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Abstract

Objectives: Analysis of the follow-up results for the Interpersonal Mindfulness Program 
(IMP) and the Mindfulness and Sustainable Life Program (MSLP) at two- and six months 
post treatment with additional analysis of the IMP. Methods: Linear Mixed Model, t-test, 
Pearson's correlation and qualitative thematic analysis were utilized in a quasi-experimental 
design with patients (n=24), who previously had participated in a Mindfulness Based 
Intervention (MBI) and had a longer or continued need for rehabilitation. Results: Time 
predicted result in depression, and time and individuals predicted result in mindful attention 
and awareness and recovery experience but the level of intervention was only significant in 
burnout and performance-based self-esteem (PBSE). Fixed effects presented a decrease with 
the IMP and an increase with the MSLP in burnout. In PBSE a between-group effect was 
moderated by medication, such as antidepressants, were participants not taking medication 
had a greater decrease with the IMP. Uncontrolled analysis from the IMPs’ learning 
objectives presented high prevalence but no improvement over time. Analysis of the 
constructs of insight and action with the IMP showed high prevalence, a positive correlation 
and qualitative themes of insight, covert action, overt action and negative experiences. 
Implication for future research is discussed. Conclusions: The IMP seem to generate better 
result than the MSLP in work-rehabilitation. In PBSE medication moderated results were non-
medication in the IMP improved results. The additional analysis on the constructs of insight 
and action contribute to previous knowledge in psychotherapy. 

Keywords: Mindfulness Based Interventions, Buddhist-Derived Interventions, clinical 
research, work-rehabilitation.
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Follow-up Analysis of Two New Mindfulness Based Interventions:

The Interpersonal Mindfulness Program and the Mindfulness and Sustainable Life Program 

This study evaluates two new interventions; the Interpersonal Mindfulness Program (IMP) 
and the Mindfulness and a Sustainable Life Program (MSLP). Kabat-Zinn (1994) has defined 
mindfulness as “paying attention in a particular way: on purpose, in the present moment, and 
nonjudgmentally”. Mindfulness Based Interventions (MBI) are built on mindfulness as the 
central treatment component and MBIs can fit into the family of transdiagnostic treatments 
(TD), which can be useful in comorbidity (Craske, 2012; Norton & Roberge, 2017). The 
Mindfulness Based Stress Reduction Program (MBSR) by Kabat-Zinn (2013) is the precursor 
to the IMP and MSLP interventions. Meta-analysis has found medium effect sizes for a range 
of mental and physical health variables with MBSR (Grossman, Niemann, Schmidt, & 
Walach, 2004; Khoury, Sharma Rush & Fournier, 2015). Meta-analysis with MBIs with 
RCTs (n=6) found significant improvement in mental health and quality of life in various 
diagnostics (Demarzo, el al., 2015). MBIs has generally generated medium effects sizes in 
clinical interventions (Baer, 2003; Eberth & Sedlmeier, 2012; Goyal et al., 2014).  

The Interpersonal Mindfulness Program (IMP)

IMP is developed by Kramer (2007) with the Metta Programs and senior teachers at the 
Center for Mindfulness in Medicine, Health Care and Society at the University of 
Massachusetts Medical School (Metta Programs, 2019a). The program can be defined as a 
Second-Generation Mindfulness Based Intervention (SG-MBI), which have a more spiritual 
focus on the Buddhist roots than the First-Generation MBIs (FG-MBI), such as the MBSR 
(Van Gordon, Shonin, & Griffiths, 2015). SG-MBIs are also sometimes known as Buddhist-
Derived Interventions (BDI), which compose of wisdom, meditation and ethical awareness 
and they are transdiagnostic (Shonin, Van Gordon, & Griffiths, 2014). SG-MBIs and BDIs 
are used interchangeably in the present paper. The theoretical foundation for the IMP is 
Insight Dialogue (ID), which is the teachings of Pāli Canon in Buddhism and the practice of 
Insight meditation, also known as Vipassanā (Metta Programs, 2019a). Insight has a long 
history in eastern philosophical traditions, with its basis in Buddha's liberation and the Noble 
Eightfold Path. Vipassanā is traditionally in retreat-form and scheduled for ten continuous 
days (Swedish Vipassana Association, 2019). Meditations are from 6 a.m. to 10 p.m. each day
and focus is on developing mindfulness and concentration (Falkenström, 2010). Vipassanā 
can improve anterior cingulate/prefrontal cortex, that inhibit automatic responses and rapid 
thinking but there has been no effect on attentional focus (Chan & Woollacott, 2007). It has 
been found to improve wellbeing and mindfulness (Eberth & Sedlmeier, 2012; Falkenström, 
2010). The difference between the IMP and Vipassana in that the IMP is not done in silence 
but has a dialogue component (Kramer, 2007). The intervention is an eight-week program that
aims to develop mindfulness, compassion and liberating insight, while investigating present 
moment experience (Metta Programs, 2019b). It can be categorized as esoteric and basic 
guidelines are to pause, relax, open, trust in what appears, listen deeply and speak the truth 
(Kramer, 2007; Metta Programs, 2019a; Metta Programs, 2019b). Other SG-MBI is the 
Meditation Awareness Training (MAT) developed by William, Shonin, Sumich, Sundin and 
Griffiths (2014). MAT had large effects for emotional distress, positive and negative affect, 
dispositional mindfulness and workaholism (William, et. al., 2014; Van Gordon, Shonin, 
Dunn, Garcia-Campayo, Demarzo, & Griffiths, 2017). Previous research on another 
intervention, the Buddhist Group Therapy (BGT), have presented large effects for depression 
(Rungreangkulkij, Wongtakee, & Thongyot, 2011). 

Insight in Psychotherapy

 In Buddhism, insight is defined as “transcendent intuitive leaps into the very nature of reality 
itself” and not as just mindfulness and a more precise definition for the operationalization of 
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Buddhist principles and practice in clinical setting has been called for (Shonin, et al., 2014). 
The definition of insight in psychotherapy generally has been debated and suggestion is 
“meta-awareness, learning of new connections and new understanding” (Castonguay & Hill, 
2007). There is also placebo insights which Jopling (2001) means are not facilitated by the 
therapy but by other factors such as suggestions from the therapist. Insight has perhaps mostly
been associated with the psychoanalytically oriented tradition, with association and 
interpretation, but the cognitive-behavioral (CBT), humanistic-existential and system-oriented
traditions has also seen insight as relevant (Castonguay & Hill, 2007). Previous qualitative 
meta-analysis study on insight in psychotherapy from various traditions such as 
psychodynamic, CBT, interpersonal and emotion focused therapy has presented two themes 
painful/poignant insight, where clients realized something that was painful, and self-asserting/
empowering insight with a sense of self-assertion and empowerment (Timulak, & Mcelvaney,
2013). The best combination for insight in therapy over different techniques such as 
exploratory (i.e psychodynamic) or directive (i.e CBT) has been found to be a combination of 
directive technique and high use of common factors (McAleavey, Castonguay, &  Hilsenroth, 
2014). Common factors have been defined as alliance, empathy, expectations, cultural 
adaptation and therapist differences (Wampold, 2015). Cognitive interventions use Socratic 
dialogue to aid the client reach new understandings and Socrates is said to have claimed that 
“the unexamined life is not worth living (Castonguay & Hill, 2007). The difference with the 
IMP is that it is grounded in Insight Dialogue to examine life instead of Socratic dialogue. In 
CBT schemata, cognitive change and restructuring are central, and insight can been seen as 
fostered by behavior analysis (O'Donohue & Fisher, 2012). Insight has also been associated 
with the patients insight into their illness (Marková & Berrios, 1992). Cognitively this has 
been operationalized with the Beck Cognitive Insight Scale (Beck, Baruch, Balter, Steer, & 
Warman, 2004). Much research have compared CBT with MBIs but not SG-MBIs although 
there has been some comparisons between Albert Ellis Rational Emotive Behavior Therapy 
and Buddhism, which can been seen as similar in that they both promote inquiry and can be 
investigated scientifically (Christopher, 2003). 

Insight and action. Since directive techniques with CBT has been found to lead to 
better results for insight in therapy and CBT highlight the importance of action, this study had
an additional focus on the relationship between insight and action in a BDI to see if the same 
concepts appeared there and if they were related. The relationship between insight and action 
has been suggested to be an integrative process of cognitive understanding and emotional 
experience (Castonguay & Hill, 2007). Action can lead to insight by itself, as with 
experimentation, but a combination has been suggested to lead to the best outcomes 
(Castonguay & Hill, 2007). There are also several factors that facilitate insight and action in 
the therapeutic process; working alliance, attachment, repeated learning and influence 
between clients and therapist view (Castonguay & Hill, 2007). Schema-changes has been 
suggested to have the potential to increase actions and new learning it is a form of new insight
through for instance corrective experiences (Castonguay & Hill, 2007). Action or behavior 
can be both overt and covert. From a mindfulness perspective “maps”, as in cognitive 
schemata or Buddhist teachings, does not have to be relevant for action since just the 
awareness and focus on the present moment has been suggested to change the person's 
experience (Kabat-Zinn, 2011). 

The MSLP Program

The MSLP program is developed by licensed clinical psychologist Haaheim (2017). It's an 
eclectic mindfulness based manualized eight-week intervention with a focus on giving the 
participants tools to manage stress and activate the parasympathetic nervous system to create 
conditions for mental and physical healing and recovery (Haaheim, 2017). Just like the IMP 
program the MSLP program was created for patients who have already completed the MBSR 



FOLLOW-UP ANALYSIS OF TWO NEW MINDFULNESS BASED INTERVENTIONS 5  

or MBCT program and who also had a longer unemployment/longer-sick leave, since part of 
the focus of the program was work-rehabilitation. The intervention can be defined as a FG-
MBI, since it has not as clear roots in Buddhism as the SG-MBIs. According to Haaheim 
(2017) the treatment is based on mindfulness research, stress physiology and theory, cognitive
behavioral therapy, nonviolent communication and mindfulness with various exercises from 
MBSR, IMP and the Mindful self-compassion program (MSC). 

Previous Research with the Inverventions

Haaheim (2018) found large significant effect sizes in depression, recovery experience, 
mindful awareness and attention (MAAS), and performance-based self-esteem (PBSE) for the
combined result of the IMP and MSLP in comparison to control condition in pre- to post 
measures. The study found no significant results for anxiety, insomnia, quality of life and 
satisfaction with life. This is in line with some previous research on MBIs with the exception 
for anxiety (Haaheim, 2018). The IMP program showed faster results than the MSLP program
on depression, mindful awareness and performance based self-esteem even though the results 
were similar at the post-intervention measurement. There were no between-group effects on 
any of the outcome variables except burnout, where only the MSLP had a significant result.

Follow-up Results for MBIs
This study follows Haaheim (2018) with the follow-up phase at two and six-months for the 
IMP och MSLP interventions. Previous research on the MBSR have had mostly maintained 
results at follow-up. Carlson, Ursuliak, Goodey, Angen and Speca (2001) found maintained 
results at six-months for depression and anxiety. Mccubbin, et al., (2014) found 
improvements in self-reported mental and physical function, but not work productivity, at a 
one-year follow-up. De Vibe, et al., (2017) found medium effect sizes on mental and somatic 
health at follow-up (1–32 months). Arch, et al., (2013) compared CBT with MBSR and at 
follow-up MBSR had better results for worry and emotional disorders while CBT were better 
at reducing anxiety. For MBIs in general Newby, Mckinnon, Kuyken, Gilbody, and Dalgleish 
(2015) found maintained results in both anxiety and depression, with better result for 
depression, at follow-up (3-6 months). Meta-analysis by Khoury, et al., (2013) found 
maintained results with MBIs, with a medium effect size at follow-up for a variety of 
psychological problems, and especially effective for reducing anxiety, depression, and stress. 
Goyal et al., (2014) found small effect sizes for anxiety and depression at 3-6 months follow-
up in meditation programs. 

Purpose
The purpose of the study is to examine the follow-up phase at two- and six months from 
the post-measurement during the treatment phase in Haaheim (2018) with some additional 
questions for the IMP intervention for insight, action and the learning objectives for the 
program.  

Research questions

1. Will the results for the IMP and MSLP interventions be maintained at two and six month 
follow-up?

2. What are the specific outcomes for the IMP program from the programs learning 
objectives?

3. Does the IMP program lead to new insights and do these insights then lead to action?
Hypothesis
In the quantitative analysis it was expected that the effects from Haaheim (2018) would be 
maintained at two- and six-month follow-up. From the learning objectives for the IMP the 
hypothesis was that the participants would improve over time. It was also expected that the 
IMP would give new insights and that these insights would lead to action. Insight and action 
was also explored in a qualitative thematic analysis for the IMP.  
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Method

The study is quasi-experimental and continues research by Haaheim (2018), which was part 
of a project in the clinical specialist order for the Swedish Psychologist Association. Haaheim 
(2018) evaluated the treatment phase (before, during and after measurements) for the 
interventions (IMP and MSLP) with waitlist control group. This study investigates the follow-
up measurements at two and six months but without the control groups, since this group was 
offered treatment with MBSR during the follow-up phase. The present study has two parts 
were the first part analyzes the self-report scales that had a significant result in comparison to 
control group from Haaheim (2018). The second part has additional analysis of the IMP 
program with the learning objectives developed by the Metta Programs (2019b) and the 
concepts of insight and action. An additional qualitative analysis explored the participants 
experience with insight and action. The additional questions for the IMP was added because 
no previous research had investigated these effects in a Buddhist-Derived Intervention (BDI) 
and to better understand these concepts with this treatment method. 

Participants 
In Haaheim (2018) participants were recruited via email that had been sent out to 350 people 
who previously completed the MBSR intervention in primary care. Individual assessment had 
been done by telephone before the MBSR started. The inclusion criteria were that the 
participants were in working age, 18–67 years, and had an ongoing sick leave, recently been 
on sick leave or are at risk of becoming sick on the sick due to mental illness (Haaheim, 
2018). In the MSLP group inclusion criteria was also that patients should have been on sick-
leave for a longer time, since the focus of this intervention partly was work-rehabilitation. 
Inclusion criteria was also that participants should have completed an MBSR, Mindfulness 
Based Cognitive Therapy (MBCT) course or has a meditation practice previously. The 
participants were given the option to choose whether they wanted to participate in the IMP or 
MSLP intervention. 

The total sample for Haaheim (2019) was n=28 for the treatment phase, a total of 22 
women and six men (age range=30-67 years), a post-measurement of (n=15) in the IMP and 
(n=13) for the MSLP. At follow-up there where in total (n=24) participants,  (n=11) at two-
months- and (n=14) at six-months follow-up in the IMP group and (n=13) at the two-months 
and (n=10) six-months follow-up session for the MSLP group. 

 Background variables were occupational status and medication. For occupational 
status there were (n=22) participants in total. In the IMP there were (n=7) participants 
working to some degree (could be part-time) and (n=2) on full-time unemployment/sick-
leave. One person was retired. For the MSLP there were (n=8) participants working to some 
degree (could be part-time) and (n=5) on full-time unemployment/sick-leave. One participants
was retired. For medication there were (n=23) participants in total and participants wrote the 
names of the medications they were using. In the IMP intervention (n=6) took medication and
(n=4) had no medications. In the MSLP program (n=9) were on medications and (n=5) had no
medication.

Material

The same compendium with the nine self-rating scales and four ratio scales as in Haaheim 
(2018) was administred with the addition of six Likert-scales and two qualitative questions for
the IMP.

Data Collection

The data for the follow-up was collected two months and six months post-treatment. The time
of collection differed with two months between treatments since the start dates of the 
interventions had differed. The participants were invited to a follow-up session and the data 
was collected before a formal meditation exercise. If participants could not attend the follow-
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up sessions the questionnaire was mailed. If the data was not returned a reminder was sent 
through email.

Hospital anxiety and depression scale (HAD). HAD is a self-assessment form that 
shows the individual's degree of anxiety and depression. It consists of 14 questions, seven 
questions about depression and seven items on anxiety, the answers are indicated on a four-
digit Likert-scale (0-3). A total sum is calculated for anxiety and depression and from 0 to 21 
points. For both scales there are three measurement points; means 0-7 points = no anxiety / no
depression, > 7-10 points = mild to moderate anxiety / mild to moderate depression > 11 = 
potential anxiety disorder / potential risk of depression requiring professional treatment. HAD
was developed by Zigmond and Snaith (1983). According to Lisspers, Nygren, and 
Soederman (1997) HAD has been used to detect anxiety and depression in both psychiatric 
patients and in medical patients. Lissspers, et al. (1997) showed that HAD had strong 
correlations with Beck Depression Inventory and Spielbergers State Trait Anxiety Inventory. 
The psychometric properties of HAD are generally considered to be good and the scale has a 
good validity (Lisspers, et al., 1997). The scale has test-retest reliability r = .72 and internal 
consistency with Cronbach's alpha α = 0.89-0.93. In this present study only the score on 
depression was included.

Insomnia index (ISI). ISI is a self-rating form that intends to measure Insomnia. The 
form has seven questions that explore sleep, night sleep, early awakening, how sleep disorders
affect daily life, and whether other symptoms of sleep disorders, and how much people worry 
about sleep patterns and how the sleep pattern create displeasure for the individual. The 
answers are given on a Likert scale from 0 to 4 where the total score is between 0-28. The 
score 0-7 = probably no significant sleep disorder, 8-14p = some problems with sleep, 15-21 
= moderate sleep disturbances (clinically significant) and between 22-28p = severe sleep 
disorder (clinically significant) (Morin, 1993). ISI is a validated and reliable instrument for 
evaluating experienced sleep problems and insomnia with Cronbach α of 0.90 and 0.91 in 
community and clinical sample (Morin, Belleville, Bélanger, & Ivers, 2011).

Shirom Melamed burnout questionnaire (SMBQ). Self-rating questionnaire that 
measure both physical and mental signs of burnout. The form has 22 items that are 
answered on a Likert scale (1-7 points), where 1 means "almost never" and 7 means 
"almost always". The 22 items are divided into four subdivisions: emotional / physical 
fatigue, lethargy, tension and mental fatigue (Grossi, Perski, Blomkvist, Evengård, & Orth-
Gromér, 2003). Lundgren-Nilsson, Jonsdottir, Pallant and Ahlborg (2012) showed that 
after the removal of 4 items that measure tension, the model expectations (CFA and 
Raschan analysis) were met. The total score from the revised scale containing 18 items 
fulfills the statistical requirements for determining burnout. The average scale used as the 
relevant limit for clinical (severe) burnout / fatigue is 4.4. Due to the limitation of the 
number of participants, only the total score of SMBQ was analyzed.

The satisfaction with life scale (SWLS). This scale measures the subjective 
quality of life and it has five statements that are answered with a Likert scale (1-7 points), 
where one means "disagree very much" and seven mean "agree very much". The total 
score is between 5-35 and a higher score, the better the quality of life the person 
experiences (Diener, Emmons, Larsen, & Griffin, 1985). Twenty points represent a neutral 
point on the scale. Results between 5-9 indicate that the respondent is extremely 
dissatisfied with life, while points between 31-35 indicate that the respondent is extremely 
satisfied. Cronbach alpha has varied between 0.79-0.89. The scale has also been shown to 
have good test-retest correlations (.84).

EuroQoL-5 dimension questionnaire (EQ-5D). EQ-5D is an instrument that 
measures health and health-related quality of life consisting of a five items questionnaire 
and a VAS-scale. The individual rates their health based on five health issues; mobility, 
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hygiene, main activity, pain / trouble and anxiety / depression based on a three-degree 
scale (none, moderate or difficult problems). On the VAS scale, the individual estimates 
their health between 100 and 0, where 100 is the best possible health condition and 0 is the 
worst possible health state (Burström, 2002). EQ-5D has good reliability, validity and 
ability to measure change (Haywood, Garratt, & Fitzpatrick, 2005). In this study, only the 
VAS scale of the EQ-5D is reported, as the measurement of highest interested is a global 
measure of quality of life.

Mindful attention and awareness scale (MAAS). MAAS is an instrument with 15
items that measure conscious presence, with a particular focus on an open and receptive 
presence with a focus on attention to what is happening now. The answers are rated on 
Likert scale (1-6 points), where 1 means "almost always" and 6 means "almost never". The
total score is between 15-90 points. A low value of MAAS corresponds to a low degree of 
conscious presence, and a high total corresponds to a high degree of conscious presence 
(Brown & Ryan, 2003). The English version of MAAS shows test retest reliability r = .81 
and the internal consistency was α = .82 - .87 (Brown & Ryan, 2003).

Performance-based self-esteem scale (PBSE). The PBSE scale is an estimate scale 
that measures the individual's Performance Based Self-Esteem. High estimates correspond 
with the individual feeling that they must be high-performing in order to maintain a good self-
esteem. The scale has four items where the answer is stated on a five-degree Likert scale, 
where 1 means "does not match at all" and 5 means "is true". The total score is between 4–20 
points, where a high value (over 12) indicates that performance is the basis for self-esteem. 
Cronbach's alpha was measured at .83 for the PBSE scale (Hallsten, Josephson, & Torgén, 
2005). There are two versions of the PSEB scale; a workplace-related version and a context-
free version. In this study, the participants filled out the context-free version. The scale shows 
good reliability and validity (Hallsten et al., 2005).

The recovery experiences questionnaire (REQ). REQ is an instrument that 
measures perceived experiences of recovery. The form consists of 16 questions that are 
answered on a five-degree Likert scale, where 1 means "does not match at all" and 5 means 
"is true". Low estimates reflect a low level of recovery strategies and experiences, while a 
higher score reflects a higher degree of recovery experience. REQ measures various forms of 
recovery experiences, these are: psychological relaxation from work, relaxation, enthusiasm 
and control. The form has good reliability and validity (Sonnentag & Fritz, 2007). Almén, 
Lundberg, Sundin, and Jansson (2018) examined the Swedish translation of REQ's 
psychometric data and their results support the proposed four-factor structure and the scale 
has high reliability and good convergent and discriminatory validity.

Learning objectives for the IMP. From the learning objectives developed by the 
Metta Programs (2019b) for the IMP program five unvalidated questions were administered. 
They were on an interval Likert-scale (1-10) where 1 = nothing to 10= very much. The 
questions where (1) My practice of mindfulness meditation is in-depth, (2) I use the 
guidelines I learned for increased awareness in my interactions with others, (3) I can 
recognize reactions to stress and anxiety I get in interaction with others, (4) I can create 
healthy, and release unhealthy, states and actions and (5) I listen more deeply to myself and 
others. 

Insight and action with the IMP. A question with a dichotomous yes/no options 
were adminstreat at the two-month follow-up; 1) if the participants had gained new insights 
and 2) if this had led to actions. The same questions were asked again at the six-month 
follow-up but now on an unvalidated Likert interval-scale from 1-10 were 1) measured 1 = no
new insights / knowledge to 10 = very many new ones insights / knowledge and 2) measured 
1-10 where 1 = no actions to 10 = very many actions. Two qualitative questions were also 
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asked to elaborate on (1) “Has the treatment led you to receive some new insights and / or 
new knowledge about yourself? Please tell us more about this” and (2) “If yes, have you acted
on these insights after the treatment and / or done some changes due to these insights? If yes, 
please tell us what you have done / If no, please tell us why and what you experienced as an 
obstacle”. 

Additional program evaluation. For the follow-up measurement four self-
constructed questions were administered on a 10 degree ratio scale, where 0 means “never  ” 
and 10 means“ always ”. The questions where: "how often during the day do you pause and 
are aware of the breathing or the body?", "how often are you consciously present in 
communication with other people, e.g. when you listen and talking?”, “can you recognize 
what feelings you have?” and “how often do you express your needs to others?”. At the six-
month follow-up two questions concerning employment and medication were administered. 
Participants rated in percent of employment (full/part-time) and yes/no if they were on 
medication and then they had the option to list what medication they were on.

Research Design

The study is a quasi-experimental repeated measure design with a qualitative component. The 
study was divided into two parts. 

Part one. The first part was the follow-up measures from the Haaheim (2018) study 
for the self-report scales. The multilevel analysis utilized the post-measure from Haaheim 
(2018) in combination with the measures from the two-, and six-month follow-up to better 
understand the effects over time and this was approved by Haaheim. To limit the number of 
variables only the outcome variables that had a significant result in comparison to control 
condition in Haaheim (2018) were included in the study. This means that scales that measured
depression, mindful attention and awareness, burnout, recovery experience and performance-
based self-esteem were included and scales that measured anxiety, insomnia, quality of life 
and satisfaction with life were excluded from the study. The four self-constructed unvalidated 
questions in the program evaluation from Haaheim (2018) were also excluded to limit the 
number of variables. 

Part two. The second study utilizes the follow-up measure points at two and six 
months but only focused on the IMP program in an uncontrolled within-group design for the 
five variables of the learning objectives. A correlational design with the two quantitative 
variables of the relationship of insight and action and a qualitative thematic analysis explored 
insight and action with two qualitative questions. 

Procedure 
The IMP program. For the treatment phase Haaheim (2018) followed the IMP 

manual of Kramer, Hickes, and Meleo Meyser (2017). It included eight group sessions 
with each meeting lasting for two hours and forty-five minutes, as well as introduction 
meeting and a full day in silence, during a period of eight weeks. Each session had the 
following structure: Mindfulness meditation for 20 minutes, sharing homework for 10 
minutes, theory and introduction of today's theme for 15 minutes, meditation dialogues in 
couples or groups of three people for about eighty minutes, with a silent pause of 10 
minutes, sharing experiences in the meditation dialogues in 10 minutes, homework five 
minutes and ending the session with meditation based on loving kindness for five minutes. 
The homework consisted of formal mindfulness exercises and written material. The formal
mindfulness exercises where: lying body scanning, sitting meditation, walking meditation, 
lying yoga and standing yoga. The informal homework is about integrating the six 
different meditation guidelines, in daily life and in communication with other people. In 
the follow-up the participants were invited to sessions where they first filled out the 
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questionnaires and questions and then participated in meditation exercises. The instructor 
Haaheim was a licensed psychologist who is educated in the IMP by Phyllis Hicks and 
Florence Meleo-Meyer. The instructor is also trained in both MBSR and MBCT.

The MSLP intervention. The treatment followed a manual created by Haaheim 
(2017) which included eight group sessions of two hours and 45 minutes each for eight 
weeks, as well as introduction meeting and a full day in silence. Each group session  has 
the following structure: mindfulness meditation for 10 minutes, check-in of each 
participant in the group; where feelings and needs are highlighted during twenty minutes, 
mixed mindfulness exercises for forty-five minutes based on the group's needs and wishes, 
follow-up of the week's homework for 15 minutes, break for 10 minutes, grounding 
meditation five minutes, theory part with experience-based exercises for 45 minutes and 
follow-up of the exercises for 10 minutes, homework five minutes. The home assignments 
consisted of formal mindfulness exercises and written material. The exercises consisted of:
lying body scanning, sitting meditation, walking meditation, lying yoga and standing yoga.
The aim of the informal homework was about integrating needs-adapted breaks into 
everyday life, identifying stress symptoms (thoughts, feelings and behaviors) and how 
serious these are and responding with needs-adapted behaviors, recognizing feelings and 
needs as well as training to express their needs and taking them seriously in everyday life. 
In the follow-up phase participants were invited to a session where they first filled out the 
forms and then took part in meditation exercises. The therapist Haaheim is a licensed 
psychologist who is educated in MBSR, MBCT, Mindful Self Compassion (MSC), 
Acceptance and Commitment Therapy (ACT) and IMP during the period 2006-2010.
Data Analysis 

Part One. The data was analyzed with Linear Mixed Model (LMM) analyses (SPSS 
25) after a manual by Sorjonen (2012). It was used since multilevel models is considered 
superior to ANOVA in handling missing data (every data point is included regardless if a 
missing value from a measurement period is preceding or following it), unequal and/or small 
sample sizes and variances (Baraldi & Enders, 2010; Twisk, de Boer, De Vente, & Heymans, 
2013). Multilevel models also handles the nesting and hierarchy within the data (Austin, Goel,
& van Walraven, 2001). It is also useful since it gives more information about what predicts 
the result on the outcome variable from both the individual and group levels instead of 
analyzing the result from only the means on the group-level (Krull & MacKinnon, 1999). 
Sorjonen (2012) divides the analysis into Model 1 that predicts the effects of the outcome 
variable over time, Model 2 (a.k.a. Level 1) including a random intercept for time and 
individuals, Model 3 (a.k.a. Level 2) adds the effects of the intervention to predict result on 
the outcome variable and Model 4 adds the background variables to the model, and in this 
analysis the interaction with the intervention was primary outcome measure. Fixed effects 
calculate the difference on the outcome variables with the predictors such as change per week 
and the main and interaction effects in the outcome variable. The estimates of covariate 
parameters calculate the residuals, effect of outcome variable between individuals and the 
effects between individuals over time on the outcome variable. The Maximum Likelihood 
option was utilized to find the best possible result from each data point, which can reduce 
residuals and it is an effective method for handling error (Greenland, 2000). Between-groups 
effects (Cohen's d) were also calculated to investigate the between-group effect sizes of the 
interventions. Cohen suggested that d=0.2 be considered a 'small' effect size, d=0.5 represents 
a 'medium' effect size and d=0.8 a 'large' effect size (Cohen, 2013). 

Part Two. The learning objectives and Likert-scales were analyzed with paired 
sample t-test and two qualitative questions were analyzed with thematic analysis method after 
Howitt (2010). The written material was coded and to increase the validity of the result, 
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themes were tested from the coding against the original data. Short quotes have been used to 
strengthen the reliability of the data. Reflexion on the qualitative part from the perspective of 
the researcher is that the researcher has previously participated in Buddhist meditation and the
MBSR program. The researcher has also assisted psychologist Haaheim, who conducted the 
study on the treatment phase, on both the MBSR and IMP interventions but not with the 
sample that was part of the present study. This can although affect the researchers 
understanding of MBIs, but the researcher does not identify as a Buddhist.

Ethical considerations. Umeå Regional Ethics Review Board reviewed and granted 
the approval of this research study: Diary number No. 2018 / 73–31. The four principles of 
research ethics; the information requirement, the consent requirement, the confidentiality 
requirement and the use requirement have been followed during the study started. The 
information requirement was fulfilled by the participants having both oral and written 
information about the study and the purpose of the study before it started. Participation in the 
study was voluntary and the participants were informed that they could terminate their 
participation at any time. Participants were required to complete a written research permit. 
The set up with informed consent followed applicable research ethical principles, thus 
fulfilling the consent requirement. In order to fulfill the confidentiality requirement, all 
responses were unidentified, they were given a research number and were treated 
anonymously and data from the study were kept in a secure place. No journal entries were 
made with material from the study, so information collected about individuals has only been 
used for research purposes. In this way, the ethical requirement have been met. Participation 
in the study has not affected any other ongoing medical or psychological treatments (Swedish 
Research Council, 2003; Olsson & Sörensen, 2011). People with ongoing abuse were 
excluded from the study and given feedback on the reason for the decision. A more detailed 
description of the study's ethical considerations can be found in the application for ethics with
the Diary Number above. For the follow-up additional questions were added that did not 
formally require an ethics approval, since this it was part of a graduate student thesis but 
ethical questions were taken into consideration. Information that the data would be handled 
with confidentiality, anonymity and that the study could be published was provided to the 
participants. The participants had the option of filling out a written consent form. 

Result

Initial Analysis

In the follow-up phase (two- and six-months after treatment) there was 25% missing values in
the self-report scales. The data was assumed to be missing at random (MAR) (Institute for 
Health and Care Research, 2019; Sterne et al., 2009). The missing data was not imputed with 
multilevel modeling since it is not necessary (Baraldi & Enders, 2010; Twisk, De Boer, De 
Vente, & Heymans, 2013). To further illustrate the test statistics Cohen's’ d was utilized and 
there were 99 imputed cases with the single imputation from the difference in average group 
change (Institute for Health and Care Research, 2019). In the multilevel analysis the treatment
effects within and between interventions over time centered (i.e., post , two  and six-month ‐ ‐
assessments expressed as weeks) included a random intercept (variance components) with the 
centered time variable and subjects. Chi2 tests on -2LL values between analysis of subject and
time-cent were compared to the results from the analysis including the treatment groups as a 
category variable, using the former analysis best fitted -2LL value as criteria to add predictive
variables. Model selection was based on maximum log–likelihood ratio tests (Sterne et al., 
2009; Van Buuren, 2018). Type III test of fixed effects (F and p-values, Bonferroni adjusted) 
were also used. Note should be made that for the background variable of medication only 
medication that could be moderated by psychological effects were included in the analysis 
such as antidepressant, sleep medication, benzodiazepines and sedatives. In total (n=6) 
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participants were excluded in this variable because they were medicated for more clear 
physiological symptoms such as arthritis, phoirisis, thrombus, hypertension, epilepsia or other
physiological symptom. This meant that two participants in the IMP intervention and four 
from the MSLP intervention that took medication were excluded in this specific variable.

In part two with the learning objectives there were in total 18.8% missing-values at 
two-month follow-up and 37.5% at the six-month measure. The method for imputation was 
single imputation from the difference in average group change (Institute for Health and Care 
Research, 2019). In total 20 items were imputed. One participant was deleted since imputation
was not possible because measures were missing from the two-month measurement. The 
quantitative measures of insight and action were administered only at each follow-up measure
so there were no missing values. The written data in the qualitative thematic analysis was 
coded line-by line and the codes divided into major themes and subthemes. Each follow-up 
data collection was first analyzed separately and then the themes were merged together and 
controlled against the original data. 

Part One with Results from the Self-Report Scales
Table 1 presents descriptives and effect sizes for the five self-rating scales. Cohen’s d showed
that there were differences between the interventions at post for two variables, with a medium
effect for PBSE and small effect in burnout. There were also changes between-interventions 
over time for all variables except depression in Cohen's d. In MAAS there was a small 
between-group difference at two months. In PBSE there was a decreasing, from medium to 
small, between-group effect over time. In recovery experience there was a medium between 
group effect at 2-months and in burnout there was a small between-group effect at post, which
decreased to below small at 2-months and increased to again to a small effect at post-
measurement. 
Table 1. Means, Standard Deviations and Cohen's d for Between-group Effects in Depression, Mindful
Attention and Awareness, Performance-Based Self- Esteem, Recovery Experience and Burnout from 
Post- to Follow-up Measures.

IMP          MSLP

  Mean SD Mean SD
Cohen's'

d

Depression
HAD-D

Post 4.71 2.70. 5.19 2.66 <.20

2-months 5.34 4.50 5.14 3.75 <.20

 6 months 5.21 5.11 5.30 3.94 <.20

Mindful 
Attention
and 
Awareness
MAAS

Post 59.25 10.79 61.13 9.20 <.20

2-months 65.56 8.80 63.13 10.74 .45

6 months 62.13 10.98 61.30 8.76 <.20

Performan
ce
Based Self-
Esteem
PBSE

Post 14.56 4.52 11.31 4.13 .75

2-months 13.19 4.10 11.57 4.63 .37

6 months 13.03 3.61 12.20 3.93 .22

Recovery
Experience
REQ

Post 50.19 12.89 48.87 11.48 <.20

2-months 53.17 12.04 43.33 15.88 .70

6 months 51.59 14.46 48.29 17.96 <.20

Burnout
SMBQ

Post 88.63 20.29 79.20 21.50 .41

2-months 87.10 21.60 85.76 21.89 <.20

 6 months 82.98 29.90 90.58 30.68 .25

Table 2. Multilevel modeling (MLM) was used to perform the same comparisons as Table 2 
while adjusting for nesting within classes and time-centered included as a covariate. The 
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MLM also calculate within-group variance and occupational status and medication as 
moderators in the treatment-results, with adjustments and covariate. 

In Model 1 for depression time contributed significantly to the model but there was no 
significant effect in estimates of fixed effects per week (.008), t(73)=.22, p=.83. Adding the 
individual variable did not contribute in Model 2 and there was no significant difference 
between individuals in depression (2.32), p=.16. 

In MAAS time contributed to the model but there was no significant result in the 
estimates of fixed effects decrease of (.014) per week (.008), t(75)=-.13, p=.89. Adding a 
random intercept between individuals and time in Model 2 could predict 26% in the outcome 
variable and there was an almost significant difference in MAAS between participants 
(29.38), p=.054. The intervention did not contribute in Model 3. 

For recovery experience time contributed to Model 1 but there were no significant 
effect in the estimates of fixed effects decrease (.012) per week, t(75)=-.08, p=.94. In Model 2
a random intercept between individuals and time could predict 45% of recovery experience, 
and there was a significant overall difference in recovery experience between participants 
(99.98), p=.026, although the intervention did not contribute in Model 3. 

For burnout time contributed to Model 1 and there was a significant decrease in 
burnout per week (.60), t(75)=2.40, p=.019, in the estimates of fixed effects. Adding a random
intercept between individuals and time in Model 2 predicted 35% of burnout and the between 
participant variance (168.73) was almost significant p=.064. Adding the interventions in 
Model 3 was significant and predicted 39% of burnout in total. Type III tests of fixed effects 
presented a main effects of time F(1, 60.34) = 6.01, p=.017, no significant main effects for 
treatment F(1, 61.53) = 2.65, p=.11 but a significant interaction between time x treatment F(1,
60.29) = 4.91, p=.03. Estimates of fixed effects presented a significant increase in burnout 
with the MSLP per week over time (.93), t(59.82)=3.47, p=.001 while the IMP had a 
significant decrease per week (0.05), t(60.29)=-2.22 p=.03. The average difference between 
the two interventions across the whole follow-up (7.10) was not significant t(61.53)=1.62, 
p=.11. Occupational status contributed to Model 4 and estimates of fixed effects showed an 
almost significant effect on burnout F(1, 56.35) = 3.79, p=.056 but there were no other main 
effects or interaction with the treatments. Participants who were unemployed/sick-leave had a 
significantly (21.59) greater burnout score t(56.93)=2.56, p=.013. Medication contributed to 
Model 4 but there were no significant effects in the type III of fixed effects. 

In performance-based self-esteem (PBSE) time contributed to the model but in the 
type III tests of fixed effects the .016 decrease in PBSE was not significant, t(75)=-.39, p=.70.
Adding individuals in Model 2 predicted 29% and the between participant variance (5.35) was
almost significant p=.059. Adding the interventions in Model 3 was significant and predicted 
39% of PBSE. Type III tests of fixed effects presented a main effects of treatment F(1, 61,25) 
= 6.93, p=.011 but no significant effects for time nor interaction between time x treatment. 
Estimates of fixed effects did not present a significant change in PBSE per week for neither of
the interventions. The average difference between the two interventions across the whole 
follow-up was 1.97 significantly lower for the MSLP intervention than the IMP intervention. 
These results were not moderated by occupational status although occupational status 
contributed to the model. Medication also contributed to the model and moderated the results, 
there was a significant main effect of medication F(1, 34.18) = 25.14, p=.00 and a significant 
three-way interaction of intervention x medication x time F(1, 24.63) = 4.50, p=.044. 
Participants not taking medication had a .08 decrease in PBSE per week but this was not 
t(34.65)=1.81, p=079. In the IMP intervention participants without medication showed a 
significant decrease by .18 per week in PBSE, t(24.63)=-2.12, p=.044. 
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Table 2. Adaptation Measure as well as Residuals and Variation Between Individuals in Effect of Time
on Depression, Mindful Attention and Awareness, Performance-Based Self- Esteem, Recovery 
Experience and Burnout with the Different Models. The Adaptation of the Models Compared to Nested
Models with Adjustment for Occupational Status and Medication at the Level of Intervention.

 Model Compared Difference in    Residuals Percent Change
Change
between 

  to model -2LL with Chi2  change per week interventions

Depression 1   12.14***   

 2 Model 1 4.08    

MAAS 1   95.82***   

 2 Model 1 10.24** 71.37*** 26%  

 3 Model 2 2.25    

PBSE 1   15.99***   

 2 Model 1 9.64** 10.91*** 29%  

 3 Model 2 7.15*  9.78*** 10%  

IMP 3     - 1.97*

MSLP 3     - -

Adj.Occupation 4 Model 3 118.61*** 5.08***   
Adj. Medication 4 Model 3 106.57*** 2.78***   
REQ 1  215.49***   

 2 Model 1 19.51*** 118.20*** 45%  

 3 Model 2  5.21   

SMBQ 1  547.15***   

 2 Model 1 9.07* 382.04*** 30%  

 3 Model 2 7.53* 333.84*** 13%   

IMP 3     .05* - 

MSLP 3     - - 

Adj. Occupation 4 Model 3 172.21*** 236.56***   
Adj. Medication 4 Model 3 119.04*** 241.35***    
***p<.0001, **p<.01, *p<.05

Part Two with the Additional Results for the IMP

Table 3 presents the result for the learning objectives with the IMP measured at the follow-up 
stage of the treatment for participants. At the two month follow-up most participants said they
had experienced new insights and that these had led to actions. The relationship between time-
periods was non-significant. 
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Table 3. Means and Standard Deviations for the Learning Objectives in the two-, and six-months 
Follow-up Measurements with P-Values. 
    2-months       6-months

Objective Mean SD   Mean SD   P-value

1 7.54 2.03 7.23 2.59 .57

2 6.85 2.64 6.37 2.35 .34

3 8.62 1.39 8.59 2.27 .94

4 7.38 1.7 6.83 2.65 .31

5 8.23 1.92 7.72 2.52 .38

Most participants (n=11) said they had experienced new insights and that these had led to 
actions at the two-month follow-up in a yes/no question. Two participants did not answer the 
question. The relationship was further explored at the six-month follow-up (n=10). Pearson's 
correlation coefficient showed that insight and action was positively correlated (r=.91, 
p<.001), which mean that 83% of the variation in insight could be accounted for by the 
variation in action and there was a strong positive association between the variables, when 
insight increased so did the action (Figure 1).

Figure 1. Scatterplot of Insight and Action with a Trend-line. 

Table 4 present the qualitative analysis which explored the participants experience with the 
intervention from the questions of insight and action. Four themes emerged which was 
insights, overt actions, covert actions and negative experiences. The themes also had various 
subthemes. 

Insight. What defined this theme is new knowledge that the participants had 
experienced. In the self-related sub theme participants mentioned needs, listening, self-care 
and pausing i.e. “I need to take better care of myself “. For knowledge of self functioning, 
both present and past was mentioned, and patterns in behaving in relation to reactions, focus 
and emotion i.e. “how healing it is to dare to let go of my defenses and meet someone on the 
premise that the other person also lets down their guard…” and “I understand how my forced 
way of approaching others has hindered me from deeper relationships”. In the positive 
relation to self self-acceptance and self-forgiveness was often mentioned i.e. “I have 
understood that it’s human to doubt yourself” and “I can only do my best”. 

Covert actions. This theme was defined as what participants had learned but not 
directly described in concrete action, thus it could be more difficult to observe. In the  
subtheme of stress-management participants mentioned that they paid more attention to 
thoughts and emotions, thought before they acted and experienced less stress i.e. “I can do 
things without inner stress” and “feel before I act and listen to others”. In the subtheme of 
relationship changes participants mentioned improvement in how they though and handled 
relationships i.e. “I feel more tolerant towards my children's needs, curious of who they really 
are and what they need”. 
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Overt actions. This theme was formulated in more direct actions that could easily be 
observed by others and it had five subthemes. One participant mentioned the relationship 
between insight and action with “with more insights came a calm behavior automatically”. 
The tools often mentioned were meditation, mindfulness practice but also medication. Talking
included saying yes and no and generally improved expression, i.e. “saying yes to things that 
are good for me” and “ I share more with others”. The listening theme included experiences 
with deeper listening and taking in other people's perspectives i.e. “I consciously listen and 
take in other people stories”. In the subtheme of relationship changes different choices was 
often mentioned i.e. “I choose friends who are in the same tempo as me”, “I have now started 
a more serious relationship” and setting boundaries “I said no (we don’t get along) and I took 
home a horse that I was going to sell”. Positive experiences included emotions, life changes 
such as starting an education and positive consequences i.e. “I can handle my studies better”. 

Negative experiences. This themes included subtheme of sustained problems with 
predominantly anxiety and implementation of methodology i.e. “(I) try desperately to handle 
it with mindfulness and wise friends” and “want to but have not done more inquiry because of
lack of time and energy”.

Table 4. Themes in the Qualitative Analysis of Insight and Action in the Combined two-, and 
six-months Follow-up Measures.  

Themes Subthemes 

Insights Self-related needs
Knowledge of self
Negative insights

Covert actions Stress-management
Relationship changes

Overt actions Tools
Talking
Listening
Relationship changes
Positive experiences 

Negative experiences Sustained problems
Problems with methodology

Discussion

Part one measuring post- to two-, and six-month follow-up with the models and fixed effects 
in multilevel analysis presented different results for the various outcome variables. Time 
could predict depression but the level of intervention was not significant, which is in support 
of the null hypothesis. Both time and individuals could predict mindful attention and 
awareness and recovery experience but the intervention did not contribute to the model, which
is also in support of the null hypothesis. Time, individuals, intervention and background 
variables could predict burnout and in the fixed effects there were significant increase with 
the MSLP and decrease with the IMP over time. This is in favor of the null hypothesis for the 
MSLP, but not for the IMP. There was no significant difference in the between-group analysis
for the whole time-period in burnout, although there was a small between-group effect size at 
post- treatment and at the final follow-up. Occupational status and medication contributed to 
the model but did not moderate result with the interventions. Time, individuals, intervention 
and background variables could also predict result in performance-based self-esteem (PBSE). 
Fixed effects of treatment presented non-significant within-group results but a between-group 
effect with significantly lower result for the MSLP group than the IMP intervention and it is 
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supported by the decreasing between-group effect sizes over the follow-up, but this effect was
also significantly moderated by medication in the IMP intervention were participants without 
medication had a decreased by .18 in PBSE per week. Occupational status did not moderate 
the result with the intervention.

In the additional analysis of the IMP there was a non-significant change over time 
with the learning objective for the intervention, which lend support for the null-hypothesis. 
The final result was in support of the alternative hypothesis were there was a significant 
correlation between insight and action. The qualitative analysis yielded themes of insight, 
covert action, overt action and negative experiences. This give some evidence that there were 
incidence of insights and actions, although thematic analysis does not contribute to the 
relationship between them.

Result and Future Research in Part One

Time could predict result in depression and this is supported by previous research that has 
found that untreated depression could increase brain pathology (Setiawan et al., 2018). The 
interventions did not contribute to the model in the present study. MBIs have previously been 
beneficial in depression (Carlson, et al., 2001; Khoury, et al., 2013; Newby, et al., 2015; 
Rungreangkulkij, Wongtakee, & Thongyot, 2011). The result was unfortunate since most 
patients that were on medication took anti-depressants and it would have been interesting to 
see if this could have moderated the result. MBIs has previously been found to be beneficial 
in psychiatry and as an alternative to antidepressant medication (Shapero, Greenberg, Pedrelli,
de Jong & Desbordes, 2018). Concurrently antidepressant has been found to prevent brain 
pathology in patients with major depressive disorder so a combination could perhaps be 
suggested. In the Haaheim (2018) study participants started the treatment at subclinical levels 
in depression and future research with a sample with more severe symptoms could investigate
the effects of the intervention and moderation of background variables further. 

Time and individuals could together predict 26% of mindfulness this is partly in line 
with previous research has found that mindfulness is 32% heritable and 66% due to nonshared
environmental factors (Waszczuk, Zavos, Antonova, Haworth, Plomin & Eley, 2015). The 
interventions did not contribute to the model, which is not in support previous research on 
mindfulness with MBIs (Neff, & Germer, 2013). The fact that participants previously had 
participated in an MBI and that mindfulness was rated high at post-measurement does not 
explain the result since previous research has shown that higher mindful awareness predicted 
greater increases in positive affect and greater reductions in negative affect than participants 
with low mindful awareness (Gawrysiak et al., 2018). Future research could take the quality 
of the mindfulness practice after treatment into consideration, since this has been found to 
affect result in MBIs (Del Re, 2012).

 Time and individuals could predict 45% of recovery experience but the interventions 
did not contribute to the models in this sample. The questionnaire for recovery experience was
developed to “assess how individuals unwind and recuperate from work during leisure time” 
(Sonnentag & Fritz, 2007). To better predict recovery experience this scale perhaps generally 
works better with people who work than for people who are unemployed/or on sick-leave, 
which was several in the current sample. Previous research on mindfulness and recovery 
experience has found the relationship to be reciprocal and organizations that want to promote 
mindfulness in their workforce should keep workload to a manageable degree (Hülsheger, 
Walkowiak & Thommes, 2018). 

Maslach and Leiter (2016) defines burnout as “a prolonged response to chronic 
emotional and interpersonal stressors on the job”, which has three dimensions of exhaustion, 
cynicism, and professional inefficacy. In the present study time and individuals could predict 
39% of burnout, and time presented a significant decrease. When adding the intervention to 
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the model burnout could be predicted up to 43%. Result from the interventions indicated that 
generally burnout increased over time but not with the IMP, even though the effect was very 
small per week over the whole time-period and there was a decreasing between-group effect 
size over time. Marques (2012) argued that Buddhist principles such as right livelihood, right 
thinking, right mindfulness and right action fit in the workplace. Previous research in 
predicting burnout has shown that mindfulness can have a positive effect and function as a 
buffer (Taylor & Millear, 2016). Adding medication or occupational status to the model 
improved it further and result indicated that participants that were unemployed had a greater 
burnout score and this was not really surprising since many participants in the sample also had
longer unemployment/sick-leave. Future research could examine the role of BDIs in the 
workplace to prevent burnout.

Hallsten, Josephson, and Torgén (2005) defines performance-based self-esteem 
(PBSE) as “a psychological construct of interrelated cognitions, emotions and motives arising 
as a response to chronic or recurring stressors, appraised as challenges or threats to self-worth 
and self-esteem. Societal influences and individual history have contributed to this pattern.” 
In performance-based self-esteem (PBSE) time and individuals could predict 29% of PBSE 
and adding the interventions to the model predicted 39%. There was a significant difference 
between interventions in the fixed effects, which could be seen in the effect size difference 
between interventions that decreased from medium to small over time, but the between-group 
difference was also moderated by medication where the IMP was more effective if participant
did not take medication. A hypothesis for this could be that if participants decided to 
participate in the IMP they identified as Buddhists, or agreed with the religion, they were less 
driven by performance in their self-esteem, although it is unsure to what degree participants in
the IMP actually identified as Buddhists, since this was not measured. Religious beliefs, or 
what some people might define as placebo effects in treatment, could have an effect. 
Schettino et al., (2011) found that moderate religious beliefs enhanced treatment response in 
depression with antidepressants in comparison to low and high religious beliefs. Perhaps 
participants with high or low beliefs in Buddhism (or in the intervention) in the present study 
could have worse results in PBSE if they simultaneously were on antidepressants. Another 
hypothesis could be that medication hinders what could be antidotes to PBSE. Previous 
research has found that four facets of mindfulness (non-reactivity, awareness, labeling and 
non-judging of inner experience) generated higher self-esteem (Shonin, Van Gordon, & 
Griffiths, 2016). This could be further investigated in PBSE perhaps also with the addition of 
self-acceptance and self-forgiveness, that was mentioned in the qualitative analysis of the IMP
in part two of the study.

In conclusion, the IMP seem to generate better results in variables connected to work-
rehabiliation than the MSLP since burnout, PBSE and recovery experience are all somewhat 
related (Dahlin, Joneborg & Runeson, 2007; Svedberg, Hallsten, Narusyte, Bodin & Blom, 
2016). This is different from Haaheim (2018) that found better results with the MSLP than the
IMP in burnout. Virgili (2015) gave some evidence for the benefits with the MBIs in the 
workplace and this could be investigated further, especially with SG-MBI such as the IMP. In 
PBSE there was also moderating effect of medication with the IMP, and factors that 
contribute to this could be further investigated. The current recommendation from Statens 
beredning för medicinsk utvärdering (2015) in primary care for stress-related disease and 
burnout syndrome is CBT but the overall research base is scarce. This calls for more research 
to validate the best evidence-based clinical practice for these conditions. That there were not 
improvements on most outcome variables with the intervention could perhaps also by 
explained with the quality of the practice of the exercises that participants learned with the 
interventions (Del Re, 2012). Future research could measure how much participants practiced 
the exercises to see if this moderate results further.
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Results and Future Research in Part Two 

The second research question pertained what the specific outcomes were for the IMP 
program from the programs learning objectives. The result here is quite clear that the 
participants knew the objectives to a high degree and that this did not change significantly 
over time. The objectives were all rated around six to eight on a 10-points scale. It is difficult 
to distinguish if this was the effect of the interventions since the objectives were not 
administered during the treatment phase and it was an uncontrolled design. A more 
comprehensive design could answer these questions and the result is therefore still in favor of 
the null hypothesis. No previous research has been done on the IMP and the effects of the 
program needs further examination.

The third and final question of the study was if the IMP program led to new insights 
and if these insights then led to action. The relationship between insight and action is perhaps 
fundamental to psychology and most participants said that they had experienced new insights 
and actions with the intervention. The correlational analysis gave evidence for a strong 
positive association and this is interesting because that means that the concepts are not 
completely independent. The relationship between insight and action has been suggested by 
Castonguay & Hill (2007) to be an integrative process of cognitive understanding and 
emotional experience and the correlational analysis suggest that these are integrated. Caution 
in interpretation should be made since the sample is small and the research question is also 
formulated as to how participants experienced the relationship of insight and action, so the 
result could indicate their beliefs about the relationship rather than an actual correlation 
between them. Measuring actions in a more direct way could be an idea for future research. 

The qualitative thematic analysis explored insight and action further, although 
thematic analysis does not look into the relationship between themes it can give some more 
information of the content of the concepts. The definition of insight in psychotherapy is 
“meta-awareness, learning of new connections and new understanding” (Castonguay & Hill, 
2007). Previous qualitative meta-analysis by Timulak and Mcelvaney (2013) on insight in 
psychotherapy from various traditions has given evidence for two themes of painful/poignant 
insight, where clients realized something that was painful, and self-asserting/empowering 
insight with a sense of self-assertion and empowerment. The result in the present study 
generated four different themes of insight, overt action, covert action and negative 
experiences. The sub themes under insight fit pretty well with previous research were positive
relation to self could be defined as self-assertion/empowerment and self-related needs and 
knowledge of self could be defined as more painful/pointagnt insights, since they also 
included what participants could do but did not do. Generally participants seemed to mostly 
describe cognitive understanding but sometimes they mentioned emotional experiences. 
According to Kabat-Zinn (2011) cognitive schema changes can take place just by focusing on 
the present moment and this could be similar to covert actions. Schema-changes has also been
suggested to have the potential to increase actions (Castonguay & Hill, 2007). Thus there 
could also be a relationship between covert and overt behavior. The negative experiences also 
reflect the result from Haaheim (2018) that presented a non-significant result with the IMP in 
anxiety. Shonin, et al., (2014) called for a more precise definition for the operationalization of
Buddhist principles and practice in clinical setting and the present study contribute somewhat 
to that definition although the qualitative analysis is very brief and a more thorough data 
collection could contribute to further knowledge. 

In conclusion, the learning objectives needs further research. There could be a 
correlation between insight and action. The themes that emerged in the qualitative analysis 
indicate experiences with insight and action, both overt and covert, even though the design 
does not define relation. Suggestion for future research could be to conduct a factor analysis 



FOLLOW-UP ANALYSIS OF TWO NEW MINDFULNESS BASED INTERVENTIONS 20

on these concepts with a different sample of healthy participants to create a baseline, and 
previous research could be used as guideline, to get a more clear correlation of these concepts.
This could generate a new questionnaire. Currently there are some scales that are looking into 
different aspects of insight and action. The self-reflection and insight scale by Grant, Franklin 
and Langford (2002) highlight insight and the previously mentioned Beck Cognitive Insight 
Scale by Beck et al., (2004) focus on the cognitive part of insight. The Acceptance and Action
Questionnaire–II measures psychological flexibility and the emotional components of action, 
but with an acceptance-based approach and cognitive defusion as the theoretical background 
(Bond, et al., 2011). No current scale or questionnaire seem to look at insight and action 
together and this could be a topic for future research. If a scale that measured insight and 
action was developed the IMP could also be compared to CBT, since current research has 
found that this tradition has the best evidence for insight. This could distinguish more what 
the different traditions and philosophies of Insight Dialogue (ID) and Socratic dialogue could 
contribute with from a clinical viewpoint. 

Reflections on the Method and Limitations

The study consisted of two parts. Part 1 utilized the multilevel repeated measure design 
(MLM) to analyze the effects. The improved fitting to the model and decrease in residuals 
could according to Pillinger (2019) be explained by the fact that there is not many level 1 
units in the group, there is large level 1 variance and small level 2 variance. This confirms the 
results were the groups sizes were small, there were not significant change between 
participants on most outcome variables (they were too similar) on Level 1 (Model 2) but there
could still be some significant results in Level 2 (Model 3). This means that the groups 
regression lines were not very spread out around the overall regression line (Pillinger, 2019). 
The quasi-experimental design could also explain the result since this can lead to sampling 
bias. When comparing treatments with MLM confounding variables with quasi-experimental 
designs can be mended with some precautions, such as having similar participants and 
environments (Cleary, Gross, Zaslavsky, & Taplin, 2012). Haaheim (2018) took some of 
these precautions with having a similar sample and the same environment for the 
interventions. That all participants previously had participated in another MBI intervention 
(the MBSR) could also be problematic and in the study it was difficult to differentiate 
treatment effects from previous treatments. That participants themselves also choose which 
treatment they could participate in also threatens the validity of the conclusions through 
selection bias. There were some significant or almost significant between individual 
differences in Model 2, but it is hard to know if this applied to the groups, since no between 
individuals variation with the specific interventions was calculated. This could be investigated
in future research to investigate the effects of selection bias further. In the current study some 
confounding variables could be controlled for. 

Haaheim (2018) utilized ANCOVA to analyze the results and to control for between-
group differences at the start of treatment and although LMM has a different set-up with 
nesting of data, percent change in residuals with prediction variables, Maximum Likelihood 
component, the effects can be comparable. This can be seen in the change in residuals with 
the different prediction variables and following fixed effects at the level of intervention. 
LMM was also useful here since there were a lot of missing values and data collection was 
done at different times. 

Overall, the result in part one could be enhanced by a randomization component in the
study design and also perhaps a different sample with individuals who have not previously 
completed an MBI, even though this was a requirement to some degree with the IMP. Part 
two for the IMP could be improved with the study design adding measures from the start of 
treatment and a control group in an RCT-design. This could better answer the questions with 
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the learning objectives. The question of insight and action is more complicated since no good 
self-rating scale seem to exist that measures these outcomes. With the result from the 
qualitative analysis, previous research and more studies in this area, a reliable and validated 
scale could be developed that could measure this relationship. New research questions and 
hypothesis needs to be formulated to investigate this. Insight and action in SG-MBIs could 
also be explored further in qualitative analysis. The thematic analysis was very brief and more
comprehensible interviews could have been conducted. Thematic analysis is descriptive, not 
theory formulating, so a comprehensive data-driven grounded theory analysis for SG-MBIs 
could be an option. The definition of insight in the Buddhist philosophy as “transcendent 
intuitive leaps into the very nature of reality itself” could be interesting to investigate more 
since it is still unclear what intuitive leaps and nature of reality really means. This calls for 
more research. 
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