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Abstract The Five Facet Mindfulness Questionnaire
(FFMQ), a widely used and comprehensive assessment
of mindfulness, has demonstrated promising psychomet-
ric properties among non-clinical and clinical samples
and among diverse international samples. Yet, to date,
no studies have examined its factor structure, reliability,
and validity in a clinical sample of United States (USA)
underrepresented minorities. The current study addressed
this by investigating the factor structure, internal consis-
tency, test-retest reliability, and construct validity of the
FFMQ among 283 low-income African American adults
with a recent suicide attempt. Exploratory factor analy-
sis revealed a 20-item, five-factor measure: acting with
awareness, describing, non-judging, observing, and non-
reacting. Confirmatory factor analysis supported this re-
duced item five-factor structure. Internal consistency co-
efficients ranged from 60–86, but test-retest reliability
coefficients did not support the temporal stability.
Construct validity was supported; FFMQ facets were
correlated with theoretically related constructs, such as
self-compassion and self-criticism. Several facets were
negatively associated with depressive symptoms and sui-
cidal ideation, and the describing facet demonstrated

unique predictive validity for depressive symptoms.
These findings support the cultural relevance and utility
of the FFMQ with African Americans with significant
psychological distress.
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Introduction

Mindfulness has garnered increasing attention in the behav-
ioral health community in recent years. Derived from
Buddhist spiritual traditions, mindfulness involves meditative
practices that cultivate Bpaying attention on purpose, in the
present moment, and non-judgmentally to the unfolding of
experience moment by moment^ (p.145) (Kabat-Zinn 2003).
This practice has been associated with psychological well-
being and self-compassion (Astin et al. 2003; Carmody and
Baer 2008) and reduced levels of anxiety, depression, and
substance use (Chiesa and Serreti 2009; Grossman et al.
2004). It has been incorporated into several widely used inter-
ventions, like mindfulness-based stress reduction (MBSR),
dialectical behavior therapy (DBT), mindfulness-based cogni-
tive therapy (MBCT), and acceptance and commitment ther-
apy (ACT) (Hayes et al. 2006; Kabat-Zinn 2003; Linehan
2015; Segal et al. 2002).

Given the growing interest in mindfulness, there has been
a desire for a shared operational definition of the construct
and corresponding psychometrically sound metrics that
would facilitate the investigation of underlying mechanisms
and associations with health outcomes. Five primary scales
have been used to assess mindfulness: Mindful Attention
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Awareness Scale (MAAS) (Brown and Ryan 2003),
Freiburg Mindfulness Inventory (FMI) (Walach et al.
2006), Kentucky Inventory of Mindfulness Skills (KIMS)
(Baer et al. 2004), Cognitive and Affective Mindfulness
Scale (CAMS) (Feldman et al. 2006; Hayes and Feldman
2004), and the Mindfulness Questionnaire (MQ) (Chadwick
et al. 2008). Despite the strengths of these measures, they
have been critiqued for only assessing a subset of the
mindfulness dimensions (Tran et al. 2013). For instance,
the MAAS included attentional and awareness aspects
of mindfulness, but not acceptance and non-judging
(Baer 2003). Moreover, although the CAMS measured
four mindfulness facets (attention, present focus, aware-
ness, acceptance/non-judging), the subscales did not
demonstrate acceptable levels of internal consistency
(Feldman et al. 2006).

These limitations were addressed by collating these
five questionnaires into a single, comprehensive measure,
the Five Facet Mindfulness Questionnaire (FFMQ), which
assesses five mindfulness facets: (1) acting with aware-
ness—attending to present-moment experiences without
being distracted; (2) describing—expressing thoughts,
feelings, beliefs, and other internal experiences in words;
(3) non-judging—accepting inner experience without
judgment or self-criticism; (4) observing—noticing inter-
nal and external experiences; and (5) non-reacting—
refraining from impulsive reactions to inner experiences
(Baer et al. 2006). Among predominantly European
American samples, these facets have demonstrated good
internal consistency (alphas from 0.75 to 0.91) and con-
struct validity, as evidenced by their correlations with
several variables (Baer et al. 2006; Baer et al. 2008). All
facets, except for observing, have demonstrated incremen-
tal validity with regard to predicting psychological symp-
tom levels and assessing mindfulness (Aguado et al.
2015; Baer et al. 2006).

The factor structure, reliability, and validity of the
FFMQ have been supported in non-meditators and expe-
rienced meditators as well as in non-clinical samples
(Baer et al. 2008; Bohlmeijer et al. 2011; Christopher
et al. 2012). To date, only one study has examined the
FFMQ in a US clinical sample of individuals diagnosed
with mood disorders (e.g., depression) and/or anxiety dis-
orders (e.g., panic disorder) (Curtiss and Klemanski
2014). Although both a five-factor model and a four-
factor model, excluding observing, were tested via confir-
matory factor analysis (CFA), results supported a four-
factor hierarchical solution that included acting with
awareness, describing, non-judging, and non-reacting.
This suggests that mindfulness is a multidimensional con-
struct with a factor structure that differs in the context of
psychopathology; observing may be inconsistent with
mindfulness in the context of severe psychopathology

(Curtiss and Klemanski 2014). In this clinical sample,
the measure demonstrated good internal consistency: act-
ing with awareness (α = .90), describing (α = .90), non-
judging (α = .92), and non-reacting (α = .80). Convergent
validity was also supported; the facets were inversely as-
sociated with emotion dysregulation, emotional avoid-
ance, and psychological distress.

Although these findings extend our understanding of
the psychometric properties of the FFMQ in US clinical
samples, the sample was majority European American
(79.5%). In addition, several studies have adapted and
translated the FFMQ for international samples (e.g.,
Italian, Dutch, Chinese) (Deng et al. 2011; Giovannini
et al. 2014; Veehof et al. 2011), but only one study inves-
tigated the psychometrics of a non-translated FFMQ
among a Spanish sample (Cebolla et al. 2012). Results
confirmed a hierarchical five-factor model, and internal
consistency for the five facets ranged from acceptable to
excellent (α’s ranged from .75–.91). Convergent validity
was supported via inverse associations among the facets
and psychological symptoms (depression, anxiety, and so-
matization). However, observing was unrelated to psycho-
logical symptoms. Collectively, these findings support the
measure’s use across clinical and diverse samples, yet
highlight the value of additional examination in diverse
populations.

To date, no studies have investigated the factor struc-
ture or reliability and validity of the FFMQ among US
racial and ethnic minority clinical samples. This is
concerning given efforts to utilize mindfulness-based in-
terventions to address psychological and physical health
disparities experienced by US racial and ethnic minori-
ties (Abercrombie et al. 2007; Dutton et al. 2013; Vallejo
and Amaro 2009; Witkiewitz et al. 2013; Woods-
Giscombé and Black 2010). The current study is an ef-
fort to expand our knowledge base by examining the
FFMQ’s psychometric properties in low-income African
Americans with a history of a suicide attempt. Because
different factor structures have emerged across samples
and no psychometric studies have included substantial
racial and ethnic minority participants, we had no a
priori hypotheses about the FFMQ’s factor structure in
our sample. Thus, prior to conducting a CFA, we con-
ducted an exploratory factor analysis (EFA) to investi-
gate which factor structure would emerge. We then hy-
pothesized that (1) CFA results would replicate the factor
structure revealed by the EFA; (2) FFMQ facets would
exhibit adequate internal consistency and temporal stabil-
ity; and (3) FFMQ facets would be positively related to
the self-kindness and mindfulness dimensions of self-
compassion; negatively related to the self-judgment and
over-identification dimensions of self-compassion; in-
versely related to self-criticism, depressive symptoms,
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and suicidal ideation; and predictive of depressive symp-
toms and suicidal ideation.

Method

Participants

The sample included 283 men and women who met the fol-
lowing criteria for study inclusion: self-identified as African
American, made a suicide attempt with significant intent with-
in the past year (determined by the 20-item Suicide Intent
Scale (Beck et al. 1974)), displayed adequate cognitive func-
tioning (measured by the Mini-Mental State Exam (Folstein
et al. 2001)), reported minimal psychotic symptoms (mea-
sured by the 10-item Nia Psychotic Screen), and did not have
a life-threatening medical condition (self-reported). The sam-
ple included individuals aged 18–62 years (M = 37.24,
SD = 12.24), most of whom were female (52%), unemployed
(82%), and had no health insurance (64%). Nearly half of the
sample reported having three or more suicide attempts (44%),
being homeless (46%), and being single/never married (49%;
Table 1).

Procedure

The study used data gathered at the pre- and post-intervention
assessment associated with a longitudinal randomized con-
trolled trial examining the relative effectiveness of a
compassion-based group therapy versus treatment as usual
for African Americans with a recent suicide attempt.
Participants were recruited from the emergency unit, inpatient
wards, and outpatient clinics associated with an urban public
hospital that serves predominately low-income patients. They
provided written consent, completed a 2-hour pre-intervention
and post-intervention assessment, and received $20 remuner-
ation for each assessment they completed.

Measures

Participants completed 12 measures at the pre- and post-
intervention assessment. All measures were read aloud, given
the low levels of healthcare literacy in the sample. Only the
measures used in this study are described below.

Demographic Questionnaire (DQ)

Participants provided information regarding age, socioeco-
nomic status, marital status, caregiver status, and psychiatric
history.

Five Facet Mindfulness Questionnaire (FFMQ)

This 39-item inventory assesses five facets of mindfulness:
observing, describing, acting with awareness, non-judging,
and non-reacting (Baer et al. 2006). Items are rated on a 5-
point Likert scale ranging from 1 (never or very rarely true) to
5 (very often or always true); higher scores represent higher
levels of mindfulness. Descriptive and psychometric informa-
tion is presented in the background above.

Self-compassion Scale (SCS)

This 26-item questionnaire taps six aspects of self-compas-
sion: self-kindness (e.g., BI try to be understanding and patient
toward aspects of my personality I don’t like^), self-judgment
(e.g., BI’m disapproving and judgmental about my own flaws
and inadequacies^), common humanity (e.g., BI try to see my
failings as part of the human condition^), isolation (e.g.,

Table 1 Demographic characteristics for participants (N = 283)

Characteristics Participant percentages

Male 42%

Female 52%

Missing 6%

# of suicide attempts

1–2 48%

3 or more 44%

Missing 8%

Relationship status

Single/never married 49%

Partnered/not cohabitating 9%

Partnered/cohabitating 8%

Married 6%

Divorced 10%

Separated 7%

Widowed 2%

Missing 9%

Homeless

Yes 46%

No 46%

Missing 8%

Unemployed

Yes 82%

No 10%

Missing 8%

Health insurance

None 64%

Medicaid/Medicare 26%

Private 5%

Missing 8%
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BWhen I think about my inadequacies it tends to make me feel
more separate and cut off from the rest of the world^), mind-
fulness (e.g., BWhen something painful happens I try to take a
balanced view of the situation^), and over-identification (e.g.,
BWhen I’m feeling down I tend to obsess and fixate on every-
thing that’s wrong^). Scoring is based on a 5-point Likert scale
that ranges from 1 (almost never) to 5 (almost always). The
SCS has good psychometric properties across diverse samples
in terms of internal consistency and test-retest reliability, as
well as construct, content, and convergent validity (Deniz
et al. 2008; Neff 2003). The self-kindness, self-judgment,
mindfulness, and over-identification subscales were used in
the current study to examine convergent validity. The follow-
ing internal consistency coefficients were obtained in the cur-
rent sample: self-kindness (α = .73), self-judgment (α = .78),
mindfulness (α = .70), and over-identification (α = .72).

Levels of Self-criticism Scale (LOSC)

The 22-item LOSC assess comparative and internalized self-
criticism (Thompson and Zuroff 2004). Comparative self-
criticism is defined as negative self-perception in relation to
others, and it encompasses feelings of inferiority. Internalized
self-criticism is defined as negative self-perception based on
internally held standards, and it includes feelings of failure and
inability to reach personal standards. Sample items include: BI
fear that if people get to know me too well, they will not
respect me^ (comparative self-criticism) and BI often get very
angry with myself when I fail^ (internalized self-criticism).
Statements are rated on a 7-point Likert scale ranging from 1
(not at all) to 7 (very well). Good internal consistency and
convergent validity with depressive symptoms, psychological
distress, self-esteem, and perfectionism have been demonstrat-
ed for this measure. However, there are no data on the LOSC’s
reliability and validity among a demographically comparable
sample. It demonstrated good internal consistency in the cur-
rent sample (α = .81).

Beck Depression Inventory-II (BDI-II)

The 21-item BDI-II measures depressive symptoms (Beck
et al. 1996). Participants rate their symptom severity during
the past 2 weeks, ranging from 0 (no experience of the symp-
tom) to 3 (high experience of the symptom). A final score,
ranging from 0 to 63, is calculated by summing all scores, and
higher scores indicate more severe depressive symptoms. One
item includes: BLoss of pleasure: (0) I get as much pleasure as
I ever did from the things that I enjoy, (1) I don’t enjoy things
as much as I used to, (2) I get very little pleasure from the
things I used to enjoy, (3) I can’t get any pleasure from the
things I used to enjoy.^ Previous research has supported the
BDI-II’s use for African American, low-income, and suicidal
populations (Carr et al. 2013; Grothe et al. 2005; Joe et al.

2008). Excellent internal consistency was found in the current
sample (α = .90).

Beck Scale for Suicidal Ideation (BSS)

The 21-item BSS examines the desire to die, reasons for liv-
ing, and suicidal intent (Beck and Steer 1991). Items are on a
scale from 0 to 2; total scores range from 0 to 42, with higher
scores suggesting higher levels of suicidal ideation. An exam-
ple item is as follows: B(0) I would try to save my life if I
found myself in a life-threatening situation; (1) I would take a
chance on life or death if I found myself in a life-threatening
situation; (2) I would not take the steps necessary to avoid
death if I found myself in a life-threatening situation.^ The
BSS has good internal consistency in African Americans
(Houry et al. 2006), including the current sample (α = .85).

Data Analytic Plan

SPSS 23 was used to conduct descriptive statistics, EFA, and
correlation analysis. CFA and structural equation modeling
(SEM) were conducted in Mplus Version 7.2 (Muthen and
Muthen 2012). The current study sought to establish and val-
idate the factor structure of the FFMQ among a clinical sample
of African Americans via EFA and CFA; thus, we used split
data analysis in which pre- and post-data were combined and
then split to create both EFA and CFA samples (Cudeck and
Browne 1983). The EFA sample consisted solely of pre-
intervention data for 187 participants. The CFA sample
consisted of pre- and post-intervention data from 139 partici-
pants, resulting in 200 data points. We used the BCLUSTER^
option in Mplus to adjust for data from two time points for
some individuals. Data were clustered by participant, which
adjusts the standard error and chi-squared test of model fit to
account for the non-independence in the data.

Results

EFA

Consistent with the approach from Baer et al. (2006), the
factor structure of the FFMQ was examined via EFAs that
were conducted using principal axis factoring, with an oblique
(promax) rotation given that factors were presumed to be cor-
related. First, to determine the factorability of the correlation
matrix, the Bartlett’s test of sphericity (i.e., probability that
correlations in a matrix are 0) was examined; it was statisti-
cally significant (p < .001), indicating that the data were ap-
propriate for factor analysis. Second, the Kaiser-Meyer-Olkin
(KMO) was examined, and a value of .79 was found (i.e.,
values greater than .60 are desired) (Tabachnick and Fidel
2007), supporting the sampling adequacy for factor analysis.
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Third, we examined eigenvalues and scree plots to determine
the factor structure. Results of the initial EFA revealed that
there were eleven factors with eigenvalues greater than one;
yet, the scree plot supported five factors. Relying solely on
eigenvalues greater than 1.0 can contribute to an overestima-
tion of the number of meaningful factors; thus, it has been
argued that the scree plot provides more useful information
regarding how many factors should be retained (Floyd and
Widaman 1995). Therefore, we conducted a second factor
analysis specifying five factors.

The five-factor solution was also conducted using principal
axis factoring, with an oblique (promax) rotation. Similar to
Baer et al. (2006), we deleted items with a factor loading of
less than .40 and with cross-loadings of less than a .20 differ-
ence from an item’s highest factor loading. Consistent with
test development best practices, we also deleted items with
extracted communalities lower than .40, although this criteri-
on was not used in the original scale development process
(Tabachnick and Fidel 2007; Worthington and Whittaker
2006). Based on these criteria, 20 of the original 39 items were
retained. A final EFA was conducted on the 20-item scale to

ensure the factor structure remained the same after deleting
poor items (Table 2).

The EFA five-factor solution retained key features of
the original FFMQ. Factor 1, acting with awareness,
contained four of the original eight items and accounted
for 19.69% of the variance. Similarly, factor 2, describ-
ing, included five items from the original eight-item sub-
scale and accounted for 17.89% of the variance. Factor 3,
non-judging, consisted of four of the original eight items
and accounted for 8.58% of the variance. Factor 4, ob-
serving, contained four items from the original eight-item
subscale, and it accounted for 7.54% of the variance.
Lastly, factor 5, non-reacting, contained three of the orig-
inal items from the seven-item subscale, and it accounted
for 6.19% of the variance. Collectively, these facets
accounted for 59.89% of the variance.

In addition, the facets demonstrated modest, but sig-
nificant intercorrelations, supporting their relatedness yet
distinctiveness (See Table 3). Some correlations were in
unexpected directions; non-judging was inversely corre-
lated with observing and non-reacting. This suggests that

Table 2 Exploratory factor analysis factor loadings for the 20-item Five Facet Mindfulness Questionnaire (FFMQ)

Item 1 2 3 4 5

13. I am easily distracted (R) .83 .25 −.10 .33 .05

18. Find it difficult to stay focused on what’s happening in the present (R) .79 .12 −.07 .26 .10

8. I don’t pay attention to what I’m doing because I’m daydreaming, worrying, or otherwise distracted (R) .77 .18 −.03 .36 −.02
5. When I do things, my mind wanders off and I’m easily distracted .77 .20 −.11 .21 .17

7. I can easily put my beliefs, opinions, and expectations into words .14 .76 .25 −.02 .21

2. I’m good at finding words to describe my feelings .16 .70 .20 −.17 .04

37. I can usually describe how I feel at the moment in considerable detail .18 .65 .25 −.18 .15

32. My natural tendency is to put my experiences into words .13 .62 .33 −.16 .25

27. Even when I’m feeling terribly upset, I can find a way to put it into words .28 .61 .26 −.19 .35

30. I think some of my emotions are bad or inappropriate and I shouldn’t feel them (R) .27 −.02 .67 −.08 −.16
17. I make judgments about whether my thoughts are good or bad (R) .30 −.08 .63 −.24 −.24
35. When I have distressing thoughts or images, I judge myself as good or bad, depending what the

thought/image is about (R)
.23 −.25 .60 −.32 −.16

25. I tell myself that I shouldn’t be thinking the way I’m thinking (R) .11 −.23 .55a −.40 −.25
26. I notice the smells and aromas of things −.03 .27 −.21 .70 .19

20. I pay attention to sounds, such as clocks ticking, birds chirping, or cars passing −.05 .20 −.21 .69 .26

15. I pay attention to sensations, such as the wind in my hair or sun on my face −.05 .23 −.30 .60 .20

6. When I take a shower or bath, I stay alert to the sensations of water on my body −.14 .24 −.17 .43 .17

33. When I have distressing thoughts or images, I just notice them and let them go .15 .24 .22 −.18 .70

29. When I have distressing thoughts or images I am able just to notice them without reacting .06 .19 .22 −.34 .63

9. I watch my feelings without getting lost in them −.01 .08 .19 −.14 .54

Eigenvalue 3.94 3.68 1.51 1.72 1.24

% variance 19.69 17.89 8.58 7.54 6.19

Note. N = 183. Item means and standard deviations are based on the sample used for the exploratory factor analysis (EFA). Boldfaced factor loadings
indicate highest loading for each item. The structure matrix was used to decide factor loadings
a This item was retained although the cross-loadings is less than a .20 difference from the item’s highest factor loading
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although these FFMQ facets are related, they may differ-
entially function in a psychiatric sample of low-income
African Americans. Moreover, acting with awareness was
not correlated with observing or non-reacting, and de-
scribing was not associated with non-judging. This indi-
cates that there also are non-overlapping aspects of mind-
fulness being measured by the FFMQ in this sample.

CFA

We conducted a CFAwith the 20-item FFMQ five-factor so-
lution revealed in the current study’s EFA. CFA analysis was
conducted using SEM with the Maximum Likelihood Robust
(MLR) estimator, accounting for non-normality in the data.
Consistent with existing research (Baer et al. 2006), we com-
pared two models: a five-factor solution consistent with our
EFA results and a five-factor hierarchical model with a mind-
fulness latent variable that underlies the five facets. However,
unlike the original FFMQ validation study, we did not use
item parceling; individual items were used as indicators, pro-
viding an item-level test of the FFMQ model fit (Christopher
et al. 2012). Although the five-factor hierarchical model has
outperformed a general five-factor model in previous research
(Baer et al. 2006; Baer et al. 2008; Christopher et al. 2012),
this was not the case in the current study. Rather, the five-
factor model had a better fit than the five-factor hierarchical
model, as evidenced by all calculated fit statistics (Kline
2010). With regard to the chi-squared test, values closer to 0
indicate a better fit; the five-factor model was 226.58 whereas
the five-factor hierarchical model was 266.39. In terms of the
RMSEA, scores range from 0 to 1, and a value of .06 or less
represents an acceptable model fit. The RMSEA for the five-
factor model was .05 (acceptable), and it was .06 for the five-
factor hierarchical model (acceptable). In terms of the CFI,
values closer to 1 indicate a better fit, with a value of .90
generally suggesting an acceptable model fit. The CFI for
the five-factor model was .93 compared to the CFI value of
.89 for five-factor hierarchical model. Finally, SRMR values
can range from 0 to 1, with a value of .08 or less indicating an
acceptable model. The five-factor model SRMR was .06,
whereas the five-factor hierarchical model SRMR was .09

(Table 4). All items loaded significantly onto the appropriate
facet (See Table 5).

Reliability

Internal Consistency

To test the hypothesis that the FFMQ facets would have good
internal consistency, Cronbach’s alphas (α) were calculated.
The following reliability coefficients were obtained for the
reduced-item subscales based on the EFA: acting with aware-
ness (α = .87), describing, (α = .82), non-judging (α = .69),
observing (α = .71), and non-reacting (α = .60). Although
these alpha coefficients are lower than those obtained in the
original sample for some subscales (Table 6), three of the facet
scales exhibited acceptable to good levels of internal consis-
tency and two facets, non-judging and non-reacting, demon-
strated poor internal consistency (Cronbach 1951).

Test-Retest

To evaluate the hypothesis that the FFMQ facets would have
good temporal stability, we obtained the test-retest reliabilities
of the EFA reduced-item facets by conducting bivariate corre-
lations between two time points, pre-intervention and 6-week
follow up, for all participants. The following 6-week test-re-
test reliability correlations were obtained: acting with aware-
ness (r = 0.48, p = .00), describing (r = 0.22, p = .05), non-
judging (r = .32, p = .00), observing (r = 0.54, p = .00), and
non-reacting (r = .24, p = .03). These scores are within the
unacceptable to poor range. Thus, the hypothesis that the

Table 3 Summary of
intercorrelations among FFMQ
facets

Acting with awareness Describing Non-judging Observing Non-reacting

Acting with awareness – .24** .35** −.06 .05

Describing – – −.19 .33** .21**

Non-judging – – – −.23** −.18**

Observing – – – – .28**

* p < .05
** p < .01

Table 4 Confirmatory factor analysis for the 20-item FFMQ (N = 139)

Model χ2 df RMSEA CFI SRMR

Five-factor modela 226.58 160 .05 .93 .06

Hierarchical five-factor model 266.39 166 .06 .89 .09

Note.DF degrees of Freedom, RMSEA root mean square error of approx-
imation,CFI comparative fit index, SRMR standardized root mean square
residual
a Best fitting model

Mindfulness (2018) 9:312–324 317



FFMQ would have good temporal stability was not supported
(Cronbach 1947; Schmidt et al. 2003).

Validity

Pre-intervention data were used for convergent validity anal-
yses. Convergent validity was assessed by testing if the
reduced-item FFMQ facet scores were associated with self-
compassion, levels of self-criticism, depressive symptoms,
and suicidal ideation (Table 7). First, we expected all five
mindfulness facets to be positively related to the SCS sub-
scales of self-kindness and mindfulness and to the total SCS
score. As expected, describing, non-reacting, and observing
were positively related to self-kindness and mindfulness.
Although acting with awareness was related to self-kindness,
it was not related to mindfulness. Surprisingly, non-judging
was not associated with self-kindness and was negatively as-
sociated with mindfulness. All facets were positively associ-
ated with the total SCS score. Also related to self-compassion,
we hypothesized that the five facets would be negatively re-
lated to the self-judgment and over-identification subscales of
the SCS. As expected, acting with awareness, describing, non-
judging, and non-reacting were negatively related to self-
judgment and over-identification. Taken together, the FFMQ
facets show good, albeit not excellent, convergent validity
with dimensions of self-compassion.

Second, it was hypothesized that levels of self-criticism
would be negatively related to the five facets. As expected,
level of self-criticism was negatively associated with acting
with awareness and non-judging. However, it was not signif-
icantly associated with describing, observing, and non-
reacting. Thus, our hypothesis that higher levels of self-
criticism were related to lower levels of mindfulness was par-
tially supported.

Third, we expected that the five facets would be negatively
related to depressive symptoms and suicidal ideation. This
was partially supported; all facets, except for observing, were
negatively related to depressive symptoms. Moreover, two
facets (acting with awareness and describing) were negatively
related to suicidal ideation. Thus, individuals who endorsed
higher levels of certain aspects of mindfulness reported lower
levels of depressive symptoms and suicidal ideation.

Fourth, consistent with existing FFMQ psychometric
evaluations, we examined if each facet added to the pre-
diction of behavioral health beyond that attributable to oth-
er facets. We expected each facet to add to the prediction of
depressive symptoms and suicidal ideation (observing was
excluded as it did not correlate with depressive symptoms
or suicidal ideation). SEM analysis was conducted using
Mplus. To account for non-normality in the data, we used
the MLR estimator in the analyses. All variables were
treated as latent variables, and to scale each latent variable,
the paths to the indicators with the highest loading were set

Table 5 Item loadings for
confirmatory factor analysis of
the 20-item FFMQ

Acting with awareness Describing Non-judging Observing Non-reacting

Item 5 0.78 Item 2 0.73 Item 17 0.56 Item 6 0.43 Item 9 0.45

Item 8 0.70 Item 7 0.74 Item 25 0.51 Item 15 0.77 Item 29 0.64

Item 13 0.85 Item 27 0.77 Item 30 0.61 Item 20 0.71 Item 33 0.62

Item 18 0.80 Item 32 0.64 Item 35 0.73 Item 26 0.62

Item 37 0.55

Note. All loadings are standardized and significant

Table 6 Descriptive statistics for
FFMQ facets Present data (N = 283) Data from community sample for comparison

(N = 293)

M SD α M SD αa

Acting with awareness 10.19 4.44 .87 24.32 5.48 .83

Describing 16.17 4.66 .82 24.63 7.06 .91

Non-judging 10.87 3.45 .69 24.57 6.57 .87

Observing 14.11 3.71 .71 23.85 7.33 .87

Non-reacting 8.13 2.61 .60 19.53 4.88 .75

Note. Community sample data was obtained from Baer et al. (2008). Subscale reliabilities were not reported in
Baer et al. (2008)
a Subscale reliabilities were obtained from Baer et al. (2006)
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to 1. The variables were allowed to covary in the analysis.
We reported standardized parameter estimates and regres-
sion coefficients. Our hypotheses were partially supported.
Only describing (β = −.18, p = .01) was negatively associ-
ated with depressive symptoms in the context of other
facets, whereas no facets were associated with suicidal ide-
ation in the context of the other facets (Fig. 1). These find-
ings provide partial support for the unique contributions of
each facet in understanding the association between mind-
fulness and behavioral health outcomes.

Discussion

Building upon efforts to examine the performance of mindful-
ness assessments in diverse samples, this study investigated
the FFMQ’s psychometric properties in low-income African
Americans with significant distress. The results that emerged
were promising in terms of the relevance of the measure for
this sample. Exploratory factor analyses revealed a five-factor
structure that was similar to but shorter than the original five

facet structure (Baer et al. 2006), and CFA using this 20-item
FFMQ demonstrated its superiority over a hierarchical five-
factor structure. This suggests that the five facets, although
related, may not adequately represent a higher order mindful-
ness construct in a clinical sample of African Americans. This
was underscored by the unexpected negative associations
among some facets. With regard to the measure’s reliability
in this sample, the 20-item FFMQ had adequate to good in-
ternal consistency, but its temporal stability was not support-
ed. In terms of validity, this measure in this sample demon-
strated strong convergent validity as most of the scores corre-
lated in the expected direction with theoretically-related con-
structs. In addition, the describing facet uniquely predicted
reduction in depressive symptoms in the context of other
facets. These findings highlight the multidimensional nature
of the mindfulness construct with facets that differentially
function in a severely distressed clinical sample of African
Americans.

Despite the promising findings, mixed findings emerged re-
garding the FFMQ’s reliability in this sample. Internal consisten-
cy coefficients were adequate to good for most facets, indicating

Table 7 Summary of
intercorrelations between FFMQ
and validation measures

Acting with awareness Describing Non-judging Observing Non-reacting

Self-compassion

Self-kindness .17** .40** .10 .26** .47**

Mindfulness .06 .35** −.16* .31** .52**

Self-judgment −.44** −.15* −.56** .09 −.18**

Over-identification −.43** −.15* −.41** .05 −.22**

SCS total .41** .38** .31** .14* .47**

Self-criticism −.39** −.01 −.42** .20 .05

Depression −.48** −0.34** −.24** −.05 −.14*

Suicidal ideation −.28** −.16* −.07 .02 −.12

* p < .05
** p < .01

Fig. 1 Model with latent
variables for FFMQ facets,
depressive symptoms, and
suicidal ideation
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that facet items measured the same general construct (Baer et al.
2006). However, test-retest reliability correlations were poor for
all facets. In this sample, the facets may reflect state mindfulness
rather than individual differences in trait mindfulness. Prior data
suggest that increased practice of state mindfulness via medita-
tive practices increases trait mindfulness. However, in a clinical
sample of non-meditators where engagement in state mindful-
ness is variable, trait mindfulness may be variable over time
(Kiken et al. 2015). Moreover, it is unclear if our findings differ
from the original sample, as test-retest reliability correlations
were not reported (Baer et al. 2006). Test-retest reliabilities have
only been reported for some translated versions of the FFMQ
(e.g., Chinese, Italian, Brazilian) (de Barros et al. 2014; Deng
et al. 2011; Giovannini et al. 2014), which are not comparable to
the English version. Thus, although this study uniquely reports
the test-retest reliabilities, more research is needed to understand
if facet test-retest reliabilities reflect scale measurement qualities
or differential stability of the facets across diverse samples.

Surprisingly, some facets were negatively associated
with each other. Non-judging was inversely associated
with observing and non-reacting. Other studies have found
the greatest variance in scale correlations between non-
judging and observing, which has been attributed to the
fact that difficulties maintaining a non-judgmental attitude
and problems with attention/observation can impede the
development of mindfulness skills and may occur in dif-
ferent categories of individuals (Lilja et al. 2013). A neg-
ative correlation between these constructs has been found
in other samples (Lilja et al. 2011) and on other mindful-
ness measures (Baer et al. 2004). This negative association
is consistent with evidence that non-judging of inner expe-
rience is akin to metacognitive processes (Solem et al.
2015), whereas observing and non-reacting to inner expe-
rience are more associated with mindfulness. The counter-
intuitive relation between non-judging and non-reacting
suggests that these facets serve different functions among
low-income African Americans with past suicide attempts.
An example non-judging item is, BI tell myself I shouldn’t
be feeling the way that I’m feeling^ (R). Higher endorse-
ment of this item is suggestive of greater self-judgment,
and in our sample, is associated with less reactivity. It
could be that among individuals with past suicide attempts,
telling themselves that they should not feel suicidal or
hopeless may protect against reactive, and potentially
harmful, behaviors. Acting with awareness was not associ-
ated with observing or non-reacting. It has been unrelated
to observing in previous research with clinical samples
(Curtiss and Klemanski 2014). People with low scores on
acting with awareness, but not on observing or any other
facet, often are diagnosed with attention deficit hyperactiv-
ity disorder (Smalley et al. 2009). With regard to the lack
of association between acting with awareness and non-re-
activity, it has been presumed that acting with awareness

involves mindfully attending to everyday activities where-
as non-reactivity measures more complex applications of
mindfulness skills involving extensive meditation practice
(Lilja et al. 2013). Given that our study largely included
pre-intervention data, it could be that participants possess
rudimentary mindfulness skills, but have yet to acquire
more sophisticated skills. Future studies need to examine
the psychological profiles of individuals with unusual pat-
terns of scores and changes on FFMQ facets over time
(Lilja et al. 2013).

With regard to convergent validity, all facets of mindful-
ness were positively related to self-compassion overall. This
suggests a robust association between mindfulness and self-
compassion in this sample. This is in keeping with existing
research including meditators and non-mediators (Baer et al.
2012). Despite the apparent overlap in these constructs, there
is mounting evidence that mindfulness and self-compassion
differentially predict psychological well-being and thus are
distinct, albeit related constructs (Baer et al. 2012).

Also related to construct validity, this study uniquely found
that acting with awareness and non-judging were negatively
associated with self-criticism. The link between self-criticism
and psychopathology has been established (Cox et al. 2004;
Fazaa and Page 2003; Lerman et al. 2012) and research has
shown an association between mindfulness and enhanced
well-being (Astin et al. 2003; Carmody and Baer 2008). Yet,
few studies have examined the link between mindfulness and
self-criticism, especially among US samples. Among Chinese
adults living in Hong Kong, the mindfulness subscale of the
SCS was negatively associated with self-criticism (Wong &
Mak 2013). Among Portuguese adolescents, mindfulness
measured by the CAMS was negatively related to two com-
ponents of self-criticism: feelings of inadequacy and feelings
of self-loath/hate (Cunha & Paiva, 2012). Mindfulness’ em-
phasis on noticing unpleasant feelings in a non-judgmental
manner may reduce tendencies to disparage personal short-
comings. Additional research is needed on the link between
mindfulness and self-criticism among diverse samples, but
these preliminary findings suggest that promoting certain as-
pects of mindfulness may be beneficial for people with high
levels of self-criticism.

The data in support of the predictive validity of the facets in
terms of both depressive symptoms and suicidal ideation ad-
vance the literature. Although limited attention has been paid
to the unique variance attributable to the mindfulness facets
vis-à-vis depressive symptoms, prior research has document-
ed a link between mindfulness facets and depressive symp-
toms. For example, among college students, acting with
awareness, non-reactivity, and non-judging were inversely re-
lated to depressive symptoms and observing was positively
related to depressive symptoms (Barnes and Lynn 2010).
Among Italian participants, non-judging was the only predic-
tor of depressive symptoms after a 2-year period, even when
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controlling for sex and baseline levels of depressive symptoms
(Petrocchi and Ottaviani 2016). Our study with low-income
African Americans with past suicide attempts found that most
facets were inversely correlated with depressive symptoms,
and describing was associated with reduced depressive symp-
toms in the context of the other facets. Exploring the relation
between mindfulness and depressive symptoms in this sample
is necessary given that African Americans have more severe,
disabling, and untreated depression than individuals from oth-
er ethnoracial groups (Williams et al. 2007), and depression is
a leading cause of disease-related disability worldwide
(Bromet et al. 2011).

Our study is one of few to examine the mindfulness-
suicidal ideation link, despite that fact that mindfulness has
been incorporated into treatments that target suicidal behavior
(Serpa et al. 2014; Williams et al. 2008). Mindfulness has
been associated with strong predictors of suicide, like depres-
sive symptoms and anger, and has been found to weaken the
association between neuroticism and suicidal ideation (Tucker
et al. 2014). Our results enhance these findings demonstrating
the relation between mindfulness facets and suicidal ideation
in low-income African Americans. Although no facets were
predictive of suicidal ideation in the presence of other mind-
fulness facets, additional research is needed to investigate how
mindfulness relates to suicidal ideation and other outcomes,
especially among those at risk for suicide attempts.

Of note, the observing facet did not perform in a manner
consistent with existing literature. Among experienced medi-
ators, observing positively correlated with adaptive outcomes
(openness to experience, emotional intelligence), whereas
among healthy non-meditators and in clinical samples, it cor-
related positively with maladaptive variables (experiential
avoidance, depression) (Baer et al. 2006; Baer et al. 2008).
In our clinical sample of non-meditators, observing was not
associated with maladaptive outcomes (self-criticism,
depressive symptoms, suicidal ideation) and it was positively
associated with two mindfulness facets, describing and non-
reacting. This further supports the notion that mindfulness is
multifaceted and its structure is influenced by differences in
meditation expertise, psychopathology, and culture (Barnes
and Lynn 2010; Curtiss and Klemanski 2014). The observing
facet warrants additional examination with regard to its con-
ceptual relevance to mindfulness and its association with out-
comes across diverse samples.

The findings need to be considered in light of study limi-
tations. The sample consisted entirely of African American
men and women facing socioeconomic barriers (high poverty,
homelessness). These results may not generalize to socioeco-
nomically diverse samples of African Americans or to sam-
ples that differ with regard to race/ethnicity and/or social class.
Further, all participants had suicide attempt histories. Given
the low base rate of death by suicide in African Americans
(Kochanek et al. 2013), sample participants are not nationally

representative of African Americans. The fact that the current
results show that the FFMQ factor structure is not invariant in
this sample may be due to the sample being African
American, the sample being in extreme distress, some inter-
action of these variables, or additional variable/s not recog-
nized in this study. Thus, these results are preliminary, and
they require replication and further exploration. The majority
of the data were cross-sectional, which limits the conclusions
that can be drawn about predictive validity in terms of depres-
sive symptoms and suicidal ideation. There is mounting evi-
dence that mindfulness also has neurophysiological correlates
(Chiesa et al. 2013; Zeidan et al. 2014) and these were not
examined. Lastly, although the current results contribute to the
extant literature, it is not clear what facets account for psycho-
metric differences, and additional examinations are warranted.
One recommendation to address this issue is to test the psy-
chometric properties of the proposed 20-item FFMQ version
with diverse samples using both classical test theory (CCT)
and item response theory (IRT) methods.

Despite these limitations, the results further substan-
tiate the psychometric soundness of the FFMQ. They
suggest that the FFMQ is a culturally relevant assess-
ment tool for African Americans in research and clinical
settings, with attention to how its facets function in this
sample. The results add to the burgeoning evidence that
mindfulness can reduce the presence and severity of
deleterious psychological symptoms. Finally, the data
suggest that increasing mindfulness facets through
mindfulness-based interventions may reduce depressive
symptoms and suicidal ideation in low-income African
American suicide attempters. The implementation of
such interventions can move the field closer to eliminat-
ing the health disparities experienced by this population
(Woods-Giscombé and Black 2010; Woods-Giscombé &
Gaylord 2014).
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