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Abstract
Objectives: The objective of this study was to examine the
effectiveness of mindfulness-based stress reduction (MBSR) on
depression, anxiety and psychological distress across populations
with different chronic somatic diseases. Methods: A systematic
review and meta-analysis were performed to examine the effects
of MBSR on depression, anxiety, and psychological distress. The
influence of quality of studies on the effects of MBSR was
analyzed. Results: Eight published, randomized controlled out-
come studies were included. An overall effect size on depression
of 0.26 was found, indicating a small effect of MBSR on
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depression. The effect size for anxiety was 0.47. However, quality
of the studies was found to moderate this effect size. When the
studies of lower quality were excluded, an effect size of 0.24 on
anxiety was found. A small effect size (0.32) was also found for
psychological distress. Conclusions: It can be concluded that
MBSR has small effects on depression, anxiety and psychological
distress in people with chronic somatic diseases. Integrating
MBSR in behavioral therapy may enhance the efficacy of
mindfulness based interventions.
© 2010 Elsevier Inc. All rights reserved.
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Introduction

Many chronic somatic diseases are highly prevalent in
industrialized countries. About 45% of healthy 40-year-old
men and 30% of healthy 40-year-old women, for example,
will develop coronary heart disease in later life [1]. It is
estimated that 85% of older adults is affected by one or more
chronic diseases [2]. In more recent studies that defined
chronic pain as pain of N3 months duration, prevalence rates
of chronic pain ranged from 10.8–23.7% [3,4]. For mental
disorders, the presence of chronic somatic diseases is a risk
factor. An increased risk of developing an anxiety disorder
has been found among people with arthritis [5], coronary
heart diseases [6]. An increased prevalence of depression has
been found for many chronic physical somatic diseases in
both cross-sectional and longitudinal studies, e.g., cardio-
vascular diseases [6], cancer [7], and arthritis [5]. It is
estimated that between 20% and 30% of cancer patients will
experience depressive symptomatology [8,9].

Mindfulness-based stress reduction (MBSR) is a treat-
ment for psychological distress, depressive symptoms, and
anxiety for people with chronic disease that is rapidly
growing in popularity in the United States. Developed by
Kabat-Zinn [10,11], the MBSR program consists of 8–10
sessions for groups of up to 30 participants. Central here is
the practice of mindfulness. Mindfulness is the skill to non-
judgmentally observe emotions, sensations, or cognitions.
Mindfulness is moment-to-moment awareness and is trained
through meditation exercises that have been adapted from
Buddhist traditions. Besides these meditation skills, yoga
exercises and psycho-education are also part of the program.
Whereas MBSR was originally developed for people with
chronic pain, it was later also applied to people with chronic
diseases such as cancer [12], fibromyalgia [13], and heart
failure [14]. Apart from MBSR, mindfulness is also an
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important component of other treatments such as acceptance
and commitment therapy [15], dialectic behavioral treatment
[16], and cognitive therapy [17].

Two meta-analyses have so far studied the effects of
MBSR on mental health [18,19]. Grossman et al. [18]
conducted a meta-analysis of 20 controlled and uncontrolled
studies on the effects of MBSR on physical and mental
health of medical and non-medical samples. They found an
effect size of d=0.54 for controlled studies on mental health.
No effect sizes for specific symptomatology (depression,
anxiety) were reported. Baer [19] included both controlled
and uncontrolled studies focusing on populations with
somatic diseases, clinical populations, and nonclinical
populations. Effect sizes of d=0.70 for anxiety (eight studies)
and d=0.84 for depression (five studies) across the different
populations were reported. Average effect sizes at posttreat-
ment across medical and psychological outcomes of d=0.37
were found for patients with chronic pain and d=0.55 for
patients with other somatic disorders. Both meta-analyses
included only two published, controlled studies on the
effects of mindfulness on mental health in populations with
somatic diseases. No effect sizes for depression and anxiety
in these populations were calculated. Qualities of studies that
might moderate the effects on mental health were not
systematically analyzed.

On the basis of the fact that, in recent years, many more
controlled studies on MBSR in somatic medical populations
have been published, we decided to conduct a new meta-
analysis on the effects of MBSR in people with chronic
somatic diseases. The objective was to analyze the overall
effects of MBSR on psychological distress, depression,
and anxiety.
Methods

Selection of studies

Studies were selected through a search of two comput-
erized databases of the literature: Medline and PsychINFO
Medline (1966–2008) yielded 5512 results using mindful-
ness as keyword and randomized controlled trial as
limitation. PsychINFO (1960–2008) yielded 1114 results,
using mindfulness as keyword. The abstracts of potentially
eligible studies were read and those that reported effects of
MBSR on populations with chronic somatic diseases were
retrieved and studied, as were the primary studies used in
earlier meta-analyses [18,19]. Furthermore, the reference
lists of retrieved studies were examined and those that
possibly met inclusion criteria were collected. We included
studies in which (1) the effects of MBSR (2) on adults (3)
with a chronic medical disease1 (4) were compared to a
1 Chronic illnesses refer to any conditions which involve some disability,
caused by irreversible pathological change. We also included illnesses that
need not be irreversible but cause enduring disability (e.g., cancer).
control condition (5) in a randomized controlled trial and in
which (6) sufficient data were reported for the calculation of
standardized effect sizes.

Data extraction

Outcome measures of mental health were included.
Mental health constructs comprised scales such as overall
psychological distress, depression, and anxiety. All deci-
sions on the inclusion and allocation of outcome measures or
moderators were based on consensus between two of the
authors, E. Bohlmeijer and R. Prenger. Relevant data for
each measure included in the analysis were extracted and
entered into Comprehensive Meta-Analysis version 2.2.021
(CMA). If data were available, we examined immediate, pre-
to postintervention change to assess both the effects of
mindfulness and follow-up effects.

Methodology and calculation of effect sizes, d, from
primary studies

In a meta-analysis the effects found in the primary studies
are converted into a standardizedmetric effect size which is no
longer placed on the original measurement scale and can
therefore be compared with measures from other scales [20].
Standardized effect sizes, d, are calculated as d=(M1−M0)/Sd0;
where,M1 andM0 are the means at post- and pretest, and Sd0
is the pre-test standard deviation of measures of depression.
The standardized effect sizes, d, show by how many standard
units (z scores) a group has progressed after treatment at t1 as
compared with their mean baseline score at t0.

We were interested in obtaining the effect size of the
experimental effect minus the effect (of spontaneous
recovery) in the control group. Therefore, we calculated
the standardized pre to post change score of both the
experimental group (dE) and the control group (dC). Then we
calculated their difference, i.e., Δ(d)=dE−dC. These incre-
mental effect sizes show by how many standard units the
experimental group has been removed from the control
group. An effect size of 0.5 thus indicates that the mean of
the experimental group is half a standard deviation larger
than the mean of the control group. Lipsey and Wilson [21]
have shown that an effect size of .56–1.2 can be assumed as
large, whereas effect sizes of .33–.55 are moderate, and
effect sizes of 0–.32 are small.

For this meta-analysis, Hedges' g effect sizes were
calculated using CMA. Hedges' g is a variation of Cohen's d
that corrects for biases due to small sample sizes [22]. If no
means and standard deviations were reported, other test
statistics (χ2, T, F) were converted into Hedges' g.

Basically, meta-analysis amounts to pooling individual
effect sizes (Hedges' g) and obtaining a best overall estimate
of the treatment effect within its 95% confidence interval
(95% CI). To calculate pooled mean effect sizes, we used the
computer program CMA, developed for support in meta-
analysis. As we expected considerable heterogeneity, we
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conducted all analyses using the random effects model. We
conducted a meta-analysis of relevant studies on depression,
anxiety and overall psychological distress. We assessed
heterogeneity by calculating the I2-statistic that is an
indicator of heterogeneity in percentages. A value of 0%
indicates no observed heterogeneity, and larger values show
increasing heterogeneity, with 25% as low, 50% as
moderate, and 75% as high heterogeneity [23]. We also
calculated the Q-statistic, but only report whether this was
significant or not. Q is distributed as chi-square with degree
of freedom equal to the number of studies minus 1. A
significant Q statistic implies the presence of one or more
moderating variables operating on the observed effect size.
For the moderating effect of quality of studies, a meta-
regression analysis was conducted according to the proce-
dures implemented in CMA.

Coding of study quality

We assessed the quality of each study using seven criteria.
These criteria were based on an authoritative review of
empirically supported psychotherapies [24] and on the
criteria proposed by the Cochrane Collaboration to assess
the methodological validity of the study [25]:

(1) participants met diagnostic criteria for a chronic
somatic disorder (as assessed by a physician);

(2) the study referred to the use of a treatment manual
(either a published manual, or a manual specifically
designed for the study);

(3) the therapists who conducted the therapy were trained
for the specific therapy, either specifically for this
study or as a general training;

(4) treatment integrity was checked during the study (by
supervision of the therapists during treatment or by
recording of treatment sessions or by systematic
screening of protocol adherence by a standardized
measurement instrument);

(5) data were analyzed with intention-to-treat analyses,
in which all persons who were assigned to the
treatment and control conditions were initially
included in the analyses;

(6) the study had a minimal level of statistical power to
find significant effects of the treatment and included
(in total) 50 or more persons in the comparison
between treatment and control group (this allows the
study to find standardized effect sizes of 0.80 and
larger, assuming a statistical power of 0.80 and alpha
of 0.05);

(7) The study reported that randomization was conducted
by an independent (third) party (this variable was
positive if an independent person did the randomiza-
tion, when a computer program was used to assign
patients to conditions, or when sealed envelopes were
used); this was only coded when patients were
randomly assigned to conditions.
The quality of the study was assessed as high when all
seven criteria were met, medium when five or six criteria
were met, and low when four or less criteria were met. The
quality of the studies was assessed by two independent
raters. The inter-rater reliability was 93%.
Results

Selected studies

Fifty-three studies were found. Eight studies met the
inclusion criteria [12,14,26–31]. Twenty-six studies were
excluded because the effects of mindfulness had been
studied on nonmedical populations. Fifteen studies did not
use a control group or a randomization procedure, and four
studies were excluded because insufficient data were
available for calculating effect sizes. Characteristics of
the selected studies are presented in Table 1. There was a
large diversity in the chronic somatic diseases of the
populations that were treated, namely cancer, chronic pain,
fibromyalgia, chronic fatigue, and rheumatoid arthritis. In
general, the participants were adults with a mean age
between 45 and 55. In one study, the subjects were on
average 75 years of age. In six studies, almost all
participants were women. Seven studies used a waiting
list control group. In one study, the control group was
offered an alternative intervention. In one study, attrition
rate was higher than 25%. Three studies reported follow-
up data. Three studies used measures of overall psycho-
logical distress, six used specific instruments for depres-
sion or mood, and five studies used specific instruments
for stress or anxiety. All studies used instruments with
good psychometric properties. In six studies, the sample
size was larger than 50. One study was coded as high
quality, five studies as medium quality, and two studies as
low quality.

Effects

The overall mean effect size for six studies on
depression was 0.26 (95% CI: 0.18–0.34), with absence
of heterogeneity (I2=0; Table 2). This effect is statistically
significant (Z=Pb.001) and can be considered a small
effect. The number of studies needed to make the results of
the meta-analysis nonsignificant was 31, indicating that the
finding is robust. Quality of studies was not found to be
significant related to the effect-size. For anxiety, an effect
size of d=0.47 was found that can be as moderate.
Heterogeneity was considerable (I2=53.95). We also
found that the quality of studies was significantly related
to the effect size, with a slope of −0.25 (95% CI: −0.46 to
−.05; Pb.05). This indicated that with each reduction of 1
point (on the scale of 7), the effect size is reduced by 0.25.
For the two studies of medium and high quality an effect-
size of d=0.24 was found. For overall psychological



Table 1
Selected characteristics of included studies

Study
Medical
condition Conditions n

Attrition rate a

b25% Measurements %Wb Age (m)
Outcome
measures

Quality of
study

ES
pre-post

ES pre
FU

Astin et al. [26] Fibromyalgia MBSR
Education
support group

64
64

- Pre
Post
FU 16 wk

98.4
100

47 BDI Medium 0.01 0.18

Monti et al.
[27]

Cancer MBAT
WL

56
55

+ Pre
Post

100 53 SCL-90-R
Anxiety SCL-90
Depression
SCL-90
SF-36-MHC

Medium 0.30
0.23
0.26
0.38

Morone et al.
[28]

Chronic lower
back pain

MBSR
WL

19
18

+ Pre
Post
FU 3mn

56 75 SF-36-MHC Medium 0.17

Pradhan [29] Rheumatoid
arthritis

MBSR
WL

31
32

+ Pre
Post
FU 6mn

87.3 54 SCL-90-R
Depression
SCL-90

High 0.28
0.16

0.44
0.50

Sephton et al.
[31]

Fibromyalgia MBSR
WL

51
40

+ Pre
Post
FU 2mn

100 48 BDI Medium 0.64 0.43

Speca [12] Cancer MBSR
WL

91
109

+ Pre
Post

95 51 POMS
POMS anxiety
POMS depression
SOSI
SOSI-anxiety
SOSI-depression

Medium 0.80
0.82
0.71
0.51
0.24
0.34

Surawy [30] Chronic fatigue
syndrome

MBSR
WL

9
8

+ Pre
Post

55 18–65 HADS-A
HADS-D

Low 0.74
0.10

Tacon et al.
[14]

Heart disease MBSR
WL

10
10

+ Pre
Post

100 60 STAI Low 1.12

W, Women, ES, Effect-size; BDI, Beck Depression Inventory; WL, Waiting-list; SCL-90-R, Symptom Checklist-90-Revised; HADS-A, Hospital Anxiety and
Depression Scale-Anxiety; HADS-D, Hospital Anxiety and Depression Scale-Depression; POMS, Profile of Mood States; STAI, State Trait Anxiety Inventory;
SOSI, Symptoms of Stress Inventory.

a Total number of dropouts form study divided by number of participants which were randomized. + indicates that attrition rate was below 25%.
b Number of women divided by the total number of participants.
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distress, an effect-size of 0.32 (95% CI: 0.13–0.50) was
found with absence of heterogeneity.
Discussion

We examined the effects of mindfulness-based stress
reduction on depression, anxiety, and psychological distress
in people with chronic somatic diseases by conducting a
meta-analysis of eight randomized controlled trials. An
overall effect on depression of 0.26 was found. This effect
size is considerably lower than the effect size for depression
Table 2
Mean effect-sizes for MBSR

Number of studies Hedges g

Depression (6 studies) 0.26
Depression (medium and high quality studies) 0.27
Anxiety (4 studies) 0.47
Anxiety (medium and high quality studies) 0.24
Psychological distress (3 studies) 0.32

⁎ Pb.05.
⁎⁎ Pb.001.
(0.86) found by Baer [19]. Baer, however, conducted a
meta-analysis across different populations and also included
non-controlled studies. The finding is also in contrast with
the effects of psychotherapy on depression in people with
chronic somatic diseases, e.g., Refs. [32,33]. What could
explain the small effect size of MBSR? One possible factor
is a ceiling effect. Pradhan [29], for example, reported that
the mean baseline level of depressive symptoms was lower
than reported in the literature on rheumatoid arthritis. The
scores on the Beck Depression Inventory of the participants
at baseline in the Astin [26] study fall in the mild range
(14–19). As a consequence, there is less room for
95%CI Z Q-value I2

0.18–0.34 6.203 ⁎⁎ 4.16 0
0.19–0.35 6.39 ⁎⁎ 5.66 29.32
0.11–0.83 2.57 ⁎ 6.5 53.95
0.10–0.38 3.39 ⁎⁎ 2.02 50.53
0.13–0.50 3.36 ⁎⁎ 0.28 0
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improvement. Another possible explanation is related to the
treatment format. MBSR has been developed as a treatment
for stress for people with chronic pain, and not as a specific
treatment for depression. Another variant of mindfulness,
the mindfulness-based cognitive therapy (MBCT), adapted
the MBSR program for people with a history of depression
and incorporated elements of cognitive therapy [34].
Central in this program (MBCT) is the process of
“decentering.” Patients learn to disidentify with negative
emotions and thoughts and to experience them as passing
mental events. In a multicenter trial with patients with
recurrent depression MBCT was found to effectively reduce
relapse rates with 44% in comparison to treatment as usual
[35]. In order to enhance the effects of mindfulness
specifically on depression in people with chronic physical
diseases, it may be warranted to adapt the original MBSR
program in a similar way (e.g., to focus more elaborately on
the detachment of depression-related thoughts and the
enhancement of activity scheduling).

An overall effect on anxiety of 0.47 was found. However,
the effect-sizes varied systematically with the quality of the
studies. When the two studies with lower quality were
excluded, an overall effect of 0.24 was found. This finding is
similar to other recent meta-analyses in the field of
psychotherapy and pharmacotherapy for depression that
found indications that the effects of psychotherapy had been
overestimated in earlier meta-analyses [36–38]. An overall
effect on psychological distress of 0.32 was found. This
effect size is substantially lower than was found in an earlier
meta-analysis by Grossman et al. [18], who reported an
overall effect size of 0.54 for medical and non-medical
populations. An explanation could be that Grossman et al.
included quasi-experimental studies, which may lead to an
overestimation of effects. However, only three randomized
controlled trials were included, so the results must be
considered with caution. Again, integrating mindfulness
within cognitive behavioral therapy may prove to be more
effective for reducing anxiety and psychological distress in
people with chronic physical diseases. Roemer et al. [39]
developed acceptance-based behavior therapy (ABBT)
drawing from acceptance and commitment therapy and
mindfulness based cognitive therapy. Thirty-one patients
with generalized anxiety disorder (GAD) were randomly
assigned to immediate ABBT or delayed treatment. At
posttreatment, 77% of the patients in the treatment group
compared with 17% of those waiting for treatment no longer
met criteria for GAD [39]. Also, large reductions in self-
reports anxiety symptoms were found that were maintained
at 9 month follow-up assessment.

We found only one study that met all quality criteria. This
may well be an underestimation, because a conservative
method of assessing the quality was used. When a quality
criterion was not reported in a paper, we coded this criterion
as negative. However, the lack of reporting may in some
cases have also been caused by the lack of space in journals
or a tradition of reporting certain characteristics but not
others. We therefore recommend interpreting the findings
with respect to quality with some care.

Limitations and implications

An important limitation was that we did not include
unpublished studies. Inclusion of unpublished studies
would have allowed for a direct contrast between published
and unpublished studies. A second limitation was that not
enough follow-up data were available to conduct a meta-
analysis of the long-term effects of MBSR. A third
limitation was that we were not able to systematically
study whether baseline levels of psychological distress and
depression were associated with outcomes of studies due to
the use of different instruments and lack of criteria for
severity in some instruments.

Despite these limitations, we conclude that MBSR has
small effects on depression, anxiety, and psychological
distress in people with chronic physical diseases. However,
this outcome may be an underestimation on the basis of
ceiling effects in studies. We recommend that these new
studies include sufficient people with moderate to high levels
of anxiety and depression in particular to prevent a ceiling
effect and to include follow-up measurements. Secondly, we
recommend integrating the MBSR program in cognitive
behavioral therapy. As we discussed earlier, this has been
done for different target groups (e.g., people with is history
of depression [34,40], people with general anxiety disorder
[39]). Adapting programs in a similar way for people with
chronic somatic diseases may contribute to increase the
effectiveness of mindfulness based interventions.

References

[1] Lloyd-Jones D, Larson M, Beiser A, Levy D. Lifetime risk of
developing coronary heart disease. Lancet 1999;353:89–92.

[2] McElnay JC, McCallion RC. Adherence in the elderly. In: Myers LB,
Midence K, editors. Adherence to treatment in medical conditions.
Harwood Academic Publishers: Toronto, 1998. pp. 223–53.

[3] Blyth F, March L, Brnabic J, Jorm L, Williamson M, Cousins M.
Chronic pain in Australia: a prevalence study. Pain 2001;89:127–36.

[4] Catala E, Reig E, Artes M, Aliaga L, Lopez J, Segu J. Prevalence of
pain in the Spanish population: telephone survey in 5000 homes. Eur J
Pain 2002;6:133–40.

[5] Verdurmen J, ten Have M, van Dorsselaer S. Psychische stoornissen
bij mensen met een lichamelijke aandoening. Resultaten van de
‘Netherlands Mental Health Survey and Incidence Study’. Utrecht:
Trimbos-instituut, 2006.

[6] Ormel J, Von Korff M, Burger H, Scott K, Demyttenaere K, Huang Y,
et al. Mental disorders among persons with heart disease—results from
World Mental Health Surveys. Gen Hosp Psychiatry 2007;29:325–32.

[7] Massie MJ, Popkin MK. Depressive disorders. In: Holland J, editor.
Psycho Oncology. New York: Oxford University press, 1998.
pp. 518–40.

[8] Ciaramella A, Poli P. Assessment of depression among cancer patients:
the role pain, cancer type and treatment. Psychooncol 2001;10:
156–65.

[9] Patten SB. Long-term medical conditions and major depression in a
Canadian population study at waves 1 and 2. J Affect Disord 2001;63:
35–41.



544 E. Bohlmeijer et al. / Journal of Psychosomatic Research 68 (2010) 539–544
[10] Kabat-Zinn J. An outpatient program in behavioral medicine for
chronic pain patients based on the practice of mindfulness meditations:
theoretical considerations and preliminary results. Gen Hosp Psychi-
atry 1982;4:33–47.

[11] Kabat-Zin J. Full catastrophy living: using the wisdom of your body
and mind to face stress, pain and illness. New York: Delacorte, 1990.

[12] Speca M, Carlson LE, Goodey E, Angen M. A randomized, wait-list
controlled clinical trial: the effect of a mindfulness meditation-based
stress reduction program on mood and symptoms of stress in cancer
outpatients. Psychosom Med 2000;62:613–22.

[13] Grossman P, Tiefenthaler-Gilmer U, Raysz A, Kesper U. Mindfulness
training as an intervention for fibromyalgia: evidence of postinterven-
tion and 3-year follow-up benefits in well-being. Psychother
Psychosom 2007;76:226–33.

[14] Tacon AM, McComb J, Caldera Y, Randolph P. Mindfulness
meditation, anxiety reduction and heart disease. Fam Community
Health 2003;26:25–33.

[15] Hayes SC, Luoma JB, Bond FW, Masuda A, Lillis J. Acceptance and
commitment therapy: model, processes and outcomes. Behav Res Ther
2006;44:1–25.

[16] Linehan MM. Acceptance and change: the central dialectic in
psychotherapy. In: Hayes SC, Jacobson NS, Folette VM, Dougher
MJ, editors. Acceptance and change: content and context in
psychotherapy. Reno (Nev): Context Press, 1994. pp. 73–86.

[17] Teasdale JD, Segal ZV, Williams MG. How does cognitive therapy
prevent depression relapse and why should attention control
(mindfulness training) help? Behav Res Ther 1995;6:146–55.

[18] Grossman P, Niemann L, Schmidt S, Walach H. Mindfulness-based
stress reduction and health benefits: a meta-analysis. J Psychosom Res
2004;57:35–43.

[19] Baer RA. Mindfulness training as a clinical intervention: a conceptual
and empirical review. Clin Psychol: Sci Pract 2003;10:125–43.

[20] Wolf FM. Meta-analysis: quantitative methods for research synthesis.
Beverly Hills: Sage, 1986.

[21] Lipsey MW, Wilson DB. The efficacy of psychological, educational
and behavioural treatment. Am Psych 1993:1181–209.

[22] Hedges L, Olkin I. Statistical methods for meta-analysis. Orlando:
Academic Press, 1985.

[23] Higgins JPT, Thompson SG, Deeks JJ, Altman DG. Measuring
inconsistency in meta-analyses. Br Med J 2003;327:557–60.

[24] Chambless DL, Hollon SD. Defining empirically supported therapies.
J Consult Clin Psychol 1998;66:7–18.

[25] Higgins JPT, Green S. Cochrane Handbook for Systematic Reviews of
Interventions 4.2.6 (updated September 2006). The Cochrane Library,
Issue 4. Chichester: John Wiley & Sons, 2006.

[26] Astin JA, Berman BM, Bausell B, Lee W, HochbergM, Forys KL. The
efficacy of mindfulness meditation plus qigong movement therapy in
the treatment of fibromyalgia: a randomized controlled trial. J
Rheumatol 2003;30:2257–62.
[27] Monti DA, Peterson C, Shakin Kunkel EJ, Hauck WW, Pequignot E,
Rhodes L, et al. A randomized, controlled trial of mindfulness-based
art therapy for women with cancer. Psychooncol 2006;15:363–73.

[28] Morone NE, Greco CM, Weiner DK. Mindfulness meditation for the
treatment of chronic low back pain in older adults: a randomized
controlled pilot study. Pain 2008;134:310–9.

[29] Pradhan EK, Baumgarten M, Langenberg P, Handwerger B, Kaplan
Gilpin A, Magyari T, et al. Effect of mindfulness-based stress
reduction in rheumatoid arthritis patients. Arthritis Rheum 2008;57:
1134–42.

[30] Surawy C, Roberts J, Silver A. The effect of mindfulness training on
mood and measures of fatigue, activity and quality of life in patients
with chronic fatigue syndrome on a hospital waiting list: a series of
exploratory studies. Behav Cogn Psychother 2005;33:103–9.

[31] Sephton SE, Salmon P, Weissbecker I, Ulmer C, Floyd A, Hoover K,
et al. Mindfulness meditation alleviates depressive symptoms in
women with fibromyalgia: results of a randomized clinical trial.
Arthritis Rheum 2007;57:77–85.

[32] Escobar ALE, Lehrer PM, Cara MA, Woolfork RL. Psychosocial
treatments for multiple unexplained physical symptoms: a review of
the literature. Psychosom Med 2002;64:939–50.

[33] Coventry PA, Gellatly JL. Improving outcomes for COPD patients
with mild-to-moderate anxiety and depression: a systematic review of
cognitive behavioural therapy. Br J Health Psychol 2008;13:
381–400.

[34] Teasdale JD, Moore RG, Hayhurst H, Pope M, Williams M, Segal ZV.
Metacognitive awareness and prevention of relapse in depression:
empirical evidence. J Consult Clin Psychol 2002;70:275–87.

[35] Teasdale JD, Segal ZV, Williams JMG, Ridgeway VA, Soulsby JM,
Lau M. Prevention of relapse/recurrence in major depression by
mindfulness-based cognitive therapy. J Consult Clin Psychol 2000;68:
615–23.

[36] Weisz JR, McCarty CA, Valeri SM. Effects of psychotherapy for
depression in children and adolescents: a meta-analysis. Psychol Bull
2006;132:132–49.

[37] Klein JS, Jacobs RH, Reinecke MA. Cognitive-behavioral therapy for
adolescent depression: A meta-analytic investigation of changes in
effect-size estimates. J Am Child Adolesc Psychiatry 2007;46:
1403–13.

[38] Cuijpers P, van Straten A, Bohlmeijer ET, Anderson G, Hollon SD.
The effects of psychotherapy for adult depression are overestimated: a
meta-analysis of study quality and effect size. PsychMed, doi:10.1017/
S0033291709006114 [in press].

[39] Roemer L, Orsillo SM, Salters-Pedneault. Efficacy of an acceptance-
based behavior therapy for generalized anxiety disorder: evaluation in
a randomized controlled trial. J Consult Clin Psychol 2008;72:1083–9.

[40] Ma SH, Teasdale JD. Mindfulness-based cognitive therapy for
depression: replication and exploration of differential relapse preven-
tion effects. J Consult Clin Psychol 2004;72:31–40.

http://dx.doi.org/doi:10.1017/S0033291709006114
http://dx.doi.org/doi:10.1017/S0033291709006114

	The effects of mindfulness-based stress reduction therapy on mental health of adults with a chronic medical disease: A meta-analysis
	Introduction
	Methods
	Selection of studies
	Data extraction
	Methodology and calculation of effect sizes, d, from �primary studies
	Coding of study quality

	Results
	Selected studies
	Effects

	Discussion
	Limitations and implications

	References




