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Introduction and Purpose

The goal of these materials is to provide mindfulness teachers with an additional
resource for teaching groups of Veterans. The comments, reflections and occasional
recommendations in this document were influenced and informed by the key voices in this
endeavor - the voices of Veterans themselves. Of note, although we sometimes refer to
Mindfulness-Based Stress Reduction (MBSR) in this document, (which is the 8-week
program used to teach mindfulness in our setting), our intention is to provide observations
and suggestions that more generally apply to teaching mindfulness to Veterans in a group
format. It is our hope that the quotes, reflections, observations, suggestions and
educational materials will prove helpful to others as they teach mindfulness to those whose
burden of suffering is often quite large — our nation’s Veterans.

As part of the process of developing this resource, we interviewed many Veterans
who had completed MBSR, as well as Veterans who were referred to MBSR but either
dropped out or declined to participate. We used qualitative research methodology to
understand their experience and identify themes that emerged that we hope will be
beneficial for other mindfulness teachers who currently work with Veterans or who plan to
do so in the future. We also include the reflections of teachers who have extensive
experience teaching mindfulness to Veterans, so that they could share examples of their
approach to teaching mindfulness when working with this population. Hence, this guide
reflects the combined perspectives of Veterans and mindfulness teachers who have a great
deal of experience working with Veterans. These reflections and examples range from
practical logistical considerations to suggested approaches to group dynamics to
observations about teaching specific mindfulness practices. Lastly, we have included
supplemental education materials on conditions commonly borne by Veterans - chronic
pain, PTSD, and depression, to help educate teachers about ways these clinical conditions
may be positively impacted by mindfulness. It is our hope that this resource will foster a
better understanding by mindfulness teachers of issues often faced by Veterans, which will
in turn help them to skillfully respond to their needs.
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Chapter 1: What are the Veterans Bringing with Them?

“I was a long time in the military training, and my
mind is very rigid, very tight... Memories of the
Afghanistan war, human relationship issues I'm
going through. I’m easily angry, pissed off... | was

“I have irritable bowel syndrome and that’s
created my stress, so.. my doctor uses the
Mindful-Stress reducing classes for a lot of his
patients and he’s seen some results in reducing the

trained as killing machine, so it’s easy to get pissed level of stress”

off without any delay or patience”

“My hope was if | could fix my sleep, manage my
pain and fatigue, that would maybe help with the
cognitive issues that | sometimes — well, not

sometimes — that | have.”

“I had problems dealing with the public and not
having anger problems.”

Reflections and observations:

Many Veterans bring a variety of chronic medical conditions as well as the
life stress associated with dealing with these conditions to their mindfulness
course. Some Veterans are dealing with the physiological symptoms of stress.
Chronic pain is a major issue for many Veterans. Others are looking for help
dealing with their PTSD from combat, sexual assault, or childhood trauma. They
may have difficulty regulating their emotions, such as anxiety or anger. Many
Veterans express a desire to find a way to deal with their anger, in some cases
knowing that failure to do so could lead them back to jail or to the end of their
marriage. Others live such isolated lives that the idea of being in a group is
overwhelming to them. In addition, some are struggling with social stress caused
by poverty, homelessness, and other such difficulties.

In our experience, the majority of Veterans who seek out MBSR are older
(in their forties, fifties, or sixties).
Many are Vietnam Veterans who
have lived with chronic problems
for decades, who may come to the
mindfulness group feeling as
though it is a last shot at gaining
some control over their lives.
These older Veterans also seem
prepared to work with an
acceptance-based' approach such

“Well | didn’t want to fly off the handle
at anyone because right now I’m pretty
edgy... How to control my emotions
better... How to deal with other things
that are coming up along with dealing
with what | am dealing with now.”

"To be clear, acceptance-based approaches do not advocate acquiescence, giving up, or resignation of any
kind. These interventions encourage acceptance of things that as they are, but do not assume that is how
things will always be. Acceptance empowers the person to skillfully choose how to respond to the reality of
their experience, rather than resisting it.




as mindfulness, having experienced firsthand the limitations of attempts to
suppress or avoid chronic symptoms, coupled with the realization that personal
growth and healing are often slow processes that require some effort. At our
facility we have had some younger Iraq or Afghanistan Veterans sign up for the
class.” Anecdotally, there is some concern that Iraq and Afghanistan Veterans may
drop out at a higher rate, similar to what has been shown for other interventions
for OIF/OEF Veterans.?

Overall, we have found it critical to remember that the Veterans in the
room are often extraordinarily strong and resilient. As an example, one of our past
students was a paraplegic who was in constant pain but nevertheless attended
every class. During the movement exercises, he would spend his time in sitting
meditation. Even with his significant physical limitation, he found that the class
helped him immensely and the other members of the group were moved and
inspired by his tenacity. Thus, we have found that regardless of the level of
physical ability, Veterans can take part in a mindfulness program. We have also
found that many Veterans come to the mindfulness group with very heavy mental
health burdens, including significant symptoms of depression and PTSD, and are
able to participate in and benefit from mindfulness.

Recommendations:

When teaching mindfulness to groups of Veterans, we suggest that instructors
have knowledge of the high prevalence of chronic pain, depression and PTSD among
Veterans, as well as a basic understanding of how mindfulness practice may influence
these conditions. The educational materials provided in this and subsequent chapters are
intended to allow mindfulness teachers to deepen their understanding of the burden of
iliness often borne by Veterans, and to provide supplementary educational materials on
chronic pain, depression and PTSD. It is our hope that a conceptual understanding of how
mindfulness may mitigate the suffering caused by these common conditions will allow
mindfulness teachers to better respond to the needs of group members.

When developing eligibility criteria for participation in a general mindfulness group
(i.e., a mindfulness group that is not focused on treating a specific diagnosis or condition),
we suggest a policy of broad inclusiveness. There is growing evidence that mindfulness
interventions provide benefit across multiple conditions and specialties, which includes
aspects of both physical and mental health. Because it is common for Veterans to present
with a wide range of overlapping physical and mental health concerns, mindfulness
programs with broad eligibility criteria are likely to be more attuned to the needs of

i However, for MBSR the question of adherence rates for OIF/OEF Veterans has received very little study,
which limits our ability to draw conclusions about the acceptability of MBSR for this population. Among the
Veterans we interviewed for this resource, few were from the OIF/OEF periods of service. This is an important
area for future study.
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Veterans who seek health care at VA facilities. We feel that a policy of broad inclusiveness
is a patient-centered approach, and consistent with the original model of MBSR.

Specifically, we suggest accepting all Veterans who have a desire to participate in a
mindfulness group after attending an orientation session (see chapter 22), and who do not
have one of the following exclusion criteria noted in the medical record:

e Current psychotic disorder

e Poorly controlled bipolar disorder with mania

e Borderline or antisocial personality disorder

e Substance use disorder or alcohol use that poses a safety concern or is associated
with an inability to keep appointments

e Suicide attempt or suicidal ideation with intent or plan, self-harm within the past
month, or psychiatric hospitalization within past month.

Although we recognize that learning mindfulness could potentially benefit Veterans with
some of these exclusion criteria, they are recommended because of concerns that some
conditions could disrupt the group process, or would require closer safety monitoring than
is possible in a large group setting.

For providers who refer patients to a mindfulness group, it is important to
remember that there is no need to convince your patient to enroll. We suggest simply
providing strong encouragement for the Veteran to attend an informational
session/orientation, so that he or she can decide whether participating in the group is a
good fit.

We recommend providing an orientation session for Veterans who either self-refer
or who are referred by a provider to a mindfulness group. We have found that an effective
orientation process is essential to help Veterans decide whether the program is right for
them. Our impression is that this also helps to reduce attrition rates by providing a pre-
screening mechanism to select Veterans who are more likely to attend the group; this
allows for more efficient use of resources. An orientation process assures that Veterans
who attend the first class session understand what the program entails, which minimizes
the potential for surprises that could lead to drop-outs. For suggestions about how to
conduct an orientation session, see Chapter 22.

Context:

Most Veterans who participate in mindfulness groups have overlapping chronic
physical and mental health conditions. Large numbers of returning war Veterans meet
criteria for at least one mental health condition, and a high proportion of Veterans who
receive care at VA facilities have chronic pain, as well as other chronic medical problems.




We have witnessed firsthand the high frequency of co-occurring physical and mental
health conditions among Veterans in our MBSR groups. In a study3 of 92 Veterans who
participated in MBSR groups at our facility, nearly three-quarters met symptom-based
criteria for PTSD at baseline and a third had a PTSD diagnosis in their medical record.
Furthermore, 59% had a depressive disorder, 17% had an anxiety disorder other than PTSD,
and 20% had a substance use disorder. Equal proportions of the group (8%) had a bipolar
disorder or ADD/ADHD. In addition to psychiatric problems, many participants also had
medical problems; 67% had a chronic pain condition and 45% had two or more pain
conditions. The next most prevalent medical conditions were gastrointestinal disorders
(40% of the participants), hypertension (26%), sleep disorders (24%), and diabetes (11%)
while 6% had asthma and 3% had chronic fatigue
syndrome. (For a summary of these findings, see the
figure on the next page.) These high rates of psychiatric
and medical problems in Veterans participating in MBSR

“My doctor, she brought it
up, ‘cause | was having a

lot of pain with my knees at the VA are important for future MBSR teachers to
and everything, and my bear in mind while working with this population.

back, so she told me to try

these classes.” I. Chronic Pain

Chronic physical pain conditions are very
common among Veterans, affecting up to half of
Veterans receiving VA health care.*® These physical pain syndromes commonly co-occur
with PTSD. In a national study of all Operation Iraqi Freedom (OIF) and Operation Enduring
Freedom (OEF) Veterans using VA outpatient care, Veterans with PTSD had more diagnosed
medical conditions than those without a mental health diagnosis.” Another national study of
OIF/OEF Veterans enrolled in VA care found an overlapping “triad” of pain, PTSD, and
depression.6 Among OIF/OEF Veterans receiving VA polytrauma care in one study, 42%
were simultaneously diagnosed with PTSD, chronic pain, and persistent postconcussive
symptoms.®

One possible explanation is that PTSD may
influence pain symptoms through depression and
anxiety sensitivity.9 The combination of overlapping
“I' was hoping it would stop physical and mental health conditions can present
the nightmares. Also to give significant difficulties for Veterans seeking to regain
me peace of mind. | got a .
sleeping disorder and | take a sense of health and wellbeing. Many Veterans
all types of pain pills.” seek out a mindfulness program as a means of
working with these conditions, and accumulating
evidence indicates that mindfulness is in fact an
intervention that provides benefit across multiple
domains of health. Increasing evidence suggests that as many as half of Veterans seen in
VA primary care settings report using integrative medicine modalities to address a variety of
issues'® and that many do so to limit their use of medications and to ensure that their social
and spiritual needs are addressed.'* For more information on the phenomenon of chronic




pain and how mindfulness may be helpful to Veterans struggling with it, the reader is
referred to Chapter 14.

Figure 1. Prevalence of medical and psychiatric conditions (as assessed by review of the
medical record) among 92 Veterans who participated in MBSR at a large urban VA hospital®

Frequency of medical/psychiatric conditions among MBSR participants (N=92) at a large
VA Hospital
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Il. Posttraumatic Stress Disorder (PTSD)

A large study of returning OIF/OEF Veterans showed
that 25% promptly received a mental health diagnosis
when they accessed VA health care, and that more

“..something to help me make
proper decisions when I'm
dealing with a stressful situation

than half of those who received a mental health
diagnosis were diagnosed with two or more distinct
mental health conditions.’? In the aforementioned
study, PTSD was the most common mental health
diagnosis code, affecting 13% of Veterans. This is
similar to the findings of other studies, estimated
conservatively as PTSD rates of 10% for Gulf War |

and when the depression kicks
in, to make just smarter choices
rather than picking up the bottle
again, because that’s been my
escape in the past and obviously
it doesn’t work.”

Veterans® and 8.5% of female and 15.2% of male




Vietnam Veterans.'* PTSD prevalence rates vary widely depending on the criteria used,®
with other studies estimating the rates of PTSD among OIF/OEF Veterans to be as high as
20% to 30%.'%%° PTSD frequently occurs with other mental health disorders, in particular
depression. For instance, a 20-year study of Gulf War Veterans found that PTSD was more
likely to occur in conjunction with depression and anxiety, than alone.?! For more
information on PTSD and how MBSR may be helpful in addressing it, please refer to Chapter
15.

lll. Depression

Depression is common among Veterans — up to 15% of Veterans meet full criteria for
depression and as many as a third of Veterans have clinically significant depressive
symptoms.”? Beyond the painful nature of the disorder itself, depression is associated with
disability, reduced functioning, lower quality of life, and higher risk of co-occurring pain,
anxiety, and substance-use disorders.”? Thus the burden of depression goes far beyond
“depressed mood.” It also places Veterans at higher risk of suicide.’? Given the complex
nature of depression, holistic approaches may be uniquely suited to address certain aspects
of the disorder. There is promising evidence for the use of mindfulness-based interventions
for preventing depressive relapse among patients who have a history of depression,? %*
although there is limited evidence for the use of mindfulness-based interventions for active
depression; more research is needed in this area.”” For more information on depression and
how mindfulness plays a role, see Chapter 16.

Suggestions for further reading:

Department of Veterans Affairs & Department of Defense. (2010). VA/DoD clinical
practice guidelines for management of opioid therapy for chronic pain.
http://www.healthquality.va.gov/guidelines/Pain/cot/COT 312 Full-er.pdf

Department of Veterans Affairs & Department of Defense. (2009). VA/DoD clinical
practice guidelines for management of major depressive disorder (MDD).
http://www.healthquality.va.gov/guidelines/MH/mdd/MDDFULL053013.pdf

Department of Veterans Affairs & Department of Defense. (2010). VA/DoD clinical
practice guidelines for management of post-traumatic stress.
http://www.healthquality.va.gov/guidelines/MH/ptsd/cpg PTSD-FULL-201011612.pdf
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Chapter 2: Why Mindfulness?

“I think ultimately | was looking to gain some
insight and peace on the suffering that | endure
from PTSD. | mean ultimately that was the goal.
I've been moderately successful managing pain
through meditation on my own so | hoped maybe
to get a better tool to do that with. But really the
primary reason for going was because PTSD...the
feeling of remorse, kind of depression, sadness...

“I wanted to learn more about meditation... I'm
trying to meditate, do yoga, anything to relax or
help the depression out, so that’s what | really
want to do.”

“I think just through the group process, being able
to be less timid in terms of social interaction. You
just get to share more of yourself, be vulnerable

guilt, that’s the key word. Guilt. And just kind of a
purposeless existence, really, from somebody that
was pretty motivated before.”

and all that kind of stuff.”

Reflections and observations:

In our experience, Veterans seek out a mindfulness program for numerous
reasons. Some come to class desperate to get off their medications or at least
minimize the number of medications they take. Some want an alternative to
medications because they are concerned about side-effects or becoming addicted.
Others are interested in mind-body approaches because they understand the link
between their stress and pain. They may have never tried meditation before and are
open to anything that can help them, or they may have pursued integrative medicine
approaches in the past and found them beneficial. Most Veterans continue to pursue
other treatment modalities (e.g., medication management, psychotherapy) while
they take part in the mindfulness group and see the course as a complement to their
other treatments. In addition, some Veterans may be looking for help with social
isolation and desire a group format. Some wish to learn to deal with problems more
independently. Others seek insight about their suffering related to PTSD. Importantly,
many Veterans come to the mindfulness group
with the sense that they have tried everything
else, and as a result, they are remarkably open
to trying this program. They tend to be willing
to jump in with both feet, although we witness
and invite a healthy amount of skepticism.

Many Veterans articulate their reasons
for participating in the mindfulness group when
they initially enter the program; others are less
clear about their motivation for participating at
the outset but become more clear over time. Of

“I was curious about the
mind’s stressing, because I'm
seeing a psychiatrist for
depression, so | was kind of
interested, it was kind of in
my mind, trying to help
myself out.”

11




note, it is not uncommon for Veterans to share with our teachers at some point in

the class that they feel that the mindfulness group is one of the most helpful
programs they have encountered at the VA, or indeed anywhere.

Recommendations:

Frame participation in a mindfulness group as a complement to, rather than
replacement of, usual care. In our setting, when introducing mindfulness in the first
session, as well as in the orientation session, we emphasize that mindfulness practice
should not necessarily be viewed as a substitute for usual care; we encourage participants
to discuss how mindfulness practice fits in with their overall treatment plan with their
health care providers.

Ask Veterans to articulate the real reasons behind their enrollment. In the first
class, some teachers lead a guided meditation that asks Veterans to inquire about why they
came to the class, and then to reflect more deeply as to why they really came. This can be a
deep and insightful process. It is fascinating to hear the reasons people give in the first class
as to why they are there, and then at the end of the class series when they share what they
learned from the program.

Context:

Recently, the VA has begun to emphasize a shift toward patient-centered,
integrative treatment approaches that include an emphasis on self-care in addition to
professional care.”® %’ This framework can be schematically depicted as the ‘Components of
Health and Well-Being,” which center around the patient’s mindful awareness (see Figure 2
below).! The perspective of such patient-centered approaches is that many individuals
prefer — and benefit from - integrative treatments that
attempt to address the whole person, rather than
focusing entirely on symptoms of a specific disorder or

“I said okay, I'll try that

illness. Mindfulness is taught from a whole-person because any time | have pain,

perspective, and the VA has placed mindful awareness I'd rather try something

at the center of its working definition of health and without drugs...so this was a
wellbeing. better way to do it.”

“My pain is way out of

Studies show that Veterans are very receptive control. No | don’t take pain

to Integrative Medicine / Complementary and meds, | refuse to. | very

Alternative Medicine (CAM) approaches to the seldom  take that  stuff

because it’s just not good for

management of chronic conditions such as pain and ;
your body.

PTSD. A large study of Veterans with chronic pain
found that 82% had used at least one CAM modality in
the past, and nearly all (99%) were open to trying CAM

12




for pain.28 A survey of VA PTSD treatment programs found that 96% reported using at least
one CAM modality, demonstrating the widespread use of CAM in the VA for PTSD.? Many
Veterans turn to CAM modalities because they address their whole person, rather than just
their illness.*! In particular, they report dissatisfaction with the reliance of conventional care
on prescription medications and the lack of a holistic, integrative perspective.11 Mindfulness
interventions would typically be classified as integrative medicine or CAM interventions.

Figure 2. Components of Health & Well-Being®
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Chapter 3: Building a Container of Trust - Guidelines for Participation

“I think in the very beginning, um, just letting
people know: if you can only do it for a minute, do
it for one minute. Because when you first come in,
there’s the expectation of, ‘This is what we want
you to do.” When you really read the expectations,
it’s like an hour, here and there. It’s kind of like
that concept | had to learn about exercise: 30
minutes a day. Well, | can’t do 30 minutes a day all
at one time, so learning that I could break it down
in five-minute increments and work my way up;
i.e., ‘Hey, if you can only do five minutes for the
whole day, at least it’s five minutes.” Which is
better than not doing it. Maybe saying, ‘This is the
end goal; but the reality is, we know this is a
change, and we know it’s hard to implement these
things. So, just dedicate at least five minutes every
day to starting to do these practices.” And | think
that would help people that are kind of anal about
doing everything they’re supposed to do when
they read the directions, and give them that kind
of ‘Phew, okay.’

Reflections and Observations:

“And for the instructors that is something to look
into - to not allow people to come who are
chronically late to classes and be disruptive. And as
a matter of fact, I left that day, and | said ‘Oh, no’
when | felt the anger coming. | recognized it, | said
‘No, I’'m not going to stay here and give away all of
this stuff | have learned over these last 8 sessions,’
I had never seen that lady and the man before, the
two late people. | think that is something that
basically shouldn’t have happened.”

“The other thing about meditation and yoga... is
that you are helping yourself. Okay so whereas
therapy you have somebody there who is guiding
you and trying to help you and you’re trying to tell
your story help others, in this environment with
meditation and yoga, you’re helping yourself. So
he explained at the very beginning how we are not
here to give each other advice....”

When establishing a mindfulness group, it is important that group
members feel there is enough openness to allow their voice and other voices to
be heard, and to feel that their questions, comments and observations are held
by the group in a way that is supportive and non-judmental. At the same time,
there also needs to be enough structure to keep individuals or the group from
going off topic, or from shifting into a mode of advice-giving or fixing. In this and
the following sections, we attempt to share examples and approaches that help
to establish the group as a container of trust — as well as quotes from Veterans
who describe times when the group went off track. It is our hope that these
examples will prove helpful to teachers of groups of Veterans.

As described below, a careful review of the guidelines for participation
(listed below) in the first class session helps to set up expectations for the group
related to attendance, participation, sharing and confidentiality, and interacting
with other group members.
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The Rules of Engagement. Perhaps a shorter, pithier version of the approach to
building a container of tust are expressed in a saying used by one of our MBSR
teachers. As originally described by Parker Palmer, the Rules of Engagement can be
distilled as:

“No Fixing,
No Advising,
No Saving,
No Setting Anybody Straight.”

Recommendations:

Late arrivals to class. When introducing the Guidelines for Participation,
we suggest that if people must be late (due to other obligations, or unforeseen
circumstances such as travel), that they as quietly and unobtrusively as possible enter the
group. During the course of MBSR, we sometimes suggest to people that when others
arrive late, this provides an opportunity to bring awareness to their own reaction patterns.
Do they experience judgment? Curiosity? Compassion? What arises? In this way we
attempt to weave the inevitability of some people arriving late into the theme of the
classes.

Class attendance. In order to promote accountability, when Veterans know that they
will miss a week, we ask that they mark this beforehand on the attendance sheet as an
‘informed absence; I.LA.” We advise teachers to reinforce the expectation (also outlined
during orientation) that the more one puts into the class, the more one will get out of it. In
particular, we encourage participants to make the first class which lays the groundwork for
the series, and advise people who have to miss classes (especially the first two) to consider
passing on this series and signing up at another time.

When discussing homework, we recommend that teachers frame the reading in Full
Catastrophe Living as supplemental and optional, whereas doing the meditation practices
is the primary homework. Although we acknowledge that reading about mindfulness is
often helpful, we have found that for many people it takes a significant amount of time to
complete the recommended reading. For this reason, we frame the book as an additional
resource, which they can continue to utilize weeks or months after finishing the program.
In addition, for Veterans with specific clinical issues, such as chronic pain, we often suggest
that they read the pertinent book chapters in Full Catastrophe Living.

" The guidelines for participation provided in these materials were adapted from guidelines originally provided
by the Osher Center for Integrative Medicine, University of California, San Francisco and the Center for
Mindfulness in Medicine, Health Care, and Society, University of Massachusetts Medical School
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Guidelines for Participation

Please be on time. We will cover a lot in our time together and you may miss something
important to you if you are late. On the other hand, if you cannot avoid being late, please be
sure to come in quietly anyway. It is better to be late than miss a session.

Do the homework. Set aside 30-45 min each day for your formal practice, even if it means
30-45 min less sleep. Many people find that 45 min of meditation can result in benefits that
go beyond those derived from sleep.

Maintain confidentiality. Keep what is discussed by others in the group absolutely
confidential. You are free to discuss your own experience with others outside of class.

Be supportive, but do not try to fix others. The greatest support for this practice is a safe
environment. We support each other by simply listening and not offering advice nor trying to
solve each other’s problems. The most transformative learning happens when we each arrive
at our own realizations in our own time. We will try to create an environment where each
person can begin to see beyond all the “shoulds and should-nots” to what is actually true for
them in each moment.

Focus on the present moment, not past or future experiences. Use “I” language to talk
about what is going on in your body and mind and remain present-centered. For instance, “I
notice thoughts of leaving class because of the tightness in my chest right now;” “I feel like |
can’t breathe.” We will refrain from storytelling, or getting too far into the past and future
(such as “I hope my leg pain doesn’t get worse” or “when | was young, | had a leg injury that
was worse than this”). Instead, consider what you are experiencing here-and-now: e.g., “right
now, | notice tingling and burning in my legs.” The most important aspect of this class is your
experience in this moment.

Communicate your concerns. Please let the teacher know if you are having any difficulties.
You may do so in the group or speak privately with the teacher. Time to talk before or after
class, or on the telephone will be available.

Be respectful of the group process. If you will be absent or must leave early from a class,
please notify the instructor or program coordinator beforehand.

Plan to turn off your cell phone during class. Since this class is about establishing and
sustaining attentional focus, cellphones, texting, and email can be very disruptive,
especially during periods of guided mindfulness practices. You are invited to see this
class as your own personal time, a kind of mini-retreat within your day. Please make
sure that you have made any essential calls, texts, or emails before class has begun.

Do not bring visitors. No one is to bring spouses or friends to any of the classes who
has not been enrolled in the class from the beginning.
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Some examples used by mindfulness teachers to illustrate these points:

Use the analogy of going to the gym because we have decided we want to be
stronger. “If we wanted to gain physical strength, we wouldn’t expect that working out
would produce this change in two or three weeks; it would naturally take much longer for
us to gain strength. In this way, attending the mindfulness group is similar to going to the
gym. In order to build any kind of strength or capacity, it will take some time — at least
several weeks.” In this way, we advise participants to let go of short-term expectations and
commit to at least eight weeks of practice before checking in on their progress.

Suggest to participants that they consider the mindfulness group as “basic training”
for their minds, bodies, and emotions. “The extent to which you commit to the training,
putting forward your best effort, is the extent to which you will find benefit from the
course. You have all been through basic training in the military. Now we have the
opportunity for basic training that can heal and bring peace.”

Invite participants to think of this class as a laboratory for their minds and bodies.
“We will experiment with mindfulness and our basic experience. Nothing that happens in
this lab is wrong or a mistake. It adds to our knowledge and understanding of ourselves and
the world around us. Let’s see what happens in our daily lives and relationships when we
become more mindful.”

It may help to explain to participants that when people come and go a lot in the series,
it is difficult for the group to maintain cohesion and for the instructor to maintain a solid
container of trust, safety, and flow. For instance, one of our teachers once had a
participant who had so many appointments booked on the same day that the only time he
could eat lunch was during the mindfulness group. The first couple of classes he was
crunching on chips during meditation. From the negative response of his fellow classmates
and a conversation with him, he came to realize he just was packing too many things into
his schedule and he should take it at another time.

Balancing guidelines with acceptance that people are doing their best. At the same
time, even as teachers encourage people to be on time, set aside time each day, and set up
a schedule to allow for their best success, they should also remember to set it up to “do the
best they can.” In our society, there is an epidemic of people feeling like they are not doing
enough and they are not good enough. So while teachers need to encourage people that
there is a certain amount of discipline needed within the class structure, they should also
model and teach loving-kindness when talking about doing one’s best and not beating
oneself up if one doesn’t do what the book says.
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Chapter 4: Motivation, Support, Learning Opportunities

“It is helpful to have other people that you know
are in the same boat as you; you know they’re
struggling and they made it to class and they’re
doing the work, even though it’s not easy. So it
makes it easier to be there and do it, because
you’ve got the support.”

“.. one particular conversation that happened
when one of the gentlemen in the class constantly
complained about his back and his pain,
constantly, constantly. | got really irritated with his
constant complaining. Then all of a sudden, it just
dawned on me that that’s how | sound to my wife!
I actually told the group, because of the
gentleman’s continuing conversation about his
pain, it made me relook,- it made me look at how |
come across and how | communicate my issues of
pain around my family. | made a conscious
decision, and the group actually applauded it, |
made a conscious decision that | was going to be
careful about what I say around my wife because it
affects her.”

Reflections and observations:

“In the last two weeks, I've talked to almost half
my class because they knew | was in the hospital.
They just came out of the woodwork when they
found out | was in the hospital, they're
everywhere, so | thank God that they are still there
for me. Everybody's like, “You can do it Mike, come
on,” everybody knows.”

“It was actually wonderful to sit there and share
parts of myself with people and to have them
share themselves with me and have people share
things that | understood; you know, that made me
feel like 1 wasn’t crazy, that | wasn't alone, that |
was being understood out there with the way |
was feeling. It made it a lot easier for me to relax
and to let my guard down, which if you have ever
tried to speak to people and say something about
yourself, it's very hard to talk about yourself. You
don't really want to open up and say the truth
about yourself. It got to be very, very easy to open
up and tell the truth about yourself. It was a
wonderful experience.”

Although the group format can present numerous challenges (see chapters 5-
9), it also affords opportunities for growth. Many Veterans find that the group
provides motivation and support to practice, both inside and outside the classroom.
For example, the group often fosters a sense of accountability to complete the
homework despite difficulties. In addition, in the group format Veterans are
encouraged to notice their own reaction patterns while listening to others, which
can lead to insight, growth, and change. Sharing in the group can also be therapeutic
for many Veterans, especially in the presence of individuals who are similarly dealing
with physical and/or emotional pain. Relating to others in the group on the basis of
a shared struggle can help support practice. Some Veterans are surprised at the level
of openness of other group members, and
enjoy the chance to share their views as well as
learn from one another’s experiences. The “At that level of feeling each
group becomes more unified and cohesive over other's pain and hearing
the course of the eight weeks, as members
form bonds with one another and the teacher
and engage more fully with the practices.

yourself and being seen,
healing happens.”




Recommendations:

Invite participants to view their reactions to others as learning opportunities.
The unique challenges of working in a group can also be keys to growth when worked with.
For instance, rather than becoming lost in judgments about others, or pushing away feelings
of annoyance or irritation, encourage participants to turn their awareness to these internal
experiences as objective, passing events worthy of interest and understanding. It may also
be useful to ask participants to note if they experience
similar reactions to people when they are outside of
class. If so, why not use the experience in MBSR as an
opportunity to work with these reaction patterns?

“I think | made more of a
conscious effort to do it and

The teacher can facilitate this process by modelling
interest and curiosity about these reaction patterns,
e.g. “How great it is that you are noticing that

get it done because | knew |
had not only an obligation to
myself, but to my classmates

and to the instructors, of
doing the workbook, doing
the meditations, to stay
involved and engaged in that.
It was a little bit more
purposeful.”

annoyance is coming up for you. Are you able to stay
with this and be curious about it?” In this way, each is
experience is framed as an opportunity to work with
reactive or resistant habit patterns. If the teacher is
able to model this during interactions with one or two
participants, it can provide an example that is useful to
others in the group.

Remind participants that learning mindfulness may paradoxically increase their
stress initially. We like to use the Jon Kabat-Zinn quote from Full Catastrophe Living, “..it
can be stressful to take the Stress Reduction program (page 2).r30 Participants may enter
the class expecting their stress to go down right away. In fact, this is not the case; MBSR
asks participants to notice whatever arises during class sessions and homework practice —
including painful sensations, thoughts, and emotions. In this way they are asked to greet
with friendliness and nonjudgmental attention what they usually react to and resist.
Reminding participants that MBSR may be challenging in a number of ways — from getting
to the class, to finding time to practice, to listening to other group members — can help
them re-adjust their expectations and prepare them for the challenges and opportunities
ahead. This is especially important because among Veterans, we have found that dealing
with difficult group dynamics can be particularly stressful; this may actually increase their
stress in the short-term.
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Chapter 5: Over-Sharing and Maintaining Control

“[Our instructor] was very welcoming, very
open...she is very good about maintaining the
length of the class and keeping everyone focused
and on topic without going off on a rabbit trail too
much. Very helpful...leading the class discussions,
being respectful of everyone’s opinions, and
setting a good tone for the overall class.”

Reflections and observations:

Veterans appreciate the chance to share their experiences about the
practices and learn from one another’s perspectives; indeed, this can be healing.

But they regard this kind of sharing as fundamentally different from the
discussion being sidetracked and dominated by a few group members. Many are
bothered when particular group members share if it steers the conversation to
issues they consider off-topic or inappropriate for a mindfulness group.

Recommendations:

“I come to my meditation and mindfulness
instruction through a Buddhist background and
I’'ve seen their instructors be very good at holding
people accountable. They start going off and it’s,
‘Hey, come back.” And so what | kind of noticed is,
there was a deference allowed by the instructor to
the experience of the vet that was in the class.
Which was nice, you know; it’s nice to hear ‘Thank
you for your service.” Great. But there also needs
to be an accountability, and | think a vet may be
more comfortable holding other vets accountable
and getting them back on task and dealing with
the blustery-ness of people who have been in
charge of other people their entire life.”

The challenges of the group format underscore the need for teachers to be mindful
about guiding and balancing group discussions with Veterans. Holding the group
accountable is encouraged and providing clear structure is helpful in this regard.
Additionally, having some knowledge of Veteran culture can enable facilitators to foster the
needed accountability and structure. The following are a few recommendations for

maintaining control of the group:
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In session one, describe
how this group differs from other
groups Veterans might have
taken part in in the past. The
way that we approach this is to
acknowledge that the format of
many groups is to discuss and
process what has happened to
them up to this point in their
lives, that this is often valuable,
and this is not the purpose of this
group. Instead the format of

“There was a Vietnam vet who had taken the class two
or three times. And had a self-described power control
problem. He had to be in control. He had to tell people
what to do. And he gave a disclaimer that, obviously
this is something he’s working on, and his disclaimer at
the beginning of group, ‘I do this, | apologize,” and then
he continued to do it. And the disclaimer’s great, it’s
great you understand, it doesn’t make it okay. And |
think somebody who’d have been more comfortable in
that role would have been able to say that.”

MBSR discussions is to discuss

their experiences while practicing mindfulness. To
make the point more strongly, some instructors clearly
state that “this not group psychotherapy, nor a support
group (though people are generally supportive of one
another) — it is a mental training, and everyone is
training together.”

Explicitly describing the approach taken in a
mindfulness group and contrast it to other support-
oriented groups seems to help keep the group on
track. Framing this at the outset of the course — i.e,,
that this isn’t a class about sharing our life stories but
instead is focused on working in the here and now —
may come as a surprise and possibly a relief to some

people. It can help establish a “container” where participants understand that while they
may hear some of other’s stories, they don’t have to take them on because this work is

“[The instructor] was open,
she was informative. She was
really patient and able to
steer people if they started to
go off on their own little
tangent, able to let them feel
comfortable saying what they
needed to, but at the same
time, not take over class. |
think the balance was really
great.”

“I think she was very good as
far as commanding the
room. She was a central
portion of it. Like | said, her
voice is absolutely wonderful,
so she did a wonderful job of
directing the class. She was

great.”

these guidelines.

based on the premise that we all have the capacity
and wisdom to work with the issues in our lives and
we are here together to discover those strengths and
abilities within ourselves.

Lay out the Guidelines for Group Participation. In the
first class session, we review the guidelines for
participation (see Chapter 3). We ask all participants
to abide by these guidelines, which include ‘Do Not Try
to Fix Others.” It is helpful to emphasize this point in
the first session, and to point out that this means no
giving of advice. If at times later in MBSR this seems
to occur, it may be helpful to remind participants of

This can be a simple ‘let’s make sure not to fix others’ or could include
recognition that ‘the advice seems to be coming from care and concern AND each person




will benefit from finding their own path in
their own time so it’s best to avoid giving
one another advice.’

Utilize skillful redirecting when
necessary. The instructor needs to have
techniques at hand to cut people off in a
dignified manner if it seems appropriate, to
politely redirect and use skillful inquiry.
Simple phrases of bringing people back, if
they become tangential, might include
interjections or questions by the instructor
such as, “Can you bring it back to the
exercise we're discussing?”, “l need to ask
you to come back to the topic at hand”, or
“l need to ask you to pause.” Don’t be afraid
to be direct. We have heard repeatedly
from Veterans that they appreciate
directness and clarity from the instructor.

Interrupt when needed: At the
beginning of class, it is helpful to tell the

“Apparently these Veterans have nothing
better to do and want to talk about
Vietnam. | left the military 20 years ago, |
was in Desert Storm, | left Desert Storm
behind, | do not care to listen to stories
about Vietnam while I’'m in a meditation
class. It was literally ridiculous and a
complete waste of time. He [instructor]
couldn’t control it. ... So that’s why | quit...
I’'m not there to get over the military, I'm
over there to get over my back pain...
You’ve got some hard core Veterans in
there. You’ve got to be a very strong
instructor to say, ‘Listen, this is what we
do: bottom line, we need to stop..’... if
there was a stronger able- minded person
to say ‘OK, let’s move on now,” whereas
he just was not able to do that at all.”

group that there may be times when the instructor will need to interrupt the conversation.
For example, if people are “in their story,” the instructor may invite them to become more
present with their bodies and what they are experiencing in the moment. Or, due to time
constraints and an effort to adhere to the curriculum, the instructor may need to stop a
conversation and move on. Saying this at the outset helps mitigate hurt feelings later on.

Frame participation in the group as an opportunity to practice mindful listening.
Invite participants to engage in the practice of active listening as a form of mindfulness
meditation. Instructors may prompt participants to notice what comes up for them as they

“He had a calming demeanor and was
very good at explaining things and helping
people understand and acknowledging
people that asked questions that would be
covered later on. He would say, “You’ve
raised a really good point and | don’t want
to address that right now, simply because
we are going to be talking about it in the
next session, and this session builds onto
the next. - which was a fair statement.”

listen; i.e., are they really listening, are they
in their own thoughts, what are they
feeling about what’s being said, what
thoughts and emotions are coming up, etc..

Suggest doing the opposite of your
usual tendency to share or remain silent.
If a participant knows that he or she tends
to speak more often and easily jump in, we
invite him or her to notice that impulse and
instead experiment with not speaking and
see what comes up. When some group
members dominate the class discussions, it
may be helpful to introduce the next
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discussion section with the suggestion to “take this opportunity to do the opposite of your
usual habit. If it is your natural tendency to talk and share, then perhaps this would be an
opportunity to sit with that impulse and instead cultivate listening to others. If it is your
tendency to be quiet and not to talk, then perhaps you can take this opportunity to speak.”
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Chapter 6: Anxiety about Sharing

“It was really cool to see three students that
usually don’t talk actually speak up. And they
shared some really great insights, and | know it’s a
non-judging, and it wasn’t a judgment, it was a
validation, an affirmation — ‘Don’t be quiet; you’ve
got stuff to share.” And | noticed that after that,
those people (except one) started to speak up —

“I think some of them are so angry and/or anxious
that they weren’t really listening or tying in where
| felt like | was willing to tie right in... | was willing
to do it. And | think some of the other participants
were not so much. One man, one woman
particularly, maybe a couple of the women that

they started to speak up more. It wasn’t by any
stretch of the imagination a lot, but for them it
was more. So that was really cool because it
showed that they were using their practice and
they were also starting to come out of their shell a
little bit. Or feel more comfortable talking about
their experiences. Because they realized that their
experiences could benefit others.”

were uncomfortable then.”

“There’s a lot of anxiety in those rooms.”

Reflections and observations:

Sharing in a group can be an anxiety-provoking experience. For some

Veterans, this anxiety subsides over the course of the group. For others, it remains
a challenge, motivating them to stay very quiet even though they are experiencing
difficulties. In general, Veterans seem to appreciate the chance to share their
experiences with meditation and hear others share.

Recommendations:

Invite participants that do not share frequently, to try to share more. Instructors
can invite people who aren’t comfortable speaking to notice this tendency and maybe work
with getting out of their comfort zones in the safety of
this group. It is helpful to frame the group sharing
process by saying that because of our familial or cultural
backgrounds it might be more or less easy to share, but
in this group what you have to say is valuable and you
never have to speak if you don’t want to - but there is a
space for you to be heard.

“If there was any other
challenging part, it was we
went around the room and
actually had to talk. That is a
challenge to me. I’'m always
concerned on what I’'m going
to say and how I’'m going to
Remind participants that every voice is come across...”
valuable. Often, people come to mindfulness groups
with either great ease or great difficulty openly sharing

in a group, and it helps to frame the class by
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acknowledging that, because of our life history, sometimes we might feel that what we
have to say is not valuable. It may help to tell people that in this class, everyone’s voices and
experiences are valued and there is a place here for them to be heard. This often is met
with almost a sigh of relief.

Some instructors encourage participants to share by first giving permission not to
speak, then inviting them to speak — for example “the only thing you really have to do is to
do the mindfulness practices in your life...but it might enhance your experience a lot if you
do speak up sometimes and share what you are learning or what you are having trouble
with.”

Use “Microphone Practice”: Given that in most p .
There were some people in

groups there are those who like to speak and those who there with really bad issues
don’t, one way of encouraging participation by all group that were staying quiet while
members is to suggest that they use the “sharing time” all this other talking was

as an opportunity to do “microphone practice” — if they going on.”

are the kind of person who likes to talk, to watch that

need and see what it would feel like to hold back. What

do they notice? Conversely, with people who don’t

easily speak in groups, it may help to frame this as an opportunity to practice taking risks
and to “take their place.” This practice often creates even more safety for those more
reticent to share, to share.
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Chapter 7: Women-Only Groups

“The level of estrogen and male hormones were
balanced, and so it’s like an AA meeting; it's a
better balance, it’s more real.” (from a female who
completed MBSR)

“I do feel that a women’s group is something that
should be offered. Um, just because the whole
point is to reduce stress and pain and whatnot,
putting women that have military sexual trauma
and other types of things, | definitely see how that
might feel very unsafe to them, because you’re
closing your eyes — you’re vulnerable during that
time.” (from a female who completed MBSR)

Reflections and observations:

Some female Veterans feel strongly that a women’s-only group should be
offered. They find it difficult to open up and feel comfortable in a room with males,
especially if they have experienced military sexual trauma. Participation in a
mindfulness group invites vulnerability, and while some discomfort is natural and
encouraged, there is a point at which it is too difficult to practice. Discomfort with

males in the room has prompted some female
Veterans with PTSD to drop out of MBSR. Of
note, this represent a conflict with mixed-
gender groups, not with mindfulness practice
itself. However, this sentiment is not universal;
some women do not have an issue participating
in a group with men. In addition, male Veterans
express that they appreciate the female
perspective in group discussions.

However, some female veterans with
histories of MST may use the experience of a
mixed group to help them heal from a fear of
men. The following story comes from one of
our MBSR instructors, about a female
participant with MST:

“From the begininning of class she was able to tell the group about her assault. Over
the course of the class, she asked if she could sit close to me and be close to me
when we did mindful movement, especially lying on the floor. | would check in with
her at the end of every class. In this way she was fully supported and by the end of

“I am more of a female-to-female... if a bunch of us
are coming from the Women's Trauma Center,
why can't we create one inside the Women's
Trauma Center rather than outside? | noticed
when | was female to female, it was a lot easier for
me to deal with my rapes because that's where |
was able to deal with my rapes better.” (from a
female who completed MBSR)

“I went to a group physical
therapy at the swimming pool
and men actually touching
me. | can’t do that. I'm not
there for people to touch. I'm
there to get better. That’s the
end of all my group classes, |
will not take another group
class. Sorry, | can’t do it.”
(from a female who declined
to participate in MBSR)




the class some men in the class expressed appreciation for her being there and she

actually thanked them for being there to support her healing process.”

Recommendations:

When mixed gender groups are offered, make it clear in the orientation process
that there will be both men and women in the group. In this way, women Veterans can
make an informed decision about whether they are ready to participate in a MBSR group

with men.

“I knew about one guy and When possible, we also recommend offering

some things that he had
done, was doing, and two
people | just didn't feel safe
with in there... because | had
such issues with certain
people and one of them
couldn't sit still, | would turn
around and he kept staring at
me, | was not comfortable.

women-only mindfulness groups to better serve the
needs of women Veterans. Although women with
histories of interpersonal trauma might benefit from
participation in a mixed gender group (which would
provide opportunities to approach their discomfort,
fear, or anxiety with mindful awareness), this should
be pursued only if they are open to it and feel
prepared to take this step. It is not necessary for

So | was like, okay, it was
hard for me.” (from a female
who dropped out of MBSR)

patients to confront their most difficult sources of
stress at the outset. We think that offering
mindfulness in a women-only format could eliminate
this potential deal-breaking barrier without loss of
essential growth opportunities.

For women-only mindfulness groups, we recommend female instructors.
Context:

Military sexual trauma (MST) occurs at alarming
rates — as many as 20% - 40% of women Veterans
report MST, as do 1% - 5% of male Veterans.?>® The
Department of Veterans Affairs defines military sexual
trauma as sexual assault or harassment that occurs
during military service; this includes any sexual activity
which a service member is pressured or forced into
against his or her will. MST is a potent risk factor for they come up with better
developing PTSD — women Veterans with MST have things than men, so it was
higher rates of PTSD than those with trauma histories great to participate with
other than sexual assault.?"** Indeed, one study found
that women Veterans with MST were nine times more
likely to have PTSD than those without MST histories.>’
In addition, MST places women Veterans at higher risk

“I really like the co-ed type of
thing because you get the
point of view from a woman's
eyes and a point of view from
the man's eyes. To me,
women are more sensitive so

women.” (from a male who
completed MBSR)
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of depression, substance use disorders, and poorer health status, including chronic health
problems, pain, and reduced quality of life.>* ** *® Combined with the fact that the number
of women Veterans is steadily growing, these figures highlight the fact that women
Veterans’ unique needs must be taken into account in healthcare interventions and VA
settings.39 Although some women with MST and PTSD are willing to participate in mixed
gender MBSR groups, some women Veterans with a history of MST and/or PTSD do not
wish to participate in a group with males.

Suggestions for further reading:

Department of Veterans Affairs. (2014). Military sexual trauma.
http://www.mentalhealth.va.gov/msthome.asp
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Chapter 8: Observations on How Veterans Relate to One Another

“The nature of the class tended to become less of
an issue for me, because we were all able to find a
commonality amongst ourselves and why we were
there...initially it was kind of difficult just being in a
mix of people you’re not sure about, you didn’t
really have much knowledge of them, but | think as
the core group...you kind of develop a rapport with
them so that it made the in-class exercises easier
to do, a little bit more comfortable to do.”

“I was being understood out there with the way |
was feeling. It made it a lot easier for me to relax
and to let my guard down. If you have ever tried to
speak to people and say something about yourself,
it’s very hard to talk about yourself. You don’t
really want to open up and say the truth about
yourself. It got to be very, very easy to open up
and tell the truth about yourself. It was a
wonderful experience.”

“I think they should be knowing this by now,
Vietnam was a lot different than Desert Storm,
Iraq was a lot different than Desert Storm, and I’'m
considered very young... | do not in any way shape

or form — other than the fact that I've been to a
war — | do not relate with a 60 year-old Vietnam
Veteran. It was a completely different era, a
completely different time, and a completely
different mind frame that what we went into
Desert Strom with. And ours was all voluntary;
huge difference, you got a lot of mad 60 year-olds
out there”

“It’s just that combat Veterans relate to combat
Veterans. They also relate to other people but
they’re hungry to relate to combat Veterans and
it’s only because it was such a distorted situation
to be in. A lot of people that were in combat did
not really know the name of the people that were
next to them unless it was their front man or back
man... Vietnam Veterans are extremely hungry to
relate to other Veterans. Not tell their stories, just
to be next to them so it’s kind of being able to
relate to and then you have people that were not
in combat, they are not respected by people that
were in combat. They have that undercurrent
going on”

“It is helpful to have other people that you know
are in the same boat as you. You know they’re
struggling and they made it to class, and they’re
doing the work, even though it’s not easy. So it
makes it easier to be there and do it, because
you’ve got the support.”

“One of the reasons that | joined the group was |
was hoping to get in contact with vets from my
generation, or my war. | was looking for that
connection as well.”
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Reflections and observations:

Veterans may relate to one another based on
period of service. In other words, some
Vietnam Veterans relate better to one another

“When | talk to other members
of the class, we should share
experiences and then it would

than to younger Gulf War, OIF/OEF Veterans,
and vice versa. Thus, a preponderance of older
Veterans can make the group experience

reinforce that I’'m on the right
track and that I’m not crazy
here. That helped.”

challenging for younger Veterans, particularly if
the conversations go off track. Some
participants are not interested in hearing about
others’ war experiences, because that is not the reason why they came to MBSR.
When members over-share about their military service or the effects it had on them,
it can seem off-topic to other Veterans,
especially if they are from different eras or
periods of service. The combination of over-

“It was actually wonderful to
sit there and share parts of
myself with people and have
them share themselves with
me, and have people share
things that | understood — you
know, that didn’t make me
feel like | was crazy — that |
wasn’t alone, that | was being

sharing and lack of redirection by the
facilitator can sometimes prompt Veterans to
drop out.

Nevertheless, one of the unique
aspects of the classes with Veterans, as
compared to teaching mindfulness in other
settings, is that there is a common bond

among all Vets when they walk in the room,
regardless of age or era. The group process is
always one of formation and maturation, but
the power of starting from a base of an
important mutually shared experience can
foster group cohesiveness and deep bonding. Veterans also relate to one another in
terms of shared struggle with ongoing clinical challenges, such as being in the group
to help with pain.

The mindfulness instructors have noticed time and again how grateful
Veterans are to find they are not alone. Many feel so isolated in their experience
that the shared understanding encountered in group participation can be powerfully
healing.

understood out there with the
way | was feeling.”
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Recommendations:

Bear in mind the dialectic that Veterans have many common experiences, but also
many divergent ones based on when they served and other unique aspects of their
military experiences. Conversations going off track make it even more important that the
teacher maintain control and ensure that discussions are relevant and balanced by diverse
viewpoints.

Stay tuned in not only to the person sharing, but also to how others in the room
are taking it in. At times, other group members may experience painful emotions or
memories while another shares a difficult story or experience, because the similarity of
experiences can resonate so deeply. This is often a time to encourage participants to stay
with their own experience, to touch into the felt sense of the body, and to be curious about
why the discussion has brought up specific emotions within them. In the present moment,
are there memories of the past? What thoughts are here now? What emotions arise? Can
these experiences be held in a greater field of awareness, with kindness, curiosity and
compassion? s it possible to ‘stay with’ this experience, grounded in the breath and the
body? In this way, the instructor can help other group members to grow in understanding
as they listen to the experience of others.

Interviewer: What is the most important thing you learned about yourself in the MBSR class?

Veteran: I’m not alone.
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Part Ill: Reflections on teaching

specific mindfulness practices
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Chapter 9: The Body Scan

“I do that basically especially at night, my final set
of the night because my feet are usually the most
irritated part of my physical being by the end of
the day. | have severe neuropathic pain in both
feet along with numbness, tingling, sharp pain, so |
kind of start with getting my feet in order and how
they feel and letting go of that and then | just
move on, it's a very simple process. /
automatically focus on my feet because they hurt
the worst and once they settle down everything
else settles down behind them and the next thing |
know I'm waking up.”

“It kind of just makes me stop and be aware where
I'm at in the present moment. Sometimes, | don't
think I'm holding the stress or the stressors that
are around me and how my body reacts to those,
so it just kind of makes me stop and say, okay |
hurt because I'm holding stress here or just kind of
lets me recognize it, try to release it, and then just
go on and kind of help me deal with the moment.”

Reflections and observations:

Veterans have diverse reactions to the body scan practice. Some enjoy
it and find it helpful. They find that greater body awareness, while difficult, is

ultimately beneficial for managing their symptoms. Many also use it for falling
asleep at night. Others dislike it, finding it difficult to understand why they
would bring awareness to their body which is causing them pain.

Recommendations:

“So that's a difficult task. Really, | don't like to talk
about it because | have not been able to get it
down. | just haven't been able to get it down. It's
hard for me. | think it's more because I'm not
understanding the whole concept of it..
Sometimes it's like | can’t understand why they're
doing it and why I'm going to scan, what the
purpose is really and how it's going to help me.
Sometimes | get lost in that and I'm not able to
focus on anything else. I’'m not able to move on.”

“I didn’t like doing the body scans ‘cause it brought
attention to my pain...And | spend more of my time
trying not to focus on my pain. And it was like,
‘Okay, you’re asking me to focus on my pain, and
that makes no sense to me’... we’re supposed to
resist the pain, that’s what we’re taught: resist the
pain, not to approach and accept it.”

Recognize that this can be uncomfortable and very new to people. It may be helpful
to make very clear that the scan can be uncomfortable for some people and that this is part
of the process of looking at what is really happening in our minds and bodies. We have
spent many years getting to the place we are in now, so it will take effort to find a new way.
It can be frightening to go into the places in our body where we have been hurt or held
pain. Invite people to simply try the best they can to stay with the voice and see what

happens.
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Clearly explain the rationale for increased awareness of bodily sensations,
including pain. This is important for engagement because the practice can be very difficult
for Veterans dealing with chronic pain conditions. Additional information on working with
Veterans with chronic pain can be found in the chapter on chronic pain.

Acknowledge personal limits and encourage people to do the best they can. Room
needs to be left for people with severe PTSD or chronic pain to shorten the body scan if
they do not feel they can participate otherwise. This can be negotiated privately with
individual participants who seem to be deeply struggling with a sustained body scan, and
can also be included as part of general instructions. When Veterans experience difficulty
practicing the body scan, we advise explaining that even practicing it for only a few minutes
initially can be better than not doing it at all, and it can be built upon each day.

For Veterans with physical limitations, provide the option of engaging in the body
scan while sitting in a chair. For some Veterans, lying in a recumbent position can be
particularly painful, due to back problems or other physical conditions. For this reason, we
suggest offering the option to engage in the body scan while sitting in a chair, if needed.
Adaptations can be made while lying down as well, such as bending the knees, using a
bolster under the knees, or lying in an “astronaut pose” with calves up on the seat of a
chair.
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Chapter 10: Sitting Meditation (or Breathing Meditation)

“When | find myself..when I’'m walking along or
driving along, and | find I’'m not breathing, at that
point | am so tense and so stressed, that a deep
breath brings me back or slows me down...and |
need to get control... | understand now that my
breathing is part of the process of me getting
control or taking control back. So, it’s directly
connected to how | see myself handling a
particular situation or how I’'m engaged. | know
when |l..can get so engaged that | will stop
breathing, and that’s when anger and irritation
comes on.”

“I'm able to deal with it a whole lot better using
my mind or using breathing to help control a bad

and do a little thinking, | can resolve getting into
an argument over whatever was said, so | just deal
with it differently instead of just jumping right off
chewing your head off.”

“I was getting leg spasms really bad... So | took the
three deep breaths, and immediately | wanted to
say, ‘Just don’t think about it.” It’s like before | did
the deep breaths: ‘Don’t think about the pain, just
put it away, drive on, focus on something else.” But
| took the three deep breaths, and | was able to
assess that, ‘My body is telling me that I'm
fatiguing and that it is in pain and that it needs me
to manage that pain.” And so | took my pain
medication, which then made everything a lot

situation. Normally | would just fly off the handle, better.”
say anything, but stopping, taking time to breathe,

Reflections and observations:

Many Veterans adopt a regular practice of sitting or breathing
meditation after completing a mindfulness course. They find it helpful in
coping with pain and stress, and often report that the breathing meditation
helps them to step out of reaction patterns, which allows for sounder
judgment and greater self-control. Learning how to change their response to a
situation by breathing, rather than reacting, has been beneficial for many.
They can deal with difficult interpersonal situations and life stressors better

when they are able to breathe. Many find breathing meditation to be a more
accessible practice than the body scan when they are in pain. Indeed, for some
it becomes a regular part of their daily routine. Veterans report practicing
breathing in many settings, including commuting. In MBSR for Veterans, we
teach breathing meditation while seated in chairs; only rarely do Veterans opt
to sit on cushions on the floor. When needed, participants are free to adapt
the seated posture further, with the addition of cushions, or to practice
breathing meditation while recumbent, in order to accommodate pain or
disability.
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However, many participants also report that they find the sitting
meditation to be more difficult than the movement practices. Sitting is a
more concentrated encounter with racing or painful thoughts, and difficult
emotions like restlessness, anxiety, panic, or boredom, which can be more
easily held at bay for many people during the movement practices. In this
sense, staying with the sitting practice builds the “mindfulness muscle,” and
grows our ability to be with what is uncomfortable or unpleasant in a less
reactive way. Our approach is generally to acknowledge that sitting practice
can be difficult, but that it is intended to serve a useful purpose, and to
provide kind encouragement for continued practice. We often encourage
Veterans to adopt a courageous attitude of moving into difficulty, and to
bring an attitude of strength and kindness to this endeavor. However, as
with all the practices, we often include in the general instructions
encouragement to trust their intrinsic wisdom if they feel it is truly necessary
for them to disengage or adopt a different form of practice — while balancing
this with the knowledge that it is often necessary to lean into difficulty if we
are to grow. In addition, this can be a useful point for the mindfulness
teacher to provide instruction about
working with judgment. This can take
the form of asking Veterans to notice “I have a hard time doing the
whether judgment arises — either as a seated meditation, but if I can
comparison to others in the room or to cross my legs on a cushion my
an internalized standard. If that is the posture is much better, it’s a
case, we invite Veterans to view this as better meditation. The seated

. . . ones, the injuries hurt sitting.
an opportunity to work with this aspect That's probably one of the
of experience — to notice judgment - and things that hurts the most.
then to continue practicing with But it doesn’t hurt in a cross-
kindness and steadfastness as best they legged position.”
can.

Recommendations:

Invite participants to notice their reactions, favorable or unfavorable, to the
practices without judgment. Participants will tend to decide what they like and don’t like
among the practices, much as we all are
prone to have preferences to most
things in our lives; e.g., “I hate the body

“So that one was a little bit easier; that one |
didn’t feel the body pains as much because

” {ow 7
scan” or “The body scan doesn’t work that was more of breathing and the sitting
for me because | always fall asleep” or versus, let’s focus on our bodies. That |
“I really love the breathing meditation.” enjoyed a little bit more.”

However, it is important for the
instructor to keep supporting all the
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practices so that participants continue to challenge their learning edges and to provide a
practical support for seeing reaction patterns in their lives. To this end, consider telling
Veterans that the sense of “this is no good” or “l can’t do this” is a common feeling in early
mindfulness practice, but that this voice may be the body or mind resisting some hard,
growth-inducing work that can be done. We encourage Veterans to adopt an attitude of
kindness and curiosity when aversions to specific practices arise. In this way they are
encouraged to view each practice as an opportunity to learn more about themselves —
including how they deal with situations that are uncomfortable or don’t meet with their
preferences. What is it about a specific practice that they find difficult? If there are ideas
that they cannot do this, are those ideas true? Can they experiment with approaching each
practice with openness and a beginner’s mind, knowing that no two practice sessions are
the same? As described above in the reflections and observations section, encouragement
to move into difficulty with curiosity, openness and an eye toward deeper understanding is
balanced with instructions to give oneself permission to pull back or opt out if needed —and
to do so without judgment.

Provide encouragement for staying with the practice, even when it is difficult. It
can be helpful to tell participants how courageous they are for taking on this practice,
expressing gratitude for their presence and honoring their willingness to be with themselves
as honestly and directly as they are. One instructor sometimes tells the group that when
she looks out across a room of people in silence and stillness, she thinks it is one of the
most courageous things we can do - although it may look easy. Participants may be
encouraged by hearing about their teachers’ own early meditation experience — if they
hated sitting still, how hard it was, how they just wanted the leader to ring the bell, how
they struggled with self-criticism — and what kept drawing them back to the practice. It can
be helpful to acknowledge that it is so much easier to get up and seek pleasure or
avoidance, and that it takes real courage to just stay, stay, stay.
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Chapter 11: Mindful Movement - Yoga and Qi Gong

“The more | keep my body flexible, the less pain |
have. And so | won’t have to take pain medication.
So I | like doing the yoga.”

“And it’s not the hard yoga that | used to do, so
that’s the reason why | like this yoga here, because
the ones I’m accustomed of doing, I'm in these
exercise programs with the military... they’re too
hard on my joints in going down and getting into
those deep, deep poses. So | just really like this
yoga here because it does not tax my joints. And

home it would have been helpful. Whereas
actually seeing her do it, it was easier to see and
follow her doing those exercises as opposed to
trying to read how to do them just in the material,
so that was helpful.”

“Sometimes, the physical exercises were difficult
because | have balance issues; but | also have
fatigue issues, and sometimes my legs weren’t real
happy so | wanted to be down on the floor or
whatnot. And it didn’t feel like we were given a lot

of good instruction on modified poses. What if you
have somebody that can’t stand for long periods;
how can they benefit from a balance exercise in a
sitting position? ‘Cause there are ways to do it.”

I’m not in any competition with anybody else”

“It was helpful to have the instructor do the Qi
Gong, because | thought that if there might have
been a DVD along with the Qi Gong exercises at

Reflections and observations:

Many Veterans enjoy yoga and Qi Gong. Although Qi Gong is not part of
the formal MBSR curriculum, some of our MBSR teachers substitute Qi Gong for

yoga as a mindful movement practice, and our impression is that this is perfectly
acceptable. Indeed, Qi Gong often is reported by participants to be their
favorite practice. Mindful movement practices seem to be particularly helpful
for pain relief, and with appropriate modifications are not too difficult for most
Veterans with physical limitations. Of note, when teaching MBSR, we
significantly simplify the yoga sequence proposed in the original MBSR
curriculum, due to the physical limitations of many Veterans. The simplified
yoga sequence and Qi Gong practice both appear to be accessible and
acceptable to Veterans dealing with chronic pain. Engaging in these movement
meditations also appears to serve the purpose of demonstrating for some
Veterans that they are capable of more movement than they previously
thought. This can be an empowering realization, with positive short- and long-
term consequences. Some Veterans continue to practice yoga and Qi Gong
formally and informally after MBSR. A few report finding yoga difficult, but many
are able to modify the movements to accommodate their limitations.

Several Veterans have suggested that more visual guides for Qi Gong
(e.g., a video of the movements) would help with at-home practice. Although a
favorite among participants, Qi Gong seems to be more difficult for people to
learn and remember.




Recommendations:

When yoga is taught, a more simplified
yoga sequence than originally used in the MBSR
curriculum is recommended for groups of Veterans. “I would just put my relaxation on
Chair yoga, which utilizes a chair as a prop during and then I try to do the yoga part

th ti f | t bl ti of it and the different stretches
€ practice Oor yoga, also represents a viable option and that. | don't cross my feet, |

for working with groups of Veterans; if the don't cross my legs, | kind of just sit
mindfulness instructor is qualified to teach chair there. | do it kind of differently to
yoga we suggest this as a viable option. accommodate me.”

Give Veterans options and modifications
when doing yoga, including the option to ‘opt out’.
Many will try to do the exercises, but some may refuse many exercises due to their
“limitations.” Working with these limitations — working directly with the challenges in the
body and mind and “seeing what happens” — can be very powerful. It may be supportive to
gently urge participants to give it their best or perhaps to participate in only small
movements (e.g. raising and lowering arms) if they have significant physical limitations.

Work to create effective visual aids for Qi Gong. For instance, providing a video that
demonstrates the Qi Gong movements could support participants in their home practice.

“I really like the Qi Gong because with my fibromyalgia and my fatigue, sometimes it’s really hard to do
anything. And | used to do triathlons. So going from a very endurance-intensive sport to hardly being able
to move sometimes is very psychologically difficult. And the Qi Gong is movements that you can make no
matter what. Even if I’'m having fatigue issues, there’s nothing saying | can’t sit down and do some of the
arm movements, to get some of that movement going”
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Chapter 12: Walking Meditation

“Typically we are going from point A to point B on
a constant basis, and the walking meditation gave
us the opportunity to slow down to be in the
moment, to not have an end goal to reach. That
was a different aspect for me. I'm used to going
from here to there and getting things done;
whereas being in that moment and just taking
time to focus on the steps, the movement, your
breathing, was very different. That stands out to

”

me.

Reflections and observations:

The practice of walking meditation seems more helpful for some
Veterans than others. Those who find it helpful enjoy the opportunity to slow
down and be in the moment while doing something simple, repetitive and
familiar. For this reason, many Veterans are able to incorporate walking
meditation into everyday activities. For some, walking meditation can be

initially uncomfortable but grows

“[When] you’re actually doing it, you start to
realize that meditation is not something you
necessarily do when sitting down or laying down. It
can be just a part of your life, you know, a way of
being... | think walking meditation is kind of an
intro to the realization that you can have that
presence, that presence when you’re doing the
body scan, you can have that all the time when
you’re talking to people, when you’re moving
through the world.”

easier over time. However, other

Veterans find this practice to be “
challenging due to physical

meditation. Your balance, if you kind

really like the walking

disabilities and balance problems.

of focus on something, being still is a

lot better for me. | walk and think all
the time, you know it's not like
meditation, and so | don't think | was
really good at it.”

For these Veterans, sitting
meditation may be a more viable

option. From a logistical
perspective, walking meditation
requires rooms of ample size.

Recommendations:

Consider introducing the walking meditation earlier in the program. Two of our
teachers find it helpful to introduce it earlier in the program, by the fourth or fifth class.
Incorporating it earlier rather than later gives Veterans more options for their practice.

Give Veterans the option to ‘opt out’ of walking meditation, if physical limitations

make this practice difficult or not possible. If Veterans decide to opt out of walking
meditation, sitting meditation or body scan meditation can be substituted. As described
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above under sitting meditation, this can also be a useful opportunity to
comparing mind and judgment.

notice the

“The first time was a bit weird, but then afterwards everything was okay. It
took a little getting used it. I still had to deal with my mind... | would be doing
meditation, but my mind is still going on, still thinking stuff. ”
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Chapter 13: Loving-Kindness Meditation

“I felt odd in doing it... It's just a practice of
something that we don't normally do for ourselves,
so | was kind of uncomfortable telling myself that
I'm okay with where I'm at in this stage of myself,
my being or my situation. That's kind of what was
uncomfortable to me.”

“It will exponentially help them as far as opening
the heart, removing obstacles to the heart....

“It was very good. It was the high point... It
connects to the heart, | don't know how to put it in
words. That's where the healing happens.”

“It was different. | think you have to have love in
everything that you deal with. It's freeing your
mind, well it was freeing my mind. It helped me be
able to make it through that day better, even

Loving kindness brings in the love, hard core...
when you do loving kindness, you’re working
directly with light. You’re consciously bringing love
into the situation.”

though | was facing a whole bunch of adversity.”

Reflections and observations:

Loving-Kindness meditation is briefly introduced in MBSR during the all-

day Saturday session. In our experience, it has mixed reactions among Veterans.
Some find it very enjoyable, liberating, and healing. They see it as having a
positive impact on themselves, others, and society in general. For some, it helps
them feel greater kindness and love towards themselves as well as others. On
the other hand, some Veterans find it challenging and uncomfortable.
Many Veterans with PTSD develop beliefs about self, others and the world in
general that can lead to added suffering, as well as feelings of shame and guilt.
In our experience, these limiting beliefs come readily to the surface during LKM
practice. This can provide a valuable opportunity to bring awareness to these
beliefs with an attitude of kindness and curiosity. In PTSD, there can be ideas
and feelings that they are ‘damaged goods,” or that they are weak, vulnerable,
inadequate or disgusting in some way. LKM emphasizes the cultivation of
goodwill toward oneself, which helps to repair these tendencies toward shame.
In addition, many people with chronic PTSD develop a decreased ability to feel
emotions of any type, especially those involving intimacy or affection. This can
present as feelings of chronic alienation and deadness. The cultivation of
positive emotions through LKM may be particularly helpful for these numbing
and constrictive symptoms characteristic of chronic PTSD.
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Recommendations:

We think it is helpful to introduce Loving-Kindness Meditation in a mindfulness class
series. We have found many Veterans with PTSD, as well as other chronic conditions, find
the practice helpful, and preliminary research suggests a benefit.

When introducing Loving-Kindness Meditation, we encourage Veterans to set aside
preconceptions and just go with the practice. It is often helpful to include in the instructions
to LKM a description that “if while practicing you don’t necessarily notice positive emotions,
that is fine — you are not doing the practice wrong. In Loving-Kindness Meditation practice,
we encourage you to ‘just do it’ and then to notice whatever arises with an attitude of
kindness and friendliness.”

Mindfulness instructors should understand that barriers to openheartedness will
often come to the surface during Loving-Kindness Meditation practice when teaching
Veterans, and that this is not a problem. This seems particularly true for Veterans with PTSD.
When repeating LKM phrases, the practice is to notice whatever thoughts, emotions and
feelings arise. This might include limiting beliefs, painful emotions, or feelings of reluctance,
hesitation, or even aversion to self or others. In LKM, the practice is to greet these
experiences with kindness, to notice them without judgment, and eventually to return to the
LKM phrases and the breath without self-criticism. It is worth emphasizing that not only is it
not a problem that difficult thoughts and feelings often arise during Loving-Kindness
Meditation practice — it can be considered an expected/desired part of the process. From a
therapeutic perspective, an enhanced ability to notice difficult thoughts and emotions, and to
regard them with kindness, openness and curiosity, is thought to promote therapeutic
change. This can include constructive cognitive and behavioral change, enhanced self-
compassion as well as other capacities; these capacities are theorized to contribute to an
enhanced capacity to navigate life’s challenges.‘m'42

“For me, it’s basically checking in with myself and saying I’'m blessed, I’'m beautiful, I'm happy, and
today is a great day. Or, you know, | thank the Lord for waking me up and that | have the activities of
my limb, and even if | have a pain, | said, | thank you for the pain, because | have one of my senses: |
can feel... And then basically checking in with me, and telling me all the nice things I can find to say
about myself. You know, you’re beautiful, you’re a queen, and basically, that’s what | go by...
Because there are days where it’s really hard living in this body, because of the pain.”

When teaching loving-kindness meditation practice, it may be helpful to encourage
Veterans to bring kindness and compassion to their reactions as best they can. Here, one
might note that it may be difficult to interrupt old thought patterns in the moment while
saying the phrases and that eventually coming to see them as old thought patterns is a
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compassionate act in and of itself. Reminding Veterans that they can cultivate kindness and
compassion for themselves in the face of self-criticism can be a useful support.

When teaching Loving-Kindness Meditation, some teachers find it helpful to
include “all the men and women on active duty” in the LKM practice. For some Veterans, this
can provide an accessible category to help them experience goodwill and openheartedness for
others. Typically in Loving-Kindness Meditation practice, participants are invited to extend
loving-kindness to a benefactor, themselves, a beloved friend, a neutral person, a difficult
person, groups (e.g. men and women, Veterans and non-Veterans), and eventually to All
Beings. Particularly for participants who have been struggling with the other categories (e.g.
a benefactor, neutral person, self), extending loving-kindness toward active duty service
members as part of the Groups practice or All Beings practice may facilitate more natural
feelings of connection and openheartedness. For example, “Now include all the men and
women on active duty for our country, particularly those who serve in foreign lands. May you
be safe and protected. May you be physically healthy and strong. May you be truly happy and
know peace. And may you come home.”

Suggestions for further reading:
Salzberg, Sharon. (2004). Loving-Kindness Meditation. Sounds True, Inc.

Chodron, Pema. (2012). Awakening Love: Teachings and Practices to Cultivate a Limitless
Heart. [CD].

Kearney, D. J., Malte, C. A., McManus, C., Martinez, M. E., Felleman, B., & Simpson, T. L.
(2013). Loving-Kindness Meditation for Posttraumatic Stress Disorder: A Pilot Study. Journal
of traumatic stress, 26(4), 426-434.

Kearney DJ, McManus C, Malte C, Martinez M, Felleman B, Simpson TL. “Loving-Kindness
Meditation and the broaden-and-build theory of positive emotions among veterans with
posttraumatic stress disorder.” Medical Care; 2014; 51: S32-S38.

Fredrickson BL, Cohn MA, Coffey KA, et al. Open hearts build lives: Positive emotions, induced
through loving-kindness meditation, build consequential personal resources. Journal of
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Part IV: Reflections on Working with

Veterans’ Challenges
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Chapter 14: Reflections on working with Veterans’ challenges — Chronic Pain

“Something’s broken and we don’t have the
technology to fix it, so the way to deal with it, is to
mentally understand that it’s still going to be there
but you can focus on something else, and the pain
it might be there but you can work with it.”

“It’s given me a different relationship in terms of
pain. I’'m able to see it in a different light that
pushing through and dragging on is not always the
right answer, and you have to spend a little time
thinking about your pain to be able to actually

Reflections and observations:

Many Veterans find MBSR beneficial for their pain and would
recommend the program to others for pain management. Veterans with
chronic pain report that most of the practices are useful for pain, including the
body scan, yoga, Qi Gong, and breathing. For many Veterans, MBSR was

manage it. Which was the opposite of the way my
brain was working on it.”

“It was kind of hard to sit through an entire class
with all the pain | was in, but | was able to put the
pain aside and gather something even though |
was in a great deal of pain... added to my dilemma
in a good way instead of a negative way... the
yoga, meditation, breathing, all that helped. It
makes me feel a little bit better because it's saying
I can do stuff even though I'm still in all this pain.”

beneficial for pain because it helped them
relate to pain differently and work with the
‘A Veteran seeking help presence. qf pain. MBSR doe§ not appear.to
managing pain who's thinking be too difficult for Veterans in chronic pain.
about that program, | would While it can be very challenging for
Veterans with chronic pain to sit through
them.” the class, pain does not appear to be a
barrier to completion of MBSR.

definitely recommend it to

Recommendations:

Include instructions for working with physical pain in each of the meditation
practices. In MBSR, each meditation practice (i.e., body scan meditation, sitting meditation,
mindful movement, loving-kindness meditation) is led on multiple occasions over the course
of the program. We suggest that on at least one occasion for each of the meditation
practices taught, that instructors include specific instructions for working with chronic
physical pain.
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Adjust the mindful movement practices to accommodate pain. Anticipate that pain
could be a barrier for the movement practices and prepare ways to assist Veterans who are
having difficulty. Helping them modify exercises makes them more accessible and fosters
continued practice.

Manage expectations about “getting rid of the pain.” In working with chronic pain
and mindfulness, it is important to talk about the realities of pain reduction and to manage
expectations. Sometimes people will come to MBSR because they heard it could “get rid of
their pain.” These are often the people who are most disappointed. Emphasize that it’s not
about the pain per se, but our relationship to it.

Encourage Veterans to notice pain as a ‘sensation’ during mindfulness practice.
The word "pain" often has alarming connotations whereas the word "sensation" tends to be
benign. This small shift can help Veterans reappraise pain as less threatening, which can be
a useful initial step.

Introduce the equation: Pain = Sensation + Your Reaction to the Sensation.
Veterans can observe the sensation of pain and their physical, cognitive, and emotional
reactions to pain. What is happening to their breathing? Are their muscles tense or relaxed?
What story do they tell themselves about the sensation? Encourage them to observe the
story without identifying with the story. Emotions can be observed without being swept
away by the emotion. Veterans discover for themselves how some cognitions and emotions
escalate pain while others de-escalate pain.

Some experienced mindfulness teachers take a systematic approach to working
with pain in meditation practice. Initially, a person is asked to notice the tendency to want
to move or shift in an attempt to minimize pain in meditation practice. And if partipants
move or shift during practice in response to pain, they are asked to move or shift with full
awareness. A person is then asked to turn towards the pain, to investigate with openness
and curiosity the actual sensations, to stay

with the sensation “as best we can in that
moment.” In this way they are asked to be

. “This meditation brings it specifically for
open to the moment-to-moment sensations

pain management, but unfortunately you

of pain. This requires kindness and self- focus on your pain; but the awareness of
compassion. An emphasis in the instructions your pain will help you focus on how to heal
on kindness, as well as permission to “just do it, how to make your body work with it.”

your best” can be a helpful way of conveying

the need for kindheartedness when
approaching pain. It is often helpful to ask
participants to breath into the area of pain or to ‘aerate’ the pain — which helps them to
stay with and investigate the moment-to-moment experience of the body. One other
beneficial aide can be to ask participants if they see the pain as solid and fixed and
therefore stuck and firm, like a board. If they experience pain in this way, they can be asked
to breathe into and through the area of painful sensations. It can be helpful in this process
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to imagine it as more porous - more like a sponge than a rock. This slight shift in perception
can be very helpful to some people.

When providing education about the neuroscience of chronic pain in group
discussions, consider using the analogy that chronic pain is like a faulty fire alarm system.
When explaining pain sensitization, some mindfulness teachers find it useful to ask
participants to use the analogy that the neural pathways involved in pain perception are
similar to the fire alarm system in the building. “Usually it would take a hot fire to trigger
the alarm, however if the wiring were faulty, the alarm could be triggered by normal
temperatures. Sometimes it can be helpful to look at pain this way. In chronic pain, nerves
are sensitive and can be activated with normal movement. When this occurs, pain can
result not from tissue damage but from abnormal activity of central nervous system
neurons.” It can also be helpful to emphasize that the nervous system is always in a state of
change, i.e. that nerve sensitivity is reversible through practices that calm the nervous
system.

Suggest that Veterans with chronic pain read the chapters on working with pain in
Full Catastrophe Living. In general, throughout the MBSR course, we frame reading
sections of Full Catastrophe Living as suggested supplemental reading, rather than required
homework. Veterans are encouraged to read if they are interested and have time after
doing their daily mindfulness practice. For Veterans with chronic pain, we have found that
reading the relevant sections in Full Catastrophe Living helps them to better understand the
rationale for and application of the practices.

Include supplemental materials in calss materials (e.g., in the participant
workbook) related to chronic pain. An example of a patient handout on working with
chronic pain through mindfulness practice is provided in the appendix.

Context:

Chronic pain among Veterans.

Among Veterans, pain is one of the most common reasons for seeking care. More
than 50% of male VA patients in primary care report chronic pain, and rates may be even
higher among female Veterans.*”* Chronic pain may also be compounded with other life
problems, including comorbid medical, psychological, and social difficulties (such as
disability, mental health problems, substance use, and poverty).43 In our experience, many
Veterans enter MBSR with the goal of reducing use of pain medications or learning
strategies to enhance their quality of life despite ongoing pain.

The evidence indicates that participation in a mindfulness program is associated
with improved pain perception,*® reduced pain intensity,***® better coping with pain,*
reduced symptom severity,"’ and reduced depressive and anxiety symptoms.**** In
addition, mindfulness was associated with greater pain tolerance and acceptance, as well as
greater physical well-being, reduced stress and improved quality of life.***® Mindfulness-
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based interventions appear to be acceptable for chronic pain patients,"""46

comparable alternative to other treatments.*®

and may be a

A BRIEF PRIMER ON CHRONIC PAIN AND THE ROLE OF MINDFULNESS

Chronic pain: Definition and mechanisms

The International Association for the Study of Pain defines pain as an unpleasant
sensory and emotional experience associated with actual or potential tissue damage.48
Acute pain is a warning signal of injury, disease or threat to the body and this usually
resolves as the underlying cause is addressed or the tissue heals.

Pain is defined as chronic when it persists longer than three months. In the case of
chronic pain, the expected time required for tissue healing has passed, yet the experience
of pain persists. A key concept is that in chronic pain conditions, central nervous system
changes occur that can contribute to ongoing pain generation. Central nervous system
changes include a prolonged hypersensitivity of neurons in the spinal cord dorsal horn, as
well as select brainstem and brain areas; these changes can result in increased neuronal
responsiveness to previously innocuous stimuli.*” *® Under these conditions, pain is no
longer coupled to the presence, intensity, or duration of peripheral stimuli. Normal
movement can result in the experience of pain, not because of tissue damage, but because
of easily activated neurons in central nervous system pain pathways. In addition, a
contributing factor to sensitization of nociceptive spinal neurons is prolonged use of opioid
medications.”> Another contributing factor is that in chronic pain there is greater activation
of brain areas involved in arousal, emotions and memory occurs,SZ'54 which can further
contribute to the level of distress experienced.

The central nervous system is neuroplastic — i.e., it is in a constant state of change.
These maladaptive changes observed in chronic pain conditions are reversible with
successful treatment.> >

Stress and chronic pain

The intensity or aversive quality of a stressor can either inhibit or amplify pain. In
some situations, an acute, highly intense stressor can result in reduced pain intensity.
Termed “stress-induced analgesia,” this experience was first described by Henry Beecher,
M.D., a military anesthesiologist, who collected data on pain complaints of severely
wounded soldiers during World War 11.°” Two thirds of the men with extensive injuries
complained of little or no pain.

More commonly, when dealing with chronic pain in the clinical setting, stress tends
to worsen clinical pain conditions.”®® Evidence from laboratory research with rodents
suggests that exposure to repeated stress produces heightened pain sensitivity, termed
“stress-induced hyperalgesia.”®*® Neurobiological changes in both peripheral and central
nervous system contribute to this increased pain sensitivity.*
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Trauma and chronic pain

Traumatic experiences can include physical injuries that result in chronic pain. In
addition, the experience of trauma can contribute to sustaining chronic pain. Factors that
contribute to trauma and chronic pain co-morbidity include attention and reasoning biases,
anxiety sensitivity, reminders of the trauma, avoidant coping, depression and reduced
activity levels.®

Individuals with a history of abusive childhoods are at an increased risk of chronic
pain in adulthood relative to individuals not reporting childhood abuse.®> Childhood stress
gives rise to excessive threat vigilance, a mistrust of others, poor social relationship and
unhealthy life choices.®® This combination is theorized to foster stress-related nervous
system changes, which confer an increased vulnerability to developing a chronic pain
condition.

The biopsychosocial model of illness and chronic pain.

When working with patients with chronic pain, it is helpful to have an understanding
of the biopsychosocial model of illness. The biopsychosocial model suggests that biological,
psychological (including thoughts, emotions and behaviors), and social factors each exert an
influence on the disease process, and each must be addressed for optimal disease
management. Mindfulness has been studied due to its potential to result in constructive
changes in thoughts, emotions and behaviors,?” which may in turn positively influence the
chronic pain experience.

How does mindfulness influence the experience of chronic pain?

Mindful awareness, with its emphasis on non-judgmental awareness of sensations,
thoughts and emotions, offers a unique approach to modulation of nociceptive processing.
This awareness provides a first step in the self-regulation of automatic, unconscious habit
patterns that can escalate pain, suffering, and disability.

Uncoupling of the sensory and affective components of pain. Jon Kabat-Zinn
theorized that mindfulness might influence chronic pain by teaching individuals to
differentiate between the emotional and physical components of pain.68 In turn, this would
facilitate greater understanding of the emotional component, making them more skillful in
responding to their pain. In mindfulness training individuals are taught to distinguish
emotions from the painful sensation itself, which is postulated to lead to ‘uncoupling’ of the
sensory and affective components of pain.®®

Cognitive and emotional change can influence the experience of chronic pain. Pain
can negatively impact emotions and cognitive function.®® Conversely, negative emotional
state can lead to increased pain, while positive emotional state can reduce pain. Also,
cognitive states such as memory and attention (for instance, whether pain is being
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remembered or focused on) can either increase or decrease pain. Because mindfulness
favorably influences emotions and cognitions, it may favorably impact chronic pain.69

Changes in pain appraisal. Meditation affects how pain is evaluated and
anticipated. Research has found that meditation is associated with reduced anticipation
and negative evaluation of pain, both of which are implicated in chronic pain. Also,
meditation experience has been found to be correlated with pain unpleasantness, in that
more experienced meditators rate painful stimulation as less unpleasant.

Reductions in catastrophizing. Pain may be chronically maintained when it is
interpreted as threatening (also known as pain catastrophizing), leading to fear of future
pain.”® This fear prompts hypersensitivity to and avoidance of pain sensations, which
encourages further disuse of the painful area, depression, and disability. Paradoxically in
this context pain can increase, and a vicious cycle may be established.”” The role of
mindfulness in this process was shown in a study that found that mindfulness moderated
the relationship between pain intensity and pain catastrophizing in chronic pain patients:’*
That is, whether pain intensity was high or low, the level of mindfulness determined the
degree to which pain was catastrophized. This finding suggests that mindfulness, which
fosters an open, curious, and nonjudgmental attitude toward experience, may reduce the
likelihood of interpreting pain fearfully. Less fear and avoidance, in turn, will encourage
greater use and recovery.

Enhanced Body Awareness. Body awareness is the outcome a dynamic process that
includes somatosensory neural activity, cognitive appraisal and a person’s attitudes and
beliefs.”” The close observation of internal stimuli in mindfulness practice, involving
observing, sustained attention and non-judging of experience, is thought to enhance body
awareness.”> " For individuals with chronic pain, enhanced body awareness is a necessary
step in controlling muscle tension, which can escalate in reaction to pain. In addition,
improved body awareness may lead to enhanced self-care such as more appropriate pacing
of activities and adjustments in posture and body position, which can prevent additional
pain and tension.”*

Suggestions for further reading:
Woolf CJ. Central sensitization: implications for the diagnosis and treatment of pain.
Pain. 2011;152(3 Suppl):S2-15.

Apkarian AV, Hashmi JA, Balili MN. Pain and the brain: Specificity and plasticity of the brain
in clinical chronic pain. Pain 2011;11:549-S64.

Veehof MM, Oskam MJ, Schreurs KMG, et al. Acceptance-based interventions for the

treatment of chronic pain: A systematic review and meta-analysis. Pain
2011;152:533-542.
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Chapter 15: Reflections on working with Veterans’ challenges —
Posttraumatic Stress Disorder (PTSD)

“It’s really good for PTSD and calming me down,
keeping my stress levels down, helping me isolate
my stressors... and just overall it’s really good for
my PTSD. Working with it, | seem to be able to
work with my stressors, identify and alleviate the
stress.”

“A key to helping me come to grips with PTSD is
being able to forgive myself, have compassion for
myself and then for others that | was active with,
signed the orders, putting me where | was when |
was doing — and a nation at large, you know. I’'m
bitter about a country that can celebrate what |
did, I’'m not proud of it. So | want to be able to feel
that compassion, because | can intellectualize it, |
can rationalize it, I've got a good grasp on that in
theory. But to be able to experience that is where
I’'m lacking.”

Reflections and observations:

“I just was tired of worrying, you worry so much
about so many things, and you're powerless. And
all people tell you is just don't worry, but they
don't tell you how not to worry, you know? And |
wanted to know how not to worry. How do you do
it? What do you do instead? And the class taught
me some things to do instead. And that was it.

“I can’t believe how MBSR turned me into this
person | was before my PTSD just went through the
roof from my military sexual trauma accounts. It
turned me around into this person | never thought
| could be... I'm slowly becoming this happy-go-
lucky, calm person that | used to be before my
rapes happened. | can actually talk about some of
my rape accounts now.”

Some Veterans come to a mindfulness group seeking an additional option for
managing their PTSD. In addition to PTSD symptom reduction, they may be seeking
an approach that will lead to greater inner peace, self-acceptance, self-awareness,
and forgiveness. For other Veterans, PTSD can be a barrier to enrollment; for
instance, hyperarousal and avoidance, which are cardinal manifestations of PTSD,
may lead them to decline participation in a group. However, PTSD does not appear to
be a barrier to participation in a mindfulness group for many Veterans with PTSD.

Of note, the MBSR curriculum does not explicitly address PTSD, and some
Veterans have requested that the teachers more directly relate the material taught
to clinical manifestations of PTSD.  Other
Veterans have reported that participation in
MBSR (without specific teaching about PTSD)
does help their PTSD by offering tools to cope
with stress and anxiety.

Some  Veterans also find that
participation in a mindfulness group has helped
improve their relationships, which can be
severely strained in PTSD. Notably, we have not
found that Veterans with PTSD report that the

“It’s just sort of, it’s made me
more open to people, | think,
you know. ‘Cause | have PTSD,
and my relationships have
been kind of scattered and
not the healthiest.”
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practices taught in MBSR are too difficult for a person with PTSD. Given the high
prevalence of PTSD among Veterans, we think that some familiarity with how

mindfulness practices relate to manifestations of PTSD would be helpful to
mindfulness teachers who work with Veterans.

Recommendations:

We suggest that mindfulness teachers have a basic familiarity with the clinical
manifestations of PTSD. Some knowledge of PTSD may help mindfulness teachers to better
understand the experiences of Veterans in the room.
Of note, we do not suggest that mindfulness teachers
attempt to frame class discussions around PTSD or to

use the clinical language of PTSD symptomatology. “The focus of the group is not
Rather, we suggest keeping the focus on learning PTSD as a clearly defined
mindfulness. When experiences are shared that may focus, and I get it. ..it was

. . . primarily focused on chronic
be related to PTSD, such as hypervigilance or feelings injuries... | wouldn’t say that

of avoidance, we suggest using everyday language the group leader was really
work with these experiences — for example, by noticing versed in being able to
thoughts, feelings and bodily sensations. In fact, in our address PTSD issues”
experience working with Veterans with PTSD, the term
“PTSD” is very rarely mentioned by instructors.
However, having some background knowledge of
manifestations of PTSD by the instructor is likely to be helpful.

For example, simply understanding that for Veterans with PTSD, there may be
avoidance tendencies - which can make participation (or sharing) in a group challenging,
can help the instructor to better facilitate group discussions. Awareness that there may be
different issues behind such reluctance can also be helpful, including anxiety about being
judged by others, concern about not being able to control one’s anger responses, and
feeling that one’s experiences or perspectives are so extreme as to not be understandable
by others. Encouragement to share, while acknowledging that being open in this way may
go against deeply ingrained tendencies, can sometimes help people to engage. An
invitation to share can be made while still offering the option to ‘opt out’ if needed (along
with encouragement to practice opting out without judgment). Framing participation (or
just showing up to class) as an act of courageousness can also be helpful.

For other Veterans with PTSD, emotional numbing may occur as a consequence of
longstanding PTSD; an appreciation of this tendency may lead instructors to give clear
instructions about sensing feelings in mindfulness practice. For some Veterans, describing
the fact that emotional numbing can occur following trauma - then discussing how
mindfulness leads to an enhanced ability to experience emotion - can help them to
understand the rationale for the practice, which can in turn serve as a motivating factor for
continued practice. Encouraging Veterans to experiment with the naming and noting
practice (of feelings) can be a useful tool. Instructors should recognize that prevalent
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emotions among individuals with PTSD can include
pervasive feelings of shame and guilt. When these
emotions are experienced, Veterans are encouraged
to hold these feelings with kindness and self-
compassion, which in turn is reflected by the
instructor.

Hypervigilance and exaggerated reactivity may
also be evident in certain situations. For example, as
related by one instructor, when a behavioral
emergency was called out over the VA public address
system, many Veterans were triggered. During class,
the instructor guided the participants to notice the
experience in their minds and bodies with mindful
awareness. In this way it was used as a learning
experience. We have also found that some Veterans
experience discomfort when sitting with their back
toward the door, or when others walk behind them.
Some report keeping their guard up and feeling
uncomfortable opening up to strangers. Instructors
may give suggestions on how to work with these

“Speaking of PTSD, most of
the guys wind up being
reclusive. So that comes with
the territory, being reclusive,
and it has to do with having a
lot of feeling inside that feels
kind of scary, because if you
let yourself into that feeling
you’re not sure what you
would do...

...[since taking the class] | take
more risks. | inserted myself in
two back to back concerts of
about 2500 people, which
normally | wouldn’t do, | don’t
put myself in crowds. So I did
that, and | stayed for the
whole thing.”

feelings: for instance, by noticing them come and go, along with urges to react to them

(e.g., the urge to leave the class).

Of note, we have not shortened or modified the MBSR meditation practices due to
the high prevalence of PTSD among Veterans in our mindfulness courses. However, we do
provide instructions in MBSR classes at our site that include wording to suggest a balance
between wise effort and safety; participants are encouraged to trust their intrinsic wisdom
and sometimes pause, stop meditation practice, or pull back in their effort if it feels wise,

and to do so without judgment.

“It’s a good meditation
technique for centering

keeping my stress levels

stressors.”

myself...it’s really good for
PTSD and calming me down,

down, helping me isolate my

We routinely ask Veterans with PTSD to
meditate with their eyes closed; this does not
appear to be a problem. Early in the class series
many instructors will mention that if Veterans prefer
to meditate with eyes open, it is perfectly
acceptable, and that in fact, some meditation
traditions teach this form of practice. However,
despite this invitation to practice with eyes open if
needed, we find that nearly all Veterans, including
those with PTSD, choose to practice meditation with
eyes closed.

What follows is a brief introduction to PTSD and how mindfulness might play a role
in supporting mitigation of some of the symptoms that most profoundly affect Veterans’
quality of life. Of note, although there are plausible psychological processes through which
mindfulness practice might influence PTSD symptomatology, scientific research in this area
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is limited. These comments, which are derived from the clinical approach taken in MBSR
classes, remain speculative.

Context:

PTSD among Veterans.

Posttraumatic stress disorder (PTSD) is one of the most common mental health
conditions diagnosed among military Veterans.” ’® Prior research indicates that 10-15% of
Vietnam veterans meet criteria for PTSD at some point in their Iives,77 and that a similar
percentage of Operations Enduring Freedom and Iraqi Freedom (OEF/OIF) Veterans'® and
Gulf War | Veterans = are affected. PTSD often results in severe reductions in quality of
life,”® with the largest effects seen in the domains of mental health and social functioning.”
In addition to the hallmark clinical symptoms, PTSD

often disrupts interpersonal relationships, reduces the
ability to work, and increases the risk of mood
disorders,®” 8 alcohol/substance abuse disorders®® and “I would suggest any veteran
suicidality.®? Importantly, a significant proportion of to take the class, especially
PTSD among Veterans is not combat-related; many who the ones suffering from PTSD
. L . because it’s just another tool
serve in the military have experienced other forms of to help fight PTSD.”
trauma, including sexual trauma, which occurs at
worrisome rates.?* 3 Without effective treatment,

many people with PTSD will experience distressing
symptoms for many years across the Iifespan.85

At this time we do not consider participation in MBSR to be a primary treatment
package for PTSD. In our setting, some Veterans who have already participated in
empirically supported PTSD treatments choose to participate in MBSR as way of working
with persistent difficulties, such as a loss of meaning, feelings of disconnection and
alienation, or disrupted interpersonal relationships. Other Veterans may not feel ready to
participate in an empirically supported PTSD treatment and may choose MBSR as an initial
step toward working with the consequences of trauma. Of note, we have found that MBSR
appears safe and generally acceptable to Veterans with PTSD.

Recently, mindfulness interventions have received preliminary study for PTSD, with
some suggestion of benefit.> 8 A before-and-after trial of 92 Veterans who participated in
MBSR as an adjunct to other ongoing treatment found significant improvements in PTSD,
depression, and quality of life over time.®> However, in a small randomized pilot study
(N=47) of Veterans with PTSD, which compared MBSR to usual care, PTSD symptoms were
not significantly reduced, although there was evidence of improved functionality and
reduced depressive symptoms among completers.®?® In addition, a greater proportion of
participants assigned to MBSR had reliable change in both PTSD symptoms and quality of
life, suggesting that a subset derive clinical benefit for PTSD symptoms.’? Another trial
compared an eight-week mindfulness telehealth intervention to psychoeducation for PTSD
among combat Veterans, and showed reductions in PTSD symptoms compared to
psychoeducation, but the improvement in PTSD symptoms waned at follow-up.2® In
addition, a non-randomized trial compared mindfulness based-cognitive therapy (MBCT) to
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treatment-as-usual among combat Veterans and found that MBCT participants had greater
reductions in PTSD symptom scores.®” Additional trials are needed, and are ongoing.

A BRIEF PRIMER ON PTSD AND THE POTENTIAL ROLE OF MINDFULNESS
What is PTSD?
Briefly, the DSM-V diagnostic criteria for PTSD include the following:*

e History of exposure to a traumatic event
e Intrusive, re-experiencing symptoms

e Avoidance of trauma reminders

e Negative changes in cognitions and mood
e Changes in arousal and reactivity

The symptoms must have lasted longer than one month, cause significant functional
impairment or distress, and not be due to substance use or a co-occurring medical
condition.”

How might mindfulness influence the experience of PTSD?

Potential for reductions in avoidance. Avoidance of trauma-related reminders is a
major symptom and cause of PTSD.%

Individuals with PTSD avoid external cues (places, people, situations) as well as internal
cues (thoughts, emotions, sensations, memories) associated with the trauma. Avoidance
of emotions is termed emotional numbing. While avoidance is meant to reduce short-term
anxiety, it paradoxically maintains the disorder in the long run by preventing emotional
processing.

Mindfulness interventions foster acceptance rather than suppression or avoidance
of one’s experiences, including difficult experiences,® and there is some evidence that
mindfulness interventions reduce avoidance symptoms of PTSD.”? #’ Specifically, King and
colleagues reported that change in PTSD symptomatology over the course of mindfulness-
based cognitive therapy was driven by a reduction in emotional numbing.®’
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The following are some examples of avoidant behaviors seen in PTSD:

Cognitive avoidance

e Try not to think about the trauma
e Occupy mind at all times

Emotional avoidance
e Control feelings, numb emotions
e Avoid anything that could cause feelings (positive or
negative)
Behavioral avoidance

e Drink alcohol, take drugs

e Avoid place where event occurred

e Avoid wearing similar clothes

e Avoid crowded places

e Avoid other people, looking at others

e Avoid anything that could be potentially stressful

Adapted from Ehlers, A. & Clark, D.M.. A cognitive model of posttraumatic stress disorder. Behaviour Research and
Therapy 38 (2000) 319-345.

Potential for changes in the relationship to post-traumatic cognitions and beliefs. A
fundamental capacity developed by mindfulness practice is the ability to step back from
one’s thoughts, emotions, and sensations, and view them from a distance.”® One of the
core features of PTSD involves negative changes in thoughts and mood. Following trauma,
many people develop beliefs about self, others and the world in general that can lead to
added suffering. Mindfulness may help individuals step back from thoughts, seeing them as
temporary events in their mind and not as reflections of themselves.>® Theoretically, this
may result in reduced distress from and reactivity to thoughts and beliefs that develop after
trauma.

Common beliefs and attitudes following a traumatic event can include:

“Nowhere is safe”
Fact that the trauma happened to me “I deserved it. | don’t deserve to be happy”
# “l can’t trust anyone”
“There are no benefactors in life — people who
appear generous have other motives”
Initial PTSD symptoms that often

persist “I'm dead inside”
(i.e., irritability, emotional numbing, # “No one will ever understand me”
flashbacks, difficulty concentrating) “I cannot cope with stress”
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“They think | am too weak to cope”

Other people’s reactions after trauma #

“l need to appear strong”

“They think what happened was my fault”
“They just want me to get over it”

Other consequences of trauma #
(physical, social)

“My body is ruined”
“I will never be able to lead a normal life again”

“I am unable to feel close to anyone”
“I cannot love others again”

“I"'m unlovable”

“I’'m damaged, broken”

Adapted from Ehlers, A. & Clark, D.M.. A cognitive model of posttraumatic stress disorder. Behaviour Research

and Therapy 38 (2000) 319-345.

Potential for reductions in hyperarousal [/
hypervigilance. Hypervigilance is a core symptom of
PTSD.’ Hypervigilance is defined as excessive
processing of threat-related information in the
environment.” Individuals with PTSD tend to be
hyperaware of and sensitive to threatening cues, with
a threshold for threat is much lower, such that cues
that are non-threatening are perceived as dangerous.”
Threat-related information is more likely to be
processed, maintaining the disorder in a feedback
loop, while non-threatening information is less likely to
be processed. Mindfulness may teach individuals to
broaden their attention to diverse aspects of their
experience, and to bring non-reactive stance to

“MBSR helps the brain kind of
slow down, like when a PTSD
or anxiety attack, or civilians
call it an anxiety attack, us
veterans call it PTSD, when
the arise it actually slowed my
brain down to where I'm just
like, "Okay, this is the here
and now, let's get through the
situation," breathing
techniques in and out,....”

distressing aspects of experience. Because mindfulness fosters the ability to sustain
attention to distressing thoughts and emotions, mindfulness has been theorized to
represent a form of exposure therapy.”® Interventional studies demonstrate that
mindfulness interventions reduce physiological arousal and reactivity to stress,”® and in a
study of childhood sexual abuse survivors hyper-arousal significantly decreased following
participation in MBSR.>?> In a before-and-after study of MBSR for Veterans, all PTSD
symptom clusters decreased significantly over time, but hyperarousal exhibited the largest
change.3 Correlational studies also suggest a relationship between mindfulness and
hypervigilance (or hyperarousal).”” %

Suggestions for further reading:
Kearney DJ, McDermott K, Malte CA, et al. Association of Participation in a Mindfulness
Program with Measures of PTSD, Depression and Quality of Life in a Veteran Sample.

Journal of Clinical Psychology 2012;68:101-116.
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King AP, Erickson TM, Giardino ND, et al. A pilot study of group mindfulness-based cognitive
therapy (MBCT) for combat veterans with posttraumatic stress disorder (PTSD). Depress
Anxiety 2013;30:638-45.

Kearney DJ, McDermott K, Malte C, et al. Effects of Participation in a Mindfulness Program
for Veterans with Posttraumatic Stress Disorder (PTSD): A Randomized Controlled Pilot
Study. Journal of Clinical Psychology 2012;69:14-27.

Niles BL, Klunk-Gillis J, Ryngala DJ, et al. Comparing mindfulness and psychoeducation

treatments for combat-related PTSD using a telehealth approach. Psychological Trauma:
Theory, Research, Practice, and Policy 2012;4:538-547.
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Chapter 16: Reflections on working with Veterans’ challenges — Depression

“I wanted to learn more about meditation,
exercising or trying get some more tools that | can
relate to so it would help me out. I'm trying to
meditate, do yoga, anything to relax or help the
depression out, so that's what | really want to do.”

“Well we had talked about my depression for some
time and we had tried different things. | was not

would help me, and | had to trust somebody so |
trusted her.”

“Something to help me make proper decisions
when I’'m dealing with a stressful situation, and
when the depression kicks in to make just smarter
choices rather than picking up the bottle again,
because that’s been my escape in the past and

happy with side effects...she suggested | had a obviously it doesn’t work.”

suitable personality to be in a class like this that

Reflections and observations:

Some Veterans come to MBSR seeking help with their depression; our
research indicates that Veterans have significant levels of depressive symptoms
when entering MBSR, which improves significantly over time.> 3 *° The finding
of improvements in depression is consistent with multiple prior studies of
mindfulness-based interventions in a variety of settings. However. In our

gualitative work, however, few have commented on the impact of MBSR on
depression in particular. Also, individuals with depression may tend to be
withdrawn during class discussions, so it is easy to miss chances to help them
apply mindfulness to the challenges associated with depression. Given the high
prevalence of depression among Veterans, we feel that a working knowledge of
how mindfulness skills relate to depression would be helpful for mindfulness
teachers.

Recommendations:

Acknowledge that Veterans may be experiencing very difficult emotional states.
When discussing awareness of emotions, it can be helpful for the instructor to name and
give examples of emotional experiences, including sadness and depression.

Instructors should at some point in the class series explain the relationship
between mindfulness, rumination, self-compassion and depressive moods. Many Veterans
seem to appreciate assistance by the instructor in making the link between rumination,
depression, and mindfulness. It may be most helpful to introduce the concept of
rumination early in the class series, to notice the problem-solving tendency inherent in
rumination, and contrast this ‘doing mode’ to the ‘being mode’ fostered by mindfulness
practice.
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We suggest that mindfulness teachers read the professional manual ‘Mindfulness-
Based Cognitive Therapy for Depression,” by Segal, Williams and Teasdale (MBCT), which
skillfully elucidates these concepts. We have found that MBSR teachers can readily insert
education about depressive mechanisms into their classes, and that many Veterans express
understanding and appreciation of this material. Of course, undergoing facilitator training
in MBCT would be an additional, valuable option.

We recommend excluding Veterans with suicidal ideation with intent, unless there
is the ability to closely monitor these Veterans. For Veterans who do not pose a safety
concern, we recommend including them in a general mindfulness group.  There is
accumulating evidence that mindfulness-based interventions are helpful for individuals with
significant depressive symptoms.'® At our site, in one study the mean PHQ-9 depression
score of Veterans entering MBSR was 14.7, indicating moderate to moderately severe
depression; these depressive symptoms decreased over the course of participation in a
mindfulness group.?

Inclusion of patients with active suicidal ideation may be more appropriate when the
groups are led by mental health clinicians, and when each patient is engaged in another
form of mental health care; there is evidence that this approach is safe and beneficial to
Veterans with suicidal ideations.”

Follow up with students who appear to be in acute suffering. If an instructor
recognizes that a participant appears depressed, the instructor may check-in with the
Veteran after class. The instructor may urge them to have contact with their providers for
additional support. Early on in the class series (as well as in the orientation session) it is
helpful to encourage Veterans to utilize their existing resources (e.g. therapists, other
groups) for support in processing issues that may arise.

Context:
Depression among Veterans.

A survey of Veterans using VHA services showed a prevalence of significant
depressive symptoms of 31%." There s good evidence that mindfulness-based
interventions result in improvement in depressive symptoms.94' 100, 102 o summary of
multiple trials, most with pre-post designs, showed significant reductions in depressive
symptoms for people with chronic medical conditions who participate in MBSR or
Mindfulness-Based Cognitive Therapy (MBCT), with large effect sizes.'®

There is strong evidence to support the effect of MBCT on preventing relapse of
major depression, as described below.? ** %1% There is also growing evidence to support

. . . . . . 1
effectiveness of mindfulness-based interventions for treatment of active depression.” 1%
102
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A BRIEF PRIMER ON DEPRESSION AND THE ROLE OF MINDFULNESS

What is depression?

In brief, major depression is characterized by depressed mood and/or reduced interest and
enjoyment in activities, and may also include changes in weight, sleep, and psychomotor
function; fatigue; reduced concentration; and suicidal ideation.'® These symptoms must be
significantly distressing or impairing, and be present nearly every day in the past two weeks.
They cannot be not due to substance use or a medical condition, and are distinct from grief
following a loss.

How does mindfulness influence depression?

Participation in Mindfulness-Based Cognitive Therapy (MBCT) reduces by half the
rate of major depressive relapse,” %% 1% 1% 3nd is as effective as maintenance
antidepressants in preventing relapse. Mindfulness-Based Cognitive Therapy (MBCT)
was adapted from MBSR for the purpose of preventing relapse of depression for individuals
with three or more prior episodes of major depression. MBCT includes elements of
cognitive behavioral therapy and includes teaching about key factors involved in relapse of
major depression. MBCT and MBSR are very similar, and although prevention of depressive
relapse has been most clearly demonstrated for Mindfulness-Based Cognitive Therapy
(MBCT), it seems likely that MBSR too can influence depressive relapse, although this
remains unstudied. The comments below are intended to provide a brief overview of some
of the concepts involved in prevention of relapse of major depression by mindfulness-based
interventions. Those interested in learning more are encouraged to read the MBCT
professional manual and possibly participate in MBCT professional training.

Teasdale et al. randomized recovered recurrently depressed patients to MBCT or
treatment-as-usual (TAU).”> Over a year of follow-up, MBCT almost halved the risk of
depressive relapse or recurrence among patients with 3 or more previous depressive
episodes (77% of the sample) compared with treatment-as-usual. These findings were
replicated in a study by Ma and Teasdale, who randomized recurrently depressed patients
to TAU or TAU plus MBCT.** Among patients with at least three previous depression
episodes, MBCT reduced the rate of relapse from 78% of the TAU participants to 36% of the
MBCT participants:

107
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The above findings were confirmed by a meta-analysis of six rigorously designed
studies involving a total of 593 participants, which showed that MBCT achieved a relative
risk reduction of 34% for relapse of depression as compared to treatment as usual or
placebo controls.*®

It has also been shown that participation in MBCT also allows people with a history
of major depression to successfully discontinue antidepressants.’®* ' |n a well-designed
trial, MBCT was compared to maintenance antidepressants for individuals with a history of
major depression. Over 15 months follow-up, 75% of those randomized to MBCT were able
to discontinue antidepressant medications.’® MBCT also was also more effective than the
maintenance antidepressant medication group in reducing depressive symptoms and
improving quality of life.

How does mindfulness reduce the rate of depressive relapse?

Reduced rumination. A key factor in relapse of major depression is rumination,
defined as passively and repetitively focusing one’s attention on negative emotions, with
intrusive, distressing thoughts about negative events.'® Mindfulness interrupts the cycle of
rumination by fostering decentering, which can be defined as the ability to observe one’s
thoughts and feelings as temporary, objective events in the mind, as opposed to reflections
of the self that are necessarily true. Mindfulness meditation practice develops the skill of
‘letting go’ of ruminative cycles of thought, which are regarded from a decentered
perspective.

Cultivation of the “being mode” rather than the “doing mode.” While in the doing
mode, one contrasts what is desired with what is actually present, and tries to resolve the
inconsistency through problem—solving.94 While this can be helpful when there are clear
action steps available, it is more problematic in cases of things that are more difficult to
change; for instance, the nature of one’s internal experience.94 A focus on problem-solving
in these situations can increase suffering and perpetuate depression.94 In contrast, being
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mode allows one to notice and accept the present moment experience without evaluating
and judging it against what is desired. Mindfulness practice fosters the ‘being mode.” It can
be helpful for instructors to incorporate language around the ‘being mode’ in meditation
instructions or in-class discussions.

Enhanced meta-cognitive awareness. Metacognitive awareness refers to the
capacity to recognize depressive thinking in a broader field of awareness, i.e. to recognize
thoughts as passing events without becoming attached to or identified with these thoughts,
and without pushing them away or suppressing them. In mindfulness practice, participants
are encouraged to see ‘thoughts as thoughts’ which come and go. This opens the
opportunity for attention to be directed at other aspects of one’s experience — to process
positive or neutral stimuli (e.g., the breath) — rather than fixating exclusively on negative
aspects of one’s experience.'® The mere act of sitting in an upright posture and paying
attention to the breath can shift one’s focus away from the all-consuming problem and
allows for greater perspective to be taken,'®® which makes depressive symptoms less likely.

Enhanced self-compassion: In a study comparing MBCT to maintenance
antidepressants, it was shown that individuals who developed greater self-compassion had
an ‘uncoupling’ of the relationship between depressive styles of thinking and symptoms of
depression.™? In other words, dysfunctional thinking styles weren’t necessarily reduced, but
for people who developed self-compassion during MBCT, there was a change in the
relationship between cognitive reactivity (beliefs, assumptions and rules thought to be
dysfunctional that are usually associated with depressive style thinking) and depressive
symptoms. These findings suggest that although negative patterns of thinking may reappear
after participation in a mindfulness intervention, what matters for depressive outcome is
how one responds to these negative thought patterns (i.e., with or without self-
compassion).

Suggestions for further reading:
e Hofmann SG, Sawyer AT, Witt AA, Oh D. The effect of mindfulness-based therapy on
anxiety and depression: A meta-analytic review. Journal of Consulting and Clinical
Psychology. 2010;78(2):169-183MBCT for Depression professional manual, Segal,

Williams, Teasdale

e Segal ZV, Williams JMG, Teasdale JD. Mindfulness-Based Cognitive Therapy for
Depression, 2nd Edition. Guilford Press 2013.

e Williams JMG, Teasdale JD, Segal ZV. The mindful way through depression: Freeing
yourself from chronic unhappiness: The Guilford Press; 2007.
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Teasdale JD, Segal ZV, Williams JM, Ridgeway VA, Soulsby JM, Lau MA. Prevention of
relapse/recurrence in major depression by mindfulness-based cognitive therapy.
Journal of Consulting & Clinical Psychology 2000;68:615-23.

Piet J, Hougaard E. The effect of mindfulness-based cognitive therapy for prevention
of relapse in recurrent major depressive disorder: a systematic review and meta-
analysis. Clin Psychol Rev 2011;31:1032-40.

Kuyken W, Byford S, Taylor RS, Watkins E, Holden E, White K, Barrett B, Byng R,
Evans A, Mullan E, Teasdale JD. Mindfulness-Based Cognitive Therapy to Prevent
Relapse in Recurrent Depression. Journal of Consulting and Clinical Psychology
2008;76:966-978.

Additional information on MBSR and MBCT teacher training: Mindfulness-based
Professional Training Institute (http://mbpti.org)



http://cme.ucsd.edu/mindfulness/mbct_tti_home.html
http://cme.ucsd.edu/mindfulness/mbct_tti_home.html

Part V: Comments on Practical Matters
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Chapter 17: Referrals and Orientation Sessions

“She [my primary care provider] actually didn’t
know much about it, she had heard about it, she
knew it was about meditation, which is something
I’m very interested in but, basically that was it. She
really didn’t know much.”

In response to: “Was there anything that you think
would have been helpful about MBSR when you
were referred?: “No, | think | was told everything |
needed to know”

“I don’t think it was applicable to me, because my
condition wasn’t in my head, and that’s the way
my doctor made me feel, that it was more in

my head than actual physical pain... definitely the
way the program is put out to the patients is

a big factor. It could be put out more like this
program might benefit for you to relieve some of
the pain, not ‘cure your pain’ or treat it like it’s all
in your head.”

Reflections and Observations

“..the initial screening that | think you guys did,
you cleared up any questions I had...”

“I have lung cancer, and | remember the doc
saying it would be helpful to sit with a group of
cancer patients. Didn’t want to spend a lot of time
with the other sick people saying, oh woe is me.”

“I had heard about it | think on PBS, maybe a year
or so ago, so | was familiar with it. ... However |
will say that the initial screening that | think you
guys did, you would have cleared up any questions
I had anyway.”

“l went to a group physical therapy at the
swimming pool and men actually touching me. |
can’t do that. I’'m not there for people to touch. I'm
there to get better. That’s the end of all my group
classes, | will not take another group class. Sorry, |
can’t do it.” (Female, Decliner)

In our setting, MBSR is offered as a hospital-wide course. The vast majority of
referrals come from providers in primary care and mental health, but providers in
any service line can refer a Veteran. The information given to patients about the
program during the referral process appears to vary significantly, and it can
influence whether an individual declines to enroll, drops out, or completes the
course. In our interviews with patients referred to MBSR, we discovered that
some providers do not have sufficient or accurate information about mindfulness
programs, or they may not know what information is most pertinent to help
patients decide if they are interested in participation. On the other hand,
completers of the program have reported having sufficient information about
MBSR at the outset.

We feel it is critical that providers who are making the referrals clearly
understand the scope of the class and that orientation sessions clearly outline the
class as well, so that Veterans come into the first class with a basic idea of what
they are getting into. To help providers better understand the role of a
mindfulness program, as well as the information that is important to share with
patients, we created and distributed informational booklets for providers and
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patients; our impression is that this appears to have helped achieve better
education of patients and providers.

For some Veterans, the group format is a barrier. Some people are not ready
to pursue personal work in a group setting, or they simply prefer working one-
on-one with a therapist. Aversion to groups can also be related to PTSD;

although many Veterans with PTSD are interested in participating in a group
format, others find the group format to be a deal-breaking barrier.

Spiritual or religious affiliations do not appear to be a barrier to enroliment.
By and large, in our experience, Veterans do not feel there is a conflict between
their religious beliefs and the Eastern roots of mindfulness meditation.

Recommendations:

We recommend that all Veterans be required to participate in an orientation session
before enrolling in MBSR. Misinformation, lack of information, or feelings of ignorance
going into the group can lead to dropouts, so all MBSR participants are required to attend
an orientation prior to the first session. The purpose of the orientation is to provide a sense
of what to expect from the mindfulness group by showing a 45-minute documentary video
(see below); this helps to ensure that all participants gain a basic understanding about what
participation in the program entails. During this group orientation session, Veterans are
given the opportunity to ask questions about the program. Attending the orientation also
gives Veterans the opportunity to cancel enroliment if it does not seem like a good fit.

During the orientation session, inform Veterans
that they will not be obligated to share during
mindfulness class sessions. Some people avoid group

“Honestly | wasn’t too sure of

programs because they are fearful of sharing in a the program and what it
group setting, and we feel it is helpful to let people does. Knew that it was a
know ahead of time that although there is a mind-body wellness program

but didn’t know in details
what the program was all
about”

component of group interaction and discussion, they
are welcome to share as much or as little as they
would like during the class. The knowledge that they
won’t be forced to share or divulge helps to develop a
feeling of safety and trust.

During the orientation session, set expectations for participation. First, encourage and
advise people to attend the first class, which lays the groundwork for the series. Also, advise
people who may be unable to attend the first two classes to consider passing on this series
and signing up when their schedule is more conducive to participation. When people come
and go a lot in the series it is difficult for the group to maintain cohesiveness, which can
make it difficult to create and maintain a solid container of trust, safety and flow. The
expectation should be to attend as many of the class sessions as one can, with the
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understanding that effort is asked of them if they are to learn and grow. Additionally, the
importance of being on time to each class must be stressed. Encourage participants ahead
of time to plan ways to be on time, to set aside time each day, and set up a schedule to
allow for attendance.

During the orientation session, point out that
learning mindfulness is not the right fit for
everyone. Although in our experience the vast
majority of Veterans who are referred to MBSR and
attend an orientation choose to enroll in the group,

“MBSR would probably be a
bunch of people going through
overwhelming stress... | don’t like

show and tell, | prefer one-on- some Veterans decline enrollment. For those who
one... Maybe cathartic for some, decline enrollment, it is important for the person
but it’s not cathartic for myself” leading the orientation to acknowledge that this

may not be a good fit for everyone, and perhaps

“Being in a group of people is
J group of peop even to affirm that there are many different paths

something | don’t enjoy... And

being in a group of that many that lead to learning and growth. Deferring to the

people is more than | can patient’s judgment about whether or not to

basically handle.” participate in a program like a mindfulness group is
a central aspect of patient-centered, patient-driven
care.

A brief outline of an orientation session. The
orientation session is critical for the success of this
program, and we highly recommend it be as
thorough as possible.

A sample orientation format, which follows an

hour-long format, is as follows:

1. Hand out group schedules & offer
informational brochures as attendees arrive.

2. Encourage Veterans to ask questions but
also allow Veterans to be anonymous and
quiet if they choose. We generally do not i heciin A e i
ask Veterans to introduce themselves during 60 5. COLUMBIAN WAY
the orientation session; if they enroll o<l
introductions are performed in the first class
session.

3. Play the Bill Moyers documentary video,
“Healing and the Mind” (45 minutes; see
below). We utilize this video in order to
provide an accurate picture of what the
class series involves.

4. Additional comments by program
coordinator, opportunity for Q&A (5-10
minutes).
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5. Another option for the orientation session is to deliver a brief presentation that
provides an overview of the stress response, reactivity, and the role of mindfulness.

We generally have three orientations prior to the start of each mindfulness group to
accommodate everyone who is interested. When possible, it is helpful for the MBSR teacher
to lead the orientations, although many of our orientations have been successfully led by
the program coordinator, who is familiar with the program and mindfulness practice.

“Healing and the Mind” is the name of a 5-part series, sold in a set of 3 DVDs. The
segment used for the MBSR orientations is found in the first 45 minutes of Volume 3:
Healing from Within, which follows an MBSR cohort at the University of Massachusetts
Medical Center, led by Jon Kabat-Zinn. Bill Moyers interviews participants, Jon Kabat-Zinn,
and a gastroenterologist, who each provide comments on the role of mindfulness practice
for chronic conditions. There are discussions of the challenges and growth experienced by
participants during their 8 weeks in MBSR.

How can | get the video?

The video can be purchased as a DVD, and the MBSR segment can also be found on
YouTube, which can be offered as an alternative to patients who are unable to attend any
of the in-person orientations. To find it, search “Healing and the Mind Bill Moyers” in the
YouTube search bar, and select the University of Colorado posting (42:49 in length).

We recommend providing educational brochures about mindfulness to patients
and clinicians, with the goal of reducing the likelihood that Veterans will receive
inadequate or inaccurate information. Sample brochures are provided in the appendices
to this document.

When mindfulness groups for Veterans are offered in VA medical centers, we
recommend incorporating the mindfulness group into the consult menu in CPRS in order to
provide a convenient referral mechanism for clinicians throughout the hospital. Given
that clinicians who are working with patients are very busy and utilize the Computerized
Patient Record System (CPRS) for each patient encounter, inclusion of a referral mechanism
in the consult menu of CPRS greatly facilitates referrals to the program.

At our site, a program coordinator reviews the consults received each day from CPRS.
When the consult is received, the coordinator first reviews CPRS (problem list and recent
notes) for any exclusion criteria (see Chapter 1). The CPRS referral menu should also
prompt the referring clinician to review the exclusion criteria to minimize the chances that
an ineligible patient will be referred to the program. We accept all Veterans who have a
desire to participate in MBSR after attending an orientation session, and who do not meet
exclusion criteria. Although we recognize that learning mindfulness could potentially benefit
Veterans with some of the exclusion criteria, these criteria were adopted because of
concerns that some conditions could disrupt the group process, or would require closer
safety monitoring than is possible in a large group setting.
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Chapter 18: Room and Scheduling Considerations

“The classroom we used had a lot of extra stuff like
a white board, additional chairs, podium, so | think
if some of the items in the classroom would have
been positioned differently or not there would
have given us a little bit more room. | mean with
the number of participants we had, it would have
been easier to maneuver to do some of those, for
instance floor exercises. | mean we made it work
by shoving as much as we could to the side, but
the room was just really crowded with additional
extra items.”

“Would have loved to try to take the class if able to
provide some help with child care. Distance to
Seattle not a problem if | didn’t have to worry
about my daughter. Trying to get back before day
care closes is the issue.”

Reflections and Observations

Mindfulness groups require more space than other groups due to the
moving meditation exercises (walking meditation, yoga, gi-gong, etc.) and the

relatively large group size. Participants will need enough open floor space to lie
down on their yoga mats with at least a foot or two between them. Classrooms
where it is difficult to do the yoga or walking meditation can create barriers for
Veterans.

Recommendations:

“You did hear people in the hallway sometimes
running through laughing... he apologized for that
it was just the location of the class room. | don’t
know if there is another location here in the
complex that would have been more suitable with
sound proofing.”

“The place that we were doing it, we hadn’t
been in the program yet for one day, and
they had another program going on next
door that was completely disturbing the
problem. So it was a bit of a juggling act to
find the space to do the thing in. Which
makes people that are Veterans feel like
beggars, as they already do. So there was a
little bit of displacement mentally, not just
physically...it may not have been noticed by
most, but it was noticed by several.”

Offer a variety of times for mindfulness groups throughout the year (morning

groups, afternoon groups, evening groups) to accommodate a wide range of patients

’

schedules. In our experience, weekday mornings are most often the most convenient
option for patients. It is important to be mindful of potential inconveniences regarding the
timing. Getting to the hospital is very difficult for many Veterans, especially those who
commute long distances. When deciding which 2.5-hour time frame to schedule the groups,
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be aware of the bus and shuttle schedules; these may
impact patients’ willingness or ability to remain in
group the full length of the session.

Large conference rooms, group therapy rooms,
or the hospital chapel are appropriate locations for
mindfulness groups. At our site, mindfulness courses
are often taught in the chapel, which provides a quiet,
generally interruption-free environment. A large,
clearly worded sign placed on the door during class
sessions can help prevent interruptions.

Location consistency matters. As much as
possible, reserve the same room for every session in a
class series. Although space for group events is limited
at many VA medical centers, changing locations week

to week can, at best, create confusion resulting in late attendance as people try to find

“I had a class a year ago that
was in the afternoon from
12:30-3:00. We didn’t realize
that a number of major buses
to the VA departed at 3:00 so
a number of people had to
leave early consistently,
which was very disruptive. So
consider traffic and
transportation into your
schedule planning.” (MBSR
teacher)

unfamiliar rooms, and at worst, it can trigger feelings of unworthiness.

84




Chapter 19: Course and Session Length

“I really wanted the course length to be longer too,
because | felt that we were really just getting to
the point where the meditation portion of it was
getting to stick, that we could do it per her little
bell, she didn't have to coax us into it with her
words, where by her bell we could just fall into it”

“At first | thought they were lengthy, but the time
went by so fast because most of the time, how can

I say it, you were in a trance of floating, always
trying to get in touch with yourself, your inner self,
what makes you, you.”

“That was a little long for me. | think 90 minutes
was probably the optimal amount of time in my
case. | think after about an hour and a half you
start to, ya know, at least | do, start to look at your
watch and it sort of becomes repetitious.”

Reflections and observations:

Although MBSR classes are long (2.5 hours per session, plus a 7-hour
retreat on a Saturday), in our qualitative research we found that many Veterans
actually want longer class sessions and lengthier courses. Also, some Veterans
would like the group to meet more frequently than once a week. In MBSR, class
sessions are long because at least half of each class session is devoted to
practicing meditation, with the remaining time allotted to group discussions. In
general, many Veterans feel that the class and course length is sufficient,
whereas others feel that 2.5 hours is too long and difficult to fit in with other
appointments. Of note, in our qualitative work we found that every Veteran who
attended fewer than 4 MBSR sessions said they would recommend MBSR to
someone else. Similarly, most patients who declined due to lack of time and
scheduling conflicts were still interested in enrolling at some point. This implies
that although the time-intensive format of MBSR can present an obstacle for
some Veterans, it appears valuable and attractive to most who are referred and
attend an orientation session.

Recommendations:

While we recognize that mindfulness can be taught in a variety of formats and
session lengths, when offering MBSR to Veterans we recommend adhering to the
standard class structure and length. Although there is a trend toward providing briefer
interventions in health care, as described above many Veterans appear to prefer the time-
intensive structure of MBSR. The acceptability of the MBSR format is supported by
evidence of high attendance rates in prior studies of MBSR among Veterans, > *° as well as
our ongoing qualitative research.
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Chapter 20: Instructor Characteristics

(Number of instructors, instructor gender, non-Veteran instructors)

“Yeah, | think two teachers would've helped out a
lot. There were a lot of people in this class though,
at least 20 some people or something, so yeah |
mean it's almost like a classroom, you can't help
everybody, so if there was an extra individual they
might be able to help out a little bit more and |
think it's kind of stressful for one person, not really
stressful on you, but sometimes | think he would
have been better off with another person with
him.”

“If you have two people talking, you would lose
your shift in your attention back and forth. And it’s
better to have one thing to focus on, one thing on
breathing, one voice, one consistent voice. ‘Cause
then you’re going to have two different voices and
that sometimes to me would disrupt any type of
meditation you tried to achieve.”

“As far as needing any assistance or someone else
to better explain things or whatever, assist with
other people in the room or whatever, | don't think
she needed it. | think she, as far as maybe
someone else that was less informed may have
needed some help, but she herself, she didn't need
anyone helping her.”

Reflections and observations:

Number of instructors: We generally have a single instructor for MBSR
classes. However, when asked, some Veterans express an interest in working
with two instructors. Given the large size of the groups (typically 15-25

“l didn't really care if it was @ man or woman, just

as long as | am receiving the same information, so
it doesn't bother me whether it is a man or a
woman, as long as they help me to achieve what
I'm looking for.” (Male)

“There is a different way that you have to speak to
Veterans. And | understand that it’s a civil program
they do it outside the Veterans. | think it’s different
when you’re in the VA, you’re talking to nothing
but Veterans, it is different...”

“What they don’t teach you is how to deal
specifically with PTSD, even though it’s understood
that a lot of the people that are in the class are
suffering from some acute problem...it seems that
a person can only get that from a psychologist or a
shrink, but the only kind of psychologist or shrink
that you can get that from are people that actually
are Veterans that have suffered the same
consequences of war. Hence the problem here..”

Veterans), a second instructor could
maintain control and provide added
attention to specific individuals during
movement practices, in addition to
bringing an additional perspective to
teaching.  For many people, hearing
mindfulness instructions from
instructors with different personalities
and different teaching styles can be very
helpful. Also, hearing instructions from

“For this environment, two
might’'ve been able to keep
the group under control as
opposed to one guy sitting up
there by himself with 20 faces
staring at him.”
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both a man and a woman can help some individuals to understand and relate to
the practice. An added benefit is that a second instructor can effectively teach by
modelling mindful listening and attentiveness as the other instructor teaches.
However, it is important to point out that when two instructors lead the group,
they must work well together as a team. In our experience, instructors are able to
gauge whether their teaching style naturally complements the teaching style of
another instructor, and when resources permit, we provide MBSR with two
instructors. In this case, it can also provide the opportunity to serve more Veterans
by offering a larger group (e.g. 20-30 Veterans).

Instructor gender: \While some Veterans prefer having a female instructor,
many appear to have no preference. Instructors should be aware that some
Veterans, including males, may initially feel more guarded in the presence of a
male instructor. As described in chapter 7, we also recognize that some women
with histories of interpersonal trauma could likely benefit from opportunities to
approach their discomfort, fear, anxiety, or anger in a women-only format, and in
this situation a female instructor would be preferred.

Non-Veteran instructors: None of our MBSR teachers are Veterans.
Because Veterans often have unique experiences and face different challenges that
others may not easily comprehend, when asked, some Veterans have expressed
the idea that they would be better served by working with mindfulness teachers
who are also Veterans. In our research, we also found that some Veterans express
the desire for mindfulness teachers who have a better understanding of Veteran
culture. This was part of our motivation for providing this resource — to provide
more information to teachers about the unique experience of Veterans, including
sub-cultures operative within the Veteran community, in order to help them as
teachers. An important qualifier is that despite the fact that our teachers are not
Veterans, most participants rate them very highly on teaching ability and have
found them easy to connect with. Indeed, many have expressed a strong sense of
gratitude to our teachers for being there and for offering the class. Also, as further
evidence that they feel they learned something of value, a high percentage of
Veterans report that they would recommend

the class to other Veterans. Thus, although the

desire for mindfulness teachers who are

Veterans is understandable, our clinical “People teaching can’t relate

experience and research indicates that to those who've been in war
. . environment

mindfulness can effectively be taught to

Veterans by non-Veteran instructors.




Recommendations:

A single instructor is generally sufficient for mindfulness groups, but if resources
permit, two instructors can be helpful.

In general, the most effective means of connecting with the group is to keep the
emphasis on learning mindfulness as the shared experience. \We have found that teachers
who embody sincerity, humility, authenticity, and direct experiential knowledge of
mindfulness practices are readily accepted by the group. We feel that it is important for
teachers to have an ongoing personal mindfulness practice, and when teaching to speak
directly from (and not beyond) their own understanding. If the instructor sometimes
shares his/her personal struggles or insights on the path of learning mindfulness, it can
often serve as a way of framing the bond with group members as a common shared
experience of learning mindfulness.

Be able to connect on a human level to diverse individuals and relate to their
experiences and struggles with kindness. One of the most powerful ways of learning
mindfulness can be through interacting with a teacher who embodies a mindful way of

“She was great! She was great. Loved on us. Loved on us, loved on us, loved on us. She didn’t put too
many expectations on us. If you could not physically do the exercises, she would instruct you to sit in
the chair and do them. She knew that people had a certain pain threshold and she really was good
about making sure that you were mindful not to go over that [threshold]. She was funny. She was
caring. She was great! She was great. She made it, she made that class..she made that class
everything that it should be. | don’t think that she could have done anything more to make it any
better.”

“I could see that she enjoyed what she was doing and she was very positive. She listened.”

“He knew the subject, obviously. He was thorough on his explanations of what he wanted us to do
and how he wanted us to do it. Then just the way he talked, he had the mono voice to help you relax
and instruct you to move this way or do this. You could understand him, he was very vocal. | had no
problems”

“She was for real. Every now and then she would share something with us to help guide us along the
way. She was relentless even though she was a very nice person she was relentless all the time. |
noticed that.”

“We had several one on one talks and | just love her. | just love her. | think everybody did. | think the
angry guy was the only one that had problems with her and even he gave her a hug at the end
session. She was just wonderful. She knew her stuff, she really did...I don't think she did anything
that was unhelpful. If you had a question on anything, if she didn't know the answer she found it for
you. She made a point of calling you and telling you or bringing you the material in. She always had
some wonderful poems that she would bring in for the class and read, and we always wanted to take
the poems home and | still have poems. | have one of them in a frame in my office, it is just
wonderful. It really helps to turn around and look at it from time to time.”




being. If the teacher naturally embodies warmth, openheartedness, curiosity, humor, and
acceptance, it can help to bridge the gap between divergent life experiences and foster a
strong sense of trust and connection with the teacher.

“The instructor was very good. | could tell that the reason he
was doing it was because he needed to. He was a person that
really needed to be doing all of the things, which made
everyone in the class for sure believe that here was a person
that all in his heart was teaching this so, you know. ...my
experience with the instructor was very excellent.”

Respectfully acknowledge the Veteran’s service to the country, and, by extension,
the instructor. Coupled with a sincere statement of the instructor’s intention to offer this
form of service to them for what they have done, this can create an environment of mutual
respect that supports the class, participants and instructor.

Be mindful that many Veterans may come from a very different background from
your own, which often involve very challenging socioeconomic circumstances. Awareness
of the unique challenges faced by many Veterans, as well as their courageousness and
resilience, is a theme throughout this resource.

As an additional recommendation, we advise that teachers do not ask group
members what they do for a living when members are asked to introduce themselves. In
civilian MBSR groups, this can sometimes be the routine, but many Veterans are dealing
with unemployment, struggling to find work or keep a job, and some are homeless. Taking
this approach can help prevent alienation. Instead, try asking them what they do in life, as
opposed to what they do for work.

Male instructors can provide modeling of mindful self-reflection and emotionality.
Many male Veterans have been taught to show limited emotion or hold the belief that
emotional communication makes them appear weak. The presence of a male instructor
who consistently demonstrates that one can be strong and mindful and emotional can
provide powerful corrective lessons. Male instructors who effectively balance the head and
heart and communicate this synergy with clear accessible language will be most effective.
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“I would rather have a woman instructor. | like women instructors.” (Male)
“I just happened to feel like the ultimate healing involves maternal energy.” (Male)

“I don't think being a male or a woman would have any bearing on me taking it at all - it would not have
had any.” (Male)

[When asked if it helped to have a male or female instructor] “I can't say because I've had both. In the
military I've had male instructors teach the same thing and | think that if the person is passionate
enough and knows what they're doing, | don't think gender really matters.” (Female)

“I prefer a woman... for me personally, | can become more vulnerable. You know, | can let my defenses
down... versus with a man, | don’t always feel like | want to do that.” (Male)
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Chapter 21: Maintaining Practice, Continued Support

“Oh yes, I'm doing the eating stuff, I’'m doing the
yoga part, | also do the body scan because | suffer
with chronic pain and fibromyalgia, so | have to do
the stretches. | have to do something that’s going
to really help the body with the pain and minimize

make it a daily practice. Because | know that it’s
not a cure, but it certainly makes things easier.
And I’'m all about making things easier at this
point. So yeah, that’s kind of the change that |
saw: before | was just dabbling in meditation, but

the inflammation. So | have been doing them... |
do it every day: | do it in the morning and | do it in
the evenings.”

this helped bring it all together.”

“If we could have a support network inside the VA
System with MBSR... why can't we have a support
group for loving-kindness or MBSR or even
conjoining both into one meeting?”

“I went and got the Qi Gong CD set and got some
other meditation stuff, because | really do want to

Reflections and observations:

Many Veterans maintain a variety of mindfulness practices after the course.
The breathing meditation appears to be maintained most often - Veterans often
report incorporating it into their daily activities (on the bus, while driving, outdoors,
in bed, etc.). Some also continue practicing the body scan to help them relax and
fall asleep, as well as yoga to manage their pain. Spouse participation helps some
Veterans to continue their practice. Several Veterans have reported engaging
additional resources outside of the VA as a result of taking MBSR, including taking
yoga classes or participating in other mindfulness training or retreats. Other
Veterans do not maintain a practice after MBSR, whether it be due to lack of
interest, perceived lack of benefit, or inability to find time.

One indicator of how well-received the program has been is the common
request by Veterans to take the class a second, third, and fourth time. However, in

the process of interviewing Veterans, we learned that it is common for Veterans
taking the class for the first time to feel that including individuals in their group
who have previously taken MBSR detracted from their experience. This finding led
us to develop an alumni class series at our site for those who have previously taken

MBSR. As another way of offering ongoing
support, in our community there are
organizations that provide opportunities for
Veterans to participate in weekend mindfulness
retreats at low or no cost. We have found that
some Veterans appreciate the opportunity to
go deeper in their practice by attending these
retreats, and for this reason we inform
Veterans who have completed MBSR of these
opportunities.

“I found out that these people
had taken the class back-to-
back and they were on a third
session taking the class again,
and | don’t think that s
right....”
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Recommendations:

Support Veterans to “make the practice their own” from early on in the course. It
can be useful to describe MBSR as introducing a palette of mindfulness practices, with the
hope that each participant will leave the course with enough facility with the practices to
continue on their own after they complete the course. Veterans may have questions about
how they should practice after leaving MBSR, and we suggest pointing out that there is ‘no
one way to practice.” Another possibility is to point out that given the uniqueness of each
person in the room, along with unique life circumstances, we might expect each person to
incorporate the practices into their life in a unique way.

Encourage Veterans to continue to use the guided meditation CDs after the course
ends. Many Veterans find these guided meditations to be a readily available, accessible
form of support.

Provide a list of community resources for continued mindfulness practice and
learning. This is provided as an informative list, without specifically endorsing any
particular resource in the community.

If resources permit, offer occasional ‘alumni’ class series for those who have
completed MBSR. At our site, we offer periodic MBSR courses limited to those who have
previously taken MBSR (‘alumni’ courses). If it is not possible to offer alumni courses, we

suggest creating a guideline for re-enrollment that

balances availability of spots for new courses with the
need for ongoing support for alumni, e.g., a Veteran
could retake the course once per year. When
including MBSR alumni in groups predominantly

“I think it would be good to
have, let's say a step two. |
know people can take it

repeatedly, but if you take it composed of individuals new to MBSR, it is also
repeatedly coming into the helpful to include some comments surrounding this
same classes, it doesn't go situation in the guidelines for participation at the

much further than the first beginning of the class series. These comments should
time around. But if there

could be some kind of encourage MBSR alumni to aIIov-v space for chers to
commitment ..to go deeper...” learn for themselves through their own experience.

Be aware that it may be hard to say goodbye.
For many Veterans in mindfulness groups, it may have
been one of the first and most positive group experiences they have had in a long time;
saying good-bye can be difficult. In the closing circles there is often sadness and loss and it
is helpful to name these feelings. It can also be beneficial to provide space for group
members to reflect on how they have changed — has the course has opened up
unanticipated possibilities and connections? It can also be useful to call to mind any
judgments that may have come up about other group members on the first day, and to
notice what has changed and whether their hearts and minds have opened.
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One suggestion for facilitating this process of saying goodbye is to include some
form of ritual in the final session. One experienced instructor uses the approach of passing
the meditation bell around the circle. Upon receiving the meditation bell, each person is
asked to speak spontaneously from the heart about what the experience of taking the class
has been like. After speaking, the person is then asked to ring the meditation bell, and the
group is asked to listen as the sound of bell fades before the bell is passed to the next
person, who in turn has the opportunity to speak. In this practice, people are also given
permission to opt out, or to simply ring the bell as their form of self-expression. Another
example of a shared ritual to promote processing and saying goodbye is the use of a totem
(e.g. a heart-shaped rock or other symbolic object). The person who holds the totem is the
person who speaks; the totem is then passed from group member to group member. In
these forms of ritual, it is helpful and important for the instructor to share his/her
experience along with the other participants, which can help to illustrate the shared,
ongoing, open-ended experience of learning mindfulness over a lifetime.

Another suggestion to promote closure is to hand out a certificate of completion to
each participant in the final class session. When presented, it is offered in recognition of
their commitment and hard work. It is also described as being given with the hope that it
might serve as a reminder of the practices, as well as a reminder of the positive intention
they have shown for themselves through participation in the class. An example of a
certificate of completion is provided in Appendix D.

Create a system for receiving feedback from participants that can be used to
evaluate and improve the mindfulness program. At the final group session, we suggest
providing participants with an evaluation form to gather feedback about the quality and
impressions of various aspects of the mindfulness program. This evaluate form should
evaluate multiple aspects of the program, including the teacher, the CDs and other teaching
materials, the physical environment, as well as any perceived changes in their health or
behaviors.
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Inside

Mindfulness Based Stress Reduction (IVIBSR)

The VA Mindfulness-
Based Stress Reduction
program serves as a
complement to ongoing
treatment for those
suffering from chronic
pain, stress, anxiety or
depression. Many
veterans with post
traumatic stress
disorder have also found the class to be of
benefit. Veterans with severe physical
limitations are also eligible.

MBSR teaches mindfulness meditation
practices, which are intended to build coping
skills that can reduce symptoms related to
anxiety, depression, pain, and chronic stress,
Participantslearn how to play an active role in
their own health as a result of participation in
MBSR.

A growing number of scientific studies show
mental and physical health benefits as a result
of participation in MBSR. The program
requires a high level of participation
involving 8 weekly 2.5 hour morning
sessionsand one day long retreat between
weeks 6 and 7.

Please check with your VA provider to
determine if this program may be of benefit
to you. Referrals can be made through your
primary care provider, your mental health
provider, or by contacting the MBSR
coordinator directly at:

206-277-1721

What is MBSR?

Mindfulness-Based Stress Reduction (MBSR) is a
program designed to teach a skill called
mindfulness. MBSR teaches people practices they
can use over the course of their life to reduce
stress and promote health and wellness,

What is Mindfulness?

Mindfulness is a term that refers to non-
judgmental, present moment attention. With
original roots based in Eastern traditions, the
introduction of MBSR to allopathic medicine in
the United States first occurred in 1979, when Dr,
Kabat-Zinn founded the Stress Reduction Clinic at
the University of Massachusetts Medical Center.
There are currently over 250 hospitals nationwide
offering stress reduction programs based on
mindfulness.

Mindfulness-Based Stress Reduction can help
youto live more fully in the moment. Studies
have shown that people who participate in
MBSR develop coping skills that enhance
resilience and improve quality of life.

For PTSD, MBSR helps veterans to take a more
active role in their own health and overcome
both work and socialimpairment.
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Chronic Pain

When tissue damage occurs, a nerve (A) carries information from the
body area to the spinal cord.

The information is then passed to a spinal nerve (B) that carries the
information to the brain (C).

When the information reaches the brain, a complex communication
process takes place among many brain areas. These areas include
those involved with body location and the quality of sensations in
that area, your emotions, and your thoughts.

Based on the brain’s conclusions about the incoming information,
the brain sends instructions to the spinal cord. These instructions
increase or decrease the activity between nerves A and B. This nerve
pathway (D) acts like a volume control, increasing or decreasing

KEY: pain-related signals in the spinal cord.

A Penpheral nerve

B Ascending nerve When an injury occurs, nerves A and B and various brain areas

C Brmin become sensitive and promote a healing process. The nerves easily
D Descending nerve send signals. As tissues heal, this increased sensitivity reverses.

When pain lasts more than three to six months, the nerves can
remain sensitive. They can activate even when the tissue has
healed. That causes you to experience pain, not because of tissue damage but because the nerves
are sensitive and too easily send signals.

Also, when pain lasts more than three to six months, the brain changes. Some areas of the brain
remain abnormally active. Again, this causes you to experience pain, not because of tissue damage,
but because of abnormal brain activity.

If you have pain that has lasted more than three to six months, part of your healing process requires
reversing your nerve sensitivity and changing your brain activation. Your nerves are always in a state
of change. You can help them become less sensitive by:

e Understanding the complex factors that give rise to pain

e Calming your nervous system through relaxation and/or meditation

e Exercising in a manner that can retrain your nerves as well as muscles
e Practicing kind and supportive self-talk

e Doing activities to retrain your brain
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Strategies to Manage and Relieve Pain

Stress = Situation + Your Reaction

Pain = Sensation + Your Reaction

Your reaction has three components: 1) physical reaction, 2) cognitive reaction, and 3) emotional
reaction. These three areas are interconnected. You have control over them.

1. The first step to controlling your reaction to pain is to pay attention to your reaction in a
skillful manner. Mindful awareness is a skillful way to pay attention.

Mindfulness is:

e Present moment
e Stable, accepting
e Kind, friendly

e QOpen, curious

2. BREATHE. Breathe into your waistband. Use a word or phrase in concert with your breath to
help you focus your mind. For example, think to yourself, “May I” on the in-breath, “be
peaceful” on the out-breath.

3. Think of your mind as a camera lens. Choose a wide angle. Imagine your mind like the sky:
open, vast, expansive, and spacious. Think of the limitless ocean of love you have in your
heart for your loved ones. Label the pain “sensation.” Imagine it like a cloud in the
boundless sky of your mind.

4. Talk to yourself as you would if a dear friend was in your situation and turning to you for
support. Recognize the wisdom that you always carry. Turn this wisdom toward yourself.

5. Experiment with doing routine activities in a calm, relaxed, mindful manner. For example,
when washing your hands, let your mind rest in the present, breathe, relax, and feel the
warm water.

6. Take 10 minutes for relaxation exercises on a daily basis.

7. Gradually increase your activity level. Start low and go slowly. Remember, you are helping
your nerves heal. Some discomfort is normal. It is important to avoid overdoing activity that
could flare your pain.

8. Make time for pleasant activities. When you do something you enjoy, notice how this feels

in your body and mind. Pay attention to the experience of the pleasant. This sets up new
positive pathways in your brain that are a healing alternative to pain-generating pathways.
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Providers are able to refer patients to the MBSR program by selecting it from
the consults list in the Computerized Patient Record System (CPRS)

Integration of MBSR into the Electronic Medical Record Facilitates Referral
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Sample of a Referral to the Mindfulness-Based Stress Reduction program

MEDTCAL, RECCRED CCRMSULTATTON SHERET

SERVICE OOMBECTED 50% to 100%
5C VETEREN

Conault RBemquest: Consult

To: MIMDFULNESS-ERSED STRESS HH'.U:"[ Ilf}l'l]
1':I:":l't'l ME 5 FAIN FROC FRE-FOST OFL

Current. Primary Care Frovider:
Curpenl Primaysyy Care Tosm: WH TEMM & *WH:

FERSCH FCR RECUEST: (Complaints and findings)
MINDFULMESS - BRSED ﬂlﬁlﬂﬁ RETCTTION (MBSE) REFERFAL:

This prooram is provided as a .-FI'IT.EHH,.’“—'.F'H:-"&*‘P P*;'g:?m for patients
with chironice illnesses., Patient education is provided in a group

forrat .
* Conditicns for which there is evidence to support MESE include:
chromic pain, depregsion, apdety disorders, ps::wnas:..; fitromwalogia,
) ) CENOST, 'r'ultmle solervens, esting d:l..EJ'_:\tL'v.'.'.ErH, az wall as cbher
(=0l g

medical conditions.

The program is conducted over an 8-week period in a group sstbing.

Clazess mest ance weekly for 2.5 hours.

* There is also a 7 hour class on a Ssbwrday, between weeks 6 and 7,
cdhring which participants practice mindfulness meditation more

* =

intensively,

* During the mestings, participants recelve instructions in the
practice of mindfulness meditation (nonj tal swareness), discuss
stress, ogping skills snd previcus agzigrmente,

* Mowesment and genble shretching exercises are conducted in oxder to
pramote awereneas of the body.

The following sre EXCTISTOMARY criteris that makes patient INELIGIRLE for
KESH.
If patient mests any of thees exclusicnary criteria, <clicks (RHCEL below

[0 HOT gsubmit this consult referral.

L T T L et
EACLUSICNBEY CRITERTA:
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Reasu___r 1 For Request contimed. S )
~ FATIENT HAS AN ACTTVE "EOTENTTAL SULCIDE EISK® FLAZ OR REPORTS
SULCTDAL IDEATICN WITH INTENT OR A FLAN.
- EATTENT HAS (ME OR MORE OF THE FOLLCWING FNOWN DIASNOSES:
s Borderline dgemanality di sorder
e Paychotic disorder (schizgphrenia or other psychoses)
e Antisccial perscnality disorder
-~ EATTENT HAS POURLY COWIROLIED BIPOLAR AFFECTTVE DISCRDER.
- EATTENT HAS A SERVICE ANIMAL, (Service animals are not allowed

in MBSE groupe. Patient MAY participate IF he/she can bring a family
member or friend to handle the service animal, or is zble to nake
alternate arrangements for care and responsibility of the service andimal
during these ¢lass periods.)

ek dee R e e i i de e de e ek e Rk et Aok e ek b ek e e i o etk e sk g e d el vk ke ek ek
The patient CANNOT display significant belevior problems, e.g.,
threatening others, dismuptiveness in groups, efc. Provider must
address sppropriateness for participation in this eroup BEFORE
submitting this consult, and must document in CPRS that the patient
hag been assessed and found to not be a threat to self or others.
REASCR FOR RECUEST:
Veteran is interested in restarting mindfulness practice to help her

% chronic %' , anxiety, and @essim. She is als=o interested in
mee [= ETENS .

RECUEST PARTTCTEATION IIY MBSR AT:

Seattle Division
THE BATTENT DOES NOT MEET ZNY EXCTUSTOMARY CRITERIA AND 12 APFROFRIATE
FOR MESE.

'ELICE: TRCENCY »
|Censultant’s choice Routine

) | SERVICE REDERED AS: :
s

WOREKEING COPY

Mo Consultation Results available,

Page 2 of 2
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VA PUGET SOUND HEALTH CARE SYSTEM
MINDFULNESS-BASED

STRESS REDUCTION

[FULL NAME]
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