remains one of the more prevalent and widely accepted definitions of mindfulness 
(Shapiro et al., 2006). Hence, it will serve as the definition to be used throughout 
this chapter when looking at the compatibility of mindfulness and military worlds.

Practice of Mindfulness Since contemporary mindfulness concepts were first 
introduced by Jon Kabat-Zinn 30 years ago, a dizzying diversity of practices has 
emerged (Purser & Loy, 2013; Tisdale, 2016). In a conventional healthcare context, 
which has produced most of the research on the efficacy of mindfulness, there is 
likewise a plethora of mindfulness approaches. They include two of the “most 
commonly known and established modalities” (Monteiro et  al., 2015, p.  4): 
mindfulness- based stress reduction (MBSR), “the root program from which most 
mindfulness-based interventions (MBIs) are derived” (Monteiro et al., 2015, p. 2) 
and mindfulness-based cognitive therapy (MBCT) (Baer, 2003; Coronado-
Montoya et al., 2016).
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Typically, the clinical MBIs consist of a group setting with eight or more indi-
viduals who meet on a weekly basis for 8–12 weeks (Baer, 2015; Monteiro et al., 
2015). Mindful or purposeful meditation, as opposed to “relaxation or mood man-
agement” techniques, is central to the practice as a form of “mental training” 
(Bishop et al., 2004, p. 229). Consistent with the definitions above, MBIs typically 
include an “attentional component” that helps develop the “ability to intentionally 
regulate attention” through practices to cultivate “deliberate and sustained observa-
tion of thoughts, feelings, physical sensations, and other stimuli as they occur in the 
present moment” (Coffey, Hartman, & Fredrickson, 2010, p. 236). These practices 
include “body scans,” “awareness of breath,” and “mindful movements” comple-
mented with regular “dialogues” between teacher and participant “that explore the 
experiential aspects of these practices” (Monteiro et al., 2015, p. 5). For MBIs, the 
intention is to reduce the “mental dispersal” while “cultivating the wisdom” to take 
responsibility for our “unfolding experience” (Monteiro et al., 2015, p. 4).

One component of this wisdom is to develop acceptance of the inner and outer 
world of each participant. As feelings arise and senses take note of the participant’s 
unfolding experience, participants are encouraged to maintain “an attitude of open-
ness and receptivity to these experiences, rather than judging, ignoring, or minimiz-
ing them, particularly when they are unpleasant” (Coffey et al., 2010, p. 236). Some 
of those goals could include: minimizing “rumination and brooding” wherein minds 
enter circular processes focusing upon feelings, senses, or thoughts that take the 
participant away from the present moment into a path that provokes feelings of 
anxiety or depression, and reducing “emotional avoidance,” wherein thoughts or 
feelings that are incongruous with our self-image, or are painful, are suppressed, 
effectively shutting off the awareness of the here and now (Gilbert & Choden, 2014, 
p. 135, original italics). Bishop et al. (2004) underscore that “mindfulness is not a 
practice in thought suppression; all thoughts or events are considered an object of 
observation, not a distraction” (p. 232).

Bhante Gunaratana (2015) describes 11 attitudes to guide successful mindful-
ness including don’t expect anything, don’t strain, don’t rush, don’t cling to any-
thing, and don’t reject anything, let go, accept everything that arises, be gentle with 
yourself, and investigate yourself (p.  34) while Thich Nhat Hanh (1976) offers 
insight:

…is relaxation then the only goal of [mindful] mediation? In fact the goal of meditation 
goes much deeper than that. While relaxation is the necessary point of departure, once one 
has realized relaxation, it is possible to realize a tranquil heart and clear mind….to take hold 
of our minds and calm our thoughts, we must also practice mindfulness of our feelings and 
perceptions. To take hold of your mind, you must practice mindfulness of the mind. You 
must know how to observe and recognize the presence of every feeling and thought which 
arises in you. (p. 37)

Monteiro et al. (2015) stress that for traditional mindfulness practices, “the cultiva-
tion of attention and concentration through meditative practices is viewed as neces-
sary but not sufficient for right mindfulness to develop.” What is necessary for right 
mindfulness is the cultivation of “discernment, wise action, or wisdom” (p. 3).
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Ethics in Mindfulness and Defining Terms Just as there are diverse and varied 
definitions and practices of MBIs, there are concomitantly just as many ethical 
approaches to conducting MBIs. This diversity continues to fuel a persistent ethical 
debate in the field of mindfulness (Baer, 2015; Grossman, 2015; Kabat-Zinn, 2011; 
Monteiro et al., 2015; Purser & Loy, 2013; Van Gordon et al., 2015).

However, such diversity in the world of MBIs is dwarfed by the immense world 
of philosophical ethics, which lies beyond the scope of this discussion. It is helpful, 
nonetheless, to provide a clear definition of ethics and morals upfront. Some ethical 
models are prescriptive as to one’s character, such as the field of positive psychol-
ogy (Baer, 2015). Paul Grossman (2015) in his commentary on ethics in mindful-
ness draws upon definitions originating in moral or philosophical theory to include 
the concepts of “rightness and wrongness of certain actions”, “goodness and bad-
ness of the motives and ends”, as well as “an internal and literally embodied set of 
attitudes and values” (pp. 17–18). Such definitions can be more problematic than 
helpful. How does one agree upon rightness, wrongness, good, or bad? Who defines 
what attitudes and values are the ones to have?

A simpler definition will be more helpful here. The word “moral” originates 
from the “Latin mores, which means custom or habit, and it is a translation of the 
Greek ethos, which means roughly the same thing,” which in turn is the origin of the 
term “ethics” (Hare, 2014, para. 2). Central to any code of ethics or morality is 
essentially a “set” of “do’s or don’ts” (Donagan, 1977, p. 54) for the “conduct of 
human life” (Rendtorff, 1986, p. 33). Since both morals and ethics dictate how we 
do things or should do things, ethics and morals are interchangeable. Both are more 
easily understood if defined as how we conduct ourselves or should conduct our-
selves. Hence, ethical codes provide the rules for accepted and desired conduct.

Mindfulness Ethics: A Practical Approach Considering this simpler definition, 
we can see that even the brief discussion of the practices outlined above include an 
inherent ethic as to how to conduct mindfulness. Most, if not all, participants and 
arguments in the debate on mindful ethics agree there must be an ethical code as to 
how to conduct mindfulness (Amaro, 2015; Baer, 2015; Greenberg & Mitra, 2015; 
Grossman, 2015; Kabat-Zinn, 2011; Lindahl, 2015; Magrid & Poirier, 2016; 
Monteiro et al., 2015; Poirier, 2016; Purser, 2015; Purser & Loy, 2013; Van Gordon 
et  al., 2015). Considering that we are talking about practical ethics, i.e., how to 
conduct mindfulness, and considering that Kabat-Zinn’s definition (2005) is the 
most widely accepted, an understanding as to the commonalities in how to conduct 
mindfulness can be advantageously developed through a deeper understanding of 
Kabat-Zinn’s (2005) “operational” definition of mindfulness: “the awareness that 
arises from paying attention, on purpose, in the present moment, and non- 
judgementally” (p. 180). This definition offers an ethics-in-practice guideline for 
how to conduct mindfulness, which we can use to compare general approaches to 
mindfulness with military ethics and practices. Let us look in greater detail at the 
five elements of his definition: paying attention, on purpose, in the present moment, 
non-judgmentally, and awareness.

S. Bruyea



379

Paying Attention Attention is the starting point for most, if not all, forms of mind-
fulness practice. However, paying attention to music, television, traffic, work meet-
ings, or other daily activities “do not necessarily characterize acts of mindfulness” 
(Grossman, 2015, p.  18). In mindfulness practice, paying attention is something 
much more and focusing attention is central to most, if not all, practices of “medita-
tive concentration” (Van Gordon et al., 2015). As Monteiro et al. (2015) as well as 
others emphasize, meditation is not mindfulness, although it is a foundational com-
ponent of mindfulness. The reduction of mindfulness into meditation has raised 
concerns that even some “popularized notions of mindfulness [have] become dena-
tured to an extent that the practice loses its innovative, radical meaning, and becomes 
just another word for attention” (Grossman, 2015, p. 17). Nevertheless, it is impor-
tant to note that even the most denatured program calling itself mindfulness requires 
paying attention.

However, to pay attention in most conceptions of mindfulness has two com-
monly accepted foci. First, mindfulness does not require that one merely pay atten-
tion to anything. One should pay attention to something stable, something 
non-stimulating, non-distracting, something that grounds and centers us in the pres-
ent moment. Gunaratana (2015) tells us, “Therefore we must give our mind an 
object that is readily available every present moment. One such object is our breath” 
(pp. 45–46). The second focus of the mind is to pay attention to what one’s senses 
perceive in the present moment.

In the Present Moment Once the mind is centered or anchored upon the breath, the 
second focus of attention comes into play. The centering on the breath puts “out the 
welcome mat for whatever arises” (Kabat-Zinn, 2011, p. 297) as it arises in that 
moment, resulting in an awareness of “the constantly changing nature of sensations, 
even highly unpleasant ones” (Kabat-Zinn, 2011, p. 298) or the “unfolding of expe-
rience moment by moment” (Kabat-Zinn, 2003, p.  145). By being aware of the 
spontaneously emerging moment by moment sensations, thoughts, and feelings, 
one should take “notice” (Bishop et al., 2004, p. 232), “see,” “observe,” “watch” 
(Gunaratana, 2015), or pay attention to them but not necessarily attend to them by 
ruminating or dwelling upon the emerging sensations, thoughts, and feelings. 
Instead, one returns one’s attention back to the breath. Paying attention to, or notic-
ing, the emergent moment by moment experience can be understood as the more 
practical aspect of awareness. Being in the present moment is a goal in itself wherein 
the “intention” is “to understand rather than to judge, in full acceptance of whatever 
may emerge.” The resulting “intelligence is the door to freedom and alert attention 
is the mother of intelligence” (Nisargadatta Maharaj as cited in Kabat-Zinn, 2011, 
p. 300).

Non-Judgmentally Shapiro et  al. (2006) contend that “[h]ow we attend is also 
essential” and, central to how we attend is the attitude one brings to mindfulness 
practice (p. 376, original italics). Some contemporary approaches to mindfulness 
have reduced non-judgment in the mindfulness context to a mechanical mental pro-
cess “so easily achieved” (Grossman, 2015, p. 18) as if the human mind can roboti-
cally shut off all judgment and feelings. Kabat-Zinn (2003) concurs that mindfulness 
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practice is never “mechanical” (148). He further explains that “[n]on-judgmental 
does not mean to imply…there is some ideal state in which judgments no longer 
arise” (Kabat-Zinn, 2011, p. 291). Opinions and judgments will naturally arise but 
“we do not have to judge or evaluate or react to any of what arises, other than per-
haps recognizing it in the moment of arising as pleasant, unpleasant, or neutral” 
(p. 292). Consequently, this non-judgmental approach then allows the practitioner 
“in any moment either to cling and self-identify or not” (p. 292).

Often used synonymously or in conjunction with non-judgmentally or without 
judgment is the concept of acceptance. The “acceptance-based” component of 
mindfulness, along with the attentional-based component are “common to most 
definitions of mindfulness” (Coffey et  al., 2010, p.  236). Acceptance for some 
approaches to mindfulness has been or could be interpreted as “passivity” 
(Monteiro et  al., 2015, p.  6) or more benignly, as a detached and unconcerned 
observer of one’s own unfolding internal and external experience, albeit to be per-
formed with gentleness with oneself (Gunaratana, 2015). However, even the more 
sanitized descriptors for how to interpret acceptance often include concepts of 
“curiosity, experiential openness,” and “receptivity” (Bishop et al., 2004) as quali-
fiers or conjoined concepts with that of acceptance. For others, acceptance is per-
formed with generosity, kindness, and respect for our mortality (Monteiro & 
Musten, 2013) as well as “empathy, gratitude, gentleness, and loving kindness” 
(Shapiro & Schwartz, 2000, p.  253) while mindfulness awareness is “generally 
agreed to be open, accepting, curious, compassionate, and kind” (Baer, 2015, 
p. 957). As Grossman (2015) argues, “attention to experience is never emotionally 
neutral or devoid of attitudes toward what we are observing in any situation” 
(p. 19). Grossman notes that it is common in mindfulness practices to take on the 
following “attitudinal stance”:

…supplant the judging mind with an attitude of kindness, curiosity, generosity and patience 
toward these sensations, which already exist and which we may not be able immediately to 
change. We might even be able to generate a subtle feeling of compassion toward this 
unstoppable unpleasant process that is unfolding within our own bodies, as well as the cour-
age to stay tuned in to this unpleasant experience for the moment. (p. 20)

For Grossman (2015), this “benevolent orientation” or “stance toward our experi-
ence reflects… an internally consistent ethical value system aimed not only to one’s 
own perceptions and thoughts but also to all objects of perception and thought” 
(p. 20) to be perceived with “an affectionate, compassionate quality… a sense of 
openhearted, friendly presence and interest” (Kabat-Zinn, 2003, p. 145). Thus, non- 
judgment in a mindfulness context requires a highly benevolent attitude that is, in 
spite of the seemingly neutral valence of nonjudgment, more benevolent, compas-
sionate and kind than devoid of any attitude.

On Purpose and Awareness One of the more overlooked components of mindful-
ness is the component of “on purpose” that becomes, at the most aspiring levels of 
mindfulness, synonymous with awareness. Fundamentally, “[t]he practice of mind-
fulness begins with the creation of an intention to pay attention” (Monteiro & 
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Musten, 2013, p.  27). In mindfulness practice, there is “an intentional effort to 
observe and gain a greater understanding of the nature of thoughts and feelings” 
(Bishop et al., 2004, p. 234). This is intention at its most basic interpretation of on 
purpose, an almost mechanical process. However, like each of the components of 
Kabat-Zinn’s definition, there are multiple interpretations of on purpose. After 
decades of personal practice, Kabat-Zinn (1990) would later identify the need for 
“some kind of personal vision” (p. 46). This vision can evolve and change as well 
as include multiple intentions ranging from short-term tangible changes in behavior 
such as self-regulation all the way to a revolutionary change in weltanschauung or 
worldview. Shapiro et al. (2006) provide an example at the behavioral end: “a highly 
stressed businessman may begin a mindfulness practice to reduce hypertension. As 
his mindfulness practice continues, he may develop an additional intention of relat-
ing more kindly to his wife” (p. 375). However, mindfulness for Kabat-Zinn and its 
2500-year-old experience with the human condition was ultimately about develop-
ing greater personal insight as to how each of us fits in with the universe but also an 
intention of alleviating suffering, not merely for those who practice mindfulness, 
but alleviating suffering for all humanity, a view shared by other teachers (Monteiro 
et al., 2015; Purser, 2015; Van Gordon et al., 2015). These are indeed lofty goals that 
are not always achievable for teachers or practitioners. However, in setting more 
modest personal goals, those practitioners who identified an intention for their 
mindfulness practice at a personal level tended to achieve those intended goals 
(Shapiro et al., 2006).

Mindfulness is not the “end in itself,” but instead mindfulness is “grounded in a 
clear formulation of the origins and cessation of suffering” and “has always been 
used as only one of a number of components of a much wider intervention” to 
address suffering with the sum of the impact of these components being greater than 
“the sum of their parts” (Teasdale et al., 2003, p. 159). Mindfulness may not be an 
end itself but in the context of on purpose, developing a larger awareness of our 
interconnectedness with ourselves and others becomes a worthy end. In this context, 
on purpose and awareness become nearly synonymous, while awareness takes on 
its second component, more spiritual than the first component of merely paying 
attention to what arises:

…it is inevitably the personal responsibility of each person engaging in this work to attend 
with care and intentionality to how we are actually living our lives, both personally and 
professionally, in terms of ethical behaviour. An awareness of one’s conduct and the quality 
of one’s relationships, inwardly and outwardly, in terms of their potential to cause harm, are 
intrinsic elements of the cultivation of mindfulness… (Kabat-Zinn, 2011, p. 294)

Kabat-Zinn’s (2011) intentions regarding the practice of mindfulness are indeed 
far richer than a face-value interpretation of his definition of mindfulness. 
Nevertheless, the range of interpretations currently in mindfulness practice is 
indeed multivalent. The question for this discussion is how compatible are some of 
the above mindfulness ethics-in-practice with the ethics and practices of the mili-
tary and veteran world?
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 Military Ethics and Culture

 Ethics: Fragmented and Vague or Internationally Monolithic 
and Clearly Articulated?

There is something universal about military service in that “[t]he figure of the war-
rior is truly cross-cultural” (Fields, 1991, p.  3). Both Fields (1991) and French 
(2003) have tracked and expanded upon a code, both explicit and implicit, that has 
characterized soldiers and militaries throughout documented history. These codes 
are often an overlap and melange of professional ethics and character virtues 
expected and desirable for soldiers. They include, but are not limited to, the chival-
ric concepts of sacrifice, courage, loyalty, respect, integrity, and honor (Fields, 
1991; French, 2003; Moelker & Kümmel, 2007). Over time, these codes, at least in 
Western civilization, have influenced and indeed “simultaneously transformed in 
systems of law, on the one hand, and in codes of interpersonal behavior on the 
other” (Moelker & Kümmel, 2007, p. 293). Such codes came to influence not just 
how war was conducted in the Middle Ages but, along with the works of those who 
studied the conduct of war, can be “counted among the intellectual roots of present 
day humanitarian law” (Mader, 2002 cited in Moelker & Kümmel, 2007, p. 293).

Missing in the above rather praiseworthy account of the influences of warrior 
codes is the question of why were the codes necessary if a virtuous character was 
demanded for military service. Virtuous character traits are inherently ethical. The 
reality is that soldiers operate in a realm of humanity’s darkest experience: the will-
ful taking and giving of lives. In measuring and applying the use of force to this end, 
“[m]ost warriors will err on the side of excess” (Challans, 2007, p. 40). As such, 
these codes were created to save society and civilians from warriors, but also to save 
warriors from themselves and the horrors of war (Challans, 2007; French, 2003). 
French (2003) elaborates upon the codes of honor in militaries throughout history:

In many cases this code of honor seems to hold the warrior to a higher ethical standard than 
that required for an ordinary citizen within the general population of the society the warrior 
serves. The code is not imposed from the outside. The warriors themselves police strict 
adherence to these standards; with violators being shamed, ostracized, or even killed by 
their peers.…The code of the warrior not only defines how he should interact with his own 
warrior comrades, but also how he should treat other members of his society, his enemies, 
and the people he conquers. The code restrains the warrior. It sets boundaries on his behav-
ior. It distinguishes honorable acts from shameful acts.…Accepting certain constraints as a 
moral duty, even when it is inconvenient or inefficient to do so, allows warriors to hold onto 
their humanity while experiencing the horror of war…(pp. 3, 10)

Nevertheless, such influential and apparently unobstructed ancient origins as 
well as the widespread presence of warrior codes throughout societies may lead 
one to believe that such ethical codes are firmly codified and universal among mod-
ern militaries. This is not the case. Most militaries in OECD (Organization for 
Economic Co-operation and Development) nations developed explicit ethical 
codes of conduct only in the latter part of the twentieth century, often created on an 
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ad hoc basis, one exception being Japan (Ota, 2008). Only recently did these 
nations establish such codes as part of “any pragmatic, workable education pro-
gram” (Robinson, 2008, p. 1).

Robinson, De Lee, and Carrick (2008) brought together studies of the ethics 
programs of the militaries from ten OECD nations in an attempt to find both com-
monalities and differences. Their work reveals much inconsistency between not 
only various nations’ approaches to military ethics but also ethical codes between 
various services (army, air force, navy, marines) within the same nation. In this 
aspect, the world of military ethics and that of mindfulness ethics, although both 
having ancient origins, are currently practiced in both an inconsistent and multiva-
lent manner.

Most of these nations have only recently begun drawing upon ethical theories to 
develop their professional codes. Given the wide-ranging, longstanding, and con-
flicting approaches to ethical theory, as well as the similarly characterized philo-
sophical debates in how to conduct war, it is not surprising that using ethical theory 
models to develop codes would result in different approaches by different nations in 
codifying military ethics. Nevertheless, of the ten nations studied in the edited vol-
ume by Robinson et al. (2008), all identify values, virtues, and/or principles as the 
basis for their respective military ethical codes. For instance, and not surprisingly, 
courage and/or selfless service have been adopted by seven of the countries studied. 
While integrity and the related overlap of the values, virtues, and/or principles of 
honor, respect, responsibility, and credibility are included in the formal codes of 
eight of the nations studied (Robinson, 2008, p. 7).

Such values, virtues, and principles leave much open to interpretation: “loyalty, 
for instance, will be interpreted as loyalty to the group and not to others, or at least 
to the group first and others second” (Robinson, 2007b, p. 267). What is a more 
militarily effective value or virtue: brotherhood, comradeship, friendship, or team-
work? (Verweij, 2007; see also Robinson, 2008). Is courage to be moral, to be phys-
ical, or both? Is fighting to the death or surrendering courageous? Can an enemy be 
courageous? Does intention, as Aristotle wrote, have any bearing on evaluating 
courage? Can one remain loyal to the group while demonstrating courage and integ-
rity sufficient to speak against group actions when those actions violate laws or 
codes? The reality is, like most virtues and values, courage can be “elusive and 
mysterious” (Olsthoorn, 2007, p. 276). The interplay of all of these values can make 
even a professional philosopher dizzy.

Perhaps the most important question remains: are these ethical lessons and/or 
codes internalized by military members sufficiently to change their minds, let alone 
their characters? It is unclear whether military recipients internalize any of these 
codes or approaches to ethics, especially if they conflict with more prevalent cul-
tural influences within the military. How can soldiers weigh such profound and 
sometimes contradictory demands upon their character, judgment, and behavior in 
the midst of life-threatening combat? Aristotle would tell us that the developing that 
ability, known as phronesis (practical wisdom or discernment) is crucial to being a 
good citizen (Robinson, 2007a, 2008). However, “military educators tend to be poor 
at instilling…phronesis” (Robinson, 2008, p. 8). For most militaries, ethical codes 
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that seek to change character and instill virtues and values are aspirational. Unlike 
a military mission with practical and achievable goals, ethical codes seeking inter-
nal changes are a wish list that remains unachievable. They require “critical ethical 
reflection against a backdrop of so much rote learning and uncritical sloganeering” 
(Cook, 2008, p. 65).

To find out how soldiers behave outside of the philosophical classroom, or as 
veterans once the uniform comes off, we must look not only at explicit ethical 
guidelines, but the deeper, and often unarticulated, military culture and its potent 
psychological dimension.

 Military Culture: The Basics

If all nations’ militaries and the individual services within each nation have adopted 
differing ethical codes, does that not imply that the culture of each service and their 
respective nations’ militaries will likewise differ? Irrespective of differences, what 
influence does military culture have upon individuals in uniform?

Defining culture is difficult. There exist at least 250 definitions (English, 2004). 
Being an organization, military culture can be understood in terms of Edgar 
H.  Schein’s (1992) widely accepted and helpful definition of organizational 
culture:

A pattern of shared basic assumptions that the group learned as it solved its problems of 
external adaptation and external integration that has worked well enough to be considered 
valid and, therefore, to be taught to new members as the correct way to perceive, think, or 
feel in relation to the problems. (p. 12)

First and foremost, we cannot forget that military service is not merely a job or 
profession; it is a way of life. Central to understanding military culture is to recog-
nize a military’s most significant problem not faced by any other occupation or 
profession: how to fight and win wars. Central to fighting and winning wars is the 
willingness to sacrifice one’s life, and the taking of other lives. Certainly, militaries 
are engaged in other operations such as peacekeeping, domestic and international 
disaster relief as well as humanitarian operations. However, the principal mandate 
of the military remains to prepare for and to fight wars (Burk, 2008; Loomis & 
Lightburn, 1980).

However, in the medical field there is a dearth of research on the nature, forms of 
inculcation, and effects of military culture, except for limited studies on how mili-
tary culture contributes to mental health stigma in the military, the transition experi-
ence, or mental health problems (Bryan & Morrow, 2011; Haynie & Shepherd, 
2011; Smith & True, 2014). Much of our current understanding of the nature and 
effects of military culture come from sociological studies. Although not focused 
upon military culture specifically, Schein’s (1992) work on organizational culture 
provides a template that helps us to understand why military ethics may have a lim-
ited impact upon the soldier’s way of doing things.
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Organizational “culture can be analyzed at several different levels, where the 
term level refers to the degree to which the cultural phenomenon is visible to the 
observer.” There are three levels according to Schein. The first, “artifacts… include 
all the phenomena that one sees, hears, and feels” (Schein, 1992, pp. 16–17). The 
military is unlike any other culture in this respect as it is replete with artifacts such 
as uniforms, ranks, badges, medals, parades, salutes, and ceremonies, as well as the 
multitudinous weapons and equipment of their trades. The second level is that of 
“espoused values, which predict what people will say in a variety of situations but 
which may be out of line with what they will actually do in situations where those 
values should, in fact, be operating.” (Schein, 1992, pp. 20–21, original italics). For 
example, most if not all Western militaries that allow females in uniform have estab-
lished codes prohibiting sexual harassment. Yet, in both the United States and 
Canada, widespread sexual harassment continues, seemingly unabated (Deschamps, 
2015; Turchik & Wilson, 2010).

The final level operates deep within the culture are the “values in use” also 
known as “basic assumptions.” These are implicit assumptions that actually guide 
behavior, that tell group members how to perceive, think about, and feel about 
things.” Basic assumptions “tend to be those we neither confront nor debate and 
hence are extremely difficult to change” (Schein, 1992, p. 22). As such, they are 
difficult not only to see, but also participants acting upon them on a daily basis, as 
well as onlookers, typically cannot articulate basic assumptions. This deeper level is 
where espoused ethical codes are superseded by the potent beliefs, values, and 
reflex actions of basic assumptions. In the military, one obvious example is the 
prevalent ethical code to report wrongdoing and offenses. However, reporting an 
offense by a unit member, such as sexual harassment or an infraction of an ethical 
code cannot violate a basic assumption, i.e., that a soldier does not jeopardize group 
cohesion by ratting on another. As a result, infractions and harassment can remain 
unreported and continue with some degree of impunity. Vehement mistrust of out-
siders, another basic assumption, prevents outsiders from investigating infractions, 
let alone making changes.

Another prevalent, but little researched or debated, conflict exists between the 
universally espoused military ethic of upholding the values of the society they serve 
while respecting civilian control and direction of the military. In many militaries, 
this ethic confronts the basic assumption that military service and its members are 
morally superior to civilian organizations and civilians in general (Robinson, 
2007a). A 2003 survey of American military personnel revealed that two-thirds of 
those polled “said they think military members have higher moral standards than the 
nation they serve” (Bacevich, 2005, p. 24). In Canada’s military, the worst insult is 
to be accused of marching like a “civvy” (derogatory term for civilian) being undis-
ciplined like a civvy, or being lazy like a civvy (Rose, 2015). The Damoclean sword 
that terrorizes those who wish to remain in the military is the threat to unilaterally 
expel them as detestable civilians once again.

Certainly, militaries have operated in secretive cultures and environments for 
national security reasons, and their training and equipment require isolation from 
civilian societies (Fotion & Elfstrom, 1986). Soldiers are deployed overseas, away 
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from their families, friends, and communities and train to fight an enemy out there. 
This can only serve to further isolate military members from their respective civilian 
societies and much of the accompanying social innovation and changes that occur 
therein. We know little as to how this isolation impacts military members’ abilities 
to embrace civilian values. We do know such isolation is key to replacing individual 
identity with a collective military identity.

The potent sense of belonging to the military family often takes on a far greater 
priority than the conjugal family. Kraft (2007) is a clinical psychologist who served 
with the American forces during the Iraq war. She concluded that she “would be 
unable to function in Iraq if my children stayed at the forefront of my conscious-
ness…I decided I could not be a combat psychologist and mother at the same time. 
I had to be one or the other” (p. 35). She decided to end communication with her 
family during her deployment. Further understanding the cultural gap between 
civilians and military will assist our understanding of this decision, which is 
unthinkable for most people.

The Civilian-Military Cultural Gap In spite of recent trends to roll back progress 
in social programs and attitudes, all Western nations have experienced social 
advancements post-World War II.  Militaries likewise have progressed. However, 
civilian culture has been changing much faster than military culture in “post- 
modern” nations (Nuciari 2007, p. 226). This gap has widened considerably faster 
in some nations than others in the past 20 years (Pew Research Center, 2011). All 
militaries of the post-World War II period have become smaller (Moskos, Williams, 
& Segal, 2000). In America’s case, Andrew Bacevich (2013) refers to an economic 
elite that profited disproportionally during the latest wars in Iraq and Afghanistan. 
Concurrently, a relatively small volunteer professional military was used to fight 
wars of luxury versus wars of necessity. He labels these two groups “the two one- 
percents” (Bacevich, 2013, p.  40–44). Whereas the economic elite have been 
“enriching” themselves at the expense of the remaining 99%, the 99% who do not 
wear a military uniform have likewise benefitted from the sacrifices of the 1% who 
serve in a small and increasingly isolated military population. Meanwhile, this iso-
lation encourages an apathy in the general public that often fails to understand what 
soldiers endure on their nation’s behalf. As Thompson (2011) writes, “the military 
community has been drifting away from mainstream American society” (p.  38). 
One Navy Captain interviewed by Thompson (2011) said, “U.S. political elites 
didn’t view the military so much as part of the greater American society but as their 
own private army” (p. 39). The result has been a removal of the military from wider 
civilian democratic decision-making leaving U.S. soldiers to become “the forgotten 
1 percent” (Bardenwerper, 2011).

What cultural elements characterize this gap? Military sociologists in Canada 
noted a growing international awareness, that between nations, militaries shared 
fundamental commonalities known as the “military way” (Cotton, 1982/3, p. 10). 
Later, sociological studies indicated “[t]his supranational military culture is more 
collectivistic, more hierarchy-oriented, and less salary-driven than the average 
 civilian working culture” (Soeters, Poponete, & Page, 2006, p. 16). Notably, this 
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supranational military culture allows military members to function in certain situa-
tions with international counterparts more easily than military operating with civil-
ians, even from the same country (Soeters et al., 2006, p. 17).

One of the more prominent aspects of military culture is a collectivism that 
replaces one’s individual identity with that of the military institution. Morris 
Janowitz (1959) noted that in placing immense demands upon soldiers to identify 
completely with the institution, “[m]ilitary life is, in short, institutional life” (p. 25). 
Goffman (1961) identified the military as a “total institution” wherein through “a 
series of abasements, degradations, humiliations, and profanations” the self is “sys-
tematically…mortified” resulting in “radical shifts in his moral career” (Goffman, 
1961, p. 317, original italics). The stripping down and figurative death of the indi-
vidual’s identity makes way for the individual soldier to not only identify with the 
military institution at large, but also through institutional socialization to identify 
with “shared norms, values, and beliefs” with “the goal being to create an individual 
whose conception of self is largely defined by the organization” (Haynie & 
Shepherd, 2011, p. 503). Ultimately, the individual comes to accept that the highest 
calling for the military members is the accomplishment of the military’s mission. 
Complete and total identification with the military is reinforced with strict military 
codes of conduct and immense socialization pressures to conform and perform 
along with “an obedience to authority that is woven into the service member’s iden-
tity.” The result is that “very little free will remains” (Smith & True, 2014, p. 152). 
The consequence of this new identification with the military way is an impaired 
ability to identify with the civilian world.

Not only is the military way a daily performance of professional duties, the mili-
tary way is formed at a far deeper level of the soldiers’ psychological makeup. Once 
we understand the powerful tools and how they are used to inculcate the military 
way, we begin to understand the degree and intensity of the civil-military gap, as 
well as the difficulty soldiers may have in accessing an identity separate from the 
collective institutional identity, a phenomenon that can endure long after serving 
soldiers become veterans.

 Psychological Demands of Modern Militaries

As early as 1920, a Canadian researcher into rehabilitation of military members 
noted “[m]ilitarization almost ranked as a disability itself.” (Segsworth, 1920, 
p. 67). Later, American sociologist Willard Waller (1944) wrote, “Every Veteran Is 
at least Mildly Shell-Shocked” as a chapter title to his ground-breaking book, The 
Veteran Comes Back (p. 115). Modern psychiatry and psychology have led many 
of us to believe that only a minority of military members ever suffer such psycho-
logical conditions. However, neither Segsworth nor Waller were talking necessar-
ily about diagnoses that met a clinical threshold, but a marked tendency of many 
military members to suffer subthreshold conditions that may not qualify for a 

15 Mindfulness and Minefields: Walking the Challenging Path of Awareness…



388

clinical diagnosis, but that nevertheless prevented optimal reintegration into civil-
ian society.

However tempting, we cannot dismiss such views merely because they were 
written almost a century ago. The psychological demands of military service in an 
advanced technological age require not only more education but also greater psy-
chological pressures and stresses. Whereas pre-1950s era militaries used external 
“arbitrary, informal methods of punishment” to instill discipline (Capstick, 2003, 
p.  51), post-modern militaries have moved toward encouraging self-discipline 
through “greater reliance on manipulation, persuasion, and group consensus” 
(Janowitz, 1960, p.  8). Soldiers in modern warfare must often operate indepen-
dently; fulfilling the military mission, without the supportive group cohesion or the 
physical presence of authoritarian leadership relied upon in previous times. As such, 
modern militaries are placing greater psychological demands upon individuals to 
more deeply internalize the military culture, while simultaneously suppressing indi-
vidual will and needs.

The ethical bible of the Canadian Forces, Duty with Honour, emphasizes;

Discipline among professionals is fundamentally self-discipline that facilitates immediate 
and willing obedience to lawful orders and directives while strengthening individuals to 
cope with the demands and stresses of operations. It instils self-assurance and resiliency in 
the face of adversity and builds self-control. (Duty, 2003, p. 27)

Such internal discipline is only possible when one has a powerful sense of group 
belonging that transcends the psychologically immense time and distance of mod-
ern battlefields. The emphasis upon internal discipline is not unique to Canada and 
has been increasingly emphasized among all Western militaries over the past six 
decades (Janowitz, 1960).

To instill self-discipline, the military employs powerful indoctrination and 
socialization techniques to ensure the institutional goals become intertwined with 
and inseparable from one’s individual identity. Indoctrination is synonymous with 
brainwashing (Farber, Harlow, & West, 1957). There is little difference between the 
techniques used in ideological cult-like indoctrination, and military indoctrination 
except the military instills “more traditionally accepted standards of conduct and 
socially accepted values” (McGurk, Cotting, Britt, & Adler, 2006, p. 15).

Military indoctrination is, in short, an “intensely extreme form of persuasion” 
(Bruyea, 2011, original italics) that convinces civilians volunteering for military 
service to “engage in behaviors that represent a radical departure from their prior 
experiences and worldview” (McGurk et al., 2006, p. 15). The two most important 
behaviors demanded of military service are: “(1) killing someone else in the ser-
vice of a mission to protect one’s country, and (2) the willingness to subordinate 
self- interests, including survival, in the service of group goals” (McGurk et  al., 
2006, p. 15).

Perhaps the most popularly known vehicle for indoctrination tools utilized by the 
military is that of basic training or boot camp. Sleep deprivation, disorientation, 
constant bombardment of the military’s demands and expectations, demanding 
physical regimens, repetitive activities, compressed time schedules, as well as strict 
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and comprehensive codes of dress and deportment are part of the “information over-
load” and immense stressors placed upon every military member during this initial 
boot camp stage (Baron, 2000, pp. 241–7). The goal is an “assault on an individual’s 
attitudes, beliefs, and values” (Baron, 2000, p. 241) while separating him or her 
from “previous achievement, family, and individuality” (McGurk et  al., 2006, 
p. 19). The goal is to replace these parts of the individual with the military family, 
its expectations, values, status, and standards.

Immense peer pressure and other socialization techniques are used to reinforce 
the military’s expectations. Modern militaries do not necessarily need to use the 
proverbial abusive Drill Sergeant as even polite and “more subtle procedures…pre-
pare individuals for effective indoctrination” (Baron, 2000, p.  241). Not surpris-
ingly, “stereotypical depiction of nonmembers as evil or misguided” as well as 
inculcation of a “messianic group purpose” (Baron, 2000, p. 241) such as defending 
a nation’s honor, values, constitution, etc., solidify the self-identification of the 
reformed civilian as a full-fledged military member.

It would be a mistake to think such pressures are exerted only during basic train-
ing. Less overt or extreme measures can follow basic training, further reinforcing 
initial indoctrination. The often-isolated work environments away from civilians 
and being dressed markedly different from civilians solidify the soldier’s attach-
ment to the military. Unique and often oppressive military disciplinary codes that 
punish infractions of dress, deportment, and socialization would be unthinkable in 
a civilian world. Symbols of achievement such as medals, badges, and unit honors 
for participating in battles and wars underscore a sense of belonging while internal-
izing a military identity replete with military expectations. One Canadian woman 
observed profound changes in her air force spouse during peacetime pilot training:

And when I first met Pete, I said to him one day, “Could you fly over a village and bomb?” 
‘Cause I’m kind of a peacenik. … And he said to me, “No, I couldn’t do that.” And about 
midway through fighter weapons school, I noticed this wall—not towards me or towards 
anybody—but I noticed something changing. And he was becoming this fighting machine. 
And I don’t know how they did it, but they did it. And I said to him, “Could you fly over a 
village and bomb?” He said, “If I was ordered to, yes.” That cold and simple. And I went, 
“My God, what have I married?” (Harrison & Laliberté, 1994, p. 20)

Even in peacetime, military members are subjected to constant messaging and rhet-
oric from peers as well as in the forms of orders, ethical codes, codes of honor, 
mission goals, regulations, voluminous operational procedures, exercises, multiple 
career-long training courses with role-playing, etc. This is all enforced by the threat 
of exclusion and exile from the highly interdependent military community, where 
even questioning of how things are done can invite social condemnation of being 
disloyal or even traitorous. The result is “profound changes to internal psychology 
and cognitive processing” consequentially resulting in changes to “perceptions, atti-
tudes, and beliefs” of the soldier (Bruyea, 2016, p.  72). Smith and True (2014) 
observed that in the United States military “high levels of social integration, regi-
mentation and social control” strip each military member of “his or her individuality 
and agency” (p. 152). In this environment “attitudes and beliefs …become solidi-
fied, more extreme over time, integrated into other aspects of self and, as a result, 
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relatively impervious to change” (Baron, 2000, p. 245); this transformation can last 
long after the soldier leaves the military to return to civilian life as a veteran.

It would, however, be glib to assume that today’s military members and veterans 
are not highly resourceful and intelligent. Popular culture, including mental health 
professionals, “think that the military turns previously free-thinking people into 
aggressive, unthinking automatons with crew cuts: [s]uch misunderstandings have 
potentially negative effects on the process of psychotherapy and can leave a service 
member feeling isolated and misunderstood.” (Christian, Stivers, & Sammons, 
2009, p. 31). Military members may not be automatons, but there is much auto-
matic, and polarized thinking that may not mesh with the civilian world, let alone 
mindfulness practices. Thus, any mindfulness program that is to be complementary 
or assistive to military members has these above-mentioned obstacles to overcome. 
How will these profound internal changes in soldiers and veterans complement or 
collide with mindfulness practices? Can mindfulness provide opportunity for sol-
diers and veterans to see the world once again as a civilian?

 Mindfulness and the Military: Complement or Collision

 Military Mindfulness: An Oxymoron?

Mindfulness in the military context has been frequently categorized as one of a 
number of meditative practices “which induce a state of consciousness enabling 
increased focus, increased awareness, and deep relaxation” (Elwy, Johnston, 
Bormann, Hull, & Taylor, 2014, p. S76). Much of the research into and application 
of mindfulness in the military context has been in response to the “high incidence of 
post-traumatic stress disorder (PTSD), suicides, and other adverse events” from sol-
diers returning from operations in Iraq and Afghanistan (Rees, 2011, p. 1232) as 
well as attempts to enhance resilience by building mental fitness for possible future 
exposure to traumatic situations (Rothschild, Kaplan, Golan, & Barak, 2017). 
Nevertheless, the use of meditation in the military has been referred to as an “oxy-
moron” (Rock, 2009). Are mindfulness techniques antithetical to military culture 
and practices? Or does there exist some common ground between the two?

Much attention has been directed at the U.S. military adoption of mindfulness, 
termed “Warrior Mind Training” or “Samurai Mind Training” (Rochman, 2009). At 
first glance, the Samurai image may seem appropriate. Popular perception would 
have us believe that Samurai warriors were devout practitioners a mindful-like med-
itative practice. Unfortunately, this popular perception is based largely on a myth 
(Benesch, 2016) that accompanied a nationalistic reaction to the disempowerment 
of the Samurai warrior class in the late nineteenth century. Ironically, the template 
for a reawakened Japan-centric Samurai warrior image was to model Western feudal 
virtues of the knighthood and nobility such as the “English conceptions of the gen-
tleman” (Benesch, 2016, p. 9). There is little indication that Samurai warriors were 
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any more mindful than modern professional militaries because Samurai, like their 
modern professional counterparts, sought to suppress the self by “controlling 
unconscious emotional functions” (Ohnishi & Ohnishi, 2009, p.  177), not to be 
mindful of them. The creators of the “Warrior Mind Training” chose the “mythic 
Japanese fighter…after careful deliberation” as “it was certifiably anti-sissy” 
(Rochman, 2009).

The provenance of popular perceptions must be considered when attempting to 
import practices into the military setting without evaluating their efficacy or suit-
ability to the unique nature of military cultures. Given the immense stress of mili-
tary service and combat as well as the psychologically and morally charged demands 
of sacrificing and taking lives, careful deliberation should employ more than super-
ficial marketing techniques and hasty experimentation which seek to minimize 
offending military members. Based upon the work of former American Psychological 
Association (APA) president, Martin Seligman and others (Eidelson, 2011), the 
United States military has implemented a model of resilience-building, which also 
includes funding to study and potentially incorporate mindfulness training, for more 
than 1.1 million soldiers largely as an experiment carried out during regular military 
training without having conducted any randomized controlled trials (Eidelson, 
2011; Lester, McBride, Bliese, & Adler, 2011; Purser, 2014; Senauke, 2016). If 
mindfulness is to be implemented in the military or veteran setting, it would be 
beneficial for practitioners and military to anticipate possible interactions of mind-
fulness practices and culture with military culture and practices.

 Military Practices Complementary to Mindfulness?

On a more grounded basis (versus myth-perpetuating and rashly considered), mind-
fulness and the military do have certain similar approaches. Let us return to John 
Kabat-Zinn’s (2005) definition of mindfulness practice: “the awareness that arises 
from paying attention, on purpose, in the present moment, and non-judgmentally” 
(p. 180). As discussed, this definition contains both explicit and implicit guidelines 
for the practice of mindfulness. How do the explicit guidelines interact with military 
culture and practices?

Mindfulness in requiring the focusing of attention upon something stable, in the 
present moment, is not unlike the demands placed upon the individual soldier. 
Recruits are constantly drilled to focus upon marching, deportment, standing at 
attention, all while not letting the mind wander. It is not a coincidence that the first 
guideline for mindfulness practice, paying attention, is also one of the first practices 
of military training, standing at attention. Most practices, including those in the 
military setting, requiring concentration or the focusing of the mind also require the 
mind pay attention.

The purpose of focusing the military mind and body through practices such as 
standing at attention is to train the military mind to pay attention to the task at hand 
and not let the mind become distracted. An unfocused mind in the military can 
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translate into careless practices that can lead to serious injury, loss of life, and/or 
mission failure. Aircrews working with jet engines must be highly vigilant, a form 
of mindfulness, to not leave tools scattered about or be careless with any objects lest 
these be ingested into the engine. Squadron personnel are regularly called upon to 
walk hangar aprons, taxi-ways, and runways to search for debris to prevent FOD 
(foreign object damage) to jet engines. Sailors are constantly and regularly drilled 
to be ever mindful of anything or any situation that may initiate a fire onboard. Such 
fires can be devastating in their rapid spread and degree of destruction. Army sol-
diers must be highly focused on patrol or when operating complex modern equip-
ment or even simple, yet lethal, firearms. A commonly cited example of mechanically 
interpreted mindful practice is the controlled yet relaxed breathing techniques uti-
lized by all riflemen, but especially for snipers (Amaro, 2015; Monteiro et al., 2015; 
Purser, 2014) attempting to neutralize a target.

Given the mission-oriented culture of the military, paying attention is a decid-
edly conscious function, a parallel to “an intention to pay attention” in mindfulness 
practice (Monteiro & Musten, 2013, p. 27). As such, paying attention in the military 
is clearly on purpose. As discussed, on purpose for Kabat-Zinn (1990) would come 
to include “some kind of personal vision” (p. 46). The military institution replaces 
one’s personal identity, beliefs, and goals with the institutional identity, beliefs, and 
goals. For military members, on a deeply personal level, mission accomplishment, 
while protecting their peers with their lives, is the most important personal goal. 
This institutional goal becomes the personal vision for most, if not all, soldiers in 
whatever role they are assigned. Powerful socialization enforced by the vigilance of 
authorities and peers are ever-present and develop a “unanimous group consensus” 
(Baron, 2000, p. 245). This environment reinforces the internalization of the institu-
tional goals as personal vision.

Due to complex weapon technology, constantly changing nature of the battle-
field, unpredictability of the enemy, and/or the life and death implications of each 
and every soldier’s action, military operations require an ongoing, constant, and 
highly disciplined awareness of one’s environment unlike any other employment or 
profession. The military places great emphasis on “situational awareness” in the 
military role (Jha et al., 2015, 2017; Stanley & Jha, 2009). The rote learning and 
constant reinforcement of skills, tasks, goals, and unit cohesion through training 
and exercise develops quick reflexive reactions and rapid processing of information 
through cognitive shortcuts known as heuristic processing (Gigerenzer & 
Gaissmaier, 2011; Giner-Sorolla & Chaiken, 1997). This heuristic processing 
bypasses the more complex mental pathways (Giner-Sorolla & Chaiken, 1997) 
developing mechanical reactions that can be free of judgment.

The fog of war, its accompanying unknowns, the uncertainty as to how one’s 
capability and intent will interact with the enemy’s capability and intent as well as 
other confounding environmental factors have long characterized military opera-
tions. Militaries have compensated for these unknown’s by ensuring the knowns are 
controlled. Training, attention to detail and precision, rote learning, role-playing, 
exercises, and more training are what the military can control. When many actions 
and reactions can become instinctual or reflexive, then the military can devote 
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 attentional resources to being aware of the battlefield, the enemy, and the environ-
ment. This all contributes to mission success while hopefully minimizing friendly 
losses. Thus, the military appears to fit criteria for a mechanically mindful organi-
zation. Military operations demand that all soldiers develop an acute and astute 
awareness by paying attention in a most purposeful manner, by focusing, without 
life- threatening or other distractions, in the present moment in an automatic, poten-
tially non-judgmental, manner.

 Mindfulness and Military Minefields: Clash of Cultures

The above comparison of military culture and practices to Kabat-Zinn’s (2005) defi-
nition is clearly a minimalist and rather mechanical template for mindfulness. This 
minimalist approach to mindfulness appears to establish the basis for mindfulness 
programs created for the military (Jha et al., 2015; Stanley & Jha, 2009). The main 
goal in Jha et al.’s (2015) study is to promote a “mind ‘at attention’” (Introduction, 
para. 1, original italics) in order to reduce “mind wandering” and “attentional 
lapses” so as to ultimately “protect against associated performance costs” (last 
para.). The second study (Stanley & Jha, 2009) introduces mindfulness to “promote 
resilience against stress and trauma so that warriors can execute their missions more 
effectively” (para. 4), a form of “mental armour” to “enhance warrior performance” 
so that “warriors will be ready, willing, and able to deploy again when needed” (last 
para.).

Kabat-Zinn (2011), intended mindfulness to be accessible “as commonsensical, 
evidence-based, and ordinary, and ultimately a legitimate element of mainstream 
medical care” (p.  282). He avoided concise, definitive, or comprehensive defini-
tions. Rather he provided “operational definitions” (original italics) that did not 
seek “absolute accord” with “classical teaching” (p. 291). However, his intention 
was not to limit mindfulness to these sanitized operational definitions. Mindfulness 
was always intended to be a rich, multi-contextual, and evolving experience, as 
testified by Kabat-Zinn’s (2011) assertion that his “entire” 600 plus page book, Full 
Catastrophe Living is, “in some sense…a definition of mindfulness” (p. 291).

Those implementing mindfulness with a more mechanical approach that princi-
pally serves institutional goals may respond with a collective, so what? If mindful-
ness, even in its most minimalist form, benefits someone or something (and there is 
no policing such limited interpretations), then why not provide mindfulness to the 
military, thereby, indirectly or directly benefitting soldiers and veterans? Baer 
(2015) claims that “mindfulness is inherently ethical” and that mindfulness teachers 
“are bound by professional codes” (p. 958). However, resilience-building programs 
that already, or will come to, include mindfulness are not necessarily being intro-
duced by medical professionals, but instead by “non-commissioned officers who 
are required to serve as ‘Master Resilience Trainers’” (Eidelson, 2011, para. 7). 
Non-commissioned officers are rarely, if ever certified, medical professionals.
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The American Psychological Association (APA) (2011) stipulates a “compe-
tency benchmark” that could guide the introduction of mindfulness into the military 
setting in a less minimalist manner. The second component of “Professionalism,” 
titled “Individual and Cultural Sensitivity” requires “awareness, sensitivity and 
skills in working professionally with diverse individuals, groups and communities 
who represent various cultural and personal background and characteristics defined 
broadly.” Psychologists are required to recognize “Others as Shaped by Individual 
and Cultural Diversity and Context” (APA, 2011, p. 2). However, mindfulness prac-
titioners may see culture as having a purely ethnic origin and may see military cul-
ture as merely unique working conditions. A United States Veterans Administration 
(VA) resource seeks to address the need for mindfulness practitioners to understand 
military culture. Although this resource guide was limited to treatment of retired 
military, the book interprets culture principally through the perspective of the com-
plex medical conditions suffered by veterans, especially those suffering PTSD. The 
resource guide noted that veterans did “express the desire for mindfulness teachers 
who have a better understanding of Veteran culture” (Kearney et al., 2015, p. 88). 
What veteran practitioners meant by culture is not made entirely clear, nevertheless 
this oversight can constitute an obstacle to teaching mindfulness in the military and 
veteran context. Other obstacles are discussed next.

 Military Barriers to Mindfulness

Service Before Self That the VA resource overlooked salient features of veteran 
culture is not surprising due to the above noted dearth of scientific research in this 
area. One particularly challenging aspect of military culture poses difficult to sur-
mount obstacles to the teaching and practice of mindfulness: subjugation of the self. 
In Robinson, De Lee, and Carrick’s (2008) study of international military ethics, the 
subjugation of the individual to the military’s goals, beliefs, and expectations is 
universally required in the various militaries studied. Subjugation of the self is the 
one ethic that is solidly established in both espoused values as well as the deeper 
subconscious construct of basic assumptions. A deeper analysis of espoused mili-
tary virtues reveals the following all require subjugation of the self: “loyalty,” 
“duty,” “responsibility,” “discipline,” “solidarity,” “professionalism,” “fraternity,” 
“teamwork,” “ can do’ attitude,” “humility,” “unity,” “unselfishness,” “cheerful-
ness,” “selfless commitment,” and “service before self” (Robinson, 2008, p. 7).

Suppression of the self through obedience, loyalty, etc., is universally inculcated 
and socialized at a deep cultural and individual psychological level. Both the British 
and the Canadian military enshrine sacrifice of the self to all things military in the 
concept of “unlimited liability” (Mileham, 2010), a term coined by General Sir John 
Hackett in 1983. Canada has taken this retrospective and prospective ethical com-
mandment to heart, perhaps more than any other nation (Mileham, 2010). “Unlimited 
liability and service before self” (Duty, 2003, p. 20) requires that all military mem-
bers place the mission first, their fellow soldiers second, and their personal needs 
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last. Like Britain, Canada views unlimited liability as a one-way contract com-
pletely subjugating the life of the soldier to the service of the state without any 
reciprocal contract stipulating legal duties of the state toward the individual soldier. 
All other nations studied in Robinson et  al.’s book (2008), although perhaps not 
professing so explicitly blatant an ownership of the soldier’s life, operate very simi-
larly at the basic assumption level: selfless service is deeply indoctrinated at all 
stages of military service (Bruyea, 2016).

Haynie and Shepherd’s (2011) study of wounded American Marines leaving the 
military noted that “while such extreme socialization serves the needs of a combat 
force, it is mutually exclusive with the development of a strong sense of ‘individual 
self’” (p. 504). This phenomenon was common to all soldiers studied, irrespective 
of individual differences. These “dimensions of military identity…conflict with 
many dimensions of an integrated civilian identity” (Smith & True, 2014, p. 153) 
and, as noted above, are extremely resistant to change.

Subjugation of the self is perhaps mindfulness’ greatest obstacle and challenge 
when dealing with military personnel and veterans. How does an individual soldier 
pay attention to the feelings, sensations, and thoughts that arise within, when the 
most powerful socially acceptable indoctrination and socialization tools have been 
imposed from without, often 24 h a day and throughout one’s military career to 
thoroughly suppress and diminish the importance of all that is the self that does not 
serve or contribute to the military’s goal?

In general, warrior cultures with their focus upon strength, discipline, self- 
sacrifice, courage, can-do, or cheerfulness attitudes, already “clash” with mental 
health cultures, which “tend to talk almost exclusively in clinical language of ‘dis-
ordered’ behavior associated with illness” (Bryan & Morrow, 2011, p. 17). Surely 
then, warrior cultures similarly would clash with mindfulness practices with their 
language of compassion, non-judgment, feelings, sensations, acceptance, “tranquil 
heart” (Hanh, 1976), “loving kindness” (Monteiro & Musten, 2013), or “loving 
friendliness” (Gunaratana, 2015) meditations, and “spontaneous compassion toward 
others and toward oneself” (Kabat-Zinn, 2011, p. 293).

Placing oneself first is repugnant for most soldiers with “obedience to author-
ity…woven into the service member’s identity” (Smith & True, 2014, p. 152). There 
also exists a “pervasive mental health stigma among military personnel” (Bryan & 
Morrow, 2011, p. 16), while military culture discourages self-advocacy (Smith & 
True, 2014). Meanwhile, soldiers are required to self-report their need for mental 
health services (Smith & True, 2014). How can soldiers or veterans seek out mind-
fulness or other mental health services when soldiers deeply identify with values of 
strength, stoicism, and self-denial, as well as with a culture that comprehensively 
discourages identification and expression of self-needs? If they do enter a mindful-
ness course, how difficult will paying attention to themselves be, let alone develop-
ing the awareness of the multifaceted nature of their humanness? One journalist in 
Iraq observed the common process soldiers employed to prepare for combat in an 
account of behavior immediately before a battle: “It’s best to shut down, to block 
everything out. But to reach that state, you must almost give up being yourself” 
(Smith & True, 2014, p. 154). To do otherwise could jeopardize themselves, but 
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more importantly, failure to suppress one’s own feelings, needs, and awareness 
could result in the deaths of their comrades, or equally abhorrent for the soldier and 
the military, mission failure.

Mindfulness and “Tyranny of the Mission” Anticipating enemy intentions and 
actions, protecting fellow soldiers, and awaiting orders are constant companions to 
the ultimate goal: mission success. Some have referred to this as “tyranny of the 
mission” (Axinn, 2009, p. 63). Soldiers may develop keen survival instincts through 
situational awareness, but such awareness is single-mindedly focused upon the mis-
sion, often to the exclusion of all else. Training and battlefields may unfold moment- 
to- moment, but soldiers’ awareness is thoroughly goal-oriented. Practitioners of 
mindfulness, from the “very beginning,” are encouraged to “let go of their expecta-
tions, goals, and aspirations for coming” to mindfulness practice and “to simply 
ʽdrop in’ on the actuality of their lived experience and then to sustain it as best they 
can moment by moment” (Kabat-Zinn, 2003, p. 148). Of course, it is common for 
individuals to come to mindfulness with agendas and goals. Kabat-Zinn (2003) 
asks “how will a teacher skillfully reconcile their motivation to achieve these per-
fectly sensible goals with the orientation of nonstriving, nondoing, and letting go 
that must inform the meditation practice and the entire program if it is to be mind-
fulness?” (p. 150).

For soldiers and veterans, how can teachers help them break thorough the deeply 
socialized and indoctrinated need to see the world in terms of threats, situational 
awareness, mission accomplishment, and a tireless vigilance that sees life and death 
implications in the most benign situations? One Canadian Forces veteran summa-
rized a common difficulty with letting go in the civilian world: “There was just an 
overwhelming sense that nothing mattered. Either nothing mattered or everything 
mattered way too much” (Rose, 2015, p. 71). Such typically polarized thinking thor-
oughly developed through the military experience presents a tragic interpersonal 
obstacle, but also an opportunity for teachers to guide the soldier or veteran in 
developing awareness, moment by moment.

Nonjudgment and Distortions of Connectedness Smelling the roses or appreciating 
the moment appears an impossible goal for soldiers and veterans. Thich Nhat Hanh 
(1976) describes one of his walking meditations: “I like to walk alone on country 
paths, rice plants, and wild grasses on both sides, putting each foot down on the 
earth in mindfulness, knowing that I walk on the wondrous earth” (p. 12). Living in 
the moment non-judgmentally and feeling connected with one’s environment can be 
anathema to soldiers who view the environment in life-threatening or mission- 
enhancing terms. Judgment of the outside world has long been taught as a survival 
mechanism to not only distinguish friend from foe, but also how to use the sur-
rounding environment to diminish or deny the effectiveness of the enemy while 
enhancing one’s ability to defend oneself or multiply the effectiveness of one’s 
resources against the enemy.

Forever spoiled is the unjudging appreciation of one’s environment. Valleys no 
longer become beautiful green sanctuaries with heart stopping vistas, but killing 
zones to concentrate fire upon the enemy. Pastoral or tropical island paradises 
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become obstacle courses in which to play cat and mouse with ships and submarines, 
while attacking from the sun and clouds can optimize fighter jet effectiveness. 
Quaint and meandering urban alleyways can conceal an ambush; any road can har-
bor an improvised explosive device. Training and combat that necessitates auto-
matic reflexes optimize survival in war but also such reflexes are persistent and, 
therefore difficult to shake. Soldiers become deeply connected to their environment, 
but not in a manner that allows them to appreciate the environment on its own terms.

Kabat-Zinn (2013) tells us that “at its core, mindfulness is about relationality” 
and that “when you feel connected to something, that connection immediately gives 
you a purpose for living” (p. 271). The military also fosters a form of connection 
through deep bonding among soldiers and within military units. Cohesion (group 
bonding) is fundamental to military culture (Burk, 2008). Indoctrination reinforces 
this cohesion by fostering close in-group identification among military members, 
while fomenting deep mistrust of out-group members (McGurk et al., 2006).

Since civilians are widely mistrusted, and soldiers can find it difficult to open up 
to uniformed practitioners, building therapeutic alliances is problematic: veterans 
view civilians with “suspicion and distrust” (Bryan & Morrow, 2011, p. 17) and 
perceive them “as being naïve, misinformed, or even worse, judgmental” (Smith & 
True, 2014, p. 155). Yet mindfulness is practiced in a group setting involving open 
dialogue (Kabat-Zinn, 2011). If group members are military or veterans, then mili-
tary culture can loom large, potentially inhibiting open sharing and dialogue. Similar 
inhibition can be expected when soldier and veteran practitioners guide military 
groups. Considering the deeply inculcated subjugation to authority, especially if it 
wears a uniform, a mistrust of all that is non-military, and a powerful repression of 
the self, reaching the “connectedness and interconnectedness of mindfulness” 
(Kabat-Zinn, 2013, p. 271) appears impossible:

When people are willing to communicate with honesty and candor, and at the same time 
with mutual respect, an exchange of perspectives can take place that may lead to new ways 
of seeing and being together for the people involved. We are capable of communicating far 
more than fear and insecurity to each other when our emotions become part of the legiti-
mate scope of our awareness. (Kabat-Zinn, 2013, p. 480)

Deep distrust of civilians by military, and misunderstandings of the military by 
civilian practitioners, can complicate or hinder therapeutic progress. Practitioners, 
however, can develop “credibility” (and therefore connectedness) with culturally 
different clientele by understanding their worldviews (Sue, 1981). Importantly, 
therapists would benefit by understanding how military culture fosters perturbations 
in concepts otherwise understood differently outside of the military experience.

Soldiers have long confused friendship with comradeship: “Veterans try to regain 
such feelings [stemming from comradeship], but they fall short” (Hedges, 2003, 
p.  116). Friendship takes work, unlike comradeship where “[t]here are fewer 
demands if we join the crowd and give our emotions over to the communal crusade” 
(Hedges, 2003, p. 116). Friendship is integral to moral life and encourages moral 
growth (Wadell, 1989), whereas the “ecstatic” nature of comradeship does not seek 
moral growth but leaves comrades to “rest on their emotional bliss” (Gray, 1998, 
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pp. 90–91). This persistent misconception by military culture of comradeship as 
friendship coupled with military distrust of civilians can lead veterans to frequently 
report struggling with developing friendships outside the military (Black, 2007). 
Intense, ecstatic relationships formed in a military world, cannot be replicated in 
any other environment. The veteran can be left with a sense of a gaping loss after 
leaving a distorted notion of interconnectedness inherent in the military family. The 
consequence of which leaves veterans feeling civilian life has let them down, leav-
ing them disconnected from the very society for which they were willing to sacrifice 
their lives.

The disconnectedness inculcated by military authority and reinforced by the hor-
rors of combat, can be replaced by the intimate process of developing mutually 
respectful interconnected friendships that allow individuals to be themselves. This 
is a difficult task for many veterans, but developing true friendships is critical to 
successful civilian integration (Haynie & Shepherd, 2011; Rose, 2015; Smith & 
True, 2014). Nonetheless, mindfulness, incompatible with many areas of military 
practices and culture, offers hope. Interconnected and interdependent notions of 
friendship are not unlike the precepts of mindfulness, which accepts others as they 
are without forcing them into a mission-goal, friendly enemy, insider–outsider 
highly polarized template for life.

Non-Judgment and Killing A military exists, predominantly, to fight wars. To fight 
wars, soldiers must be taught to overcome “an inherent reluctance to kill” through 
indoctrination and socialization techniques that “shape attitudes toward killing” 
(McGurk et al., 2006, p. 21). The goal is to develop a reflexive response to kill, 
“without hesitation,” on command (Moore, Hopewell, & Grossman, 2009, p. 310). 
This training is so deeply ingrained through processes that, like learning “how to 
ride a bike,” are “virtually resistant to decay” (Moore et  al., 2009, p.  320). 
Obedience, immense socialization pressures, suppression of self, and comprehen-
sive artifacts, espoused values, and basic assumptions constantly reinforce one’s 
subjugation to the military collective that “ritualize the violence of war” (Snider, 
1999, p. 15). Ultimately, these complex and comprehensive normative guidelines in 
turn reinforce “discipline [which] reassures soldiers in combat and defines when 
and how they are ‘authorized’ to violate the normal societal prohibitions against 
killing and violence” (Snider, 1999, p. 15). In doing so, they overcome the “univer-
sal human phobia [to] interpersonal human aggression” (Moore et al., 2009, p. 309, 
original italics).

In this context, there appears little room for mindfulness to coexist with the oper-
ational military world other than in a perverted, denatured form that may increase 
survivability, but also allows further psychological and moral burdens placed upon 
soldiers to more efficiently and repeatedly carry out the military mission, and poten-
tially neutralize more targets.

Can we claim a practice that further detaches soldiers from their moral selves 
or places additionally unthinkable moral burdens as some form of mindfulness? 
In the context of mindfulness practice, non-judgment is neither robotic nor is it 
ever “mechanical” (Kabat-Zinn, 2003, p. 148). As noted above, non-judgment has 
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been variously interpreted as including concepts of acceptance, curiosity, generos-
ity, gentleness with oneself, openness, kindness, respect for our mortality, empathy, 
gratitude, loving-kindness, patience, and compassion. Most, if not all, of these con-
cepts cannot be found in either espoused military ethics or the more subconscious 
world of military culture’s basic assumptions. Having said that, Israel is the only 
nation of nine studied (Kasher, 2008; Robinson, 2008) that includes a mindful- 
admirable virtue required of its military: “respect for human life.” Nonetheless, 
military service deeply inculcates a “black-and-white, dichotomized framework 
of enemy/ally, superior/subordinate” that is fundamentally at odds “with a more 
autonomous, even anomic, civilian identity” (Smith & True, 2014, p.  158). This 
polarized Weltanschauung is not only anathema to the “intrinsic relationality” of 
relationships encouraged by mindfulness practice (Kabat-Zinn, 2013, p. 480), it is 
also anathema to mindfulness non-judgment in all but its most mechanical, mini-
malist connotations.

Unintended Consequences of (Mis)using Mindfulness Increasing the capacity 
of soldiers to deploy on more missions than they would have been otherwise capa-
ble and thereby engage in more combat (and ostensibly more killing) raises funda-
mental moral questions. In this light, the U.S. military, featuring the Samurai myth 
as the macho mascot for its mindfulness program to build resilience and effective-
ness in soldiers, has some ironic implications. The Samurai myth led to Japan’s 
coopting of Japanese Buddhist Zen teachers and schools to participate in the “appro-
priation” and distortion of Zen for “narrow societal (and especially military) ends” 
that contributed prominently in “concocting a witch’s brew of violent nationalism” 
(Senauke, 2016, p. 77). The result was a half-century of aggressive military expan-
sionism and war atrocities rivaling the horrors of World War II Europe. As ethicist 
Daniel Dwyer (2003) points out, “spiritual development does not necessarily go 
hand in hand with moral development” (p.  64). The current-day employment of 
mindfulness in the military context to optimize the efficacy and availability of the 
soldier resource is in direct opposition to developing not just a moral, but a mindful 
and aware military. Mindfulness teachers of military personnel, should be, if they 
are not already, facing the ethical dilemma of dual-use similar to the moral issues 
arising in neuroscience where drugs are being weaponized; that is, used to push the 
physical limits of soldiers in “maintaining alertness”, “combating fatigue”, and 
“improving cognitive functions” (Tracey & Flower, 2014).

There is a growing awareness that the psychological cost of combat, and poten-
tially military service in general, can extend beyond the commonly accepted clinical 
diagnoses of PTSD and depression. Moral injury has received growing attention 
thanks to the pioneering work of individuals like psychiatrist Jonathon Shay (2002). 
Moral injury has been defined as “Perpetrating, failing to prevent, bearing witness 
to, or learning about acts that transgress deeply held moral beliefs and expectations” 
(Litz et  al., 2009, p. 700). More recently, Andrew Bacevich (2013) has captured 
moral injury in the umbrella concept of “Breach of Trust” as the title of his book. 
Even those who do not meet a clinical threshold of PTSD can suffer the debilitating 
effects of moral injury. Those who do not kill, because of the military collective 
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identity, can suffer the same burdens of those who do kill (Grossman, 2009). Moral 
injury has been under-studied but as one soldier notes “It’s the moral injury over 
time that really kills people. Soldiers lose their identity. They don’t understand who 
they are anymore” (Sherman, 2015, p.  7). Edward Tick (2014), psychiatrist and 
founder of the non-profit organization, Soldiers Heart, argues that the “wounding” 
from moral injury “can be so painful and disillusioning that it leads to the veteran’s 
loss of the will to live and can even haunt a veteran on his deathbed” (p. 121).

When we use mindfulness to pursue goals that, even if intended to increase sur-
vivability in the modern battlefield, but that nevertheless result in a further distanc-
ing of soldiers from themselves, are we complicit in worsening the longer term 
moral and psychological burden of soldiers that already endure far too much? Since 
we are all interconnected and soldiers serve and die at our whim, are we all not 
complicit in pushing their limits beyond the soldier’s humanity?

Military ethics has experienced a fierce debate as to whether there are just wars. 
“Wars are rarely just” and that “ʽthe myth of the just war’ is that if we believe that 
war is easily justified, we will tend to fight more wars” (Fiala, 2010). The employ-
ment of pharmacology and eventually mindfulness to create more capable soldiers 
that can deploy more frequently feeds directly into the facile justification to fight 
more wars, almost always at the expense of soldiers. Having an isolated, profes-
sional, and highly capable fighting force that can be deployed frequently to combat 
missions due to the maximal optimization of each soldier’s capability to give more 
of themselves for us, is a chilling and morally repugnant prospect. It also contra-
venes the medical and psychological professions’ promise to do no harm. Military 
has long been a laboratory for medical and social testing despite such international 
prohibitions of testing without informed consent like the Nuremburg Code (Boyce, 
2009). The costs of such experimentation, not to mention the killing and sacrifice 
required, may not be evident upfront, but what is not paid upfront, will manifest in 
the further disconnection of soldiers from themselves and society. Moral injury 
may be the least of the soldier’s suffering and mindfulness may be at a loss to 
reconnect them.

 Is There a Place for Mindfulness and the Military to Coexist?

If mindfulness is fundamentally at odds with military ethics and culture, in all but 
the most minimalist application of John Kabat-Zinn’s widely accepted operational 
definition, can mindfulness find some place in the military and veteran community? 
Mindfulness measures “may be useful for identifying soldiers at risk and resilient 
for post-deployment psychological distress” (Call, Pitcock, & Pyne, 2015, p. 1304). 
Mindfulness has been employed in protocols to treat PTSD with at least one study 
demonstrating mindfulness’ efficacy, at a biological level, in treating PTSD while 
other studies have shown the effectiveness of mindfulness in addressing pain and 
physiological stress that co-occurs with PTSD (Bergen-Cico, Possemato, & Pigeon, 
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2014). Mindfulness-Based Stress Reduction (MBSR) is employed by the United 
States Veterans Administration to assist veterans who are not necessarily suffering 
PTSD or any other psychological or physical ailment. Those who seek out MBSR 
are typically “older,” in their forties, fifties, or sixties, with younger veterans drop-
ping out at a higher rate (Kearney et al., 2015).

We can hypothesize that once the veteran has achieved distance and time from 
the powerful influences of military culture, then individual autonomy has an 
opportunity to emerge. Younger veterans still heavily influenced by military cul-
ture could be repelled by the contrary culture of mindfulness practice. Interestingly, 
“older Veterans also seem prepared to work with an acceptance-based approach” 
since they have “experienced firsthand the limitations of attempts to suppress or 
avoid chronic symptoms, coupled with the realization that personal growth and 
healing are often slow processes that require some effort.” (Kearney et al., 2015, 
pp. 5–6).

The older veterans’ realizations also correspond with broader intentions of mind-
fulness including “discernment, wise action, or wisdom” (Monteiro et  al., 2015, 
p. 3). Kabat-Zinn (2003) emphasizes the “universal qualities of being human” as 
being “wakefulness, compassion, and wisdom” (p. 283). Older veterans who have 
faced chronic illness and endured much suffering perhaps have woken up suffi-
ciently from the military indoctrinated sleep to be more accepting of themselves and 
the world. The question for many ethicists and a growing number of mindfulness 
teachers is how to wake up the military. Perhaps not so coincidentally, military ethi-
cal codes, however unsuccessful at having their virtues internalized, along with 
mindfulness seek similar goals: phronesis, a practical wisdom or discernment 
(Robinson, 2007a, 2008). Timothy Challans (2007), in his scathing dissection of the 
ethical hypocrisy and distortions of humanity in current military culture and prac-
tices, calls for the “Awakening Warrior” to become aware in a “fully reflective life.” 
Van Gordon et al. (2015), in noting that current mindfulness practices in the military 
are “something other than mindfulness,” also call for awakening:

In such an uncertain and arguably hostile economic and political global climate, rather than 
refuse to introduce responsible military leaders to the principles of mindful awareness, we 
argue that a more rational solution is to deploy military personnel and leaders that are fully 
aware of the consequences of their thoughts, words, and actions and who carry out their role 
with wisdom and compassion. (p. 53)

Given what we know about military’s intractable culture, which is highly resis-
tant to change, along with the correspondingly resultant persistent and profound 
changes upon each and every soldier, such calls are optimistic at best. Nevertheless, 
such calls are necessary pressures that must be exerted to ensure that we do not 
segregate and marginalize one segment of our humanity to serve our purposes. We 
need something more than ethical codes or attempts to resurrect the quasi myths of 
the Samurai and chivalry (Farrell, 2007) or call upon such vague moral terms as 
“honor,” which is “always morally impressive,” but is only “sometimes successful” 
and may mean very little (Axinn, 2009, p. 49). We do not know if military culture’s 
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attempts to comprehensively suppress the wakefulness of fellow humans in the mil-
itary continue to be necessary for them to carry out their work. We are all intercon-
nected, mindfulness tells us, and mistreating or using others as tools for our own 
benefit is incongruous with a compassionate wisdom or a mindful ethic. Mindfulness, 
however, is all about helping others and alleviating suffering, suffering that hope-
fully was not caused or, aided and abetted by mindfulness.

 Conclusion

For mindfulness teachers, being aware of the seismic forces engaged to manipulate 
soldiers to distance them from their humanity and connect exclusively with institu-
tional goals certainly presents significant challenges to delivering mindfulness pro-
grams. This clash of cultures can alienate soldiers and veterans who are already 
profoundly alienated from both society and themselves. Employing mindfulness in 
a manner that allows soldiers to do more soldier-type things furthers, once again, 
institutional goals and not the long-term needs and limitations of the humanity in 
each and every human being wearing a military uniform. Such disconnection, insti-
tutionalized and socially legitimized, further isolates soldiers and veterans from 
themselves and society.

However, such large-scale deformation of humanity offers opportunity for, if 
not demands, the rest of humanity help soldiers reconnect with themselves, the 
society for which they sacrificed, and the life that surrounds all of us each day. 
Mindfulness offers such relational tools to re-establish connectedness, but also to 
develop discernment and wisdom. Mindfulness-based stress reduction is 
“grounded in a non- authoritarian, non-hierarchical perspective that allowed for 
clarity, understanding, and wisdom” (Kabat-Zinn, 2011, p. 292). That the deeper 
aspects of mindfulness clash with military culture may be self-evident. However, 
teaching and guiding veterans to shed their deeply inculcated deference to author-
ity so they may live in equanimity with life around them while cultivating clarity, 
understanding, and wisdom offers them hope to awake from their military-induced 
sleep. For serving soldiers still heavily influenced by the forces of indoctrination 
and socialization on a daily basis, mindfulness goals should be perhaps more 
modest, seeking maybe to simply plant seeds of wisdom and compassion. There is 
always hope that societies will demand that their militaries become less institu-
tionalized and more mindful of not just the missions they define, but how they can 
cultivate wisdom and compassion, the roots of mindfulness, in each and every 
soldier. This is a very large hope but learning to “communicate with honesty and 
candor, and at the same time with mutual respect” (Kabat-Zinn, 2013, p. 480) may 
help humanity find less costly and more beneficial solutions to our global con-
flicts. It would be a more compassionate act than sending our fellow humans into 
the fray to lose their humanity so that we may maintain the myth that we are pre-
serving our own.

S. Bruyea
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