
1 

 
 
 



2 

Table of Contents  
 
Acknowledgements 
 

3 

How Does Mindfulness Improve Happiness? 
Ammar Ijaz 
 

5 

The Limitations of Cognitive Behavioural Processing with 
Respect to Mindfulness 
Alex Falconer-Athanassakos 
 

26 

The Cognitive Psychotherapy of Mindfulness 
Joshua Reiller 
 

46 

Mindful Criticisms of Mindfulness Research 
Seungwon Nam 
 

60 

How the Self Relates to the Meaning Crisis 
Alexandra Kozlowski 
 

   
76 

Insight and Mindfulness Meditation 
Rotem Petranker 
 

   
88 

Integration of Buddhist Mindfulness and  
Acceptance based Therapy Practices into the Treatment of        99 
Generalized Anxiety Disorder (GAD) 
Chiyung Wong 
 
 
 
 



3 

Acknowledgements 
  
 I would like to extend thanks to those involved with the 
production of this year’s publication. Thank you to all of the students 
who submitted their essays and artwork, as this journal wouldn’t be 
what it is without them. Thank you to the review committee: Tony 
Tonneato, Paniz Bastan Hagh, Anne Wang and Chris Ng. 
 The Buddhism and Psychology Students’ Union also greatly 
appreciates the Buddhist Education Foundation for Canada (BEFC) and 
the Arts & Science Students’ Union for their assistance in funding this 
journal each and every year, in addition to providing much needed 
support for our activities and events. The first three essays of this year’s 
publication were selected as the winners of the scholarship offered by 
the BEFC.  We are also thankful to the professors who continue to 
inspire the students in the Buddhism, Psychology, and Mental Health 
program.   
 For this year’s publication, I have included a  free download 
link for a special selection of music to accompany the reading of this 
journal.  There a diverse range of selections from musicians from 
Toronto and Niagara, both places that I consider my home.  I have 
selected music that I think embodies a sense of the essays in this 
journal, being at the same time contemplative and creative.  I extend a 
final thanks to the reader for showing at least enough interest to open 
this journal and view some material by some of our future scholars and 
graduates. 
 
upayacompilation.bandcamp.com 
 
Thank you, 

  Daniel Greig 
  Editor in Chief



4 

 
Jordan Tessier 



5 

How Does Mindfulness Improve 
Happiness? 

Ammar Ijaz 
 

 What is the good life? Attempts to rigorously answer 
this question can be traced back to before the Ancient Greeks. 
In the West, we have an implicit assumption that whatever the 
good life is, it includes happiness, however elusive that may be 
(and there is bad news about that coming). In fact, happiness is 
often the only criteria of a good life and forms the unspoken, 
unconscious and axiomatic motivation in our folk psychology. 
It can be readily brought to consciousness, however, by simply 
pretending to be a child and playing the “why” game with 
someone. 
 Ask a clearly miserable student why they are studying 
and they may say they are trying to get a good grade on their 
test. Ask them why they want a good grade on the test and they 
may say they want a good grade in their class. Ask them why a 
few more times and they may say some sort of higher-order 
goal such as, “to get a degree” or “to get a job”. Ask them why a 
few more times and—if you survive their exasperated sighs—
they may say, “So I can be happy! Now let me get back to 
studying!” 
 As a result of our collective interest in the idea of 
happiness, psychology has jumped into the fray by defining a 
concept of happiness called subjective well-being (Diener, 
1984) and forming a field called Positive Psychology around it 
(Seligman & Csikszentmihalyi, 2000). The components of 
subjective well-being include evaluations of life satisfaction, 
and relative frequency of positive and negative affect. These 
findings can be roughly summed up with the equation: positive 



6 

affect – negative affect = subjective well-being (Diener, Suh, 
Lucas, & Smith, 1999). 
 When the growing field of positive psychology started 
to seek correlates and interventions for subjective well-being, 
it quickly found them in mindfulness meditation practices. 
Academic interest in mindfulness was primarily sparked by Jon 
Kabat-Zinn’s creation of the eight-week Mindfulness-Based 
Stress Reduction program. Initially designed to help chronic 
pain patients (J. Kabat-Zinn, 1982), it quickly expanded over 
the next few decades to become an effective treatment for 
general stress (especially in at-risk groups), (Bränström, 
Kvillemo, Brandberg, & Moskowitz, 2010; Shapiro, Schwartz, 
& Bonner, 1998; Speca, Carlson, Goodey, & Angen, 2000), 
depression (Segal, Williams, & Teasdale, 2002), anxiety 
disorders (Jon Kabat-Zinn, Massion, & Kristeller, 1992), 
reducing psoriasis symptoms (J. Kabat-Zinn et al., 1998), 
eating disorders (Kristeller & Hallett, 1999), weight loss 
(Tapper et al., 2009), and even to help reduce sexual 
dysfunction (Brotto, Krychman, & Jacobson, 2008). More 
impressive still, mindfulness has led to generalized immune 
system improvements (Davidson et al., 2003). Clearly, 
whatever the mechanism, mindfulness works at a generalized 
level in the body and mind. 

As the link between mindfulness and reduction of 
negative affect was being established, positive psychologists 
became interested in examining the other half of the equation. 
Mindfulness showed an increase in positive affect as well and 
thus showed an increase in subjective well-being (Brown & 
Ryan, 2003; Davidson et al., 2003; Denny & Steiner, 2008; 
Keng, Smoski, & Robins, 2011; Shapiro, Oman, Thoresen, 
Plante, & Flinders, 2008). There is also neurological evidence of 
long-term meditators showing much greater activation in areas 
related to positive emotion (Brefczynski-Lewis, Lutz, Schaefer, 
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Levinson, & Davidson, 2007; Chiesa & Serretti, 2009; 
Davidson et al., 2003). Since a link between mindfulness and 
happiness has been repeatedly established, the next logical 
question is: how exactly does mindfulness improve happiness? 

I will attempt to investigate this question by first 
delving into the nature of happiness in the hopes of finding a 
simple answer, and then attempting to understand mindfulness 
if that does not work. If that also leads nowhere, I will attempt 
to find commonalities in their effects and mechanisms in order 
to find the relationship between mindfulness and happiness. 

What is Happiness? 
 
 There is some bad news for people wishing to be happy: 
measures of subjective well-being are largely unaffected by 
things that might be considered huge life events. For example, 
lottery winners return to their baseline level of subjective well-
being within a few months of winning their millions, which 
may help explain why our comparatively minor raises do not 
give us lasting happiness. However, there is a silver lining to 
this: negative events do not have much staying power either. 
For example, groups of people who became paraplegic in car 
accidents also returned to almost their baseline level of 
subjective well-being within a few months. Subjective well-
being behaves like a thermostat insofar as it tends to return to a 
“set point”. (Gilbert, 2006) 
 There is more bad news still: according to separated-
twin studies, about half of subjective well-being appears to be 
influenced by genetics, and perhaps as much as 80% of long-
term subjective well-being is heritable. There seem to be 
strong interactions between personality and subjective well-
being in this regard, since about half of each Big Five 
personality dimensions is heritable. (Diener et al., 1999) 
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 The Big Five turn out to be extremely important for 
subjective well-being beyond heritability. Neuroticism appears 
to be essentially the same as negative affect, and extraversion 
turns out to be mostly composed of positive affect. It appears 
that extraversion may be a particular sensitivity to rewards, 
and neuroticism to punishment. This leads to an alternate but 
equivalent equation: extraversion – neuroticism = subjective 
well-being. (Diener et al., 1999) 
 This investigation of happiness paints a bleak picture: 
you may well be stuck with the happiness you were born or 
grew up with, since personality traits tend to be extremely 
stable as well. It seems “the pursuit of happiness” may be 
limited to those lucky enough to be born with the right genes 
into the right environment. However, because the set point is 
so hard to change, the triumph of mindfulness in changing 
subjective well-being is even more astounding. Any social or 
personal factors that are relatively within our sphere of 
influence should be studied even more extensively, whether 
that be flow (Fritz & Avsec, 2007) or socio-metric status (C. 
Anderson, Kraus, Galinsky, & Keltner, 2012). 
 This current investigation into the nature of subjective 
well-being has been unsuccessful in answering the question of 
how mindfulness improves it. Mindfulness does not directly 
involve meditating on positive affect, nor on reducing negative 
affect. 

What is Mindfulness? 
 
 Mindfulness meditation is “paying attention in a 
particular way: on purpose, in the present moment, and non-
judgmentally” (Jon Kabat-Zinn, 1994). The breath is often used 
as a useful point of focus because it is ever-changing, always 
present and hard to have extremely strong feelings about. The 
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sheer simplicity of this procedure is amongst its pitfalls when 
trying to explain the mechanisms behind its positive benefits. 
 Shapiro, Carlson, Astin, & Freedman (2006) proposed a 
model of a dynamical, mutually-reinforcing system between 
Intention, Attention and Attitude. This seems to lead down the 
road of self-regulation and this can be a powerful model on 
many different levels. This model has garnered some empirical 
support (E. Garland, Gaylord, & Park, 2009) though more is 
clearly needed. However, this model has been criticized as 
simply a feature list instead of an explanatory model so more 
theoretical work is needed (J. Vervaeke in a NEW432 class on 
Oct. 31, 2012). There are a number of other competing 
models as well and, while they offer brain correlates, there is 
much work to be done before they could be useful in answering 
this question of how mindfulness improves happiness (E. L. 
Garland, 2007; Holzel et al., 2011). However, we can focus on 
the effects of mindfulness meditation without fully mapping 
out the theoretical model in order to figure out some of the 
mechanisms of mindfulness meditation’s influence on 
happiness. 

What if all the effects of Mindfulness are 
biologically based? 

 
The great variety of effects caused by mindfulness 

would suggest it is acting through a very fundamental system, 
which means it likely involves basic human physiology. The 
most likely candidate is the nervous system. The nervous 
system is responsible for an incredibly large number of diverse 
activities. The autonomic nervous system, in particular, is 
often divided into the parasympathetic (rest and repair) and the 
sympathetic (fight or flight) nervous systems. These two 
systems exist in opponent processing with each other and each 
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tries to shut down the other one as it activates. Stress, as we 
commonly know it, is associated with activation of the 
sympathetic nervous system, and is generally associated with 
negative affect. As the parenthetical descriptor implies, the 
sympathetic nervous system is designed to be activated in life-
or-death situations for short bursts of time. Chronic activation 
of the stress response leads to a variety of problems such as 
anxiety, immune suppression, increased rates of heart attacks, 
decreased neurogenesis (especially in the hippocampus leading 
to memory problems) and even sexual difficulties. (Sapolsky, 
2004) 

The similarity between this list and the effects of 
mindfulness is striking. There is also a clear mechanism 
between mindfulness meditation and the nervous system: the 
breath. Breathing is under both voluntary and automatic 
control, and it can be voluntarily controlled to influence the 
autonomic nervous system. One can increase activation of the 
sympathetic nervous system—and thus increase heart rate, 
blood pressure and feelings of anxiety—by breathing more 
shallowly, quickly and higher up in the chest. Similarly, one 
can increase activation of the parasympathetic nervous system 
by breathing more deeply, slowly and towards the abdomen, 
which people associate with relaxation and mild positive affect. 
Meditative practice is associated with exactly this sort of 
relaxed breathing. Unfortunately, while psychological 
measures of stress have generally shown a reduction in stress 
and anxiety, research on biological measures such as cortisol 
levels have been contradictory (Matousek, Dobkin, & 
Pruessner, 2010). However, this may be due to a limited 
number of studies so more research may yield a more 
consistent answer. 

There may also be feedback loops between mindfulness 
and other biological systems that encourage positive affect. For 
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example, lower stress levels could mean an improvement in 
quality and length of sleep, which in turn reduces stress further 
(Howell, Digdon, & Buro, 2010). Additionally, as Sapolsky 
(2004) points out, the nervous systems of higher-status 
primates are characterized with greater activation of the 
parasympathetic system.  Being respected by one’s peers leads 
to greater subjective well-being and increases in status (C. 
Anderson et al., 2012), and mindfulness improves quality of 
relationships (Barnes, Brown, Krusemark, Campbell, & Rogge, 
2007; Shapiro et al., 1998). While there is no direct study 
linking mindfulness to increased status, the nervous and 
immune systems of meditators resemble high-status systems 
(Sapolsky, 2004). 
 Could the effects of mindfulness be explained through 
enhancing self-regulation by encouraging the activation of the 
parasympathetic nervous system and interactions with other 
biological systems? This hypothesis is simple enough to test: 
study the effects of mindfulness compared to simple muscle 
relaxation. These studies have been done and—unfortunately 
for the tired reader—mindfulness has an effect beyond simple 
relaxation (Carmody & Baer, 2007; Feldman, Greeson, & 
Senville, 2010; Jain et al., 2007). Jain et al. (2007), in 
particular, found a decrease in distress through a reduction in 
ruminative behaviours and thoughts so this may be a promising 
direction to continue the investigation. 

How does Mindfulness reduce Negative Affect? 
 
 Mindfulness increases subjective well-being partially by 
reducing negative affect. It especially reduces feelings of 
anxiety and reoccurrences of depression. It does this beyond 
the effect of simple muscular relaxation because depression has 
a cognitive component. How does it do this? Empirically, it 
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seems that the decentering or re-perceiving component of 
mindfulness is most responsible for reducing ruminative 
thoughts (Evans & Segerstrom, 2011; Feldman et al., 2010; E. 
Garland et al., 2009; Shapiro et al., 2008). Feldman et al. 
(2010) measured decentering/re-perceiving using the Toronto 
Mindfulness Scale which has items such as “I experienced my 
thoughts more as events in my mind than as a necessarily 
accurate reflection of the way things really are” and “I was 
more concerned with being open to my experiences than 
controlling or changing them”. This reduction in negative affect 
leads to enhanced emotional self-regulation and greater 
subjective well-being. 
 Personality is another possible link between 
mindfulness and happiness. Neuroticism, which is 
indistinguishable from negative affect, is inversely correlated 
with subjective well-being. Additionally, extroversion is 
positively correlated with subjective well-being, as well as 
status (Cameron Anderson, John, Keltner, & Kring, 2001; 
Diener et al., 1999; Hayes & Joseph, 2003). Mindfulness 
practice has a causal impact on exactly these traits. Mindfulness 
meditation increases extroversion and openness to new 
experiences, and reduces neuroticism and conscientiousness 
(Giluk, 2009; Hurk et al., 2011). Extroversion and 
neuroticism fit well as a links between mindfulness and 
subjective well-being. Openness to new experiences is also 
easy enough to explain, as mindfulness does indeed train 
openness to the present moment as well as creativity, insight 
abilities and cognitive flexibility (Ijaz, 2010). However, the 
negative correlation between conscientiousness and 
mindfulness is a bit of a mystery to be explored later. 
 The link between mindfulness and improvement of 
subjective well-being through reducing negative emotion is 
fairly strong and has a plausible cognitive mechanism to explain 
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it; however that only covers half the equation of subjective 
well-being. 

How does Mindfulness Increase Positive Affect? 
 
 There are a number of ways mindfulness increases 
positive affect. The first way is to conceive of positive affect as 
similar to a rubber duck being held under water by negative 
affect. As negative affect (or telic orientation) is reduced, we 
return to a mildly positive, exploratory state (J. Peterson, 
PSY434 lecture, 2011). The second is through getting back in 
touch with the raw experience of every moment instead of 
reacting to the narrative judgment of the event (Siegel, 2007), 
which could be thus related to savouring and gratitude which 
are both related to improved subjective well-being (Emmons & 
McCullough, 2003; Hurley & Kwon, 2011; McCullough, 
Emmons, & Tsang, 2002; Quoidbach, Berry, Hansenne, & 
Mikolajczak, 2010). The third, most powerful way, is an 
interrelated web of phenomenon including the preceding two 
ways, meta-motivational modes, flow and play as well as 
generally focusing on process over product. 
 A recurring element in in both mindfulness and 
subjective well-being is to focus on the process, not the 
product. In mindfulness, it is obvious that one must avoid 
getting caught up in the thoughts and identifying with them. 
Buddhist practice suggests a beginner’s mind, which is often 
exploratory. There are improved outcomes when a similar 
principle is employed in subjective well-being, especially when 
the focus is on the process of exploration. The process of 
achieving the goal is more enjoyable than actually having the 
end-state of the goal, because we habituate to it quickly 
(Diener et al., 1999). Similarly, savouring food or an 
experience instead of simply doing it to get it done improves 
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subjective well-being (Hurley & Kwon, 2011; Quoidbach et 
al., 2010). Gratitude is to become aware, or re-aware, of 
something and form a positive appraisal of it (Emmons & 
McCullough, 2003; E. Garland et al., 2009; Eric L. Garland, 
Gaylord, & Fredrickson, 2011; McCullough et al., 2002). All of 
the above points also involve exploration which people find 
inherently positive (Peterson, 1999). 
 Vervaeke (Oct 10, 2012. NEW432 lecture) has made a 
strong argument that the paratelic metamotivational style—
which is focused on the process not the product—is strongly 
related to flow, developing learning-to-learn abilities, and 
states of play. All of these are related to increased subjective 
well-being (Fritz & Avsec, 2007). Flow is also related to 
dopamine release, which is associated with pleasure, 
exploration, and the steady movement towards goals (Marr, 
2001). Additionally, the mystery of conscientiousness is now 
resolved. Higher conscientiousness is associated with telic-
dominance (Lafreniere & Cramer, 2006), so conscientiousness 
being inversely related to mindfulness is explained by its 
practice of promoting paratelic dominance and flow (Vervaeke, 
2012. NEW432 Lecture). 

Conclusion 
 

An unspoken assumption throughout this paper is that 
mindfulness improves happiness, but becoming happier does 
not necessarily make one more mindful. Like all things in life, 
however, the relationship between mindfulness and happiness 
is likely to be messier than that. Each component does not 
work in isolation, but rather in a kind of beneficial mutualism 
through reinforcing feedback loops. The biological reduction in 
stress reinforces the decrease in negative affect, and also 
increases positive affect which might feed right back into the 
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biological level. Additionally, meditation continually 
strengthens and thickens neural connections related to 
increased positive affect and decreased negative affect, thus 
improving those over time as well. This is the sort of process 
that might have led to the Buddhist monk Mathieu Ricard to be 
dubbed “the happiest man in the world” (Anthony Barnes, 
2007). 

This leads to an important question: while it does 
appear that more meditation makes one happier, according to 
brain scans of long-term meditators who are many standard 
deviations higher than the average (Brefczynski-Lewis et al., 
2007; Chiesa & Serretti, 2009; Davidson et al., 2003), but 
what is the dose-response relationship between meditation and 
happiness? How much meditation relates to how much 
happiness? 

There are still more important ways mindfulness could 
have an impact on subjective well-being, especially in 
therapeutic situations. For example, challenge versus threat 
appraisal could potentially be more effectively induced through 
mindfulness (Gallagher, 1990; Penley & Tomaka, 2002; 
Tomaka, Blascovich, Kelsey, & Leitten, 1993), as might for the 
related concept of eustress versus stress (Selye, 1975). These 
effects need to be studied more and perhaps they will be under 
the umbrella of Mindfulness-Based Cognitive Therapies. 

There is an important limitation to the present study: 
happiness is not just subjective well-being. Eudaimonia 
(Waterman, 1993), or psychological well-being (Ryff & Keyes, 
1995) are alternate conceptions of happiness which are also 
related to mindfulness (Brown & Ryan, 2003). In order to have 
a complete understanding of how mindfulness can improve 
happiness, these aspects must also be studied. 

Mindfulness meditation has been decontextualized from 
its Buddhist origins. While it has been important to secularize 
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mindfulness in order to improve acceptance, it is unclear 
whether there may be more aspects of the philosophia (as J. 
Vervaeke argues in NEW333) that might be important for 
improving happiness, especially if happiness is defined as 
broader than just subjective well-being. For example, Mathieu 
Ricard argues that letting go of attachments and the ego are 
necessary elements for the cessation of suffering (Ricard, 
2006). Similarly, lovingkindness meditation, which would 
traditionally be taught alongside with mindfulness, has shown 
to improve relationships, empathy and well-being in its own 
right (Fredrickson, Cohn, Coffey, Pek, & Finkel, 2008). 
Finally, Vervaeke (Feb 5, 2010 in NEW331 lecture) argues 
that in order to become truly wise and cease suffering we must 
take advantage of all three jewels of Buddhism: The sangha 
(community), the Buddha (internalization of the sage—not the 
person himself) and the dharma (teachings). 

It is difficult to deny that mindfulness powerfully 
improves subjective well-being. While its mechanisms need to 
be more rigorously studied, there are strong indications that it 
works through basic biological systems, reducing negative 
affect and improving positive affect. 
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The Limitations of Cognitive Behavioural Therapy 
With Respect to Parasitic Processing 

Alexander Falconer-Athanassakos 
 
In recent decades a new trend in psychotherapy has emerged: 

Cognitive Behavioural Therapy (CBT). Arguably in an effort to 
separate itself from its psychodynamic roots, and secure a place in 
modern psychiatric medicine, Cognitive Behavioural Therapy has 
incorporated many of the features of a Western evidence-based 
medical intervention: Swaths of peer-reviewed articles in its 
favour, a concise technical approach, and an effort to isolate 
quantifiable outcomes when assessing its value.  

The overall reception of CBT both in the literature and the 
frontline medical community seem to be overwhelmingly 
positive. Much of the research conducted on the efficacy of CBT 
places it in high regard, and it has become a commonplace 
intervention in the clinical world  (Tredget, 2001). Some experts 
believe that the recent overwhelming optimism towards CBT 
amounts to a bandwagon-style overmarketing of the therapy 
(Holmes, 2002) while others believe that its efficacy and 
effectiveness are simply empirically unsubstantiated (Berger, 
2013). Still, nowhere is it evidenced that CBT is a perfect 
solution.  I hope that it becomes clear, throughout the course of 
this paper, that CBT is at best a complement to the practices I will 
outline, and not a treatment that should be practiced as the sole 
non-pharmacological intervention for mental illness.  

CBT is a psychotherapy that was created in the 1960’s by a 
psychoanalyst who began to notice the role that negative biases 
had in depression (Alford, Beck, 1997). Unable to find any 
empirical support for the psychodynamic conception of 
depression, Dr. Aaron Beck reformulated the causal mechanism 
of depression in terms of negatively biased inferences about one’s 
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past, one’s future and oneself (Alford, Beck, 1997). A 
combinatorial approach is taken to challenging negative cognitions 
and counterproductive behaviours (that reinforce compulsive or 
aversive feedback loops), incorporating a variety of strategies to 
stop both (Tredget, 2001). Generally speaking, the use of 
evidence and realistic thinking to challenge beliefs, as well as 
behavioural modification to help stop counter-productive habits, 
appears to be the norm (Tredget, 2001). 

An example may be illustrative here, based on Tredget’s 
explication of CBT (2001): Suzy is a germaphobe that works in an 
office. Suzy has significant problems using the public restroom, or 
even making contact with any surface that other people regularly 
touch. To help Suzy overcome her distressing predicament, Suzy 
is asked to open a door without using her sleeve to protect her 
hand from the doorknob. She is then asked to examine the 
thoughts that arise when she does so, possibly noting them on a 
piece of paper. With the thoughts identified, Suzy can then apply 
constructive labels to them in order to help her identify their 
fundamentally faulty logic. She can ask herself how much 
evidence they have in their favour. In the case of deadly germs 
that Suzy may imagine to be colonizing her, Suzy can identify that 
thought as a “catastrophization” (because she knows that its dire 
predictions are unsubstantiated)  and try to replace it with a more 
reasonable thought: “There are some germs on virtually every 
surface imaginable, including my skin, but they very rarely hurt 
you”. Suzy thereby reorients the negative bias in her cognition, 
with an end result that Suzy suffers less, becomes increasingly 
functional and increasingly open to new experience. 

As a cognitivist approach to mental health, CBT uses an 
information-processing model to address suffering (Alford, Beck, 
1997). As Varela acknowledges, the psychoanalytic tradition 
(from which CBT derives) was cognitivist in its underpinnings so 
it is no surprise that CBT inherits some of these same modes of 
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understanding and healing the mind (Varela, 1991, p. 47). It is 
intentional (representational), in that the cognitive machinery that 
produces suffering is thought to operate via representations of an 
external and objective world. And it is computational in that 
through abstract operations on these intentional structures one 
may decondition that very machinery. It is not clear whether CBT 
strives for greater semantic validity or for sheer pragmatic belief-
structures; it may be reasonable to suppose that this is not a 
primary concern for CBT. Highly unrealistic yet highly pragmatic 
beliefs (such as “I am the most attractive person alive”) may be 
constrained by the fact that the subject will have too difficult a 
time believing them, and by the fact that they may lead to poor 
decision-making and interpersonal consequences for the subject. 
Conversely, seeking an ultimate criterion of semantic validity may 
be constrained by a variety of concerns: Need for certainty, 
excessive analysis and negative biases in analytical cognition as 
their own causes of suffering. We are left with a CBT that is both 
quite pragmatic and quite reasonable in the kinds of beliefs it asks 
its subjects to form, and has the feel of reflecting the cognition of 
a grounded, mentally healthy individual.  

This balancing act between pragmatism and objectivism can be 
explained by another one of CBT’s philosophical influences: 
Stoicism (Robertson, 2010). One’s cognition is stewarded in a 
disciplined and reflective manner so as to avoid both highly 
irrational and unnecessarily painful conditions  (Ferraiolo, 2011). 
Indeed, the influences of Epictetus have been acknowledged in 
more than one place (Robertson, 2010) (Tredget, 2001), and 
Stoicism can be said to be a preclinical form of cognitive and 
behavioural therapy (Robertson, 2010). Like Stoicism, CBT is a 
therapeutic approach to the mind that focalizes the willful change 
of one’s psychic states , as opposed to a Buddhist approach based 
more heavily on the benefits one accrues when they simply 
observe the contents of their psychic states. It is also, at the very 
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least, influenced by the Stoic assumption that one’s judgements 
about self and the world are within one’s control (Robertson, 
2010). 

The problem with a clinical application of cognitivism, 
Stoicism, and their combination is that they address the transient 
symptoms of suffering rather than its cause. Consequently, so 
does CBT. Before I can demonstrate why this is the case, it will be 
important to define and operationalize two key concepts that are 
necessary to illustrate what aspect of our cognition CBT fails to 
deal with and how. First off, although the Pali term “dukkha” is 
often translated as “suffering” (Harris, 2014) I will not use the 
terms synonymously. While suffering waxes and wanes, dukkha is 
the fundamental psychological condition of being a human (and 
arguably a variety of animals) (J. Vervaeke, personal 
communication, September 19, 2014). It is the condition by 
which good experiences are only temporary (and require contrast 
to even be discernible as good), bad ones inevitably befall us, and 
the restless state of psychologically clinging to one and pushing 
away the other is a round-the-clock occupation. This is not a 
pragmatic orientation of our choices so as to optimize our living 
conditions; this is the counter-productive disposition of our minds 
to restlessly chase and resist experiences in a way that produces 
unnecessary suffering. For the mentally ill, this manifests in both 
acute and chronic states of suffering. For those of more a positive 
baseline affect, its presence may be more benign yet still result in 
a state of chronic dissatisfaction (Harris, 2014), reduced resilience 
to psychological adversity, compromised social relationships, 
reduced capacity to course-correct destructive behaviours and a 
greatly reduced capacity for compassion.  

 In this sense, many mental illnesses can be addressable as 
residing on a continuum with which the undiagnosed are familiar. 
It follows that mental illness can benefit from some of the same 
basic practices, though slightly modified, than the “average” 
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person would. This can be contrasted with an approach to mental 
illness that categorically separates it from the norm via disease-
vocabulary and chemical interventions which would be advised 
against in the undiagnosed population. I recognize the necessity of 
the latter, but point out the distinction only to argue that the 
approach I’ve taken is not exclusively relevant to someone with 
“ordinary” psychological difficulties. I also recognize that my 
approach may not be relevant to certain sub-sections of mental 
illness, such as extreme psychotic disorders. 

Second off, I posit that parasitic processing is the cognitive 
component of dukkha: It is the information-processing mechanism 
that produces and precipitates the embodied experience of dukkha 
(J. Vervaeke, personal communication, September 19, 2014). 
There is no requirement that the workings of parasitic processing 
are immediately accessible to the untrained first-person awareness 
of its subject: The sense in which I write about parasitic 
processing in this paper is in terms of its abstract objectification as 
a mechanism of cognition. However in accordance with the 
Buddhist traditions of self-examination I will assume that it is 
fundamentally accessible through the appropriate means and 
rigour (Varela, 1991). It is when parasitic processing’s core 
principle can be made an object of experience, instead of merely 
an object of abstracted analysis, that suffering itself can be 
transcended (Varela, 1991). And it is CBT’s failure to do this, and 
its attempt to challenge its symptoms in an abstracted and 
disembodied manner, that limits it.  

Parasitic processing carves the contents of experience up into 
two groups: “Self” and “not self”, and processes the perceived 
world of “not self” in terms of its relevance to “self” (J. Vervaeke, 
personal communication, September 19, 2014). In Buddhist 
psychology, this sense of subject-object duality is called 
“ignorance” and is the basis for the conditioned manner in which 
the rest of our cognition and behaviour unfolds (Varela, 1991). 
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Because of the mind’s need to avoid overwhelming sense input 
and combinatorially explosive computational options, heuristics 
must be involved in quickly and automatically determining what 
information is relevant to the mind and what should be ignored 
(J. Vervaeke, personal communication, October 24, 2014). 
Parasitic processing is this heuristic: The relevance of information 
is realized in accordance with self, and thus aspects of conscious 
experience as fundamental as our perceptual landscape (what it is 
that we notice) itself are literally determined by parasitic 
processing (J. Vervaeke, personal communication, October 31, 
2014).  

 “Self” is the felt and imagined sense of a cognizing subject 
(most commonly referred to as being located in the head) that is 
continuous through time, indivisible, located “inside” and in 
possession of the body, and the fundamental cause of one’s 
voluntary thoughts and behaviours (for “free-will” philosophers, 
this means that the self operates outside of physical causation) 
(Harris 2014) (Varela 1991). “Self”-interest is the core principle 
of parasitic processing, and the discrete heuristics, beliefs, plans 
and so forth all derive from the need to keep away the bad and 
hoard the good for the self (J. Vervaeke, personal 
communication, September 19, 2014). In fact, no regard is given 
to the resultant emotional states or even related performance 
outcomes (which can and do suffer) as parasitic processing blindly 
keeps its subject in a trance that is inherently past or future 
oriented and laden with a perpetual unease.  As stated, the 
resultant holistic experience of parasitic processing, with its 
various cognitive, affective, behavioural and interpersonal states, 
is dukkha. Dukkha can be exemplified in mental illness as the 
resultant experience of extremely negative biases in cognition: 
“The world is out to get me”, “I will always be a failure” and so 
forth. These negative biases are parasitic processing at work (J. 
Vervaeke, personal communication, October 31, 2014), for 
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example: Attention is biased so as to constantly pick up on threats 
to the self, propositional beliefs are structured so as to prepare for 
extreme cases of the worst, the ante for self-adequacy is 
constantly upped, as is the point of saturation for pleasure-
experiences. These negative biases are manifestations of the 
parasitic processing’s mandate to keep away the bad and hoard the 
good for the “self” at all costs. Unfortunately and ironically, “the 
bad” can actually become the “self” as is seen in suicidal ideation and 
behaviour as well as in the relatively common phenomenon of 
“beating oneself up” (J. Vervaeke, personal communication, 
October 31, 2014).  

The term “parasitic” denotes the extent to which this 
mechanism works against the very outcomes it reflexively 
operates to afford us (J. Vervaeke, personal communication, 
September 19, 2014). Performance outcomes and positive 
affective states, both of which parasitic processing compels us to 
chase, both suffer when one cannot “get outside of one’s head”. 
Flow state itself, often referenced by experts and performances as 
the state of optimal functioning, entails a reduced sense of the 
very self that parasitic processing protects and exacerbates (J. 
Vervaeke, personal communication, November 14, 2014). 
Beautiful vacations are lost to uncontrollable rumination, 
professional performances suffer from performance anxiety, 
romantic opportunities are lost to the fear of rejection. Indeed, 
abolished or greatly reduced parasitic processing is the common 
target of much professional, academic, athletic, and romantic self-
help. And this is to say nothing of its effects on our quality of life, 
which should be self-evident by this point.  

One more point of note is that parasitic processing co-opts the 
effort we take to remove it, an attribute that signifies its deeply 
parasitic nature (J. Vervaeke, personal communication, 
September 19, 2014). This makes any effort that fails to dive to 
the core of its causal machinery easily corruptible, and even such 
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efforts themselves quite liable (which has been noted in the 
Buddhist scripture) (J. Vervaeke, personal communication, 
September 19, 2014). For this reason a truly advanced 
psychotechnology, or complimentary system of 
psychotechnologies, is needed to circumvent parasitic processing 
and alleviate the suffering that it causes (J. Vervaeke, personal 
communication, September 19, 2014). And it is also for this 
reason that a Stoic approach to negative cognitions may over-
simplify the matter: It is asking someone to direct their efforts 
towards the symptoms (negative thoughts) of their underlying 
problem (parasitic processing). Analogically, one could ask a 
physically disabled person to willfully move their disabled limb: 
The disabling condition must be addressed for the limb’s 
movement to be subject to choice. Furthermore, the very effort 
to alter one’s thinking could itself become coopted by parasitic 
processing. In the event that efforts to control such negative 
thoughts fail, which they do not always do, a capacity to widen 
one’s perspective on their own cognition is needed.  

CBT itself does have second-order attributes (Alford, Beck, 
1997): It asks its subjects to think about the way that they think, 
and to recognize (from a perspective outside of the one that they 
are accustomed to suffering within) the flawed nature of these 
detrimental cognitive states. However, CBT does not get to the 
core of the cognitive machinery that produces suffering and as 
such is limited in its capacity to remedy it. Instead, CBT responds 
to the symptoms of parasitic processing: Highly transient and 
often superficial thoughts about oneself and the world. As stated 
earlier, CBT theory (as derived from Dr. Beck) posits that these 
thoughts cause mental illness. Transient and discrete events are 
frequently the context, such as “Lynda thinks I’m an idiot because 
of the way I worded that text”, but can also include deeper and 
more profound thoughts about intrinsic nature such as “I’m 
unworthy of anyone’s affection” or “The world is a shitty place”. 
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In any case, they are still symptomatic of parasitic processing. 
Therefore CBT makes the flaw of misjudging where it is in our 
cognition that we should intervene if we would like to maximally 
remedy suffering. What I maintain is that if we aim to alleviate 
dukkha, we alleviate more extreme conditions of mental anguish 
(such as a large variety of mental illnesses) by implication, and 
that by targeting superficial thoughts that are symptomatic of 
parasitic processing we appropriate our resources for far less 
benefit.  

In the medical community, there does seem to be some echo 
of the sentiment that the thoughts CBT addresses are symptoms 
instead of cause. Dr. Doug Berger also criticizes CBT for 
attributing causality to symptomatic-thoughts, but seems to assign 
the causal role to biochemical factors (Berger, 2013). Berger’s 
evidence for his claim is clever (2013): Patients’ thoughts seem to 
change without cognitive intervention when the appropriate 
medication is taken.  Assuming that causality in mind is reducible 
to the brain, Dr. Berger’s claim would certainly be right; but 
however invaluable a biochemical perspective is, without a 
complete causal map of the mind at the level of the brain it is 
inadequate. Until we have a magic pill to chemically induce a 
habituation-free version of the psychic reality we want (which is 
debatably even desirable in the first place), parasitic processing 
must be examined both at the abstract level of cognitive-analysis 
and at the first-person level of experience. As Varela argues, we 
must stop the habit of trying to remove the subject in our 
attempted understanding of the object (Varela, 1991). And the 
mind must also be examined in terms of the cultivation of a 
fundamental insight (or “prajna”, which is Sanskrit for wisdom) 
that is held by many Buddhist traditions as the keystone of 
parasitic processing’s transcendence: The selflessness of the 
aggregates of consciousness (Varela, 1991).  
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As already explained, the sense of “I” is the fixed reference 
point for which we grasp and push away objects of experience and 
therefore it is the term by which we suffer (Varela 1991). It 
stands to reason that if the sense of there being an “I” were 
transcended, or at least reduced, one may remedy its resultant 
suffering by implication (Varela, 1991). And if there were a 
tradition which made this transcendent experience focal, then 
those afflicted with mental illness would benefit from its practice. 
There is just such a tradition (or amalgamation of traditions) in 
Buddhism, which employs a variety of introspective techniques to 
facilitate such a transformation of one’s own consciousness as well 
as the consciousness of others (Varela, 1991).  

Through gradual training and stabilizing of the attention, the 
practitioner of meditation may begin to observe thoughts as 
objects of consciousness instead of being entranced by them 
(Harris, 2014). An analogy to the distinction between being lost 
in thought and being conscious of thoughts goes as follows 
(Harris, 2014): One is in a movie theatre, so lost in the plot of the 
movie that one loses awareness of just about everything else 
happening in the theatre. They may be physically cringing as the 
narrative unfolds, there may be someone loudly chewing beside 
them, their phone may be vibrating and so forth. And, by losing 
the sense of contrast between the movie and the rest of 
experiential content one becomes unconscious of the very fact 
that they are even watching the movie. That is, they lose second-
order awareness of what is happening as it happens. This state is 
likened to the trance of thoughts (Harris 2014), whereby the 
induced state-of-trance makes us unconscious not only of our 
surroundings but also of the state and contents of the trance itself.  

As the attention is stabilized away from automatic thought, 
one cultivates the capacity to see thoughts as they happen and as 
they really are (becoming mindful) (Harris, 2014). This is the 
beginning of insight, or second-order cognition, by which a 
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subject can see the mind operating in real time. And, as the 
subject is asked to look for where in experience the self is, the 
failure to find the self gives rise to the “transcendent” wisdom that 
experience is fundamentally void of human ego and this is further 
supposed to alleviate dukkha (Harris, 2014). The subject sees that 
there is a felt sense of “I”, and its resultant cognitions, but no 
fundamentally existent entity to substantiate it. Indeed, as 
Buddhist philosophy explains, there are phenomenological 
aggregates of conscious experience but no centralized self pulling 
the levers (Varela, 1991). As the subject repeats and stabilizes this 
realization, the solidity and stubbornness of the sense-of-self 
reduces and as such the trance of parasitic processing and its 
deleterious consequences can be scaled back (Harris, 2014). The 
importance of this first-person, empirical recognition of 
selflessness is important: Without it, one may inferentially 
acknowledge selflessness but remain powerless to give up the felt 
sense of self and the cycles of dukkha that it results in (Varela, 
1991). The mind wants empirical proof, instead of only 
rationalizations. And so, as Varela claims (1991), the realization 
of selflessness must be embodied.  

CBT asks its patients to rationally reflect on the likelihood of 
their distressing thoughts being accurate representations of the 
world, but it does not ask them to experience first-hand the 
fundamental delusion giving rise to those thoughts in the first 
place. It is this failure to embody wisdom, and CBT’s attempt to 
instead seek knowledge that may be of therapeutic value to the 
patient, that not only signifies the therapeutic limitations of CBT 
but of any applied version of Western cognitivism (Varela, 1991). 
As Varela points out (1991), cognitivism doesn’t even require an 
experiencing subject to explain information-processing modes of 
cognition. CBT, in turn, orients itself towards a therapeutic 
version of this abstracted information processing without really 
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getting to the core of what kind of experience it is that a subject 
of mental illness ought to be having in order to heal.  

It is important to note that CBT is a product of a culture that 
does not appear ready to even intellectually accept the delusory 
nature of selfhood. To the contrary, much of Western 
mainstream consumer culture appears to be a celebration of the 
notion of fundamentally separated egos. It may be too much to 
expect that in the immediate future its medical institutions 
predicate their psychiatric care on stabilizing the insight that much 
of our cultural norms, values, economy and undesirable 
psychological predicaments are based on a deeply entrenched 
misunderstanding. And so, CBT strives intensely to heal the “self” 
without ever asking where the self was that it was trying to heal. 
Whether or not psychiatry can adopt the beliefs and practices of 
Buddhist psychology without a preceding incorporation by the 
rest of the mainstream will be interesting to see; it may be that 
the medical system, in a desperate effort to cure the millions 
afflicted with mental illness, leads the way.  

The literature supporting the benefits of a mindfulness 
practice on clinical outcomes is rich, as Mindfulness Based 
Cognitive Therapy (MBCT) becomes increasingly popular in the 
treatment of mental illness (Kangas, 2014). The Oxford 
Mindfulness Centre produced an editorial citing “a 44% reduction 
in depressive relapse risk compared with usual care for patients 
with three or more previous episodes” across six randomized 
controlled trials, as well as “…effects comparable with staying on 
a maintenance dose of anti-depressants” when compared with 
anti-depressants directly (Williams, Kuyken, 2012, p. 360). 
Interestingly, these treatments do not employ cognitive 
techniques to challenge and change thoughts; the focus is on non-
judgemental awareness (Williams, Kuyken, 2012). A 
commentary by Maria Kangas (2014) notes that the evidence in 
favour of Mindfulness Based Cognitive Therapy as a treatment for 
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depression is substantial, and that further research should be 
undertaken to compare it to CBT. Furthermore, the evidence 
supporting the multi-faceted benefits of meditation ranges from 
increased white matter in MRI scans to reductions in pain 
intensity that correlate between subject reports and changes in 
brain activity as revealed by neuroimaging (Krygier, Shahrestani, 
Kemp, 2012).  

An important adjunct to a mindfulness practice is compassion-
meditation. Research on compassion meditation is expanding and 
fascinating, with measurable differences in outcomes such as 
inflammatory stress-biomarkers (Pace et al., 2008) and brain 
activation for areas associated with emotional processing 
(Hofmann, Grossman, Hinton, 2011). The cultivation of 
compassion is central to the long-term spiritual path of a 
Mahayana Buddhist, and is said to be the ulterior end for the 
transcendence of one’s personal suffering (Lotus Sutra, 1993). The 
Lotus Sutra (1993) uses parable to explain that one’s personal 
liberation is an intermediary goal en route to the liberation of all 
sentient beings.  

However, one does not need to be liberated from parasitic 
processing to practice compassion. One can practice compassion 
as an act of “extension” (Varela, 1992, p. 27), contriving the 
visceral feeling and intention of compassion (that sentient beings 
be free from suffering) (Neff, 2003) by extending it from cases 
where one generally has felt compassionate. In terms of dealing 
with our own suffering, what compassion gives us is a form of 
resilience in the face of uncontrollable pain that cuts through to 
the very core of parasitic processing: By orienting us away from 
obsessively trying to change (or resist) our circumstances, and 
towards offering ourselves a gentle form of self-care in the midst 
of pain (Neff, 2003), self-compassion metaphorically puts a 
monkey wrench in the gears of parasitic processing. This has the 
effect of mediating the suffering caused by grasping and aversion 
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itself, which is especially helpful when circumstances are dire and 
the pain is inevitable (such as the loss of a loved one, which pain 
does not necessarily come directly from dukkha) (Germer, 2009). 
The end result is that we stop making our problems worse, and 
we do this by unwiring the habitual workings of parasitic 
processing as our main mode of coping with adversity.  

Parasitic processing does not lend to “accepting what one 
cannot change”; it results in the chronic state of restlessly trying 
to control reality. The momentum of this process must be 
counteracted with an appropriate practice, thus the Stoic mandate 
of recognizing and accepting the unchangeable (or better yet, 
understanding what one should reasonable strive to change at all) 
does require an additional practice to unwire the compulsive 
habits of resisting the unchangeable or trying to change more than 
it is beneficial to change. This brings us back to the limitation of 
the Stoic approach, which CBT inherits: There is an emphasis on 
what cognitions and attitudes it is that one should in embody, but 
without an incorporation of the kinds of mental practices that will 
allow one to consistently embody them. If one focusses their 
willful energy on addressing symptomatic thoughts of parasitic 
processing, instead of on practices that address underlying 
causality, one far less likely to produce the cognitive and affective 
changes one desires. 

Self-compassion as a practice may be an obstacle for many 
Westerners, who believe that positive emotional states oriented 
towards the “self” are overly-indulgent, must be earned, and so 
forth (Germer, 2009) (I mean “self” here in the relative sense, not 
in the absolute sense of a fundamentally existent entity). 
Alternatively, individualism and contractual senses of morality 
may inhibit a cultivation of unconditional positive states of affect 
towards others with which the subject is unfamiliar. It may be the 
case that the prevalence of mental illness in Western societies, 
even in demographics where material affluence is secure, has a 
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connection to this cultural aversion to compassion in the same 
way that mental illness may also be connected to a cultural 
commitment to belief in “selfhood”. The pain of dukkha itself can 
be made extreme by chronic self-criticism and a denial of self-care 
when things, as they always do, do not work out the way one 
wants them to.  

I maintain that to in order to avoid the self-compromising 
nature of parasitic processing, whereby it co-opts attempts of the 
subject to remove it, compassion is a requirement; otherwise the 
vicious cycle of aversion and grasping simply continues (this time 
the aversion is to the feeling of aversion itself, and the grasping to 
the positive affect that comes when one grasps less). Compassion 
towards “self” helps us cope with the suffering we experience 
without compounding it; this includes the suffering that arises as 
we attempt to get rid of suffering itself. Compassion towards 
others give us a direct avenue to the the transcendence of 
egocentric parasitic processing, via a transposition of our concern 
and attention away from self-interest and into the well-being of 
others. Ironically, this transposition is associated with increased 
personal well-being (Weinstein, Ryan, 2010) and may be 
necessary for a spiritual path not to become just another avenue of 
egocentric concern. The egocentric intention to hoard the good 
and push away the bad can, and does, become the foundational 
intention of spiritual practice for many. It can, however, be 
replaced with the compassionate intention; and this cuts through 
to the very core of parasitic processing. 

Through discussion on insight and compassion, I hope I have 
illustrated why a cognitivist/Stoic approach to mental illness is 
inadequate and why it is that CBT fails to address the fundamental 
causes of suffering. It makes two error-prone postulations: One, 
it misjudges the point in information-processing cognition at 
which suffering is causally generated. That is, it assigns that role 
to inferential thoughts of the subject as opposed to how cognition 
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operates at a deeper level, which is through parasitic processing. 
Second, that in targeting these disturbing thoughts on a thought-
for-thought basis one can sufficiently change them with effort and 
deliberation alone. In order to deal with suffering at its core 
cognitive cause, one must do two things: Transcend the 
fundamental delusion (the felt sense and cognitive belief of 
fundamentally existent ego) of parasitic processing by an 
embodied experience of selflessness (Varela, 1991), and cultivate 
compassion so as to decondition the habitual workings and coping 
patterns of parasitic processing. The benefits of mindfulness of 
compassion do not require one to reach “enlightenment”, as Sam 
Harris points out “We need not come to the end of the path to 
experience the benefits of walking it” (Sam Harris, 2014, p. 
171).The research supports this position as well.  
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The Cognitive Psychotherapy of 
Mindfulness 

Joshua Reiller 
 
 The primary principles that serve as the foundational core of 
Buddhist teachings essentially provide a philosophical schemata 
that endeavors to functionally explain the nature of the mind as a 
cognitive-psychological process, where in the creation of 
experiential meaning derived from an individual’s perception of 
reality regularly results in producing an affliction of enduring 
various forms of self imposed mental suffering. Being as such, the 
pragmatic utilization of personally apprehending and applying the 
insights that underlie Buddhist teachings to enhance an 
individual’s consideration of the nature of suffering within the 
existence of their own mind and life can operationally be 
considered a self-administered continuous type of constructive 
cognitive psychotherapy. This paper will provide a context to 
demonstrate this claim by examining both the aim and purpose of 
cognitive-behavioral psychotherapy, while also exploring several 
key Buddhist teachings that develop a clear explanatory formation 
of how suffering is ultimately produced by the mind’s cognitive 
processes responsible for manifesting conscious thoughts and 
feelings from perceptions. This survey will then provide the basis 
to argue that through a proper comprehension of the Buddhist 
conception of how the mind is responsible for manufacturing 
suffering, an individual can then intimately appreciate the 
inherent truths underlying the principles of Buddhist psychology 
thereby reflecting and adopting this perspective to be utilized in 
their own existence. Furthermore, by personally adopting a 
special type of Buddhist mindfulness meditation that is based on 
this constructed understanding of suffering to a person’s own 
mental life, the applied Buddhist teachings on perception, 
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cognition and thought that deal with the mind’s functional 
creation of suffering can then be subjectively realized and 
appropriated as a positive form of cognitive psychotherapy. 

 
Introductory Backgrounds 

 
 Modern cognitive-behavioral psychotherapy is conceptually 
based on the theory that a person’s thoughts significantly influence 
their emotional life and thereby contingently assists effectively in 
determining behavioral conduct (Herkov, 2006). Cognitive 
therapy thus challenges a person’s perceptions and faulty 
perspectives through an effort to identify and correct the 
problematically inaccurate beliefs that cause certain distorted 
thinking errors intrinsic to their personal view of themselves, 
their mind, the world, reality and their existing situation in life. 
These core beliefs when unacknowledged and left unregulated can 
become severely problematic and then over time often result in a 
cognitive or behavioural disorder that emerges from a certain 
state of a person’s uniquely warped mental psychology (Martin, 
2007). By pointing out alternative ways of viewing a situation and 
developing skills for modifying basic beliefs, a person can alter 
and control their subjective interpretation of personal 
perspectives to overcome their individual difficulties by 
identifying and changing the dysfunctional basis of their thinking 
and contingent emotional responses in an approach to ultimately 
correct the beliefs underlying their perceptual cognition of 
reality, while also improving their behaviors and mental 
wellbeing.1 The main focus of psychotherapy involves a patient’s 
work with a therapist in order to identify particular emotional or 
behavioral disorders that create certain forms of mental suffering 
and then attempt to resolve any issues through the modification of 
various relevant personal psychological components that may be 
causing related problems. Typical therapy involves examining and 
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testing the assumptions behind personal beliefs in order to 
demonstrate how faulty certainty arises in the mind’s cognitive 
process when unexamined beliefs and unquestioned thoughts are 
fundamentally distorted and unrealistic. Through this process, an 
individual’s thoughts, beliefs, concerns, emotions and responsive 
behaviours regarding any relevant subject issues in question are 
thereby prone to alteration by re-examining their underlying logic 
and practicality. 
 Considering the shared interest of Buddhist philosophy and 
the pursuits of cognitive- behavioral psychotherapy, the 
integration of Buddhist teachings concerning psychology can both 
assist to inform and define certain terms involved in the cognitive 
psychotherapy process in order to further understand and explain 
the prime source that causes mental suffering more sufficiently. 
While psychotherapy’s aim is to supply a suggested treatment to 
mental, emotional, or behavioral disorders by identifying the 
mental cause and modifying its basis through a cognitive 
procedure of the regulation of relevant beliefs that form thoughts, 
Buddhism’s approach to discern the truth behind mental suffering 
goes much more in depth into this realm of investigation. 
Buddhism endeavors to explain the nature of the human mind 
through the methodology upon which it functions and thus its 
psychological doctrines set out to define the aspects of the mind 
that are involved in the cognitive process of meaning creation to 
ultimately discover both the universal and particular root causes 
of suffering in general, which is consequently a result of the 
dynamic relationship between distorted perceptions and flawed 
cognitive rationalization that produce the unwholesome thinking 
that enables mental suffering. 
One of the central Buddhist doctrines that describe the dynamics 
of suffering is the Four Noble Truths. This discourse depicts 
suffering in the context of existing as the first of three 
characteristic marks or subjective qualities of all experiential 
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phenomena, with the second feature being the temporal 
impermanence of its existence as a finite duration and third, the 
conditionality of intrinsic emptiness as an inherent process that 
substantiates all existence and experience. Conceptually 
functioning as a descriptive psychology, the Four Noble Truths 
states that; first, the diagnosis claim is that the existence of 
suffering is a condition derived from the mind’s psychobiology, 
wherein the mind is susceptible to developing emotional 
disorders. Second, etiologically the cause of the emotional 
disorder of suffering is a particular type of craving that 
proliferates either wanting or rejecting certain phenomena based 
on the mind’s responsive reaction to experience through its innate 
tendencies to externally project personal thoughts and feelings 
onto the world. Third, the prognosis is that through an 
thoroughly accurate understanding of our mind combined with a 
healthy regulation of our mental experience, the cessation of 
suffering is possible by treating the emotional disorder so that it 
becomes affectively reduced and eventually eliminated by 
disarming the root causes at the core of mental suffering. The 
fourth truth recommends that the proper treatment to ultimately 
overcome and eliminate suffering is a radical solution that is a 
methodological Eightfold path towards authentic liberation 
involving the effective transformation of an individual’s 
perceptual, attentional, cognitive, affective, behavioral, 
interpersonal, and societal sense of subjective personality, along 
with acquiring the potential to realize a transcendent perspective 
concerning the fundamental nature of experiential reality 
(Toneatto, 1). The Noble Eightfold path focuses on effectively 
developing particular wholesomely skillful states of being by 
creating and preserving a harmoniously balanced life in eight 
specific aspects, wherein the careful ordering structures the 
foundational necessity for the later components. The Eightfold 
path to end suffering then requires realizing the correct way to 
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experientially live right in terms of obtaining the correct view or 
understanding, thought as cognition, speech, actions (or 
behaviors), right livelihood in relation terms, and applied affective 
effort, mindfulness, and attentional concentration (Marapana, 
90). 
 As a basis for the correct way to live in all aspects, acquiring 
the right perspective in understanding affords the possibility to 
then cognitively form wholesomely correct relational thoughts as 
a qualitative approach to the path to eliminate suffering. The 
crucial cause of suffering is then really a mental artifact directly 
derived from the cognitive processes of the mind. However, part 
of suffering’s apparent existence is also due to the casual 
ignorance that most people maintain in regards to the nature of 
the minds itself, as well as the pervasive subjective unfamiliarity of 
the intrinsic procedural methodology that is responsible for 
creating both meaning and suffering from personal experience. 
This is made clear in the Sakka-panha Sutra, wherein Buddha 
describes the cause of desire that sustains suffering is caused solely 
by thinking, and thought is a composite process of prapanca that 
has perceptions and categorical complications as its source. 
 Prapanca here is a specific procedural means of forming 
misleading mentalizations as mental constructions composed of 
two distinct parts that constitute thinking; first is the thought-
conception of the perceptual process of vitarka which notices 
mental objects and attends to them by a fixation of awareness, and 
second is vica ̄ra which is the cognitive process of discursive 
thinking that continually sustains the evaluative activity of the 
mind and transforms sensations into mental symbols to be 
understood and communicated (Toneatto, 2). While the Prapanca 
process enables the mind with the ability to interpret and evaluate 
the objects of its experience, the initial perceptions and sensations 
are customarily selectively attended by subjectivity and thus are 
regularly distorted by embellished exaggeration or falsified in 
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elaboration and proliferated by skewed projections of unjustified 
superficial meaning. According to Buddhist analysis, all sensory 
perceptions are based on a misconception of their actual 
characteristics and ignorance of such things obscures the true 
actual nature of things. This ignorance overlays experiential 
perceptions and distorts the mind’s view through additional 
factors that further misconstrue any object of attention. The 
misconception process of ignorance typically results in 
unwholesome thoughts and feelings that then give rise to various 
types of mental suffering. Thus to prevent such mental formations 
from arising and to correctly neutralize those accepted thoughts 
preserved from the past, personal ignorance needs to be replaced 
with certain insights from wisdom in order to remove the 
perceptual veils of distortion (Marapana, 113). Yet before 
exploring the causal mechanisms that comprise the cognitive 
thinking process of Prapanca, it is imperative to accurately 
comprehend the Buddhist perspective concerning the underlying 
nature of thought. 
 

The Nature of Thought, and Processing 
Perceptions in Buddhism 

 
 The Buddhist teachings maintain that in reality and beyond 
the indications of our casual perceptions, the actual nature of all 
things including physical objects, mental objects (sensations, 
thoughts, emotions and suffering), phenomenal events and even 
the sense of self are manifested into existence through a process 
composed of a confluence of interdependent forces, meaning that 
their being is temporally impermanent and thus their constituting 
existence is inherently empty as it is essentially void of a real 
substantial entity in and of itself that is existent without a critical 
dependence on a confluence of causes that are truly responsible 
for its emergent being (Glaser, 140). This Buddhist point of view 
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that posits the empty and impermanent nature intrinsic to the 
existence of all reality is conceptually explicated from the unique 
perspective of dependent origination. Dependent origination can 
be considered as a method or law that produces all phenomena 
from a multiplicity series of cause-effect relationships that are the 
conditional causes whose mutual interdependence is relied upon 
for anything to exist. This law accounts for the occurrence of 
mind and the body, plus perceptions, cognitive thought and 
emotional responses, as well as all of the elements that constitute 
these factors in a mutual interaction that is functionally the 
conditional dependency of the process of conditioning life and the 
reality of suffering therein (Jayasuriya, 123). 
 The existence of suffering is then the resulting conditional 
nexus of a dynamic process whose origination is causally 
dependent on twelve interconnected links outlined in the doctrine 
of dependent origination and its particular mental effects of 
aversion or clinging in the mind’s cognitive processes are due to 
the personal ignorant beliefs and attitudes regarding the nature of 
suffering that actually enable its presence in the first place. The 
formula of the conditional existence that describes the subjective 
process of creating an experience of thoughts and suffering as 
depicted in the doctrine of dependent origination is as follows; it 
is a process based upon the dependency of ignorance, actions, 
consciousness, psycho-physical combination, the six senses, 
contact, feelings, cravings, grasping, becoming, birth and aging 
producing death (Govinda, 57). After granting this technical 
framework of the existence of thoughts and suffering to be a 
conditional process dependent on twelve interconnected factors, 
an explanation can then be formed concerning how the cognitive 
processes of the mind creates suffering from its subjective 
perceptions. 
 As aforementioned, the mind’s cognitive process of 
Prapanca as thought creation occurs in two relationally 
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interconnected stages. First, the process begins with the mind 
obtaining certain sensory perceptions that manifest as brief mental 
events that require not only a stimulus for the mind, but also the 
mind being in a state of attention while utilizing certain sense 
organs to recognize the stimulus’ medium of arrival (Jayasuriya, 
198). The mind becomes aware of any observed sensory 
perception through a neural-cognitive process that is initially 
registered on a particular sense organ of the body and the 
informational impulse then follows a dedicated sensory path along 
the body’s nervous system as a self-propagated signal that is sent 
to the brain (ibid, 185). This stage of the mind’s attentional 
awareness then produces a cascade of various mental and 
emotional responses that serve to interpret the initial sense data 
into meaningful conceptual constructs as thoughts that the mind 
can make sense of. Thus the physical impact and reaction to sense 
perceptions are processed into a mental reaction as a thought that 
arises in the mind whose impact is necessary as it is the essential 
conditional construction that allows the mind to conceptually 
know its perceptions as thoughts, while the process also originates 
the source of meaning which the mind either’s craves to grasp it 
contents or avoids them and serves as the medium for suffering 
(ibid, 200). 
This second stage of mentalization in the mind’s cognitive process 
of thought that gives meaning to sensations by categorically 
classifying the perceptual information is not only the source of 
meta-cognitional concept creation, but it is also the foundational 
crux for the proliferation of skewed subjective misunderstandings 
and distortional confused thinking that leads to mental suffering 
(Govinda, 140). This meta-cognitive process of conceptually 
elaborating the interpretation of subjective experience typically 
veils the mind’s perceptions through an outward projection of 
supposed meaning that functions as the basis of belief for justifying 
the mind’s mental constructions through a three part process of; 
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identification that it belongs to the mind, reification that it is real 
and a projection that assumes it actually exists externally. 
(Toneatto, 3). During the cognition of the perceptual thought 
process there are over fifty-two mental factors that interactionally 
condition the mind to form a mental state into a thought (citta) 
that are based on the minds attitude to provide the root cause of 
an antecedent conditioning for the mind’s experience of 
perception (Govinda, 99). In the total act of cognition, the mental 
attitude effectively ascribes a classification based on the 
characteristic quality to any experience as both wholesomely good 
and desirable or unwholesomely negative and to be avoided. It is 
the mental factors that are also responsible for generating the 
mind’s general dispositions towards sensory perceptions that 
mould its temperance and habits based on its likes and dislikes 
(Marapana, 21). Thus, the cognitive thought process that grants 
meaning to the mind’s perceptional experience is a casually 
passive process that actively classifies the subjective mental factors 
of its experience categorically in order to conceive an emotional 
response that is either positive or negative involving immediate 
suffering (ibid, 29). Through an intimate subjective understanding 
and awareness of the mechanisms operating in this cognitive 
process and their relation to defining the meaning of experience 
and creating suffering, an individual can mindfully apply their 
attention carefully to the cognitive dimensions that constitute 
their perceptual experience in order to become more familiar 
with their own mind’s behavior as well as take conscious control 
of their mind’s conceptual-emotional reactions to perceptually 
experiencing its own subjective reality. 
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Mindfulness Meditation as a Cognitive 
Psychotherapy 

 
Mindfulness meditation is a distinct type of meditation wherein 
the practitioner focuses directly on investigating their own mind’s 
consciousness, not to explain it logically, but rather to understand 
how consciousness constructs the conscious experience of the 
mind and how the mind is shaped from certain contextual 
elements in its cognitive process. The dedicated practice of 
mindfulness meditation can provide subjective insights into the 
nature of the mind, consciousness, the cognitive process, 
perceptions and emotions, and therefore produce a new relation 
between the mind’s consciousness and its experience with mental 
perceptions and the cognitive process that creates meaning and 
suffering. While mindfulness meditation is a special form of 
cognitive process itself that through carefully training the mind’s 
attention to change its relationship to thoughts by altering its 
active awareness, the meditation on mindfulness also facilitates 
the mind’s detachment from the contents of its cognition by 
reperceiving the formerly unconscious and automatic ascription of 
experiential meaning that naturally occurs in the cognitive process 
of the mind when developing thoughts from perceptions 
(Toneatto, 3). 
In the Satipatthana Sutra, Buddha declares that realizing 
mindfulness as the persistent awareness of the mind without 
judgment, attachment or aversion to whatever mental contents 
occur in the present moment is the most significantly important 
cognitive factor to diminish and eradicate unwholesome mental 
states that cause suffering and instead cultivate a wholesome state 
of mind.3 According to the Buddhist teachings of mindfulness, 
the preconditions for freedom from mental suffering are the 
proper development of mindfulness in four particular areas, that 
of bodily phenomena, the reactional feelings of experience, the 
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mental phenomena of consciousness itself, and dharma as the 
universal laws of nature that underlie the reality of life, which are 
the four Noble Truths, the eightfold path, the seven factors on 
Enlightenment, and the five hindrances of self investigation 
(Rubin, 157). Thus the therapeutic virtue of cognitively 
developing a pristine awareness that functions as a consistent 
introspective practice of mindfulness in an individual’s 
consciousness can help the mind understand its own thought 
processes, but also provide a methodology to help guard against 
the unwholesome states of mind that function as the source cause 
of suffering (Sheehy, 70). Naturally the path to mental 
purification to overcome suffering requires more than just the 
insights provided by the attentional practice of mindfully 
concentrating the mind’s conscious awareness on the effective 
aspects of the cognitive process through meditation. The main 
goal of mindfulness meditation functioning as a cognitive 
psychotherapy is to ultimately train the mind with wisdom in 
order to develop a pragmatic form of Samadhi or mental balance 
that recognizes mentalizing equanimity in the thought of every 
perception. This achievement is only wholesomely realized in an 
individual’s consciousness after their mind has identified and 
accepted suffering to ultimately be just a psychological construct 
resulting from cognition, and upon maintaining a regulated 
mental balance of three interconnected aspects, that of the 
attentional awareness to perceptions, the cognitive processing of 
meaning creation, and the effects produced from emotional 
responses (Wallace, 159). Thus suffering can potentially be 
eliminated by the self-imposed mindful regulation of an 
individual’s mental balance that cognitively creates thoughts from 
perceptions in consciousness’ experience of the mind. 
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Mindful Criticisms of Mindfulness Based 
Research 
Seungwon Nam 

 
Depression is one of the most frequently diagnosed 

clinical conditions; according to the World Health Organization 
(2010), about 121 million people suffer from depression 
worldwide. Mindfulness-based Interventions (MBIs), including 
Mindfulness-based Stress Reduction (MBSR; e.g., Kabat-Zinn, 
2003) and Mindfulness-based cognitive therapy (MBCT; e.g., 
Segal et al., 2002), are one of the most commonly used 
treatments for depression and relapse prevention (Howells, 
2010). The foundation of MBIs is the Buddhist philosophy of 
mindfulness. Mindfulness refers to a nonjudgmental, open, and 
curious state of present awareness and is a part of the Buddhist 
philosophy of Eight Fold Path, which is a holistic machinery that 
ceases suffering and perspectival distortions and cultivates self-
awakening. The positive treatment effects of these interventions 
on depression in both the clinical and non-clinical population are 
demonstrated by many studies (Kaviani, Javaheri, & Hatami, 
2011; Kingston, Dooley, Bates, Lawlor, & Malone, 2007; 
Kristeller & Hallett, 1999; O’Doherty et al., 2014; Perez-De-
Albeniz, 2000; Teasdale et al., 2000; Walker, Obolensky, Dini, 
& Thompson, 2010; Williams et al., 2008). Furthermore, the 
meta-analyses by Hofmann et al. (2010) and Klainin-Yobas et al. 
(2011) revealed the strong efficacy of MBIs. While these findings 
appear to be promising, mindfulness research faces serious study 
construct issues that are largely ignored in the literature. In this 
essay, thirteen MBI experimental studies on depression are 
reviewed and analyzed to critically discuss the scientific status of 
mindfulness research. Issues in mindfulness research, including 
the possibility of attrition bias, the lack of concern for 
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participants’ wellbeing, and the questionable validity of 
mindfulness measures, will be presented that not only question 
the scientific rigor of mindfulness research, but it also puts the 
efficacy of MBIs into question.  

 
What are Mindfulness-Based Interventions? 

 
Individuals suffering from depression often experience 

cognitive distortions and/or intense emotional dysregulation 
(Beck, 1963; Coyne & Gotlib, 1983). These cognitive styles of 
thinking are often addressed in therapy through self-monitoring, 
awareness, and the development of coping strategies (i. e. 
Cognitive Behavioral Therapy, Butler, Chapman, Forman, & 
Beck, 2006). Mindfulness has recently been introduced to the 
world of psychotherapy and been praised and recognized as the 
third wave of cognitive behavioral therapy (Hofmann, Sawyer, 
Witt, & Oh, 2010). With this recognition, MBIs such as MBSR 
and MBCT have become the popular choice of psychotherapy for 
depression (Segal, Williams, & Teasdale, 2002).  

During MBI sessions, participants are encouraged to 
cultivate attention regulation and present moment awareness. 
Practicing this kind of skillful metacognition allows one to arrest 
the judgment of the present experience and, consequently, 
prevent stress and emotional reactions (Klainin-Yobas, Cho, & 
Creedy, 2012). MBIs can also counteract the effects of 
maladaptive coping strategies such as experiential avoidance 
(Hofmann et al., 2010). Experiential avoidance refers to 
strategies that attempt to change the intensity and frequency of 
strong emotions, and this dysfunctional cognitive coping strategy 
contributes to the development of emotional disorders (Hofmann 
et al., 2010). Through cultivating a skillfully reflective mind, 
MBIs seek to help people with depression by fostering calm, 
peaceful, and grounded state of mind.   
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Issues in Mindfulness Research 

I.) Attrition 
 

One of the biggest challenges clinical studies face is 
attrition, participant dropout. Attrition not only creates 
discrepant participant measures due to missing data, but it also 
creates the possibility of threatened validity of a study (Durand & 
Rost, 2005). As a result, it creates a greater possibility for biased 
conclusion.  In scientific research, attrition bias compromises both 
the external and internal validity of a study (Howard, Krause, & 
Orlinsky, 1986). When participants drop out, characteristics of 
the participant pool inevitably change. In turn, this creates a need 
to redefine research protocol, specifically the study population, to 
indicate any changes and to protect the validity of the study. 
However, the failure to redefine the study protocol results in 
threatened external validity, and, the study sample, thus, 
becomes unrepresentative of the population of interest. Providing 
reasons for the dropout can also minimize this jeopardized 
external validity because the reasons can be taken into 
consideration during data analysis. Attrition also endangers 
internal validity of a study by obscuring the comparability 
between groups, which results in an inaccurate conclusion 
(Howard, Krause, & Orlinsky, 1986). In other words, the bias of 
only including those who complete the study in the effect of 
independent variable(s) on the dependent variable(s) can bias the 
data towards showing a genuine treatment effect. Taken together, 
threatened external and internal validity can inflate the true 
success rate of a treatment and critically undermine the research. 
 MBI research is no exception. Recently, some researchers 
have explicitly pointed out methodological issues of MBI studies 
and how these issues have created a biased conclusion of the 
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treatment effect. For instance, Toneatto and Nguyen (2007) 
suggest that a lack of active control group, such as CBT or 
psychoanalysis, in many MBI studies indicates that the 
symptomatic improvements in depressed participants after 
mindfulness-intervention is due to nonspecific variables rather 
than from intervention itself. Details of thirteen studies have been 
summarized for this critical review in the Table1 below (Ames, 
Richardson, Payne, Smith, & Leigh, 2014; Barnhofer et al., 2009; 
Crane et al., 2008; Kearney, McDermott, Malte, Martinez, & 
Simpson, 2012; Kingston et al., 2007; Kristeller & Hallett, 1999; 
Miller, Fletcher, & Kabat Zinn, 1995; O’Doherty et al., 2014; 
Reibel et al., 2001; Teasdale et al., 2002; Teasdale et al., 2000; 
Walker et al., 2010; Williams et al., 2008).  The review result 
shows that the prevalence of attrition ranges from as low as 6% to 
as high as 71%, and, on average, the dropout rate was about 30%. 
Such dropout rate suggests the high likelihood of attrition bias in 
MBI research. As a result, it is highly probable that both the 
external and internal validity of the studies have been 
compromised. 
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 In terms of external validity of MBI research, high 
prevalence of participant dropout indicates an inevitable change in 
participant characteristics, and, thus, the remainder of 
participants may not be the genuine representation of the 
clinically depressed population. In this review, all principle 
investigators (PIs) of the reviewed studies failed to redefine the 
sample explicitly. This is quite alarming. For instance, the 
attrition percentage was 71% for Kingston et al (2007). It is very 
likely that the characteristics of their participant pool had 
changed, but they still concluded that their MBCT program had a 
significant therapeutic effect on clinical depression. Some PIs 
conducted baseline comparisons between participants who 
dropped out and participants who completed the study. 
However, this simple baseline comparison cannot 
overcompensate for the high likelihood of attrition bias. In 
author’s best knowledge, this is rather an inadequate and not 
conservative way to statistically show the degree of attrition bias 
because it ignores the unique contributions that each participant 
brings into a study. MBIs usually consist of eight sessions. The 
treatment effect of the programs will not only occur gradually 
through out sessions, but it will also occur differently for each 
participant. Therefore, the results of studies may have been 
radically different than their conclusions. Instead of conducting 
the baseline comparison, reasons for dropout should be taken into 
consideration during data analysis in order to capture the full 
picture (Howard, Krause, & Orlinsky, 1986). Among thirteen 
reviewed articles, six studies provided brief reasons for 
participant dropout; however, none mentioned about including 
reasons for dropout in their data analysis. Their failure to reflect 
and include changes in the participant pool brings into question 
whether the depressed participants in MBI studies are the genuine 
representation of clinically depressed population. As a result, 
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mindfulness researchers cannot generalize the treatment effect of 
MBIs into clinical depression.  

As the external validity of a study is threatened, the 
internal validity of a study is also compromised, meaning that the 
comparability between groups is obscured. Based on the reviewed 
articles, the likelihood of the compromised internal validity is also 
high. Therefore, it is premature for those researchers to conclude 
that the observed treatment effect of MBIs on depression is due to 
mindfulness treatment sessions. In order words, the promising 
evidence that supports the efficacy of MBIs may not be the true 
influence of MBIs on clinical depression. Taken together, 
threatened external and internal validity of MBI studies due to the 
high prevalence of attrition suggests that the success rate of 
mindfulness interventions may have been inflated as a result of the 
high likelihood of biased data interpretation. Conclusively, 
researchers cannot claim that MBIs are robust therapies for 
depression. 
 

II.) Ethical Concerns 
 
All studies that involve human participants must go 

through approval from a research ethics board to protect 
participants’ rights and wellbeing. In the case of MBI research, 
many researchers fail to consider the wellbeing of participants by 
exposing them to meditation. Specifically, MBI researchers fail to 
account for the fact that meditation does have potentially 
dangerous side effects. The following is the statement from 
National Center for Complementary and Alternative Medicine 
(NCCAM) (2010): 

Meditation is considered to be safe for healthy people. 
There have been rare reports that meditation could cause 
or worsen symptoms in people who have certain 
psychiatric problems, but this question has not been fully 
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researched. People with physical limitations may not be 
able to participate in certain meditative practices involving 
physical movement. Individuals with existing mental or 
physical health conditions should speak with their health 
care providers prior to starting a meditative practice and 
make their meditation instructor aware of their condition. 

This statement from NCCAM proposes the danger of 
administering mindfulness meditation on individuals with existing 
mental health conditions such as depression and anxiety. In fact, 
the prevalence of adverse effects of mindfulness is rather high. 
Shapiro (1992) found that regardless of the length of meditation, 
62.9% of meditators reported experiencing adverse effects during 
and after meditation, and 7.4% of meditators reported 
experiencing severe adverse effects. The side effects were from 
relaxation-induced anxiety and panic, increase in tension, less 
motivation in life, boredom, pain, impaired reality testing, 
confusion and disorientation, feeling ‘spaced out’, depression, 
increased negativity, being more judgmental, feeling addicted to 
meditation, uncomfortable kinesthetic sensations, feelings of 
guilt, psychosis-like symptoms, grandiosity, elation, destructive, 
behavior, suicidal feelings, fear, anger, and despair (Perez-De-
Albeniz, 2000). The long list of side effects of meditation suggests 
introducing meditation to clinically depressed individuals might 
cause psychiatric problems.  

As summarized in Table 1, no reviewed studies reported 
participants experiencing the side effects of meditation. This is 
surprising because the prevalence of the experience of adverse 
effects during and after meditation is quite high according to 
Shapiro (1992). Possibly, this data suggests that the experience of 
adverse effects may be under-reported in the mindfulness 
literature. Individuals with existing mental health condition are 
likely to lack mental resources to cope with adverse effects of 
meditation when they occur. While meditation is safe for healthy 
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individuals, exposing clinically depressed individuals who are 
psychologically vulnerable to meditation is likely an improper use 
of meditation and is ethically concerning.  

 
III.) Problematic Mindfulness Self-Report Scales 

 
The effectiveness of a clinical intervention is often 

evaluated through determining the relationship between baseline 
measures and post-intervention measures. In some mindfulness 
intervention studies, the mindfulness self-report scale is used to 
show the efficacy of MBIs on depression. For example, Mathew, 
Whitford, Kenny, and Denson (2010) have shown a significant 
correlation between Beck Depression Inventory II (BDI-II) and 
the Mindfulness Attention Awareness Scale (MAAS) throughout 
study time points. In spite of the significant relationship between 
trait mindfulness and depression demonstrated by many studies 
(Brown-Iannuzzi, Adair, Payne, Richman, & Fredrickson, 2014; 
Paul, Stanton, Greeson, Smoski, & Wang, 2013; Shorey, 
Brasfield, Anderson, & Stuart, 2014), this relationship might not 
be valid as mindfulness scales face a construct validity issue due to 
the poor operationalization of mindfulness.  

Currently, there are 11 mindfulness scales (Belzer et al., 
2013). Amongst them, the Mindfulness Attention and Awareness 
Scale (MAAS) is one of the most popular scales. As of 2011, this 
scale had been cited over 350 times (Grossman, 2011). Strong 
construct validity, structure, and internal consistency are the 
criteria for scale development. Convergent validity is the degree 
to which measures of constructs that should theoretically be 
related are related; discriminant validity is the degree to which 
measures of constructs that are not theoretically related are not 
observed together; internal consistency is the degree to which 
items in a scale that intend to measure a construct result in similar 
scores. This popular mindfulness measure, MAAS, has been 
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shown to have strong convergent and discriminant validity, and 
high internal consistency (Mathew, Whitford, Kenny, & Denson, 
2010).  

However, the fulfillment of these criteria does not 
guarantee a precise measurement. This scale, and including 
others, faces a serious construct problem. For instance, MAAS 
shows a great discrepancy between what it is intended to measure 
and what is being measured (Grossman, 2011). This is because 
the definition of mindfulness in MAAS deviates from the original 
Buddhist teaching of mindfulness. While mindfulness is defined as 
a moment-by-moment awareness of emotions, sensations, and 
thoughts with nonjudgmental, open, and curious attitude in 
Buddhism, MAAS defines mindfulness as the absence of attention 
lapses. This poor operationalization of mindfulness creates the 
convergent validity issue. This issue also extends to other scales. 
For example, while MAAS measures the experience of attention 
lapses, the Freiburg Mindfulness Measure seems to measure self-
attributions of nonjudgmental attitudes, openness to experience, 
process-oriented understanding, and attention to the present 
moment without identification (Buchheld, Grossman, & Walach, 
2001). The correlation between those two scales is very poor 
(r=.3; Grossman, 2011). Over and above, the shared variance 
between MAAS and other mindfulness measures is found to be 
less than 25%. This creates a situation that interpreting the 
findings from multiple studies become difficult due to the use of 
different mindfulness scales that have different ways of 
operationalizing mindfulness. For instance, the results of meta-
analyses by Hofmann et al. (2010) and Klainin-Yobas et al. (2011) 
that statistically demonstrated the efficacy of MBIs should be 
approached with a caution as they included many studies that 
supported the treatment effect of MBI with the significant change 
in trait mindfulness measures. Any findings and results of analysis 
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must be carefully examined in bulk as they are not directly 
comparable. 

Conclusion 
 

Although the introduction of mindfulness in the world of 
western psychotherapy is very recent, many mindfulness 
researchers have averred the positive treatment effect of 
meditation-based psychotherapies; yet, they remain apathetic 
towards the weaknesses of MBI clinical research. As a result, the 
effectiveness of mindfulness interventions has become 
questionable. This critical review is based on 13 articles. Thus, 
robustness of these criticisms may not be as strong. However, 
results of review still suggest concerning aspects of mindfulness 
that can be addressed to improve the quality of mindfulness 
research. In order to capture the bigger and clearer picture, the 
future critical review of mindfulness literature should not only 
include more articles in a systematic way, but it should also 
include some statistical analyses of studies. 

To reiterate, the average participant dropout rate was 
approximately 30% for the reviewed articles. This high attrition 
may have inflated the treatment effect size of MBIs due to 
compromised internal and external validity. Administering 
mindfulness-based psychotherapies to the psychiatric population is 
ethically concerning because depressed participants in MBI 
research are psychologically vulnerable and more likely to be 
defenseless towards the side effects of meditation. Furthermore, 
popular mindfulness self-report questionnaires such as MAAS 
have been criticized for their problematic construct validity; any 
generalization based on trait mindfulness measures may be 
controversial. MBI research is incipient. Undoubtedly, this is a 
fast-growing research area of psychotherapy. Though 
mindfulness-based interventions hold great potentials for treating 
patients with mental health issues such as depression, the 
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mindfulness community must examine and address study 
construct flaws and ethical issues. 
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How The Self Relates to the Meaning 
Crisis 

Alexandra Kozlowski 
 
In modern Western society, there are many different 

definitions of the “self”. Of course, when we speak of the term, 
most people have an idea of what it is referring to, but when it 
comes down to specifying what the “self” exactly is, we find that it 
is rather difficult to do so. There are many conflicting views, 
ranging from the religious idea of the immaterial and eternal 
“soul” to the neuroscientific evidence that our sense of ‘self’ is 
simply a result of certain brain areas being activated, to the claim 
of us having multiple “selves” by Western psychology, and to the 
Buddhist view that there is no “self” – that it is simply an illusion!  

Various traditions have attempted to define the self and 
there are numerous ongoing philosophical debates surrounding it, 
but the ones that I will cover in this paper are those of 
Christianity, Neuroscience, Western Psychology, and Buddhism. 
I will first lay out the evidence of confusion about the term by 
presenting the different views of the mentioned fields and how 
they conflict with each other. I will then go on to suggest how a 
person’s attachment to the idea of a “self” may serve as a 
protection barrier against existential anxiety, but how from the 
Buddhist view, this attachment is actually the source of suffering 
in one’s life. The principle claim that I will make will be that all of 
this confusion of the exact definition of the “self” is one of the 
main reasons of why modern Western society is going through a 
Meaning Crisis.  
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Religion and the immaterial “Soul” 
 

Generally, many religions including Christianity believe 
that the “self” is a stable, immaterial entity known as the “soul” 
that occupies our bodies and is in control of our thoughts and 
behaviours. This spiritual view also sets the idea that there is a 
continuous existence of the self beyond human death. Other 
religions that believe in reincarnation, karma, rebirth also hold 
this view of the self existing past this present lifetime.  

 
Neuroscience and Materialism 

 
The opposite extreme from spirituality, the field of 

neuroscience holds a very materialistic perspective of the self: that 
the “self” is a cognitive structure found in a few specific areas of 
the brain. Functional Magnetic Resonance Imaging (fMRI) studies 
show evidence of distinct brain regions being activated when one 
refers to the “self”. The study by Kelley et al. (2002), found that 
when participants took part in self-judgements, there was greater 
activation of the medial pre-frontal cortex (MPFC) and posterior 
cingulate cortex (PCC). The MPFC was activated only when 
presented with material that was self-descriptive, but not when 
making judgements about others (Kelley et al., 2002). Further 
research has also found evidence showing greater activation in the 
MPFC and PCC when the material was relevant to the self 
(Moran, Macrae, Heatherton, Wyland, & Kelley, 2006). When a 
person directs their attention to an external task, activation in 
these brain areas is decreased, but as soon as they redirect their 
attention back to themselves, activation is once again increased 
(Christoff, Cosmelli, Legrand, & Thompson, 2011). 

However, it should be noted that these brain substrates 
are not self-specific, as they are also responsible for several other 
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functions such as redirecting attention or memory recall. 
Christoff et al. (2011) have argued that these studies consider the 
“self” as an object, but neglect a very important aspect of the 
human experience. To truly have a full understanding of the sense 
of self, it is important to also include the experience of being a 
cognitive agent – a subjective knower (Christoff et al., 2011). 
Olendzki (2003) also argues that the self cannot be reduced to 
materiality because there are several non-material components to 
it.  

In the book The Embodied Mind by Varela et al. (1991), it is 
stated that “no tradition has ever claimed to discover an 
independent, fixed, or unitary self within the world of 
experience” (1991, p. 59). This suggests that there is no solid 
evidence for this and leads into the Buddhist view, which rejects 
the idea of the self as a separate fixed entity.  

 
Buddhist Notion of “No Self” 

 
Both Cognitive Science and Buddhism reject the idea of 

the ‘self’ as an immaterial entity that is separate from the body, or 
that it is even a ‘thing’ in itself. The Buddhist view is that the 
‘self’ is an ever-changing process (impermanent) and inherently 
‘empty’ - composed of several parts (Olendzki, 2003). There is 
no ‘fixed’ self and it does not exist beyond human existence. It is 
simply an illusion, which we are attached to, and this clinging is 
causing us great suffering.  

 
According to the teaching of the Buddha, the 
idea of a [personal] self is an imaginary, false 
belief which has no corresponding reality, 
and it produces harmful thoughts of “me” 
and “mine”, selfish desire, craving, 
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attachment, hatred, ill-will, conceit, pride, 
egoism, and other defilements, impurities 
and problems. It is the source of all troubles 
in the world, from personal conflicts to wars 
between nations. In short, to this false view 
can be traced all the evil in the world 
(Mosig, 2006). 
 
According to Buddhism, each person along with every 

‘thing’ on this planet is just a just a “temporary arrangement of 
[the] five aggregates or skandhas”, which include our physical 
body, our sensations, our perceptions, our impulses and our 
consciousness (Mosig, 2006). Together, they make up our sense 
of “self”. In this way, it is said that the ‘self’ is “empty of reality” 
because when its parts are separated, it is no longer a ‘self’. It 
exists when all of the conditions are occurring at the right place, 
at the right time. Each of the skandhas cannot exist by itself – they 
are all interdependent (Mosig, 2006). Imagine removing the body 
– could you still have sensations? Or what about perceptions 
without consciousness?  

The human mind tends to construct static ‘things’ out of 
concepts or on-going phenomena, making them appear to have 
real and separate qualities. These really are only constructed 
delusions, and the mind does this even with the concept of the 
‘self’. The labels we place upon these constructed concepts 
reinforce the idea of them existing as real objects, but we must 
realize that this is simply due to our language (Mosig, 2006). 
From this, we realize that there really is no actual substance that 
we can call our ‘self’, and though it may appear stable, it is 
actually a process that is constantly changing. We are persistently 
trying to hold on to something that may not even be there (Varela 
et al., 1991, p. 80), and this is what sets the basis for our suffering 
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Western Psychology Views 
 

There are many different ideas of the ‘self’ in Western 
Psychology, as well as varying degrees of it. There is a general 
agreement with the Buddhist notion that the ‘self’ is constantly 
being constructed, but differs in the way that it is defined as a 
cognitive schema (an organized framework of knowledge in the 
mind). Different fields in psychology focus on different aspects of 
the ‘self’. The book, Social Psychology (2013) defines the self as a 
“social construct” – that it is malleable and that we may have 
different identities around different people and in different 
situations. We have many possible “selves”:  a true self (who we 
are, when we are with those who are close to us), an actual self 
(how we act around most others), an ideal self (our vision of 
what we aspire to be like in the future), our ought self (what we 
should be like), our past self (what we used to be like), etc. 
(Gilovich, Keltner, Chen, & Nisbett, 2013). However, we also all 
have a core “sense of self” which persists across different contexts 
– a predictable pattern of behaviour/personality. 

It is evident that how the self is defined is very unclear. 
Everyone, including professional psychologists, appears to have 
their own idea of it. Sometimes they may use the ‘self’ to refer to 
“person”, “consciousness”, “self-awareness” and personality all 
interchangeably, whereas others consider them to mean different 
things (Galin, 2003, p. 111). I will now explain how all of this 
confusion may be contributing to a Meaning Crisis that is 
occurring in our society. 
 

Self and the Meaning Crisis 
 
  Stripping a person of the closely held idea of an inherent 
“self” can lead them to question certain aspects of themselves, 
which they thought to be true, but are now pushed to reconsider. 
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I argue that in a way, it takes away purpose from their lives, 
making them fall into a placement crisis (causing them to 
question ‘where is the self?’ and ‘is my existence meaningless?’), a 
realness crisis (causing them to question ‘if what I thought to be 
real has turned out not to be so, then what is real?! Am I not real? 
Am I not me?), and may lead a person to question their value (if 
we create value for ourselves, but if there is no ‘self’, then what is 
value? Is there value?). This all makes up what is known as a 
Connection crisis, where we have a restless narcissistic self that 
is searching for meaning, but has no where to go for guidance, 
and no clear path to ascend to anything greater. The traditions of 
the past provided people with strong sets of values that gave 
people direction for how to live a meaningful life and provided 
them with a place in the system to which they belonged. 
However, in modern times, people have more freedom and are 
left with a greater responsibility of deciding their morals 
themselves and how to live their lives in the right way (Schlegel, 
Hicks, Arndt, & King, 2009). This leaves us empty and confused 
on what to do, wondering what is the ‘right’ answer – especially 
if we are bombarded with all of these different views. All of these 
parts make up something much larger, known as the Meaning 
Crisis in today’s Western society – basically an existential search 
for meaning and truth in life (Vervaeke, NEW333, 2013). 

 
Misconceptions 

 
I argue that one of the main reasons the Meaning Crisis 

exists is because of the lack of clarity of something that makes the 
core of our being. I am not stating that this is the sole reason for 
the crisis, but that it is definitely one of the main factors fuelling 
it. If the idea of the ‘self’ is so ambiguous, it can lead people to 
make misconceptions about it. People today are obsessed with the 
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notion of “having”. Even the ‘self’ and one’s identity are seen as 
“things”, which we possess. Having experiences, having identity – 
identity as belonging to a person (Batchelor, 1983). Thus someone 
who is unfamiliar to Buddhist philosophy might misinterpret what 
is meant by the term “emptiness” or “no-self” - that if the self is 
“empty” of inherent existence, then there is nothing they can hold 
onto, so therefore they must not exist as a person, which can 
result in a substantial loss of meaning from one’s life. It is 
important to know that what is meant by this ‘emptiness’ is that 
the ‘self’ is not a ‘thing’ in itself but rather, the combination of 
several parts existing together. It does not mean that we have no 
‘self’ or that we are not a person. This is NOT what the Buddhist 
view is stating. Misunderstanding the term “emptiness” can easily 
cause a person to plummet into an existential crisis.  

 
Obsessed with Having 

 
In the book Alone with Others, Batchelor (1983) mentions 

how because we are so set on ‘having’ things, that even the ‘self is 
usually seen as being someone’s self. This urge to have, which has 
been set upon us through the Materialistic society we currently 
reside in, is causing us to distance ourselves from our awareness 
of who we are (1983, p. 25). This creates a separation of the 
subject & object. We become absorbed with this notion of having 
“things” as a form of “illusory sense of security” so we look for 
happiness in material objects and this is one of the reasons of why 
we hold on to the idea of the ‘self’ as a thing we possess. In this 
way, we are only covering up our anxieties. The Buddhist view 
claims that this attachment is the source of our suffering if we can 
see past this illusion of ‘things’ being permanent and existing in 
themselves then it may help us understand the world for what it 
really is. 
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No problem of the Self 
 

A possible argument that goes against my thesis is that 
there is no problem of the self, as Eric T. Olsen (1999) 
suggests in the book Models of the Self. He agrees that there is 
strong disagreement on what the ‘self’ is, and that even its 
features are greatly debated. Whether it is a concrete ‘thing’ or 
just an abstract concept, physical or immaterial, permanent or 
impermanent, a human construct or a natural occurrence, purely 
subjective or objectively observable, defined as a person or not 
the same thing as a person at all - it really depends on whom you 
are asking and what view they hold. Olsen (1999) argues that we 
should not be using a term that we cannot define and that this 
problem of the ‘self’ only exists because of the disagreement over 
the ambiguity of the word, so if we just stopped speaking about it, 
the problem will no longer exist. 
 

Your sense of the mental self is overwhelmingly 
likely to continue unchanged. I doesn’t depend 
on your believing that you have a single brain or 
body. [or process in that matter] Suppose that 
you find out that there are three separate brains 
in your single body, collaborating to produce 
your experience. Again, this will not override the 
experience of mental singleness (Gallagher, 
Shear, 1999, p. 10) 
In this way, Olsen (1999) is suggesting that no matter 

what view of the ‘self’ you choose to accept, it should not cause 
you to experience life any differently than you would have if you 
were unaware of it. Defining it in any particular way will not 
change anything about the ‘self’ or how we function. 

I argue that it is important to address this issue of the ‘self’ 
rather than diverting our attention away, because this goes 
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beyond simply ‘defining a word’. Having a clear understanding 
about your ‘self’ can cause you to undertake a completely 
different perspective of the world and your place in it, allowing 
you to interpret and experience everything differently than when 
you were shadowed by ignorance. A new insight on something of 
great importance cannot simply be “unseen”. Through clear 
understanding, we may be able to give a purpose to our human 
existence, because those existential anxieties will not go away – 
they will lie dormant in our minds, ready to surface at any time, 
so it is not simply a matter of turning our heads away from this 
(Batchelor, 1983, p. 65). There has also been research conducted 
which has shown that when one’s “true self” (who you really are – 
the good and the bad) is easily accessible, then life is perceived as 
more meaningful by that person. It has been suggested, that 
“’losing touch’ with one’s true self is a source of considerable 
human misery” (Schlegel et al., 2009).  This again, demonstrates 
the importance of understanding one’s ‘self’.  

John Pickering (1999), in the book Models of the Self argues 
for the Buddhist notion of the self as a process: “Processes 
develop, allowing new capacities, new identities and new levels of 
meaning to emerge. But while the content of the process may 
change, the process persists. The self is just such a process and we 
can understand it in semiotic terms, as something that has 
emerged, or evolved” (Gallagher, Shear, 1999, p. 66). Rather 
than reducing a person, this view should actually strengthen the 
person by eliminating limits of the self and allowing one to grow 
and improve. If the self was static, then it would be impossible for 
experiences to arise and end.  
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Conclusion 
 

Evidently, there is much debate over what the “self” really 
is, with each tradition having its own view of it. I have argued that 
part of the reason of why the Meaning Crisis exists is because of 
this confusion. However, if we can have a clear understanding of 
our ‘selves’, we may be able to face our existential anxieties in a 
more efficient manner. The Buddhist view of the ‘self’ as a 
“process”, if understood correctly, may actually provide a possible 
path in reducing the meaning crisis because if we can construct 
our “selves”, then we can also construct meaning.  
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Insight and Mindfulness Meditation 
Rotem Petranker 

 
We are alone. From the moment of birth we are forced to 

face the world as individuals, through our own two eyes, limited 
to our own experience of the world. However, another 
characteristic of humankind is our relentless pursuit of solutions 
to all problems. Therefore, there have been many attempts to 
bridge the gap of loneliness starting with the early, makeshift 
bridges of gesture and muffled cries of our ancestors to more 
recent drug induced experiences of world-enveloping love. One 
of these endeavors, taken up at different times by multiple 
cultures is the elusive experience of seeing the world as it is. This 
phenomenon has been given many names; from I-thou, to looking 
through heaven’s eyes, to empathy, to being-with-others, to 
equanimity, and many more. They might differ more or less in 
their phenomenology, but are the same in their essence. The 
common thread between these experiences is the moment of 
stepping outside oneself and seeing reality as it is while genuinely 
perceiving reality as an object in and of itself, unrelated to one’s 
existence. In this paper I will argue that life without genuine 
experience of being-with-others is meaningless, and that this 
experience is a specific case of insight learning. I will then show 
that insight by its very nature must be experienced and not 
taught, as intellectualizing it as (has been done) done by past 
philosophers can only be a fruitless effort; one should rather 
expose the mechanics of this process and harness its power to 
truly transcend common human experience. A significant part of 
the human condition is defined by its inherent disconnectedness 
with the other; through better understanding of the insight 
attainment process, technologies can be developed to make the 
individual better adapted to the environment, and society as a 
whole could be revolutionized as much as it was by the advent of 
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the first few words mumbled by homo sapiens a hundred 
thousand years ago. 

Aloneness and Relationships 
In Buddhism 

Each of us is on a long journey, in an eternal circle of birth 
and rebirth that can only be broken by reaching metaphysical 
completeness, or nirvana. The endeavour to break out of the 
circle and attain existential peace is by definition a personal one; 
the understanding and support we can get from others is 
imperative for a sense of belonging, but in the end we must each 
walk our own path. In his book “Alone with Others: An 
Existential Approach to Buddhism” (1994), Stephen Batchelor 
attempts to describe the intrinsic meaning interaction with others 
has to the well-being of the individual. Batchelor claims the 
human experience of loneliness is not only because of our 
ontological imperative of traveling alone from birth to death to 
birth. The other part of loneliness comes from miscommunication 
and misunderstanding of the other. Batchelor further states that 
ideas only take their true, complete shape when articulated to 
others. If no thought is complete without voice, the medium of 
human interaction must be instrumental to achieve the truest, 
purest form of thought pronunciation. This requires the setting of 
criteria for proper volition and conveying of information, which 
Batcehlor readily does. In order to understand ourselves and the 
other, the emphasis should not be on clear formulation of ideas, 
but rather in authentic being-with-others.  

In order to understand the phenomenological meaning, 
however, Batchelor distinguishes two exhaustive modes of being-
with-others, namely authentic and inauthentic. The defining state 
of mind in question is self-concern, as fragmented in Buddhism 
into craving, aversion and indifference. A person who merely 
looks at the other as an object of utility, existing simply to sate 
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their own passions, will never achieve authentic being-with-
others; all efforts will be diverted to extract whatever quality the 
other may possess, and none to celebrate the linking of two 
individuals in the transfer of ideas.  Aversion is the other side of 
the coin in relation to craving; no true interface could be achieved 
if one party seeks to minimize the exposure to the other. The last 
facet of self-concern is indifference. In an industrialized society of 
metropolises, the multitudes constantly surround us leading to 
habituation to the presence of others. We live in small urban 
tribes, and those who are not a part of our circle are simply 
insignificant to us – how could we ever care for their point of 
view? Objectifying the other through one of these improper 
volitions is the essence of inauthentic being-with-others. 

Authentic being-with-others is the contradictory state of 
mind, in which one is able to perceive the other as an end in 
themselves, resonating with Kant’s ideal “Kingdom of Ends”. 
Batchelor suggests equanimity is the instrument with which one 
can interrupt the ongoing process of self-concern, as it pierces the 
veil of craving, aversion, and indifference. The Buddhist definition 
of equanimity is seeing things as they really are, without 
projecting our own thoughts onto them. Although it seems like a 
logical solution to the problem of self-concern, it begs the 
question of implementation. As Kant in his time, Batchelor 
suggests equanimity can be obtained through “a systematic and 
concentrated analysis” (p. 139). However, if we stop to consider 
every aspect of another’s existence, we would quickly amount to 
a combinatorial explosion; too much information processing is 
required. If it is still possible to achieve authentic being-with-
others, can it be done by means other than linear thought? 

 
 
 

In Existentialism 
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In Martin Buber’s book I and Thou (1937), the author 

distinguishes two fundamentally different approaches to come 
into contact with reality. One is dubbed the “experience”, or a 
mode of I-It, in which an object-subject relationship is facilitated: 
the object studies the subject, analyzes it and contemplates the 
possible uses it could have. This is considered the normal, 
mundane experience of the world. The other kind of meeting is 
called “encounter”, or a mode of I-Thou, wherein both the 
observer and the observed are transformed by the interaction. In 
this scenario, the other is taken as they are, the gestalt of their 
attributes rather than the particulars. In the second part of the 
book, Buber reflects on the effects of these two distinct 
standpoints on society at large. In his view, western society is 
entirely based on the notion of I-It interactions: economics, public 
institutions, and even the way in which people choose life 
partners and friends, are all grounded in the fact that we view 
every other being as an It, rather than as a Thou. This feeling of 
irrelevance of the other’s feelings and inspirations on one’s own 
life apart from the purpose the other serve must lead to a state of 
alienation. All ailments of society must in some way stem from 
the lack of empathy and solidarity caused by a constant state of I-
It. 

In the third section of his book, Buber divulges the 
solution to modern man's woes. First one must understand that 
even moments of I-Thou are constantly fluctuating between 
experience and encounter, between I-It and I-Thou, as the 
sensation of I-Thou is but a fleeting victory over the old habit 
pattern of the mind, namely I-It. In order to maintain a true I-
Thou experience, one must take an extra step, not just seeking 
encounter with another fellow man, but with what Buber refers 
to as “absolute relation”. This encounter cannot be sought, but 
only properly anticipated by concentrating both aspects of our self 
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- the I of experience and the I of encounter - in our consciousness. 
This priming must then lead to transformation after which all 
other beings, from the other person in the room to the all-
enveloping nature, will become Thou and not It. Extinguishing 
alienation, a person not only feels close to the world;  they feel 
like a part of the world. By shifting of perspective from an 
egocentric to an altruistic one, realizing that all subjects in the 
world are just as important as oneself, the ideal society can be 
formed. This is, in the language of “I and Thou”, salvation. 

As in Batchelor’s writing, the real challenge to this ideal is 
exercising the theory in the real world: Buber does little in the 
way of describing the enactment of concentrating both aspects of 
the I in waiting to be filled with the encounter with “absolute 
relation”. If it is possible to achieve salvation simply through 
contemplation, any student of Buber should have reached the 
state of constant I-Thou. Since this is not the case, then, perhaps 
taking the perspective of the other cannot be performed via 
standard intelligence and learning; this understanding can only 
come in a moment of insight into the true nature of things. 
 

The Nature of Insight 
 

The cognitive process involving learning of new 
information has been a subject of interest studied by psychology in 
the past but radically accelerated after the introduction of 
neuroscience. Advanced imaging techniques truly revolutionized 
the way we understand processes in the brain as they happen, 
extracting empirical structure modulation evidence. Although 
understanding neural learning has seen some competing theories 
over time, there is a growing body of evidence for 
Transformation Theory (Winocur, Moscovitch & Bontempi 
2010). This theory makes good predictions regarding the 
dependence of learning on the hippocampus throughout life, and 
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there is mounting support for this suggested machinery of proper 
learning.  In the case of insight, although intensely studied in the 
last few years, science has only started uncovering the 
mechanisms behind this phenomenon.  

The moment of insight enables the acquisition of a 
solution to a problem with no specific intake of information, in a 
flash of genius. According to Schilling (2005), using semantic 
networks to model the cognitive process of insight is adequate, 
provided it employs the model of small-world networks. The 
discovery of small world networks (Watts & Strogatz 1998) was 
an astute observation on the nature of graph theory, profoundly 
mutating the idea of a randomly connected network as proposed 
by Erdos and Renyi (1960). It is widely accepted that any network 
is comprised of nodes which are connected by links. The small-
world model differs from a random network in two main 
characteristics: having a high clustering coefficient, meaning the 
nodes are clustered tightly together in groups, and adding a few 
random links to connect clusters significantly decreases the 
average “distance” between any two nodes. 

The predictive power attributed to small-world networks 
is astonishing, as it aptly describes any natural network from 
social connections, to chemical bonds; from the electrical grid in 
the United States to the flickering rate of fireflies (Buchanan 
2002). In the case of semantic networks of meaning, Schilling 
(2005) suggests that the moment of insight is where separate 
semantic networks (clusters of ideas) are abruptly connected by a 
random link, making two areas of cognitive processing suddenly 
related. The simplicity of insight as a shortcut between semantic 
clusters, decreasing semantic distance enables it to accommodate 
other theories of insight. According to one theory, insight is the 
shattering of a mental block; another hypothesis proposes it is the 
disentanglement from functional fixedness; yet another supposes 
insight depends on reorganizing visual information or 
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reformulating a problem. All these theories are pertinent to the 
experience of insight as a moment of sudden realization, coming 
to see the answer to a problem without scrupulously studying its 
every facet. These descriptions all qualify as a moment of 
perspective shifting, as one suddenly sees the similarity between 
two objects dissimilar before, or the sum of parts instead of every 
cog in the apparatus. 

 A study from 2009 corroborates the notion of a sudden 
burst of an unusual neural firing pattern as a precursor for the 
solution of insight problems, particularly in brain regions that are 
linked to higher thought processes. Using EEG technology, this 
study (Sheth, Sandkuhler & Bhattacharya 2009) indicates that 
Gamma band (30–70 Hz) power was increased in right frontal-
central electrode regions of the brain when the subjects 
successfully solved insight puzzles. Furthermore, these effects 
occur several seconds before the behavioral response, 
demonstrating there are specific patterns of neural activity arising 
prior to the actual solution of the problem. In other words, these 
activity patterns are coupled with the production of insight in 
general, and not the solution of the specific problem. This means 
that the brain utilizes a specific frequency of neural firing when 
attempting to rewire semantic networks and generate a radically 
novel solution for a problem. 

One tested method of improving the chances of solving 
insight problems is the practice of mindfulness meditation. A 
recent study (Ostafin & Kassman 2012) demonstrated for the first 
time that mindfulness meditation significantly predicts success in 
solving insight problems. The authors of the study suggest the 
advantage in employing mindfulness meditation comes into play 
when trying to change the habitual processes of the mind; when 
prior knowledge, functional fixedness of an object or a certain 
line of thought may hinder solving a novel problem. This study 
also shows that those who practice mindfulness meditation are not 
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significantly better at solving non-insight problems than the 
control group. Although not well understood, this mechanism 
shows unequivocal correlation between mindfulness mediation 
and using insight. 
 

Grounding Philosophy with Evidence 
 

The similarity between Batchelor’s description of 
authentic being-with-others and Buber’s I-Thou encounter is 
evident: both dichotomize interpersonal experience to a negative 
and a positive one, both agree that a certain transformation is 
required in order to transcend the automatic – and at times, 
deleterious - pattern of behavior. Both authors also agree that at 
least to some extent that contemplation and analysis of the one’s 
own thinking configuration alone may lead to learning what the 
perspective of the other is. Both analyses seem to coincide with 
the notion of being-with-others as a biological necessity, as Homo 
sapiens has developed to be a highly social organism. Among 
primates, humans have the largest relative neocortex volume, a 
trait which correlates well to humans having the largest social 
group sizes of all apes (Gluckman, Beedle & Hanson 2009 p. 
137). 

Schilling’s (2005) study suggests insight is a random link 
situated between previously “far” semantic clusters. Sheth, 
Sandkuhler & Bhattacharya (2009) observed that solving insight 
problems that require taking on a different angle than the one 
previously used invokes a specific neural activity pattern in the 
brain; Furthermore, the fact that the advantage applies solely to 
solving insight problems combined with the different brain 
substrates at work implies incremental learning and insight are 
truly separate systems. Ostafin & Kassman (2012) established the 
connection between the practice of mindfulness meditation and 
superior performance in solving puzzles that require insight rather 
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than standard learning. It is reasonable then to postulate that 
mindfulness meditation, using an unknown mechanism as of yet, 
increases the capacity to create shortcuts between semantic 
networks, improving the ability to shift perspectives. 

Both Buber and Batchelor suggest reaching insight by 
standard learning of information, a notion inconsistent with the 
definition of perspective shift as a reframing of the factual 
situation. In order to reach an authentic being-with-others or 
experience a consistent I-Thou encounter, logical thought using 
ready-made tools is not enough; one must employ insight and 
truly take the other’s perspective in its entirety in an instant of 
reinventing thought processes as a whole; a true transformation of 
the mind. 
 

Conclusion 
 

The resemblance between Buber’s idea of a genuine 
acceptance of the other and Batchelor’s description of the 
Buddhist being-with-others is striking. The overarching theme of 
both theses is the need for empathy and the understanding of the 
other as a means for a being-with-others which is conducive to 
one’s own benefit. The supreme value of perceiving the other as 
an end in themselves can been observed in history from the book 
of Leviticus and the Hindu definition of Dharma, to Kant’s 
Kingdom of Ends, and to the modern day existentialist thought as 
seen in Buber’s writings. 

Intuition would dictate that people are aware of the 
reciprocity of human interaction. One may have full intention to 
see the others as they truly are, taking their perspective, but the 
way of rational thought will always lack the comprehensiveness 
required to truly understand another being. Development and 
cultivation of the capacity for insight is required in order to 
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experience a true bond to another, and mindfulness meditation is 
one avenue, which has been empirically shown to do so. 

Further work is required to demonstrate the causal 
connection between perspective taking outside the setting of a 
laboratory, between individuals and not on inanimate abstract 
problems. Moreover, the results of the study done by Ostafin & 
Kassman (2012) must be replicated in order to increase its 
reliability. That being said, if perspective taking is truly an insight 
experience, and insight is increased by practicing mindfulness 
meditation, perhaps the way to a healthier society, comprised of 
equanimous individuals must pass through the practice of 
mindfulness meditation. Perhaps the next step in studying this 
relationship will be the uncovering of the mechanism of 
meditation; maybe insight can provide a meta-shortcut between 
semantic networks, providing new and more efficient meditation 
techniques. 
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Integration of Buddhist Mindfulness and 
Acceptance-based Therapy Practices into 

the Treatment of Generalized Anxiety 
Disorder (GAD) 

Chiyung Wong 
 
Generalized anxiety disorder (GAD) is a chronic anxiety 

disorder centrally defined by pervasive, excessive worry that is 
difficult to control (American Psychiatric Association, 1994).  
Reports have revealed a lifetime prevalence of 5.1% among the 
population, affecting individuals of all ages (Wittchen, et al, 
1994).  In addition to the hindering symptoms of anxiety, 
individuals diagnosed with GAD often report several associated 
symptoms such as chronic muscle tension, being easily tired, 
feeling irritable or on edge, and difficulty sleeping (Roemer, 
Salters-Pedneault, & Orsillo, 2006).  Studies have also indicated 
that GAD is unlikely to remit on its own (Yonkers, Warshaw, 
Massion & Keller, 1996) and with a high rate of comorbidity, like 
social phobia, and depression, GAD is associated with increased 
functional impairment (Wittchen et al., 1994).   

Currently, the method of choice to treat GAD is through 
components of CBT approaches including psychoeducation, self-
monitoring, stimulus control techniques, worry-behaviour 
modification and more (Hoyer et al, 2011).  However, GAD 
remains one of the least successfully treated anxiety disorders.  
Process symptoms including uncontrollable, excessive and 
pervasive worrying, problems with disengaging from threatening 
stimuli, and state symptoms such as the narrow, and constricted 
states of attention characteristic of anxiety have not been 
effectively controlled (Rapgay et al., 2011, p. 116).  
Furthermore, present literature suggests that while current 
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cognitive-behavioural interventions are efficacious, individuals 
continue to face difficulties after treatment (Roemer et al, 2006), 
revealing room for improving therapy techniques.  Considering 
this, there has been rapidly growing number of research in 
integrating Buddhist mindfulness practices into Western 
psychotherapy practices.  Some recent studies have suggested that 
mindfulness and acceptance-based therapies are a viable 
alternative to treating GAD.  Therefore, the aim of this paper is 
to review the integration of Buddhist mindfulness and acceptance-
based therapies with CBT as a viable option for treating GAD. 

 
Literature Review 

 
 In the past few decades, there have been an increasing 
number of studies investigating the effectiveness of integrating 
Buddhist practices into Western psychotherapy.  It has expanded 
the collection of methods to treat GAD to include therapies like 
Acceptance and Commitment Therapy (ACT), Mindfulness-based 
Cognitive Therapy (MBCT) among others.  However, the results 
in the efficacy of these treatments have been mixed where some 
reveal strong, positive and long-lasting effects, while others have 
shown effects weaker than traditional CBT therapy. 
 A study done by Codd et al (2011) aimed to treat anxiety 
disorders including agoraphobia, comorbid social phobia, and 
GAD with ACT.  The 9-13 session program focused on a number 
of goals including: a) promoting acceptance of all private 
thoughts, feelings and physical sensations; b) decreasing the literal 
function of language/thoughts in their influence on behaviour 
(defusion); c) recognizing the self as separate from the event (self 
as context); d) recognizing and engaging in the present moment; 
e) clarifying own values in life instead of reliance on private 
experiences and; f) behavioural commitments to follow chosen 
values instead of a life of inaction or impulsive choice based on 
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private experiences.  By the end of the treatment, Participant 2, 
who had met the criteria for social phobia and GAD at 
pretreatment, had significantly reduced severity of worry and 
reported his worry frequency had dropped to 20-25% of each day 
at the posttreatment from 70% reported at pretreatment (Codd 
et al., 2011, p. 211).  His psychological inflexibility showed only 
modest decreases, but had significant decreases in avoidance 
behaviour, suggesting improvements from the treatment.  
Follow-up sessions (8 months later or more) revealed that the 
effects were maintained (Codd et al., 2011). 
 Other studies have not found such favorable results.  In 
particular, Craigie et al (2008) looked into the symptom change 
and recovery in pathological worry after MBCT.  Using an 
uncontrolled pre-post design, they used a treatment closely 
following the Segal et al. (2002) MBCT 8 session model.  The 
only difference was that they added one more session to “allow 
participants to consolidate their mindfulness skills and review 
progress” (Craigie et al, 2008, p. 558) which involved sitting 
meditation, homework review, and watching Kabat-Zinn (1990) 
MBSR films rather than Segal et al. MBCT tapes/CDs.  They 
found that, although participants had significant improvements in 
pathological worry and a number of GAD related symptoms at 
post treatment, which were maintained at follow-up, the effects 
sizes of the improvements were much weaker than most effective 
trials of multi-component CBT (Craigie et al, 2008).  
Furthermore, the post-treatment recovery rate was poor in 
relation to Fisher’s (2006) meta-analysis of CBT treatment studies 
(Craigie et al, 2008, p. 563).  The authors suggested that current 
MBCT may lack treatment dose or emphasis to create significant 
adaptive change in a sufficient number of processes that can 
maintain GAD, but longer treatment duration may lead to better 
outcomes.  In addition, they proposed that MBCT may be 
considered a “stepped-care model of treatment delivery” where it 
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could be offered as an initial treatment option for less complex 
and severe patients, while more complex patients could be 
offered more comprehensive and targeted CBT (Craigie et al, 
2008).   
 Other studies like, Wolitzky-Taylor et al. (2012), directly 
compared CBT and ACT in treating GAD and found that both 
were efficacious and effects were comparable to previous clinical 
trials.  Thus, the literature in using CBT and mindfulness-based 
treatment has found mixed results. However, in recent years, 
treatments like Acceptance-based Behaviour Therapy (ABBT), 
and Classical Mindfulness Integrated Cognitive Behavioural 
Therapy (CMICBT) have been created to directly address the 
remaining difficulties of GAD.  Several studies have suggested that 
the combination of traditional CBT with mindfulness based 
therapies like acceptance and commitment therapy (ACT) and 
mindfulness-based cognitive therapy (MBCT), is an effective way 
of treating GAD and phobias. 
 One open trial (Roemer & Orsillo, 2007) and one 
randomized controlled trial (Roemer, Orsillo, & Salters-
Pedneault, 2008) evaluated the efficacy of an ACT-based 
treatment for GAD. In the open trial (Roemer & Orsillo), the 
acceptance-based behavior therapy (ABBT) for GAD incorporated 
select components of already established cognitive behavioural 
treatments for GAD like CBT, but largely from ACT, MBCT, and 
DBT to include components like self-monitoring, skills 
development, psychoeducation, mindfulness relaxation exercises, 
acceptance and nonjudgment of internal experiences, and valued 
action (Roemer, & Orsillo, 2007, p. 75).   Unlike traditional CBT 
where there is an emphasis in changing ones cognitions, Roemer, 
Orsillo, (2007) emphasized the “promotion of awareness of 
thoughts and emotions, or bodily sensations”, sense of self as 
separate from experiences” and acceptance (Roemer & Orsillo, p. 
79).  By the end of the 10 sessions, clients reported significant 
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reductions in GAD severity, worry, anxiety, stress symptoms, 
and associative characteristics like depressive symptoms as well.  
The treatment was also associated with significant (large effect 
sized) improvements in quality of life and significant decreases in 
experiential avoidance and fear of emotions.  A 3-month follow 
up revealed that these effects were sustained, suggesting the 
effects last beyond the time frame of the sessions, showing strong 
positive implications for the use of acceptance-based treatment 
therapies for treating GAD. 

In another study, a randomized clinical trial (Roemer, 
Orsillo, & Salters-Pedneault, 2008) was done where 31 adults 
diagnosed with GAD were assigned to either an ACT-based 
treatment or a waitlist control condition; after waitlist, they 
received treatment. (Roemer, Orsillo, & Salters-Pedneault, 
2008).  Treatment was an adapted version of the one used in 
Roemer and Orsillo (2007) that incorporated elements of CBT, 
ACT, MBCT, and DBT.  It involved increasing clients’ awareness 
of the habitual nature of anxious responding, the functions of 
emotions, and the role of judgment and experiential avoidance in 
paradoxically worsening distress and interference using 
psychoeducation, and between session self-monitoring.  Clients 
were encouraged to engage in both formal and informal 
mindfulness practice everyday, to do written exercises aimed at 
determining valued directions, and treatment focused on bringing 
mindful awareness to actions and trying previously avoided valued 
activities.  Individualized plans were later developed near the end 
of the treatment for maintaining the skills acquired in therapy.  
The results of the study revealed significant (medium sized) 
effects on the self-reported anxious arousal symptoms, quality of 
life and clinician rated additional diagnoses (Roemer, Orsillo & 
Salters-Pedneault).   Furthermore, no deterioration was observed 
from post-treatment between a 3-month and 9-month follow up.  
At post-assessment, 78% of the treated sample no longer met 
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diagnostic criteria for GAD, and 66% reached high end-state 
functioning and responder status, and these proportions were 
stable through 3-month and 9-month follow-ups (Roemer, 
Orsillo & Salters-Pedneault, 2008, p. 1088).  This further 
strengthens ABBT as a therapy that is worth further investigation 
as a reliable treatment for individuals with GAD because of its 
stability after treatment.  In addition, another study looking at the 
efficacy of ABBT found that diagnostic change at post-treatment 
was equal to or greater than remission rates reported in previous 
studies (Hayes et al., 2013).  Thus, supporting the argument for 
integrated treatment plans for GAD.   

Other treatments like Classical Mindfulness Integrated 
Cognitive Behavioural Therapy (CMIBCT) have been proposed to 
determine which critical elements of mindfulness practices target 
specific features of GAD symptoms. In the article by Rapgay et al 
(2011), they discuss the integration of original forms of Buddhism 
mindfulness practices with CBT and say that it has a strong 
potential for directly targeting specific characteristic process and 
state diagnostic features of GAD like pervasive worrying, 
disengaging with threatening stimuli, and constricted states of 
attention (Rapgay et al, 2011, p. 94).  However, this theory is 
still in its preliminary stages and has not been tested empirically 
yet. 

Discussion 
 

Numerous researchers have been proposing the use of 
mindfulness and acceptance-based therapies in treating GAD for 
years because its global approach shows potential to treat both 
causes and symptoms.  In other words, due to the nature of GAD, 
integration of mindfulness is attractive because it can potentially 
address the symptoms characterized by GAD that have not yet 
been fully controlled by CBT. 

Studies have shown that individuals with GAD suffer from 
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pervasive and uncontrollable worry about a wide range of topics 
that often take the form of “catastrophic predictions of low-
probability negative events in the future” (Roemer et al., 2002, p. 
56).  Since this disorder is heavily based on future-oriented and 
internally generated worries (Roemer et al. 2002, p. 56), 
mindfulness-based practices seem like a viable option.  With 
mindfulness-based practices, its emphasis on bringing awareness 
back into the present can serve to calm patients down so that they 
may think of logical options to combat their anxiety, rather than 
being overwhelmed and become avoidant of their experiences.  
This can be increasingly effective when individuals are aware of 
the mechanisms of their anxiety, which can be taught through 
CBT in psycho-education stages of treatment.  For example that 
that their chronic and state worry is associated with restricted 
responses that is associated with negative characteristics like 
reduced flexibility in attention and affective regulation that does 
not contribute to effective problem solving (Roemer et al, 2002).  
Also, once they have refocused on the present moment, problem-
solving components in CBT can aid individuals to control their 
anxiety further.  Therefore, it shows that components from both 
types of therapies are compatible and, in some ways, 
interdependent. 

Additionally, individuals with GAD often engage in 
experiential avoidance—the tendency to attempt to avoid one’s 
thoughts, feelings, bodily sensations—which accounts for many of 
the problems and behaviours associated with anxiety and other 
forms of psychopathology (Lee et al., 2010).  Roemer et al. 
(2002) noted that it is one of the mechanisms for which 
individuals with GAD worry.  Where CBT fails to address this 
aspect of GAD, acceptance-based therapies can encourage patients 
with GAD to accept these events without judgment and to 
understand that events are separate from the self.  For example, 
MBCT in particular explicitly teaches patients that emotions are 
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dependent on the situation and the interpretation of an event and, 
more importantly that, “thoughts are not facts”.  Mindfulness 
practice can be especially beneficial to intervene in automatic 
processes, therefore changing the feeling individuals experience.  
In addition, they may feel less threatened about the event and be 
less likely to avoid facing it.  Individuals with GAD can then take a 
step back and have more options to control their anxiety when it 
arises.  Thus, by including both CBT and mindfulness-based 
approaches, treatment is capable of covering a wider range of 
symptoms and issues than possible from one type of treatment. 

Similarly, including both CBT and mindfulness-based 
approaches would be more effective in treating issues like 
comorbidity.  It is found that individuals suffering from GAD 
often suffer from other psychopathologies like depression 
(Roemer et al, 2002).  Research on ABBT in Roemer et al (2008) 
found a significant decrease in the severity of anxiety and 
depressive symptoms.  Furthermore, Craigie et al (2008) also 
noted that mindfulness-based therapies like MBCT have been 
effective in preventing rate of depression relapse.  This may prove 
useful for therapists treating individuals with different needs.  
Since clients vary in severity and suffer more in certain aspects in 
GAD, after understanding the mechanisms behind components 
(i.e. self-monitoring, skills development, psychoeducation, 
mindfulness relaxation exercises, acceptance and nonjudgment of 
internal experiences, and valued action), it is possible for 
therapists to select specific ones and create a treatment plan to 
cater to individuals’ needs.  Thus, the integration provides more 
tools for therapists to use to treat individuals engaging in 
experiential avoidance or suffering from comorbid symptoms, 
especially since CBT does not address these issues effectively.  

In addition to treating experiential avoidance and 
comorbidity, the integration of mindfulness and acceptance-based 
therapies would effectively treat meta-worry.  Individuals with 
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GAD often experience worry over a wide variety of events, 
including their own worrying.   They experience this meta-worry 
because of their information-processing biases towards 
threatening information, and a tendency to overestimate risk.  
Mindfulness can theoretically address the biases through its 
emphasis on being open and aware of one’s surroundings.  It can 
allow the individual to perceive information they would not have 
perceived previously (e.g. information suggesting the catastrophic 
event is unlikely to occur).  Currently, CBT fails to address this 
characteristic of GAD; however, acceptance-based therapies have 
been found to be effective in treating this (Roemer et al., 2002), 
therefore revealing another strength in integrating the two types 
of treatment. 

Empirical evidence in recent years provides the most 
promising look into integrating mindfulness and acceptance-based 
practices together with traditional CBT is an effective means of 
treating GAD.  The development of ABBT and its empirical 
testing have found evidence for positive and long lasting effects in 
treating GAD (e.g. Roemer, Orsillo, & Salters-Pedneault, 2008; 
Hayes, Roemer, & Orsillo, 2013).  Furthermore, the 
methodological issues found in many other studies on mindfulness 
are less severe, thus providing greater validity.  Namely, they 
include the use of control groups and multiple scales of measuring 
severity of anxiety and other symptoms.  However, a weakness to 
these recent studies is that there is a lack of external validity to the 
findings.   Future studies should explore adaptations that will 
make ABBT more efficient for other settings – for example, as a 
workshop intervention or in primary care settings (Hayes, 
Roemer, & Orsillo, 2013).  Furthermore, no research has been 
done to investigate contextual and cultural factors thus far. 

In addition, mechanisms behind each component in 
mindfulness have yet to be fully investigated before therapists can 
cater the most effective treatments to their clients.  The aim of 
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Rapgay et al (2011) was to find which elements of mindfulness 
practice targeted which specific features of GAD symptoms.  
Further investigation could potentially lead to the creation of an 
optimal treatment for individuals using the most effective 
components for their issues.  This idea is supported by Wolitzky-
Taylor et al (2012) which found that CBT and ACT were both 
efficacious in treating GAD and noted that it is especially 
important to identify for whom each treatment may be the most 
efficacious.  This may be accomplished through more time point 
analyses in mindfulness and acceptance-based therapies, like ACT, 
MBCT, and DBT, to see whether the particular component 
precedes or predicts the wanted effects. 
 

Conclusion 
 
 In conclusion, only a limited number of studies have 
looked into integrating mindfulness and acceptance-based studies 
into traditional methods like CBT to treat GAD.  However, these 
preliminary studies have shown great promise in combining the 
two methods.  They have consistently found that individuals 
undergoing such treatment (ABBT) have achieved significantly 
reduced anxiety post-treatment and at 9-month follow-ups, and a 
greater recovery rate than most other studies.  Further 
investigation is required, but ABBT and integrated treatments are 
showing great potential in the treatment of generalized anxiety 
disorder.  Perhaps, it may become the new chosen method of 
treatment in the near future. 
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