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Abstract 

Objective: Meditation, mindfulness, and acceptance (MMA) methods have gained popularity 

among psychotherapists and the public. The impact of these strategies as implemented in 

treatment packages (e.g., mindfulness-based interventions) has been studied extensively. 

However, the impact of integrating MMA strategies into individual psychotherapy has not been 

established. Methods: To address this gap in the literature, we conducted a systematic review of 

empirical (quantitative or qualitative) studies investigating the use of MMA methods during 

individual psychotherapy in adult samples. Results: After reviewing 4,671 references, only three 

studies (one quantitative, two qualitative) met our inclusion criteria. The one experimental study 

(n=162) provided no evidence that including mindfulness meditation improved outcomes beyond 

other active interventions (ds=0.00 to 0.12 for effects on general clinical symptoms vs. 

progressive muscle relaxation and treatment-as-usual, respectively). Two qualitative studies (n=5 

therapist-patient dyads in one study, n=9 adults in one study) provided preliminary evidence that 

patients may find MMA methods helpful. Conclusions: We highlight future directions for work 

in this area, including clarifying optimal dosage and timing, identifying patient characteristics 

associated with beneficial or adverse effects, investigating cultural adaptations, and clarifying 

how MMA constructs can be measured within individual psychotherapy. We conclude by 

highlighting training recommendations and therapeutic practices.   

Keywords: mindfulness; meditation; acceptance; third-wave; psychotherapy 

Clinical Impact Statement: The study examined the evidence for incorporating meditation, 

mindfulness, and acceptance strategies within individual psychotherapy outside of treatment 

packages. Only three studies met our inclusion criteria, and none provided strong empirical 

support for this integration. However, given the extensive evidence supporting the efficacy of 
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treatment packages that include these strategies, clinicians may find them helpful for patients 

with common psychological symptoms and those seeking to improve their wellbeing.  

For after all, the best thing one can do when it is raining, is to let it rain. 

- Henry Wadsworth Longfellow (1900, p. 398) 

 Over the past three decades, there has been a dramatic increase in both scientific and 

popular interest in what has been defined as the third wave of cognitive and behavioral therapies 

(Hayes, 2004). Widely studied third-wave therapies include Acceptance and Commitment 

Therapy (ACT; Hayes et al., 1999), Dialectical Behavior Therapy (DBT; Linehan, 1993), and 

mindfulness meditation-based therapies, such as Mindfulness-Based Stress Reduction (MBSR; 

Kabat-Zinn, 2013) and Mindfulness-Based Cognitive Therapy (MBCT; Segal et al., 2013). Of 

course, various forms of meditation have existed for thousands of years in contemplative 

traditions around the world (Smith, 1991). The secularized forms of mindfulness meditation 

found in MBSR and MBCT are derived from Buddhist practices (Kabat-Zinn, 2011). Whereas 

prior waves of cognitive behavioral therapy (CBT) focused on symptom reduction, these third-

wave therapies instead emphasize promotion of behaviors associated with psychological health 

and wellbeing. Thus, patients are encouraged to shift their emphasis from making unpleasant 

experiences go away to moving in psychologically healthy and value-driven directions regardless 

of painful thoughts, emotions, and events that may occur (Block-Lerner et al., 2009). 

Meditation, mindfulness, and acceptance (MMA) are three central methods included to 

varying degrees across these third-wave therapies. There is clear evidence these methods have 

gained strong footholds within the psychotherapy world and broader Western culture (Davis & 

Hayes, 2011; Goldberg, 2022; Michalak et al., 2020; Van Dam et al., 2018). Hundreds of 

randomized controlled trials (RCTs) have been conducted investigating mindfulness meditation-
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based interventions alone (Goldberg et al., 2022b), and ACT, DBT, and MBCT are all listed as 

evidence-based treatments by the American Psychological Association’s Society of Clinical 

Psychology (n. d.). Meditation-based smartphone apps are far and away the most popular mental 

health apps (Wasil et al., 2020). To date, the bulk of scientific research on MMA in 

psychotherapy has emphasized testing treatment packages (e.g., ACT, DBT, MBCT). Consistent 

with the broader psychotherapy literature (Wampold & Imel, 2015), these therapies generally 

improve psychological symptoms to a similar degree as other interventions that are intended to 

be therapeutic (i.e., bona fide psychotherapies; Galante et al., 2021; Goldberg et al., 2018; Öst, 

2008; Öst, 2014). 

While treatment packages have been invaluable for popularizing MMA within 

psychotherapy, these methods may hold promise for implementation outside of the context of a 

specific or manualized treatment package. Therapists commonly use a wide variety of methods 

in actual clinical practice (Cook et al., 2010), and many are already using mindfulness (Michalak 

et al., 2020). This chapter focuses on the narrower MMA methods themselves rather than the 

treatment packages within which these methods are commonly implemented (e.g., ACT, DBT, 

MBCT).  

Definitions and Clinical Description 

Meditation has been defined as “a family of complex emotional and attentional regulatory 

training regimes developed for various ends, including the cultivation of well-being and 

emotional balance” (Lutz et al., 2008, p. 163). Various forms of meditation have been studied 

scientifically, primarily drawn from Eastern contemplative traditions (e.g., Tibetan, Theravadan, 

and Zen Buddhism; Hinduism; Harrington & Dunne, 2015; Nidich et al., 2018). These include 

practices designed to develop attention regulation (e.g., meta-awareness or awareness of the 
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processes of consciousness), cultivate cognitive and affective patterns conducive to well-being 

(e.g., kindness, compassion), and foster insight into the nature of the self (e.g., self-inquiry 

practices; Dahl et al., 2015). A wide variety of specific practices are used to support these 

changes and may include focusing on a single object (e.g., the breath coming in and out of the 

body), generating feelings of kindness and compassion (e.g., using the repetition of phrases and 

visualizing directing feelings towards particular people), or reflecting on the changing nature of 

moment-to-moment experience (Dahl et al., 2015). 

Mindfulness has been defined as a way of purposefully attending to present-moment 

experience without judgment (Kabat-Zinn, 1994). Mindfulness meditation is a specific form of 

meditation practice aimed at cultivating the capacity to orient attention nonjudgmentally towards 

the present moment. 

Acceptance methods enhance patients’ experiential acceptance, defined as having or 

allowing private events (including painful ones) free of attempts at regulation (Block-Lerner et 

al., 2009) – in other words, allowing things to be experienced without needing to change them or 

push them away. This orientation contrasts with experiential avoidance, where one is “unwilling 

to remain in contact with particular private experiences (e.g., bodily sensations, emotions, 

thoughts, memories, behavioral predispositions) and takes steps to alter the form or frequency of 

these events and the contexts that occasion them” (Hayes et al., 1996, p. 1154).  

There are many forms of meditation in practice, including mindfulness meditation 

designed to train one’s capacity for experiential acceptance by attending to present-moment 

private experiences without effort to change them (Block-Lerner et al., 2009). Broader still, 

experiential acceptance has been proposed as a common factor across various forms of 

psychotherapy which, through methods such as therapists’ unconditional positive regard for their 
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patients, patients turn towards rather than away from painful private experiences (Block-Lerner 

et al., 2009). In contrast, mindfulness meditation, unlike acceptance alone, trains both acceptance 

and present-moment awareness (i.e., monitoring with acceptance; Lindsay & Creswell, 2017). 

 MMA methods can be implemented in multiple ways within individual psychotherapy of 

different theoretical orientations (for guidelines for implementing mindfulness meditation, see 

Michalak et al., 2019). Formal meditation practice (in contrast to informal practice implemented 

in daily life; Kabat-Zinn, 2013) involves taking a few moments (or longer) in a session to engage 

in a specific meditation practice. For example, a therapist may guide the patient in a body scan, 

in which one turns their attention to the physical sensations occurring in the body (Kabat-Zinn, 

2013), or a lovingkindness meditation, in which one generates feelings of kindness towards 

oneself or others (Salzberg, 2004). The initial introduction of formal meditation will probably 

occur with an extended guided practice in the session followed by inquiry, during which the 

therapist supports the patient reflecting on their practice experience (Michalak et al., 2019). This 

inquiry could start with discussion of physical sensations and allow patients the opportunity to 

draw linkages between body states and affective experiences.  

 Mindfulness can also take the form of a guided meditation practice (e.g., body scan). But 

it may be introduced less formally by inviting patients to pay attention to their internal 

experience (i.e., physical sensations, affective state, cognitions) with curiosity and acceptance.  

 Acceptance can likewise be implemented through formal meditation practice or a wide 

range of other methods. Both ACT and DBT include numerous acceptance methods to provide 

patients a direct experience of experiential acceptance. These may involve stories or images to 

express the drawbacks of non-acceptance (e.g., characterizing the relationship between anxiety 

and struggle as a volleyball game; Forsyth & Eifert, 2007) as well as conceptual frameworks 



RUNNING HEAD: Meditation, Mindfulness, and Acceptance 

 8 

(e.g., willingness vs. willfulness) and behavioral methods (e.g., half-smiling) to promote 

experiential acceptance (Linehan, 2015).  

As will be discussed, there is limited research evidence to guide the use of meditation 

within psychotherapy sessions outside of third-wave treatment packages. And, importantly, 

much of the research on third-wave treatment packages, especially mindfulness, has occurred in 

group settings (although see studies investigating individual MBCT, e.g., Tovote et al., 2014). 

There are elements in the group setting that may make MMA methods particularly helpful (e.g., 

opportunity to learn from others’ experience, sense of shared humanity with others experiencing 

similar difficulties; Yalom & Leszcz, 2005). To the extent to which evidence from treatment 

packages (often delivered in groups) generalizes to implementation in individual therapy, there is 

evidence that all three methods may effectively reduce common forms of psychological distress 

(e.g., depression, anxiety, stress) and may be helpful for chronic pain and substance use (Galante 

et al., 2021; Goldberg et al., 2022b; Goyal et al., 2014; Öst, 2008, 2014).  

In terms of other specific indications, DBT was designed for patients with borderline 

personality disorder, although it includes many other treatment ingredients beyond acceptance 

(e.g., training in emotion regulation and interpersonal effectiveness skills; Linehan, 2015). There 

is some evidence that individuals with greater severity of depression may benefit more from 

MBCT (Kuyken et al., 2016). However, on the whole, moderators of method effectiveness are 

generally unknown. 

Formal meditation and mindfulness methods may calm some patients and enhance a 

sense of alliance, collaboration, and a healing setting. For example, MBCT (Segal et al., 2013) 

conceptualizes mindfulness as a method to detect early signs of relapse and prevent worsening of 
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symptoms through increased awareness and decentering (i.e., ability to dis-identify with internal 

experience; Bernstein et al., 2015).  

Care using MMA methods may be particularly important for individuals who find 

meditation practice aversive and even triggering (Baer et al., 2019; Goldberg et al., 2022a). 

Particular sensitivity should be taken when implementing formal meditation practice for those 

with trauma histories (Goldberg et al., 2022a; Treleaven, 2019). Specific forms of meditation 

(e.g., compassion practice) may be triggering for patients prone to rumination, who may feel 

discouraged by their inability to immediately embody the qualities being cultivated through 

practice (Segal et al., 2013). Nonetheless, the available experimental evidence suggests that 

MMA methods implemented in treatment packages decrease rather than increase the risk of 

symptom worsening (Hirshberg et al., 2020, 2021; Goldberg et al., 2020a). 

With acceptance strategies, the therapist establishes a validating environment prior to 

introducing acceptance methods. Indeed, methods for validating and responding to invalidation 

are included in DBT (Linehan, 2015), as many patients with borderline personality disorder are 

sensitive to perceived emotional invalidation. Patients may reasonably wish to (and be 

encouraged to) make changes to factors contributing to their distress. Thus, acceptance is best 

focused on both immediate (e.g., distress in the current moment) and persistent experiences (e.g., 

chronic illness) that cannot be constructively resolved in another way (i.e., accepting the things 

one cannot change, changing the things one can; Block-Lerner et al., 2009). Therapists 

implementing acceptance should be sensitive to their patients’ resistance to the perceived 

message that their life cannot be better. Of course, acceptance does not imply that change will 

not occur (and Eastern contemplative traditions clearly acknowledge that change is inevitable; 

Bodhi, 2005), and there is strong evidence that acceptance strategies can, somewhat 
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counterintuitively, decrease distress and other symptoms (e.g., pain, substance use; Goldberg et 

al., 2022b; Öst, 2008). 

Assessment 

 Several adherence and competence measures have been designed to assess 

implementation of treatment packages emphasizing MMA methods (e.g., Chawla et al., 2010; 

Hanley & Garland, 2021; Harned et al., 2021; Segal et al., 2002). However, to our knowledge 

these measures have not been used to evaluate implementation outside the treatment package. In 

theory, these measures may include relevant items for implementing them in individual 

psychotherapy. However, it will be vital for future researchers to investigate this possibility 

directly (e.g., by administering items drawn from existing adherence and competence measures). 

Developing measures specifically for evaluating the implementation of MMA methods in 

individual psychotherapy and outside of a treatment package is also an essential step in this area. 

In a study investigating the inclusion of mindfulness within psychotherapy, a measure of 

general psychotherapeutic presence (Therapeutic Presence Inventory; Geller et al., 2010) was 

used to assess therapists’ in-session mindfulness and acceptance based on patient- and therapist-

ratings (Mander et al., 2019). Mander et al. (2019) also included observer-rated items assessing 

the therapists’ provision of specific methods (mindfulness or progressive muscle relaxation in 

this particular study). The authors of this study used a measure designed to assess mindfulness 

practice quality (Practice Quality-Mindfulness [PQ-M]; Del Re et al., 2013) to evaluate patients’ 

perceived quality of their mindfulness practice. Although Mander et al. (2019) conceptualized 

the PQ-M as a measure of mindfulness implementation, it could also reasonably be viewed as a 

measure of outcome (i.e., patient’s mindfulness practice quality being an outcome of an effective 

implementation of a mindfulness method). 
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 Far greater work has focused on developing measures to evaluate the distal (e.g., trait 

mindfulness) and proximal (e.g., state mindfulness) outcomes of MMA methods. Widely-used 

self-report measures of trait mindfulness (as opposed to mindfulness occurring in the moment, 

which would be state mindfulness) that could evaluate the distal effects of these methods include 

the Mindful Attention Awareness Scale (MAAS; Brown & Ryan, 2003) and the Five Facet 

Mindfulness Scale (Baer et al., 2006). These measures are responsive to mindfulness meditation 

training (Goldberg et al., 2019; Quaglia et al., 2016), and the FFMQ has also been shown to 

respond to informal mindfulness practice (Hanley et al., 2015). Both measures have shown 

desirable psychometric properties including acceptable internal consistency as well as evidence 

for construct validity (convergent and discriminant validity) and structural validity (Baer et al., 

2006; Brown & Ryan, 2003). However, it is worth noting that these measures may be responsive 

not only to mindfulness training, but appear to increase in the context of psychological 

treatments (Baer et al., 2019; Goldberg et al., 2019). The Self-Compassion Scale (Neff, 2003) is 

widely used to measure compassion towards self and has been shown to be responsive to brief 

lovingkindness meditation training (Smeets et al., 2014). The Acceptance and Action 

Questionnaire-II (Bond et al., 2011) is designed to assess experiential avoidance (e.g., “I’m 

afraid of my feelings”) and is commonly used within the context of ACT. 

 Although some of these measures have shown responsiveness to short-term training (e.g., 

mindfulness inductions), they are considered trait measures (i.e., measures that do not vary from 

moment-to-moment). There has been parallel development of state measures of mindfulness 

which may be relevant to assessing the impact of mindfulness or meditation methods in a 

particular session. These include a state version of the MAAS (Brown & Ryan, 2003), the 

Toronto Mindfulness Scale (Lau et al., 2006), and the State Mindfulness Scale (Tanay & 
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Bernstein, 2013). As noted above, the Practice Quality – Mindfulness scale (PQ-M; Del Re et al., 

2013) has been used to evaluate within-session implementation of mindfulness practice. Changes 

in the Practice Quality – Mindfulness scale have been linked to improvements in psychological 

symptoms and trait mindfulness within mindfulness interventions (Del Re et al., 2013; Goldberg 

et al., 2014, 2020b). 

Previous Reviews 

 There are dozens of RCTs testing MMA methods as part of larger treatment packages. 

Meta-analyses of these RCTs have concluded that these treatment packages, like various forms 

of psychotherapy (Wampold & Imel, 2015), tend to produce moderate-to-large magnitude effects 

on psychological symptoms when compared to no treatment and produce non-significant effects 

when compared to other forms of psychotherapy (Goldberg et al., 2022b; Goyal et al., 2014; Öst, 

2008; Öst, 2014).  

Meta-analyses have also examined the effects of stand-alone, without-therapy 

mindfulness exercises delivered outside of the context of a mindfulness meditation-based 

intervention as well as brief mindfulness inductions. Results from these meta-analyses suggest 

that stand-alone mindfulness exercises produce small-to-moderate reductions in depression and 

anxiety relative to controls (standardized mean differences = 0.41, 0.39, respectively; Blanck et 

al., 2018). Brief mindfulness inductions may also reduce negative affect, although this effect 

may be exaggerated due to the lack of publication of non-significant findings (i.e., publication 

bias; Schumer et al., 2018). Despite these promising findings, research on the impact of MMA 

methods outside a treatment package is just beginning. This was the motivation to conduct the 

current systematic review.  

Research Review  
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Distal Outcomes of Treatment Packages 

 Many RCTs and meta-analyses of RCTs have examined the efficacy of treatment 

packages implementing MMA methods. The body of research examining mindfulness meditation 

is particularly large. A recent meta-review examined the evidence for mindfulness-based 

interventions seen in 44 meta-analyses of RCTs (Goldberg et al., 2022b). This review identified 

160 different effect sizes characterizing the effects of mindfulness-based interventions from 336 

RCTs (N = 30,483 participants). The mindfulness-based interventions included in these studies 

all involved the repeated practice of mindfulness meditation. The authors identified effect sizes 

representing the largest number of studies for a particular combination of population, 

intervention, comparison group, and outcome (e.g., studies testing MBCT for depressive relapse 

in adults; Kuyken et al., 2016). 

 Although it is not possible to summarize the details of this vast literature in brief, there 

were several patterns of findings. On the whole, mindfulness-based interventions produced small 

to moderate magnitude effects relative to passive control conditions (e.g., waitlist controls) at 

post-treatment, with many effects persisting although often decreasing at follow-up (Goldberg et 

al., 2022b). These effects were observed across a range of populations, types of mindfulness 

interventions, and outcomes, although they tended to be most robust for common psychological 

symptoms (e.g., depression, anxiety). Effect sizes tended to diminish when mindfulness-based 

interventions were compared with active controls (i.e., other interventions intended to be 

therapeutic or “placebo” controls that were designed to control for attention but not include 

therapeutic ingredients), although there was still evidence for superiority in some instances (e.g., 

on common psychological symptoms). When compared directly, mindfulness-based 
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interventions performed very similarly to frontline, evidence-based treatments (e.g., CBT, 

antidepressants; Kuyken et al., 2016). 

 The certainty of the evidence for MMA-based treatment packages is not uniform across 

all demographic groups. Cultural diversity has been understudied and inconsistently reported 

within meditation research (Eichel et al., 2021). The small body of research investigating 

mindfulness-based methods for racial/ethnic minority participants in the US indicates that these 

interventions produce modest benefits (standardized mean differences = 0.26 and 0.11 for 

comparisons with inactive controls and active controls at post-treatment, respectively) with effect 

sizes potentially smaller than those seen for similar interventions in the general population (Sun 

et al., 2021). A growing number of RCTs have investigated mindfulness in non-Western samples 

(e.g., Asian, Middle East; Galante et al., 2021), although to our knowledge it has not been 

established the degree to which efficacy varies across countries. Additional dimensions of 

diversity (gender, sexual orientation, socioeconomic status) remain understudied in relation to 

these methods, although women are more likely than men to enroll in community-based 

mindfulness training (Hirshberg et al., 2020). Further, it is generally unknown which, if any, 

demographic characteristics moderate the impact of these methods. Nonetheless, there are 

reasons to believe that these approaches may be culturally resonant for some cultural groups 

(e.g., alignment with African American spiritual values; Biggers et al., 2020; Woods-Giscombe 

& Black, 2010). 

In-Session Impact of MMA Methods 

We designed our search terms to identify articles investigating one or more of the MMA 

methods. The search terms were: (“mindful*” OR “meditat*” OR “acceptance” OR “dialectical”) 

AND (“psychother*” OR “in session”). The search was conducted on January 18, 2021 using 
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PubMed. Two doctoral students in counseling psychology supervised by two counseling 

psychology professors with experience in systematic reviews and meta-analysis completed 

inclusion/exclusion coding.  

Retrieved references were first coded at the title and abstract level. Full text articles were 

retrieved for studies that passed the title and abstract level of screening. Studies were eligible if 

they a) investigated the use of MMA methods during individual psychotherapy and b) were 

conducted using an adult sample. Both qualitative and quantitative studies were eligible. Studies 

were excluded if they a) focused on a treatment package (e.g., MBSR, MBCT, DBT, ACT, or 

stand-alone modules from these packages that were not delivered in the context of general 

psychotherapy), b) implemented MMA as an intervention for therapists (i.e., not patients), c) 

occurred outside psychotherapy (e.g., analogue studies, mindfulness induction), and d) examined 

mindfulness and/or acceptance as a mechanism (e.g., changes in trait mindfulness) but did not 

manipulate these characteristics (e.g., changes in trait mindfulness measured in routine 

psychotherapy within application of a MMA method). All coding was done independently by the 

two coders, with disagreements discussed by all four authors.   

 Our search returned 4,671 references, which were reviewed at the title and abstract level. 

Forty-five of these were reviewed at the full text level. Three studies were ultimately deemed 

eligible for inclusion, two of which were qualitative studies and one of which was quantitative. 

Figure 1 presents the PRISMA flow diagram. Thus, there were an insufficient number of studies 

to perform a meta-analysis. Given the small number of studies retrieved, we discuss them briefly 

here. 

 The one quantitative study was an RCT that directly evaluated the impact of including 

MMA methods in individual psychotherapy outside the context of a treatment package (Mander 
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et al., 2019). This study included 162 adults with depressive or anxiety disorders who were being 

treated by 48 therapists in an outpatient CBT training clinic in Germany. Patients were randomly 

assigned to receive 5-minute introductions to audio-guided mindfulness meditation (adaptation 

of the breathing space from MBCT), audio-guided progressive muscle relaxation, or treatment-

as-usual (therapist and patient were free to use the first 5 minutes of sessions however they 

would like) at the beginning of each session over a 25-session course of treatment. Therapists 

were trained to deliver the active interventions through two expert-led workshops, separated by 

6-weeks during which the therapists were asked to practice the method (mindfulness meditation 

or progressive muscle relaxation) at home.  

The primary outcome of the five-minute psychotherapy session introductions was 

patients’ general clinical symptoms assessed at four time points. The study had a large sample to 

detect small effects for between-group differences. Several secondary outcomes were assessed, 

including therapeutic alliance, depression, anxiety, and mindfulness. Therapists’ adherence (self-

report and observer rated) was also assessed on their assigned session introduction, therapeutic 

presence, mindfulness practice quality, allegiance, and CBT competence. 

 This is an exemplary study in many respects. It included random assignment conducted 

by an independent research assistant; assessed clinically relevant outcomes in a clinical sample 

(Mander et al., 2015); featured patient-, therapist-, and observer-rated outcomes; provided 

training from experts and opportunities for therapist home practice; had an adequate sample size 

(i.e., was statistically powered) to detect small effects; and incorporated statistical analyses 

accounting for the nested data structure (multilevel models). 

 Within this unusually rigorous context, Mander et al. (2019) reported no evidence for 

differences across types of session introductions. All groups showed moderate to large 
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improvements across their primary outcome and all secondary outcomes. Moreover, the 

researchers found no evidence that assignment to the mindfulness condition moderated the 

alliance-outcome association, nor that baseline demographic or mindfulness-related measures 

moderated the impact of condition assignment on outcomes. 

 The effect sizes for between-group differences on the primary outcome (general clinical 

symptoms) were Cohen’s d = 0.00 (for mindfulness vs. progressive muscle relaxation) and d = 

0.12 (for mindfulness vs. treatment-as-usual). Across the secondary outcomes, the maximum 

between-group differences for mindfulness vs. progressive muscle relaxation was d = 0.31 (for 

therapist-rated therapeutic alliance) and for mindfulness vs. treatment-as-usual d = 0.20 (for 

patient-rated mindfulness). Although between-group effects were not significant, these effect 

sizes were in the small range (i.e., d ≥ 0.20; Cohen, 1988). This raises the question (not raised by 

Mander et al., 2019) as to whether statistical power may have impacted their detection of certain 

between-group contrasts – in other words, the same magnitude effect may have been statistically 

significant in a larger sample. Understandably, Mander et al. were conservative in not testing and 

reporting between-group differences when omnibus tests of differences were not significant.  

Rigorously obtained evidence that all introductions worked equally well should, of 

course, be taken seriously. Thus, the most conservative interpretation is that mindfulness as an 

introduction to a psychotherapy session did not improve clinical outcomes or alliance relative to 

other active introductions. Further, this study provided no indication that some patients may 

benefit more from mindfulness than the other interventions tested (treatment-as-usual and 

progressive muscle relaxation). In other words, no patient-level characteristics (e.g., 

demographic or diagnostic variables) moderated the treatment effects (Mander et al., 2019). 
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From our perspective, a key question in interpreting the results of Mander et al. (2019) is 

did their study test whether integrating mindfulness meditation into individual psychotherapy 

proved helpful. There are probably more individualized and flexible ways of including these 

methods. In routine practice, therapists can flexibly apply mindfulness (or meditation, 

acceptance) within the course of psychotherapy for a particular patient and/or at a particular 

time. This naturalistic implementation is, of course, harder to study experimentally. In addition, 

the study included a relatively modest dose of mindfulness training – 5 minutes at the beginning 

of each session. Thus, it is unclear whether a more intensive inclusion of mindfulness training 

(perhaps coupled with home practice assignments) would have yielded different results. A future 

study could randomly assign therapists to integrate one or more of MMA methods within their 

course of treatment with specific patients and not others.  

We found two qualitative studies in our systematic review on the use of MMA methods 

in individual therapy (Horst et al., 2013; Michaelis et al., 2018). Horst et al. most directly 

examined the impact of incorporating mindfulness in individual psychotherapy. This study was 

conducted with trainee therapists and adult psychotherapy patients. The authors recruited five 

therapist-patient dyads in which the therapist had implemented a mindfulness exercise at least 

twice. The trainee therapists had some training in mindfulness before implementing these 

methods in session, either in the form of an 8-week group practicum or through their own 

independent study (e.g., books, other resources). 

On the whole, both therapists and patients in the Horst et al. (2013) study found these 

practices to be helpful. The dyads reported numerous ways in which mindfulness facilitated the 

therapeutic experience, including reducing the presenting problem (e.g., managing pain), helping 

with transitions (starting and ending sessions), facilitating conversations, producing a calming 
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effect, and slowing the session pace. Both patients and therapists, however, noted a lack of 

confidence in their ability to effectively implement mindfulness, particularly the first time, 

although they became more comfortable with practice. 

Patients and therapists identified features that made these practices more or less 

successful (Horst et al., 2013). The helpful features included having mindfulness as a shared 

experience (therapists and patients practicing together and discussing their shared 

apprehensions), continued practice, mutual trust, and the importance of flexibility (e.g., “moving 

on” from the exercise if a patient did not find it helpful). It also appeared helpful to 

preface/process the experience in the form of conversations before and after the exercise. 

Echoing concerns raised with implementing lovingkindness practice for patients with depression 

(Segal et al., 2013), one patient remarked that “you don’t want to make someone feel like they 

aren’t doing this right” (Horst et al., 2013, p. 377).  

A second qualitative study examined the use of mindfulness-based relaxation methods 

within individual CBT-informed treatment for managing seizures in nine adults (Michaelis et al., 

2018). Patients were given the option of learning about mindfulness during the initial session and 

were then advised to practice it regularly. Seven of the nine patients chose to learn about 

mindfulness. Adherence to home practice was not reported.  

The authors’ qualitative analysis focused on patients’ sense of self-efficacy and mastery. 

Interestingly, mention of mindfulness was rare within the data reported. Two participants noted 

benefits from mindfulness under a theme focused on “shaping everyday life in a way that is good 

for oneself,” while one mentioned mindfulness exercises were not necessary as they were 

engaging in yoga practice. Acceptance appeared more frequently. One participant remarked that 

“the word ‘accepting’ has become my mantra’” (Michaelis et al., 2018, p. 157). Several 
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participants mentioned acceptance as a helpful strategy under the “coping with seizures” theme. 

Self-acceptance also appeared under the “epilepsy as a means of increasing self-knowledge and 

control over one’s life” theme: “I accept epilepsy […]. It is still an illness, […] but people with 

epilepsy are valuable anyway” (Michaelis et al., 2018, p. 158). 

Given our search returned only three studies, in lieu of a meta-analysis, we estimated box 

scores (i.e., summary judgment of the evidence for effects of MMA methods on in-session 

outcomes) for each of the three studies. We used +1, -1, and 0 to denote positive, neutral, and 

negative effects, respectively. To get a weighted box score, we multiplied the box score by the 

sample size for each finding and then computed an average box score across the studies. We 

interpreted box scores between -1 and -.5 as negative, between .5 and +1 as positive, and 

between -.49 and +.49 as neutral. For the one quantitative study (Mander et al., 2019), we 

assigned a score of 0 to reflect the null effects observed for the use of mindfulness as a session-

introducing exercise in a sample of 162 patients. For Horst et al. (2013), we assigned a score of 

+1 for mindfulness in a sample of five therapy dyads (n = 10). For Michaelis et al. (2018), we 

assigned a score of 0 for mindfulness and +1 for acceptance in a sample of nine people with 

epilepsy. The weighted box score for mindfulness was neutral [(0 X 162 = 0 for Mander et al.) + 

(+1 X 10 = 10 for Horst et al.) + (0 X 9 = 0 for Michaelis et al.) = 10 / 181 across both studies =  

0.06 weighted box score]. The weighted box score for acceptance was positive [(1 X 9 = 9 for 

Michaelis et al.) = 9 / 9 across one study = 1 weighted box score]. Taken together, these studies 

provide inconclusive evidence regarding the impact of these methods on in-session outcomes.  

Possible Negative Effects and Harm 

Systematic evaluation of harm and adverse effects in meditation-based methods is 

lacking (Baer et al., 2019). To our knowledge, no systematic evaluation of harm and adverse 
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effects of informal mindfulness or acceptance methods implemented outside of a treatment 

package exists. Thus, we focus here on what is known about meditation practice generally. 

It is widely recognized within the contemplative traditions that these practices can have 

challenging consequences (Lindahl et al., 2017). There is now strong scientific evidence that 

intensive meditation practice (i.e., meditation retreats) in particular can produce a host of 

perceptual, affective, and behavioral shifts that can cause varying degrees of distress, even as 

these experiences may be viewed as natural consequences of spiritual development and even as 

indicators of spiritual progress (Baer et al., 2019; Lindahl et al., 2017). 

It does appear that “unpleasant experiences” are fairly common within meditation-based 

methods (e.g., 67–73% of participants in MBCT; Baer et al., 2020). The estimates of harm 

(defined as worsening) range from 2% to 7% (Baer et al., 2020; Britton et al., 2021; Hirshberg et 

al., 2022). Moreover, 32–50% of individuals in the general population who have been exposed to 

meditation report having had meditation-related challenges, most commonly anxiety, traumatic 

re-experiencing, and increased emotional sensitivity (Goldberg, Lam, et al., 2022). These 

experiences seem to be more common for individuals with proneness toward negative affect 

(depression, anxiety, loneliness) and with early childhood adversity (Goldberg, Lam, et al., 

2022). 

These results highlight the need for clinicians to apply meditation with caution and 

sensitivity, especially when patients have a trauma history. In our view, the available data 

suggest the benefits of meditation generally outweigh the potential harm. Indeed, these negative 

consequences are not associated with whether an individual feels glad to have practiced 

meditation (Goldberg, Lam, et al., 2022), suggesting distressing consequences usually do not 

overshadow the potential benefits. Furthermore, results from RCTs testing meditation apps 
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indicate that they decrease (rather than increase) risk for symptom worsening relative to wait-list 

controls (Goldberg, Imhoff-Smith, et al., 2020; Hirshberg et al., 2021). However, as with any 

intervention, clinicians are encouraged to attend closely to how a particular patient is responding 

to a given intervention approach. 

Limitations of the Research 

 Research on the use of MMA methods in individual psychotherapy outside of treatment 

packages is just beginning. The three studies we identified investigating the use of MMA in this 

way had important limitations, some of which were discussed above. Mander et al. (2019) used a 

brief (5-minute) audio-guided mindfulness meditation practice, but did not examine either a 

more flexible or therapist-led implementation of mindfulness nor the impact of more intensive 

mindfulness practice (e.g., longer session introductions, home practice assigned to patients). The 

two qualitative studies (Horst et al., 2013; Michaelis et al., 2018) included small samples and did 

not involve randomization, making causal inferences not possible. An important limitation across 

all three studies was a lack of evaluation of MMA effects on outcomes theoretically sensitive to 

MMA methods immediately following their implementation. The closest to this was Mander et 

al. who assessed therapeutic alliance at the end of each psychotherapy session. However, this 

was following a 50-minute session (not immediately following the mindfulness practice) and 

therapeutic alliance may or may not be sensitive to mindfulness training. It may well be that 

there are short-term but nonetheless important effects of these methods that are not captured by 

retrospective assessments. Taken together, it remains scientifically uncertain whether promising 

findings drawn from the treatment package literature will apply. 

 We highlight several future directions for future research on MMA methods. There is a 

need to clarify the optimal dosage for incorporating these methods, as they could range from 
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very minimal (e.g., mentioning a meditation app as adjunctive support, including an informal 

acceptance method) to central (e.g., applying these methods once or more every session). It may 

be valuable to investigate the impact of assigning homework outside of session. As noted, 

examining effects on more proximal outcomes (e.g., immediately following the application of a 

MMA method) may be helpful here. It will also be important to clarify when and for whom these 

methods may be most effective as well as when they may be contraindicated. It is also important 

to investigate cultural adaptation of these methods (Sun et al., 2021), given that culturally-

adapted treatments outperform non-adapted treatments for racial/ethnic minority groups in 

psychotherapy generally (Benish et al., 2011). Lastly, it will be important to clarify the necessary 

therapist training for implementing these strategies (Michalak et al., 2019), including whether 

and how training might be incorporated into graduate education. At a minimal, it will be helpful 

for researchers studying these methods to clearly report the training therapists delivering MMA 

methods have both delivering these methods as well as cultivating these capacities through their 

own personal practice (e.g., attending meditation classes and retreats).  

Training Implications 

 There are widely available clinical training programs for learning to implement the 

treatment packages (e.g., MBSR, MBCT, DBT, ACT) from which these MMA methods are 

drawn. Interested clinicians would be well served by participating in MBSR or MBCT as 

participants, trainees, or co-therapists (Michalak et al., 2019). Personal practice probably 

enhances implementing meditation strategies and skillfully managing challenges that arise for 

patients. Indeed, developers of both MBSR and MBCT have emphasized the importance of 

instructors’ personal meditation practice when delivering these approaches (Kabat-Zinn, 2011; 
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Segal et al., 2013). As with most novel strategies, clinicians may benefit from working with 

supervisors who have experience implementing these methods in individual therapy.  

Therapeutic Practices 

The plentiful research evidence on the effectiveness of MMA methods embedded within 

omnibus treatment packages indicates that they can be used successfully. The scant research on 

in-session outcomes on using these methods in individual therapy also suggests that patients may 

find the methods helpful, as do their clinicians. We provide a clinical example of how these 

strategies might be used in session in Supplemental Materials Table 1. Based on this research 

evidence, we offer the following practice recommendations:  

• Consider offering MMA methods to those patients seeking to “accept” or “lean into” 

presenting problems.  

• Recommend MMA to patients with common psychological symptoms (e.g., depression, 

anxiety) as well as those seeking to improve their wellbeing; these groups may be most likely 

to benefit. Consider integrating MMA methods into individual psychotherapy of various 

theoretical orientations. 

• Monitor potential adverse reactions, especially to formal meditation practice, as 

approximately half of those practicing meditation experience some “unpleasant” effects 

along with their benefits. 

• Consider obtaining personal experience and training with MMA methods as they may enable 

you to anticipate and manage these unpleasant experiences among clients.   

• Consider administering instruments to assess the effects of MMA methods, monitor client 

progress, and adjust interventions accordingly (routine outcome monitoring).  
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• Given the limited research related to diversity in MMA methods, clinicians may be advised 

to apply research-informed principles from the broader multicultural counseling and cultural 

adaptation literature (e.g., cultural humility and curiosity)  
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Table 1. Summary effect sizes from review of meta-analyses of randomized controlled trials testing mindfulness-based 

interventions 

Psychiatric condition Control condition ES range Representative ES 95% CI 
Anxiety Passive 0.89 to 0.89 0.89 [0.62, 1.17] 
Depression Passive 0.49 to 1.27 0.59 [0.46, 0.73] 
Anxiety Active -0.18 to 0.17 -0.18 [-0.41, 0.06] 
Depression Active -0.01 to 0.54 0.54 [0.36, 0.73] 

Note: ES range = range of effect sizes reported across meta-analyses for a given category; Representative ES = effect size based on the 

largest number of studies for a given category; CI = confidence interval; Passive = passive control conditions (e.g., waitlist); Active = 

active control conditions (e.g., comparisons with other psychological interventions). Table adapted from Goldberg et al. (2022b). 
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Figure 1. PRISMA flow diagram
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Supplemental Materials Table 1. Clinical Example 

 We provide a fictional vignette to illustrate how one might implement MMA methods in 

individual psychotherapy. 

 Linda was a 39-year-old African American, cisgender, heterosexual woman. She was 

employed as a lawyer at a law firm. She came to psychotherapy struggling with depressed mood, 

anhedonia, intense worry, difficult sleeping, fatigue, and recent back pain which was interfering 

with her recreational activities. She was happily married and the mother of two children aged 5 

and 8, both diagnosed with autism spectrum disorder. Linda regularly attended services at a local 

church, and her religion was an important part of her worldview and support system.  

The therapist, Dr. Chen, had seen Linda for three sessions. Dr. Chen is a 56-year-old, 

Chinese American, cisgender, heterosexual woman who primarily works from a cognitive 

behavioral theoretical orientation. Their work is taking place in a private practice setting in the 

United States. Dr. Chen has focused on building rapport, gathering background information, 

setting norms and expectations for psychotherapy, and providing cognitive behavioral methods 

for managing mood (e.g., behavioral activation), sleep (e.g., sleep hygiene), and chronic pain 

(e.g., encouraged consultation with medical provider and physical therapist). Linda benefitted 

some from these strategies but remained distressed and discouraged by her life challenges. This 

vignette is from the fourth session of their therapy. 

Therapist (T): Linda, I want to acknowledge all of the efforts you have been putting into 

improving your mental health, especially in the past few weeks. I know this can be really 

challenging to do, particularly when you’re not feeling so great to begin with. It’s clear you want 

to feel better. 
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Patient (P): Thank you, Dr. Chen. I have been trying to follow-up on the suggestions you have 

given me. I think what we’re doing has been helpful. But I also know there’s a long way to go 

and sometimes it just feels like things are never really going to get better for me. 

T: It’s true that there are some pretty major stressors in your life right now. I’m sure most people 

in your situation would feel overwhelmed. And some of these stressors are probably going to be 

around for a while. Along with the strategies we’ve discussed already in therapy, I was 

wondering if you might be open to exploring another method that some of my patients have 

found really helpful. Have you ever tried mindfulness meditation? 

P: No, not really, but I have heard of it before. I do go to church every Sunday and try to pray a 

few times a week. That’s kind of like meditation for me. 

T: Definitely. For many people, prayer can be a way to center themselves, and there is good 

scientific evidence that prayer can be really helpful for mental health. 

P: I know my connection to God really helps me. But maybe this meditation thing could be 

helpful too? 

T: Maybe. We could explore it a bit in here together, if you like. 

P: Sure. 

T: Okay. Well, in a nutshell, mindfulness involves practicing being with our moment-to-moment 

experience, just as it is. Of course, this can be challenging when the way things are going is 

painful or unpleasant. With some practice, we can build our capacity to stay with things, even 

those that are painful, without having to push them away. There’s been a lot of research done on 

mindfulness and it has been shown, somewhat paradoxically, to decrease the distress associated 

with the painful things one may experience, including some of the things you’re struggling with. 

If you’re open to it, I could guide us in a brief mindfulness practice together now. 
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P: I’m curious. Let’s try it. 

T: Great. So if you’re comfortable, feel free to close your eyes [short pause]. Find a comfortable 

position to sit in your chair – ideally one that is both relaxed but also alert. It can be helpful to 

keep the back straight, if that feels comfortable to you. Take a few, deep breaths [pause]. We can 

start just paying attention to how it feels in the body to be sitting here. What do the feet feel like 

on the floor [short pause]? What does the chair feel like? Are there other sensations happening in 

the body – maybe pain, tightness, heat, or cold? There’s no need to evaluate any of these 

experiences, just to get a little curious about what physical sensation is like [pause]. See if you 

can get the mind curious about these very ordinary experiences [pause]. Take a moment to see 

what’s happening emotionally. How are you feeling? Tired, anxious, sad, excited, relaxed 

[pause]? Our job with this practice is simply to notice what’s here. If a strong emotion is present 

– maybe anxiety or sadness – see if it’s possible to connect with this feeling with a sense of care 

and curiosity. If the feeling becomes overwhelming, you can move your attention back to the 

body, maybe the feet on the floor [short pause].  

Let’s take a few minutes just noticing what’s happening in the body and the heart [longer 

pause]. Great. That’s it. How was that for you? 

P: Wow, I can’t believe how hard it was to pay attention to my body! Is everybody’s mind so 

cluttered? 

T: In my experience, yes. And it can be a lot to see that, especially at the beginning. What was it 

like to try to stay with what was happening in your body and your emotions? What did you 

notice? [initiating brief inquiry, could be longer in actual practice] 

P: It was intense, especially for the first few minutes. I could feel my heart beating fast and some 

pain in my back. Then I started to worry about my kids, who have been having a tough week. 
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But I think I calmed down a little by the end. There’s just so much happening in my life right 

now [soft crying]. 

T: There is so much happening in your life right now. And, it takes a huge amount of courage to 

turn towards that, like you’re doing right now. 

P: I just wish I could make some of my problems go away. 

T: I’m sure. And I do think some of the changes you’ve started making like not going on social 

media right before sleeping will help. And, like you’ve said, life is hard and some of the hard 

parts of life are not going away anytime soon. What would you think of incorporating a few 

minutes of a practice like this into your daily routine, maybe as a complement to the other things 

you’re trying? 

P: I could give that a try. I can see how it might be helpful. Maybe I could do this for a few 

minutes before I pray. I could see them going nicely together. 

T: I love that idea. We could even start our sessions together with a minute or two of 

mindfulness. I can give you some suggestions for apps you can use at home. 


