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Summary


After some decades of pioneering work by Jon Kabat-Zinn, mindfulness techniques are becoming more and more incorporated into different clinical therapies. For example in the field of depression the deployment of mindfulness is explicitly theory-driven. Mindfulness-based cognitive therapy for depression (MBCT), that was developed by Segal et al. (2002), is discussed at length. Especially the rationale for mindfulness as the clinical intervention of choice. Results of effect-studies using a randomized controlled design are encouraging. In the current clinical literature there is a lively discussion on the best way to approach the concept of mindfulness, both in clinical practice and in clinical research settings. Questions that rise concern definition of the concept, measurement, therapist’s individual mindfulness practice, contextual versus isolated approach etc. In fact there is striking disagreement among the different authors. In order to make sense of the ambiguities, the possibility of two different underlying paradigms is examined. In particular the scientific-philosophical framework as summarized by Ken Wilber (1983) clarifies the inner and outer perspectives. The framework describes different methodologies of research, yet the same underlying abstract principles for data accumulation and verification in the three fields of knowledge: empirical, rational and spiritual. It is argued that adequate training in each specific field of knowledge is necessary to verify the relevant data. In the spiritual context of mindfulness, which spans the past 3000 years, data are verified using a first person methodology. Therefore the empirical, third person methodology is seen as complementary. A recommendation is made for taking a broad view, by treating both the empirical and the spiritual context with respect and genuine curiosity. In fact, both contexts could profit from cross-fertilization.
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Introduction

A paper on mindfulness might as well start in the ‘present moment’. For that’s what mindfulness is basically about: ‘being in the present moment’. Another possible starting point could be a more historical one, 2500 years ago, when Sakyamuni Buddha reached Enlightenment. Or even better would be 3000 years ago, because mindfulness techniques actually existed before the time of the Buddha. From that time on, mindfulness has been practiced, studied and taught in an unbroken line straight to this time by numerous generations of practitioners: students, teachers, yogis, gurus, monks, laypeople etc. In fact mindfulness is but one practice among many others, and they all share the same goal: to end human suffering, which often is summarized as ‘clinging to a self’. The problem however with such a historical perspective seems to be that there’s no connection with empirical-scientific psychology, as it has developed over the past 100 years. And since that is the prescribed context of this paper I will have to turn attention back to the present moment, more precisely to the last few decades of ‘present moments’.

To suggest there’s no connection with modern psychology needs a little more explanation. In fact there is a rapidly growing interest in the usefulness of mindfulness meditation techniques as a clinical intervention (Baer, 2003). The first to use mindfulness techniques in a clinical setting was Kabat-Zinn (1990). The program he developed, called ‘Mindfulness-Based Stress Reduction’ (MBSR) was originally meant for the management of chronic pain (Kabat-Zinn, 1982), but is now widely used to reduce psychological morbidity associated with all kinds of chronic illnesses (Bishop, 2004). Although MBSR effect research didn’t meet the empirical standard for some time, recent randomized controlled trials show impressive results (Reibel et al., 2001; Carlson et al., 2001; Speca et al., 2000). Besides the medical-somatic use of mindfulness in MBSR, there are a number of other ‘incorporations’ of mindfulness techniques in several other clinical domains, for example for the treatment of borderline personality disorder (‘Dialectical Behavior Therapy’, Linehan, 1993), generalized anxiety disorder (Roemer & Orsillo, 2002), post-traumatic stress disorder (Wolsdorf & Zlotnick, 2001), substance abuse (Marlat, 2002) and eating disorders (Kristeller & Halett, 1999). A clinical domain that will receive special attention in the context of this paper is ‘depression’ (Mindfulness-Based Cognitive Therapy, Segal et al., 2002). It will act as an example of a scientific approach to incorporate mindfulness into the field of cognitive therapy. 

After the introduction of mindfulness as a clinical intervention we’ll look at the way mindfulness is incorporated in the other domains within the field. And in particular we’ll look at the questions that rise while working with such a relative ‘fremdkörper’. It is these questions that will be the main interest of this paper. What is the definition of the concept of mindfulness? How can it be measured? Should therapists/ instructors who deliver the mindfulness training also practice themselves on a daily basis? Is it necessary to look at the spiritual context or do we have to isolate the concept in order to study it? Etc. What makes these questions interesting is disagreement on the answers by the various authors. And from disagreement of course a lot could be learned. An example of such opposing views is the following. Hayes (2002) states that mindfulness should be first isolated from its “sectarian or supernatural connotations” (p.105), before it could be qualified to enter clinical psychology. A quite different way of looking at this point comes from Dimidjian and Linehan (2003). They seem to be willing to give the spiritual context more weight, where they suggest to have “… ongoing discussions about training and competence with teachers in the spiritual traditions from which mindfulness is derived” (p.170). Kabat-Zinn (2003) as well recommends deep respect for and careful examination of the spiritual context. Now apart from the fact that both views may be valid in some way, what could be the nature of these different opinions? Are they just a matter of taste, or personal interest? 

One way of looking at this problem at a deeper level is in terms of a ‘paradigm clash’ (Kuhn, 1970). A paradigm, as Kuhn describes it, can be seen as a kind of ‘super theory’, a theory that captures most of the known phenomena in a certain field. The problem with a paradigm can be that it becomes too much of a reference point, so that all phenomena are seen through this one pair of glasses. Researchers working within a paradigm tend to ‘forget’ their basic assumptions and start to ‘cling’ to their framework, so that everything is explained from that same perspective and deviant viewpoints are dismissed as nonsensical or invalid. Therefore when new ideas (from other paradigms) try to enter the existing paradigm this will result in a paradigm clash. Walsh (1980) states that in this way “… even the greatest scientific innovations have frequently been discounted initially.” (p.664) A paradigm clash is often associated with category errors (Walsh, 1980; Wilber, 1983), which means that phenomena that typically belong to one paradigm are now claimed to be only validly explained within the frame of the other paradigm. This claim is false, therefore it is called an error.

Mindfulness comes from a tradition that is mostly seen as belonging to a ‘paradigm’ that is different from the western scientific paradigm. Walsh (1980) refers to the paradigm to which mindfulness belongs as the ‘consciousness disciplines’, which originated in eastern cultures, but which also have become rooted in western cultures since the 1960s. One way to address the dichotomy between the two paradigms is in terms of methodology or ‘perspective’ from which data are observed.  In this dichotomy mindfulness stands for an inward, subjective, first person perspective versus modern empirical science holding an outward, objective, third person perspective (Varela et al., 1991). In a much broader context Young (1997) speaks of the inner and the outer sciences, of spirituality and science. A meeting between these two paradigms could in the Kuhnian sense easily evoke a paradigm clash, with all kinds of category errors. An example from the field of clinical psychology in which the validity of the other paradigm is denied is Hayes (2003), where he discusses the ambiguities concerning the concept of mindfulness: “All of this is not surprising, because mindfulness is a prescientific concept, so its development would not be expected to be scientifically coherent at this point (…) Buddhism is a prescientific system. Its postulates and principles are not scientific postulates and principles. It is only a small advance to test the impact of technologies that are thousands of years old. A more significant advance requires that we understand them, scientifically speaking.” (p.161) At first sight Hayes simply seems to acknowledge the two paradigms, but with another statement he makes it very clear which paradigm is seen as the most valid: “… if spiritual traditions are to enter empirical clinical psychology, they must be ours.” (Hayes, 2002, p.105). The rationale for this claim however remains completely implicit.

Extensive comparison of the two paradigms as described above is beyond the scope of this paper, let alone their integration. Some thoughtful books are written on the integration of spirituality and science (e.g. Wilber 1998) or on the integration of spirituality and clinical practice (e.g. Miller, 1999; Epstein, 1995). But this paper’s focus will be on the specific case of mindfulness as it is being incorporated in current clinical practice and research. A handsome ‘tool’ for the evaluation of the ambiguities that rise during this incorporation process is supplied by Wilber (1983), who distinguishes three different modes of data accumulation, called eyes (an ‘empirical’, a ‘rational’ and a ‘spiritual’ eye), next to three global principles by which each data set (empirical, rational or spiritual) could be validated in exactly the same manner. Wilber also describes the ‘category error’ mentioned by Walsh (1980) but now in terms of one eye disclaiming the validity of another, more appropriate eye. An example of such a category error is the forementioned position by Hayes & Wilson (2003) that spiritual truths should first be tested empirically in order to become valid. At this point I have to admit that I’m so much ingrained with western empirical culture myself that it always sounds very plausible when this sort of claim is made: any new thing should of course first be tested before it can be trusted. That’s why all clinical interventions nowadays are supposed to be evidence based. That all sounds pretty straight. So what could be the problem here? Maybe the act of mindfulness, in the sense of looking inward and becoming aware of one’s own viewpoint, could give a clue? The possibility of empirical clinical science becoming mindful of its own limitations, its strengths and weaknesses, will be extensively dealt with in chapter 2. Of course the goal is not so much self-awareness per se but first of all being truly able to investigate a concept from a different ‘world’, and in doing so  “… the first essential step requires a thorough investigation of the beliefs, models and paradigms that we ourselves bring to the investigation.” (Walsh, 1980, p. 671).

The idea that spiritual knowledge about the mind ‘from within’ might contribute to the field of psychology is actually a lot older than the 1960s, when the ‘consciousness disciplines’ cautiously started to take root in western psychology and society. There is a very nice anecdote about one of the great forefathers of psychology, William James, who tried to make this point one century ago, when psychology was just about to quit her philosophical embedding and become a discipline of her own. The story says that during one of his lectures, when James spotted a Buddhist monk in his audience, he interrupted the talk and said to the monk: “Take my chair, you are better equipped to lecture on psychology than I. This is the psychology everybody will be studying twenty-five years from now” (Fields, 1992, as cited in Epstein, 1995, p.2). Epstein continues to say that James’ prophecy was not fulfilled, instead Freud’s psycho-analysis would become the leading perspective in the field until halfway the twentieth century. So how about James’ prophecy in the 21st century? 

As for the structure of this paper, we’ll first plunge into the problem of depression as an example of how mindfulness could become incorporated in a western scientific clinical approach (chapter 1). At the end of chapter 1, the broader picture in terms of the current ambiguities in the field concerning mindfulness will be shortly described. The framework to contain these ambiguities (Wilber, 1983) will then be laid out in chapter 2, and within that context five important questions will be discussed and evaluated in chapter 3.

Chapter 1: Mindfulness-Based Cognitive Therapy: a scientific approach

This chapter will describe how mindfulness becomes the most obvious solution to a newly appearing (for the last two decades) problem in depression: relapse. Mindfulness techniques apparently fill a gap where cognitive therapy cannot reach. 

1.1 The problem of depression: from acute to chronic


Depression is sometimes seen as a mood disorder, but the DSM IV criteria also ‘prescribe’ physical and mental signs such as difficulties in sleeping, poor appetite, impaired concentration, and feelings of hopelessness and worthlessness. Prevalence rates are impressive with 20-25% of women and 7-12% of men suffering a clinical depression during their lifetime. “A recent World Health Organization projection for the year 2020 estimates that, of all diseases, depression will impose the second largest burden of ill health worldwide.” (Segal et al., 2002, p.11) The treatment of depression, as far as the immediate effect is concerned, was quite successful by the end of the 1980s, with cognitive and interpersonal therapies as the ‘gold standards’, equivalent to antidepressant medication (Williams, 1992). But as soon as new studies appeared with a more long-term perspective, a very important new and unforeseen aspect of depression was discovered: its recurrence. In a review by Judd (1997) it is said that there is a more than 80% risk factor of repeated episodes after the first one, so with that finding depression has become a chronic, lifelong illness.


Another important finding was done by Glen et al. (1984). They did a randomized placebo-controlled study of the ‘maintenance’ effect of anti-depressant drugs. Apart from the result that anti-depressants definitely reduced recurrence rates (from 50% to 20%), another even more important fact was discovered, namely that depression came back much more quickly than would be expected if it were a new episode. This means that it was not recurrence happening but relapse. Apparently the antidepressants suppressed the depressive symptoms, which could then reappear as soon as treatment had stopped. Now if the effect of antidepressants was mainly to suppress symptoms, what then could be the lasting effect of psychotherapy? In a placebo-controlled study by Frank et al. (1991) the maintenance effect of interpersonal therapy was strongly subscribed, especially because the more interpersonal therapy elements were taught, the longer patients stayed well. So the maintenance (prolonged well being) effects in fact were related to specific therapy elements. It is at this point that John Teasdale, Zindel Segal and Mark Williams started their adventurous journey to a special version of cognitive therapy for depression, which had to be a maintenance version (Segal et al., 2002).

1.2 Pathways to relapse


A first comparison of ‘spontaneous’ maintenance effects of antidepressant drugs versus cognitive therapy shows that the latter does a lot better with 20-36% relapse rates versus antidepressants with 50-78% relapse rates (Segal et al., 2002). Therefore Segal et al. first start to ask themselves “… why develop a maintenance version at all?” (p. 25) A very significant question however arises from the ‘spontaneous’ maintenance effect of cognitive therapy. What is the nature of this effect? What do patients learn in cognitive therapy that protects them from future depression? Maybe the answer to this question can be found when looking for the pathways to new episodes of depression.


A very important finding that put Segal et al. off the strict ‘cognitive therapy track’ was done by Ingram et al. (1998). In a review of over 40 studies, which all compared previously depressed and never-depressed participants on their score on the ‘Dysfunctional Attitude Scale’ (DAS, Beck, 1979), Ingram and his colleagues found that both groups did not differ in their dysfunctional thinking styles. Now why this finding is of major importance, is because it disqualifies the main goal of cognitive therapy (changing dysfunctional thought content) as the crucial element in preventing relapse. Cognitive therapy clearly does a great job in addressing and changing dysfunctional thought content for the acute treatment of depression, but when it comes to relapse/recurrence a different perspective is needed. So the paradox here is: cognitive therapy does have a prophylactic effect but not for the ‘right’ reasons. What could these right reasons be?


There are two lines of argument that point to the causes of relapse. One is from Teasdale (1988) and concerns the effects of (sad) mood on thinking. The other one comes from Nolen-Hoeksema (1991) and its perspective is exactly the other way around: the effect of thinking style on (sad) mood. To start with the first perspective, a central idea here is that of ‘vulnerability’ to small mood changes. Teasdale’s (1988) ‘differential activation hypothesis’ suggests that earlier learning experiences have linked sad moods with ‘depressogenic’ styles of thinking, so that these thought patterns arise as soon as - even mild - sad moods are experienced. When previously depressed people feel fine, their thinking cannot be distinguished from never-depressed people, but as soon as they feel sad they are vulnerable to relapse into depression again. Evidence for the differential activation hypothesis comes from research on memory biases in formerly depressed people (Teasdale, 1988), and also from research on changes in ‘dysfunctional attitudes’ during sad mood (Miranda et al., 1990). As for the second line of argument, the effect of thinking style on mood, a central idea here is the so-called ‘ruminative response style’, which means people’s tendency to think negatively about themselves and try to find solutions for the discrepancy between their perceived and desired state. The ruminating style has a ‘clinging’ quality and tends to be self-perpetuating, with every thought circle creating new problems and dissatisfactions that need to be solved etc. By ‘cynical luck’, Nolen-Hoeksema (1991) assessed people on their ruminative response styles shortly before an earthquake occurred. Following the earthquake, people with a tendency to react to depression by ruminating had the highest depression scores. A second study with a randomized controlled design confirmed the previous findings (Lyubomirsky & Nolen-Hoeksema, 1995). So now a hypothesized cycle of ‘mild sad mood > causing ruminative thinking > causing deeper sad mood > causing more ruminative thinking…’ etc. had been grounded in sufficient empirical evidence.

1.3 ‘Vulnerability’ from an Interacting Cognitive Subsystems (ICS) perspective


At this point it might be interesting to take just a few more steps off the main road and look shortly into an information processing theory that is put forward by Teasdale and Barnard (1993): ‘Interacting Cognitive Subsystems” (ICS) theory. Without getting into all the details, there are a few concepts that might be worth mentioning here because they explain more clearly why and how mindfulness meditation can be helpful in preventing relapse. 


A central idea in ICS is that information processing occurs broadly at two levels. One is a more general, schematic level, receiving direct input from all the senses (e.g. smell, sound, taste, proprioceptive feedback etc.) and also directly connected to emotion. At this ‘level’, or in this ‘mode’, so called ‘implicational’ meaning is processed. This is the implicational level. Compatible terms are ‘gut-level’, ‘hot cognition’ or ‘felt sense’. Teasdale et al. (1995) give the example of poetry where ‘holistic’ meaning accounts for most of the impact. The other level is a more conceptual, purely cognitive level, a mode that processes ‘propositional’ meaning. This is the propositional level. Related terms are ‘intellectual level’, ‘rational mode’ and ‘cold cognition’. Each of these two levels or mental modes has its own memory system. From this premise it can now be understood how “differences in schematic models between individuals reflect both differences in experience and in the way that experience has been analyzed” (Teasdale et al., 1995, p.27). So here is one half of the explanation of vulnerability to relapse, namely someone’s personal history of sets of learning experiences (schemas). Note that the meaning of ‘schema’ here is very different from the ‘schemas’ used by Beck (1979) as a cognitive therapy term. In ICS an implicational schema regards all kinds of meaning that is beyond conceptual meaning. So in the same line of thinking propositional mode only has access to emotion via implicational mode. Where in Beck’s view the crucial level for therapeutic change to occur is at the ‘cognitive’ level, in Teasdale’s view it is the implicational, more ‘generic’ level that mediates all change. Therefore Teasdale states that for a cognition to penetrate a depressive mood state, it first must be ‘felt’ more deeply or totally at the implicational level, because it is the necessary route to emotion (Teasdale et al., 1995).
Teasdale & Barnard (1993) have developed a detailed theoretical model of how depression can ‘feed’ itself through perpetuating loops of information processing. Figure1 shows the process called “depressive interlock”. The upper circle is called the ‘sensory loop’, the lower circle is the ‘cognitive loop’. Both loops come together at the central ‘implicational’ level. 
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Figure1   ‘Depressive Interlock’ (from: Teasdale & Barnard, 1993, p.229)

The inner circle between implicational level and propositional level is called the “central engine”. When in a depressive state, “… the ‘central engine’ resources are devoted to repetitive, ‘ruminative’, information processing cycles motivated to the attainment of central personal goals, or intentions, that can neither be attained nor relinquished” (Teasdale et al., 1995, p.30). Therefore the other half of the vulnerability aspect could be formulated as the ease with which these so called ‘depressive interlock’ configurations can be reinstated once in a state of mild negative affect.

1.4 How does cognitive therapy prevent relapse?


From this theoretical background we could re-enter the discussion by answering the question for what ‘right’ reasons cognitive therapy might prevent relapse. As pointed out earlier, the main goal of cognitive therapy, which is changing thought content, is clearly not at work in preventing relapse. The mechanism that is suggested by Teasdale et al. (1995), from an ICS-perspective, is that during cognitive therapy old ‘depressogenic’ schemas are put in a new context, because patients have learned to look at their thoughts from a distance. They learn to see their negative thoughts as not necessarily true, moreover they could even be replaced by more positive ones. Teasdale et al. argue that it is a more general sense of ‘coping’ that is the core effect of the therapy, not necessarily any specific coping strategy or a ‘good’ thought replacing a ‘bad’ one. Such a coping strategy can therefore be seen as an ‘intervention’ in reactivated depressogenic cycles of cognitive processing. It is more about how people relate to their thoughts and feelings, than it is about the content of either one. Teasdale et al. go on to say that “from this perspective it is not essential, or even desirable, that treatments should aim to eliminate the experience of states of unhappiness or mild depression.” (p.30) This is a very important remark because, as we will see later on, the full experience of any state, happy, unhappy or in between, is at the heart of mindfulness practice. 

1.5 Mindfulness in the MBCT program


In chapter 3 several other aspects and definitions of mindfulness will be explored in further detail, but here we’ll focus on its use in the ‘Mindfulness-Based Cognitive Therapy’ (MBCT) program. As mentioned in the first paragraph, MBCT is very much inspired by the Mindfulness-Based Stress Reduction (MBSR) program developed by Kabat-Zinn (1990). The definition of mindfulness used in MBCT is taken from Kabat-Zinn: ”Mindfulness means paying attention in a particular way: on purpose, in the present moment, and non-judgementally” (Segal et al., 2002, p.121). This definition is discussed with patients (normally 20-30 in a group, guided by one therapist/instructor) in the first therapy session, as they are introduced to the means and goals of the therapy. The exact content of the eight weekly two-hour therapy sessions will not be discussed here in detail. Structure and content of the sessions resembles strongly the MBSR program but of course is adapted to the specific context of depression. Apart from the mindfulness techniques that are being taught and also extensively trained, the MBCT program uses very little cognitive-therapy elements. Only in the last two training sessions a few relapse-prevention methods are discussed, such as scheduling pleasure/mastery activities and noticing relapse precursors. However, given the counter-effectiveness of cognitive therapy in the context of relapse prevention, it may not be surprising that the amount of specific cognitive therapy elements in MBCT is actually quite limited. The program puts considerable emphasis on homework, which firstly consists of establishing a daily mindfulness practice. In spite of the previous ample analysis of the main problem with depression, the question might still pop up as to how such attention training could actually be helpful in preventing relapse?

1.6 Why mindfulness?



Segal et al. (2002) name several reasons why mindfulness could very well be the right clinical intervention for the problem of relapse in depression. These reasons are all ‘theory-driven’. Let’s first recapitulate the problem: mild states of sad mood trigger old habitual patterns of ruminative thought, which then start off the vicious circle. Suppressing these mild mood states would not be helpful, so the main target is ruminative thought. One aspect of ruminative thought is that it has a ‘clinging’ quality. The thoughts feel ‘heavy’ and seem to be very ‘real’, that’s why they culminate in still deeper sad moods. So the first quality of mindfulness that’s relevant here is that it fosters a decentered relationship to one’s mental contents. In the words of Kabat-Zinn (1990): “It is remarkable how liberating it feels to be able to see that your thoughts are just thoughts and that they are not ‘you’ or ‘reality’.” (p.69) A second very helpful quality of mindfulness is that it takes up cognitive space. As Teasdale et al. (1995) explain in their ICS model, when experience is vivid it means that there is no room for discursive thought, so being fully aware (mindful) counteracts ruminative thinking. Thirdly, when recovered from an episode of depression, the first signs of a coming relapse are of main importance for any intervention to take place ‘just in time’. So a heightened awareness of one’s thought patterns does a very good job as an alarm system for ‘dangerous’ thoughts and feelings. Fourth, the moment for relapse to occur is hard to predict or control, so training mindfulness on a daily basis is very well suited for a ‘sudden attack’ of relapse. Fifth, mindfulness is a generic skill and therefore does not depend on the actual presence of negative thoughts and feelings. This makes it better equipped as a preventive strategy than cognitive therapy, which needs the problem to be actually there in order to work with it. Sixth, as described at the beginning of this chapter, the problem of depression is growing. A maintenance individual therapy that needs a fully educated therapist for its administration would be very cost-inefficient. Mindfulness on the other hand works with 20-30 patients in one group, led by one ‘instructor’, preferably a therapist who is also trained in mindfulness. And last, compliance in maintaining mindfulness training is quite high. For example, Miller (1995) found that patients maintained some form of mindfulness training on a regular basis up to three years after the initial training had been completed. 

1.7 How to proceed further?



This elaborate discussion on the problem of depression was meant to show how a new (although 3000 years old) technique called mindfulness could be incorporated in a scientific clinical setting. Two randomized controlled trials (Teasdale et al., 2000; Ma & Teasdale, 2004) have proven its effect on a preliminary basis. Future dismantling research should address its active components. This is more or less how the current literature articulates the status of MBCT, and in fact of all the other mindfulness-based therapies as well (Baer, 2003; Bishop, 2004). But along with its preliminary ‘evidence-based’ success, many further possibilities arise in proceeding from here. These possibilities pop up in the current literature in the form of several questions and subjects of discussion. Five of these questions will be further explored in this paper (chapter 3). But before they can be dealt with adequately, we first need a conceptual framework that somehow is able to incorporate all the different positions. In the introduction the idea that these different polarities could possibly reflect two different underlying paradigms (Kuhn, 1970) was shortly discussed. In this case it is the empirical paradigm, based on third person data, and the spiritual paradigm, based on first person data, trying to understand each other. In the following chapter a scientific-philosophical framework (Wilber, 1983) will be presented, which could clarify the ambiguities concerning mindfulness in the context of these different paradigms. 

Chapter 2: three eyes and three principles

 2.1 Three eyes of knowledge



In a paper named “Eye to Eye”, Ken Wilber (1983) gives a vivid account of what he calls the ‘rise of science’. By means of a dramatic starting point Wilber puts Galileo on the scene (around 1600), where Galileo throws two objects off the Pisa Tower, one heavy and one light. In doing so, Galileo performed a true experiment to test the theoretical assumption that the heavier object would be the first to touch the ground. In fact it didn’t, both objects touched the ground at exactly the same moment, and Wilber describes the impact of this event as follows: “The world has never, but never, been the same.” (p.12). Empirical science was born by a seemingly simple act that nevertheless took approximately 10.000 years of human civilization to be performed in a systematic and decisive manner. To directly apprehend reality in such a way requires a human faculty which Wilber calls the ‘eye of flesh’, according to the vocabulary of St. Bonaventure and Hugh of St. Victor, two famous mystics. The eye of flesh refers to all sensory experience but could also mean the ‘extensions’ of that specific eye faculty, for example all kinds of instruments or devices. By the eye of flesh we perceive the external world of space, time and objects. All data revealed in this domain are empirical data. This fleshy level of ‘seeing’ or ‘knowing’ Wilber calls monological in the sense that there’s no interaction or discussion needed between data and observer. A good example in psychology could be classical behaviorism as it was put forward by Skinner. This model fitted quite well in the context of animal behavior, but when human beings were concerned the black box soon had to be filled and dialogue was surely needed if psychology was not to become finally meaningless. The filling of the black box in stimulus-response (S-R) terms was done by introducing the organism (‘O’) as a variable to be understood. Therefore the S-R model became an S-O-R model (Orlemans et al. 1995, p.25).


The second eye is the dialogical human faculty to obtain knowledge and is called the ‘eye of reason’. It includes but at the same time surpasses the fleshy eye, in the Piagetian sense that formal operational thinking includes but transcends sensorimotor experience. So there’s definitely a progressive, developmental perspective here. According to St. Bonaventura “… all knowledge is a type of illumination.” (Wilber, 1983, p.3) Therefore he called the eye of reason the ‘lumen interius’ as opposed to the ‘lumen exterius’ which refers to the first eye, the eye of flesh. With the eye of reason we obtain knowledge of philosophy, logic, and the mind itself (therefore also called ‘mental’ eye). It participates in the world of ideas, images, concepts etc. It is intentional as distinct from extensional, which refers to the eye of flesh. ‘Extension’ is connected to ‘measurement’, while ‘intention’ is connected to ‘meaning’. So that’s why the eye of flesh, in the form of empirical science, is very much concerned with measuring its data (height, weight, length, quantity etc.) The eye of reason, on the other hand, is the one who tries to understand what the data could mean, how they must be interpreted. Or in case of accumulating data in its own realm, it is concerned with directly apprehending logical forms and symbols. Philosophy and mathematics are good examples of this domain of data. Many mathematical formulas cannot be tested empirically, still they are completely true within their own abstract, symbolic form. But in fact any reasoning or even talking can be seen in the context of the eye of reason. This paper for example is 100% reason, nothing empirical (or spiritual for that matter) about it.


The eye of reason in its turn is included, and at the same time is transcended by the so called ‘eye of contemplation’
. In St. Bonaventura’s terminology it’s the ‘lumen superius’ (cf. interius = reason and exterius = flesh). The data obtained in this third domain are difficult to describe. This is inherent to their nature, because they go beyond all conceptual logic and therefore beyond all language. Walsh (1980) gives the example of describing the color green to a blind man, where direct experience of the object of knowledge itself is crucially lacking. He goes on to state that speaking about its objects to an untrained eye “… must necessarily appear incomprehensible and non-sensical.” (p.668) The untrained eye is like the blind eye. This could also explain many a frustrated elementary school student whose untrained eye of mathematical reason cannot grasp one single formula. The aspect of relevant training in order to reveal specific fields of knowledge will reach its full significance in chapter 3, when discussing the ambiguities in the field of clinical psychology concerning mindfulness.  


I would like to clarify a possible point of confusion here, which is the different eyes and their ‘data domains’ as Wilber (1983) likes to call them. This is the idea that we’re talking about domains that are somehow separated. In fact they are not. The statement that each following eye includes but at the same time transcends the foregoing eye, means that there is a shift in the level of observation, not in the objects being observed. Like Walsh (1980) says: “The facts themselves do not carry labels indicating the appropriate level at which they ought to be considered …” (p. 669). And at the same time if a person is not adequately trained for higher levels he or she will never have a clue if anything was missed. This also explains why people can deny higher levels of knowledge in their firm belief they do not exist. “Of course it is very difficult, if not impossible, to recognize the limitations of the usual state of consciousness if that is all one has ever known.” (Walsh, p.665). But we shouldn’t be too pessimistic, for although the eye of contemplation is not explicitly recognized in western culture and is therefore mainly left untrained, that doesn’t mean we don’t possess it or use it. In fact many scientists, philosophers, artists, salesmen etc. recognize moments of condensed inspiration, bursts of creativity, simple flashes of insight and the like, that cannot be explained through lines of empirical evidence or linear logic. And still it is the mind at work, one could say, there’s no hocus pocus involved.


Another point that needs clarification is the idea that the eye of reason can ‘symbolically represent’, or one could say ‘point to’, data from the other two domains. Empirical scientists do talk about their data to each other, the same with spiritually trained yogis. But even at the level of the MBCT program that was discussed in chapter 1, when a patient talks with the instructor about an experience that came up during a mindfulness exercise, that’s the eye of reason trying to grasp a transobject or transcendelia. Wilber (1983) puts the three eyes and their respective data domains in the following schema:

body = eye of flesh          mind = eye of reason          spirit = eye of contemplation
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(from: Wilber, 1983, p.62)

Note that each set of data can only be directly apprehended by its corresponding eye (arrows 1, 3, and 5). However, the eye of reason can also indirectly, symbolically address the other two domains (arrows 2 and 4). These exciting possibilities of the reasoning mind may partly explain the appealing quality of Descartes’ cogito ergo sum. Formulated ideas about two falling objects (4) or about transcendent insight (2) may appear as very true, but what’s missing is direct experience in the proper domain with the proper eye.

2.2 Category error


Having explained the three eyes we could now turn to the phenomenon called category error. This unjust claim of another eye’s data-domain could go in either direction. For example when Galileo did his famous experiment, he actually corrected a category error made by rationalists claiming data that were by its very nature empirical.  This was Galileo’s great gift that he freed the world from the ignorance caused by incorrect reasoning. But as Wilber (1980) describes, the new scientists became ‘loose in logic’ (p.19), which means they started to claim that empirical proof was the only valid proof for any knowledge to enter the realm of scientific truths. This logic was loose, because empirical science now claimed power over knowledge that its devices couldn’t touch. So in their new appearance as ‘scientific rulers’ they became empiricists which in fact has the negative connotation of enslaving all rational and spiritual insights to the empirical testing machinery. For example, the very statement itself that empirical proof is the only valid proof cannot be proven empirically, which makes the claim ridiculous.


Determining a category error is one thing, but convincing the deceived is yet another. How to resolve the quarrel that will inevitably follow upon any claim of a category error? This would surely need a common frame of reference, in which all the different assumptions made by the different parties could be honored. It would necessarily be a wider frame. Wilber (1983) provides such a frame by means of three abstract principles that could validate all three domains of data (empirical, mental, spiritual) in exactly the same manner. These principles are not new, in fact they are the same principles modern science has always agreed upon as a way to validate her empirical data.

2.3 Three principles for the validation of knowledge


Wilber (1983) points out that although each domain (empirical, mental, spiritual) has a different actual methodology of data accumulation and verification, the abstract principles underlying the process are essentially the same for all three domains. The three principles of valid data accumulation and verification in any field of knowledge then are the following:

#1
Instrumental injunction, always of the form, “If you want to know this, do this.”

#2
Direct apprehension of the object domain addressed by the injunction, this can take the form of a cognitive grasp or a direct experience.

#3
Communal confirmation. Here the results are checked with ‘competent’ others, mostly ‘colleagues’ in the field. It’s necessary for them to be trained in the first two principles, so that they know what’s being checked and how to check it.

There are two considerations worth mentioning here. One has been discussed in the first paragraph of this chapter and concerns adequate training in the proper ways of data accumulation. Without such training the specific data could never be revealed. The data would speak in no-man’s land, would remain abracadabra. While every human being possesses all three eye faculties, the differences in levels of training can be substantial. Even with bare empirical facts, which are presented as if they speak for themselves, without a trained eye to directly apprehend these bare facts there wouldn’t be any ‘knowing’. So the act of knowing is not in the empirical facts themselves, it is in the mind faculty (the eye of flesh) that is able to see them. But is one such apprehension by a single trained eye sufficient to come to valid knowledge?  This leads to the second consideration that is highlighted by the three principles, which is the necessity of agreement among initiates.


While the requirement of training is important for data accumulation, the requirement of communal confirmation in fact is the verification principle. Whether measuring, looking for meaning or seeing beyond, only trained colleagues, teachers etc. can verify the data and the way they have been accumulated. This might be overlooked because in the empirical field ‘good’ research normally gives the impression that the data do the job. But if you look closer to the process it is the scientific community that decides what these data can tell or not. They decide both on the validity and on the meaning of the data. And in order to do so they must be able to see properly with their eye of flesh, understand the experimental set up, implications etc. and also be able to interpret the results. Therefore the clarity and accessibility of the first two principles are absolutely necessary prerequisites for communal confirmation to take place at all.


Still another point worth mentioning is the common confusion about whether non-empirical data are publicly accessible. For example the direct apprehension of a work of art (eye of reason), or the direct apprehension of a spiritual insight (eye of contemplation) is said to be private, inaccessible to third persons. But the point is that if [1] the eyes of all people involved are thoroughly trained, and [2] the data can therefore be adequately communicated and checked, there is essentially no difference with the empirical situation. Wilber (1983) cuts through this misconception quite effectively by stating that “a trained eye is a public eye, or it could not be trained in the first place; and a public eye is a communal eye.” (p.31)


With this framework of the three different eyes and the three abstract principles for data accumulation and verification, which could be applied to any field of knowledge, we can now look at the questions causing disagreement in the current clinical literature. Should mindfulness be kidnapped (blindfolded, mouth shut) and dragged to the empiric cave where it can be sliced up and measured inside out? Or is it more appropriate to visit the host domain, being friendly introduced to the subject of interest – mindfulness - and from a growing familiarity with the new tool, to decide on the role that the empiric machinery could play? From an empirical point of view there seems to be only one valid way: objective measurement. But from the framework laid out by Wilber (1983) there are new possibilities arising.

Chapter 3: Where to look for mindfulness?


In this chapter several questions that pop up in the current clinical literature on mindfulness will be discussed in the context of the framework as it is described in the previous chapter (three eyes of knowledge and three principles for data validation). Five striking questions will be dealt with, the first two concerning clinical practice, the next two concerning clinical research, and the last one concerning both. These questions are called ‘striking’ because they address the ambiguity that stems from possible differences in underlying assumptions that may belong to different paradigms.

3.1 First question: should the application of mindfulness be theory-driven?


In chapter 1 the theoretical basis for the use of mindfulness techniques in the context of chronically recurring depression has been described in detail. In particular Teasdale et al. (2003) caution against “… assuming that mindfulness can be applied as a generic technique across a range of disorders without formulating how the approach addresses the factors maintaining the disorder in question.” (p.157) The Mindfulness-Based Cognitive Therapy for depression (Segal et al., 2002) described in chapter 1 did have a very explicit theory- and research-based view. But nevertheless, the results of two successive randomized trials (Teasdale et al., 2000; Ma & Teasdale, 2004) revealed that the training was unhelpful to people with only two previous episodes of depression. For people with three or more previous episodes the therapy did significantly reduce risk of relapse. Teasdale et al. suggest that there might be two different types of depression. This finding is a strong argument for a specific, theory-driven application of mindfulness. Another situation where mindfulness techniques can not be blindly used, especially explicit formal training, is when patients are too disturbed and lack motivation and capability (Dimidjian & Linehan, 2003).


From the point of view of adequate training as a prerequisite for adequate verification, the importance of specific knowledge on the clinical field where mindfulness is deployed, seems obvious. Besides, mindfulness is said to be a multifaceted intervention. Several active components have been suggested, for example exposure, cognitive change, self-management, relaxation and acceptance (Baer, 2003). Teasdale et al. (2003) argue that the impact of the training could be enhanced when emphasis can be given to specific components that target the particular psychopathological processes. In order to do so, specific knowledge gained through adequate training is indispensable. Like in MBCT (Segal et al., 2002) it was disengagement of attention from ruminative thought and its redeployment to a neutral focus (e.g. the breath) that was theorized to be the necessary active component (Teasdale et al., 1995). But in the case of anxiety-related disorders for example, the element of reducing experiential avoidance might be the most essential aspect to emphasize (Hayes et al., 1996). So the specific accent in the therapy should depend on the problem that is targeted.


Another very interesting argument for a theory-based approach, that also fits our coming discussion on isolation from, versus integration of the spiritual background of mindfulness, comes from Teasdale et al. (2003). Teasdale and his colleagues state that mindfulness in its spiritual context “… has always been used as only one of a number of components of a much wider intervention, or path, itself grounded in a clear formulation of the origins and cessation of suffering, rather than as an end in itself.”(p.159) In the same way, mindfulness should have specified working mechanisms within the wider perspective of the clinical intervention in question.


Contrary to the specific and theory-driven application of mindfulness is the idea that mindfulness actually is a common factor in all psychotherapy orientations, provided that optimal choices are made (Martin, 1997). Martin defines mindfulness as “… a state of psychological freedom that occurs when attention remains quiet and limber, without attachment to any particular point of view” (p.291) However, both Martin’s view and his definition remain rather vague in the elaboration of the ‘common factor’-argument. And compared to the extremely explicit and precise descriptions of all mindfulness practices in for example the Buddhist literature, the theory-driven approach as suggested by Teasdale et al. (2003) might be a good start for a field that is only in its infancy, at least from a western-scientific point of view. Moreover, one of the very strengths of empirical science is its thorough grounding in theory and research, so this quality should definitely be brought to the ‘battlefield’.

3.2 Second question: should therapists/instructors practice themselves?


While developing their MBCT-program Segal et al. (2002) paid two visits to Jon Kabat-Zinn’s ‘Stress Reduction Clinic’. The first visit was actually a rather short introduction, mainly meant for picking out the necessary theoretical and practical elements that could be used for the maintenance therapy for depression. But one of the first recommendations from Kabat-Zinn was that all therapists/instructors should practice mindfulness themselves, on a daily basis. Segal et al. initially were sceptical about this advice, and they had two reasons for not following it: they wanted to stay closer to the cognitive therapy framework and they were afraid to loose financial support for their project. Both arguments could be interpreted as not loosing communal confirmation, which is the third principle (chapter 2) for data validation. This time the principle worked in advance, even before going into the ‘experiment’ of incorporating the new mindfulness technique. Maybe out of caution they first called their therapy “Attentional Control Training” (Teasdale et al., 1995), thereby avoiding the term ‘mindfulness’. The first pilot done with the ACT-program was a little disappointing. Patients did not easily decenter from their thoughts, actually they wanted to talk about it, like they were used to when coming to therapy.  So from the first evaluation it became clear that there seemed to be too little of both: too little cognitive therapy and too little mindfulness. That’s why Segal et al. went back to the ‘Stress Reduction Clinic’ and to Jon Kabat-Zinn for a deeper look. And the thing that struck them the most during this second visit, was that the instructors in the clinic seemed to “… embody the same gentle approach to patients’ difficulties that the patients themselves were being encouraged to take.” (p.55)


So that’s when the authors decided to start practicing mindfulness themselves. The aspect of adequate training in the specific field of knowledge that was discussed in chapter 2 seems relevant here. Instructors have to train their own minds in order to understand the minds of their trainees. Segal et al. (2002) were used to the scientific framework where all knowledge is third person knowledge. And now they had to take a first person perspective (Varela et al., 1991) and look into their own (!) minds, to understand the minds of their patients. The descriptions of what they saw happening between instructors and patients at the stress clinic are striking. They saw “… ‘continuity’ between the experiences of the instructor and the participants.” And also that “… minds tend to operate in similar ways, and there is no basis for discriminating between the minds of those seeking help and those offering it.” It is exactly this observation of minds operating in similar ways, which is essential to be understood when comparing the outer and inner ways of gaining knowledge. In the same way as the argument about a first person perspective being ‘private’ was cut through in chapter 2, here the observation by Segal et al. cuts through the misconception of the inaccessibility of someone else’s mind. Because looking into one’s own mind gives access to someone else’s mind, provided both minds are adequately trained in the same methodology. That is why it is not so much the content of the appearances of one’s mind that is of interest, it could actually be quite different, but rather the processes in approaching these appearances, like for example clinging to them, or ‘ruminating’ in the case of depression. 


Segal et al. (2002) had not empirically tested their observations, but nevertheless they presented them as valuable. They probably realized that looking into one’s own mind to understand someone else’s mind is not accessible to the eye of flesh. And still Segal and his colleagues were brave enough to [1] try to do the mindfulness practice themselves, [2] develop the therapy further, [3] check its effect empirically, by means of randomized controlled trials, and [4] write the whole story, with personal doubts etc., down in a book that would surely be read by many colleagues in the field. The aspect of pressure by the paradigm one ‘belongs’ to is often overlooked, but it can definitely hinder an open mind. In the epilogue Segal et al. refer to this process where they had to open their minds and leave some certainties behind. “Remaining open to new possibilities as a clinician is difficult.” (p.331)


In this case Segal and his colleagues started practicing mindfulness in their roles as therapists, for a better understanding of their patient’s minds. But researchers deciding to practice mindfulness as a way to improve their empirical research on the concept, or even to treat the practice itself as the research method of the mindfulness concept, that would be quite outrageous. That would go straight against the law of objectivity. And still this is what the framework laid out in chapter 2 suggests, after all, spiritual data should be sought with the eye of contemplation, with a first person look. Does this mean that all western scientists now have to train in mindfulness before they can even utter one word about it? No, says Walsh (1980), it doesn’t mean that “… Western scientists must all first become yogis. However, it does mean that Western-trained scientists must recognize that without specific preparation there may be epistemological and paradigmatic limits to one’s ability to comprehend and assess these [consciousness] disciplines, that scientific objectivity may need to be balanced (in at least some researchers) by personal experience and training, and that cautious openmindedness to yogic claims may be a more skillful stance than automatic rejection of anything not immediately logical and comprehensible.” (p.669)


By the way, not all mindfulness therapies require therapists to do formal mindfulness training. An example of a mindfulness-inspired training where a personal practice is not considered strictly necessary is Linehan’s ‘Dialectical Behaviour Therapy’ (1993). In this therapy mindfulness is very much interwoven with all the other therapy elements. That’s why formal practice is not a big issue. Since apart from MBSR and MBCT most ‘mindfulness’ therapies are more ‘whole package’ therapies (like DBT), the issue of formally mindfulness-trained therapists doesn’t come up very often.

3.3 Third question: what is the definition of mindfulness?



A definition should be based upon valid data. If data are not (yet) available it’s possible to use a ‘working definition’, or an operational definition when measuring the concept is aimed at. Having said this, the definition of mindfulness brings up a very interesting problem. On the one hand there is the spiritual approach that is based on direct apprehension by the eye of contemplation, a first person perspective (Varela et al., 1991; Kabat-Zinn, 2003). This knowledge has been repeatedly communally confirmed during the last 2500-3000 years by countless disciplined yogis, and from their profound insight the traditional definition of mindfulness is derived. On the other hand there is the relatively new empirical approach that is based on direct apprehension by the eye of flesh, a third person perspective. However, the only empirical data on mindfulness as a clinical intervention available at this moment are global effect-data from clinical studies. Empirical data on the mechanisms or components, mostly obtained through dismantling studies, is what nearly every author in the current clinical literature calls for (Dimidjian & Linehan, 2003; Baer, 2003; Roemer & Orsillo, 2002; Bishop et al., 2004). So the interesting point here is that a very precise and profound definition derived from spiritual practice and study now has to be ‘proven’ empirically before it can reach status within the clinical scientific world. 


A definition that is widely used in many clinical practice settings is one by Kabat-Zinn (1994): ”Mindfulness means paying attention in a particular way: on purpose, in the present moment, and non-judgementally.” (p.4)  Most authors circle around these four components: [1] attention, [2] on purpose, [3] in the present moment, and [4] non-judgementally. Bishop (2002) makes a point for stressing the aspect of ‘self-regulation of attention’ (combination of Kabat-Zinn’s attention and on purpose), next to the aspect of ‘acceptance’ (non-judgementally). Others leave out the purpose but keep the present moment, e.g. Bear (2003): “Thus, mindfulness is the non-judgemental observation of the ongoing stream of internal and external stimuli as they arise.” (p.125) The good news here is that these descriptions from the clinical field are all very close to the more traditional ones. As Bishop (2002) states: “For the most part, modern western descriptions of the construct in the scientific literature have been consistent with the traditional Buddhist conceptualizations of mindfulness.” (p.74) Let’s first take a look then at the more traditional approach.


Traditionally there are four kinds of mindfulness, which go straight to the time of the Buddha’s teachings 2500 years ago. They are called ‘foundations’ of mindfulness and were elucidated by the Buddha in two discourses, the Anapanasati Sutra and the Satipathana Sutra. These teachings on mindfulness are seen as the ‘core’ teachings upon which the various spiritual forms and traditions rest (Kabat-Zinn, 2003). These four kinds of mindfulness all have a different focus: the first is on the body, the second on feelings, the third on the mind itself and the fourth on the mind objects (Goleman, 1977). Now in a way all these four focus points can be found in the mindfulness approach as taught in western therapy. First of all, when attention is put on the breath, this is an aspect of the body. Second, when acceptance and non-judgement are stressed, this has to do with feeling. Third, the very act of watching one’s thoughts implies some awareness of one’s mind as it is observed by itself. And fourth, spotting a ‘thought’ or a ‘feeling’ is spotting mind objects. So this traditional description into four aspects fits quite well with current mindfulness practices for clinical use. 


However, a definition that fits practical use is not the same as a definition that can meet the empirical research-standards. That may be why Hayes & Shenk (2004) are not particularly impressed by Kabat-Zinn’s definition: “… it has to be admitted that this definition relies on many terms that are more linked to lay psychology than to psychology as a discipline.” (p.250) Further on they state: “Mindfulness is a pre-scientific concept, and it is unlikely that any one definition will allow it to enter into scientific discourse unambiguously.” (p.253) In the empirical line of thinking it is the (empirical) data that ultimately decide on how to define the concept. So there seem to be two approaches that stand out and try to understand each other: one is grounded in clinical or spiritual practice, the other is grounded in empirical research. How can we make sense of the question about which definition to use and for what reasons? Is mindfulness suited for an empirical approach? And what could be the result? If we follow the logic of Wilber (1983), at least both domains, empirical and spiritual, are valid. And how about the possibility of a ‘category error’, as discussed in chapter 2? Since mindfulness comes from a spiritual tradition it might be that the eye of contemplation is a more appropriate ‘measurement tool’ than the eye of flesh. In that case the claim that only empirical data can ‘ultimately decide’ on the definite definition of mindfulness is very much a category error. Empirical data of course can be gathered, but they simply will not be essential, rather complementary. Therefore the definition of mindfulness derived from 2500-3000 years of spiritual practice could be appreciated as a brilliant golden standard, if we would be willing to recognize its different, but valid methodology.

3.4 Fourth question: mindfulness, can it be measured?


According to Wilber (1983) measurement belongs to the exclusive domain of the eye of flesh, of empirical science. Where the eye of reason is concerned with meaning or intention, the eye of flesh is concerned with measurement or extension (quantity: length, speed, distance etc.). Because measurement is the most basic form of ‘proof’, it is very appealing. But nevertheless it is transcended by reasoning, which in its turn is transcended by direct spiritual insight. Measuring ‘reason’ or ‘spirit’ is impossible. On the other hand, trying to grasp empirical data with the eye of reason or the eye of contemplation is likewise impossible. Imagine reasoning about the length of someone you see at some distance. The best option would probably be a wild guess. But taking a measuring rod could give you the exact number of centimeters. On the other hand, how about measuring a painting by van Gogh? Its weight, the amount of each color, the locations of the strokes, length, width, depth etc., no matter how many aspects you were going to measure, there would never be any meaning communicated. It would need insight in the rules followed by the painter (#1), a trained eye that could directly apprehend the meaning of the painting (#2) and a group of experts in the field that would confirm the findings (#3). 


In exactly the same way, all talking, reasoning and analyzing with the aim of grasping spiritual concepts (e.g. ‘things as they are’ or ‘empty of self’), will never lead to complete understanding, or in Wilber’s words, lead to direct apprehension of spiritual data. Because an adequately trained eye of contemplation is needed to fully realize these truths. Even the Buddha himself, who perfectly understood, could not explain the true meaning in words. Probably he used the best words available, but still these were only like a finger pointing. And that’s why “… students are told that they must experience these things directly for themselves if they are to have any true understanding.” (Walsh, 1980, p.666) Of course it is possible to measure spiritual data or to reason about them, but this would be far off from uncovering their true nature. This doesn’t mean that the different domains have nothing to add to each other’s point of view. On the contrary, “… different psychologies may not necessarily be oppositional. Rather, they may to some extent be complementary, describing different perspectives …” (Walsh, 1980, p.668). One of these complementary functions of empirical science could be to supply additional ‘proof’ for the discrimination between related concepts, like for example mindfulness, relaxation and concentration. Another possibility could be to establish a link between the outer and the inner perspective. For example neurological data could give feedback in the learning process of mindfulness training, as a way to check if one is on the right track. In the following paragraphs these two examples of how empirical science could serve as a complementary source of objective knowledge, will be further explored.


Dunn et al. (1999) studied the relationship between three, often confounded concepts: mindfulness, concentration and relaxation. These three ‘mind states’ were measured using electroencephalographic (EEG) recordings from the scalps of students who were trained during five weeks in either mindfulness meditation, or in concentration meditation. Beforehand, the difference between mindfulness and concentration was conceptualized as follows: “… concentration can be viewed as the learned control of the focus of one’s attention whereas mindfulness entails maximizing the breadth and clarity of awareness.” (Dunn et al., 1999, p.148) Where mindfulness and concentration have special demands on attention, relaxation is quite ‘demandless’ as far as attention is concerned. During relaxation attention could be blurred, during mindfulness and concentration attention should have some amount of clarity. Now without getting into the details of this study’s data concerning bandwidth, amplitude etc., the results show that both meditation techniques, concentration and mindfulness, can be differentiated from relaxation. Moreover, mindfulness and concentration can also be differentiated from each other. The EEG results paralleled participant’s subjective reports on how deep their state of relaxation, mindfulness or concentration was. These subjective reports can thus be seen as first person perspective, the EEG data as third person perspective. Apparently it is possible to measure (in the broader sense of ‘obtaining data’) from both perspectives. Of course the mindfulness and concentration training in this study was rather short (five weeks) compared to the 20-30 years that yogis in spiritual traditions take to train their minds. Luckily there’s also some research done with more thoroughly trained meditators.


One of the leading researchers in studying mindfulness with more advanced practitioners is Richard Davidson. He has done some interesting brain research with “… the Olympic athletes of meditation, those who have done from 10.000 to 55.000 hours of practice.” (Boyce, 2005, p.39) An innovative aspect of Davidson’s research is that EEG data are combined with functional MRI, which videotapes brain function (unlike the standard MRI, which only takes snapshots). Because on the video all changing activity in different brain structures can be seen in motion, the fMRI could give insight in how the different structures interact as they function. Another striking detail of Davidson’s research is the number of sensors connected to a subject’s head. Where normally several dozens are used, here the number is from 256 up to 384. From an N=1 study with a very advanced practitioner, Matthieu Ricard, who is actually both educated in western science and in Buddhist meditation, remarkable results could be obtained (Goleman, 2003). The meditator-participant deliberately entered six different states of meditation practice (some of which could be seen as a form of mindfulness), that could all six be differentiated on the fMRI. Apart from these findings there were some remarkable EEG- results when Ricard was meditating on compassion. Also some further tests done by Paul Ekman, concerning emotion recognition in facial expressions, revealed that this highly trained practitioner: “… scored far higher than any of the five thousand other people tested.” (Goleman, 2003, p.5) Of course it is easy to evoke amazement with such results but some remarks could be made to put them in perspective.


Firstly the goal of spiritual training is not these extreme achievements of the mind, but it is to relieve human suffering. Or as Walsh (1980) states it: “Western investigators of the mystical literature almost invariably focus on the powerful, dramatic, and unusual experiences that yogis encounter (…) What investigators have not realized is that such experiences are not the goal of mystical traditions. Advanced practitioners view these experiences merely as epiphenomena to be treated with detachment and benign neglect.” (p.668) Secondly, any empirical brain-data could only demonstrate that something is happening in the brain that is different from other happenings, but it could never establish conclusive proof of what is actually happening. As Wilber (1998) argues, if a complete new brain picture is found, what guarantee is there that it’s not the newest type of schizophrenia? One could never tell from third person perspective alone. So this is why third person data are necessarily always complementary when mindfulness or other spiritual practice is concerned. 


And finally, these brain pictures and recordings could in fact be very helpful in training newly interested mindfulness practitioners. If brain research would be able to assign the pathway to developing mindfulness, maybe neuro-feedback could be a helpful tool for beginning practitioners to find their way, and for advanced practitioners to check their current status. Especially in the western setting, where it is still very uncommon to have daily chats with a thoroughly trained spiritual teacher, these feedback systems might be excellent learning devices.

3.5 Fifth question: should mindfulness be treated in isolation or within its spiritual context?


The question of an isolation- versus a contextual approach of mindfulness yields a different answer for clinical practice than for clinical research. In the case of research, if one is interested in empirical, objective data on mindfulness, of course the best way to proceed is to isolate the concept, so that confounding factors can be minimized. On the other hand, the clinical practice situation actually more or less resembles the spiritual practice situation. In both cases it is the 3000 years old mindfulness method that brings about changes in cognitive functioning, and those changes can be directly experienced by the practitioner. As we saw in chapter 1, becoming aware of one’s thoughts and then decentering from them by letting go of further elaboration, is something one can simply train and experience the benefit of. It’s like drinking your coffee with or without sugar, you don’t need any proof to validate the intelligence of your taste buds. And then during this process of mindfulness practice, after many training sessions, slowly your knowledge of ‘mindfulness’ will be growing. You’re getting familiar with it. It’s 100% first person perspective familiarity. And also 100% subjective, therefore 100% unreliable, the empirical scientist would add. This last argument makes clinical research reach for objective measurement tools to assess the real mindfulness, not the one that’s based upon “… sectarian and supernatural conceptual content.” (Hayes, 2002, p.105) But still, assumed that empirical data are crucial, would it be wise to start researching a concept which comes from another world, or I’d better say ‘paradigm’, without investigating what the concept means in this very context it’s rooted in? That would be like meeting a stranger, taping his mouth and then trying to find out his name, where he comes from, what kind of person he is etc. Instead of just talking to the guy, asking his name, experiencing what it is like to be with him etc. 


In the current clinical literature some authors take the position that empirical data, from a mindfulness concept which is completely cut off from any roots or context, are the only way to proceed in the scientific process of obtaining valid knowledge. As far as the claim is that the spiritual context is invalid, this could be seen as a category error (Wilber, 1983; Walsh, 1980), because it would deny the validity of any other field of knowledge apart from the empirical field. So even in the empirical research setting, where objectivity is a strict requirement, the enormous amount of spiritual knowledge about mindfulness could still play an important role. For example in the choices of [1] aspects which should be measured, [2] ways in which to measure these aspects, [3] ways in which to deliver the mindfulness training etc. Only a very broad and clear view could help speeding up scientific mindfulness research, but even more important it could help the research make sense. This is probably why Baer (2003) cautions for “… overlooking important elements of the long tradition from which mindfulness originates …” (p.140) And also why Dimidjian & Linehan (2003) argue in favor of “… ongoing and public dialogues with spiritual teachers of mindfulness” in order to “… clarify training procedures and definitions of therapist competence …” (p.167) So there seems to be some understanding of the possible value of  mindfulness as it has been developed in the spiritual context, but still the next step in connecting it to empirical science is a difficult one. The recognition of two different methodologies of obtaining data seems to be a crucial basic assumption. The framework as laid out in chapter 2 (Wilber, 1983) might be a starting point from which both the empirical and the spiritual context could begin their cross-fertilization.

Conclusion


At this point the incorporation of mindfulness in western therapy can be said to be in its infancy (Kabatt-Zinn, 2003). The results of clinical effect studies are encouraging, and mindfulness training therefore is said to be a ‘preliminary’ success. After some decades of pioneering work by Jon Kabat-Zinn mindfulness techniques are becoming more and more incorporated into the different clinical fields. In chapter 1 we saw how, in the field of depression, mindfulness actually could fill a gap that was inaccessible to the golden standard therapy for depression, cognitive therapy. At this moment the clinical literature is not only calling for empirical evidence of the effect of mindfulness, but also what mindfulness is, empirically speaking. What are the working mechanisms that can be objectively assessed as essentially belonging to mindfulness? This is a very legitimate question indeed, but the point that was made earlier in this paper is that this question has been answered already in another context, namely within the spiritual paradigm. And how can it be that this knowledge seems useless in the empirical context? A framework consisting of three basic principles for data accumulation and verification that could be applied to different kinds of knowledge was discussed in chapter 2 to help solving this mystery. Both empirical science and spiritual practice, or both the eye of flesh and the eye of contemplation, could yield valid knowledge and therefore should be recognized in their respective strengths and weaknesses. 


Having established some acceptance and understanding of the different points of view then, the question arises: ”Where to look for Mindfulness?” Which eye or which paradigm is best equipped for studying mindfulness? If we only look at the time factor it’s 3000 years of spiritual research versus a few decades of empirical research. If we look at the way of data accumulation, mindfulness itself is a ‘first person’ technique, which means that practicing mindfulness is at the same time studying or researching the phenomenon itself, one could say. In order to appreciate this type of research as valid, it is necessary to understand the principle of adequate training in the appropriate eye, next to the principle of communal confirmation. As was thoroughly argued in chapter 2, the eye of contemplation, provided that it is trained, is very much a public eye, therefore its data can be communally confirmed in the same way as empirical data can. Empirical (outer) research of this inner research process is of course still possible, but could never be decisive. The empirical contribution therefore could be in checking the various mindfulness experiences in the outer field of flesh, so as to increase confidence in the mindfulness practice, especially for those who are very suspicious of eastern or spiritual commodities. This kind of empirical feedback could also be helpful in anticipating real pitfalls by enthusiastic mindfulness practitioners that otherwise might go off the rails. Or in a more positive sense, it could help speed up the mindfulness training process by giving adequate feedback, where a living teacher is not available.


Thus coming from William James, who did his prophesy about a western spiritual psychology one century ago (see ‘introduction’), and from there the philosophical groundwork done by Wilber, Walsh and others, starting in the 1960s, we have now come to the point where clinical practice has run into mindfulness techniques and clinicians and researchers alike seem to react with preliminary enthusiasm. And this could be a very fertile ground for exchange indeed. What would be needed is a very careful and thoughtful approach of both the spiritual and the empirical context. Not only the bare ideas that support the intellectual bridge between the two different viewpoints are important, but also the main attitude of each paradigm towards the other and towards itself seems quite essential. This attitude should be one of deep respect for the separate contributions of each field of knowledge. So a possible answer to the question: “Where to look for mindfulness?” could then be … ‘everywhere!’
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� The terminology can be very confusing at this point because there is the Buddhist triad ‘hearing, contemplating, meditating’, where contemplating is definitely understood as an ‘eye of reason’-activity (second type) and meditating transcends this contemplation-reasoning. In contrast Wilber (1983) describes a comparable triad by Hugh of St. Victor that goes ‘cogitatio, meditatio, contemplatio’, in which ‘contemplatio’ now is the third type of knowing and ‘meditatio’ parallels the second (eye of reason). From here I will use Wilber’s terminology, so when I speak of the eye of contemplation, this definitely refers to the eye of ‘transcendence’ (the third eye). 
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