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There is increasing evidence for the utility of mindfulness training as a clinical intervention. Most of this research has examined secular-
based mindfulness instruction. The current study examined the effects of a 10-day Buddhist mindfulness meditation course on the
psychological symptoms of 53 participants. A repeated-measures analysis of variance indicated reductions in overall psychological
distress from the pre-course baseline to a 3-month follow-up. Correlation analyses indicated that the reported reduction in psychological
distress was not influenced by social desirability bias and that the effect was not dependent on daily meditation between course
completion and follow-up. Issues regarding modality of mindfulness training (secular versus Buddhist) are discussed.
CLINICAL RESEARCHERS have shown increasing interest
in mindfulness meditation as an intervention

(Marlatt, 2002; Robins, 2002; Salmon et al., 2004;
Toneatto, 2002). Mindfulness (also known as insight or
vipassana meditation; Rosenberg, 1998) has been most
developed in Buddhism (Hahn, 1999) and can be defined
as a state of “awareness that emerges through paying
attention on purpose, in the present moment, and
nonjudgmentally to the unfolding of experience moment
by moment” (Kabat-Zinn, 2003, p. 145). Thus, the goal of
mindfulness is not to change the content of thoughts, as in
cognitive therapy, but to develop a different attitude or
relationship to thoughts as they occur (Bishop et al., 2004).
Kabat-Zinn (2003) notes that all humans have access to this
state and that it can be cultivated through practice. A
growing number of studies indicate that the cultivation of
mindfulness may have beneficial effects on psychological
and physical well-being (Baer, 2003; Grossman, Niemann,
Schmidt, & Walach, 2004).

The increasing interest in mindfulness has raised the
issue of how to best teach it (Hayes & Shenk, 2004).
One way that training modalities can be differentiated is
by whether they are presented in a Buddhist or
secularized context (Dimidjian & Linehan, 2003).1

One fundamental way in which Buddhist and secular
contexts differ regards the ultimate goal of training.
When asked to summarize his teachings in one
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ontinuing Education Quiz located on p. 238.
sentence, the Buddha stated that “Nothing is to be
clung to as I, me, or mine” (cited in Kabat-Zinn, 2005,
p. 53). This goal of realizing the impermanence of self
in the Buddhist context contrasts with the goal of
realizing the impermanence of thoughts and emotions
related to the self (e.g., “I am worthless”) in the secular
context. A second way that the contexts differ is that
Buddhist mindfulness training typically involves inten-
sive retreats (for a history of this practice, see
Armstrong, 2001). Though secular and Buddhist con-
texts may differ on these and other dimensions, there is
evidence that both types of training may reduce
psychological symptoms.

The majority of mindfulness research has been
conducted with secular programs. Most of this research
has utilized a variant of Kabat-Zinn’s (1990) Mindfulness-
Based Stress Reduction (MBSR) program, which typically
consists of an 8-week course meeting once per week for 2
to 3 hours, daily mindfulness homework, and a 6-to-8-
hour meditation retreat toward the end of the course.
Two recent meta-analyses of over 20 primarily MBSR-
influenced treatment studies found that interventions led
to reductions in anxiety, depression relapse, and ratings of
chronic pain (Baer, 2003; Grossman et al., 2004).

Although sparse, a few studies have examined the
relation between Buddhist mindfulness training and
1When the term “Buddhist context” is used in this paper, it will
refer primarily to the Theravadan tradition of Buddhism as the
courses were taught from this perspective. Theravadan Buddhism can
be distinguished from other Buddhist traditions in the emphasis it
places on the practice of vipassana (mindfulness) meditation and in its
lack of metaphysical theories and magical practices that can be found
in other forms of Buddhism (Basham, 1972).
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psychological outcomes. Cross-sectional research has
found that experienced vipassana meditators (3 or
more years of experience) reported more positive
relative to negative affect than beginning meditators
(Easterlin & Cardeña, 1998). Similar effects have been
found in experimental research. One study found that
immediately after a 10-day vipassana retreat, meditators
reported less anxiety and depression than did those in
a nonmatched control group (Al-Hussaini et al., 2001).
Two unpublished studies examining the effect of a 10-
day vipassana retreat on prisoners in India also found
beneficial effects on psychological symptoms (Chandir-
amani, Verma, & Dhar, 1995). Bowen et al. (in press)
recently examined the effects of a 10-day vipassana
retreat on the substance use of an incarcerated sample.
The results indicated that at a 3-month (after jail
release) follow-up, meditators demonstrated reductions
in psychological symptoms and alcohol and drug use.

In sum, there is a growing literature on the effects of
mindfulness interventions on psychological distress.
Because the majority of this research has been conducted
with secular mindfulness training programs, it is unclear
whether other modalities for teaching mindfulness may
be useful. Findings from a small number of studies suggest
that Buddhist mindfulness training may have beneficial
effects on psychological symptoms, but the paucity of this
research and the general lack of follow-up assessment
indicate a need for more such studies.

Overview of the Current Study

The current study was designed to assess changes in
psychological distress following participation in an inten-
sive 10-day vipassana meditation course. Positive findings
in this study would suggest both the utility of teaching
mindfulness in a Buddhist context and avenues for future
research. To accomplish this aim, a sample of meditation
participants completed assessment packets before a
course and at a 3-month follow-up. The primary hypoth-
esis was that participants would report reductions in
psychological distress at follow-up; the secondary hypoth-
esis was that frequency of meditation between the course
and follow-up would be correlated with greater reductions
in psychological distress.

Method

Participants
Participants were recruited from four vipassana centers

associated with S. N. Goenka’s vipassana training program
(see Hart, 1987). Of the 128 participants who completed the
baseline measures, 98 provided locator information for the
follow-up assessment and 53 completed the measures at the
follow-up. Of the 53 (26 females) completers, mean
participant age was 40.40 years old (SD = 11.46). Four
participants didnot report age.Themajority self-identified as
European American (n = 40), with the rest self-identifying as
Asian American (n = 6), Multi-ethnic (n = 3), Asian Indian–
American (n = 1), and African American (n = 1). Two
participants did not report race.
Measures
Psychological distress. The Brief Symptom Inventory

(BSI; Derogatis & Melisaratos, 1983), a 53-item measure
of symptoms over the past 2 weeks, uses a Likert scale
ranging from 0 (not at all) to 4 (extremely). The BSI can be
scored both as an overall index of psychological distress
and as nine scales that assess specific areas of distress. The
BSI has demonstrated adequate psychometric properties
(Boulet & Boss, 1991; Derogatis & Melisaratos, 1983).

The General Severity Index reflects overall distress and
demonstrated adequate internal reliability in this sample
(coefficient alpha = .95). The nine individual scales and their
internal reliability follow: (a) the Somatization Scale reflects
distressful reactions to perceived bodily dysfunction (coeffi-
cient alpha = .69); (b) the Obsessive-Compulsive Scale
reflects distressful reactions to unwanted thoughts and
actions (coefficient alpha = .78); (c) the Interpersonal
Sensitivity Scale reflects feelings of self-inadequacy (coeffi-
cient alpha = .86); (d) the Depression Scale reflects
depressive affect (coefficient alpha = .85); (e) the Anxiety
Scale reflects anxious affect (coefficient alpha = .69); (f) the
Hostility Scale reflects hostile thoughts, feelings, and
behaviors (coefficient alpha = .62); (g) the Phobic Anxiety
Scale reflects fear responses to particular stimuli (coefficient
alpha = .60); (h) the Paranoid Ideation Scale reflects symp-
toms of projection, hostility, suspiciousness, and fear of loss of
autonomy (coefficient alpha = .76); and (i) the Psychoticism
Scale reflects symptoms ranging from feeling alienated to
experiencing delusions (coefficient alpha = .68).

Social desirability. Reynolds (1982) developed a short
form of the Marlowe-Crowne Social Desirability Scale
(Crowne & Marlowe, 1960) consisting of 13 true–false
items to assess individual differences in response biases to
obtain social approval. The short form (Form C) has
demonstrated good psychometric properties (Reynolds,
1982) and adequate internal reliability (coefficient
alpha = .74) in our sample.

Meditation frequency. Frequency of meditation between
the retreat and the 3-month follow-up was assessed with
the item “I meditate on a daily basis.” This question was
presented via a Likert scale (1 = strongly disagree to
5 = strongly agree).

Mindfulness retreat experience. Past experience with vipa-
ssanameditation was assessed with an open-ended question
regarding the number of previous retreats attended.

Procedure. We contacted four vipassana centers so that
the retreat structure could be standardize (e.g., time of
waking, meditation practice, videotaped lectures). Each



Table 1
Typical daily schedule for meditation retreat participants

Time Activity

4:00 A.M. Wake-up
4:30–6:30 A.M. Silent meditation
6:30–8:00 A.M. Breakfast and personal time

(e.g., shower, sleep, walk, etc.)
8:00–11:00 A.M. Silent meditation/instruction
11:00–1:00 P.M. Lunch, personal time, and meetings

with instructor
1:00–5:00 P.M. Silent meditation/instruction
5:00–6:00 P.M. Tea/fruit
6:00–7:00 P.M. Silent meditation/instruction
7:00–8:00 P.M. Discourse
8:00–9:00 P.M. Silent meditation/instruction
9:00–10:00 P.M. Return to residence or

questions/answers with instructor
10:00 P.M. Lights out
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center provided a study liaison. On the first day of each
course, each liaison set up a table with consent forms
and the baseline assessments. After attendees arrived
and signed in, they were informed about our study
examining vipassana meditation and various health
concerns. Interested attendees spoke to the liaison and
those who chose to participate gave informed consent
and completed the baseline assessment (including
demographics and the BSI and social desirability
measures) before the course began.

The courses were standardized 10-day residential
retreats. Meditation practice during the first 3 days
consisted of developing concentration by focusing
attention to the sensations of breathing. Each time a
thought, emotion, or body sensation distracted from
attention to the breath, participants were to nonjudg-
mentally (e.g., without criticizing themselves as being
bad meditators) acknowledge the distraction and to
return their attention to the breath. Meditation
practice during the final 7 days consisted of develop-
ing nonjudgmental awareness of body sensations by
systematically focusing attention to each area of the
body while both avoiding the labeling of sensations as
“good” or “bad” and letting go of an agenda to
maintain or change the experience. Each time
labeling, an agenda, or other thoughts occurred in
the mind, participants were to nonjudgmentally
acknowledge the distraction and return their attention
to the body sensations. Participants also attended daily
hour-long videotaped lectures on Buddhist principles
(e.g., the role of aversion and attachment in suffering;
the nature of the impermanence of self). See Table 1
for a typical daily schedule.

Locator information for the 3-month follow-up was
collected either on the last day of the course or by the
participants mailing this information to our lab.
Participants who completed the baseline assessment
and who provided locator information were mailed a 3-
month follow-up assessment that contained another BSI.
Participants were not paid for the baseline assessment,
but received 10 dollars for completion of the 3-month
follow-up.

Results

Follow-up Completers Versus Noncompleters
Participants who completed the 3-month follow-up

measures and those who did not demonstrated similar
baseline scores on the psychological measures of
interest. Analyses indicated that the groups did not
differ on the General Severity Index of the BSI (t = .24,
p = .81) or the Marlowe-Crowne Social Desirability Scale
(t = -.65, p = .52). This suggests that the participants who
completed the follow-up assessment did not do so
because they had less severe psychological distress or
because they were especially motivated to indicate that
the retreat had beneficial effects. Additionally, analyses
indicated that the groups did not differ on the number of
past vipassana retreats (t = .34, p = .74). This suggests that
follow-up completers were not more experienced, and
perhaps more interested in the study, than noncompl-
eters (though past retreat experience is admittedly not
the only measure of meditation experience).

Change in Psychological Distress
The primary hypothesis was that participants who

completed the meditation retreat would report less
psychological distress at the 3-month follow-up. A series
of within-subjects repeated-measures analysis of variance
tests were conducted to examine this hypothesis. We first
examined the effect of the retreat on the General
Severity Index of the BSI, as Derogatis and Melisaratos
(1983) have noted that it represents the best overall
measure of distress. The results indicated that overall
psychological distress was lower 3 months after the
retreat, F(1, 52) = 11.78, p = .001. We next examined the
individual BSI scales and found reductions in Somatiza-
tion, F(1, 52) = 5.92, p = .02; Obsessive-Compulsivity, F(1,
52) = 9.17, p = .004; Interpersonal Sensitivity, F(1,
52) = 12.03, p = .001; Depression, F(1, 52) = 6.65,
p = .003; Anxiety, F(1, 52) = 13.61, p = .001; andHostility, F
(1, 52) = 5.01, p = .03. No changes were observed in
Paranoia, F(1, 52) = 3.08, p = .09; Phobia, F(1, 52) = 2.19,
p = .15; or Psychoticism, F(1, 52) = 1.54, p = .22. Overall,
these results indicate that meditation participants
reported reductions in psychological distress from
baseline (which were slightly greater [1 SD or less] than
the nonpatient sample in Derogatis and Melisaratos
(1983)) to a 3-month follow-up. These results and their
corresponding effect sizes (d, calculated as the difference
between baseline and follow-up divided by the pooled
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standard deviation), which fall in the small-to-medium
range (Cohen, 1992), are reported in Table 2.

We next examined whether the effects were
influenced by social desirability. It is possible that
participants would overreport the benefits of the
retreat because they perceived reductions in psycho-
logical distress to be desired by the meditation staff or
researchers. To examine this, we conducted correlation
analyses between the Marlowe-Crowne Social Desirabil-
ity Scale and the change scores of the BSI scales that
changed from baseline. With larger Marlowe-Crowne
values representing greater levels of social desirability
and larger BSI change scores representing greater
reductions in the BSI, the results indicated that social
desirability was not correlated with reductions in the
BSI, including the General Severity Index (r = .09,
p = .54), Somatization (r = .08, p = .58), Obsessive-
Compulsivity (r = .03, p = .83), Interpersonal Sensitivity
(r = .08, p = .59), Depression (r = .07, p = .63), Anxiety
(r = –.01, p = .93), and Hostility (r = –.24, p = .10).
These results suggest that the reductions in psycholog-
ical distress were not influenced by a social desirability
bias.

The secondary hypothesis was that amount of medita-
tion practice would correlate with greater reductions in
psychological distress. In order to examine this hypoth-
esis, we conducted correlation analyses between medita-
tion frequency and the change scores of the BSI scales
that changed from baseline. Results indicated that
meditating on a daily basis was not associated with greater
reductions in the BSI change scores, including the
General Severity Index (r = –.20, p = .15), Somatization
(r = –.11, p = .45), Obsessive-Compulsivity (r = –.21,
p = .13), Depression (r = –.07, p = .64), Anxiety (r = –.20,
p = .14), and Hostility (r = .12, p = .36). There was an
Table 2
Psychological distress at baseline and 3-month follow-up

Variable Baseline 3-Month
Follow-up

Repeated
Measures
ANOVA

Effect
size

Mean SD Mean SD F df p d

GSI .49 .39 .33 .29 11.78 52 .001 .44
Somatization .29 .33 .19 .26 5.92 52 .02 .35
OCD .82 .68 .57 .48 9.17 52 .004 .43
Interpersonal .84 .80 .49 .63 12.03 52 .001 .49
Depression .65 .63 .47 .49 6.65 52 .003 .33
Anxiety .39 .38 .20 .26 13.61 52 .001 .59
Hostility .38 .41 .26 .30 5.01 52 .03 .33
Phobia .16 .31 .10 .19 2.19 52 .15 .22
Paranoia .41 .53 .29 .44 3.08 52 .09 .26
Psychoticism .34 .48 .26 .35 1.54 52 .22 .18

Note. GSI = General Severity Index.
unexpected finding that meditating on a daily basis was
associated with less reduction in interpersonal sensitivity
(r = –.30, p = .03). In sum, the results suggest that daily
meditation practice following the course did not influ-
ence reductions in psychological distress.

Discussion

The current study examined the hypothesis that an
intensive 10-day vipassana meditation course would be
related to reductions in psychological distress. The results
indicate that meditators experienced reductions in
overall distress 3 months following the retreat. This
improvement encompassed a spectrum of specific psy-
chological symptoms, including levels of depression,
anxiety, hostility, feelings of inferiority and distressful
reactions both to perceived bodily dysfunction and to
unwanted thoughts and impulses. These effects are
notable given that the focus of the retreat instruction
was not to decrease specific psychological symptoms, but
was to simply develop nonjudgmental awareness of one’s
experience. Additionally, reductions in psychological
distress were not associated with social desirability bias.
This suggests that participants did not overreport the
benefit of the retreat, adding confidence to the findings.

The secondary hypothesis was that frequency of
meditation following the course would correlate with
greater reductions in psychological distress, but the
results did not bear this out. Although this hypothesis
makes intuitive sense, past research is equivocal about the
influence of meditation frequency on outcome variables
(Astin, 1997; Kristeller & Hallett, 1999). A potential
explanation for the null finding is that the frequency
question was limited by not assessing both frequency and
duration of meditation. Also, the question implied sitting
meditation and may have missed frequency of practicing
mindfulness in daily activities. It may be that an intensive
10-day course is a strong enough dose to learn a new way
of responding to affective states and that the benefits of
mindfulness are more a function of applying it in one’s
life than of formal sitting practice.

Modality of Mindfulness Training
Most mindfulness research has utilized secular training

modalities. Although this research has yielded important
information regarding the efficacy of mindfulness inter-
ventions (Baer, 2003), recent commentaries have sug-
gested a need for studying alternative modalities for
teaching mindfulness (Hayes & Shenk, 2004). Some
researchers advocate the development of nonmeditation
techniques (Hayes & Shenk, 2004), but it may also be
beneficial to reintegrate meditation into a Buddhist
context. Strategies developed by Buddhist instructors
over millenia may aid in the instruction of mindfulness
within cognitive behavioral therapies (Dimidjian &
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Linehan, 2003). For example, intensive retreats are
typically used in Buddhist mindfulness training. These
retreats are intensive both in duration (e.g., 7 to 10 days)
and in minimization of distraction (i.e., holding the
courses in silence; banning television and reading and
writing materials). This sort of intensive intervention
modality may be helpful in treating psychological
disorders.

In this vein, recent evidence supports the utility of a
short (8-day), intensive cognitive-behavioral therapy inter-
vention for individuals with panic disorder with agorapho-
bia (Morissette, Spiegel, & Heinrichs, 2005). Intensive
interventions may be efficacious simply because they
provide the same treatment dose as interventions spread
out over a longer time. Alternatively, because the alteration
of maladaptive cognitive and affective responses may
require prolonged activation of the memory structures
underlying them (Foa & Kozak, 1986), the efficacy of
intensive interventions may be due to the opportunity for
extended exposure (and the learning of new responses)
that they provide. Future research would benefit by
examining the optimal intensity of mindfulness training
(which may differ by disorder).

As secular and Buddhist contexts of mindfulness
training have different goals (realizing the imperma-
nence of self-related mental content versus the imper-
manence of self), they may differ in the psychological
processes they influence. A cybernetic model of affect
and depression (Carver & Scheier, 1982; Pyszczynski &
Greenberg, 1987) may help to illuminate the potentially
different mechanisms of action. In this model, much of
human behavior (e.g., pursuing standards of value such
as financial success or physical attractiveness) is under-
stood as serving to create and maintain a sense of self-
esteem. A discrepancy between self and a standard of
value may elicit negative affect and self-focused atten-
tion. If the standard is important and the discrepancy
cannot be reduced (i.e., the standard of value attained),
self-focus may become self-criticism, with the initial
negative affect escalating into a depressive state marked
by low self-esteem.

Because secular mindfulness training has the goal of
realizing the impermanence of thoughts and emotions
related to the self, such training could reduce psycho-
logical distress by influencing processes that occur after
a discrepancy has elicited negative affect and cognition.
Suppressing post-discrepancy mental content, such as
the self-concept of “me–bad,” may increase the acces-
sibility of that content and its influence on mood
(Wegner & Smart, 1997). Changing the relation to
aversive mental content from avoidance to acceptance
should lead to several consequences. One consequence
is that decreases in thought suppression should lead to
reductions in the chronic accessibility of negative self-
concepts. This could be examined with an implicit task
assessing the automatic associations between self and
negative evaluation concepts (Gemar, Segal, Sagrati, &
Kennedy, 2001; Rudman, Greenwald, & McGhee, 2001;
also see Marlatt & Ostafin, 2005, for a discussion on
mindfulness and automatic processes). A second conse-
quence is that mental content may be realized as
“passing events in the mind rather than as inherent
aspects of the self or valid reflections on reality” (Bishop
et al., 2004, p. 234). This realization has been called
decentering (Teasdale et al., 2002) and cognitive defusion
(Blackledge & Hayes, 2001) and could be examined by
assessing how believable self-statements are rated to be
(Masuda, Hayes, Sackett, & Twohig, 2004).

Buddhist mindfulness training also includes mind-
fulness of self-related mental content and so should
influence the same processes as secular training.
However, because Buddhist mindfulness training has
the ultimate goal of realizing the impermanence of self,
it may also reduce psychological distress by influencing
pre-discrepancy processes. That is, if the self is experi-
enced as lacking substance, discrepancies between it and
a standard of value may be less likely to elicit negative
affect. This idea is suggested by recent findings that
increasing self-awareness (i.e., reminding subjects of
their “self” by placing them in front of a mirror)
increases the correlation between self-discrepancies and
negative emotion (Phillips & Silvia, 2005). Future
research may examine whether the extent to which
meditators realize the impermanence of self similarly
reduces the relation between self-discrepancies and
negative affect.

Limitations
The use of a one-group pretest-posttest design limits

the ability to make causal inferences about the effects of
a meditation retreat on psychological distress. Measures
of psychological distress similar to the BSI have
demonstrated good 3-month test-retest reliability (Maru-
ish, Bershadsky, & Goldstein, 1998), suggesting that
reductions in psychological symptoms would not be
expected in a control group. However, the absence of a
control group creates the possibility that the effects
could be a function of extraneous factors such as simply
being away from typical environmental stressors for 10
days or the volunteers being more ready to make
changes in the factors that contribute to their psycho-
logical distress (see Prochaska & Prochaska, 1999).
Future research utilizing a randomized control trial
design is needed to demonstrate the efficacy of
mindfulness-based interventions.

Additionally, participant attrition calls into question
whether the reduction in psychological distress was a
function of the retreat or of a characteristic unique to
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follow-up completers. Analyses indicate that completers
were not more experienced meditators and did not
exhibit greater baseline psychological distress or social
desirability than noncompleters. Even so, other factors
may have influenced the results, such as completers
experiencing greater reductions in psychological distress
than noncompleters. Alternatively, attrition may have
been influenced by inadequate compensation for partic-
ipation (i.e., no payment at baseline and $10 at follow-
up). Participant retention would likely be improved in
future studies by increasing compensation.

Last, because the participants had only mildly elevated
levels of baseline psychological distress and came from a
group that had chosen to take the retreat, it is unclear
whether the beneficial results would generalize to other
samples, such as a clinical sample or a sample lacking an
intrinsic interest in mindfulness taught in a Buddhist
context. It is also unclear whether the stresses of the retreat
(e.g., early rising, length of meditation practice) would be
too difficult for individuals with severe psychopathology.
However, recent research in our lab indicates that a 10-day
retreat can reduce the substance use behavior of high-risk
substance users (Bowen et al., in press; Marlatt et al.,
2004), indicating that this type of intervention may be
useful with a clinical sample.

Conclusion

The current study provides preliminary evidence that
teaching mindfulness in a Buddhist meditation retreat
may reduce psychological distress. Past vipassana research
found beneficial effects of mindfulness training immedi-
ately after the meditation retreats. The current study
contributes to this literature as it examined psychological
symptoms at a 3-month follow-up and found the results to
be free of social desirability response bias. One implication
of this study is that clinicians may consider suggesting
retreats to appropriate clients—clients who won’t find the
rigors of the retreat too stressful and who are open to
Buddhist perspectives of themind. Alternatively, clinicians
may choose to utilize aspects of mindfulness practice in
their work (e.g., creating homework of nonjudgmentally
observing how thoughts and emotions emerge and pass
away in order to create a decentered relationship with
mental content). The findings also suggest future areas of
research, including whether intensive mindfulness train-
ing is more, less, or equally effective as training spaced out
over 8 weeks and whether different types of mindfulness
training influence different psychological mechanisms.
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mailto:CBPRA31S1077-06)000631016/j.cbpra.2005.12.001Association for Behavioral and Cognitive TherapiesIntensive Mindfulness Training and the Reduction of Psychological Distress: A Preliminary Studyostafin@u.washington.edu</ce:author>NeharikaChawlaSarahBowenTiara M.DillworthKatieWitkiewitzG. AlanMarlattUniversity of WashingtonNAddress correspondence to Brian D. Ostafin, Addictive Behaviors Research Center, Department of Psychology, Box 351525, University of Washington, Seattle, WA 98195</ce:authorroup>AbstractThere is increasing evidence for the utility of mindfulness training as a clinical intervention. Most of this research has examined secularased mindfulness instruction. The current study examined the effects of a 10ay Buddhist mindfulness meditation course on the psychological symptoms of 53 participants. A repeatedeasures analysis of variance indicated reductions in overall psychological distress from the preourse baseline to a 3onth follow-p. Correlation analyses indicated that the reported reduction in psychological distress was not influenced by social desirability bias and that the effect was not dependent on daily meditation between course completion and follow-p. Issues regarding modality of mindfulness training (secular versus Buddhist) are discussed.Clinical researchers have shown increasing interest in mindfulness meditation as an intervention (Marlatt, 2002; Robins, 2002; Salmon et al., 2004; Toneatto, 2002). Mindfulness (also known as insight or vipassana meditation; Rosenberg, 1998) has been most developed in Buddhism (Hahn, 1999) and can be defined as a state of �awareness that emerges through paying attention on purpose, in the present moment, and nonjudgmentally to the unfolding of experience moment by moment� (Kabat-inn, 2003, p. 145). Thus, the goal of mindfulness is not to change the content of thoughts, as in cognitive therapy, but to develop a different attitude or relationship to thoughts as they occur (Bishop et al., 2004). Kabat-inn (2003) notes that all humans have access to this state and that it can be cultivated through practice. A growing number of studies indicate that the cultivation of mindfulness may have beneficial effects on psychological and physical welleing (Baer, 2003; Grossman, Niemann, Schmidt, & Walach, 2004).The increasing interest in mindfulness has raised the issue of how to best teach it (Hayes & Shenk, 2004). One way that training modalities can be differentiated is by whether they are presented in a Buddhist or secularized context (Dimidjian & Linehan, 2003).11When the term �Buddhist context� is used in this paper, it will refer primarily to the Theravadan tradition of Buddhism as the courses were taught from this perspective. Theravadan Buddhism can be distinguished from other Buddhist traditions in the emphasis it places on the practice of vipassana (mindfulness) meditation and in its lack of metaphysical theories and magical practices that can be found in other forms of Buddhism (Basham, 1972). One fundamental way in which Buddhist and secular contexts differ regards the ultimate goal of training. When asked to summarize his teachings in one sentence, the Buddha stated that �Nothing is to be clung to as I, me, or mine� (cited in Kabat-inn, 2005, p. 53). This goal of realizing the impermanence of self in the Buddhist context contrasts with the goal of realizing the impermanence of thoughts and emotions related to the self (e.�g., �I am worthless�) in the secular context. A second way that the contexts differ is that Buddhist mindfulness training typically involves intensive retreats (for a history of this practice, see Armstrong, 2001). Though secular and Buddhist contexts may differ on these and other dimensions, there is evidence that both types of training may reduce psychological symptoms.The majority of mindfulness research has been conducted with secular programs. Most of this research has utilized a variant of Kabat-inn�s (1990) Mindfulness-ased Stress Reduction (MBSR) program, which typically consists of an 8-eek course meeting once per week for 2 to 3 hours, daily mindfulness homework, and a 6-o-hour meditation retreat toward the end of the course. Two recent metanalyses of over 20 primarily MBSRnfluenced treatment studies found that interventions led to reductions in anxiety, depression relapse, and ratings of chronic pain (Baer, 2003; Grossman et al., 2004).Although sparse, a few studies have examined the relation between Buddhist mindfulness training and psychological outcomes. Cross-ectional research has found that experienced vipassana meditators (3 or more years of experience) reported more positive relative to negative affect than beginning meditators (Easterlin & Carde�a, 1998). Similar effects have been found in experimental research. One study found that immediately after a 10ay vipassana retreat, meditators reported less anxiety and depression than did those in a nonmatched control group (Al-ussaini et al., 2001). Two unpublished studies examining the effect of a 10ay vipassana retreat on prisoners in India also found beneficial effects on psychological symptoms (Chandiramani, Verma, & Dhar, 1995). Bowen et al. (in press) recently examined the effects of a 10ay vipassana retreat on the substance use of an incarcerated sample. The results indicated that at a 3onth (after jail release) follow-p, meditators demonstrated reductions in psychological symptoms and alcohol and drug use.In sum, there is a growing literature on the effects of mindfulness interventions on psychological distress. Because the majority of this research has been conducted with secular mindfulness training programs, it is unclear whether other modalities for teaching mindfulness may be useful. Findings from a small number of studies suggest that Buddhist mindfulness training may have beneficial effects on psychological symptoms, but the paucity of this research and the general lack of follow-p assessment indicate a need for more such studies.Overview of the Current StudyThe current study was designed to assess changes in psychological distress following participation in an intensive 10ay vipassana meditation course. Positive findings in this study would suggest both the utility of teaching mindfulness in a Buddhist context and avenues for future research. To accomplish this aim, a sample of meditation participants completed assessment packets before a course and at a 3onth follow-p. The primary hypothesis was that participants would report reductions in psychological distress at follow-p; the secondary hypothesis was that frequency of meditation between the course and follow-p would be correlated with greater reductions in psychological distress.MethodParticipantsParticipants were recruited from four vipassana centers associated with S. N. Goenka�s vipassana training program (see Hart, 1987). Of the 128 participants who completed the baseline measures, 98 provided locator information for the follow-p assessment and 53 completed the measures at the follow-p. Of the 53 (26 females) completers, mean participant age was 40.40 years old (SD�=11.46). Four participants did not report age. The majority selfdentified as European American (n�=40), with the rest selfdentifying as Asian American (n�=6), Multithnic (n�=3), Asian Indian�American (n�=1), and African American (n�=1). Two participants did not report race.MeasuresPsychological distressThe Brief Symptom Inventory (BSI; Derogatis & Melisaratos, 1983), a 53tem measure of symptoms over the past 2 weeks, uses a Likert scale ranging from 0 (not at all) to 4 (extremely). The BSI can be scored both as an overall index of psychological distress and as nine scales that assess specific areas of distress. The BSI has demonstrated adequate psychometric properties (Boulet & Boss, 1991; Derogatis & Melisaratos, 1983).The General Severity Index reflects overall distress and demonstrated adequate internal reliability in this sample (coefficient alpha�=.95). The nine individual scales and their internal reliability follow: (a) the Somatization Scale reflects distressful reactions to perceived bodily dysfunction (coefficient alpha�=.69); (b) the Obsessive-ompulsive Scale reflects distressful reactions to unwanted thoughts and actions (coefficient alpha�=.78); (c) the Interpersonal Sensitivity Scale reflects feelings of selfnadequacy (coefficient alpha�=.86); (d) the Depression Scale reflects depressive affect (coefficient alpha�=.85); (e) the Anxiety Scale reflects anxious affect (coefficient alpha�=.69); (f) the Hostility Scale reflects hostile thoughts, feelings, and behaviors (coefficient alpha�=.62); (g) the Phobic Anxiety Scale reflects fear responses to particular stimuli (coefficient alpha�=.60); (h) the Paranoid Ideation Scale reflects symptoms of projection, hostility, suspiciousness, and fear of loss of autonomy (coefficient alpha�=.76); and (i) the Psychoticism Scale reflects symptoms ranging from feeling alienated to experiencing delusions (coefficient alpha�=.68).Social desirabilityReynolds (1982) developed a short form of the Marlowe-rowne Social Desirability Scale (Crowne & Marlowe, 1960) consisting of 13 true�false items to assess individual differences in response biases to obtain social approval. The short form (Form C) has demonstrated good psychometric properties (Reynolds, 1982) and adequate internal reliability (coefficient alpha�=.74) in our sample.Meditation frequencyFrequency of meditation between the retreat and the 3onth follow-p was assessed with the item �I meditate on a daily basis.� This question was presented via a Likert scale (1�=strongly disagree to 5�=strongly agree).Mindfulness retreat experiencePast experience with vipassana meditation was assessed with an opennded question regarding the number of previous retreats attended.ProcedureWe contacted four vipassana centers so that the retreat structure could be standardize (e.�g., time of waking, meditation practice, videotaped lectures). Each center provided a study liaison. On the first day of each course, each liaison set up a table with consent forms and the baseline assessments. After attendees arrived and signed in, they were informed about our study examining vipassana meditation and various health concerns. Interested attendees spoke to the liaison and those who chose to participate gave informed consent and completed the baseline assessment (including demographics and the BSI and social desirability measures) before the course began.The courses were standardized 10ay residential retreats. Meditation practice during the first 3 days consisted of developing concentration by focusing attention to the sensations of breathing. Each time a thought, emotion, or body sensation distracted from attention to the breath, participants were to nonjudgmentally (e.g., without criticizing themselves as being bad meditators) acknowledge the distraction and to return their attention to the breath. Meditation practice during the final 7 days consisted of developing nonjudgmental awareness of body sensations by systematically focusing attention to each area of the body while both avoiding the labeling of sensations as �good� or �bad� and letting go of an agenda to maintain or change the experience. Each time labeling, an agenda, or other thoughts occurred in the mind, participants were to nonjudgmentally acknowledge the distraction and return their attention to the body sensations. Participants also attended daily hourong videotaped lectures on Buddhist principles (e.�g., the role of aversion and attachment in suffering; the nature of the impermanence of self). See Table 1 for a typical daily schedule.Locator information for the 3onth follow-p was collected either on the last day of the course or by the participants mailing this information to our lab. Participants who completed the baseline assessment and who provided locator information were mailed a 3onth follow-p assessment that contained another BSI. Participants were not paid for the baseline assessment, but received 10 dollars for completion of the 3onth follow-p.ResultsFollow-p Completers Versus NoncompletersParticipants who completed the 3onth follow-p measures and those who did not demonstrated similar baseline scores on the psychological measures of interest. Analyses indicated that the groups did not differ on the General Severity Index of the BSI (t�=.24, p�=.81) or the Marlowe-rowne Social Desirability Scale (t�=65, p�=.52). This suggests that the participants who completed the follow-p assessment did not do so because they had less severe psychological distress or because they were especially motivated to indicate that the retreat had beneficial effects. Additionally, analyses indicated that the groups did not differ on the number of past vipassana retreats (t�=.34, p�=.74). This suggests that follow-p completers were not more experienced, and perhaps more interested in the study, than noncompleters (though past retreat experience is admittedly not the only measure of meditation experience).Change in Psychological DistressThe primary hypothesis was that participants who completed the meditation retreat would report less psychological distress at the 3onth follow-p. A series of within-ubjects repeatedeasures analysis of variance tests were conducted to examine this hypothesis. We first examined the effect of the retreat on the General Severity Index of the BSI, as Derogatis and Melisaratos (1983) have noted that it represents the best overall measure of distress. The results indicated that overall psychological distress was lower 3 months after the retreat, F(1, 52) �=11.78, p�=.001. We next examined the individual BSI scales and found reductions in Somatization, F(1, 52)�=5.92, p�=.02; Obsessive-ompulsivity, F(1, 52)�=9.17, p�=.004; Interpersonal Sensitivity, F(1, 52)�=12.03, p�=.001; Depression, F(1, 52)�=6.65, p�=.003; Anxiety, F(1, 52)�=13.61, p�=.001; and Hostility, F(1, 52)�=�5.01, p�=.03. No changes were observed in Paranoia, F(1, 52)�=3.08, p�=.09; Phobia, F(1, 52)�=2.19, p�=.15; or Psychoticism, F(1, 52)�=1.54, p�=.22. Overall, these results indicate that meditation participants reported reductions in psychological distress from baseline (which were slightly greater <1 SD or less> than the nonpatient sample in Derogatis and Melisaratos (1983)) to a 3onth follow-p. These results and their corresponding effect sizes (d, calculated as the difference between baseline and follow-p divided by the pooled standard deviation), which fall in the small-oedium range (Cohen, 1992), are reported in Table 2.We next examined whether the effects were influenced by social desirability. It is possible that participants would overreport the benefits of the retreat because they perceived reductions in psychological distress to be desired by the meditation staff or researchers. To examine this, we conducted correlation analyses between the Marlowe-rowne Social Desirability Scale and the change scores of the BSI scales that changed from baseline. With larger Marlowe-rowne values representing greater levels of social desirability and larger BSI change scores representing greater reductions in the BSI, the results indicated that social desirability was not correlated with reductions in the BSI, including the General Severity Index (r�=.09, p�=.54), Somatization (r�=.08, p�=.58), Obsessive-ompulsivity (r�=.03, p�=.83), Interpersonal Sensitivity (r�=.08, p�=.59), Depression (r�=.07, p�=.63), Anxiety (r�=�.01, p�=.93), and Hostility (r�=�.24, p�=.10). These results suggest that the reductions in psychological distress were not influenced by a social desirability bias.The secondary hypothesis was that amount of meditation practice would correlate with greater reductions in psychological distress. In order to examine this hypothesis, we conducted correlation analyses between meditation frequency and the change scores of the BSI scales that changed from baseline. Results indicated that meditating on a daily basis was not associated with greater reductions in the BSI change scores, including the General Severity Index (r�=�.20, p�=.15), Somatization (r�=�.11, p�=.45), Obsessive-ompulsivity (r�=�.21, p�=.13), Depression (r�=�.07, p�=.64), Anxiety (r�=�.20, p�=.14), and Hostility (r�=.12, p�=.36). There was an unexpected finding that meditating on a daily basis was associated with less reduction in interpersonal sensitivity (r�=�.30, p�=.03). In sum, the results suggest that daily meditation practice following the course did not influence reductions in psychological distress.DiscussionThe current study examined the hypothesis that an intensive 10ay vipassana meditation course would be related to reductions in psychological distress. The results indicate that meditators experienced reductions in overall distress 3 months following the retreat. This improvement encompassed a spectrum of specific psychological symptoms, including levels of depression, anxiety, hostility, feelings of inferiority and distressful reactions both to perceived bodily dysfunction and to unwanted thoughts and impulses. These effects are notable given that the focus of the retreat instruction was not to decrease specific psychological symptoms, but was to simply develop nonjudgmental awareness of one�s experience. Additionally, reductions in psychological distress were not associated with social desirability bias. This suggests that participants did not overreport the benefit of the retreat, adding confidence to the findings.The secondary hypothesis was that frequency of meditation following the course would correlate with greater reductions in psychological distress, but the results did not bear this out. Although this hypothesis makes intuitive sense, past research is equivocal about the influence of meditation frequency on outcome variables (Astin, 1997; Kristeller & Hallett, 1999). A potential explanation for the null finding is that the frequency question was limited by not assessing both frequency and duration of meditation. Also, the question implied sitting meditation and may have missed frequency of practicing mindfulness in daily activities. It may be that an intensive 10ay course is a strong enough dose to learn a new way of responding to affective states and that the benefits of mindfulness are more a function of applying it in one�s life than of formal sitting practice.Modality of Mindfulness TrainingMost mindfulness research has utilized secular training modalities. Although this research has yielded important information regarding the efficacy of mindfulness interventions (Baer, 2003), recent commentaries have suggested a need for studying alternative modalities for teaching mindfulness (Hayes & Shenk, 2004). Some researchers advocate the development of nonmeditation techniques (Hayes & Shenk, 2004), but it may also be beneficial to reintegrate meditation into a Buddhist context. Strategies developed by Buddhist instructors over millenia may aid in the instruction of mindfulness within cognitive behavioral therapies (Dimidjian & Linehan, 2003). For example, intensive retreats are typically used in Buddhist mindfulness training. These retreats are intensive both in duration (e.�g., 7 to 10 days) and in minimization of distraction (i.�e., holding the courses in silence; banning television and reading and writing materials). This sort of intensive intervention modality may be helpful in treating psychological disorders.In this vein, recent evidence supports the utility of a short (8ay), intensive cognitiveehavioral therapy intervention for individuals with panic disorder with agoraphobia (Morissette, Spiegel, & Heinrichs, 2005). Intensive interventions may be efficacious simply because they provide the same treatment dose as interventions spread out over a longer time. Alternatively, because the alteration of maladaptive cognitive and affective responses may require prolonged activation of the memory structures underlying them (Foa & Kozak, 1986), the efficacy of intensive interventions may be due to the opportunity for extended exposure (and the learning of new responses) that they provide. Future research would benefit by examining the optimal intensity of mindfulness training (which may differ by disorder).As secular and Buddhist contexts of mindfulness training have different goals (realizing the impermanence of self-elated mental content versus the impermanence of self), they may differ in the psychological processes they influence. A cybernetic model of affect and depression (Carver & Scheier, 1982; Pyszczynski & Greenberg, 1987) may help to illuminate the potentially different mechanisms of action. In this model, much of human behavior (e.�g., pursuing standards of value such as financial success or physical attractiveness) is understood as serving to create and maintain a sense of selfsteem. A discrepancy between self and a standard of value may elicit negative affect and selfocused attention. If the standard is important and the discrepancy cannot be reduced (i.�e., the standard of value attained), selfocus may become selfriticism, with the initial negative affect escalating into a depressive state marked by low selfsteem.Because secular mindfulness training has the goal of realizing the impermanence of thoughts and emotions related to the self, such training could reduce psychological distress by influencing processes that occur after a discrepancy has elicited negative affect and cognition. Suppressing postiscrepancy mental content, such as the selfoncept of �me�bad,� may increase the accessibility of that content and its influence on mood (Wegner & Smart, 1997). Changing the relation to aversive mental content from avoidance to acceptance should lead to several consequences. One consequence is that decreases in thought suppression should lead to reductions in the chronic accessibility of negative selfoncepts. This could be examined with an implicit task assessing the automatic associations between self and negative evaluation concepts (Gemar, Segal, Sagrati, & Kennedy, 2001; Rudman, Greenwald, & McGhee, 2001; also see Marlatt & Ostafin, 2005, for a discussion on mindfulness and automatic processes). A second consequence is that mental content may be realized as �passing events in the mind rather than as inherent aspects of the self or valid reflections on reality� (Bishop et al., 2004, p. 234). This realization has been called decentering (Teasdale et al., 2002) and cognitive defusion (Blackledge & Hayes, 2001) and could be examined by assessing how believable self-tatements are rated to be (Masuda, Hayes, Sackett, & Twohig, 2004).Buddhist mindfulness training also includes mindfulness of self-elated mental content and so should influence the same processes as secular training. However, because Buddhist mindfulness training has the ultimate goal of realizing the impermanence of self, it may also reduce psychological distress by influencing preiscrepancy processes. That is, if the self is experienced as lacking substance, discrepancies between it and a standard of value may be less likely to elicit negative affect. This idea is suggested by recent findings that increasing selfwareness (i.�e., reminding subjects of their �self� by placing them in front of a mirror) increases the correlation between selfiscrepancies and negative emotion (Phillips & Silvia, 2005). Future research may examine whether the extent to which meditators realize the impermanence of self similarly reduces the relation between selfiscrepancies and negative affect.LimitationsThe use of a oneroup pretest-sttest design limits the ability to make causal inferences about the effects of a meditation retreat on psychological distress. Measures of psychological distress similar to the BSI have demonstrated good 3onth test-etest reliability (Maruish, Bershadsky, & Goldstein, 1998), suggesting that reductions in psychological symptoms would not be expected in a control group. However, the absence of a control group creates the possibility that the effects could be a function of extraneous factors such as simply being away from typical environmental stressors for 10 days or the volunteers being more ready to make changes in the factors that contribute to their psychological distress (see Prochaska & Prochaska, 1999). Future research utilizing a randomized control trial design is needed to demonstrate the efficacy of mindfulnessased interventions.Additionally, participant attrition calls into question whether the reduction in psychological distress was a function of the retreat or of a characteristic unique to follow-p completers. Analyses indicate that completers were not more experienced meditators and did not exhibit greater baseline psychological distress or social desirability than noncompleters. Even so, other factors may have influenced the results, such as completers experiencing greater reductions in psychological distress than noncompleters. Alternatively, attrition may have been influenced by inadequate compensation for participation (i.�e., no payment at baseline and -saturdayt follow-p). Participant retention would likely be improved in future studies by increasing compensation.Last, because the participants had only mildly elevated levels of baseline psychological distress and came from a group that had chosen to take the retreat, it is unclear whether the beneficial results would generalize to other samples, such as a clinical sample or a sample lacking an intrinsic interest in mindfulness taught in a Buddhist context. It is also unclear whether the stresses of the retreat (e.�g., early rising, length of meditation practice) would be too difficult for individuals with severe psychopathology. However, recent research in our lab indicates that a 10ay retreat can reduce the substance use behavior of high-isk substance users (Bowen et al., in press; Marlatt et al., 2004), indicating that this type of intervention may be useful with a clinical sample.ConclusionThe current study provides preliminary evidence that teaching mindfulness in a Buddhist meditation retreat may reduce psychological distress. Past vipassana research found beneficial effects of mindfulness training immediately after the meditation retreats. The current study contributes to this literature as it examined psychological symptoms at a 3onth follow-p and found the results to be free of social desirability response bias. One implication of this study is that clinicians may consider suggesting retreats to appropriate clients�clients who won�t find the rigors of the retreat too stressful and who are open to Buddhist perspectives of the mind. Alternatively, clinicians may choose to utilize aspects of mindfulness practice in their work (e.�g., creating homework of nonjudgmentally observing how thoughts and emotions emerge and pass away in order to create a decentered relationship with mental content). The findings also suggest future areas of research, including whether intensive mindfulness training is more, less, or equally effective as training spaced out over 8 weeks and whether different types of mindfulness training influence different psychological mechanisms.ReferencesAl-ussaini et al., 2001A.Al-ussainiA.S.S.DorvloS.X.AntonyD.ChavanJ.DaveV.PurechaVipassana meditation: A naturalistic, preliminary observation in MuscatSQU Journal for Scientific Research: Medical Sciences320018792Armstrong, 2001K.ArmstrongBuddha2001PenguinNew YorkAstin, 1997J.A.AstinStress reduction through mindfulness meditation: Effects on psychological symptomatology, sense of control, and spiritual experiencesPsychotherapy and Psychosomatics66199797106Baer, 2003R.A.BaerMindfulness training as a clinical intervention: A conceptual and empirical reviewClinical Psychology: Science and Practice102003125143Basham, 1972A.L.BashamTantricism and the decline of Buddhism in IndiaW.T.de BaryThe Buddhist tradition in India, China and Japan1972VintageNew York110122Bishop et al., 2004S.R.BishopM.LauS.ShapiroL.CarlsonN.D.AndersonJ.CarmodyMindfulness: A proposed operational definitionClinical Psychology: Science and Practice112004230241Blackledge & Hayes, 2001J.T.BlackledgeS.C.HayesEmotion regulation in acceptance and commitment therapyJournal of Clinical Psychology572001243255Boulet & Boss, 1991J.BouletM.W.BossReliability and validity of the Brief Symptom InventoryPsychological Assessment31991433437Bowen et al., in pressBowen, S., Witkiewitz, K., Dillworth, T. M., Chawla, N., Simpson, T., Ostafin, B. D., et al. (in press). Mindfulness meditation and substance use in an incarcerated population. Psychology of Addictive Behaviors.Carver & Scheier, 1982C.S.CarverM.F.ScheierControl theory: A useful conceptual framework for personality-ocial, clinical and health psychologyPsychological Bulletin921982115132Chandiramani et al., 1995Chandiramani, K., Verma, S. K., & Dhar, P. L. 1995. Psychological effects of Vipassana on Tihar Jail inmates. Unpublished manuscript.Cohen, 1992J.CohenA power primerPsychological Bulletin1121992155159Crowne & Marlowe, 1960D.P.CrowneD.MarloweA new scale of social desirability independent of psychopathologyJournal of Consulting Psychology241960349354Derogatis & Melisaratos, 1983L.R.DerogatisN.MelisaratosThe brief symptom inventory: An introductory reportPsychological Medicine131983595605Dimidjian & Linehan, 2003S.DimidjianM.M.LinehanDefining an agenda for future research on the clinical applications of mindfulness practiceClinical Psychology: Science and Practice102003166171Easterlin & Carde�a, 1998B.L.EasterlinE.Carde�aCognitive and emotional differences between short-and long-erm vipassana meditatorsImagination, Cognition, and Personality1819986981Foa & Kozak, 1986E.B.FoaM.J.KozakEmotional processing of fear: Exposure to corrective informationPsychological Bulletin9919862035Gemar et al., 2001M.C.GemarZ.V.SegalS.SagratiS.J.KennedyMoodnduced changes on the implicit association test in recovered depressed patientsJournal of Abnormal Psychology1102001282289Grossman et al., 2004P.GrossmanL.NiemannS.SchmidtH.WalachMindfulnessased stress reduction and health benefits: A metanalysisJournal of Psychosomatic Research5720043543Hahn, 1999T.N.HahnThe heart of the Buddha�s teaching1999BroadwayNew YorkHart, 1987W.HartThe art of living: Vipassana meditation as taught by S.N. Goenka1987HarperCollinsSan FranciscoHayes & Shenk, 2004S.C.HayesC.ShenkOperationalizing mindfulness without unnecessary attachmentsClinical Psychology: Science and Practice112004249254Kabat-inn, 1990J.Kabat-innFull catastrophe living1990DellNew YorkKabat-inn, 2003J.Kabat-innMindfulnessased interventions in context: Past, present, and futureClinical Psychology: Science and Practice102003144156Kabat-inn, 2005J.Kabat-innComing to our senses: Healing ourselves and the world through mindfulness2005HyperionNew YorkKristeller & Hallett, 1999J.L.KristellerC.B.HallettAn exploratory study of a meditationased intervention for binge eating disorderJournal of Health Psychology41999357363Marlatt, 2002G.A.MarlattBuddhist philosophy and the treatment of addictive behaviorCognitive and Behavioral Practice920024450Marlatt & Ostafin, 2005G.A.MarlattB.D.OstafinBeing mindful of automaticity in addictionR.W.WiersA.W.StacyHandbook of implicit cognition and addiction2005489493Marlatt et al., 2004G.A.MarlattK.WitkiewitzT.M.DillworthS.BowenG.A.ParksL.M.MacPhersonVipassana meditation as a treatment for alcohol and drug use disordersS.C.Hayes�M.�M.LinehanV.M.FolletteMindfulness and acceptance: Expanding the cognitiveehavioral tradition2004The Guilford PressNew York261287Maruish et al., 1998M.E.MaruishB.BershadskyL.GoldsteinReliability and validity of the SA- Further evidence from a primary care settingAssessment51998407419Masuda et al., 2004A.MasudaS.C.HayesC.F.SackettM.P.TwohigCognitive defusion and self-elevant negative thoughts: Examining the impact of a ninety-earld techniqueBehaviour Research and Therapy422004477485Morissette et al., 2005S.B.MorissetteD.A.SpiegelN.HeinrichsSensationocused intensive treatment for panic disorder with moderate to severe agoraphobiaCognitive and Behavioral Practice1220051729Phillips & Silvia, 2005A.G.PhillipsP.J.SilviaSelfwareness and the emotional consequences of selfiscrepanciesPersonality and Social Psychology Bulletin312005703713Prochaska & Prochaska, 1999J.O.ProchaskaJ.M.ProchaskaWhy don�t continents move? Why don�t people change?Journal of Psychotherapy Integration9199983102Pyszczynski & Greenberg, 1987T.PyszczynskiJ.GreenbergSelf-egulatory perseveration and the depressive selfocusing style: A selfwareness theory of reactive depressionPsychological Bulletin1021987122138Reynolds, 1982W.M.ReynoldsDevelopment of reliable and valid short forms of the Marlowe-rowne Social Desirability ScaleJournal of Clinical Psychology381982119125Robins, 2002C.J.RobinsZen principles and mindfulness practice in dialectical behavior therapyCognitive and Behavioral Practice920025057Rosenberg, 1998L.RosenbergBreath by breath: The liberating practice of insight meditation1998ShambhalaBostonRudman et al., 2001L.A.RudmanA.G.GreenwaldD.E.McGheeImplicit selfoncept and evaluative implicit gender stereotypes: Self and ingroup share desirable traitsPersonality and Social Psychology Bulletin27200111641178Salmon et al., 2004P.SalmonS.SephtonI.WeissbeckerK.HooverC.UlmerJ.L.StudtsMindfulness meditation in clinical practiceCognitive and Behavioral Practice112004434446Teasdale et al., 2002J.D.TeasdaleR.G.MooreH.HayhurstM.PopeS.WilliamsZ.V.SegalMetacognitive awareness and prevention of relapse in depression: Empirical evidenceJournal of Consulting and Clinical Psychology702002275287Toneatto, 2002T.ToneattoA metacognitive therapy for anxiety disorders: Buddhist psychology appliedCognitive and Behavioral Practice920027278Wegner & Smart, 1997D.M.WegnerL.SmartDeep cognitive activation: A new approach to the unconsciousJournal of Consulting and Clinical Psychology651997984995
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