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Abstract

Mindfulness-based interventions and hypnosis are efficacious treatments for addressing a large 

number of psychological and physical conditions, including chronic pain. However, there 

continues to be debate surrounding the relative uniqueness of the theorized mechanisms of these 

treatments – reflected by measures of mindfulness facets and hypnotizability – with some concern 

that there may be so much overlap as to make the mechanism constructs (and therefore the 

respective interventions) redundant. Given these considerations, the primary aim of the current 

study was to examine the degree of unique versus shared variance between two common measures 

of mindfulness facets and hypnotizability: the Five Facet Mindfulness Questionnaire (FFMQ) and 

the Stanford Hypnotic Clinical Scale (SHCS). A cross-sectional survey was conducted with a 

sample of N=154 Veterans with heterogeneous chronic pain conditions. Bivariate Pearson 

correlations were used to examine the associations between the target scales. Results showed that 

the correlations between the FFMQ scales and SHCS total score were uniformly weak, although 

significant negative correlations were found between mindfulness facets of observe and non-react 

with hypnotizability (ps < .05). Thus, not only are the mindfulness and hypnotizability constructs 

unique, but when significantly associated, hypnotic suggestibility corresponds with a tendency to 

be less mindful. These findings have important implications for future research aimed towards 

matching patients to the treatment most likely to be of benefit, and suggest that matching patients 

on the basis of these theoretically derived “unique” moderators may hold potential.
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Historically, the origin of mindfulness meditation can be traced back thousands of years to 

many Eastern religions, as well as to a variety of other philosophical and psychological 

traditions including ancient Greek philosophy, phenomenology, existentialism, and 

naturalism (Brown, Ryan, & Creswell, 2007). Similarly, the origin of hypnosis also extends 
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back thousands of years to the ancient temples of Aesculapius (Alladin, 2008), with modern 

day hypnosis (originally known as Mesmerism) traced back to the late 1700s when it was 

made popular by Franz Mesmer (Alladin, 2008). Only more recently, however, was 

mindfulness meditation introduced into the western allopathic medical community (Kabat-

Zinn, 1990; Wilson, 2014). Likewise, the use of hypnosis in the medical field did not 

become popular until 1843, when James Braid began to document the biological and 

physical benefits of hypnotic interventions (Alladin, 2008). Over the past two decades, 

research has shown that both mindfulness-based interventions and hypnosis are effective 

treatments for addressing a large number of psychological and physical symptoms and 

conditions, including chronic pain (Fjorback, Arendt, Ornbøl, Fink, & Walach, 2011; Jensen, 

& Patterson, 2006; Kabat-Zinn, Lipworth, & Burney, 1985; Morone, Greco, & Weiner, 

2008; Patterson, & Jenson, 2003).

Despite the seemingly unique historical and theoretical roots of mindfulness meditation and 

hypnosis, there appears an overlap between interventions based on these two approaches, 

both empirically and conceptually. First, the two treatments are used to address similar 

conditions (e.g., pain, stress, anxiety, and depression) (Goldin, 2012; Goldin & Gross, 2010; 

Holroyd, 2003; Jensen & Patterson, 2006; Lifshitz & Raz; 2012; Lynn, Barnes, Deming, & 

Accardi, 2010). Second, although to our knowledge there have not yet been any head-to-

head comparisons in efficacy between treatments based on these approaches in the same 

sample, the beneficial effects of the two approaches appear to be similar (Garland et al., 

2017; Tan et al., 2007). Third, mindfulness-based interventions and hypnosis are often 

lumped together as “relaxation techniques.” It is possible that treatments which use 

mindfulness or hypnotic techniques operate via the same (or closely related) mechanisms, 

such as via their effects on perceived relaxation (Lynn, Malaktaris, Maxwell, Mellinger, & 

van der Kloet, 2012; Semmens-Wheeler, & Dienes, 2012; Vickers, Zollman, & Payne, 

2001).

Consistent with the idea that mindfulness-based interventions and hypnosis represent 

fundamentally the same or closely related interventions, there is evidence of overlap 

between the two with potentially shared underlying cognitive mechanisms and 

neurophysiological changes (particularly in frontal cortical areas associated with executive 

function and cognitive control) (Cojan et al., 2009; Del Casale et al., 2015; Holroyd, 2003; 

Hölzel et al., 2011; Jensen, Day, & Miró, 2014; Tang, Hölzel & Posner, 2015). Further, 

shared changes in brain oscillations related to hypnotizability and deep meditation have been 

reported; both appear to result in increases in slower oscillations in the theta and alpha 

bandwidths (Holroyd, 2003; Jensen, Adachi, & Hakimian, 2015; Jensen, Day, & Miró, 

2014). Finally, both modalities require an ability to focus attention and harness 

concentration (Lifshitz & Raz, 2012; Holroyd, 2003). Based on this past research, it is 

plausible that a typical phenomenological and neurophysiological response to a 

mindfulness-based intervention (i.e., reflecting the “observing” or “non-reacting” facets of 

mindfulness) may be the same or similar to the “trance-like” response to hypnosis (Barabasz 

& Perez, 2007; Benham, Woody, Wilson, & Nash, 2006; Enea, Dafinoiu, Opriş, & David, 

2014).
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However, there may also be some important differences between these two approaches. 

Theoretically, mindfulness-based interventions train the mind to observe thoughts, stress, 

emotions, and bodily sensations intentionally and with a non-judgmental attitude, on a 

moment-to-moment basis, such that these experiences are increasingly perceived as transient 

and variable (Day, Jensen, Ehde, & Thorn, 2014). Within this, a key process is the 

development of a decentered perspective which cultivates a shift in relationship to 

experience such that it is “observed,” as if from a distance (i.e., also referred to as 

metacognitive insight, defusion, distancing or reperceiving) (Day & Thorn, 2014; Shapiro, 

Carlson, Astin, & Freedman, 2006). It has been theorized that those individuals who enter 

treatment with higher baseline levels of mindfulness (i.e., the ability to foster a non-

judgmental awareness of one’s experience, observe one’s moment-to-moment experience, 

describe one’s experience with words, and to act or participate with awareness) are most 

likely to benefit from formal training in mindfulness meditation to enhance this capacity 

(Day, Ehde, & Jensen, 2015).

Hypnosis on the other hand, involves an interaction between two people that, through the use 

of hypnotic suggestions, creates a temporary shift or change in perception and processing 

(Lynn, Das, Hallquist, & Williams, 2006; Otani, 2016). Consistent with this, hypnosis and 

hypnotic procedures tend to result in systematic and well replicated changes in the 

recipient’s phenomenological experience (Holroyd, 2003; Otani, 2016). For example, 

hypnotic inductions tend to result in the subject feeling more relaxed and at the same time 

more focused (Brown & Fass, 1990; Holroyd, 2003; Yapko, 2011). Importantly, 

hypnotizability (the trait-like tendency to respond to hypnotic suggestions) is consistently 

associated with enhanced subjective responses to hypnotic procedures (Lynn, Das, Hallquist, 

& Williams, 2006; Otani, 2016).

Thus, a key difference between mindfulness-based interventions and hypnosis has to do with 

the targeted therapeutic process; with the practice of mindfulness the target is a shift in one’s 

relationship to experience, while hypnosis targets a shift in the experience itself. Importantly, 

these shifts have also been theorized to respectively occur as a function of baseline 

differences in mindfulness facets and hypnotizability. Based on this reasoning, one of the 

ways we can potentially address questions regarding the similarities and differences between 

mindfulness-based interventions and hypnosis is to examine the degree of overlap in these 

baseline states prior to exposure to either of these approaches. Given these considerations, 

the primary aim of the current study was to examine the unique versus shared variance of the 

theoretically specific cognitive processes underlying individuals’ responses: mindfulness 

facets and hypnotizability.

Specifically, we conducted a cross-sectional analysis that examined the associations between 

two of the most widely used measures of mindfulness facets and hypnotizability, 

respectively: the Five Facet Mindfulness Questionnaire (FFMQ) (Baer et al., 2008) and the 

Stanford Hypnotic Clinical Scale (SHCS) (Weitzenhoffer & Hilgard, 1962). We 

hypothesized that, if mindfulness and response to hypnotic procedures (here operationalized 

as an SHCS hypnotizability score) were overlapping constructs, we would expect 

statistically significant and large positive associations between hypnotizability and one or 

more mindfulness facets (here operationalized as FFMQ subscale scores). If mindfulness-
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based interventions and hypnosis did not overlap in a reliable manner however, we would 

anticipate weak and non-significant associations between hypnotizability and scale scores 

representing mindfulness.

Method

Design

A cross-sectional study was completed with a sample of Veterans endorsing heterogeneous 

chronic pain conditions recruited to participate in a randomized controlled trial comparing 

three behavioral pain management approaches (ClinicalTrials.gov identifier: 

NCT02653664). This study reports a subset of measures collected as part of the baseline, 

pre-treatment assessment conducted prior to randomization. One other paper using baseline 

data from this study that examined predictors of treatment utilization is currently under 

review. However, the two papers have distinct aims and involve analyses using different data 

from the baseline assessment. Ethics approval for all study procedures was provided by the 

University of Washington and VA Puget Sound Health Care System Institutional Review 

Boards. Informed consent was obtained from all participants prior to participation.

Participants and Procedure

Participants were 154 Veterans receiving care at one of two divisions of the VA Puget Sound 

Health Care System (VAPSHCS) who endorsed heterogeneous chronic pain conditions. 

Participants for the larger trial were primarily recruited via clinician referral and focused 

medical record review; all participants who completed the baseline battery of measures upon 

entry into the trial were included in the present analysis. The inclusion criteria for the trial 

were: (1) Veteran status, (2) age 18 years or older, (3) ability to read, speak and understand 

English, (4) self-reported pain lasting at least 3 months with an average intensity of 3 or 

greater (0–10 scale) over the past week, a worst pain intensity of 5 or greater (0–10 scale) 

over the past week, and pain experienced at least 75% of the time in the past 3 months. The 

trial exclusion criteria were: (1) cognitive impairment measured via a 6-item cognitive 

screener (Callahan et al., 2002), (2) history of (past 5 years) or current (within past 6 

months) experience of psychosis, thought disorder, severe or unstable mental health 

functioning (i.e., active suicidal or homicidal ideation or related behaviors) or indications of 

behavioral problems that would make the individual inappropriate in a group therapy 

environment, (3) daily use of greater than 120mg morphine equivalent medication, (4) any 

planned life events that would interfere with participating in the study, and (5) difficulties or 

limitations communicating over the telephone. Baseline measures were collected via 

telephone interview up to four weeks prior to treatment participation; two measures 

administered in this baseline assessment battery were included in the present analyses. 

Participants were reimbursed $25 for completing this assessment.

Measures

Demographics and Pain Questionnaire.—All study participants were asked to 

respond to demographic questions asking them about their age, sex/gender, race, ethnicity, 

educational attainment and employment status. In addition, the participants were asked to 

provide information regarding the duration and type of pain they experience.
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Mindfulness.—The Five Facet Mindfulness Questionnaire-Short Form (FFMQ-SF) was 

used to measure five domains of mindfulness: Observing, Describing, Awareness, Non-

Judging and Non-Reactivity (Bohlmeijer et al., 2011). The FFMQ-SF is a 24-item short 

form version of the original FFMQ 39-item scale (Baer et al., 2006; Bohlmeijer et al., 2011). 

Each item is rated on a 5-point Likert-type scale ranging from 1 (never or very rarely true) to 

5 (very often or always true). The score for each of the items corresponding to the five 

factors are summed, with higher scores indicative of a higher level of mindfulness for the 

given domain. The FFMQ-SF has demonstrated adequate to excellent internal consistency, 

ranging from α = .73 for Non-Reactivity to α = .91 for Describing in a community sample 

with depression (Bohlmeijer et al., 2011) Strong convergent, discriminant and criterion 

validity were also established and the five-factor structure was confirmed. Adequate to good 

internal consistency was found in the current sample for the Observing (α = .73), Describing 

(α = .88), Awareness (α = .82), Non-Judging (α = .79) and Non-Reactivity (α = .78) scales 

of the FFMQ-SF.

Hypnotizability.—The Stanford Hypnotic Clinical Scale (SHCS) was used to assess 

hypnotizability (Morgan & Hilgard, 1978–1979). In this study, the SHCS was administered 

by research staff members trained and supervised by a licensed clinical psychologist (M.P.J.) 

highly experienced in the use of this measure. The measure begins with a standard hypnotic 

induction followed by 5 suggestions: (1) hand movement, (2) age regression, (3) 

experiencing a dream, (4) a posthypnotic suggestion, and (5) posthypnotic amnesia. 

Participant responses to each suggestion are coded as a “0” or “1,” depending on whether 

they meet criteria for responding to the suggestion. These responses are summed to create 

the total score, which ranges from 0 to 5. The SHCS has demonstrated validity through its 

strong correlation with other measures of hypnotizability (Hilgard & Hilgard, 1975).

Statistical Analyses

SPSS version 21.0 was used to conduct all data analyses. Descriptive statistics were 

computed to determine the means and standard deviations for the descriptive and target 

variables. Bivariate Pearson correlations were computed in order to determine if there was a 

significant relationship between the FFMQ scales and the SHCS. The criterion used to 

determine the statistical significance of inferential tests was p < .05.

Results

The overall sample size was N = 154. See Table 1 for the summary sample characteristics.

Data were initially screened by examining each item’s descriptive statistics for errors and 

missing values. Data for some responses to the SHCS items was missing for 13 participants. 

Given these missing responses, SHCS total scores computed using pro-rated data, which is a 

common procedure regularly employed by researchers (Byars, & Simon, 2014; Hazel, 

Oppenheimer, Technow, Young, & Hankin, 2014; Krabbendam et al., 2015; Mazza, Enders, 

& Ruehlman, 2015; Neugebauer et al., 2014). Further checking was undertaken to screen for 

possible univariate outlier violations. Scatterplots were used to assess for assumptions of 

normality, linearity and homoscedasticity, and found no violations. The descriptive statistics 
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for the target scales are shown in Table 2, and the correlations between these scales are 

presented in Table 3.

The results indicated that the associations between the mindfulness facets and 

hypnotizability were uniformly weak. Overall, there was a significant negative correlation 

between hypnotizability and two mindfulness facets: FFMQ Observe, r = −0.196, p = 0.015; 

and FFMQ Non-React, r = −0.168, p = 0.37. No significant correlations between 

hypnotizability and the other variables of FFMQ Non-React; FFMQ Act Aware; FFMQ 

Non-Judge and FFMQ Describe were observed (ps > .05).

Discussion

The primary aim of this study was to examine the unique versus shared variance of the 

theoretically specific moderators underlying individuals’ responses to mindfulness- and 

hypnosis- using the subscale scores from the FFMQ (observe, describe, act aware, non-

judge, non-react), and the hypnotizability total score from the SHCS. Overall, the 

correlations were uniformly weak, lending support to the hypothesis that mindfulness facets 

and hypnotizability are in fact different constructs. However, the analyses performed in this 

study did show two statistically significant negative associations between hypnotizability 

and the mindfulness facets of observe and non-react, suggesting that not only are these 

constructs unique but when significant, heightened hypnotizability is associated with a 

tendency to be less mindful.

The capacity to observe experience is intimately aligned with the idea of cultivating a 

decentered perspective, which is the central tenet in mindfulness theory and has been 

described as the “meta mechanism” of mindfulness-based interventions (Shapiro, Carlson, 

Astin, Freedman, 2006). It is a form of self-directed noticing or observing what is. 

Theoretically, this self-directed observing can be viewed as the antithesis of hypnotizability, 

which entails clinician directed noticing that is initiated during a hypnotic induction. 

Furthermore, while mindful observing entails simply noticing experience (i.e., which 

involves a shift in relationship to experience), hypnotizability involves an ability to respond 

to a clinician directed suggestion (i.e., to change the experience itself). It must of course be 

acknowledged that one must first observe/recognize psychological/physiological symptoms 

for the subsequent change that occurs in response to hypnotic suggestions (Yapko, 2011). 

This process within hypnosis is theoretically achieved using flexible attentional control (i.e., 

disengagement of attention from its current focus) via suggestions resulting in altered 

perception and changes in physiological and/or behavioral symptomology (Lynn, Das, 

Hallquist, & Williams, 2006; Otani, 2016). Thus, it is conceivable that this form of 

attentional control (that contains an element of disengagement) may be qualitatively 

different from a decentered perspective that entails mindful or “bare” observation/attention. 

In this context, the present finding of the mindfulness facet of observing and hypnotizability 

being negatively correlated provides preliminary evidence to support a theoretical distinction 

between the two constructs.

The FFMQ mindfulness facet of non-reacting is conceptualized as a tendency to allow 

thoughts and feelings (even those that are “distressing”) to come and go without a need to 
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“react” to these experiences (Baer et al., 2006). This is conceptually distinct from hypnotic 

suggestibility, which involves going along with what is suggested, as opposed to just 

noticing without reacting. Specifically, it is thought that response to direct suggestions in 

hypnosis shows a degree of absent-mindedness or confusion in the patient that is coupled 

with invoked involuntary responding (possibly akin to “reactivity”) which is thought to 

result in an openness and willingness to change (Morgan, & Hilgard, 1978–1979). 

Furthermore, a sense of non-reactivity involves an ability to accept experience as it is (i.e., 

without a need to change that experience), which is distinct from what is involved with 

responding to a hypnotic suggestion (i.e., to alter experience in some fashion). Therefore, the 

observed negative correlation between non-reactively and hypnotizability is consistent with 

the prevailing theory, and provides further support for the distinction between these 

constructs.

A non-judgmental approach entails allowing experience to be one’s experience without 

adding on layers of expectancy, judgment or self-criticism about having this experience. This 

non-judgmental approach is a central tenet of Kabat-Zinn’s widely cited definition of 

mindfulness, and is a capacity of mind that is directly targeted within the practice of 

mindfulness meditation (Kabat-Zinn, 1990). Non-judgment notably diverges from 

hypnotizability, which often involves responding to suggestive images to cultivate an 

experience that is judged to be pleasant or more tolerable (cf. Kogan, et al., 1998). The 

current finding that non-judgment was unrelated to hypnotizability provides further evidence 

supporting a distinction between these constructs, and also possibly between mindfulness-

based interventions and hypnosis. The describing and acting with awareness facets also 

showed non-significant associations with hypnotizability in the current study, suggesting that 

these mindfulness facets – which have been associated with alexithymia and “stepping out of 

auto pilot,” respectively – are also unique and unrelated to hypnotic suggestibility (Baer, 

Smith, Hopkins, Krietemeyer, & Toney; 2006; Baer et al., 2008).

Clinical Implications

Theoretically and empirically, higher baseline levels of mindfulness and hypnotizability 

respectively enhance the degree of response to mindfulness-based interventions and 

hypnosis (Benham, Woody, Wilson, & Nash, 2006; Day, Ehde, Jensen, 2015; Frischholz, 

Tryon, Vellios, Fisher, Maruffi, & Spiegel, 1980; Keng, Smoski, & Robins, 2011; Morgan, 

& Hilgard, 1978–1979; Sabourin, Cutcomb, Crawford, & Pribram, 1990; Yapko, 2011). 

Thus, the identification of the degree of similarity and divergence between the constructs of 

mindfulness and hypnotizability has critical implications for future research aimed towards 

matching patients to the treatment (e.g., a mindfulness-based intervention vs. hypnosis) most 

likely to be of benefit on the basis of these theoretically derived “unique” moderators (Day, 

Ehde, Jensen, 2015). If the indicators (i.e., measures) of these mindfulness facets and 

hypnotizability were found to actually assess the same underlying construct, then developing 

patient-treatment matching algorithms on the basis of these measures to determine whether 

to deliver a mindfulness-based intervention or hypnosis to a given patient would have little 

utility. However, results of the current study provide preliminary evidence that disconfirm 

this notion, with the associations between measures of mindfulness facets and 
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hypnotizability found to be uniformly weak. This highlights the potential of these measures 

to differentiate these unique moderators at baseline.

Although more research is needed, the finding that facets of observing and non-reactivity 

were negatively associated with hypnotizability has particular potential clinical importance. 

In a recent review of the item content of measures assessing cognitive process (i.e., how 
people think), it was found that of the five FFMQ scales, only observing and non-reactivity 

provide a pure assessment of cognitive process in the absence of cognitive content and/or 

behavioral/social factors (Day, Lang, Newton‐John, Ehde, & Jensen, 2017). Thus, higher 

scores on these two scales in particular may provide an optimal measure for matching an 

individual to a mindfulness-based intervention, as opposed to hypnosis, and vice versa (i.e., 

low scores on these scales may be expected to be associated with heightened hypnotizability, 

indicating hypnosis may be the optimal treatment approach). However, the current findings 

provide only tentative evidence in this capacity, and interpretation of these results must take 

into consideration several important study limitations.

Limitations

First, this sample was comprised of predominately male veterans who were about 53 years 

of age on average, reporting heterogeneous chronic pain types; hence, the generalizability of 

these findings to other demographic groups and specific pain types may be limited. Future 

research is needed to determine if the current results replicate within other more diverse 

samples. Second, this study was cross-sectional in nature, therefore identification of 

causality/directionality was not possible. Third, there continues to be debate surrounding the 

definition of mindfulness and how mindfulness can be accurately measured, and some 

researchers have questioned whether the FFMQ provides an appropriate assessment 

(Grossman, 2011; Van dam et al., 2017). Many measures of mindfulness have been 

developed (nine, at last count, including the FFMQ, which was used in this study) (Van dam 

et al., 2017); however the validity of each of these self-report measures has been questioned 

in regards to their capacity to account accurately for individual variability in the meanings 

attributed to mindfulness, and the subsequent interpretation of the overall concept of what it 

therefore means to be mindful (Van dam et al., 2017). Likewise, measures of hypnotizability 

have also been criticized due to confounds in measuring hypnotic and non-hypnotic 

suggestibility, and depth of the hypnotic state (Hilgard, & Tart, 1966; LeCron, 1953; Tart, 

1970). Moreover, it has been further argued that the SHCS (the measure used in this study) 

could be compromised by the changes in hypnotic depth occurring throughout the 

assessment, thus obscuring genuine effects (Tart, 1970). Other criticisms associated with 

using the SHCS have focused on factors related to the manner of delivery, training, 

experience, sensitivity, status, and self-confidence of the hypnotist with regards to subjective 

ratings and observations of hypnotizability (Thorne, & Beier, 1968; Weitzenhoffer, 1962); in 

this study however, such potential confounds were controlled via stringent training of the 

assessor by the second author who has expertise and experience in the use of the SHCS. 

Despite the debate and ambiguity underlying the various interpretations and measurement 

scales of mindfulness and hypnotic susceptibility, the current conceptualizations provide (at 

the very least) sign posts pointing in the direction towards potential critical factors 
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underlying the optimization of the management of chronic pain, as well as needed future 

research.

Conclusions

Mindfulness-based interventions and hypnosis have been found to be sustainable, 

economically viable interventions, that can be used for the effective management of 

emotional, behavioral, and physiological symptomology, including chronic pain (Cuellar, 

2008; Tan et al., 2015). While the similarities and differences of these two approaches has 

been the subject of debate, this study found that measures of the theorized unique 

moderators underlying the two approaches are distinct. The current findings demonstrate 

limited overlap between measures of baseline mindfulness facets and hypnotizability, 

suggesting the capacity to match patients to mindfulness-based intentions vs. hypnosis in 

order to optimize outcome may at least in part be informed by baseline differences in these 

constructs.
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Table 1.

Sample characteristics (N=154).

Variable Mean (SD)
or N (%)

Age in years 52.68 (12.12)

Sex

  Male 72.10 (72%)

  Female 26.60 (27%)

  Transgender 1.30 (1%)

Race

  White-American 62.10 (62%)

  Black or African-American 17.60 (18%)

  Asian 3.30 (3%)

  Other (e.g., American Indian, Native Hawaiian) 17.00 (17%)

Ethnicity

  Non Hispanic or Latino 89.90 (90%)

  Hispanic or Latino 10.10 (10%)

Employment Status
1

  Employed Full Time 22.10 (22%)

  Employed Part Time 5.20 (5%)

  Attending School or Voc Training FT 4.50 (5%)

  Attentding School or Voc Trainig PT
  Retired

0.60 (1%)
39.00 (39%)

  Homemaker 5.02 (5%)

  Unemployed due to Pain 17.50 (18%)

  Unemployed due to Disability 35.70 (38%)

  Unemployed due to Other Reasons 0.05 (1%)

Educational Attainment

  Graduate or Professional School 11.70 (12%)

  College Graduate 33.10 (33%)

  Some College 43.50 (44%)

  Vocational or Technical 5.20 (5%)

  High School Graduate or GED 5.80 (6%)

  Some High School 0.60 (1%)

Basic Pain Type

  Probable Nociceptive 20.80 (21%)

  Mixed/Undetermined 37.00 (37%)

  Probable Neuropathic 42.20 (42%)

1
Note: percentages do not add up to 100 as some participants selected multiple categories
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Table 2.

Means and standard deviations of the study measures.

Measure N Mean (SD)

SHCS Pro-Rated 154 3.03 (1.42)

FFMQ Observe 154 14.60 (3.43)

FFMQ Describe 154 17.11 (4.39)

FFMQ Act Aware 154 17.44 (3.96)

FFMQ Non Judge 154 16.26 (4.40)

FFMQ Non React 154 15.30 (3.79)
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Table 3.

Correlations between the SHCS and FFMQ scale scores.

FFMQ Scale SHCS Pro-rated

Observe −.20*

Describe −.08

Act Aware −.06

Non Judge −.04

Non React −.17*

*
Note p < .05 (2-tailed)
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