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ABSTRACT

' Objectives: This exploratory study is the first systematic outcome evaluation to examine the
effects of an 8-week meditation-based program in mindfulness in a German sample.
Design: Twentv-one (21) participants with chronic physical, psychologic, or psychosomatic -
illnesses were examined in a longitudinal pretest and post-treatment design with a 3-month fol-

‘ Iow-up‘ ’ : :

Outcome measures: Both quantitative and qualitative data were gathered. Emotional and gen-
eral physical well-being, sense of coherence, overall psychologic distress, and satisfaction with
life were measured with standardized instruments. ‘ ‘

~ Results: Overall, the interventions led to high levels of adherence to the meditation practice
“and satisfaction with the benefits of the course, as well as effective and lasting reductions of
Symptoms (especially in psychologic distress, well-being, and quality of life). Changes were of
moderate-to-large effect sizes. Positive’ complementary effects with psychotherapy were also

found.

- Conclusions: These findings warrant controlled studies to evaluate the efficacy and cost éf—
fectiveness of mindfulness-based stress reduction as an intervention for chronic' physical and

psychosomatic disorders in Germany.

INTRODUCTION
( :omplementary medicine has become an in-
creasingly attractive alternative for a wide
~ range of medical conditions. There is an urgent

‘need for research evaluating efficacy, appro-

priateness, and cost effectiveness of such inter-
- vention programs  within medical -settings
(Ernst, 1995), especially in the growing field of

management of chronic illness. Mindfulness- -

based stress reduction (MBSR), a complemen-
tary medical approach within behavioral med-
icine in the United States (Kabat-Zinn, 1996),
focuses on treatment of chronic physical and
psychologic disorders and has engendered rel-
evant and promising research results.
Mindfulness meditation stems from the
Southeast Asian Buddhist tradition, and the
practice teaches nonjudgmental acceptance and
interested awareness of moment-to-moment

many.
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experience of sensations, perceptions, emo-
tions, and other forms of mental activity. This
modality may be contrasted with other forms
of meditation that emphasize mental concen-
tration more exclusively on an object or phrase
(von Allmen, 1990). The cultural roots of mind-
fulness meditation play no role in its clinical

application, and no religious or ideologic goals

are mentioned or pursued in MBSR. Rather,
mindfulness meditation provides a method
whereby the enhanced ability to observe the
mind’s operations nonjudgmentally” is pre-

sumed to lead to more realistic perceptions and’

greater appreciation of positive as well as neg-
ative experiences.. Mindfulness meditation is
not limited to any particular setting in order to

practice, and in fact, can be applied to all daily

activities. Because of its accessibility and wide
range of application, mindfulness training may
be especially useful in helping patients with
chronic disorders to cope with their situation
better. This essentially empirical, cognitive,

‘and completelv nonesoteric approach to med-

itation has demonstrated great appeal in the
United States with more than 200 clinics and
hospitals using MBSR (J. Kabat-Zinn, personal
communication, June 11, 1998), and there have

been a number of American scientific studies

evaluating this approach.
One early study indicated that practice of

; 'mindfulness meditation is associated with re-

duced subjective and physiologic reactions to
laboratory stress among healthy students
(Goleman et al., 1976). More recently, MBSR
has been shown to reduce overall psychologic
symptomatology, increased perception of con-
trol, and enhanced empathy in nonclinical sam-

 ples (Astin, 1997; Shapiro et al., 1998). Further-
-more, a series of investigations by Kabat-Zinn
and colleagues have indicated the effectiveness’

of MBSR for ‘alleviating chronic anxiety,
chronic pain,-and severe psoriasis (Kabat-Zinn,
1982, 1984; Kabat-Zinn et al., 1985, 1988, 1992,
1998). Additionally, in two studies, stability of

“effects were documented up to 4 years (Kabat-

Zinn et al., 1987; Miller et al., 1995)..Still other

investigators have presented findings suggest-

ing that mindfulness meditation can aid in im-
proving eating disorders, fibromyalgia, tension
headache, depression, borderline personality
disorder, = human immunodeficiency virus
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(HIV)-related éymptoms, and aging-associated

complaints (Alexander et al., 1989; Kaplan et -

al., 1993; Kelly, 1989; Kristeller et al., 1999;
Sharma et al., 1990; Simpson et al., 1998; Singh
et al., 1998). . : .

Programs of MBSR may potentially help to
serve the urgent ethical, professional, and eco-
nomic needs of our modern health care system
by providing a therapeutic method that em-
phasizes competence and self-mastering for
chronically ill or stressed individuals. Accord-
ing to Kabat-Zinn this program “is based on
the systematic development of the internal re-
sources of the patient” (Kabat-Zinn, 1982) and

may function “as a ‘net’ to catch patients who -
tend to ‘fall through the cracks’ in the health

care delivery sYstem’ " (Kabat-Zinn, 1982).
So far, no German studies have examined the

efficacy of MBSR. Novel medical interVentith L
of this type, even when successful within spe-

cific cultural contexts, still require intracultural
evaluation and quality control when being
used for the first time in another country. In or-
der to determine whether randomized con-
trolled trials, which provide the highest level
of certainty, are at all warranted, it is appro-
priate to perform longitudinal observational
studies of standardized self-report question-
naires with simple quantitative data first
(Greenfield, 1989; Pincus, 1997; Walach, 1994,
1998). In the present study, 21 participanfs with
chronic physical and/or stress-related com-
plaints took part in an 8-week MBSR outpatient

program. This represents the first systematic
evaluation of MBSR in Germany. An ex-.

ploratory pretest and post-treatment design

. was chosen, also including a 3-month follow-

up (time 1 [t1], time 2 [t2], time 3 [t3]). The aims
of the study were: (1) to examine MBSR-asso-
ciated changes in a broad variety of standard-
ized health parameters; and (2) to evaluate ac-

.ceptance, adherence, and satisfaction of

participants with the intervention. We hoped
to replicate American findings ‘and to assess
whether the program might have potential for

reducing the high medical costs typically asso-

ciated with chronic C’onditions. ’
We measured health-related outcome in the
following manner: multiple operationalizations

“(five standardized instruments), different per--
spectives (clients, course leaders, researchers), - .

H



\

MINDFULNESS MEDITATION AND HEALTH

and multiple data sources (clients; course lead- -

ers) were used in order to accommodate the
heterogeneity of Symptoms for which MBSR
has been developed (Miller et al., 1995) and the
multidimensionality of the concept of health.
An attempt was made to integrate quantitative
-and qualitative foci, both state- and trait-re-
lated variables, physical
health dimensions, and pathogenic (disease-
oriented) and salutogenic (health-promoting)
perspectives (Greenfield, 1989; Ware, 1987).

In this exploratory design, the only formal

ypothesis was that the five standardized
health-related variables would change signifi-
- cantly from t1 to t2, or from t1 to t3. Based on
- earlier American studies (Kabat-Zinn, 1996),
moderate-to-large effect sizes were expected.

- MATERIALS AND METHODS
Participants

Participants were recruited by‘ means of re-
ferrals from physicians and psychotherapists,
" as well as via local public advertisements for

the program. Potential participants were pro-.

- vided with a basic description of the program,
relevant target groups, and research results
from published investigations in the United

States evaluating various aspects of the MBSR -

program. Prospective subjects were also in-
formed that participation would require a com-
mitment to- 30-minute, daily practice of exer-
cises for the entire 8-week length of the
program. The program was open to all those
interested, provided that they were not cur-
-rently psychotic or suicidal. Most clients were
referred to the course leaders by their doctors
or'psychotherapists, and thus remained under
continuous professional supervision. Individ-
ual MBSR courses typically involve a very het-

erogeneous group of participants, with a vari- -

ety of' chronic physical and/or stress-related

emotional problems (e.g., multiple sclerosis,

cancer, cardiovascular illness, chronic pain,

‘and anxiety disorders). The focus of the pro-
gram, in fact, is.to ameliorate a central, shared

characteristic of participants, namely, their per-

ceived inability to cope with the stresses asso--
clated with their individual disorders. Appli-

and psychologic

T

cation of the program to such heterogeneous
groups has proven to be effective in U.S. stud-
ies (Kabat-Zinn, unpublished data).

Seventeen (17) women (81%) and 4 men
(19%) completed the study (mean age, 39 years;
standard deviation [SD] = 9 years; age range,
22-62 years). Self-reports of illness were uti--
lized, because it was not possible to obtain dj-

‘agnoses trom their doctors for reasons of con-

fidentiality. At t1, 12 (57%) participants
reported that they had chronic diseases. The
chronic diseases included: gastritis, hepatitis C;
non-Hodgkin’s lymphoma, migraine, chronic
sinus inflammation, asthma, chronic back pain,
thyroid disorders, hormonal abnormality,
chronic infections, and breast cancer in remis-
sion. Three (3) subjects (14%) reported acute, as
well as chronic, diseases: candida, scoliosis,
bladder infections, psychosomatic complaints, -

‘or other varying symptoms. Six (6) people

(29%) stated that they were not physically ill at
the time of study. Five (5) subjects (24%) re-
ported past drug abuse (mostly alcohol), and
18 (86%) had previously had psychotherapeu-
tic treatment or were still undergoing psy-
chotherapy (n = 12; 57%). '

Sixteen (16) participants (76%) indicated
prior experience with different forms of medi-
tation or voga, and 3 (14%) were still practic-
ing more or less regularly at intake. No subject
had had previous experience with mindfulness
meditation (Vipassana). ‘

Three course cycles, taught by professionally
trained teachers in mindfulness: meditation,

were evaluated. Over a period of 4 months, 23
‘persons with various chronic, psychosomatic,

or psychiatric conditions contacted the two
course leaders and were informed, usually by
telephone, about further details and the in-
tended research project. Two subjects refused
to enroll, leaving 21 clients divided into groups .
of 10, 6, and 5 people.

Design and procedure

A longitudinal one-group pretreatment and
post-treatment design with a 3-month follow- -
up was chosen. Table 1 gives an overview of
central design 'aspects. The training program
for all three groups was the same. After the inj-
tial contact by telephone, clients wishing to par-
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clients and course leaders

TasLe 1. OverviEw OF CENTRAL DESIGN ASPECTS
Dependent variabies L Instruments L1 t22 138
Health-related. variables -
General physical well-being FBL-R-ALL (questionnaire)® X X X
Emotional well-being Bf-5 (questlonnalre)b X X X
Sense of coherence SOC-Scale (questionnaire)® X x
Overall psychological distress SCL-90-R (questionnaire)® X X
Quality of life FLZM (questionnaire)® X ’ X
Important experiences Telephone-interview<® X
Individual major symptoms Evaluation-interview® T X
‘ ﬂ ' Evaluation-interview4 X
Individual goal-attainment ‘Evaluation-interview< X ‘
' Evaluation-interviewd X
Contribution of the program to Evaluation-interview® X
(coping with) svmptoms :
Adherence and satisfaction
Contents, frequency and duration’ Questionnaire X
of practice Telephone-interview® - X
Evaluation-interview® . X
" Transfer Evaluation-interview*® X
Satisfaction Evaluation-interview* X
.- Design optimization ‘ _
Implications for turther studies Entire study data X X ;X
. Additienal aspects . ! ‘
- Compatibility with other Evaluation-interview® X
interventions : .
Modifications of course format Evaluation-interview® with X

‘Measurmo points pre- (t1), post- (t2) after the 8-week intervention, and 3-month follow-up (t3).
The five standardized health measures Of this study (in the above order): general physical (Fahrenberg, 1994) and
emotional well- -being (von Zerssen et al., 1976), sense of coherence (Franke, 1997) the general severity index of over-
‘all psychological distress (Franke, 1995), and quahty of life (health module) (Herschbach et al., 1991).

“Semiistructured interview.
 91-7 Likert rating scale.

ticipate were invited for the 1-hour preinter-
vention diagnostic session (t1) led by one of the
meditation teachers and the first author. Dur-
ing this session, the program was described in

detail and dlstmgulshed from group therapy

and behavior-modification programs.. The
clients were again explicitly told about the rig-
orous course format requiring participants to
practice regularly for the entire 8 weeks. Par-
ticipants weré informed of the confldentlahty
of all gathered data and were told the impor-
tance of answermg questions spontaneously
and honestly, without looking for seemingly

“right” answers. Sociodemographic informa-

tion and relevant facts about individual (con-

tra) indications, case l'ustones and prior ex-
perience with  meditation or yoga were
gathered m a semlstructured interview. Indi-

“jects to participate were characterlzed and in-

tervention goals were defined for later goal -at-
tainment scaling (modified version of Kiresuk
et al., 1968). ‘

" After written consent, enrolled part1c1pants
were provided with and the first set of self-re-
port questionnaires were explamed (see be-
low), which were to be filled out at home and"

‘sent back within 1 week in prestamped en-

velopes. Questionnaires for post-treatment
measurement were distributed in the last ses-
sion of the 8-week course, again to be sent back

~ within 1 week. A 10-15-minute telephone in-

terview, during postmeasurement (t2), was ad- -
dltlonally carried outto gather further data for
quantitative (adherencé, probability of further
practice) and qualitative analyses (important
experiences during the 8 weeks, life events).
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“other opportunity for asking questions, as well

as to set up a date for the 3-month personal fol-
low-up interview (t3). The t3 half-hour semi-
structured interview served the following
purposes: assessment of individual goal at-
tainment and any changes in major symptoms;
gathering of data about adherence, satisfaction,
life events, and compatibility with other treat-
ments utilized; and receiving feedback from

participants about the appropriateness of the
questionnaires used. During this session, the

last battery of questionnaires was collected
(which had been sent to participants a few days
earlier and was identical to that given at t1).

Intervention

The intervention followed the design de-

scribed by Kabat-Zinn (1982; unpublished data).

The 8-week program required clients to meet for
sessions of 2.3 hours each week, as well as for
an additional entire day during the sixth week
that included 7 hours of practice in silence. Par-
ticipants received homework that they were re-

quested to practice for at least 30 minutes: per
~day. The program was. centered around the

‘practice of mindfulness, or immediate aware-
ness, of bo‘dily sensations, thoughts, emotions, -
and other mental processes (Kabat-Zinn, 1993a).

The program includes various meditation and
yoga exercises designed to develop proficiency
in nonjudgmental awareness of mental states

- during formal practice and everyday life. Each

of the 8-course sessions dealt with a specific

topic relevant to the practice (e.g., handling dif- -

ficult thoughts and emotions, acceptance ' of

- mental states, coping with stress). Each client re-

ceived two audiotapes with guided forrhal ex-

ercises and a folder W1th sahent textsand weekly ;

GXGI‘CISGS

Measures

The two semistructured personal interviews;
described above, included administration of
seven-point Likert scales for goal attainment
and major symptoms. Construction of these

‘instruments was based on previous research

(Kabat-Zinn and Santorelli, 1996; Tate, 1994)

“and adapted to the characteristics of the pre-

sent study sample and research .questions:

723
These interviews were used to characterize the
following: (1) the heterogeneous major pre-
senting complaints and levels of goal attain-
ment; (2) central experiences relating to the '
practice of mindfulness during the course, and
(3) the complementary value of MBSR for other
concurrently applied therapies. The intention
was to generate sufficient data to determine
whether future larger-scale research in MBSR

was warranted in Germany.
Five standardized questlonnalres for the

_main quantitative dependent variables were.

used. In deciding on this battery, rnethodolog-
ical soundness (estabhshed norms in Germany,
suitability for repeated measurements, econ-

‘omy, and acceptance) was the decisive criterion

(Table 2).

1. Changes in overall psychologic distress be-

tween tl and t3 were measured with the
German translation of the revised Hopkins
Symptom Checklist 90 (SCL-90-R) (Franke,
1995). This widely used instrument consists
of nine subscales. The summary General
Severity Index (GSI) score was focused on
because of its value in estimating chrucally
significant changes (Franke, 1995). .

2. Momentary emotional well-being was mea-
sured with the Bf-S (Befindlichkeitsskala,.ﬁ
von Zerssen and Koeller,' 1976) at t1, be-
tween tl and t2, at t2, between t2 and t3 and

at t3. This 28-item instrument, using three .

answer categories, is sensitive to clinically
relevant, short-term changes in general well-
being and overall health-related symptoms.
It distinguishes between healthy popula-
tions and samples of psychiatric patients,
and is suitable for the evaluation of clinical
interventions in heterogeneous patient
- groups (von Zerssen and Koeller 1976). In
addition, 'its salutogenic = dimensions of
health can serve as an indicator for changes
in QOL. ~
3. General physical complaints were measured
with the eight-item subscale General Con-
“dition (ALL) of Fahrenberg’s (1994) stan-
~ dardized and extensively validated Freiburg
Complaint List FBL-R (Freiburger Beschw-
erdenliste). A five-point Likert- scale, uti-
lized at t1, t2, and t3, focused on the partic-
ipant’s subjective evaluation of physical
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