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Abstract 

An Investigation into the Efficacy of Mindfulness Based Stress Reduction 

(MBSR) in Enriching Community Wellbeing within Regeneration Areas.   

Background: MBSR programmes can help participants cope with stress 

(Kabat-Zinn, 2004) and improve wellbeing (Carmody & Baer, 2008).  

Recent studies also indicate their potential in addressing the effects of 

poverty (Eames, Crane, Gold, Pratt, & Axford, 2015; Gucht, Takano, 

Broeck, & Raes, 2014; Hick & Furlotte, 2010).   

Prolonged exposure to ‘toxic stress’ caused by financial hardship and social 

exclusion (Eisenberger, 2012) can result in increased risk of illness 

(Shonkoff & Garner, 2012), impaired cognitive function (Mani, 

Mullainathan, Shafir, & Zhao, 2013) and can directly impact biological 

ageing (Mitchell et al., 2014) and wellbeing (Pickett & Wilkinson, 2007).   

Aim: To evaluate the effectiveness of MBSR for improving wellbeing in 

adults living with the psychosocial stress caused by poverty.   

Method: 40 adults (>18) from regeneration areas (Cullum, 2014), earning 

less than the Living Wage (Davis, Hirsch, & Padley, 2014), were recruited 

into a mixed method, non-randomised wait list controlled study.  The test 

group (N=20) participated in two MBSR courses and (N=20) non-

participants formed the control group.   
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The relationship between developing mindful awareness and personal 

wellbeing was measured using qualitative (Bowling, 2011) and quantitative 

wellbeing indicators [The 15-item Mindful Attention Awareness Scale 

(Brown & Ryan, 2003); The 5-item World Health Organization Wellbeing 

Index (Bech, 2004)].   

Results & Discussion: The effect of MBSR on the wellbeing of participants 

experiencing poverty was measured, and the practicalities of developing 

accessible mindfulness-based programmes for those living in areas of 

multiple deprivation (Scottish Government, 2012) are discussed.   
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An Investigation into the Efficacy of Mindfulness-Based Stress 

Reduction (MBSR) in Enriching Community Wellbeing within 

Regeneration Areas.   

Mindfulness-based interventions 

Mindfulness-Based Interventions (MBI’s) combine Buddhist 

philosophy and mindfulness practices with modern scientific rigor and 

understanding (Chiesa & Malinowski, 2011).  Here, MBI denotes 

Mindfulness-Based Stress Reduction (MBSR) (Kabat-Zinn, 1990) and 

Mindfulness-Based Cognitive Therapy (MBCT; Segal, Williams, & 

Teasdale, 2013).  Both are structured, eight-week, group programmes 

(Kabat-Zinn, 1982) where participants learn to pay attention non-

judgementally and develop an awareness of present moment experience 

(Kabat-Zinn, 1990).  This study examines how mindfulness effects the 

wellbeing of adults suffering from the ‘toxic stress’ resulting from poverty 

(Eisenberger, 2012).   

Stress 

Stress describes a negative (distress) (Sapolsky, 2004) or positive 

(eustress) psychological condition (Jones, Bright, & Clow, 2001) that 

impacts mental and physical wellbeing. When negative, it can boost stress 

hormone levels (Pagliaccio et al., 2014), leading to harmful physiological or 

biological change (Murray & Lopez, 1997), which, Robertson et al (2012) 
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suggest may be caused by how stress is percieved.  Nonetheless, 

disadvantage and segregation have been associated with altered brain 

structure and cognitive function (Davidson & McEwen, 2012)  , mental 

illness (Galea, Uddin, and Koenen, 2011), substance abuse (Ahern, Galea, 

Hubbard, Midanik, & Syme, 2008) and suicide (Dupéré, Leventhal, & 

Lacourse, 2009).  However, fMRI studies show MBI’s may reverse some of 

these effects (Davidson & McEwen, 2012; Flook, Goldberg, Pinger, & 

Davidson, 2015).   

Wellbeing 

Thus, MBI’s could aid ‘societal progress’ by improving people’s 

subjective wellbeing (SWB), and consequently, their overall wellbeing  

(Organisation for Economic Co-operation and Development;OECD, see 

Figure.1).  

  Figure 1.   Wellbeing and progress framework (OECD.org).   
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The OECD describes SWB as, the positive and negative life 

evaluations and affective reaction to experience (Diener, 2000) combined 

with Aristotle's (1985) Eudaimonic sense of meaning and purpose in life, 

which, can be measured in several ways (Steel, Schmidt and Shultz, 2008) 

(see Table 1, common measures of SWB).   

It’s deterioration, and the decline of relative income and social status 

are linked to increased income comparison (Clark & Oswald, 1996; Ferrer-

i-Carbonell, 2005; Gunasekara, Carter, & Blakely, 2011; G. G. Kingdon & 

Knight, 2007; Luttmer, 2005; M. G. Marmot, 2003, 2004; R. Wilkinson, 

2002).  Whether manifesting ‘materially’ (keeping up with the Joneses) or 

through ‘psychosocial stress’ (Blázquez & Budría, 2013; Lhila & Simon, 

2010; Sweet, 2011), it leads to material inequalities, social exclusion, disease 

susceptibility and indirect health effects from substance misuse and poor diet 

(Eibner & Evans, 2005; M. Marmot, 1994; M. G. Marmot, 2003; R G 

Wilkinson, 1997).  Kaplan, Goldenberg and Galvin-Nadeau's (1993) early 

attempt to address this deterioration successfully employed a ‘Global 

Wellbeing Measure’ (Andrews & Withey 1976, p. 107), producing 

significant changes in wellbeing.  However, Brown & Ryan's (2003) ground-

breaking investigation into the role mindfulness played in ‘Psychological 

Wellbeing’ (PWB), expanded Diener & Emmons (1984) SWB construct (see 

Table 2) to include ‘emotional-subjective wellbeing’ (Brown & Ryan, 2003, 
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p. 828 ).  This led to the development of the Mindful Attention Awareness 

Scale (MAAS) (Black, Sussman, Johnson, & Milam, 2012).  Grossman et 

al's (2004) pioneering meta-analysis followed, finding significant clinical 

effectiveness in MBI’s in ‘mental health’ variables and PWB within clinical 

populations as Kaplan et al (1993) had.  However, caution was urged 

(Carmody and Baer, 2009) as variables other than mindfulness e.g., genetics, 

may affect wellbeing (Gross, Sutton, & Ketelaar, 1998; Gunthert, Cohen, & 

Armeli, 1999; Steel et al., 2008; Weiss, Bates, & Luciano, 2008; Zautra, 

Affleck, Tennen, Reich, & Davis, 2005).  Chambers, Gullone, & Allen 

(2009) also suggested positive outcomes be considered co-emergent until the 

mindfulness/wellbeing relationship was better understood.   

More recent findings suggest that MBI’s, drug treatments, and 

behavioural therapies have similar effects (Goyal, 2014; Kuyken et al., 

2016), despite Eberth & Sedlmeier's (2012) findings that MBI’s positively 

affect cognitive and emotional processes, grey brain matter development, 

PWB and mood, through increasing serotonin levels (Singleton et al., 2014).  

Attempts to address such anomalies found that MBI’s were strong and 

consistent for cognitive and emotional reactivity, moderate for mindfulness 

and ‘repetitive negative thinking’ but, insufficient regarding self-

compassion and psychological flexibility (Coffey, Hartman, & Fredrickson, 

2010; Gu, Strauss, Bond, & Cavanagh, 2015).  However, possible 
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connections between MBI’s and improved psychological outcomes suggest 

they foster dispositional mindfulness and counteract the effect of 

neuroticism on SWB in working people and online communities (Wenzel, 

von Versen, Hirschmüller, & Kubiak, 2015).   

Malpass et al., (2012) meantime, identified wellbeing as physical, 

mental and ‘within illness’, noting that mindfulness fostered positive 

attitudinal change towards physical pain and disability.  Accordingly, 

Charmaz, (1983) had advised disengaging from labelling or identifying with 

a ‘sick self’, while (Doran, 2014), recommended a re-engaging with direct 

experience “as a step toward finding a sense of wellbeing” (p. 9), and, 

acceptance, to encourage a more “mental, emotional and spiritual way” of 

understanding wellbeing (Doran, 2014, P. 7).   

Thus, research themes suggest that MBI’s are fundamental in helping 

participants be more focused and aware in ways that promote their physical 

and mental wellbeing, while research findings indicate a direct link between 

wellbeing and mindfulness skills.  Doran (2014), however, suggests cross-

disciplinary studies to shed more light on the mechanisms through which 

mindfulness improves wellbeing (see Table 3).  This resonates with Kingdon 

& Knight's (2006) psycho-social study relating low wellbeing to income 

poverty and physical and social functioning, using the criteria of ‘subjective 

well-being poverty’.  Given the negative correlates and the positive effects 
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of MBI’s on SED populations, mindfulness could prove to be a useful tool 

in reducing the inequalities of ‘Health Poverty’ (www.hpi.org.uk, 2004), 

while helping the poorest and most poorly reclaim control of their personal 

health determinants (healthpovertyaction.org, 2015; Public Health England, 

2013).   

Poverty         

 Reclaiming this control could help alleviate some aspects of ‘the 

world’s deadliest disease’ (WHO, 1995), poverty, which the UN (United 

Nations, 1995) defines as,  

 Absolute Poverty: insufficient resources to meet basic needs.   

 Overall or Relative poverty: denied the material needs required to 

participate fully in accepted daily life.   

 Social Exclusion; (Peace, 2001, p. 1),  

and Margaret Thatcher once described as a personality disorder (Dowden, 

1978)!   

Assessed according to the ‘poverty line’, ‘cost of living’, or, less than 60% 

of normal household income after compulsory deductions (Chen & 

Ravallion, 2010; Palmer, 2015), living with less, is directly linked to debt 

and increased risk of poor physical and mental health (Richardson, Elliott, 

& Roberts, 2013).   
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Socioeconomic success, however, is determined by ‘mobility’, and 

‘upward mobility’, by economic growth, which is ever-diminishing as a 

result of economic crises, stock market bubbles and student loan poverty.  

This affects earning power and the opportunities of the socioeconomically 

disadvantaged (Mcknight., 2015).  These, when magnified institutionally via 

privileged access to education and connections, are skewed towards the rich 

and powerful, resulting in “opportunity hoarding” (Reeves & Howard, 2013, 

p. 3).  Consequently, the talented underprivileged have fewer opportunities 

and the less talented wealthy remain within the wealthy high paid, negating 

the importance of natural ability (Kenealy, 2015)  This, when entrenched, 

results in what Armstrong (Cabinet Office, 2006) calls the ‘2½ percent of 

every generation’ stuck in a lifetime of disadvantage, harm and genetic 

change, which adversely affects brain development and long-term health 

(Rechavi et al., 2014; Shonkoff & Garner, 2012).   

MBI’s in SED communities 

However, early reports of the health benefits of MBI’s for the poor 

are anecdotal (Kabat-Zinn, 2004), with little definitive evidence i.e., n = 12 

papers (see table 4).  These papers are discussed below.   

Mindfulness and healthcare.   

 Roth & Creaser's (1997) early study of an adapted MBSR 

programme for 144 black and minority SED patients with income-based fees 
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introduced ‘in-session’ adjustments to support cultural, social, 

learning/literacy needs (see table 4), encourage communication and assuage 

social anxiety.  Despite sending reminders and recordings, “life 

circumstances beyond their control” (Roth & Creaser, 1997 p. 170) led to 

high dropout (see Table 5), but, for completer’s, course acceptance was high 

(60%).  Results indicated decreased medical/psychological symptoms and 

improved self-esteem, behavioural change and overall wellbeing.  The 

absence of a control group and use of short-term measures were remedied 

when Roth and Robbins (2004) repeated the study with a control group and 

12 month follow-up, revealing similar findings and a decrease in chronic 

care visits.  Likewise, Abercrombie, Zamora, & Korn (2007) revealed that 

SED female cancer patients were less anxious and more likely to attend 

appointments and even applied mindfulness during gynaecological 

examinations!  These suggest MBI’s could positively affect clinic attendance 

rates.   

Substance misuse and SED communities.   

Substance misuse is linked to social structure, poverty, disadvantage 

and social class (Harrison & Gardiner, 1999), with substance of choice 

dependent on age, gender, skill and employment status (Murali, 2004).  With 

this in mind,  Vallejo & Amaro (2009) adapted Mindfulness-Based Relapse 

Prevention (MBRP) (Bowen, Chawla and Marlatt, 2011) to form 
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Mindfulness-Based Relapse Prevention for Women (MBRP-W) living in 

substance abuse centres.  In addition to the initial challenge of structured 

living, the women suffered from trauma, mental illness, substance, sexual 

and physical abuse, imprisonment and child custody loss.  Some were court 

referrals and others attended to regain child custody (see Table 5, Vallejo & 

Amaro, 2009; Amaro et al., 2014).  Accordingly, simple language, short 

practices with ‘trauma-sensitive guidance’ and discussion around substance 

use stressors featured.  Despite this, compliance was lower than similar 

studies (Bowen et al., 2009; Masuda, Price, & Latzman, 2012), with non-

attendance mainly ‘beyond participant control’ (see Table 5).  Nonetheless, 

completers (36%) exhibited reductions in addiction severity, alcohol intake, 

perceived stress and increased wellbeing/wellness at a 12-month follow-up.  

Although lacking randomisation or a control, and a reliance on follow-up self-report 

measures of substance use without testing, results indicate a role for mindfulness 

training in ameliorating factors of comorbidity for SED participants.   

The elderly.   

Szanton, Wenzel, Connolly, & Piferi (2011) meantime, designed a 

reflective, stationary, MBI to reduce the effects of SED on the elderly in 

residential care.  Course adaptations by residents engaging in an MBSR 

programme (N = 13 ≥ 60 years) led to the formation of ‘Eldershine’, an MBI 

that taught mental and physical health management and social and emotional 
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skills development.  A pilot study (Palta et al., 2012) with (N = 12) 

hypertension sufferers and an active control (a social support group, N=8) 

tested its efficacy.  On conclusion, significant reductions in blood pressure 

were recorded and attendance > 80% suggested ‘Eldershine’ was both 

feasible and acceptable.   

Moss et al's (2014) mixed method study (control N = 19, treatment N 

= 20) however, featuring treatment sub-group interviews, examined facets 

of mindfulness, self-compassion and  psychological distress , noting   

significant wellbeing improvements for the treatment group.  Consequently, 

both studies suggest that MBI’s could improve the quality of life of SED 

elderly in residential care facilities.   

Domestic Violence and Trauma.   

Women in poverty suffer vulnerability to domestic abuse, and are in 

need of adapted MBI’s such as Dutton et al (2013) (see Table 4), which was 

tested as an alternative to traditional mental health services for mixed race 

women from homeless shelters and community hospitals.  It focused on 

informal practice and stress education without trauma discussion.  

Reparations were made for travel and childcare, which may account for the 

70% completion rate.  Completers reported increased awareness, non-

reactivity, self-acceptance, care, compassion, empowerment, a reduction in 

overall stress and a sense of belonging due to ‘group effect’ (Imel, Baldwin, 
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Bonus, & Maccoon, 2008; Kocot & Goodman, 2003).  However, although 

acceptable and feasible, no evaluation of changes in mental health service 

use were conducted.   

Bermudez et al's (2013) longitudinal qualitative study (N = 10; 15 

months), in contrast, suffered high drop-out (81%), perhaps due to 

participants struggling to deal with trauma.  Despite this, through practicing 

mindfulness, completers confidence, effective emotion regulation, stressor 

management, self-compassion and serenity, grew into a desire to help those 

in comparable situations, as with the previous study.  However, group 

homogeneity, inter-personal conflict, and a regulation of exposure to present 

moment experience to moderate the effects of trauma were acknowledged as 

key.   

Parenting.   

With many SED parents suffering from poor parenting skills, having 

children with disruptive behaviour patterns (Bloomquist & Schnell, 2002; 

Lundhal, Risser, & Lovejoy, 2006) and parenting programmes unsuitable for 

some, Eames et al. (2015) created the MBSR-based Mindfulness-Based 

Wellbeing for Parents (MBW-P) programme.  MBW-P was designed for ‘at 

risk’, hard to reach mothers, to assess parental wellbeing and parenting-

related stress in an NHS setting.  It featured shorter ‘in session’ and ‘home 

practices’, incorporated mindful listening and communication, included 
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social interaction and introduced short instructions in parental bonding, 

compassionate parenting and the maintenance of personal wellbeing 

(Bowlby, 2008;Gilbert, 2010).  Results were encouraging, despite a small 

sample size, high attrition (48%) and a lack of control or follow-up.  

However, a 56% reduction in stress and increased wellbeing for the most ‘at 

risk’ suggests SED parents may become easier to reach and engage with, and 

consequently, more likely to benefit from parenting programmes after 

MBW-P.   

Social welfare.   

 A social welfare setting was chosen for Gucht et al's (2014) pilot 

study to address the effects of poverty through MBI’s (see table 4).   

The author (Appendix A, personal communication 1),  

“combined MBSR/MBCT curriculums, shorter sessions/core 

practices, more repetitive practice guidance and included 

loving kindness meditation (as) it was found more challenging 

for this population to focus attention on a single activity for 

longer periods of time and (we) therefore chose to work with 

shorter exercises and this worked well for them.”   

21. 09. 15 
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“ For the psychoeducation part, we used examples based on the 

context those people are living in, like the stress you feel due 

to living with less money than you need, we also had some 

psychoeducation on communication – how to deal with 

difficult conversations, what do you feel in your body at such 

moments etc.   

Adjustments were made by a course leader (a certificated 

mindfulness trainer) and former social welfare centre worker 

with experience of dealing with people living in poverty”.   

(Appendix A, personal communication 2; 23.09.15) 

Despite adaptations, attrition was high (60%) and, as with Khoury et al 

(2013), effect sizes were small post-intervention and medium at follow-up.  

However, this study’s importance lies in the discovery that MBI’s reduce 

(negative) self-directed overgeneralisation and consequently, vulnerability 

to depression (Raes, Griffith, Van der Gucht, & Williams, 2014).  

Nevertheless, to strengthen reliability and reduce attrition, a control group, 

larger sample size, randomisation, payment and reparations for child care 

and travel reimbursement were recommended.  Still, these findings indicate 

promise for this type of intervention in institutional settings.   
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Homelessness.   

 Hick & Furlotte (2010), in contrast, developed Radical Mindfulness 

Training (RMT) to improve wellbeing for the severely economically 

disadvantaged.  Their mixed methods MBSR-based programme aimed to 

change participants’ cognitive and affective judgments of self, others, 

institutions and societal structure.  Although participants introduced course 

adaptations such as the “Nine instructions to overcome oppression”, cash 

payments and funded travel and childcare (see Table 4), drop out was high 

(64%).  Quantative results however revealed increased wellbeing, and 

qualitative themes suggested a reperceiving of difficulties and attitudes 

towards others, institutions and societal structure, which may account for the 

positive course evaluations.  Despite being a small, uncontrolled study, 

results were encouraging and demonstrate the benefits of modifying MBI’s 

appropriately.   

In conclusion, the paucity and pioneering nature of the studies 

indicates the need for more robust study in this fledgling field.  Nonetheless, 

these studies demonstrate MBI’s effectiveness in increasing mindfulness and 

wellbeing and the feasibility and acceptability of adapting MBI’s for SED 

participants.  However, their true benefit will remain unclear without further 

research.   
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Socioeconomic disadvantage in Scotland 

This study’s aim is to further that research in Whitfield (see figure 2 

below), Dundee, Scotland, which has almost three times the national average 

(30. 7%) of income and employment deprivation.   

 

 

Ten percent claim welfare benefits, and 0.5 % of those, (the poorest), 

experience employment deprivation and are barely able to eat, afford fuel or 

even a funeral (Dundee Partnership, 2011; Kenway, Bushe, Tinson, & Born, 

2015; Mcbride & Purcell, 2014; Scottish Government, 2012).  To address 

such inequalities, ‘Community Renewal/Regeneration Programmes’ were 

introduced (Robertson, 2014), to create supportive, inclusive, sustainable 

environments which promote wellbeing (The Scottish Government, 2011 p. 

9) and reverse the economic, physical and social decline (Scottish Local 

 

Whitfield 

Figure 2. Areas of Deprivation; Scotland, adapted (Rae, 2015).   
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Government and Regeneration Committee, 2014) of the most deprived areas 

(Kearns, Whitley, Bond, Egan, & Tannahill, 2012).   

Finally… 

It was David Cameron who ironically declared, “it’s time we focused 

not just on GDP, but on GWB or general wellbeing” (Berry, 2014, p. 2). This 

after  Stiglitz, Sen, & Fitoussi (2009) prompted the government to measure 

national wellbeing, and, the Parliamentary Group on Wellbeing Economics 

conclusion that, targeting public spending with wellbeing in mind could 

effectively improve people’s lives, reduce demand on public services and 

deliver significant long-term government savings.  However, the group’s 

chairman, David Lammy MP voiced that, “austerity makes a focus on 

wellbeing more essential, not less” (Berry, 2014, p. 2), thus answering the 

need for this study (see Appendix B, local justification).   

In summary, previous research, government guidelines and socio-

economic statistics indicate a need for robust study into the role that 

mindfulness-based interventions could play in the development of wellbeing 

for the deprived within regeneration areas.   

Study Aims  

The aim of this study was to explore the feasibility/acceptability of an 

8-week MBSR programme for participants suffering economic disadvantage 

and to explore its impact through a pilot evaluation as outlined below.   
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1.   To assess the implementation of an MBSR programme within 

the context of a community setting located in a regeneration 

area,  

1. 1  to develop efficient recruitment protocols.   

1. 2  to gauge the acceptability of consent procedures.   

1. 3  to investigate and address barriers to attendance.   

1. 4  to assess the feasibility of collecting reliable and valid data.   

1. 5  assess the appropriateness/suitability of the intervention used.   

2.  To investigate the mechanisms by which MBSR may help those in 

poverty,  

2. 1  to explore participant’s personal experience of the MBSR.   

2. 2  to assess the impact on wellbeing of MBSR.   

2. 3  Appraise participant’s development of mindful awareness.   

Hypotheses 

In achieving the study’s aims, I predicted that delivering a 

mindfulness-based intervention for groups of adults living in poverty 

would significantly improve their wellbeing.  This assumption is 

based on the results of previous studies with this population, which 

have shown moderate effect sizes for shifts in facets of mindfulness 

and moderate effect size for changes in wellbeing (Eames et al., 2015).   
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Method 

Participants 

One hundred and seven adults from Dundee’s most deprived areas 

were referred or self-referred to participate in an 8 week MBSR course.  Two 

with severe mental health diagnoses were excluded, one attended a course 

but declined research participation and 104 consented (see Appendix C, 

informed consent form) to take part in the research.  Seventy-two undertook 

orientation for one of two 8-week MBSR courses on a ‘first come first 

served’ basis and 32 were assigned to a waitlist control group (See Table 6 

for sample sizes).   

Thirty seven dropped out post-orientation (see table 7 below), and 

twenty seven withdrew within 3 sessions.  Training group completers (n=20) 

attended the minimum effective dosage of 4 sessions (Eames et al., 2015) set 

for this project.  Seven of those attended up to 5 sessions and 13 completed 

between 5 to 8 sessions.   

 

Table 7. 
 
Course attrition data. 

    

 Cohort 

 

drop out 

post-orientation 

withdrawal 

within 3 sessions  

Completers 

Total 104    

MBSR participants 72 25 27 20 

Waitlist control 32 12 0 20 
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Reasons for withdrawal were given by 21 participants, 6 gave none (Table 

8).  

Table 8. 
 
Reasons for withdrawal. 
  

Reason for 
withdrawal 

 
Fear of 
violence 
 

Unable to get up in 
time 

Not the right time Anxiety Family issues 

Number 1 1 3 1 4 

Reason for 
withdrawal 

Health 
issue 

Other 
commitments 

Carer responsibilities Homeless 
Benefit 
sanctions 

Number 2 4 3 1 1 

 

General Demographics.  

There were (n=40) research group completers from an initial (n=107) 

applicants.  Eight declined (3 control and 5 MBSR training group), when 

asked to provide age demographics.  MBSR training group completers 

(n=15) ages ranged from ≥ 18 < 65 (50% male/female) and averaged 58 

years.  Control group completers (n=20) ages ranged from ≥ 18 < 60 (25% 

male; 75% female) and averaged 56 years.  Seventy percent of the training 

and 45% of the control groups were single, with the remainder married 

(20%, 30%) or co-habiting (10%, 5% or preferred not to say).  Data also 

revealed that participants experienced marginalisation’s and multiple 

challenges (Mullaly, 2007) that led to feelings of exclusion from useful and 

meaningful participation in society (Young, 1990)(see table 9 below).   
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Twenty nine completers (n=20 training; n=9 control) provided mental 

and physical health information (see figure’s 4 and 5 below) in the pre-

course assessment carried out as part of the application procedure (see 

appendix D).   

 

Table 9 
 
Marginalisations 
  

  

 
carer 

 
Learning Disability 

 
Literacy issues 

 
No information provided  

Training group 
 
1 

 
2 

 
2 

 
/ 

Control (n=20) / 
 
1 

 
2 

 
/ 

control (n=20)    17 

0 20 40 60 80 100

Depression

Anxiety

PTSD

Panic Attacks

Mood Disorder

Stress

Social Anxiety

Insomnia

OCD

Agarophobia

Hearing Voices /Schizophrenia

Bipolar Disorder

Prefer not to say

Wait List Control Participant

%

Figure 3.  Mental health information from completers.  

■ Training Group 
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Although 55% of the control group omitted giving demographic 

information, data received revealed a variety of mental health issues for both 

groups e.g., anxiety, depression, stress and mood disorder, although the 

control group were less affected by each.  Training group issues ranged from 

mobility, to cancer and obesity, with both reporting, physical/nerve pain and 

high cholesterol.   

Socioeconomic factors were significant (see Figure 5 below), mainly 

family orientated for the control and relationships and low income for the 

training group, with unemployment and disability benefits significant for 

both.   

 

Figure 7.  Socioeconomic factors for completers. 

Figure 4.  Physical health information from completers.  
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Procedures 

Recruitment.   

Posters, flyers (see Appendix E) and application forms were 

disseminated through community support professionals via the course 

venue, local community facilities, groups, charities and a local charities 

website which supports those in hardship.  Inclusion criteria comprised those 

living in regeneration areas in Dundee and receiving benefits or earning less 

than the Living Wage (Davis et al., 2014) with no significant life trauma in 

the previous six months.  Applications were evaluated and primary 

assessments employed ( see appendix F,  assessment and orientation ) in 

accordance with MBCT Implementation Resources for public 

MBCT/MBSR Courses and the University of Massachusetts, Centre For 

 

Figure 5.  Socioeconomic factors.  
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Mindfulness, ‘Screening Criteria for Exclusion from the Stress Reduction 

Program’ (Kuyken, Crane, & Williams, 2012).   

Ethics.  

An information sheet (see Appendix G) provided participants with a 

pre-course summary of the research, what they would be doing, advised of 

their rights regarding the study, the guidelines it followed (Working Party 

on Ethical Guidelines for Psychological Research, 2010) and supplied 

contact details of the researcher’s supervisors, University Ethics Officer and  

contacts for specialist care and support.  Confidentiality and anonymity and 

it’s time frames in relation to storage, reports, presentations and publications 

were also discussed.  Participants were informed who to contact if further 

questions about the study arose before and after signing the informed 

consent.  After training and data collection, a group debrief was held, contact 

information provided, preliminary information regarding the research 

outcomes disseminated and information provided for participants to 

continue their practice (see Appendix H).   

Permission was granted to hold the study in a Dundee City Council 

integrated health and welfare facility, with full disabled access, facilities, 

security and logistical support by a Communities Officer (see Appendix I) 

and the Psychology Ethics and Research Committee of Bangor University 

granted ethical and governance approval for the study (see Appendix J).  

Data collection, recording and coding was carried out by a local charity 
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administrator to preserve anonymity and prevent the researcher/course 

leader from identifying participants.  This coded (anonymised) data was then 

passed on to the researcher for analysis and the findings presented as they 

are found here.   

Intervention.   

Eligible participants were invited by telephone, e-mail and text 

message (see Appendix K) to attend a pre-course Assessment & Orientation 

session (2 hrs) to discuss course content, commitments, research and 

expectations (see Appendix L, session agenda).  They were informed that 

mindfulness, using Blacker et al's (2009) MBSR programme of 8 weekly 2 

hour group sessions, employing body/breath awareness while sitting, 

standing, lying and moving and a 3 step mini meditation containing the core 

practice elements used in MBI’s (Williams et al., 2007) would be taught, to 

help reduce their stress.   

To facilitate non-discriminatory participation, combat financial 

exclusion, reduce material inequalities (Curtis, Cave, & Coutts, 2002) and 

mitigate the effects of government ‘neo material’ policies of austerity 

(Lynch, Smith, Kaplan, & House, 2000), which violate international human 

rights (The Centre for Welfare Reform, 2016; U.N. Human Rights Report, 

2014), everything was offered free.  This included course manuals in digital 

and printed form and audio for those with special needs such as dyslexia, 
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learning difficulties or literacy issues, large text for those with visual 

impairment, recordings in CD and mp3 formats for laptops, tablets and 

smartphones and, ancillary equipment (blankets, yoga mats and cushions), 

which was provided by a local charity, the Nilupul Foundation, 

(www.nilupul.org).   

To address the effects of marginalisation and exclusion (Kenway & 

Bushe, 2015), two ‘in-session’ support assistants’ attended, and between 

sessions, participants were encouraged to seek support through ‘course 

buddies’ (Rockville, 1994) e.g., a fellow course/family member, friend or 

colleague, to discuss experiences, encourage home practice participation and 

course completion.  Furthermore, texts and e mail reminders were sent, pre-

session interaction (tea/conversation) encouraged, and, in-session, extended 

dialogue and inquiry into experiences fostered.  To reduce psychosocial 

inequalities e.g., having a low threat threshold and its resultant physical, 

mental or verbal ‘reactive stress’ to the perceived threat of interpersonal 

communication (Adli, 2011), dyads, triads and small groups were also 

utilised, to build confidence, increase social integrity and develop a 

willingness to address and discuss feelings (Egan, Tannahill, Petticrew and 

Thomas, 2008).  Further adaptations were made ‘on the hoof’ by the 

researcher/course leader, including slightly shorter practices with plain 

language instruction, a question by question guided run through of the 

measures used, to minimise the data distortion and bias associated with self-
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report measures. A simplified visual presentation of the psychoeducational 

stress component was also added to aid the educationally challenged.   

Data collection 

The study followed a non-randomized waitlist controlled design, 

complemented by a qualitative subjective self-assessment of the meaning of 

wellbeing.  Quantitative and qualitative data were collected in parallel 

between two time points from training (N=20) and control groups (N=20), 

at T1 (pre-course orientation) and T2 (last day of the course), at their separate 

venues, then assessed, compiled and checked for accuracy and 

completeness.   

Measures.   

All measures were contained in the participant questionnaire pack (see 

Appendix M).  Quantitative measures included the WHO-5 Wellbeing Index 

and the Mindfulness Attention and Awareness Scale (MAAS), plus 2 simple 

wellbeing assessments and a qualitative open ended question, all 3 designed 

by the researcher.   

Quantitative.   

The Who-5 is a widely used self–report measure (Taggart & Stewart-

brown, 2015; Topp, Østergaard, Søndergaard, & Bech, 2015), developed for 

the purpose of measuring positive mental health (Bech, Olsen, Kjoller, & 
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Rasmussen, 2003), consisting of a Likert-scaled 5 item questionnaire with 

scores ranging from 0 to 100.  High scores signify better wellbeing and low 

scores indicate mental health problems (Henkel et al., 2003).  Validities of 

content (0.77), construct (r = − 0.57, p < .01) and criterion relation (r = 0.49, 

p < 0.001) are good or high and internal consistency reliability high 

(Cronbach’s α = 0.89) in Wu's, (2014) study into the wellbeing of chronic 

illness sufferers.  In a study by Horan, McGowan, Doyle, & McAuliffe 

(2014) the relationship between wellbeing and socioeconomic status, diet 

and lifestyle during pregnancy showed an internal consistency of α = .90.   

The MAAS is a 15-item self-report scale assessing openness or 

receptive awareness of and attention to what is taking place in the 

present.  It showed strong psychometric properties and has been 

validated with college, community and cancer patients, and is 

predictive of a variety of self-regulation and wellbeing constructs 

(Brown & Ryan, 2003).  The measure takes 10 minutes or less to 

complete (Brown & Ryan, 2003) and has demonstrated high internal 

reliability (Cronbach’s α = 0.89) and good gender reliability (women α 

= 0.89; men α = 0.87) (MacKillop & Anderson, 2007).  Conner & 

White's (2014) study which used this measure with parents of mixed 

socioeconomic background of children with autism spectrum disorder 

showed an internal consistency of α = .90.   
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The Bowling (2011) based researcher-designed wellbeing 

assessments carried out pre- and post-course, comprised two common 

single-item survey questions in the form of a 5-point Likert self-rating scale 

of general wellbeing and mental wellbeing (from very bad to very good), as 

described and validated in a national survey of British adults.  The first, 

related to general wellbeing enquiring, ‘Overall would you say your 

wellbeing was?’, then rated from very bad to very good, the second, related 

to mental wellbeing enquiring, ‘Please rate your mental wellbeing, would 

you say your mental wellbeing was? , then similarly rated.   

Qualitative.   

Written responses to a single open-ended question designed by the 

researcher, sought participant’s personal definition of wellbeing at two time 

points T1 and T2.  They were asked, ‘Please tell me, what the term wellbeing 

means to you?’ and advised, ‘You can mention as many things as you like, 

including mental or psychological and/or physical health issues, social 

relationships and activities and anything else you think of.  There are no right 

or wrong answers’.  There appears to be no precedent in any of the studies 

within this population or wider MBI research for this kind of research 

approach.   
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Data Analysis 

Quantitative.   

Quantitative data were analysed using SPSS version 22.  Descriptive 

statistics were computed, analysed and outliers removed.  Prior to statistical 

analysis, an independent t test determined any difference between groups at 

baseline and sample variance was tested.  For statistical analysis, the MBSR 

course was the independent variable and the post-intervention means of the 

four measures, the dependent variable.  When no baseline differences were 

detected, a two-way repeated measures analysis of variance ANOVA with 

factors (between and within groups) was employed to assess differences in 

self-rated positive mental health, wellbeing overall, mental wellbeing and 

dispositional mindfulness.  If results showed a significant time by group 

interaction, follow up t tests would also be performed to pinpoint exactly 

where the differences in means occurred.   

Qualitative.   

Written responses to an open ended question were transcribed and 

analysed using thematic analysis (Braun & Clarke, 2006) pre- and post-

training.  Responses ranged from a series of single words, to single and 

multiple phrases and single sentences.  These were grouped into meaningful 

units of text relevant to the research question pre- and post-training (see 

tables 10 and 11).  Analysis of those units, using logical inference revealed 

primary themes (see tables 12 and 13).  Further analysis revealed a group of 
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refined primary themes (RPT’s) (see tables 14 and 15), which were further 

distilled to reveal overarching themes (OAT’s), the basis for the results.  

These were then paired to map the transitions in wellbeing over time and to 

determine if the OAT’s meaning could be encapsulated in 2 pre- and post- 

meta-themes.  This process was iterative and correlated with the original 

responses and the research question at all stages.   
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Results 

Quantitative 

This study aimed to investigate the feasibility, acceptability and 

efficacy of an MBI in a community setting for adults suffering economic 

disadvantage and develop the research protocols required.  Intervention 

feasibility and acceptability were assessed by participation (number of 

sessions attended) and tracked via attendance sheets.  Forty three percent did 

not attend any of the sessions after Assessment and Orientation.  Of the 

remainder, 40% attended 1-3 sessions, 14.9% attended 4-5 sessions, and 

44.7% attended 6-8 sessions.   

Completers (minimum dosage 4 sessions) longitudinal comparison 

data were analysed using IBMSPSS Statistics version 22 (IBM Corp, 2011) 

and statistical significance levels (two-tailed) set at p < 0.05.  Effect sizes 

were recorded and reported as eta-squared for ANOVAs and Cohen’s d for 

t-tests (Cohen, 1988).  Independent samples t tests were applied for all 

measures to determine any differences between groups in wellbeing and trait 

mindfulness at base line.  Where no baseline differences were found, 2 

(group) × 2 (time) mixed-factorial ANOVAs were conducted to examine 

changes in wellbeing and trait mindfulness between the two groups (training 

and control), over two time points, pre- and post-training.  Further 

investigation of significant interactions were carried out using t-tests.   
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To remedy the effects of Missing Data, data were recorded in SPSS 

using a separate table from each questionnaire then examined for anomalies.  

One set of faulty data with two pre-course outcome figures instead of one 

were removed from the WHO-5 (n=19) and missing data computed for the 

MAAS using expectation maximisation in SPSS.  A Little's MCAR test, p = 

.95 confirmed the data were missing at random (n=20).  There were no 

missing data for the Bowling (2011) based Likert’s 1 and 2.  Cronbach 

standardized intra-scale alpha reliability estimates (Cronbach, 1951) were 

calculated as .66 for the MAAS and .82 for the WHO.  No extreme outliers 

(> 3 x interquartile range) were found in the data, however moderate outliers 

were identified (> 1.5 x interquartile range) and removed, one for the WHO-

5 and three for the MAAS.  Statistical analysis was run with inclusion and 

exclusion of outliers where appropriate.  Descriptive statistics for each 

measure are presented below in Tables 16 and 17.   
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Table 17 

Descriptive statistics (with outliers removed) 

 Table 16 

Descriptive statistics with outliers 

  

 
Measure 
 

 
T1 (Pre) 

 
T2 (Post) 

Training Group Mean Standard deviation Mean 
 
Standard deviation 
 

WHO5 
Subjective wellbeing 
 

34.36 19.39 74.28 14.60  

Likert 1 
Overall wellbeing 
 

2.73 1.04 3.95 0.97 

Likert 2 
Mental wellbeing 
 

2.63 1.16 3.71 0.99 

MAAS 
Trait mindfulness 
 

3.24 0.56 3.27 0.70 

 
Control Group 
 

    

WHO5 
Subjective wellbeing 
 

38.00 19.18 34.40 21.26 

Likert 1 
Overall wellbeing 
 

2.95 0.82 2.95 0.94 

Likert 2 
Mental wellbeing 
 

2.85 0.81 2.75 0.96 

MAAS 
Trait mindfulness 
 

3.11 0.81 3.16 0.84 

 
Measure 
 

 
T1 (Pre) 

 
T2 (Post) 

Training Group Mean Standard deviation Mean Standard deviation 

WHO5 
Subjective wellbeing 
 

35.60 19.15 74.29 11.99 

Likert 1 
Overall wellbeing 
 

2.74 1.04 3.95 0.97 

Likert 2 
Mental wellbeing 
 

2.63 1.16 3.71 0.99 

MAAS 
Trait mindfulness 
 

3.35 0.49 3.49 0.48 

 
Control Group 
 

    

WHO5 
Subjective wellbeing 
 

38.00 19.18 34.40 21.26 

Likert 1 
Overall wellbeing 
 

2.95 0.82 2.95 0.94 

Likert 2 
Mental wellbeing 
 

2.85 0.81 2.75 0.97 

MAAS 
Trait mindfulness 
 

3.11 0.82 3.16 0.84 
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The results for wellbeing are presented first, followed by the findings 

for dispositional or trait mindfulness.   

WHO – 5  

With outliers  

An initial independent samples t-test found no significant differences 

in the levels of subjective wellbeing between the training group (M = 34.36, 

SD = 19.39) and the control group (M = 38.00, SD = 19.18), t(37) = 0.59, p 

= 0.56, d = .18 at baseline.  A 2 × 2 mixed-factorial ANOVA with factors of 

time [pre-training (T1) and end of training (T2)] and group (training and 

control) indicated that the subjective wellbeing measure showed a significant 

main effect of time F (1, 37) = 40.20, p < .001, ῃ2 = 0.26, with WHO-5 scores 

significantly increased over time.  A significant main effect of group F (1,37) 

= 11.46, p < .001, ῃ2 = 0.24 indicated that the training group had significantly 

higher WHO-5 scores, and a significant interaction was found between time 

and group F(1,37) = 40.20, p = .01, ῃ2 = 0.35.   

The significant time by group interaction were further analysed with 

a follow–up independent samples t-test that found significant differences in 

the levels of subjective wellbeing between groups post course, t(37) = 6.453, 

p < .001, d = 2.07.  The training group (M = 34.36, SD = 19.39) had higher 

scores compared to the control group (M = 38.00, SD = 19.18), (see Figure’s 

6 and 7).   
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Error bars are standard error.  * p < .001

Figure 6. WHO 5 (with outliers 1). 

0

20

40

60

80

100

Pre-training Post-training

M
ea

n 
sc

or
es

WHO 5

Control Group Training Group

0

20

40

60

80

100

Pre-training Post-training

M
ea

n 
sc

or
es

WHO 5

Control Group Training Group

Error bars are 95% Confidence intervals.  * p < .001 

Figure 7.  WHO 5 (with outliers 2) 

*
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WHO 5 

With outliers removed.   

Again, an independent samples t-test found no significant differences in 

the levels of subjective wellbeing at the baseline between the training group 

(M = 35.60, SD = 19.15) and the control group (M = 38.00, SD = 19.18), 

t(36) = .38, p = .70, d = .12 with outliers removed.  A 2 × 2 mixed ANOVA 

pertaining to time (pre-training (T1) and end of training (T2)), group 

(training and control), and interaction (time by group) was then carried out.  

It showed a significant main effect of time F = (1, 36) = 27.5, p = .00, ῃ2 = 

0.26 with WHO scores significantly increased over time and a significant 

main effect of group F = (1, 36) = 14.418, p = .00, ῃ2 = 0.28 indicating that 

the training group had significantly higher WHO scores.  A significant 

interaction between time and group, F = (1, 36) = 39.95, p < .001, ῃ2 = 0.38 

was also noted.   

The interactions were further analysed with a follow–up independent 

samples t-test that found significant differences in the levels of subjective 

wellbeing post-course between groups.  The training group (M = 34.36, SD 

= 19.39) had higher scores than the control group (M = 38.00, SD = 19.18), 

t(37) = 6.453, p < 001, d = 2.3 (see figure’s 8 and 9).   
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Error bars are standard error.  * p < .001

Figure 8.  WHO 5 (with outliers removed 1) 
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Figure 9. WHO-5 (with outliers removed 2) 
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Error bars are 95% Confidence intervals * p < .001
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Bowling Likert 1; General wellbeing  

This measure had no outliers.   

An independent samples t-test using a short general wellbeing 

measure modelled on Bowling, (2011) found no significant differences in 

the levels of general wellbeing at the baseline between the training group (M 

= 2.74, SD = 1.04) and the control group (M = 2.95, SD = .82), t(37) = .71, 

p = 0.48, d = .23.  A 2 × 2 ANOVA with factors of time [pre-training (T1) 

and end of training (T2)] and group (training and control) for this short 

measure showed a significant main effect of time F(1,37) = 15.03, p < 001 , 

ῃ2 = .22, indicating higher scores for the training group, and a significant 

main effect of group F(1,37) = 2.26, p = 0.00, ῃ2 = .06, indicating higher 

scores for the training group and a significant interaction F(1,37) = 15.026, 

p < .001, ῃ2 = .22.   

Further analysis of the significant time by group interaction using a 

follow–up independent samples t-test found significant differences in the 

levels of general wellbeing post course.  The training group (M = 2.95, SD 

= .82), had higher scores than the control group (M = 2.74, SD = 1.04), t(37) 

= 3.25, p = .002, d = 1.04. (see figure’s 10 and 11).   
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Error bars are standard error.   * p < .001

Figure 10.  Likert 1 (no outliers recorded 1) 
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Figure 11.  Likert 1 (no outliers recorded 2)  
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Bowling Likert 2; Mental Wellbeing 

This measure had no outliers.   

An independent samples t-test using a brief, single open-ended 

Bowling (2011) based mental wellbeing measure designed by the researcher, 

found no significant differences at the baseline between the training group 

(M = 2.63, SD = 1.16) and the control group (M = 2.85, SD = .81), t (37) = 

.68, p = 0.5, d = .21.  A 2 × 2 mixed ANOVA using the brief mental 

wellbeing scale showed a significant main effect of time F(1,37) = 15.03, p 

= .01, ῃ2 = 0.14 for the training group and a significant main effect of group 

F(1,37) = 2.26, p < .001, ῃ2 = 0.05, with higher scores for the training group 

and a significant interaction between time and group, F(1,37) = 15.026, p = 

.001, ῃ2 = 0.21.  A follow-up independent samples t-test found significant 

differences in the levels of mental wellbeing post course.  The training group 

(M = 2.63, SD = 1.16) had significantly higher scores than the control group 

(M = 2.85, SD = .81), t(37) = .68, p = .5, d = .9 (see Figures 12 and 13).   
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Figure 12.  Likert 2 (no outliers recorded 1) 

Error bars are standard error.  * p < .001

Figure 13.  Likert 2 (no outliers recorded 2) 
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MAAS 

With outliers  

An independent samples t-test found no significant differences in the 

levels of dispositional or trait mindfulness at the baseline between the 

training group (M = 3.24, SD = .56) and the control group (M = 3.11, SD = 

.82), t (37) = .56, p = 0.58, d = .17.  A 2 × 2 mixed ANOVA showed a non-

significant main effect of time F(1,37) = .281, p = .59, ῃ2 = .007 a significant 

main effect of group (no change in dispositional mindfulness for training 

group) , F(1,37) = .257, p < .001, ῃ2 = .01 and a non-significant main effect 

of interaction F(1,37) = .022, p = .88, ῃ2 = .001 on dispositional mindfulness.  

As these results were not significant follow up tests were not employed.   
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Figure 14.  MAAS (with outliers 1) 

Error bars are standard error.  * p < .001
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MAAS 

With outliers removed.   

An independent samples t-test found no significant differences in the 

levels of dispositional or trait mindfulness at the baseline between the 

training group (M = 3.35, SD = 0.49) and the control group (M = 3.11, SD 

= 0.82), t(34) = .30, p = .23, d = .35 .  A 2 × 2 mixed ANOVA showed a 

non-significant main effect of time F = (1, 34) = 1.641, p = .209, ῃ2 = .04, a 

significant main effect of group ( no change in dispositional mindfulness for 

training group) F = (1, 34) = 1.71, p < .001, ῃ2 = .05, and a non-significant 

main effect of time and group F = (1, 34) = .34, p = .57, ῃ2 = .01 with outliers 

removed, therefore no follow up tests were carried out.   

Error bars are standard error

Figure 15.  MAAS (with outliers 2) 
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Figure 17.  MAAS (with outliers removed 2) 
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Figure 16.  MAAS (with outliers removed 1) 
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Error bars are standard error.  * p < .001 
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Qualitative Results 

Qualitative data was collected from written responses to a single open-

ended question designed by the researcher, who sought to analyse 

participant’s personal definition of wellbeing at two time points, pre- (T1) 

and post- (T2) intervention using thematic analysis (Braun & Clarke, 2006).   

Initially, primary units of text (word, phrases, and sentences) were 

derived from original participant responses.  Their analysis produced 18 

primary themes (PT’s) pre-training (see figure 18) and 21 post-training (see 

figure 19).  Further analysis of PT’s revealed 13 refined primary themes 

(RPT’s) at each time point.  From those, 6 pre- and 7 post-course 

overarching themes (OAT’s) were deduced (see figures 18 and 19).  The 

results of a thematic analysis of the data at both time points is presented next.  

To aid understanding and readability, each OAT is followed by the 

frequency of text references in parenthesis, each RPT presented in italics, 

and each quote followed by a participant’s anonymised ID in parenthesis.  

All quotes are verbatim with any additions for grammatical purposes in 

parenthesis.   

Pre-training themes 

Managing difficulty (37)  

Four RPT’s were derived from the primary responses (see figure 18).  

Of those developing emotional stability (14) through “balanced responses” 
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(6) and “becoming emotionally independent” (32) were (seen as a priority.  

Not surprising then, the quest for stress reduction and coping techniques 

(11) to help deal with the “feeling I’m on the edge all the time” (57) and a 

wish to “manage my emotions better” (57) as, they induced mental health 

issues that prompted a need for “working with the extra drama and fear we 

add to difficult times” (31).  This, participants surmised, would require 

cultivating a present moment awareness, “more thoughtful clarity when 

thinking” (37) and an ability of “viewing difficulties more as they are” (31).   

Not feeling ill and physical health (20).   

General and physical health (20) were also wellbeing factors, with 

“our normal state” (31) of wellbeing seen “in simple terms (as) feeling well” 

(6) and “functioning correctly” (31).  Generally, wellbeing was associated 

with the need of “having a healthy body and mind” (10) and physically with 

a wish of “not feeling ill all the time” (32) and “being pain free” (11).   

 Feeling positive (20).   

This was framed in terms of having a positive attitude, happiness, 

hope, goal setting and relaxation.  The importance of a positive attitude, or 

“a healthy positive approach to all aspects of life” (47) was seen as an aid to 

experiencing a sense of wellbeing, as was “being happy when I get up in the 

morning” (18), “contentment” (11) and “peacefulness” (36).  From the 

perspective of hope, however, wellbeing was related to mood change and 



HOW DOES MBSR AFFECT THE WELLBEING OF THE POOR 62 

being “hopeful I can improve how I feel” whereas over time it was linked to 

goal setting, and a sense of “feeling personal progress” (31), mental and 

physical relaxation by “being in a state of peacefulness, relaxation and 

contentment within myself” (36).    

Making connections (11).   

Less emphasis, based on frequency, was placed on the need for 

supportive relationships and social inclusion for wellbeing.  Nonetheless, 

the relationships sought were “good relationships” (10) “with people who 

are genuine” (36), where they were “feeling valued” and “feeling respected” 

(11), and “having a loving family and friends” (31).  A sense of “being 

included” (11) and the need of “feeling connected to other people” (19) 

regardless of “social state” (54), was considered important for “social 

health” (73).   

Taking action (11).   

This evolved from 4 RPT’s (see figure 18).  Community “activities” 

(10) or “getting out in to the community and doing things” (19) was felt to 

be  important for wellbeing as was a need to be physically “active” (26) 

through “balanced exercise” (6) like “ swimming and keeping fit for my 

health and wellbeing” (56).  Independence, or “not needing to rely on others 

for help and support” (32) meant a need for self-care, or “looking after 

yourself better (and) take(ing) time for myself” (57) and were seen as 
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integral to general wellbeing and self-esteem, or “being happy with myself” 

as influencing mental wellbeing.  Food security or “having enough to eat” 

(11) was paramount for physical wellbeing, whereas, when this need was 

met, emphasis was placed on diet through “balanced eating and drinking” 

(6).   

Having needs met (3).   

This comprised 2 components, financial security and good 

environmental conditions, summarised as “the condition of an individual or 

group and how it is coped with, be it their mental health, social or economic 

state” (54) and in relation to quality of place as “feeling safe and secure” 

(11).   

Derivation of the meta-theme.   

These responses juxtapose how participants felt aspects of their 

wellbeing could be improved with the immediate difficulties experienced at 

the time of the training e.g. through physical exercise and contact, to 

financial and food security and safety respectively.  This suggests those 

needs were not being met and a lack of resources to meet them.  Thus 

collectively, these themes and responses seem to point to a meta-theme of, 

‘having a need for the necessary resources to manage difficulty and 

illness/health’.   
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Post-training themes 

Healthy Choices (34).   

Of the 5 RPT’s (see fig 19), perhaps unsurprisingly, having 

experienced the benefits of learning and practicing mindfulness, the most 

prolific for aiding wellbeing was present moment awareness and the 

qualities arising from it.  This meant “being able to focus on the now” (22) 

through “paying attention to what is really going on” (31), and “living life 

as best as I can in any moment” (6).  As a result, “mindfulness has helped 

me slow life down” (73), “to be patient (and) to have clarity” (69).  A further 

benefit seems to be the attention given to self-care, and “developing 

resilience to mental and physical illness” (24) through “taking time to 

myself” (57) and, for physical health, by “taking regular exercise and 

maintaining a wholesome discipline” (11).  Regarding the importance of 

general health “a balance, and mental and physical health with nourishing 

activities and relationships” (10) were cited, and in terms of nutrition “a 

balanced diet was seen as an essential component for “maintained good 

health” (11).   

Confidence and Self-Esteem (21).   

 These proved crucial to increasing wellbeing.  Their growth, 

concomitant with inner strength and flexibility, enabled an ability “to trust 
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in self and others, allows a confidence and contentment which means there 

is nothing to fear and a resilience to mental and physical illness develops” 

(24).  “Nourishing activities and relationships” (10) and “an ability to 

communicate thoughts positively” (37) were also seen as supportive factors 

in wellbeing.  A sense of value to others emerged, through a wish to “succeed 

in the working world and bringing the benefits back to my family” (32), 

stimulating a confidence to set goals, and “do the things I want to do” (61) 

that would instigate “a sense of achievement” (6).   

Contentment (16).   

It was summarised as relaxation, happiness and spirituality.  Physical 

wellbeing through relaxation was seen as having “comfort” (37) and “being 

comfortable” (54) and psychologically as an absence of arousal, or “a sense 

of calm (and) tranquillity” (63) and “contentment” (24), that were conducive 

to being “happier in life” (73), or more deeply, as “feeling good in spirit” 

(37).   

Managing difficulty (15).   

This meant managing mental health and emotional stability and 

noticing how life experiences and maladjusted cognitive and behavioural 

processes affected wellbeing.  Through the training, an awareness arose that 

“a positive wellbeing is characterised by a stress-free, healthy mind-set, 

(and) conversely (that) a negative wellbeing is characterised by a stressful, 
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unhealthy mind-set” (26) and, that an awareness of life experiences could 

affect behavioural change e.g. , through a “need to be ‘less full on’ with a 

girlfriend in an all or nothing attitude to my relationships which often ends 

up with me being badly hurt in a ‘break up’ and feeling depressed and 

suicidal” (36) and promoted mental change, in that it “helped me mentally, 

I was in a bad place before I came here” (19).  It also proved preventive by 

helping in “avoiding self-destructive practices” (11) through “not allowing 

resentment and bitterness into your life (11).   

Moving Forward (8).   

These changes enabled participants to move forward through being 

more positive and “trusting that you always have options when life is tough” 

(31), with both hope and optimism e.g., “ I can only say I feel born again, I 

have hope, faith and feel brighter for my future” (69).   

Taking part (5).   

Participants were now more open to and optimistic about taking part 

through “finding a new future where it is possible to take part in the world 

again” by seeking to “contribute effectively at home, at work and at play” 

(6).   
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Developing resilience (4).   

This, it was now understood, could be cultivated by applying the 

training practices as an aid to stress reduction i.e., becoming “less anxious 

and stressed” (56) and in “coping with mental health problems” (36).  These 

methods were now seen as creating a “safe haven” and greatly appreciated 

e.g., “I am so grateful for the help I have been given” (19).   

Collectively, these post-training overarching themes could form a 

meta- theme of, having the strength and self-confidence to make healthy 

choices and move forward in life.   

Observations of wellbeing transitions over time.   

Thematic analysis is used in qualitative research to examine the 

themes and capture the intricacies of a single data sets meaning (Braun & 

Clarke, 2006).  However, here, 2 data sets were produced, and the researcher 

has considered an additional pairing of each data sets OAT’s and meta-

themes to map wellbeing transitions over time (see figure 20).   

 Root transitions in perceptions of wellbeing over time appear 

to be a requirement of (a) ‘having needs met’ and problems in (b) managing 

difficulty. Primarily, in the transition from (a) needing resources to develop 

wellbeing, to, managing the resources that develop and maintain wellbeing 

and secondly, from (b) experiencing a lack of ability to cope with the 
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suffering arising from experiencing multiple difficulties, leading to a change 

in perception, attitude and, an ability to manage that suffering (see figure 21 

below).   

Three secondary transitions emerged, (i), from mental and physical 

un-wellbeing, to a sense of contentment and resilience, and (ii), from feeling 

the need to take action, to, having taken action, managing wellbeing and 

developing the confidence to move forward through making healthy choices, 

and finally, (iii) a transition from exclusion to inclusion, through the 

training’s socialisation process (see figure 22 below).   

Figure 21. Dendogram of root themes, transitions in wellbeing and reperception 
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 Hence, the training seems to have prompted a re-perceiving of participants’ 

internal and interpersonal world, indicating that they had grasped and 

applied the core principles of the training, which brought about a change in 

their wellbeing.   

Figure 22. Dendogram; primary, secondary themes, transitions in wellbeing and re-perception. 
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Discussion 

Introduction 

This study evaluated the feasibility and effectiveness of delivering an 

adapted MBI for groups of SED adults in a regeneration area to determine if 

this would significantly improve wellbeing and levels of dispositional 

mindfulness.  The quantitative component revealed a significant 

improvement in wellbeing, as in other SED studies (see table 4), but no 

significant difference in levels of dispositional mindfulness, contrary to 

previous studies (deVibe, Bjørndal, Tipton, Hammerstrøm, & Kowalski, 

2012).  This indicates that MBI participation is more effective in increasing 

wellbeing than being in a waitlist control group, but has no significant effect 

regarding dispositional mindfulness.  The qualitative component, in contrast, 

demonstrated a significant effect on both for the training group and none for 

the control.  Accordingly, this study’s data supports the hypothesis that 

holding an MBI in an area of deprivation/regeneration for SED adults is 

feasible, acceptable and improves wellbeing.  However, it does not fully 

support the hypothesis that it improves levels of dispositional mindfulness.   

Hypothesis 1: Participation and Wellbeing.   

Mindfulness-based changes to subjective, general and mental 

wellbeing were assessed quantitatively over 9 weeks at 2 time points (pre 

(T1) and post (T2) using three self-report measures, the WHO-5 and 2 
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researcher-designed Bowling-based Likert assessments (2011).  No 

significant differences in wellbeing were found between groups pre-training, 

but, a significant increase in wellbeing was found for the training group post-

training.  Thus the study supports Hypothesis 1 and, its aims and 

expectations were met, as with Eames et al's , (2015) wellbeing intervention 

(MBW-P) for SED parents.  Despite accordance with previous studies (see 

table 4), caution is best advised as additional variables may be at play 

(Carmody & Baer, 2009).  Nonetheless, the significant effect size found 

suggests a fairly strong relationship between participation in an MBI and 

improvements in wellbeing.   

Hypothesis 2: Participation and Dispositional Mindfulness.   

The relationship between mindfulness training and increases in 

dispositional mindfulness were assessed using the MAAS.  Unexpectedly, 

no significant difference was found post-intervention for the training group, 

thus Hypothesis 2 and the study’s aims and expectations were not supported, 

perhaps due to genetic predisposition or other factors (Brown & Creswell, 

2015) such as construct validity.   

Qualitative findings.   

The qualitative findings were based on a pre-and post-training 

thematic analysis of written answers to an open wellbeing-related query 

designed by the researcher.  Both answer-sets were analysed, to determine 



HOW DOES MBSR AFFECT THE WELLBEING OF THE POOR 72 

incrementally refined degrees of themes, then OAT’s analysed as pairs, to 

ascertain transitional pathways in wellbeing over time, which were then 

summarised as meta-themes.   

Pre-training themes were negatively associated with physical and 

mental wellbeing and an ability to cope, while post-training themes were 

positively associated with changes to mindfulness skills, physical and mental 

wellbeing and confidence.  This improved outlook supported increased self-

care through better diet and exercise, generated affective balance by way of 

reduced self-destructive behaviours and resulted in increased social skills 

that fashioned better relationships.  Consequently post-training themes 

support the hypothesis that mindfulness improves wellbeing.   

Despite the results for the MAAS, post-training themes also supported 

Hypothesis 2, indicating an increase in dispositional mindfulness.  

Experiencing present moment awareness and peace of mind, affected a 

reduction in anxiety, increased positivity and injected vitality (Heaversedge 

& Halliwell, 2012) which, in common with other studies, was noted as 

lacking pre-training (Gucht et al., 2014).   

Pre and post OAT’s formed the basis for defining transitional 

pathways in the perceptual change of wellbeing over time.  Two OAT’s 

permeated this evolutionary process, ‘having needs met’ and ‘managing 

difficulty’.  ‘Having needs met’ seems to indicate a transitioning from a 
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sense of hopelessness and feeling of, or being resource-less, to feeling more 

hopeful, positive and , having better coping skills.  The second transitioned 

from perceiving poverty as unworkable and unmanageable, to reperceiving 

it as workable and manageable.  Three secondary pathways also emerged, 

transitioning from (i) exclusion to inclusion, (ii) from an overall sense of un-

wellbeing to contentment and resilience, and finally, (iii) from feeling a need 

to take action, to having the ability to take action.  To paraphrase in meta-

themes, this meant transitioning from ‘having a need for the necessary 

resources to manage difficulty and illness/health’ to, ‘having the strength 

and self-confidence to make healthy choices and move forward in life’.   

Thus, an increase in ‘mental bandwidth’ (Mullainathan & Shafir, 

2013) facilitated a reperceiving of participants lived experience.  Through 

gradually dissociating from their thoughts, emotions, and body sensations as 

they arose, and learning to simply be with them, instead of being defined by 

them (Hick & Furlotte, 2010), participants overcame their cognitive 

limitations (Mani et al., 2013) and, as a result, experienced increased 

wellbeing.   

Implications of the Findings 

Previous studies with SED populations indicate that mindfulness is 

associated with improvements in wellbeing and dispositional mindfulness 

(see table 4).  As no significant difference was found in the 3 wellbeing 
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measures between the control and training groups at baseline and a 

significant increase noted post-training, this study, likewise, suggests a 

significant correlation between MBI training and wellbeing and also 

improvements in affect balance and life satisfaction (Diener, 2008).  

Similarly, the findings for the researcher-designed mental and general 

wellbeing queries echo both these findings and replicate the structure of 

Diener’s (2008) 2 part SWB construct, implying construct validity and a 

coherence between measures that consolidate the findings.  The MAAS 

results however, suggest that the 15 item version may be too complicated for 

SED adults, suggesting that the 6 item version, which fulfils a similar 

function (Van Dam, Earleywine, & Borders, 2010), and reduces respondent 

burden (Black et al., 2012), may have been more appropriate.   

The qualitative analysis, however, implied that the acquisition of 

mindfulness skills affected an increase in wellbeing and mental bandwidth 

(Mullainathan & Shafir, 2013) that included positive coping skills and a 

move from ‘day to day’ reactive decision making, to longer term responsive 

planning, thus enabling a better management of the toxic stress of living with 

chronic low income.   Moreover, these results suggest that the use of the 

researchers open ended query, its construction and ‘freedom of expression’, 

may be useful in garnering data that the quantative component could not e.g., 

the MAAS.  Furthermore, employing this type of intervention could reduce 
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the present cost of poverty to the nation (Bramley, Hirsch, Littlewood, & 

Watkins, 2016), as evidenced by reported reductions in the use of 

medications, even after long term use/dependency, of reduced clinic visits 

due to feeling better health and of appointments being less stressful due to 

reductions in anxiety.  Consequently burdens on healthcare could be 

reduced. Others spoke of healed relationships, coping better with family, 

children and social workers etc., accordingly the burden on social services, 

family and education services could be reduced.  Yet others were coping 

better with their mental problems, be it bi-polar, depression, OCD, anxieties 

and phobias, hence the burden on mental health services could be lessened.  

These findings are in keeping with other SED studies (see Table 4).  

However, employing MBI’s as part of a government wellbeing strategy 

could make the poor easier to reach and save governments money (Bramley 

et al., 2016).  Accordingly, these results indicate that community-based 

MBI’s are not only feasible, acceptable, cost effective and aid social 

cohesion but could become a useful and beneficial part of government 

wellbeing policies that could eventually permeate the mainstream.   

Limitations and future directions 

This study had some limitations.  It lacked ethnic diversity and 

attrition was high despite financial reparations.  Furthermore, only a small 

set of self-report measures were used.  However, despite validity issues 
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(OECD., 2013), their Likert construction gave them added strength 

(Bertram, 2015).  This should be taken into account when interpreting the 

findings.   

Future studies with ethnically diverse sample sizes, extended follow-

up, and more robust report measures that examine wellbeing-related 

biological and bio-behavioural outcomes, may help further test the reliability 

of this study’s results, and inclusion of cross-lateral movement/exercises that 

affect brain integration may help counteract some of the cognitive effects of 

poverty (Jensen, 2008) .  Nonetheless, this study, as it stands, adds to the 

extant literature, provides a platform for future research/development and 

evidences that community-based MBI’s are viable.   

Accomplishment of aims 

This study accomplished its aims by developing efficient recruitment 

protocols, acceptable consent procedures, a suitable intervention and reliable 

data collection.  It addressed participants material, social and psychosocial 

inequalities (Cormack, 2012; Curtis et al., 2002) through reparations and 

formatted interpersonal dialogue, resulting in a diminished sense of 

exclusion, anxiety, social comparison and improved social integrity (Adli, 

2011; R. Wilkinson, 2000; Richard G Wilkinson & Pickett, 2015; 

Zimmerman & Bell, 2006).  Furthermore, it reduced resentment apropos the 

institutional domination, subordination, subservience and loss of control 
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often felt by this population (Kearns et al., 2012).  Hence, these results 

support previous outcomes (see table 4), and Kearns et al's 2012 findings 

that delivering interventions and regeneration programmes address the 

pathways of inequality and protects the health and wellbeing of individuals 

in disadvantaged communities. 

Conclusion 

Thus, this study shows that MBI’s could play an important role in 

increasing the wellbeing of the poor in regeneration areas.  It demonstrates 

that the resultant increase in ‘mental bandwidth’ (Bregman.Rutger, 2016) 

could yield more content and productive citizens (Mindfulness All-party 

Parliamentary Group, 2015), reduce the cost of poverty to the nation (see 

figure 23), and help bring about a "state of complete physical, mental, and 

social well-being, not merely the absence of disease” (World Health 

Organization, 1997, p. 3), for the most deprived in society.   
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Table 1  
 
Common measures of SWB 1 

  
Category   Scale            Paper 
 
Happiness   1. Oxford Happiness Inventory        (Argyle et al., 1989) 
 

2. Self-Description Inventory         (Fordyce, 1977) 
 
3. Memorial University of Newfoundland Scale of Happiness      (Kozma & Stones, 1980) 

 
Life satisfaction   1. Satisfaction with Life Scale         (Diener et al., 1985). 
 

2. Life 3 Scale          (Andrews & Withey, 1976) 
 
3. Life satisfaction item of the Index of Well-Being       (Campbell et al., 1976) 

 
Positive affect   1. PANAS          (Watson et al., 1988) 
 

2. Bradburn Balanced Affect Scale        (Bradburn, 1969) 
  
3. Profile of Mood States -Vigor/Activity       (McNair et al., 1971) 

 
Negative affect   1. PANAS          (Watson et al., 1988) 
 

2. Bradburn Balanced Affect Scale        (Bradburn, 1969) 
 
3. Adjective List          (Emmons & Diener, 1985) 

 
Overall affect   1. Bradburn Balanced Affect Scale        (Bradburn, 1969) 
 

2. PANAS          (Watson et al., 1988) 
 
3. Affectometer 2          (Kammann & Flett, 1983) 

 
Quality of life   1. Scales of Psychological Well-Being        (Ryff, 1989) 
 

2. Perceived Quality of Life Scale        (Andrews & Withey, 1976) 
 
3. Lancashire Quality of Life Profile        (Oliver et al., 1996) 

 

Note ; 1Steel, Schmidt and Shultz, 2008 
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Table 2  

Diener’s Two Component Wellbeing Construct 
 

 

Note ; Adapted Diener 1999 

  

Hedonic Eudaimonic 

 
Pleasant affect 
 
Joy  
 
Elation Contentment  
 
Pride  
 
Affection 
  
Happiness  
 
Ecstasy 
 
Joy  

 
Unpleasant affect 
 
Guilt and shame  
 
Sadness  
 
Anxiety and worry  
 
Anger  
 
Stress  
 
Depression  
 
Envy  

 
Life satisfaction 
 
Desire to change life  
 
Satisfaction with current life 
  
Satisfaction with past 
  
Satisfaction with future  
 
Significant others' views of one's life 
 
Desire to change life 
  
Satisfaction with current life 
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Table 3.   

Theoretical models & proposed mechanisms of action for MBI’s1   

Baer (2003)  Brown et al. (2007)  Grabovac et al. (2011)  Hölzel et al. (2011)  Shapiro et al. (2006)  
Vago & Silbersweig (2012)  

 
Exposure,  

cognitive change 

(decentering),  

self-management 

(increased adaptive 

coping skills), relaxation, 

and acceptance.  

 
Insight (decentering), 

exposure, nonattachment 

(non-aversion and non-

craving),  

enhanced mind-body 

functioning, and integrated 

functioning (behaving in more 

purposeful ways).  

 
Acceptance/compassion, 

attention regulation, ethical 

practices, nonattachment 

and non-aversion, and 

mental proliferation 

(narrative thought 

processes).  

 
Attention regulation, 

body awareness, 

emotion regulation 

(reappraisal, exposure, 

extinction and 

reconsolidation), and 

change in perspective on 

the self.  

 
Reperceiving (decentering),  

Self-regulation (stability of 

functioning and adaptability to 

change), emotional, cognitive 

and behavioural flexibility, 

value clarification, and 

exposure.  

 
Self-awareness,  

self-regulation,  

self-transcendence  

(self-other connection)  

 
Gu et al. (2015); 1Clarifications in parentheses.  
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Table 4. 

MBSR & SED Literature: Summary of publications  

 

 
Publication Context Study Design Features Sample type N=  C=  c= Adaptions  Results 

 
1. Roth & Creaser  
(1997)  

 
America 
Inner city  
health centre 

 
Quantitative  
UCT 
D=1 month 
Measures  
Pre/post-test  

 
Income-based 
No financial 
exclusion 
Travel Childcare  

 
CLINICAL 
68% state benefits 
28% low income 
English/Spanish 
Latino/Caribbean  

 
N=144 
C=86  

 
In session  
More small groups, 
choice emphasised 
Bi-Lingual 
Literacy Support  
Phone reminders 
Recordings 

 
> wellbeing 
Significant change  
all measures. 

2. Roth & Stanley  
(2002)  

America 
Inner city  
health centre 

Quantitative  
Pilot 
D = 2 year  
Measures 
T1:1 year pre  
T2:1 year post 
 

As above CLINICAL 
English/Spanish 
Latino/Caribbean  

N=47   As above > Eudemonic          
> satisfaction. 
>clinic visits. 
 

3. Roth & Robbins  
(2004) 

America 
Inner city  
health centre 

Quantitative  
RCT 
Measures  
T1:1 month pre 
T2:1 month post 
 

As above CLINICAL 
50% state benefits 
29% no benefits 
19% NIG  
English/Spanish 
Latino/Caribbean 
 

N = 68 
C=14  
7c=22  
6c= 16  
5c= 16  

In session >psychological 
wellbeing 
> general health       
> distress reduction  
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4. Abercrombie et al. 
(2007) 

 
America 
Inner city 
Public hospital 
Outpatient clinic 

 
M/M 
UCT/Feasibility 
Measures 
T1: Pre  
T2: post 
T3: 3 Month  
 

 
Travel  
Childcare  

 
CLINICAL 
Abnormal  
pap smears 
Anxiety/cancer 
Multi ethnic 
Low income 
75%  
insufficient income 

 
N=51 
C = 8 = 16% 
drop out 54% 
non-attender 
20% N= 10 

 
6 Sessions 

 
< anxiety  
Post Focus group: 
< daily stress;  
>health,  
> coping,  
> appointment attend > 
mindfulness  
(during gynaecological 
examinations) 
 

5. Amaro et al.  
(2014)  
Vallejo and Amaro 
(2009) 

America 
Inner city health 
clinics: 
4 residential 
1 out-patient 

Quantitative 
UCT/Feasibility  
D = 4 years 
Measures 
T1: Interview pre  
T2: Interview post 
T3: 6 months 
T4: 12 months 
  

Attendance Paid CLINICAL 
Low income 
Afro/American/Latino 
Women 
 (SUD) 

N = 262 
women 
DO = 58 = 
22% 
C= 124 = 61% 
8c = 32 = 12% 
NC= 48 = 
27% 

MBRP-W  
9 Session,  
2 per week  
Therapist + 1 staff  
More didactic 
tress and relapse 
Literacy support 
 

< perceived stress 
< PTSD 
< drug dependence 
< alcohol dependence 

6. Hick & Furlotte  
(2010) 
 

Canada 
Community  
health centre 
 

Mixed Method UCT
Focus group for 
course design 
Measures 
T1: pre 
T2: post 
 

 NON-CLINICAL  
Homeless 
Depression ≥ 1 incident 
Low income 
Social welfare/Disability 
benefits 
Food Banks 

N=22 
C=8  
AAc = 7 
NC=14 
Focus group 
N=23 
N=16  
 

MBSR 
9 step Adversity & 
oppression practice 
Social change triad 
Interpersonal skills 
Financial limitations 
 

> subjective wellbeing 
SCS p = 0.10  
 
 

7. Szanton et al. 
(2011) 

 
America 
Senior 
Housing facility 

 
Qualitative Focus 
groups 
measure 
Post course  
 

  
NON-CLINICAL 
Low income 
Minority ethnic adults 

 
N=13 

 
3 Sessions 
Short sessions: 1 hr 
More sitting 
Visual impairment 
Hand-outs  
Large print 

 
3 primary themes  
Stress management  
Applying mindfulness  
The social support of 
the group  
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8. Palta et al.  
(2012) 

America 
Senior housing 
facility 

Quantitative RCT 
Pilot 
Measures 
T1: Pre 
T2: post 

Social support 
group -control 
(active) 
Healthy snack 
 

CLINICAL 
Low income 
African American 

N=85 Phone Reminders 
attrition 

BP Reduction 

9. Dutton et al.  
(2013)  

America  
Homeless shelter 
Community 
hospital 

Quantitative RCT 
Feasibility Study 
T1: Baseline 
T2: week 6 
T3: completion 
T4: 3 months 

Paid  
Dinner 
Travel 
childcare 

CLINICAL 
Not employed 47.3% 
Employed:37.7% (n= 20),  
BPL 73.7% (n=14) 
Disability 15% (N=8) 

Test n=53 
Control n=53 
C = 70%  

10 sessions 
Session sequence 
Mindful listening 
3 SBS/ 3BB,  
LKM 
Phone/e mail 
reminders 
 

Anecdotal: 
>Awareness, 
>acceptance,  
self-empowerment, 
>non-reactivity 
>self-care,  
< arousal/distress  
> compassion,  
> belonging 

10. Bermudez et al.  
(2013) 

America 
Women’s Shelter  

Qualitative 
Longitudinal  
>15 months 
measure 
Semi structured 
Interview x 3 
T1: pre 
T2: mid-point 
T3: post 
T4: 3 month 
T5: focus group  
9 months 

 CLINICAL 
low income 
African American/Asian 
American       
PTSD 

N=53 
C =13 
AAc=10 
Focus group  
n=12  

Restructured 
10 sessions 
Loving Kindness 
Meditation 
Soft music 

> interpersonal,  
> socialisation,  
> assertiveness  
< stress  
>Serenity 
> awareness 
> emotion regulation > 
self-compassion. 

 
11. Van der Gucht et 
al. (2014)  

 
Dutch  
social welfare 
centre 

 
Quantitative  
UCT 
Measures 
T1: 8 wks. pre 
T2: 1 wk pre 
T3: 1 wk post 
T4: 12 wk post 

  
NON-CLINICAL  
Social Welfare Benefits 

 
N= 42 
AAc= 17 
3Ac= 23 

 
MBSR/MBCT 
2 instructors 

 
< all research spheres. 
> wellbeing  
< un-wellbeing 
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12. Eames et al. 
(2015) 

British 
NHS Rural setting 

Quantitative  
UCT 
Measures 
T0:  pre  
T1: post 
 

NONE NON-CLINICAL 
Low income  
Women/Parents  
 

N = 23 
Benefits  
N= 13 
PT employed 
N= 7 
high drop out 

MBW-P 
Shorter practices.  
10 ≥ 30 mins. 
Social interaction & 
break  
Theory taught:  
attachment & Three 
affect system model. 
 

> stress  
> depression 
> Clinical status pre 
From 77% > 33% within 
concern 
< Wellbeing to  
clinically recovered  

        

Note: UCT = Uncontrolled trial; N= total participants; C= completers; NC = non-completers; c=sessions completed; AAc= All assessments completed; 3Ac = 3 assessments completed;  

T = when assessment given; D = Duration; MBRP-W = Mindfulness Relapse Prevention for Women; SUD = Substance use disorder; LKM + Loving kindness meditation;  

BPL = below poverty line: MBW-P = mindfulness based wellbeing-parenting. 
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Table 5.  

Participant health and attrition  

Publication Physical Health Mental Health Course Attrition: non-attendance & Drop-out 

 
Roth & Creaser (1997)  
 
 

 
Chronic pain 
Diabetes 
Migraine 
Angina/heart failure/ 
hypertension 
Asthma 
Cancer 
Chronic fatigue 
Crohn's disease,  
Fibromyalgia,  
HIV   
Hyperlipidaemia 
Obesity  
Psoriasis 
Rheumatoid arthritis 
Seizure disorder 
Traumatic brain injury. 

 
Depression 
Anxiety 
Bereavement 
PTSD 
Psychosis 
Psychosocial stress 
Schizophrenia 
Addiction Recovery 
 
 
 
 
 

 
Life circumstances beyond control 
Personal illness  
Family illness 
Death  
Imprisonment of a family member 
Inclement weather 
Securing employment 
Immigration problems 
Deportation 
 

 
Roth & Robbins (2004) 

   
Transport 
Childcare 
State-dictated work schedules 
 

 
 
 
 
Abercrombie et al (2007) 
 

   
 
 
 
Lack of time 
lack of interest 
Family responsibilities 
Care barriers 
African Americans distrust  
Less access in poor communities 
Immigrants fear of deportation 
Information lack re. health or research 
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Amaro et  al (2014) 
 
 
Amaro et  al (2009)  

 Addiction (SUD) 
Trauma 
 
PTSD 

Scheduling conflicts with external agencies 
 
  
Courts, medical providers, child protective services 
 
 

Dutton et al (2013)   Abuse & PTSD Retention of minority patients in SUD treatment 

    

Van der Gucht et al (2014)  
 

  Health problems  
Child care 
Death of a family member 
Work scheduling 
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Table 6.   

Sample sizes for research study  

 Applicants Excluded Accepted 

Total 107 3 104 

MBSR participants 75 3 72 

Wait list control 32 0 32 
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Pre Course Coding details 

 

ID 
 
Response 
 

Primary theme Refined Primary theme Overarching theme 
 
Meta theme 
 

6 Wellbeing?  In simple terms feeling well.  
But when there are concerns, stress or 
worries it can be difficult to deal with issues 
and remain feeling well.  I think it is about 
feeling well. 
I think it is about feeling balanced, reacting 
appropriately to events around us.  That 
means physically as well as mentally. 
Balanced exercise. 
Balanced eating and drinking. 
Balanced responses – control of temper. 
Balanced judgement of events and friends 
and other people. 
Being able to cope with “regular” life. 

Feeling Well 
Concerns, stress, worries 
Deal with issues 
Feeling balanced 
Reacting appropriately 
Balanced exercise 
Balanced eating and drinking 
Balanced responses 
 
Control of temper 
Balanced judgement 
Being able to cope  
 

General health 
Stress reduction & coping 
Stress reduction & coping 
Emotional stability 
Emotional stability 
Activities 
Physical health 
Diet 
Emotional stability 
Emotional stability 
Emotional stability 
Stress reduction & coping 
 

Not feeling ill 
Managing difficulty 
Taking action 
 
 

Having need of the 
necessary resources to 
manage difficulty and illness 
 
 

11 Contentment 
Being pain free 
Feeling valued 
Feeling respected 
Being included 
Feeling safe and secure 
Having enough to eat 

Contentment 
Being pain free 
Feeling valued 
Feeling respected 
Being included 
Feeling safe and secure 
Having enough to eat 

Happiness 
Physical health 
Supportive relationships 
Supportive relationships 
Social inclusion 
Environment/living conditions 
Food security/diet 
 

Feeling positive 
Not feeling ill 
Making connections 
Having needs met 

 

10 Having a positive outlook on life with a 
healthy body and mind and having a 
balanced lifestyle with good relationships 
and activities. 

Positive outlook 
Healthy body and mind 
Balanced lifestyle 
Good relationships 
Activities 

Positive attitude 
General health 
General health 
Supportive relationships 
Activities 
 

Feeling positive 
Not feeling ill 
Making connections 
Taking action 

 

 

Table 10   

Pre-training Responses and Themes 

Pre-course Qualitative analysis of response to open ended query; Please tell me, what does the term ‘wellbeing’ mean to you?  You can mention as many things as you like including mental or 
psychological and/or physical health issues, social relationships and activities and anything else you think of.  There are no right or wrong answers. 
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18 Wellbeing means being happy when I get 
up in the morning 
Wellbeing means don’t have to take lots of 
medication each day to me. 
Wellbeing means no stress or depression 
 

Being happy 
Don’t need to take lots of 
medication 
No stress or depression 
 

Happiness 
Physical health 
Stress reduction and coping 

Feeling positive 
Not feeling ill 
Managing difficulty 

 

19 Wellbeing to me means getting out in the 
community and doing things – feeling 
connected to other people. 

 

Getting out 
In the community 
Doing things 
Feeling connected 

Social inclusion 
Activites 
Counteract Social exclusion 

Making connections 
Taking action 
 

 

22 Living day to day, being with yourself.  Able 
to cope with daily pressure, living stress 
free.  Being mentally stable.  Being able to 
go into town without thinking everyone is 
out to get you. 

Being with yourself 
Able to cope 
Living stress free 
Able to go into town 
Without thinking everyone is out 
to get you 
 

Self-care 
Stress reduction and coping 
Stress reduction and coping 
Mental health 
Social inclusion 

Taking action 
Managing difficulty 
Making connections 

 

24 Peaceful mind 
Happy with myself 
Relaxed 
At ease 
To have energy and motivation 
 

Peaceful mind 
Happy with myself 
Relaxed 
At ease 
To have energy and motivation 

Happiness 
Self esteem 
Relaxation 
Relaxation 
Positive attitude 
 

Feeling positive 
Taking action 
 

 

26 The term wellbeing encompasses many 
parts of life including mental, physical, 
emotional wellbeing.  A positive wellbeing 
means feeling good active emotionally 
sound etc. while a negative wellbeing 
means feeling down, inactive, emotionally 
unstable. 

Mental, physical, emotional 
wellbeing 
Feeling good 
Active 
Emotionally sound 
Feeling down 
Inactive 
Emotionally unstable 
 

Mental health 
Emotional stability 
Physical health 
Activities 
Emotional stability 
Emotional stability 
Activities 
Emotional stability 

Managing difficulty 
Not feeling ill 
Taking action 
 

 

27 Wellbeing for me means being physically, 
cognitively, socially and emotionally 
healthy, happy and well. 

Physically, cognitively, socially 
and emotionally healthy 
Happy 
Well 

Physical health 
Mental health 
Emotional stability 
Happiness 
General health 
 

Not feeling ill 
Managing difficulty 
Feeling positive 
 

 

32 Not needing to rely on others for help and 
support – becoming emotionally 
independent. 
Not feeling ill all the time and requiring 
medical intervention. 
Being able to cope with the normal stress 
of life. 

Not needing to rely on others 
Emotionally independent 
Not feeling ill 
Able to cope with the normal 
stress of life 

Self-care 
Emotional stability 
Physical health 
Stress reduction and coping  

Taking action 
Managing difficulty 
Not feeling ill 
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36 Wellbeing means to me being in a state of 
peacefulness, relaxation and contentment 
within myself. 
Also having good friendships with people 
who are genuine. 

 

Peacefulness 
Relaxation 
Contentment 
Good friendships 

Happiness 
Relaxation 
Happiness 
Supportive relationships 

Feeling positive 
Making connections 

 

37 Feeling at one with self, being able to 
relax, less stress, more thoughtful clarity 
when thinking. 

 

Feeling at one with self 
Able to relax 
Less stress 
More thoughtful clarity 

Present moment awareness 
Relaxation 
Stress coping and reduction 
Present moment awareness 

Feeling positive 
Managing difficulty 
 

 

47 Wellbeing means to me a healthy positive 
attitude in all areas of life. 

 

Healthy  
Positive attitude 

General health 
Positive attitude 

Not feeling ill 
Feeling positive 

 

54 The condition of an individual or group and 
how it is coped with be it their mental 
health social or economic state. 
The measures taken in order for assessing 
your own life. 
 

How it is coped with 
Mental health 
Social 
Economic state 
Assessing your own life 

Stress reduction and coping 
Mental health 
Social inclusion 
Financial security 
Goal setting and achievement 

Managing difficulty 
Making connections 
Having needs met 
Feeling positive 

 

56 Wellbeing means being healthy and in 
control of your mind and thoughts and my 
body swimming and keeping fit is good for 
my health and wellbeing. 

Being healthy 
In control of your mind 
My body swimming 
Keeping fit 
Health 

General health 
Mental health 
Activities 
Physical health 
General health 

Not feeling ill 
Managing difficulty 
Taking action 
 

 

57 To look after myself better, take time for 
myself, help stress and anxiety, manage 
my emotions better. 
I am open minded and hopeful I can 
improve how I feel. 
Feel I am on edge all the time.  I want to 
enjoy being a mother and not worry so 
much about what might happen. 
(2 year old has a very complex medical 
condition and in hospital a lot). 
 

To look after myself 
Help stress and anxiety 
Manage my emotions 
Open minded & hopeful 
On edge all the time 
Enjoy being a mother 
Not worry so  much 
 
 

Self-care 
Stress reduction and coping 
Emotional stability 
Hope 
Emotional stability 
Supportive relationships 
Stress reduction and coping 
 

Taking action 
Managing difficulty 
Feeling Positive  
Making connections 
 

 

61 Relaxation and health. 
 

Relaxation 
Health 

Relaxation 
General health 

Feeling positive 
Not feeling ill 

 

63 Wellbeing means health and feeling good. 
For me it means good feelings and feeling 
positive. 

Health 
Feeling good 
Feeling positive 

General health 
Happiness 
Relaxation 

Feeling positive 
Not feeling ill 

 

69 Being at peace with brain. 
Being able to react properly. 
 

At peace  
Able to react properly 

Mental health 
Emotional stability 

Managing difficulty  
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73 Mental health 
Physiological 
Physical health 
Social health  

Mental health 
Physiological 
Physical health 
Social health  

Mental health 
Physical health 
Physical health 
Social inclusion 

Managing difficulty 
Not feeling ill 
Making connections 
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Table 11 

Post training responses and themes 

Post -course Qualitative analysis of response to open ended query; “Please tell me, what does the term ‘wellbeing’ mean to you?  You can mention as many things as you like including mental or 
psychological and/or physical health issues, social relationships and activities and anything else you think of.  There are no right or wrong answers.” 

Post Course Coding details 

ID Response theme Sub theme Overarching theme 
 
Meta theme 
 

 
6 

 
Feeling at ease with myself and from that 
feeling at ease with others. 
Fulfilling my own objectives and therefore 
having a sense of achievement. 
Being able to contribute effectively at home, 
at work and at play. 
Living life as best as I can in any moment. 
Being fit and healthy. 
 

 
Feeling at ease with myself and from that 
at ease with others  
Fulfilling my own objectives 
Sense of achievement 
Able to contribute 
Living life as best as I can 
In any moment 
Fit and healthy 

 
Supportive relationships 
Goal setting and 
achievement 
Goal setting and 
achievement 
Social inclusion 
Present moment awareness 
Physical health 
 

 
Confidence & self-esteem 
Taking part 
Healthy choices 
 

 
Having the strength and 
self-confidence to make 

healthy choices and 
move forward in life 

11 A balance between the spiritual, mental and 
physical.  A balanced diet leading to 
maintained good health.  Taking regular 
exercise and maintaining a wholesome 
discipline. 
Avoiding self-destructive practices.  Keeping 
focused on having a positive outlook as far 
as that is possible.  Not allowing resentment 
and bitterness into your life. 
 

Balance 
Spiritual 
Mental 
Physical 
Diet 
Good health 
Regular exercise 
Wholesome discipline 
Avoiding self-destructive practices 
Positive outlook 
Not allowing resentment and bitterness 
into your life 
 

General health 
Spirituality 
Mental health 
Physical health 
Diet 
General Health 
Self-care 
Self-care 
 
Positive attitude 
Emotional stability 
 

Healthy choices 
Contentment 
Managing difficulty 
Taking part 
Moving forward 
 
 
 
 
 
 

 

10 A balance and mental and physical health 
with nourishing activities and relationships. 

Balance 
Mental  
Physical health 
Nourishing activities 
relationships 

General health 
Mental health 
Physical health 
Activities 
Supportive relationships 
 

Healthy choices 
Taking part 
Confidence & self-esteem 
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18 Wellbeing for me is health and happiness 
and I am working hard on all of those things 
and I am getting there and this course has 
help me greatly and will do more as life 
goes on. 

Health 
Happiness 
 

General health 
Happiness 

Healthy choices 
Contentment 
 
 
 
 

 

19 It has helped me mentally.  I was in a bad 
place before I came here.  I am so grateful 
for the help I have been given. 

 

Mentally 
 

Mental health Managing difficulty  

22 Peace of mind, of being able to focus on the 
now. 

 

Peace of  mind 
Able to focus on the now 

Happiness 
Present moment awareness 

Contentment 
Healthy choices 

 

24 Being able to trust in self and others allows 
a confidence and contentment which means 
there is nothing to fear and a resilience to 
mental and physical illness develops. 

Able to trust 
Confidence  
Contentment 
Nothing to fear 
Resilience to mental/physical illness 

Confidence 
Confidence 
Relaxation 
Confidence 
Self-care 

Confidence & self-esteem 
Contentment 
Healthy choices 

 

      
26 Wellbeing describes a person’s physical 

and mental state.  It is influenced by a 
number of physical, psychological and 
social issues.  A positive wellbeing is 
characterised by a stress free, healthy 
mind-set, conversely a negative wellbeing is 
characterised by a stressful, unhealthy 
mind-set. 

Physical 
Mental 
Psychological 
Social 
Stress free 
Healthy mind-set 
Stressful  
Unhealthy mind-set 
 

Physical health 
Mental health 
Mental health 
Social inclusion 
Stress reduction & coping 
Mental health 
Stress reduction and coping 
Mental health 

Healthy choices 
Managing difficulty 
Taking part 
Developing Resilience 
 

 

27 Wellbeing is all encompassing, physically, 
psychologically, mentally, socially, 
emotionally and spiritually. 

Physically 
Psychologically 
Mentally 
Socially 
Emotionally 
Spiritually 
 

Physical health 
Mental health 
Mental health 
Social inclusion 
Emotional stability 
Spirituality 

Healthy choices 
Managing difficulty 
Taking part 
Contentment 

 

31 Paying attention to what is really going on – 
trusting that you always have options when 
life is tough.  Mindfulness helps deal with 
everything to panic, to malaise and even 
gives a chink of hope for the species and 
the earth.  Mindfulness helps with taking 
positive steps.  So being one more fully is 
wellbeing, being kind to yourself and others 
is wellbeing – meeting good people and 
getting to know them is wellbeing. 

Paying attention  
Trusting 
You always have options 
Mindfulness helps 
Chink of hope 
Positive steps 
Being one more fully 
Being kind to yourself and others 
Meeting good people 
 
 

Present moment awareness 
Confidence 
Making choices 
Present moment awareness 
Hope 
Positive attitude 
Present moment awareness 
Self-care 
Supportive relationships 

Healthy choices 
Confidence & self-esteem 
Moving forward 
 
 

 



HOW DOES MBSR AFFECT THE WELLBEING OF THE POOR 127 

 
32 Wellbeing is about creating a balance 

between what crap the past has dumped on 
me and finding a new future – where it is 
possible to take part in the world again.  I 
want to be succeed in the working world 
and bring the benefits back to myself and 
my family. 

Balance 
Finding a new future 
Take part in the world again 
Succeed in the working world 
Bring the benefits back to myself and my 
family 

General health 
Positive attitude 
Social inclusion 
Goal setting and 
achievement 
Supportive relationships 

Healthy choices 
Moving forward 
Taking part 
Confidence & self-esteem 
 

 

36 Coping with mental health problems and not 
allowing chronic anxiety to control me.  
Being less “full on” with a girlfriends in an all 
or nothing attitude to my relationships which 
often end up with me being badly hurt in a 
“break up” and feeling depressed and 
suicidal. 
 

Coping 
Mental health problems 
Not allowing chronic anxiety to control 
Attitude to my relationships 
 
 

Stress reduction and coping 
Mental health 
Self-care 
Positive attitude 
Supportive relationships 

Developing resilience 
Managing difficulty 
Healthy choices 
Moving forward 
Confidence & self-esteem 
 

 

37 Happiness and comfort, feel good in spirit, 
health being able to communicate thoughts 
positively with no feeling of rejection. 

 

Happiness 
Comfort 
Feel good in spirit 
Able to communicate thoughts positively 
No feeling of rejection 

Happiness 
Relaxation 
Spirituality 
Communication 
Emotional stability 

Contentment 
Confidence & self-esteem 
 

 

47 Physically and mentally healthy. 
 

Physically  
Mentally healthy 

Physical health 
Mental health 

Healthy choices 
Managing difficulty 

 

54 The state of being comfortable, healthy and 
happy. 

 

Comfortable 
Healthy 
Happy 
 

Relaxation 
General health 
Happiness 

Contentment 
Healthy choices 
 

 

56 Wellbeing is feeling less anxious and 
stressed. 

Less anxious and stressed 
 

Stress reduction and coping Developing resilience  

57 Being mindful and looking after myself, 
taking time to myself. 

 

Mindful 
Looking after myself 
Taking time to myself 

Present moment awareness 
Self-care 
Self-care 

Healthy choices 
 

 

61 It means a lot to me. 
I have got the confidence to do the things I 
want to do. 

Confidence  Confidence Confidence & self-esteem 
 

 

63 Wellbeing means a sense of calm 
tranquillity and physical good health. 
A safe haven. 
Wellbeing to me means a sense of the 
above. 

Calm 
Tranquillity 
Physical good health 
Safe haven 
 

Relaxation 
Relaxation 
Physical health 
Mental health 

Contentment 
Healthy choices 
Managing difficulty 
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69 To be confident around people.  To be 

patient, to have clarity.  To take little steps 
instead of trying to do everything. 
I have bipolar and PTSD.  I have lived in 
turmoil all my life and been on medication, 
this course has helped me so much.  I’m not 
going round in circles.   
I can only say I feel born again, I have hope, 
faith and feel brighter for my future. 
I am also calmer, more positive with my 
children and friends. 

Confident around people 
Patient 
Clarity 
To take little steps 
Hope 
Faith 
Brighter for my future 
Calmer 
More positive with my children and 
friends 

Confidence 
Present moment awareness 
Present moment awareness 
Self-care 
Hope 
Confidence 
Positive attitude 
Relaxation 
Supportive relationships 
 
 

Confidence & self-esteem 
Healthy choices 
Moving forward 
Contentment 
 

 

73 Health 
Happiness 
Fitness 
Happy family 
Calmness 
Freedom 
Mindfulness has helped me slow life down. 
Happier in life. 
Closed the door on my past.  Doors open for 
my future and present. 

Health 
Happiness 
Fitness 
Happy family 
Calmness 
Freedom 
Mindfulness  
Happier in life. 
Closed the door on my past.   
Doors open for my future and present. 

General health 
Happiness 
Physical health 
Supportive relationships 
Relaxation 
Making choices 
Present moment awareness 
Happiness 
Positive attitude 
Present moment awareness 
 

Healthy choices 
Contentment 
Confidence & self-esteem  
Moving forward 
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Table 12 

Initial themes (pre-training) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 Themes 

 

direct text 

references 

Properties Example of participant response 

1. Environmental/living conditions 1 Feeling safe  Feeling safe and secure 

2. Financial security 2 Having enough to live Having enough to eat 

3. Happiness 8 Feeling good Wellbeing means being happy when I get up in the morning 

4. General Health 11 Feeling well Wellbeing?  In simple terms feeling well. 

5. Mental Health 7 Stability Being mentally stable.  Being able to go into town without thinking everyone is out to get you. 

6. Emotional stability 14 Managing difficult feelings Balanced responses – control of temper. 

7. Physical Health 9 Not Feeling ill Not feeling ill all the time and requiring medical intervention. 

8. Diet 1 Taking care of self Balanced eating and drinking 

9. Activities 6 Being more active Swimming and keeping fit is good for my health and wellbeing. 

10Positive attitude 4 A positive approach to life Having a positive outlook on life 

11Goal setting & achievement 2 Feeling good about self Enjoying simple things from enjoying a shower to feeling personal progress. 

12Hope 1 Positive future I am open minded and hopeful I can improve how I feel. 

13Self esteem 1 Feeling good about self Happy with myself 

14Present moment awareness 4 Accepting life Wellbeing means to me to be open to life and to view difficulties more as they are rather than the 
extra drama and fear we add to difficult times. 

15Self-care 3 Taking care of self To look after myself better, take time for myself 

16Social Inclusion 6 Being part of community Wellbeing to me means getting out in the community and doing thing – feeling connected to other 
people. 

17Stress Reduction & Coping 11 Being able to manage Being able to cope with the normal stress of life. 

18Present moment awareness 

Relaxation 

5 Feeling positive Feeling at one with self, being able to relax 

19Supportive relationships 5 Feeling valued Having loving family and friends and appreciating them 
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Table 13 

Initial Themes (Post-training)  

 themes No of direct references Properties Example of participant response 

1 Happiness 6 Contentment Happier in life. 

2 General Health 7 Healthy choices A balance of mental and physical health with nourishing activities and relationships. 

3 Mental Health 12 Managing difficulty Coping with mental health problems and not allowing chronic anxiety to control me.   

4 Emotional stability 3 Managing difficulty Not allowing resentment and bitterness into your life. 

5 Physical Health 8 Healthy choices Being fit and healthy 

6 Diet 1 Healthy choices A balanced diet leading to maintained good health. 

7 Hobbies, activities & 
learning 

1 Taking part Where it is possible to take part in the world again.  I want to be succeed in the working 
world and bring the benefits back to myself and my family. 

8 Positive attitude 6 

 

Moving forward Closed the door on my past.  Doors open for my future and present. 

9 Making choices 2 Self esteem 
trust/confidence 

Paying attention to what is really going on – trusting that you always have options when 
life is tough. 

10 Goal setting & achievement 3 Self-esteem/trust/confidence Fulfilling my own objectives and therefore having a sense of achievement. 

11 Confidence 7 Self esteem 
trust/confidence 

I have got the confidence to do the things I want to do. 

12 Spirituality 3 Contentment Happiness and comfort, feel good in spirit. 

13 Hope 2 Moving forward I can only say I feel born again, I have hope, faith and feel brighter for my future. 

14 Self esteem 1 Self esteem 
trust confidence 

Being able to trust in self and others allows a confidence and contentment which means 
there is nothing to fear and a resilience to mental and physical illness develops. 

15 Present moment awareness 10 Healthy choices Living life as best as I can in any moment. 

16 Self-care 8 Healthy choices Being mindful and looking after myself, taking time to myself. 

17 Communication 1 Self esteem 
trust/ confidence 

Being able to communicate thoughts positively with no feeling of rejection. 

18 Social Inclusion 4 Taking part Being able to contribute effectively at home, at work and at play. 

19 Stress Reduction & Coping 4 Resilience Avoiding self-destructive practices.   

20 Relaxation 7 Contentment Wellbeing means a sense of calm tranquillity 

21 Supportive Relationships 
 

7 Self-esteem/ trust/confidence Feeling at ease with myself and from that feeling at ease with others. 



HOW DOES MBSR AFFECT THE WELLBEING OF THE POOR 131 

Table 14 

Refined primary themes and overarching themes (pre-training) 

Refined primary  theme Overarching theme frequency 

 

Emotional stability,  

Stress Reduction & Coping, 

Mental Health 

Present moment awareness   

 

 

Managing difficulty 

 
 

 

37 

General health, Physical health  

 

Not feeling ill & health 20 

Happiness, Positive attitude,  

goal setting, hope, relaxation 

    

Feeling positive 20 

Supportive relationships,  

Social Inclusion 

Making connections 
11 

Activities, Self-care, Self-esteem, Diet, 

  

 

Taking action 11 

Financial security,  

Good environment,  

Having needs met 3 

 

Meta theme;  having the necessary resources to manage difficulty Illness/health 
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Table 15 

Refined Primary themes and overarching themes (post-training) 

 

Refined primary-themes 

(In order of frequency) 

 

Overarching 

Themes  

 

frequency 

Present moment awareness,  

self-care General health, Physical  

health, Diet,  

Healthy choices 34 

Confidence, Supportive relationships, Goal- setting 

, Making choices, Self-esteem, Communication.  

Confidence/self esteem 21 

Happiness, relaxation 

Spirituality  

Contentment 16 

Mental health,  

emotional stability  

Managing difficulty 15 

Positive attitude, Hope  

 

Moving forward 8 

Activities, Social inclusion  Taking part 5 

Stress reduction & coping  Developing resilience 4 

 

 

 

Meta Theme; Having the strength and self-confidence to make healthy choices and move forward in life 
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Figure 18.  Pre-training map of thematic development 
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Figure 19.  Post-training map of thematic development 
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T1 & T2 managing difficulty

T1 not feeling ill health; T2 developing resilience

T1 feeling positive; T2 confidence;self esteem; contentment

T1making connections; T2 taking part;moving forward

T1 taking action T2 healthy choices

having needs met
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Figure 20. Relational transitions between overarching themes  
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Figure 23. The cost of poverty to the UK 
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Appendix 

Appendix A 

Personal communication 1 and 2 

Kathleen van der Gucht 

Personal Communication 1 

Dear Ven Karma Jiga, 

This sounds as a very interesting project! 

The program adaptations we used were: 

‐ Shorter sessions, only 90 minutes 
‐ The core components (such as body scan, sitting meditation with a focus on the breath, 

awareness of physical  sensations,  thoughts and emotions, walk meditation,   mindful 
movement = yoga, loving kindness practice) originating from MBSR and MBCT programs 
were  part  of  the  training  but  the  exercises were  shorter  and more  repetitious. We 
experienced that it was more challenging for these people to focus attention on a single 
activity for longer periods of time therefore we choose to work with shorter exercises 
and this worked well for them.  

 

So  basically  the MBSR/MBCT  protocol  was  followed with  the main  difference working with 

shorter exercises and more repetitious. 

I hope this information is helpful. 

I wish you a lot of success with the project and if I can be of any help just let me know. 

Warm regards, 

Katleen 

Katleen Van der Gucht, PhD 

Postdoctoral researcher 

KU Leuven 

Faculty of Psychology & Educational Sciences 

Tiensestraat 102 (box 3720) 

3000 Leuven / Belgium 

T: ++32 (0)16 37 31 83 

https://ppw.kuleuven.be/mindfulness 
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Appendix 

Appendix A 

Personal communication 2 

Kathleen van der Gucht 

Indeed we used a mixture of MBSR/MBCT. 

For the psychoeducation part we used examples based on the context those people are living in 

like  the  stress  you  feel  due  to  living  with  less  money  than  you  need,  we  also  had  some 

psychoeducation on communication – how to deal with difficult conversations, what do you feel 

in your body at such moments etc.  

A lady who worked in a social welfare center and was used to work with these people for many 

years helped with  the adjustments.  She was a  certificated mindfulness  trainer and used her 

experience with people living in poverty. She was also one of the trainers in the study. 

Best regards 

katleen 

 

From:KarmaJiga[mailto:karmajiga@nilupul.org]  

Sent:Tuesday,September22, 2015 10:40 AM 

To: Katleen Van der Gucht <katleen.vandergucht@ppw.kuleuven.be> 

Subject: RE: 2014 study adaptions 

 

Hi Katleen 

Thanks for that! 

That helps. 

I  am  currently  looking  at  how  to  take  this  project  forward  through  making  programme 

adaptions. 

I’m presuming from your reply that both courses were a mixture of MBSR/MBCT? 

Look forward to your reply 

Thanks again 
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Appendix B 

Page 1 

Local Justification (press). 
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Appendix 

Appendix C 

Informed Consent Form 
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Appendix 

Appendix D 

Course Application Form 
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Appendix 

Appendix E 

Example poster/flyer 

 

 

 



HOW DOES MBSR AFFECT THE WELLBEING OF THE POOR 146 

Appendix 

Appendix F 

Assessment and Orientation 1 

(Flow diagram) 
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Appendix G 

Participant Information Sheet  

Page 1 
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Appendix 

Appendix G 

Participant Information Sheet  

Page 2
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Appendix G 

Participant Information Sheet 

Page 3 
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Appendix 

Appendix G  

Participant Information Sheet 

Additional Information if requested 

NHS Crisis contacts 
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Appendix 

Appendix H 

Participant Debrief Sheet 
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Appendix 

Appendix I 

Venue Permission Letter 
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Appendix 

Appendix J 

Ethics research approval e mail 
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Appendix 

Appendix K 

Page 1 

Pre session sample texts and e mails 
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Appendix 

Appendix K 

Page 2 

Sample E mail 2 

Dissemination of Course Materials 
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Appendix 

Appendix L 

Assessment and orientation Session 

Sample Agenda 

 

Pre-Course 

  

Secondary 

 

Group Assessment and Orientation 

 

Checklist 

 

Application forms  

 

Information sheet (PIS)  

 

Research Forms  

 

Participant resource requirements  
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Session outline 

 

First……..Short sitting  

Pause  

 

check out what’s happening in your 
body 

 

check out what’s happening in your 
mind 

 

 

Teacher personal introduction. 

 

Logistics 

Fire exits…… 

toilets…… 

switch off mobile phones. 
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PIS distributed…… explained 

 

All personal info. Strictly confidential. 

 

Explain about research….take part or not 

 

Consent form 

 

Research forms  

 

2 sets:  one to be filled in today.  

One at end of the course. 
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2.  ASSESSING THE GROUP 

 

Brief personal introductions 

 

My name is……. 

 

What has brought you here? 

 

What do you want from the course? 

 

Any health issues to keep in mind?   

 

What support do you need to come along? 

e.g. Taxi instead of public Transport? 

 

Is this the right time for you to take part? 

 

Has anyone done any meditation/yoga 
before? 

 

Short practice 
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3.  INFORMING THE GROUP 

 

What is mindfulness? 

 

The awareness that arises from paying 
attention, on purpose, in the present, non-
judgementally. 
 

A different way of relating to our thoughts, 
feelings, emotions and what happens in, on 
and around your body. 

 

What are the Benefits of MBSR… 

 

Use advocate if possible. 

 

Course Leader…… 

 

We are not looking for the reasons why 
something happens. 
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The sessions aren’t for revealing long 
personal stories. 

 

Everyone in the group has space to share 
briefly during the course, if they want to. 

 

With all this in mind  

……..how do you think this course can help 
you? 

 

4.  Very Short practice  

An introduction to mindfulness 
practice. 

 

5.  Short practice  
Does anyone have any additional needs….?  

eg. help with reading and form filling ….. 

 

Time to read and complete  

consent forms  

and  

participant questionnaires 
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6.  Short practice  

7.  HOME PRACTICE 
 

There are 2 parts to the course 

   Weekly session 
   Home practice…..this is the actual 

course. 
o Need for regularity…. 
o Common difficulties…. 
o Falling asleep, can’t find the time,             

too busy…..etc 
 

Manuals/recordings to support home 
practice… 

1.  Register taken  
2.  Who is computer literate and who not? 
3.  What device will you be using…. 

Android, I pad, Laptop, PC or MAC 

4.  List for those requiring…. 
Dropbox for computer Literate. 

Hard Copy for those with no computer 
literacy. 

5. Would you prefer…… ? 
Downloads, MP3 or Memory Stick 
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Hard copies of recordings C/D 

1. Any Additional needs (Course Manual) ? 
Large print copy, Audio Version (c.d.) 

 

 

8.  CHALLENGES 

 
The course might be difficult at times….. 

 

As you become more aware you might 
experience things a bit more intensely 
 
Balance challenges with long term 
benefits….. 

 

Learning to be more gentle/friendly with self 
 
Turning towards the difficult…..Being with 
the difficult 

 
Exploring patterns that appear when things 
feel difficult and how we might work with 
these during the course 
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Be open and inquisitive about what might 
happen because you don’t know how it is 
going to turn out 

 

 

9.  Short sit ….3 step breathing space. 

10.  ASSESSING THE GROUP cont. 
 

Discuss comfort of individuals in group. 
 
Is group MBSR suitable? 
 
You can choose how much to join in with the 
group discussions. 
 
You don’t have to if you don’t want to. 

Please fill in consent form 

Please fill participant questionnaire 

 

11.  WEEKLY CLASS  

TUESDAYS 10 am - 12  

Please  
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Arrive before 9.45 am…for travel expenses. 
Crèche open from 9.30 am. 

10. Short sit  

 

11. Any ?’s  

12. Concluding remarks  
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Participant Questionnaire  
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Participant Questionnaire  
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