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What is mindfulness-based therapy good for?
What exactly is mindfulness meditation good for? 
For whom and how does it work? Can it have adverse 
eff ects? A cursory glance at the mental health literature 
suggests that it can help with almost anything, but a 
deeper look reveals contradictory fi ndings.

How good is the evidence for its benefi ts? A 
major meta-analysis1 of 163 studies focusing on 
psychological variables suggests that mindfulness 
has a range of positive eff ects on mental health, such 
as changes in stress and negative emotions. A closer 
inspection, however, reveals that most of the studies 
had methodological limitations (less than 10% used 
an active control group) and, most surprising, there 
seems to be no consistent longitudinal eff ect—
meditating for a greater length of time is not 
associated with better psychological outcomes. This 
lack of a longitudinal eff ect has been confi rmed by 
a meta-analysis2 of brain imaging studies: although 
mindfulness practice leads to structural brain 
changes, these changes are confi ned to the fi rst weeks 
of practice.

Evidence concerning the use of mindfulness-based 
interventions for recurrent depression is more 
promising: across nine clinical trials, individuals 
who received a cognitive-based mindfulness-based 
intervention had a lower chance of relapse within 

60 weeks of follow-up.3 Yet, a mindfulness intervention 
was not more helpful than other forms of mental 
health training, and the only study that tried to tease 
apart the eff ect of the meditation element from the 
psychoeducation training didn’t fi nd the meditation 
practice to be more eff ective than treatment as usual.4 
Another meta-analysis5 of 47 randomised clinical trials 
on the use of mindfulness-based interventions for 
mental health problems confi rmed moderate evidence 
of improved results for depression, as well as anxiety. 
However, for variables one would expect mindfulness 
to have a strong eff ect on, such as stress and positive 
mood, there were only weak eff ects.

Turning to the second question: for whom and 
how does mindfulness work? The answer to this 
question is precarious and messy. There has been 
very little research on individual diff erences in 
mindfulness, probably because of an assumption 
that this technique develops a kind of self-awareness 
capacity that is innate to all individuals. There are, 
however, indications that individuals with certain 
personality characteristics (openness to experience 
and agreeableness) will use mindfulness more 
frequently,6 and that mindfulness-based interventions 
are more eff ective for recurrent depression with 
patients who have suff ered childhood trauma and 

3 Barbui C, Dua T, Harper M, Centeno Tablante E, Thornicroft G, Saxena S. 
Use of GRADE to update WHO recommendations on MNS. Lancet Psychiatry 
2015: 2: 1054–56.

4 Abdulmalik J, Kola L, Fadahunsi W, et al. Country contextualization of the 
mental health gap action programme intervention guide: a case study 
from Nigeria. PLoS Med 2013; 10: e1001501.

5 Jha A, Sapkota N. Dementia assessment and management protocol for 
doctors in Nepal. JNMA J Nepal Med Assoc 2013; 52: 292–98.

6 Katchanov J, Birbeck GL. Epilepsy care guidelines for low- and 
middle- income countries: from WHO mental health GAP to national 
programs. BMC Med 2012; 10: 107.

7 Tesfaye M, Abera M, Gruber-Frank C, Frank R. The development of a model 
of training in child psychiatry for non-physician clinicians in Ethiopia. 
Child Adolesc Psychiatry Ment Health 2014; 8: 6.

8 WHO. 19th WHO model list of essential medicines. Geneva: World Health 
Organization, 2015.

9 Saraceno B, van Ommeren M, Batniji R, et al. Barriers to improvement of 
mental health services in low-income and middle-income countries. Lancet 
2007; 370: 1164–74.

10 Gureje O, Abdulmalik J, Kola L, Musa E, Yasamy MT, Adebayo K. 
Integrating mental health into primary care in Nigeria: report of a 
demonstration project using the mental health gap action programme 
intervention guide. BMC Health Serv Res 2015; 15: 242.

11 Tol WA, Purgato M, Bass JK, Galappatti A, Eaton W. Mental health and 
psychosocial support in humanitarian settings: a public mental health 
perspective. Epidemiol Psychiatr Sci 2015; 24: 484–94.



Comment

www.thelancet.com/psychiatry   Vol 3   November 2016 1013

abuse.4 As to the mechanisms of how mindfulness 
works, there are a number of proposals, ranging from 
metaphysical self-awareness (realising that the self is 
an illusion), to processes of self-regulation potentially 
mediated by improvements in attention and self-
awareness, to psychobiological mechanisms of stress 
buff ering. The theoretical proposals tend to follow 
the applications of mindfulness, so that researchers 
interested in stress reduction through mindfulness-
based interventions will develop a model focusing on 
stress modulation, those interested in depression will 
focus on mechanisms associated with rumination and 
self-compassion, and so on.

If mindfulness produces alterations in cognition 
and aff ect, the eff ect of which will vary according to 
personality and life history, could it also have the 
potential for adverse eff ects? Surprisingly, despite the 
hundreds of clinical studies now available, research on 
this topic is very limited, although there are indications 
of short-term and long-term adverse eff ects. An early 
study of the eff ects of intensive mindfulness retreats 
showed that most of the experienced meditators, with 
more than 4 years of regular practice, had at least one 
negative eff ect, varying from increases in negative 
thoughts and anxiety to feelings of disorientation, 
confusion, lack of motivation, and worsened 
interpersonal relations.7 Results of more recent 
experimental, clinical, and qualitative studies show that 
even relatively short mindfulness-based interventions 
could lead to increases in stress, depression, and the 
resurfacing of childhood traumas.8–10 To whom is this 
eff ect more likely to happen? Common clinical sense 
would suggest that individuals with lower ego strength 
and with current or previous mental health problems 
are more likely to suff er adverse eff ects, but these 
individuals are also the ones who are most likely to 
need a mental health intervention. It is also common 
sense that anyone with solid mental health training 
would be sensitive to noticing adverse eff ects in 
individuals undergoing mindfulness training. But with 
the popularity of mindfulness, thousands of people 
without any mental health qualifi cations are being 
trained to teach mindfulness, which in itself might fuel 
misguided applications and side-eff ects.

The controversy surrounding potential adverse 
eff ects has led to a growing academic and public 
debate about the frailties of methods and ethics of the 

therapeutic applications of mindfulness. But there are 
other important questions that are being overlooked: 
why has this become so popular now? Does 
mindfulness appeal to the smartphone-distracted 
generation of millennials like psychoanalysis did to the 
repressed Victorians? Social scientists examining such 
questions are suggesting that mindfulness has become 
much more than an Eastern-derived form of therapy; 
it is an ideology that purports to better everything 
and everyone, making a more compassionate, wise, 
peaceful, and productive individual and society.11 If the 
social scientists are right, if we envision mindfulness 
in such a way, we will inevitably fail as researchers and 
clinicians. The only way to establishing mindfulness 
as a truly evidence-based therapy is to temper 
enthusiasm and to focus on understanding how it 
works and when it should (or should not) be used.
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