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English Summary 
 

In recent years, Mindfulness-Based Interventions (MBI) have gained popularity as a 

modern psychotherapeutic approach, primarily in English-speaking countries. A growing body 

of evidence demonstrates the clinical benefits of MBI for a wide range of symptoms 

experienced in Schizophrenia Spectrum Disorders (SSD). However, research in German-

speaking countries remains scarce. Against this background, the present dissertation aims to 

contribute to the available body of literature by developing and validating a Mindfulness-Based 

Group Therapy (MBGT) for the treatment of inpatients with schizophrenia spectrum disorders. 

This comprehensive research study will include both qualitative and quantitative data analysis 

concerning the three subprojects revealed below. 

A qualitative research design based on inductive thematic analysis in the form of a semi-

structured interview guide was developed and 27 interviews were conducted with inpatients 

having SSD after attending a mindfulness-based intervention in study one. Analyses revealed 

two domains (content and function) of MBI. The domain content had further subcategories, 

including core elements, as well as effects on emotions, cognition, and symptoms changes. The 

second domain was related to the relevance of perception of context and transfer to everyday 

life. Overall, individuals reported improvements on several clinical parameters and gave an in-

depth understanding of underlying processes and mechanisms at action. Based on these 

outcomes, a novel Mindfulness-Based Group Therapy (MBGT) was developed for the first time 

in the German language through a fundamental participatory and iterative research process and 

finally published in a manual's printed book form. 

Moreover, historical concerns regarding the therapeutic utility of mindfulness for SSD 

are discussed, while recommendations and careful adaptations are given to implement MBI in 

inpatient and outpatient settings as a part of an editorial article. In study two, the newly 

translated German version of the Southampton Mindfulness Questionnaire (SMQ) was 

validated regarding convergent and divergent validity, reliability, factor structure, and 

treatment sensitivity while providing evidence for clinical practice and research for healthy 

individuals, mediators, and clinical groups. In the third study, a rater-blinded randomized 

controlled trial was conducted to assess the feasibility, acceptability, and preliminary outcomes 

of MBGT with inpatients having SSD. Results showed high protocol adherence and retention 

rates indicating feasibility and acceptability. Furthermore, various improvements were revealed 

on clinical- and process dimensions compared with treatment-as-usual. Overall, the present 

dissertation gives compelling evidence regarding the effects of mindfulness for SSD and adds 

a modern psychological treatment option for this marginalized patient group. 	 
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Deutsche Zusammenfassung 
 

In den letzten Jahren haben achtsamkeitsbasierte Interventionen (ABI), vor allem in 

englischsprachigen Ländern, als moderner psychotherapeutischer Ansatz an Bedeutung 

gewonnen. Eine wachsende Zahl von Studien zeigt den klinischen Nutzen von ABI für ein 

breites Spektrum von Symptomen, welche bei Schizophrenie-Spektrum-Störungen (SSD) 

auftreten. Allerdings ist die Forschung im deutschsprachigen Raum noch spärlich. Vor diesem 

Hintergrund zielt die vorliegende Dissertation darauf ab, einen Beitrag zur aktuellen 

Forschungsliteratur zu leisten, indem eine neue achtsamkeitsbasierte Gruppentherapie für die 

Behandlung von stationären Patienten mit Schizophrenie-Spektrum-Störungen (SSS) 

entwickelt und validiert wird. Diese umfassende Forschungsstudie wird sowohl qualitative als 

auch quantitative Datenanalysen zu den drei unten dargestellten Teilprojekten beinhalten. 

Es wurde ein Forschungsdesign auf der Basis einer induktiven qualitative Inhaltsanalyse 

in Form eines halbstrukturierten Interviewleitfadens entwickelt und 27 Interviews mit 

stationären SSS-Patienten nach Teilnahme an einer achtsamkeitsbasierten Intervention in 

Studie 1 durchgeführt. Die Analysen ergaben zwei Domänen (Inhalt und Funktion) der MBI. 

Die beiden Domänen hatten weitere Unterkategorien, darunter Kernelemente, sowie Effekte auf 

Emotionen, Kognition und Symptomveränderungen. Die zweite Domäne bezog sich auf die 

Relevanz der Wahrnehmung des Kontextes und den Transfer in den Alltag. Insgesamt 

berichteten die Probanden über Verbesserungen bei verschiedenen klinischen Parametern und 

gaben ein vertieftes Verständnis der zugrundeliegenden Prozesse und Wirkmechanismen an. 

Basierend auf diesen Ergebnissen wurde im Rahmen eines partizipativen und iterativen 

Forschungsprozesses eine neuartige achtsamkeitsbasierte Gruppentherapie (MBGT) in 

deutscher Sprache entwickelt und schließlich in Form eines Buches veröffentlicht. Darüber 

hinaus werden historische Bedenken hinsichtlich der therapeutischen Implikation von 

Achtsamkeit für SSS diskutiert, während im Rahmen eines Artikels Empfehlungen und 

Anpassungen für die Implementierung von ABI in stationären und ambulanten Settings 

gegeben werden. In Studie zwei wurde die neu übersetzte deutsche Version des Southampton 

Mindfulness Questionnaire (SMQ) hinsichtlich konvergenter und divergenter Validität, 

Reliabilität, Faktorenstruktur und Veränderungssensitivität validiert und gleichzeitig Evidenz 

für die klinische Praxis und Forschung an gesunden Probanden, Meditierenden und klinischen 

Gruppen geliefert. In der dritten Studie wurde eine rater-verblindete randomisierte kontrollierte 

Studie durchgeführt, um die Durchführbarkeit, Akzeptanz und vorläufige Ergebnisse der 

MBGT bei stationären Patienten mit SSS zu bewerten. Die Ergebnisse zeigten eine hohe 

Protokolladhärenz und Beibehaltungsraten, was auf die Durchführbarkeit und Akzeptanz 
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hindeutet. Darüber hinaus wurden verschiedene Verbesserungen auf klinischen- und 

Prozessdimensionen im Vergleich zur Standartbehandlung festgestellt. Insgesamt liefert die 

vorliegende Dissertation überzeugende Belege für die Wirkung von Achtsamkeit bei SSS und 

fügt eine moderne psychologische Behandlungsoption für diese marginalisierte 

Patientengruppe hinzu. 
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Chapter 1: Introduction 
 

Up to this day, schizophrenia remains the most mystified and misunderstood disorder 

in psychiatry and psychology. From case reports in ancient writings to the early beginnings of 

modern medicine, to the sensationalist media coverage, portrayals of schizophrenia have 

undoubtedly formed a mostly negative depiction in the public’s eye leading to discrimination, 

stigmatization, social exclusion, and delayed treatment. Even among clinicians, schizophrenia 

remains heavily debated and questions arise whether it should be classified as a distinct 

nosological disorder. The complexity in fully understanding schizophrenia lies within its 

uncertain etiology, unquestionably a major contributing factor in its overall misrepresentation. 

Nonetheless, the concept of schizophrenia has also raised great public interest, inspiring all 

forms of literature, media, and art. While the disorder’s etiology remains unknown, 

interdisciplinary efforts have advanced our current understanding in recent years and hold the 

promise of innovative therapies. For this reason, the present dissertation aims to make 

contributions by unraveling possible solutions to alleviate distress and propose an evidence-

based alternative treatment option for patients with schizophrenia spectrum disorders.  

 

1.1 Schizophrenia Spectrum Disorders 

Schizophrenia Spectrum Disorders (SSD) represent a group of psychopathological 

complex mental disorders, which are characterized by profound alternations in perception, 

emotion, mood and behavior. The concept of Schizophrenia Spectrum Disorders acknowledges 

the heterogeneity of the disorder on a spectrum covering not only schizophrenia (6A20), 

schizoaffective disorder (6A21), schizotypal disorder (6A22) and delusional disorder (6A24), 

but also acute and transient psychotic episodes (6A23). All those diagnoses may be classified 

under the broad umbrella of the chapter ‘schizophrenia and other primary psychotic disorders’, 

(6A) according to the most recent International Classification of Diseases 11 (ICD-11) 

(Zielsaek & Gaebel, 2018).  

SSD are multi-faceted, heterogeneous and can be distinguished into three key symptom 

domains: positive symptoms, negative symptoms, and cognitive impairments (Kahn et al., 

2015, Galderisi et al., 2018). Positive symptoms are characterized by delusions, hallucinations, 

ego disturbances as well as disorganized thinking and behaviour (Jordan, 2018). Negative 

symptoms are signified by diminished emotional expressions, anhedonia, blunted and distorted 

affectivity, avolition, reduced anticipatory please and social withdrawal (Owen, Sawa & 

Martensen, 2016). Finally, substantial evidence implies that SSDs are characterized by a broad 
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range of cognitive impairments (Raffard & Bayard, 2012), primarily in executive functions 

illustrating deficits in processing speed, attentional control, and semantic memory (Schaefer, 

Weinberger, & Dickinson, 2013). 

Due to the substantial neurobiological and psychopathological overlap between 

syndromes of SSD and affective disorders, the classification and nosological understanding of 

schizophrenia is being heavily debated (Krynicki et al., 2018, Loch, 2019). The relevance of 

depressive symptoms in SSD is undisputed as epidemiological studies have highlighted that 

over 50% of individuals with schizophrenia also have depressive symptoms (Buckley et al., 

2009). Moreover, 80% develop these affective symptoms in the early stages of the disorder, 

whereas another 20% experience post-psychotic depression after an acute psychotic episode 

(Häfner et al., 2013). Symptom representation includes depressed mood, hopelessness, loss of 

interest, social withdrawal, lack of drive, feelings of guilt, sleep- and attentional difficulties, as 

well as suicidal thoughts. In SSD, depressive episodes are particularly linked with a higher risk 

of suicide, lower quality of life and a poorer overall prognosis (Saarni et al., 2010). Moreover, 

up to 65% of individuals with SSD display anxiety symptoms (Temmingh & Stein, 2015). A 

recent meta-analysis summarizing 52 prevalence studies revealed that overall, 10% of 

individuals on the SSD fulfill the diagnostic criteria for panic disorders, 12.1% for obsessive-

compulsive disorder, 15% for social phobia, 12.4% for post-traumatic stress syndrome, and 

11% for generalized anxiety disorder (Achim et al., 2011). Substance abuse is common with 

estimates of around 47% (Lincoln & Heibach, 2017), while nicotine addiction is most prevalent 

(60-90%), followed by cannabis (17-80.3%), alcohol (43.1-65%), and cocaine (23%) (Volkow, 

2009). 

 Besides high psychiatric comorbidities, individuals with schizophrenia also have a 

shorter life expectancy of roughly 15 years in comparison to the general public (McCutcheon 

et al., 2019). This can primarily be attributed to an accumulation of other often chronic medical 

illnesses (Azad et al., 2016) as well as genetic dispositions for a metabolic syndrome and further 

modulated by metabolic side-effects of many antipsychotic agents (Malan-Müller et al., 2016). 

The burden of disease is further exaggerated by unhealthy eating behaviours (Dipasquale et al., 

2013), low help-seeking behaviors, insufficient use of available health care and overall a 

heightened risk of cardiovascular syndrome (Gold et al., 2020; Otte et al., 2016; Fleury et al., 

2010). 

The overall lifetime prevalence of psychotic symptoms in the general population is 

estimated to be between 3-7%, indicating an understanding of a continuum spectrum (van Os, 

2014; Linscott & van Os, 2013). Within the SSD continuum, schizophrenia depicts the most 
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prevalent and prominent disorder with around 1.25% (Chang et al., 2017). In Germany, it is 

estimated that 2,6% of the general population are affected by SSD (Gühne et al., 2015), while 

schizophrenia has an annual prevalence rate of 0.8-0.9% (Gaebel & Wölwer, 2010).  

The average inpatient treatment duration for any mental disorder has an average of 23.8 

days in Germany. In direct comparison, the treatment duration in hospitals of patients with 

primary psychotic disorders is substantially longer, ranging from an average of 37.6 days for 

schizophrenia and 40.6 days for schizoaffective disorder (Statistisches Bundesamt, 2018). 

Furthermore, the spectrum exhibits high rehospitalization rates, as 42% of individuals have to 

be readmitted within twelve months after discharge and are ranked second among readmission 

within 30 days (Zimmermann, Wolter, Hannöver & Krischke, 2008). All in all, SSDs remain 

resource-intensive, mainly due to the disease's chronic course of illness and its adverse effects 

on cognitive performance and social functioning (Chaiyakunapruk et al., 2016). 

 

1.2 State-of-the-Art of current treatment strategies 

International and national treatment guidelines recommend an integrative patient-

centered treatment approach of a combination of evidence-based methods, including 

pharmacological approaches, cognitive-behavioural therapy, and psychosocial support for SSD 

patients (Gaebel, Hasan, Falkai, 2019; Kuipers, Yesufu-Udechuku, Taylor, Kendall, 2014). 

Numerous meta-analyses have highlighted the effectiveness of pharmacological approaches in 

alleviating primarily acute positive- and depressive symptoms and, to a lesser degree, negative 

symptoms (Haddad & Correll, 2018, Leucht et al., 2017, Huhn et al., 2019). However, long-

lasting improvements concerning negative symptoms, cognition, quality of life, and social 

functioning remains limited (Haddad & Correll, 2018, Howes et al., 2017). Estimates state that 

roughly 29-38% of patients achieve complete remission in the first year of treatment (Burak & 

Aizenberg, 2012; Harn et al., 2006; De Hert et al., 2007). CBT displays a central pillar in the 

treatment of SSD globally. Overall, CBT primarily focuses on challenging and altering 

dysfunctional thoughts and behaviours by improving emotional regulation and developing 

coping strategies to target current problems. However, despite structural and organisational 

efforts in past years to strengthen Germany's treatment services, the nationwide implementation 

of psychotherapeutic care remains insufficient and costly (Bechdolf & Klingberg, 2016, Mehl 

et al., 2016). Therefore, there is an urgent need for novel psychotherapeutic approaches 

focusing on symptom reduction, quality of life, negative symptoms, and thus overall social 

functioning, while at the same time providing effectiveness and cost-efficiency for the broad 

implementation in routine care. 
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1.3 Mindfulness 

While CBT, in addition to pharmacological approaches, remains the evidence-based 

gold standard in the treatment of SSD, third wave approaches are a rising theme both in terms 

of the evidence-base and implementation in psychotherapy research and practice (Baer, 2003; 

Dimidjian et al., 2016). Under the term “third wave”, new directions in psychotherapy 

addressing topics, such as mindfulness, acceptance and cognitive diffusion, were introduced 

that took over the initial focus on behavioral processes and cognition and appraisal during the 

second wave of CBT (Hayes, 2004). The idea of third-wave approaches is to promote a non-

judgmental relationship and formulate responses to thoughts and symptoms instead of 

attempting to change or restructure them (Kabat‐Zinn, 2003; Vøllestad, Nielsen, & Nielsen, 

2011). By incorporating elements of mindfulness, acceptance, and compassion into the existing 

CBT framework, these interventions aim at regulating negative emotions by fostering mindful 

and accepting observation of pleasant and unpleasant experiences and thoughts in the present 

moment (Chadwick, Hughes, Russell, Russell, & Dagnan, 2009; Chien & Lee, 2013).  

Nowadays, Mindfulness-Based Interventions (MBI) represent an integral part of CBT 

with its well-known approaches, such as Mindfulness-Based Cognitive Therapy (MBCT), 

Dialectical Behavioral Therapy (DBT), Compassion Focused Therapy (CFT) and Acceptance 

and Commitment Therapy (ACT), all therapies which are steadily growing in relevance in 

clinical research and therapeutic practice (Hayes, Strosahl, & Wilson, 1999; Kabat-Zinn, 1990; 

Morgan, 2003; Shapiro, Oman, Thoresen, Plante, & Flinders, 2008). Besides the effectiveness 

of these approaches in promoting general psychological well-being, such as by means of 

reducing stress and rumination (Shapiro et al., 2008), there are a variety of disorders for which 

mindfulness and acceptance-based interventions seem to be helpful (Baer, 2007). Mindfulness 

is effective and efficient in the treatment of several mental health disorders, including 

depression (Hofmann, Sawyer, Witt, & Oh, 2010; Keng, Smoski, & Robins, 2011; Teasdale et 

al., 2000), anxiety (Evans et al., 2008; Hofmann et al., 2010; Keng et al., 2011), personality 

disorders (Robins & Chapman, 2004; Van Den Bosch, Koeter, Stijnen, Verheul, & Van Den 

Brink, 2005), and alcohol and other substance abuse disorders (Witkiewitz, Marlatt, & Walker, 

2005). In recent years MBIs have been implemented in international clinical guidelines, such 

as the United Kingdom National Institute for Health and Clinical Excellence (NICE) and the 

Canadian Network for Mood and Anxiety Treatments (CANMAT) recommending their use for 

depression (NICE, 2018; Parikh et al., 2016).  
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1.4 Mindfulness for Schizophrenia Spectrum Disorders 

Despite its growing popularity, the suitability of MBIs for SSD has been questioned in 

past years due to prevailing concerns that such interventions could be harmful by leading to 

decompensation of psychotic positive symptoms (Dyga & Stupak, 2015, Yorston, 2001). In 

practice, several considerations need to be taken into account in implementing MBIs for SSD. 

Intensive meditation over several hours, sleep deprivation through meditation or concentrative 

forms of meditation, has been potentially dangerous for patients with SSD (Dyga & Stupak, 

2015; Chan-Ob & Boonyanaruthee, 1999; Walsh & Roche, 1979). Nevertheless, these findings 

are based mostly on uncontrolled (case) studies (Chadwick, 2014). In contrast, randomized 

control trials testify the opposite: a reduction in the risk of decompensation (Dyga & Stupak, 

2015) can be achieved using adapted forms of MBI (Chadwick, 2014). Recent meta-analyses 

also revealed the feasibility and safety of third-wave interventions for SSD, as well as their 

effectiveness in reducing positive-, (Cramer, Lauche, Haller, Langhorst, & Dobos, 2016; 

Louise, Fitzpatrick, Strauss, Rossell, & Thomas, 2017) negative- (Jansen et al., 2020; Khoury, 

Lecomte, Gaudiano, & Paquin, 2013), and depressive symptoms (Louise et al., 2017). Further 

research in this field found MBIs to be particularly helpful at reducing psychotic symptoms 

(Bacon, Farhall, & Fossey, 2014; Gaudiano & Herbert, 2006) and the decreasing severity of 

negative symptoms (Gaudiano, Nowlan, Brown, Epstein-Lubow, & Miller, 2013; Johnson et 

al., 2009; Johnson, Penn, Fredrickson, Kring, & Meyer, 2011; White et al., 2011). Some studies 

also suggest improving social functioning (Gaudiano & Herbert, 2006) and self-esteem 

(Laithwaite et al., 2009). Furthermore, it has also been shown that these interventions lower 

rehospitalization rates (Bach & Hayes, 2002; Gaudiano & Herbert, 2006) and the average 

duration of inpatient time (Chien & Lee, 2013), even one year after a brief four sessions of MBI 

(Bach, Hayes, & Gallop, 2012). In summary, literature and current research highlight that 

although MBIs have shown to be feasible, acceptable, and effective for treating patients with 

SSD; however little research has been conducted in German-speaking countries concerning this 

topic. Therefore, a promising and modern psychotherapeutic approach is still needed to fill the 

existing treatment gap for this vulnerable clinical population with severe symptoms.  

 
1.5 Research questions, hypotheses and developments 

The present research project's overall aim is the development of the first mindfulness-

based group therapy manual (Mindfulness-based Group Therapy, MBGT) in the German 

language for the treatment of patients with SSD. Moreover, it will aim to examine its 

acceptability, feasibility and preliminary outcomes in inpatient settings, as well as urgently 

required valid, reliable and robust instruments to measure mindfulness abilities in SSD. Results 
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obtained from three subprojects will give a more depth understanding of underlying therapeutic 

and conceptual processes in the treatment of patients with SSD and further provide crucial data 

concerning the development of adequate treatment options and manuals for this cohort. The 

present dissertation will address multiple research questions, initiate the instruments and 

therapeutic manuals, and give insight into its current affairs. For each subproject, research 

questions, objectives, and developments are presented accordingly: 

 

Subproject 1 – Interviews with inpatients having schizophrenia spectrum disorders and 

development of a Mindfulness-based Group Therapy (see Chapter 2, 3, 4) 

• What are the previous experiences, knowledge, and perceptions of inpatients with SSDs 

regarding mindfulness-based interventions? Are mindfulness-based interventions 

feasible in multimodal psychiatric settings? 

• Development of a semi-structured interview guide 

• Development of a four-week mindfulness-based psychological treatment manual 

(Mindfulness-based Group Therapy - MBGT) 

• It is hypothesized that patients will perceive the intervention as beneficial concerning 

distressing thoughts and feelings. Furthermore, it is assumed that even though 

mindfulness-based interventions are used in the treatment of common mental disorders, 

patients will have had no experiences with this novel approach so far. 

 

Subproject 2 – Validation of the Southampton-Mindfulness-Questionnaire (see Chapter 5) 

• Translation of the Southampton Mindfulness Questionnaires (SMQ) from English to 

German according to World Health Organization (WHO) guidelines  

• Determine the validity, utility and clinical sensitivity of the German version of the SMQ 

in meditators, non-meditators and two clinical populations (SSD and affective 

disorders) 

• Does the translated Southampton Mindfulness Questionnaires (SMQ) constitute a 

feasible and valid instrument for assessing mindfulness in different clinical cohorts? 

 

Subproject 3 – Feasibility, acceptability and preliminary outcomes of Mindfulness-Based 

Group Therapy for Patients with Schizophrenia Spectrum Disorders (see Chapter 6) 

• Is Mindfulness-based Group Therapy for Patients with SSD feasible and acceptable in 

an inpatient setting? 
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• How many patients will be eligible? What will be the recruitment rate? How is the 

acceptability and protocol adherence among participants? What will the retention rate 

at post-intervention and follow-up be? 

• Will participants in the active condition show greater improvements in mindfulness, 

positive and negative symptoms, depression, psychological flexibility, quality of life 

and social functioning compared to patients receiving treatment as usual? 

• Is a fully powered randomized controlled trial possible in the near future? 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 17 
 
 

Chapter 2:  
 
 
 

Mindfulness-based Interventions for Inpatients with Schizophrenia 

Spectrum Disorders - A Qualitative Approach 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
This chapter was published as a peer-reviewed article 
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Bajbouj, M., & Hahn, E. (2020). Mindfulness-based interventions for in-patients 

with schizophrenia spectrum disorders - A qualitative approach.  
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Accessible online: https://doi.org/10.3389/fpsyt.2020.00600 



 18 
 
 

 

 

 

 

 

Mindfulness-Based Interventions for
In-Patients With Schizophrenia
Spectrum Disorders—A Qualitative
Approach
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In recent years, mindfulness-based interventions (MBI) have gained clinical relevance in
the treatment of patients with schizophrenia spectrum disorders (SSDs). High symptom
burden, long durations of hospitalization and high rehospitalization rates demonstrate the
severity and cost-intensity of these disorders. MBIs have shown promising treatment
outcomes in a small number of trials, primarily taking place in English-speaking countries.
The current study aims to explore mechanisms and processes as well as adverse effects
of MBIs on in-patients with SSDs in a German university hospital setting. A qualitative
design based on inductive thematic analysis accompanied by quantitative assessments
was chosen. A semi-structured interview guide was developed by psychiatrists and
psychologists to assess patient experiences, perceptions, thoughts, and feelings during
and after taking part in a MBI. Twenty-seven interviews were conducted between
September 2017 and October 2018 with in-patients who are diagnosed with
schizophrenia or schizoaffective disorder. Rater-based questionnaires, such as the
Positive and Negative Syndrome Scale (PANSS), Montgomery Asberg Depression
Rating Scale (MADRS), and Psychotic Symptom Rating Scales-Auditory Hallucination
(PSYRATS-AH) were administered at baseline to collect clinical outcomes. Qualitative
analysis revealed two domains: content and function. In the first domain related to content
with the core elements “detachment and rumination”, “presence and getting lost”, “non-
judgment and judgment”, and effects with “emotions”, “cognition”, and “symptom
changes”. A second domain related to function was extracted, including the relevance
of perception of context and transfer to everyday life. Overall, improvements concerning
cognition, distress, and psychopathology were detected, while no adverse effects, such
as increased psychotic symptoms, were revealed. As the first study of its kind,
mechanisms, processes, and the safety of MBIs were explored and confirmed in a
sample of German in-patients with SSDs. The results of this qualitative study are in line
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with recent findings on MBIs amongst patients with psychotic disorders from other
countries. Results lay the ground for future research to focus on the systematic study of
MBIs in large samples, its treatment processes, outcomes, and effectiveness for in-
patients with SSDs.

Keywords: mindfulness, schizophrenia spectrum disorders, in-patient, qualitative research, positive symptoms,
negative symptoms

INTRODUCTION

In Germany, schizophrenia spectrum disorders (SSDs),
including schizophrenia and schizoaffective disorder, account
for up to 13% of patients in psychiatric hospitals (1). SSDs are
defined by the presence of a broad range of symptoms (2), which
often require expensive and lengthy in- and outpatient
treatment. Symptoms representation is multi-faceted and can
primarily be distinguished along with three main domains (3, 4):
(1) positive symptoms, which are exemplified by delusions,
hallucinations as well as disorganized thinking and behavior
(2, 3); (2) negative symptoms, which are signified by a
diminished emotional expression, anhedonia, blunted affect
and scarcity of speech (4); and finally (3) there is profound
evidence suggesting that SSDs can be characterized by a broad
range of cognitive impairments (5, 6). Cognitive deficits are
experienced through executive dysfunctions in processing speed,
a decrease in attention control, and loss in semantic memory (7).
Moreover, 50% of all affected individuals display comorbid
symptoms of depression (8). It has been estimated that in 65%
of individuals with SSDs, symptoms of anxiety are also present
(9). Therefore, the estimated treatment costs of SSDs for the
German public health system range between 9.63 and 13.52
billion Euros, indicating its cost-intensity (10).

International guidelines recommend evidence-based
treatment options such as psychopharmacology, cognitive-
behavioral therapy (CBT), and psychosocial support for the
treatment of SSDs (11, 12). Several limitations of antipsychotic
pharmacological treatments have been acknowledged (13), as
meta-analyses estimated their effectiveness, primarily measured
on positive symptoms, with overall medium effect sizes (14). The
current state of research highlights the effects of pharmacological
approaches mainly on positive- and depressive symptoms,
although long-lasting improvements on negative symptoms,
cognitive performance, social functioning, and overall quality
of life remain unsatisfactory (14–17). Currently, it has been
assumed that only 29% to 38% of patients achieve full
symptomatic remission within one year (18–20), with
rehospitalization rates of 40% within the first and second year
(21–23). In Germany, the average treatment duration for in-
patients with SSDs is between 21 and 32 days (24).

Furthermore, due to the existing structural, organizational,
and financial barriers, the implementation of professional care,
including psychotherapeutic and psychosocial interventions
during hospitalization and aftercare, has been reported as
insufficient (25, 26). Concerning organizational barriers, it has
been noted that only about 1% of patients with SSDs received

psychotherapy in Germany (27–29). On a structural level,
national psychotherapy guidelines only covered accessory and
residual symptoms, however, not direct symptoms of SSDs (25,
29). Moreover, insurance companies denied psychotherapy
requests for SSDs more frequently in comparison to other
mental disorders (25). In recent years, however, contextual
changes in favor of psychotherapy for SDD have been
introduced in Germany. The most recent evidence-based
German national guidelines (S3-Leitlinien) (30) have been
amended to now include psychotherapy as a central pillar in
the treatment of SSDs, regardless of illness progression.

Moreover, through comprehensive efforts of multi-stakeholder
treatment options could be partially increased (outpatient
psychotherapy up to 3%) by facilitating state-of-the-art care, anti-
stigma efforts, and training of evidence-based psychotherapy for
SSD to overcome multiple barriers (29). Despite these changes,
there still remains a huge gap in treatment options, therapy
manuals, and well-trained psychotherapists in CBT for SSDs in
both in- and outpatient settings (31, 32). For the in-patient settings,
however, only a minority of patients receive individual CBT in
addition to psychotropic medication due to structural and financial
barriers, whereas group therapies, for instance, metacognitive
training and psychoeducation, are more commonly applied (31,
32). The implementation of individual CBT remains difficult for
SSDs due to prolonged treatment durations and high human
capacity costs (26, 33). Lastly, CBT recommendations are more
frequently based on trials conducted in outpatient settings (34–36),
limiting their practicability and applicability to the direct in-patient
treatment. Since patients with recurrent or chronic psychotic
illnesses spend considerable time in the hospital and outpatient
treatment for relapse-prevention, novel psychotherapeutic
approaches are needed that achieve symptoms reduction and
overall quality of life. Moreover, those interventions should
improve efficiency in short- and long-term treatment by
becoming more economically reasonable and easy to implement
in routine care. Although cognitive-behavioral therapy (CBT), in
combination with pharmacological treatment, is currently the
evidence-based treatment of choice for patients with SSDs, third-
wave cognitive-behavioral approaches are advancing in
psychotherapy research and practice (37, 38), covering domains,
such as mindfulness, acceptance, and cognitive diffusion (39).

The practice of mindfulness is deeply embedded in eastern
meditation traditions. In Buddhist traditions, the term
mindfulness originates in the Pali term sati and can be
translated by bare attention, “keeping faithfully to its post of
observation, watches calmly and without attachment the
unceasing “(40), even though there have been extensive debates
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concerning its broader meaning and application (41). Essentially,
the practice of mindfulness is understood as the presence of spirit
and form - an essential part of Buddhist practice for purifying
consciousness, sharpening wisdom, calmness, and constitutes the
first factor of seven to achieve enlightenment. Mindfulness, as
today's secular and therapeutic exercise in self-awareness has
gained extreme popularity in the Western world in the past
decades. Mainly, due to the work of Kabat-Zinn, who introduced
mindfulness apart from Buddhist religious affiliations into
clinical psychology and psychotherapy. Even though there have
been ongoing debates about the concrete definition and concept
of mindfulness, primarily, it has been defined as a state of clear
consciousness with contentless attention (42). Furthermore, it
involves a non-judgmental moment-by-moment awareness of
thoughts, feelings, and sensations characterized by inner
acceptance. By practicing mindfulness, one is empowered to
increase the awareness of one's own stream of consciousness
from a distant observing point, the meta observer (37). This
practice consequently encourages a mental state depicted by
qualities of nonjudgment, nonreactivity, detachment,
acceptance, and compassion to oneself and among others. In
psychotherapeutic approaches, it is therefore used as a technique
to foster a mindful and accepting stance towards distressing
symptoms and experiences instead of restructuring, changing, or
eradicate these.

In recent years, MBIs have gained substantial scientific
evidence across a range of disorders (43). They have been
endorsed by national clinical guidelines, such as the UK
National Institute for Health and Clinical Excellence (NICE)
and the Canadian Network for Mood and Anxiety Treatments
(CANMAT) for the treatment of affective disorders (44).
Similarly, national guidelines in Germany emphasize MBIs for
the treatment and relapse-prevention of patients with affective
disorders (DGPPN, 2015). Currently, the evidence for
mindfulness-based interventions (MBI) in the treatment of
various psychiatric and somatic disorders is increasing yearly,
including the treatment of other ailments such as chronic pain
(45–47), anxiety (48, 49), depression (50, 51), and eating
disorders (52, 53). Latest research has shown that even short-
termMBIs ranging from one to four sessions can crucially reduce
depressive symptoms and pain sensation (54, 55). Therefore,
MBIs indicate transdiagnostic clinical utility by targeting
individuals' relationship towards symptoms instead of
their remission.

Although MBIs have been used for the treatment of a variety of
mental disorders since the 1970s, research on MBIs in SSDs
remains scarce (56, 57). One reason for this might be the
concern that these interventions could be harmful and cause the
exacerbation of psychotic symptoms (58). Various circumstances
of adapted meditation practices, such as several hours of intensive
meditation, sleep deprivation through meditation, or concentrative
forms of meditation, have been reported to be potentially safe for
patients with SSDs. However, these findings are based mainly on
uncontrolled case studies (59–61). Consequently, research and
clinical trials have deliberately focused on careful adaptations and

changes in the implementation of MBIs for patients with SSDs. In
recent years, a small number of randomized controlled trials have
been conducted, showing that adapted MBI protocols can be
successfully, safely, and effectively applied for the treatment of
patients with SSDs. These adaptions comprised the shortening of
mindfulness exercises, minimizing periods of silence, include basic
anchoring exercises, smaller group sizes (< 6), as well as MBIs
delivered by experienced mindfulness practitioners (62). Current
meta-analyses demonstrated that those MBIs protocols are effective
in reducing psychotic symptoms (57) as well as depressive
symptoms in SSDs (57, 63), while results are mixed for negative
symptoms (57, 64–67). Additional studies of MBIs have revealed
an improvement in social functioning (68) and self-esteem (69).
Furthermore, MBIs proved to reduce rehospitalization rates, up to
one-fourth compared to participants that received treatment as
usual (TAU) (68, 70–73). A study also reported shorter in-patient
treatment durations from an average of 18.2 days with TAU to 11.8
days per year in the group with MBIs at an 18-month follow up
(72). Furthermore, a study demonstrated that one year after a brief
four-session MBI, effects remained to be clinically significant (74).

In general, recent research has shown that MBIs have been
successfully applied in group settings and may require less
specialized therapeutic skills or less prolonged professional
training than using CBT in the treatment of patients with
psychotic symptoms. Thus, an implementation is possible in
shorter periods, while significant effectiveness has been shown
within just 6–10 sessions, and patients have shown consistently
high commitment (56, 57, 75, 76). This makes MBIs a cost-
effective treatment option, also potentially suitable for the in-
patient setting, in which frequently only a limited time frame for
psychotherapeutic interventions is available, and group therapies
are commonly implemented. In conclusion, the promising effects
of adapted MBIs in SSDs have been confirmed in four meta-
analyses comprising total psychotic symptoms, positive- as well
as negative symptoms, depression, mindfulness, and
rehospitalization rates and duration (56, 57, 77, 78). Moreover,
two of these explicitly stated that MBIs in group format showed
relatively larger effects compared to individual sessions (57, 78).

The two main mindfulness-based group format protocols
which have been examined so far include the person-based
cognitive therapy protocol designed for community settings in
the UK, and the mindfulness-based psychoeducation protocol
developed and evaluated in Taiwan, Hong Kong, and other parts
of mainland China. Hence, there is a need to consider adopting
their applications to other countries' health systems and cultures.
To the best of the author's knowledge, no manual for German
settings has been developed yet. For an adequate adaptation of
MBIs for the treatment of SSDs, a careful assessment of the
mechanisms and processes of a brief MBI for in-patients in the
German language and health system is imperative. In Germany,
the mental health system displays structural, organizational and
personal differences in comparison with the UK, Hong Kong or
China. While the UK has a strong emphasis on community-
based approaches, in Germany, in-patients with SSD in open
wards tend to be less acute in terms of positive symptoms.
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Moreover, they have substantially longer treatment duration (on
average 37.6 to 40.6 days, in university hospitals up to two-
months are possible) (79). Most wards are open, and patients
stay voluntary. Therefore, German hospitals offer unique
structural settings for psychological interventions such as MBIs
which can successfully be implemented in group format (78).
Concerning the treatment length in Germany MBIs enduring for
approximately four weeks might be especially suitable, even
though an in-patient trial from the UK showed effects after 1–
3 sessions (80).

To this aim, a qualitative approach was selected to achieve an
optimal understanding of the observed clinical outcomes in the
study. Semi-structured interviews were chosen for their
collaborative nature and their capacity to strengthen the
connection between researchers and patients with SSDs (81).
This approach also allows for gaining in-depth insights into the
mechanisms and processes behind MBIs (82). In exploring the
patients' thoughts and perceptions, qualitative research is crucial
to understanding the mental health situation, specific service
needs, and adaptions of MBIs. Therefore, the current study
explores the responses of in-patients with SSDs to adapted
MBIs (62) to understand possible mechanisms and processes
in a German university hospital setting for the first time.

METHODS

Design
A qualitative design was chosen with additional quantitative
measures. Initially, rater-based measures were conducted prior to
the group therapy (baseline) in order to assess a variety of clinical
outcomes, including positive-, negative- and depressive
symptoms of SSDs, as well as to examine exclusion criteria.
Furthermore, these quantitative clinical outcomes enabled the
comparability of the present sample characteristics in future
trials and were further used to contextualize results according to
the symptoms representation. However, a priori knowledge did
not inform or alter the analytical process of qualitative data. The
primary focus of the study was on the qualitative assessment of
semi-structured interviews after each therapy session to explore
experiences of psychiatric in-patients with SSDs during and after
MBIs. Thematic inductive analysis (83), also defined as “a
method for identifying, analyzing and reporting patterns
(themes) within data” (84) was chosen for three main reasons:
(1) The processual collecting of data and the intertwined
analytical process, which begins during data collection and in
itself informs the research process, allows a more focalized
approach to issues of mental health (85). (2) Thematic analysis'
well-structured step-wise process of finding, reviewing, and
redefining themes is a transparent, hence reliable and valuable
tool for inductive research in a team. The structured way in
which inductively elicited themes are collated from repeating,
and recurrent patterns in the data additionally allow for
generalized conclusions regarding the effects of MBIs from the
personal experiences and implications of our participants (84,
86). (3) At the same time, direct quotes and detailed descriptions

obtained from the participants provide valuable and valid in-
depth insights into the topic at hand (87, 88).

Procedure
Recruitment took place at the Charité – Universitätsmedizin
Berlin, Department of Psychiatry and Psychotherapy, Campus
Benjamin Franklin. Patients who underwent in-patient or day-
care treatment were asked to participate. Participants fulfilling
inclusion criteria, as shown in Table 1, were offered to attend the
mindfulness-based group therapy (MBGT). Before the first
session, multiple rater-based measures were given to each
consenting participant to verify inclusion criteria and to obtain
current psychopathology severity corresponding to the
international diagnostic criteria based on the ICD-10. After
study participants had attended one or two sessions, the semi-
structured interviews were conducted to collect the qualitative
data. Figure 1 displays the flowchart of the present study.
Participants were informed about the purpose of the study and
written informed consent was obtained. The study was approved
by the ethical committee of Charité – Universitätsmedizin
Berlin, Germany.

Quantitative Questionnaires
Psychotic symptoms were assessed through two dimensions of
the Positive and Negative Syndrome Scale (PANSS) (89), 1) the
Positive Syndrome Scale and 2) the Negative Syndrome Scale.
The PANSS is a widely used and established rating scale to
capture the presence and severity of psychotic symptoms within
the 7 to 14 days before the assessment. Each scale contains seven
items, which can be rated on a scale from 1 to 7, with higher
values representing higher impairment. The Positive Syndrome
Scale contains items about delusions, conceptual disorganization,
hallucinations, excitement, grandiosity, suspiciousness, and
hostility. The Negative Syndrome Scale assesses blunted affect,
emotional withdrawal, poor rapport, passive withdrawal,
difficulty in abstract thinking, lack of spontaneity, and
stereotyped thinking. Scores are obtained by summing items
for each sub-scale separately. In the norm sample of the PANSS,
reported means were 18.2 for the Positive Symptom Scale and
20.0 for the Negative Syndrome Scale (89). Previous research
demonstrated good reliability, predictive validity, and
comparability with the Brief Psychiatric Rating Scale (90).

TABLE 1 | Inclusion and exclusion criteria.

Inclusion criteria
• Diagnosed with a schizophrenia spectrum disorder by a qualified psychiatrist

according to ICD-10 criteria
• Informed consent to participate in the study
• Aged between 18 and 65 years
Exclusion criteria
• Severe psychotic symptoms (PANSS, P-Scale any single item > 5)
• Acute suicidality (MADRS, Item 10: Suicidality > 3)
• Acute substance use or substance abuse (except nicotine) according to

ICD-10 criteria
• Severe traumatic cerebral injury in the past

P-Scale, Positive Syndrome Scale of Positive and Negative Syndrome Scale (PANSS).
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The Montgomery–Åsberg Depression Rating Scale (MADRS)
(91) is a rater-based assessment for the severity of depressive
symptoms in the seven days preceding the assessment. The scale
has ten items that represent the main symptoms in depression
and are sensitive to change. Excellent inter-rater reliabilities
(0.89–0.97) and validity were also shown (91). Every item can
be rated from 0 “no impairment”, to 6 “extreme impairment”.
This results in a total score of 0 to 60, with higher scores
representing the severity of the impairment: 0–6 absent
symptoms, 7–19 mild depression, 20–34 moderate depression,
and > 34 severe depression (92).

If participants were experiencing auditory hallucinations, the
Auditory Hallucinations Rating Scale (AHRS), a subscale taken
from the Psychotic Symptom Rating Scales (PSYRATS-AH; (93)
was conducted. The AHRS is a structured interview assessing
various aspects of acoustic hallucinations such as frequency,
loudness, and length within the past seven days. Psychometric
properties were given with excellent interrater reliability (0.74–
1.00), adequate internal consistency (Kendall's tau-b = 0.63–
0.76), and validity (r = 0.81 with PANSS hallucination item) (94).
Eleven items are rated on five-point scales with individual rating
options. In total, sum scores range between 0 to 55 with higher
scores representing higher impairment.

Intervention
The group was implemented in the patients' health care program as
an add-on to treatment-as-usual (TAU) at the Charité –
Universitätsmedizin Berlin, Campus Benjamin Franklin. At the
hospital, TAU consists of an interdisciplinary approach for in-
patients with SSDs, including psychopharmacological treatment,
psychotherapy (individual therapy and eight group therapies), social
work assistance, occupational therapy, and exercise therapy.

The protocol for mindfulness-based group therapy (MBGT)
(95) was developed through an inductive iterative process.
Various MBI protocols were extracted from the current
literature, carefully adapted for the needs of the patient group,

and combined with novel developed exercises. Based on the
interviews, participant experiences were reviewed throughout the
study process. Feedback was analyzed, and in the next step, the
exercises were re-adapted throughout an iterative process until
finally, the SENSE manual emerged (95). The manual describes a
four-week therapy program with three sessions per week, which
were in detail one main session (60 min) and two consolidation
sessions (co-sessions; 30 min). During the development and
through the feedback several adaptions have been conducted
on the protocol including shortening of mindfulness exercises (<
15 min), minimizing periods of silence (< 15 s), basic anchoring
exercises, smaller group sizes (< 6), as well as MBIs delivered by
experienced mindfulness practitioners which are in line with
recommendations of Shonin, Van Gordon, and Griffiths (62).

In the SENSE (mindfulnesS for schizophrENia SpEctrum
disorders) manual, every main session begins with a brief 10-
minute recap of the last week in the context of mindfulness. In a
second step, there is 15-minute interactive psychoeducation on
the main elements of mindfulness (presence in the here-and-
now, non-judgment, and detachment). Third, 10–15 min of
mindfulness exercises are practiced based on the weekly topic
(breathing, detachment, senses in nature, and body awareness).
Lastly, there are 10 min of sharing experiences, based on the
inquiry model (96) as well as 5 min for sharing individual aims
for the next week. Co-sessions repeated the contents and
exercises of the main sessions.

Interviews and Data Collection
A semi-structured interview guide was developed after a
thorough examination and review of the current literature in
the field. Interviewers were instructed to carefully consider the
respondents' state, disclosed by the sample's characteristics as
provided by the quantitative data. The interview questions were
discussed within the research team, consisting of certified
psychiatrists, clinical psychologists, and a sociologist, to assess
their content and ensure the use of simple and precise wording.
At the beginning of each interview, participants were asked to
provide demographic data, such as age, gender, housing
situation, occupation, and first exacerbation of the disorder. A
detailed description of the study process, the interview schedule,
and questions are illustrated in Table 2.

The data was collected between September 2017 and October
2018. Each interview consisted of nine open-ended questions and
lasted between 25 and 45 min in total. The first interviews were
conducted by KB, the principal investigator, who then trained two
researchers (AK and FE) to conduct further interviews; multiple
training sessions were held to ensure consistency. The training
included discussion of the content, clarification of the open-ended
questions, as well as pilot interviews. The interviews were conducted
directly after the group therapy sessions. After the collection of
socio-demographic variables and information on the life situation,
participants were openly asked about their previous knowledge
concerning MBIs as well as their experiences, perceptions, feelings,
thoughts, and symptom perception before, during, and after the
MBIs. The questions gave room for free elaborations about prior
experiences and general knowledge about mindfulness. After
encouraging participants to talk about their experiences, they were

FIGURE 1 | Study flow diagram.
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asked about their perceptions during and after the exercise.
Questions included, for example, “How and/or what did you
perceive during the exercise?” or “What did you perceive in
relation to your mental health during/after the exercise? “to allow
the participants to express their perceptions during the exercise
freely, as well as to explore whether or not there was an exacerbation
of psychotic symptoms. Each participant was interviewed once, at
the latest, after the second session attended. To ensure data safety,
anonymous transcripts were created, and the original interview
documents were kept in locked filing cabinets, to which only the
direct research team had access.

Data Analysis
Following qualitative inductive analysis (86), data was thematically
explored, analyzed, and compared step-wise to identify themes from
the data (83) systematically. First, word-by-word coding (97), as well
as open line-by-line coding (98), was used to reconstruct the data
into keywords and contents and to compare them until concepts
emerged, which allowed for categorization of the data. This fostered
an iterative deepened understanding of the data in a constant critical
and analytical process. In the second step, codes were thematically
categorized into meaningful clusters (84, 99, 100). Finally, these
groups were structurally and conceptually merged, facilitating an
understanding of underlying domains (84, 97). The first two steps
were conducted separately by two trained psychologists and
researchers (AK and EE) using MAXQDA, a software program
designed for computer-assisted qualitative data analysis. The joint
final step integrated the separately found categories by discussing
and relating them. During this stage, an independent qualitative
researcher and sociologist (LF) joined the analysis process to review
the procedure as well as the categorization of the analysis. In a final
step, one psychologist (KB) and psychiatrist (EH) collaborated to
review both content and formal categorization.

Concerning the consolidated criteria for reporting qualitative
research (COREQ) guidelines, the authors acknowledge their

unique background and perspectives to the analyses and aimed to
bring these into consideration (101). The first author (KB) is a male
psychologist, experienced mindfulness trainer (10 years) and a
mindfulness and psychotherapy researcher. The second author
(AK) is a female psychologist, beginning mindfulness trainer and
mindfulness and psychotherapy researcher. The third author (FE) is
a female senior psychiatrist, beginning mindfulness trainer,
psychotherapy researcher. The fourth author (LF) is a male
sociologist and researcher with a strong qualitative background
focusing on mental health advocacy. The fifth author (TT) is a
female senior psychiatrist and psychotherapy researcher with a
strong focus on qualitative and quantitative transcultural
psychotherapy. The sixth author (NT) is a male psychologist and
psychotherapy researcher using qualitative and quantitative
approaches. The seventh author (MB) is a male senior
psychiatrist and psychotherapy researcher. The last author (EH) is
a male senior psychiatrist and psychotherapy researcher. All
discussions aimed to assess any possible influences of these
backgrounds on the analysis process.

RESULTS

Quantitative Outcomes
For the current study, 27 participants (22.2% women; 6 women
and 21 men) with a mean age of 35.8 years (SD = 10.9) were
included. Of these, 21 participants were diagnosed with paranoid
schizophrenia and six with schizoaffective disorder. Nineteen
participants were recruited from the ward for psychotic
disorders, while eight participants were from the day-care
ward. All participants were receiving psychotropic medication,
which was not changed relevantly throughout the study process.
Psychopathology assessed by PANSS, MADRS, and PSYRATS-
AH showed that the participants, despite the exclusion of a
severe psychotic episode, had a marked variety of symptoms at
the beginning of the MBIs. On average, participants showed mild
to moderate positive symptoms and moderate negative and mild
depressive symptoms (89). Seven respondents reported
experiencing acoustic hallucinations at the time of the study. A
detailed summary of sample and symptom characteristics is
shown in Table 3.

Qualitative Results
The 27 interviews were conducted and spread out over the
following four sessions: “Mindfulness of breathing” (7),
“Mindfulness of detachment” (7), “Mindfulness of senses in
the context of nature” (6), and “Mindfulness of body
awareness” (7). The thematic analysis of the interview data
reduced the data step-wise, collated initial codes into themes,
which were then redefined in relation to each other. All steps
were conducted not merely by one researcher but by two or
more. Based on the participants' experiences during and after the
sessions, finally, two content and two functional subthemes were
identified throughout the data analysis process. For the content
subthemes, (1) core elements and (2) effects were generated,
referring to essential transdiagnostic elements of mindfulness.

TABLE 2 | Study and interview schedule.

Determination of interview ability 5 min
Clarification of open question 5 min
Informed Consent 5 min
Rater-based measures 30 min
MBGT 60 min
Demographics 5 min
Semi-structured interview 20–50

min
1. Do you have any previous experience with this exercise, or does it
remind you of other exercises?
2. What did you notice inside you during the exercise?
3. How would you characterize this exercise?
4. How and what did you perceive during this exercise?
5. What prevented you from doing the exercise, or were there any
difficulties?
6. What did you manage well?
7. Did the exercise affect you anyhow? If so, how?
8. What can you take away for yourself from this exercise, and/or what
did you miss?
9. What did you perceive regarding your symptoms during and after the
exercise?
Time for remarks and comments. 10 min
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For the functional subthemes, (3) perception of context and (4)
transfer to everyday life described the implementation of the
MBGT and participants' transfer of mindfulness associations to
their daily life. Overall, the content domain, therefore, includes
direct content matter and topics (core elements) about
mindfulness as well as the effects on an individual subjective
level. The functional domain, however, covers applicatory
aspects such as the perception of the context, including external
stimuli (therapist's voice, sound bowl, setting). Moreover, this
domain described the practicability to utilize mindfulness in
their everyday life (transfer to everyday life). A summary and
brief description of the categories can be found in Table 4 and
Figure 2.

Content Domain
The content of both subthemes (1) core elements (2) and effects
illustrate participants' experience of and through mindfulness.
All three core elements were found to be coexisting mechanisms
of mindfulness, whereas the effects were described as
consequences of and in relation to the core elements.

Core Elements
Participants' responses were found to relate to three core elements
of mindfulness: (1.1) detachment, (1.2) presence, and (1.3) non-
judgment. While detachment and presence were usually named
directly as mechanisms by the interviewees, the latent category
non-judgment was mostly conveyed indirectly through expressed
appreciations. Furthermore, the categories are found to be
dimensional, with a wide range of responses being antagonistic
to each other in participant's perceptions. The dimensionality of
the categories results from the graduations of the participant's
answers, respectively.

Detachment and Rumination. Concerning detachment, it was
found that some participants were able to notice the appearance and
disappearance of their thoughts, sensations as well as emotions:

“During the exercise, I noticed again and again that
different thoughts came and then went away again.
(Participant 12; Session: Detachment)
When the stress came up, many thoughts, such as tide
and then slowly the tension, I could put off everything
by the deep inhale and exhale. (Participant 09;
Session: Breathing)”

In some instances, participants became aware of internal
processes and were able to differentiate between passive
observations, while others realized a sense of active
engagement with inner processes. While in the first quote,
emotions and thoughts are described passively, from a meta-
observer position (“Came and then go…”), in the second quote,
the participant assigned himself a certain level of agency (“I
could …”).

However, some participants described further processes and
displayed a feeling of identification between themselves and their
psychopathology and the process of de-identification and
de-centering:

“So, to realize that they [the symptoms] are only part
of more in me. That I am not always just my
symptoms that I can let go. (…) I am much more
b e s i d e s my s ymp t oms . ( P a r t i c i p an t 1 0 ;
Session: Breathing)”

These findings point towards participants' greater self-insight
and self-understanding by detecting differentiated degrees of
association between their psychopathology and self-concepts,
such as self-esteem and recognition of oneself apart from
symptomology. On the other side of the detachment
dimension, participants showed patterns of rumination
illustrated by a narrowed focus on impressions, thoughts, and
emotions. It has been reported that perceived distress is a
common therapeutic problem that prevents participants from
opening themselves to further sensations, such as a change of
perspective (for further discussion of this problem, see 102).

“I thought of the past and everything I have already
experienced and been through. (Participant 15,
Session: Body)”

TABLE 3 | Characteristics and symptom severity of the participants (n = 27).

M SD Range

Age (years) 35.8 10.9 19–59
Illness duration (years) 10.6 8.9 1–40
Number of episodes 3.5 2.4 1–10
Number of hospitalizations 3.9 2.4 1–10
Length of last hospital stay (days) 78.8 32.1 21–138

PANSS, Positive Syndrome Scale 14.4 5.5 7–24
PANSS, Negative Syndrome Scale 20.4 7.3 7–35
MADRS 14.8 9.1 1–37
AHRS* 21.1 11.7 2–39

M, Mean; SD, Standard deviation, *n = 7 participants who reported hearing voices.

TABLE 4 | Description of categories.

Content domain

1. Core elements
1.1 Detachment and rumination Attachment to emotions, thoughts,

sensations
1.2 Presence and getting lost Presence in the moment, past or future
1.3 Non-judgment and judgment* Judgement about emotions, thoughts,

sensations

2. Effects
2.1 Emotions Emerged emotions
2.2 Cognition Increased cognition and metacognitive

effects
2.3 Symptom changes Changes in symptoms awareness
Functional domain

3. Perception of Context Awareness of sensory stimulation;
sensing and experiencing contextual
factors (Time, surrounding sounds,
therapists, other group members,

duration)

4. Transfer to everyday life Utility and practicability in daily life

*Latent category.
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Presence and Getting Lost. Participants referred to “Presence”
as staying in the here and now, being in the present moment, and
perceiving momentary sensations without actively changing
anything. This can include thoughts, feelings, body sensations, as
well as symptoms. Furthermore, participants described perceiv-
ing through their senses, such as feeling their breath or hearing
noises in nature as a way of being present in the moment which
resulted in changes of perception:

“Sometimes I wonder if everything has gone so well in
the past. Then it helps to sense a feeling, to notice, to
be fresh, to be new, and to be in the here and now.
(Participant 17; Session: Detachment)

As I watched my breathing, I automatically changed my
breathing. At first, I thought that was funny, but later I
managed not to change it anymore, but only to perceive it. I
felt better (Participant 07; Session: Nature)”

As shown in the first of the two quotes above, participants
described not only pleasant perceptions, but also the awareness
of negative thoughts and worries, unpleasant body sensations,
emotions, or symptoms. While in those examples, participants
were still able to draw attention to the present moment by
focusing on the breath or another present sensation, others
described how they lost the awareness of the present moment:

“I already knew before that the thoughts would
digress. (Participant 10; Session: Breathing)”
“I found it hard to concentrate and started to muse.
(Participant 11; Session: Detachment)”

Through the description of concentration problems,
participants' difficulties in keeping awareness at the present
moment were particularly evident. In the sense of a self-
fulfilling prophecy, the participants got lost in ruminations
about their perceived lack in concentration, and thus inhibiting
their contact to the present moment:

“I felt time pressure because I did not know how long I
could maintain concentration [ … ]. (Participant 04,
Session: Nature)”

Non-Judgement and Judgment. This core element is charac-
terized by the extent of judgment towards perceptions, thoughts,
feelings, and other sensations. Here, some participants describe
their impressions value-free, thus non-judgmentally, and with-
out any categorization:

“I perceive my environment and my surroundings
more and differently. I let them affect me more, and
I do not imagine something directly. I try not to judge,
but to perceive. I feel a little more. (Participant 10;
Session: Breathing)”

Often, this category was presented only indirectly, through
the description of negative impressions. The participants
reported the appearance of unpleasant sensations, thoughts,
and emotions, but at the same time invalidating the power of
these negative impressions. This indicates that participants did
not judge these negative impressions or had less judgment
about them:

“Malaise was noticeable during the exercise but was
not so unpleasant. (Participant 18; Session: Body)”

Effects
The category of effects is subdivided into references to (2.1)
emotions, (2.2) cognition, and (2.3) symptom changes. For
example, participants were asked how they perceived the
exercise and which difficulties they had but also about
symptoms they might have perceived during and after the
session. It is noticeable that none of the participants described
negative or adverse effects through the exercise, while
improvements were described frequently.

FIGURE 2 | Summary of categories.
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Emotions
Although it was repeatedly stated during the theoretical
conceptualization that mindfulness does not solely pursue the
goal of relaxation or other positive sensations, participants
nevertheless described those positive effects through their
exercises. Asked openly about their perceptions during the
exercises, participants described associations, such as the
feelings of inner peace, relaxation, aliveness, or feeling happiness:

“Joy, peace, freedom, inner peace, relaxation.
(Participant 02; Session: Nature)

It has moved something that cannot be put into words. Most
likely ‘inner warmth', ‘authenticity', ‘being with you without
having to do anything about it.' (Participant 07; Session: Nature)”

Cognition
Cognitive effects were described through the reported awareness
of cognitive functioning, self-conceptions, and metacognition. As
mentioned above, participants reported having concentration
difficulties in their daily life. Thus, it was also reported in the
interviews. However, no one described a negative effect on their
concentration or other cognitive functions as a result of the
exercises. Instead, not only an increase in the ability to
concentrate is cited as the most frequent cognitive
improvement (13 of 27 participants reported an increase), but
also stimulation of imagination and creativity, as well as an
increase in self-confidence, were mentioned.

Furthermore, metacognitive insights about their self-concepts
and their functioning were reported:

“To have more concentration, because I could follow
the tasks. In the process, I realized that I seem to be
more involved with this than with other [therapy
groups]. (Participant 25; Session: Body)”
“To concentrate completely on me. That went really
well and has promoted my self-confidence. Then, I felt
much more wi th myse l f . (Par t i c ipant 09 ;
Session: Breathing)”

Symptom Changes
At the end of every interview, participants were asked to describe
their symptoms before, during, and after the exercise. While
some described an improvement in symptoms, others reported
no observable and subjective changes, however, what is
noteworthy is that no one reported exacerbation or
deterioration of symptoms during or immediately after
the exercises.

“Before that, I was very tense and tight. Now I feel
lightness, looseness, and internally flexible.
(Participant 17; Session: Detachment)”
“I feel less stressed. I have felt less anxiety. It's okay
how I am currently. (Participants 19; Session: Body)”
“Everything stayed the same. I do not notice any
difference. The symptoms are actually always the

same. I just learn more about how to live with them.
(Participant 11; Session: Detachment)”

Functional Domain
The two functional subthemes (3) perception of context and (4)
transferability to everyday life refer to the general conditions and
contextual factors as well as participants' direct experience, and
awareness of sensory stimulation emerged through the
intervention. These contain the applicability as well as helpful
or disturbing circumstances for the participants. Frequently,
participants commented on the intervention by emphasizing
the perception of the context of the specific exercises and their
usability in daily life.

Perception of Context
This category emerged through contextual variables, such as the
therapist's voice, the instructions, or the use of a sound bowl as
an anchor stimulus to direct distracted attention back to the
perception in the here and now, which have been frequently
named by participants. Moreover, the duration of the exercise or
the influence and resonance with other group members have
been mentioned. Therewith, participants stated for these factors
an increased awareness of sensory stimulation, which positively
influenced and supported therapeutic processes and mechanisms
described in the previous categories of core elements and effects.

“Most of all, I was able to hear the therapist's voice. It
encouraged me to pay more attention to myself and
my inner life. (Participant 26; Session: Breathing)”
“But listening to the therapist's voice helped me. It is
then as an anchor, and you try to focus on it.
(Participant 11; Session: Detachment)”
“The gong was pleasant, relaxing. (Participant 23;
Session: Detachment)”

In minor cases, persistent difficulty in carrying out the
exercise was reported (7 out of 27 participants). For the most
part, these were individual difficulties, such as concentration
problems, exhaustion, or hunger. However, sometimes
participants associated difficulties sensing and experiencing
contextual factors, for example, due to disturbing, external
perceptions such as noises from outside, the time of the day
when the session is carried out, or the way exercises
were instructed.

“Standing meditation exercise, which was exhausting.
I prefer to sit or lie down. (Participant 22;
Session: Nature)”

Transfer to Everyday Life
As the last category, participants reported the desire to transfer
the learned mindfulness associations into the individual everyday
life, demonstrating a vital psychotherapeutic success in the
context of perceived self-efficacy. At the same time,
participants expressed their ideas and visions on how to
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transfer, utilize, or form the practice of mindfulness and its
application into their everyday lives.

“You can do this exercise regularly, and it can help you
to cope better with the voices in your head. That's how
you can detach from the voices. (Participant 11;
Session: Detachment)”
“This exercise was much easier to implement [than
Progressive Muscle Relaxation], and that's why I find it
much better. I can do it at home alone. (Participant 13;
Session: Breathing)”
“I was happy to do it. That was a good exercise for
anxiety. I would like to take this as a technique and use
it at work. (Participant 19; Session: Body)”

All participants reported having already heard of mindfulness
in some form, or they named related associations from their
everyday lives, even though none of the participants had any
previous experience with MBIs:

“A reminder of how I have always sought and found
tranquility and protection while walking through
fie lds and meadows during my psychosis .
(Participant 3; Session: Nature)”

DISCUSSION

The main objective of this study was to examine the experiences
of in-patients with SSDs who took part in a brief MBI at a
German university hospital setting. According to the authors'
best knowledge, this is the first account of such a study in
Germany. Collected data across all four different mindfulness
modules were analyzed. Responses generated to a total of four
subthemes within two domains, content and functionality, from
which the effects of the MBIs can be understood. Whereas the
content domain includes references to core elements and effects,
each with three subcategories within the functional domain,
participant awareness of possible transfer to everyday life, and
the perception of context of the intervention is portrayed.

Core Elements of Mindfulness
The first content domain core elements has three subcategories,
including detachment, presence, and non-judgment, which
overlap with key elements of mindfulness practice (42, 45,
103). However, participants' responses suggest that these core
elements should be understood as dimensional categories, each
with two poles along a continuum—detachment and rumination,
presence and getting lost, or non-judgment and judgment. These
polarities are reflected in Chadwick's (102) initially postulated
framework model for patients with SSDs, which distinguishes
between a mindful and distressing reaction to unpleasant
psychotic sensations including voices, paranoid thoughts, or
images. Along these poles, participants, on the one hand, seem
to show a distressing reaction displayed by experimental
avoidance leading to judgments. Therefore, increased

rumination and worry occur taking participants back again to
avoidant behavior—reflecting a vicious cycle restraint from
action and getting lost in reaction.

On the other hand, participants learn a mindful response by
allowing unpleasant psychotic experiences to come into
awareness. This is depicted by actively turning towards the
difficult sensations and cultivating acceptance for its current
representation. With practice, individuals learn the process of
letting go and develop more awareness (102). For the current
study, as shown in subcategory 1.1 to 1.3 (Detachment and
Rumination, Presence and Getting Lost, and Non-Judgement
and Judgment), participants' responses seem to verify this
process model and its dimensional categories since the type of
reaction depend on the patients' degree of non-judgmental and
detached awareness on symptom expression in the present
moment. These findings are also consistent with existing
descriptions of the main mechanisms within mindfulness
practice in other clinical groups (96, 103), besides SSDs (102).
For example, for patients with a Major Depressive Episode
(MDE), Mindfulness-based Cognitive Therapy (MBCT) is a
we l l - researched , es tab l i shed , and high ly e ff ec t ive
psychotherapeutic approach. Its underlying theory states that
continuous deterioration of symptoms is experienced through
the repeated associations between dysfunctional mood and
patterns of negative and self-devaluating cognitive processes
(104). In MDE the main aim and core skill that MBCT
provides is the ability to inhibit potential relapses by first
noticing and in a second step disengaging and detaching from
mental states, which are characterized by self-perpetuating
patterns of rumination, negative thoughts, and the tendency to
identify with specific cognitions (105–107).

Moreover, similar treatment mechanisms and process-
variables seem to play a role when implementing MBIs for
patients with SSDs. Participants in the current study highlighted
altered perceptions of the appearance and disappearance of their
thoughts, sensations, and emotions described in subcategory 1.1
(Detachment and Rumination). Furthermore, results seem to
elucidate the effect of MBIs on a behavioral and cognitive level
since the exposure to adverse internal experiences leads to
desensitization and, consequently, symptom decline (45). These
subjective experiences include psychotic experiences, such as
acoustic hallucinations, paranoid thoughts, or images, which
lose their distressing and unpleasant sensation over time when
mindfulness is cultivated by getting in touch with the presence
and perceiving momentary sensations without active engagement.
Overall, these results highlight mindfulness' transdiagnostic effects
as similar, theoretically defined mechanisms seem to be crucial
within the treatment process.

Effects of Mindfulness
Three interconnected factors have been extracted from the
interviews demonstrating the effects of mindfulness on
emotion, cognition, and symptom changes. First, participants
stated various effects on their emotional state during and after
the MBI. These included states of deep relaxation, inner peace,
euphoria, and happiness. Since ancient Buddhist times,
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mindfulness practice has been characterized by these conditions
and is further associated with contentment and inner
equilibrium. Present outcomes are in line with previous
research, (65) with patients having SSDs revealing decreased
negative symptoms and increased positive emotions as well as
improved overall recovery. The main mechanism behind this
effect may lie in the heightened levels of acceptance for psychotic
experience and oneself. In another study, it was shown that
mindfulness of positive symptoms was acting as a mediator
between self-compassion and positive symptom severity and
was negatively correlated with psychotic distress (108). Other
studies demonstrated a clinical moderating effect of mindfulness
for psychosis outcomes and self-compassion, indicating a
synergistic relationship between the constructs (56). Similar
associations between these factors have been shown in MDE,
hinting at a transdiagnostic understanding of mindfulness (109).
Moreover, participants described heightened feelings of
authenticity, benevolence, and empathy towards themselves as
well as to others as displayed in subcategory 2.1 (Emotions).
These findings show that there is a distinct connection between
mindfulness, compassion, and symptom outcome, even though
the direction and interrelation between these factors have yet to
be adequately studied. Future studies might examine this
relationship more closely as both constructs, mindfulness, and
compassion, possibly act as mediators regarding emotions
and mindfulness.

As a second factor, participants named effects on cognition,
which are exhibited by increased cognition, self-awareness, and
empowerment through the practice of mindfulness. Some
patients displayed increased levels of cognitive processes, such
as concentration, as well as metacognitive insights into their self-
concepts, as illustrated in subcategory 2.2 (Cognition). Among
the first to address this, Tabak and Granholm (110) found
supporting evidence concerning mindfulness effects on
cognition as well. In their study, the authors revealed that in
MBI, participants with psychosis showed significant
improvements in processing speed and working memory, as
well as increased attention/vigilance, verbal- and visual learning,
which are most frequently impaired in patients with SSDs (111).
Impaired cognition constitutes a major burden for patients with
SSDs, and current treatment choices are insufficient. Larger
controlled trials with extended mindfulness practices, similar
to MBCT in MDE, may, in the future, broaden our currently
limited knowledge regarding mindfulness and its effects on
cognitive processes in SSDs. Besides improved awareness of
cognitive functioning, participants in the present study
highlighted increased self-conceptions and self-confidence after
MBIs. Research amongst patients with MDE has shown that low
metacognition is defined by an incapability to distinguish the self
from negative thoughts, emotions, and sensations (96). Hence,
the self is occupied with negative mental phenomena inhibiting
the perception of a wider context of self. Relating and responding
mindfully to symptoms allows for a detachment from these
negative mental phenomena, alleviating distressing experiences
and thus enabling more imagination, self-acceptance, and

creativity in patients with SSDs as depicted in subcategory
2.2 (Cognition).

As a last factor illustrating the effects of MBI, participants
described frequent symptom changes during and after sessions. In
the present study, participants stated improvements on anxiety
and depression levels, positive- and negative symptoms, as well
as overall well-being as depicted in subcategory 2.3 (Symptom
Changes). According to participants' responses, these changes
seem to be influenced by detachment, defusion, and acceptance
process, which primarily indicate increased psychological
flexibility. These results are in line with a handful of
randomized controlled trials (RCTs) exhibiting the
effectiveness of MBIs for in- and outpatients with SSDs on a
broad range of symptom representations, including positive and
negative symptoms, depression, anxiety, and disturbances in
cognition (56, 57, 77, 110). Moreover, multiple trials have
demonstrated increased scores for social functioning and
quality of life after MBIs (56). Possible reasons might be that
MBIs can successfully be applied in group settings, are less time-
consuming since treatment effects have been detected already
after 6-10 sessions, giving solid ground for the in-patient
implementation (74–76), and also participants show higher
commitment when compared to CBT-based approaches.

Furthermore, the present outcomes build on previous
research (58, 59, 61) by contradicting the widespread
assumption and myth that MBIs could lead to the
deterioration of psychotic symptoms. For the current study,
none of the 27 in-patients experienced a deterioration of
symptoms or showed any adverse effects. Thus, careful
adaptions of MBIs concerning the targeted population, assured
by psychometric pre-tests, proved to be explicitly fruitful and
beneficial (112), demonstrating MBIs safety and applicability in
the implementation for in-patients with SSDs. In a next step,
future research should aim to conduct RCTs assessing its
effectiveness to active and passive control conditions and
broaden the current understanding of underlying process
variables that enhance the treatment outcome.

Perception of Context and Transfer of
Therapy to Everyday Life
The main findings within the functional domain were associated
with the perception of context and transfer to everyday life, which
are described as characteristics of the framework concept of the
MBGT. For the perception of context category, participants'
responses seem to be in line with previous research stating that
explicit adaptations in the implementation process for SSDs are
required in order to facilitate the core elements and effects of
MBIs. Participants deliberately reported that constant verbal
instructions, as well as the sound of the singing bowl before
and after each exercise, gave room for the internal inquiry
process. Both context variables endorsed mindful awareness by
giving anchor stimulus to direct attention to the present
moment. Besides surrounding sounds and the therapist,
participants named the short session, as well as the group
inquiry process at the end of each exercise as fruitful and
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beneficial, as stated in subcategory 3. These factors have also
been reported in current literature, where the utilization of short
duration guided mediations (< 15 min), avoidance of prolonged
periods of silence, and continuous instructions in basic
anchoring techniques, small group sizes, and simplification of
exercises have been primarily recommended (62, 102) to mitigate
the risk of symptom deterioration. Furthermore, a simple, not
too abstract metaphoric language seems to be useful to avoid
misunderstanding, (113) while enabling enough room after each
exercise within the inquiry process. Conducting sessions in a
group format provided an efficient way to provide MBIs to a
higher number of in-patients while parallelly promoting room
for social cohesion, inclusion, participation, and exchange of
experiences. Recent research already demonstrated that
mindfulness could increase empathy, social integration, and
contact, while reducing loneliness (114, 115), altogether
building the foundation of resonance with the environment.
Through the assessment of qualitative interviews, participants
described that the group format supported mindful activities,
such as taking a mindful walk in a park nearby or mindful eating
together, which in turn helped to overcome personal and social
barriers. MBIs seem to be explicitly promising in the treatment of
negative symptoms such as blunted affect, alogia, anhedonia, or
asociality. However, future research is needed to examine the
association between perception of context factors, the
implementation, and the underlying efficacy of mindfulness.

As the last domain, the transfer to the everyday life of
mindfulness has been named by the participants. Generally, most
participants reported the wish to be able to transfer the exercises
into their everyday life. During their in-patient stay, several patients
started to cultivate mindfulness into their daily routine by taking
mindful walks or eatingmindfully with other in-patients as depicted
in subcategory 3. These steps enabled processes of self-efficacy and
empowerment, which is highlighted in subcategory 4, indicating
that even short daily exercises, such as counting the breath or taking
showers mindfully resulted in symptom decline. In this category,
other participants emphasized the utility, simplicity, and
practicability of MBIs, especially in comparison to other
interventions such as Progressive Muscle Relaxation (PMR).
Interestingly, only a minor number of participants had heard
about mindfulness previously; however, no one had any personal
experiences beforehand, indicating that a potentially valuable and
effective intervention had not been implemented in the treatment of
SSDs. The reasons may lay in the persistent myth that mindfulness
might lead to an exacerbation of symptoms, even though the
present study outcomes, as well as the current literature,
demonstrate that MBIs are safe, applicable, well-tolerated, and
lead to subjective symptoms reduction and increased well-being
even after a few sessions conducted (54, 55, 74).

Limitations
Whereas the present study aimed to explore a relatively
unnoticed research field, some limitations should be taken into
account. As patients with SSDs can have a high level of mistrust
and paranoia as symptoms of the disorder, the use of digital
recording media was omitted. Accordingly, only verbatim

transcripts were made during the interviews. Furthermore,
although initial evidence exists for the applicability and
feasibility of MBIs in patients with severe positive symptoms,
this study aimed to investigate their applicability in the context of
in-patients who displayed residual symptoms with chronic
symptom representation and primarily pronounced negative-
and moderate psychotic symptoms. Also, due to the nature of
this study, applicability was assessed in a limited setting.
Therefore, to test for broader applicability, future studies
should aim to investigate the potential applicability, feasibility,
and acceptability in RCTs in different hospital settings. As this
study did not aim to investigate long term effects of MBIs for
SSDs, RCTs with pre-, post-, and follow-up measurements
should be carried out. Moreover, future research will need
control conditions to clearly differentiate outcomes. Based on
the current design, it might be that personal accounts of
participants before the intervention could have influenced the
present results, which cannot be solely attributed to MBI.
Therefore, upcoming trials should systematically examine the
indication, effectiveness as well as possible adverse- and side
effects of mindfulness for this population. Lastly, other factors
influencing meaningful communication during the interviews
might include florid psychotic symptoms leading to poor insight
and communication. Furthermore, the side-effects of
antipsychotic medication such as drowsiness cannot be ruled
out. To address these issues, future trials should carefully
monitor the medication regime and include less acute patients
from outpatient facilities to allow generalizability of the results.

CONCLUSION

The current study represents the first research on participant
responses to MBI for in-patients with SSDs in a German
psychiatric hospital setting. In order to capture the novelty of
such an intervention, a qualitative approach was chosen, which
allowed for in-depth exploration of participant experiences,
perceptions, and responses, allowing for the exploration of
possible mechanisms and processes. Particular chosen
adaptations could confirm the initial applicability of the
intervention for in-patients with SSDs. Based on the analysis of
the in-patients' experiences, there is evidence that in-patients
with SSDs display responses to the interventions which are
embedded in the theoretical models of mindfulness.
Importantly, participants stated that they experienced no signs
of exacerbation or decompensation of psychotic symptoms after
MBIs. Overall, participants reported positive emotional and
metacognitive effects, changes in symptoms, and learned how
to transfer these into their daily life practice.
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Chapter 7: General Discussion 
 

The present dissertation features a comprehensive research project aiming to develop 

and validate a mindfulness-based intervention for the treatment of inpatients with schizophrenia 

spectrum disorders (SSD) in Germany. Qualitative and quantitative data analysis was used to 

capture thoughts, perceptions, and an in-depth understanding of mindfulness's mechanisms and 

processes in recently hospitalized individuals with SDD. Semi-structured interviews were 

conducted after taking part in a MBI session (see Chapter 2). Based on novel insights and an 

evaluation of first-hand accounts, a participatory mindfulness-based group therapy manual – 

MBGT – was developed in German. This trial represents the first time for a mindfulness-based 

intervention to be implemented in routine clinical treatment at a German psychiatric university 

hospital (see Chapter 3). In the following step, the dissertation discusses further concerns that 

mindfulness may exacerbate positive symptoms of psychosis, despite a growing body of 

contrasting evidence demonstrating its effectiveness and safety (see Chapter 4). Furthermore, 

to measure mindfulness abilities, specifically in SSD, and address the shortage of current 

mindfulness scales catering to German populations, the SMQ was translated into German and 

validated concerning reliability, utility, treatment sensitivity, as well as convergent and 

divergent validity (see Chapter 5). Finally, the first rater-blinded randomized controlled trial 

was conducted in Germany to assess the feasibility and acceptability of MBGT, as well as 

evaluate its preliminary effectiveness on mindfulness abilities, positive- and negative 

symptoms, depression, anxiety, psychological flexibility, social functioning and quality of life 

in SSD (see Chapter 6). 

Overall, the qualitative analysis results of the first study (see Chapter 2) generated two 

primary categories: content and functionality. Content further represents two distinct 

subthemes: core elements and effects of mindfulness. Meanwhile, functionality includes: 

perception of context and transfer to everyday life. According to participant responses, data 

analysis revealed three further subcategories for the first content domain core elements, 

including detachment and rumination, presence and getting lost, non-judgement and judgment, 

illustrating key aspects of mindfulness practice (Kabat-Zinn, 1982, 1990, 2003). In detail, the 

analysis exposed dimensional categories as answer patterns were along two poles in each 

subcategory representing a continuum. These trajectories are in line with previous research that 

Chadwick has postulated in the beginnings of implementing MBI for patients with psychosis 

(Chadwick, 2006). According to his framework, individuals either seek a mindful or distressing 

reaction to unpleasant psychotic experiences. Therefore, the primary aim of MBI for psychosis 

includes the practice of mindful awareness by actively turning towards challenging psychotic 
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experiences and cultivating acceptance instead of exhibiting experimental avoidance leading to 

judgment and suffering. These findings are consistent with research in other clinical groups and 

promising for SSD treatment, depicting explicit processes and mechanisms at action while 

outlining mindfulness transdiagnostic clinical validity and utility (Segal, Williams & Teasdale, 

2013; Chadwick, 2006, Kabat-Zinn, 1990). In another content subtheme, the effects of 

mindfulness were extracted in three interconnected factors: emotions, cognition, and symptom 

change. Participants named increased levels of cognition, self-awareness, and well-being, 

specifical improvements on anxiety-, depression-and positive- and negative symptoms. 

Moreover, there were reports of heightened feelings of empathy, authenticity and self-

compassion. These key outcomes are in line with meta-analyses in the field highlighting the 

effectiveness of MBI on a wide range of symptom dimensions in SSD (Khoury et al., 2013, 

Louise et al., 2018, Cramer et al., 2016, Jansen et al., 2020). According to participant responses, 

main psychological processes and mechanisms at action involved increased levels of 

acceptance and compassion as well as detachment, diffusion and decentered awareness, 

emphasizing the transdiagnostic relevance and process- and value-based therapeutic stance by 

improving psychological flexibility and mindfulness abilities. The results for the functional 

domain were depicted in perception of context and transfer to everyday life. Both subthemes 

were crucial for the dissertation project's overall aim to develop the first mindfulness-based 

therapy manual for SSD in German language. In line with previous research, which was 

primarily conducted in English-speaking countries, participant responses revealed explicit 

insights for careful adaptions in the development and implementation of MBI (Shonin, Van 

Gordon & Griffiths, 2014). Adaptations included formal therapeutic assistance, such as 

constant verbal instructions to minimize periods of silence, the singing bowl's use and sound 

before and after each mindfulness exercise, and the inquiry technique to foster personal and 

social exchange and awareness. Other context variables were the awareness of sensory 

stimulation, such as surroundings sounds, as well as sensing and experiencing contextual 

factors including short durations of guided meditation (< 15 min.), basic anchoring techniques, 

and small group sizes (< 6 individuals). Finally, in the last functional domain, participants gave 

novel insights concerning the utility and practicality of MBI in their daily lives. These covered 

aspects of self-efficacy and empowerment by cultivating mindfulness in their daily routine 

through mindful walks, eating mindfully, or counting their breath to ease distress. In 

confirmation with our initial hypothesis, participants had previously heard of MBI from other 

patient populations; however, they had no personal experiences with it. Moreover, participants 
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underlined the simplicity, practicality and utility of MBI, which gave fruitful ground for 

adaptions of MBGT. 

Based on an extensive literature review of MBI for SSD and the collected insights from 

the first study (see Chapter 2), the current dissertation project developed and implemented the 

first mindfulness-based group therapy program – Mindfulness-based Group Therapy (MBGT) 

– for SSD in German. The initial development of the MBGT is grounded on the qualitative 

research method depicted in Chapter 2, aiming for a fundamental participatory and person-

centered approach. At the beginning of the project, a focus group was initiated with inpatients 

with psychotic illness. Study participants were then questioned about the exercises and their 

experiences in qualitative interviews. On this basis, the program exercises were continuously 

adapted in several steps and adjusted to the patients' needs by means of an iterative development 

process. Throughout the development process, the length of MBGT was set at four weeks 

representing the same average duration as the regular hospitalization of patients with SSD (34.9 

days) (Gühne et al., 2015). In an effort to consider possible cognitive deficits and foster the 

therapeutic process, MBGT is divided into four modules covering (1) Mindfulness of Breath, 

(2) Mindfulness in the Nature, (3) Mindfulness of Detachment, and (4) Mindfulness of the 

Body. The modules are introduced in a main session lasting 60 minutes and are further deepened 

in two co-sessions of 30 minutes per week. 

Consequently, MBGT displays a short and highly intensive therapy program, optimally 

suited for the in- and outpatient hospital treatment of SSD. The overall development, structure, 

content and application of MBGT was published as a therapy book and is illustrated in Chapter 

3. This dissertation project's work in the form of a manualised therapy book adds an additional 

and direct meaningful clinical element in the multimodal treatment of SSD in Germany.   

It was not until 2015 that psychotherapy was officially included in the German national 

therapy guidelines as a primary pillar for the treatment of schizophrenia. Cognitive-Behavioral 

Therapy is by far the most prominently used treatment modality displaying a large body of 

evidence concerning its effectiveness (Gaebel, Hasan & Falkai, 2019). Similarly, MBI in the 

form of MBCT has been recognized throughout the past years by the National Institute for 

Health and Care Excellence (NICE) as an evidence-based treatment option and is recommended 

to prevent relapses in major depression (NICE, 2009). However, up to this day, clinicians' 

concerns remain that mindfulness might lead to exacerbations and harm in individuals with 

psychosis (Dyga & Stupak, 2015) (see Chapter1 and Chapter 2). As part of this dissertation 

project and in collaboration with leading international MBI researchers in Australia and the 

UK, Chapter 4 describes the series of historical concerns claiming that mindfulness can 
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exacerbate psychosis based on a handful of uncontrolled case studies (see Chapter 1). The 

article summarizes the growing evidence base for MBI for SSD displaying its effectiveness on 

a broad range of symptoms and indicating its safety. In the last step, the editorial piece shows 

an increased interest in this field, evidenced by how at least 10 review articles have been 

published since 2013. 

Nonetheless, high-quality RCTs are warranted to determine efficacy in different clinical 

settings further. On a final note, the authors recommend access and implementation of MBI for 

SSD based on the current evidence base and give clear guidelines for the utilization of 

mindfulness, well as the supervision process. Further recommendations include RCTs, 

systematic assessments of side-effects and adverse events, and explicitly assessing processes 

and mechanisms of change so the field can evolve according to evidence-based research. All in 

all, Chapter 4 gives a historical overview of MBI for psychosis, summarizes its effectiveness 

and safety, discusses current limitations while giving clear indications and recommendations 

for practicing clinicians to foster the implementation process and increase psychological 

interventions for SSD. 

Another essential piece of the current dissertation project is the translation and 

validation of the Southampton Mindfulness Questionnaire in the German language (see 

Chapter 5). Compared to other self-rated mindfulness assessment tools, the SMQ uniquely 

assesses the individual’s mindfulness awareness of distressing thoughts, images, and 

perceptions. This makes the SMQ specifically clinically relevant in the assessment of 

mindfulness in a variety of clinical populations, especially for SSD. Against this background, 

three sub-studies were conducted involving a non-clinical sample of n = 848, a community 

sample of n = 638 and 210 meditators, a clinical sample (n = 213) of individuals with 

schizophrenia (n = 106) and depression (n = 107) and another clinical sample (n = 122) with 

emotional disorders. Within three sub-studies, including these samples, internal consistency, 

reliability, convergent and divergent validity, factor structure and treatment sensitivity were 

established. Overall, outcomes revealed that the German SMQ showed excellent internal 

consistency and moderate convergent validity compared with two well-established and 

frequently used mindfulness scales in clinical practice and research, namely the Freiburger 

Mindfulness Inventory (FMI) and the Comprehensive Inventory of Mindfulness Experiences 

(CHIME). 

Moreover, the SMQ discriminated well between non-meditators and regular meditators, 

indicating its generalizability to broad non-clinical populations, as well as its utility for clinical 

practice and research, which is in line with comparable studies with other well-established 
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mindfulness tools (Bergomi et al. 2015; Carmody and Baer 2008).	Moreover, the present study 

revealed medium to large correlations between the SMQ and Brief Symptom Inventory 18 

(BSI-18), Positive and Negative Affect Scale (PANAS), and Anxiety Sensitivity Index 3 (ASI-

3). As correlations were medium to large, questioning the divergent validity between these 

scales, these results are aligned with the outcomes of the initial validation study by Chadwick 

et al. (2008), as well as other studies conducted by Mahoney et al. (2015) and Baer et al. (2006) 

demonstrating correlations between psychopathology in the form of anxiety sensitivity and 

experiential avoidance with mindfulness. Moreover, treatment sensitivity was established for 

the first time for the SMQ within a randomized controlled trial assessing an internet-based 

psychological treatment program's effectiveness. An integral part of the program involved a 

mindfulness module for individuals with emotional disorders. Outcomes demonstrated a 

substantial improvement (d = 0.86) in mindfulness abilities for the active condition highlighting 

the transdiagnostic validity of MBI, which the SMQ effectively captured. In a last step, the 

overall factor structure of the SMQ was analyzed, illustrating a four-factor structure for the 

non-clinical population fitting to the overall four subscales of the SMQ. These outcomes stand 

in contrast to Chadwick’s original study (2008), showing inconclusive factor structures yet 

emphasizing a one-factor structure. Although a four-factor structure is preferred in the results, 

a good model fit is still missing, demonstrating the difficulties in elaborately conceptualizing 

mindfulness and suggesting a multifaceted understanding and conceptualization of mindfulness 

(Baer et al. 2006). All in all, in subproject two, the successful translation and validation of the 

SMQ in German showed its clinical- and research value and practicability in non-clinical and 

clinical populations. Furthermore, the scale exhibited its utility for the assessment of 

mindfulness for SSD. 

Finally, building on the developments from Chapter 1 to Chapter 5, the last step of the 

current dissertation project presents the first randomized controlled trial assessing the 

feasibility, acceptability, and preliminary effects of Mindfulness-based Group Therapy for 

inpatients with SSD in a German university hospital setting (see Chapter 6). A total of 40 

participants were randomly allocated to MBGT+TAU (n = 21) or only TAU (n = 19) for a study 

period of four weeks. Overall, results indicated strong acceptability with a protocol adherence 

of 95.2% and feasibility with a retention rate of 95%. Concerning preliminary outcomes, 

analyses revealed significant group differences at four weeks post-intervention for negative 

symptoms, as well as mindfulness indicating proof-of-concept for MBGT. Moreover, there 

were small-to-large within-group improvements on secondary outcomes on an exploratory 
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level, including positive symptoms, depressive symptoms, quality of life, social functioning, 

and psychological flexibility. 

In contrast, only small-to-moderate within effects were found for positive symptoms 

and social functioning in the TAU condition. These promising outcomes are in line with recent 

trials demonstrating high acceptability and feasibility rates among inpatients with SSD for 

Mindfulness-Based Crisis Interventions (MBCI) and mindfulness practice groups in the United 

Kingdom (Jacobsen et al. 2020, Millar et al., 2020) and brief group mindfulness-oriented 

interventions in Canada (Nikolith et al. 2016). Interestingly, these studies included acute 

inpatients with moderate to severe positive symptoms and reported no serious adverse effects 

contradicting long-standing concerns of a mere causal relationship (Sharma et al., 2019). While 

improvements in mindfulness abilities in SSD have been established throughout various meta-

analyses, results on negative symptoms remained inconclusive until last year. A recent high-

quality meta-analysis by Jansen et al. (2020) highlighted significant effects of group-based MBI 

for negative symptoms, compared with individual sessions. According to these novel findings, 

preliminary outcomes of this dissertation project, including the qualitative data (Chapter 2), as 

well as the quantitative results (Chapter 6), underline the compelling therapeutic effects of MBI 

on negative symptoms giving ground for further research. Possible explanations might include 

heightened positive emotions, anticipatory pleasure and reduction in rumination, negative 

thinking as well as cognitive and emotional reactivity.  Consequently, this research project's 

findings are promising, especially with regards to the clinical setting and cultural background 

of the participants, adding a further fragment in the multimodal treatment of SSD.  

 The current research project reports a wide range of support for the utility and 

therapeutic effects of MBI for SSD. Nonetheless these findings should still be seen in the light 

of several limitations. Although a growing body of evidence highlights the acceptability, 

feasibility and effectiveness of MBI for severe psychotic symptoms, participants in subproject 

1 and subproject 2 showed moderate to high overall symptom severity, while explicitly 

excluding severely acute inpatients indicated by > 6 on any item of the PANSS - positive scale. 

Consequently, the sample of both studies displayed primarily residual symptoms with chronic 

courses and pronounced negative symptoms. Moreover, both studies were conducted in a 

German university hospital setting with a strong treatment-as-usual condition involving a broad 

range of group therapies, weekly individual CBT sessions, occupational therapy, ergo therapy 

and pharmacological options. Therefore, study results should be extrapolated with caution and 

generalizability to other hospital settings should be determined after careful consideration. 
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 A fully powered RCT is warranted to determine efficacy and cost-effectiveness, as well 

as clinical- and process outcomes changes. Concerning clinical outcomes, the effects of MBI 

on cognition would be of high therapeutic interest as symptom dimensions remain under-

researched for SSD, despite deficits in social functioning and quality of life (Lopez-Navarro et 

al., 2020; Tabak & Granholm, 2014). Moreover, future trials should assess within-session 

effects (pre/post) of MBGT on changes in stress-associated saliva biomarkers, such as cortisol 

levels, the enzyme activity of, for instance, alpha-amylase in saliva, and pro- or anti-

inflammatory cytokines. This novel approach could lay the ground for a more personalized 

therapeutic approach in predicting individuals’ MBGT response, particularly when biomarkers 

correlate with the intervention effects and MBGT successfully leads to a reduction in stress-

associated biomarkers over a treatment period. To establish more sustaining treatment effects, 

follow-up measures should be extended to twelve months, including e-mental health 

approaches, such as application- or video portal-based mindfulness exercises functioning as 

continuous booster sessions. MBGT could also be compared to other mind-body therapies like 

yoga, which have shown promising effects on negative symptoms in SSD in recent years (Sabe, 

Sentiss & Kaiser, 2019). Finally, a multi-centered design will be needed to confirm these 

outcomes and indicate generalizability to allow a long-term implementation into national 

treatment guidelines, potentially leading to another evidence-based treatment option for SSD.  

 In conclusion, the present dissertation outlines a comprehensive psychotherapeutic 

research project starting with a qualitative examination of the experiences, perceptions, and 

responses of individuals with SSD concerning a newly developed MBI while exploring 

processes and mechanisms at action. Based on participant reports, the first Mindfulness-based 

Group Therapy was developed for patients with SSD in German. Moreover, a novel tool for 

assessing mindfulness in non-clinical and SSD, depression and emotional disorders was 

translated and validated with regards to reliability, convergent as well as divergent validity, and 

treatment sensitivity. In a final step, a RCT with the highest quality standards according to 

CONSORT guidelines was conducted, showing preliminary effectiveness, coupled with 

evidence for high acceptability and feasibility among inpatients with SSD. These outcomes are 

promising and aligned with recent advances in the field, calling out for further research to 

determine short- and long-term effectiveness, cost-efficiency, and process-outcome changes of 

MBGT for SSD. Furthermore, this dissertation contributes to the existing discourse with a new 

evidence-based psychological treatment option for a patient group that has been overlooked for 

a long time.  



 73 
 
 

References 
 
Achim, A. M., Maziade, M., Raymond, É., Olivier, D., Mérette, C., & Roy, M. A. (2011). How  

prevalent are anxiety disorders in schizophrenia? a meta-analysis and critical review 

on a significant association. Schizophrenia Bulletin, 37(4), 811-821.  

https://doi.org/10.1093/schbul/sbp148 

Azad, M. C., Shoesmith, W. D., Al Mamun, M., Abdullah, A. F., Naing, D. K., Phanindranath,  

M. & Turin, T. C. (2016). Cardiovascular diseases among patients with schizophrenia. 

Asian Journal of Psychiatry, 19, 28–36. https://doi.org/10.1016/j.ajp.2015.11.012 

Bach, P., & Hayes, S. C. (2002). The use of acceptance and commitment therapy to prevent the  

rehospitalization of psychotic patients: A randomized controlled trial. Journal of 

Consulting and Clinical Psychology, 70(5), 1129–1139. https://doi.org/10.1037//0022-

006X.70.5.1129 

Bach, P., Hayes, S. C., & Gallop, R. (2011). Long-term effects of brief acceptance and 

commitment therapy for psychosis. Behavior Modification, 36(2), 165-

181. https://doi.org/10.1177/0145445511427193 

Baer, R. A. (2007). Mindfulness, assessment, and transdiagnostic processes. Psychological  

Inquiry, 18(4), 238-242. https://doi.org/10.1080/10478400701598306 

Baer, R. A. (2003). Mindfulness Training as a Clinical Intervention: A Conceptual and  

Empirical Review. Clinical Psychology: Science and Practice, 10(2), 125–143. 

https://doi.org/10.1093/clipsy/bpg015 

Bacon, T., Farhall, J., & Fossey, E. (2013). The active therapeutic processes of acceptance and 

commitment therapy for persistent symptoms of psychosis: Clients’ 

perspectives. Behavioural and Cognitive Psychotherapy, 42(4), 402-

420. https://doi.org/10.1017/s1352465813000209 

Baer, R. A., Smith, G. T., Hopkins, J., Krietemeyer, J., & Toney, L. (2006). Using self-report 

assessment methods to explore facets of mindfulness. Assessment, 13(1), 27–45. 

https://doi.org/10.1177/ 1073191105283504. 

Barak, Y., & Aizenberg, D. (2012). Clinical and psychosocial remission in schizophrenia: 

Correlations with antipsychotic treatment. BMC Psychiatry, 12(1). 

https://doi.org/10.1186/1471-244x-12-108 

Bechdolf, A., & Klingberg, S. (2014). Psychotherapie bei schizophrenen Störungen: Kein 

evidenz-, sondern ein Implementierungsproblem. Psychiatrische Praxis, 41(01), 8-

10. https://doi.org/10.1055/s-0033-1359957 

 



 74 
 
 

Bergomi, C., Tschacher, W., & Kupper, Z. (2015). Meditation practice and self-reported  

mindfulness: a cross-sectional investigation of meditators and non-meditators using the 

Comprehensive Inventory of Mindfulness Experiences (CHIME). Mindfulness, 6(6), 

1411– 1421. https://doi.org/10.1007/s12671-015-0415-6. 

Buckley, P. F., Miller, B. J., Lehrer, D. S. & Castle, D. J. (2009). Psychiatric comorbidities and  

schizophrenia. Schizophrenia Bulletin, 35(2), 383–402. doi:10.1093/schbul/sbn135 

Chadwick, P. (2014). Mindfulness for psychosis. British Journal of Psychiatry, 204(05), 

333–334. https://doi.org/10.1192/bjp.bp.113.136044 

Carmody, J., & Baer, R. A. (2008). Relationships between mindfulness practice and levels of  

mindfulness, medical and psychological symptoms and well-being in a mindfulness-

based stress reduction program. Journal of Behavioral Medicine, 31(1), 23–33. 

https://doi. org/10.1007/s10865-007-9130-7. 

Chadwick, P., Hember, M., Symes, J., Peters, E., Kuipers, E., & Dagnan, D. (2008).  

Responding mindfully to unpleasant thoughts and im- ages: reliability and validity of 

the Southampton mindfulness questionnaire (SMQ). British Journal of Clinical 

Psychology, 47(4), 451–455. https://doi.org/10.1348/014466508x314891 

Chadwick, P., Hughes, S., Russell, D., Russell, I., & Dagnan, D. (2009). Mindfulness Groups  

for Distressing Voices and Paranoia: A Replication and Randomized Feasibility Trial. 

Behavioural and Cognitive Psychotherapy, 37(04), 403. 

https://doi.org/10.1017/S1352465809990166 

Chadwick, P., (2006). Person-based cognitive therapy for distressing psychosis. John Wiley &  

Sons. 

Chan, M. C., Yip, J. H., & Lee, T. C. (2004). Differential impairment on measures of attention  

in patients with paranoid and nonparanoid schizophrenia. Journal of Psychiatric 

Research, 38(2), 145 152. https://doi.org/10.1016/s0022-3956(03)00102-x 

Chang, W. C., Wong, C. S., Chen, E. Y., Lam, L. C., Chan, W. C., … Bebbington, P. (2017). 

Lifetime prevalence and correlates of schizophrenia-spectrum, affective, and other 

non-affective psychotic disorders in the Chinese adult population. Schizophrenia 

Bulletin, 43(6), 1280-1290. https://doi.org/10.1093/schbul/sbx056 

Chien, W. T., & Lee, I. Y. (2013). The mindfulness-based Psychoeducation program for 

Chinese patients with schizophrenia. Psychiatric Services, 64(4), 376-

379. https://doi.org/10.1176/appi.ps.002092012 

 

 



 75 
 
 

Chaiyakunapruk, N., Chong, H. Y., Teoh, S. L., Wu, D. B., Kotirum, S., & Chiou, C. (2016).  

Global economic burden of schizophrenia: a systematic review. Neuropsychiatric 

Disease and Treatment, 357. https://doi.org/10.2147/ndt.s96649 

Cramer, H., Lauche, R., Haller, H., Langhorst, J., & Dobos, G. (2016). Mindfulness-and  

acceptance-based interventions for psychosis: a systematic review and meta-analysis. 

Global Advances in Health and Medicine, 5(1), 30–43. 

Dimidjian, S., Arch, J. J., Schneider, R. L., Desormeau, P., Felder, J. N., & Segal, Z. V. (2016).  

Considering Meta-Analysis, Meaning, and Metaphor: A Systematic Review and Critical 

Examination of “Third Wave” Cognitive and Behavioral Therapies. Behavior Therapy, 

47(6), 886–905. https://doi.org/10.1016/j.beth.2016.07.002 

Dispasquale, S., Pariante, C. M., Dazzan, P., Aguglia, E., McGuire, P. & Mondelli, V. (2013).  

The dietary pattern of patients with schizophrenia: A systematic review. Journal 

of Psychiatric Research, 47(2), 197–207. 

https://doi.org/10.1016/j.jpsychires.2012.10.005 

Dyga, K., & Stupak, R. (2015). Meditation and psychosis. A trigger or a cure? Archives of  

Psychiatry and Psychotherapy, 17(3), 48-58. https://doi.org/10.12740/app/58976 

Evans, S., Ferrando, S., Findler, M., Stowell, C., Smart, C., & Haglin, D. (2008). Mindfulness- 

based cognitive therapy for generalized anxiety disorder. Journal of Anxiety Disorders, 

22(4), 716-721. https://doi.org/10.1016/j.janxdis.2007.07.005 

Fleury, M., Grenier, G., Bamvita, J. & Caron, J. (2010). Professional service utilization among  

patients with severe mental disorders. BMC Health Services Research, 10(1). 

doi:10.1186/1472-6963-10-141 

Gaebel, W., Hasan, A., Falkai, P. (2019). S3-Leitlinie Schizophrenie. Berlin: Springer-Verlag 

Gaebel, W. & Wölwer, W. (2010). Gesundheitsberichterstattung des Bundes Heft 50 

“Schizophrenie“. Retrieved from 

https://edoc.rki.de/bitstream/handle/176904/3229/24hvc8L2sxURA.pdf?sequence=1&

isAllowed=y 

Gaudiano, B. A., & Herbert, J. D. (2006). Acute treatment of inpatients with psychotic 

symptoms using acceptance and commitment therapy: Pilot results. Behaviour 

Research and Therapy, 44(3), 415-437. https://doi.org/10.1016/j.brat.2005.02.007 

Gaudiano, B. A., Nowlan, K., Brown, L. A., Epstein-Lubow, G., & Miller, I. W. (2012). An 

open trial of a new acceptance-based behavioral treatment for major depression with 

psychotic features. Behavior Modification, 37(3), 324-355 

https://doi.org/10.1177/0145445512465173 



 76 
 
 

Galderisi, S., Mucci, A., Buchanan, R. W., & Arango, C. (2018). Negative symptoms of  

schizophrenia: New developments and unanswered research questions. The Lancet 

Psychiatry, 5(8), 664-677. https://doi.org/10.1016/s2215-0366(18)30050-6 

Gold, S. M., Köhler-Forsberg, O., Moss-Morris, R., Mehnert, A., Miranda, J. J., Bullinger, M.,  

Steptoe, A., Whooley, M. A., & Otte, C. (2020). Comorbid depression in medical 

diseases. Nature Reviews Disease Primers, 6(1). https://doi.org/10.1038/s41572-020-

0200-2 

Gühne, U., Becker, T., Salize, H., & Riedel-Heller, S. (2015). Wie Viele Menschen in  

Deutschland sind schwer psychisch krank? Psychiatrische Praxis, 42(08), 415-

423. https://doi.org/10.1055/s-0035-1552715 

Haddad, P. M., & Correll, C. U. (2018). The acute efficacy of antipsychotics in schizophrenia: 

A review of recent meta-analyses. Therapeutic Advances in 

Psychopharmacology, 8(11), 303-318. https://doi.org/10.1177/2045125318781475 

Häfner, H., Maurer, K. & An der Heiden, W. (2013). Schizophrenie – Eine einheitliche  

Krankheit? Der Nervenarzt, 84(9), 1093–1103. doi:10.1007/s00115-013-3788-6 

Haro, J. M., Novick, D., Suarez, D., Alonso, J., Lépine, J. P., & Ratcliffe, M. (2006). 

Remission and relapse in the outpatient care of schizophrenia. Journal of Clinical 

Psychopharmacology, 26(6), 571-578.  

https://doi.org/10.1097/01.jcp.0000246215.49271.b8 

Hayes, S. C. (2004). Acceptance and commitment therapy, relational frame theory, and the third  

wave of behavioral and cognitive therapies. Behavior Therapy, 35(4), 639–665. 

https://doi.org/10.1016/S0005-7894(04)80013-3 

Hayes, S. C., Strosahl, K., & Wilson, K. G. (1999). Acceptance and commitment therapy: an  

experiential approach to behavior change. New York, NY: Guilford Press. 

Hert, M. D., Van Winkel, R., Wampers, M., Kane, J., Van Os, J., & Peuskens, J. (2007). 

Remission criteria for schizophrenia: Evaluation in a large naturalistic cohort. 

Schizophrenia Research, 92(1-3), 68-73. https://doi.org/10.1016/j.schres.2007.01.010 

Huhn, M., Nikolakopoulou, A., Schneider-Thoma, J., Krause, M., Samara, M., Peter, N., 

Arndt, T., Bäckers, L., Rothe, P., Cipriani, A., Davis, J., Salanti, G., & Leucht, S. 

(2020). Comparative efficacy and tolerability of 32 oral antipsychotics for the acute 

treatment of adults with multi-episode schizophrenia: A systematic review and network 

meta-analysis. FOCUS, 18(4), 443-455. https://doi.org/10.1176/appi.focus.18306 

 

 



 77 
 
 

Hofmann, S. G., Sawyer, A. T., Witt, A. A., & Oh, D. (2010). The effect of mindfulness-based  

therapy on anxiety and depression: A meta-analytic review. Journal of consulting and 

clinical psychology, 78(2), 169. https://doi.org/10.1037/a0018555 

Howes, O. D., McCutcheon, R., Agid, O., De Bartolomeis, A., Van Beveren, N. J., 

Birnbaum, M. L., Bloomfield, M. A., Bressan, R. A., Buchanan, R. W., 

Carpenter, W. T., Castle, D. J., Citrome, L., Daskalakis, Z. J., Davidson, M., 

Drake, R. J., Dursun, S., Ebdrup, B. H., Elkis, H., Falkai, P., … Correll, C. U. (2017). 

Treatment-resistant schizophrenia: Treatment response and resistance in psychosis 

(TRRIP) working group consensus guidelines on diagnosis and terminology. American 

Journal of Psychiatry, 174(3), 216-299 

https://doi.org/10.1176/appi.ajp.2016.16050503 

Jacobsen, P., Peters, E., Robinson, E. J., & Chadwick, P. (2020). Mindfulness-based crisis 

interventions (MBCI) for psychosis within acute inpatient psychiatric settings; a 

feasibility randomised controlled trial. BMC Psychiatry, 201(1). 

https://doi.org/10.1186/s12888-020-02608-x 

Jansen, J.E., Gleeson, J., Bendall, S., Rice, S., Alvarez-Jimenez, M., (2020). Acceptance- and 

mindfulness-based interventions for persons with psychosis: A systematic review and 

meta-analysis. Schizophrenia Research. 215, 25-37.  

https://doi.org/10.1016/j.schres.2019.11.016. 

Johnson, D. P., Penn, D. L., Fredrickson, B. L., Meyer, P. S., Kring, A. M., & Brantley, M. 

(2009). Loving-kindness meditation to enhance recovery from negative symptoms of 

schizophrenia. Journal of Clinical Psychology, 65(5), 499-509 

https://doi.org/10.1002/jclp.20591 

Johnson, D. P., Penn, D. L., Fredrickson, B. L., Kring, A. M., Meyer, P. S., Catalino, L. I., & 

Brantley, M. (2011). A pilot study of loving-kindness meditation for the negative 

symptoms of schizophrenia. Schizophrenia Research, 129(2-3), 137-140 

https://doi.org/10.1016/j.schres.2011.02.015 

Kabat‐Zinn, J. (2003). Mindfulness‐based interventions in context: past, present, and future.  

Clinical Psychology: Science and Practice, 10(2), 144–156.  

https://doi.org/10.1093/clipsy.bpg016 

Kabat-Zinn, J. (1990). Full catastrophe living : using the wisdom of your body and mind to face  

stress, pain, and illness. New York N.Y.: Delacorte Press. 

 

 



 78 
 
 

Kabat-Zinn, J. (1982). An outpatient program in behavioral medicine for chronic pain patients  

based on the practice of mindfulness meditation: Theoretical considerations and 

preliminary results. General Hospital Psychiatry, 4(1), 33-47 

https://doi.org/10.1016/0163-8343(82)90026-3 

Kahn, R. S., Sommer, I. E., Murray, R. M., Meyer-Lindenberg, A., Weinberger, D. R., 

Cannon, T. D., O'Donovan, M., Correll, C. U., Kane, J. M., Van Os, J., & Insel, T. R. 

(2015). Schizophrenia. Nature Reviews Disease Primers, 1(1).  

https://doi.org/10.1038/nrdp.2015.67 

Keng, S. L., Smoski, M. J., & Robins, C. J. (2011). Effects of mindfulness on psychological  

health: A review of empirical studies. Clinical Psychology Review, 31(6), 1041-1056. 

https://doi.org/10.1016/j.cpr.2011.04.006 

Khoury, B., Lecomte, T., Gaudiano, B. A., & Paquin, K. (2013). Mindfulness interventions for 

psychosis: A meta-analysis. Schizophrenia Research, 150(1), 176-184. 

https://doi.org/10.1016/j.schres.2013.07.055 

Kuipers, E., Yesufu-Udechuku, A., Taylor, C., & Kendall, T. (2014). Management of  

psychosis and schizophrenia in adults: Summary of updated NICE 

guidance. BMJ, 348(feb12 1), g1173-g1173.  https://doi.org/10.1136/bmj.g1173 

Krynicki, C.R., Upthegrove, R., Deakin, J.F.W. & Barnes, T.R.E. (2018). The relationship  

between negative symptoms and depression in schizophrenia: A systematic review. Acta 

Psychiatrica Scandinavica 137, 380–390. https://doi.org/10.1111/acps.12873 

Laithwaite, H., O’Hanlon, M., Collins, P., Doyle, P., Abraham, L., Porter, S., & Gumley, A.  

(2009). Recovery After Psychosis (RAP): A Compassion Focused Programme for 

Individuals Residing in High Security Settings. Behavioural and Cognitive 

Psychotherapy, 37(05), 511. https://doi.org/10.1017/S1352465809990233 

Leucht, S., Leucht, C., Huhn, M., Chaimani, A., Mavridis, D., Helfer, B., Samara, M., 

Rabaioli, M., Bächer, S., Cipriani, A., Geddes, J. R., Salanti, G., & Davis, J. M. 

(2017). Sixty years of placebo-controlled antipsychotic drug trials in acute 

schizophrenia: Systematic review, Bayesian meta-analysis, and meta-regression of 

efficacy predictors. American Journal of Psychiatry, 174(10), 927-

942. https://doi.org/10.1176/appi.ajp.2017.16121358 

Lincoln, T. & Heibach, E. (2017). Psychosen. Göttingen: Hogrefe. 

 

 

 



 79 
 
 

Linscott, R. J. & Van Os, J. (2012). An updated and conservative systematic review and meta- 

analysis of epidemiological evidence on psychotic experiences in children and adults: 

On the pathway from proneness to persistence to dimensional expression across mental 

disorders. Psychological Medicine, 43(6). https://doi.org/10.1017/S0033291712001626 

Loch, A. A. (2019). Schizophrenia, not a psychotic disorder: Bleuler revisited. Frontiers in  

Psychiatry, 10. https://doi.org/10.3389/fpsyt.2019.00328 

López-Navarro, E., Del Canto, C., Mayol, A., Fernández-Alonso, O., Reig, J., & Munar, E. 

(2020). Does mindfulness improve inhibitory control in psychotic disorders? A 

randomized controlled clinical trial. International Journal of Clinical and Health 

Psychology, 20(3), 192-199. https://doi.org/10.1016/j.ijchp.2020.07.002 

Louise, S., Fitzpatrick, M., Strauss, C., Rossell, S. L., & Thomas, N. (2018). Mindfulness- and 

acceptance-based interventions for psychosis: Our current understanding and a meta-

analysis. Schizophrenia Research, 192, 57-63. 

https://doi.org/10.1016/j.schres.2017.05.023 

Malan-Müller, S., Kilian, S., Van den Heuvel, L. L., Bardien, S., Asmal, L., Warnich, L.,  

Emsley, R. A., Hemmings, S. M. & Seedat, S. (2016). A systematic review of genetic 

variants associated with metabolic syndrome in patients with schizophrenia. 

Schizophrenia Research, 170(1), 1–17. https://doi.org/10.1016/j.schres.2015.11.011 

Mehl, S., Falkai, P., Berger, M., Löhr, M., Rujescu, D., Wolff, J., & Kircher, T. (2016). 

Leitlinienkonforme psychiatrisch-psychotherapeutische Behandlung fur Patienten 

MIT Schizophrenie. Der Nervenarzt, 87(3), 286-294. https://doi.org/10.1007/s00115-

015-0056-y 

Millar, A., Tip, L., Lennon, R., Macinnes, M., Michalska, B., Lawrie, S., & Schwannauer, M. 

(2020). The introduction of mindfulness groups to a psychiatric rehabilitation in-patient 

setting: A feasibility study. https://doi.org/10.21203/rs.3.rs-15832/v1 

Morgan, D. (2003). Mindfulness-based cognitive therapy for depression: A new approach to  

preventing relapse. Psychotherapy Research, 13(1), 123–125.  

https://doi.org/10.1080/713869628 

McCutcheon, R. A., Marques, T. R. & Howes, O. D. (2020). Schizophrenia—An overview.  

JAMA Psychiatry, 77(2), 201–210. https://doi.org/10.1001/jamapsychiatry.2019.3360 

National Institute for Health and Care Guidelines (NICE). (2018). Depression in adults:  

recognition and management. 

 

 



 80 
 
 

National Institute for Clinical Excellence (NICE). (2009). Depression: the treatment  

and management of depression in adults (update). Clinical Guideline 90. Retrieved 

from http://www.nice.org.uk/CG023NICEguideline  

Nikolitch, K., Laliberté, V., Yu, C., Strychowsky, N., Segal, M., Looper, K. J., & Rej, S. 

(2016). Tolerability and suitability of brief group mindfulness-oriented interventions 

in psychiatric inpatients: A pilot study. International Journal of Psychiatry in Clinical 

Practice, 20(3), 170-174. https://doi.org/10.1080/13651501.2016.1197276 

Otte, C., Gold, S. M., Penninx, B. W., Pariante, C. M., Etkin, A., Fava, M., Mohr, D. C., &  

Schatzberg, A. F. (2016). Major depressive disorder. Nature Reviews Disease 

Primers, 2(1). https://doi.org/10.1038/nrdp.2016.65 

Raffard, S., & Bayard, S. (2012). Understanding the executive functioning heterogeneity in  

schizophrenia. Brain and Cognition, 79(1), 60-69 

  https://doi.org/10.1016/j.bandc.2012.01.008 

Robins, C. J., & Chapman, A. L. (2004). Dialectical Behavior Therapy: Current status, recent  

developments, and future directions. Journal of Personality Disorders, 18(1), 73-89. 

https://doi.org/10.1521/pedi.18.1.73.32771 

Saarni, S. I., Viertiö, S., Perälä, J., Koskinen, S., Lönnqvist, J., & Suvisaari, J. (2010). 

Quality of life of people with schizophrenia, bipolar disorder and other psychotic 

disorders. British Journal of Psychiatry, 197(5), 386-394 

https://doi.org/10.1192/bjp.bp.109.076489 

Sabe, M., Sentissi, O., & Kaiser, S. (2019). Meditation-based mind-body therapies for 

negative symptoms of schizophrenia: Systematic review of randomized controlled 

trials and meta-analysis. Schizophrenia Research, 212, 15-

25. https://doi.org/10.1016/j.schres.2019.07.030 

Schaefer, J., Giangrande, E., Weinberger, D. R. & Dickinson, D. (2013). The global cognitive  

impairment in schizophrenia: Consistent over decades and around the world. 

Schizophrenia Research, 150(1), 42–50. https://doi.org/10.1016/j.schres.2013.07.009 

Segal, Z.V., Williams, M., Teasdale, J. (2013) Mindfulness-Based Cognitive Therapy for  

Depression. 2nd ed. New York, London: The Guilford Press 

Shapiro, S. L., Oman, D., Thoresen, C. E., Plante, T. G., & Flinders, T. (2008). Cultivating  

mindfulness: Effects on well-being. Journal of Clinical Psychology, 64(7), 840-862. 

https://doi.org/10.1002/jclp.20491 



 81 
 
 

Sharma, P., Mahapatra, A., & Gupta, R. (2019). Meditation-induced psychosis: A narrative 

review and individual patient data analysis. Irish Journal of Psychological Medicine, 

1-7. https://doi.org/10.1017/ipm.2019.47 

Shonin, E., Van Gordon, W., & Griffiths, M. D. (2013). Do mindfulness-based therapies have  

a role in the treatment of psychosis? Australian & New Zealand Journal of 

Psychiatry, 48(2), 124-127. https://doi.org/10.1177/0004867413512688 

Statistisches Bundesamt, (2018). Retrieved from  

https://www.destatis.de/DE/Themen/Gesellschaft-

Umwelt/Gesundheit/Krankenhaeuser/Publikationen/Downloads-

Krankenhaeuser/grunddaten-krankenhaeuser-

2120611177004.pdf?__blob=publicationFile 

Tabak, N. T., & Granholm, E. (2014). Mindful cognitive enhancement training for psychosis: 

A pilot study. Schizophrenia Research, 157(1-3), 312-313 

https://doi.org/10.1016/j.schres.2014.06.002 

Teasdale, J. D., Segal, Z. V., Williams, J. M. G., Ridgewaya, V. A., Soulsby, J. M., & Lau, M.  

A. (2000). Prevention of relapse/recurrence in major depression by mindfulness-based 

cognitive therapy. Journal of Consulting and Clinical Psychology, 68(4), 615. 

https://doi.org/10.1037/0022-006X.68.4.615 

Temmingh, H. & Stein, D. J. (2015). Anxiety in patients with schizophrenia: Epidemiology and  

management. CNS Drugs, 29/10, 819-832. https://doi.org/10.1007/s40263-015-0282-7 

Jordan, W. (2018). Psychotherapie bei Psychosen: Ein psychiatrisch-psychotherapeutischer  

Leitfaden zum Verstehen und Behandeln von Menschen mit Psychose. Stuttgart: 

Kohlhammer. 

Owen, M. J., Sawa, A. & Mortensen, P. B. (2016). Schizophrenia. The Lancet, 388(10039), 86– 

97. https://doi.org/10.1016/S0140-6736(15)01121-6 

Parikh, S. V, Quilty, L. C., Ravitz, P., Rosenbluth, M., Pavlova, B., Grigoriadis, S., … Uher,  

R. (2016). Canadian Network for Mood and Anxiety Treatments (CANMAT) 2016 

Clinical Guidelines for the Management of Adults with Major Depressive Disorder: 

Section 2. Psychological Treatments. Canadian Journal of Psychiatry. Revue 

Canadienne de Psychiatrie, 61(9), 524–539.  

https://doi.org/10.1177/0706743716659418 

 

 

 



 82 
 
 

Van Den Bosch, L. M. C., Koeter, M. W. J., Stijnen, T., Verheul, R., & Van Den Brink, W.  

(2005). Sustained efficacy of dialectical behaviour therapy for borderline personality 

disorder. Behaviour Research and Therapy, 43(9), 1231-1241. 

https://doi.org/10.1016/j.brat.2004.09.008 

Van Os, J. (2014). The Many Continua of Psychosis. JAMA Psychiatry, 71(9), 985. 

https://doi.org/10.1001/jamapsychiatry.2014.1068 

Vøllestad, J., Nielsen, M. B., & Nielsen, G. H. (2011). Mindfulness- and acceptance-based  

interventions for anxiety disorders: A systematic review and meta-analysis. British 

Journal of Clinical Psychology, 51(3), 239–260. https://doi.org/10.1111/j.2044-

8260.2011.02024.x 

Volkow, N. D. (2009). Substance use disorders in schizophrenia—Clinical implications of  

comorbidity Schizophrenia Bulletin, 35(3), 469-472 

https://doi.org/10.1093/schbul/sbp016 

Walsh, R. & Roche, L. (1979). Precipitation of acute psychotic episodes by intensive meditation  

in individuals with a history of schizophrenia. American Journal of Psychiatry, 136(8), 

1085–1086. https://doi.org/10.1176/ajp.136.8.1085 

White, R., Gumley, A., McTaggart, J., Rattrie, L., McConville, D., Cleare, S., & Mitchell, G. 

(2011). A feasibility study of acceptance and commitment therapy for emotional 

dysfunction following psychosis. Behaviour Research and Therapy, 49(12), 901-

907. https://doi.org/10.1016/j.brat.2011.09.003 

Witkiewitz, K., Marlatt, G. A., & Walker, D. (2005). Mindfulness-based relapse prevention for  

alcohol and substance use disorders. Journal of Cognitive Psychotherapy, 19(3), 211-

228. https://doi.org/10.1891/jcop.2005.19.3.211 

Yorston, G. A. (2001). Mania precipitated by meditation: A case report and literature review.  

Mental Health, Religion & Culture, 4(2), 209–213. https://doi.org/10.1080/713685624 

Zielasek, J. & Gaebel, W. (2018). Schizophrenia and other primary psychotic disorders in ICD- 

11. Fortschritte der Neurologie und Psychiatrie, 86(3), 178–183. 

https://doi.org/10.1055/s-0044-101832 

Zimmermann, J., Wolter, A., Hannöver, W., & Krischke, N. (2008). Remissionshäufigkeit bei  

schizophren erkrankten Patienten innerhalb eines Jahres nach Der 

Klinikentlassung. Psychiatrische Praxis, 36(04), 182-188.  https://doi.org/10.1055/s-

0028-1090035 

 

 



 83 
 
 

Curriculum Vitae 
 

Mein Lebenslauf wird aus datenschutzrechtlichen Gründen in der elektronischen 

Version meiner Arbeit nicht veröffentlicht.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 84 
 
 

Mein Lebenslauf wird aus datenschutzrechtlichen Gründen in der elektronischen 

Version meiner Arbeit nicht veröffentlicht.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 85 
 
 

Publications 
 
1. Peer-reviewed articles as the first- and last-author    IF 
 
 

1. Bergmann N, Hahn E, Hahne I, Zierhut M, Ta TMT, Bajbouj M, 
Pijnenborg GHM & Böge K (2021). The relationship between mindfulness, 
depression, anxiety, and quality of life in individuals with schizophrenia 
spectrum disorders. Frontiers in Psychology, 12. 

doi:10.3389/fpsyg.2021.708808 
 

2. Schulze, T., Hahn, E., Hahne, I., Bergmann, N., Fuchs, L. M., Mähler, F., 
Zierhut, M. M., Ta, T. M., Pijnenborg, G. H., & Böge, K. (2021). Yoga-based 
group intervention for in-patients with schizophrenia spectrum disorders—A 
qualitative approach. Frontiers in Psychiatry, 12. 
doi:10.3389/fpsyt.2021.715670 

 
3. Böge K, Hahne I, Bergmann N, Wingenfeld K, Zierhut M, Thomas N, 

Ta TMT, Bajbouj M & Hahn E (2021). Mindfulness-based group therapy for 
in-patients with schizophrenia spectrum disorders – Feasibility, acceptability, 
and preliminary outcomes of a rater-blinded randomized controlled 
trial. Schizophrenia Research, 228, 134-144. doi.10.1016/j.schres.2020.12.008 

 
4. Ohse L, Burian R, Hahn E, Burian H, Ta TMT, Diefenbacher A, Böge K 

(2021). Process-outcome associations in an interdisciplinary treatment for 
chronic pain and comorbid mental disorders based on Acceptance and 
Commitment Therapy. Pain Medicine. doi:10.1093/pm/pnab102 

 
5. Böge K, Hahn E, Strasser J, Schweininger S, Bajbouj M, Karnouk C (2021).  

Psychotherapy in the Kurdistan Region of Iraq (KRI): Preferences and 
Expectations of the Kurdish Host Community, Internally Displaced- and Syrian 
Refugee Community.  International Journal of Social Psychiatry, 
002076402199521. doi:10.1177/0020764021995219 

 
6. Karnouk C*, Böge K*, Lindheimer N, Churbaji D, Abdelmagid S, Mohammed 

S, Hahn E, Bajbouj M (2021). Development of a Culturally Sensitive Arabic 
Version of the Mini International Neuropsychiatric Interview (M.I.N.I.-AR) 
and Validation of the Depression Module. International Journal of Mental 

Health Systems, 15(1). doi:10.1186/s13033-021-00447-1*shared authorship 
 

7. Böge K, Karadza A, Fuchs LM, Ehlen F, Ta TMT, Thomas N, Bajbouj M, 
Hahn E (2020). Mindfulness-based interventions for in-patients with 
schizophrenia spectrum disorders - A qualitative approach. Frontiers in 

Psychiatry, Jun; 13; 10:46. doi:10.3389/fpsyt.2020.00600  
 

8. Böge K, Karnouk C, Hahn E, Zaynab D, Bajbouj M. (2020). On perceived 
stress and social support: Depressive, anxiety and trauma-related symptoms in 
Arabic-speaking refugees in Jordan and Germany. Frontiers of Public Health. 

239(8). doi:10.3389/fpubh.2020.00239 
 

 
3.0 
 
 
 
 
 
4.15 
 
 
 
 
 
4.9 
 
 
 
 
 
3.10 
 
 
 
 
1.85 
 
 
 
 
 
2.48 
 
 
 
 
 
3.53 
 
 
 
 
2.48 
 
 
 
 
 



 86 
 
 

9. Böge K, Schaeuffele C, Jacobsen P, Chadwick P, Ergen E, Hahne I, 
Bergmann N, Boettcher J, Wingenfeld K, Bajbouj M, Hahn E (2020). 
Validation of the German version of the Southampton mindfulness 
questionnaire (SMQ). Mindfulness, 11(9), 2219-2234. doi:10.1007/s12671-
020-01447-x 

 
10. Böge K*, Thomas N*, Jacobsen, P* (2020). Is mindfulness harmful for 

psychosis? Deconstructing a myth. British Journal of Psychiatry. 1-2. doi: 
10.1192/bjp.2020.165 *shared authorship   

 
11. Lindheimer N, Karnouk C, Hahn E, Churbaji D, Schilz L, Rayes D, Bajbouj M, 

Böge K (2020). Exploring the Representation of Depressive Symptoms and the 
Influence of Stigma in Arabic-Speaking Refugee Outpatients. Frontiers in 

Psychiatry 11:579057. doi:10.3389/fpsyt.2020.579057 
 

12. Böge K*, Karnouk C*, Hahn E, Schneider F, Habel U, Banaschewski T, 
Meyer-Lindenberg A, Joachim-Salize H, Kamp-Becker I, Padberg F, Hasan A, 
Falkai P, Rapp MA, Plener PL, Stamm T, Elnahrawy N, Lieb K, Heinz A, 
Bajbouj M (2019). Mental health in refugees and asylum seekers (MEHIRA): 
study design and methodology of a prospective multicentre randomized 
controlled trail investigating the effects of a stepped and collaborative care 
model. European Archives of Psychiatry and Clinical Neuroscience. 
doi:10.1007/s00406-019-00991-5 *shared authorship 
 

13. Böge K, Mouthaan J, Krause-Utz A (2019). Effects of Dialogical Mindfulness 
on Psychopathology: A Pilot Study’s Results From a Seven-Day 
Psychosynthesis Course About the Inner Child.  The Humanistic Psychologist. 

May 02, 2019. Advance online publication. doi:10.1037/hum0000134  
 

14. Utz F*, Böge K*, Hahn E, Fuchs L, Schomerus G, Angermeyer M, Von 
Lersner U (2019). Public attitudes towards depression and schizophrenia in an 
urban Turkish sample. Asian Journal of Psychiatry, 45, 1-6. doi: 
10.1016/j.ajp.2019.07.015 *shared authorship 
 

15. Böge K, Hahn E, Cao TD, Fuchs LM, Martensen, LK, Schomerus G, Dettling 
M, Angermeyer MC, Nguyen VT, Ta TMT (2018). Treatment recommendation 
differences for schizophrenia and major depression: A population-based study 
in a Vietnamese cohort. International Journal of Mental Health Systems, 12(1). 
doi: 10.1186/s13033-018-0247-6 

 
16. Böge K, Zieger A, Mungee A, Tandon A, Fuchs LM, Schomerus G, Ta TMT, 

Dettling M, Bajbouj M, Angermeyer MC, Hahn E (2018). Perceived 
stigmatization and discrimination of people with mental illness: a survey-
based study of the general population in five metropolitan cities in India. 
Indian Journal of Psychiatry, 60(1): 24–31.  

 
17. Ta TMT*, Böge K*, Cao TD, Schomerus G, Nguyen TD, Dettling M, Mungee 

A, Martensen LK, Diefenbacher A, Angermeyer MC, Hahn E (2018). Public 
attitudes towards psychiatrists in the metropolitan area of Hanoi, Vietnam, 
Asian Journal of Psychiatry; 32:44-49. doi:10.1016/j.ajp.2017.11.031. *shared 
authorship 

3.58 
 
 
 
 
 
9.3 
 
 
 
4.15 
 
 
 
 
3.62 
 
 
 
 
 
 
 
 
0.60 
 
 
 
 
 
2.52 
 
 
 
2.26 
 
 
 
 
 
1.65 
 
 
 
 
 
2.52 



 87 
 
 

2. Peer-reviewed articles as a co-author      IF 
 

1. Burian H, Böge K, Burian R, Burns A, Nguyen MH, Ohse L, Ta TMT, 
Hahn E, & Diefenbacher A (2021). Acceptance and commitment-based 
therapy for patients with psychiatric and physical health conditions in routine 
General Hospital care – Development, implementation and outcomes. Journal 

of Psychosomatic Research, 110374. doi: 10.1016/j.jpsychores.2021.110374 
 

2. Martensen LK, Hahn E, Duc CT, Schomerus G, Böge K, Dettling M, 
Angermeyer MC, Nguyen VT, Ta TMT (2020). Impact and differences of 
illness course perception on the desire for social distance towards people with 
symptoms of depression or schizophrenia in Hanoi, Vietnam. Asian Journal of 

Psychiatry, 50, 101973. doi: 10.1016/j.ajp.2020.101973 
 

3. Mobashery M, von Lersner U, Böge K, Fuchs L, Schomerus G, Franke 
M, Angermeyer MC, Hahn E (2020). The relationship between perceived 
causes of depression and desire for social distance in Farsi-speaking migrants 
and refugees from Iran and Afghanistan living in Germany. International 

Journal of Migration, Health and Social Care, 16(3), 201-223. doi: 
10.1108/ijmhsc-03-2019-0036 

 
4. Demir Z, Böge K, Fan Y, Hartling C, Harb MR, Hahn E, Bajbouj M (2020). 

The role of emotion regulation as a mediator between early life stress and 
posttraumatic stress disorder, depression and anxiety in Syrian refugees. 
Translational Psychiatry, 10(1). doi: 10.1038/s41398-020-01062-3 

 
5. Wolf S, Hahn E, Wingenfeld K, Nguyen MH, Von Poser A, Nguyen TH, 

Hanewald B, Böge K, Bajbouj M, Dettling M, Nguyen VT, & Ta TMT (2020). 
Mental health determinants among a psychiatric outpatient sample of 
Vietnamese migrants in Germany. Frontiers in Psychiatry, 11. doi: 
10.3389/fpsyt.2020.580103 

 
6. Franke ML, Lersner, UV, Essel OQ, Adorjan K, Schomerus G, Gómez-

Carrillo A, Ta TMT, Böge K, Mobashery M, Dettling M, Diefenbacher A, 
Angermeyer MC, Hahn E. (2019). The relationship between causal beliefs and 
desire for social distance towards people with schizophrenia and depression: 
results from a survey of young Ghanaian adults. Psychiatry Research, 271, 
220-225. doi: 10.1016/j.psychres.2018.11.030 

 
7. Karnouk C, Böge K, Hahn E, Strasser J, Schweininger S, Bajbouj M. (2019). 

Psychotherapy in Jordan: An Investigation of the Host and Syrian Refugee 
Community’s Perspectives. Frontiers in Psychiatry 10:556. doi: 
10.3389/fpsyt.2019.00556 

 
8. Churbaji D, Lindheimer N, Schilz L, Böge K, Abdelmagid S, Rayes D, Hahn 

E, Bajbouj M, Karnouk C (2019). Entwicklung einer Kultursensiblen Version 
des Mini-International Neuropsychiatric Interview (MINI) in Hocharabischer 
Sprache. Fortschritte der Neurologie · Psychiatrie. doi:10.1055/a-0984-5960 
 
 
 

3.36 
 
 
 
 
 
2.52 
 
 
 
 
 
0.60 
 
 
 
 
 
 
5.18 
 
 
 
 
3.53 
 
 
 
 
 
2.67 
 
 
 
 
 
 
3.53 
 
 
 
 
0.64 
 
 
 
 
 
 



 88 
 
 

9. Martensen LK, Hahn E, Cao TD, Schomerus G, Nguyen MH, Böge K, Nguyen 
TD, Mungee A, Dettling M, Angermeyer MC, Ta TMT. (2018). Impact of 
perceived course of illness on the desire for social distance towards people with 
symptoms of schizophrenia in Hanoi, Vietnam. Psychiatry Research. doi: 
10.1016/j.psychres.2018.05.046  
 

10. Laqua C*, Hahn E*, Böge K, Martensen LK, Nguyen TD, Schomerus G, Cao 
TD, Dettling M, von Poser A, Lanca JC, Diefenbacher A, Angermeyer MC, Ta 
T. (2018) Public attitudes towards restrictions on persons with mental illness in 
greater Hanoi area, Vietnam, International Journal of Social Psychiatry. 2018 
June; 64(4): 335-343 doi: 10.1177/0020764018763685 *shared authorship 

 
11. Dreher A, Hahn E, Diefenbacher A, Nguyen MH, Böge K, Burian H, Dettling 

M, Burian R, Ta TMT. (2017). Cultural differences in symptom representation 
for depression and somatization measured by the PHQ between Vietnamese 
and German psychiatric outpatients. Journal of Psychosomatic Research. 2017 
Nov; 102:71-77. doi: 10.1016/j.jpsychores.2017.09.010.  

 
12. Zieger A, Mungee, A., Schomerus, G, Ta, TMT, Weyers, A, Böge K, Dettling 

M, Bajbouj M, von Lersner U, Angermeyer MC, Tandon A, Hahn E. (2017). 
Attitude toward psychiatrists and psychiatric medication: A survey from five 
metropolitan cities in India. Indian Journal of Psychiatry, 59(3), 341. doi: 
10.4103/psychiatry.indianjpsychiatry_190_17 

 
 
3. Books and chapters as the first authors 
 
 
1. Böge K, Ergen E, Hahn E. ACT bei psychotischen Störungen. In: Romanczuk-

Seiferth N, Burian R, Diefenbacher A. (Hrsg.) ACT in der Klinik und 
Tagesklinik. 2021; Kohlhammer, Stuttgart 
 

2. Böge K & Hahn E. SENSE – Achtsamkeit bei psychotischen Störungen. Ein 
Gruppentherapiemanual für die stationäre und ambulante Behandlung. 2021; 
Beltz, Weinheim. 

 
 

4. Selected abstracts, oral presentations and posters 
 
1. Böge K, Karnouk C, Hahn E, Schneider F, Habel U, Plener P, Padberg F, 

Kamp-Becker I, Banaschewski T, Falkai P, Hasan A, Meyer-Lindenberg A, 
Rapp M, Salize HJ, Heinz A, Bajbouj M. (2018) Mental health in refugees and 
asylum seekers (MEHIRA): Study design and methodology of a prospective 
multicentre randomized controlled trial investigating the effects of a stepped 
and collaborative care model. Congress of the Innovationsfonds. 20. Feb. 2017  

 
2. Böge K, Hahn E. (2017). Implementation of Mindfulness-based group therapy 

for inpatients with schizophrenia spectrum disorders. Congress of the 
Deutschsprachige Gesellschaft für kontextuelle Verhaltenswissenschaften 
e.V. (DGKV). 12. Nov. 2017 

 

2.52 
 
 
 
 
 
1.78 
 
 
 
 
 
3.31 
 
 
 
 
 
1.12 



 89 
 
 

3. Burian H, Böge K, Burian R, Diefenbacher A. (2018). Do elderly pain patients 
with comorbid psychiatric diagnoses regain quality of life in a multimodal 
ACT-based group treatment? Journal of Psychosomatic Research, 109, 92-93. 
doi: 10.1016/j.jpsychores.2018.03.030 

 
4. Burian R, Böge K, Burian H, Diefenbacher A. (2018). Can a multimodal ACT-

based group therapy improve quality of life in psychiatric patients with somatic 
comorbidity? Congress of the Deutsche Gesellschaft für Psychiatrie und 
Psychotherapie, Psychosomatik und Nervenheilkunde (DGPPN). 28. Nov. 
2018 

 
5. Böge K, Karnouk C, Hahn E, Bajbouj M. (2018). Balsam - A smartphone-

based intervention for refugees and asylum seekers with depressive symptoms. 
Congress of the Deutsche Gesellschaft für Psychiatrie und Psychotherapie, 
Psychosomatik und Nervenheilkunde (DGPPN). 29. Nov. 2018 

 
6. Grove M, Padberg F, Bajbouj M, Falkai P, Alkomiet H, Böge K, Jobst-Heel 

A, Burger M, Karnouk C, Strupf M, Übleis A (2018). Empowerment – 
Entwicklung einer ressourcenorientierten, gruppentherapeutischen 
Intervention für Menschen mit Fluchterfahrung und affektiven Erkrankungen. 
Congress of the Deutsche Gesellschaft für Psychiatrie und Psychotherapie, 
Psychosomatik und Nervenheilkunde (DGPPN). 30. Nov. 2018 *DGPPN 

poster price winner 2018 
 
7. Böge K (2018). Cognitive Behavioural Therapy for Schizophrenia. Winter-

Symposium, BMZ / EKFS Clinical Partnership HMU – Charité, December 
2018. Frontiers in Psychiatry, Psychology, and Psychotherapy. Hanoi, 
Vietnam 20.12.2018 

 
8. Böge K (2018). Metacognitive Training (MCT) and Mindfulness-based 

Interventions (MBI) for Psychosis. Winter-Symposium, BMZ / EKFS Clinical 
Partnership HMU – Charité, December 2018. Frontiers in Psychiatry, 
Psychology, and Psychotherapy. Hanoi, Vietnam 21.12.2018 
 

9. Ohse L, Böge K, Burian R, Hahn E, Diefenbacher A (2019). Results of a 
multidisciplinary treatment with acceptance- and commitment therapy in 
patients with chronic pain and psychiatric co-morbidities: An analysis of 
process-outcome associations. Journal of Psychosomatic Research Volume, 

121, 115. doi: 10.1016/j.jpsychores.2019.03.050 
 

10. Böge K, Hahne IM, Hahn E (2019). Development and implementation of a 
Mindfulness-based group therapy (MBGT) for in- and outpatients with 
schizophrenia spectrum disorders. European Archives of Psychiatry and 

Clinical Neuroscience, Volume 269, September 2019. doi: 10.1007/s00406-
019-01045-6 

 
 
ORCID ID: 0000-0001-8263-4936 
 

 
 



 90 
 
 

Declaration of Independence 
 

Die Studien dieser Dissertationsschrift wurden in leicht modifizierten Versionen in 

internationalen Fachzeitschriften veröffentlicht. Die im jeweiligen Kapitel benannten Ko-

Autoren können bestätigen, dass ich für die Entstehung der Arbeiten hauptverantwortlich war. 

Zudem versichere ich hiermit, dass ich die vorgelegte Arbeit selbständig verfasst habe. Andere 

als die angegebenen Hilfsmittel habe ich nicht verwendet. Die Arbeit ist in keinem früheren 

Promotionsverfahren angenommen oder abgelehnt worden. 

 

 

 

 

Berlin, 09.04.2021    Dr. rer. medic. Kerem Böge, M.Sc. Psych. 

 

 
 
 
 




