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Abstract Central to Mindfulness-Based Intervention (MBI)
protocols are formal and informal mindfulness practice, both
within and between weekly sessions. It is presumed that mind-
fulness practices foster increases in mindfulness, which in turn
affect treatment outcomes. The current study assessedwhether
frequency and duration of between-session mindfulness prac-
tice predicted mindfulness as measured by the Five Facet
Mindfulness Questionnaire (FFMQ) in a clinical sample of
adults following Mindfulness-Based Relapse Prevention
(N = 103). In the original trial, significantly greater changes
in primary substance abuse outcomes were observed in the
MBRP group. In the current study, it was hypothesized that
type (formal versus informal), frequency (days/week), and
duration (minutes) of practice would predict post-course
FFMQ scores. However, no significant relationships were
found between practice and either the total or subscale
FFMQ scores. Results from the current study suggest that
either mindfulness is not affected by mindfulness practices
or that the FFMQ may need adaptation for specific clinical
samples. Results suggest more objective indices of meditation
practice, such as frequency and duration of practice, may be
indicated in assessing how mindfulness practice relates to
changes in mindfulness and to clinical outcomes, particularly
in samples in which mindfulness measures have not been
validated. Further investigation is needed to determine best
methods of assessment to identify mechanisms of MBIs in
different clinical populations.

Keywords Meditation practice .Measurement .

Mindfulness . Formal practice . Informal practice

Introduction

The cultivation of mindfulness through formal meditation
practices has found new contexts and formats inWestern med-
icine and behavioral sciences, primarily in the form of
Mindfulness-Based Interventions (MBIs). Incorporation of
contemporary concepts and approaches to mindfulness in
these settings are increasingly popular, and while typically
secularized, are largely rooted in ancient Buddhist practices
in cultivating awareness and attention. Often practiced
through formal meditation, training in mindfulness centers
on intentionally observing one’s present moment experience
with the qualities of openness, nonjudgment, and kindness
(Gunaratana 2011). MBIs have shown efficacy for a variety
of clinical issues, including chronic pain (Veehof et al. 2016),
depression (Segal et al. 2010), substance use (Bowen et al.
2014; Witkiewitz et al. 2014), couples counseling (Carson
et al. 2004), and Posttraumatic Stress Disorder (Polusny
et al. 2015).

To evaluate mechanisms by which these programs affect
outcomes, studies commonly employ self-report assessments
of mindfulness. However, definition and measurement of
mindfulness has proven to be less than straightforward and
has fostered many rich discussions and studies. One of the
most common assessments of mindfulness used in recent clin-
ical literatures is the Five Facet Mindfulness Questionnaire
(FFMQ; Baer et al. 2008). Similar to other self-report mea-
sures of mindfulness, the FFMQ has undergone criticism, as it
does not always appear to validly assess the construct of mind-
fulness (Hill and Labbe 2014). Some studies show increases in
FFMQ scores following a mindfulness-based intervention
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(e.g., Witkiewitz et al. 2013; Bravo et al. 2015; Mermelstein
and Garske 2015), and reviews have shown that increases in
FFMQ scores correlate with facets of psychological health and
positive clinical outcomes (Bränström et al. 2010; Keng et al.
2011). Results from other studies, however, fail to show a
relationship between FFMQ scores and primary outcomes
(e.g., Falkenström 2010).

In the current study, investigators were interested in explor-
ing the relationship of the FFMQ to mindfulness practice in a
clinical population. Specifically, the investigators were inter-
ested in whether or not engagement in formal and informal
mindfulness practice between sessions over the period of the
8-week course would predict the postcourse FFMQ total
score, and/or scores on individual FFMQ subscales, an emerg-
ing area of exploration in the MBI literatures (Re et al. 2013;
Soler et al. 2014). Data were drawn from research conducted
by Bowen et al. (2014), assessing outcomes following an out-
patient aftercare program, Mindfulness-Based Relapse
Prevention (MBRP), in a sample of adult participants with
substance use disorders (N = 286). Measures included fre-
quency and duration of at-home formal and informal mindful-
ness practice, as well as the FFMQ.

Method

Participants

Analyses were conducted using a subsample of adults in a
community-based substance abuse treatment program who
were randomized into 8 weeks of MBRP (N = 103), versus
standard cognitive behavioral relapse prevention or
treatment-as-usual control. The mean age of the current sam-
ple participants was 39.1 years (SD = 10.9), with a range be-
tween 20 and 60 years old. Over half of the sample identified
as White (55.3 %), following African American (25.2 %),
Hispanic or Latino (8.7 %), Mixed (5.8 %), Native
American (5.8 %), and Asian (1 %). No individuals identified
as Native Hawaiian/Pacific Islander or Other. Although the
primary substance of choice was alcohol (Bowen et al.
2014), only 15.5 % reported using alcohol only, while
78.6 % reported polysubstance use. The Severity of
Dependence Scale (Gossop et al. 1995) assessed the degree
of psychological dependence experienced by users of different
types of substances. A mean score of 9.52 (SD = 4.23) out of
15 in the current sample indicated an average severity of de-
pendencewell above standard cutoffs (e.g., Bruno et al. 2009).
(See Table 1 for full participant characteristics.)

Measures

The FFMQ (Baer et al. 2006) is a 39-item, 5-point Likert-type
scale, where 1 = BNever or rarely true^, 2 = BRarely true^,

3 = BSometimes true^, 4 = BOften true^, and 5 = BVery often
or always true^. The FFMQ comprises five subscales. The
BObserving^ subscale measures the extent to which an indi-
vidual can notice or attend to internal and external stimuli, and
contains items such as BI notice the smells and aromas of
things^. The BDescribing^ subscale measures the extent to
which an individual can label internal experiences with words
and contains items such as BI am good at finding words to
describe my feelings^. The BActing with awareness^ subscale
captures the extent to which an individual can attend to activ-
ities in the present moment versus acting automatically with-
out paying attention. This subscale contains items such as BI
find myself doing things without paying attention^. The BNon-
judging^ subscale captures the extent to which an individual
evaluates their inner experience and contains items such as BI
criticize myself for having irrational or inappropriate
emotions^. Finally, the BNon-reactivity^ subscale measures
the extent to which an individual can allow thoughts and feel-
ings to arise and pass without becoming attached to them. This
subscale contains items such as BI perceive my feelings and
emotions without having to react to them^.

In the current sample, the scale demonstrated excellent re-
liability (α = .81).

Type of mindfulness practice was assessed at post-course
as part of the computer-administered self-report assessment
battery. Participants were asked to retrospectively report the

Table 1 Full participant characteristics

Demographics of sample (N = 103) M (SD)

Mean age (SD) 39.1 (10.9)

Male sex (%) 76 (73.8)

Race/ethnicity (%)

Non-Hispanic White 57 (55.3)

African American 26 (25.2)

Hispanic 9 (8.7)

Mixed 6 (5.8)

Native American 6 (5.8)

Asian 1 (1.0)

Other/not specified 0

Unemployed (%) 67 (65.0)

Educational level (%)

Did not complete high school 7 (6.8)

High school graduate/GED 52 (50.5)

Some college 23 (22.3)

College degree 21 (20.4)

Mean (SD) formal practice indices at post-course

Frequency measured by days per week 4.79 (2.83)

Duration measured in minutes 17.8 (20.9)

Mean (SD) informal practice at post-course

Frequency measured by days per week 4.43 (3.48)
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average between-session frequency (number of times per
week) and duration (number of minutes of formal practice)
for each of the several practices taught in MBRP over the past
7 days (Bowen et al. 2014). BFormal^ practice included prac-
tices in which participants placed focused attention on internal
or external stimuli for a predetermined amount of time (e.g.,
body scan, breath meditation). BInformal^ practices included
intentionally attending to experience while preforming daily
activities (e.g., washing dishes) (Kabat-Zinn 1991) or while in
high-risk or triggering situations.

Data Analyses

Multiple linear regression analyses were conducted in SPSS
version 23 to assess whether mindfulness practice over the
course of the 8-week intervention predicted FFMQ scores at
post-course. Specifically, separate regression analyses were
conducted to determine whether postcourse FFMQ subscale
and total scores were predicted by (1) number of days of
informal practice, (2) number of days of formal practice, and
(3) number of minutes of informal practice. Baseline FFMQ
scores and age were covaried in all analyses.

Results

Contrary to hypotheses, after accounting for age and baseline
FFMQ scores, neither the frequency of informal nor formal
meditation practice was predictive of neither postcourse indi-
vidual subscales nor total FFMQ score. Similarly, total dura-
tion of formal meditation practice did not significantly predict
postcourse FFMQ subscales or total scores (see Table 2).

Discussion

In the current study, we hypothesized that type (formal versus
informal), frequency, and duration of mindfulness practice
would be related to the total FFMQ score and subscales.
However, no significant relationships were found between
FFMQ scores and duration or frequency of mindfulness prac-
tice. Nonetheless, in the original trial from which these data
were drawn, significantly greater changes in primary sub-
stance abuse outcomes were observed in the MBRP condition
versus both the standard relapse prevention and treatment-as-
usual control conditions (Bowen et al. 2014); however,
significant changes in FFMQ were not reported.

Recent studies do suggest an association between mindful-
ness practice and clinical outcomes (e.g., Grow et al. 2014;
Elwafi et al. 2013), yet the relationship of FFMQ scores to
both practice and outcomes is inconsistent. In a study by
Falkenström (2010), for example, FFMQ scores could not
differentiate between participants who attended a mindfulness

meditation retreat versus a control group, yet there was a no-
ticeable increase in well-being for the meditation condition.

Studies assessing the relationship between mindfulness
practice and FFMQ also yield mixed results. A recent trial
(Morgan et al. 2011) found limited relationships between
practice frequency and FFMQ subscale scores in a sample of
27 people. In contrast, another study found that frequency of
mindfulness practice associated with an MBI was related to
differences in scores on the FFMQ (Woods and Proeve 2014).

In related research, Soler et al. (2014) found that frequency
and lifetime mindfulness practice were significantly related to
higher FFMQ scores, but practice session length and type of
mindfulness practice were not. In this same study, a new mea-
sure labeled the MINDSENS index was created, based on
FFMQ subscales. The new measure was more sensitive to
differences in daily meditators vs. non-meditators, showing
the strongest responses to concrete indices of practice and
discriminating between daily meditators and non-meditators
in 82.3 % of cases. Future research might use facets of the
MINDSENS index in conjunction with frequency, duration,
type, and lifetime indices of mindfulness practice to support
clinical outcomes related to mindfulness practice.

There are several explanations for results from the current
study, as well as the others discussed here. Mindfulness may
not reliably increase with duration or frequency of practice.
Alternatively, it may be that current self-report methods of
measuring both mindfulness and mindfulness practice are
not accurately capturing these constructs. As with any self-
report measure, reliability can be an issue; results from the
current study may be an artifact of measuring formal and
informalmindfulness meditation practice using a retrospective
self-report method (Grossman and Van Dam 2011).
Additionally, there may be reliability issues with the FFMQ.
The measure was designed based on concepts and measure-
ment considerations from Dialectical Behavior Therapy liter-
ature and has incorporated items from other scales, i.e., the
Mindful Attention Awareness Scale (MAAS; Brown and
Ryan 2003) in to the facet BActing with Awareness^
(Grossman 2008; Grossman and Van Dam 2011). It was not
originally designed to capture changes in mindfulness prac-
tice, yet the measure is often used to examine mindfulness in
clinical studies. Additionally, the FFMQ has shown differen-
tial item functioning between clinical versus nonclinical sam-
ples (Bowen and Enkema 2014), frequency and duration of
practice (Soler et al. 2014) and years of meditation experience
(Grossman and Van Dam 2011). It has also shown to load
better onto a bifactor structure than the original five facets
(Aguado, et al. 2016).

Another possible issue is validity of the subscales. The
FFMQ subscale BObserve^ has shown inconsistencies with
external validity in other studies, including the 2008 valida-
tion study (Baer et al. 2008; de Bruin et al. 2012; Williams
et al. 2014). Grossman and Van Dam (2011) suggest that the
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statistical methods used in this validation trial may not have
accounted for potential differential item functioning in the
BObserve^ and BDescribe^ subscales.

The clinical nature of the sample alsomay have an effect on
FFMQ validity. For example, Bowen and Enkema (2014)
found evidence to suggest that the relationship between mind-
fulness and outcome variables can differ between clinical and
non-clinical populations. Additionally, interaction effects
have been found between subscales in substance use popula-
tions, such that BObserving^ was negatively associated with
BNon-reactivity^ at higher levels of substance use, but posi-
tively correlated with BNon-reactivity^ at lower levels of sub-
stance use (Eisenlohr-Moul et al. 2012).

Although there is ample evidence for the psychometrics of
the FFMQ (Baer et al. 2006; 2008), the generalizability of its
clinical utility is undetermined. Acknowledged as a limitation,
the 2008 validation process of the FFMQ was conducted on a
highly educated, predominantly white sample of meditators,
composed of 63 % mental health professionals (Baer et al.
2008). Yet, the current literature shows that the FFMQ is most
often used to measure changes in clinical samples of MBI
participants who do not match the validated sample of healthy
individuals (Crane et al. 2014; Hawley et al. 2013; Hughes
et al. 2013; Ma and Teasdale 2004; Witkiewitz et al. 2013).
Fewer studies have examined the validity of the FFMQwith a
clinical sample (Curtiss and Klemanski 2014; Bowen and
Enkema 2014).

Recent evidence has further suggested that changes in
mindfulness as measured by the FFMQ are not uniquely tied
to mindfulness instruction in an MBI. For example, Goldberg

et al. (2015) found that FFMQ mindfulness scores increased
comparatively for participants in both a Mindfulness-Based
Stress Reduction (MBSR) course and a Health Enhancement
Program. The Health Enhancement Program (HEP) did not
include any mindfulness instruction, yet participant FFMQ
scores increased and maintained over time concurrently with
the MBSR participant scores. This evidence, in combination
with the homogeneity of the FFMQ validation sample, may
suggest that the construct of mindfulness is most properly
evaluated with the FFMQ in a healthy sample of highly edu-
cated individuals. Thus, the accuracy of this measure changes
in a sample of individuals with more heterogenic demo-
graphics and the addition of clinical presentations.

Although the FFMQ has been validated in several lan-
guages (Cebolla et al. 2012; Heeren et al. 2011; Hou et al.
2014), there are few validation studies of the FFMQ in clinical
samples. A literature search on Google Scholar, PsychInfo,
and the Oregon Health and Science University database using
the key words BFive Facet Mindfulness Questionnaire^ and
Bvalidation^ and Bclinical sample*^ yielded one validation
study on Dutch patients with fibromyalgia (Veehof et al.
2011), and one on patients with depressive symptoms
(Bohlmeijer et al. 2011). One other study that mapped
FFMQ subscales onto depressive and anxious symptoms
and found that BActing with awareness^, BNon-judging^,
and BNon-reacting^ facets were correlated with depressive
symptoms (Desrosiers et al. 2013). All clinical validation sam-
ples that were found concluded that the BObserve^ facet was
unrelated to symptoms. Further validating the FFMQ for an
addiction population would be valuable, as addiction samples

Table 2 Regression coefficients
Variables B SE (B) β t Sig. (p)

Informal practice (frequency) Observe .006 .005 .108 1.303 .197

Describe .006 .004 .108 1.444 .153

Act with awareness −.003 .004 −.066 −.734 .466

Non-judgment −.003 .005 −.047 −.475 .636

Non-reactivity .006 .004 .146 1.497 .139

Total .003 .003 .092 1.038 .303

Formal practice (frequency) Observe .006 .028 .021 .218 .828

Describe −.008 .022 −.031 −.386 .701

Act with awareness .013 .023 .056 .559 .578

Non-judgment −.039 .027 −.147 −1.436 .156

Non-reactivity .004 .024 .017 .158 .875

Total −.006 .015 −.037 −.388 .699

Formal practice (duration) Observe .002 .003 .039 .437 .663

Describe .002 .003 .044 .568 .572

Act with awareness .002 .003 .072 .781 .437

Non-judgment .002 .004 .045 .447 .656

Non-reactivity .002 .003 .079 .765 .447

Total .002 .002 .087 .947 .347
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may differ from other clinical samples due to factors such as
comorbid psychological and physiological diagnoses and
common involvement with the legal system, making further
training and modifications of assessments necessary when
working with this population (SAMHSA, 2004).

These considerations are distinctly important for those de-
veloping and assessing mindfulness-based interventions, in
which an increase in mindfulness is assumed to be the primary
mechanism of change. While earlier studies showed signifi-
cant relationships between self-report mindfulness measures
such as the FFMQ and primary psychosocial outcome vari-
ables in nonclinical samples (e.g., Leigh et al. 2005), as the
field progresses and these relationships undergo more nu-
anced analysis and assessed in increasingly diverse clinical
populations, the picture may not be so clear. Given the reli-
ability of the FFMQ in the samples on which it was validated,
it has been shown that this measure may capture the construct
of mindfulness in certain demographics. In some clinical sam-
ples however, the FFMQ subscales show inconsistent factor
structure (Veehof et al. 2011;Williams et al. 2014) and may be
due to individual differences in interpreting the meaning of the
items. This suggests that the FFMQ may not be generalizable
to all samples and that more research needs to be done on the
validity and utility of the FFMQ for specific clinical samples.

Future Research

The current literature contains few studies examining the
amount of mindfulness meditation practice (duration and fre-
quency) as it relates to clinical outcomes (Crane et al. 2014).
Additionally, the original construct validation study for the
FFMQ did not evaluate formal meditation practice in duration
and frequency as it relates to total FFMQ score (Baer et al.
2008). Given that there is still a debate in the literature about
how to measure mindfulness (Grossman 2011; Brown et al.
2011), and even how to define it (Bishop et al. 2004), future
research may consider behavioral measures of mindfulness
practice such as duration and frequency and determine how
it directly relates to outcomes.

It may also be useful to distinguish which aspects of inter-
ventions contribute to certain outcomes. In addition to mind-
fulness practice, many MBIs include psycho-education to tar-
get maladaptive behavior. To gain a better understanding of
mechanisms underlying changes in outcomes, parsing out
changes due to mindfulness practice vs. psycho-education or
other aspects of interventions may be necessary. Moreover,
analyses of the relationships between meditation practice
and clinical outcomes will further illuminate specific mecha-
nisms within an intervention such asMBRP. Finally, it may be
necessary to create a version of the FFMQ for clinical partic-
ipants and validate this version for use in MBI clinical trials
moving forward.

This is one of the first studies conducted on a clinical pop-
ulation that assesses the relationship between mindfulness
practice and FFMQ scores. The results from this study suggest
that the FFMQmay need further validation in clinical samples
of MBI participants. Further exploration of the relationship, or
lack thereof, between mindfulness practice and measures of
mindfulness is needed.

Compliance with Ethical Standards

Funding This study was funded by the National Institute on Drug
Abuse (# RO1 DA025764-01A1).

Ethical Approval All procedures performed in studies involving hu-
man participants were in accordance with the ethical standards of the
institutional and/or national research committee and with the 1964
Helsinki Declaration and its later amendments or comparable ethical
standards.

Informed Consent Informed consent was obtained from all individual
participants included in the study.

Conflict of Interest The authors declare that they have no conflict of
interest.

References

Aguado, J., Luciano, J. V., Cebolla, A., Serrano-Blanco, A., Soler, J., &
García-Campayo, J. (2016). Corrigendum: bifactor analysis and
construct validity of the five facet mindfulness questionnaire
(FFMQ) in non-clinical Spanish samples. Frontiers in Psychology,
7, 706. doi:10.3389/fpsyg.2016.00706.

Baer, R. A., Smith, G. T., Hopkins, J., Krietemeyer, J., & Toney, L.
(2006). Using self-report assessment methods to explore facets of
mindfulness. Assessment, 13, 27–45.

Baer, R., Smith, G., Lykins, E., Button, D., Krietemeyer, J., Sauer, S., &
Walsh, E. (2008). Construct validity of the five facet mindfulness
questionnaire in meditating and nonmeditating samples.
Assessment, 15(3), 329–342.

Bishop, S., Lau,M., Shapiro, S., Carlson, L., Anderson, N., Carmody, J., .
. . Devins, G. (2004). Mindfulness: a proposed operational defini-
tion. Clinical Psychology: Science and Practice, 11, 230–241.

Bohlmeijer, E., Peter, M., Fledderus, M., Veehof, M., & Baer, R. (2011).
Psychometric properties of the five facet mindfulness questionnaire
in depressed adults and development of a short form. Assessment,
18(3), 308–320.

Bowen, S., & Enkema, M. C. (2014). Relationship between dispositional
mindfulness and substance use: findings from a clinical sample.
Addictive Behaviors, 39, 532–537.

Bowen, S., Witkiewitz, K., Clifasefi, S., Grow, J., Chawla, N., Hsu, S., &
Larlmer, M. (2014). Relative efficacy of mindfulness-based relapse
prevention, standard relapse prevention, and treatment as usual for
substance use disorders. Journal of the American Medical
Association Psychiatry, 71(5), 547.

Bränström, R., Kvillemo, P., Brandberg, Y., & Moskowitz, J. (2010).
Self-report mindfulness as a mediator of psychological well-being
in a stress reduction intervention for cancer patients: a randomized
study. Annals of Behavioral Medicine, 39, 151–161.

Mindfulness (2017) 8:361–367 365

http://dx.doi.org/10.3389/fpsyg.2016.00706


Bravo, A., Boothe, L., & Pearson, M. (2015). Getting personal with
mindfulness: a latent profile analysis of mindfulness and psycholog-
ical outcomes. Mindfulness, 7(2), 420–432. doi:10.1007/s12671-
015-0459-7.

Brown, K., & Ryan, R. (2003). The benefits of being present: mindful-
ness and its role in psychological well-being. Journal of Personality
and Social Psychology, 84(4), 822–848.

Brown, K., Ryan, R., Loverich, T., Biegel, G., & West, A. (2011). Out of
the armchair and into the streets. Measuring mindfulness advances
knowledge and improves interventions: reply to Grossman (2011).
Psychological Assessment, 23(4), 1041–1046.

Bruno, R., Matthews, A. J., Topp, L., Degenhardt, L., Gomez, R., &
Dunn, M. (2009). Can the severity of dependence scale be usefully
applied to ‘ecstasy’? Neuropsychobiology, 60(3-4), 137–147.

Carson, J., Carson, K., Gil, K., & Baucom, D. (2004). Mindfulness-based
relationship enhancement. Behavior Therapy, 35(3), 471–494.

Cebolla, A., Garcia-Palacios, A., Soler, J., Guillen, V., Baños, R., &
Botella, C. (2012). Psychometric properties of the Spanish valida-
tion of the five facets of mindfulness questionnaire (FFMQ). The
European Journal of Psychiatry, 26(2), 118–126.

Crane, C., Crane, R., Eames, C., Fennell, M., Silverton, S., Williams, M.,
& Barnhofer, T. (2014). The effects of amount of home meditation
practice in mindfulness-based cognitive therapy on hazard of relapse
to depression in the staying well after depression trial. Behaviour
Research and Therapy, 63, 17–24.

Curtiss, J., & Klemanski, D. (2014). Factor analysis of the five facet
mindfulness questionnaire in a heterogeneous clinical sample.
Journal of Psychopathology and Behavioral Assessment, 36(4),
683–694.

de Bruin, E. I., Topper, M., Muskens, J. G., Bögels, S. M., & Kamphuis,
J. H. (2012). Psychometric properties of the five facets mindfulness
questionnaire (FFMQ) in a meditating and a non-meditating sample.
Assessment, 19(2), 187–197. doi:10.1177/1073191112446654.

Desrosiers, A., Klemanski, D. H., & Nolen-Hoeksema, S. (2013).
Mappingmindfulness facets onto dimensions of anxiety and depres-
sion. Behavior Therapy, 44(3), 373–384.

Eisenlohr-Moul, T. A., Walsh, E. C., Charnigo, R. J., Lynam, D. R., &
Baer, R. A. (2012). The “what” and the “how” of dispositional
mindfulness: using interactions among subscales of the five-facet
mindfulness questionnaire to understand its relation to substance
use. Assessment, 19(3), 276–286. doi:10.1177/1073191112446658.

Elwafi, H. M., Witkiewitz, K., Mallik, S., Iv, T. A., & Brewer, J. A.
(2013). Mindfulness training for smoking cessation: moderation of
the relationship between craving and cigarette use. Drug and
Alcohol Dependence, 130(1-3), 222–229.

Falkenström, F. (2010). Studying mindfulness in experienced meditators:
a quasi-experimental study. Personality and Individual Differences,
48, 305–310.

Goldberg, S., Wielgosz, J., Dahl, C., Schuyler, B., Maccoon, D.,
Rosenkranz, M., . . . Davidson, R. (2015). Does the five facet mind-
fulness questionnaire measure what we think it does? Construct
validity evidence from an active controlled randomized clinical trial.
Psychological Assessment, Advance online publication.
doi:10.1037/pas0000233.

Gossop, M., Darke, S., Griffiths, P., Hando, J., Powis, B., Hall, W., &
Strang, J. (1995). The Severity of Dependence Scale (SDS): psycho-
metric properties of the SDS in English and Australian samples of
heroin, cocaine and amphetamine users. Addiction, 90, 607–614.

Grossman, P. (2008). On measuring mindfulness in psychosomatic and
psychological research. Journal of Psychosomatic Research, 64(4),
405–408. doi:10.1016/j.jpsychores.2008.02.001.

Grossman, P. (2011). Defining mindfulness by how poorly I think I pay
attention during everyday awareness and other intractable problems
for psychology’s (re)invention of mindfulness. Psychological
Assessment, 23(4), 1034–1040.

Grossman, P., & Van Dam, N. T. (2011). Mindfulness, by any other
name…: trials and tribulations of sati in western psychology and
science. Contemporary Buddhism, 12(1), 219–239. doi:10.1080
/14639947.2011.564841.

Grow, J., Collins, S., Harrop, E., & Marlatt, A. (2014). Enactment of
home practice following mindfulness-based relapse prevention and
its association with substance-use outcomes. Addictive Behaviors,
40, 16–20.

Gunaratana, B. H. (2011). Mindfulness in plain English. Boston MA:
Wisdom Publications.

Hawley, L., Schwartz, D., Bieling, P., Irving, J., Corcoran, K., Farb, N.,
… Segal, Z. (2013). Mindfulness practice, rumination and clinical
outcomes in mindfulness-based treatment. Cognitive Therapy and
Research Cognitive Therapy Research, 38(1), 1–9.

Heeren, A., Douilliez, C., Peschard, V., Debrauwere, L., & Philippot, P.
(2011). Cross-cultural validity of the five facets mindfulness ques-
tionnaire: adaptation and validation in a French-speaking sample.
Revue Européenne de Psychologie Appliquée/European Review of
Applied Psychology, 61(3), 147–151.

Hill, B. D., & Labbe, E. E. (2014). Measuring mindfulness. In N. N.
Singh (Ed.), Psychology of meditation (pp. 11–27). New York:
Nova Science.

Hou, J., Wong, S. Y., Lo, H. H., Mak, W. W., & Ma, H. S. (2014).
Validation of a Chinese version of the five facet mindfulness ques-
tionnaire in Hong Kong and development of a short form.
Assessment, 21(3), 363–371.

Hughes, J., Fresco, D., Myerscough, R., Dulmen, M., Carlson, L., &
Josephson, R. (2013). Randomized controlled trial of mindfulness-
based stress reduction for prehypertension. Psychosomatic
Medicine, 75(8), 721–728.

Kabat-Zinn, J. (1991). Full catastrophe living: using the wisdom of your
body and mind to face stress, pain, and illness. New York: Pub. by
Dell Pub., a division of Bantam Doubleday Dell Pub. Group.

Keng, S., Smoski, M., & Robins, C. (2011). Effects of mindfulness on
psychological health: a review of empirical studies. Clinical
Psychology Review, 31, 1041–1056.

Leigh, J., Bowen, S., & Marlatt, G. A. (2005). Spirituality, mindfulness
and substance abuse. Addictive Behaviors, 30(7), 1335–1341.
doi:10.1016/j.addbeh.2005.01.010.

Ma, S., & Teasdale, J. (2004). Mindfulness-based cognitive therapy for
depression: replication and exploration of differential relapse pre-
vention effects. Journal of Consulting and Clinical Psychology,
72(1), 31–40.

Mermelstein, L. C., & Garske, J. P. (2015). A brief study of mindfulness
intervention for college student binge drinkers: a pilot study.
Psychology of Addictive Behaviors, 29(2), 259–269.

Morgan, L., Hayes-Skelton, S., Orsillo, S., Roemer, L. (2011). Amount of
practice in the development of mindfulness skills and symptom im-
provement in an acceptance based behavioral therapy for general-
ized anxiety disorder. Poster session presented at the Annual
Meeting of the Anxiety Disorders Association of America, New
Orleans, LA.

Polusny, M., Erbes, C., Thuras, P., Moran, A., Lamberty, G., Collins, R., .
. . Lim, K. (2015). Mindfulness-based stress reduction for posttrau-
matic stress disorder among veterans. Journal of the American
Medical Association, 314(5), 456–456.

Re, A., Flückiger, C., Goldberg, S., & Hoyt, W. (2013). Monitoring
mindfulness practice quality: an important consideration in mindful-
ness practice. Psychotherapy Research, 23(1), 54–66.

Segal, Z.V., Bieling, P., Young, T., MacQueen, G., Cooke, R., Martin, L.,
& … Levitan, R.D. (2010). Antidepressant monotherapy versus
sequential pharmacotherapy and mindfulness-based cognitive ther-
apy, or placebo, for relapse prophylaxis in recurrent depression.
Archives of General Psychiatry, 67(12), 1256–1264. doi:10.1001
/archgenpsychiatry.2010.168

366 Mindfulness (2017) 8:361–367

http://dx.doi.org/10.1007/s12671-015-0459-7
http://dx.doi.org/10.1007/s12671-015-0459-7
http://dx.doi.org/10.1177/1073191112446654
http://dx.doi.org/10.1177/1073191112446658
http://dx.doi.org/10.1037/pas0000233
http://dx.doi.org/10.1016/j.jpsychores.2008.02.001
http://dx.doi.org/10.1080/14639947.2011.564841
http://dx.doi.org/10.1080/14639947.2011.564841
http://dx.doi.org/10.1016/j.addbeh.2005.01.010
http://dx.doi.org/10.1001/archgenpsychiatry.2010.168
http://dx.doi.org/10.1001/archgenpsychiatry.2010.168


Soler, J., Cebolla, A., Feliu-Soler, A., Demarzo, M., Pascual, J., Baños,
R., & García-Campayo, J. (2014). Relationship between meditative
practice and self-reported mindfulness: the MINDSENS composite
index. PLoS ONE, 9(1), 1–7.

Veehof, M. M., Ten Klooster, P. M., Taal, E., Westerhof, G. J., &
Bohlmeijer, E. T. (2011). Psychometric properties of the Dutch five
facet mindfulness questionnaire (FFMQ) in patients with fibromy-
algia. Clinical Rheumatology, 30(8), 1045–1054. doi:10.1007
/s10067-011-1690-9.

Veehof, M. M., Trompetter, H. R., Bohlmeijer, E. T., & Schreurs, K. M.
(2016). Acceptance- and mindfulnessbased interventions for the treat-
ment of chronic pain: A meta-analytic review. Cognitive Behaviour
Therapy, 45(1), 5–31. doi:10.1080/16506073.2015.1098724.

Williams,M. J., Dalgleish, T., Karl, A., &Kuyken,W. (2014). Examining
the factor structures of the five facet mindfulness questionnaire and

the self-compassion scale. Psychological Assessment, 26(2), 407–
418. doi:10.1037/a0023366.

Witkiewitz, K., Bowen, S., Douglas, H., & Hsu, S. (2013). Mindfulness-
based relapse prevention for substance craving. Addictive
Behaviors, 38(2), 1563–1571.

Witkiewitz, K., Warner, K., Sully, B., Barricks, A., Stauffer, C.,
Thompson, B. L., & Luoma, J. B. (2014). Randomized trial com-
paring mindfulness-based relapse prevention with relapse preven-
tion for women offenders at a residential addiction treatment center.
Substance Use & Misuse, 49(5), 536–546. doi:10.3109
/10826084.2013.856922.

Woods, H., & Proeve, M. (2014). Relationships of mindfulness, self-
compassion, and meditation experience with shame-proneness.
Journal of Cognitive Psychotherapy, 28(1), 20–33.

Mindfulness (2017) 8:361–367 367

http://dx.doi.org/10.1007/s10067-011-1690-9
http://dx.doi.org/10.1007/s10067-011-1690-9
http://dx.doi.org/10.1080/16506073.2015.1098724
http://dx.doi.org/10.1037/a0023366
http://dx.doi.org/10.3109/10826084.2013.856922
http://dx.doi.org/10.3109/10826084.2013.856922

	Mindfulness Practice and Its Relationship to the Five-Facet Mindfulness Questionnaire
	Abstract
	Introduction
	Method
	Participants
	Measures
	Data Analyses

	Results
	Discussion
	Future Research

	References


