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ABSTRACT

Background. Previous reviews have concluded that whilst mindfulness-based interventions reduce PTSD
symptoms through fear extinction and cognitive restructuring, further research is needed. Objective. The aim
of this report is to systematically review existing literature about the association between standardized mindful-
ness-based interventions and PTSD with the aim of identifying implications for practice and recommendations
for future research. Method. The CINAHL Complete, PsycINFO, Medline, and PsycAtrticles databases were
searched, looking for full-text articles from 2018 up to march 2022. Results. There was a significant improve-
ment in PTSD symptoms in MBCT participants, even if some experienced a high increase at baseline. MBSR
participants with moderate to severe trauma symptoms showed a greater reduction in symptoms whereas mild
trauma symptoms at baseline showed slightly higher symptomatology at the end of treatment. Discussion
and conclusion. From the results, MBCT, MBSR, and their variations seem to tackle different domains of
the diagnosis. Whilst MBSR is associated with improvements in terms of attentional difficulties, MBCT facil-
itates the connection between dysfunctional cognitive concepts and avoidant behaviours that maintain the
symptomatology. Nevertheless, the active components of MBCT or MBSR that have an impact on symptom
reduction are undetermined. Future studies will be enhanced by monitoring the change in underlying mecha-
nisms attached to the practice of mindfulness through outcome measurements, among other considerations.

Keywords: MBCT, MBSR, mindfulness, PTSD.

RESUMEN

Antecedentes. Las revisiones anteriores han concluido que las intervenciones basadas en la atencién plena
reducen los sintomas del TEPT a través de la extincion del miedo y la reestructuracioén cognitiva, aunque
se requiere mayor evidencia. Objetivo. Revisar sistematicamente la literatura existente sobre la asociacién
entre las intervenciones estandarizadas basadas en mindfulness y el TEPT con el objetivo de identificar
implicaciones para la practica y recomendaciones para futuras investigaciones. Método. Se realizaron bus-
quedas en las bases de datos CINAHL Complete, PsycINFO, Medline y PsycAtrticles de textos completos
desde 2018 hasta marzo de 2022. Resultados. Hubo una mejora significativa en los sintomas de TEPT en
los participantes de MBCT, incluso si algunos experimentaron un gran aumento al inicio. Los participantes
de MBSR con sintomas de trauma moderado a severo mostraron una mayor reducciéon de los sintomas,
mientras que los sintomas de trauma leve al inicio mostraron una sintomatologia ligeramente mas alta al
final del tratamiento. Discusion y conclusion. A partir de los resultados, MBCT, MBSR y sus variaciones
parecen abordar diferentes dominios del diagndéstico. Mientras que MBSR se asocia con mejoras en términos
de dificultades atencionales, MBCT facilita la conexién entre conceptos cognitivos disfuncionales y conductas
de evitacion que mantienen la sintomatologia. Sin embargo, los componentes activos de MBCT o MBSR que
tienen un impacto en la reduccién de los sintomas son indeterminados. Los estudios futuros se mejoraran al
monitorear el cambio en los mecanismos subyacentes asociados a la practica de la atencién plena a través
de mediciones de resultados, entre otras consideraciones.

Palabras clave: MBCT, MBSR, atencion plena, TEPT.
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BACKGROUND

According to the fifth version of the Diagnostic Statisti-
cal Manual (DSM-V) of Mental Health, Post-Traumatic
Stress Disorder (PTSD) is defined by symptoms related to
five dimensions: Re-experiencing distressing events, hy-
perarousal (irritability, recklessness, hypervigilance, ex-
aggerated startle response, concentration difficulties, and
sleep disturbance), persistent avoidance, negative cogni-
tions, and mood alterations, although complex symptoms
include dissociation (American Psychiatric Association
[APA], 2013). Dissociative symptoms can be manifested
through depersonalization or feeling detached from one’s
mental processes and derealization or experiencing unre-
ality of surroundings (APA, 2013). All symptoms must
be present after one month of experiencing an actual or
threatened death, whether direct, witnessed, or learned
(APA, 2013).

The National Institute for Health and Care Excellence
(NICE, 2016a) suggests that suitable psychological treat-
ment interventions in cases of PTSD are Trauma-focused
Cognitive Behavioural Therapy (TF-CBT) and Eye Move-
ment Desensitisation and Reprocessing (EMDR) in chil-
dren and young people (CYP). In adults, the NICE (2016a)
guidelines recommend Cognitive Processing Therapy, Cog-
nitive Therapy (CT) for PTSD, narrative exposure therapy,
prolonged exposure therapy, EMDR, and computerized TF-
CBT if no severe symptoms or risk of harm are present.
Interventions in adults and CYP are based on standardized
manuals that aim to restructure the traumatic meaning and
overcome avoidance, where follow-ups on dates significant
to the event are considered (NICE, 2016a). In terms of dif-
ferences, the NICE (2016a) guidelines emphasize that CYP
interventions need to be adapted to developmental age and
involve their respective caregivers whilst in adults the focus
is on re-establishing adaptive functioning. Overall, the in-
terventions recommended across the life span are individual
in nature, and CT or Cognitive Behavioural Therapy (CBT)
is referred to as evidence-based treatment.

As developed by Beck (1976/1989), CBT is an evi-
dence-based model of psychological therapy built on the as-
sumption that cognitions, emotions, behaviors, and physical
sensations are interlinked in the creation of a vicious cycle
that perpetuates the main problem. Because each of these
four factors influences each other, if one of them were to
be intervened, the others would most likely change in their
presentation (Wills & Sanders, 2013). Whilst CBT aims to
intervene in thoughts and behaviors, CT focuses purely on
the cognitions involved under the premise that the event’s
interpretation generates an emotion instead of the event
by itself causing a particular emotion (Kennerley, Kirk, &
Westbrook, 2007).

Regarding mindfulness, the NICE (2016b) guide-
lines maintain that Mindfulness-Based Cognitive Therapy
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(MBCT) is an evidence-based (EB) intervention that pre-
vents relapse in depression or residual symptoms of de-
pression, where low mood, anhedonia, and reduced energy
levels are core symptoms. Thus, common domains affected
between depression and PTSD are negative cognitions and
mood alterations. Mindfulness, a Buddhist cultural tradition
of meditation, has been broadly described as the ability to be
purposefully attentive in the present moment, thus MBCT
promotes self-awareness to generate a cognitive shift when
negative mood alterations are experienced since they are
not indicative of the present moment (Segal, Williams, &
Teasdale, 2013). MBCT is inspired by the initial adaptation
of mindfulness into a structured program for Western med-
ical settings aiming to treat chronic pain, named Mindful-
ness-Based Stress Reduction (MBSR), an eight-week group
intervention focused on promoting awareness of thoughts
and physiological responses through meditation, breath-
ing exercises, and yoga (Kabat-Zinn, 1994). Although the
NICE (2016c) guidelines do not recommend MBSR for the
treatment of mental health conditions, it is acknowledged
that significant improvements have been found in the treat-
ment of social anxiety disorder (Norton, Abbott, Norberg,
& Hunt, 2015).

The rationale of this review

Acknowledging the role of MBCT or MBSR in the treat-
ment of PTSD can inform clinicians’ practice and prevent
iatrogenic effects on clients. The NICE (2016a) guidelines
recommend standardized interventions applied by trained
practitioners with ongoing supervision in cases of PTSD.
Therefore, mindfulness-based interventions have only re-
cently been considered a treatment of choice since a val-
id manual for MBSR and MBCT was not available until
1990 (Kabat-Zinn, 1994) and 2002 (Segal, Williams, &
Teasdale, 2013) respectively. Since one teacher can con-
duct these group interventions remotely, their implemen-
tation might have a positive impact whilst coping with
the COVID-19 pandemic through public health measures,
such as isolation (World Health Organization, 2020). Thus,
the current review will provide evidence of affordable
interventions, which in addition to minimising treatment
waiting time for mental health services, create the potential
to prevent relapse in clients after completion of treatment
(NICE, 2016b).

Previous reviews

Because MBSR and MBCT are treatments based on a valid
manual, previous reviews have focused their attention on
these two types of mindfulness-based interventions solely.
Authors concluded that whilst MBSR reduces PTSD symp-
toms through fear extinction (Kummar, 2018), MBCT re-
structures traumatic memories, although further research is
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needed by adding neuroimaging techniques, non-veteran
populations, and comparing its effects to other therapeutic
interventions (Williston, Grossman, Mori, & Niles, 2021).
Nevertheless, new articles have been published since the
above previous reviews. Therefore, additional information
must be addressed in terms of filling the current gaps in the
literature.

Objectives

The present review of scientific journals aims to systemati-
cally review and update existing literature about the associ-
ation between PTSD and MBCT or MBSR. The objectives
have been listed as follows.

1. To review existing literature about the association
between standardized mindfulness-based inter-
ventions and PTSD. Particularly, the current study
aimed to provide a critical appraisal of the pub-
lished literature in terms of research methodology.

2. To identify implications for practice and recom-
mendations for future research. Particularly, the
current study aimed to provide a critical appraisal
of the published literature in terms of populations,
outcome measurements, and intervention formats
that have been examined.

METHOD

Databases and search

The CINAHL Complete, PsycINFO, Medline, and PsycAr-
ticles databases were searched to select studies for inclusion
in this review. Search keywords used were MBCT or Mind-
fulness-Based Cognitive Therapy OR Mindfulness-Based
Stress Reduction or MBSR AND Post-Traumatic Stress
Disorder or PTSD, looking for full-text articles from 2018
up to march 2022. Details of the databases and search strat-
egy are provided in Table 1.

Inclusion criteria

Publications were included independent of the popula-
tion’s age, gender, intervention format, and the method-
ology used.

Articles involving active military service members or
war veterans were included due to the representativeness
of the sample.

Exclusion criteria

Publications referring to trauma or posttraumatic stress
(PTS) instead of referring to PTSD were excluded.

Articles not referring to MBCT or MBSR were ex-
cluded.
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Table 1

Map Term to Subject Heading Search

Data-

bases* Searches Results
#1 MBCT or Mindfulness Based Cognitive Therapy 5732
#2 MSR or Mindfulness-Based Stress Reduction 4061

PTSD or Post-Traumatic Stress Disorder or
#3 Posttraumatic Stress Disorder or Post traumatic 147876
Stress Disorder

#4 10R2AND 3 4234
#5 Limit #3 to the full-text articles 1073
#6 Limit #4 to publication date from 2018 to 2022 396
#7 Limit #5 to academic journals (source type) 390
#8 Limit #6 to the English language 381
#9 Limit #7 to Mindfulness (major heading) 209

* APA PsycINFO, Medline, and APA PsycAtrticles.

Data extraction and screening process

209 articles were identified through the search and filter of
electronic databases, where a two-step screening process
was applied. 204 were excluded based on the title. Of the
remaining five articles, two were excluded following a re-
view of the abstract and full article against the exclusion
criteria as detailed above. Consequently, previous reviews
were examined to fill in the gaps of already published work
and for any studies that were missed in the database search-
es. Therefore, a total of four papers were selected for the
purposes of this literature review. Figure 1 shows a flow
chart of the study selection process.

RESULTS
Quality assessment

After full-text evaluation, the risk of bias was assessed us-
ing the assessment method MMAT (Hong et al., 2018). Key
quality criteria under evaluation for the quantitative ran-
domized controlled trials (RCT) were appropriate balance
and allocation to intervention or control group, completion
of outcome data, blinded outcome assessment, and drop-
out rate. For the other three quantitative non-randomized
controlled trials, sample representativeness, completion of
outcome data, confounders accountability, and adherence to
the planned intervention were considered. The studies were
then classified as low if up to a maximum of one criteri-
on had not been accomplished, or high for risk of biases.
For a detailed overview of the quality assessment (Table
2), which provides a summary of its fundamental charac-
teristics.

37



Records identified
through
database searching
(n =209)

A

Records screened
(n =209)

Records excluded
(n =204)

A

Full-text articles Full-text articles
assessed excluded, with reasons
for eligibility > (=2
(n=5) * Include mindfulness
not related to MBCT

or MBSR.

« Itis not focused
on a diagnosis
classification of

A trauma or PTSD.
Studies included
—» in the final review
(n=4)

Additional records
identified through
other sources
(n=1)

Figure 1. Flow chart of the study selection process (adapted from
Mobher, Liberati, Tetzlaff, Altman, & The Prisma Group, 2009).

In what populations has the effectiveness
of MBCT and MBSR been tested?

Three of these studies were conducted on adults with ex-
ception of Fortuna, Porche, and Padilla (2018), where the
participants were adolescents. The population presenting
PTSD were military active service members, war veterans,
adolescents, and black women. Respectively, the rationale
to include these populations is that current, or past involve-
ment in acts of war is considered a life-threatening event.
Adolescents were included in Fortuna et al. (2018) research
because they had experienced a variety of traumatic events
one or more times, such as assault, physical or psycho-
logical abuse, loss, or serious injury in an accident. Black
women were recruited on the basis that female gender due
to genetic vulnerability, ethnic minority background, and
socioeconomic disadvantage are risk factors for traumatic
experiences (Waldron & Burnett-Zeigler, 2022). The partic-
ipants had survived one to nine different types of traumas,
where physical and sexual abuse were the most common.

What formats of MBCT and MBSR
have been offered?

Although the format of the intervention varied alongside
the four items of research, all of them included face-to-
face sessions, an 8-week intervention, and did not have a
follow-up after the end of the treatment. Exceptions were
Fortuna et al. (2018), which aimed for a 12-week interven-
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tion, and Rice, Liu, and Schroeder (2018), which included
virtual sessions. The format of each research is described in
the following lines.

Jasbi et al. (2018) delivered MBCT in a group format
of 8-week, where each weekly session lasted between 60
to 70 minutes and the group size varied from 7 to 12 par-
ticipants. The content of the MBCT sessions is detailed in
Table 3.

Fortuna et al. (2018) used a TF-CBT adaptation for ad-
olescents known as MBCT Dual, combining MBCT with
relaxation and breathing retraining (Rosenberg, Jankowski,
Fortuna, Rosenberg, & Mueser, 2011). The intervention is
conducted in a group format intended to last for 12 weeks
although the study only had a 6-week retention. Weekly
therapy sessions were 50 to 60 minutes in length. It is worth
mentioning that the intervention was delivered in Spanish
to 11 of the participants, who were primarily Spanish mono-
linguals. An overview of MBCT-Dual therapy sessions is
provided in Table 4.

Rice et al. (2018) considered weekly in-person (IP)
and virtual world (VW) MBSR in different groups of eight
weeks each, where VW training involved avatar-to-avatar
interaction. The IP group met between two and 2% hours
with an “all-day” silent class of 3'% hours whilst the VW
group met for 1'% hours per week with a silent class under
the same conditions as the IP group.

Waldron & Burnett-Zeigler (2022) carried out an mind-
body intervention adapted from MBSR that focuses on cul-
tivating non-judgmental awareness of the body, maintain-
ing the length of the intervention and content of the sessions
(meditation, yoga, body scan, and social interaction). How-
ever, the length of the sessions was 90 instead of 180 min-
utes, which were conducted by a trained health educator,
and the program materials related to black artists to reflect
the participants’ experiences.

What outcome measurements have been used to
monitor PTSD symptoms and mindfulness?

With regards to PTSD outcome measures, all studies used
the post-traumatic checklist for DSM-5 (PCL-5) or its vari-
ations, although the methodology varied with regards to the
application of this measurement, with only two applying the
questionnaire at the assessment and post-treatment stage
(Rice et al., 2018; Waldron & Burnett-Zeigler, 2022). The
PCL-5 consists of a 20-item self-assessment questionnaire
of symptoms related to the five dimensions identified in
PTSD, where answers are given on five-point Likert scales
ranging from 0 (not at all) to 4 (extremely; Blevins, Weath-
ers, Davis, Witte, & Domino, 2015). Expanding on its
variations, Fortuna et al. (2018) applied the PTSD Check-
list-Civilian version (PCL-C), a 17-item version of the
PCL recommended for civilian populations where multiple
traumas are present (Blanchard, Jones-Alexander, Buck-
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Table 2
Fundamental characteristics

Sample Outcome MBCT Design & MMAT
Authors (Age) measurements or MBSR Main findings Classification
Jasbi et al. 48 males At assessment: MBCT PTSD levels experienced a RCT & Low risk of
(2018), Iran (50-55 years) - PTSD Scale for DSM-5 high increase at baseline and bias with no blinded
(CAPS-5). decreased significantly at outcome assessment.
- Life events checklist for study completion. Both the par-
DSM-5. ticipants from the control and
During the intervention: MBCT groups were prescribed
- Post-traumatic checklist SSRIs at the assessment
for DSM-5 (PCL-5). stage.
Fortunaetal. 37 females At screening: MBCT-Dual Significant improvement in  Non-RCT & Low risk of
(2018), and males - PTSD Checklist-Civilian adapted from MBCT PTSD symptoms from base- bias with confounders.
USA with 62% version (PCL-C). - English version. line until the end of treatment,
of retention - Upsetting events survey, - Spanish version.  which was associated with
(13-21 years) is a modified version of changes in trauma-associated
the Traumatic Life Events cognitions.
Questionnaire (TLEQ).
At assessment:
- Child PTSD Symptom
Scale (CPSS).
- Post-Traumatic Cogni-
tions Inventory (PTCI).
During the intervention:
- Post-Traumatic Cogni-
tions Inventory (PTCI).
Rice et al. 133 males At assessment and MBSR Clinically although not statis- Non-RCT & High risk
(2018), USA and females  post-treatment: - In-person (IP). tically relevant reductions in of bias due to sam-
(Average age - PTSD Checklist-Military - Virtual world (VW). PTSD symptoms, particularly pling, incomplete out-
50.45 £ 11.09) version (PCL-M). for IP group in comparison to come data, and con-
VW. founders.
Waldron & 36 females At assessment and Mini-body adapted  Reduction of PTSD symptoms Non-RCT & Low risk

Burnett-Zeigler (Mean 52.23)
(2022), USA

post-treatment:

- PCL-5.

- Five Facet Mindfulness
Questionnaire (FFMQ).

from MBSR.

- Culturally modified
to black ethnic
minorities.

in moderate to severe cases.
Participants with mild trauma
symptoms at baseline showed
slightly higher symptomatolo-
gy at the end of treatment.

of bias.

Table 3

MBCT Sessions’ Content (Jasbi et al., 2018)

Week Sessions Content of sessions

1 Automatically redirecting Forming groups, introducing members, determining the rules and boundaries of groups, physical
checking exercises, eating raisins, and providing handouts, and homework.

2 Dealing with obstacles Breathing exercises, focusing on thoughts and feelings, reviewing exercises, and homework.

3 Mindfulness of breathing Awareness of body, seeing, and hearing. Review exercises and homework.

4 Staying in the present Doing exercises, defining the stress areas, reviewing exercises, and homework.

5 Acceptance of presence Contemplation in sitting state with awareness of breathing and body, 3 minutes breathing.

6 Thoughts are not facts Contemplation in a sitting state with awareness of body, feelings, sounds, and thoughts. Preparing
for termination, reviewing exercises, and homework.

7 Taking care of oneself in the Contemplation in a sitting state with awareness of breathing and body. Observation of the rela-

best form tionship between activity, mood, and feelings training. List of boring and enjoyable daily activities,

review exercises, and homework.

8 Applying what was learned from Discussion of the exercises conducted during the course, the reasons for continuing these exer-

the positive mood conditions in
the future

cises, conducting a survey of the course, review exercises, and homework. Finishing the course
along with the last contemplation.

Salud Mental, Vol. 46, Issue 1, January-February 2023
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Table 4
Overview of MBCT-Dual therapy sessions
(Fortuna et al., 2018)

Sessions

(week)  Content of sessions

1 Introduction, engagement, and safety plan.

2 Introduction to mindfulness practice.

3 Psychoeducation about PTSD, trauma cognitions, and
unhelpful thinking.

4 Psychoeducation about risk behaviors, drug, and alcohol
triggers.

5 Managing triggers, cravings, and urges.

6 Common styles of thinking.

7 Observing our thoughts and cognitive restructuring.

8-11 Mindfulness-based recovery.

12 Ending therapy and relapse prevention.

ley, & Forneris, 1996). Rice et al. (2018) used the PTSD
Checklist-Military version (PCL-M), a 17-item self-report
focused on stressful military experiences (Blanchard et al.,
1996).

In relation to mindfulness, only one of the studies aimed
to monitor changes in awareness. Waldron and Burnett-Zei-
gler (2022) utilized the Five Facet Mindfulness Question-
naire (FFMQ), which is a 39-item self-report questionnaire
of 5 domains identified in mindfulness: Describing, acting
with awareness, non-judging, non-reacting, and observing
(Baer, Smith, Hopkins, Krietemeyer, & Toney, 2006).

What are the results of MBCT and MBSR
interventions in the treatment of PTSD?

Regarding MBCT, Jasbi et al. (2018) found that PTSD
levels experienced a high increase at baseline in the inter-
vention group and then decreased significantly over time
in comparison to the control group. Similarly, in Fortuna et
al. (2018) research, there was a significant improvement in
PTSD symptoms from baseline until the end of treatment,
which was associated with changes in trauma-associated
cognitions. There was also a significant reduction in the fre-
quency of substance misuse.

Concerning MBSR, Rice et al. (2018) found that IP and
VW are both effective in the reduction of PTSD symptoms
in comparison to the control group, although the IP group
showed a greater reduction in PTSD symptoms. Along
the same lines, the results of Waldron and Burnett-Zeigler
(2022) suggest a significant reduction of PTSD symptoms
from baseline to end of treatment and an increase in Mind-
fulness measured by the FFMQ. Nevertheless, a minority of
participants that exhibited mild trauma symptoms at base-
line, showed slightly higher symptomatology at the end of
treatment. The researchers assumed that these women may
have been retraumatized by becoming more aware of their
thoughts, emotions, and physical sensations without an in-
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tervention aiming to change their experience. Conversely,
the results also found a correlation between session atten-
dance and PTSD symptom remission, where women with a
higher PTSD symptomatology attended more mindfulness
sessions. Finally, there were no statistically significant dif-
ferences in the results between different trauma types.

DISCUSSION AND CONCLUSION

Critical appraisal of the association between
MBCT or MBSR and PTSD

Overall, the four pieces of research do not provide exten-
sive details to determine the active components of MBCT
or MBSR which have an impact on symptoms reduction.
The change in PTSD symptoms in terms of questionnaire
items or thinking processes is not reported in the results.
Furthermore, the change in underlying mechanisms at-
tached to the practice of mindfulness is only monitored in
one of the articles through the FFMQ.

In terms of research methodology, none of the pa-
pers included a follow-up to monitor if the improvement
in PTSD symptomatology had been maintained over time.
Only two of the four studies had a control group with only
Jasbi et al. (2018) being an RCT with a low risk of biases.
Whilst in Jasbi et al. (2018), the control group was offered
socio-therapeutic events (short trips or medical checks),
Rice et al. (2018) maintained the control group on a wait-
ing list and invited the participants to MBSR groups after
the trial had ended. Hence, the latter does not control for
non-therapeutic factors, such as social support and the ef-
fect of receiving professional help.

Subsequently, the MMAT classification (Hong et al.,
2018) suggests that the research by Rice et al. (2018) pres-
ents a high risk of biases due to the presence of confounders
and in terms of sample representativeness. In comparison
to other studies, a clear description of the participants is not
included, where military service populations were invited
after completing the PCL-M without specifying if PTSD
criteria had been met or if their initial symptoms were over
the threshold. Furthermore, nine of the PCL-M results were
not included due to computer error, which accounts for in-
complete outcome data.

Focusing on the acknowledgment of confounders
among the four articles, only two addressed comorbidities
among the samples presenting significant PTSD symptoms.
Particularly, attentional deficit and hyperactivity (ADHD)
in Rice et al. (2018) and Fortuna et al. (2018), where the
adolescent population also presented substance misuse. Be-
cause the DSM-V (2013) characterized ADHD as difficulties
with inattention among other criteria, Rice et al. (2018) did
not control for ADHD on the basis that similar symptoms
can be caused by PTSD’s hyperarousal. Similarly, Fortuna
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et al. (2018) attributed substance misuse to the PTSD diag-
nosis with cannabis, alcohol, or methamphetamines offering
a short-term relief for survivors. Consequently, medication
as an additional intervention is found in Jasbi et al. (2018)
and Fortuna et al. (2018). The first considered MBCT as an
adjuvant to Selective serotonin reuptake inhibitors (SSRIs)
and the second included adolescents under the prescription
of SSRIs, bupropion, or methylphenidate if the participants
were on a stable dose for the previous 8 weeks. After men-
tioning that methylphenidate had been prescribed to a per-
centage of the adolescents, Fortuna et al. (2018) mentioned
that some of the participants were diagnosed with ADHD,
which is not previously recognized in the sample descrip-
tion nor controlled for.

With regards to the intervention’s format, three of
the studies aimed to improve retention rates by providing
MBSR adaptations. Firstly, Rice et al. (2018) delivered a
virtual format of MBSR, where the participants could re-
main anonymous. Secondly, Waldron and Burnett-Zeigler
(2022) provided a culturally adapted MBSR hosted in a
community setting by a representative member of the sam-
ple. Thirdly, Fortuna et al. (2018) provided the opportunity
to work with matched Spanish-speaking providers. Even
though these interventions promoted adherence to the treat-
ment, limitations are also recognized. The former, due to its
virtual nature where the participants interacted through an
avatar with other members of the group, made it impossi-
ble to control for participant’s involvement. On a different
turn, Waldron and Burnett-Zeigler’s (2022) results have
implications in terms of replication, considering that mini-
body sessions’ content is not outlined, nor is the training
conducted by the facilitator. A similar gap in terms of the
facilitator’s expertise is found in Jasbi et al. (2018), with
CBT therapists and MBSR instructors carrying out a differ-
ent modality of mindfulness, MBCT.

Despite the previous points for improvement, the
uniqueness of the research papers is one of its strengths
since these appear to be the first attempts to investigate
whether a standardized mindfulness-based intervention is a
suitable intervention for PTSD clients presenting different
types of severity. Therefore, the articles could be considered
a first step toward informing further research on the topic.
From the results, MBCT and MBSR seem to tackle differ-
ent domains of the diagnosis, whereas Rice et al. (2018)
emphasize the improvement in terms of attentional diffi-
culties with whether IP or VW MBSR, which corresponds
to the PTSD domain of hyperarousal. Meanwhile, Jasbi et
al. (2018) mentioned that by the fourth and fifth sessions,
participants were listing their dysfunctional cognitive con-
cepts and linking them to the avoidant behaviors maintain-
ing their symptomatology. Comparing both interventions,
the studies suggest that an increase in symptomatology is
expected when clients are due to commence the treatment.
An eventual decrease in PTSD symptoms is expected for
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MBCT participants with mild, moderate, and severe pre-
sentations whilst MBSR was proven effective only for the
latter two.

Implications for practice

MBCT, MBSR, and its adaptations have been safely tested
with active military service members, war veterans, eth-
nic minorities, and adolescents who have been affected by
different types of traumas. MBCT-Dual and mini-body are
adaptations from MBCT and MBSR, where relaxation and
breathing retraining or non-judgmental awareness of the
body are attempted, respectively. In addition, virtual reality
and culturally informed formats have been delivered to re-
duce the stigma associated with mental health, where atten-
tion to the session’s content, facilitator’s background, and
language had a positive impact on retention rates. All the
studies used the PCL-5 or its variations to monitor PTSD
symptoms, with one using the FFMQ to monitor changes
in awareness.

Despite its limitations, the findings add to our under-
standing of the complexities of treating PTSD in different
populations. In these contexts, there is moderate evidence
to support the notion that MBCT, MBSR, or its adaptations
are effective in reducing PTSD symptomatology. Empiri-
cally, the role of MBCT has been proven in the reduction
of cognitive alterations and comorbid substance misuse.
Nevertheless, caution should be taken at baseline, where
clients could experience an increase in their symptoms. On
the other hand, MBSR tackled the hyperarousal of clients
who experienced moderate to severe symptoms, whilst be-
ing iatrogenic for baseline mild trauma symptoms which
had increased at the end of treatment. Although the higher
symptomatology rates at the end of MBSR could be due to
the higher attendance of participants presenting moderate to
severe PTSD symptoms, a sensible practice would be only
to conduct MBSR under these conditions.

Recommendations for future research

Methodologically, future studies will be enhanced by test-
ing MBCT, MBSR, and its adaptations in a particular type
of trauma and tailoring the intervention to a specific cul-
tural background. Participants from both genders could
be included although separated groups might be needed
due to the nature of the trauma. A randomized controlled
design, controlling for social interaction and professional
care in the control group can aid the comparison with the
intervention group. Due to the complexity of the disorder,
comorbidities must be acknowledged and managed to in-
form the findings, such as secondary diagnosis and adjuvant
interventions. While MBCT has been added to pharmaco-
logical treatment, it is unknown if it could be an adjuvant
to other psychological interventions suggested by the NICE
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Guidelines. Including trained instructors at an expert level
in each treatment modality might have an impact on pro-
ducing statistically significant results. Because MBSR and
MBCT have an impact on different domains of the disorder,
reports need to cover exhaustively the content of the ses-
sions, where the incorporation of neuroimaging techniques
can be valuable in symptoms monitoring. Formats where
the participants do not remain anonymous and engagement
can be controlled aid more information to the results, where
the effectiveness of online treatment is still to be investigat-
ed. To conclude, the inclusion of a follow-up is relevant in
determining if the improvements can be maintained without
the support of a qualified practitioner.

Registration and protocol

The review was not registered. The protocol was prepared
and amended as part of the CBT Postgraduate Diploma at
Coventry University.
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