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Abstract
Academic research on mindfulness has grown exponentially over the last few decades. Despite initial skepticism from some
Western sources, the evidence base suggests that mindfulness training (MT)may impact positively on physical and psychological
health in both clinical and non-clinical contexts. This paper explores the contention that MT may offer an evidenced-based,
comprehensive, contextually relevant, and holistic approach to addressing the individually intensive and socially extensive
impact of psychological trauma in South Africa and other similar settings characterized by high levels of violence and limited
professional intervention resources. Three inter-related issues are explored in support of this proposal: firstly, evidence that
mechanisms of trauma impact and mindfulness benefit are closely inter-related; secondly, the fact that mindfulness can produce
both immediate therapeutic and long term prophylactic gain and may therefore be of benefit not only for past traumatization but
also in contexts of continuous traumatic stress; and thirdly, the contention that MT may be an appropriate community based
intervention in mental health resource constrained contexts.
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For many decades Eastern meditation practices have been stig-
matized, regarded with suspicion and associated with fraudu-
lent mysticism within Western scientific practice (Kabat-Zinn
1990). Westernized psychology has historically eschewed
Eastern meditation practices, however the status of Buddhist
meditation practice in the form of MT has shifted radically
within the last two decades. Secularized meditation training
such as mindfulness-based stress reduction (MBSR) is current-
ly being embraced for self-development and healing.
Additionally, Mindfulness Training (MT) practices have also
been incorporated into broader clinical treatment approaches
such as, mindfulness-based cognitive therapy (MBCT), accep-
tance and commitment therapy (ACT), and Dialectical
Behavior Therapy (DBT) (Didonna 2009). Internationally,
MT practices have also found their way into mainstream cul-
ture with meditation practices being introduced into non-

clinical settings such as schools, police services, government
departments, prisons and the military (Cullen 2011). Within
this paper we seek to extend an appreciation of the potential
applicability of MT for mental health difficulties with a partic-
ular focus on traumatic stress. Although there is a burgeoning
body of research seeking to demonstrate the merits of mind-
fulness for a variety of traumatized populations, we make a
conceptual argument that MT may be particularly useful in
contexts of high and ongoing violence exposure and in con-
texts within which there are limited mental health intervention
resources. In this instance we take South Africa as our focus
but would suggest that the arguments put forward have rele-
vance for many countries in which populations are consistently
exposed to high levels of violence and in which intervention
resources to deal with traumatization are severely limited. For
example, this might apply to the large numbers of displaced
people living in refugee camps around the world or to those
living in countries affected by civil wars or conflicts.

What Is Encapsulated by the Term
Mindfulness?

Mindfulness, a form of insight-oriented meditation practice,
was extracted from its Buddhist roots, secularized for Western
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consumption, and transplanted into the field of psychology in
the late 1970s. Meditation is an umbrella term for various
forms of healing and self-growth practices in Buddhism and
in Western literature, the term Bmindfulness^ is often used
interchangeable with Bmeditation^. The literature generally
refers to two basic types of meditation practice, concentrative
meditation where attention is held on a single object, and
insight/mindfulness meditation where attention is expanded
to awareness of various objects within and external to the
meditator (Smith 1975). Mindfulness is a complex concept
to distinguish and define and it remains challenging to com-
prehensively convey in words what is an essentially phenom-
enological experience. Kabat-Zinn’s (1994, p.145) frequently
quoted definition of mindfulness captures the essential
distinguishing dimensions of this construct as a specific form
of meditation: Bthe awareness that emerges through paying
attention, on purpose, in the present moment, and non-
judgmentally to the unfolding of experience moment by
moment^. Training designed to cultivate mindfulness, or
MT, involves intentionally focusing attention on objects such
as breath, bodily sensations, sensory perceptions, cognitions,
and emotions, while maintaining a curious, accepting and
non-judgmental attitude (Bishop et al. 2004; Shapiro et al.
2006). Practice may be formal where time if set aside specif-
ically to develop the skill, or informal, where MT is incorpo-
rated into aspects of everyday life such as walking and wash-
ing dishes. In Western psychology Bmindfulness^ has been
used variously to describe a psychological state of awareness,
a practice that promotes this awareness, a mode of processing
information, and a personality trait (Davis and Hayes 2011).

A useful way to distinguish MT from other forms of med-
itation training that may involve concentrated focus on a sin-
gle object is provided by Olendzki(2009), who likens MT to a
floodlight as opposed to a spotlight. MT involves initially
attending intentionally to a chosen object and sustaining at-
tention over time. However, subsequently MT encourages
practitioners to open attention to a broader range of phenom-
ena such as inner body sensations like the heartbeat, as well as
to sensations arising from outside the body (smell, sound etc.).
BLike a floodlight rather than a spotlight, mindfulness illumi-
nates a more fluid phenomenological field of ever-changing
experience rather than isolating a particular object for inten-
sive scrutiny^ (Olendzki 2009, p.42).

Langer and Moldoveanu (2000) describe mindfulness as
being alert to the present moment, to distinctions, context, a
multiplicity of perspectives and novelty, highlighting the
expansion of consciousness that is entailed in MT. Focused
observation on the contents of the mind is believed to help
develop the set of skills that Siegal (2010) calls
BMindsight^, the term he uses to refer to the learned ability
to Bsee^ the mind, and over time to develop the ability to
regulate the flow of the contents of the mind. The term
BMindsight^ succinctly captures the essence of the skill set

that MT is believed to advance with repeated practice. MT is
seen to result in the awareness and acceptance of what is
currently being experienced, the promotion of self-regulation,
mental flexibility, integrated mental functioning, and compas-
sion for self and others. The development of these skills may
be salient in recovery from trauma as well as in the develop-
ment of resilience in relation to exposure to current and future
traumatic stressors.

One reason for the explosion of interest in mindfulness in
clinical and research contexts is the large and growing evi-
dence base for the effectiveness of MT, especially from neu-
robiological and cognitive-behavioral perspectives.Walsh and
Shapiro (2006) report that meditation (and by implication
mindfulness practices) has become one of the most widely
studied psychotherapeutic interventions. The growing popu-
larity of mindfulness is linked to the fact that science is catch-
ing up with practice as Eastern contemplative practices are
being validated by scientific research in a range of domains,
in part because of improved neuropsychological research in-
strumentation (Siegal 2009). A strong evidence base shows
that MT is an effective treatment for various psychological
problems, including anxiety, depression, and stress (Khoury
et al. 2013). The accumulating research validation on the ef-
ficacy of MTsuggests that it may be a valuable intervention to
consider integrating into psychological trauma treatment ap-
proaches as has already been suggested.

Mindfulness in South Africa

Mindfulness does not appear to have had a notable impact on
South African psychology until recently but is gaining in-
creasing popularity in this context as evidenced, for example,
in the increasing numbers of courses being offered in this
modality. In 2014 one of South Africa’s leading private med-
ical aid service providers, Discovery Health, invited Harvard
University academic, Dr. Ellen Langer, to present a keynote
lecture for their annual conference; promoting her talk with
the headline BMind over matter – how mindfulness can fix,
virtually, everything^ (Discovery Health 2014). Discovery
Health’s invitation to Langer is indicative of the fact that MT
is becoming increasingly accepted within the professional
health community. However, the promotional headline also
highlights a shadow aspect of mindfulness where extravagant
claims about impact are advanced within popular culture and
the press. Together with the secularization of mindfulness
(separating it from its Buddhist philosophical roots), unsub-
stantiated claims about efficacy and growing commercializa-
tion have contributed to criticism of deployment of mindful-
ness practices in BWestern contexts^, or skepticism about
what has been termed the BMcMindfulness^ movement
(Purser and Loy 2013). Additional criticisms on the current
state of mindfulness practice have been raised in the literature,
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including concerns about ambiguous definitions of mindful-
ness and the employment of dubious methodologies in re-
search claiming to verify mindfulness interventions (Van
Dam et al. 2018).While a detailed examination of the critiques
of mindfulness is tangential to the focus of this specific paper,
it is acknowledged that any promotion of mindfulness inter-
ventions needs to remain circumspect regarding the kinds of
claims that are put forward and wary of the potential for align-
ment with exploitative practices.

There is a substantial and growing international body of re-
search that demonstrates the effectiveness of MT in improving
psychological and physical health. Based on this available re-
search, as well as the confluence between cognitive-behavioral
and neuropsychological theories on the mechanisms of trauma
impact and how mindfulness is understood to work to produce
benefit, it may be argued that mindfulness is a potentially useful
intervention to address trauma exposure in South Africa (SA)
and related Low to Middle Income countries (LMIC’s), both by
reducing negative trauma impacts and by building psychological
resilience. Within this article we aim to address three interlinked
issues related to the potential deployment of mindfulness in such
contexts. Firstly, we wish to present evidence suggesting that
MT may be a particularly helpful intervention in addressing
the psychological sequelae of trauma exposure. Secondly, we
will argue that beyond its efficacy in addressing traumatic stress
conditions such as posttraumatic stress disorder (PTSD), mind-
fulness may be particularly beneficial as an intervention in high
violence contexts in which there is poly-victimization and trau-
ma exposure is ongoing. Thirdly, we hope to demonstrate that
MT may be useful in low resource contexts in which relatively
brief-term, holistic mental health interventions, potentially deliv-
erable by auxiliarymental health workers, are desirable. In keep-
ing with a set of community intervention principles outlined by
Kazdin (2014) we argue that it may be helpful to integrateMTas
a form of community responsive intervention in relation to both
single event and ongoing trauma exposure, thus perhaps
reclaiming some of the egalitarian and compassion enhancing
aspects of mindfulness as a way of being and set of related
practices.

Trauma in South Africa

High rates of criminal, intimate partner and sexual violence,
and of motor vehicle accidents (amongst other features), in
conjunction with a noteworthy history of political violence,
means that SA represents a context that could be viewed as a
Bnatural laboratory in which to study the impact of traumatic
events and their consequences^ (Kaminer and Eagle 2010,
p.4). Exposure to psychological trauma, either first-hand or
vicariously, appears to be the norm rather than the exception
for the average South African. Statistics from a 2007 study on a
nationally representative sample of adult South Africans

highlight that almost 75% had experienced at least one trau-
matic event in their lifetime and that many individuals had
experienced multiple traumatic events (Williams et al. 2007).
While over 50% of responders had experienced more than one
traumatic event, some individuals had experienced as many as
six or seven such events, with those with higher levels of ex-
posure in the form of poly-victimization demonstrating greater
vulnerability to developing mental health conditions (Williams
et al. 2007). Researchers writing on the current state of trau-
matic stress in SA cite concerns about collective and pervasive
forms of violence in addition to single incident, individually
perpetrated crime, and argue that the formulation of traumatic
stress exposure as continuous as opposed to post may be more
apt for both indirect and direct victims in pervasively conflic-
tual contexts (Eagle and Kaminer 2013; Stevens et al. 2013).
While people living in high violence contexts on an ongoing
basis may well present with some features of PTSD it is often
the case that their preoccupation is with current and future
threats as opposed to with events that have already taken place.

The construct of Continuous Traumatic Stress (CTS)
(Eagle and Kaminer 2013), similar to that of Ongoing
Traumatic Stress Reaction (OTSR) (Nuttman-Shwartz and
Shoval-Zuckerman 2016), has been proposed as a formulation
designed to capture the psychological and contextual features
associated with living under conditions requiring realistic ap-
preciation of current and future life threat to self and members
of one’s immediate community. As proposed by Eagle and
Kaminer (2013) one of the cardinal features of CTS is that
not only is the individual faced with ongoing threat of trau-
matic magnitude, but that such circumstances are inescapable.
This is usually because people are too impoverished to relo-
cate or because social and political circumstances are such that
mobility is severely constrained. In situations of war or civil
conflicts, such as in Israel and Palestine with air missile ex-
changes, or Syria in which drone strikes are a constant source
of danger, or in northern parts of Nigeria in which Boko
Haram insurgents can destroy entire villages, citizens may
have to accustom themselves to living with daily risk that is
inescapable. In SA it is argued that many political refugees are
exposed to similar risks of danger, as are people living in very
high violence, crime-ridden communities in which antisocial
forces such as gangs operate almost unchecked (Eagle and
Kaminer 2013). A further feature of CTS contexts is the ab-
sence of social protections, with government forces often in-
capacitated or impotent to protect citizens from threat, or in
some instances complicit or implicated in violence perpetra-
tion (Eagle and Kaminer 2013). While research into CTS and
OTSR is ongoing, there is some evidence to suggest that peo-
ple living under such conditions may present with particular
response patterns that are not entirely consistent with PTSD.
For example, being hyper alert appears to be common, and
given that this characteristic may be functional to a degree, it is
difficult to determine at which point this presentation should
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be considered symptomatic. It is also evident that avoidant
symptoms appear to take prominence over intrusion related
symptoms, given the preoccupation with potential threats rath-
er than primarily on past events (Somer and Ataria 2015). In
addition, somatization and depressed mood also appear to be
present as a consequence of the chronicity of exposure (Somer
and Ataria 2015). It is thus argued that intervention approaches
may need to be modified in such contexts. While PTSD is
recognized to be a clearly pathological or syndromatic response
to extreme threat, there is debate as to whether CTS and OSTR
can be considered pathological or whether they may rather
describe a set of responses that are context-dependent, even if
they are highly distressing to individuals (Eagle and Kaminer
2013). This tends to be borne out by research suggesting that
mental health difficulties associated with living with extreme
environmental threats may remit when people are able to relo-
cate from such environments (Diamond et al. 2010).
Nevertheless it is important to consider mechanisms for ame-
liorating psychological distress associated with living in such
dangerous conditions and the possible consequences this has
for both compromised mental and physical health.

The literature on trauma in SA suggests that traumatic
stress related conditions emerge as a broad-based societal
problem with corresponding inter-personal, economic and po-
litical impacts. It therefore appears that developing interven-
tions that are supported by research, flexible in implementa-
tion and appropriate for contexts of single, multiple and con-
tinuous traumatization, would be very beneficial in this and
related global contexts. We suggest that MT is a particularly
appropriate form of intervention in such high violence, low
mental health resource contexts.

Theorization of Traumatic Stress Impact
and Mechanisms of Mindfulness Intervention

Traumatic stress may be viewed as being situated on a contin-
uum of severity with the most extreme form being the clini-
cally diagnosable condition of Posttraumatic Stress Disorder
(PTSD). Within the Fifth version of the Diagnostic and
Statistical Manual of Mental Disorders (DSM-5) (American
Psychiatric Association 2013) PTSD is described as charac-
terized by five clusters of symptoms: re-experiencing, avoid-
ance, negative cognitions, negative mood, and arousal. While
not everyone who experiences a traumatic event will go on to
develop PTSD, it is clear from the DSM-5 description of
symptoms and their impact that traumatic stress has a debili-
tating impact on an individual’s well-being, and inter-personal
and social functioning. As will be suggested in this article,MT
may potentially impact positively on the full spectrum of trau-
matic stress symptoms and psychological effects.

Neuropsychological and cognitive-behavioral theories of
trauma offer theories of traumatic stress impact that are

currently most strongly supported by empirical evidence
(Follette et al. 2006). It is noteworthy that most of the evidence
base for the impact of mindfulness on various conditions also
arises from the schools of neuroscience and cognitive-
behavioral psychology.

Neurobiological Mechanisms of Traumatic Stress
Impact and Mindfulness

There is consensus in the neuropsychology literature that trau-
matic stress symptoms reflect a disruption in self-regulation
concomitant with dysfunction in the Bnormal^ stress survival
response, whereby the brain engages and then becomes held
in the mode of threat, anticipating the need for continuing self-
protective responses. The stress response is regulated by the
hypothalamic pituitary-adrenal (HPA) axis and the autonomic
nervous system (ANS) of the brain (Rothschild 2000).When a
threat is encountered, the amygdala sends signals to the hypo-
thalamus to activate the sympathetic nervous system (SNS),
which results in the release of epinephrine and norepinephrine
by the adrenal glands in preparation for the fight, flight or
freeze response (Rothschild 2000). This SNS activation re-
sults in physical symptoms such as increased heart rate, res-
piration and blood pressure, dilated pupils and decrease in
digestion, all of which are understood to have evolutionarily
significant protective functions against threat (Scaer 2001).
When the perception of threat has passed, the hypothalamus
sends signals to the pituitary gland which releases cortisol to
stop the alarm reaction and the body is restored to homeostasis
(Rothschild 2000; Scaer 2001).

In certain conditions, the brain threat detection systems
may become dysfunctional. Chronic dysregulation of these
systems may lead to functional impairment and neurobiolog-
ical abnormalities that are reflected in the presentation of
PTSD (Sherin and Nemeroff 2011). Brain imaging studies
investigating trauma related responses reveal neural circuit
disruptions in brain areas responsible for mediating stress
and fear responses, such as in the amygdala, hippocampus,
anterior cingulate, insula, and orbitofrontal regions
(Rothschild 2000).

Impairment of neural circuitry results in the brainstem and
limbic system Bhijacking^ the functions of the pre-frontal cor-
tex (PFC). The over-reaction of the amygdala, known to be
critical in fear conditioning and threat detection (Roberts-
Wolfe et al. 2012) and impairment of the self-regulatory func-
tions of the pre-frontal cortex, may be linked to the
functional impairments observed in trauma responses
and symptoms, such as those of avoidance, hyperarousal,
intrusion, and impaired emotion modulation. Shin et al.
(2006) confirmed that increases in amygdala reaction are
linked to more severe PTSD symptoms while increases in
prefrontal cortex response are associated with less severe
PTSD presentations.

2403Curr Psychol  (2021) 40:2400–2414



The pre-frontal cortex, more specifically the middle pre-
frontal cortex, is the brain area responsible for several impor-
tant executive functions such as body regulation, attuned com-
munication, emotional modulation, response flexibility, and
fear modulation (Siegal 2010). Thus the pre-frontal cor-
tex is responsible for modification and modulation of
the survival responses generated by the amygdala. In
successful recovery from trauma exposure the automatic
reflexive fear reaction is interrupted bymessages from the pre-
frontal cortex that generate strategic responses to the situation
(Dowd and Proulx 2012).

From the linkages in research across the two fields it ap-
pears that MT may be a particularly apt intervention for trau-
matic stress related conditions. Broadly speaking, MT facili-
tates the executive functions of the the prefrontal cortex, the
activation of the anterior cingulate cortex and insular cortex
and the deactivation of amygdala activity (Wheeler et al.
2017) thus promoting self-regulation and optimal integration
of mental and behavioural functioning, consequently amelio-
rating the kinds of symptoms generated by exposure to trau-
matic events (Dowd and Proulx 2012; Siegal 2009). A range
of studies show that MT has benefits in enhancing pre-frontal
cortex functioning and by implication, may alleviate symp-
toms associated with trauma (Roberts-Wolfe et al. 2012).
Thus, from a neuropsychology perspective, the pre-frontal
cortex functions of arousal regulation and distress tolerance
are central to understanding the management of and recovery
from trauma.

MT is associated with neuroplastic changes in the anterior
cingulate cortex, insula, temporo-parietal junction, and fronto-
limbic network that work synergistically to enhance self-
regulation (Holzel et al. 2011). This would suggest that indi-
viduals who evidence neural and brain function disintegration
associated with trauma symptoms may benefit from the
functional integrative impact of MT. This contention is
supported by Follette et al. (2006) who argue that individuals
who have experienced traumatic events and are exhibiting
posttraumatic stress disorder and/or related conditions would
benefit from MT.

The research findings summarized below highlight many
of the pre-frontal cortex functions that are activated during
MT. Mindfulness reduces stress arousal and facilitates effec-
tive monitoring of internal states (Lutz et al. 2008), facilitates
behavioral and emotion regulation (Heim et al. 2010; Linehan
1993; Langer and Moldoveanu 2000), reduces anxiety
(Hofmann et al. 2010), reduces depression (Teasdale et al.
2000), and reduces the tendency to ruminate on distressing
thoughts and images (Lutz et al. 2008). Treadway and Lazar
(2009) produced an extensive literature review citing various
empirical studies that demonstrate that MT can increase pos-
itive affect and cognitive vitality and decrease stress reactivity
and the tendency to ruminate. Similarly, Davis and Hayes
(2011) conclude that MT elicits positive emotions, minimizes

negative affect and rumination, promotes emotion regulation
and response flexibility, and decreases reactivity to negative
thoughts and emotions. Additionally, MT has been linked
with decreased PTSD symptoms through improvements in
attention and concentration; the ability to stay focused on the
present with less rumination on memories of trauma; less self-
judgement and greater self-compassion; as well as decreased
emotional numbing, physiological arousal and anhedonia.
(Frewen et al. 2015). Many of these findings may be linked
neuropsychologically to the executive and self-regulatory
functions of the PFC and it is evident that there is a good
Bmatch^ between what trauma survivors require to overcome
the neuropsychological impact of exposure and the functions
that MT may facilitate in this regard.

Cognitive Behavioral Theories on the Mechanisms
of Trauma Impact and Mindfulness Interventions

Cognitive-behavioural writing on traumatic stress rein-
forces the links established between neuropsychological
research on trauma impact and those that have established
the primary mechanisms by means of which MT appears to
be of benefit. Cognitive and behavioural theories have
encompassed a range of models of mechanisms of trauma-
tization (for example Brewin et al. 1996; Ehlers and Clark
2000; Foa et al. 1989). Based on these kinds of formula-
tions within the traumatic stress field it is accepted that
Cognitive/behavioural (CB) theorists appear to have devel-
oped the most well-established evidence-based intervention
approaches for the treatment of trauma (Follette et al. 2006;
Kaminer and Eagle 2010).

In summarising the common features of cognitive be-
havioral theories of trauma, Brewin and Holmes (2003)
advise that there appears to be agreement that trauma is
associated with disruptions in a wide range of psychologi-
cal functioning processes including memory, attention, cogni-
tive and affective reactions, belief systems, coping strategies,
and accessing of social support. To further advance the argu-
ment that MT may be beneficial in the treatment of trauma
related pathology, the section below highlights salient mecha-
nisms of trauma impact and associated symptoms as proposed
by CB theorists in conjunction with suggestions as to the
corresponding mechanisms of mindfulness that may al-
leviate these symptoms. In particular the core features of
avoidance, intrusion and negative cognitive shifts are
elaborated.

Avoidance Addressed by the Acceptance Engendered by MT

Avoidance, taking various forms, is generally recognised as a
primary trauma symptom cluster that has the paradoxical ef-
fect of exacerbating and maintaining pathological outcomes.
While the trauma victim engages in avoidance behavior in an
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attempt to cope with the distress of trauma memories and
associations, avoidance appears to trap the individual in an
iterative loop that sustains trauma symptoms. Ehlers and
Clark (2000) propose that exaggerated negative cognitive ap-
praisals of traumatic events tend to generate situational fear as
well as avoidance behavior, that in turn maintains over-
generalization of anxiety. There is accumulating evidence
supporting the view that elevated experiential avoidance in
individuals with PTSD plays a significant role in the
onset and maintenance of the disorder (Thompson
et al. 2011). A further complication associated with
avoidance is that traumatized individuals tend to oscil-
late between obsessive pre-occupation with the traumatic
event and the desire to avoid all reminders of the trauma.
Follette and Vijay (2009, p. 301) identify this tendency toward
polarized engagement and dis-engagement as being Bthe cen-
tral dialectic of trauma^.

MT is seen to promote a relationship of equanimity be-
tween the individual and his/her thoughts, feeling and body
sensations. The individual is encouraged to observe with com-
passionate curiosity all that arises in his/her internal and ex-
ternal environment without becoming over-identified or de-
tached from the object of awareness and attention. This pro-
cess termed Breperceiving^ or Bintimate detachment^
(Shapiro et al. 2006) may be valuable in training the individual
to find balance between the two polarized tendencies of be-
coming overwhelmed by or overly distant from the experience
of trauma.

MT promotes the acceptance and awareness of the in-
ternal and external world as is, in contrast to many west-
ern orientated psychological theories in which the ap-
proach to suffering would generally be to facilitate change
in the individual’s distressing internal and/or external sit-
uation. Siegal (2007) suggests that MT promotes an
Bapproach^ state that is designed to counteract the trau-
matized individual’s tendency to avoid memories,
thoughts, emotions and body sensations related to stimuli,
including traumatic stimuli. MT may be seen as promot-
ing a shift in the way an individual processes mental con-
tents rather than attempting to change these contents
(Davidson 2001). The observer and the observed become
disentangled during MT and this facilitates a particular
relationship of non-judgment and non-evaluation of expe-
rience. From the perspective of MT, within its location
in Buddhist philosophy, the idea of Bnon-attachment^
means that one is encouraged to accept that environ-
mental shifts, both internal and external, are inevitable
and that clinging to what is judged as pleasant, or
rejecting what is unpleasant, will result in suffering. In
MT the individual is invited to experience life with curiosity
and to cultivate an attitude of acceptance that allows for the
possibility that whatever arises (internally or externally) can
be experienced with equanimity.

Re-Experiencing, Intrusion, Negative Cognitions/Emotions
and Memory Disturbances Addressed by Distress Tolerance

A further common feature of traumatic stress is intrusion
related symptoms such as flashbacks and nightmares.
Intrusions have been linked to memory distortions, another
common feature of traumatic stress. Memory disturbances
are a central feature of the dual representation theory
(Brewin et al. 1996) in which it is contended that aspects of
the traumatic experience are stored in two different memory
systems. The verbally accessible memory (VAM) system
contains the more consciously-processed, temporally-
located memories that are encoded in the hippocampus,
while the sensorially accessible memory (SAM) stores the
less consciously processed, perceptually-based, and sensory
memories that have not been encoded in the hippocampus.
Memories that are not consciously processed are more likely
to result in intrusions such as anxiety provoking, invasive
images and emotions (Brewin et al. 1996).

The processing of the trauma, through the integration of the
contents of these two memory systems, is seen to be dependent
on reducing distressing arousal and affect bymeans of exposure-
oriented treatments, aiming to reduce associated anxiety in order
to make it possible to assimilate memories of the trauma. MT
may be a useful adjunct to exposure therapy for PTSD in that it
allows for the modulation of arousal and emotion while main-
taining contact with disturbing images and thoughts (Follette
and Vijay 2009; Rothschild 2000). In addition, there have been
recent trends in trauma therapy that highlight the importance of
staying fully aware of, rather than avoiding, body sensations
related to traumatization (Goodman and Calderon 2012), a pro-
cess that occupies a significant place in MT.

Central to the elimination of intrusive trauma symptoms and
the stabilizing of memory systems is the individual’s ability to
tolerate the intense distress associated with trauma related intru-
sions. MT focuses on distress tolerance and reducing emotional
reactivity to inner and outer generated experiences, enabling
individuals to be guided toward approaching and assimilating
intrusive material, and the activation of the PFC during mind-
fulness practice allows for the diminishing of fear responses.
MT is also seen to be effective in counter-acting rumination,
anxiety, worry, fear and anger, all of which are associated with
tendencies to either avoid or over-engage with distressing
thoughts and emotions (Keng et al. 2011). The individual is then
able to respond with greater equanimity to whatever is being
experienced, whether pleasant or distressing, without being
constrained by automatic and conditioned reflex responses.

Negative Cognitive Schemas Addressed
by Phenomenological Perspective

Exposure to traumatic events may result in the transformation
of the individual’s stabilizing cognitive schemas, as reflected
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in the theory of Bshattered assumptions^ (Janoff-Bulman
1989) and the problematic entertainment of overly negative
attributions (Ehlers and Clark 2000). It is theorized that core
belief systems about the world, the self and others, that have
served to provide a foundational sense of predictability, trust
andmeaning, may be severely challenged by the experience of
trauma. With regard to the changes in cognitive schema that
are proposed to occur consequent upon trauma exposure, it
may be argued that the particular mode of cognitive process-
ing engendered by MT may serve to counteract the consoli-
dation of negative cognitive schemas. MT facilitates a
Bbottom-up^ rather than a Btop-down^ mode of processing
information similar to what the philosopher Husserl called
the second mode of processing or the phenomenological
attitude, in which attention is turned toward reality simply as
it appears as a flow of phenomena without cognitive media-
tion (Brown and Cordon 2009). Shapiro et al. (2006) extend
this description of mindfulness arguing that mindfulness al-
lows the individual to suspend interpretation and analysis of
experience and to attend to experience as it arises in the pres-
ent moment, adopting a phenomenological perspective to-
wards everyday life. It may be extrapolated from this descrip-
tion that MT has the potential to facilitate present moment
experience, unprejudiced by the impact of negative cognitive
schema.

Ehlers and Clark (2000) propose that a characteristic fea-
ture of traumatic stress is what they term Bmental defeat^, a
phenomenon that appears to be related to the destruction of
functional and healthy schemas about the self. This concept
refers to a profound sense of helplessness and disempower-
ment where the traumatized individual may perceive him/
herself as having become unworthy, lacking in agency, and
defeated. A related point is that trauma is often associ-
ated with self-blame, shame and trauma-related guilt
(Bockers et al. 2016), which in turn can lead to states
of paralysis and powerlessness. Again MT may prove
beneficial in counteracting tendencies towards mental
defeat, self-recrimination and/or survivor guilt in promoting
greater acceptance of reality as it is, or has been experienced,
and in encouraging self and other acceptance.

According to Shapiro et al. (2006) intention, attention, and
attitude, are the three core mechanisms of MT that are
simultaneously activated during Bre-perceiving^. Bishop
et al. (2004, p.232) describe the attitudinal component
as Badopting a particular orientation toward one’s expe-
rience that is characterized by curiosity, openness, and
acceptance^. Siegal (2007) extends this description to
include compassion, openness and acceptance. In this
light, MT may provide a potent response to the Bmental
defeat^ of the traumatized individual and may assist in
re-constructing belief systems that serve to create or
restore functional meaning systems in relation to the self, the
world and others.

Traditionally, MT practices encourage the development of an
attitude of compassion as exemplified in the Buddhist BMetta or
loving-kindness meditation^ which was incorporated into the
MBSR program and into most MT programs. Compassion for
sentient and non-sentient beings and self-compassion is a key
focus inMTand this practice may be useful in facilitating the re-
entertainment of the idea that the world can be a benevolent
place in which (at least some) others and the self may be trusted.
The self-compassion, acceptance, and emotional flexibility that
is engendered in MT may counteract trauma symptoms related
to negative, hostile and defeatist attributions and may assist in-
dividuals to survive with greater equanimity, freeing them to be
able to devote psychic energy to other tasks or activities.

In a review of theoretical and empirical literature on the
impact of MT on trauma symptoms, four main categories of
influence emerge as pertinent: present moment awareness and
a non-judgmental acceptance of distressing internal states and
trauma-related triggers; decreased arousal and stress reactivi-
ty; attention control involving selective switching or sustain-
ing of attention to stimuli on an adaptive basis; and finally,
effective engagement in psychotherapy treatment by fostering
increased openness and awareness of thoughts and feelings
(Vujanovic et al. 2011). This summary appears to resonate
well with the dimensions of impact elaborated with regard to
the range of symptom clusters discussed above.

Research Evidence Related to Mindfulness
Interventions and Traumatic Stress

Holzel et al. (2011) propose a meta-analytic model on the
benefits of mindfulness supported by an extensive review of
empirical research drawn from both cognitive and neurosci-
ence studies. They contend that the cognitive mechanisms of
mindfulness comprise four core components: attention regu-
lation, body awareness, emotion regulation (including reap-
praisal and exposure, extinction and reconsolidation), and
change in perspective on the self. As discussed thus far it
would seem that all of these dimensions of mindfulness con-
tribute meaningfully to understanding how MT may address
trauma symptoms and build resilience.

While South African research on mindfulness is very lim-
ited to date, Ives-Deliperi (2008) conducted a series of four
studies to investigate the cognitive and neural mechanisms
associatedwith the adoption ofmindfulness practices amongst
members of the South African population. In a matched-con-
trol, clinical intervention study comprising 206 volunteer par-
ticipants she concluded that the evidence supports MT as an
intervention to improve affective and cognitive well-being
and to reduce vulnerability to stress. Of relevance to the cur-
rent discussion is Ives-Deliperi’s (2008) identification of ten,
what might be termed Bsub-mechanisms^ of mindfulness:
self-regulation, exposure, cognitive flexibility, acceptance,
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dis-identification, awareness/insight, reattribution, attention,
meta-cognition and relaxation. International studies have
identified similar sub-mechanisms including: attention regu-
lation (Brown and Ryan 2003; Treadway and Lazar 2009);
decreased habituation (Jha et al. 2007); meta-cognitive aware-
ness (Kocovski et al. 2009); decreased rumination (Jain et al.
2007); increased acceptance (Treadway and Lazar 2009); and
decreased experiential avoidance (Kocovski et al. 2009).
Evidently, there are a wide range of cognitive mechanisms
implicated in MT many of which appear to be related to the
executive functions of the pre-frontal cortex brain region and
many of which appear to be potentially beneficial in the ame-
lioration of traumatic stress related conditions.

Empirical Support for MT as an Effective Trauma
Intervention

In addition to the theoretical and research evidence that MT
produces various psychological benefits, there is a growing
research base on the impact of MT specifically on trauma
related conditions. The research on MT impact validates MT
as an effective treatment for trauma on populations as varied
as women who have experienced intimate partner violence or
interpersonal trauma (Dutton et al. 2013; Smith 2009), pa-
tients manging cancer diagnosis related trauma (Bränström
et al. 2010), adult survivors of childhood sexual abuse and
cumulative trauma (Bolduc et al. 2018; Kimbrough et al.
2010), firefighters (Smith et al. 2011) and war veterans
(Müller-Engelmann et al. 2017; Schure et al. 2018;
Stephenson et al. 2017). Some of these research findings are
elaborated further.

MTwas found to be effective in reducing PTSD symptoms
amongst war veterans, teaching them to recognize trauma
triggers and distressing emotional states and to cultivate the
psychological flexibility required to engage effectively in
treatment leading to decreases in hyper-arousal and stress re-
activity (Vujanovic et al. 2011). Kearney et al. (2013) found
sustained positive impact of MBSR four months after inter-
vention in a randomised control study conducted on 47 vet-
erans. A pilot study by Goldsmith et al. (2014) found that an
MBSR intervention with nine adults with PTSD symptoms
and depression substantially reduced shame-based trauma ap-
praisals. Another study, conducted on 27 adult survivors of
childhood sexual abuse, found sustained improvements in
trauma related symptoms up to 24 weeks after participation
in MT, with avoidance and numbing related PTSD symptoms
particularly being greatly reduced (Kimbrough et al. 2010).
Although limited in generalizability by small sample sizes,
findings from these studies conducted on a diverse range of
traumatized populations support the proposition that MT can
effectively reduce primary trauma symptoms.

A more recent randomized control trial (RCT) study based
upon research with a larger sample of 116 veterans suffering

from PTSD compared MTwith present-centered group thera-
py (Polusny et al. 2015) Results provide further support for the
positive impact ofMT for PTSD and depression related symp-
toms, both on immediate assessment after completion of an
MBSR program and at 2 months follow-up. There is thus
evidence suggesting that the effects of MT in ameliorating
trauma symptoms may be sustainable.

The results of three recent meta-analytic reviews provide fur-
ther convincing support to the growing evidence-base that MT is
effective in ameliorating trauma symptoms. Banks et al. (2015)
in a systematic review of 12 studies reported positive outcomes
on the impact of MTon PTSD post intervention, and found that
these improvementswere sustained frombetween 4 to 30months
post-intervention. The authors conclude that there is pre-
preliminary evidence for the use of MT to treat trauma but called
for the execution of more studies with greater methodological
rigour. Hopwood and Schutte’s (2017) meta-analytic investiga-
tion refined their criteria for inclusion, reviewing only impact
studies that met RCT design criteria. Their review of studies
conducted on the impact of MT on PTSD covered the recent
period of 2008 to 2016. In the total sample of 1219 participants
across the 18 studies reviewed, MTwas generally found to have
had a significant impact on reducing symptoms of PTSD
(Hopwood and Schutte 2017). Similarly, Boyd et al. (2018) con-
tribute evidence from their scoping literature review, observing
that MT in general impacts positively on PTSD symptoms with
medium to large effect sizes. Additionally, they report neuro-
biological evidence showing that MT may effectively restore
large-scale brain network connectivity in PTSD sufferers thus
lending further credibility to the theorization of the neuro-
plastic changes associated with MT.

It is evident that research into the impact of MT on trau-
matic stress related responses and conditions, albeit relatively
recent and requiring further consolidation, suggests consider-
able efficacy in reducing a range of symptoms and the
possibility of sustained benefits. The meta-analytic stud-
ies are oparticularly convincing in providing a critical
overview perspective and it is evident that positive find-
ings are being generated even from more rigorous RCT based
studies (Creswell 2017).

Continuous Trauma Exposure: Mindfulness,
Neuroplasticity and Building Resilience

Thus far we hope to have presented a convincing case to
suggest that MT is an effective intervention for trauma related
responses and psychological conditions in general. In this sec-
ond broad section of the paper we seek to emphasize the place
of MT as a prophylactic and resilience building intervention
for complex forms of traumatic stress. We propose that MT
may be particularly beneficial in contexts in which exposure
to multiple and continuous trauma is extensive. Within such
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environments it is evident that individuals and communities
feel severely constrained in terms of the options open to them
to manage exposure to violence and threat. On the one hand
individuals may become hypervigilant, constantly attempting
to gage situations in anticipation of impending danger and
contributing to a rather pervasive sense of mistrust, irritability
and suspicion. On the other hand, the sense of mental defeat
may be exaggerated with tendencies towards social withdraw-
al, resignation, cynicism and hopelessness. For a variety of
logistical reasons affecting both treatment seekers and pro-
viders, such as accessibility of services and case-load manage-
ment, it is also the case that for those facing recurrent trauma-
tization it is not viable to seek formal treatment on a (semi-)-
permanent basis. This is despite recognition that external cir-
cumstances are such as to contribute to likelihood of ongoing
exposure to traumatic stressors and that guarantees of safety
are not possible. Within such conditions the availability of an
intervention approach that promises consolidation of benefi-
cial change and enduring impact is immensely appealing. The
neuroplastic changes associated with MT suggest that the in-
tervention may assist in this kind of manner, being designed
not only to reduce immediate trauma symptoms but also to
build long-term psychological resilience.

Research reveals that MT impacts at the palliative level of
symptom relief, and with repeated practice, simultaneously
promotes the building of personal psychological resources
and resilience (Brown and Ryan 2003; Davidson et al. 2003;
Siegal 2010; Keng et al. 2011). The mindfulness state may be
cultivated and developed through MT and may ultimately
promote the development of mindfulness traits (Siegal 2007)
through neuroplastic alterations (Shapiro et al. 2004). With
more extended Bpractice^ of mindfulness the brain is under-
stood to change in both structure and function (Davidson et al.
2003). Mindfulness practice induces a state of brain activation
that with repetition can become an enduring mode of
responding to everyday life (Siegal 2009), including to ongo-
ing stressful experiences. Recipients of MT may become au-
tonomous practitioners of mindfulness over time as this be-
comes a way of being rather than therapeutic-input reliant.
This is one of the egalitarian aspects of mindfulness – once
comprehended the recipient can become an autonomous prac-
titioner. Thus, MT may be effective as both a treatment and
preventative approach to trauma impact, in a sense potentially
providing some level of Bstress inoculation^ for individuals
who are exposed to repeated trauma.

The hypothesis that MT produces both functional and
structural neuro-plastic changes in the brain has been empiri-
cally validated by neuroscientific research. Davidson et al.
(2003) investigated the impact of an eight-week MBSR inter-
vention on brain and immune functions and were able to dem-
onstrate that in comparison with non-meditators meditators
showed significant increases in left-sided anterior activation,
a pattern associated with positive affect states. At the end of

the MBSR intervention both experimental and control partic-
ipants were vaccinated with an influenza vaccine. It was found
that there was a significant increase in antibody titers among
subjects in the meditation group as compared to those in the
wait-list control group and that the magnitude of increase in
left-sided activation predicted the magnitude of antibody titer
rise to the vaccine (Davidson et al. 2003).While these findings
pertain to physiological risk and immunity it is possible to
infer that MT may also provide a form of immunity to psy-
chological stressors. In the small body of writing on interven-
tions for CTS (Kaminer et al. 2018) and OTSR (Diamond
et al. 2010; Nuttman-Shwartz and Shoval-Zuckerman 2016)
it has been proposed that aspects of mindfulness may well be
helpful in addressing both excessive arousal and anxiety and
pessimism and helplessness associated with living circum-
stances. One of the cardinal features of CTS is the difficulty
in discriminating between real and imagined or anticipated
threats within the environment (Eagle and Kaminer 2013).
Optimal threat detection is important for survival and minimi-
zation of harm and yet over-generalization of anxiety to a
range of threat cues can deplete psychological resources and
lead to suspicious and constrained ways of dealing with peo-
ple and the environment, in turn compromising supportive
social network bonds (Eagle 2015). As discussed previously,
MT contributes to the development of a particular kind of
attentional awareness that may allow for optimal alertness to
environmental cues without the associated anxiety that CTS
produces. Individuals may feel that they are sufficiently aware
of their environment to trust that they can respond adaptively
to minimize threat of harm without either being flooded by
anxiety or succumbing to resignation. In addition, CTS has
been associated with the potential development of health re-
lated problems, such as hypertension and headaches, as is
commonly the case with chronic stress exposure. MT is also
viewed as potentially beneficial for these kinds of psychoso-
matic presentations that may accompany CTS (Kaminer et al.
2018) and as indicated previously may improve immunolog-
ical functioning.

Although it is difficult to predict under what circumstances
recipients of MT are likely to sustain the practices associated
with such inputs it is important to note that the exercises are
not tied to access to material resources, such as computers, but
rather require cultivating certain states of mind. Such states of
mind may enable people to live with greater equanimity under
conditions of violence and threat when these are inescapable.
Interestingly in a study conducted with college students ex-
posed to continuous threat in Israel, acceptance as a coping
style was found to be beneficial in reducing the risk of pathol-
ogy (Nuttman-Shwartz and Dekel 2009). This is not to sug-
gest that mindfulness equates to resignation and in fact it could
be argued that some degree of freedom from the intense anx-
iety associated with such conditions may free up psychic en-
ergy to engage in the world in more proactive and
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communitarian ways. While engagement with this aspect of
mindfulness entails more extended philosophical discussion,
it is evident that within its Buddhist roots mindfulness also
assumes the development of increased compassion and re-
spect for others and one’s environment and that this too may
be beneficial in situations of enduring intergroup or civil con-
flict. The practice of mindfulness may thus assist not only with
the amelioration of individual distress but may play some role in
assisting people to build social support networks in contexts of
ongoing threat. This is not to suggest that MTshould be viewed
as a panacea for all forms of traumatization but rather to suggest
that the cultivation of the kinds of states of mind associated with
being mindful may be beneficial in contexts of inescapable
threat and that the enduring benefits of MT may be important
in situations where trauma exposure may reoccur.

Mindfulness as Appropriate Intervention
in Contexts of Limited Mental Health
Resources

The discussion thus far has sought to build a compelling case
that MT appears to offer a holistic approach to dealing with the
impact of traumatic stressors and may provide resilience build-
ing in the face of the kind of multiple and continuous trauma
exposure that tends to be more prevalent in LMIC’s (Stevens
et al. 2013). It may seem, however, that MT may not be easily
viewed as compatible with community-based interventions giv-
en the association of MTwith middle class preoccupations and
privileges in the West as briefly discussed at the outset of the
article. Those who have critiqued the popularization of mindful-
ness over the past decade or so suggest that it has been appro-
priated to some extent by positive psychology, with connota-
tions of Bentitlement^ to happiness and commercialization of
training. However, we argue that re-appropriation of mindful-
ness in the interests of those who suffer and who live in under-
resourced communities may be both possible and desirable.

The number of people in SA who suffer from exposure to
traumatic stressors and their impact far outstrip the number of
service providers available to offer therapeutic interventions.
One of the ongoing challenges in the humanitarian and mental
health terrain is to develop and implement interventions for
traumatic stress related conditions that are able to meet the
burden of demand within SA society across a wide range of
contexts. Kazdin (2014) has proposed a model of mental
health service delivery that appears to be directly relevant to
thinking through aspects of mental health care and
community-oriented delivery in relation to traumatization in
limited resource contexts. We argue that MT appears to fulfill
many of the best practice criteria for interventions that he
advocates. In a commentary on global mental health service
delivery, Kazdin (2014) argues that the current widespread use
of the one-to-one model of psychological intervention fails to

meet the scale of demand in society. He suggests that the
convergence of the following problems creates the necessity
for the development of innovative models of mental health
service delivery: high rates of psychiatric disorders in com-
munity samples; the absence of psychological services for
most individuals in need of treatment; the paucity of services
for vulnerable individuals with the greatest needs; and the
paucity of service delivery professionals.

Kazdin (2014) proposes that four key concepts need to be
borne in mind in optimizing service delivery to meet broad
social needs, these being reach, scalability, affordability, and
expansion of nonprofessional service delivery. We propose
that MT may be a good fit in terms of meeting these optimal
service delivery criteria and briefly discuss each with respect
to mindfulness and trauma related interventions.

Reach in Kazdin’s model refers to the capacity to access
people who are not well served by traditional one-on-one ser-
vice delivery models. Services may also need to extend be-
yond secondary interventions designed to treat those suffering
from clearly diagnosable mental illnesses to meeting the needs
of those with more hidden difficulties and those who may not
conventionally utilize mental health services. Although the
mechanisms for achieving such reach would need to be devel-
oped, for example by accessing women’s organizations or
schools, there is evidence that MT may have benefit for the
kinds of groups on the margins who may benefit from such
interventions. MT was initially designed to be offered in a
group format and has been implemented with participants
ranging from children (Burke 2010) to older adults
(Alexander et al. 1989). The renowned MBSR program
(Kabat-Zinn 1982) is an intervention in which group discus-
sions and active group participation play a role in effecting
change. Considering the volumes of people exposed to trau-
matic stress in LMIC’s such as SA and limited numbers of
professionally trained service providers, group format MT in-
terventions offer reach and seem ideally suited to this form of
implementation.

Scalability refers to the capacity for an intervention to be
applied on a large scale. As already discussed, MT may be
executed in group formats across a range of different contexts.
Internationally, MT is currently being offered in a range of
non-conventionally therapeutic settings such as schools, gen-
eral health clinics, and corporate organisations (Purser and
Loy 2013). It is evident that MT interventions can be up-
scaled to teach large numbers of people at the same time.
Although caution is probably required in terms of the maxi-
mum number of people that can be trained with good efficacy,
MT approaches certainly offer a more flexible large-scale
mode of the delivery than individual therapy. While there
would have to be acceptance and commitment from those in
organizational formations, MT is a non-intrusive (and
increasingly non-sectarian) form of intervention that can be
adapted for personal use. In a sense then, the growing
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popularity and proliferation of MT interventions may provide
a useful platform from which to promote the employment of
such programs in contexts and communities where it may be
most needed.

Affordability is also understood to be a vital component of
more socially responsive mental health interventions. Kazdin
indicates that it is important for interventionists to develop low
cost modes of delivery that are not solely reliant on highly
trained graduate professionals. Many mindfulness-based in-
terventions are offered on an eight-week basis, sometimes
with further intermittent follow-up. This kind of time commit-
ment seems reasonable to expect of people living in resource
constrained contexts given the kind of cost benefit ratio of-
fered by such interventions. Once traumatized individuals (in
this instance) have received intervention, theymay continue to
self-regulate and self-employ their training without further
need for a trainer.

It can also be argued that MT resources are widely and
freely available to the public. For example, free online training
materials on mindfulness make this intervention an accessible
option for those who have access to computers and cell-
phones (van Emmerik et al. 2018). Research on the efficacy
of modes of MT such as online and self-help methods is mea-
gre relative to the traditional methods, such as MBSR training
over 8 weeks with a trainer. However, those studies that have
investigated online and self-training methods report positive
results For example, Dimidjian et al. (2014) investigated the
impact of online MBCTon depression symptoms with a sam-
ple size of 100 and found a significant increase in self-reported
Mindfulness and significant decrease in both depression and
rumination in the treatment group in comparison with the
control group. Another RCT on the effectiveness of self-help
mindfulness-based cognitive therapy with a sample of 80 stu-
dents reported significant impact of web-based MT on mea-
sures of depression, anxiety, stress, satisfaction with life,
mindfulness, and self-compassion in the treatment group and
concluded that online MT has the potential to be a low-cost,
readily available effective intervention. (Taylor et al. 2014).

Two recent meta-analyses and systematic reviews conduct-
ed on the effectiveness of online MT both report on the sig-
nificant impact of MT online on various mental health out-
comes (Sevilla-Llewellyn-Jones et al. 2018; Spijkerman et al.
2016) The findings indicate that onlineMT has the potential to
contribute to improving mental health outcomes, particularly
stress. Other studies have also reported on the feasibility and
positive impact of shorter-term and online MT programs
(Banerjee et al. 2018; Cavanagh et al. 2013; Krusche et al.
2013; Taylor et al. 2014). It could be questioned whether such
programs would be accessible to people living in LMIC’s, but
it is noteworthy that health related applications in relation to a
range of health conditions are already being implemented in
such contexts and that cell phone access in particular is wide-
spread across the African continent (Goldbach et al. 2013).

While some have bemoaned the lack of standardization and
quality control that the proliferation of mindfulness ap-
proaches has introduced, the other side of this coin is that
Bownership^ and patenting of MT is not possible, meaning
that there is more egalitarian access to the knowledge and
practice base. MT can be offered and accessed without incur-
ring unnecessarily high costs.

Kazdin also advocates for the introduction of modes of
menta l heal th service del ivery that can include
nonprofessionals. He recommends increasing numbers of in-
tervention providers, expanding service provision sites and
adapting interventions to varying local conditions to reach
diverse groups. In LMIC environments it is important to de-
velop interventions that can be offered by auxiliary health
workers as professional service providers are limited in num-
ber and often work under highly stressful conditions in
attempting to cope with very high patient volumes. What is
envisaged is that initial mindfulness training may be offered
by experienced practitioners to groups of people who may be
invested not only in their own welfare but also in becoming
exponents of the principles and methods themselves. For ex-
ample, teachers, nurses, occupational therapists, social
workers, and community development workers may find ben-
efit in becoming self-practitioners of mindfulness and subse-
quently in becoming trainers and supporters of others’ devel-
opment. In this respect MT could become part of primary
mental health care services and could be used both acutely
and prophylactically to address or manage traumatic stress
impact (amongst other conditions) before it becomes intracta-
ble or syndromatic. The possibility of skills benefit that is both
personal and communal may also be attractive in this instance.

It should be evident that MT interventions may be offered at a
relatively low cost in under-resourced areas and may be incorpo-
rated into existing practices as an effective community psychol-
ogy intervention. MT has shown empirically validated benefits
across a wide range of psychological and psychiatric conditions
and appears to be a comprehensive, affordable, holistic form of
intervention that addresses multiple psychological problems on
multiple levels. MT is usually offered in group format and can be
delivered by non-professionals as well as professionals. It is also
an approach in which there is minimal risk of harm as the
methods are non-intrusive and designed to be integrated and
practiced in a manner that is personally resonant for each
individual. As has already been argued, it is also the
case that mindfulness may produce enduring benefits
for those for whom it becomes a way of life or ‘trait’.

Challenges and Recommendations

In evaluating the arguments put forward in the paper some
cautions are warranted and are elaborated as possible limita-
tions in implementing MT interventions in the kinds of
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contexts we have proposed. Firstly, it should be acknowledged
that the eight-week time period commitment required for most
MT’s, such as the MBSR training program, may result in
participants dropping out from the training for various re-
source related, logistical and/or personal reasons. It may be
necessary to adapt and tailor-make MT to suit logistical con-
straints such as time and resources. The research cited earlier
does indicate that shorter MT programmes, online
programmes as well as self-study MT may still have benefit.
It is also possible that for people living in high violence con-
texts there may be some appreciation of the opportunity to
connect with other individuals on a weekly basis over a more
extended period of time, even if there are constraints in
reaching venues, and in refugee camps participation in train-
ing may also act to solidify relationships amongst displaced
people.

Secondly it is important that sensitivity to cultural and con-
textual issues is encouraged in the implementation of MT, as
would be the case in applying any psychological intervention
method designed for a context other than that within which it
is being utilized. The secularisation ofMT, while controversial
for some, does make MT more accessible to individuals of
varied cultural backgrounds. MT may be promoted as
a form of Bmental training^ with explicitly stated bene-
fits for mental well-being and health in the same way
that physical training impacts on physical health, and in
this sense may be presented as a more generally appli-
cable kind of intervention. Mindfulness interventions
have been employed to some benefit with African-
American groups in poor inner city areas (Dutton
et al. 2013), suggesting that the principles can be use-
fully applied across different populations. There is also
the possibility that the cultivation of awareness of the self in
environment in MT may resonate with African belief systems
in which mind-body and human-physical environment con-
nections are strongly entertained.

Thirdly, it should be acknowledged that the possible ad-
verse impacts of MT have not been adequately researched
and little information on any negative outcomes has been re-
ported in the literature. It is recommended MT be de-
livered with the same level of clinical caution that in-
forms the implementation of other psychotherapeutic in-
tervention for traumatic stress conditions (Briere and
Scott 2014). Given the fact that MT is not designed to
engage directly with traumatic material, as is the case in
exposure-based therapies, the risk of re-traumatization is
low. However, it is possible that for individuals with
severe PTSD symptoms, MTmay need to be used in conjunc-
tion with other best practice interventions that are designed to
implement exposure based interventions, for example, as
discussed earlier.

Taking account of conditions for professional and ethical
mental health service delivery, ongoing critical evaluation of

MT is recommended with attention to utilizing MT in accor-
dance with the evidence derived from the rapidly growing
research literature. At this stage it may be judicious to view
MT as an invaluable complement to other forms of psycho-
therapeutic interventions for traumatic stress. Recently two
leading organizations in the field of psychological trauma
management have made recommendations in support of this
kind of proposal. In 2011 the American Department of
Veteran affairs, based upon consolidation of existing re-
search findings, recommended that MT could be used
by itself or together with other traditional treatment
practices as an effective response to PTSD (Briere and
Scott 2014). The International Society for Traumatic
Stress Studies Complex Trauma Task Force conducted
an expert opinion survey to identify best practices for
the treatment of Complex Traumatic Stress Disorder
(CTSD) and found that there was strong support for
meditation and mindfulness interventions as second-line
treatments for CTSD (Cloitre et al. 2011). While these
taskforce recommendations do not speak directly to
implementing MT in the kinds of contexts we have
foregrounded in this paper, they indicate that there is
increasing receptivity to these kinds of interventions in main-
stream trauma treatment.

In conclusion we argue that there is a compelling case for
the application and implementation of MT in high vio-
lence, low mental health resource contexts. It is evident
that MT may have particular benefit for individuals suf-
fering not only from PTSD and acute traumatic stress
conditions but also for those living under conditions of
ongoing and continuous exposure to violence and threat.
The beneficial effects of mindfulness encompass neuro-
logical, somatic, cognitive, attitudinal, interpersonal and
existential dimensions, all of which have resonance for
traumatic stress conditions. In addition, MT can be of-
fered to groups of individuals at low cost by both pro-
fessional and auxiliary care workers in a range of hu-
manitarian settings. In this respect we argue that promotion of
mindfulness in such contexts represents an alignment of prac-
tice with core philosophical premises.
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