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Summary of chapters
The three chapters of this thesis are united under a common theme of exploring
mindfulness, specifically with reference to older people.
Chapter one: The systematic literature review critically evaluates the evidence
for mindfulness-based stress reduction (MBSR) for use with older adults (aged 60
years and older). 12 articles met pre-specified criteria for inclusion. In studies of
relatively healthy, high functioning older adults, there were few benefits observed.
For samples of older people with clinical levels of mood and physical health
difficulty, benefits were observed in some studies across a range of psychosocial
domains. The present review indicates that MBSR is both a viable and a feasible
approach for use with older people. As methodological concerns were evident,
further research could usefully build upon this initial evidence-base.
Chapter two: The empirical paper was a cross-sectional survey of community
dwelling, English-speaking younger adults aged 18-34 years (n = 162) and older
adults aged 65-93 years (n = 134), using a group difference design. In accordance
with initial hypotheses and theories of lifespan development, the present findings
indicated higher levels of dispositional mindfulness, affect and well-being for
older adults, compared to younger adults. Future research and clinical
implications are discussed. This may inform the development of age-appropriate
mindfulness interventions.
Chapter three: In the reflective paper, I share my experiences of conducting
research with people in later life and of researching the topic of mindfulness. I
then provide a reflective and reflexive account of the stages of research and go on
to discuss implications for my professional and personal development.
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Chapter I: Literature Review
Mindfulness-based stress reduction
(MBSR) with older adults: A
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1. Abstract

This systematic literature review sets out to critically evaluate the evidence for
mindfulness-based stress reduction (MBSR) for use with older adults (aged 60
years and older). More specifically, the paper evaluates the empirical findings
regarding the effectiveness of MBSR interventions in terms of psychological
outcomes. The feasibility of MBSR interventions for use with older adults is also
considered. Four major databases were systematically searched between
November 2013 and April 2014 using pre-defined search terms to identify original
peer reviewed articles and 12 articles met the criteria for inclusion. In Randomised
Controlled Trails (RCTs) of healthy, high functioning older adults, there were few
benefits observed across studies over a broad range of psychosocial domains
relative to controls. For samples of older people with clinical levels of mood
difficulty and chronic health difficulties, benefits were observed in some studies
across a range of psychosocial domains. The present review indicates that MBSR
is a viable approach for use with older people. As methodological concerns were
evident, further research could usefully build upon this initial evidence-base.
There is a need for more investment in MBSR research with older adults utilising
methodologies appropriate to determine effectiveness for older people with
heterogeneous clinical presentations.
Keywords: mindfulness, intervention, older adult and review.
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2. Introduction
2.1 Mindfulness
Mindfulness can be defined as “the awareness that emerges through paying
attention on purpose, in the present moment, and non-judgmentally to the
unfolding of experience moment by moment” (Kabat-Zinn, 2003, p. 145).
Mindfulness can be conceptualised as a trait, which would imply that individuals
may differ in a dispositional aspect of mindfulness. However, it is also
acknowledged that mindfulness can be cultivated through practice (Davidson,
2010). Mindfulness practice may improve cognitive, emotional and behavioural
flexibility, reduce avoidance and enhance acceptance (Chambers, Gullone &
Allen, 2009; Nyklíček, 2011; Shapiro, Carlson, Astin, & Freedman, 2006).
2.2 Mindfulness-based stress reduction (MBSR)
MBSR (Kabat-Zinn, Lipworth, & Burney, 1985) was developed by Jon KabatZinn at the University of Massachusetts Medical Center in 1979. Self-regulation
of attention in the present moment and non-elaborative awareness (Bishop et al.,
2004) are the essence of MBSR. MBSR involves de-appraisal i.e. relinquishing
unnecessary evaluations of a situation (Nyklíček, 2011), rather than direct
cognitive re-appraisal, as used in cognitive-behavioural interventions (Chambers
et al., 2009). Thus, thoughts, feelings and sensations are not subjected to
secondary elaborative processing or perseverative thinking (Bishop et al., 2004;
Hayes & Feldman, 2004; Nyklíček, 2011). Orientation to experience with
curiosity, openness and acceptance is also cultivated (Bishop et al., 2004; Hayes
& Feldman, 2004), without judgement or striving towards a desired internal or
external state (Bishop et al., 2004). Responding to stressful situations with
enhanced reflective capacity, borne out of greater awareness, may reduce
11

reflexive behavioural responses and avoidance, which are often employed to
reduce the frequency and intensity of any unwanted internal experience (Hayes,
Luoma, Bond, Masuda, & Lillis, 2006). Meditation may further alleviate
physiological aspects of distress, through the balance of sympathetic and
parasympathetic responses, engaged through the processes of deep breathing
(Kabat-Zinn, 2003).

MBSR is highly structured and typically involves 8 - 10 weekly sessions lasting
2-2.5 hours. This includes combined variants of mindfulness-based meditation,
Hatha yoga, mindful stretching and breathing and body scan (Baer, 2003; KabatZinn, 2003). This is accompanied by psycho-educational group discussions
relating to coping and stress (Baer, 2003). Participants complete homework
assignments as individual daily practice (Baer, 2003; Kabat-Zinn, 2003).
Although MBSR is often seen as a skills based intervention, it is perhaps better
conceptualised as a way of being, to be practised independently of mental or
physical distress or illness (Ott 2004).

For the purposes of the present literature review, it is important to draw the
distinction between MBSR and mindfulness-based cognitive therapy (MBCT).
MBCT is an adaption of the MBSR programme, which includes an additional
focus on aspects of cognitive therapy, which aim to facilitate a decentred or
detached model of relating to thoughts and feelings. For example, participants of
MBCT learn to notice when they are ruminating and identify specific thought
patterns (Baer et al, 2003). MBCT is specifically designed as a prevention
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programme for relapsing or recurrent depression, often delivered to a homogenous
group (Segal, Williams & Teasdale, 2002).

2.3 Intervention efficacy
Reviews of the literature and meta-analyses have indicated that MBSR is
efficacious for non-clinical populations (Chiesa & Serretti, 2009) and clinical
young and middle aged adult populations with a diverse range of mental and
physical conditions (e.g. Baer, 2003; Grossman, Niemann, Schmidt, & Walach,
2004; Hofman, Sawyer, Witt & Oh, 2010). More specifically, Grossman et al.
(2004) conducted a meta-analysis of 10 controlled and 10 uncontrolled trials,
which indicated medium effect sizes on psychological and physical indicators of
well-being for a broad range of chronic conditions. However, there remains a need
for more methodologically stringent, well designed controlled trials (Baer, 2003;
Grossman et al., 2004). Small effect sizes for depression, anxiety and
psychological distress have been observed in a meta-analysis of studies for people
with chronic medical disease (Bohlmeijer, Prenger, Taal & Cuijpers, 2010). For
cancer patients of variable mean age (ranging from middle to older adulthood),
medium effect sizes have been observed for mental health, but only small effect
sizes with respect to physical health (Ledesma & Kumano, 2009). However, until
recently, there has been a relative paucity of intervention studies specifically with
an older adult sample.

2.4 Rationale
MBSR treatments are shown to be efficacious in the treatment of younger and
middle aged adults (Baer, 2003; Grossman et al., 2004; Hofman et al., 2010).

13

However, it is important to consider whether this efficacy extends into older
adulthood. There are reasons to suggest that MBSR may be particularly suited to
an older population, as MBSR was initially developed for individuals with chronic
physical health conditions, which were unresponsive to medical treatment and
intervention (Baer, 2003; Kabat-Zinn et al. 1992). Furthermore, an emphasis on
acceptance, as part of a mindfulness philosophy, may be beneficial for those faced
with losses in later life. There has been a suggestion that older adults may be able
to capitalise on age related changes in emotional control strategies and
motivational processes in their practice of MBSR (Gallegos et al., 2013a;
Gallegos, Hoerger, Talbot, Moynihan & Duberstein, 2013b). It is also suggested
from recent meta-analysis that MBSR may enhance coping with distress and
disability in everyday life as well as with more severe disorders or stress
(Grossman et al., 2004). The aging process is often associated with changing
physical, cognitive and sensory functioning. These can be associated with
challenges to mental well-being for some individuals. It is therefore important to
identify interventions which will provide beneficial effects across a broad range of
psychosocial domains.

2.5 Aims
The main aim of the present literature review was to critically evaluate the
evidence for the use of MBSR with older adults. More specifically, the aim was to
evaluate the effectiveness of MBSR interventions with respect to psychological
outcomes, relating to cognition, affect, pain, disability, Quality of Life (QoL) and
well-being. A secondary aim was to assess the feasibility of MBSR interventions,
in terms of accessibility and acceptability, for older people. This was with a view
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to furthering the knowledge of those researching and working in the fields of
Clinical and Health Psychology.

3. Method

3.1 Search strategy
Four major databases i.e. Psycinfo, Pubmed, Scopus and Web of Science, were
searched between November 2013 and April 2014. Table 1 shows the search
terms and additional variants which were combined with boolean operators to
search these databases for articles relating to MBSR for older adults. The major
databases have different search parameters. For consistency, these were set to
include information contained in the abstract, topic or keyword list rather than
anywhere within the article. Duplicates were excluded. Inclusion and exclusion
criteria were applied to title and abstracts of articles to remove non-relevant
articles. Full-text versions of potentially relevant articles were read and assessed
as to whether or not they met full eligibility criteria. The flowchart in figure 1
illustrates this process and provides the number of studies identified at each stage.
Table 1.
Concepts, search terms, additional variants terms and operators
Mindfulness Based Stress
Concept
Older Adult
Reduction (MBSR)
Search Term

Mindfulness

Older

Additional
Variations

None Specifieda

Old* age
OR
Elder*
OR
Late* life

a

In order to expand inclusivity of the search and because authors may not specify type of
mindfulness intervention in a title, abstract and keyword search, the search term “mindfulness”
was used, as opposed to “Mindfulness* Based Stress Reduction” or “MBSR”.
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3.2 Inclusions
Studies were included if:
i.)

they were published post-1990, written in English in a peer reviewed
journal.

ii.)

they detailed an empirical study, investigating the outcomes of MBSR
treatment (minimum duration of 8 weekly sessions in line with
protocol), with a pre and post intervention evaluation.

iii.)

quantitative methodology was used where at least one psychosocial
outcome measure of relevance to Clinical and Health Psychologists
was reported.

iv.)

the mean age of participants in the MBSR treatment group was
reported as 60 years and older. This was in accordance with definitions
of older age in North American studies and demographic cut-offs used
by United Nations Department of Economic and Social Affairs (UN
DESA; 2013).

3.3 Exclusions
Studies were excluded if:
i.)

they investigated the use of any other mindfulness practice apart from
MBSR. For example: MBCT, Dialectical Behaviour Therapy (DBT),
Acceptance and Commitment Therapy (ACT), transcendental
meditation and single mind-body practices.

ii.)

they detailed only one component of MBSR or evaluated a single
session of mindfulness induction or practice.
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iii.)

the mean age of participants in the MBSR treatment group was
reported as younger than 60 years.

iv.) intervention outcomes related only to change on neurological,
physiological or biological markers.
v.)

it was not possible to evaluate specific measurable outcomes, such as
qualitative outcomes.

3.4 Systematic search results
As shown in figure 1, a total of 280 articles were yielded altogether, excluding
duplicates. Titles and abstracts were read, 32 studies were potentially relevant.
Full text versions were accessed and 12 studies met full eligibility criteria.
Reference and cited by searches did not yield any further relevant articles for
inclusion.
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Potentially relevant studies identified through
database searches n = 446
PsycInfo (filtered by abstract) = 108
Pubmed (filtered by abstract) = 49
Scopus (filtered by title, abstract or keyword) = 157
Web of Science: (Filtered by topic) = 132
Duplicates excluded
n = 166
Records excluding duplicates n = 280

Potentially relevant studies identified
from titles and abstracts using
inclusion/exclusion criteria
Records excluded
due to non-relevance
n = 248
Records excluding nonrelevant articles n = 32
Full-text versions assessed for
meeting full eligibility criteria.

Total eligible studies
included in the review
n = 12

Full text versions excluded
n = 20
No psychosocial outcomes = 1
Outcomes related only to
biological markers = 2
Minimum age criteria
not met = 10
Single element of MBSR = 2
Qualitative methodology = 4
A research proposal = 1

Figure 1. A flow chart of the search strategy and study selection process

3.5 Quality assessment criteria
Appropriate quality checklist questions were selected from three published quality
checklists, so that the diversity of study designs included in the present review
would be suitable for critical appraisal with this tool. This checklist comprised
questions from Downs and Black (1998) quality checklist for reporting, the
18

National Institute of Clinical Excellence (NICE; 2012) and the Caldwell,
Henshaw and Taylor (2005) checklists for quantitative intervention studies, with
suitability for public health interventions. The full lists of questions are provided
in appendix A. The checklist ascertains quality of reporting and how well the
investigators minimised sources of bias in the design, outcomes and analysis, in
order to determine internal validity. Each criterion was rated as either met or not
met/not reported (on a one-point scale). The total ratings were calculated
(maximum score 20) and converted to a percentage, giving a final score for each
article. A higher score indicated higher quality. These percentages are reported in
table 2.
4. Results b
A summary of the samples and methodology for the 12 studies included in the
present review are provided in table 2. There was a diversity of domains measured
and specific outcome measures utilised, when evaluating the use of MBSR
interventions for older adults. This reflects the importance of assessing across
affective, cognitive, physical and pain related domains, given that the aging
process is often associated with changes in functioning across these domains. The
following sections will detail the findings of these investigations for community
samples of relatively healthy older adults and those with mental and physical
health difficulties.

b

See appendix B for a table summary of main study findings from each article to
supplement the main text
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Table 2.
Methodology: Participants, design, treatment protocol and outcome measures
Study
Quality Sample
Research Design Treatment
Sample
Rating
Sample
%
Ernst et al.
22 Nursing
Non-randomised
60
n = 15
(2008)
home residents
controlled pilot
(Median age
Germany
Pre-post test
= 80)

Comparison or
control

Outcome
domains

Outcome
measures

Untreated n = 7
(Median age =
89)

QoL
Depression
Cognitive
impairment
ADLS

SF-12
GDS-12
MMST
Barthel Index
VASd

Morone et al.
(2008)

85

37 Community
CLBP
U.S.

RCT pilot
Pre(T1)-post (T2)
and follow-up
(T3)

n = 19
(M age =
74.1)

Wait list control
n = 18
(M age = 75.6)

QoL
Disability
Pain intensity
Pain acceptance

SF-36
RMDQ
SF-MPQ
CPAQ

Morone et al.
(2009)

65

40 Community
CLBP
U.S.

RCT
Pre(T1)-post (T2)
and follow-up
(T3)

n = 16
(M age =
78.0)

Health
education group
program n = 19
(M age = 76.0)

QoL
Disability
Pain intensity
Pain coping
Activities
engagement
Mindfulness

SF-36
RMDQ
SF-MPQ
CPSES
CPAQ
MAAS
FFMQ
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Study
Sample

Research Design

Treatment

Comparison or
control

Outcome
domains

Outcome
measures

RCT
Pre(T1)-post (T2)

n = 44
(M age =
70.6)

8-week
Support Group
n =42
(M age = 64.0)

QoL
Perceived stress
Mindfulness

VR-36
PSS
FFMQ

21 couples:
cancer patients
and their
partners
U.S.

Single group
Pre-post test

n = 42
(M age =
62.9)

-

Mood states
POMS
Stress symptoms C-SOSI
mindfulness
MAAS

Young &
45
Baime (2010)

141 Community
U.S.
Clinically
Significant
Depression &
Anxiety

Retrospective
Single group
Pre-post test

n = 141
(M age =
65.0)

-

Mood states

POMS-SF

Barrett et al.,
(2012)

149 Community
U.S.

RCT
Pre(T1)
-post (T2)

n = 51
(M age =
60.00)

Exercise n = 47
(M age =59.00)
Wait list control
n =51
(M age =58.80)

Affective states
QoL
Relationships
Optimism
Sleep quality
Mindfulness

PANAS
STAI
SF-12
LOT
PR
PSQI
MAAS

Mularski et
al. (2009)

Birnie et al.,
(2010)

Quality Sample
Rating
%
80
86 patients
Chronic
Obstructive
Pulmonary
Disease U.S.
55

70
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Study
Sample

Quality Sample
Rating
%
95
40 Community
U.S.

Research Design

Treatment

Comparison or
control

Outcome
domains

Outcome
measures

RCT
Pre(T1)
-post (T2)

n = 20 (M
age = 64.35)

Wait list control
n = 20
(M age = 65.16)

Loneliness
Mindfulness

UCLA-R
KIMS

Moynihan et
al. (2013)

80

200 Community
U.S.

RCT
Pre(T1)-post (T2)
and follow-up
(T3)

n = 100
(M age =
73.30)

Wait list control
n = 100
(M age = 73.60)

Cognition
Depressive
symptoms
Perceived stress
Mindfulness

Trail Making
Test
CESD-R
PSS
MAAS

Gallegos et
al. (2013a)

60

100 Community
(MBSR group
only)
U.S.

Single group
Longitudinal
analyses (part of
RCT)

n = 100
(M age =
72.10)

-

Positive affect
Participation in
MBSR activities

PA scale of
PANAS
Diary log
(average days
per week)

Gallegos et
al. (2013b)

75

200 Community
U.S.

RCT
Pre(T1)-post (T2)
and follow-up
(T3)

n =100
(M age =
72.08)

Wait list control
n = 100
(M age = 73.45)

Positive affect
Depressive
Symptoms

PA scale of
PANAS
CESD-R and
HAM-D
composite

Creswell et
al. (2012)
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Study
Sample
Lenze et al.
(2014)

Quality Sample
Rating
%
38
34 Community
Significant
anxiety-related
distress ≥22 on
PSWQ-A
U.S.

Research Design

Treatment

Comparison or
control

Outcome
domains

Outcome
measures

Single group
Pre-post test
Pre(T1) midpoint
(T2) –post (T3)

n = 34
8-week
intervention
(M age =
70.90)
12-week
intervention
(M age =
70.70)

-

Worry
Cognition
Mindfulness

PSWQ-A
RBANS c
CVLT
DKEFS
(Verbal
fluency)
MAAS
CAMS-R

M age = mean average age; NR = not reported; T1 = time one T2 = time two T3 = time three for outcome measurement U.S. = conducted in United States
CLBP Chronic Low Back Pain
Quality of life and general health: General Health Survey (SF-36); Short Form General Health Survey (SF-12); Short Form-36 for Veterans (VR-36)
Mood and affective states: Center for Epidemiologic Studies Depression Scale Revised (CESD-R); Geriatric Depression Scale-12 (Residential; GDS-12R);
Hamilton Rating Scale for Depression (HAM-D); Life Orientation Test (LOT); Penn state Worry Questionnaire – Abbreviated (PSWQ); Perceived Stress
Scale (PSS); Positive Relationships with Others (PR) scale; Profile of Mood States (POMS and Short Form; POMS-SF); Spielberger State Trait Anxiety
Inventory (STAI); The Calgary Symptoms of stress Inventory (C-SOSI); The Composite Loneliness Scale (UCLA-R); The Positive and Negative Affect
Schedule (PANAS)Cognition: Delis-Kaplan Executive Functioning Scale (DKEFS) verbal fluency test (‘FAS’ task); Immediate and delayed list paragraph
recall tests of Repeatable Battery for the Assessment of Neuropsychological Status (RBANS)c; Mini Mental State Test (MMST);The California Verbal
Learning Test (CVLT)Pain and Disability: Chronic Pain Acceptance Questionnaire (CPAQ); Chronic Pain Self Efficacy Scale (CPSES); Pittsburgh Sleep
Quality Index (PSQI);Roland and Morris Disability Questionnaire (RMDQ); Short Form-McGill Pain Questionnaire (SF-MPQ); Visual Analogue Scales
(VAS)d for satisfaction with life, severity of pain and major complaints
Mindfulness: Cognitive Affective Mindfulness Scale- Revised (CAMS-R); Five Facet Mindfulness Questionnaire (FFMQ); Kentucky Inventory of
Mindfulness Skills (KIMS); Mindful Attention Awareness Scale (MAAS)
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4.1 Non-clinical samples
Collectively, across studies of relatively healthy, high functioning older adults,
there were few benefits observed across a broad range of psychosocial domains,
relative to a control group. This may be because individuals without any significant
pre-intervention mood impairment may be less likely to demonstrate any further
post-intervention improvements (Barrett et al., 2012; Moynihan et al. 2013).
Psychosocial outcomes were assessed in addition to changes in biological markers
in all of these studies. These were randomised-controlled trials (RCTs), which
stipulated stringent parameters for inclusion of participants, based on mental,
physical and cognitive functioning (Barrett et al., 2012; Creswell et al., 2012;
Gallegos et al., 2013a, Gallegos et al., 2013b; Moynihan et al., 2013). The quality
ratings for methodology and analysis were acceptable across these studies,
indicating adequate internal validity.

Creswell et al. (2012) demonstrated beneficial effects of MBSR, in a well-designed
study. Significantly lower levels of loneliness were indicated by the MBSR group
post-intervention, compared to wait list controls, with a large overall effect size.
Significant improvements in dispositional mindfulness were also observed, which
provided some assurance as to the efficacy of the intervention itself. However, it
would be helpful to corroborate this finding in a study with a group comparison
condition, as opposed to a wait list control, to confirm whether or not changes in
loneliness may be attributed to the specific effects of the MBSR intervention itself,
as opposed to non-specific effects of being part of a group. Other investigations did
not demonstrate psychosocial benefits. Barrett et al. (2012) conducted a study
where participants were randomized to MBSR, exercise or wait list control group.

24

The principal aim of this investigation was to evaluate whether MBSR or exercise
may reduce cold and influenza illness burden, which is detailed in the full article.
There were no significant post-intervention differences between MBSR and the
control condition across affect related, health related and social domains, apart from
post-intervention improvements in mental health related QoL. The lack of
improvement in dispositional mindfulness, may account for the null findings.

Three publications were part of the same overarching investigation protocol
(Gallegos et al., 2013a, Gallegos et al., 2013b; Moynihan et al., 2013). Moynihan et
al. (2013) investigated overall efficacy, whereas Gallegos et al. (2013a, 2013b)
sought to identify potential determinants of efficacy. These studies benefited from
a larger sample size than has been reported in previous investigations, with twohundred participants pseudo-randomised to a standardised MBSR intervention or
wait list control. There were no reported differences between intervention and wait
list control groups with respect to perceived stress, depression scores (Moynihan et
al. 2013) or positive affect (Gallegos et al., 2013b) and improvements in executive
control were not maintained at follow-up (Moynihan et al., 2013). Moynihan et al.
(2013) noted that in this relatively healthy sample, there was little scope for
improvement with respect to perceived stress or depression. Significant
improvements in mindfulness were only present at follow-up.

Gallegos et al. (2003b) sought to identify potential determinants of intervention
efficacy. Both self-reported and observable aspects of depression were assessed
(Gallegos et al., 2013b), whereas Moynihan et al. (2013) had reported null findings
with the former. Gallegos et al. (2013b) reported that greater baseline depression
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scores were associated with significantly less improvement in positive affect at
treatment completion and at follow-up. However, the interpretation of these
findings should be treated with caution, as baseline levels of self-reported
depression were not clinically significant (Moynihan et al., 2013). The authors also
set an arbitrary cut-point of ≥70 years to investigate potential moderating effects of
age. Participants aged over 70 years with lesser baseline depression scores had
greatest improvements in positive affect at six month follow-up, but not
immediately post-intervention.

Gallegos et al. (2013a) sought to determine which components of the MBSR
between-session practice were most beneficial in terms of positive affect.
Participation in MBSR activities was associated with improved positive affect, as
indicated by the average number of days per week participating in MBSR activities
reported in activity-logs. When controlling for all other factors, the yoga
component, adapted for the needs of older people, made a unique contribution to
gains in positive affect. However, it was notable that Gallegos et al. (2013b) did not
note any overall improvements in affect, relative to the control group. The authors
suggest that MBSR may enhance attentional strategies used to regulate emotion,
which may be more readily adopted by older people, if not undermined by
symptoms of depression (Gallegos et al., 2013b). In particular, the practice of yoga
may enhance this capacity (Gallegos et al., 2013a). This hypothesis will require
further corroboration.
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4.2 Clinically significant health difficulties
Three effectiveness studies were conducted with community samples, which
included participants with clinically significant health difficulties, including clinical
levels of mood impairment (Lenze et al., 2014; Young & Baime, 2010), with a
proportion of participants who had non-specified chronic disease (Young & Baime,
2010) or other major complaints (Ernst et al., 2008). Statistically significant
improvements in mood were observed across studies (Ernst et al., 2008; Lenze et
al., 2014; Young and Baime, 2010). Limits to the internal validity, resulted in lower
quality ratings. Studies were limited by the use of a single group pre-post design
(Lenze et al., 2014; Young & Baime, 2010), retrospective analysis (Young &
Baime, 2010) and a small sample size (Ernst et al., 2008; Lenze et al., 2014; Young
& Baime, 2010). Therefore, this limits the confidence in conclusions drawn from
these studies. Nevertheless, in these small scale feasibility and ‘action research’
investigations, effectiveness of MBSR and clinically significant gains were evident
for individuals experiencing a clinical level of mood difficulty, which may
potentially be corroborated by future research.

More specifically, in a retrospective analysis of existing data, Young and Baime
(2010) found that MBSR intervention was followed by statistically significant
improvements (with medium effect sizes), across a broad range of mood states.
Furthermore, there was a greater than 50 percent reduction in the number of
participants reporting clinically significant anxiety or depression post-intervention.
In a study by Lenze et al. (2014), all participants reported clinically significant
anxiety and self-reported difficulties with memory and concentration at baseline.
Four groups of participants completed a standardised 8-week MBSR intervention or
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a modified 12-week intervention across two sites, analysed collectively as a single
group. Pre to post MBSR improvements were reported on a measure of anxietyrelated distress, with a large effect size. With respect to changes in cognitive
functioning, Lenze et al., (2014) noted improvements for paragraph learning and
delayed recall, with large and medium effect sizes respectively. However,
confidence in these conclusions is limited by changes to methodology and cognitive
subtests midway through the investigation. Cognitive data was collectively
analysed by converting to z-scores. However, confidence intervals for effect sizes
were highly variable and subtests did not have demonstrable equivalence.

Only one study was conducted within a nursing home setting. In this preliminary
feasibility study (Ernst et al., 2008), a very small sample of elderly nursing home
residents (n = 15) took part in an MBSR intervention, with other residents opting to
represent a control group. Between-group comparisons of pre-post change scores
indicated a significant increase in physical health related QoL and a significant
decrease in level of depression and major complaints in the intervention group,
relative to the untreated group. There were no significant changes with respect to
mental health, overall QoL, activities of daily living, cognitive impairment, pain
intensity or satisfaction with life. Given that this was an initial feasibility study
with a very small sample size, reporting of effect sizes would have been important
to inform subsequent investigation with more meaningful analysis.
4.3 Long-term physical health conditions
MBSR interventions have been conducted with older adults in the community who
have specific long-term conditions, including chronic low back pain (CLBP;

28

Morone, Greco and Weiner, 2008; Morone, Rollman, Moore, Qin and Weiner,
2009), a diagnosis of cancer (Birnie, Garl & Carlson, 2010) and a diagnosis of
Chronic Obstructive Pulmonary Disease (COPD; Mularski et al., 2009). There is a
suggestion in the literature that MBSR interventions have particular utility for
individuals with chronic health conditions (Grossman et al., 2004). One study
indicated improvements with respect to pain acceptance and functioning (Morone et
al., 2008) and another with respect to mood states (Birnie et al., 2010). However,
two studies also reported null findings (Morone et al., 2009; Mularski et al., 2009) .
The high non-completion rate was also noteworthy in two studies (Mularski et al.,
2009; Birnie et al., 2010). This may potentially indicate limitations to acceptability
or accessibility of the MBSR treatments for people with more significant health
needs. Three of these studies were RCTs, with an acceptable rating of quality
(Morone et al., 2008; Morone et al., 2009; Mularski et al., 2009), whereas the
Birnie et al. (2010) single group study received a low quality rating.

Morone et al. (2008) randomised participants with CLBP to an adapted MBSR or
wait list control group. The authors found significant post-intervention
improvements in pain acceptance, engagement in activities (large effect sizes) and
physical functioning (medium effect size), relative to the control group. Treatment
gains for the MBSR group relative to the control group were maintained at 3 month
follow-up. Changes in pain, disability and QoL were not significant. Following on
from this study, Morone et al. (2009) randomised CLBP participants to MBSR
treatment group or a health education programme as a control group. Null findings
were observed for pain, disability and pain self-efficacy in the MBSR group,
relative to the health education control group. Role limitation, due to emotional
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problems improved significantly post-intervention, but this treatment gain was not
maintained at follow-up. There may have been null findings in this study because
the health education condition served as an active comparison group rather than an
inert control condition as initially intended. However, dispositional mindfulness
remained high and stable across the intervention, which may suggest high levels of
well-being in this sample, with little scope for improvement. These studies might
have benefited from a measure of affect, in addition to pain related and physical
outcomes to illustrate whether or not treatment gains would be observable on these
parameters.

A further study of participants with significant health needs did not demonstrate
benefits from the MBSR intervention. Mularski et al. (2009) randomised participants
with moderate to severe COPD to MBSR supplemented with relaxation response
training i.e. Mindfulness-based breathing therapy (MBBT) or a comparison support
group. MBBT was included to maximise a breath-centred approach to facilitate
symptomatic healing for dyspnoea. However, treatment benefits were not observed
for these patients with respect to levels of stress or health related quality of life. In
the light of a high attrition rate, it could be assumed that accessibility or acceptability
of the intervention for individuals with moderate to severe COPD may be limited.

Birnie, et al. (2010) investigated the effects of MBSR treatment for people with a
cancer diagnosis and their partners in a pre and post single group design. There were
significant pre to post intervention improvements with respect to total mood
disturbance (with a medium effect size) and domains of mood disturbance, such as
anxiety and fatigue. There were significant decreases in physiological indicators of
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stress, but not stress symptoms overall. Although a single-group pre and post design
was employed, significant improvements in mindfulness, with a small effect size for
patients and medium effect size for their partners, provided some assurance of
effectiveness of the intervention itself.

5. Discussion

In RCTs of relatively healthy, high functioning older adults, there were few benefits
observed across a broad range of psychosocial domains relative to controls (Barrett
et al., 2012; Creswell et al., 2012; Gallegos et al., 2013a, Gallegos et al., 2013b;
Moynihan et al., 2013). For samples without any significant mood impairment,
there may have been limited scope for further improvement (Barrett et al., 2012;
Moynihan et al. 2013). When considering effectiveness studies, which included
participants with clinical levels of mood difficulty (Lenze et al., 2014; Young &
Baime, 2010) and more complex presentations (Ernst et al., 2008), statistically and
clinically significant improvements in mood were observed (Ernst et al., 2008;
Lenze et al., 2014; Young & Baime, 2010). For samples with specific long-term
conditions, two studies reported at least some benefits, with respect to pain,
functioning (Morone et al., 2008) and mood or affective symptoms (Birnie et al.,
2010). However, two studies reported null findings (Morone et al., 2009; Mularski
et al., 2009). Therefore, there is scope to explore this area further. In the following
subsections, the MBSR interventions and important adaptations are outlined, in
addition to the accessibility and acceptability of these interventions for older
people. Important clinical implications are considered. Methodological issues are
described, leading to recommendations for future research, to enhance the quality
of studies with older people.
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5.1 The MBSR intervention and specific adaptations for older people
The majority of interventions were delivered at U.S. university affiliated medical
centres. Most often they were conducted by practitioners with extensive
mindfulness experience (Barrett et al., 2012; Gallegos et al., 2013a, Gallegos et al.,
2013b; Morone et al., 2008; Morone et al. 2009; Moynihan et al. 2013; Mularski et
al., 2009; Young & Baime, 2009). Ordinarily, fidelity of treatment to a standardised
MBSR protocol would be an important determinant of internal validity. The
diversity in MBSR protocol obscures any general conclusions about effectiveness
across studies. However, adaptations to the MBSR protocol are often necessary for
older people (Morone & Greco, 2014). Collectively these studies indicate that
substantial modification is possible. Therefore, further investigation could usefully
identify which aspects are particularly effective or useful.

Lenze et al. (2014) modified an 8-week protocol into an extended 12-week
protocol, for repetition and consolidation of taught information. Comparisons of
these two versions of MBSR intervention did not reveal any differences, with
respect to acceptability or improvements in outcomes. However, it is unlikely that
this study was sufficiently powered to detect such differences. Intervention sessions
varied in duration, from 45 to 120 minute sessions. Mindfulness group activities are
included often as a full day ‘retreat’, taken in silence (Baer, 2003; Kabat-Zinn et al.
1992). This component was omitted or shortened in many of the studies (Ernst et
al., 2008; Morone et al., 2008; Morone et al., 2009; Mularski et al., 2009), which
may have been due to a lack of resources or difficulties in offering this component
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to older people, as some may find this too physically demanding (Morone & Greco,
2014).

Many studies adapted and tailored interventions, to suit participant needs, in
particular with respect to mobility, sensory and cognitive limitations (Ernst et al.,
2008; Lenze et al., 2014; Morone et al., 2008; Morone et al., 2009; Moynihan et al.,
2013). In particular, the inclusion of a Hatha yoga component may require a level of
physical functioning, which would not be possible for many older adults or may raise
safety concerns (Lenze et al. 2014; Morone et al., 2008). Accordingly, some studies
excluded (Morone et al., 2008; Morone et al., 2009) or adapted (Gallegos et al.,
2013a, Gallegos et al., 2013b; Lenze et al., 2014; Moynihan et al., 2013) this
component. The study protocol outlined by Moynihan et al. (2013) included ‘mindful
movement’ (similar to Hatha yoga) in addition to mindful walking. As part of this
research protocol, Gallegos et al. (2013a) reported that practicing this adapted yoga
component for an additional two days per week significantly increased positive
affect. This suggests that it may be important to include an adapted yoga or bodyfocussed component, rather than omitting it altogether. However, further
corroborative evidence would be requiretd to confirm this.

Ernst et al. (2008) also detailed a simplified MBSR protocol, in line with nursing
home residents’ needs and abilities. Daily practice was declined by the study
participants, which was replaced by supervised twice-weekly practice. It is important
to consider the impact of omitting daily practice from the study protocol, given that
mindfulness can be viewed as a skill, which ideally should be cultivated and
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developed in daily practice. However, for older adults with more health difficulties,
non-supervised practice may not be advisable.

5.2 Treatment completion, accessibility and acceptability
Concordance and adherence to the treatment protocol was considered through
reporting of class attendance, individual practice, reporting of completion rates and
comparison with non-completers on important demographic characteristics. This
may provide an indication of acceptability and accessibility of these interventions.
The non-completion rate was modest i.e. equal to or less than 20 percent across
many interventions, in accordance with quality criteria (Barrett, et al., 2012;
Creswell et al., 2012; Gallegos et al., 2013a, Gallegos et al., 2013b; Lenze et al.,
2014; Morone et al., 2008; Morone et al., 2009; Moynihan et al., 2013). However,
there were notable levels of attrition for studies which included participants with
significant levels of impairment, such as participants with cancer (Birnie et al.,
2010), COPD (Mularski et al., 2009) and nursing home residents (Ernst et al.,
2008). Unexpected health difficulties, sickness or health conditions have been cited
as reasons for non-completion (Morone et al., 2009; Ernst et al., 2008) as well as
family obligations (Morone et al., 2009), a lack of interest (Ernst et al., 2008) or
transport difficulties (Mularski et al., 2009).

In two investigations (Ernst et al., 2008; Morone et al., 2009) non-completers were
significantly older than completers of the MBSR protocol. Furthermore, in the
Ernst et al. (2008) investigation, non-completers had a longer nursing home stay,
had higher depression scores, higher level of major complaints and lower life
satisfaction than completers. These participants were the oldest included for
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review, with a median age of 80 in the intervention group (Ernst et al., 2008). Any
age-related declines in receptiveness to MBSR could be due to increased physical
limitations that may be more prevalent as chronological age increases. It is also
possible that mindfulness-based interventions may be at odds with the
understanding or coping strategies adopted by older cohorts (Ernst et al., 2008).

5.3 Methodological considerations
5.3.1 Measurement
The outcome measures were relevant to the samples assessed and the breadth of
psychological, social and physical functioning domains that may be compromised
in older adulthood. The investigators provided references for validation studies, but
often detail about construct validity, internal consistency, inter-rater or test-retest
reliability were omitted (Barrett et al., 2012; Lenze et al., 2014; Morone et al.,
2008; Mularski et al. 2009; Young & Baime, 2010). Some studies documented
whether or not these measures had been validated specifically in an older adult
sample (Ernst et al., 2008; Lenze et al., 2014; Morone et al., 2008; Morone et al.,
2009; Young & Baime, 2010). Also, the inter-relatedness of physical functioning
and affective domains may be important to consider when assessing older adults
with greater complexity of needs. Three studies considered cognition as an outcome
(Ernst et al., 2008; Lenze et al., 2014; Moynihan et al., 2013). This may represent
an important aspect of functioning pertinent to older adulthood, which may warrant
further investigation. Studies have found that mindfulness training may have
cognitive benefits (Holzel et al. 2011; Jha et al. 2007, 2010). However, validity of
these measures included within the studies in the present review was questionable,
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due to lack of reference to a specific standardised measure (Lenze et al., 2014;
Moynihan et al., 2013), use of a brief cognitive screen (Ernst et al., 2008) or a
questionable method for analysing subtests (Lenze et al., 2014).
5.3.2 Dispositional mindfulness as a mechanism of change
The majority of studies included a measure of dispositional mindfulness (Barrett et
al., 2012; Birnie et al., 2010; Creswell et al., 2012; Lenze et al., 2014; Morone et al.,
2009; Moynihan et al. 2013; Mularski et al. 2009). This provided an indication of
whether or not the intervention resulted in an increase in dispositional mindfulness
and provided a manipulation check of whether any beneficial effects of the MBSR
intervention can be attributed to a change in mindfulness (Creswell et al., 2012). Four
studies reported significant increases in mindfulness (Birnie et al., 2010; Creswell et
al., 2012; Lenze et al., 2014; Moynihan et al. 2013) across the course of the
intervention relative to a control group. Three studies (Barrett et al., 2012; Morone
et al. 2009; Mularski et al. 2009) failed to demonstrate changes in dispositional
mindfulness, which may account for the null findings reported in these studies.
However, authors also attributed a lack of change in mindfulness across the
interventions, to ceiling effects (Morone et al., 2009) or a lack of sensitivity of selfreport measures of mindfulness to detect change for older adults (Lenze et al., 2014).
Further investigation of the psychometric properties of mindfulness measures may
be warranted.
5.3.3 Study design
Designs of the reviewed studies were diverse. Three pre and post-test studies did
not include a control group (Birnie et al., 2010; Lenze et al., 2014; Young & Baime,
2010), which would make it difficult to determine whether any observed changes
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on outcome measures could be attributed to the intervention itself. Ernst et al.
(2008) included an untreated control group and four studies included a wait list
control group, which improved upon a simple pre and post-test design (Creswell et
al., 2012; Gallegos et al., 2013b; Morone et al., 2008; Moynihan et al., 2013).
However, when group contact time is not controlled for, non-specific effects may
account for the observed outcomes. Comparison groups included an exercise group
in addition to a control group (Barrett et al., 2012), a health education group
programme as an inert control group (Morone et al., 2009) and a support group
(Muleraski et al., 2009). No significant post-intervention improvements in
outcomes were observed relative to the comparison groups. There were also no
observed benefits in level of mindfulness. This could indicate that MBSR does not
show specific advantages relative to other groups for older adults. However, it is
also possible that these interventions were insufficiently powered to detect
between-group differences.
5.3.4 Analyses
Only one study (Barrett et al., 2012) included a calculation to determine whether
the study was sufficiently powered to detect an effect. It was likely that some of the
studies were underpowered and small sample sizes may have increased the
likelihood of errors, type II errors in particular. The majority of studies reported
effect sizes (Birnie et al., 2010; Creswell et al., 2012; Morone et al., 2008; Lenze et
al., 2014; Moynihan et al. 2013; Young & Baime, 2010). Randomisation of
participants to each treatment arm in the majority of studies (Barrett et al., 2012;
Creswell et al., 2012; Gallegos et al., 2013a, Gallegos et al., 2013b; Moynihan et
al., 2013; Morone et al., 2008; Morone et al., 2009; Muleraski et al., 2009) may

37

have reduced the influence of potential confounds in studies with adequate sample
size. These studies identified important confounders and adjusted for these in the
analyses. Three studies (Creswell et al., 2012; Morone et al., 2008, Muleraski et al.,
2009) included an intention to treat (ITT) analysis, which offered a more stringent
analysis whereby all participants, including those who did not fully complete the
course, were included. The type of analyses conducted was variable in focus, such
as pre to post intervention within-group comparisons, between-group post
intervention comparisons or interactions between time-point and group.

5.4 Clinical implications
The studies included in the present review indicate that there is scope for adaptation
of MBSR interventions for older people. Many studies included healthy older adults
without any significant impairment to mood functioning and treatment gains were
less evident for these individuals. However, it was illustrated that those with a clinical
level of mood and/or physical impairment may benefit from MBSR interventions.
There may be some limitations to the acceptability or accessibility of MBSR
interventions for a significant minority of older people. Specifically, non-completion
was evident for participants with complex impairments or who were more elderly (85
years and older). Nonetheless, studies indicated some helpful adaptations for use with
older adults. Preliminary investigation highlighted the potential benefit of yoga
movements, adapted for use with older people. This may provide a useful substitute
for Hatha yoga which is a core component of the MBSR protocol (Morone & Greco,
2014; Moynihan et al., 2013).
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Morone and Greco (2014) discuss adaptations for physical and sensory impairments
to inform clinical use, for example chair-based body-scan practice. Further
investigation will be helpful to indicate more conclusively which particular
components may result in treatment gains, particularly if adaptations are made. For
example, it may also be helpful to understand the relative effectiveness of physical
stretching components relative to meditative and attentional components, which may
be more accessible (Morone & Greco, 2014). This will also be particularly helpful in
the light of possible service level constraints of delivering these interventions in full.
People accessing services are likely to present with a greater complexity of needs,
which will also involve further tailoring and adaptation of the MBSR interventions
to reflect this.

5.5 Directions for future research
In the present review, it was difficult to identify specific homogenous samples of
older adults, due to the higher prevalence of health conditions and co-morbidities in
later life. This likely heterogeneity in presentations can be acknowledged and
anticipated in future research. Larger, adequately powered studies will help to
determine the magnitude of effects related to MBSR interventions for older people.
However, it is important to highlight that although large scale RCTs provide a more
stringent methodology and improved internal validity; this is often at the expense of
representativeness (Barker, Pistrang & Elliott, 2002). There is also a need for
effectiveness studies in field settings (Barker, Pistrang & Elliott, 2002), to reflect the
variety of physical, sensory, cognitive and mental health conditions and
circumstances which older adults face. It may be that improving upon the
methodology of the existing effectiveness studies, without the use of highly stringent
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exclusion criteria of efficacy studies, may present a viable solution in future research.
These should be sufficiently powered to detect differences between an MBSR
intervention, comparison group or control groups. Furthermore, outcome measures
should be chosen with care, to ensure that they are valid and reliable for use with
older adults, within the context of these additional complexities. Sensitive and
repeated measurement of dispositional mindfulness will be important in establishing
effectiveness.
5.6 Conclusions
In RCTs of MBSR with healthy, high functioning older adults, there were few
benefits observed. When considering samples of older adults with clinical levels of
mood difficulty and long-term health difficulties, benefits were observed in some
studies across a range of psychosocial domains. As methodological concerns were
evident, further research could usefully build upon this initial evidence-base.
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1. Abstract
Objectives: To examine whether there are age-dependent differences in levels of
dispositional mindfulness. In accordance with theories of lifespan development and
recent empirical findings, it was hypothesised that older people would have higher
levels of dispositional mindfulness, positive affect and well-being compared to
younger people.
Method: This was a cross-sectional survey of community dwelling, Englishspeaking younger adults aged 18-34 years (n = 162) and older adults aged 65-93
years (n = 134), using a group difference design to examine age differences across
self-reported measures of mindfulness, well-being and affect.
Results: Older people showed significantly higher levels of mindfulness, in
comparison to that of younger people, in line with initial predictions. This was with
the exception of the observing facet of mindfulness. Medium effect sizes were
indicated for acting with awareness and non-judging of inner experience
mindfulness facets. Older adults also indicated higher levels of well-being and
happiness (on a depression-happiness continuum) than younger people, with
medium effect sizes. Post-hoc analyses examined the relationship between
mindfulness, affect and well-being.
Conclusions: Findings indicate higher levels of mindfulness, affect and well-being
for older adults, compared to younger adults. These findings have implications for
our understanding of developmental changes across the lifespan. Future research
could usefully replicate this cross-sectional study with participants who have a
clinical level of mood or physical difficulty, to see if the observed age differences
translate to a clinical sample. Keywords: Mindfulness; well-being; affect; aging;
lifespan
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2. Introduction
2.1 Conceptualisations of mindfulness
According to Bishop (2004), there are two components to mindfulness. The first
component comprises self-regulation of attention in the present moment and nonelaborative awareness (Bishop, 2004). The second includes orientating to
experience with curiosity, openness and acceptance (Bishop, 2004; Hayes &
Feldman, 2004), without judgement or striving towards a desired internal or
external state (Bishop, 2004). Although mindfulness has been conceptualised as a
single faceted construct by some authors (Brown & Ryan, 2003), mindfulness may
be helpfully understood as a complex multifaceted construct (Baer, Smith, Hopkins,
Krietemeyer & Toney, 2006).

The specific facets or components of mindfulness differ across definitions or
measures of the mindfulness construct. Baer et al. (2006) analysed the factor
structure of five independent measures of mindfulness in order to develop the Five
Facet Mindfulness Questionnaire (FFMQ; Baer et al., 2006), which yielded five
distinct facets, namely acting with awareness, non-judging of inner experience,
non-reactivity to inner experience, observing and describing. These facets are
compatible with the aforementioned consensus definition. Understanding and
measuring the mindfulness construct may facilitate an understanding of how
different facets of mindfulness relate to other variables and may enhance predictive
and construct validity (Baer et al. 2006). This may also increase our understanding
of how mindfulness facets may be differentially related to psychological adjustment
(Baer et al., 2008). It could also be argued that more reductionist single factor
definitions of an attention state are not consistent with the richness of the
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understanding, evident in traditional Buddhist conceptualisations of this construct
(Grossman & Dam, 2011; Leary & Tate, 2007).

Mindfulness can be conceptualised as a trait, which would infer that individuals
may differ in a dispositional aspect of mindfulness. A combination of genetic
predisposition, environmental factors and explicit training are likely to account for
these individual differences (Davidson, 2010). There is a growing body of research
which indicates that higher levels of dispositional mindfulness are associated with
increased well-being, positive affect and lower levels of negative affect, in
particular depression and anxiety (e.g. Baer, Smith, & Allen, 2004; Baer et al.,
2006; Brown & Ryan, 2003). It should also be acknowledged that the long term
targets of most contemplative traditions and mindfulness interventions would
include a change in trait affect, such that it is an enduring change to everyday life
(Davidson, 2010). This principle forms the basis of mindfulness-based
interventions, such as mindfulness-based stress reduction (MBSR), which is shown
to be efficacious in a number of meta-analyses (Baer, 2003; Grossman, Niemann,
Schmidt, & Walach, 2004; Hofman, Sawyer, Witt & Oh, 2010).

2.2 Developmental regulation and mindfulness
It is important to identify domains of psychological functioning that tend not to
decline with age and may represent resources for coping with later-life challenges
(Haase, Heckhausen & Wrosch, 2013). There may be improved emotion regulation
and prioritising of ‘affect optimisation’ in older adulthood (Carstensen, Fung &
Charles, 2003). In particular, the Motivational Theory of Life-span Development
(MTD; Heckhausen, Wrosch & Schulz, 2010) posits that pursuit of life goals
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provides mastery in younger adulthood, but as this becomes less achievable with
age, older people may compensate through changing oneself or through
accommodating to the environment. In support of theories of lifespan development,
reviews of the empirical literature highlight reductions in negative affect in older
age (Charles & Piazza, 2009; Isaacowitz & Blanchard-Fields, 2012; Urry & Gross,
2010).

It may be that re-prioritising of focus on ‘being’ in the present moment, as opposed
to a future focused perspective, brings about intrinsic satisfaction, which improves
well-being in older adulthood (Laidlaw, 2013). This may be particularly important
when people are presented with situations which are not easily changed, such as
those associated with functional and relationship losses, more commonly
experienced in older adulthood. In this context, dispositional mindfulness may be
understood as an emotion-regulating strategy, whereby emotional reactivity is
reduced, thereby enhancing the level of emotional control (Gallegos, Hoerger,
Talbot, Moynihan & Duberstein, 2013). There may be greater objectivity about
internal experiences and enhanced clarity of moment-by-moment experience across
the lifespan (Shapiro, Carlson, Astin & Freedman, 2006). It is also possible that
there may be an enhanced capacity for separating from internal and external
experiences in older adulthood (Shapiro et al., 2006). In line with this theoretical
understanding, it would be predicted that dispositional mindfulness would increase
across the lifespan (Martin & Kleiber, 2005).
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2.3 Investigations of dispositional mindfulness across the lifespan
Empirically, there are a growing number of validation and outcome studies which
indicate higher levels of dispositional mindfulness in older adults (Baer et al., 2008;
Morone, Rollman, Moore, Qin & Weiner, 2009; Splevins, Smith, & Simpson,
2009). Two studies investigated the effectiveness of mindfulness-based
interventions for older adults (mean age ≥ 65 years; Morone et al., 2009; Splevins
et al., 2009). Both of these studies identified high mean baseline scores of
mindfulness, with higher levels of ‘acting with awareness’ (Morone et al., 2009;
Splevins et al., 2009), relative to normative data reported in investigations with
North American student or community samples (Baer et al., 2008; Carmody &
Baer, 2008). Furthermore, Morone et al. (2009) suggest that baseline mindfulness
levels in older adults were more comparable to those of experienced meditators
than younger people (Baer et al., 2008). However, these comparisons should be
considered with caution, given that conclusions were drawn from demographically
different, younger populations. This limitation was partially addressed in a study
by Baer et al. (2008), who found a significant correlation between age (range 18 to
83 years) and ‘act with awareness’ and total FFMQ score, when controlling for
education and meditation experience, with a small effect size.

The aforementioned studies provide preliminary indications that older people may
have higher levels of dispositional mindfulness, which have been corroborated in
recent studies, investigating changes in dispositional mindfulness and related
constructs, across the lifespan (Raes, Bruyneel, Loeys, Moerkerke & De Raedt,
2013; Shallcross, Ford, Floerke and Mauss, 2013). In a community sample (aged 21
to 73), older age was associated with greater acceptance (Shallcross et al., 2013).
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Acceptance or non-judgemental engagement with emotional experiences is a
fundamental component of mindfulness. Furthermore, increased acceptance
mediated an inverse relationship between age and both anxiety and anger
(Shallcross et al., 2013). These findings were corroborated by Raes et al. (2013) in
a cross-sectional investigation of community dwelling people (age range 18–85
years). They found that age-related decreases in negative affect were mediated by
mindfulness, as measured using both a single and composite measure of
mindfulness. However, there is a need to build upon these findings by directly
examining the relationship between age and a range of mindfulness facets. There is
also scope to examine positive affect in addition to negative affect in different age
groups.

2.4 The present investigation
The possible difference in levels of mindfulness in a younger relative to an older
sample merits investigation, as this could extend our theoretical understanding of
dispositional mindfulness and how this may change across the lifespan. Findings
from such research may potentially inform resilience focused interventions for both
younger and older adults.

Similarly, it is clinically informative to investigate distinct younger and older age
groups in order to determine psychological domains that may be important to wellbeing and may form the focus of psychological intervention. With increases in life
expectancy, it will be important to identify resources for maintaining well-being,
which may not be susceptible to age related decline, in the presence of adverse
changes and losses that later life may present (Haase et al., 2013). Young adulthood
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is also a fundamental period for psychological development and identity formation,
which may be relevant to well-being (Neff & McGehee, 2010). It is also a time
associated with self-evaluation in relation to the achievement of life-goals
(Heckhausen et al., 2010; Neff & McGehee, 2010). Therefore, it is important to
identify psychological domains for resilience building (Neff & McGehee, 2010).

Previous investigations have utilised a single facet or composite measure of
mindfulness to investigate mindfulness incrementally across the whole lifespan
(Raes et al., 2013; Shallcross et al., 2013). However, it is important to investigate
the full range of facets, as there have been indications that age-related increases are
evident for some, but not all facets of dispositional mindfulness (Baer et al., 2004;
Morone et al., 2009; Splevins et al., 2009). It is also important not to investigate
age-groups too close in age as important developmental trends may not be
observable, particularly as incremental changes across individual facets may not be
detectable by statistical methods. Furthermore, assessing mindfulness across the
whole life-span has resulted in very few participants represented in the oldest ages
of the spectrum. In particular, Shallcross et al. (2013) identified that it would be
useful to extend findings from their study to people over the age of 73 years. It
would also be important to investigate age differences in negative and positive
affect and well-being, to build upon findings that negative affect decreases with age
(Raes et al., 2013; Shallcross et al., 2013). Although a decrease in negative affect
has been indicated across the lifespan (Charles & Piazza, 2009), the relationship
with positive affect shows inconsistent findings (Scheibe & Carstensen, 2010) and
the underlying mechanisms remain unclear (Shallcross et al., 2013).
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2.5 Aims and research questions
The present investigation aimed to replicate and expand upon findings that have
indicated an increase in levels of dispositional mindfulness across the lifespan
(Baer et al., 2008; Morone et al., 2009; Raes et al., 2013; Shallcross et al., 2013;
Splevins et al., 2009).
It was hypothesised that older adults (aged 65 years and older) would demonstrate
higher levels of dispositional mindfulness relative to younger adults (aged between
18-35 years).
A secondary hypothesis was that older adults would demonstrate higher levels of
well-being, positive affect and lower levels of negative affect relative to their
younger counterparts.

3. Methods
3.1 Design
A cross-sectional survey using a group difference design was employed to examine
the association between mindfulness and age differences, as assessed by a selfreport measure and demographic information. More specifically, age differences
(independent variable) were examined between younger adults (18-35 years) and
older adults (≥65 years) in terms of levels of dispositional mindfulness (dependent
variables) as indicated by the five facets of mindfulness and composite mindfulness
score. In addition, age differences (independent variable) were examined between
younger adults (18-35 years) and older adults (≥65 years) for affect (on a
depression-happiness continuum) and well-being (dependent variables).
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3.2 Participants
3.2.1 Ethics
Coventry University online ethical review system approved the study on 7-03-2013
with an amendment on 11-03-13. Refer to Appendix C for further details of ethical
clearance. Participants were a non-clinical community sample recruited via
voluntary, educational and third sector settings. The British Psychological Society
(2009) Code of Ethics and Conduct was adhered to.
3.2.2 Power calculation
Quota sampling was used in the present study. The quota was estimated from
preliminary collection of pilot data. Relating to the primary hypothesis, effect size d
was calculated from the means found for younger adults (18-35 years; n = 47) and
older adults (65-87 years; n = 38) on levels of mindfulness. Independent t-tests
were conducted for age differences (IV) across facets of mindfulness (DVs) and a
power analysis was calculated to estimate required sample size, indicated by the
weakest significant mindfulness facet (DV). G*Power 3.1.7 (Faul, Erdfelder, Lang
& Buchner, 2007) was employed to estimate required sample size based on the data
collected in the pilot study. It was estimated that 51 participants would be required
for each group to have an 80 percent chance of achieving statistical significance at
the p < .05 level.
3.2.3 Recruitment
Samples of younger (aged 18-35) and older (≥65 years) adults were recruited
between April and November 2013, predominantly in the West Midlands UK. Both
younger and older samples were recruited concurrently from community, Englishspeaking populations, predominantly within settings invested in further education,

58

to ensure that they were broadly comparable. Organisations were identified and
gatekeeper permission was obtained. Potential participants in the younger age
group were recruited using a Coventry University online system which awards
credits as a compensation for participant’s time, in response to a short abstract
detailing the study. Other Coventry University affiliates, not eligible for research
credit, were given the opportunity to participate by distribution of a link in a flyer
containing information about the study. Potential participants in the older age group
were alerted to the existence of the study via communication in writing to voluntary
and third sector organisation newsletters, an online link for the study and verbal
presentation of information at organisational meetings and events.
3.3 Measures
3.3.1 The Five Facet Mindfulness Questionnaire (FFMQ; Baer et al., 2006).
This is a 39 item self-report scale of dispositional mindfulness. Baer et al. (2006)
conducted a factor analysis of five independent measures of mindfulness in order to
develop the FFMQ. The FFMQ has 5 distinct facets. Observe Items (all positively
worded) include, ‘I pay attention to sensations, such as the wind in my hair or sun
on my face.’ Describe items (both positively and negatively worded) include: ‘I’m
good at finding words to describe my feelings.’ Acting with Awareness items (all
reverse scored) include: ‘When I do things, my mind wanders off and I’m easily
distracted.’ Non-Judgement Items (all reverse scored) include: ‘I criticize myself
for having irrational or inappropriate emotions.’ Non-Reactivity Items (all
positively worded) include: ‘I perceive my feelings and emotions without having to
react to them.’ Items from each facet are rated on a 5-point Likert scale, ranging
from never or very rarely true (score 1) through to always or almost always true
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(score 5). Negatively worded items were reverse scored to provide individual facet
scores and an overall composite. Cronbach’s alpha coefficients range from .75 to
.91, demonstrating acceptable internal consistency and the measure has good
convergent validity with other mindfulness measures in student and community
samples (aged 18-83 years; Baer et al., 2006, 2008).
3.3.2 The Warwick-Edinburgh Mental Well-being Scale (WEMWBS; Tennant et
al., 2007)
This is a 14 item self-report scale comprised of items relating to different aspects of
positive mental health, including both hedonic and eudemonic aspects. Examples
include ‘I’ve been feeling optimistic about the future’, ‘I’ve been feeling interested
in other people’, ‘I’ve been dealing with problems well’ and ‘I’ve been feeling
good about myself.’ For each statement, responses are rated on a 5-point Likert
scale ranging from ‘none of the time’ to ‘all of the time’, where the individual rates
their experience over the last two weeks. Confirmatory factor analysis suggests
measurement of a single underlying construct. Cronbach's alpha scores of .89
(student sample) and .91 (population sample aged 16-75 years) suggests good
internal consistency. WEMWBS showed high correlations with other mental and
well-being and health scales and lower correlations with scales measuring overall
health. Test-retest reliability was high (.83; Tennant et al., 2007).
3.3.3 The Short Depression-Happiness Scale (SDHS; Joseph, Linley, Harwood,
Lewis & McCollam, 2004)
This is a 6 item self-report scale of positive and negative affective states along a
continuum. For example, ‘I felt pleased with the way I am’, which indicates
positive affect and ‘I felt dissatisfied with my life’ indicating negative affect.
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Negatively worded items were reverse scored to provide a single positive affect
score. The individual rates how frequently each statement was true for them in the
last 7 days on a 4-point Likert scale, ranging from ‘never’ to ‘often.’ Psychometric
properties were assessed across three data sets of student samples (Joseph et al.
2004). The SDHS is highly associated with the full Depression Happiness Scale
(Joseph & Lewis, 1998; ranging from r = .90 to r =.93). The SDHS has good
convergent validity with other measures of depression. Test-retest reliability was
also good (r =.68; Joseph et al. 2004). Cronbach’s alpha coefficients range from .77
to .92 in a student sample (Joseph et al. 2004) and was reported as .83 in a sample
of community dwelling older adults (aged 65-75 years; Laukka, 2007), indicating
good internal consistency.
3.3.4 Demographic information
Demographic information was recorded on a data sheet alongside formal
assessment measures. In addition to documenting age in years (as part of assessing
age differences), gender, highest level of educational attainment, current occupation
and current meditation experience were also assessed. This additional information
was collected to identify potential confounding variables.
3.4 Procedure
A participant information sheet was provided before any informed consent was
requested (see appendix D). Participants who provided informed consent completed
the FFMQ, WEMWBS, SDHS questionnaires and the demographic sheet on a
single occasion. Participants could choose to return written questionnaires by post
or submit online versions of the questionnaires. All questionnaires are included in
Appendix E.
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3.5 Data analysis and preliminary data screening
Data was analysed using IBM SPSS statistics version 20.0. A series of steps were
taken to test for the assumptions for parametric tests. Data from questionnaire
measures were interval. Parametric tests were used where the assumptions of
homogeneity of variance and normal distributions were satisfied.

There were five distinct facets to measure the construct of mindfulness with the
FFMQ and the data were inspected to determine whether they satisfied the
assumptions for multivariate analysis of variance (MANOVA). There was an
adequate sample size as there were more cases in each cell than there were
dependent variables. The data were normally distributed and there were no
univariate or multivariate outliers. There was a straight line relationship between
each pair of DVs indicating linearity of relationship. Meditation level and education
were not considered as covariates, as correlations with the facets of mindfulness
were weak or absent. There were only moderate relationships between the DVs,
thus there was no concern for multicollinearity and singularity. Box’s M test
indicated that there was homogeneity of variance-covariance matrices and Levene’s
tests indicated that there was homogeneity of variance for all five DVs. Having
satisfied these assumptions, a one-way MANOVA was performed on the data.
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`4. Results
4.1 Descriptive statistics
4.1.1 Demographic characteristics
The age range of the younger group was 18-34 years (n = 162) with a mean age of
20.74 years (SD = 3.76) and the age range of the older group was 65-93 years (n =
134) with a mean age of 74.42 (SD = 6.49). Participant characteristics are outlined
in Table 1. The majority of both younger and older adults were female, were
working towards or had completed an undergraduate degree, diploma or equivalent
and had no practice of mindfulness or meditation.
4.1.2 Questionnaire Completion
240 paper questionnaire packs were distributed, of which 135 were completed
between April and November 2013 (44% attrition rate). 4% of younger adults and
92.75% of older adults completed paper questionnaires, with the remaining
questionnaires completed online. However, the use of online completion methods
prevented calculation of an overall attrition rate. Missing data was recorded on the
FFMQ for 35 older participants (25%) and the SDHS and WEMWBS for 5 older
participants (1%). No missing data was recorded for younger adults, as online
completion methods prompted for responses for missing values.
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Table 1.
Demographic characteristics of study participants expressed as percentages
Demographic: %
Younger
Older
Adults
Adults
77
67
Female:
Education level:
No formal qualification
14
School certificate (SC), O levels, GCSEs or
equivalent

-

21

Higher school certificate (HSC), A levels, BTEC or
equivalent

89

12

Undergraduate Degree , diploma or equivalent

6

41

Post Graduate Qualification e.g. Masters or
Doctorate or equivalent
Occupation:
Undergraduate Student

5

12

89

-

Postgraduate Student

2

-

Employed – Job requires professional training

8

3

Employed – Job does not require professional
training

1

1

Retired - Job required professional training

-

70

Retired – Job did not require professional training

-

17

Voluntary Work
Meditation Experience:
No practice of mindfulness or meditation

9
75

76

Some practice (at least once a week for a period of
less than six months)

22

9

Regular practice (at least once a week for a period
of at least six months)

2

7

Very frequent practice (at least two or three times a
week for a period of at least 6 months

1

8
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4.2 Inferential statistics
4.2.1 Age differences in mindfulness facets
Age differences were examined between younger adults (18-34 years) compared to
older adults (65-93 years) in levels of dispositional mindfulness as indicated by the
five facets of mindfulness (observe, describe, act with awareness, non-judgement of
inner experience and non-reactivity to inner experience). There was a statistically
significant difference between younger and older adults on the combined dependent
variables of mindfulness: F (5, 260) Wilks’ Lambda = 8.06, p < .0000001, η2p = .13.
In line with initial predictions, older people (aged 65-93) in the present study
indicated higher levels of mindfulness compared to younger people (aged 18-34),
with a medium effect size.

To examine the five DVs independently, the Bonferroni adjusted alpha level was
.01. Older adults gave a higher mean level of describing, acting with awareness,
non-judging of inner experiences, non-reactivity to inner experience and observing
than did younger adults. These differences were all statistically significant (p <
.01); with the exception of the observing facet. The corresponding effect sizes were
medium for acting with awareness and non-judging of inner experience facets of
mindfulness. The effect sizes for describe and non-reactivity to inner experience
were small (Cohen, 1992). These results are reported in full, in table 2.
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Table 2.
Comparison of the effects of younger versus older age group across facets of
mindfulness
Age Group Mean (SD)
Dependent
F
p
d
Variable
Younger
Older
Adults
Adults
25.96
28.06
8.09
.005
.36
Describing
(6.00)
(5.72)
Acting with
awareness

23.97
(5.65)

26.88
(5.02)

18.38

.000025

.54

Non-judging
of inner
experience

24.12
(6.82)

28.72
(6.92)

28.50

< .0000001

.67

Nonreactivity to
inner
experience

20.83
(4.17)

22.42
(3.92)

9.66

.002

.39

.089

.22

25.84
26.97
2.91
(5.04)
(5.55)
Higher scores denote higher dispositional mindfulness
Degrees of freedom df = 1, 264
Observing

In summary, older people (aged 65-93) in the present study indicated higher levels
of mindfulness, in particular describing, acting with awareness, non-judging of
inner experience, and non-reactivity to inner experience in comparison to younger
people (aged 18-34) in line with initial predictions.
4.2.2 Age differences in composite mindfulness, well-being and affect
Age differences were examined between younger adults (18-34 years) compared to
older adults (65-93 years) in composite levels of dispositional mindfulness (as
indicated by a total score of the five facets of mindfulness), well-being and affect
(on a depression-happiness continuum) using independent t-tests. As predicted,
older adults showed a higher mean level of composite mindfulness, well-being and
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positive affect (on a depression-happiness continuum) than younger adults. These
differences were all statistically significant (p ≤ .0001) and effect sizes were
medium for affect and well-being and large for composite mindfulness. These
results are reported in full in table 3.
Table 3.
Comparison of the effects of younger versus older age group across constructs of
mindfulness, well-being and affect
Age Group Mean (SD)
Construct
t
p
d

Composite
Mindfulness
Well-being

Affect

Younger

Older

Adults

Adults

120.72

133.06

(17.37)

(16.74)

47.41

51.56

(7.98)

(8.90)

18.15

20.12

(3.70)

(3.42)

-5.74

< .0000001

.72

-4.23

.000032

.50

-4.72

< .000004

.55

Degrees of freedom for composite mindfulness df = 264
Degrees of freedom for well-being and affect df = 294
Higher scores denote higher dispositional mindfulness, well-being and happiness on
a depression-happiness continuum
4.2.3 Post-hoc Analysis
Post-hoc analyses were conducted in order to gain a preliminary understanding of
the relationship between composite mindfulness, well-being and affect (on a
depression-happiness continuum). Pearson’s r correlations were conducted for
younger and older adults separately. For both younger and older adults, there were
significant moderate positive correlations between mindfulness, well-being, and
level of happiness on a depression-happiness continuum, which were all
statistically significant (p ≤ .0000001).
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The Pearson r coefficients were contrasted to determine whether there were
differences in the magnitude of the relationships between mindfulness and affect
and also mindfulness and well-being between the two age groups. No significant
differences were found. Contrasts of correlation coefficients within each group
were also performed to determine whether the relationships between mindfulness
and affect and mindfulness and well-being were significantly different from one
another. No significant difference was found for either age group. These results are
reported in full, in table 4.

Table 4.
Inter-correlations for mindfulness, well-being and affect with contrasts of
correlation coefficients
Mindfulness
Younger
Older
Z
Adults
Adults
.53
.62
1.03
Well-being

Affect (DepressionHappiness)

.57

.51

t

0.76

1.58

.63

Correlation coefficients all significant at p ≤ .0000001 level (2-tailed)
All contrasts of correlation coefficients were non-significant p ≥ .05
t statistics denotes within-group contrasts between well-being and affect
z-score denotes between-group contrasts between younger and older adults
An increase in scores denotes an improvement in dispositional mindfulness, well-being and
happiness (on a depression-happiness continuum)

5. Discussion
5.1 Age differences in mindfulness
Older people (aged 65-93) in the present study demonstrated higher levels of
mindfulness in comparison to younger people (aged 18-34), in line with initial
predictions. In particular, there were medium effect sizes for acting with awareness
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and non-judging of inner experience facets, which are encompassed in definitions
of mindfulness i.e. “bringing one’s complete attention to the experiences occurring
in the present moment, in a non-judgmental or accepting way” (Baer et al., 2006,
p.27). The present cross-sectional investigation corroborated and extended upon
findings from correlational-analytic studies that suggest older age is positively
associated with non-judgment of inner experience or acceptance (Shallcross et al.,
2013) and dispositional mindfulness (Raes et al., 2013). They also extend the
findings of two intervention studies (Morone et al., 2009; Splevins et al., 2009) and
a validation study (Baer et al., 2008) which made a tentative association between
older age and higher scores on the act with awareness facet of mindfulness.
Furthermore, the present research indicates age associated increases across a range
of mindfulness facets, utilising a methodology that was specifically applied to
examine discrete age group differences.

It is of theoretical interest that the higher levels of non-judgement of inner
experience may be understood as a component of self-acceptance, as opposed to
acceptance of others. According to Hayes, Strosahl, Bunting, Twohig and Wilson
(2004, p.7) “acceptance involves taking a stance of non-judgemental awareness and
actively embracing the experience of thoughts, feelings and bodily sensations as
they occur”. Older people may be more willing to accept unpleasant emotions,
when faced with age related changes in response to experiences of uncertainty,
unpredictability and impermanence (Shallcross et al. 2013). Thus, self-acceptance
might be understood as an outcome of emotional growth and development over the
lifespan (Laidlaw, 2013). Increased ability to regulate emotions may result from
changes in values where older people may selectively optimise the present moment
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rather than the future (Laidlaw, 2013). This understanding would be compatible
with the theoretical assumptions of MTD (Heckhausen et al., 2010). Butler and
Ciarrochi (2007) found that nursing home residents with greater acceptance also
had better quality of life, emotional well-being and fewer adverse psychological
reactions to decreasing productivity. It would be useful to investigate this further
with more diverse samples.

The findings in the present study, which indicated that older adults act with
awareness more than their younger counterparts, may link to findings that suggest
that older people may increase attention and cognitive resources devoted to the
present moment (de Frias et al., 2013). It is also noteworthy that older people did
not indicate significantly higher levels of observing on the FFMQ. However, in
several studies the observing facet has been atypical amongst the facets of
mindfulness, particularly when correlated with other constructs (Baer et al. 2006;
2008; Tran, Glück & Nader, 2013).

5.2 Age differences in well-being and affect
It was found that older adults indicated significantly greater levels of positive affect
(on a depression-happiness continuum) and well-being than younger adults, which
is important given that there has been a relative paucity of studies confirming age
related differences in positive affect and well-being (Scheibe & Carstensen, 2010).
These findings are consistent with predictions from theories of lifespan
development (Haase et al., 2013) and are consistent with reviews of the literature
that indicated reduction in negative affect with older age (e.g. Charles & Piazza,
2009; Isaacowitz & Blanchard-Fields, 2012; Urry & Gross, 2010).
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5.3 Implications for research
It is important to gain a further theoretical understanding of age related differences
in mindfulness, affect and well-being. There is a growing body of evidence to
suggest that mindfulness may exert positive effects through mechanisms related to
emotion regulation (e.g. Arch & Craske, 2006; Chambers, Gullone & Allen, 2009;
Coffey, Hartman & Fredrickson, 2010; Feldman, Hayes, Kumar, Greeson &
Laurenceau, 2007; Gratz & Roemer, 2004). The preliminary post-hoc analysis
confirmed the positive relationship between mindfulness, affect and well-being.
These variables were moderately correlated for both younger and older adults and
the strength of these correlations did not differ according to age group or construct
(i.e. affect or well-being). It was not possible to ascertain causality in these
relationships. Therefore, there is scope to expand upon the present findings, to test
the hypothesis that both negative and positive dimensions of affect and well-being
increase across the lifespan, because of changes in mindfulness or indeed emotion
regulation. As previously mentioned, two studies have indicated that mindfulness
and non-judgment of inner experience mediate a relationship between age and
negative affective states (Raes et al., 2013; Shallcross et al., 2013). However, at the
time of writing the investigators of the present study have not identified any studies
to date which have included a direct measure of emotion regulation in the study of
mindfulness across the lifespan.

5.4 Clinical implications and future research directions
The present findings have implications for the provision of healthcare treatments,
such as mindfulness interventions for the needs of both younger and older people.
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The present study sample included community dwelling adults without any
significant psychopathology. Therefore, a future study with a clinical population
would be useful to test whether age related increases in dispositional mindfulness
are also present for these individuals, in order to determine the treatment
implications for younger and older adults who experience mood disorders or
difficulties in regulating emotions. Investigation of age differences in
responsiveness to mindfulness interventions would also provide a valuable research
direction. Mindfulness based treatment approaches may capitalise on and
potentially enhance the levels of dispositional mindfulness in older adults (Gallegos
et al., 2013b). However, there are contradictory findings (e.g. Nyklíček, Dijksman,
Lenders, Fonteijn & Koolen, 2014). Therefore, future research may seek to clarify
this.

There are also important clinical implications for younger people. The findings of
the present study suggests that younger people have lower levels of mindfulness,
well-being and positive affect (on a continuum with negative affect). However, the
post-hoc analysis would suggest that these constructs were significantly and
moderately correlated with one another. Similarly, it has been indicated that selfcompassion, a construct that encompasses self-kindness (as opposed to selfjudgement) and mindfulness, is strongly associated with well-being in young adults
(Neff & McGehee, 2010). These findings may suggest that mindfulness and selfacceptance are important for well-being in younger adults, despite being at lower
levels in comparison to older adults. There is promising evidence of the
effectiveness of mindfulness interventions for younger people as shown in studies
of college students (e.g. Jain et al, 2007; Shapiro et al., 2008) and this may
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represent an important intervention for resilience building. Younger adulthood is a
time that is important to identity formation and negative self-judgements may
impact significantly upon emotional well-being, particularly if it is a difficult to
achieve environmental mastery (in relation to life goals) as MTD theory would
suggest (Heckhausen,Wrosch & Schulz, 2010; Neff & McGehee, 2010). This
would also provide a useful avenue for further investigation.

5.5 Study limitations
The present cross-sectional investigation, employing a group difference design, has
provided an important first step to establishing age-related differences in
mindfulness and emotional well-being and potential mechanisms of developmental
phenomenon, which can be further elaborated upon in longitudinal research. With a
cross-sectional study it is not possible to determine conclusively that the observed
differences in mindfulness, affect and well-being are due to developmental changes
across the lifespan. However, cross-sectional investigation of potential
developmental mechanisms provides a necessary precursor to longitudinal research,
which is time and cost intensive and therefore requires considerable theoretical and
empirical justification (Shallcross et al., 2013).

Previous studies have investigated mindfulness incrementally across the whole
lifespan (Raes et al., 2013; Shallcross et al., 2013). The present group difference
design introduced methodological pluralism, in developing an understanding of
age-dependent differences in dispositional mindfulness across a range of facets
which extended the findings from previous investigations (Raes et al., 2013;
Shallcross et al., 2013). The contrasts of age-groupings permitted analysis of
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contrasts across the five-facets of mindfulness, whereas differences may have been
too subtle to detect incrementally across the lifespan. The group difference design
also ensured that sufficient numbers of participants were represented in each age
group, in particular those represented in the oldest ages of the spectrum.

The cross-sectional group difference design raises the question as to whether there
may have been specific cohort effects. As far as possible, the two age group
samples were selected with similar demographic characteristics, to avoid the
influence of confounding variables. However, there were inevitable differences,
such as the diverse educational and occupational status of older adults in
comparison to the predominantly undergraduate student sample of young adults. In
the present study, level of current practice of meditation and education level did not
correlate with mindfulness and therefore did not pose a significant threat to internal
validity. This may have been because there was little variability in the data i.e.
participants were predominantly formally educated and had little experience of
meditation.

There may be certain cohort differences, determined by societal norms or historical
events that were not controlled for in the present study. Furthermore, there are
important generational differences in attitudes to mental well-being and possibly to
the awareness of thoughts and feelings. It is possible that the younger generation
may not show increases in self-acceptance as they age (Twenge, & Campbell,
2010). However, even though we cannot conclude that these changes are
developmental, nevertheless there are differences which have relevance to our
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understanding of emotion regulation and this may help to inform interventions that
aim to enhance psychological well-being at the present time.

It is also possible that there are additional cohort differences within the older age
group and there are at least two generations within this age grouping, representing
important differences between those represented as ‘young-old’ or ‘old-old’.
Similarly, there may be sub-groups within the young adult group, in the transition
between late adolescence and adulthood. It is recognised that older adults may be
the least homogenous of all age groups (Laidlaw, Thompson, Gallagher-Thompson
& Dick-Siskin, 2003). However, sub-grouping by chronological age may be an
oversimplification as there are important biological and psychosocial factors which
further contribute to differences within age groupings (Laidlaw et al., 2003).
Furthermore, it is important to have sufficient representation and sample size in
each age bracket in order to conduct meaningful analysis.

Almost all the data for the younger participants was completed online as opposed to
completing paper questionnaire packs, whereas the converse was true of older
adults. This is likely to represent cohort differences in preferred mode of
completion. As part of the online surveys, there were prompts to indicate when
questions might have been missed. This compares with the missing data present for
older participants completing paper copies. Relative to the other two questionnaires,
there was more data missing for the FFMQ, which may have indicated difficulties
in questionnaire completion. Although the FFMQ has been validated across the
lifespan (Baer et al., 2004, 2006, 2008), there is scope for further investigation of
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the psychometric properties, acceptability and accessibility of this questionnaire,
particularly for use with older people.
5.6 Research summary
The current investigation found that a sample of older adults have higher levels of
mindfulness, positive affect and well-being than younger adults. Further
investigation should clarify whether the age-related differences found in the present
study are replicable, particularly with samples of participants with a clinical level of
difficulty. These findings form an important precursor to intervention research,
regarding the efficacy of mindfulness interventions, which seek to enhance the
levels of dispositional mindfulness present in older adults (Gallegos et al., 2013b)
in order to improve well-being.
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1. Introduction
In this paper I will reflect upon my experiences of conducting research with people
in later life, with specific reference to researching the topic of mindfulness. I will
provide a reflective and reflexive account, with reference to the stages of planning
and conducting the empirical paper of this thesis. I will discuss ways in which my
experiences may inform research, as well has how I expect to use the learning from
these experiences when working as a scientist-practitioner and more generally in
terms of my personal and professional development. Anonymous feedback
comments provided by people who contacted me by email about the research are
included in this chapter with their expressed permission.

2. The planning stage
At the point of commencing my doctorate training, I had learned from others who
had completed training and from my own experiences of postgraduate research with
nursing home staff, that a pragmatic approach and viability of the research were
important considerations, particularly within the time and resource constraints of
clinical training. In addition, I was aware of the importance of considering practical
issues when researching with older people. I chose to complete the research with a
non-clinical community sample of relatively healthy older adults. This crosssectional research, which explored the relationship between theoretical constructs,
seemed appropriate, with a view to sowing the seed for further applied
investigations into psychological interventions.
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I had chosen voluntary and third sector organisations to recruit from, where
attendees would have a relatively high level of functioning. Even within this
context, it was important to ensure that the research was accessible to this study
sample. I chose questionnaires that were not burdensome to complete as a battery,
in terms of ease of completion and length. I also increased accessibility to different
age groups by ensuring that both paper and online versions of the questionnaire
were available for completion. It was also important that participating individuals
were able to complete these questionnaires independently, in order to provide a
sufficient number of participants for meaningful analysis.

It would have taken far greater resources and time investment to provide good
quality research with individuals who have significant levels of cognitive and
physical impairment, which addressed the needs of older people with complex
health presentations or those represented as the ‘oldest old.’ The ethical and
practical considerations would have presented a much greater challenge, as detailed
in reflective accounts of researching with older people in nursing home settings
(Hall, Goddard, Speck, & Higginson, 2013; Hall, Longhurst & Higginson, 2009).
Although it could potentially have been more useful to complete research with
clinical samples in order to further clinical knowledge in the field, I felt constrained
by what was practicable within the timeframe. The tension between producing
research that represents the varied needs and presentations in older age versus the
need to consider viability of the research may represent a concern shared by other
researchers. This may be evident in the relative paucity of MBSR intervention
studies conducted with older people to date (Rejeski, 2008).
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3. The Recruitment process: Engaging with gatekeepers and potential
participants
Within qualitative research, the author enlists participants to the role of coresearcher, through a process of mutual collaboration, or a co-operative enquiry
(Finlay, 2002). Although the interface between the researcher and research
participant is not as evident in the process of quantitative research, it may still be
pertinent to discuss issues relating to engagement of gatekeepers and potential
participants. A central part of the quantitative research process is to engage
potential participants and inform people of the rationale and the value of the
research, whilst ensuring that there is some limit to the information provided about
the study, so that people do not feel pressured to participate, or to introduce bias to
the responses. This was a difficult balance to strike, particularly as much depended
upon potential participants ‘buying in’ to the rationale of the study.

It was difficult to compare the motivating factors for engagement of younger and
older cohorts in the research process, as many younger people did not require any
face-to-face contact with me when completing online questionnaires. I speculate
that the younger student participants may have simply viewed completing these
questionnaires as a means to an end as part of their course requirements,
particularly as none contacted me to clarify any information about the study. In
contrast, the willingness of many older people to participate in the present study
seemed conditional on whether or not they were invested in the rationale of the
research. This was also dependent upon potential participants having an
understanding of the concept of mindfulness, in addition to an awareness of its
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potential benefits. Overall, I was struck by the willingness and generosity of many
older people to offer me their time, without any direct gain or benefit to themselves.

4. The Recruitment process: Sharing an understanding of mindfulness
When discussing the rationale for the research with potential gatekeepers of
organisations and potential participants, generating a shared understanding of the
research topic was helpful, particularly with reference to a conceptual
understanding of mindfulness. This appeared to be influenced by media portrayal
of mindfulness, socio-cultural factors, age cohort and personal resonance of the
construct of mindfulness. Mindfulness has received a significant amount of media
interest within the last year. I wondered whether this research would have been so
well received a few years ago, when an understanding of mindfulness was perhaps
more confined to researchers and academics or people with a special interest in
Buddhism, yoga and meditation. Although it would be erroneous to assume that
older cohorts in general would have less of an understanding of mindfulness, I did
wonder if many of the ‘oldest-old’ would have a frame of reference. Some groups
that I visited for recruitment did not seem to recognise mindfulness as a concept.
This is an important consideration in research with older people, as there may be
some important generational and cohort differences in the understanding of a
research idea.

The media coverage of mindfulness may have invited varying levels of
receptiveness to the research topic. Many older adults referenced radio programmes
they had listened to, newspaper articles and books. One potential respondent
returned a questionnaire blank and included a post card. They included a cutting of
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a newspaper article by way of explaining why they did not wish to participate. This
newspaper cutting detailed a commentary from a General Practitioner about
limitations of the evidence base for mindfulness interventions relative to other
treatments. This opinion did not appear to be borne out of balanced critical
evaluation of the literature, but was perhaps indicative of the influence of media
presentations of mindfulness. Another gatekeeper spoke with great enthusiasm
about mindfulness after reading an article by Ruby Wax. Notably this was after
expressing initial scepticism about mindfulness and the concept of ‘well-being’ in a
conversation with me.

I feel that mindfulness is not so concerned with psychological pathology and can be
viewed as very inclusive, in the way that it can be adopted by all people through
yoga and meditation practices (Kabat-Zinn, 1994), whether or not they have any
clinical need. In this respect it is very normalising. Some respondents practiced
mindfulness as part of yoga or other meditations. However, mindfulness may be at
odds with the spiritual and cultural beliefs of some older people. This may have
influenced the varied willingness or motivation to invest in this research. I received
an email correspondence from an individual who drew parallels between the
research topic of mindfulness and their own interests. Therefore, it is likely that
mindfulness can be understood from many different perspectives. This can have
spiritual or philosophical underpinnings, or may be drawn from media
representations. Rather than to paraphrase, I have included this quote from the
aforementioned email.
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For me, Mindfulness means 'Living in the Now' as Eckhart Tolle describes
in his famous book, 'The Power of Now'. That is, accessing the ground of
deep peace that exists beyond our thought processes, and discovering the
Self of all beyond 'separation consciousness.’ It is not easy to put these
things into words because the experience behind them transcends normal
language, although the spiritual and mental environment is much more open
to these ideas today than when I first experienced them.

As well as identifying a personal resonance with the concept of mindfulness, it is
also apparent that this person identified a changing socio-cultural context, whereby
there may be increasing receptiveness to psychological ideas, in particular ideas
around mindfulness.

5. Engaging with potential participants: A reflexive account
I have considered how I may have been viewed by potential research participants
and vice versa, in terms of my assumptions about older cohorts (Finlay, 2002). It is
important to acknowledge these differences, but also not to accentuate them or
minimise their significance. I was aware that engagement would depend upon how
potential participants viewed me when attending various senior people’s events
during recruitment. Many commented about my age and I was aware that I did not
blend in particularly well! In the transference, I wondered if I might be viewed as a
‘granddaughter’ figure, worthy of helping out with my project and at times I
wondered if what I had to say would be held with the same regard as their peers. I
was keen to present myself as a researcher first and a psychologist second, although
this may have been a reflection of my own anxiety about the receptiveness of older
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people to psychology, rather than an accurate idea of the socio-cultural context.
However, I came to enjoy these interactions and this enabled me to gain insight into
the perceptions and perspectives of older people. I realised how rarely people of
different age cohorts have the opportunity to meet in UK society, other than within
families. It would seem that interactions could initially be seen as critical of the
research, but over time I realised that these were actually expressions of healthy
scepticism and curiosity about the research and my motives. Therefore, the ability
to be thoughtful in my responses was important.

The participant information sheet provided, detailed that I would be investigating
“mindfulness across the life-span, looking at mindfulness in young adulthood and
in more senior years”. There were many older people who commented
disparagingly about the level of mindfulness adopted by younger people. In
conversation, they frequently commented anecdotally on young people’s use of
phones and other music devices which would prevent them from “paying attention
in the present moment”. It would appear that older people tended to define
mindfulness as encompassing a greater appreciation of external experiences and
engagement in the environment around them. This may have been valued over and
above experiences which involve a more private, internal or introspective means of
paying attention. As a 30 year old researcher who would fall into the younger
demographic, I endeavoured to take a balanced or neutral stance on this when
interacting with potential participants, rather than to take a defensive position.
However, it was possible that this attitude towards younger people may subtly
influence or bias questionnaire responses, as a way of confirming perceived
differences with their younger counterparts.
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6. Methodological considerations: Quantitative survey methods
Some gatekeepers and potential participants expressed scepticism about the
methodology I was using. Some did not see the value in the use of survey
questionnaire methods. This may possibly be because of negative experiences of
market research or opinion surveys, which are used very differently to the research
I was conducting. There was one third sector organisation who conducted
mindfulness groups as part of a health and well-being initiative for older people,
who expressed reservations about the research. They thought that the
questionnaires did not reflect their conceptualisation of mindfulness and they
struggled to see how survey questionnaires would translate to provision of
mindfulness interventions for older people in practice. I endeavoured to convey the
process of research to them and how initial cross-sectional investigations form a
necessary precursor to more clinically relevant intervention research. I also
acknowledged that questionnaires which assess mindfulness as a construct may not
reflect the broad range of definitions used in practice.
Some people expressed that the questionnaires appeared repetitive. There are sound
psychometric reasons for asking the same type of questions in different ways, in
order to enhance the validity and internal consistency. However, this would not be
so readily understood by participants without any specialist knowledge of research.
Comments were also made about responses to internal experiences, such as
thoughts and feelings on the Five Facet Mindfulness Questionnaire (FFMQ; Baer et
al., 2006). This measure has been validated across the lifespan, although there may
be some specific limitations. Some people felt that they seldom had distressing
thoughts, which this illustrated in this quote.
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There were several questions about my reaction to feeling upset or having
distressing thoughts. I rarely have these emotions, so the answers may be
misleading.
It may be that some people are particularly well adjusted and psychologically
healthy and therefore would experience very few distressing thoughts. However, it
could also be that some people are less aware of their internal experiences, or they
may be less able to identify or label the emotional valence of their thoughts. It is
also possible that the questionnaire content may not fully incorporate issues
relevant to later life. This is illustrated in the following email response.

I found many of the answers needed an explanation as to why I answered the
way I did. For example, The question about how I reacted to smells and
aromas, 10f. I answered Never or rarely true. I have lost my sense of smell, so
how could I answer otherwise but my answer may give you a misleading
impression of my mindfulness

As a researcher, I felt that quantitative research offered greater clarity about the
constructs under investigation and was important to furthering our theoretical
understanding of dispositional mindfulness. However, at the same time the needs
and views of older people may sometimes be overlooked by using quantitative
methods. In addressing this issue, methodological pluralism may be helpful. It is
possible that qualitative methodology should be given greater precedence, or indeed
mixed methods, as this offers a richness of information beyond that possible with
questionnaire methods. This may be more acceptable to people who are invested in
communicating their specific needs and opinions.
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7. Conclusions: Professional applications
7.1 Research & Service Development
My capacity and available resources to conduct formal research within a clinical
setting post qualification may be limited, given the competing clinical demands.
However, I can certainly apply guiding principles of a pragmatic and viable
approach that is also of clinical relevance through action research, service
evaluation and service development, which I am likely to invest in postqualification. When I am established and embedded within a service, with the aid of
assistant and trainee clinical psychologists, it may be more practicable to carry out
this work.
If working as a clinical psychologist with older people, it will be important for me
to evaluate the effectiveness of service provision. When considering outcome
measurement, it is important to ensure measures are validated with older people and
that they allow for the complexity and comorbidity in presentations. Careful
thought will be required to ensure that measures allow for the sensory and cognitive
limitations of some older people. Qualitative methodology and mixed methods
will also increase the richness of understanding of people’s needs and progress.
This would also include the views and opinions of older people to offer a different
perspective on relevant issues. Older people have a wealth of experience to draw
upon, which can be very valuable to service development, if service user input is
used in a way that is not simply tokenistic. The ways in which we think about
reducing barriers to engagement in research may also be applicable to reducing
barriers to engagement with services. This may be through creating strong contacts
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with groups for older people. Opening up a dialogue with older people would be
important for sharing psychological ideas and information.
7.2 Clinical work
I can also apply the issues discussed in the empirical paper and literature review to
my clinical work. In particular, the importance of compassionate self-acceptance
and mindfulness to well-being and psychological adjustment may be relevant
(Laidlaw, 2003). Equally it can be important to gain an understanding of thoughts,
beliefs and anxieties which may block compassionate self-acceptance. It will also
be useful to my clinical work to consider how therapeutic approaches, including
mindfulness-based interventions may be creatively adapted for use with older
people. The challenge remains to engage people with greater and complex need and
provide interventions that will be beneficial. I would also hope to include
mindfulness practice when working with staff teams, as well as with client groups.
Often when working with people who may have chronic conditions, staff may
experience frustration and hopelessness at times, particularly where the aim may be
to ‘fix’ or make better. This may impact upon the team who lose flexibility,
empathy and compassion over time. Therefore there may be a need to reconnect
with values, increase cognitive flexibility within the team and gain perspective on
unhelpful cognitions (Dahl & Lundgren, 2006).
8. Conclusions: Personal reflections
Throughout the research process I have remained thoughtful about my own practice
of mindfulness. Compassionate self-acceptance is a very powerful idea, which has
sometimes been very difficult to adopt throughout the unpredictable and demanding
aspects of this research and clinical training in general. Although I do not consider
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myself to be naturally mindful, I feel that this is something I can cultivate more
often, which will be beneficial to my clinical work and my personal well-being.
There are times when the process of conducting research, in particular the literature
review, has felt like a game of snakes and ladders and has tested my perseverance.
I have particularly struggled when I have not known what obstacles lay ahead. On
some occasions, I have been able to adopt a more mindful approach to the research
and I have benefitted on these occasions from a sense of perspective and a greater
tolerance to the uncertainty of research. The following popular mindfulness quote
captures this most simply for me, "You can't stop the waves, but you can learn to
surf" (Kabat-Zinn 1994, p.32). In equal measure, I have enjoyed my interactions
with older people. I especially like working with and learning from people from all
walks and stages of life and this research has enabled me to do this usefully. I hope
to continue to enjoy these interactions throughout my career.
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APPENDIX A: Quality rating scale
Each criterion was rated as either met (1point) or not met/not reported (0 score).
The total ratings were calculated (maximum score 20) and converted to a
percentage, giving a final score for each article. This Checklist comprised questions
from Downs and Black’s (1998) quality checklist for reporting, the National
Institute of Clinical Excellence (NICE; 2012) and the Caldwell, Henshaw and
Taylor (2005) checklists for intervention studies – see references
Reporting
1 Is the rationale clearly described?
2 Is the hypothesis/aim/objective clearly described?
3 Is the study design clearly identified and the rationale for the design evident?
4 Is the sample adequately described i.e. Are the characteristics of interest clearly
described? Study sample characteristics adequately described (inclusion/exclusion
criteria)
5 Are the main outcomes to be measured clearly described in the introduction or
methods section
6Are the main findings of the study clearly described? Are the results presented in a
way that is appropriate and clear?
7 Have the characteristics of patients lost to follow-up been described?
8 Is there a comprehensive discussion including justifiable conclusions?
Design & Methodology
9 Were the psychometric properties of outcome measures reported
10 Were interventions (and comparisons) well described and appropriate?
11 Is there a suitable control group or comparison group?
12 If there was a comparison group, were procedures carried out to randomly
allocate participants to each group?
13 Were those lost-to-follow-up (i.e. dropped or lost pre-,during or postintervention) acceptably low (i.e. <20%)
Analysis
14 Does the study provide estimates of the random variability in the data for the
main outcomes? (means and standard deviations for parametric data or median and
range for non-parametric data)
15 Were the analytical methods appropriate?
16 Was the precision of intervention effects given or calculable? (reporting of p
value)
17 Were analyses meaningful? (Reporting of full test statistic)
18 Was intention to treat (ITT) analysis conducted?
19 Was the study sufficiently powered to detect an intervention effect (if one
exists)? - was a power calculation presented?
20 Were the estimates of effect size given or calculable?
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APPENDIX B: Table of reviewed studies
Study

Summary of Main Findings

* P ≤ 0.05 **P ≤ 0.01 *** P ≤ 0.001 NS = Not Significant

Ernst et al.
(2008)

- Improvement on physical-HRQoL **, depression** and major complaints** relative to control condition

Morone et al
(2008)

- Improved pain acceptance**, engagement in activities** (large effect sizes) and physical functioning*
(medium effect size) relative to control, maintained at 3 month follow-up

Mindfulness
Between and withingroup improvements

Not measured

- Total health related QOL, cognitive impairment, ADLS, satisfaction with life or pain intensity NS
Not measured

- Pain, disability due to back pain and quality of life NS
Morone et al
(2009)

- Pain, disability and pain self-efficacy NS relative to education group comparison at 4-month follow-up
- Role limitation due to emotional problems *post-intervention NS at 4 month follow-up

NS

Mularski et
al (2009)

- Perceived stress, health related QOL NS between or within groups

NS

Young &
Baime
(2010)

- Pre-post improvement: Tension/anxiety, depression/dejection, anger/hostility, fatigue/inertia,
confusion/bewilderment and vigour/activity and total mood score all***(medium effect size)

Birnie et al.
(2010)

- Pre-post improvement: Total mood score* (medium effect sizes), Tension/anxiety** and fatigue/inertia*

- Total practice time per day NS
Not measured

- ≥50% reduction in participants reporting clinically significant anxiety or depression
- Physiological indicators of distress (arousal)*
- All other measures NS including depression/dejection and symptoms of stress

* (small and
medium effect
sizes)
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Study

Summary of Main Findings

Mindfulness

Barrett et al.
(2012)

- Mental Health in both MBSR treatment and exercise groups* and MBSR group only at 3 month follow-up*
relative to control group

NS

- Positive and negative affect, anxiety, optimism, perceived social support, perceived stress, sleep and quality
NS relative to control group
Moynihan et
al. (2013)

- Improvement in executive control at treatment completion* (small effect size) relative to controls but followup NS
- No differences in perceived stress, depression scores NS relative to control group

Gallegos et
al. (2013a)

- Participation in MBSR activities was associated with Positive Affect***

Gallegos et
al. (2013b)

- Positive affect NS

* (small effect size)
follow-up NS

- When demographics and all other MBSR activities were controlled for, yoga participation explained the
unique variance in total improvement in positive affect
- Greater baseline depression scores were associated with less improvement in positive affect at treatment
completion** and follow-up*
- No main effect of age. Participants ≥70 years with lower baseline depression scores had greatest
improvements in positive affect at follow-up

Creswell et
al. (2012)

- Within and between-group improvements for loneliness**
- Between groups (large overall effect size)

Mindfulness
composite**
describe**

Lenze et al.
(2014)

- Improvement in anxiety-related distress *** (large effect size)

First two groups
NS

- Paragraph Immediate Recall (large effect size), paragraph delayed recall (medium effect size)
Other subtests (small effect sizes)

Second two groups
**
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APPENDIX C: Ethical Approval Notification and amendment notification
detailed in comments
CU Ethics <omis@coventry.ac.uk>
Jennifer Dilworth <dilwortj@coventry.ac.uk>;

The following ethics request has been approved by Joanna Hemming. All the relevant
documentation will be available for you to download within the next 24 hours. Please log
back into Ethics and select the request from your listing. Select the Downloads tab to retrieve
the documentation.
Please proceed with good ethics.

Ref:

P8731

Project Title: A cross-sectional investigation of differences in dispositional
mindfulness in younger and older adults
Applicant:

Jennifer Dilworth

Supervisor:

Tom Patterson

Module
Code:

D44PY

Module
Leader:
Go to ethics.coventry.ac.uk to view this request in more detail.
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Comment

Posted

Evaluation of the ethics of the proposal:
I have no concerns regarding the ethics of this proposal. All
ethical issues have been considered

Adam Jowett
25/01/2013 03:44
PM

Evaluation of the participant information sheet and
consent form:
It's not clear enough in the participant info sheet what the
procedure for withdrawing retrospectively is. You make
clear that they won't be identifiable from the data, so in this
context it's important to explain how they can withdraw. I'd
suggest it is made clear that they need to make note of a
participant identifier in order for you to identify their data
should they wish to withdraw

Adam Jowett
25/01/2013 03:44
PM

Conditions or reasons that support your
recommendation:
Make the process of withdrawal clearer for the participant
in the participant information sheet

Adam Jowett
25/01/2013 03:44
PM

Conditions or reasons that support your
recommendation:
All conditions met and authorised by Supervisor.

Elaine Cartmill
07/03/2013 05:12
PM

Conditions or reasons that support your
recommendation:
As academic supervisor for the above project (Ref: P8731),
I am emailing you to confirm that I approve the proposed
amendment of including an additional formal measure, the
Short Depression-Happiness Scale (SDHS; Joseph, Linley,
Harwood, Lewis & McCollam, 2004) to collect data on
participant mood state. There are, in my view, no risks
attached to the inclusion of this additional brief
measurement scale.
Tom Patterson

Joanna Hemming
11/03/2013 02:20
PM
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APPENDIX D: Participant Information sheet and Consent form
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The following information was added for online completion of questionnaires:
“Cookies, personal data stored by your Web browser, are not used in this survey”.
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APPENDIX E: Questionnaires and demographic information






The Five Facet Mindfulness Questionnaire (FFMQ; Baer et al., 2006).
The Warwick-Edinburgh Mental Well-being Scale (WEMWBS; Tennant et al.,
2007)
The Short Depression-Happiness Scale (SDHS; Joseph, Linley,
Harwood, Lewis & McCollam, 2004)
Demographic information sheet

The Five Facet Mindfulness Questionnaire (FFMQ; Baer et al., 2006).
Please rate each of the following statements using the scale provided. Please tick the
box that best describes your own opinion of what is generally true for you.
Never
or
very
rarely
true

Rarely
True

Sometimes
true

Often
True

Very
often or
always
true

1. When I’m walking, I deliberately
notice the sensations of my body
moving.
2. I’m good at finding words to
describe my feelings.
3. I criticize myself for having
irrational or inappropriate
emotions.
4. I perceive my feelings and
emotions without having to react to
them.
5. When I do things, my mind
wanders off and I’m easily
distracted.
6. When I take a shower or bath, I
stay alert to the sensations of water
on my body.
7. I can easily put my beliefs,
opinions, and expectations into
words.
8. I don’t pay attention to what I’m
doing because I’m daydreaming,
worrying, or otherwise distracted.
9. I watch my feelings without
getting lost in them.
10. I tell myself I shouldn’t be
feeling the way I’m feeling.
11. I notice how foods and drinks
affect my thoughts, bodily
sensations, and emotions.
12. It’s hard for me to find the
words to describe what I’m
thinking.
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Never
or
very
rarely
true

Rarely
True

Sometimes
true

Often
True

Very
often or
always
true

13. I am easily distracted.
14. I believe some of my thoughts
are abnormal or bad and I shouldn’t
think that way.
15. I pay attention to sensations,
such as the wind in my hair or sun
on my face.
16. I have trouble thinking of the
right words to express how I feel
about things
17. I make judgments about
whether my thoughts are good or
bad.
18. I find it difficult to stay focused
on what’s happening in the present.
19. When I have distressing
thoughts or images, I “step back”
and am aware of the thought or
image without getting taken over by
it.
20. I pay attention to sounds, such
as clocks ticking, birds chirping, or
cars passing.
21. In difficult situations, I can
pause without immediately
reacting.
22. When I have a sensation in my
body, it’s difficult for me to
describe it because I can’t find the
right words.
23. It seems I am “running on
automatic” without much
awareness of what I’m doing.
24. When I have distressing
thoughts or images, I feel calm
soon after.
25. I tell myself that I shouldn’t be
thinking the way I’m thinking.
26. I notice the smells and aromas
of things.
27. Even when I’m feeling terribly
upset, I can find a way to put it into
words.
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Never
or
very
rarely
true

Rarely
True

Sometimes
true

Often
True

Very
often or
always
true

28. I rush through activities without
being really attentive to them.
29. When I have distressing
thoughts or images I am able just to
notice them without reacting.
30. I think some of my emotions
are bad or inappropriate and I
shouldn’t feel them.
31. I notice visual elements in art or
nature, such as colours, shapes,
textures, or patterns of light and
shadow.
32. My natural tendency is to put
my experiences into words.
33. When I have distressing
thoughts or images, I just notice
them and let them go.
34. I do jobs or tasks automatically
without being aware of what I’m
doing.
35. When I have distressing
thoughts or images, I judge myself
as good or bad, depending what the
thought/image is about.
36. I pay attention to how my
emotions affect my thoughts and
behaviour
37. I can usually describe how I
feel at the moment in considerable
detail.
38. I find myself doing things
without paying attention.
39. I disapprove of myself when I
have irrational ideas.
Baer, R. A., Smith, G. T., Hopkins, J., Krietemeyer, J., & Toney, L. (2006). Using selfreport assessment methods to explore facets of mindfulness.
Assessment, 13, 27-45.

Scoring Information
Observe items:
1, 6, 11, 15, 20, 26, 31, 36
Describe items:
2, 7, 12R, 16R, 22R, 27, 32, 37

Nonjudge items:
3R, 10R, 14R, 17R, 25R, 30R, 35R,
39R
Nonreact items:
4, 9, 19, 21, 24, 29, 33
Act with Awareness items:
5R, 8R, 13R, 18R, 23R, 28R, 34R, 38R
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THE WARWICK-EDINBURGH MENTAL WELL-BEING SCALE
(WEMWBS)
Below are some statements about feelings and thoughts.
Please tick the box that best describes your experience of each over the last 2 weeks
STATEMENTS

1

I’ve been feeling optimistic
about the future

2

I’ve been feeling useful

3

I’ve been feeling relaxed

4

I’ve been feeling interested in
other people

5

I’ve had energy to spare

6

I’ve been dealing with
problems well

7

I’ve been thinking clearly

8

I’ve been feeling good about
myself
I’ve been feeling close to other
people

9
10

I’ve been feeling confident

11

I’ve been able to make up my
own mind about things

12

I’ve been feeling loved

13

I’ve been interested in new
things

14

I’ve been feeling cheerful

None
of the
time

Rarely

Some
of the
time

Often

All of
the
time

Warwick-Edinburgh Mental Well-Being Scale (WEMWBS) © NHS Health
Scotland, University of Warwick and University of Edinburgh, 2006, all rights
reserved.
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THE SHORT DEPRESSION-HAPPINESS SCALE

SDHS
A number of statements that people have used to describe how they feel are
given below. Read each one and circle the number that best describes how
frequently each statement was true for you in the last 7 days (or other
agreed time period). Some statements describe positive feelings & some
describe negative feelings. You may have experienced both positive &
negative feelings at different times in the last week.
©Stephen Joseph 2000
never

1
2
3
4
5
6

rarely

sometimes

often

I felt dissatisfied with my life
I felt happy
I felt cheerless
I felt pleased with the way I am
I felt life was enjoyable
I felt life was meaningless

Items 1, 3 and 6 are reverse scored

Permission was granted from authors for use of questionnaires in the present
study
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APPENDIX F: Author guidelines for publication in Clinical Psychology Review
and Aging and Mental Health

CLINICAL PSYCHOLOGY REVIEW
ISSN: 0272-7358

Ethics in publishing
For information on Ethics in publishing and Ethical guidelines for journal
publication see http://www.elsevier.com/publishingethics and
http://www.elsevier.com/journal-authors/ethics.
Conflict of interest
All authors are requested to disclose any actual or potential conflict of interest
including any financial, personal or other relationships with other people or
organizations within three years of beginning the submitted work that could
inappropriately influence, or be perceived to influence, their work. See also
http://www.elsevier.com/conflictsofinterest. Further information and an example of a
Conflict of Interest form can be found at:
http://help.elsevier.com/app/answers/detail/a_id/286/p/7923.
Submission declaration
Submission of an article implies that the work described has not been published
previously (except in the form of an abstract or as part of a published lecture or
academic thesis or as an electronic preprint, see
http://www.elsevier.com/postingpolicy), that it is not under consideration for
publication elsewhere, that its publication is approved by all authors and tacitly or
explicitly by the responsible authorities where the work was carried out, and that, if
accepted, it will not be published elsewhere including electronically in the same
form, in English or in any other language, without the written consent of the
copyright-holder.
Changes to authorship
This policy concerns the addition, deletion, or rearrangement of author names in the
authorship of accepted manuscripts:
Before the accepted manuscript is published in an online issue: Requests to add or
remove an author, or to rearrange the author names, must be sent to the Journal
Manager from the corresponding author of the accepted manuscript and must
include: (a) the reason the name should be added or removed, or the author names
rearranged and (b) written confirmation (e-mail, fax, letter) from all authors that they
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agree with the addition, removal or rearrangement. In the case of addition or removal
of authors, this includes confirmation from the author being added or removed.
Requests that are not sent by the corresponding author will be forwarded by the
Journal Manager to the corresponding author, who must follow the procedure as
described above. Note that: (1) Journal Managers will inform the Journal Editors of
any such requests and (2) publication of the accepted manuscript in an online issue is
suspended until authorship has been agreed.
After the accepted manuscript is published in an online issue: Any requests to add,
delete, or rearrange author names in an article published in an online issue will
follow the same policies as noted above and result in a corrigendum.
Copyright
This journal offers authors a choice in publishing their research: Open Access and
Subscription.
For Subscription articles
Upon acceptance of an article, authors will be asked to complete a 'Journal
Publishing Agreement' (for more information on this and copyright, see
http://www.elsevier.com/copyright). An e-mail will be sent to the corresponding
author confirming receipt of the manuscript together with a 'Journal Publishing
Agreement' form or a link to the online version of this agreement.
Subscribers may reproduce tables of contents or prepare lists of articles including
abstracts for internal circulation within their institutions. Permission of the Publisher
is required for resale or distribution outside the institution and for all other derivative
works, including compilations and translations (please consult
http://www.elsevier.com/permissions). If excerpts from other copyrighted works are
included, the author(s) must obtain written permission from the copyright owners
and credit the source(s) in the article. Elsevier has preprinted forms for use by
authors in these cases: please consult http://www.elsevier.com/permissions.
For Open Access articles
Upon acceptance of an article, authors will be asked to complete an 'Exclusive
License Agreement' (for more information see
http://www.elsevier.com/OAauthoragreement). Permitted reuse of open access
articles is determined by the author's choice of user license (see
http://www.elsevier.com/openaccesslicenses).
Retained author rights
As an author you (or your employer or institution) retain certain rights. For more
information on author rights for:
Subscription articles please see http://www.elsevier.com/journal-authors/authorrights-and-responsibilities.
Open access articles please see http://www.elsevier.com/OAauthoragreement.
Role of the funding source
You are requested to identify who provided financial support for the conduct of the
research and/or preparation of the article and to briefly describe the role of the
sponsor(s), if any, in study design; in the collection, analysis and interpretation of
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data; in the writing of the report; and in the decision to submit the article for
publication. If the funding source(s) had no such involvement then this should be
stated.
Funding body agreements and policies
Elsevier has established agreements and developed policies to allow authors whose
articles appear in journals published by Elsevier, to comply with potential
manuscript archiving requirements as specified as conditions of their grant awards.
To learn more about existing agreements and policies please visit
http://www.elsevier.com/fundingbodies.
Open access
This journal offers authors a choice in publishing their research:
Open Access
• Articles are freely available to both subscribers and the wider public with permitted
reuse
• An Open Access publication fee is payable by authors or their research funder
Subscription
• Articles are made available to subscribers as well as developing countries and
patient groups through our access programs (http://www.elsevier.com/access)
• No Open Access publication fee
All articles published Open Access will be immediately and permanently free for
everyone to read and download. Permitted reuse is defined by your choice of one of
the following Creative Commons user licenses:
Creative Commons Attribution (CC BY): lets others distribute and copy the
article, to create extracts, abstracts, and other revised versions, adaptations or
derivative works of or from an article (such as a translation), to include in a
collective work (such as an anthology), to text or data mine the article, even for
commercial purposes, as long as they credit the author(s), do not represent the author
as endorsing their adaptation of the article, and do not modify the article in such a
way as to damage the author's honor or reputation.
Creative Commons Attribution-NonCommercial-ShareAlike (CC BY-NC-SA):
for non-commercial purposes, lets others distribute and copy the article, to create
extracts, abstracts and other revised versions, adaptations or derivative works of or
from an article (such as a translation), to include in a collective work (such as an
anthology), to text and data mine the article, as long as they credit the author(s), do
not represent the author as endorsing their adaptation of the article, do not modify
the article in such a way as to damage the author's honor or reputation, and license
their new adaptations or creations under identical terms (CC BY-NC-SA).
Creative Commons Attribution-NonCommercial-NoDerivs (CC BY-NC-ND):
for non-commercial purposes, lets others distribute and copy the article, and to
include in a collective work (such as an anthology), as long as they credit the
author(s) and provided they do not alter or modify the article.
To provide Open Access, this journal has a publication fee which needs to be met by
the authors or their research funders for each article published Open Access.
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Your publication choice will have no effect on the peer review process or acceptance
of submitted articles.
The publication fee for this journal is $1800, excluding taxes. Learn more about
Elsevier's pricing policy: http://www.elsevier.com/openaccesspricing.
Language (usage and editing services)
Please write your text in good English (American or British usage is accepted, but
not a mixture of these). Authors who feel their English language manuscript may
require editing to eliminate possible grammatical or spelling errors and to conform to
correct scientific English may wish to use the English Language Editing service
available from Elsevier's WebShop (http://webshop.elsevier.com/languageediting/)
or visit our customer support site (http://support.elsevier.com) for more information.
Submission
Submission to this journal proceeds totally online and you will be guided stepwise
through the creation and uploading of your files. The system automatically converts
source files to a single PDF file of the article, which is used in the peer-review
process. Please note that even though manuscript source files are converted to PDF
files at submission for the review process, these source files are needed for further
processing after acceptance. All correspondence, including notification of the
Editor's decision and requests for revision, takes place by e-mail removing the need
for a paper trail.

Use of word processing software
It is important that the file be saved in the native format of the word processor used.
The text should be in single-column format. Keep the layout of the text as simple as
possible. Most formatting codes will be removed and replaced on processing the
article. In particular, do not use the word processor's options to justify text or to
hyphenate words. However, do use bold face, italics, subscripts, superscripts etc.
When preparing tables, if you are using a table grid, use only one grid for each
individual table and not a grid for each row. If no grid is used, use tabs, not spaces,
to align columns. The electronic text should be prepared in a way very similar to that
of conventional manuscripts (see also the Guide to Publishing with Elsevier:
http://www.elsevier.com/guidepublication). Note that source files of figures, tables
and text graphics will be required whether or not you embed your figures in the text.
See also the section on Electronic artwork.
To avoid unnecessary errors you are strongly advised to use the 'spell-check' and
'grammar-check' functions of your word processor.
Article structure
Manuscripts should be prepared according to the guidelines set forth in the
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Publication Manual of the American Psychological Association (6th ed., 2009). Of
note, section headings should not be numbered.
Manuscripts should ordinarily not exceed 50 pages, including references and tabular
material. Exceptions may be made with prior approval of the Editor in Chief.
Manuscript length can often be managed through the judicious use of appendices. In
general the References section should be limited to citations actually discussed in the
text. References to articles solely included in meta-analyses should be included in an
appendix, which will appear in the on line version of the paper but not in the print
copy. Similarly, extensive Tables describing study characteristics, containing
material published elsewhere, or presenting formulas and other technical material
should also be included in an appendix. Authors can direct readers to the appendices
in appropriate places in the text.
It is authors' responsibility to ensure their reviews are comprehensive and as up to
date as possible (at least through the prior calendar year) so the data are still current
at the time of publication. Authors are referred to the PRISMA Guidelines
(http://www.prisma-statement.org/statement.htm) for guidance in conducting
reviews and preparing manuscripts. Adherence to the Guidelines is not required, but
is recommended to enhance quality of submissions and impact of published papers
on the field.
Appendices
If there is more than one appendix, they should be identified as A, B, etc. Formulae
and equations in appendices should be given separate numbering: Eq. (A.1), Eq.
(A.2), etc.; in a subsequent appendix, Eq. (B.1) and so on. Similarly for tables and
figures: Table A.1; Fig. A.1, etc.
Essential title page information
Title. Concise and informative. Titles are often used in information-retrieval
systems. Avoid abbreviations and formulae where possible. Note: The title page
should be the first page of the manuscript document indicating the author's
names and affiliations and the corresponding author's complete contact
information.
Author names and affiliations. Where the family name may be ambiguous (e.g., a
double name), please indicate this clearly. Present the authors' affiliation addresses
(where the actual work was done) below the names. Indicate all affiliations with a
lower-case superscript letter immediately after the author's name and in front of the
appropriate address. Provide the full postal address of each affiliation, including the
country name, and, if available, the e-mail address of each author within the cover
letter.
Corresponding author. Clearly indicate who is willing to handle correspondence at
all stages of refereeing and publication, also post-publication. Ensure that
telephone and fax numbers (with country and area code) are provided in
addition to the e-mail address and the complete postal address.
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Present/permanent address. If an author has moved since the work described in the
article was done, or was visiting at the time, a "Present address"' (or "Permanent
address") may be indicated as a footnote to that author's name. The address at which
the author actually did the work must be retained as the main, affiliation address.
Superscript Arabic numerals are used for such footnotes.

Abstract
A concise and factual abstract is required (not exceeding 200 words). This should be
typed on a separate page following the title page. The abstract should state briefly
the purpose of the research, the principal results and major conclusions. An abstract
is often presented separate from the article, so it must be able to stand alone.
References should therefore be avoided, but if essential, they must be cited in full,
without reference to the reference list.
Graphical abstract
A Graphical abstract is optional and should summarize the contents of the article in a
concise, pictorial form designed to capture the attention of a wide readership online.
Authors must provide images that clearly represent the work described in the article.
Graphical abstracts should be submitted as a separate file in the online submission
system. Image size: Please provide an image with a minimum of 531 × 1328 pixels
(h × w) or proportionally more. The image should be readable at a size of 5 × 13 cm
using a regular screen resolution of 96 dpi. Preferred file types: TIFF, EPS, PDF or
MS Office files. See http://www.elsevier.com/graphicalabstracts for examples.
Authors can make use of Elsevier's Illustration and Enhancement service to ensure
the best presentation of their images also in accordance with all technical
requirements: Illustration Service.
Highlights
Highlights are mandatory for this journal. They consist of a short collection of bullet
points that convey the core findings of the article and should be submitted in a
separate file in the online submission system. Please use 'Highlights' in the file name
and include 3 to 5 bullet points (maximum 85 characters, including spaces, per bullet
point). See http://www.elsevier.com/highlights for examples.
Keywords
Immediately after the abstract, provide a maximum of 6 keywords, using American
spelling and avoiding general and plural terms and multiple concepts (avoid, for
example, 'and', 'of'). Be sparing with abbreviations: only abbreviations firmly
established in the field may be eligible. These keywords will be used for indexing
purposes.
Abbreviations
Define abbreviations that are not standard in this field in a footnote to be placed on
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the first page of the article. Such abbreviations that are unavoidable in the abstract
must be defined at their first mention there, as well as in the footnote. Ensure
consistency of abbreviations throughout the article.
Acknowledgements
Collate acknowledgements in a separate section at the end of the article before the
references and do not, therefore, include them on the title page, as a footnote to the
title or otherwise. List here those individuals who provided help during the research
(e.g., providing language help, writing assistance or proof reading the article, etc.).
Footnotes
Footnotes should be used sparingly. Number them consecutively throughout the
article, using superscript Arabic numbers. Many wordprocessors build footnotes into
the text, and this feature may be used. Should this not be the case, indicate the
position of footnotes in the text and present the footnotes themselves separately at
the end of the article. Do not include footnotes in the Reference list.
Table footnotes
Indicate each footnote in a table with a superscript lowercase letter.
Electronic artwork
General points
• Make sure you use uniform lettering and sizing of your original artwork.
• Embed the used fonts if the application provides that option.
• Aim to use the following fonts in your illustrations: Arial, Courier, Times New
Roman, Symbol, or use fonts that look similar.
• Number the illustrations according to their sequence in the text.
• Use a logical naming convention for your artwork files.
• Provide captions to illustrations separately.
• Size the illustrations close to the desired dimensions of the printed version.
• Submit each illustration as a separate file.
A detailed guide on electronic artwork is available on our website:
http://www.elsevier.com/artworkinstructions
You are urged to visit this site; some excerpts from the detailed information are
given here.
Formats
If your electronic artwork is created in a Microsoft Office application (Word,
PowerPoint, Excel) then please supply 'as is' in the native document format.
Regardless of the application used other than Microsoft Office, when your electronic
artwork is finalized, please 'Save as' or convert the images to one of the following
formats (note the resolution requirements for line drawings, halftones, and
line/halftone combinations given below):
EPS (or PDF): Vector drawings, embed all used fonts.
TIFF (or JPEG): Color or grayscale photographs (halftones), keep to a minimum of
300 dpi.
TIFF (or JPEG): Bitmapped (pure black & white pixels) line drawings, keep to a
minimum of 1000 dpi.
TIFF (or JPEG): Combinations bitmapped line/half-tone (color or grayscale), keep to
a minimum of 500 dpi.
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Please do not:
• Supply files that are optimized for screen use (e.g., GIF, BMP, PICT, WPG); these
typically have a low number of pixels and limited set of colors;
• Supply files that are too low in resolution;
• Submit graphics that are disproportionately large for the content.
Color artwork
Please make sure that artwork files are in an acceptable format (TIFF (or JPEG),
EPS (or PDF), or MS Office files) and with the correct resolution. If, together with
your accepted article, you submit usable color figures then Elsevier will ensure, at no
additional charge, that these figures will appear in color on the Web (e.g.,
ScienceDirect and other sites) regardless of whether or not these illustrations are
reproduced in color in the printed version. For color reproduction in print, you
will receive information regarding the costs from Elsevier after receipt of your
accepted article. Please indicate your preference for color: in print or on the Web
only. For further information on the preparation of electronic artwork, please see
http://www.elsevier.com/artworkinstructions.
Please note: Because of technical complications which can arise by converting color
figures to 'gray scale' (for the printed version should you not opt for color in print)
please submit in addition usable black and white versions of all the color
illustrations.
Figure captions
Ensure that each illustration has a caption. Supply captions separately, not attached
to the figure. A caption should comprise a brief title (not on the figure itself) and a
description of the illustration. Keep text in the illustrations themselves to a minimum
but explain all symbols and abbreviations used.
Tables
Number tables consecutively in accordance with their appearance in the text. Place
footnotes to tables below the table body and indicate them with superscript
lowercase letters. Avoid vertical rules. Be sparing in the use of tables and ensure that
the data presented in tables do not duplicate results described elsewhere in the
article.
References
Citations in the text should follow the referencing style used by the American
Psychological Association. You are referred to the Publication Manual of the
American Psychological Association, Sixth Edition, ISBN 1-4338-0559-6, copies of
which may be ordered from http://books.apa.org/books.cfm?id=4200067 or APA
Order Dept., P.O.B. 2710, Hyattsville, MD 20784, USA or APA, 3 Henrietta Street,
London, WC3E 8LU, UK. Details concerning this referencing style can also be
found at http://humanities.byu.edu/linguistics/Henrichsen/APA/APA01.html
Citation in text
Please ensure that every reference cited in the text is also present in the reference list
(and vice versa). Any references cited in the abstract must be given in full.
Unpublished results and personal communications are not recommended in the
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reference list, but may be mentioned in the text. If these references are included in
the reference list they should follow the standard reference style of the journal and
should include a substitution of the publication date with either 'Unpublished results'
or 'Personal communication'. Citation of a reference as 'in press' implies that the item
has been accepted for publication.
Web references
As a minimum, the full URL should be given and the date when the reference was
last accessed. Any further information, if known (DOI, author names, dates,
reference to a source publication, etc.), should also be given. Web references can be
listed separately (e.g., after the reference list) under a different heading if desired, or
can be included in the reference list.
References in a special issue
Please ensure that the words 'this issue' are added to any references in the list (and
any citations in the text) to other articles in the same Special Issue.
Reference management software
This journal has standard templates available in key reference management packages
EndNote (http://www.endnote.com/support/enstyles.asp) and Reference Manager
(http://refman.com/support/rmstyles.asp). Using plug-ins to wordprocessing
packages, authors only need to select the appropriate journal template when
preparing their article and the list of references and citations to these will be
formatted according to the journal style which is described below.
Reference style
References should be arranged first alphabetically and then further sorted
chronologically if necessary. More than one reference from the same author(s) in the
same year must be identified by the letters "a", "b", "c", etc., placed after the year of
publication. References should be formatted with a hanging indent (i.e., the first
line of each reference is flush left while the subsequent lines are indented).
Examples: Reference to a journal publication: Van der Geer, J., Hanraads, J. A. J., &
Lupton R. A. (2000). The art of writing a scientific article. Journal of Scientific
Communications, 163, 51-59.
Reference to a book: Strunk, W., Jr., &White, E. B. (1979). The elements of style.
(3rd ed.). New York: Macmillan, (Chapter 4).
Reference to a chapter in an edited book: Mettam, G. R., & Adams, L. B. (1994).
How to prepare an electronic version of your article. In B.S. Jones, & R. Z. Smith
(Eds.), Introduction to the electronic age (pp. 281-304). New York: E-Publishing Inc.
Video data
Elsevier accepts video material and animation sequences to support and enhance
your scientific research. Authors who have video or animation files that they wish to
submit with their article are strongly encouraged to include links to these within the
body of the article. This can be done in the same way as a figure or table by referring
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to the video or animation content and noting in the body text where it should be
placed. All submitted files should be properly labeled so that they directly relate to
the video file's content. In order to ensure that your video or animation material is
directly usable, please provide the files in one of our recommended file formats with
a preferred maximum size of 50 MB. Video and animation files supplied will be
published online in the electronic version of your article in Elsevier Web products,
including ScienceDirect: http://www.sciencedirect.com. Please supply 'stills' with
your files: you can choose any frame from the video or animation or make a separate
image. These will be used instead of standard icons and will personalize the link to
your video data. For more detailed instructions please visit our video instruction
pages at http://www.elsevier.com/artworkinstructions. Note: since video and
animation cannot be embedded in the print version of the journal, please provide text
for both the electronic and the print version for the portions of the article that refer to
this content.
AudioSlides
The journal encourages authors to create an AudioSlides presentation with their
published article. AudioSlides are brief, webinar-style presentations that are shown
next to the online article on ScienceDirect. This gives authors the opportunity to
summarize their research in their own words and to help readers understand what the
paper is about. More information and examples are available at
http://www.elsevier.com/audioslides. Authors of this journal will automatically
receive an invitation e-mail to create an AudioSlides presentation after acceptance of
their paper.
Supplementary data
Elsevier accepts electronic supplementary material to support and enhance your
scientific research. Supplementary files offer the author additional possibilities to
publish supporting applications, high-resolution images, background datasets, sound
clips and more. Supplementary files supplied will be published online alongside the
electronic version of your article in Elsevier Web products, including ScienceDirect:
http://www.sciencedirect.com. In order to ensure that your submitted material is
directly usable, please provide the data in one of our recommended file formats.
Authors should submit the material in electronic format together with the article and
supply a concise and descriptive caption for each file. For more detailed instructions
please visit our artwork instruction pages at
http://www.elsevier.com/artworkinstructions.
3D neuroimaging
You can enrich your online articles by providing 3D neuroimaging data in NIfTI
format. This will be visualized for readers using the interactive viewer embedded
within your article, and will enable them to: browse through available neuroimaging
datasets; zoom, rotate and pan the 3D brain reconstruction; cut through the volume;
change opacity and color mapping; switch between 3D and 2D projected views; and
download the data. The viewer supports both single (.nii) and dual (.hdr and .img)
NIfTI file formats. Recommended size of a single uncompressed dataset is 100 MB
or less. Multiple datasets can be submitted. Each dataset will have to be zipped and
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uploaded to the online submission system via the '3D neuroimaging data' submission
category. Please provide a short informative description for each dataset by filling in
the 'Description' field when uploading a dataset. Note: all datasets will be available
for downloading from the online article on ScienceDirect. If you have concerns
about your data being downloadable, please provide a video instead. For more
information see: http://www.elsevier.com/3DNeuroimaging.
Submission checklist
The following list will be useful during the final checking of an article prior to
sending it to the journal for review. Please consult this Guide for Authors for further
details of any item.
Ensure that the following items are present:
One author has been designated as the corresponding author with contact details:
• E-mail address
• Full postal address
• Phone numbers
All necessary files have been uploaded, and contain:
• Keywords
• All figure captions
• All tables (including title, description, footnotes)
Further considerations
• Manuscript has been 'spell-checked' and 'grammar-checked'
• References are in the correct format for this journal
• All references mentioned in the Reference list are cited in the text, and vice versa
• Permission has been obtained for use of copyrighted material from other sources
(including the Web)
• Color figures are clearly marked as being intended for color reproduction on the
Web (free of charge) and in print, or to be reproduced in color on the Web (free of
charge) and in black-and-white in print
• If only color on the Web is required, black-and-white versions of the figures are
also supplied for printing purposes
For any further information please visit our customer support site at
http://support.elsevier.com.

Use of the Digital Object Identifier
The Digital Object Identifier (DOI) may be used to cite and link to electronic
documents. The DOI consists of a unique alpha-numeric character string which is
assigned to a document by the publisher upon the initial electronic publication. The
assigned DOI never changes. Therefore, it is an ideal medium for citing a document,
particularly 'Articles in press' because they have not yet received their full
bibliographic information. Example of a correctly given DOI (in URL format; here
an article in the journal Physics Letters B):
http://dx.doi.org/10.1016/j.physletb.2010.09.059
When you use a DOI to create links to documents on the web, the DOIs are
guaranteed never to change.
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For inquiries relating to the submission of articles (including electronic submission)
please visit this journal's homepage. For detailed instructions on the preparation of
electronic artwork, please visit http://www.elsevier.com/artworkinstructions. Contact
details for questions arising after acceptance of an article, especially those relating to
proofs, will be provided by the publisher. You can track accepted articles at
http://www.elsevier.com/trackarticle. You can also check our Author FAQs at
http://www.elsevier.com/authorFAQ and/or contact Customer Support via
http://support.elsevier.com.
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Author guidelines for publication in Aging and Mental health

ISSN 1360-7863 (Print), 1364-6915 (Online)
This journal uses ScholarOne Manuscripts (previously Manuscript Central) to peer
review manuscript submissions. Please read the guide for ScholarOne authors before
making a submission. Complete guidelines for preparing and submitting your
manuscript to this journal are provided below.
Aging & Mental Health has a new editorial e-mail address: amh@ucl.ac.uk . General
enquiries can be sent to m.orrell@ucl.ac.uk .
Use these instructions if you are preparing a manuscript to submit to Aging & Mental
Health . To explore our journals portfolio, visit http://www.tandfonline.com , and for
more author resources, visit our Author Services website.

Aging & Mental Health is an international peer-reviewed journal publishing highquality, original research. All submitted manuscripts are subject to initial appraisal
by the Editor and if found suitable for further consideration, to peer-review by
independent anonymous expert referees. All peer review is double blind and
submission is online via ScholarOne Manuscripts . We encourage the submission of
timely review articles that summarize emerging trends in an area of mental health or
aging, or which address issues which have been overlooked in the field. Reviews
should be conceptual and address theory and methodology as appropriate.
Aging & Mental Health considers all manuscripts on the strict condition that




the manuscript is your own original work, and does not duplicate any other
previously published work, including your own previously published work.
the manuscript is not currently under consideration or peer review or
accepted for publication or in press or published elsewhere.
the manuscript contains nothing that is abusive, defamatory, libellous,
obscene, fraudulent, or illegal.

Please note that Aging & Mental Health uses CrossCheck™ software to screen
manuscripts for unoriginal material. By submitting your manuscript to Aging &
Mental Health you are agreeing to any necessary originality checks your manuscript
may have to undergo during the peer-review and production processes.
Any author who fails to adhere to the above conditions will be charged with costs
which Aging & Mental Health incurs for their manuscript at the discretion of
Aging & Mental Health ’s Editors and Taylor & Francis, and their manuscript will be
rejected.
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This journal is compliant with the Research Councils UK OA policy. Please see
the licence options and embargo periods here .
Manuscript preparation
1. General guidelines
↑Back to top.















Manuscripts are accepted only in English. Any consistent spelling and
punctuation styles may be used. Please use single quotation marks, except
where ‘a quotation is “within” a quotation’. Long quotations of 40 words or
more should be indented without quotation marks.
Manuscripts may be in the form of (i) regular articles not usually exceeding
5,000 words (under special circumstances, the Editors will consider articles
up to 10,000 words), or (ii) short reports not exceeding 2,000 words . These
word limits exclude references and tables. Manuscripts that greatly exceed
this will be critically reviewed with respect to length. Authors should include
a word count with their manuscript.
Manuscripts should be compiled in the following order: title page (including
Acknowledgments as well as Funding and grant-awarding bodies); abstract;
keywords; main text; references; appendices (as appropriate); table(s) with
caption(s) (on individual pages); figure caption(s) (as a list).
Please supply all details required by any funding and grant-awarding bodies
as an Acknowledgement on the title page of the manuscript, in a separate
Funding paragraph, as follows:
For single agency grants :
This work was supported by the <Funding Agency> under Grant <number
xxxx>.
For multiple agency grants :
This work was supported by the <Funding Agency #1> under Grant <number
xxxx>; <Funding Agency #2> under Grant <number xxxx>; and <Funding
Agency #3> under Grant <number xxxx>.
Structured Abstracts of not more than 250 words are required for all
manuscripts submitted. The abstract should be arranged as follows: Title of
manuscript; name of journal; abstract text containing the following headings:
Objectives, Method, Results, and Conclusion.
Each manuscript should have 3 to 5 keywords .
Search engine optimization (SEO) is a means of making your article more
visible to anyone who might be looking for it. Please consult our guidance
here .
Section headings should be concise. The text should normally be divided into
sections with the headings Introduction, Methods, Results, and Discussion.
Long articles may need subheadings within some sections to clarify their
content.
All authors of a manuscript should include their full names, affiliations,
postal addresses, telephone numbers and email addresses on the cover page
of the manuscript. One author should be identified as the corresponding
author. Please give the affiliation where the research was conducted. If any of
the named co-authors moves affiliation during the peer review process, the
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new affiliation can be given as a footnote. Please note that no changes to
affiliation can be made after the manuscript is accepted. Please note that the
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