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Wichtige Impulse:

• Akzeptanz als 
komplementäres Prinzip

• Veränderte Haltung zu 
Gedanken/innere 
Erfahrungen
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Starke Aufmerksamkeit
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Achtsamkeit bei Angst und Depression
Referentin: Dr. Main Huong Nguyen 
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• Qick Fix für alle möglichen psychischen 
Problemstellungen 

• Die Lösung für die durch Beschleunigung und To 
– do Listen und Burnout geplagte Gesellschaft

• Die Lösung für hohe Raten von Fehlzeiten in 
Betrieben ist

• Sanfte und natürliche Methode ohne jegliche 
Nebenwirkungen 
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Kritische Fragen:

• Nebenwirkungen von Achtsamkeit 

• Ego-Freiheit vs. Ego-Gebundenheit

• McMindfulness



McMindfulness
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Purser, R. (2019). McMindfulness: How mindfulness became the new capitalist spirituality. Repeater.
Heidenreich, T., & Michalak, J. (2007). Achtsamkeit und Akzeptanz: Opium für das Volk?. PiD-Psychotherapie im 
Dialog, 8(02), 194-195.

Achtsamkeit bei Angst und Depression
Referentin: Dr. Main Huong Nguyen 
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Forschung zu Achtsamkeit
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Ausgangspunkt

Übersichtsarbeiten und Meta-Analysen der Jahre 2002-2004:
• Bishop (2002): Psychosomatic Medicine

• Baer (2003): Clinical Psychology: Science and Practice

• Grossman, Niemann, Schmidt & Walach (2004): Journal of 

Psychosomatic Research
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Psychosomatic Research

• Effekte (mi*lerer Stärke) bei unterschiedlichen körperlichen 
und psychischen Störungen

• „probably established“ (MBSR und MBCT)



Ausgangspunkt

• Noch nicht „well established treatment“

• Vergleich mit akGven „first line“ IntervenGonen fehlt

• Wirkungsweise unklar

Übersichtsarbeiten und Meta-Analysen der Jahre 2002-2004:
• Bishop (2002): Psychosomatic Medicine

• Baer (2003): Clinical Psychology: Science and Practice

• Grossman, Niemann, Schmidt & Walach (2004): Journal of 

Psychosomatic Research



MBCT: Well established treamtment?

Kriterien „well established“
1.Wenigstens zwei gute experimentelle Studien mit 
Gruppendesign die die Effektivität auf eine der folgenden Arten 
zeigen:

a. Überlegen gegenüber Placebobedingung oder anderer 
Behandlung

b. Äquivalent gegenüber einer anderen wirksamen 
Therapie

2.....
3.....
4. Patientengruppe muss klar spezifiziert sein
5.Effekte müssen von wenigsten zwei unabhängigen 
Forschergruppen nachgewiesen worden sein. 
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Wirksamkeit MBCT

Copyright 2016 American Medical Association. All rights reserved.

Efficacy of Mindfulness-Based Cognitive Therapy
in Prevention of Depressive Relapse
An Individual Patient Data Meta-analysis
From Randomized Trials
Willem Kuyken, PhD; Fiona C. Warren, PhD; Rod S. Taylor, PhD; Ben Whalley, PhD; Catherine Crane, PhD; Guido Bondolfi, MD, PhD; Rachel Hayes, PhD;
Marloes Huijbers, MSc; Helen Ma, PhD; Susanne Schweizer, PhD; Zindel Segal, PhD; Anne Speckens, MD; John D. Teasdale, PhD;
Kees Van Heeringen, PhD; Mark Williams, PhD; Sarah Byford, PhD; Richard Byng, PhD; Tim Dalgleish, PhD

IMPORTANCE Relapse prevention in recurrent depression is a significant public health
problem, and antidepressants are the current first-line treatment approach. Identifying an
equally efficacious nonpharmacological intervention would be an important development.

OBJECTIVE To conduct a meta-analysis on individual patient data to examine the efficacy of
mindfulness-based cognitive therapy (MBCT) compared with usual care and other active
treatments, including antidepressants, in treating those with recurrent depression.

DATA SOURCES English-language studies published or accepted for publication in
peer-reviewed journals identified from EMBASE, PubMed/Medline, PsycINFO, Web of
Science, Scopus, and the Cochrane Controlled Trials Register from the first available year to
November 22, 2014. Searches were conducted from November 2010 to November 2014.

STUDY SELECTION Randomized trials of manualized MBCT for relapse prevention in recurrent
depression in full or partial remission that compared MBCT with at least 1 non-MBCT
treatment, including usual care.

DATA EXTRACTION AND SYNTHESIS This was an update to a previous meta-analysis. We
screened 2555 new records after removing duplicates. Abstracts were screened for full-text
extraction (S.S.) and checked by another researcher (T.D.). There were no disagreements. Of
the original 2555 studies, 766 were evaluated against full study inclusion criteria, and we
acquired full text for 8. Of these, 4 studies were excluded, and the remaining 4 were
combined with the 6 studies identified from the previous meta-analysis, yielding 10 studies
for qualitative synthesis. Full patient data were not available for 1 of these studies, resulting in
9 studies with individual patient data, which were included in the quantitative synthesis.

RESULTS Of the 1258 patients included, the mean (SD) age was 47.1 (11.9) years, and 944
(75.0%) were female. A 2-stage random effects approach showed that patients receiving
MBCT had a reduced risk of depressive relapse within a 60-week follow-up period compared
with those who did not receive MBCT (hazard ratio, 0.69; 95% CI, 0.58-0.82). Furthermore,
comparisons with active treatments suggest a reduced risk of depressive relapse within a
60-week follow-up period (hazard ratio, 0.79; 95% CI, 0.64-0.97). Using a 1-stage approach,
sociodemographic (ie, age, sex, education, and relationship status) and psychiatric (ie, age at
onset and number of previous episodes of depression) variables showed no statistically
significant interaction with MBCT treatment. However, there was some evidence to suggest
that a greater severity of depressive symptoms prior to treatment was associated with a
larger effect of MBCT compared with other treatments.

CONCLUSIONS AND RELEVANCE Mindfulness-based cognitive therapy appears efficacious as a
treatment for relapse prevention for those with recurrent depression, particularly those with
more pronounced residual symptoms. Recommendations are made concerning how future
trials can address remaining uncertainties and improve the rigor of the field.

JAMA Psychiatry. 2016;73(6):565-574. doi:10.1001/jamapsychiatry.2016.0076
Published online April 27, 2016.
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RCTs, in denen MBCT mit mindestens einer Kontrollbedingung 
verglichen 

• Insgesamt 9 Studien

Ergebnisse:

• Patienten/Patientinnen mit MBCT: 38% Rückfallrisiko 

• Patienten/Patientinnen ohne MBCT: 49%  Rückfallrisiko 

Meta-Analyse Kuyken et al. (2016)



• Sign. weniger Rückfälle bei MBCT als bei medikamentöser 
Behandlung 

• Keine Prädiktoren für Rückfälle: 

o Soziodemographische Variablen (Alter, Geschlecht, Bildung, 
Beziehung)

o störungsbezogene Variablen (Alter des Krankheitsbeginns, 
vorhergehende Anzahl depressiver Episoden)

• Einziger Prädiktor: Schwere der Symptome vor Beginn der 
Behandlung

Meta-Analyse Kuyken et al. (2016)
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Mindfulness-based interventions for psychiatric disorders: A systematic
review and meta-analysis

Simon B. Goldberga,b,c,⁎, Raymond P. Tuckerd, Preston A. Greenea, Richard J. Davidsonb,e,
Bruce E. Wampoldc,f, David J. Kearneya, Tracy L. Simpsona,g
a VA Puget Sound Health Care System, Seattle, WA, USA
b Center for Healthy Minds, University of Wisconsin - Madison, Madison, WI, USA
c Department of Counseling Psychology, University of Wisconsin - Madison, Madison, WI, USA
d Department of Psychology, Louisiana State University, Baton Rouge, LA, USA
e Department of Psychology, University of Wisconsin - Madison, Madison, WI, USA
f Modum Bad Psychiatric Center, Vikersund, Norway
g Center for Excellence in Substance Abuse Treatment and Education, VA Puget Sound Health Care System, Seattle, WA, USA

H I G H L I G H T S

• We examined the relative efficacy of mindfulness-based interventions on clinical symptoms of psychiatric disorders.

• 142 randomized clinical trials were included (N = 12,005 participants). Control conditions were coded on a five-tier system.

• At post-treatment, mindfulness interventions were equivalent to evidence-based treatments and superior to other comparisons.

• At follow-up, mindfulness interventions were equivalent to minimal and evidence-based treatments and superior to others.

• The most consistent evidence for mindfulness-based interventions was seen for depression, pain, smoking, and addictions.

A R T I C L E I N F O

Keywords:
Mindfulness
Meditation
Meta-analysis
Psychiatric disorders
Relative efficacy
Evidence-based treatments

A B S T R A C T

Despite widespread scientific and popular interest in mindfulness-based interventions, questions regarding the
empirical status of these treatments remain. We sought to examine the efficacy of mindfulness-based inter-
ventions for clinical populations on disorder-specific symptoms. To address the question of relative efficacy, we
coded the strength of the comparison group into five categories: no treatment, minimal treatment, non-specific
active control, specific active control, and evidence-based treatment. A total of 142 non-overlapping samples and
12,005 participants were included. At post-treatment, mindfulness-based interventions were superior to no
treatment (d= 0.55), minimal treatment (d= 0.37), non-specific active controls (d= 0.35), and specific active
controls (d= 0.23). Mindfulness conditions did not differ from evidence-based treatments (d =−0.004). At
follow-up, mindfulness-based interventions were superior to no treatment conditions (d = 0.50), non-specific
active controls (d= 0.52), and specific active controls (d= 0.29). Mindfulness conditions did not differ from
minimal treatment conditions (d= 0.38) and evidence-based treatments (d= 0.09). Effects on specific disorder
subgroups showed the most consistent evidence in support of mindfulness for depression, pain conditions,
smoking, and addictive disorders. Results support the notion that mindfulness-based interventions hold promise
as evidence-based treatments.

1. Introduction

Mindfulness-based interventions have experienced a marked in-
crease in scientific and popular interest in the past two decades. Recent
commentaries have, however, raised questions regarding the evidence
base for this family of therapies. Farias, Wikholm, and Delmonte (2016)

voiced several concerns, particularly the use of non-active control
conditions (i.e., waitlist controls) in randomized clinical trials (RCTs) of
mindfulness therapies along with a lack of specificity regarding out-
comes that these treatments may or may not impact. Others have
questioned the degree to which selective reporting of results may in-
troduce systematic bias into the literature, thereby overstating the

http://dx.doi.org/10.1016/j.cpr.2017.10.011
Received 26 August 2017; Received in revised form 21 October 2017; Accepted 31 October 2017

⁎ Corresponding author at: Veteran Affairs Puget Sound Health Care System – Seattle Division, 1660 South Columbian Way, Seattle, WA 98108, USA.
E-mail address: sbgoldberg@wisc.edu (S.B. Goldberg).
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Meta-Analyse mit 142 RCTs und 12.005 Teilnehmenden

Vergleich mit aktiven 
„first line“Interventionen I 
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E-mail address: sbgoldberg@wisc.edu (S.B. Goldberg).
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MBIs waren: 

• Wirksamer als keine Behandlung (d = 0,52) 
• Wirksamer als minimale Behandlung (d = 0,37)
• Wirksamer als nicht-spezifische aktive Behandlung (d = 0,35) 
• Wirksamer als spezifische aktive Behandlung (d = 0,23) 
• Kein Unterschied zu evidenz-basierte Behandlung (d = -0,004)

Vergleich mit aktiven 
„first line“Interventionen I 



RCTs mit direktem Vergleich von kognitiver Verhaltenstherapie (CBT) 
und achtsamkeitsbasierten Verfahren (MBI) bei akuter Depression

• 30 RCTs mit insgesamt 2750 Patientinnen und Patienten
• CBT und MBI waren signifikant äquivalent zum Post-Messzeitpunkt 

(Hedge‘s g = -0.009)
• CBT und MBI waren signifikant äquivalent zum Follow-up-

Messzeitpunkt (Hedge‘s g = -0.033)
• Unterschiede zum Follow-up waren geringer für MBCT als für MBSR

Vergleich mit aktiven 
„first line“Interventionen II

Clinical Psychology Review 100 (2023) 102234

Available online 5 December 2022
0272-7358/© 2022 The Authors. Published by Elsevier Ltd. This is an open access article under the CC BY license (http://creativecommons.org/licenses/by/4.0/).

Review 

Comparing the efficacy of mindfulness-based therapy and 
cognitive-behavioral therapy for depression in head-to-head randomized 
controlled trials: A systematic review and meta-analysis of equivalence 

Kristine Trettø Sverre a, Eva Rames Nissen b, Ingeborg Farver-Vestergaard c, Maja Johannsen b, 
Robert Zachariae b,d,* 

a Department of Adult Psychiatry, Volda Hospital, Volda, Norway 
b Department of Psychology and Behavioural Sciences, Aarhus University, Aarhus, Denmark 
c Department of Medicine, Vejle Hospital, Vejle, Denmark 
d Department of Oncology, Aarhus University Hospital, Aarhus, Denmark   

A R T I C L E  I N F O   

Keywords: 
Affective disorders 
Psychological treatment 
Psychotherapy 
Mindfulness-based interventions 
Adults 

A B S T R A C T   

Background: While Cognitive Behavioral Therapy (CBT) is recommended as first-line treatment for depression, a 
significant minority do not show an adequate treatment response. Despite evidence for the efficacy of 
Mindfulness-Based Therapies (MBT) both in treating current depression and preventing relapse, it remains un-
known whether MBT and CBT are equivalent in the treatment of current depression. 
Methods: Five databases were searched for randomized controlled trials (RCTs) directly comparing MBT with CBT 
and including depression as primary or secondary outcome. 
Results: When pooling the results of 30 independent RCTs with a total of 2750 participants, MBT and CBT were 
statistically significantly equivalent at both post-intervention (Hedges’s g = −0.009; p < .001) and follow-up (g 
= −0.033; p = .001). Supplementary Bayesian analyses provided further support for the alternative hypothesis of 
no difference between MBT and CBT. When exploring possible sources of heterogeneity, the differences at follow- 
up were smaller between CBT and mindfulness-based cognitive therapy (MBCT) than between CBT and 
mindfulness-based stress-reduction (MBSR) (Slope = 0.37;p = .022). 
Conclusion: The currently available evidence suggests that that MBT and CBT are equally efficacious in treating 
current adult depression. It remains unclear whether the similar effects of the two intervention types are due to 
different mechanisms or common factors.   

1. Introduction 

Depression is one of the most common mental disorders worldwide, 
and it is estimated that around 280 million people suffer from depression 
at any time (World Health Organization, 2021). Depression affects not 
only the depressed individual and his or her immediate family but also 
has consequences for society at large (Lépine & Briley, 2011). Due to 
impaired functioning and early mortality, depression is an economic 
burden in terms of reduced or lost work and increased use of health care 
services (Lépine & Briley, 2011; P. S. Wang, Simon, & Kessler, 2003). 
The World_Health_Organization (2021) considers depression to be a 
substantial contributor to global disability, confirming the severe 

negative impact of depression. 
Cognitive-behavioral therapy (CBT) has proven efficacious in the 

treatment of depression (e.g., Butler, Chapman, Forman, & Beck, 2006; 
Cuijpers et al., 2013) and is recommended as a first-line psychological 
treatment for depression (American Psychological Association, 2019; 
The_National_Institute_for_Health_and_Care_Excellence, 2009). Howev-
er, many patients relapse or continue to show residual symptoms 
(Paykel, 2007; Thase et al., 1992; Vittengl, Clark, Dunn, & Jarrett, 2007) 
or continue to experience residual symptoms (Taylor, Walters, Vittengl, 
Krebaum, & Jarrett, 2010). During the last two decades, mindfulness- 
based therapies (MBT) have received increased attention as possible 
interventions for depression, and the results of several meta-analyses 

* Corresponding author at: Unit for Psychooncology and Health Psychology, Department of Psychology and Department of Oncology, Aarhus University Hospital/ 
Aarhus University, Bartholins Alle 11, DK8000C Aarhus, Denmark. 

E-mail address: bzach@rm.dk (R. Zachariae).  
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Received 20 December 2021; Received in revised form 1 September 2022; Accepted 23 November 2022   



Systema(sches Review von Meta-Analysen:
• 44 Meta-Analysen
• Insgesamt 160 Effektstärken wurden eingeschlossen 

in den Review
• Insgesamt 30.483 Teilnehmer



Ergebnisse:

Über eine Vielzahl von Popula(onen, Problemen und 
Arten von Achtsamkeitsprogrammen zeigte sich:

• Achtsamkeitsbasierte Programme sind gegenüber 
passiven Wartekontrollbedingungen überlegen

• Gleich effek(v oder überlegen gegenüber ak(ven 
Kontrollbedingungen und evidenzbasierten 
Verfahren 

Review Goldberg et al. (2021)



MBCT unter Routinebedingungen

Patienten/Patientinnen aus fünf Public Mental Health Services in 
Großbritannien die an MBCT-Kursen teilgenommen haben (n =1554) 

Ergebnisse: 
• Bei Patienten/Patientinnen, die vor Kursbeginn unter dem 

klinischen Cut-off Wert lagen, (n = 726) verbesserten sich 
depressive Symptome signifikant (d = 0.33)

• Patienten/Patientinnen, die vor Kursbeginn oberhalb des 
klinischen Cut-off Wert lagen (n = 726) verbesserten sich 
depressive Symptome signifikant (d = 0.86)

ORIGINAL PAPER

The Effectiveness of Mindfulness-Based Cognitive Therapy (MBCT)
in Real-World Healthcare Services

Alice Tickell1 & Susan Ball2 & Paul Bernard3 & Willem Kuyken1 & Robert Marx4 & Stuart Pack5 & Clara Strauss6 &

Tim Sweeney7 & Catherine Crane1

Published online: 12 January 2019
# The Author(s) 2019

Abstract
Depression is common with a high risk of relapse/recurrence. There is evidence from multiple randomised controlled trials
(RCTs) demonstrating the efficacy of mindfulness-based cognitive therapy (MBCT) for the prevention of depressive relapse/
recurrence, and it is included in several national clinical guidelines for this purpose. However, little is known about whether
MBCT is being delivered safely and effectively in real-world healthcare settings. In the present study, five mental health services
from a range of regions in the UK contributed data (n = 1554) to examine the impact ofMBCTon depression outcomes. Less than
half the sample (n = 726, 47%) entered with Patient Health Questionnaire (PHQ-9) scores in the non-depressed range, the group
for whom MBCT was originally intended. Of this group, 96% sustained their recovery (remained in the non-depressed range)
across the treatment period. There was also a significant reduction in residual symptoms, consistent with a reduced risk of
depressive relapse. The rest of the sample (n = 828, 53%) entered treatment with PHQ-9 scores in the depressed range. For this
group, 45% recovered (PHQ-9 score entered the non-depressed range), and overall, there was a significant reduction in depres-
sion severity from pre-treatment to post-treatment. For both subgroups, the rate of reliable deterioration (3%) was comparable to
other psychotherapeutic interventions delivered in similar settings. We conclude that MBCT is being delivered effectively and
safely in routine clinical settings, although its use has broadened from its original target population to include people experiencing
current depression. Implications for implementation are discussed.

Keywords Mindfulness-based cognitive therapy . Depression . Implementation . Service delivery . Effectiveness

Depression is a common anddebilitatingmental health condition.
Globally, it is thought toaffectmore than300millionpeopleand is
a leading cause of disability-adjusted life years (WHO 2008). Of
those peoplewho access treatment, pharmacological and psycho-
logical approaches are most commonly used and are relatively
effective in supporting people to remission (Hollon 2016;
McManus et al. 2016). However, even when acute treatment is
successful, peoplewith a history of depression have a high risk of
relapse/recurrence that increaseswitheachsuccessiveepisode: the
likelihood is at least 40% after a first episode, 60% after a second,
and as high as 90% after a third (Eaton et al. 2008; Moffitt et al.
2010;Solomonetal.2000).Therefore, theclinicalmanagementof
depression encompasses both acute and maintenance treatments.

Mindfulness-based cognitive therapy (MBCT)was developed
as a relapse prevention programme, to help people who are at
high risk of depressive relapse/recurrence to learn the skills to
stay well in the long term (Segal et al. 2002). It is a psychosocial
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Studie zu MBCT in einer große heterogenen Stichprobe von 
ambulanten psychiatrischen Patienten/Patientinnen (n = 998)

Ergebnisse: 
• Gute Teilnahme (94% mindestens 4 Sitzungen) 
• Gute Verbesserung des allgemeinen „Funktionsniveaus“ (d = 

0.50) 
• Verbesserungen zeigten sich in allen Diagnosegruppen 
• Niedriges allgemeines Funktionsniveau zu Beginn war der 

einzige Prädiktor für die Stärke der Verbesserung 

MBCT unter Routinebedingungen

Journal of Psychiatric Research 142 (2021) 144–152

Available online 24 July 2021
0022-3956/© 2021 The Authors. Published by Elsevier Ltd. This is an open access article under the CC BY license (http://creativecommons.org/licenses/by/4.0/).

Putting mindfulness-based cognitive therapy to the test in routine clinical 
practice: A transdiagnostic panacea or a disorder specific intervention? 

Dirk E.M. Geurts a,b,1,*, N. Marlou Haegens a,b,1, Marleen H.C.T. Van Beek a,b, 
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A B S T R A C T   

Background: Over the past two decades there has been a growing number of randomized clinical trials supporting 
the efficacy of mindfulness-based cognitive therapy (MBCT) in the treatment of several psychiatric disorders. 
Since evidence for its effectiveness in routine clinical practice is lagging behind, we aimed to examine adherence, 
outcome and predictors of MBCT in a well-characterized, heterogeneous outpatient population in routine clinical 
practice. 
Methods: Data were collected from a naturalistic uncontrolled cohort of 998 patients formally diagnosed with 
mainly depression, anxiety disorders, personality disorders, somatoform disorders and/or ADHD. Patients 
received protocolized MBCT and completed self-report questionnaires pre- and post-treatment on overall func-
tioning (Outcome Questionnaire, primary outcome), depressive symptoms, worry, mindfulness skills and self- 
compassion. Pre-to post-treatment changes were analysed for the overall sample and each diagnostic category 
separately with paired sample t-tests, reliable change indices (only overall sample) and repeated measures 
ANOVA for groups with and without comorbidity. Multiple linear regression was carried out to assess possible 
predictors of adherence and change in overall functioning. 
Results: Adherence was high (94%) but negatively affected by lower levels of education, more comorbidity and 
presence of ADHD. Outcome in terms of improvement in overall functioning was good in the overall sample 
(Cohen’s d = 0.50, 30% showed reliable improvement vs. 3.5% reliable deterioration) and within each diagnostic 
category (Cohen’s d range = 0.37–0.61). Worse overall functioning at baseline was the only predictor for a larger 
treatment effect. 
Conclusions: After MBCT, overall functioning improved in a large heterogeneous psychiatric outpatient popula-
tion independent of diagnosis or comorbidity.   

1. Introduction 

Mental health disorders are considered the leading cause of public 
health challenges in the World Health Organization (WHO) European 
Region, measured by prevalence, burden of disease and disability 
(World Health Organisation, 2015). In order to alleviate and prevent 
suffering from mental health disorders, we need effective therapeutic 
strategies that can be widely implemented. Over the past two decades 

meta-analyses have revealed promising effects of mindfulness-based 
interventions (MBIs) across psychiatric disorders (e.g. Goldberg et al., 
2018). However, studies of these effects in routine clinical practice are 
scarce (Dimidjian and Segal, 2015). 

Mindfulness is described as a moment-to-moment awareness of 
thoughts, feelings and bodily sensations, which can be trained by 
consistently bringing awareness to the present experience (Segal et al., 
2002). By doing so people learn to recognize judgmental patterns 
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Literature investigating ‘positive’ states of mental health or states 
of mental wellbeing has proliferated1. Traditionally, these sub-
jective interpretations of wellbeing are placed in the context 

of ‘hedonic’ and ‘eudaimonic’ wellbeing, or the search for plea-
sure and happiness compared to striving for optimal psychological 
functioning and self-realization. These two aspects of wellbeing are 
operationalised by two streams of research. One stream focuses on 
subjective wellbeing2, studying affect and life satisfaction; the other 
stream focuses on psychological wellbeing3, and includes areas such 
as meaning or purpose and positive relationships. More than 40 
years of observational and interventional research has linked high 
mental wellbeing to improvements in health, development and lon-
gevity as well as other outcomes4.

For example, improvement in mental wellbeing over a 10-year 
period is associated with reducing the risk of developing mental 
illness by up to 8.2 times in people without mental illness5,6 and 
with improving the chance of recovery in people with mental ill-
ness7,8. Similarly, good mental wellbeing is predictive of recovery 
from physical illnesses4—for instance, in the case of acute coronary 
syndrome, even when accounting for the impact of depression and 
anxiety9. This is notable in light of the growing body of scientific 
literature demonstrating that states of mental wellbeing can be seen 
as independent from states of mental illness, despite their overlap 
and interrelation. A recent scoping review10 identified more than 80 
peer-reviewed studies that supported the notion that ‘indicators’ or 
‘states’ of mental wellbeing can occur regardless of the presence or 
diagnosis of mental illness, that both constructs have common but 

also differential antecedents, that both needed to be assessed using 
dedicated scales, and that psychological interventions can lead 
either to improvements in both mental wellbeing and indicators of 
illness, or to changes in only one of the domains. A visualization of 
this relationship is displayed in Fig. 1.

This evidence is first increasingly elevating mental wellbeing 
as a therapeutic route to disease prevention as well as clinical and 
personal recovery11,12. Second, it points to the utility of addressing 
mental wellbeing in both clinical and non-clinical populations. This 
research direction paves the way for systematic implementation of 
interventions and therapeutic approaches that focus on (1) the pro-
motion of mental wellbeing as its own essential outcome regardless 
of the presence of physical or mental illness; and (2) mental wellbeing 
as a complementary target when interventions that are based on tra-
ditional therapeutic approaches do not have the desired effect—for 
example, if they do not lead to clinically meaningful changes or do 
not resonate with the individual patient13. Interventions that target 
symptoms of mental illness and those that target mental wellbeing 
can focus on shared processes—for example, reducing rumination 
or building a sense of purpose—but can also focus on differential 
antecedents or target areas—for example, guilt or hopelessness for 
mental illness or personal growth for wellbeing. As a consequence, 
psychological or behavioural interventions, defined as activities or 
groups of activities aimed to change behaviours, feelings and emo-
tional states14, can lead to improvements in either mental wellbeing 
or mental illness, or both. While existing evidence syntheses point 
to the potential utility of psychological interventions, our current 

A systematic review and meta-analysis of 
psychological interventions to improve mental 
wellbeing
Joep van Agteren! !1,2 ✉, Matthew Iasiello! !1,2,3, Laura Lo1, Jonathan Bartholomaeus1,4,5, 
Zoe Kopsaftis! !6,7,8, Marissa Carey1 and Michael Kyrios! !1,2,9

Our current understanding of the efficacy of psychological interventions in improving mental states of wellbeing is incomplete. 
This study aimed to overcome limitations of previous reviews by examining the efficacy of distinct types of psychological inter-
ventions, irrespective of their theoretical underpinning, and the impact of various moderators, in a unified systematic review and 
meta-analysis. Four-hundred-and-nineteen randomized controlled trials from clinical and non-clinical populations (n!=!53,288) 
were identified for inclusion. Mindfulness-based and multi-component positive psychological interventions demonstrated 
the greatest efficacy in both clinical and non-clinical populations. Meta-analyses also found that singular positive psycho-
logical interventions, cognitive and behavioural therapy-based, acceptance and commitment therapy-based, and reminiscence 
interventions were impactful. Effect sizes were moderate at best, but differed according to target population and moderator, 
most notably intervention intensity. The evidence quality was generally low to moderate. While the evidence requires further 
advancement, the review provides insight into how psychological interventions can be designed to improve mental wellbeing.
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significantly improved wellbeing in the physically ill cohorts, show-
ing moderate effect sizes. Effect sizes for the general and mentally  
ill population were small, but significant. However, the evidence 
quality was graded as low for both clinical populations.

PPIs, singular. The combined effect size of singular PPIs on wellbe-
ing in the general population was small and significant. The total 
number of studies investigating PPIs in the general population was 
large and overall the evidence quality was graded as high. There 
were insufficient studies that investigated the impact of singular 
PPIs in physically ill populations. The impact of singular PPIs in 
cohorts with a mental illness was significant, but the evidence qual-
ity was very low. This was the result of risk of bias, imprecise effect 
size estimate and the fact that the analysis was underpowered due to 
a low combined sample size.

A number of distinct individual PPIs could furthermore be 
included into their own distinct meta-analyses, which are detailed 
in the Supplementary Fig. 3 and Supplementary Table 5. In brief, the 
following PPIs were included in distinct meta-analyses: three good 
things, best possible selves or other interventions focusing on build-
ing optimism, character strength interventions, gratitude interven-
tions and interventions aimed at induces or experiencing pleasure 
(referred to as pleasurable activities). Only character strength inter-
ventions reached a significant positive effect that was meaningful. 
The evidence quality for all singular PPI meta-analyses was low.

Reminiscence interventions. A significant positive effect on men-
tal wellbeing in the general population was found. Similarly, a small 
positive effect of reminiscence intervention in cohorts with a men-
tal illness was found. The evidence quality for both outcomes was 
low as a result of risk of bias and wide confidence intervals.

Impact of moderators on intervention effect on wellbeing. Table 4  
summarizes the effect sizes for each moderator of intervention 
effect on wellbeing. In the general population, all three types of 

intervention intensity showed significant impact reaching a small 
effect size. A trend, however, could be observed showing that 
higher-intensity interventions led to higher effect sizes, particularly 
for mentally ill populations and the general population. No such 
difference was found for physically ill populations, where moderate 
and high-intensity interventions had similar effects. Low-intensity 
interventions were not tested in clinical populations.

Group-based interventions reached the highest effect size com-
pared with individual and technology-based interventions in the 
general and mentally ill populations. For those with a physical ill-
ness, interventions delivered using an individual format reached 
the highest effect size. Whereas the effect size confidence inter-
vals between group formats and the other two formats in the gen-
eral population did not overlap by much, this was not the case for 
both clinical populations. This means that the impact of modal-
ity in both clinical populations is less clear compared with the  
general population.

Study-specific moderators. Time to follow-up was associated with 
an effect on wellbeing scores in the general population, with over-
all effect sizes decreasing over time for all population types. The 
significant effect sizes were maintained at the 3-month follow-up 
period compared to afterwards, before dropping below g = 0.2 by 
the 6-month follow-up. A similar trend could be observed for both 
clinical populations.

Looking at comparator groups, effect sizes were larger when 
studies used a waitlist-control or assessment-only design. When 
studies used a control group that included some form of interac-
tion (for example, a placebo control group), effect sizes were much 
lower, with effect sizes in the general population dropping below the 
threshold for a small effect.

Impact of interventions on sub-domains of mental wellbeing. 
Separate meta-analyses were conducted for hedonic and eudai-
monic wellbeing, and are presented in detail in the Supplementary 

PPI, singular

Reminiscence interventions

Multi-theoretical interventions

PPI, multi-component

Expressive writing

Mindfulness interventions

Compassion interventions

CT or CBT interventions

ACT interventions

General population Mentally ill Physically ill

Hedges’ G (99% CI)

0 0.2 0.5 0.8–0.2–0.5–0.8

Hedges’ G (99% CI)

0 0.2 0.5 0.8–0.2–0.5–0.8

Hedges’ G (99% CI)

0 0.2 0.5 0.8–0.2–0.5–0.8

Fig. 3 | Forest plot visualizing the impact of each intervention type on overall wellbeing compared with control conditions split by population type. 
Horizontal bars show 99% confidence intervals, with interventions having a significant effect denoted by horizontal bars that do not touch the solid vertical 
line (the line of no effect). The dashed lines indicate small (g!=!0.2), moderate (g!=!0.5) or large (g!=!0.8) effects. Circle sizes reflect the weight of the 
overall study. The colours denote the evidence quality, based on grade recommendations33 for high (dark purple), moderate (purple), low (blue) and very 
low (light blue) evidence quality. Only intervention types with more than four studies were included in the meta-analysis and were displayed in the forest 
plot. Specific effect sizes and other statistics applying to this forest plot are presented in Table 3. CT, cognitive therapy.
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Nebenwirkungen

• Qualitative Interviews mit westlichen Praktizierenden und 
Meditationsexperten unterschiedlicher buddhistischer Schulen

• Frage nach schwierigen und belastenden Erfahrungen im 
Zusammenhang der Meditationspraxis

Lindahl et al. (2017):



As a group, the 32 experts reported 56 out of 59 (95%) phenomenology categories, with an
average of 8.5 categories (SD = 5.6) per expert. The three categories that were reported by prac-
titioners but not experts were: Crying, laughing; Distortions in time or space; and Fatigue, weak-
ness. While a detailed comparison between meditators’ and experts’ reports of meditation-
related experiences is beyond the scope of this paper, it is worth noting that three of the catego-
ries most frequently reported by practitioners—Fear, anxiety, panic, or paranoia (82%), Posi-
tive affect (75%), and Somatic energy (63%) were also among the most commonly reported
by experts (72%, 50%, and 41% respectively). Re-experiencing of traumatic memories also had
similar frequencies for experts (47%) and practitioners (43%). These similarities between prac-
titioner and experts reports were not impacted by the 11 participants who provided both prac-
titioner and expert interviews. Experts’ data remained unchanged regardless of whether those

Table 4. Phenomenology coding structure.

Cognitive Perceptual Affective Somatic Conative Sense of Self Social

10 categories
93% reported

7 categories
78% reported

13 categories
100% reported

15 categories
88% reported

3 categories
82% reported

6 categories
75% reported

5 categories
90% reported

Change in worldview
(48%)

Hallucinations,
visions, or illusions
(42%)

Fear, anxiety, panic
or paranoia (82%)

Somatic energy (63%) Changes in
motivation or
goal (78%)

Changes in self-
other or self-world
boundaries (53%)

Social impairment
(50%)

Delusional, irrational,
or paranormal beliefs
(47%)

Visual lights (33%) Positive affect
(75%)

Sleep changes (62%) Change in
effort or striving
(42%)

Loss of sense of
agency (25%)

Integration following
retreat or intensive
practice (47%)

Mental stillness
(37%)

Somatosensory
changes (32%)

Depression,
dysphoria, or grief
(57%)

Pain (47%) Anhedonia and
avolition (18%)

Loss of sense of
basic self (25%)

Change in
relationship to
meditation
community (45%)

Vivid imagery (35%) Perceptual
hypersensitivity
(28%)

Re-experiencing of
traumatic memories
(43%)

Pressure, tension or
release of pressure,
tension (38%)

Change in sense of
embodiment (22%)

Occupational
impairment (42%)

Change in executive
functioning (33%)

Distortions in time or
space (25%)

Change in doubt,
faith, trust or
commitment (40%)

Appetitive or weight
changes (38%)

Change in narrative
self (22%)

Increased sociality
(7%)

Meta-cognition (30%) Dissolution of
objects (18%)

Crying or laughing
(38%)

Thermal changes
(37%)

Loss of sense of
ownership (18%)

Increased cognitive
processing (25%)

Derealization (7%) Empathic or
affiliative changes
(32%)

Involuntary
movements (37%)

Clarity (20%) Rage, anger, or
aggression (30%)

Breathing changes
(27%)

Disintegration of
conceptual meaning
structures (12%)

Affective lability
(28%)

Parasomnias (27%)

Scrupulosity (3%) Self-conscious
emotions (25%)

Headaches or head
pressure (22%)

Agitation or
irritability (23%)

Cardiac changes
(20%)

Suicidality (18%) Fatigue or weakness
(20%)

Affective flattening
or emotional
detachment (17%)

Gastrointestinal
distress or nausea
(17%)

Dizziness or syncope
(15%)

Sexuality-related
changes (15%)

https://doi.org/10.1371/journal.pone.0176239.t004

The varieties of contemplative experience

PLOS ONE | https://doi.org/10.1371/journal.pone.0176239 May 24, 2017 16 / 38
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• Ein Phänomen (z.B. Veränderung des Selbsterlebens) kann 
von einigen positiv, von anderen negativ erlebt werden

• Ein Phänomen (z.B. hypersensitive Wahrnehmung) kann in 
unterschiedlichen Kontexten (Retreat vs. Alltag) ganz 
unterschiedlich bewertet werden

• Die Bedeutung hängt ab von der Intensität, Dauer, 
Kontrollierbarkeit und anderen Phänomen, die gleichzeitig 
auftauchen

Nebenwirkungen: Vielschichtigkeit
Lindahl et al. (2019)
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• Die Bedeutung (Teil des Meditationspfades vs. pathologisch) 
wird zwischen unterschiedlichen Akteuren sozial 
ausgehandelt

Nebenwirkungen: Vielschichtigkeit
Lindahl et al. (2019)



• Untersuchung an 91 MBCT-Kurs Teilnehmenden
• Erhebung von Nebenwirkungen mit dem Meditation 

Experiences Interview (MedEx-I, 44 Items) 

Britton et al. (2021)

Nebenwirkungen



Ergebnisse Britton et al. (2021)
Mindfulness Adverse Effects 9

Treatment efficacy

In terms of overall treatment efficacy, all three forms of 
mindfulness training produced large effect size improve-
ments in IDS-C scores from baseline to posttreatment 
(ds = 1.48–1.65) and Week 20 follow-up (ds = 1.34–
1.57) with no differences between groups (Cullen et al., 
2021).

MedEx-I

Available data. Data for open-ended questions, MRSEs, 
and valence ratings were available for all 96 (100%) par-
ticipants who completed the trial. Duration ratings were 
available for 90 (94%) participants, impact ratings for 81 
(84%) participants, and LBEs data for 78 (81%) partici-
pants. Because denominators in percentages differ by 
outcome, they are explicitly reported, as specified by cur-
rent guidelines (Ioannidis et al., 2004; Lineberry et al., 
2016).

Replication of the VCE study. Eighty percent (35 of 
44) of the VCE phenomenology codebook categories 
replicated in the context of an MBP. Nine categories from 
the 44-item MedEx-I codebook were not replicated: delu-
sions, hallucinations, synesthesia, anomalous recall, car-
diac changes, fatigue, sleep paralysis, gastrointestinal 
problems, and occupational impairment. In addition, 26 
events that were categorized as “other” in the MedEx-I 
would either become five new categories in the final 
59-item VCE codebook (14 events), be included in 
expanded versions of existing categories (seven events), 
or remain uncategorized (five events), yielding an 83% 
replication rate in relation to the final 59-item VCE phe-
nomenology codebook.

Frequencies of MRSEs, MRAEs, and LBEs. Figure 1 
and Table 2 display frequencies of MRSEs, MRAEs, and 
LBEs. Total number of events, percentage of sample with 
one or more events, mean, standard deviation, and ranges 
are displayed for the overall sample and for each treatment 
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Fig. 1. Frequencies of meditation-related side effects (MRSEs) and meditation-related 
adverse effects (MRAEs). The gray bar indicates the percentage of the sample that 
reported the presence of any MRSE. MRAEs are displayed in three tiers: MRAEs with 
negative valence (blue), MRAEs with negative impact (orange), and lasting bad effects, 
or MRAEs with negative impacts lasting more than 1 month (dark green), more than 
1 week (green), or more than1 day (light green).
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reported the presence of any MRSE. MRAEs are displayed in three tiers: MRAEs with 
negative valence (blue), MRAEs with negative impact (orange), and lasting bad effects, 
or MRAEs with negative impacts lasting more than 1 month (dark green), more than 
1 week (green), or more than1 day (light green).
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Vedanā: 

• Gefühlston: meist unbemerkten Begleiter jeglicher Erfahrung. 
Kann angenehm, unangenehm oder neutral sein

• Gefühlstöne sind wich?ge Ausgangspunkte für nachfolgende 
Gedanken, Emo?onen und Handlungsimpulse.

Deeper Mindfulness: 8-wöchiges Programm von Williams & 
Penman: 
• Bewusstmachung von Gefühlstönen, um dysfunk?onale 

Reak?onsmuster zu erkennen und aus ihnen auszusteigen

Vedanā: Gefühlstönungen
wahrnehmen
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zunehmend Ansätze aus meditativen Traditionen insbesondere in kognitiv-behaviorale
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Ansätze in die Psychotherapie behandelt. Die beiden aktuell am häufigsten integrierten
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Tab. 2 Übungsbeispiele für die vier Brahmavihāras. (EigeneDarstellung)
Mettā Karun. ā
Sätze
Möge ich glücklich sein
Möge sie/er sicher sein
Mögen alle Wesen unbeschwert sein

Sätze
Möge ich liebevoll anerkennen, dass es mir in diesemMoment nicht gut geht, und möge
es mir bald besser gehen
Möge sie/er die Ursachen ihres/seines Kummers verstehen und sorgenfrei sein
Mögen alle Wesen frei von Schmerz, Kummer und Gefahren sein

Vorstellungsbilder
Lächeln eines Kindes; Katzenbabys;Welpen; Natursze-
nen (können genutzt werden, um in den Zustand von
Mettā zu kommen)

Vorstellungsbilder
Tröstende Gesten (Umarmungen, eine helfende Hand reichen); Situationen, in denen
einem geholfen wurde (Freund:innen, Verwandte, Ärzt:innen, Pflegepersonal), . . .

Muditā Upekkhā
Sätze
Möge ich in der Lage sein, Freude in mir zu kultivieren
Möge ich verstehen, was dem anderen Freude und
Glück bereitet
Möge ich die Freude von anderen nähren und mich über
ihr Glück, ihr Wohlbefinden und ihren Erfolg mitfreuen

Sätze
Möge ich nicht in einen Zustand der Gleichgültigkeit verfallen oder in Anhaftung und
Abneigung gefangen sein
Möge ich in meinemDenken, Sprechen und Handeln unvoreingenommen sein und alle
Lebewesenmiteinschließen
Möge ichmich daran erinnern, dass alleMenschen – so wie ich – geliebt, glücklich und
sicher sein wollen, damit ich sie besser verstehe und nicht verurteile

Vorstellungsbilder
Situationen, in denen Freunde/Familie einen persön-
lichen Erfolg feiern; Momente, in denen jemand An-
erkennung/Wertschätzungerhält; Wiedersehen von
Angehörigen am Flughafen . . .

Vorstellungsbilder
Gemeinsamkeitenzwischenmir und anderen; Eltern, die ihre Kinder gleichermaßen lie-
ben; ein(e) weise(r), alte Frau/alter Mann, die/der lächelnd auf alle Erfahrungen zurück-
blickt – angenehme, neutrale und unangenehme –. . .

DieAdressierungvonWünschenanPersonen,mitdenenSchwierig-
keiten/Herausforderungen bestehen, kann für interpersonell stark
belastete Personen zunächst zu fordernd sein und wird deshalb
teilweise ausgelassen. Achtsamkeit („sati“) bildet die Grundlage
für die im Alltag durchgehende Praxis der Brahmavihāras (Abb. 1).

Abb. 18Ausrichtung der vier BrahmavihārasMettā (liebende Güte,Wohl-
wollen), Karun. ā (Mitgefühl), Muditā (Freude,Mitfreude) undUpekkhā
(Gleichmut, Gelassenheit) auf verschiedene Personen. (EigeneDarstellung)

Mettā: wohlwollenfokussierte Therapie

Die liebevolleGüte (Mettā; engl. Loving-Kindness)hatdenWunsch,
dass alle Lebewesen glücklich sein mögen (Von Allmen 2016). So
bestehtdieMeditationdarin, eine innereHaltungdesWohlwollens
und der Güte für Lebewesen zu entwickeln und diese Güte auch
gegenüber sich selbst zu kultivieren. Zu Beginn der Übungen gibt
es eine Einleitung und ggf. kurze Achtsamkeitsübungen, gefolgt
von einer Konzentration auf individuell abgeleitete Wunschfor-
meln, wie z. B. „Ich wünsche mir, dass ich mich sicher fühle.“
Die wohlwollenfokussierte Therapie hat zum Ziel, die Fähigkeit
für Wohlwollen sich selbst und anderen gegenüber zu fördern.
Methoden sind beispielsweise Meditation und Psychoedukation
(Stangier et al. 2023).

In einer kürzlich erschienenen Metaanalyse (Zheng et al. 2023)
konnte auf der Basis randomisierter kontrollierter Studien gezeigt
werden, dass Angstsymptome durch Loving-Kindness Meditati-
on reduziert werden können. Weitere Befunde für die Wirksam-
keit von Loving-Kindness Meditation auf Basis von randomisier-
ten kontrollierten Studien liegen für chronische Schmerzen, die
posttraumatische Belastungsstörung, Selbstabwertung als trans-
diagnostisches Symptom und für transdiagnostische Stichproben
vor. In Kombination mit Compassion Meditation (Meditationen zur
Förderung eines adaptiven Umgangs mit eigenem Leid und Leid
anderer Personen) konnten auch Hinweise für die Wirksamkeit bei
der Borderline-Persönlichkeitsstörung gefunden werden (Graser
und Stangier 2018).

Als Wirkmechanismus für die Loving-Kindness Meditation wird
dieBroaden-and-Build-Theorie (Fredricksonet al. 2008) diskutiert.
Hier wird angenommen, dass positive Affektivität, die durch das
Einüben der Loving-Kindness Meditation entsteht, bei regelmäßi-
ger Praxis zur Bildung weiterer Ressourcen führt (z. B. Lebenssinn
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Tab. 1 BuddhistischeMeditationsformen, die therapeutisch implementiertwurden
Buddhistische Tugend Psychologisches Prinzip Therapeutische Implementierung
Sati
Achtsamkeit (Mindfulness)

(Nichtwertendes) Vergegenwärtigen der
körperlichen und geistigen Prozesse

AchtsamkeitsbasierteStressreduktion (Mindfulness-Based Stress
Reduction, MBSR)
Achtsamkeitsbasiertekognitive Therapie (Mindfulness-Based
Cognitive Therapy, MBCT)
Modul „innere Achtsamkeit“ des Skills-Trainings der Dialektisch-
Behavioralen Therapie (DBT)

Mettā
Wohlwollen, liebende Güte
(Loving-Kindness, Benevolence)

Motivation, körperliches und psychisches
Wohl bei sich und anderen zu fördern

Loving-Kindness Meditation

Karunā
Mitgefühl (Compassion)

Motivation, Leiden bei sich und anderen
wahrzunehmen und zu lindern

Compassion-Focused Therapy

Tab. 1. Es zeigt sich, dass bisher schwerpunktmäßig Achtsamkeit
in die Behandlungen integriert wurde. Die Liste der therapeu-
tischen Implementierungen von Achtsamkeit ließe sich beliebig
verlängern, da neben den genannten Formen auch sehr spezifi-
sche Ansätze entwickelt wurden, z. B. zur Rückfallprävention bei
Patient:innen mit Zwangsstörungen, die initial mithilfe von Expo-
sition und Reaktionsverhinderung behandelt wurden (Külz et al.
2019).

Achtsamkeit als aktuell bekannteste Form der
Meditation in der Psychotherapie

Achtsamkeit bedeutet, seine Aufmerksamkeit in einer bestimmten
Weise auszurichten: absichtsvoll, im gegenwärtigen Augenblick
und nicht wertend (nach Kabat-Zinn 1994). Ein Vergleich mit
dem Bewusstseinszustand, den Menschen im Alltag häufig auf-
weisen, kann hilfreich sein, um Therapeut:innen, aber auch den
Patient:innen deutlich zu machen, was mit Achtsamkeit gemeint
ist. Wenn Achtsamkeit geübt wird, ist häufig das Erste, das auffällt,
die Tatsache, wie selten Menschen eigentlich mit dem einzigen
Moment, in dem sie wirklich lebendig sind (die Vergangenheit
ist vergangen und die Zukunft ist noch nicht da) und in dem sie
bewusste Entscheidungen treffen können, im Kontakt sind. Statt
in einem wirklichen lebendigen Kontakt mit dem Hier-und-Jetzt
zu sein, beschäftigen sie sich mit der Zukunft oder der Vergangen-
heit oder sind in Gedankenprozessen, in denen sie ihre Situation
bewerten oder mit anderen Situationen vergleichen. Achtsamkeit
üben heißt, diese Tendenz wahrzunehmen und bewusst wieder
zur lebendigen Erfahrung des gegenwärtigen Moments zurück-
zukehren. Also wenn jemand geht, wirklich zu gehen, oder wenn
jemand einen Text liest, wirklich ganz beim Lesen dieses Textes zu
sein. Ein weiterer Aspekt, der beim Üben von Achtsamkeit auffal-
len wird, ist, wie stark die Tendenz des Abschweifens häufig sein
kann. Die Einladung von Achtsamkeit ist, immer wieder gedul-
dig und absichtsvoll zum Hier-und-Jetzt zurückzukehren und dies
nicht nur in bestimmten Situationen, sondern, so gut es geht, als
durchgehende Bewusstseinsausrichtung. Eine weitere starke Ge-
wohnheit des menschlichen Geistes ist die Tendenz, Erfahrungen
zu bewerten: Diese Erfahrung ist angenehm und soll möglichst
lange so bleiben, und diese Erfahrung ist unangenehm und soll
schnell aufhören. Die Einladung von Achtsamkeit ist hier, diese
Tendenz, so gut es geht, loszulassen und mit möglichst großer

innerer Offenheit und Nichtwertung die Erfahrungen, die sich im
gegenwärtigen Moment entfalten, zuzulassen. Dies meint nicht,
dass man alle Erfahrungen angenehm finden muss oder dass man
resigniert: Gerade die Akzeptanz der inneren und äußeren Situa-
tion ist Voraussetzung dafür, „weise“ und mitfühlend für sich und
andere zu sorgen.

Diese achtsamkeitsbasierten Ansätze (für einen Überblick:
Michalak et al. 2022) benutzen formelle Achtsamkeitsübungen
(z. B. Body Scan, Sitzmeditation) und informelle Achtsamkeits-
übungen (Alltagstätigkeiten werden achtsam ausgeführt, z. B.
Duschen oder Essen), um Patient:innen darin zu unterstützen,
Achtsamkeit in ihr Leben zu integrieren. Der Body Scan bei-
spielsweise ist eine formelle Achtsamkeitsübung, die im Liegen
durchgeführt wird. Bei dieser Übung werden die einzelnen Teile
des Körpers nacheinander achtsam und mit einer nichtwertenden
Haltung wahrgenommen. Er dauert 30–45min und ermöglicht
eine Verbesserung der Körperwahrnehmung. Übende lernen,
auf konkrete Weise „im Körper zu sein“ und mehr auf seine
Signale zu hören. Neben dem Body Scan ist v. a. die Sitzmedi-
tation (z. B. mit Fokus auf den Atem) eine zentrale Übung der
in den letzten Jahrzehnten entwickelten achtsamkeitsbasierten
Behandlungsverfahren. Außer diesen achtsamkeitsbasierten Ver-
fahren, die in Theorie und Praxis Achtsamkeit ins Zentrum stellen,
gibt es eine Reihe von Verfahren, die Achtsamkeit im Rahmen
komplexer Ansätze integrieren: Als Beispiel wird die Dialektisch-
Behaviorale Therapie nach Linehan (1993a, b) ebenfalls kurz
dargestellt. Zunächst werden jedoch die beiden am weitesten
verbreiteten achtsamkeitsbasierten Programme in übersichtlicher
Form vorgestellt.

Programme

Mindfulness-Based Stress Reduction
Mindfulness-Based Stress Reduction (MBSR; Kabat-Zinn 2019) ist
ein achtsamkeitsbasiertes Gruppenprogramm. Es besteht aus
8 Sitzungen à 2–3h sowie einem Achtsamkeitstag zur Vertiefung
und kann mit störungsheterogenen Gruppen durchgeführt wer-
den. Jede Sitzung beginnt mit einer formellen Achtsamkeitsübung
(Body Scan, Sitzmeditation oder Yoga) von ca. 30–40min und gibt
Raum für den Austausch über die Erfahrungenwährend der Übung
und mit der Praxis der Achtsamkeit im Alltag. Jede Sitzung hat ein
eigenes zentrales Thema (z. B. achtsamer Umgang mit Emotionen).
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Tab. 2 Übungsbeispiele für die vier Brahmavihāras. (EigeneDarstellung)
Mettā Karun. ā
Sätze
Möge ich glücklich sein
Möge sie/er sicher sein
Mögen alle Wesen unbeschwert sein

Sätze
Möge ich liebevoll anerkennen, dass es mir in diesemMoment nicht gut geht, und möge
es mir bald besser gehen
Möge sie/er die Ursachen ihres/seines Kummers verstehen und sorgenfrei sein
Mögen alle Wesen frei von Schmerz, Kummer und Gefahren sein

Vorstellungsbilder
Lächeln eines Kindes; Katzenbabys;Welpen; Natursze-
nen (können genutzt werden, um in den Zustand von
Mettā zu kommen)

Vorstellungsbilder
Tröstende Gesten (Umarmungen, eine helfende Hand reichen); Situationen, in denen
einem geholfen wurde (Freund:innen, Verwandte, Ärzt:innen, Pflegepersonal), . . .

Muditā Upekkhā
Sätze
Möge ich in der Lage sein, Freude in mir zu kultivieren
Möge ich verstehen, was dem anderen Freude und
Glück bereitet
Möge ich die Freude von anderen nähren und mich über
ihr Glück, ihr Wohlbefinden und ihren Erfolg mitfreuen

Sätze
Möge ich nicht in einen Zustand der Gleichgültigkeit verfallen oder in Anhaftung und
Abneigung gefangen sein
Möge ich in meinemDenken, Sprechen und Handeln unvoreingenommen sein und alle
Lebewesenmiteinschließen
Möge ichmich daran erinnern, dass alleMenschen – so wie ich – geliebt, glücklich und
sicher sein wollen, damit ich sie besser verstehe und nicht verurteile

Vorstellungsbilder
Situationen, in denen Freunde/Familie einen persön-
lichen Erfolg feiern; Momente, in denen jemand An-
erkennung/Wertschätzungerhält; Wiedersehen von
Angehörigen am Flughafen . . .

Vorstellungsbilder
Gemeinsamkeitenzwischenmir und anderen; Eltern, die ihre Kinder gleichermaßen lie-
ben; ein(e) weise(r), alte Frau/alter Mann, die/der lächelnd auf alle Erfahrungen zurück-
blickt – angenehme, neutrale und unangenehme –. . .

DieAdressierungvonWünschenanPersonen,mitdenenSchwierig-
keiten/Herausforderungen bestehen, kann für interpersonell stark
belastete Personen zunächst zu fordernd sein und wird deshalb
teilweise ausgelassen. Achtsamkeit („sati“) bildet die Grundlage
für die im Alltag durchgehende Praxis der Brahmavihāras (Abb. 1).

Abb. 18Ausrichtung der vier BrahmavihārasMettā (liebende Güte,Wohl-
wollen), Karun. ā (Mitgefühl), Muditā (Freude,Mitfreude) undUpekkhā
(Gleichmut, Gelassenheit) auf verschiedene Personen. (EigeneDarstellung)

Mettā: wohlwollenfokussierte Therapie

Die liebevolleGüte (Mettā; engl. Loving-Kindness)hatdenWunsch,
dass alle Lebewesen glücklich sein mögen (Von Allmen 2016). So
bestehtdieMeditationdarin, eine innereHaltungdesWohlwollens
und der Güte für Lebewesen zu entwickeln und diese Güte auch
gegenüber sich selbst zu kultivieren. Zu Beginn der Übungen gibt
es eine Einleitung und ggf. kurze Achtsamkeitsübungen, gefolgt
von einer Konzentration auf individuell abgeleitete Wunschfor-
meln, wie z. B. „Ich wünsche mir, dass ich mich sicher fühle.“
Die wohlwollenfokussierte Therapie hat zum Ziel, die Fähigkeit
für Wohlwollen sich selbst und anderen gegenüber zu fördern.
Methoden sind beispielsweise Meditation und Psychoedukation
(Stangier et al. 2023).

In einer kürzlich erschienenen Metaanalyse (Zheng et al. 2023)
konnte auf der Basis randomisierter kontrollierter Studien gezeigt
werden, dass Angstsymptome durch Loving-Kindness Meditati-
on reduziert werden können. Weitere Befunde für die Wirksam-
keit von Loving-Kindness Meditation auf Basis von randomisier-
ten kontrollierten Studien liegen für chronische Schmerzen, die
posttraumatische Belastungsstörung, Selbstabwertung als trans-
diagnostisches Symptom und für transdiagnostische Stichproben
vor. In Kombination mit Compassion Meditation (Meditationen zur
Förderung eines adaptiven Umgangs mit eigenem Leid und Leid
anderer Personen) konnten auch Hinweise für die Wirksamkeit bei
der Borderline-Persönlichkeitsstörung gefunden werden (Graser
und Stangier 2018).

Als Wirkmechanismus für die Loving-Kindness Meditation wird
dieBroaden-and-Build-Theorie (Fredricksonet al. 2008) diskutiert.
Hier wird angenommen, dass positive Affektivität, die durch das
Einüben der Loving-Kindness Meditation entsteht, bei regelmäßi-
ger Praxis zur Bildung weiterer Ressourcen führt (z. B. Lebenssinn
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Die liebevolleGüte (Mettā; engl. Loving-Kindness)hatdenWunsch,
dass alle Lebewesen glücklich sein mögen (Von Allmen 2016). So
bestehtdieMeditationdarin, eine innereHaltungdesWohlwollens
und der Güte für Lebewesen zu entwickeln und diese Güte auch
gegenüber sich selbst zu kultivieren. Zu Beginn der Übungen gibt
es eine Einleitung und ggf. kurze Achtsamkeitsübungen, gefolgt
von einer Konzentration auf individuell abgeleitete Wunschfor-
meln, wie z. B. „Ich wünsche mir, dass ich mich sicher fühle.“
Die wohlwollenfokussierte Therapie hat zum Ziel, die Fähigkeit
für Wohlwollen sich selbst und anderen gegenüber zu fördern.
Methoden sind beispielsweise Meditation und Psychoedukation
(Stangier et al. 2023).

In einer kürzlich erschienenen Metaanalyse (Zheng et al. 2023)
konnte auf der Basis randomisierter kontrollierter Studien gezeigt
werden, dass Angstsymptome durch Loving-Kindness Meditati-
on reduziert werden können. Weitere Befunde für die Wirksam-
keit von Loving-Kindness Meditation auf Basis von randomisier-
ten kontrollierten Studien liegen für chronische Schmerzen, die
posttraumatische Belastungsstörung, Selbstabwertung als trans-
diagnostisches Symptom und für transdiagnostische Stichproben
vor. In Kombination mit Compassion Meditation (Meditationen zur
Förderung eines adaptiven Umgangs mit eigenem Leid und Leid
anderer Personen) konnten auch Hinweise für die Wirksamkeit bei
der Borderline-Persönlichkeitsstörung gefunden werden (Graser
und Stangier 2018).

Als Wirkmechanismus für die Loving-Kindness Meditation wird
dieBroaden-and-Build-Theorie (Fredricksonet al. 2008) diskutiert.
Hier wird angenommen, dass positive Affektivität, die durch das
Einüben der Loving-Kindness Meditation entsteht, bei regelmäßi-
ger Praxis zur Bildung weiterer Ressourcen führt (z. B. Lebenssinn

Die Psychotherapie 5

Prak%ken der 

Selbst-Transzendierung 



Vorgeschrittene Meditation

Meditation Research Program © 2024

May all beings be free and happy

Donate

Sign up for our mailing list

Submit

Enter your email address

Abellaneda-Pérez K, Potash RM, Pascual-Leone A, Sacchet MD
Neuromodulation and meditation: A review and synthesis
toward promoting well-being and understanding
consciousness and brain.
2024 Neuroscience and Biobehavioral Reviews 166:105862

Sparby T, Sacchet MD
Toward a unified account of advanced concentrative
absorption meditation: A systematic definition and
classification of jhāna
2024 Mindfulness 15:1375–1394

Yang WFZ, Sparby T, Wright M, Kim E, Sacchet MD
Volitional mental absorption in meditation: Toward a
scientific understanding of advanced concentrative
absorption meditation and the case of jhana
2024 Heliyon 10(10):e31223

Wright MJ, Galante J, Corneille JS, Grabovac A, Ingram DM, Sacchet
MD
Altered states of consciousness are prevalent and
insufficiently supported clinically: A population survey
2024 Mindfulness 15:1162–1175

Ganesan S, Yang WFZ, Chowdhury A, Zalesky A, Sacchet MD
Within-subject reliability of brain networks during advanced
meditation: An intensively sampled 7 Tesla MRI case-study
2024 Human Brain Mapping 45(7):e26666

Sacchet MD, Fava M, Garland EL
Modulating self-referential processing through meditation
and psychedelics: Is scientific investigation of self-
transcendence clinically relevant?
2024 World Psychiatry 23(2):298-299

Van Lutterveld R, Chowdhury A, Ingram DM, Sacchet MD
Neurophenomenological investigation of mindfulness
meditation ‘cessation’ experiences using EEG network
analysis in an intensively sampled adept meditator
2024 Brain Topography doi.org/10.1007/s10548-024-01052-4

Yang WFZ, Chowdhury A, Bianciardi M, Van Lutterveld R, Sparby T,
Sacchet MD
Intensive whole-brain 7T MRI case study of volitional control
of brain activity in deep absorptive meditation states
2024 Cerebral Cortex 34(1):bhad408

Chowdhury A, Van Lutterveld R, Laukkonen RE, Slagter HA, Ingram DM,
Sacchet MD
Investigation of advanced mindfulness meditation
“cessation” experiences using EEG spectral analysis in an
intensively sampled case study
2023 Neuropsychologia 190:108694

Wright MJ, Sanguinetti JL, Young S, Sacchet MD
Uniting contemplative theory and scientific investigation:
Toward a generative and comprehensive model of the mind
2023 Mindfulness 14:1088-1101

Galante J, Grabovac A, Wright M, Ingram DM, Van Dam NT, Sanguinetti
JL, Sparby T, van Lutterveld R, Sacchet MD
Proposing a framework for empirical investigation into
mindfulness meditative development
2023 Mindfulness 14:1054–1067

Sezer I, Pizzagalli DA, Sacchet MD
Resting-state fMRI functional connectivity and mindfulness
in clinical and non-clinical contexts: A review and synthesis
2022 Neuroscience and Biobehavioral Reviews 135:104583

Sparby T, Sacchet MD
Defining meditation: Foundations for an activity-based
phenomenological classification system
2022 Frontiers in Psychology 12:795077

Sparby & Sacchet 2024 Mindfulness

Ganesan et al 2024 Human Brain Mapping

Yang et al 2024 Cerebral Cortex

Chowdhury et al 2023 Neuropsychologia

Sezer et al 2022 Neuroscience & Biobehavioral
Reviews

The Next Wave of
Meditation Research
and Training

We believe that scientific research has only scratched the surface in exploring the
potential of meditation. Most initial studies focused on using mindfulness for stress
reduction and various clinical applications. The Meditation Research Program, led by
Dr. Matthew D. Sacchet at Massachusetts General Hospital (Mass General) and
Harvard Medical School, aims to further the field by pioneering new research and
training on advanced meditation.

Join us on this transformative journey into the evolving science and practice of
advanced meditation.

Advanced meditation is deeper engagement with meditative
practices that with time and mastery, produce refined states of
mind and awareness. These include bliss states, insights into the
mind, altruistic/compassionate mindsets and ultimately, enduring
transformation. Such transformation may result in profoundly
altering one’s relations to psychological suffering, desire and
motivations and sense of self.

Advanced meditation enables fundamental potential for
human flourishing. It promises to contribute to innovation and
impact in many fields and domains including mental health,
personal thriving and life meaning, wisdom development and
consciousness exploration. Advanced meditation also impacts
research in relation to psychedelics and more generally, altered
states, artificial intelligence, sustained excellence and peak
performance, among others.

We currently have a nascent understanding of advanced
meditation, with current meditation research focused on
clinical applications of mindfulness. There has been limited
scientific research on advanced meditation, it is still in the
early stages of introduction to modern culture and life.

The Meditation Research Program’s vision is to lead
with the best research and education on advanced
meditation. This goal is achieved through our
comprehensive multidisciplinary advanced meditation
research and our development and implementation of
advanced meditation training programs and resources.

S C I E N C E

Multidisciplinary Advanced Meditation
Research Driving Innovation from Theory
to Practice

Research

P R AC T I C E

The Development and Implementation of
Advanced Meditation Education and
Training

Education

Media

“Advanced meditation holds significant and untapped
opportunities to diminish suffering and help people flourish. […]
Our work in the new wave of advanced meditation research is
not just about coping with the stress of modern living. It could
improve our understanding of and approach to the mind,
mental health and well-being, allowing each of us to lead a
more fulfilled, compassionate and ‘enlightened’ life.”

Matthew D. Sacchet, Ph.D. in Scientific American, June 2024

Our team is comprised of individuals at different career stages from
undergraduates to senior professors. We are supported by a
pantheon of visionaries and leaders at Harvard Medical School,
Mass General and beyond that are committed to our Program’s
impact and success.

Mass General is the largest hospital-based research program in
the world and the oldest and largest affiliate of Harvard Medical
School.

Countless medical and first-time scientific breakthroughs have
been realized here including the invention of functional magnetic
resonance imaging (fMRI) and magnetoencephalography (MEG),
both technologies that are core tools in our neuroscience research.

People

“The Meditation Research Program at MGH is a visionary
organization that has the potential of becoming the premier
research and education center in the world for the study of
advanced meditation practice.”
Richard J. Davidson, Ph.D.
World renowned leader in meditation research and education
Director of the Center for Healthy Minds, William James Professor, University of Wisconsin
Madison

Advanced Meditation: What Is It and
Why It Matters

The Opportunity and Our Solution

Featured in

Our Team, Mass General, and
Harvard

Select Publications



Vorgeschrittene Meditation

Meditation Research Program © 2024

May all beings be free and happy

Donate

Sign up for our mailing list

Submit

Enter your email address

Abellaneda-Pérez K, Potash RM, Pascual-Leone A, Sacchet MD
Neuromodulation and meditation: A review and synthesis
toward promoting well-being and understanding
consciousness and brain.
2024 Neuroscience and Biobehavioral Reviews 166:105862

Sparby T, Sacchet MD
Toward a unified account of advanced concentrative
absorption meditation: A systematic definition and
classification of jhāna
2024 Mindfulness 15:1375–1394

Yang WFZ, Sparby T, Wright M, Kim E, Sacchet MD
Volitional mental absorption in meditation: Toward a
scientific understanding of advanced concentrative
absorption meditation and the case of jhana
2024 Heliyon 10(10):e31223

Wright MJ, Galante J, Corneille JS, Grabovac A, Ingram DM, Sacchet
MD
Altered states of consciousness are prevalent and
insufficiently supported clinically: A population survey
2024 Mindfulness 15:1162–1175

Ganesan S, Yang WFZ, Chowdhury A, Zalesky A, Sacchet MD
Within-subject reliability of brain networks during advanced
meditation: An intensively sampled 7 Tesla MRI case-study
2024 Human Brain Mapping 45(7):e26666

Sacchet MD, Fava M, Garland EL
Modulating self-referential processing through meditation
and psychedelics: Is scientific investigation of self-
transcendence clinically relevant?
2024 World Psychiatry 23(2):298-299

Van Lutterveld R, Chowdhury A, Ingram DM, Sacchet MD
Neurophenomenological investigation of mindfulness
meditation ‘cessation’ experiences using EEG network
analysis in an intensively sampled adept meditator
2024 Brain Topography doi.org/10.1007/s10548-024-01052-4

Yang WFZ, Chowdhury A, Bianciardi M, Van Lutterveld R, Sparby T,
Sacchet MD
Intensive whole-brain 7T MRI case study of volitional control
of brain activity in deep absorptive meditation states
2024 Cerebral Cortex 34(1):bhad408

Chowdhury A, Van Lutterveld R, Laukkonen RE, Slagter HA, Ingram DM,
Sacchet MD
Investigation of advanced mindfulness meditation
“cessation” experiences using EEG spectral analysis in an
intensively sampled case study
2023 Neuropsychologia 190:108694

Wright MJ, Sanguinetti JL, Young S, Sacchet MD
Uniting contemplative theory and scientific investigation:
Toward a generative and comprehensive model of the mind
2023 Mindfulness 14:1088-1101

Galante J, Grabovac A, Wright M, Ingram DM, Van Dam NT, Sanguinetti
JL, Sparby T, van Lutterveld R, Sacchet MD
Proposing a framework for empirical investigation into
mindfulness meditative development
2023 Mindfulness 14:1054–1067

Sezer I, Pizzagalli DA, Sacchet MD
Resting-state fMRI functional connectivity and mindfulness
in clinical and non-clinical contexts: A review and synthesis
2022 Neuroscience and Biobehavioral Reviews 135:104583

Sparby T, Sacchet MD
Defining meditation: Foundations for an activity-based
phenomenological classification system
2022 Frontiers in Psychology 12:795077

Sparby & Sacchet 2024 Mindfulness

Ganesan et al 2024 Human Brain Mapping

Yang et al 2024 Cerebral Cortex

Chowdhury et al 2023 Neuropsychologia

Sezer et al 2022 Neuroscience & Biobehavioral
Reviews

The Next Wave of
Meditation Research
and Training

We believe that scientific research has only scratched the surface in exploring the
potential of meditation. Most initial studies focused on using mindfulness for stress
reduction and various clinical applications. The Meditation Research Program, led by
Dr. Matthew D. Sacchet at Massachusetts General Hospital (Mass General) and
Harvard Medical School, aims to further the field by pioneering new research and
training on advanced meditation.

Join us on this transformative journey into the evolving science and practice of
advanced meditation.

Advanced meditation is deeper engagement with meditative
practices that with time and mastery, produce refined states of
mind and awareness. These include bliss states, insights into the
mind, altruistic/compassionate mindsets and ultimately, enduring
transformation. Such transformation may result in profoundly
altering one’s relations to psychological suffering, desire and
motivations and sense of self.

Advanced meditation enables fundamental potential for
human flourishing. It promises to contribute to innovation and
impact in many fields and domains including mental health,
personal thriving and life meaning, wisdom development and
consciousness exploration. Advanced meditation also impacts
research in relation to psychedelics and more generally, altered
states, artificial intelligence, sustained excellence and peak
performance, among others.

We currently have a nascent understanding of advanced
meditation, with current meditation research focused on
clinical applications of mindfulness. There has been limited
scientific research on advanced meditation, it is still in the
early stages of introduction to modern culture and life.

The Meditation Research Program’s vision is to lead
with the best research and education on advanced
meditation. This goal is achieved through our
comprehensive multidisciplinary advanced meditation
research and our development and implementation of
advanced meditation training programs and resources.

S C I E N C E

Multidisciplinary Advanced Meditation
Research Driving Innovation from Theory
to Practice

Research

P R AC T I C E

The Development and Implementation of
Advanced Meditation Education and
Training

Education

Media

“Advanced meditation holds significant and untapped
opportunities to diminish suffering and help people flourish. […]
Our work in the new wave of advanced meditation research is
not just about coping with the stress of modern living. It could
improve our understanding of and approach to the mind,
mental health and well-being, allowing each of us to lead a
more fulfilled, compassionate and ‘enlightened’ life.”

Matthew D. Sacchet, Ph.D. in Scientific American, June 2024

Our team is comprised of individuals at different career stages from
undergraduates to senior professors. We are supported by a
pantheon of visionaries and leaders at Harvard Medical School,
Mass General and beyond that are committed to our Program’s
impact and success.

Mass General is the largest hospital-based research program in
the world and the oldest and largest affiliate of Harvard Medical
School.

Countless medical and first-time scientific breakthroughs have
been realized here including the invention of functional magnetic
resonance imaging (fMRI) and magnetoencephalography (MEG),
both technologies that are core tools in our neuroscience research.

People

“The Meditation Research Program at MGH is a visionary
organization that has the potential of becoming the premier
research and education center in the world for the study of
advanced meditation practice.”
Richard J. Davidson, Ph.D.
World renowned leader in meditation research and education
Director of the Center for Healthy Minds, William James Professor, University of Wisconsin
Madison

Advanced Meditation: What Is It and
Why It Matters

The Opportunity and Our Solution

Featured in

Our Team, Mass General, and
Harvard

Select Publications



Kennzeichen:

• Ego Auflösung
• Affective bliss
• Verschmelzung oder Aufweichung der Grenze zwischen 

Selbst und Anderem (Non-Dualität) 
• Wird seit Jahrtausenden in vielen kontemplativen, 

philosophischen, religiösen und spirituellen Traditionen auf 
der ganzen Welt berichtet

Selbst-Transzendenz



• RCT mit Patientinnen und Patienten mit chron. 
Schmerzen und Opioidmissbrauch (N=165) 

• Mindfulness-Oriented Recovery Enhancement (MORE) 
vs. Supportive Psychotherapie (SP)

• MORE führt zu weniger Opioidmissbrauch und mehr 
Selbst-Transzendenz als SP

Garland et al., Sci. Adv. 8, eabo4455 (2022)     12 October 2022
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P S Y C H O L O G I C A L  S C I E N C E

Mindfulness-induced endogenous theta stimulation 
occasions self-transcendence and inhibits  
addictive behavior
Eric L. Garland1,2*, Adam W. Hanley1, Justin Hudak1, Yoshio Nakamura3, Brett Froeliger4

Self-regulation is instantiated by theta oscillations (4 to 8 Hz) in neurons of frontal midline brain regions. Frontal 
midline theta (FMQ) is inversely associated with default mode network (DMN) activation, which subserves self- 
referential processing. Addiction involves impaired self-regulation and DMN dysfunction. Mindfulness is an efficacious 
self-regulatory practice for treating addiction, but little is known about the mechanisms by which mindfulness 
reduces addictive behavior. In this mechanistic study of long-term opioid users (N = 165), we assessed meditation- 
induced FMQ as a mediator of changes in opioid misuse. Relative to a supportive psychotherapy control, partic-
ipants treated with Mindfulness-Oriented Recovery Enhancement (MORE) exhibited increased FMQ during a 
laboratory-based meditation session. FMQ during meditation was associated with self-transcendent experiences 
characterized by ego dissolution, nondual awareness, and bliss. MORE’s effects on decreasing opioid misuse were 
mediated by increased FMQ. Given the role of aberrant self-referential processing in addiction, mindfulness- 
induced endogenous theta stimulation might “reset” DMN dysfunction to inhibit addictive behavior.

INTRODUCTION
Self-regulation of goal-oriented behavior results from adaptive cog-
nitive control functions in the human brain, mediated by widespread 
neural communications centered on the hub of the prefrontal cor-
tex (PFC) (1, 2). In particular, frontal midline brain regions [e.g., 
medial PFC (mPFC) and anterior cingulate cortex (ACC)] appear 
essential to adaptive control, especially during modulation of reward 
value (3, 4) and regulation of self-relevant distractors (5)—processes 
integral to action selection and goal attainment. Frontal midline 
theta (FMQ) oscillations (4 to 8 Hz) are an established mechanism 
of adaptive control (6) instantiated by medial prefrontal brain re-
gions (7). FMQ is inversely associated with activation in the de-
fault mode network (DMN) (8), known to subserve self-referential 
processing during resting states (9). Thus, FMQ increases when self- 
referential processing is suspended during deep cognitive absorption 
with a non–self-referential task state (10). Moreover, inducing FMQ 
through exogenous brain stimulation has been shown to enhance 
adaptive control over behavior (11). Putatively, FMQ stimulation 
may therefore enhance adaptive control of aberrant behavior in con-
ditions known to involve DMN dysfunction, reward dysregulation, 
and maladaptive self-referential processing, including depression (12), 
chronic pain (13), and addiction (14). In addiction, adaptive cognitive 
control is usurped by drug-related reward processing, whereby drug 
cues are overvalued, and thereby elicit prepotent drug-seeking re-
sponses at the expense of homeostatic goal pursuit via salutogenic 
natural rewards (15).

Mindfulness-based interventions (MBIs) may treat addictive be-
haviors by providing a means of endogenous FMQ stimulation. MBIs 
include training in focused attention and open monitoring medita-
tion techniques that recruit multiple adaptive control processes (16). 

Focused attention meditation involves sustained attention on the tar-
get of mindfulness (usually breath and body sensations), executive 
attention to notice and reduce mind wandering into self-referential 
thought, and attentional reorienting back to the target. Building on 
these adaptive control processes, open monitoring meditation in-
volves a form of ambient attention and meta-awareness that mon-
itors the flux of self-referential mental content while reflecting upon 
the “background” of awareness in which this content arises. As open 
monitoring reaches its apex, mindfulness practitioners sometimes 
report profound changes in self-referential processing, characterized 
by ego dissolution and an experiential nondual awareness of the lack 
of distinction between subject and object (17), states that are often 
marked by an affective qualia of bliss (18). Although such meditation- 
induced self-transcendent states are usually assumed to be achieved 
by only expert practitioners with tens of thousands of hours of 
meditation experience (19,  20), psychometric research indicates 
that they can occur even among novices (21, 22).

Electroencephalography (EEG) has identified FMQ as a pri-
mary biomarker of mindfulness meditation (23, 24) and the self- 
transcendent state produced by such meditative practice (25). FMQ 
power is thought to mediate recruitment of meta-awareness and cog-
nitive control to sustain the meditative state (26). FMQ coherence, 
wherein simultaneously measured EEG channels synchronize their 
activity at a theta frequency, has been observed in multiple studies of 
mindfulness meditation (24, 27–31). FMQ power and coherence are 
believed to index mPFC and ACC activation during the deepening of 
the meditative state and to be linked with increased functional and 
structural plasticity in these brain regions (27, 31). Hypothetically, 
meditation-induced self-transcendent states of sufficient depth to 
suspend self-referential processing may produce endogenous theta 
stimulation of the PFC, thereby mediating the effect of MBIs on 
adaptive control over dysfunctional behavior, such as substance 
misuse (32).

Here, we aimed to test this hypothesis in a mechanistic study ex-
amining Mindfulness-Oriented Recovery Enhancement (MORE) (33) 
versus a Supportive Group (SG) Psychotherapy control condition. 
MORE is an evidence-based treatment that integrates mindfulness 

1Center on Mindfulness and Integrative Health Intervention Development, College 
of Social Work, University of Utah, Salt Lake City, UT, USA. 2Veterans Health Care 
Administration VISN 19 Whole Health Flagship site located at the VA Salt Lake City 
Health Care System, Salt Lake City, UT, USA. 3Department of Anesthesiology, Univer-
sity of Utah School of Medicine, Salt Lake City, UT, USA. 4Department of Psychology, 
University of Missouri, Columbia, MO, USA.
*Corresponding author. Email: eric.garland@socwk.utah.edu

Copyright © 2022 
The Authors, some 
rights reserved; 
exclusive licensee 
American Association 
for the Advancement 
of Science. No claim to 
original U.S. Government 
Works. Distributed 
under a Creative 
Commons Attribution 
License 4.0 (CC BY).

D
ow

nloaded from
 https://w

w
w

.science.org on N
ovem

ber 08, 2024

Selbst-Transzendenz



• Selbs9ranszendente Erfahrungen standen mit einer erhöhten 
frontalen Mi9ellinien-Theta-EEG-AkCvität in Zusammenhang

• Diese mediierte die Effekte von MORE auf die Reduzierung des 
Opioidmissbrauchs über einen Zeitraum von 9 Monaten

Garland et al., Sci. Adv. 8, eabo4455 (2022)     12 October 2022
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“Lebenskra*” 
“Energie Fluß"
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Qi: Chinesische daois(sche/buddhis(sche Tradi(on und 

Tradi(onelle Chinesische Medizin (TCM)

Ki: Japanische Zen-Tradi(on

Prana: Indische Yoga-Tradi(on

Lüng: Tibe(sche Tradi(on

Ruah: Hebräische Tradi(on

Spiritus Sanctus: Christliche Tradi(on

Verschiedene Begriffe für das gleiche/ähnliche 
Phänomen?
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Ähnliche Darstellung  

Christlich

Daoistisch 

Tibetisch

Yoga
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• Verschiedene Tradi-onen nehmen eine besondere Art von 
„Energie“ an, die durch Medita-on oder kontempla-ve Praxis 
kul-viert werden kann

• Dieses Phänomen ist sub-l und unterscheidet sich vom Körper 
(Materie) und Geist

• Es „reguliert“ physische und mentale Prozesse und fördert 
spirituelles Wachstum

• Es kann während medita-ver/kontempla-ver Praxis konkret 
erfahren werden

Charakteris@ka von Qi, Ki, Prana…:
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• Ignorieren, weil es an einer wissenschaNlichen Grundlage fehlt

Oder

• Interesse und Respekt für dieses „Phänomen“ entwickeln, da es 
aus der Ersten-Person-Perspek-ve ein wich-ger Bestandteil der 
Medita-onspraxis zu sein scheint

WissenschaHliche Perspek@ve:
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Resümee
  

Technologischer Auslöser

Gipfel der überzogenen Erwartungen

AUFMERKSAMKEIT

ZEIT

Plateau der Produktivität

Tal der Enttäuschungen

Pfad der Erleuchtung

• Achtsamkeit hat in der westlichen 
Psychotherapie/Medizin hat einen 
Weg zurückgelegt

• Plateau der Produk(vität:
• Differenziertes Bild von Chancen 

und Grenzen von Achtsamkeit im 
klinischen Bereich
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Resümee
  

• Achtsamkeit ist ein wich(ges und wirksames Prinzip im 
Bereich der Behandlung von Menschen mit psychischen 
Störungen

• Ist aber kein Allheilmi_el und kann, wie jede andere 
therapeu(sche Maßnahme, auch mit Nebenwirkungen 
verbunden sein
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Resümee
  

• Kul(vierung von Achtsamkeit und Medita(on ist ein 
lebenslanger Pfad

• Die Tiefendimension kann/sollte ausgelotet werden. 
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• Kul(vierung von Achtsamkeit und Medita(on ist ein 
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Vielen Dank für Ihre 
Aufmerksamkeit!


