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ABSTRACT

Long-term mindfulness meditation for anxiety, depression, pain and stress has not been
adequately investigated in public health. The majority of literature in relation to mindfulness
meditation and these ailments concerns Kabat-Zinn’s Mindfulness-Based Stress Reduction
(MBSR) program. This is a short-term 6-8 week program that requires a licensed professional, is
limited in availability, high cost, and combines other elements aside from mindfulness
meditation, such as yoga, martial arts, group discussion, poetry and other teaching techniques
meant to increase mindfulness concentration. Furthermore, efficacy studies, which have assessed
the long-term impact of MBSR are inconclusive. Although these studies on long-term practice
demonstrate a sustained positive impact from MBSR, they neglect the role that sustained
individual practice and group practice played on participants. These participants continued longterm mindfulness meditation practice after the MBSR program had concluded. This dissertation
study explored, through 37 semi-structured qualitative interviews, the perceived effect of regular
mindfulness meditation on practitioners in West Central Florida who have practiced longer than
6-8 weeks and maintain a consistent individual and group practice. This is a unique study and
contributes to the body of literature on the topic. This exploratory study provides insight into
possible mindfulness meditation practice times and approaches that could be most beneficial for
reducing anxiety, depression, stress and pain in public health.
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CHAPTER ONE:
INTRODUCTION AND STATEMENT OF THE PROBLEM

Introduction
Mindfulness meditation is a subset of meditation practice and it is also an umbrella term
for many types of meditation (Kabat-Zinn, 1990). It arguably encompasses many different types
of meditation such as concentration meditation, Zen meditation, Loving-Kindness Meditation,
and Vipassana Meditation because it is primarily a mental training in becoming nonjudgmentally
aware and nonreactive to one’s thoughts. One can incorporate different forms of meditation as
practice in developing the continual nonreactive awareness that mindfulness meditation is meant
to do. Mindfulness meditation is generally a secular practice in Western countries (Kornfield,
2009); however, it was derived from Buddhist schools of meditation (Schmidt, 2011). Therefore,
although influenced by Buddhism, mindfulness meditation is distinct in its own right as it is
practiced in the West.
Mindfulness meditation is an underutilized tool to reduce stress, anxiety, depression and
pain (Ospina, 2009). Mindfulness meditation has merit as an independent intervention (Ospina,
2009). The use of mindfulness meditation has important implications for well-being and public
health in the West. It can be adapted for a variety of healthcare settings and it has significant
potential for greater dissemination in public health institutions (Silverman, 2007). Mindfulness
meditation has been shown to improve health outcomes, immune system functioning, and quality
of life (Praissman, 2008). Mindfulness meditation has considerable promise for improving U.S.
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healthcare, specifically as it relates to self-management interventions for treating stress, pain,
anxiety and depression. This potential is based in MBSR studies that have successfully
demonstrated the potential for mindfulness meditation and mindfulness-based approaches
(Ospina, 2009).
The majority of literature on mindfulness meditation and health relates to MindfulnessBased Stress Reduction (MBSR) (Ospina, 2009). MBSR and mindfulness meditation are not
synonymous, but are typically treated as such in the current literature. A diagram is provided
below to demonstrate the relationship in the current literature.

Mindfulness Meditation
(As seen in the academic literature)

Forms of Meditation

Concentration
Meditation

Mindfulness
Meditation

(focusing on a mental
or physical perception)

(non-judgmentally
watching thoughts)

Breathing
Meditation
Metta
Meditation

Transcendental
Meditation

MindfulnessBased Stress
Reduction

Figure 1. Mindfulness Meditation: A brief overview of different forms of meditation in the
current literature.
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MBSR is a stress-reduction intervention meant to improve immune system functioning
and overall health through a combination of yoga, stretching, breathing practices, mindfulness
meditation and martial arts exercises in a 6-8-week group format (Kabat-Zinn, 1990). It
emphasizes mindful living, and cultivating an awareness of one’s thoughts and feelings.
Research on long-term and consistent mindfulness meditation practice as a treatment for chronic
health conditions is limited with the exception of studies investigating the use of MindfulnessBased Stress Reduction (MBSR), which is a short-term intervention (Kabat-Zinn, 2003; Ospina,
2009). MBSR research may have implications for health, and addressing a current paucity in the
literature (Ospina, 2009). The greatest mass of MBSR literature on the efficacy of mindfulness
meditation concerns cancer and related issues of anxiety, depression and pain. These MBSR
cancer studies treat mindfulness meditation as a tertiary prevention palliative treatment for stress,
anxiety, depression and pain that co-occurs a diagnosis with cancer (Boyle & Levin, 2008). The
greatest place for mindfulness meditation may lie in tertiary treatment for stress, pain, anxiety
and depression. However, further research is also warranted for mindfulness meditation’s
primary and secondary prevention applications. A table demonstrating the fundamental
differences between MBSR and mindfulness-meditation is provided below:

3

Table 1
Mindfulness Meditation & Mindfulness-Based Stress Reduction (MBSR)

Type

Practice
Duration

Condition

Treatment Method

MBSR

6-8 Weeks

Anxiety,
Depression,
Stress,
Chronic Pain

Sitting Meditation, Walking
Meditation, Mindful Eating,
Yoga, Poetry, Martial Arts,
Group Discussion

Long-Term
Mindfulness
Meditation

>20
minutes/day

Anxiety,
Depression,
Stress,
Chronic Pain

Sitting Meditation

4

Strengths

Certified Instructor
with a Structured
Program

Easily Accessible,
Widely Available,
Relatively low cost or
free

Weakness

Relatively high cost and
only available in locations
with a certified instructor

Unstructured program,
Licensed professional
not required, unregulated

A few relevant MBSR studies, demonstrating the efficacy of MBSR, are described in the
next few paragraphs. A study conducted by Goldin and Gross (2010) found that MBSR treatment
to a group of patients (N=16) with Social Anxiety Disorder (SAD) experienced notable positive
changes in brain activity following an MBSR treatment. Sixteen SAD patients underwent MBSR
treatment and MRI imaging. The MRI activity occurred while the patients were engaging in
negative self-beliefs and also while they engaged in concentration training such as focused
breathing or while being distracted. MBSR participants experienced reductions in anxiety and
depression and increases in self-esteem following the MBSR treatment compared to baseline. In
addition, the MRI imaging demonstrated that the MBSR participants had decreased negative
emotion, decreased amygdala activity and heightened brain activity in the region of the brain
designated to attention and concentration (Goldin & Gross, 2010).
A meta-analysis of 39 studies (N=1,140) on mindfulness-based stress reduction on
anxiety, depression, cancer and other conditions found positive benefits and results directly in
relation to the mindfulness-based therapy. For the overall sample, the meta-analysis found that
mindfulness-based interventions are moderately effective for anxiety (Hedges’ g=.63) and mood
improvement (Hedges’ g=.59) when applied to the whole population for a range of conditions.
However, for patients specifically with anxiety and mood disorders mindfulness-based
approaches had a large effect size of .97 and .95 respectively. These positive results for patients
with anxiety and mood disorders were irrespective of number of treatment sessions, publication
year and continued after follow-up. This meta-analysis revealed that mindfulness-based
approaches are effective in clinical settings for patients with anxiety and mood disorders
(Hofmann, Sawyer, Witt, & Oh, 2010).
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Chiesa and Serretti (2009) conducted a literature review of MBSR and other standard
stress treatments to determine if there were significant differences in outcome measures between
the two. It was found that MBSR and standard relaxation treatments were similar in efficacy for
stress reduction. However, MBSR reduced rumination associated with depression and anxiety
and increased levels of empathy and self-compassion more effectively than stress reduction
alone. This review highlighted the importance of investigating the underlying mechanisms
associated with the efficacy of MBSR. More research is needed to examine how MBSR
compares to other treatments, which are not as specific as MBSR, such as long-term, daily
mindfulness meditation practice (Chiesa & Serretti, 2009).
Mindfulness meditation is also highly effective for chronic pain. MBSR first developed
as a method to cultivate mindfulness with the aim of reducing acute and chronic pain. It then
developed into a treatment for anxiety, depression and other conditions. A literature review
analysis conducted by Veehof and colleagues assessed the effect of mindfulness meditation on
conditions with chronic pain by compiling a meta-analysis of mindfulness-based stress reduction
interventions. These interventions assessed outcomes concerning anxiety, depression and pain
for samples with complex chronic pain, highly disabled chronic pain, chronic fatigue syndrome,
chronic pain, fibromyalgia, arthritis and chronic headache. The study found medium effect sizes
for anxiety, depression and pain with before and after treatment of mindfulness-based stress
reduction treatment. These results indicate that patients respond well overall to mindfulnessbased therapies in the treatment of pain and anxiety and depression related to that pain. A
limitation of this study is that it only included interventions related to MBSR and it is not a
compilation of mindfulness meditation therapies. However, no meta-analysis studies currently
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exist for pain, exclusively applying mindfulness meditation as a long-term intervention (Veehof,
Oskam, Schreurs, & Bohlmeijer, 2011).
Long-term mindfulness meditation is a relevant public health intervention, and relates to
the 10th tenet of public health, which is innovation. There is insufficient literature addressing
long-term mindfulness meditation in relation to the 10th tenet or the other tenets of public health.
Current literature applies the 10th tenet of public health through MBSR applications to chronic
conditions (Ospina, 2009). Although more established than in previous years, the majority of
healthcare practitioners view these studies as innovative and relatively experimental.
Mindfulness meditation is slowly being integrated into healthcare interventions, but is still in an
exploratory stage. The other 9 tenets of public health have not been sufficiently applied to
mindfulness meditation (Ospina, 2009). However, the 10th tenet is still applicable to an
investigation of long-term mindfulness meditation independent of MBSR for anxiety, depression,
pain and stress. This study explored long-term mindfulness meditation in relation to public health
prevention for anxiety, depression, stress and chronic pain. No studies have been conducted
specifically on this subject (Ospina, 2009).
Study Purpose and Design

The purpose of this study was to explore the effects of mindfulness meditation practice at
intervals of 1) less than one year and 2) greater than one year (long-term practice) to distinguish
whether participants note differences in their levels of stress, pain, anxiety or depression after
consistent exposure to the practice. The participants were mindfulness meditation practitioners,
not MBSR practitioners. This was a retrospective study, which investigated participant’s
reported memories and perceptions. It also explored the application of Wagner’s Chronic Care
Model in relation to mindfulness meditation. Wagner’s Chronic Care Model was a useful
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framework for studying the implications that mindfulness meditation has for tertiary care (i.e.,
treatment for an established condition/problem) as it relates to the treatment of stress, pain,
anxiety and depression (Wagner et al., 2001; Wagner, 2006). This model addresses problems
with the current U.S. healthcare system (e.g., inadequate chronic disease care, the rapid increase
in chronic disease in the U.S., insufficient support for motivating self-care in patients) (Wagner
et al., 2001; Wagner, 2006). In addition, it is unique in its flexible application. Unlike other
models, this model allows for the selection of certain variables and the exclusion of others so the
model best fits the circumstances. In this case, active self-management, activated/informed
patients and positive outcome are applied. This document discusses specific research questions
that have been guided by the Chronic Care Model of public health as it relates to the use of
mindfulness meditation for treating stress, pain, anxiety and depression (Wagner et al., 2001;
Wagner, 2006).
Significance of this Study

This study is significant because it highlights the relevance of long-term mindfulness
meditation for public health, as well as the paucity of research that has been done to educate the
public of its benefits. Numerous studies, mostly in relation to MBSR, have been conducted that
link mindfulness meditation to positive health outcomes. However, these do not examine longterm mindfulness meditation independently of MBSR practice (Ospina, 2009). Studies on longterm mindfulness meditation in relation to anxiety, depression, stress and pain are extremely rare
and difficult to locate. It is a neglected field of study in mindfulness research. A literature
overview of long-term mindfulness meditation studies is listed on page 38 of this document.
Most chronic conditions are treated with surgery or medical tertiary treatment. In the
current care model, prevention is not emphasized, even though non-genetic risk factors such as
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smoking, obesity, substance abuse, and poor health-behaviors account for 70-90% of the
mortality in the United States (Jones & Quinn, 2006). In addition, the current healthcare model
does not encourage mindfulness meditation in patient care. Most physicians and healthcare
workers are ignorant of the practice. Physician and healthcare education, training and payment
are generally focused on treating illness with drugs and surgery. Health-behaviors, lifestyle and
stress are not strongly addressed in the current medical model (Jones & Quinn, 2006) even
though it is well documented that chronic stress and individual health behaviors play a direct role
on immune system functioning and mental and physical health. Mindfulness meditation
addresses this gap in current healthcare practice, and provides a stress-reducing intervention that
can be applied in future U.S. healthcare practice (Littrell, 2008).
At this stage of healthcare practice in the U.S., greater awareness of mindfulness
meditation as a low-cost, self-sustainable public health initiative to decrease stress, anxiety,
depression, pain and improve health is warranted. Thus, this study aimed to inform the public
about the benefits of mindfulness meditation as well as its potential for improving public health
through reductions in anxiety, depression, pain and stress. Even though MBSR has proven to be
an effective approach for anxiety, depression, pain and stress reduction there are many
limitations to MBSR. Therefore, research making mindfulness meditation more effective is
warranted so that its benefits can be incorporated on a larger scale.
Aims

The following aims guided this study and the research questions that were investigated.
• Aim 1: To understand the experiences of the participants and how their experience led
them to engage in mindfulness meditation practice.
• Aim 2: To investigate whether there is a relationship between stress, anxiety, depression,
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pain and long-term (one year or more) mindfulness meditation practice. If a relationship
exists, this study was meant to explore the meaning and significance of this relationship.
• Aim 3: To investigate whether long-term mindfulness meditation practice may be relevant
to public health through its diffusion into community-based settings.
Research Questions

The following research questions guided this study:
•

How do participant’s experiences lead them to seek out and participate in regular
mindfulness meditation groups?

•

How do participant’s experience long-term mindfulness meditation in relation to:
o stress (the body's reaction to a change that requires a physical, mental or
emotional adjustment or response)
o pain (physical suffering caused by an illness or injury)
o anxiety (perceived fear or nervousness about a possible negative outcome or
future event)
o depression (perceived despondancy and hopelessness about one’s life and future)

•

How does mindfulness meditation compare to other methods of treatment for stress, pain,
anxiety and depression as perceived by participants?

Objectives

•

Identify the underlying self-motivation behind pursuing and maintaining a mindfulness
meditation practice

•

Identify the effect (if any) that mindfulness meditation has on stress, pain, anxiety and
depression
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•

Identify the potential applications of long-term mindfulness meditation in relation to
stress, pain, anxiety and depression in community-based settings for public health
The research questions were selected because of their relevance to understanding the

implications of mindfulness meditation in health. Currently, no major studies have been
conducted on the reasons that individuals seek out and participate in regular mindfulness
meditation groups (Ospina, 2009). Additionally, research on the salutary effects of long-term
mindfulness meditation, separate from MBSR, is needed to further establish this practice (KabatZinn, 2003). Therefore, along with additional research supporting the efficacy of this practice,
the use of mindfulness meditation appears to be a viable yet underutilized approach to improving
anxiety, depression, pain and stress for public health (Marlatt, 2005).
Current research with MBSR demonstrates that mindfulness meditation is effective for
reducing stress, pain, anxiety and depression in the short-term (Ospina, 2009). However, MBSR
has not established whether there is a significant difference in the long-term practice of
mindfulness meditation, and whether mindfulness meditation separate from MBSR is sufficient
as an intervention tool. In addition, nearly all mindfulness meditation programs in the United
States are based mostly on Buddhist religious practices or on short-term, costly, and limited
programs like MBSR. A simplified version of MBSR that includes only daily mindfulness
meditation practice and promotes long-term regular practice may be more effective than current
treatment methods for stress, pain, anxiety and depression in the U.S. alone and may complement
current options. Therefore, a qualitative exploratory investigation was worthwhile for this study.
For the purposes of this study, participants were recruited who have done mindfulness
meditation for less than one year or more than one year (i.e., long-term practice). Short-term and
long-term samples provided comparison groups to evaluate whether the practice time was
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relevant for mindfulness meditation and stress, pain, anxiety or depression reduction (as
perceived by the participants). These participants were mindfulness meditation practitioners, not
MBSR practitioners. There might be a volunteer bias from sampling participants who selfselected to speak about their experiences and who have maintained the practice. This volunteer
bias is stated in the limitations section in Chapter Five. Also, participants were probed to
investigate potential social support gained from participation in mindfulness meditation groups.
This study explored three possibilities: 1) Individuals with chronic stress, pain, depression
and/or anxiety should be targeted for long-term (one year+) mindfulness meditation; 2) longterm mindfulness meditation is not well-used in chronic condition care for stress, pain,
depression and anxiety 3) long-term mindfulness meditation (one year+) is more effective than
short-term (less than one year) for managing stress, pain, anxiety and depression. Wagner’s
Chronic Care Model identifies long-term pain, anxiety and depression as chronic conditions and
stress is associated with these three concerns. It also recognizes the necessity of patient self-care
in managing chronic conditions (Wagner et al., 2001; Wagner, 2006). Consistent with this model
as well as with results obtained in studies investigating MBSR interventions, chronic forms of
stress, pain, anxiety and depression may be amenable to change through regular mindfulness
meditation practice (Kabat-Zinn, 1990; Kabat-Zinn, 2003; Wagner et al., 2001; Wagner, 2006).
This qualitative investigation on the application of mindfulness meditation practice uncovered
patterns that can be tested in subsequent research with future research questions (Glaser, 1965).
Justification for this Study

This study explored anxiety, stress, pain and depression in relation to different doseresponses of mindfulness meditation. Anxiety is relevant to mindfulness meditation, as MBSR
interventions have demonstrated efficacy in reducing anxiety symptoms. Anxiety has special
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significance in the United States as a public health concern. It is the most common mental illness
in the United States and one of the most common mental health problems in the U.S. (ADAA,
2012). Females are more likely to be diagnosed with depression (20.2% vs. 8.2%) and anxiety
(14.3% vs. 8.2%) than males. According to the U.S. National Institute of Mental Health (NIMH),
just over 18 percent, or about 40 million American adults aged 18 and older, have an anxiety
disorder. Anxiety affects nearly 40 million Americans; it is a top seller for prescription
medication as 3 of the top 10 prescription sellers are anxiety medications and $42 billion is spent
on anxiety disorders. Furthermore, 28.8% of Americans suffer from anxiety in their lifetime, the
highest percentage of any population in the world (ADAA, 2012). Anxiety is typically treated
with cognitive-behavioral therapy and/or prescription medication. It is often experienced
conjointly with depression, stress or chronic pain. MBSR has proven an effective independent or
complementary treatment for anxiety (Miller et al., 1995). This has important implications for
mindfulness meditation practice.
Stress is also a major health concern in the United States and directly relates to
depression, anxiety and pain levels. Top causes of stress in the United States include job
pressure, money and health; 77% of people regularly experience physical symptoms caused by
stress; 73% regularly experience psychological symptoms caused by stress; and 33% feel they
are living with extreme stress. Stress is directly connected to numerous illnesses such as heart
disease, cancer, obesity, lower immune system functioning, and mental health concerns such as
anxiety and depression. In the United States, 75% of adults reported experiencing moderate to
high levels of stress in the past month and nearly half reported that their stress has increased in
the past year. Also chronic physical pain can lead to long-term stress (Global Organization for
Stress, 2012).
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Pain management is another area of importance in public health within the U.S. public
and has been positively effected by mindfulness meditation through MBSR. Pain management is
a significant public health concern. More than 100 million Americans suffer from chronic painthis is more than cancer, diabetes, heart disease and stroke combined. Pain costs $560-$635
billion annually and despite medical treatments, 50-75% of hospitalized patients die with
moderate to severe pain. Individuals with chronic pain report worse mental and physical health
than the rest of the population. Pain is typically managed by traditional medical interventions
such as prescription medication or physical rehabilitation therapy. However, MBSR is an
effective pain-management tool, which also has implications for long-term mindfulness
meditation practice (The American Academy of Pain Medicine, 2011).
Depression is a major public health concern as 1 in 10 adults report depression in the U.S.
Depression is a mental illness that can be costly and debilitating to sufferers.
Depression is often experienced conjointly with anxiety, or in relation to stress and/or chronic
pain. Depression can adversely affect the course and outcome of common chronic conditions,
such as arthritis, asthma, cardiovascular disease, cancer, diabetes, and obesity. It can also result
in increased work absenteeism, short-term disability, and decreased productivity. Mindfulness
meditation from MBSR is an effective treatment concerning depression, and has potential for
further application (Center for Disease Control, 2011).
In addition, mindfulness meditation has implications for primary, secondary and tertiary
prevention in public health for chronic conditions such as anxiety, depression, pain and stressrelated illness (Ando et al., 2009; Kabat-Zinn, 2003). According to the U.S. Centers for Disease
Control and Prevention (CDC), prevention research is meant “to yield results directly applicable
to interventions to prevent occurrence of disease and disability, or the progression of detectable
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but asymptomatic disease” (Novick et al., 2005, p. 359). The Institute of Medicine (IOM) added
to this definition that public health prevention efforts need “health promotion research that
addresses the underlying determinants of health and focuses on cultivating health and improving
the quality of life” (Novick et al., 2005, p. 359). Mindfulness meditation is currently well suited
to primary prevention efforts through educational promotion. The U.S. public is largely ignorant
of the connection between stress and health, and how mindfulness meditation can positively
impact both (Ospina, 2009). Mindfulness meditation also has secondary applications for highstress individuals and tertiary applications for anxiety, depression, stress and pain.
Public health interventions are commonly delivered across three hierarchical service
delivery levels including primary (universal), secondary (targeted), and tertiary (indicated)
prevention (Schneider, 2010). Mindfulness meditation can be implemented at each level of
public health service delivery to prevent or manage symptoms of anxiety, depression, pain and
stress is relation to disease (Carlson & Garland, 2005). For example, mindfulness meditation has
been applied in studies at each level of prevention/intervention through MBSR. Research
institutes have applied primary prevention at the University of Miami, Duke and the University
of California, San Diego by creating greater awareness of mindfulness meditation and MBSR
(Center for Mindfulness, 2012; Duke Integrative Medicine, 2011). As a secondary prevention
method, mindfulness meditation has been targeted to highly stressed individuals at corporate
work environments like Google, to encourage stress reduction, healthy lifestyles and healthbehaviors (Ludwig & Kabat-Zinn, 2008). Tertiary prevention has also been applied through
MBSR for palliative treatment in rehabilitation centers and healthcare facilities (Carlson &
Garland, 2005). MBSR studies have proven efficacious at secondary and tertiary prevention
levels in managing chronic anxiety, depression and pain related to cancer, obesity, heart disease,
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diabetes, and numerous other conditions (Praissman, 2008). Further research is warranted for
educational awareness, and larger-scale mindfulness meditation interventions conducted
independently of MBSR (Ospina, 2009).
Primary Prevention. Mindfulness meditation centers already exist throughout the

United States. As a salient example, the Center for Mindfulness in Medicine, Health Care, and
Society at the University of Massachusetts Medical School was the first center to educate
healthcare providers on the health benefits of mindfulness meditation (Center for Mindfulness in
Medicine, Health Care, and Society, 2012). Similarly, the Center for Mindfulness at the
University of California, San Diego is another example of a mindfulness meditation center that
provides psychoeducation on the health-related benefits of the practice to a range of individuals
(e.g., healthcare professionals, patients, general community members). This education is
conducted through direct consultation to healthcare workers, research, networking with
healthcare facilities, lectures and mindfulness-meditation presentations (Center for Mindfulness,
2012). The Duke Integrative Medicine center also informs the public on the benefits of
mindfulness meditation. This center provides an “Integrative Medicine Consultation Service,”
which instructs healthcare providers on mindfulness meditation so they can incorporate helpful
techniques into their clinical practice. It has a program devised for the sole purpose of educating
physicians and healthcare workers on the connection between stress, health and the positive
relationship of mindfulness meditation to stress reduction (Duke Integrative Medicine, 2011).
The University of Miami also has a research effort known as the Miami Mindfulness Initiative
that is dedicated to the investigation of mindfulness and the incorporation of mindfulness-based
approaches into numerous fields of practice. Their center is called the Mindfulness Research &
Practice Initiative. Its aim is to compile research and interest in applying mindfulness to other
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disciplines at the University of Miami. Some efforts include incorporating mindfulness into their
School of Law, Wellness Center, College of Arts & Sciences, the Miller School of Medicine and
counseling center. Their objective is to collect and disseminate information on mindfulness and
create a forum for how it can be further incorporated into daily living and various academic
disciplines (Miami Mindfulness Initiative, 2011).
Tertiary Prevention. Tertiary interventions are provided to those who already suffer

with the symptoms of chronic health problems, and aim to remediate extant symptoms and
associated sequelae. Mindfulness meditation may play the greatest role in tertiary treatment. It
has particular merit in palliative treatment for reducing stress, pain, anxiety and depression
associated with chronic disease, or for example, a cancer diagnosis (Kabat-Zinn, 1990).
Tertiary prevention with mindfulness meditation would include participation in the actual
mindfulness meditation groups. Tertiary prevention could have individuals with extant health
problems actively participate in mindfulness meditation groups. However, it is unclear what dose
of mindfulness meditation is warranted for these individuals. MBSR with cancer patients has
demonstrated that 45 minutes of mindfulness meditation a day, over 6-8 weeks or more, leads to
long-term stress reduction, and improved mental health and pain regulation (Carlson & Garland,
2005).
However, various traditions and groups prescribe a range of mindfulness meditation
session types and time limits. Some traditions promote 20 minutes of daily meditation, whereas
others prescribe 20-40 minutes (Chokyan, personal communication, June 2012). MBSR for
chronic disease, prescribes 45 minutes of daily practice and has been shown to decrease stress
related to illness, anxiety, depression and pain. Other forms of meditative practice emphasize 60
minutes of daily practice (Kabat-Zinn, 1990). Overall, between 20-60 minutes a day is
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recommended for a daily mindfulness meditation practice (Kornfield, 2009). Because of the
extant empirical support for MBSR in reducing health problems and promoting wellness, the
prescribed MBSR commitment of 45 minutes of mindfulness meditation/day may be the gold
standard for using mindfulness meditation as a tertiary treatment. However, in addition to this,
participants should practice for at least one year. Daily practice of 1-3 years has been shown to
provide the greatest benefit for life-long stress management and stress reduction (Compton &
Becker, 1983; Easterlin & Carde, 1999; Lykins & Baer, 2009).
Numerous studies have been conducted based on Kabat-Zinn’s MBSR model, which
incorporates mindfulness meditation into health practice. However, few studies directly measure
the impact of mindfulness meditation on health conditions, using a format other than MBSR
(Ospina, 2009). As previously discussed, the widespread application of mindfulness meditation
as a long-term sustainable health practice may have utility for improving public health at the
aggregate level. Research is needed to determine how particular individuals or groups of
individuals may benefit from this practice. For example, sitting mindfulness meditation is
appropriate for understanding the concept of mindfulness and to become more self-aware for any
individual (Kornfield, 2009). To reach particular individuals, the practice of mindfulness
meditation can be facilitated by contemporary technological applications, online training
programs, and other practices aimed at developing awareness. Individuals can learn how to
transfer stress-reducing qualities learned from sitting mindfulness meditation and continue to
mindfully meditate during everyday activities such as walking, eating, working, etc by training
themselves to become aware of habitual thought patterns. The extension of mindfulness
meditation into a variety of situations for improved health outcomes independent of MBSR is
worth investigating (Hayes & Shenk, 2004).
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Mindfulness meditation is a relevant public health topic to investigate for a doctoral
dissertation related to uncovering positive health improvement tools for the general U.S.
population. In addition, depression, anxiety, stress and pain are associated and also account for a
majority of chronic conditions. Collectively, they account for a major impediment in mental and
physical well-being in the United States. Therefore, a public health doctoral dissertation study
assessing mindfulness meditation’s impact on these conditions merits consideration (Grossman,
Niemann, Schmidt, & Walach, 2004).
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CHAPTER TWO:
LITERATURE REVIEW

Stress and Health

Significant progress has been made in the past decade in demonstrating the physical
effects that meditation has on the body (Cardoso et al., 2004). This progress is largely due to
advances in technology that allow for better observation of the physical and physiological
processes impacted by mindfulness meditation. Specifically, the development and dissemination
of magnetic resonance imaging (MRI) and functional magnetic reasonance imaging (fMRI)
technologies have allowed researchers to investigate the effects of mindfulness meditation on
neurocognitive and physiological processes. In general, results from MRI and fMRI studies
suggest that extensive meditation practice can positively modify neurocognitive functioning
(Short et al., 2010; Vestergaard-Poulsen et al., 2009). Extensive meditation practice has been
found to influence activity in brain structures implicated in attention regulation (e.g., the
prefrontal cortex) and the control of the hypothalamus (Brefczynski-Lewis, Lutz, Schaefer,
Levinson, & Davidson, 2007; Vestergaard-Poulsen et al., 2009). Moreover, Buddhist monks with
20,000 to 40,000 hours (20 years at 40 hours per week) of meditation experience have been
found to display the most pronounced differences in neural activity when compared to nonmeditating counterparts (Brefczynski-Lewis et al., 2007). The neurocognitive effects of
mindfulness meditation also influence activity in other body systems. For example, meditation
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has been found to reduce heart rate, blood pressure, respiration, and muscle tension (Lazar et al.,
2000).
Despite the millions of individuals who may benefit from meditative practices or
programs such as MBSR, the majority of Westerners are still unaware of the reputed physical
and mental health benefits of meditation (Ospina, 2009). According to the National Health
Institute Survey (NHIS), the number of adults practicing meditation was 9.4% in 2007,
suggesting that less than one in ten individuals practice meditation (Ospina, 2009). Furthermore,
it is unclear what forms of meditation these individuals practice, and the depth of religious
practice that is incorporated into practice; and, as implied, considerable variation exists in the
types of meditation practices. Standardization of terminology and practice is needed to improve
the application of mindfulness meditation for anxiety, depression, stress and pain (Ospina, 2009).
Current Western medical practice largely views physical health as separate from the mind
and emotions (Littrell, 2008). However, advances in disciplines such as
psychoneuroendocrinology and psychoneuroimmunology highlight the inseparable role between
mental and physical body systems through the mediating factor of stress. Stress has been found
to mediate the link that exists between psychological and physiological processes through the
role of cortisol. This has been noted by corresponding decreases in cortisol levels, a marker of
the body’s stress response (Matousek, Dobkin, & Pruessner, 2010). Increased levels of stress
alter cortisol levels and make one more prone to experiencing anxiety, depression, and other
mood disturbances through resulting imbalances in the neuroendocrine system. Yet, reductions
in stress can improve the functioning of the neuroendocrine system and potentially mitigate a
deleterious stress response. Interventions that reduce psychological stress have promise for
addressing physiological problems related to chronic stress. Thus, reducing stress through the use
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of mindfulness meditation may also reduce cortisol levels, which in turn, has a salutary influence
on immune system functioning as well as the body’s ability to cope with chronic stressors (Kang
& Oh, 2012). Mindfulness meditation, with its potential to decrease stress (Traustadottir, Bosch,
& Matt, 2005), may offset this indirect link and be a potentially promising intervention that
simultaneously benefits both the mind and the body.
This acknowledged connection to stress has historical roots. In the 1930s, Hans Selye
articulated how psychological and biological factors collectively affect endocrine health. More
specifically, he observed that people’s adrenal glands could eventually burn out and atrophy if
they are exposed to high levels of long-term stress (Selye, 1936). Since then, continued medical
advances in the connection between health and stress have been made in science. For example, a
link between stress, heightened cortisol levels, and cancer has been established since the 1990s
(Ohlin, Nilsson, Nilsson, & Berglund, 2004). Specifically, high levels of chronic stress result in
higher cortisol levels, which in turn, is associated with greater susceptibility to cancer and worse
outcomes after the onset of cancer (Ohlin et al., 2004). In addition to cancer, high stress levels
impact cardiovascular disease as well. Individuals with cardiac disease who had elevated levels
of stress (N = 381) had the highest number of re-hospitalizations and reoccurrence of the disease
when compared to matched individuals without elevated levels of stress (Ohlin et al., 2004). A
21-year long prospective study of 13,609 men and women found chronic stress to be an
independent risk factor for developing cardiovascular disease (Ohlin et al., 2004). Thus further
promoting the relationship between chronic stress and heart disease (Sher, 2005). Research also
implicates the role of chronic stress and high cortisol levels in the pathogenesis of
cerebrovascular disease, particularly in the destruction of neurons, which can impair memory or
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elevate one’s risk for developing Alzheimer’s disease (Carlson & Sherwin, 1999; Grundman &
Thal, 2000; Mayeux & Sano, 1999).
Collectively, the aforementioned studies highlight the negative effects of stress on
physical health and well-being as well as the need for effective treatments for stress and
associated sequelae. Furthermore, chronic stress is not only an independent factor for chronic
illness, and anxiety, depression and pain, but is also associated with poor health behavior
choices. These poor health behavior decisions are typically connected with coping mechanisms
for high stress levels (Kassel, Stroud, & Paronis, 2003). As related to this study, chronic stress is
also connected to anxiety, depression and pain. There is a paucity of research in this subject
matter aside from MBSR. In addition, the term mindfulness meditation is used interchangeably
in the literature with MBSR, Vipassana, Zen meditation, and other forms of meditation. Rather,
it may be more correct to say that mindfulness meditation is an umbrella term for an awareness
and familiarity with the mind and different kinds of meditation such as Zen, concentration
meditation, Vipassana, Loving-Kindness. These different forms of meditation can be used to
accomplish nonreactive, nonjudgmental awareness of one’s thoughts and feelings, and are
expressions of cognitive awareness within mindfulness meditation practice.
Brief History of Meditation

Traditionally, the term meditation simply refers to movements of the mind, or a
familiarity with the mind (Chokyan, personal communication, 2012). The practice of meditation
began to flourish in the United States in the 1960s with the popularization of Transcendental
Meditation and Zen (Ospina, 2009). Since then, meditation has been secularized to a large degree
and is more accessible for contemporary Westerners. Operationally defining meditation is
important for understanding its utility in healthcare settings. Cardoso, de Souza, Camano and
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Leite (2004) are credited as being the first individuals to operationally define meditation for its
use in healthcare settings. Their definition states that five components determine whether a
practice should be considered meditation: 1) the use of a specific technique is clearly defined, 2)
muscle relaxation is used during the practice, 3) “logic relaxation” is used, 4) the practice must
be a self-induced state, and 5) use of a “self-focus” skill (coined “anchor”) (Cardoso, de Souza,
Camano, & Roberto Leite, 2004). Using a specific technique involves the application of a
procedure a teacher uses to demonstrate the practice. In this regard, numerous meditation styles
can be employed (e.g. Metta, Zen, Transcendental Meditation), yet they first need to be
appropriately explained by a teacher. Muscle relaxation refers to the techniques that induce
muscle relaxation such as the body scan exercise, deep breathing with one’s eyes closed, or yoga
stretching practices. As a practice that aims to quiet one’s mind, logic relaxation involves first
letting go of one’s logical judgments, analyses, and expectations. Defining meditation as a selfinduced practice suggests that the practice is induced by the participant and the teacher only
provides guidance for the practice. Lastly, an anchor refers to an imagined or actual object of
concentration or focus during meditation. The anchor is important for redirecting thoughts so the
mind focuses on only one thing. These five components induce a mental and physical state which
positively affects health by reducing stress in the mind and body (Cardoso et al., 2004).
Currently, some popular forms of meditation include Vipassana Meditation or Insight
Meditation, Metta Meditation (e.g., Loving-Kindness Meditation), Transcendental Meditation,
and Zen Meditation (Hofmann, Grossman, & Hinton, 2011; Speca, Carlson, Goodey, & Angen,
2000). Since mindfulness meditation is considered an awareness or observation of one’s
thoughts, these types of meditation may be considered sub-types of mindfulness meditation, with
mindfulness meditation being an umbrella term for these types. Vipassana Meditation involves
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learning to become self-reflective to better understand one’s role in life and how to change
maladaptive behaviors and ideas (Chiesa, 2010). Metta Meditation, a practice that is often
associated with Vipassana Meditation, involves concentrating one’s thoughts on loving-kindness
and compassion towards oneself and all other sentient beings. Metta Meditation has been found
to decrease stress while improving feelings of happiness, positivity, high self-worth, and even
immune system functioning through the process of regularly visualizing oneself and others being
happy (Hofmann et al., 2011).
Currently, Transcendental Meditation is the most widely practiced and researched form
of meditation in the United States. Over 600 studies on Transcendental Meditation have been
conducted with research teams located at more than 200 universities (Tanner et al., 2009).
Transcendental Meditation involves a concentration on pure consciousness. Pure consciousness
refers to a focus on self-awareness and not on thoughts or emotions. Research has found
Transcendental Meditation to be effective in reducing stress (Tanner et al., 2009).
Practitioners of Zen Meditation focus on a single entity such as their breath, a particular
emotion, or image when meditating. The process of concentrating on one entity is thought to
help one’s mind become quieter and better focused (Chiesa, 2009). Research conducted on Zen
practitioners who have been meditating for at least 12 months, demonstrate a consistent, positive
change in their physical and mental health. This research is relevant when assessing which doseresponse to apply in meditation practice (e.g. 20 minutes/day, 40 minutes/day, 3 times/week,
etc.) (Compton & Becker, 1983).
Mindfulness-Based Stress Reduction (MBSR) and long-term mindfulness meditation are
discussed in greater depth below. These two approaches are not the same, but have similar
foundations. MBSR applies mindfulness meditation through a mixture of techniques, with the
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aim of integrating it into daily life. However, it is a very specific program, with certified
instructors, tuition, at limited locations, with a limited number of participants, is intensive, shortterm, and a program. For example, in West Central Florida alone, there are many mindfulness
meditation groups that meet weekly, but very few MBSR instructors to offer MBSR classes (i.e.
instructor Beth Meeker at http://www.bethmeeker.com/offices.html). Moreover, long-term
mindfulness meditation is not a program but rather a long-term or life-long practice of formal,
individual mindfulness meditation conducted at least 20 minutes per day. Similar to daily
exercise recommendations of 30-60 minutes of moderate-intensity exercise 5 days a week,
mindfulness meditation is most beneficial when practiced regularly over a long period of time
(World Health Organization, 2012).
Jon Kabat-Zinn developed Mindfulness-Based Stress Reduction (MBSR) in 1979 at the
Massachusetts Medical Center. MBSR practice is a form of meditation practice. These programs
include 150-minute meditation sessions once a week for eight weeks and one full day retreat. A
typical MBSR course is eight-weeks long and the practice includes sitting mindfulness
meditation (i.e. developing awareness of thoughts, emotions, and bodily feelings while quietly
sitting), a relaxation body scan exercise (i.e. attention is shifted throughout the body, and
awareness is created for how the body feels), Hatha yoga stretches (i.e. a stretching exercise
meant to induce relaxation, awareness of the body and strengthen muscles), and an instruction in
general mindfulness in daily life. During the program, practitioners commit to doing 45 minutes
of meditation each day for six days a week in addition to attending a weekly class (Kabat-Zinn,
1990). Traditionally, it is taught as an 8-week course. There are group sessions that meet once a
week for 2.5 to 3 hours, and in the 6th week participants are required to attend an intensive all
day mindfulness meditation session. Participants are required to do homework and daily
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individual mindfulness practice during the 8-week period. Classes typically have approximately
30 students and there are a variety of conditions and disorders among participants. The sessions
include a raisin exercise, body scan, sitting meditation, hatha yoga, walking meditation, poetry
readings, mindfulness in daily life, homework and group discussion (Baer, 2006).
MBSR is offered through 850 licensed practitioners and in over 200 medical centers,
clinics, and hospitals worldwide (Bishop, 2002). Some of these centers include the Scripps
Center for Integrative Medicine, the Duke Center for Integrative Medicine, the Stanford Center
for Integrative Medicine: Clinical Services for Mind and Body, and the Jefferson-Myrna Brind
Center for Integrative Medicine. An MBSR program can be offered wherever there is a licensed
practitioner to teach the intensive 6-8 week program. Tuition for the program is based on a
sliding scale of $450-$600 relative to one’s household income. A list of locations where MBSR
is offered worldwide can be found at:
http://w3.umassmed.edu/MBSR/public/searchmember.aspx (Center for Mindfulness in
Medicine, Health Care, and Society, 2012).
Since 1979, a number of studies have been conducted on the effects of MBSR (Bishop,
2002). To date, the use of MBSR has received empirical attention for decreasing stress,
improving immunity, improving healthcare outcomes, and decreasing anxiety, depression, and
substance abuse (Epel, Daubenmier, Moskowitz, Folkman, & Blackburn, 2009; Fortney &
Taylor, 2010). Overall, results of these studies suggest that MBSR is a promising treatment for
anxiety, depression, pain, stress reduction as well as many other concerns (Praissman, 2008). As
a stress reducing technique, MBSR is suggested to have salutary effects reducing anxiety,
depression, pain either caused by stress or worsened by stress (Praissman, 2008). This has
implications for long-term mindfulness meditation and potential treatments for anxiety,
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depression, pain and stress, as they both contain the same underlying premise of training
individuals in daily mindful awareness.
In addition, a recently published meta-analysis and systematic review by Goyal et al.,
(2014) assessed 18,753 citations and included 47 trials and 3515 participants. This systematic
review and meta-analysis investigated the effect that mindfulness meditation, mantra meditation,
and transcendental meditation have on stress, pain, anxiety and depression. The investigation
found a moderate positive effect on anxiety (.effect size, .38), depression (effect size, .30) and
pain (effect size, .33) at 8 weeks of practice, and a low positive effect on stress. However, the
study also indicated that the practice has been historically viewed as a long-term practice rather
than an 8-week intervention. The information from these studies was taken from randomized
clinical trials with active controls for placebo effects. This study concludes that clinicians should
be prepared to talk to patients about mindfulness meditation as a practice for improved health
and health behavior (Goyal et al., 2014).
Mindfulness Meditation

Mindfulness meditation is a subset of meditation practice (Vestergaard-Poulsen et al.,
2009). Similar to other forms of meditation, its roots are in Buddhist religious practice, but by
itself, it is secular and aims to cultivate mindful awareness. Mindfulness meditation involves
developing awareness of one’s thoughts, feelings, and mental processes. Black (2010) defines
mindfulness meditation as the process of “paying attention in a particular way: on purpose, in the
present moment and nonjudgmentally” (p.1). This differs from meditation alone because it
concentrates on a continual practice of ‘watching’ one’s habitual thought patterns, and
cultivating an awareness of emotions and thoughts throughout the day. Similarly, Kabat-Zinn
(2003) defines mindfulness meditation as a form of focused thinking in which numerous

28

thoughts are allowed to pass in and out of one’s mind without attachment or judgment with the
goal of allowing the mind to reach a quiet state (Kabat-Zinn, 2003). Thus, commonalities in
these definitions indicate that mindfulness meditation is a meta-cognitive process that allows one
to detach from immediate thoughts or reactions to these thoughts (Epel et al., 2009). Further,
through repeated practice and in combination with daily activities (e.g., walking, eating),
mindfulness meditation teaches that the mind is amenable to training and that beliefs can be
reframed (Hanh, 2009).
Similar to the growth of meditation as a whole, the number of mindfulness meditation
practitioners has steadily grown in the United States over the last three decades. The majority of
mindfulness meditation practitioners in the United States are white, well-educated, come from
middle or upper-middle class backgrounds. They also tend to be socially liberal and are likely to
live in progressive states (e.g., California, New York, Massachusetts) (Kornfield, 2009).
Regarding their personal qualities, practitioners of mindfulness meditation tend to be nonconformist, non-dogmatic, and open-minded to new experiences. These individuals are
frequently above 35 years in age and have often experienced illness, stress, or trauma at some
point in their lives (Fredrickson, Cohn, Coffey, Pek, & Finkel, 2008). Mindfulness meditation
can be learned by a majority of individuals and only requires a small amount of training.
Furthermore, mindfulness meditation is cost effective and easy to practice and teach (Praissman,
2008). Because of its easy application, its potential to reach large numbers of people, and reputed
effects on improving health, mindfulness meditation has the potential to improve mainstream
public health.
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Current Public Health Concerns and the Timing of Mindfulness Meditation

Public health concerns have changed at the macro level in the last century. The spread of
infectious disease was a central public health concern in the United States at the turn of the 20th
century. To address this concern, the field of public health was founded to eradicate infectious
disease and mitigate epidemics and pandemics (Novick et al., 2005). Following great progress in
decreasing the spread of pathogens, public health organizations and funding agencies began to
focus on treating chronic illness. The Center for Disease Control (CDC) and the World Health
Organization (WHO) are still concerned with combating illnesses such as polio, small pox, and
AIDS (Novick et al., 2005). However, with the availability of large-scale vaccination in the
1940’s and rapid advancements in understanding the transmission of pathogens since the mid1800’s, population-based policies have largely been able to contain and eliminate infectious
disease. Following these advancements, public health has shifted its focus to modern-day
concerns of chronic disease and lifestyle choices on health (Novick et al., 2005).
The 1979 Healthy People report, created by the Office of the Surgeon General, marked a
significant turning point for public health in the United States (U.S. Department of Health
Education & Welfare, 1979). This report emphasized the personal behaviors of individuals and
the effect these habits have on longevity. It emphasized the impact of behaviors such as smoking,
alcohol use, diet, exercise, and periodic medical screening (U.S. Department of Health Education
& Welfare, 1979). Around this time, cardiac disease, cancer, chronic obstructive lung disease,
diabetes, and other chronic health conditions were a central focus of public health policy, but the
focus on health behavior was also beginning to become a priority (Novick et al., 2005). Thus,
public health has evolved to the point where mindfulness meditation is an appropriate public
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health initiative in the United States as mindfulness meditation is analogous to behavioral health
interventions that are increasingly shifting toward the center of public health policy.
Inefficiencies in the healthcare system in the United States also highlight the need for
public health mindfulness meditation interventions. Currently, the United States leads the world
in the amount of money it spends on healthcare per citizen (Cullen, 2011). The United States has
lower rates of doctor visits and hospitalizations than most other industrialized countries, but
spends the most on healthcare per person. In the Health at a Glance 2011 Report, the
Organization for Economic Co-operation and Development, cited that the United States spent
$7,960 per person on healthcare in 2009, which is about 2.5 times higher than the average for
other industrialized nations. However, other industrialized countries have surpassed the United
States in providing access to quality healthcare. Furthermore, the United States ranks 27th in life
expectancy at birth, 25th in cardiovascular mortality and 31st in premature death. The United
States has the second highest rate for diabetes and the highest rate for adult obesity (OECD,
2011). Overall, the United States healthcare system has been described as “overexpensive” and
“underachieving” (Cullen, 2011).
A revised MBSR practice which consists of only long-term mindfulness meditation may
be a universally transportable, complementary, and cost-effective health practice to improve
anxiety, depression, stress and pain (Starfield, 2000). However, treatment barriers exist when
considering the dissemination of mindfulness meditation to the general public. Specifically,
MBSR dominates the study of mindfulness meditation and chronic disease. Limitations to
MBSR include the financial costs that often exist for MBSR course enrollment; courses must be
taught by a trained professional, which are limited and not universally available; and little is
known about the long-term durability of benefits associated with mindfulness meditation or the
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efficacy of modifying the treatment approach to meet needs for a greater number of individuals
(e.g., group-based mindfulness meditation programs) (Ospina, 2009).
A literature review of existing long-term mindfulness meditation studies concerning
anxiety, depression, pain and/or stress can be seen on the following page.
Discussion of Long-Term Mindfulness Meditation Through MBSR

The above listed studies on long-term mindfulness meditation are the most relevant studies
related to a doctoral dissertation assessing dose response and differentials between mindfulness
meditation experience and anxiety, depression, pain and stress. None of these studies directly
investigate regular long-term mindfulness meditation practice in relation to stress, anxiety,
depression and pain. Such a study has not yet been published. The Miller et. al (1995) study on
generalized anxiety disorder (GAD), MBSR and a 3 year follow-up is the most relevant
investigation on this subject. In this study, 22 participants who were diagnosed with generalized
anxiety disorder completed an 8-week MBSR program. The participants were followed-up at 3
months and also at 3 years. The benefits of the MBSR program on anxiety persisted over the 3year period. However, a significant confounder in the study is that participants independently
maintained their mindfulness meditation practice individually and as a group over the 3-year
period, with no direct program-related support. Therefore, these results are not generalizable.
However, they may point to a phenomenon of MBSR motivating and training participants to
maintain a sustained, long-term mindfulness meditation practice (Miller et. al, 1995).
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Table 2
Empirical Studies of Long-Term Mindfulness Meditation Practice
Author

Practice
Duration

Condition

Treatment

N

Control
Group

Kabat-Zinn
(1985)

2-15
months

Chronic
Pain

MBSR
labeled as
Mindfulness
Meditation

N=90

Kabat-Zinn
(1986)

6-48
months

Chronic
Pain

MBSR
labeled as
Mindfulness
Meditation

Miller et al.
(1995)

36 months

Generalized
Anxiety
Disorder
(GAD)

MBSR
labeled as
Mindfulness
Meditation

R.D.

Rand.

% Att.

d Post

d Foll
(Month)

None

Prepost

No

15

.36

.51
(2-15)

N=225

None

Follow
-up
series
post
MBSR

No

---

.26

---

N=22

None

3-yr
followup post
MBSR

No

---

---

1.10
(36)

Notes. Rand.= Random Assignment; R.D.= Research Design; % Att. = Attrition from treatment group; post= post treatment; MBSR= MindfulnessBased Stress Reduction
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Two studies by Kabat-Zinn in 1985 and 1986 concerning MBSR and chronic pain also
demonstrated the effects of long-term practice on sustaining the benefits of the MBSR program.
Similar to the mindfulness meditation and GAD study by Miller et al. (1995), the participants in
MBSR continued their mindfulness meditation practice after concluding the program, and
maintained the benefits and positive outcomes experienced after completing MBSR. These
studies demonstrate the potential of MBSR to act as a stimulus and an intensive exposure to
mindfulness training, so that participants continue their practice after they have concluded the
program (Baer, 2003; Miller et al., 1995). Additional details on these two studies can be seen in
Table 2 above.
The Kabat-Zinn (1986) study of chronic pain patients and MBSR included
Two hundred and twenty-five chronic pain patients (N=225), and the Kabat-Zinn (1985) study
included ninety chronic pain patients and an MBSR program (N=90). Significant improvements
for both were found post-intervention in physical and psychological status. These improvements
remained at follow-up in the majority of subjects. Most subjects maintained their daily practice
post-intervention and the improvements lasted over time. This points to the importance of MBSR
or rather, structured, applied mindfulness meditation interventions, and their potential to act as a
stimulus for maintaining a daily long-term mindfulness-meditation practice (Kabat-Zinn, 1986).
Most literature on mindfulness meditation deemphasizes the role that MBSR may play as a
stimulus towards continued high compliance with daily mindfulness meditation practice. A
potential future study that investigates MBSR’s role as a stimulus for continued, long-term
mindfulness meditation practice is warranted. The role of these interventions may not only be the
interventions themselves, but also the mental shift that may occur in the participants over the
long term. As an intensive short-term program, MBSR may serve a critical role as a type of
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stress-reduction and relaxation ‘boot camp’, to get people ‘mentally into shape,’ so they carry
newly acquired skills into their daily lives after the program is completed.
Discussion of Studies Related to Long-Term Mindfulness Meditation

Other related studies, which have used different types of meditation, such as Vipassana
Meditation, Concentration Meditation and Zen Meditation in which the experience is less
clinically controlled and structured are discussed below:
A study conducted by Lykins and Baer (2009) investigated regular meditators (N=182)
and non-meditators (N=78) and long-term mindfulness meditation practice. Participants had an
average of 7.6 years of regular meditation practice The participants completed a mindfulness
questionnaire known as the FFMQ, which is a 39-item questionnaire that investigates the
tendency to be mindful in everyday life. Participants also completed the Depression Anxiety
Stress Scales, which is a 42-question scale. They also completed the Scales of Psychological
Well-Being, which is a 54-question scale. In addition, participants completed the Cognitive
Failures Questionnaire, The Affective Control Scale and the International Personality Item Pool
for a more general assessment of rumination, reflection, emotional regulation and different
personality types within the participant pool. The overall findings demonstrated that long-term
meditators are more mindful in daily life, with higher scores on positive adaptive characteristics
and lower maladaptive characteristics in comparison to similarly matched non-meditators. These
results were not surprising, however the authors note extreme differences in mindfulness and
adaptive characteristics between the non-meditators and long-term meditators (Lykins & Baer,
2009). The strength of this study in regards to the literature is the investigation into regular, longterm meditation practice. A weakness of this study is its lack of controls and lack of investigation
into the participant’s different types of meditation practice.
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A study conducted by Taylor et al. (2011) assessed the differences in neural pathways
between long-term term (N=12) and beginner (N=10) mindfulness meditators. Long-term
mindfulness meditators had more than 1000 hours of practice and beginner meditators had no
prior meditation experience. Emotionally laden images were presented to participants while
taking fMRI images to determine their neural activity in relation to the images. The results of the
fMRI images indicated that long-term mindfulness meditation leads to emotional stability
through increased awareness of the present moment and greater acceptance of different
emotional states. These findings imply that long-term mindfulness meditation leads to greater
emotional stability and decreased anxiety, depression, stress and pain due to lower reactivity of
emotional states, and greater present-moment awareness in long-term practitioners (Taylor et al.,
2011). Similar to the Lykins and Baer (2009) study, the strength of this study is that it
investigates regular, long-term meditation practice. A weakness of this study is that it does not
control for variation in participants’ regular meditation practice.
Brefczynski-Lewis et al. (2007) conducted a study using fMRI analysis to determine the
effect that both long and short-term concentration meditation had on neuroplasticity and the
composition of the brain. Expert meditators with 10,000-54,000 hours of meditation experience
were used for the assessment of long-term practice. Novice meditators with 1 week of instruction
were used for the evaluation of short-term concentration meditation practice. Concentration
meditation is one of the most basic types of meditation practice and is a sub-type of mindfulness
meditation. The study utilized MRI’s on the novice and expert meditators to distinguish
differences in brain activity. The MRI analysis found a correlation between hours of meditation
practice and neuroplasticity and attention. The results demonstrate that expert meditators had
brain activation lending to greater concentration and attention. This neuroplasticity may inhibit
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cognitive and emotional processions that lead or worsen stress responses and are associated with
rumination, anxiety and depression (Brefczynski-Lewis et al., 2007). A strength of this study is
its assessment of long-term meditation practice. However, this study only examines
concentration meditation, it does not directly consider mindfulness meditation or control for
variation of expert meditator’s experience.
Nielsen and Kaszniak (2006) conducted a study on the difference between long-term and
new meditation practitioners on their awareness of subtle emotions. The study was comprised of
long-term meditators (N=11) and nonmeditating controls (N=17). Meditators reported better
emotional awareness and understanding than controls. The long-term meditators reported and
demonstrated less arousal to emotion than the nonmeditators, indicating that meditators
experience lower levels of emotional and physiological arousal and better emotional control
(Nielsen & Kaszniak, 2006). Similar to the other studies discussed above, a strength of this study
is that it assesses long-term meditation, but it does not account for variation in long-term
meditator’s practice.
Shapiro (1992) conducted a study of long-term meditators (N=27) who had an average of
4.27 years of mindfulness meditation practice. Twenty-two of the participants meditated
regularly for at least 45-minutes a day; 66% of the participants practiced vipassana meditation (a
subset of mindfulness meditation) and 33% practiced a variety of different meditation
techniques. The participants completed either a 3-month or 2-week vipassana meditation retreat
at the Insight Meditation Center in Barre, Massachusetts. Participants were interviewed at the
beginning of the retreat, 1 month after the retreat, and 6 months after the retreat. Improvements
in emotional well-being and emotional regulation at all follow-up points were found (Shapiro,
1992). This study investigates long-term meditator practice, but investigates Vipassana
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meditation, not mindfulness meditation, and does not account for variation in long-term
meditators practice.
Easterlin and Cardena (1998) also conducted a study of long-term Vipassana meditation
practitioners (N=24) in comparison to beginner practitioners (N=19) in the San Francisco Bay
Area. Long-term meditation practitioners had 3 years of experience or more, had completed a
minimum of 10 days of meditation retreat for every 1-year of practice (=at least 30 days of
meditation retreat), and demonstrated advanced skill in a meditation experience assessment.
Beginner meditators had less than 3 years of practice, less than 30 days of meditation retreat
experience and did not demonstrate advanced skill in the same assessment scale. Participants
completed 13 experience assessment forms over a 5-day period. These assessments found that
advanced meditators demonstrate significantly higher levels of self-awareness, acceptance, and
positive affect than beginners. In addition, high levels of acceptance are directly related to lower
levels of stress and reactivity in comparison to beginner meditators. These results were not
surprising to investigators (Easterlin & Cardena, 1998). This study also investigates long-term
meditator practice, but like the aforementioned study, it only investigates Vipassana meditation,
not mindfulness meditation, and does not account for variation in long-term meditators practice.
Research supports the inclusion of mindfulness meditation as a putative preventionoriented public health intervention. Recruiting participates with a variety of mindfulness
meditation experience may illustrate how the approach can mitigate chronic health issues that
have been linked to stress such as pain, depression and anxiety. Similar to how exercise is
recommended for 30 minutes a day for adults by the Surgeon General (U.S. Department of
Health & Human Services, 2010), mindfulness meditation has a unique ability to decrease stress
and improve health outcomes when it is practiced on a daily basis for 20-60 minutes (Kabat-
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Zinn, 1990). However, it is currently underutilized as a healthcare prevention practice (StewartBrown, 2011). Therefore, assessing long-term mindfulness meditators has unique value and is a
neglected area of research in this field.
Future Research Directions

The federal government and the National Institutes of Health (NIH) recognize the
importance of using mindfulness meditation as a public health intervention (Greeson, 2009).
However, additional studies are needed to assess long-term mindfulness meditation and its
diffusion into community-based settings for public health purposes. In an early critique, West
(1980) argues that much of the effect of mindfulness meditation could be a result of receiving
treatment in general as opposed to being related to the specific intervention. In other words,
participants in studies that incorporate mindfulness meditation may improve as a result of their
beliefs that they would improve because they were receiving an active treatment as opposed to
specific factors related to the treatment itself (West, 1980). To protect against this possible
confound, future studies can include placebo conditions, matched alternative treatments, waitlist
control conditions, and assess long-term practice in community-based settings as opposed to a
short-term intervention in a clinical setting.
A second area for further investigation involves exploring a range of mindfulness
meditation interventions and programs. Kabat-Zinn’s work with MBSR has largely dominated
the field of mindfulness meditation applications on health. However, there may be merit in
exploring other methodologies where mindfulness meditation can be used in health as well as in
decomposing the various elements of MBSR to isolate effective and spurious treatment
components. For example, as a whole, MBSR may appear effective; however, perhaps only some
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of the components are effective whereas others are not and can be removed or modified
(Compton & Becker, 1983; Ospina, 2009).
Wide-scale dissemination research is needed to establish the efficaciousness of
mindfulness meditation. Although efficacy research using randomized controlled trials is needed
to support public health benefits of mindfulness meditation for diverse populations (i.e.
variations in age, gender, race, etc.), efficaciousness research is also needed to support the utility
of mindfulness meditation when research controls are relaxed. Concordant and replicated results
suggesting that mindfulness meditation is efficacious in improving health outcomes would
partially validate the intervention’s utility for improving public health more globally (Ospina,
2009).
Lastly, mindfulness meditation dosing schedules (i.e., how long sessions should last and
how frequently they should occur) have mostly been arbitrarily prescribed in the literature. For
example, the U.S. Surgeon General currently recommends that each person exercise 30 minutes
per day (U.S. Department of Health and Human Services, 2010). Similarly, an optimal daily or
weekly dose may exist for practicing mindfulness meditation. Furthermore, this dose may be
affected by moderating variables that need to be investigated such as age, the availability of time,
psychopathology, previous experience with mindfulness or meditative practice, and a range of
other potentially impactful variables (Compton & Becker, 1983). In-depth research investigating
mindfulness meditation instructors may also help bring knowledge to mindfulness meditation
practices, which could further streamline treatment and improve public health outcomes.
Research needs to be conducted using participants who practice mindfulness meditation
individually for 20-40 minutes a day for more than one year, and are connected to a locally
sustainable group for support and intermittment meetings (e.g. meet 1-4 times a month). At
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present, a majority of mindfulness meditation research is based on Kabat-Zinn’s mindfulness
theories and program design. Interventions need to be created from an operational definition of
mindfulness meditation that applies randomized-control trials with large samples, for a variety of
chronic mental and physical health conditions, as well as healthy populations. These intervention
studies should be applied to chronic disease because of the various physical and emotional
components that affect long-term health conditions, and its significance in public health.
Mindfulness meditation may have greater benefits for public health if studies are
conducted on long-term mindfulness meditation and its effects on practitioners. Although in its
infancy, the field of mindfulness meditation is rapidly growing, and with it comes a need to
demonstrate in a methodologically sound manner, how mindfulness meditation can impact large
groups of people and be used in the public health setting, particularly for anxiety, depression,
stress and pain. Future research is needed to illustrate how mindfulness meditation may improve
health for greater numbers of individuals and groups of people.
Theory

Wagner’s Chronic Care Model was useful for this study of mindfulness meditation and
management of anxiety, depression, pain and stress. This theory considers the importance of
daily self-care for those living with chronic conditions in the U.S. healthcare system and is
flexible in its application (Wagner et al., 2001; Wagner, 2006). It is particularly unique because
the model invites the application of any or all aspects of the theory, so that only the most
applicable variables are applied to a study or intervention. For this dissertation study, the
components of self-management support, informed activated patient and improved outcomes
were applied for anxiety, depression, pain and stress and mindfulness meditation. These
variables can be seen in the diagram of Wagner’s Chronic Care Model included on page 49.
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Wagner’s Chronic Care Model. Wagner’s Chronic Care Model adequately addressed the

importance of patient chronic disease self-management within the current U.S. healthcare
system. This model was created after a large-scale investigation into chronic disease literature
that uncovered healthcare system needs and inadequacies. Within the context of the Chronic
Care Model, mindfulness meditation may have particular utility for increasing self-management.
The incorporation of the Chronic Care Model is useful for addressing the growing burden of
anxiety, depression, pain and stress in the United States. Wagner’s Chronic Care Model posits
that certain elements affect quality of care for chronic conditions. These elements include the
community, the health system, self-management support, delivery system design, decision
support and clinical information systems (Coleman et al., 2009; Wagner, 2006). According to
Wagner (2007), the community refers to “public and private resources and policies”; the health
system refers to “how health is organized, including its payment structures”; self-management
support refers to “education, tools, motivational techniques, patient empowerment”; delivery
system design refers to “the structure of the provider organization (hospital system, clinic,
doctor’s office) and the organization of patient encounters”; decision support refers to “clinicians
accessing and adhering to evidence-based guidelines for care”; clinical information systems,
refers to “computerized information, medical records, decision support tools, reminders, etc.”
(Wagner, 2007, n.p.). The most significant component of this model is self-management support
for anxiety, depression, pain and stress. Mindfulness meditation provides self-management
support for these conditions.
Wagner’s Chronic Care Model labels ‘chronic condition’ as a condition that needs
continual adjustments by the affected person and ongoing interactions with the health care
system (Bodenheimer, Wagner, & Grumbach, 2002; Wagner, 2006). Thus, chronic illness in
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Wagner’s Chronic Care Model is broadly defined. The definition includes traditional chronic
illness such as diabetes, and also forms of mental illness such as anxiety or depression, as well as
behavioral disorders like Attention-Deficit/Hyperactivity Disorder (AD/HD), and substance
abuse dependence (Wagner, 2006; Wagner et al., 2001). Under Wagner’s Chronic Care Model,
anxiety, depression and pain are classified as chronic conditions. Stress directly contributes to
these conditions. These conditions will be investigated in this dissertation study. The Chronic
Care Model provides a framework to improve the current U.S. healthcare system and the selfmanagement of anxiety, depression, pain and stress.
Sections of the Chronic Care Model have been implemented in thousands of medical
settings, but the full model has never been completely applied and it is not necessary or intended
to be fully applied. The Chronic Care Model is only meant to be a guide for chronic disease
healthcare improvement. This model is not a strict, inflexible, prescriptive approach (Wagner,
2007). A diagram demonstrating the Chronic Care Model is provided below (Improving Chronic
Illness Care, 2006-2012).
The self-management support variable through mindfulness meditation group and
individual practice is tied to the informed, activated patient variable and subsequently to
improved outcomes in anxiety, depression, stress and pain for the purposes of this dissertation. A
study referred to as the Cochrane Collaboration Review demonstrated that the most critical
component of chronic disease care was the variable of self-management (Wagner, 2006). Selfmanagement support refers to motivating and empowering factors that encourage a patient to
manage their chronic condition on a daily basis. This variable was discovered through an
analysis of randomized-controlled trials on diabetes and asthma. The variable of
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self-management support was the only necessary factor to ensure quality healthcare for those
living with chronic disease in the analysis. According to this review, self-management support
alone is not sufficient for large-scale improvements in chronic disease care, but chronic disease
care cannot generally change without it. Nineteen out of the twenty diabetes studies assessed in
the Cochrane Collaboration Review confirmed this finding (Wagner, 2006). Furthermore, an
analysis of asthma in randomized-controlled trials further supported the relationship between
self-management support and chronic disease care improvement in this review (Wagner, 2006).

The Chronic Care Model

Community
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Prepared,
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prac ce
team

Improved
Outcomes

Figure 2. The Chronic Care Model: The Chronic Care Model as created by Wagner (2007).
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The Chronic Care Model
Applied to Mindfulness
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Figure 3. The Chronic Care Model: This is a figure of the aspects of the Chronic Care Model
that were applied to this dissertation study.

Mindfulness meditation is a form of self-management support because it empowers and
motivates patients by reducing anxiety, depression and pain. In addition, it reduces stress, which
directly increases anxiety, depression and pain. It also encourages greater self-awareness of
feelings and thought processes so the patient can better manage their personal needs (KabatZinn, 1990). Baer identifies mindfulness meditation as a form of self-management support for
anxiety, depression, pain and stress in the literature review (Lykins & Baer, 2009).
Chronic anxiety, depression, stress and pain are positively impacted by mindfulness
meditation and require self-management support in addition to biomedical treatment. The
Chronic Care Model informs this dissertation study assessing the long-term effect of mindfulness
meditation practice on self-management of stress, anxiety, depression and pain. The Chronic
Care Model accounts for inadequacies in the current U.S. healthcare system. Additionally, it
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recognizes the importance of daily living with chronic stress, anxiety, depression, pain and
informs options for improvement specifically through self-management support, an informed
activated patient and resulting improved outcomes. Mindfulness meditation is a form of selfmanagement support, that may result in a more informed, activated patient for daily living with
stress, anxiety, depression and pain (Kabat-Zinn, 2003). A number of studies will be discussed to
support this.
Studies Related to MBSR and the Chronic Care Model. Decreased stress levels and

improved quality of life are important motivating factors in self-management of anxiety,
depression and pain. No studies currently exist which directly assess mindfulness meditation on
stress, anxiety, depression and chronic pain, particularly over the long-term (one year+).
However, many quantitative studies have demonstrated that MBSR is effective in improving
anxiety, depression, stress and pain. The premises that MBSR has applied in addressing these
issues are parallel with the practice of long-term mindfulness meditation, namely the daily
practice of remaining mindful. Therefore, mindfulness meditation may also be effective for these
conditions (Wagner, 2006). This pilot study (N=20) assessed the impact that MBSR had on
reducing anxiety in individuals with heart disease. All participants (N=20) had major chronic
heart conditions but only the intervention group (N=10) received MBSR treatment; the control
group did not receive the treatment (N=10). Results indicated that individuals who received 8weeks of MBSR displayed significantly lower levels of anxiety at post-treatment compared to
controls. Anxiety was measured using Spielberger's state-trait measure of anxiety, the State-Trait
Anxiety Inventory (STAI), which is a 20 question self-report measure. Significant effects were
demonstrated in anxiety, F (1,16) = 6.79, p < .01. Pre-intervention anxiety scores in the MBSR
group (mean = 37.88; SD = 10.91) were significantly poorer than post-intervention scores in the
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MBSR group (mean = 29.11; SD = 7.37). Little change was seen for the control group scores.
Although including a small sample size, this study suggests that mindfulness meditation may
improve patient’s quality of life and self-management through reducing their anxiety (Tacon et
al., 2003).
Another example of the importance of self-management support is a randomized control
trial of women with breast cancer stage 0-III (N=229). These women had been treated with
chemotherapy, radiotherapy and/or surgery (Tacon, 2003), and agreed to participate in an 8-week
MBSR program. A majority of cancer patients suffer from psychological distress, anxiety, stress,
depression and pain. Therefore, a mindfulness meditation practice that offers group support and
stress reduction through weekly group meetings and individual daily practice supports selfmanagement of anxiety, depression, pain and stress associated with living with breast cancer
(Tacon, 2003). The purpose of this breast cancer study was to assess the effect of MBSR on
mood, quality of life and well-being after hospitalization treatment for women with Stage 0 to III
breast cancer. This is the largest MBSR breast cancer study yet to be conducted. The outcome of
the MBSR 8-week program was a statistically significant improvement in mood, quality of life
and well-being in the MBSR group compared to the control group. Improvements were measured
using the Profile of Mood States (POMS), Functional Assessment of Cancer Therapy–Breast
scale (FACT-B), the Functional Assessment of Cancer Therapy–Endocrine Symptoms (FACTES) scale and the WHO five-item well-being questionnaire (WHO-5). These scales evaluated
mood, quality of life, and well-being at weeks 0, 8, and 12. The differences in mood, quality of
life and well-being that were found from these scales were noted as evidence of marked
improvement in the participants. This study recommends MBSR for breast cancer patients due to
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its social and chronic disease self-management support through weekly group meetings and
individual daily mindfulness meditation practice (Hoffman et al., 2012).
The above-discussed studies in this section are just a few examples of the many that exist
in academic literature on the significance between self-management support in relation to
anxiety, depression, stress and pain. In addition, the Chronic Care Model informs a study of
long-term mindfulness meditation because of its broad definition of chronic condition. Wagner’s
reference of chronic condition as ‘a condition that needs continual adjustments by the affected
person and ongoing interactions with the health care system’ (Wagner, 2006) is particularly
relevant to mindfulness meditation concerning anxiety, depression, pain and stress associated
with these conditions. Under this definition, long-term mindfulness meditation can play an active
role in chronic disease self-management through its stress, anxiety, depression and pain reducing
qualities, which have been demonstrated in Kabat-Zinn’s MBSR model (Kabat-Zinn, 1990). The
Chronic Care Model can inform a dissertation study on long-term mindfulness meditation for
individuals with anxiety, depression and/or pain, and associated stress for those conditions
(Kabat-Zinn, 2003).
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CHAPTER THREE:
METHODS AND PROCEDURES

Overview

Both quantitative and qualitative studies have been conducted in the academic literature
to explore the connection between mindfulness meditation and physical and mental illness
(Ospina, 2009). However, the research questions in this investigation are relatively novel;
therefore, exploratory qualitative methods that yield open and abundant information helped
establish preliminary work on this subject. Qualitative research is an effective method for
investigating peoples’ perceptions, beliefs, and experiences (Marshall & Rossman, 2010).
Although topics subsumed under this study are ‘common knowledge’ to Buddhist monks who
practice mindfulness meditation, these topics largely elude common knowledge and widespread
understanding in the United States, particularly as they relate to public health (Kornfield, 2009).
Therefore, this study used established qualitative methods such as semi-structured interviews
(Schutt, 2006).
As stated previously in Chapter One, the research question and objectives are again
provided below:
Research Questions. The following research questions guided this study:

•

How do participant’s experiences lead them to seek out and participate in regular
mindfulness meditation groups?

•

How do participant’s experience long-term mindfulness meditation in relation to:
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o stress (the body's reaction to a change that requires a physical, mental or
emotional adjustment or response)
o pain (physical suffering caused by an illness or injury)
o anxiety (perceived fear or nervousness about a possible negative outcome or
future event)
o depression (perceived despondancy and hopelessness about one’s life and future)
•

How does mindfulness meditation compare to other methods of treatment for stress, pain,
anxiety and depression as perceived by participants?
Objectives.

•

Identify the underlying self-motivation behind pursuing and maintaining a
mindfulness meditation practice.

•

Identify the effect (if any) that mindfulness meditation has on stress, pain,
anxiety and depression.

•

Identify the potential applications of long-term mindfulness meditation in
relation to stress, pain, anxiety and depression in community-based settings
for public health

This study aimed to explore three possibilities: 1) Individuals with chronic stress, pain,
depression and/or anxiety should be targeted for long-term (one year+) mindfulness meditation;
2) long-term mindfulness meditation is not well-used in chronic condition care for stress, pain,
depression and anxiety 3) long-term mindfulness meditation (one year+) is more effective than
short-term (less than one year) for managing stress, pain, anxiety and depression. Wagner’s
Chronic Care Model identifies long-term pain, anxiety and depression as chronic conditions and
stress as associated with these three concerns. It also recognizes the necessity of patient self-care
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in managing chronic conditions (Wagner et al., 2001; Wagner, 2006). Consistent with this model
as well as with results obtained in studies investigating MBSR interventions, chronic forms of
stress, pain, anxiety and depression may be amenable to change from regular mindfulness
meditation practice (Kabat-Zinn, 1990; Kabat-Zinn, 2003; Wagner et al., 2001; Wagner, 2006).
Thus, the qualitative investigation on the application of mindfulness meditation practice in this
regard was able to highlight patterns that allow for the formation of specific hypotheses to be
tested in subsequent research (Glaser, 1965).
The study was completed from April 2013-August 2013. The timeline is located in
Appendix C. The dissertation proposal was written between November 2012-February 2013 and
IRB information was submitted in February of 2013 for both the pilot study and the general
study. Upon completion of the pilot study, the interviews were conducted from April of 2013
until August of 2013. This research was conducted in West Central Florida. The research
occurred in-person. The interviews were conducted using the narrative inquiry model where the
interviewer could also share her personal experiences. This was meant to faciliate a greater sense
of ease for the participant during the interview so they could be more comfortable during the
interview process (Miles & Huberman, 1994). Appendix B lists the interview questions. The
interviews were conducted with members of Group A and Group B. Group A and Group B in
this study, refer to two different mindfulness meditation groups in the West Central Florida area
and have been named Group A and Group in this study for greater participant confidentiality. In
total, six interviews were conducted during the pilot study (three in Group A, three in Group B),
and 31 interviews were conducted during the general study (16 in Group A, 15 in Group B).
This study was implemented in two phases: 1) the pilot study and 2) the general study.
The pilot study was conducted in phase 1 to test procedures. The general study was conducted in
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phase 2 using the modified interview guide from the pilot study. The semi-structured interviews
were conducted in-person by the primary examiner. Each interview took approximately 30-60
minutes with some taking approximately 90 minutes and the interview format was adjusted as
needed (Marshall and Rossman, 2010). Interviews were audio-recorded by the primary
investigator dependent on the participant’s comfort level and Institutional Review Board (IRB)
recommendations. If the participants were not amenable to having their responses tape-recorded,
consent was sought to allow for their responses to be recorded in writing. However, all
participants were amenable to having their responses audio-recorded in this study. Qualitative
results were transcribed verbatim by a professional transcriber and then coded by the investigator
using MAXQDA analytical software programs. A professional transcriber outside of the study
team, was used to transcribe and de-identify audio recordings verbatim. The PI took
responsibility to ensure the transcription agency's qualifications to conduct an accurate
transcription. Collected information was organized using a coding tree and thematic constructs
were derived from the data (Corbin & Strauss, 2008; Glaser, 1965).
In total, 6 interviews were conducted during the pre-pilot and pilot study, and 31 semistructured interviews were conducted in the general study. The second coder, an individual with
a doctorate in public health and qualitative research experience, increased inter-rater reliability
by randomly selecting 20% of the interviews (7/37 interviews) to be independently coded and
then compared the findings to determine the themes derived from the research. Coding
discrepancies were carefully examined to ensure that coding structure was appropriate, and
themes were consistent across raters. The repetition of themes found from participants overall
responses were discussed between the primary investigator and the second coder until greater
than 80% observed agreement was reached concerning the themes and codes by the primary
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investigator (Davey, Gugiu & Coryn, 2010). A diagram below in Figure 4 demonstrates this
research design.

Research Design
Pilot Study


Pilot
Individual
SemiStructured
Interviews
(N=6)



Study


SemiStructured
Interviews
(N=31)

Figure 4. Research Design: This is a diagram of the research design that was followed for this
study.
Interviews

Participants were enrolled in in-person interviews only. This was done in an effort to
maintain consistency of interview procedures. The investigator met with the participant at a
location and time they deemed comfortable before the interview which was in almost all cases at
the group meditation center. Participants signed an informed consent form prior to the interview.
Consent forms were explained to the participant in-person so they could communicate questions
and concerns easily with the primary investigator. Before the actual interviews were conducted,
the investigator verbally reconfirmed with the participants that they were comfortable with the
informed consent form and complying to its criteria and conditions. Additionally, the
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investigator asked participants to express any concerns, questions, confusion, or conflicts of
interest they may have had before beginning the interview. The interview took approximately 3090 minutes depending on the participant and the information he or she wanted to provide.
The interview tool was adapted as the interviews were conducted to facilitate the ease of
interview procedure. The researcher revised the interview tool through additional probes as was
necessary to ensure clarity and interview feasibility for participants. Triangulation were used to
ensure greater data stability; this involved using multiple research methods to produce more
reliable information (Ulin et al., 2005). Triangulation was accomplished by comparing in-depth
interviews in the pilot study and general study, reflective journaling, post-interview summaries,
continued revision of the interview tool, and a second coder for greater inter-rater reliability.
Participants were observed during the pilot study and the interviews to help with data
triangulation. The aim of these investigation tools was to confirm data, identify new information,
reduce bias through an iterative, recursive review of findings, and highlight new possibilities
(Miles & Huberman, 1994). These tools are further discussed below:
Interview Guide. The interviews in this study were semi-structured. The interviews

began with a question asking participants how and why they began a regular mindfulness
meditation practice. Following this question, participants were given the opportunity to discuss
their individual health history and personal experiences related to mindfulness meditation
practice. The semi-structured interview was comprised of broad and open-ended questions, with
probes to direct the flow of the conversation. The questions and probes were meant to elicit
information on the effect of long-term mindfulness meditation on the symptoms of anxiety,
depression, pain and/or stress in the lives of participants. They were also meant to inquire
whether these participants have chronic conditions related to anxiety, depression, pain, and stress
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as well as if the participants have been able to better manage their conditions as a result of
mindfulness meditation. Early interviews (i.e., interviews conducted in the pilot study) were
more general in nature. However, with continued coding and analysis, the interviews became
more specific (Miles & Huberman, 1994). Two diagrams of the interview procedure for both the
pilot and general study are provided below with Figure 5 and Figure 6:

Figure 5. Phase 1 of the study.
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Figure 6. Phase 2 of the study
Post-Interview Summaries. Within 12-24 hours of an interview, the investigator compiled

a post-interview summary of key concepts gleaned from the interviews. Data was summarized
and relevant information related to managing anxiety, depression, stress, and pain was analyzed.
This summative process continued to help direct interview adaptations and subject recruitment
throughout the pilot study and the general qualitative study (Miles & Huberman, 1994; Ulin et
al., 2005).
Reflective Journaling. The investigator maintained a reflective journal in an effort to

reduce bias and maintain a balanced perspective of the differences between her perspective and
the perspective of practitioners. Additionally, this process helped determine if the investigators
own views biased qualitative results. Thus, through the investigator clearly stating and
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understanding her own views, she was less likely to incorporate personal biases into the study
results (Miles & Huberman, 1994; Ulin et al., 2005).
Verisimilitude or Credibility. Verisimilitude or credibility is the qualitative parallel to

validity in quantitative studies. Validity (truthfulness) refers to the trustworthiness of the
research tools and findings (Ulin et al., 2005). Verisimilitude (or credibility), like validity, refers
to whether conclusions are reflective of the data retrieved. In addition, efforts to triangulate data
identified potential biases or inaccuracies related to self-reports of behavior due to poor memory,
not knowing how to respond or misunderstanding the question, or a potential positive halo effect.
Techniques such as silent probing, the tell-me-more probe, and the echo probe were used to
ensure valid results. Silent probing occurs when the investigator allows for an extended pause,
which gives the participant silent encouragement to speak more. The tell-me-more probe occurs
when the investigator asks the participant if they can provide more information and further
expound upon the question that has been asked. The echo probe occurs when the investigator
repeats a response back to the interviewee so it is affirmed that their response was understood,
and they can expand upon their response if needed. To reduce the amount of irrelevant data or
information gathered from the interviews, the investigator kept the semi-structured interviews
focused on a few major issues. These major issues included the impact that mindfulness
meditation had on participants stress, pain, anxiety and depression, how they discovered
mindfulness meditation, why they continue to practice, and populations they think are
underserved and could potentially benefit from mindfulness meditation (Bernard, 2000).
Verisimilitude was established through cross-qualitative analyses, which involve comparing and
contrasting data.
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Recruitment

For the purposes of this study, participants were recruited who have done regular
mindfulness meditation for less than one year, or more than one year (i.e. long-term practice).
Short-term, and long-term samples provided comparison groups to evaluate whether the practice
time was relevant for mindfulness meditation and stress, pain, anxiety or depression reduction.
The facilitators of the selected mindfulness meditation groups made announcements and
identified potential participants through their connection to the study group. Current members of
the groups were recruited. The investigator inquired whether facilitators would be willing to
contact participants who have stopped coming to the group for the study. A diagram of the
recruitment process is provided below:

Figure 7. Recruitment strategy of the study
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Screening. Since this study includes inclusion criteria, it used purposive sampling.

Inclusion criteria for purposive sampling for this study was as follows: All participants had to
speak English fluently, live in the United States, be 18 years or older, and have experienced or
are experiencing stress, pain, anxiety or depression (as perceived and self-reported by the
participant), and some experience with a regular sitting mindfulness meditation practice prior to
inclusion in the study. A screening questionnaire that incorporated general demographic
information was given to participants before enrolling in the study to determine if they have (in
their own opinion) experienced stress, pain, anxiety or depression prior to inclusion in the study.
No children were interviewed. Only normal adult participants with regular long-term
mindfulness meditation practice with the support of a consistent mindfulness meditation group,
and past or present challenges with stress, pain, anxiety and depression were enrolled in the
study. The subjects were recruited from mindfulness meditation groups in West Central Florida
through the assistance of group facilitators.
Furthermore, if a participant had severe depression or anxiety, or was in formal treatment
for a mental health concern, group facilitators did not recommend them for recruitment. In
addition, there were 2 conditions that participants were required to meet. Specifically, 1) less
than one year of daily practice (20 minutes or more/day) with 1 weekly meeting 2) greater than
one year of daily practice (20 minutes or more/day) with 1 weekly meeting. Participants who did
not meet the screening criteria concerning duration and frequency of mindfulness meditation
practice, as well as past or current difficulty with either stress, anxiety, depression or pain were
informed of this and thanked for their time and interest. The participants who met the inclusion
criteria were informed of their eligibility and were given the option of participating in the study
and signing the confidentiality IRB contract. The data have been kept confidential by assigning
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numbers to each participant instead of names. The data have been stored on the investigator’s
password-protected computer that is only accessible to the interviewer. The data will be stored
on the investigator’s hard drive for 5 years, and then deleted.
A diagram of the sampling process is provided below:

Figure 8. Purposive Sampling
Phases of Recruitment. The selected mindfulness meditation groups are located in West

Central Florida and both practice and teach mindfulness meditation to all participants. There are
typically between 10-40 people at a group meeting, depending on speakers, group leaders, the
discussion topic and the time of year, and the time and location of the group meeting. However,
each group is different in that it has its own unique culture and method for teaching and
practicing. Therefore, different types of individuals are attracted to each group (Chokyan &
Eppsteiner, personal communication, June 2012). These two groups are comprised of a mix of
characteristics. However, according to discussions with group facilitators, in these groups a
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majority of the participants tend to be Caucasian, above the age of 35 years, have some leisure
time, are educated, and have a larger number of female than male participants. A minority of the
participants were male, from different ethnic groups or younger than 35 years old (Chokyan &
Eppsteiner, personal communication, June 2012). Effort was made to ensure that minority
participants were targeted in conjunction with general recruitment efforts through direct
communication between group facilitators and the primary investigator.
There were three phases of recruitment. The first was the pre-pilot study (N=2) consisting
of interviews with teachers from each of the two groups. The pre-pilot study consisted of 1
interview from Group A and Group B to obtain information and background on the teachers’
experiences and perspectives. Next, the pilot study (N=4) was conducted. The pilot study
consisted of 2 participants from Group A and 2 participants from Group B. These participants
were meant to test the recruitment and interview procedures. Based on results of the pre-pilot and
pilot studies, the investigator modified the interview protocol and added probes to the interview
guide.
To facilitate recruitment, the primary investigator spoke with the mindfulness meditation
facilitators and teachers about making an announcement for the interview study, and connecting
with potential participants. Interested potential participants could pick-up a study flyer at the end
of the meeting or speak to the group facilitator after class or via email or phone for information
on how to contact the facilitator about the study. The investigator provided the teachers and
group facilitators with flyers announcing the study that could be subsequently distributed at the
meetings. The recruitment flyer that was used can be seen in Appendix K.
The investigator only attends certain mindfulness meditation group meetings and
therefore collected data from participants in meetings that she does not regularly attend. This was
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meant to reduce bias, and to allow the participants to feel more comfortable discussing
information with a fellow mindfulness meditation practitioner but also someone who is not
directly connected to them (Ulin et al., 2005). Additionally, by connecting with group meetings
in which she does not normally participate, the investigator was able to interview practitioners
that she will not likely come into contact with again in the future. This was done in an effort to
maintain confidentiality. However, the participants were made aware before the interviews of the
possibility of encountering the investigator in future mindfulness meditation related activities in
West Central Florida. The investigator informed the participant that the investigator will not
approach the participants or interact with them in the event of an accidental encounter, unless
they approach her first and inquire about the study. This was done with the intention that if the
participant would like to approach the investigator they are welcome to, but otherwise the
investigator will maintain the conditions of confidentiality (Ulin et al., 2005).
Data Sharing
Human Subjects Protection. The investigator obtained IRB approval before conducting

the pilot study and the general study. The IRB approval included the dissertation proposal and
relevant information on recruitment and participant screening. Effort was taken to ensure privacy
and confidentiality of the participants and the data they contributed. Participants were informed
that participation in the study was strictly voluntary and they were able to discontinue
participation at any point without consequence. In addition, the participants were informed that
information garnered from the screening questionnaire was accessible only to the investigator.
The investigator maintained records of the screening questionnaire to keep track of who took the
screening questionnaire, who was contacted, who was enrolled in the study, and who completed
or left the study. This information was only be accessible to the investigator and is in a key-
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locked cabinet in a secure setting. This level of confidentiality was made clear to participants
during the screening questionnaire and informed consent process. Participants were informed
that the investigator will have access to their information, but will keep this data confidential and
will not share it with any other sources. If a participant became uncomfortable with this at any
point in the study, they could leave the study and their contact information and the data collected
from them would be subsequently destroyed (Ulin et al., 2005).
The interviewee was informed after they went through the screening process that they can
provide an alias instead of giving their actual name. The alias or any mention of the interviewees
name was blind to the second coder. All digital recordings were saved on a password-protected
computer that was used only by the investigator. This information is saved and backed up daily.
According to teachers and facilitators of the two groups, many regular practitioners of
mindfulness meditation have experienced significant loss, hardship, or chronic stress in their life.
Because of this, they may have sought a mindfulness meditation group on their own accord or
through the suggestion and encouragement of a friend or confident. Thus, interviews had the
potential to invoke strong emotions in interviewees and so care was taken to validate
participants’ emotional expressions.
Therefore, aside from confidentiality concerns, it was also important that the participant
felt comfortable and relaxed during the interview and did not feel threatened or coerced into
providing personal information. To ensure this, the investigator suggested that the interviewee
choose a comfortable environment in which he or she feels safe and secure to speak openly.
Additionally, if participants experienced distress during this study, they could be referred to a
therapist who has mindfulness meditation training from Group A. The participants were
informed during the consent process that there are limits to the confidentiality, and if they were
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suicidal or at-risk of harming others, it would be reported to appropriate authorities for
intervention. Distress could have resulted from having participants reveal personal information
of past trauma. Therefore, participants were made aware of this possibility through the PI’s
explanation and disclosure during the informed consent process (Marshall & Rossman, 2010).
Data Analysis

A theory-based method known as grounded theory (Allan, 2003) was partially used to
analyze and code the in-depth interviews in additional to deductive coding based on Wagner’s
Chronic Care Model. This method is ideal for the purposes of this study. Data were first
collected and then themes were derived from an analysis of the information. Typically, a
hypothesis is formed, tested, and then a theory is developed afterwards. When using this
methodology, information is gathered and codes are created through a series of revisions after
the information has been gathered. In this way, bias can be reduced and new theories and
hypotheses formed based on the information gathered (Allan, 2003; Glaser, 1965; Martin &
Turner, 1986). Interviews were audio recorded by the primary investigator depending on
participants’ comfort level and Institutional Review Board (IRB) recommendations. They were
then transcribed verbatim and uploaded in MAXQDA qualitative analysis software. MAXQDA
uploads written transcriptions and assists investigators in analysis and the breakdown of codes
and themes from qualitative interviews.
Using Wagner’s Chronic Care Model to create deductive codes, as well as grounded
theory to create subsequent inductive codes, the pilot interviews and general study interviews
were coded after the information had been gathered. Therefore, both inductive and deductive
coding were used to create the codebook. The codebook was revised throughout the coding
process. The deductive codes were derived from Wagner’s Chronic Care Model. In this model
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the variables of 1) self-management support 2) informed, activated patient and 3) improved
outcomes were incorporated into the coding process to designate how these variables play a role
in the participant’s experiences and Wagner’s Chronic Care model. From the codebook, 7 out of
37 transcripts (approximately 20% of the transcripts) were coded for inter-rater reliability
between the primary investigator and the second coder. This coded data was then analyzed for
overlapping themes and information. The primary investigator and second coder reached an
observed .84 or 84% agreement in codes and theme interpretation, where 98 out of 117 coded
passages were independently agreed upon using MAXQDA coding (Kurasaki, 2000). Through
independent coding, 98 of the coded passages were agreed upon for each the 98 codes (7
transcripts*14 codes). Inter-coder reliability was also assessed using Cohen’s Kappa to analyze
coded passages amongst the 7 transcripts. Very good inter-coder reliability was achieved at
k=.82. Using Cohen’s Kappa, the coded passages were compared to the overall number of
possible passages from the 7 transcripts (Bernard &Ryan, 2010). Any discrepancies were in
regards to additional passages that the PI or the second coder felt were relevant and should be
added.
A diagram of the data analysis procedure is provided below:
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Figure 9. Data Analysis
Feasibility of this Approach. The investigator is a member of Group A and Group B

that were sampled. Therefore, recruiting participants through her connection to administrators
and teachers of other sub-chapters aided with recruitment. These groups provided a rich body of
information to test for similarities and differences between the groups, in relation to the practice
of mindfulness meditation. The participation of the investigator was significant because she was
familiar with the format of the group meetings as well as the culture and characteristics of the
groups. As mentioned previously in this chapter, given the investigator’s affiliation with
participants, additional precautions were taken to reduce respondent bias and ensure data
independence (Marshall & Rossman, 2010). This was accomplished through interviewing
participants with no connection to the investigator, who have not met the investigator in previous
encounters, and were unlikely to interact with the investigator in the foreseeable future (Ulin et
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al., 2005). These participants were recruited from meetings the investigator does not participate
in or is known at (see Subject Sample section above).
A randomized treatment study would have been optimal for assessing the effects of
mindfulness meditation on stress, pain, anxiety and depression; however, this type of study is
much more complex and costly in terms of time and needed research resources. Also, given the
small sample of participants, a randomized qualitative study could have resulted in highly biased
results, or inconsistent findings. A qualitative exploratory study allowed for a more in-depth
analysis so that relationships could be identified, as well as causal linkages and spurious results
(outcomes caused by an otherwise unidentified additional variable). Thus, for the purposes of
this dissertation study, a purposive sample study design was more applicable. In this regard, the
current study aimed to recruit long-term regular mindfulness meditation practitioners and inquire
about their perceived levels of stress, anxiety, depression and pain since beginning their own
practice.
Because of the innovation of the current study, extant surveys and questionnaires do not
exist that could have helped with data collection. Also, given the different conditions and
practice backgrounds of participants, established surveys and questionnaires would not have
provided sufficient flexibility and adaptability to obtain information from a variety of participant
experiences. In addition, other study methods may not have been appropriate at this stage of
investigation as research on the use of mindfulness meditation as it relates to public health is still
in its infancy.
Qualifications of the Primary Investigator

The primary investigator has received an IRB certification for conducting human-subjects
research, is a current doctoral candidate at the University of South Florida, and holds a Master’s
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degree in Public Administration from Middlebury. Through her affiliation with USF and
multiple mindfulness meditation groups in West Central Florida she has access to research
materials and an appropriate research environment. She has conducted qualitative research
comprised of face-to-face semi-structured interviews in France, Tanzania, Burkina Faso, Ghana,
India, Mali, Florida and California. The primary investigator is well connected to facilitators and
teachers of the two previously identified mindfulness meditation groups that were sampled in the
study.
Cost

This study was low in cost. The main expenses included transportation expenses, printing
costs, software, payment to the transcription company, audio recorders, mailing expenses,
continued membership and participation in the three mindfulness meditation groups, as well as
related dissertation fees at USF. Sara Spowart, M.P.A. was the primary investigator and was
responsible for IRB submission, the organization and implementation of the study, and the
identification and recruitment of participants and interested organizations.
Significance

Aside from studies on the use of MBSR, no published studies have assessed the effects of
long-term mindfulness meditation (characterized as more than one year of practice) on chronic
forms of stress, pain, anxiety and depression. This study aimed to address this paucity of
knowledge by providing data on the aforementioned subject, which has important applications
for public health in the United States. Preliminary data on pathways to mindfulness meditation
groups was collected as well as data on populations that may be most amenable to engaging in
and maintaining the practice. Ultimately, this study aimed to fill a gap in the literature on
mindfulness meditation, its potential impacts on public health, and issues related to its access.
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This study may help inform future research applications of mindfulness meditation in public
health.
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CHAPTER FOUR:
RESULTS

This study examined the impact of regular mindfulness meditation practice on stress,
pain, anxiety and depression in commmunity-based groups in West Central Florida. The results
are presented in this chapter in the order of the research questions.
Research Questions

•

How do participant’s experiences lead them to seek out and participate in regular mindfulness
meditation groups?

•

How do participant’s experience long-term mindfulness meditation in relation to:
•

stress (the body's reaction to a change that requires a physical, mental or emotional
adjustment or response)

•

•

pain (physical suffering caused by an illness or injury)

•

anxiety (perceived fear or nervousness about a possible negative outcome or future event)

•

depression (perceived despondancy and hopelessness about one’s life and future)

How does mindfulness meditation compare to other methods of treatment for stress, pain,
anxiety and depression as perceived by participants?
Sample Characteristics

This study investigated the possible connection of stress, pain, anxiety and depression to
regular mindfulness meditation practice for public health in community-based settings. The
results are presented in this chapter, in the order of the research questions. A total of 37
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individuals participated in in-person, in-depth, semi-structured interviews. Six of the 37
participants were in the pilot study and 31 participants were part of the general study. All of the
participants were regularly active in either Group A or Group B in West Central Florida. Nearly
all of the participants were Caucasian despite recruitment efforts for greater diversity. All of the
participants were English speaking, most had some college education, and there were a variety of
incomes. The participants had a mix of mindfulness meditation experience ranging from 2
months of experience upwards to 15+ years. The majority were middle age, or of retirement age
(31/37). The participants used for the study is characteristic of Group A and Group B.
Qualitative analysis was conducted using MAXQDA software to derive themes and experiences
of interviewees and how their reported experiences could play a potential role in public health
and answer the three research questions.
Table 3
Descriptive Statistics of Interviewees
Characteristic
Group
Gender
Annual Household
Income

Education Level

Duration of Practice

Value
Group A
Group B
Male
Female
Less than $35,000
$35,000-$50,000
$50,000 to $75,000
Greater than $75,000
High School
Some College
College
Graduate
PhD/Doctoral
Less than 1 year of practice
More than 1 year of practice
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N
19
18
14
23
12
8
6
11
1
7
13
12
4
8
29

%
51%
49%
38%
62%
32%
22%
16%
30%
3%
19%
35%
32%
11%
22%
78%

Table 3 (Continued)
Age

Predominant
Difficulty

Race or Ethnicity

Less than 29 years old
Between 30-39 years old
Between 40-49 years old
Between 50-59 years old
Between 60-69 years old
Between 70-79 years old
Greater than 80 years old
Stress (only)
Pain (only)
Anxiety (only)
Depression (only)
Stress & Pain
Stress & Anxiety
Stress & Depression
Depression & Anxiety
Stress, Anxiety & Depression
Stress, Pain, & Depression
Stress, Pain, Anxiety & Depression
Caucasian
Hispanic
‘Other’ (No Race or Ethnic
Category)

2
4
7
7
15
2
0
3
0
3
1
0
3
1
3
3
2
18
32
1
4

5%
11%
19%
19%
41%
5%
0%
8%
0%
8%
3%
0%
8%
3%
8%
8%
5%
49%
86%
3%
11%

Preliminary Observations About Sample Characteristics
Age. Most participants (31/37) who regularly practiced mindfulness meditation and

belonged to the two designated mindfulness meditation groups were between 40-70 years of age.
All participants (37/37) have lived with stress, pain, anxiety or depression either since childhood
or young adulthood and reached a point where they felt ready to try a new method to help reduce
their symptoms. Some participants (6/37) were younger than 30 years old or between 30-40
years old.
Education Level. Nearly all (36/37) participants had some college education. All but 1

participant had education levels of at least some college, a college degree, graduate degree or
PhD/doctorate.
Marital Status. There seemed to be a pattern of relationship dissolution that motivated
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participants to begin and maintain a mindfulness meditation practice. This pattern pertained to
those who were coming out of a long-term relationship or divorce, were experiencing problems
in their current relationship and were looking for ways to cope or new methods to improve their
relationship. Information on marital status was not collected in the screening survey however the
significance of relationships was a repeating theme in the interviews.
Income. Surprisingly, participants had a mix of income levels. There were approximately

an equal number of participants who were both at the low-income range and the highest income
range in the study. There was a mix of income diversity and income did not seem to be an
important factor in determining whether participants began and continued a mindfulness
meditation practice.
Ethnicity. Most participants (32/37) were of Caucasian background. The remaining

participants were Hispanic or “Other” origin (5/37). There were some Asian and AfricanAmericans that regularly participate in the groups, however they were not interested in
participating in the study. The group facilitators reached out to the community to try to recruit a
more diverse sample. African American participants appeared to be particularly reluctant to
participate in the study, even if they had been regularly participating in the mindfulness
meditation group for 10+ years. The African American mindfulness meditation practitioners that
were contacted by group facilitators indicated they were private about their mindfulness
meditation practice, even to their close friends and family members. Group facilitators suggested
that Asian mindfulness meditation practitioners usually practiced at Buddhist temples. For
example, a Thai Buddhist Temple might have many Thai mindfulness meditation practitioners,
but these groups may also have additional cultural, religious, and language elements that could
obscure research. In addition, most participants in these communities may view the practice in a
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religious context and may view it differently from that of the Caucasian-dominated mindfulness
meditation groups like Group A or Group B.

Families, Codes and Themes

Wagner’s Chronic Care Model was used as a theoretical guide when developing the
research protocol and research questions. The interview guide was developed based on the
Chronic Care Model and the interaction between community-based settings, the role of the
activated, informed individual and improved outcomes. Wagner’s Chronic Care model and the
interview guide were used for the development of the A priori codes.
Table 4
Families and Codes
FAMILIES

LIST OF CODES (A PRIORI AND
EMERGING)

Wagner’s Chronic Care Model

Community: Self Management Support
Informed, Activated Patient
Improved Outcomes
Present Moment Awareness
Mind Training
Focus on Virtuous Objects
Familiarity with the Mind
Mental Fitness
Awareness of Body
Stress Levels
Mind-Body Connection

Meaning of Mindfulness Meditation

Meaning of Mindfulness Meditation and
Health

Pathway of Arriving to Mindfulness
Meditation Group

Beginning of Difficulty with Stress, Pain,
Anxiety and/or Depression

Family
Friends
Internet
Flyers/Advertisements
Childhood
Adolescence
Young Adult
Adult
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Table 4 (continued)
Individual Practice Expectations

Group Practice Expectations

Practice Time

Perceived Difficulty: Stress, Anxiety, Pain,
Depression

Impact

Methods of Treatment Before Mindfulness
Meditation Practice

Comparison of Mindfulness Meditation to
other methods
Continuation of the Practice
Advice and Recommendations

Happiness and Inner Peace
Self-Management Tools
Solution to their Issue
Teachings
Structure
Community
10-20 minutes
20-30 minutes
30-45 minutes
45-60 minutes
60-90 minutes
More than 90 minutes
Anxiety
Depression
Stress
Pain
Mental Health Impact
Physical Health Impact
Health Behavior Change
Self-Perception
Relationships
Physical Exercise
Alcohol/Recreational Drugs
Prescription Medication
Therapy
Holistic Healing
Religion
Social Support
Complementary Practice
Most Helpful Practice
Rest of Life
Mindfulness Meditation
Physical Exercise
Mindfulness Meditation Teacher
Age Practice Started

Note. A. Wagner’s Chronic Care Model codes overlap with other codes
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Pathway to
MM Group

Coding Tree
Community:
SelfManagement
Support

Individual
Prac ce
Expecta ons
Group
Prac ce
Expecta ons
Prac ce Time
Con nua on
of the
Prac ce

Wagner’s
Chronic
Care Model

Meaning of
MM
Meaning of
MM and
Health

Informed,
Ac vated
Pa ent

Perceived
Difficulty
Beginning of
difficulty with
condi on
Methods of
treatment
before MM
prac ce

Improved
Outcomes

Impact

Comparison
of MM to
other
methods

Advice and
Recommenda ons

Figure 10. Coding Tree
Themes

Pathway to mindfulness meditation group. This refers to the decision-making process that led
participants to the mindfulness meditation groups and to begin a regular practice.
Expectations. Expectations refer to the individual and group expectations that participants had
when beginning a mindfulness meditation practice. These expectations often helped motivate
participants to seek out and commit to a mindfulness meditation practice.
Practice Time. Practice time is the amount of time participants felt they needed to practice each
day, or on a regular basis, to experience a sustained reduction in their stress, pain, anxiety and
depression levels. This practice time was commonly between 10-15 minutes, 15-20 minutes, 2030 minutes or more in addition to brief mindful ‘check-ins’ integrated throughout the day.
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Continuation of the Practice. This refers to the reasons participants continued their practice as
well as how long they intended to maintain their practice for in the future.
Meaning of Mindfulness Meditation. This refers to the participants understanding of mindfulness
meditation, as well as their understanding of mindfulness meditation and health. It is the way that
participants self-define mindfulness meditation.
Perceived Difficulty. This refers to the participant’s perception of their difficulty with stress,
pain, anxiety and depression as well as their experience with the difficulty. Most participants
chronically struggled with one or more of these conditions and at various degrees of severity.
Mindfulness Meditation in comparison to other methods. Nearly all participants indicated that
mindfulness meditation was the best method because it addressed the root cause of stress, pain,
anxiety and depression. According to participants, other methods of treatment concentrated on
treating the symptoms of stress, pain, anxiety and depression and not the root cause.
Impact. All participants experienced a considerable reduction in their perceived stress, pain,
anxiety and depression levels.
Recommendations. These are the recommendations that arose from the participants and the
results of the research.
Wagner’s Chronic Care Model identifies three factors that apply to mindfulness meditation
in community-based groups and mindfulness meditation practice on the reduction of stress, pain,
anxiety and depression. These three factors are identified in Wagner’s Chronic Care Model in
Chapter Two. The first aspect of community supporting self-management care for a chronic
condition applies to the community-based groups that support the practice of mindfulness
meditation and for practitioners in managing their own stress, pain, anxiety and depression
levels. These groups support participants to manage their own condition both on an individual
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and group level through mindfulness meditation, the group structure, and the weekly meetings
and teachings. The second aspect of the informed, activated patient occurs through the awareness
that is cultivated by group support and individual mindfulness meditation practice. This support
and practice helps participants develop awareness of their difficulties with stress, pain, anxiety
and depression and the role the participant plays in their own wellbeing. The third aspect of
improved outcomes in this model applies to the major reduction in stress, pain, anxiety and
depression that participants attributed to the mindfulness meditation practice. It also applies to
the recommendation from participants that mindfulness meditation should be taught to children,
should be applied to relationships, and can be formally practiced only 10-15 or 20-30 minutes a
day to experience noticeable improvement (80-95% reduction in symptoms).
Research Question 1

Perceptions of how participants sought out and participated in regular mindfulness meditation
groups:
All participants (37/37) developed an interest in mindfulness meditation individual and
group practice after experiencing some level of difficulty due to pain, anxiety, stress or
depression. All participants (37/37), suffered from pain, anxiety, depression or stress, since early
childhood, adolescence or young adulthood. For example, one participant noted during the
interview that,
“You know, if I had never had all these terrible anxiety, I probably just would've
gotten along happily, not searching for anything, because there wasn't -wouldn't have been a problem that I needed to solve. It wasn't until I
experienced great suffering that I looked for a solution to great suffering.”(ID
29)
Pain was not noted by any participant as a major reason for seeking out and participating in a
mindfulness meditation group. However by participant accounts, pain levels appeared to drop

78

considerably due to mindfulness meditation practice.
Unfortunately, many participants suffered greatly along their ‘pathway’ of beginning a
mindfulness meditation practice. For many participants their stress, anxiety, depression or pain
often became unbearable for them. Approximately ¼ of the participants (for example) had severe
depression, suicidal ideation, suicide attempts, or wished they were dead at the time of beginning
a mindfulness meditation practice and joining the group. These participants indicated that
nothing they had tried had been successful for reducing their stress, pain, anxiety or depression
and they felt hopeless about life and just wanted their misery to end. Most participants felt the
conventional coping mechanisms they had tried (such as therapy, prescription medication, drugs,
alcohol, family support, social support, etc.) were inadequate, and so they sought out
mindfulness meditation as an alternative, last solution for mental and physical health concerns.
No participant joined a mindfulness meditation practice and group only for spiritual
reasons. All participants (37/37) began their practice with the intention of being happier.
Increased spirituality may have been a contributing factor in the aim of becoming happier,
however, all participants had multiple motivations for beginning and maintaining their practice,
all with the end goal of increasing their happiness.
17/37 participants found the group directly from the Internet. The remaining participants
found the group through a combination of searching for a Thich Nhat Hanh group, wanting to
hear teachings from a certain teacher, newspaper advertisements, recommendations from a friend
or family member, 12-step group, cancer support group recommendation, Thich Nhat Hahn
books or retreats, seeing signs of the organizations while driving or walking, or seeing flyers at
public locations. For many participants it was a combination of influences and experiences at
different times that led them to begin the practice and find a group. However, the Internet was
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an important support factor for maintaining the practice, for staying up-to-date with the location
and times of meetings and for keeping the groups organized and maintained.
Research Question 2
Participant’s Experience of Long-Term Mindfulness Meditation in Relation to
Stress. For all participants (37/37), they continue and maintain their practice because their

symptoms of anxiety, depression, pain and stress reemerge or worsen if they stop a regular
practice. This anxiety, depression, pain and stress are often due to chronic stressors and longterm problems for participants. Participants experienced long-term mindfulness meditation in
relation to stress, as a major reduction in the tension and physiological manifestation of stress in
their bodies. Many participants noted reduced blood pressure, reduced cholesterol levels,
healthier eating habits, more restful sleep, more awareness of their physical body and the need to
exercise as direct consequences of their mindfulness meditation practice.
A common response by participants regarding mindfulness meditation in relation to stress
was reduced muscle tension. Many participants believed that stress caused muscle and body
tension that led to other physical ailments such as pain and high blood pressure. Also,
participants noted an indirect effect of mindfulness meditation on stress levels through behavior
changes and greater body awareness. With a ‘stress mind’ many participants noted they would
participate in riskier behaviors and negative habit patterns, but when participants were less
stressed, their behaviors and habits changed in a positive manner. Regular mindfulness
meditation shifted the level of stress in participant’s minds, and appeared to have direct and
indirect effects (as reported by them) on health, well-being and health behavior. One participant
noted for example that the regular practice of mindfulness meditation changed his mind-set so
that he made healthier decisions. Both his mental and physical health improved because he made
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different choices when he felt higher levels of stress versus when he felt lower levels of stress.
“ ...I mean, it goes back to whether if you’re making decisions from a stressed state of
mind versus a positive peaceful state of mind then I’m more likely to make decisions
that are better for my health. If I’m in the stressful state of mind then I’m thinking
about cravings will have the better part of me and all that and I’m too tired too
exercise. So, but if I’m operating from a calm peaceful mind then I always feel like I
have the space to go ahead. I’m not afraid to think, “Okay go ahead and exercise,” or
you can live without some ice cream today. …. it makes a big difference in the clarity
of your choices. It’s like when you don’t have that you almost feel like you don’t have
a choice so you feel compelled to binge on ice cream or to lay on the couch versus
when you have mindfulness meditation you actually at least are aware that there’s a
choice and that you can choose.” (ID 36)
In summary, most participants compared regular, long-term mindfulness meditation
practice to brushing their teeth or regular physical exercise in terms of it’s role in their life and
daily stress management. It was commonly viewed as something that needed to be regularly
practiced for good mental and physical health, and better health behavior choices.
Participant’s Experience of Long-Term Mindfulness Meditation in Relation to Pain.

Physical pain was not an important motivator for maintaining a mindfulness meditation practice
for any participant. It was not discussed as a reason for beginning a mindfulness meditation
practice or continuing the practice. Participants generally wanted to discuss, ‘emotional pain’
(not physical pain) when the term pain was mentioned in an interview. Yet, even though pain
was not a major concern and motivator to participate in mindfulness meditation, participants
frequently commented that mindfulness meditation impacted their pain levels. Specifically, a
reduction in arthritis, joint pain, back and neck pain was noted that was directly or indirectly
attributed to mindfulness meditation. One woman stated (for example) that,
“….My fibromyalgia is not as bad as it was. I have chronic fatigue syndrome
also. But I mean, I’m old so I have a lot of aches and pains anyway, but I can deal
with them a lot better…”(ID 19)
As reported by participants, mindfulness meditation practice increased participant’s tolerance to
pain, and increased their level of acceptance and non-reactivity towards pain. Indirectly, it was
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also frequently indicated that mindfulness meditation reduced stress, anxiety or depression levels
and this directly led to decreased muscle and body tension and therefore less pain. Mindfulness
meditation seemed to result in more relaxed muscles, which led to decreased pain and
inflammation levels without the use of supplemental drugs or therapies.
Participant’s Experience of Long-Term Mindfulness Meditation in Relation to
Anxiety. 30/37 participants experienced difficulties with anxiety. Of these participants, all of

them reported a reduction in anxiety, or perceived fear or nervousness about a possible negative
outcome or future event, due to long-term regular mindfulness meditation practice. The practice
of regular long-term mindfulness meditation allowed participants to become aware of negative
thought patterns and worried futuristic thinking that perpetuated an anxiety cycle. Furthermore, it
was commonly expressed that simply cultivating an awareness of an anxious thought and
behavior pattern through mindfulness meditation was sufficient to break a cycle of worried
futuristic thinking. It seems that becoming aware of negative thought patterns, and remembering
moments of intense anxiety and then ‘letting go’ of these memories 1) reduced anxiety 2)
cultivated a self-empowerment tool to better manage anxiety 3) provided mental fitness training
for greater emotional pliancy.
As noted earlier, 30/37 participants experienced some degree of difficulty with anxiety and
it was commonly noted that regular mindfulness meditation practice reduced anxiety levels by
80-95%. In addition, many participants indicated that reduced anxiety levels helped them to
make better choices about their health, their relationships, their work, and daily habits. Certain
habitual behaviors such as regular long-term marijuana use, cigarette smoking, alcohol use and
binge eating were commonly used to manage anxiety prior to practicing mindfulness meditation.
One participant noted in an interview that,
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“ I was a big heavy pot smoker from high school. And then I pushed it back for a
few years in college and then five years into my professional career it came back.
So, I’d go though these phases where I was trying to self-medicate stress and the
anxiety away.” (ID 36)
In addition, participants commonly noted that they used regular prescription medication
and psychotherapy sessions as a healthy way to manage their anxiety. However, it was
commonly indicated that after regularly practicing mindfulness meditation for a period of time,
participants felt that prescription medication and therapy were disempowering by comparison
and did not solve the root issue of anxiety. A theme that arose was that after regularly practicing
mindfulness meditation, most participants stated that they now use 1) regular mindfulness
meditation 2) physical exercise and 3) a healthy diet for their anxiety management. Participants
with anxiety difficulties (30//37) who used marijuana, cigarette smoking, alcohol use, binge
eating, prescription medication and/or psychotherapy sessions to manage their condition, have
now stopped or greatly reduced their use partly due to their mindfulness meditation practice.
This change was commonly indicated as being connected to a regular mindfulness meditation
practice and group support and participants no longer felt they needed the other things to help
them manage their condition.
Participant’s Experience of Long-Term Mindfulness Meditation in Relation to
Depression. 28/37 of all participants have struggled with depression. All of these participants

experienced a reduction in their feelings of perceived despondancy and hopelessness about life
and their future. A reduction in depression levels of 80-95% was commonly mentioned by these
participants and was directly attributed to their regular mindfulness meditation practice and
changes in outlook, perception and health behaviors as a result of their practice. In fact, it was
commonly indicated that they even experienced joy and happiness due to their mindfulness
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meditation practice. For some participants, experiencing joy and happiness were relatively new
experiences.
Like anxiety, regular mindfulness meditation enabled participants to view their negative
thought patterns as they were occurring. In addition to viewing negative thought patterns,
mindfulness meditation allowed participants to interject new, positive thoughts and ideas of
themselves and their lives during their practice. Like anxiety, cultivating an awareness of the
negative pattern itself seemed to be sufficient to break the cycle of rumination that is
characteristic of depression. However, it was also effective to additionally interject positive
thoughts about oneself and one’s life to reduce depression. Many of the participants (25/28) who
experienced depression, also experienced difficulties with anxiety. The resultant change in
behavior and coping mechanisms previously discussed for anxiety were also true for depression.
Common coping methods to manage depression were things such as marijuana, alcohol, cigarette
smoking, binge eating, prescription medication, therapy and others. However, with the regular
practice of mindfulness meditation most participants reduced or eliminated their need to use
many of these methods to manage their depression. Similar to managing anxiety, mindfulness
meditation helped participants become 1) aware of their coping mechanisms and 2) change them
if they wanted.
Furthermore concerning depression, there were a number of participants who in the past
experienced suicidal ideation, extreme depression, wanted to die or had attempted suicide
(approximately 1/4 of participants). However, since their long-term regular mindfulness
meditation practice, they claim to no longer have depression and now feel generally happy and
content. As one participant in an interview noted,
“…Well, it has, for me personally, it has worked because of my chronic
depression that I’ve had. I have other physical ailments that I noticed when I do
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meditate, or as I have meditated, it becomes less. I’m more aware of when
certain triggers will be set off, and how I can change that.” (ID 19)
These participants attribute their increased wellbeing to the mindfulness meditation practice and
the support of their community-based group.
Research Question 3
Mindfulness Meditation in Comparison to Other Methods of Treating Stress, Pain,
Anxiety and Depression. Participants noted that mindfulness meditation was either the most

effective intervention they found for reducing stress, pain, anxiety and depression, or it was a
complementary practice that was integrated into a healthy lifestyle along with things like yoga,
exercise, healthy diet and time spent in nature. 30/37 participants considered it to be the most
effective treatment and 7/37 considered it to be a highly effective treatment that was
complementary to other relief methods they used. Other methods of treatment that participants
tried included things such as alcohol and recreational drug use, overeating or undereating,
exercise, therapy, prescription drugs, shopping, support groups, family and friends, educational
endeavors, reading, church, time in nature and others.
The most common forms of treatment were therapy with a licensed psychologist,
exercise, prescription medication, alcohol, recreational drugs, and yoga. Participants indicated
they stopped alcohol and recreational drug use, stopped seeing a licensed psychologist and
stopped prescription medication partly due to participating in a mindfulness meditation group
and practicing mindfulness meditation regularly because they no longer felt it was needed after
practicing for a period of time. It was also commonly noted that participants sometimes did not
want to use these other things after they began a regular mindfulness meditation practice. It
seems the reason for this was that participants felt that mindfulness meditation was more
effective at addressing the root issues of negative thought patterns, and that other coping
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methods mostly treated the symptoms of stress, pain, anxiety and depression and felt more
disempowering.
Therefore, mindfulness meditation was reported as a valuable treatment not only for
coping with feelings of stress, pain, anxiety and depression but for reducing and managing those
symptoms without outside resources. All participants (37/37) felt that mindfulness meditation
should be integrated into a regular practice that was part of a lifestyle, either through walking
meditation, sitting meditation or eating meditation. It was viewed as a unique, empowering selfhelp tool that affects both mental and physical health and increases productivity and
functionality. Participants felt it was either the best method for reducing stress, pain, anxiety and
depression or should be a complementary practice with other methods. Some participants
responded (in bolded font) in their interviews that:
“How does the self-medication and the antidepressants, how did those compare in
terms of managing the anxiety, stress and depression?
…Oh, well, it's just way better….It's way better. You don’t get a hangover or
something…That's a big deal… Yeah. It's time to change your coping mechanisms
when the day after isn't worth the night before.” (ID 28)
“How do you think they compare to mindfulness meditation practice?
… Well, they do not solve the problem.” (ID 18)

Findings
Meaning of Mindfulness Meditation. Participants commonly stated that mindfulness

meditation meant concepts to them such as: 1) being in the present moment, 2) concentrating and
focusing on thought patterns and 3) the cultivation of awareness of themselves and others. All
participants (37/37) viewed mindfulness meditation as a practice to improve mental health, wellbeing and emotional regulation. It was commonly viewed as a healthy habit similar to brushing
one’s teeth, or maintaining a healthy diet or regular exercise. Overall, participants considered
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mindfulness meditation to be a method for cultivating an awareness of mental and physical
wellbeing. Common responses from participants are provided below in bolded font:
“…when I say mindfulness meditation what comes to mind for you?
- Awareness.” (ID 24)
“…when you think of mindfulness meditation and health what comes to mind?
- Lowering stress.” (ID 24)
“(It is) A way of life, a set of teachings that are guidelines for living, it
contains practices for learning to understand the mind and how it expresses
itself, and practices for changing the minds in a healthy direction.” (ID 26)
“Mindfulness meditation. I think of an activity that a person performs
whereby they intentionally increase their concentration or focus. They
intentionally attempt to become more aware of all phenomena arising around
them. So, I don’t necessarily think of a formal sitting. I think of any
situation, any life activity, where you can apply that focus and concentration.
That's mindfulness meditation for me.” (ID 29)
Another theme was that participant’s definitions of sufficient mindfulness meditation
practice typically differed from that of Dr. Jon Kabat-Zinn, the founder of Mindfulness-Based
Stress Reduction (MBSR), who established the current standard of mindfulness meditation in
academic and health literature. According to this traditional definition, regular mindfulness
meditation should include a daily practice of 45 minutes of sitting practice a day, along with
additional mindful walking and mindful eating exercises. However, participant’s concept of
‘regular’ mindfulness meditation practice varied, and all participants tailored their practice to
themselves and their own perception of what they needed. No participant indicated that they
based their practice time on instructions. All participants based their practice time by how much
they felt they needed. This distinction is worth noting since it differs from current academic
literature on mindfulness meditation practice which prescribes 45 minutes of mindfulness
meditation practice a day.
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Meaning of Mindfulness Meditation and Health. It was commonly indicated that

mindfulness meditation and health refers to the connection of the mind to the body, and stress
from the mind negatively impacts the body. This stress from the mind causes 1) muscle tension
and 2) physical and/or mental illness. Mindfulness meditation in relation to health referred to, 1)
cultivating good mental health 2) cultivating good physical health 3) becoming aware of one’s
body, emotions and stress. Mindfulness meditation improved every participant’s health in some
manner.
Pathway of Arriving to the Mindfulness Meditation Group. 17/37 participants used the

Internet as the main mechanism through which they began a formal practice. The remaining
participants used the Internet as a supportive tool to maintain their practice and connect to group
meetings and events. The remaining participants (20/37) may have used the internet to begin
their practice, but were also influenced by multiple factors such as flyers, certain books,
particular mindfulness teachers, mindfulness retreats, family and friends, movies, 12-step
meetings, and others. These other influences worked together to encourage people to try a
mindfulness meditation practice. Participants were not raised in the Buddhist tradition or
regularly practiced mindfulness meditation throughout their childhood. The reasons that
participants began to search for a mindfulness meditation group were varied but the most
common reasons included 1) divorce 2) death of a close family member 3) illness such as cancer,
fibromyalgia or diabetes and/or 4) challenges with emotional regulation. Most participants joined
a mindfulness meditation group having little, if any, experience with regular mindfulness
meditation practice. Participants tended to seek out, and regularly attend groups when other more
conventional methods had been ineffective at sufficiently reducing their stress, pain, anxiety or
depression. Conversely, some practitioners had tried to do meditation like Transcendental

88

Meditation, but did not feel that it sufficiently reduced their stress, pain, anxiety and depression.
In addition, popular media tools such as YouTube, Netflix, Amazon, and Google search
were used for videos, talks, self-help books, articles, and other supplementary informational
sources. This supplemental information played an important role in the decision-making process
that led participants to try mindfulness meditation and to maintain a practice. Participants often
used both Internet searches as well as other connections such as friends or 12-step groups to
begin their practice. The Internet worked as either a primary search tool, or as a supportive
supplementary tool for beginning the practice.
The supplemental information from Internet searches assisted participants in making a
decision to begin or continue the practice, and which group in West Central Florida to try.
Therefore, the look and ease of access to webpages and Internet searches played an important
role in the pathway through which participants arrived to either Group A or Group B. This was
an important factor in how participants found the group and felt comfortable trying group
meetings and mindfulness meditation.
Expectations from Individual Mindfulness Meditation Practice. According to the

interviews, participants had a mix of expectations ranging from having almost no expectations,
to hoping mindfulness meditation would help them better manage difficult emotions, to trying it
as a last resort and desperate attempt to find relief for stress, pain, anxiety or depression. All
participants were hoping that mindfulness meditation practice would help them learn to be
happier when other things such as therapy, prescription medication, illegal drugs, drinking,
smoking, yoga, acupuncture, social support, food, and more had failed to sufficiently accomplish
this. Participants were looking for relief from their pain, anxiety, depression or stress and tried
mindfulness meditation because the other things they had tried were in their perception
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insufficient at reducing their suffering. An example of a typical response from a participant is
provided below in bolded font:
“What were you expecting or hoping to get out of mindfulness meditation five
years ago?
Five years ago I was healing… It wasn’t necessarily the group aspect that
appealed to me when I first started. What I understood was that learning these
techniques would help me to control my mind and so I was looking for the
structure that their meditation practices provide.” (ID 28)
Expectations from Group Mindfulness Meditation Practice. Most participants (24/37)

responded that their expectations for group practice were to garner structure, support and
teachings to maintain their practice. These participants joined a mindfulness meditation group
with the intention of finding structure to support and continue their practice, inspiration to
strengthen their practice and input on how they could improve their practice. Some participants
(9/37) were primarily hoping to find like-minded people who shared similar ideas and
perspectives on life. The remaining participants intended to find social support, and greater
meaning and happiness in their lives through participation in a mindfulness meditation group. A
common theme was that participants felt that the group and individual practices were interconnected and the group was an important aspect of maintaining discipline to continue individual
practice. Similar to joining a gym versus doing an individual workout with no guidance,
participants commonly replied that they needed to have the group structure to keep them
committed to their individual practice and the time needed to maintain a practice. Maintaining a
regular practice was often compared to maintaining a healthy habit like a good diet, exercise or
regularly brushing your teeth. Participants generally expected the group structure to help keep
them ‘on track’ with the practice.
Another common theme concerning expectations for group practice was the expectation
that a mindfulness meditation teacher would make a positive difference in their regular practice.
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It was often said that having an in-person teacher was an important part of maintaining a regular
practice. A good mindfulness meditation teacher was useful for their teachings, as a source of
knowledge, as a type of therapist, a guide to support mindfulness meditation practice, and as a
way to have personal questions answered more specifically than just listening to online dharma
teachings, or reading self-help books. In addition, the teacher represented a role model
concerning emotional regulation and wellbeing.
Group participation is flexible and nothing is expected from participants except to
participate in the mindfulness meditation session when they are present and to be respectful of
the group. Example responses from two different participants that are representative of this are
provided below:
“Mindfulness meditation is about settling onto yourself and realizing the resource
that your mind is if you allow it to function naturally and not try to force it or
push it, and the whole world is like going in the opposite direction and telling you
what you should do and how you should behave and how you should react to
situations. And mindfulness is saying, “No. It's opposite of what you think.” So
like the addict that gets sober and not drinking -- it's like the mindfulness
practitioner needs a community of support to stay clear…” (ID 26)
“Finding a group was essential and the teacher was essential…(before) . I didn’t
have a teacher. I didn’t have the guidance that I needed. I was really out there
alone.” (ID 25)
Regularity and Types of Practice. Participants had a spectrum of perspectives on what

constituted regular mindfulness meditation practice. All participants (37/37) practiced at least 10
minutes a day of some kind of formal practice that was comprised of frequent mindful ‘checkins’ or formal sitting with integrated awareness throughout the day for sufficient reduction in
stress, pain, anxiety and depression. However, others said that on an individual basis they found
they needed possibly 20 minutes, 30 minutes, 45 minutes, 60 minutes, 90 minutes, or more
depending on their thought patterns and emotional regulation needs. The participants tended to
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self-regulate how much practice they felt they needed to be ‘mentally fit’. Responses were multilayered but the investigator’s best interpretation of typical practice time by participants is as
follows: 11/37 participants practiced less than 20 minutes per mindfulness meditation session;
6/37 participants practiced approximately 20-30 minutes per mindfulness meditation session;
12/37 participants practiced approximately 30 minutes per mindfulness meditation session; 8/37
participants regularly practiced more than 30 minutes per mindfulness meditation session. From
this it is worth noting that 29/37 participants practiced 30 minutes or less per mindfulness
meditation session, and incorporated mindful ‘check-ins’ throughout the day. This dose-response
seems to be most effective for participants, but subject to adjustment depending on participant
needs and emotional regulation development. This is unique from the current academic literature
that encourages 45 minutes of mindfulness meditation practice a day to have an effective
practice. This is a new contribution to the literature on mindfulness meditation and doseresponse.
A common theme that arose was that individual and group mindfulness meditation practice
time is a form of mental hygiene, mental fitness and stress management. Also, participants
commonly reported adjusting the amount they practice over time based on how they feel they are
doing and how much formal mindfulness meditation practice they need. For example,
participants may have started with 45 minutes of mindfulness meditation practice a day, but
when they feel their condition is better managed, they feel they only need 10-15 minutes of
practice a day to maintain reduced levels of anxiety, depression, stress and pain. Then if their
stress increases, they may self-regulate and increase their ‘meditation dosage’ to 30 minutes a
day, or whatever they feel is needed. The dosage is continually self-regulated by participants.
A practice spectrum is provided below. An example of the most common practice time
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responses for regular practice are provided in this spectrum:

Integrated awareness of
thought patterns;

Integrated awareness of
thought patterns;

10-15 minutes of sitting
practice

20-30 minutes of sitting
practice

Integrated
awareness of
thought patterns;
30-45
45 minutes of
sitting practice

Figure 11. Mindfulness Meditation Practice Time Spectrum
Responses from two participants in bolded font demonstrate how formation of regular practice
occurs:
Has there ever been a time where you stopped practicing and then came back? - - Not
“Has
since I started, no. I mean, there were times when I practice less than in the beginning
when I was trying to learn how to practice. I would probably sit for 10 or 15 minutes
and maybe didn’t do that consistently. But then the more success I had with it, by
success I mean the more I saw the impact of what I was doing on my life, the more
encouraged I was to practice. Again, I could see that like any oother
ther things you’re
trying to develop, the more time you can put in to practice, the better you get.”
get (ID 26)
“… I’ve practiced continually (in the last five years). I did flirt with meditation briefly
when I was in my late 20s and I was just starting to get into it. It kind of scared me
because I realized where it would go…. It's not something you can really stop once you
get into it. It changes you
you.” (ID 28)
These two excerpts demonstrate a theme that arose that once participants made a
commitment to a regular practice and a group, all participants (37/37) maintained the practice
pract
with not more than 2-3 week breaks. However, practice times fluctuated depending on life
circumstances, but no participants ever fully stopped. This was because they noticed positive
changes in themselves that they wanted to continue and maintain. The following two responses
from participants demonstrate the input the interview was able to derive:
“Yeah.
Yeah. But like I said before, I like to -- the ultimate goal is to have life be an
activity contained within the meditation itself as opposed to when you start out
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meditation as an activity that you do within life. Eventually, you switch.” (ID 29)
“It’s like mindfulness meditation influences everything. I mean, when I run, which
is my major exercise now, I’ll run in a mindfulness meditation manner. It’s like I
do walking meditation in the morning, I’ll do that but I’ll be running. And I could
be counting my steps or counting my breath or just being aware of the impact of my
feet on the ground and the movement of my body. I’m doing mindfulness meditation
then.” (ID 26)
Perceived Difficulty: Stress, Anxiety, Pain and Depression. Stress, anxiety, pain and

depression refer to the questions in the semi-structured interview regarding anxiety, depression,
stress and pain. For a majority of participants, the struggle with stress, pain, anxiety or
depression has been a long-term difficulty that began in childhood, adolescence or as a young
adult. For most participants, the difficulty became worse over time as conventional methods of
relief (such as therapy, prescription medication, exercise, diet, social support, recreational drugs,
alcohol use, etc.) proved largely ineffective in managing the condition. A common theme was
that conventional methods of coping were ineffective against sufficiently managing stress, pain,
anxiety or depression and so the perceived difficulty tended to worsen with time.
A repeated theme that emerged from the interviews was the wish that the participants had
learned mindfulness meditation and cultivated a non-reactive mindset starting at a young age, or
from early adulthood. Participants reporting that mental and physical health problems could have
been avoided or better managed if mindfulness meditation had been learned in school at some
point. Repeated comments from participants suggest that they believe divorces and past abusive
relationships, violent behavior or being the victim of violent behavior, drug and alcohol abuse,
certain illnesses, time spent with psychotherapists and taking prescription medication could have
been avoided or lessened if they had learned and practiced regular mindfulness meditation
starting at a young age. The following responses reflect some of these comments and sentiments:
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“It would be wonderful if I learned it when I was young. … if you didn’t put the
label mindfulness meditation on it and you just call it emotional management or
something, mood management… Emotional regulation.” (ID 26)
“I mean, it’s just good practical things. And if we knew when we were a
youngster, we wouldn’t have gotten off track and kind of built up things in our
minds, in our feeling that then later in life we have a hard time shaking because
it’s such a habit. So it would have been a great benefit to know it early.” (ID
26)
“I think it would be really good for us to introduce meditation in kindergarten.
To me, it would -- it's a really effective method of self-control. That's what
we’re always trying to teach our kids anyway, right, how to be mindful and have
control over what you say and what you do, right, to think before you speak so
to me, the answer to that issue is to teach them to meditate and meditate -probably for kids that young maybe five minutes three times a day or something
like that, just to introduce them to the idea this is a way that you can be healthy
and learn how to cope with your problems. Then maybe they would grow up
with it and be able to evolve with it in a way that needn't be prescribed because
as soon as we start saying, "Well, everybody is going to have to like meditate
for 15 minutes every morning or something," then somebody is going to get
pissed off.” (ID 28)
“…All kids could sit for five minutes in kindergarten and be quiet.” (ID 19)
Another theme that arose was the age most participants began suffering and struggling
with stress, pain, anxiety or depression. All participants (37/37) had suffered from stress, pain,
anxiety, and depression since childhood, adolescence or young adulthood. For most, it was not
experienced as a one-time event. Rather, it has been a repeated experience throughout their lives
and has cyclically improved or worsened depending on life circumstances or other factors. The
following participant responses in bolded font below express this theme:
“-With anxiety, when did you start feeling the anxiety?
-From the time I was small, I was very -- people would say I was shy. So I think
that's -- learned that that’s a social anxiety. I didn’t like being in front of people,
didn’t like being out with other groups of people so I tend to be by myself or stay to
myself.” (ID 26)
“-So I've had periods of depression, never anything that was like clinical or any
sort of hospital treatment, or anything like that. I never got into like real suicidal
ideation or anything like that, but it was -- you know, there were some strong
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depression and there were some at least like stage 1 suicidal thinking and…This
was -- it was real bad after college. Right after college was when it got the worst.
But I have had periods of depression off and on since -- gosh, probably middle
school.
How long did you struggle with stress, anxiety and depression?
Oh, it's ongoing.
Was there an age where you started noticing this is affecting my life like…?
Yeah. I was 13”(ID 29)
“All my life probably, all my life. Both my parents were alcoholics, my mother was
beaten by my father, it was a very stressful childhood, it was very stressful. I cried a
lot, I tantrum a lot, I think I did that because I couldn’t deal with it, I couldn’t deal
with the energy in the household. You never knew when my father was going to
come home drunk and beat my mother, it was horrible, it was like living in
concentration camp. I mean, I used to look out the window and dream of leaving, I
would just say, “I can’t wait to get out of here.” …So, I think the depression started
a long, long time ago, living in that household.” (ID 20)
“-(Concerning stress) Because one of the things that I’ve always struggled with is
not thinking that I’ve done something good enough, like never meeting my own
expectations. So the stress of, you know, like I’ve quit things. In my mind, I’ve quit
things all my life because I didn’t succeed the way I thought I should. So those, you
know, so that stress…” (ID 23)
Impact: Mental Health Impact. Mental health impact refers to the perceived effect that

mindfulness meditation had on participant’s mental health. All participants (37/37) said that the
regular practice of mindfulness meditation along with regular attendance in a mindfulness
meditation group positively impacted their mental health and even that of non-practicing friends
and family members that the participant regularly comes in contact with. All participants (37/37)
said that it had a positive impact on their mental health, none said it was negative and none said
the impact was neutral. The mental health impact was expressed as improvement in feelings of
emotional pain, anger, anxiety, depression, stress, feelings of despair or wanting to die, and just
feeling an inability to be happy. For all participants, regular mindfulness meditation improved
stress, depression and anxiety levels, and also pain indirectly connected to mental health issues
such as from muscle tension due to stress.
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“How would you say it’s affected the stress, the pain or the depression?
-It’s helping me see that it’s not really there. It really is in my mind. Because
you can focus on something and it can be so strong, but you can also forget
about it and realize that it wasn’t a problem.” (ID 23)
“And does mindfulness meditation impact your mental health?
-Well, it's calming. It's stabilizing. It also brings an understanding of what's
going in unstable moments or negative states of mind so that even if you're
caught up in an unhealthy or negative state of mind, you have sense that you
can change it. You're not stuck. So many times I think people get -- especially
people that have intense emotional states, if it's got on for a long period of time
and they haven’t seen any way to relieve, they just think it's going to go on
forever, it can drive you the point of thinking the only way you can stop it is to
kill yourself. But mindfulness meditation gives you that sense that things can
change even when the old stuff comes up, your old bearings, and negative as
they may be or as uncomfortable as it may be, they can be changed. You can
move through and back to a healthy state.” (ID 26)
Impact: Physical Health Impact. Participants had a range of experiences concerning their

physical health and the possible impact that mindfulness meditation played on physical
wellbeing. Most participants said that it positively affected their physical health. Most
participants noted that 1) it affected their health preventatively, 2) served as a management tool
for a chronic health condition, or 3) reduced blood pressure, cholesterol levels, stress and
improved health behaviors.
“And does mindfulness meditation impact your physical health?
-Because of my health issues that you know I had in 2001 and 2005 since we’ve
been meditating my actual lab results are getting better and better and better…
My blood pressure was very high it was around 195/140 to 150. Now it’s 120/80
most of the time. And that’s in writing medical over lab reports. Also my
cholesterol is much better. Gosh just pretty much everything.” (ID 22)
“… So why do you continue to practice mindfulness meditation?
- For a lot of reasons. Another example is I’m diabetic and I’m off diabetic
medicine… I took myself off and I told the doctor when I saw him on the next
visit I would say it’s been a year and my sugar levels are completely normal
every time I’m checked.
- Sounds like you’ve had a variety of health things. You’ve said diabetes, blood
pressure, cholesterol, metabolic syndrome?
… I have Cushing’s disease…(but)…I don’t even get joint pain anymore.” (ID
22)
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Impact: Health Behavior Change. All participants (37/37) indicated that regular

mindfulness meditation practice led to a calmer state of mind, and an increased awareness of
thought patterns and daily habits. Participants felt that the increased awareness and calmer mind
created changes in health behaviors. Participants noted that due to mindfulness meditation habits
such as diet, exercise level, alcohol and smoking consumption, anger patterns, unhealthy
relationship patterns, spending habits and more became apparent through cultivating mindfulness
of thought patterns. Behavior change due to greater self-awareness was also useful in cultivating
feelings of empowerment in participants.
The awareness of unhealthy habits, and the consequent decision to change these unhealthy
habits led participants to feel more hopeful and empowered about their lives, and happier about
their current circumstances. The factor of increased awareness of one’s thought patterns and
lifestyle appeared to be a significant component in behavior change. The following response
from one participant demonstrates this theme:
“Does mindfulness meditation impact your physical health?
- I would imagine it does. I mean, how would I really know unless I did some
before and after test? But my guess would be that it's going to lower blood
pressure and all that good stuff, plus by being calmer and less anxious, be
less likely to engage in unhealthful activities like binge drinking or heavy
use of dangerous drugs or something… if you're in the middle of doing
those things, meditation can loosen their grasp on you. I used to drink a lot
more before I started meditating. And then after I started meditating, I was
just -- it wasn't even like I tried. It was just like I'm not craving any beer.
I'm not craving any alcohol. I just am not. So, it's really easy not to drink.”
(ID 29)
Impact: Self-Perception. A theme that arose was that mindfulness meditation and the

teachings from the mindfulness meditation group helped participants to be more aware of how
they viewed themselves and others. For example, participants who struggled with anxiety for the
greater part of their life and had consciously or unconsciously seen themselves as ‘anxious
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people,’ were able to see that they weren’t ‘anxious people’ but rather they had thought patterns
which created anxiety in them. Furthermore, for participants who struggled with depression or
were at some point suicidal, mindfulness meditation helped participants to become aware of their
thought patterns which created depression in them, and helped them to see that they were not
‘depressed people’ they just had habitual ways of thinking which caused feelings of depression.
In addition, a common theme was that when participants shifted their self-view, it had a
positive impact on their relationships and they viewed their interactions with others differently.
For example, if participants viewed themselves as victims in their lives, through a greater
awareness of their habitual thought patterns and ‘victim-attitude’ they were able to shift this
perspective and positively impact future interactions with others. As one participant indicated,
“…mindfulness really helps you concentrate and you get insights that show you
what to do and so, I've started getting insights about how to alleviate my
suffering and it wasn’t easy. It was, you have to change the way you're thinking
about this. You have to change your relationship to certain things. I mean, you
have to do it. The externals are not going to change and I had to be suffering
enough that I said, “Okay to myself.” And I changed.” (ID 25)
This was also empowering for participants who had consciously or unconsciously viewed
themselves as victims for much of their lives either because of early trauma and abuse during
childhood or abusive relationships, or a variety of other factors. They indicated that they learned
they could let go of the past, and create a new image of themselves and the future they wanted.
Impact: Relationships. A common theme was that mindfulness meditation made a

positive impact on relationships through reduced reactivity to situations and personal
interactions, improved perceptions of others and relationship dynamics, a shift in focus towards
other’s needs and perspectives, greater levels of empathy and understanding, and improved
communication. As one participant indicated,
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“…it’s helped all of my relationships so much, definitely. I mean my
relationships with my family have become better, especially my mom. Gosh.
Dealing with the public and the community and just everything is -- just
because I tried so hard to have a loving, cherishing mind and focus on others
more than myself, cherish everybody else more than cherish myself.” (ID 23)
In addition, it was noted that it was necessary to maintain a long-term, regular practice because if
the meditation practice was not done regularly, then old relationship patterns and negative views
would reemerge.
Reduction in Anxiety, Depression, Pain or Stress. 37/37 participants experienced a

reduction in anxiety, depression, pain or stress because of their mindfulness meditation practice.
A common theme was the perception of an 80-95% reduction in their conditions that they
directly attributed to mindfulness meditation practice. The smallest perceived numerical
reduction noted by a participant was a 50% reduction in anxiety, the highest amount claimed by
one participant was a 500% improvement in stress. The responses of the participants were based
on their own perception of their wellbeing. Two example responses that were relatively common
among participants are provided below:
“But then the anxiety reduction, I would say 90%. (with depression) ….I call it
psychothymic which is just a lower level of cycling of depression and mania.
Well, I would say 85% with that” (ID 26)
“…how much would you say, it's been reduced by?
Okay, if my suffering was a 10, I’d say it's now a 1.5.” (ID 25)
Methods of Treatment Before Mindfulness Meditation Practice. Before beginning a

mindfulness meditation practice, all participants (37/37) had certain ‘coping mechanisms’ they
consciously or unconsciously used to manage stress, pain, anxiety and depression. These coping
mechanisms included a wide variety of methods, with the same end goal of better managing
stress, anxiety, depression and pain. Common coping mechanisms included drinking, drugs,
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overeating, visiting a psychologist, prescription medication, physical therapy, exercise, diet
change, travel, religion, socialization, etc. One participant indicated for example that,
“(I used) drugs, alcohol….alcohol and people, you know… alcohol was the
biggest one and probably sex addiction, relationship addiction….And I… you
know I did a lot of LSD at one point.” “….And how long did that go on for like
the addiction?” “… I was really active from the time I was like 11 to 26.” (ID
24)

Another theme that arose was how unconscious participants had been (prior to beginning
mindfulness meditation) of their mental afflictions and the methods they used to relieve the
stress, pain, anxiety and depression such as smoking, alcohol, drugs, sex, etc.. Many did not
realize before practicing mindfulness meditation that common behavior patterns (such as binge
eating for example) were done unconsciously as a way to mitigate difficult feelings or stress. For
many, their unhealthy behavior patterns were something they lived with and were part of daily
living. Some participants were not even aware that they suffered from stress, anxiety and
depression until it became overwhelming and was difficult to manage. Or conversely,
participants became more aware of their condition when they began to experience a reduction in
stress, pain, anxiety or depression and had a reference point for comparison. Overall,
mindfulness meditation helped participants to become 1) more aware of their anxiety, stress, pain
and depression levels, 2) aware of their coping mechanisms for managing these conditions and 3)
change coping mechanisms if they felt they were not sufficiently effective.
Comparison of Mindfulness Meditation to Other Methods. All participants (37/37)

indicated that mindfulness meditation was more effective than other methods, or was
complementary to other methods. All participants (37/37) felt it was a necessary part of
managing their stress, anxiety, depression and pain and they would not replace it with another
management tool. Most participants (30/37) indicated that they found it to be the most effective

101

method for managing their condition. Some participants (7/37) indicated that it was a
complementary method. Mindfulness meditation was claimed to be unique in its ability to solve
the ‘root’ or central issue of habitual negative thought patterns and self-destructive thinking.
Unlike prescription medication (for example), which participants indicated only treated the
symptoms but not the root cause of negative thinking, or psychotherapy, which allowed the
participant to act like a victim, mindfulness meditation cultivates a habit of non-reactive thinking
and awareness of thought patterns. A non-reactive mindset is one where the person trains their
mind to not react emotionally to thoughts, feelings, or things that come and go. They train their
mind to be generally more objective in its view towards everything.
However, (according to participants) unlike some methods for reducing stress, pain,
anxiety or depression such as recreational drug use, alcohol, socialization, or prescription
medication, mindfulness meditation is not a fun or easy activity. It can be unappealing and even
miserable depending on the negative thought patterns an individual may have cultivated. This is
especially true when beginning the practice and the practitioner is confronting negative thought
and habit patterns. In addition, it can be considered a strange practice in the U.S. and is not
culturally supported for reducing stress, pain, anxiety or depression. Moreover, it is not
supported in the U.S. for-profit healthcare system as it is very low-cost and inexpensive and is
not necessarily a high-profit treatment.
To provide an analogy, the regular practice of mindfulness meditation may be
comparable to being ‘out-of-shape’ and overweight and then independently attempting to begin
jogging in a foreign country where jogging is not commonly seen. Not only would this scenario
require a lot of self-motivation, self-discipline and determination from the individual, the
individual would also likely experience some resistance from the cultural environment that does
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not support jogging and exercise. In a hypothetically similar manner, mindfulness meditation is
not fun, easy, or well-supported in the United States healthcare system and culture for those
experiencing difficulties with stress, pain, anxiety or depression.
Advice and Recommendations. All participants (37/37) recommended mindfulness

meditation practice but not all felt that others would accept or be interested in the
recommendation. These participants believed people would not listen and a person needs to
come to the practice on their own or it will not be effective for them. Participants recommended
that individuals should address the root of their problem (which is their negative thought patterns
and perspectives), or their symptoms of stress, pain, anxiety and depression will continue.
Participants commonly indicated that they wished they had learned about the practice when
they were younger so they could have potentially avoided many of the problems and issues they
experienced as adults. A common theme was the belief that children should learn mindfulness
tools in school. Furthermore, mindfulness meditation was commonly recommended as a way to
improve relationships with other people, family members and spouses. Participants commonly
indicated that it had positively impacted every relationship in their life, through cultivating
greater non-reactivity, present moment awareness, patience and empathy towards others. Some
relatively common participant responses concerning this theme are provided below in bolded
font:
“… you can't get rid of the stress and the depression until you get rid of what's
causing it so whatever way you can find to get to the root of your own issues
instead of just treating the symptoms is the healthiest thing to do because
otherwise you're just taking cough medicine.”(ID 28)
“If you give advice to others concerning the…. stress, pain, anxiety and
depression would you recommend mindfulness meditation?
… You think that it would be a simple yes but--….But the truth is most people
aren’t ready to hear that message. And, so, I tend to like with my wife she
doesn’t want to hear that.” (ID 36)
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Wagner’s Chronic Care Model. Wagner’s Chronic Care Model connects community-

based practices to a more informed, activated patient and subsequently to improved outcomes.
Using this model, the community-based groups from Group A and Group B effectively
supported participant’s motivation to begin or continue with a mindfulness meditation group. All
participants reported a self-perceived reduction in stress, pain, anxiety or depression, and
according to numerical estimations this reduction was approximately 50-500%. Many
participants reported an 80-95% reduction in their stress, pain, anxiety or depression. The is only
a self-reported number, however all participants felt that mindfulness meditation positively
effected their anxiety, depression, stress or pain and they reported an improvement in their
quality of life.
Following Wagner’s Chronic Care Model, mindfulness meditation through communitybased groups activated participants to take responsibility for their stress, pain, anxiety and
depression, and informed them of the reasons for their suffering through an awareness of
negative repetitive thought patterns. These groups informed the participants through mindfulness
meditation teachings, and encouraged them to regularly practice mindfulness meditation.
Wagner’s Chronic Care Model and Results from the Research Questions. Wagner’s

Chronic Care Model was used in the formulation of the research questions for this dissertation
study. The aspects of 1) community providing self-management support of 2) informed,
activated patient and 3) improved outcomes were used from Wagner’s Chronic Care model. This
model is flexible and encourages only relevant aspects be used in the application of the model. A
diagram of the aspects applied to the three research questions is provided below (aspects in
yellow were applied to this dissertation study):
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Figure 12. The Chronic Care Model
The first research question: How do participant’s experiences lead them to seek out and
participate in regular mindfulness meditation groups? applies to the first aspect of the model of
how participants sought self-management support in the community. Specifically, this refers to
how participants sought out mindfulness-meditation groups in the study. In accordance with
Wagner’s Chronic Care model, the first research question addressed the aspect of community:
self-management support. This research question investigates how participants found the
mindfulness meditation group and their motivation and reason for seeking out a group.
Specifically, the first research question investigated the pathways through which participants
arrived to a group and their belief that the group and practice would provide support to help
manage their condition. The results of this study found that most participants arrived to a
mindfulness meditation group through their friends, family, books and internet investigations on
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the subject of mindfulness meditation. Most participants identified specific mindfulness
meditation groups in the community through internet Google searches.
The second research question refers to the informed, activated patient aspect of the model.
This aspect investigates how self-management support from the community impacts the
participant and affects their understanding and perception of their condition. The second research
question is: How do participant’s experience long-term mindfulness meditation in relation to:
o stress (the body's reaction to a change that requires a physical, mental or emotional
adjustment or response)
o pain (physical suffering caused by an illness or injury)
o anxiety (perceived fear or nervousness about a possible negative outcome or future event)
o depression (perceived despondancy and hopelessness about one’s life and future)
In the case of this dissertation study, this refers to how the mindfulness meditation group
informed the patient and activated them to manage their condition, or more specifically how the
mindfulness meditation group helped the participant to manage and understand their experiences
with stress, pain, anxiety and depression. The results of this study found that the mindfulness
meditation group did this by educating and creating awareness of stress, pain, anxiety and
depression in participants and activating them to manage it and to be more aware of their
lifestyle and unhealthy habits through regular mindfulness meditation. The increased awareness
cultivated by regular mindfulness meditation also motivated participants to change unhealthy
habits that could impact mental and physical health.
The third research question: How does mindfulness meditation compare to other methods
of treatment for stress, pain, anxiety and depression as perceived by participants? relates to the
third component of the Wagner Chronic Care Model diagram, improved outcomes. This question
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investigated how community- based self-management support led to informed, activated patients
and then improved outcomes as compared to other methods. The results of this study found that
for most participants mindfulness meditation and the support from the mindfulness meditation
group were the most important factors in managing stress, pain, anxiety and depression. The
remaining participants indicated that the individual and group mindfulness meditation practice
was complementary to other management methods such as exercise, healthy diet and groups such
as Alcoholics Anonymous or Weight Watchers for example.
This study found that there were improved outcomes from the individual and group
practice of mindfulness meditation. Many participants self-reported during the interview a selfperceived 80-95% reduction in their stress, pain, anxiety or depression because of regular
mindfulness meditation practice and the mindfulness meditation group. This answer was in
response to probing on how much of a perceived percentage reduction in stress, anxiety, pain or
depression a participant experienced. As perceived by participants it appears that these improved
outcomes are directly related to the 1) self-management support from the mindfulness meditation
groups in the community, and the greater awareness of mental and emotional states gained which
led to becoming an 2) informed and activated patient in managing one own’s condition of
anxiey, depression, stress or pain.
Summary

Participants commonly used the Internet and Google search engine to investigate
mindfulness meditation and as a supportive tool in maintaing their practice through it’s
information on group meetings, locations and events. Participants found the groups through 12step programs/groups, interpersonal relationships and connections to a group teacher. However,
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the Internet was a supportive factor in the decision-making process and pathway leading to
finding a specific group and community to practice in.
Overall, participants experienced an improvement in their stress, pain, anxiety and
depression levels and attributed this positive change largely to their mindfulness meditation
practice. Mindfulness meditation practice was the most effective method for a majority of
participants (30/37) for reducing stress, pain, anxiety and depression levels. The rest of the
participants said it was very effective but was most effective when complemented by exercise,
adequate rest and a healthy diet. Many participants experienced their stress, pain, anxiety or
depression chronically and/or cyclically, and found that even 10-15 minutes of practice on a
regular basis was sufficient to experience a noticeable improvement in their well-being and
happiness. These results were compared with the second coder and through independent coding
of 20% of the transcripts, an observed agreement of .84 or 84% was reached between coders for
the codes. A table with a summary of the results is provided below.
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Table 5
Summary of Findings
RESEARCH QUESTION

SUMMARY FINDINGS

Research Question 1. How do participant’s
experiences lead them to seek out and
participate in regular mindfulness
meditation groups?

The Internet was a supportive factor in the decisionmaking process that led participants to begin and
maintain a mindfulness meditation practice. All
participants have struggled with some degree of
anxiety, depression, stress or pain and sought
mindfulness meditation practice as a way to increase
their level of happiness and wellbeing.
All participants experienced a reduction in their stress,
pain, anxiety and depression levels due to their regular
practice of mindfulness meditation and group support.
Many participants claimed an 80-95% reduction in
their conditions, which they attributed to their
mindfulness meditation practice.

Research Question 2. How do participant’s
experience long-term mindfulness
meditation in relation to:
• stress (the body's reaction to a change
that requires a physical, mental or
emotional adjustment or response)
• pain (physical suffering caused by an
illness or injury)
• anxiety (perceived fear or nervousness
about a possible negative outcome or
future event)
depression (perceived despondancy and
hopelessness about one’s life and future)
Research Question 3. How does
mindfulness meditation compare to other
methods of treatment for stress, pain,
anxiety and depression as perceived by
participants?

30/37 participants claimed that mindfulness
meditation was the most effective method of treatment
for their stress, pain, anxiety or depression. 7/37
participants said that mindfulness meditation was a
complementary treatment in conjunction with things
such as good diet, adequate rest and physical exercise.
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CHAPTER FIVE:
DISCUSSION, CONCLUSIONS AND RECOMMENDATIONS

Summary of Research Protocol

The purpose of this research was to explore a gap in the literature on long-term regular
mindfulness meditation practice in community-based settings and its relation to public health. At
present, there is no academic literature on this topic even though there are thousands of studies
on short-term mindfulness meditation interventions in clinical settings. This was an exploratory
study and an in-depth, qualitative investigation was conducted with the intention of yielding new
data for future research. Specifically, the meaning of mindfulness meditation, its relation to
health, the pathway through which participants arrived to the practice, participant’s expectations,
the impact of the practice, and participant’s recommendations concerning the management of
stress, pain, anxiety and depression were investigated.
Significance of Results

In summary, every participant experienced a decrease in their manifestations of anxiety,
depression, stress or pain depending on the condition they identified. There were differences
among participants in the degree of suffering experienced from stress, pain, anxiety or
depression, and in the amount of daily practice. In addition, participants had very positive
perceptions of the mindfulness meditation community-based groups, and their mindfulness
meditation practice. The practice was most commonly compared to exercise for the mind and as
a way to be mentally fit. For many, the mindfulness meditation group was a way to maintain the
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practice and level of mental fitness. In addition, participants were generally more satisfied with
their mindfulness meditation practice for the management of stress, pain, anxiety and depression
than with other treatments or interventions.
Mindfulness meditation is a more than 3,000 year-old practice, however it’s application in
healthcare settings in the United States through Mindfulness-Based Stress Reduction is only 3040 years old. Thousands of studies have applied MBSR programs in healthcare settings, but this
study is innovative in its approach to community-based settings and public health, and addresses
a gap in the current literature. A greater effort to incorporate community-based mindfulness
meditation groups and regular, long-term mindfulness meditation practice into the academic
literature may help improve public health’s understanding of the potential of mindfulness
meditation in relation to health.
Implications

This dissertation study is unique for public health practice. This study investigated
community-based mindfulness meditation groups, individual mindfulness meditation practice
and its possible connection to public health. Mindfulness meditation has potential in the work
environment and school systems for stress and concentration management. It has implications as
a preventive or complementary form of medicine in the U.S. healthcare system and other
healthcare systems. Mindfulness meditation is currently viewed as an alternative practice in
public health and in the U.S. healthcare system. However, it may be worth investigating its
potential for being part of mainstream healthcare practice, and not as an alternative practice.
Mindfulness meditation is low-cost, easily adapted to different types of populations and
practitioners, and has a large body of evidence through the application of Kabat-Zinn’s
Mindfulness-Based Stress Reduction (MBSR) to provide a foundation for the efficacy of the
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practice.
Further studies are warranted to investigate the various ways that mindfulness meditation
may be applied to the field of public health. Regular long-term mindfulness meditation practice
may be useful in public health as a Surgeon General recommendation that recommends a certain
amount of daily physical exercise, daily nutrition needs, and daily mental exercise practice
through the use of mindfulness meditation. It may also be useful as a cost-reduction healthcare
strategy through health insurance companies and incentives programs.
As mentioned previously in this dissertation, currently the United States leads the world
in the amount of money it spends on healthcare per citizen (Cullen, 2011). Other countries have
surpassed the United States in access to quality healthcare. For example, only 55% of United
States citizens with chronic disease receive indicated or first-line treatments (Zapka, Taplin,
Solberg, & Manos, 2003). Furthermore, according to Cullen (2011), the United States is 19th
among the 19 developed countries in avoidable mortality rates and 13th for infant mortality. The
United States healthcare system has been described as “overexpensive” and “underachieving”
(Cullen, 2011).
Mindfulness meditation, a practice and training in nonjudgmental awareness of one’s
thought patterns, may be a possible method for cutting healthcare costs and improving outcomes
in the United States healthcare system. Furthermore, it is easy to integrate and teach within the
current healthcare system thro ugh doctor and nurse recommendations and pamphlets, it can also
serve as a form of preventive and complementary medicine, and is a low-cost, effective method
to improve mental health, health behavior, immune system functioning, and chronic disease
management (Cullen, 2011; Starfield, 2000). It also plays a unique role in significantly reducing
stress, or the body’s reaction to a change that requires a physical, mental or emotional adjustment
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or response. Stress is a key factor in psychological and physical health and is at present, poorly
addressed by the current United States healthcare system despite continuously rising reports of
stress in the United States from both men and women.
Mindfulness Meditation as a Form of Preventive and Complementary Medicine

According to the American Board of Preventive Medicine public health is a component
of preventive medicine by promoting health, preventing illness and managing the health of
communities and specific groups or populations. Mindfulness meditation can be applied as a
primary, secondary and tertiary prevention practice in public health. Furthermore, it is estimated
that approximately 90% of all illness in the United States is due to preventable conditions and
poor behavioral health choices. Therefore, preventive medicine plays an important role in
maintaining the public’s health (The American Board of Preventive Medicine, Inc., 2011).
Mindfulness meditation is also useful for medical practice concerning complementary
interventions through health behavior change and coping with chronic illness. Mindfulness-based
interventions and mindfulness meditation are effective in cultivating greater awareness and
sensitivity towards one’s body and emotions. Increased awareness of one’s body has been shown
to improve health behavior and health-related choices. Mindfulness meditation is also important
as a form of complementary treatment for individuals living with chronic conditions such as
cancer, heart disease, asthma, diabetes, hypertension, high cholesterol, chronic anxiety,
depression, post traumatic stress disorder and many other conditions that impact health and
health behavior decisions.
A systematic review of 11,591 citations on Randomized Controlled Trial (RCT),
Controlled Clinical Trial (CCT) and systematic reviews on integrative healthcare found that
integrative healthcare which uses complementary approaches such as mindfulness meditation is
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an emerging field. Bell et al. define Integrative Health Care as a “transformative system
represented by a higher-order system of systems of care that emphasizes wellness and healing of
the entire person (bio-psycho-socio-spiritual dimensions) as primary goals” (Coulter et al., 2010;
Khorsan, 2010). Integrative healthcare encourages bringing together different aspects of
healthcare to improve the whole system and therefore mindfulness meditation may have a role in
this type of healthcare.
Thousands of studies exist demonstrating the efficacy on mindfulness meditation through
MBSR in reducing stress, depression, anxiety, pain and improving immune system functioning
and quality of life for those living with chronic disease, ADHD, eating disorders like anorexia
and bulimia, various addictions such as alcoholism, drug use, overeating and other forms of
addictive behavior. Therefore, mindfulness meditation may have been mislabeled in the past in
the allopathic healthcare system as an alternative treatment. Regular, long-term mindfulness
meditation practice may have a role in complementary and preventive treatment within the
current allopathic system. Its role in our current allopathic system may warrant reconsideration
upon further investigation. Mindfulness meditation can be used within allopathic care, not as an
alternative to it.
Mindfulness Meditation in a For-Profit Healthcare System

As stated previously in this dissertation, U.S. healthcare costs are exorbitant and rank
among some of the highest in the world. Mindfulness meditation by contrast is a low-cost
intervention. However, this in itself may be a barrier to more widespread integration in the U.S.
healthcare system. Doctors, nurses and healthcare administration need to make a profit in the
current healthcare system. Mindfulness meditation may have potential through financial
incentive programs in health insurance companies or through educational pamphlets and
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recommendations by physicians and nurses to patients. Major organizations such as Kaiser
Permanente already support the use of forms of mindfulness meditation in conjunction with
conventional medicine. Mindfulness meditation does not have negative side effects, is very low
cost, can be done at any time and in any place, is self-sustaining, and supported by evidencebased interventions, and can provide long-term support for stress reduction and lifestyle and
behavior change for healthy choices (Kaiser Permanente, 2013).
Benefit to Insurance Companies

It is a possible benefit to health insurance companies to incorporate low cost
interventions and incentives for people to reduce stress, manage weight, blood pressure and
cholesterol more effectively. Health insurance companies providing information on mindfulness
meditation and financial incentives to participate in a daily mindfulness meditation practice may
be a way to incorporate mindfulness meditation into the U.S. for-profit healthcare system and
other healthcare systems.
Major health insurance companies such as Blue Cross Blue Shield and United HealthCare
already promote preventive medicine and provide incentives to those who enroll in preventive
and complementary health management programs (Blue Cross and Blue Shield Association,
2012). United HealthCare Insurance is a major healthcare provider like Blue Cross Blue Shield.
They are a company of 78,000 employees serving 70 million Americans. Their website promotes
preventive care guidelines and recommendations for preventing disease and recognizing illness
in its early stages. This is done through their “Resources for Health and Wellness” section of
their website and “Resources.” They also offer featured stories on health and wellness that are
available to anyone who accesses their website. Within the “Health and Wellness” section of the
website is additional information on featured items, healthy living, tools and technology, and
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UnitedHealthCare in the Community. The strategy of this health insurance company seems to be
incorporating wellness and preventative medicine through education (UnitedHealthcare, 2013).
By comparison, Blue Cross Blue Shield for example, offers financial incentives to clients
who enroll and participate in preventive medicine efforts. Major health insurance companies
such as UnitedHealth Care, Blue Cross Blue Shield, Wellpoint Inc., Kaiser Foundation Group,
Aetna Group, Humana Group, HCSC Group, Coventry Corp. Group, Highmark Group,
Independence Blue Cross Group, Cigna Health Group play a major role in the current for-profit
U.S. healthcare system. In 2009, the largest insurance companies collected $650 billion in
premiums (U.S. News and World Report, 2013). The aforementioned groups accounted for a
majority share of those premiums in 2009.
Mindfulness meditation would improve preventive and complementary care in the current
for-profit U.S. healthcare system. There are thousands of evidenced-based studies applying
mindfulness meditation through MBSR, MBCT and MBRT to demonstrate its efficacy. At this
point, the next step is integrating mindfulness meditation more fully into our allopathic
healthcare system. In a for-profit healthcare system, mindfulness meditation may play the
greatest role through client incentives provided by insurance companies to actively participate in
or create a regular mindfulness or mindfulness meditation routine. This effort made by health
insurance providers could reduce stress, improve emotional regulation, create greater bodily
awareness and encourage positive health behavior change amongst many clients. The outcome of
this might be reduced costs in the U.S. healthcare system, and a healthier population.
Study Strengths

There are numerous strengths to this research. First, this is an innovative study that
combines the elements of mindfulness meditation, community-based groups and treatments for
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stress, pain, anxiety and depression for public health.. The exploratory nature of this research is
useful as a foundation for future investigations into the subject area of long-term regular
mindfulness meditation practice and community-based groups. Second, there are several
unexpected outcomes from this research. The unexpected outcomes are explained below.
The first unexpected outcome of this investigation was the significance of mindfulness
meditation for interpersonal relationships and its potential to improve interactions between
family, friends and coworkers. The second unexpected outcome was the potential application of
mindfulness meditation interventions in school systems for young children and high school or
college-age youth as a method for increasing concentration and improving emotional regulation.
Third, nearly all participants regarded the practice as a form of mental hygiene or mental
exercise. Few participants viewed the practice as a spiritual or religious practice, and even the
participants who viewed it as a spiritual or religious practice also saw it as a method for
maintaining and improving mental fitness towards painful life experiences or negative emotions.
Fourth, only 10-15 minutes or 20-30 minutes of sitting practice at least 4 times a week was
sufficient to considerably reduce stress, pain, anxiety and depression. This is surprising because
the current literature promotes 45-minutes of individual sitting practice a day for a reduction in
stress, pain, anxiety and depression. It is surprising that less formal practice time may be needed
each day for regular, long-term practice to be effective. Fifth, practicing for more than one year
or less than one year seemed unimportant for the reduction of stress, pain, anxiety and
depression levels, It appeared that it was common to experience the greatest reduction in stress,
pain, anxiety and depression levels after 3-4 weeks of regular individual and group practice.
Sixth, all participants felt that current allopathic care methods were insufficient to resolve issues
of anxiety, stress, pain and depression and complementary treatment of mindfulness meditation
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was a missing piece in current care methods. Seventh, the teacher of each mindfulness
meditation group was a critical part of beginning and maintaining a mindfulness meditation
practice. No studies have investigated the role that a mindfulness meditation facilitator or teacher
plays in beginning or maintaining a practice. However, from the interviews it appears that a
knowledgeable, inspiring teacher, who can maintain the group structure and regular weekly
meetings and is personally accessible for individual issues either through email, phone or inperson meetings are some key factors that comprise a ‘good teacher’.
Study Limitations

There are many limitations to this study. First, participants were not randomized and were
self-selected volunteers. Second, this study was a retrospective study that investigated
participant’s past experiences and perceptions of current situations. There is no comparison
group or control group. Third, it did not use more objective measurement tools such as surveys,
or additional interviews or data collection from coworkers, family or friends of participants to
investigate their perception of changes and impact of mindfulness meditation on participants. All
of the data was based on subjective information self-reported and volunteered by participants.
Fourth, only participants who wanted to participate in the study were enrolled. It was not
possible to recruit participants who did not want to participate and report their experiences.
These participants may have been useful for providing additional information on concerns and
issues with the practice, or reasons why they were reluctant to speak about the practice and their
experience.
Fifth, there was a limitation since the primary investigator was also a member of the
mindfulness meditation groups. This was both a limitation and an aid in the recruitment process.
Since the primary investigator was a member of the two mindfulness meditation groups she
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already had connections to the group facilitators and there was a familiarity and trust from the
group facilitators to the primary investigator in the recruitment process. This was important
given the sensitive nature of the questions and the vulnerability of the population being
investigated. Because of this, the primary investigator was familiar with community resources in
the mindfulness meditation groups in the event that a participant experienced distress or upset
from the interview questions. Also, there may have been a greater level of trust and openness
between the primary investigator and the participants because the primary investigator was not
necessarily viewed as an outsider coming in. Rather, the primary investigator was a community
member collecting data on a collective experience of the participants. It may have been less
threatening to participants to have the investigator already be part of the community. However,
this also had limitations because there is a greater chance of accidentally seeing the participants
at future community events and the possibility of discomfort by participants at having seen the
primary investigator again and the knowledge of the information that was shared. Also, there
may be a limitation from any bias that may have resulted from participants sharing selective
information because of fear of seeing the primary investigator in a group setting again.
Potential bias created by the primary investigator who is a member of the mindfulness
meditation groups was mitigated through conversations with the second coder who increased
inter-rater reliability. In addition, the repetition of themes found from participants overall
responses was discussed between the primary investigator and the second coder until greater than
80% agreement was reached concerning the themes and interpretation of responses by the
primary investigator. However, for greater dependability the primary investigator followed the
interview protocol and the interview guide for every interview. In addition, there was only one
interviewer who conducted all interviews and so the inter-rater reliability was not a problem. In
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addition, the interviewer followed protocol for every interview and the information was
confirmed with the second coder.
Despite the above mentioned limitations, the participants tended to have similar
characteristics and a repetition of themes and experiences was found irrespective of gender,
marital status, age, income, education, race or experience level. There were no major
demographic differences between participants. The main variable difference was ethnicity and
education as nearly all participants were Caucasian and had at least some college education.
However, no difference was found in the positive impact of mindfulness meditation despite
education and ethnicity differences. The findings in this study can be applied locally to
mindfulness meditation groups of similar composition in West Central Florida, however a larger
and more diverse subject base is needed to make more generalized conclusions. Also, most
participants were educated and Caucasian. Therefore, there may be discrepancies between this
group and another group such as uneducated African American or Latina mothers if a similar
intervention was applied to those experiencing anxiety, depression, stress or pain. These results
are limited to the participants and to West Central Florida practitioners. Also, participants were
asked to recall past experiences and so there may have been some recall bias. Lastly, participants
have a range of backgrounds and past experiences with meditation and mindfulness practices and
so there may be a large variation in comparison of individual mindfulness meditation experience
and practice.
Recommendations

Qualitative findings from the semi-structured in-depth interviews indicated that regular
mindfulness meditation practice and regular, weekly participation in a community-based
mindfulness meditation group were key aspects for reducing stress, pain, anxiety and depression
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amongst participants. These findings may have implications regarding the importance of longterm mindfulness meditation practice and group support for anxiety, depression and stress
management in the field of public health. This can be particularly beneficial for individuals
suffering from stress, pain, anxiety and depression but who lack resources or interest in
conventional routes of treatment such as cognitive behavioral therapy, prescription medication,
or who have tried many different kinds of treatment but have not had sufficient improvement.
This can be especially beneficial for a population similar to the one in the study, who are middle
age or senior age, Caucasian and educated. Most participants discovered information on
mindfulness meditation practice and West Central Florida groups through Google searches of
meditation in the West Central Florida area. This implies that websites created on the topic of
mindfulness meditation that recommend 1) local groups, 2) health insurance companies that
apply incentives for mindfulness practices, and 3) explain the benefits of the practice, may serve
a larger public health goal.
Mindfulness meditation groups are not easily accessible in every part of the country. Some
of the participants (15-20%) relocated to West Central Florida to be closer to the mindfulness
meditation group center. An important aspect of a committed practice was the teacher. Having a
good mindfulness meditation teacher in a community-based group was an important aspect of
stress, anxiety, pain and depression reduction. These groups could be effective and useful for
public health interventions, particularly in rural areas, through the use of online streaming of
classes, a clear network between mentors and participants to help keep them on track with a
regular practice, regularly updated and easily accessible webpages, and consistent feedback from
participants on how they have been helpful and the strengths and weaknesses of the groups.
In addition, both Group A and Group B for example, are entirely dependent on donations
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from individuals and membership fees from participants who have enrolled in membership
programs. It may be useful for the groups to be more transparent about their funding needs and
the discrepancy between how much funding is given and how much funding is needed. With
both groups, it is unclear how much funding is needed to maintain the groups. Participants may
be more generous with their donations and volunteer activities in the groups if they understand
the discrepancy between how much is provided and how much is needed.
Future Research

Future research might include a large-scale investigation using surveys of various
mindfulness meditation groups in the United States and in other countries and the strengths and
weaknesses of these community-based groups. These surveys could include information on how
long those practitioners have been regularly practicing; its effect on their stress, pain, anxiety and
depression; the reason they began to practice and maintained a commitment to mindfulness
meditation; difficulty/ease of finding a group; the flaws in the groups; the strengths in the
groups; how practitioner’s found the groups and learned about mindfulness meditation; what age
practitioners wish they had learned mindfulness meditation; the impact that mindfulness
meditation has had on their relationships; the amount of time and type of meditation they
recommend; how they view mindfulness meditation practice (i.e. A spiritual, religious, mental
hygiene practice, etc); perceived barriers in implementing long-term regular mindfulness
meditation in the U.S. healthcare system or other healthcare systems.
Aside from a quantitative investigation with surveys of numerous mindfulness meditation
groups, additional exploratory investigations would be worthwhile to conduct. Specifically, there
is value in exploring which types of populations might be most responsive and best helped by the
practice of mindfulness meditation and how best to access these populations. This dissertation
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study repeatedly found that regular practice of mindfulness meditation with group support would
have been even more helpful if learned at a younger age. A theme that arose was regret, sadness
and disappointment that participants had not learned mindfulness meditation practice as children
in school to help with emotional regulation and concentration and focus. A common theme was
that their lives would have been much better if they had learned this practice as young children.
An exploratory study investigating the possibility of applying a mindfulness meditation practice
in the school-system, for example, might yield relevant public health data on the topic. Many
participants indicated that it could be a useful practice to begin in schools when children are 5 or
6 years old. They suggested renaming it to indicate a practice meant to teach children to be
calmer, sit quietly, listen better, concentrate more effectively, and be less reactive to feelings and
perceptions. For example, it could be termed ‘mental development training’ instead of
mindfulness meditation. The goal of a short term practice with children, perhaps for 5 minutes
before the beginning of class sessions throughout the day, would ultimately be to create more
successful students, who are more likely to succeed in school and ultimately after they have
completed school. Studies that investigate using mindfulness meditation in the school system as
a way to create more successful, higher functioning students have not been investigated in the
academic literature for public health. The idea of implementing mindfulness meditation into
school for young children was a theme that repeatedly arose in this dissertation study, and so it is
potentially valuable to further investigate for public health applications.
Another future study could be an exploratory investigation of the impact and role that
mindfulness meditation may be able to play in inter-personal relationships. These may be interpersonal relationships in the office and workplace, at home with children and family, and
relationships between romantic partners. All participants indicated that regular mindfulness
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meditation practice has had a positive impact on their relationships, and would have helped them
avoid destructive relationships, or improve their relationships if they knew this practice and
learned how to be less reactive and more mindful of the ‘other’. The investigation of mindfulness
meditation practice through community-based group support on relationships has not been
investigated in the literature and so this is another avenue of investigation worth pursuing.
Personal Lessons Learned

This study yielded numerous surprises for the investigator. First, it was a surprising
observation how important the teacher is to the maintenance and continuation of the practice.
Factors that appeared to be influential included: the teacher was easily accessible to the
participant for assisting them with personal problems and this accessibility could occur in the
form of brief questions after class, phone calls, email, Skype, in-person communication, or oneon-one counseling. The teacher needed to provide some degree of emotional support, appear
approachable, easily accessible, well versed in the subject matter and able to communicate the
information in a straightforward manner. No investigations have been conducted into the role
that the teacher may play in participant motivation and mindfulness meditation maintenance. In
addition, the teacher also played the role of the motivator and inspirer. It was important that the
teacher seemed enthusiastic about the topic and was able to motivate others through their
enthusiasm and presentation at group meetings.
Another surprising theme and observation for the investigator was how many participants
wished they had learned some sort of emotional regulation tool like mindfulness meditation
during their childhood in school. The investigator observed that it was sad for some participants
to have learned about mindfulness meditation later in life because they felt their lives may have
turned out differently and they could have saved themselves a lot of stress and unhappiness had
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they learned tools to manage their emotional and mental states from the age of children. It was
surprising to the investigator that some participants seemed to express this sentiment as a form of
regret. Or participants felt they were somehow responsible for their suffering and were sad they
had never been taught how to manage their emotional and mental states, and found a mindfulness
meditation group oftentimes as a last resort, with few expectations.
It was also surprising that all participants have maintained the practice and see it as a
lifestyle habit. The investigator was expecting that some participants would have stopped the
practice at some point, but no participant stopped the practice for more than a few weeks, and it
was usually due to life circumstances such as illness or out-of-town vacations. It appears that
once participants make the commitment to practice and see a reduction in their condition, they
keep it up like a healthy habit and know the difference.
It was surprising that so many participants experienced a perceived an 80-95% reduction in
their condition. This was a much greater reduction than the investigator anticipated or expected
to see. The investigator was also surprised at the proportion of participants who had experienced
extreme depression, suicidal ideation and/or attempted suicide (1/4 of the participants). The
investigator felt that there is a possibility that the proportion of people who experience suicidal
ideation may be higher than what is reported and that part of the reason participants reported this
to the investigator was because there were no consequences, it was confidential and because they
were feeling better now and could look back and admit to this since it is now ‘after-the-fact.’
This seems to be another reason that participant’s regret at not having learned mindfulness
meditation at a younger age is alarming and saddening. If learned at a young age like age 5 or 6
and incorporated into schools, it is possible it could have a positive effect on teen and youngadult suicide and depression rates.
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It was surprising that so many participants experienced a reduction in stress, pain, anxiety
or depression after 3-4 weeks. This was an unexpected response. The investigator was expecting
at least 8 weeks or maybe a year. It was kind of exciting that it is possible with a good teacher,
regular practice and good group support, to experience such a significant reduction in only 3-4
weeks. There seemed to be no difference between regularly practicing mindfulness meditation
less than one year or more than one year by participants.
Lastly, it was surprising that there weren’t more differences between groups, and between
participants. The participants all had similar experiences. No female participants struggled with
anger, but for male participants anger could be triggered through stress or anxiety. Mindfulness
meditation helped male participants to manage and reduce feelings of anger. No female
participants struggled with reducing feelings of anger. Also, group A differed from group B
because group A promoted simple watching and detachment from thoughts and feelings and
living in the present moment. Group B also recommended this, however, with the additional
teaching of adding positive thoughts and positive feelings to watching thoughts and feelings and
living in the present moment. The primary investigator noted in her personal observations that
participants in Group B seemed to be happier and calmer than participants in Group A. However,
further investigation would be required to evaluate the extent of the differences between the
teachings and practice of mindfulness meditation between Group A and Group B.
Take-Home Message

All participants in both the pilot study and general study indicated a positive improvement
in perceived levels of stress, pain, anxiety and depression. Participants commonly began a
committed, regular mindfulness meditation practice after loss or change in their lives, a serious
illness, and particularly after the loss of an important relationship. All participants indicated that
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mindfulness meditation practice is an effective treatment and has potential value for school-age
children. In addition, regular mindfulness meditation practice served as an additional support to
participants using prescription medication or therapy to manage their condition more effectively.
Mindfulness meditation practice is also low-cost and can be done whenever needed. These
outcomes are especially important for those who suffer from anxiety, depression and stress and
who will not seek or cannot afford therapy or medication. Therefore, this practice has
implications for populations of various income levels. However, mindfulness meditation is not
necessarily easy, fun, or well supported by the United States culture. It requires considerable
self-discipline and motivation to maintain even a regular 10-15 minute daily sitting practice.
Given these considerations mindfulness meditation has potential in public health, but it also has
barriers for healthcare systems and cultures.
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APPENDICES
Appendix A: Participant Screening Questionnaire

1)
2)
3)
4)
5)

6)

7)

8)

9)

First & Last Name:
Age:
Phone Number:
Email Address:
Sex:
a. Male
b. Female
Income Range:
a. Less than $35,000/year
b. Between $35,000-$50,000/year
c. Between $50,000-$75,000/year
d. Greater than $75,000/year
Education Level
a. High School
b. Some College
c. College Degree
d. Graduate
e. PhD/Doctoral Degree
Ethnicity
a. Caucasian
b. Hispanic
c. Asian
d. African American
e. Native American
f. Other ____________________
Do you regularly (at least once per week) participate in a mindfulness meditation group?
YES / NO
a. If YES: which group do you regularly practice with and what city do you attend
group meetings?

10) Do you regularly practice mindfulness meditation, meaning mindfully meditate at least 1
time per day for 20 minutes, 4 days a week or more?
YES / NO (If YES, proceed to question 11. In NO, proceed to question 12)
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11) How long have you regularly practiced mindfulness meditation, meaning mindfully
meditate at least 1 time per day for 20 minutes, at least 4 days a week? (Please select one
option from below)
a. Less than 1 year
b. More than 1 year
12) Have you in the past or at present experienced problems with stress, pain, anxiety or
depression? YES/ NO
a. If YES, when and what was the nature of your experience?
b. If YES, have you been enrolled in in-patient care or have been hospitalized
for a mental health concern sometime over the past 12 months?
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Appendix B: Pilot Interview Questionnaire

Name: Sara Spowart
Purpose: The purpose of this discussion is to highlight your significant experiences with
mindfulness meditation and your experiences with stress, pain, anxiety and/or depression, over
different practice times.
Audience: The people in the interview are participants in mindfulness meditation groups.

Opening Question:
1) When I say “mindfulness meditation” what comes to mind?
Introductory Question:
2) When you think of mindfulness meditation and health, what comes to mind?
3) How did you learn about mindfulness meditation and this group?
a. Have you attended another mindfulness meditation group and moved to this one?
b. Is there anything else you would like to add?

Transition Question:
4) When did you begin practicing and why?
5) What were you expecting or hoping to get out of mindfulness meditation?
6) What were you expecting or hoping to get out of the mindfulness meditation group?
a. How often does the group meet?
b. How often do you attend group meetings?
7) On a typical day that you meditate, how often do you practice?
a. In total on those days, how many minutes do you practice?
b. What are some examples of where and when you practice?
Key Questions:
8) Does mindfulness meditation impact your mental health?
a. If yes, describe what the impact is.
9) Does mindfulness meditation impact your physical health?
a. If yes, describe what the impact is.
10) Why do you continue to practice mindfulness meditation?
a. Has there ever been a time where you stopped practicing and then came back?
b. Do you intend to continue your practice in the future?
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11) Have you ever struggled with stress, pain, anxiety or depression? Yes/No
a. If yes, which of these have you struggled with?
b. How long have you struggled with this condition?
c. Does mindfulness meditation affect this condition?
i. If yes, how does it affect your condition?
12) In the past, what approaches have you used to alleviate stress, pain, anxiety or
depression?
a. Other than mindfulness meditation, do you use medications, other treatments or
alternative therapies for your condition?
b. What treatments do you currently use for stress, pain, anxiety and depression?
i. Do you currently use or have used any medications for stress, pain,
anxiety, depression? YES/NO
ii. If yes, which prescribed medications do you use and for how long?
c. Tell me about the other methods you’ve used (if there are any), such as
medication, therapy, massage, etc.
i. Are you still using these methods or some combination of them?
ii. How do they compare to your mindfulness meditation practice?
Ending Questions:
13) If you could give advice to others concerning management of stress, pain, anxiety and
depression, would you recommend mindfulness meditation?
a. What other things would you recommend?
14) Are there any approaches to relieving stress, pain, anxiety and depression that you would
like to discuss?
15) Are there other questions that should be asked to further our understanding of
mindfulness meditation in relation to stress, pain, anxiety and depression?
Thank you!!
Total Time: 60 -75 minutes
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Appendix C: Timeline

Months

Nov 12’Feb 13’

Dissertation Proposal

X

IRB Submission

X

March
13’

April 13’May 13’

June
13’-Aug
13’

Aug
13’-Sept
13’

X

Conduct pilot
interviews
Conduct general
interviews
Analyze interview data

X
X
X
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Appendix D: MBSR Vs. Long-Term Mindfulness Meditation

Table 1.
Mindfulness Meditation & Mindfulness-Based Stress Reduction (MBSR)

Type

Practice
Duration

Condition

Treatment Method

MBSR

Long-Term
Mindfulness
Meditation

Strengths

6-8 Weeks

Anxiety,
Depression,
Stress,
Chronic Pain

Sitting Meditation, Walking
Meditation, Mindful Eating,
Yoga, Poetry, Martial Arts,
Group Discussion

>20
minutes/day

Anxiety,
Depression,
Stress,
Chronic Pain

Certified Instructor
with a Structured
Program

Easily Accessible,
Widely Available,
Relatively low cost or
free

Sitting Meditation
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Weakness

Relatively high cost and
only available in locations
with a certified instructor

Unstructured program,
Licensed professional
not required, unregulated

Appendix E: Long-Term Mindfulness Meditation Studies

Table 2
Empirical Studies of Long-Term Mindfulness Meditation Practice

Author

Practice
Duration

Condition

Treatment

N

Control
Group

Kabat-Zinn
(1985)

2-15
months

Chronic
Pain

MBSR
labeled as
Mindfulness
Meditation

N=90

Kabat-Zinn
(1986)

6-48
months

Chronic
Pain

MBSR
labeled as
Mindfulness
Meditation

Miller et al.
(1995)

36 months

Generalized
Anxiety
Disorder
(GAD)

MBSR
labeled as
Mindfulness
Meditation

R.D.

Rand.

% Att.

d Post

d Foll
(Month)

None

Prepost

No

15

.36

.51
(2-15)

N=225

None

Follow
-up
series
post
MBSR

No

---

.26

---

N=22

None

3-yr
followup post
MBSR

No

---

---

1.10
(36)

Notes. Rand.= Random Assignment; R.D.= Research Design; % Att. = Attrition from treatment group; post= post treatment; MBSR= Mindfulness-Based
Stress Reduction
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Appendix F: Theoretical Framework

The Chronic Care Model

Community

Health Systems

Resources & Policies

Organiza on of Healthcare

Self-Management Support

Delivery System Design
Decision Support
Clinical Informa on Systems

Informed
ac vated
pa ent

Produc ve Interac ons

Improved
Outcomes
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Prepared,
proac ve
prac ce
team

Appendix G: Theoretical Framework, Specified
The Chronic Care Model
Applied to Mindfulness
Medita on

Community

Health Systems

Resources & Policies

Organiza on of Healthcare

Self-Management Support

Delivery System Design
Decision Support
Clinical Informa on Systems

Informed
ac vated
pa ent

Produc ve Interac ons

Improved
Outcomes
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Prepared,
proac ve
prac ce
team

Appendix H: Research Design

Research Design
Pilot Study


Pilot
Individual
SemiStructured
Interviews
(N=6)



Study


SemiStructured
Interviews
(N=31)
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Appendix I: Purposive Sampling
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Appendix J: Recruitment
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Appendix K: Recruitment Flyer

Participants Wanted
-For University of South Florida study on mindfulness meditation
-Takes About 1 Hour

A researcher at the University of South Florida, is seeking individuals aged 18 or older, with a variety of experiences and backgrounds in
mindfulness meditation practice.
This study investigates individual experiences with regular mindfulness meditation practice through semi-structured, in-person interviews at a
time and location which is convenient and predetermined for the participant.
To sign up or ask for more information please call 813-739-9168 or email at sspowart@health.usf.edu.
IRB Number: Pro00011614

To sign up for this study, contact sspowart@health.usf.edu
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Appendix L: Informed Consent Form

Informed Consent to Participate in Research
Information to Consider Before Taking Part in this Research Study
IRB Study # __Pro00011614____________
You are being asked to take part in a research study. Research studies include only people
who choose to take part. This document is called an informed consent form. Please read
this information carefully and take your time making your decision. Ask the researcher or
study staff to discuss this consent form with you, please ask him/her to explain any words
or information you do not clearly understand. The nature of the study, risks,
inconveniences, discomforts, and other important information about the study are listed
below.
Possibility that the interview questions may bring up unpleasant memories or traumas
associated with the participant’s motivation to consistently practice mindfulness
meditation.
We are asking you to take part in a research study called:
“Long-term Mindfulness Meditation: Anxiety, Depression, Stress and Pain- is there a
connection to public health?” The person who is in charge of this research study is Sara
Spowart, MPA. This person is called the Principal Investigator. However, other research
staff may be involved and can act on behalf of the person in charge. She is being guided in
this research by Dr. Karen Perrin.
The research will be conducted at locations the participants have deemed convenient and
feasible in Tampa, Florida.

Purpose of the study
The purpose of this study is to:
• A PhD student is conducting this research for the purpose of exploring the role of
long-term mindfulness meditation on anxiety, depression, stress and pain amongst
participants (as perceived by the participant). This study is not a therapeutic session
and is comprised of research interviews. The participant is being asked to
participate in the study to add to the limited body of knowledge on this subject.
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Study Procedures
If you take part in this study, you will be asked to take part in a 60-90 minute interview
about your mindfulness meditation practices and experiences. With your permission, the
interview will be audio-recorded.

Total Number of Participants
About 30 individuals will take part in this study at USF.

Alternatives
You do not have to participate in this research study.

Benefits
We are unsure if you will receive any benefits by taking part in this research study.

Risks or Discomfort
This research is considered to be minimal risk. That means that the risks associated with
this study are the same as what you face every day. There are no known additional risks to
those who take part in this study.

Compensation
You will receive no payment or other compensation for taking part in this study.

Cost
There will be no additional costs to you as a result of being in this study.

Privacy and Confidentiality
We will keep your study records private and confidential. Certain people may need to see your
study records. By law, anyone who looks at your records must keep them completely
confidential. The only people who will be allowed to see these records are:
•

The research team, including the Principal Investigator and all other research staff.

•

Certain government and university people who need to know more about the study. For
example, individuals who provide oversight on this study may need to look at your
records. This is done to make sure that we are doing the study in the right way. They also
need to make sure that we are protecting your rights and your safety.

•

Any agency of the federal, state, or local government that regulates this research. This
includes the Department of Health and Human Services (DHHS) and the Office for
Human Research Protection (OHRP).

•

The USF Institutional Review Board (IRB) and its related staff who have oversight
responsibilities for this study, staff in the USF Office of Research and Innovation, USF
159

Division of Research Integrity and Compliance, and other USF offices who oversee this
research.
We may publish what we learn from this study. If we do, we will not include your name. We
will not publish anything that would let people know who you are.

Voluntary Participation / Withdrawal
You should only take part in this study if you want to volunteer. You should not feel that there is
any pressure to take part in the study. You are free to participate in this research or withdraw at
any time. There will be no penalty or loss of benefits you are entitled to receive if you stop
taking part in this study. The decision to participate or not participate will not affect a
participant’s student or job status if you are in school or working during the study.

You can get the answers to your questions, concerns, or complaints
If you have any questions, concerns or complaints about this study, or experience an adverse
event or unanticipated problem, call Dr. Karen Perrin at (813) 974-6704.
If you have questions about your rights as a participant in this study, general questions, or have
complaints, concerns or issues you want to discuss with someone outside the research, call the
USF IRB at (813) 974-5638.
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Consent to Take Part in this Research Study
It is up to you to decide whether you want to take part in this study. If you want to take part,
please sign the form, if the following statements are true.
I freely give my consent to take part in this study. I understand that by signing this form I am
agreeing to take part in research. I have received a copy of this form to take with me.

_____________________________________________
Signature of Person Taking Part in Study

____________
Date

_____________________________________________
Printed Name of Person Taking Part in Study

Statement of Person Obtaining Informed Consent
I have carefully explained to the person taking part in the study what he or she can expect from
their participation. I hereby certify that when this person signs this form, to the best of my
knowledge, he/ she understands:
• What the study is about;
• What procedures will be used;
• What the potential benefits might be; and
• What the known risks might be.
I can confirm that this research subject speaks the language that was used to explain this research
and is receiving an informed consent form in the appropriate language. Additionally, this subject
reads well enough to understand this document or, if not, this person is able to hear and
understand when the form is read to him or her. This subject does not have a
medical/psychological problem that would compromise comprehension and therefore makes it
hard to understand what is being explained and can, therefore, give legally effective informed
consent. This subject is not under any type of anesthesia or analgesic that may cloud their
judgment or make it hard to understand what is being explained and, therefore, can be considered
competent to give informed consent.
_______________________________________________________________
_______________
Signature of Person Obtaining Informed Consent
_______________________________________________________________
Printed Name of Person Obtaining Informed Consent
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Date

Appendix M: Phase 1- Pilot Interviews
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Appendix N: Phase 2- In-Depth Semi-Structured Interviews
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Appendix O: Data Analysis
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Appendix P: Coding Tree

Pathway to
MM Group

Coding Tree
Community:
SelfManagement
Support

Individual
Prac ce
Expecta ons
Group
Prac ce
Expecta ons
Prac ce Time
Con nua on
of the
Prac ce

Wagner’s
Chronic
Care Model

Meaning of
MM
Meaning of
MM and
Health

Informed,
Ac vated
Pa ent

Perceived
Difficulty
Beginning of
difficulty with
condi on
Methods of
treatment
before MM
prac ce

Improved
Outcomes

Impact
Advice and
Recommenda ons
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Comparison
of MM to
other
methods

Appendix Q: Mindfulness Meditation Overview

Mindfulness Meditation
(As seen in the academic literature)

Forms of Meditation

Concentration
Meditation

Mindfulness
Meditation

(focusing on a mental
or physical perception)

(non-judgmentally
watching thoughts)

Breathing
Meditation
Metta
Meditation

Transcendental
Meditation

MindfulnessBased Stress
Reduction
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Appendix R: Practice Time Spectrum

Integrated awareness of
thought patterns;

Integrated awareness of
thought patterns;

10-15 minutes of sitting
practice

20-30 minutes of sitting
practice
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Integrated
awareness of
thought patterns;
30-45
45 minutes of
sitting practice
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It was the determination of the IRB that your study qualified for expedited review which
includes activities that (1) present no more than minimal risk to human subjects, and (2)
involve only procedures listed in one or more of the categories outlined below. The IRB may
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subjects.
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