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 An impressive body of research indicates expressive writing (Pennebaker & 

Beall, 1986) produces physiological and psychological benefits. One study found that 

expressive writing decreases depressive symptoms among formerly depressed college 

students (Gortner, Rude, & Pennebaker, 2006). Gortner et al. (2006) argue that 

expressive writing may produce changes by reducing negative evaluations of emotional 

experiences and self-judgment, often associated with depression, through instructions 

encouraging participants to delve into their “deepest thoughts and feelings.” In other 

words, the standard writing instructions appear to send an implicit message that 

individuals be accepting and non-judgmental towards emotions and cognitions. The 

mindfulness literature suggests that making this message explicit may improve the 

preventative power of expressive writing in depression-vulnerable populations (Baer, 

2003; Kingston, Dooley, Bates, Lawlor, & Malone, 2007; Teasdale et al., 2000; Toneatto 

& Nguyen, 2007). Therefore, the specific goal of the present study was to examine the 
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effects of a mindfulness-enhanced expressive writing intervention among depression-

prone individuals.

Depression-vulnerable participants (e.g., dysphoric or formerly depressed) were 

randomly assigned to one of three groups. Although writing instructions varied for each 

group, all participants wrote for 20 minutes across a three-day period. The mindfulness 

condition received writing instructions that encouraged participants to be non-

judgmental, accepting, and self-compassionate as they wrote about distressing events. 

Participants in the traditional writing condition received standard writing instructions, 

which consisted of writing about their deepest thoughts and feelings related to an 

emotional incident. Finally, students in the control condition were instructed to write 

about what they did the previous day. 

Results showed marginally significant decreases in depressive symptoms among 

participants in the mindfulness group compared to the control condition. In addition, 

results indicated that low suppressive depression-vulnerable individuals in the 

mindfulness condition marginally improved their cognitive processing biases compared 

to their counterparts in the traditional and control groups. Results failed to support 

hypotheses that predicted improvements on self-compassion, rumination, and 

mindfulness skills. Further, self-compassion was not found to mediate the effects of 

treatment on depressive symptoms and rumination. Obviously more research needs to be 

conducted, however preliminary results suggest that brief mindfulness interventions may 

be beneficial for a depression-vulnerable population.
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CHAPTER ONE 

Introduction 

It is well established that depression is a public health concern. Lifetime 

prevalence rates of depression are estimated to be 17-19% (Kessler et al., 1994), and 

eight out of 10 individuals with a history of depression are expected to relapse (Judd, 

1997). Given the increasing number of individuals affected by depression and the high 

rate of recurrence, researchers and clinicians are focusing efforts on preventative 

interventions for at-risk populations. 

An impressive body of research indicates that expressive writing (Pennebaker & 

Beall, 1986) produces physiological (e.g., Broderick, Junghaenel, & Schwartz, 2005; 

Danoff-Burg, Agee, Romanoff, Kremer, & Strosberg, 2006; Pennebaker & Francis, 1996; 

Petrie, Fontanilla, Thomas, Booth, & Pennebaker, 2004) and psychological benefits (e.g., 

Sloan & Marx, 2004; Sloan, Marx, & Epstein, 2005; Smyth, Hockemeyer, & Tulloch, 

2008). One study explored expressive writing as a preventative intervention for formerly 

depressed college students (Gortner, Rude, & Pennebaker, 2006). Results from this 

investigation suggest that expressive writing reduces rumination and depressive 

symptoms among depression-vulnerable individuals reporting high levels of trait 

emotional suppression.  

 In the expressive writing literature there are several potential mechanisms that 

may explain the findings Gortner et al. (2006) reported. One such mechanism is cognitive 

processing theory (Jones & Pennebaker, 2006; Pennebaker, 1989; Pennebaker, 1997; 

Pennebaker, Colder, & Sharp, 1990), which asserts that expressing emotions and 

processing experiences via language may allow individuals to assimilate painful 
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experiences into their cognitive frameworks. This in turn enables individuals to organize 

the material in a coherent manner and develop a deeper understanding of their traumas. 

Cognitions have played a large role in depression vulnerability research and evidence 

indicates that depression-prone individuals possess negative cognitive frameworks, or 

schemas, which may place them at risk for depression (e.g., Alloy et al., 2006; Hedlund 

& Rude, 1995; Miranda, Gross, Persons, & Hahn, 1998; Rude, Covich, Jarrold, Hedlund, 

& Zentner, 2001; Rude, Valdez, Odom, & Ebrahimi, 2003). Therefore, if expressive 

writing is able to shift individuals‟ perspectives and reorganize cognitive material, it 

seems plausible that emotional writing would lead to reductions in depressive symptoms. 

 Researchers have also suggested that affective processing theory may be an 

underlying mechanism of expressive writing (Jones & Pennebaker, 2006). According to 

this theory maladaptive emotional processing styles (e.g., avoidance or rumination) can 

be problematic for numerous individuals. The act of writing about painful experiences 

may provide an adaptive way for both “avoiders” and “ruminators” to process and cope 

with their traumatic experiences, which minimizes their need to suppress or over-focus. 

Given that rumination and experiential avoidance are considered depression vulnerability 

factors (Cribb, Moulds, & Carter, 2006; Ehring, Fischer, Schnulle, Bosterling, & 

Tuschen-Caffier, 2008; Morrow & Nolen-Hoeksema, 1990; Nolen-Hoeksema & Morrow, 

1991; Nolen-Hoeksema & Morrow, 1993; Nolen-Hoeksema, Morrow, & Fredrickson, 

1993; Nolen-Hoeksema, Parker, & Larson, 1994), an intervention targeting these 

maladaptive affective processing styles may be a promising preventative treatment for 

depression. 
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Another potential mechanism, and one that has yet to be explored in the 

expressive writing literature, is the notion mentioned by Gortner et al. (2006) that 

expressive writing may produce changes by reducing negative evaluations of emotional 

experiences and self-judgment, often associated with depression, through instructions 

encouraging participants to delve into their “deepest thoughts and feelings.” In other 

words, the standard writing instructions appear to send an implicit message that 

individuals be accepting and non-judgmental towards emotions and cognitions. The 

mindfulness literature suggests that making this message explicit may improve the 

preventative power of expressive writing in depression-vulnerable populations. 

Acceptance and non-judgmental attitudes are hallmarks of mindfulness 

interventions, which have recently been touted as promising approaches for preventing 

depression among formerly depressed individuals (Baer, 2003; Kingston, Dooley, Bates, 

Lawlor, & Malone, 2007; Ramel, Goldin, Carmona, & McQuaid, 2004; Teasdale et al., 

2000; Toneatto & Nguyen, 2007). Mindfulness is defined as “paying attention in a 

particular way: on purpose, in the present, and non-judgmentally” (Kabat-Zinn, 1994, p. 

4). Teasdale, Segal, and Williams (1995) suggest that mindfulness may prevent 

depressive relapse, as skills developed through mindfulness training encourage 

individuals to become aware of thoughts and feelings during dysphoric episodes and 

disengage from rumination, which, as noted above, is a cognitive vulnerability factor 

associated with depression (Nolen-Hoeksema, 1987, 1991, 2000).  

Given that both expressive writing and mindfulness interventions appear to 

benefit depression-vulnerable individuals, it seems that incorporating ideas from both 

treatment approaches may provide a powerful, brief preventative intervention for those 
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at-risk for depression. Therefore, the specific goal of the present study was to examine 

the effects of a mindfulness-enhanced expressive writing intervention in a depression-

vulnerable group. It was hypothesized that those depression-prone individuals in the 

mindfulness writing group would benefit more from the intervention than participants in 

the traditional expressive writing and control conditions. Further, this study explored 

whether self-compassion, a construct related to mindfulness, was a potential mechanism 

underlying the expressive writing paradigm. 
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CHAPTER TWO 

Review of the Literature 

Expressive Writing Paradigm 

Pennebaker and his colleagues began examining expressive writing over twenty 

years ago. Researchers across disciplines have published impressive results indicating 

that engaging in emotional writing about traumatic events produces both physiological 

and psychological benefits. The expressive writing literature continues to grow and 

researchers are currently exploring potential mechanisms underlying the expressive 

writing paradigm. Recently, expressive writing has shown promise as a brief preventative 

treatment for depression-vulnerable individuals.  

First Expressive Writing Study 

Pennebaker and Beall (1986) conducted the first expressive writing study to 

determine if writing about traumatic experiences would influence physiological health. In 

this experiment researchers randomly assigned participants to 1) write about the facts and 

emotions surrounding a traumatic experience, (trauma-combination group), 2) describe 

only their emotions associated with the trauma (trauma-emotion group), 3) write about 

the facts related to the traumatic event (trauma-fact group), or 4) focus on trivial events 

(control group). Participants were asked to write for 15 minutes per night, for four nights. 

Researchers collected physiological and self-report measures each day participants wrote. 

This study also included a longitudinal component that involved reviewing health center 

records and gathering self-report data. Analyses revealed that immediately after writing, 

the trauma-combination group experienced increased physiological arousal compared to 

the other groups. Further, those participants who wrote about traumas appeared to report 
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more negative moods immediately following the writing compared to control 

participants. Longitudinal data indicated that in the months following the experiment, the 

trauma-emotion and trauma-combination groups reported greater improvements in health 

compared to the other groups. These preliminary results suggest that the emotional 

expression piece of this writing intervention is central to producing health benefits. More 

importantly, this writing study serves as the foundation for a line of research that has 

crossed disciplines and contributed to the understanding of benefits associated with 

emoting. 

Further Research on the Expressive Writing Paradigm 

Over the course of twenty years numerous expressive writing studies have been 

published using the methodology described above, or a variation of the first writing 

experiment. Many of the studies have found that expressive writing leads to health 

improvements among healthy populations, such as college students (Pennebaker & Beall, 

1986; Pennebaker & Francis, 1996; Pennebaker, Kiecolt-Glaser, & Glaser, 1988). 

Additionally, a review of the expressive writing literature notes that healthy populations 

including maximum-security prisoners, crime victims, medical students, and men who 

recently lost their jobs have benefited with regards to their health following emotional 

writing (Pennebaker & Seagal, 1999) A meta-analysis conducted by Smyth (1998) 

corroborates this evidence by indicating that emotional writing is in fact associated with 

improved health among healthy participants.  

Further, individuals suffering from physical illnesses also exhibit health benefits 

following expressive writing (Broderick, Junghaenel, & Schwartz, 2005; Danoff-Burg, 

Agee, Romanoff, Kremer, & Strosberg, 2006; Petrie, Fontanilla, Thomas, Booth, & 
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Pennebaker, 2004; Smyth, Stone, & Hurewitz, 1999; Stanton et al., 2002). Research 

conducted with breast cancer patients found that participants randomly assigned to the 

emotional writing condition were less symptomatic and went to the doctor less frequently 

at a three month follow-up compared to the control group (Stanton et al., 2002). Another 

study examined the effects of expressive writing among individuals infected with HIV 

(Petrie et al., 2004). Results from this experiment indicated that participants engaging in 

emotive writing showed immune system improvements. 

In addition to producing health benefits among healthy and physically ill 

populations, expressive writing has also benefited those individuals struggling with 

psychological disorders. Among individuals suffering from post-traumatic stress disorder 

(PTSD) and PTSD symptoms, studies have found that disclosure participants exhibit 

decreases in anger and tension (Smyth et al., 2008), less reactivity, as measured by 

cortisol levels, to traumatic images (Smyth et al., 2008), clinically significant reductions 

in PTSD symptoms (Sloan, Marx, & Epstein, 2005), and improvements in depressive 

symptoms (Sloan & Marx, 2004). In addition, psychiatric inmates, sex offenders in 

particular, suffering from a variety of psychological disorders visited the prison infirmary 

less frequently following the expressive writing intervention compared to participants in 

the control condition (Richards, Beal, Seagal, & Pennebaker, 2000).  

In line with the notion that expressive writing may be beneficial for those with 

psychological disorders, there is evidence to suggest that expressive writing is helpful for 

individuals that employ maladaptive coping or emotional processing strategies. Several 

researchers have examined alexithymia, difficulty expressing/describing emotions, and 

expressive writing. Results from these studies indicate that the beneficial effects of 
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emotional disclosure were greater for participants high on the trait of alexithymia 

compared to low alexithymic participants (Baikie, 2008; Paez, Velasco, & Gonzalez, 

1999; Solano, Donati, Pecci, Perischetti, & Colaci, 2003). In fact, low alexithymic 

individuals did not show much improvement after engaging in expressive writing (Paez et 

al., 1999; Solano et al., 2003). Solano et al. (2003) theorize that perhaps these participants 

processed their experiences internally or with others and writing did not help them 

integrate their emotions further. The implication being that individuals who struggle to 

process their emotions, such as alexithymics, would likely benefit from expressive 

writing. Corroborating this notion is evidence suggesting that those individuals using 

maladaptive coping mechanisms to process feelings, such as suppression and rumination, 

seem to benefit from emotional writing (Gortner et al., 2006; Sloan, Marx, Epstein, & 

Dobbs, 2008).  

Although, there is evidence indicating that expressive writing benefits those with 

psychological issues, a meta-analysis examining expressive writing among clinical 

populations, both physically and mentally ill, indicates that emotional writing produces 

greater improvements in physical health rather than psychological health (Frisina, Borod, 

& Lepore, 2004). Another meta-analysis suggests that while certain psychological 

outcome variables are significantly affected by the writing intervention (e.g., depression 

and distress), others are not improved as a result of engaging in emotional writing (e.g., 

eating-disorder behaviors and grief/bereavement; Frattaroli, 2006). Frisina et al. (2004) 

argue that these findings may be due to the distorted thinking and severe distress 

associated with psychological disorders, which may impair an individual‟s ability to write 
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productively. Thus, perhaps the expressive writing intervention is better suited for people 

considered at-risk for psychological disorders, such as depression-vulnerable individuals.  

Expressive Writing and Depression-Vulnerability 

There is evidence to indicate that mood, depressive symptoms, and negative 

affect, among non-depressed populations, improves following emotional disclosure 

(Broderick et al., 2005; Langens & Schuler, 2005; Lepore, 1997; Soliday, Garofalo, & 

Rogers, 2004). Additionally, a study examining expressive writing and intimate partner 

violence, found that depressed participants engaging in emotional writing exhibited 

significant reductions in depression (Koopman et al., 2005). An investigation of 

expressive writing in a depression-vulnerable population provides further evidence that 

expressive writing may be beneficial for those suffering from depressive symptoms. In a 

study conducted by Gortner et al. (2006) participants at-risk for depression were 

randomly assigned to an expressive writing condition or control group. Results from this 

study showed that emotional disclosure participants, who reported high levels of trait 

emotional suppression, exhibited fewer depressive symptoms at the six-month follow-up 

compared to participants in the control group. In addition, this decrease in depressive 

symptoms was mediated by changes in scores on the Brooding subscale of the 

Ruminative Response Scale. Another study found that those individuals with brooding 

tendencies benefited most from expressive writing with regards to their depressive 

symptoms (Sloan et al., 2008). Therefore, it seems that expressive writing not only 

affects depressive symptoms in a depression-prone population, but also ruminative 

patterns, which are considered a depression-vulnerability factor (Nolen-Hoeksema, 

1991). 
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Given that expressive writing has shown promise in reducing and preventing 

depressive symptoms, a logical question to ask is why would emotional writing produce 

positive outcomes related to depression? In the expressive writing literature, numerous 

theories have been explored as potential mechanisms underlying the effects of expressive 

writing. Although there is not a single theory that explains the outcomes associated with 

expressive writing (Jones & Pennebaker, 2006; Pennebaker & Chung, 2007), models 

such as cognitive processing theory (Jones & Pennebaker, 2006; Pennebaker, 1989; 

Pennebaker, 1997; Pennebaker et al., 1990) and affective processing theory (Jones and 

Pennebaker, 2006) seem to be particularly relevant for depression-prone populations, as 

problematic cognitive patterns (e.g., negative schemas) and poor emotional coping 

strategies (e.g., experiential avoidance) often render individuals vulnerable to depression.  

Cognitive processing theory asserts that expressing emotions and processing 

experiences via language may allow individuals to assimilate painful experiences into 

their cognitive frameworks. This in turn enables individuals to organize the material in a 

coherent manner and develop a deeper understanding of their traumas. It is possible that 

gaining insight about a difficult experience, through writing, could lead to a change in 

perspective regarding the trauma (Pennebaker & Chung, 2007). While cognitive 

processing theory focuses on how writing may affect cognitive organizational structures, 

affective processing theory highlights the role of emotions. According to affective 

processing theory, maladaptive emotional processing styles (e.g., avoidance or 

rumination) can be problematic for numerous individuals. The act of writing about 

painful experiences may provide an adaptive way for both “avoiders” and “ruminators” to 
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process and cope with their trauma, which minimizes their need to suppress or over-

focus.  

Beck’s Cognitive Vulnerability Model of Depression 

 As noted above, cognitive processing theory may play an important role in the 

effectiveness of expressive writing. This theory seems particularly important for 

depression-vulnerable individuals, as Beck‟s cognitive vulnerability model of depression 

suggests that the way individuals organize and process cognitive material does in fact 

increase one‟s vulnerability to depression. Therefore, if expressive writing enables 

individuals to restructure cognitive frameworks in an adaptive manner and develop new 

perspectives regarding traumatic experiences, this intervention may be an antidote to 

cognitive factors associated with depression vulnerability. 

 Cognitive Theory of Depression: The Role of Schemas  

 According to cognitive theory (Beck, 1967) the development of depression and 

the disorder‟s recurrent nature are related to negative schemas held by depression-prone 

individuals. These schemas, or cognitive structures used to organize information in the 

environment, are thought to develop during early childhood and remain latent until 

activated by particular situations (Beck, 2002; Beck, Rush, Shaw, & Emery, 1979). 

Negative schemas that are particularly problematic for individuals at-risk for depression 

include schemas about the self, current experiences, and the future (Beck et al., 1979). 

For example, a depression-vulnerable individual may possess a failure schema rooted in 

negative messages sent by caregivers regarding his competence. This particular failure 

schema may be dormant for an extended period of time until a stressful situation, such as 

a missed deadline at work or loss of a relationship, triggers the schema. According to the 
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vulnerability hypothesis, a negative schema, such as the failure schema this particular 

individual holds, is generally stimulated by incidents that are reminiscent of the early 

experiences that created the schema (Beck, 2002). 

Once the negative schema has been activated, cognitive theory suggests that 

negative automatic thoughts and negatively biased information processing occurs, placing 

the individual at-risk for depression (Beck, 1967; Beck et al., 1979; Scher, Segal, & 

Ingram, 2004). In other words, information from the environment is often distorted to fit 

the negative schema and evidence contradicting the negative schema is ignored (Beck et 

al., 1979). Thus, the negative schema continues to be reinforced as the individual 

interacts with the environment and processes information in a negatively biased manner. 

Given that depression is a remitting and recurring condition, the active nature of negative 

schemas will wax and wane. However, as noted above, the negative schemas held by 

depression-prone individuals do not disappear. Rather, they remain inaccessible until a 

stressful situation arises that triggers their conscious accessibility (Beck, 2002; Beck et 

al., 1979). 

Research Based upon Beck’s Theory of Schemas 

 When researchers began investigating Beck‟s theory of cognitive vulnerability, 

numerous studies failed to yield results that supported his notion of schemas (e.g., 

Dobson & Shaw, 1987; Hamilton & Abramson, 1983; Hammen, Marks, deMayo, & 

Mayol, 1985; Hammen, Miklowitz, & Dyck, 1986; Lewinsohn, Steinmetz, Larson, & 

Franklin, 1981; Wilkinson & Blackburn, 1981) 

For example, Wilkinson and Blackburn (1981) examined the cognitive style of four 

groups: currently depressed patients, recovered depressed patients (a subset of the 
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currently depressed patients), recovered other patients, and normal controls. Results from 

this study indicated that currently depressed individuals exhibited a negative cognitive 

style, as measured by the Hopelessness Scale, Cognitive Style Test, and Cognitive 

Response Test. However, upon remission these patients demonstrated no cognitive biases 

and their scores on all three measures suggested they were no different from the 

recovered other patients and normal controls. Thus, the results from this investigation do 

not support Beck‟s theory of latent schemas. 

Several authors suggest that methodological flaws are to blame for these initial 

findings. Ingram and colleagues implicate study designs that ignore the diathesis-stress 

component of Beck‟s model (Ingram, Miranda, & Segal, 1998; Ingram, Miranda, & 

Segal, 2005). Ingram et al. (1998) note that priming studies, in which depression-

vulnerable participants are induced into a sad mood, have shown support for Beck‟s 

theory because they place stress on the participants (e.g., Gemar, Segal, Sagrati, & 

Kennedy, 2001; Miranda, Gross, Persons, & Hahn, 1998; Miranda & Persons, 1988). A 

study conducted by Miranda and Persons (1988) supports this notion. These authors 

examined dysfunctional attitudes among formerly-depressed and never-depressed 

participants that were randomly assigned to receive a negative or positive mood 

induction. Depression-vulnerable individuals exhibited more dysfunctional attitudes as 

negative mood scores increased; however, the never-depressed participants reported low 

dysfunctional attitude scores across both mood conditions. These findings suggest 

depression-vulnerable individuals need to be experiencing a negative mood in order to 

access dysfunctional attitudes. 
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Inadequate participant selection procedures have also been cited as a 

methodological issue in the cognitive vulnerability literature. Abramson and Alloy (2006) 

and Just, Abramson, & Alloy (2001) indicate that using behavioral high-risk designs, in 

which participants are selected based upon psychological risk factors that may render 

them vulnerable to depression, is important when investigating Beck‟s model of cognitive 

vulnerability. In the large scale Cognitive Vulnerability to Depression project, researchers 

from the University of Wisconsin and Temple University selected participants using a 

behavioral high-risk design and have found results supporting the idea that negative 

cognitive styles place individuals at-risk for depression (e.g., Alloy et al., 2006; Alloy et 

al., 2000; Alloy, Abramson, Safford, & Gibb, 2005). 

 Finally, Rude and colleagues have argued that research programs examining 

cognitive theory have not found empirical evidence supporting schemas, because this 

research is primarily based upon self-report measures. Detecting latent depressive 

schemas may be difficult when using questionnaires, because these cognitive structures 

are not consciously accessible. Several studies using information processing tasks support 

this argument (e.g., Alloy, Abramson, Murray, Whitehouse, & Hogan, 1997; Hedlund & 

Rude, 1995; Rude et al., 2001; Rude et al., 2003). In fact, Rude et al. (2001) compared 

the utility of self-report measures and information processing tasks among formerly-

depressed and never-depressed participants after they engaged in a self-focus or external-

focus exercise. While the manipulation in this investigation failed, results showed that 

laboratory tasks were more effective in detecting depressive schemas than the self-report 

instruments measuring dysfunctional attitudes and negative cognitions. 

Depression Vulnerability Factors Associated with Affective Processing Theory 
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 In addition to cognitive processing theory, the expressive writing literature 

suggests that affective processing theory may explain the benefits associated with 

expressive writing. This explanation of expressive writing appears to be particularly 

relevant for depression-vulnerable populations, as research indicates that individuals at-

risk for depression struggle to engage in adaptive emotional processing strategies. 

Depression-prone individuals seem to be drawn to maladaptive emotional coping styles, 

such as rumination, thought suppression, and experiential avoidance, which are 

associated with depression and thought to prolong distress. Thus, if emotional writing 

encourages individuals to engage in healthy emotional coping strategies, it seems that the 

expressive writing intervention could prevent depressive symptoms that often result from 

poor emotion regulation styles.  

Response Styles Theory of Depression: The Role of Rumination 

The response styles theory of depression (Nolen-Hoeksema, 1987; Nolen-

Hoeksema, 1991) suggests that rumination plays a role in the development and 

maintenance of depression. Rumination is defined as “repetitive and passive thinking 

about one‟s symptoms of depression and the possible causes and consequences of these 

symptoms” (Nolen-Hoeksema, 2004). Response styles theory highlights the process or 

style of thinking rather than the content of thought, which is often emphasized in 

cognitive theory (Nolen-Hoeksema, 1991). The repetitive focus on negative emotions and 

their causes/consequences is believed to intensify depressive symptoms and extend 

periods of sadness, which may increase an individual‟s vulnerability to Major Depressive 

Disorder (MDD; Nolen-Hoeksema, 1987; Nolen-Hoeksema, 1991; Nolen-Hoeksema, 

2004). 
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 After outlining the response style theory of depression, Nolen-Hoeksema began 

investigating the association between rumination and depressive episodes. Her research 

program has published numerous studies and found impressive results supporting her 

theory of depression vulnerability. Nolen-Hoeksema‟s original predication that 

rumination intensifies depressive symptoms and extends periods of dysphoria, rendering 

individuals vulnerable to depression, has been supported in the literature (Morrow & 

Nolen-Hoeksema, 1990; Nolen-Hoeksema & Morrow, 1991; Nolen-Hoeksema & 

Morrow, 1993; Nolen-Hoeksema et al., 1993; Nolen-Hoeksema et al., 1994). In a 

laboratory study conducted by Nolen-Hoeksema and Morrow (1993) depressed and non-

depressed participants were randomly assigned to engage in a ruminative or distracting 

task. Results indicated that depressed individuals in the rumination condition experienced 

a significant increase in their dysphoria compared to depressed participants in the 

distraction condition. Non-depressed participants‟ moods were not contingent upon group 

assignment. Further, a longitudinal study found significant differences between grieving 

ruminators and non-ruminators (Nolen-Hoeksema et al., 1994). Ruminative individuals 

were more pessimistic one month after losing a family member and experienced more 

depressive symptoms following the loss compared to non-ruminative participants. Both 

studies appear to support the notion that a ruminative response style amplifies symptoms 

of depression and prolongs episodes of dysphoria. 

 Thought Suppression  

 Thought suppression is another depression vulnerability factor to consider. 

According to ironic process theory (Wegner, 1994; Wenzlaff & Wegner, 2000) there are 

two components required for thought suppression to be successful, the operating process 
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and the monitoring process. The first mechanism, the operating process, consists of 

individuals consciously searching for cognitions unrelated to the unwanted thought. This 

allows them to change the negative experience that may accompany an unwanted 

thought. The monitoring process, however, scans unconsciously for any cognitive activity 

that resembles the unpleasant thought and notifies the operating process should the 

unwanted thought resurface. The irony is that scanning for the unwanted cognition may 

bring to awareness the thought the individual wishes to suppress, especially if the 

operating process is unable to function properly. Wegner (1994) suggests that when 

individuals experience a “mental load” or stress that limits cognitive resources, the 

operating process does not work and the monitoring process brings to awareness 

unwanted thoughts. Thus, thought suppression fails rendering individuals vulnerable to 

distressing cognitions and related emotions. Research examining thought suppression 

among depression-prone populations supports this argument. 

Thought suppression appears to be a problematic coping strategy for formerly 

depressed and dysphoric individuals, as there is evidence suggesting that thought 

suppression fails when they experience depleted cognitive resources and stress (Van der 

Does, 2005; Wenzlaff & Bates, 1998; Wenzlaff, Meier, & Salas, 2002; Wenzlaff, Rude, 

Taylor, Stultz, & Sweatt, 2001). For example, Wenzlaff and Bates (1998) employed a 

cognitive load experimental design in which depression-vulnerable and non-depressed 

participants engaged in a cognitive processing task. Some participants were randomly 

assigned to the cognitive load condition, which received a number to be held in memory 

while they completed the task. Results from this study showed that depression-prone 

individuals in the cognitive load condition demonstrated more negatively biased thinking 



18 

than non-depressed participants. No significant differences were found between 

depression-vulnerable and non-depressed participants in the no-load condition. These 

results suggest that when a cognitive demand is placed on at-risk individuals thought 

suppression fails, allowing negative thoughts and emotions to surface. The implication 

being that when depression-vulnerable individuals are exposed to stress and experience 

negative thoughts, relapse may occur. Further support for the notion that thought 

suppression is a depression vulnerability factor is provided by studies indicating that 

thought suppression predicts depressive symptoms (Rude Wenzlaff, Gibbs, Vane, & 

Whitney, 2002), dysphoria (Wenzlaff & Luxton, 2003), and rumination (Wenzlaff & 

Luxton, 2003). 

Experiential Avoidance 

Hayes, Wilson, Gifford, Follette, & Strosahl (1996) note that experiential 

avoidance is a key component of psychopathology, including depression, and may in fact 

lead to mental health issues. These authors suggest that experiential avoidance 

perpetuates and causes psychological disorders by inhibiting change. Individuals are 

often more willing to suppress or avoid distressing experiences rather than actively 

engage painful emotions and thoughts, which is required for change to occur. In the area 

of depression, research has in fact shown that experiential avoidance is problematic. 

Correlational evidence suggests that depression (Hayes et al., 2004; Spencely & 

Jerrom, 1997; Tull, Gratz, Salters, & Roemer, 2004) and depression-vulnerability (Cribb 

et al., 2006; Ehring et al., 2008; Spencely & Jerrom, 1997) are associated with 

experiential avoidance. The literature also indicates that among depressed populations 

experiential avoidance has deleterious consequences (Auerbach, Abela, & Ho, 2007; 
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Campbell-Sills, Barlow, Brown, & Hofmann, 2006). For example, Auerbach et al. (2007) 

found that heightened levels of depressive and anxiety related symptoms coupled with 

elevations in neuroticism and maladaptive emotional regulation, makes individuals 

vulnerable to taking part in risky behaviors (e.g., aggressive behaviors, self-injury, and 

substance use). This finding suggests that perhaps depressed or depression-prone 

individuals that use experiential avoidance, which is considered a poor emotional 

regulation strategy, place themselves at-risk by engaging in dangerous behaviors. 

Mindfulness  

Thus far, cognitive processing theory and affective processing theory have been 

suggested as plausible mechanisms underlying the effects of expressive writing for 

depression-vulnerable individuals. Another potential mechanism, and one that has yet to 

be explored in the expressive writing literature, is the notion that expressive writing may 

produce changes by reducing negative evaluations of emotional experiences and self-

judgment, often associated with depression, through instructions encouraging participants 

to delve into their “deepest thoughts and feelings” (Gortner et al., 2006). In other words, 

the standard writing instructions appear to send an implicit message that individuals be 

accepting and non-judgmental towards emotions and cognitions. The mindfulness 

literature suggests that making this message explicit may improve the preventative power 

of expressive writing in a depression-vulnerable population. Over the past decade 

researchers have begun examining mindfulness-based interventions and thus far, these 

treatment approaches have shown promise in preventing depression and treating a variety 

of psychological and physical issues.  

Definition and Mechanisms of Mindfulness 
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Mindfulness has been defined as an “awareness that emerges through paying 

attention on purpose, in the present moment, and non-judgmentally to the unfolding of 

experience moment by moment” (Kabat-Zinn, 2003, p. 145). Mindfulness is a particular 

way of paying attention that has its roots in the tradition of eastern meditation. It is 

thought that meditation can bring about a mindful state via focused attention on internal 

experiences (e.g., emotions, thoughts, physical sensations) in the present moment (Baer, 

2003).  

In reviewing the literature it appears that there are three core components of 

mindfulness (Allen et al., 2006; Kabat-Zinn, 1994; Linehan & Dimidjian, 2004; Shapiro, 

Carlson, Astin, & Freedman, 2006). The first mechanism of mindfulness is attending to 

one‟s experience in a particular way. The particular way in which one pays attention is 

important, as a mindful stance encourages individuals to simply notice, bring awareness 

to, and observe their experience (Linehan & Dimigjian, 2004). Second, focusing on the 

present moment is an essential feature of a mindful state. Attending to the present 

moment provides individuals with a direction and keeps their minds from wandering, 

which allows them to fully attend to their current experience (Allen et al., 2006). Finally, 

acceptance is a key element of mindfulness. The way in which individuals focus on their 

experience during the practice of mindfulness allows them to experience their feelings 

and thoughts, even distressing emotions and cognitions, in a non-judgmental manner. 

Baer (2003) suggests that accepting symptoms and adopting a non-judgmental attitude 

towards unpleasant experiences, rather than actively altering them, may lead to changes.  

These core components of mindfulness appear to be related to additional 

mechanisms of mindfulness that may effect change. In their review articles Baer (2003) 
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and Shapiro et al. (2006) outline a number of these mechanisms, which include exposure, 

cognitive change, self-management/self-regulation, and relaxation. Exposure in 

mindfulness is thought to produce changes by observing emotions and thoughts in a non-

judgmental and objective way. This enables individuals to approach distressing 

experiences instead of avoiding them, and develop a tolerance for difficult events 

(Shapiro et al., 2006). Further, Baer (2003) notes that initially mindfulness work was 

conducted with individuals suffering from chronic pain and it is believed that exposing 

individuals to their pain, as they assume a non-judgmental attitude, leads to a reduction in 

symptoms. Both Baer (2003) and Shapiro et al. (2006) seem to suggest that acceptance 

coupled with exposure may be related to psychological and physiological changes.  

Cognitive shifts are also a potential mechanism underlying mindfulness. 

Mindfulness practice may be associated with greater cognitive flexibility, as individuals 

are shifting from being consumed or overwhelmed by their cognitions, to a stance that 

encourages observation of thoughts and emotional experiences (Shapiro et al., 2006). In 

addition, Baer (2003) indicates that a detached and accepting attitude towards thoughts 

may impede rumination (Teasedale et al., 1995), which is characterized as a maladaptive 

self-focus and associated with depression (Nolen-Hoeksema, 1991).  

Benefits from mindfulness may also occur through improved self-management. 

Individuals may become more aware of their physical sensations and thoughts through 

the practice of mindfulness, which may allow them to detect a problem early and apply 

preventative measures to avoid the escalation of symptoms (Baer, 2003). A related 

mechanism, self-regulation, may also be enhanced by practicing mindfulness. Attending 
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to experiences non-judgmentally and in the present moment, provides individuals with a 

framework to regulate their internal experience (Shapiro et al., 2006).  

Finally, mindfulness may effect change via relaxation. Baer (2003) notes that 

while relaxation is not a central feature of mindfulness training, a non-judgmental focus 

on anxiety related symptoms may lead to a relaxed state.  

Mindfulness-based Interventions: Overview and Empirical Evidence 

 There are a number of interventions that incorporate mindfulness skills and 

meditation as part of treatment. These interventions were developed for different target 

populations and many of the treatment approaches are conducted in group settings. The 

common thread that unites the various mindfulness-based interventions is a focus on the 

primary mindfulness skill of attending to emotions, cognitions, and bodily responses in a 

non-judgmental, accepting manner. The idea being that meditation exercises involving 

practice of this skill will enable individuals to be more accepting of themselves and 

recognize that all experiences are transient.  

Some examples of specific mindfulness based interventions include Kabat-Zinn‟s 

(1982) Mindfulness-Based Stress Reduction (MBSR) program, which is geared towards 

individuals suffering from chronic pain, physical illnesses, and stress disorders. This 

program is heavily rooted in the practice of meditation and mindfulness training. MBSR 

includes meditation exercises as homework and all-day meditation workshops during the 

course of treatment. There are other forms of therapy that incorporate mindfulness 

training and skills, however treatment is not focused on meditation. For example, 

Dialectical Behavior Therapy (DBT; Linehan, 1993), originally designed for individuals 

suffering from Borderline Personality Disorder, highlights the mindfulness notion of 
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acceptance and views acceptance as a necessity for change (Baer 2003). Baer (2003) 

notes that a central element of DBT involves accepting one‟s past and present, while 

focusing on changing behaviors to improve the future. Acceptance Commitment Therapy 

(ACT; Hayes, Strosahl, & Wilson, 1999) is another treatment program that incorporates 

mindfulness training, but is less intensive with regards to meditation. Similar to DBT, a 

key component of ACT is acceptance and decreasing experiential avoidance. In other 

words, ACT focuses on watching thoughts, emotions, and other internal experiences in a 

non-judgmental manner to lessen one‟s tendency to become emotionally unaware. 

Researchers examining the effectiveness of mindfulness interventions are still in 

the early stages of conducting outcome studies. However, empirical findings have 

emerged suggesting that mindfulness interventions have a bright future in treating 

psychological disorders. Kabat-Zinn et al. (1992) conducted a study using MBSR with 

individuals suffering from generalized anxiety disorder and panic disorder. While there 

was no control group used in this study, researchers found significant improvements on 

depression and anxiety measures immediately following the eight-week treatment and 

three months after treatment. Another study examining the effectiveness of MBSR found 

reductions in ruminative thinking patterns among veterans with mood and anxiety 

disorders (Ramel et al., 2004). MBSR may also be an effective treatment for binge eating, 

as Kristeller and Hallett (1999) found that participants engaged in MBSR reduced their 

binging behaviors and symptoms of depression and anxiety. In addition, ACT may be a 

promising treatment for psychological disorders. Studies examining the effectiveness of 

ACT have shown reductions in symptoms related to depression (Forman, Herbert, 

Moitra, Yeomans, & Geller, 2007), anxiety (Forman et al., 2007), social anxiety 
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(Dalrymple & Herbert, 2007), trichotillomania (Woods, Wetterneck, & Flessner, 2006), 

and obsessive-compulsive disorder (Twohig, Hayes, & Masuda, 2006). Finally, studies 

examining DBT have provided empirical evidence suggesting that this treatment 

approach is appropriate for individuals diagnosed with Borderline Personality Disorder 

(Linehan et al., 1999; Linehan et al., 2006; van den Bosch, Koeter, Stijnen, Verheul, & 

van den Brink, 2005; Verheul et al., 2003). 

In addition to showing promise in treating a variety of psychological disorders, 

mindfulness interventions have also exhibited notable results in studies examining 

chronically ill populations. Baer (2003) reviewed a number of studies, many of which did 

not include a control group, using MBSR with individuals experiencing chronic pain and 

found that, in general, these investigations showed significant improvements on measures 

of pain and psychological symptoms (Kabat-Zinn, 1982; Kabat-Zinn, Lipworth, & 

Burney, 1985). Other studies investigating MBSR have found improvements on a number 

of symptoms in fibromyalgia patients (Kaplan, Goldenberg, & Galvin-Nadeau, 1993) and 

stress reduction in cancer patients (Speca, Carlson, Goodey, & Angen, 2000).  

Mindfulness-based Interventions and Depression: Overview and Empirical 

Evidence 

In addition to examining the effectiveness of mindfulness-based interventions 

among individuals with anxiety disorders, borderline personality disorder, and chronic 

pain/illnesses, mindfulness has recently received attention for preventing depression 

among formerly depressed individuals (Baer, 2003; Kingston et al., 2007; Ramel et al., 

2004; Teasdale et al., 2000). Teasdale et al. (1995) suggest that mindfulness may prevent 

depressive relapse, as skills developed through mindfulness training encourage 
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individuals to become aware of thoughts and feelings during dysphoric episodes and 

disengage from rumination, which is problematic for depression-prone individuals. In 

other words, a mindful stance includes an awareness of painful feelings and thoughts 

without becoming overwhelmed or consumed by them, which is often an issue in 

individuals vulnerable to and suffering from depression.  

Mindfulness-based Cognitive Therapy (MBCT; Teasedale et al., 1995; Segal, 

Williams, & Teasdale, 2002) is a mindfulness treatment that has been designed 

specifically for depression-vulnerable populations. It was born out of Kabat-Zinn‟s 

(1982) MBSR program, and similarly MBCT is a group intervention that includes 

intensive practice of meditation and mindfulness skills as well as components of 

cognitive therapy. Outcome research investigating MBCT suggests that mindfulness 

interventions may be effective in preventing depressive episodes. In their initial study, 

Teasdale et al. (2000) followed participants for a year following the completion of eight 

MBCT sessions, and found that MBCT prevented depression relapse in participants that 

experienced three or more previous episodes of depression. This result was replicated by 

Ma and Teasdale (2004). After examining this finding further, these authors found that in 

both studies participants experiencing fewer than three past episodes of depression came 

“from a different base population, with normal reported childhood experience, later initial 

onset of major depression, and relapse/recurrence predominantly associated with major 

life events” (Ma & Teasdale, 2004, p. 39).  

Some research suggests that mindfulness-based interventions may prevent future 

episodes of depression by changing cognitive processes associated with depression. 

MBCT has been shown to reduce overgeneral memory in formerly depressed participants 
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(Williams, Teasdale, Segal, & Soulsby, 2000). Further, two studies reported results 

suggesting that mindfulness practice leads to reductions in ruminative thinking patterns 

(Jain et al., 2007; Ramel et al., 2004). In addition to preventing episodes of depression 

among depression-vulnerable individuals, recent studies have found that MBCT reduces 

depressive symptoms in currently depressed participants (Kenny & Williams, 2007) and 

individuals suffering from residual depressive symptoms following an episode of 

depression (Kingston et al., 2007).  

Although the majority of research examining mindfulness and depression has 

focused on outcome studies of MBCT, there are some controlled laboratory experiments 

that provide empirical evidence. For example, Singer and Dobson (2007) conducted a 

negative mood induction with remitted depressed participants and randomly assigned 

them to one of four training conditions: rumination, distraction, acceptance, or no training 

control. Results from this investigation indicated that the impact of the negative mood 

induction was reduced among participants that received distraction and acceptance 

training. However, the rumination and control conditions did not affect participants‟ 

negative moods. Interestingly, Singer and Dobson (2007) found that participants in the 

acceptance condition were more open to their negative experiences compared to 

participants in the rumination and distraction conditions. In another study, Broderick 

(2005) induced a negative mood in undergraduate students and randomly assigned them 

to a mindfulness meditation condition, distraction group, or rumination condition. 

Broderick (2005) found that the meditation condition showed significantly greater 

reductions in their negative mood compared to the rumination and distraction groups.  

Problems in the Mindfulness Literature 
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Although the mindfulness literature includes empirical evidence supporting the 

effectiveness of mindfulness-based interventions, there are numerous methodological 

problems that deserve attention. Several review articles note that the mindfulness 

literature lacks outcome studies with sufficient control groups (Allen et al., 2006; Baer, 

2003; Bishop, 2002; Toneatto & Nguyen, 2007). The majority of research examining 

mindfulness-based interventions includes non-active control groups, such as treatment-

as-usual and waitlist-control groups, as comparison conditions for MBSR and MBCT. 

Therefore, researchers cannot rule out the possibility that results from many of the 

outcome studies may be due to non-specific factors and not the active treatment 

(Toneatto & Nguyen, 2007).  

In addition to the paucity of adequately controlled studies in the mindfulness 

literature, Baer (2003) also discusses other methodological issues including sample sizes, 

evaluation of treatment integrity, and clinical significance. She indicates that some 

studies have inadequate sample sizes and future mindfulness research should emphasize 

sample sizes that provide enough power to detect large treatment effects. Further, most 

studies do not evaluate treatment integrity, which is the only way to assess whether a 

treatment was implemented as intended. Baer (2003) suggests that in the future, 

researchers should examine treatment integrity especially given that mindfulness 

interventions are new treatment approaches. Another methodological issue raised by Baer 

(2003) is clinical significance, as many studies do not examine diagnostic status or 

explore whether participants report symptomotology that places them on the non-clinical 

end of the continuum following the intervention.  
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Finally, while some studies have examined cognitive processes (e.g., rumination 

and overgeneral memory) that may change as a result of mindfulness-based interventions, 

most studies have used self-report measures to assess these processes. This is an 

important first step, however using laboratory tasks, rather than self-report instruments, 

may provide a more sensitive measure of cognitive processes (Hedlund & Rude, 1995; 

Rude et al., 2001) that could be affected by mindfulness-based treatments. 

Self-compassion  

It was suggested earlier that a potential mechanism underlying expressive writing 

is the implicit message that individuals be accepting and non-judgmental towards their 

emotions and cognitions. Similar to mindfulness, self-compassion may be related to this 

mechanism, as self-compassion encourages individuals to be compassionate towards 

themselves during times of distress and suffering. Given that depressed individuals often 

experience self-criticism, it seems that highlighting the self-compassionate component of 

expressive writing would be particularly beneficial for a depression-vulnerable 

population.  

Definition of Self-compassion 

Self-compassion is a relatively new construct being explored in the field of 

psychology that has some overlap with mindfulness. Neff (2004) notes that self-

compassion is similar to the common definition of compassion, which can be defined as  

being “touched by the suffering of another, when you let someone else‟s pain into your 

heart rather than ignoring it or avoiding it” (p. 28). However, self-compassion entails 

turning compassion inwards towards oneself (Neff, 2004). Neff (2003b; 2004; 2008) 

discusses self-compassion as being composed of three major components: self-kindness, 



29 

common humanity, and mindfulness. Self-kindness refers to one‟s ability to be 

compassionate towards oneself during times of suffering. The common humanity facet of 

self-compassion is recognizing that one‟s experiences can be placed within the larger 

human context, as part of the human experience encompasses pain. Finally, mindfulness 

entails bringing difficult thoughts and feelings into awareness without becoming 

consumed by the painful experience. Another conceptualization of self-compassion is 

offered by Gilbert and Procter (2006). Similar to Neff (2003b; 2004), these authors define 

self-compassion as developing “genuine concern for our well-being; [learning] to be 

sensitive, sympathetic and tolerant of our distress; [developing] deep understanding 

(empathy) of its roots and causes; [becoming] non-judgmental/critical and [developing] 

self-warmth” (Gilbert & Procter, 2006, p. 358). 

While mindfulness is one element of self-compassion, the two constructs are not 

considered synonymous (Neff, 2004). It is thought, however, that both mindfulness and 

self-compassion serve to enhance one another (Neff, 2003b; 2004). Neff (2003b) outlines 

several ways in which mindfulness and self-compassion interact. First, bringing mindful 

attention to a painful experience may provide the distance or perspective one needs to 

engage in self-kindness and recognize the common humanity in one‟s experience. 

Second, the accepting and non-judging attitude present in mindfulness may increase an 

individual‟s ability to provide self-kindness. In addition, mindfulness may be enhanced 

by self-kindness due to the increased acceptance self-kindness may bring during times of 

suffering, which serves to encourage mindful awareness. Finally, recognizing one‟s 

connection to humanity may further develop mindfulness, as this perspective helps one 

gain distance from painful experiences.  
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Self-Compassion Research 

Researchers are beginning to recognize self-compassion as an important construct 

in the area of psychological functioning. After the development of the Self-Compassion 

Scale (Neff, 2003a), correlational studies were conducted and evidence suggests that self-

compassion is associated with psychological well-being. Neff, Rude, and Kirkpatrick 

(2007) examined how self-compassion relates to psychological functioning and 

personality characteristics. Results from this study indicate that self-compassion is 

positively associated with happiness, optimism, positive mood, reflective wisdom, 

personal initiative, and curiosity and exploration. In addition to being associated with 

these indicators of positive psychological functioning, Neff et al. (2007) found significant 

positive correlations between self-compassion and several personality traits including 

extroversion, agreeableness, and conscientiousness. Self-compassion was negatively 

associated with negative mood and neuroticism. In another study examining self-

compassion and psychological functioning, Neff, Kirkpatrick, and Rude (2007) reported 

that self-compassion, compared to self-esteem, predicted lower levels of anxiety 

following a laboratory task asking participants to write about their greatest weakness. The 

authors suggest that self-compassion may provide protection against anxiety that often 

accompanies self-evaluation. In addition, Neff et al. (2007) analyzed the writing samples 

and found a significant negative correlation between self-compassion and the use of first 

person singular pronouns. A significant positive correlation was found between self-

compassion and the use of first person plural pronouns. Neff et al. (2007) indicate that 

this finding supports the notion that self-compassion is associated with a sense of 

connection to common humanity. Finally, a study conducted by Neff, Hsieh, and 
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Dejitterat (2005) found a significant relationship between self-compassion and coping 

strategies. It appears that self-compassion is positively correlated with emotion-focused 

coping and negatively correlated with avoidance-oriented coping.   

As outlined above, the correlational evidence suggests that self-compassion is 

associated with greater psychological well-being. Therefore, researchers are beginning to 

explore particular interventions that may increase individuals‟ self-compassion. Gilbert 

and Irons (2005) and Gilbert and Procter (2006) have developed a compassionate mind 

training (CMT) program for individuals that experience shame and self-criticism. This 

group intervention is designed to increase self-compassion through explorations of self-

criticism, self-attacking, and safety behaviors. Individuals also learn about acceptance, 

empathy, and develop compassionate imagery to help them bring mindful attention to 

painful experiences. Early investigations of CMT indicate that this program significantly 

reduces depression and anxiety symptoms, self-critical thoughts, self-persecution, 

external shame and significantly increases self-soothing thoughts and self-reassurance 

(Gilbert & Procter, 2006). In a pilot study examining the use of compassionate imagery 

among self-critics, Gilbert and Irons (2004) also found a significant improvement in 

participants‟ ability to self-soothe using compassionate imagery.  

In addition to CMT, research indicates that other self-compassion related 

interventions may be effective in improving self-compassion and other variables 

associated with psychological well-being. Shapiro, Astin, Bishop, and Cordova (2005) 

found that MBSR significantly increased self-compassion among health-care 

professionals. Another study examined the effectiveness of the Gestalt two-chair exercise 

and found that improved self-compassion was  associated with a significant increase in 
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social connectedness and significant reductions in self-criticism, depressive and anxiety 

symptoms, rumination, and thought suppression (Neff et al., 2007). Finally, Leary, Tate, 

Adams, Allen, & Hancock (2007) investigated a self-compassion induction that consisted 

of writing exercises prompting participants to examine a difficult experience using the 

three components of self-compassion. Results from this study suggest that inducing self-

compassion, when thinking about distressing situations, may help reduce negative affect. 

Self-Compassion and Depression 

Obviously more research needs to be conducted surrounding self-compassion 

interventions, however it seems that self-compassion could be a powerful antidote for 

individuals suffering from depression. Early research indicates that self-compassion 

interventions reduce depressive symptoms (Gilbert & Procter, 2006) and negative affect 

(Leary et al., 2007). Self-compassion is also thought to provide individuals with a way to 

counteract self-criticism, which is often associated with depression (Bagby et al., 1992; 

Cox, McWilliams, Enns, & Clara, 2004; Franche & Dobson, 1992; Mongrain & Leather, 

2006). Further, Gilbert et al. (2008) found that the “soothing-contentment system”, which 

is based-upon neuroscience research, is negatively correlated with depression and self-

criticism. Thus, it seems that self-compassion or the ability to self-soothe would be a 

protective factor against developing depression and being self-critical. In addition, self-

compassion, similar to mindfulness, also encourages individuals to engage with their 

emotions in a manner that may counteract the detrimental effects of depression 

vulnerability factors, such as thought suppression and rumination (Neff et al., 2007).  

Mindfulness and Expressive Writing: An Integrative Intervention for a Depression-

vulnerable Population  
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Depression-vulnerability research and theoretical notions regarding the causes and 

maintenance of depression suggest that depression-prone individuals tend to possess 

negative schemas (e.g., Alloy et al., 2006; Beck, 1967; Beck et al., 1979; Miranda & 

Persons, 1988; Rude et al., 2001), and engage in maladaptive emotional regulation and 

processing strategies, such as rumination (Nolen-Hoeksema, 1987; 1991; 2000), thought 

suppression (e.g., Rude et al., 2002; Wenzlaff & Bates, 1998; Wenzlaff & Luxton, 2003), 

and experiential avoidance (e.g., Cribb et al., 2006; Ehring et al., 2008). It appears that 

the expressive writing intervention may help counteract these depression-vulnerability 

factors, as it has been suggested that emotional writing helps individuals organize their 

thinking surrounding the trauma (Pennebaker, 1989; Pennebaker, 1997; Pennebaker et al., 

1990), shift perspectives regarding the difficult event (Pennebaker & Chung, 2007), and 

adaptively process or regulate their emotional experience (Jones & Pennebaker, 2006). In 

addition, expressive writing may produce changes by sending an implicit message that 

individuals be accepting and non-judgmental towards emotions and cognitions (Gortner 

et al., 2006). According to the mindfulness literature, an intervention that makes this 

message explicit may be particularly powerful for depression-vulnerable populations 

(e.g., Kingston et al., 2007; Teasedale et al., 1995; Teasedale et al., 2000) that often 

engage in rumination and fall prey to self-attacking tendencies. Given that both 

expressive writing and mindfulness interventions appear to benefit depression-prone 

individuals by targeting depression-vulnerability factors, it seems that combining these 

treatment approaches into a brief preventative intervention may be particularly powerful 

for individuals at-risk for depression. Researchers and clinicians believe that identifying 

effective preventative interventions for depression-vulnerable populations, especially 
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treatments that are not time and cost prohibitive, is increasingly important due to public 

health concerns regarding depression. 

Therefore, the current study investigated the effects of a brief mindfulness-

enhanced expressive writing intervention in a depression-prone population. Depression-

vulnerable participants (e.g., dysphoric or formerly depressed) were randomly assigned to 

one of three groups. Although writing instructions varied for each group, all participants 

wrote for 20 minutes across a three-day period. The mindfulness writing condition 

received writing instructions that encouraged participants to be non-judgmental and 

accepting as they wrote about distressing events. Further, the instructions attempted to 

help individuals foster self-compassion. Participants in the traditional expressive writing 

condition received standard writing instructions, which consisted of writing about their 

deepest thoughts and feelings related to an emotional incident. Finally, the control 

condition was instructed to write about a trivial topic, such as participants‟ plans for the 

day. All participants were assessed at baseline and five weeks following the intervention. 

At each time point, individuals completed measures assessing depressive symptoms, 

rumination, emotional suppression, mindfulness skills, self-compassion, and cognitive 

processing biases. 

Research Hypotheses 

 Hypothesis One 

 It is predicted that participants in the mindfulness expressive writing condition, as 

compared to those subjects in the traditional expressive writing group, will demonstrate 

greater improvement on the full set of outcome variables (depressive symptoms, 

rumination, cognitive processing biases, mindfulness skills, and self-compassion), and 
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that those participants in the traditional and mindfulness conditions will demonstrate 

greater improvement than those students in the control group.   

Hypothesis Two  

It is hypothesized that suppression will moderate treatment effects. Specifically, it 

is anticipated that participants reporting high levels of trait suppression in the 

mindfulness expressive writing condition will demonstrate greater improvement on the 

outcome variables (depressive symptoms, rumination, cognitive processing biases, 

mindfulness skills, and self-compassion) compared to suppressors in the traditional 

expressive writing group, and that suppressors in the traditional expressive writing 

condition and the mindfulness writing group will demonstrate greater improvement on 

the outcome variables compared to the control group suppressors. 

Hypothesis Three 

It is hypothesized that increases in self-compassion will mediate the effects of 

treatment on depressive symptoms and rumination. 
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CHAPTER THREE 

Methodology  

Participants   

 Participants were recruited from the Educational Psychology (EDP) subject pool 

at the University of Texas at Austin. Three hundred six students completed the online 

pretest measures however, only 177 participants were included in the analyses. Sixty 

seven participants (23 from the mindfulness-enhanced expressive writing group, 22 from 

the traditional expressive writing condition, and 22 from the control group) did not 

complete the writing intervention, 11 students (four from the mindfulness-enhanced 

expressive writing group, six from the traditional expressive writing condition, and one 

from the control group) failed to complete the online posttest, 10 participants (three from 

the mindfulness-enhanced expressive writing group, four from the traditional expressive 

writing condition, and three from the control group) were excluded from the analyses 

because they did not follow study instructions, and 41 subjects were not included because 

their scores on the CES-D indicated that they were currently depressed. Possible reasons 

for attrition cited by participants included dropping the EDP course requiring subject pool 

hours, choosing not to participate and completing the alternative assignment, forgetting to 

complete the different parts of the study on time, and computer issues. Participants that 

successfully completed the study received course credit. 

Measures  

 Depression 

 Center for Epidemiologic Studies Depression Scale. The Center for 

Epidemiologic Studies Depression Scale (CES-D; Radloff, 1977) is a 20-item self-report 
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measure that is designed to be used in the general population. This instrument asks 

participants to indicate how often they experienced particular depressive symptoms 

during the past week. Scores on the CES-D range from zero to 60 and higher scores are 

indicative of more severe depressive symptomotology. The CES-D has demonstrated 

adequate internal consistency with an average coefficient alpha of .86 and test-retest 

reliability with correlation coefficients ranging from .45 to .70 (Radloff, 1977). Further, 

the CES-D appears to discriminate between inpatient populations and the general public 

(Radloff, 1977). The scale is also moderately correlated with other measures of 

depression, such as the Hamilton Clinician‟s Rating Scale (HCRS). Upon admission to an 

inpatient unit correlations between the CES-D and HCRS ranged from .44 to .54; one 

month following treatment correlations ranged from .69 to .75 (Radloff, 1977). In the 

current study, the CES-D was used to assess depressive symptoms at baseline and follow-

up. Cronbach‟s alpha for the CES-D was .82. 

Inventory to Diagnose Depression Lifetime. The Inventory to Diagnose 

Depression, Lifetime Version (IDDL; Zimmerman & Coryell, 1987) was used to assess 

participants‟ most severe episode of MDD. This 22-item self-report measure is based 

upon the Diagnostic and Statistical Manual of Mental Disorders, 3
rd

 edition criteria for 

MDD. Each item consists of five statements and asks respondents to choose the sentence 

that best reflects the time period in which they were the most depressed. Further, 

individuals are required to indicate whether the symptoms they endorsed were present for 

two or more weeks. This inventory has demonstrated good internal consistency with a 

Cronbach‟s alpha of .92 and split-half reliability with a Spearman-Brown coefficient of 

.90 (Zimmerman & Coryell, 1987). The IDDL has also shown good test-retest reliability 
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at a one month interval with a kappa of .77 (Sato et al., 1996). In addition, there appears 

to be convergence between the IDDL and structured interviews designed to diagnose 

psychiatric disorders (Zimmerman & Coryell, 1987). Cronbach‟s alpha for the present 

study was .89. 

 Depressive Schemas 

 Self-referent Information Processing Task Battery. The Self-referent Information 

Processing Task Battery (SRIP; Alloy, Abramson, Murray, Whitehouse, & Hogan, 1997) 

was used to assess participants‟ cognitive biases. This task has shown promise in 

differentiating between individuals at high and low risk for depression (Alloy et al., 

1997). The implementation of this instrument was based on a study conducted by Alloy 

et al. (1997). The SRIP consists of four separate tasks. However, for the purposes of this 

study only the incidental free recall task was included in the analyses. The reason for this 

is that the other three tasks were self-report and there were ample self-report assessments 

included in the current experiment. Participants completed the first three tasks of the 

SRIP, which are briefly described below, in order to allow for enough distraction time to 

engage in the incidental free recall task. 

  First, participants were asked to indicate whether particular trait words were self-

descriptive. These words spanned four categories: positive depression-relevant, negative 

depression-relevant, positive depression-irrelevant, and negative depression-irrelevant. 

Within each category there were various content domains, such as incompetence, lack of 

motivation, and worthlessness for the negative depression-relevant category.  

In the second task, three trait words were randomly chosen from each of the four 

categories described above. Participants were asked to provide behavioral examples for 
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the particular words they designated as self-descriptive. In other words, participants 

presented evidence supporting their claim that the words were self-referent (Alloy et al., 

1997).  

The third task consisted of participants making behavioral predictions. 

Specifically, participants were presented with a list of statements spanning the four 

categories (positive depression-relevant, negative depression-relevant, positive 

depression-irrelevant, and negative depression-irrelevant). After receiving the list of 

statements, participants rated (0% to 100%) the likelihood of engaging in the particular 

behaviors or reactions described in each phrase. 

The final task included in the SRIP was an incidental free recall test. Participants 

were asked to provide the words they recalled from the first task.  

Mood 

Positive and Negative Affect Schedule. The Positive and Negative Affect 

Schedule (PANAS; Watson, Clark, & Tellegen, 1988) was used to assess mood 

immediately following each writing session. This self-report inventory contains 10 items 

assessing positive affect (PA) and 10 items measuring negative affect (NA). Individuals 

are asked to indicate, on a five-point Likert scale, the extent to which they have 

experienced various emotions during a specified time period. For the purposes of this 

study participants focused on the present moment experience and only a few items from 

the NA subscale were used. The PANAS has demonstrated adequate internal consistency, 

as coefficient alphas for the PA and NA subscales were .89 and .85, respectively (Watson 

et al., 1988). Test-retest reliability coefficients during an eight-week retest interval were 

.54 for the PA subscale and .45 for the NA subscale. Significant negative correlations 



40 

have been found between the PA subscale and measures of depression, anxiety, and 

distress, while the NA subscale significantly correlated with the same measures in a 

positive direction (Crawford & Henry, 2004). Internal consistency reliability for the first, 

second, and third days of writing were .91, .77, and .78, respectively.  

 Acceptance and Self-Compassion 

Five Facet Mindfulness Questionnaire. The Five Facet Mindfulness 

Questionnaire (FFMQ; Baer, Smith, Hopkins, Krietemeyer, & Toney, 2006) is a 39-item 

paper-and-pencil instrument that assesses the extent to which individuals use mindfulness 

skills. Baer et al. (2006) examined five mindfulness questionnaires that were determined 

to be psychometrically valid. In combining items from these five questionnaires, 

exploratory and confirmatory factor analyses revealed a five-factor structure. The five 

facets include nonreactivity to inner experience, observing/noticing/attending to 

sensations/perceptions/thoughts/feelings, acting with awareness/automatic 

pilot/concentration/nondistraction, describing/labeling with words, and nonjudging of 

experience. For the purposes of this study only the nonreactivity to inner experience and 

nonjudging of experience subscales were used. Participants are asked to rate, on a scale 

of 1 (never or very rarely true) to 5 (almost always or always true), the extent to which 

they engage in various mindfulness skills. Some examples of items include “I watch my 

feelings without getting lost in them” and “When I have distressing thoughts or images I 

„step back‟ and am aware of the thought or image without getting taken over by it.” The 

FFMQ also contains items, such as “I criticize myself for having irrational or 

inappropriate emotions”, that capture the experiences of individuals who are not likely to 

engage in mindfulness skills. According to Baer et al. (2006) the FFMQ demonstrated 
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adequate internal consistency with alpha coefficients for the five subscales ranging from 

.75 to .91. An examination of construct validity found significant positive correlations 

with openness to experience, emotional intelligence, and self-compassion, while 

significant negative correlations were reported with alexithymia, dissociation, absent 

mindedness, psychological symptoms, neuroticism, thought suppression, difficulties with 

emotional regulation, and experiential avoidance (Baer et al., 2006). Internal 

consistencies for the nonjudging of experience and nonreactivity to inner experience 

subscales were .84 and .77, respectively. 

Self-Compassion Scale. The Self-Compassion Scale (SCS; Neff, 2003a) is a 26-

item self-report measure that was used to measure self-compassion. Neff (2003a) 

identified six self-compassion subscale factors, which include self-kindness, self-

judgment, common humanity, isolation, mindfulness, and over-identification. On the SCS 

respondents are asked to rate statements (e.g., “I try to be loving towards myself when 

I‟m feeling emotional pain”) on a five-point Likert scale (1 = almost never and 5 = 

almost always). Acceptable internal consistency has been reported for the SCS, with 

Cronbach‟s alphas for the subscales ranging from .75 to .81 (Neff, 2003a). The SCS also 

demonstrated adequate test-retest reliability with correlations ranging from .80 to .93 

(Neff, 2003a). In addition, the SCS is significantly positively correlated with a measure 

of life satisfaction and significantly negatively correlated with measures of depression 

and anxiety (Neff, 2003a). Cronbach‟s alpha for the present study was .92. 

 Emotion Regulation 

 Ruminative Response Scale. The Ruminative Response Scale (RRS), which is a 

subscale of the Response Styles Questionnaire (RSQ; Nolan-Hoeksema & Morrow, 
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1991), was used to assess the way in which participants respond to their depressed mood. 

More specifically, this 22-item self-report inventory measures respondents‟ reactions to 

depressed mood that are self-focused, symptom-focused, and consequence-focused. In 

the present study the brooding and reflection subscales of the RRS were used. Cronbach‟s 

alpha for the reflection subscale was .72. and the test re-test reliability for this subscale 

was .60 (Treynor et al., 2003). Coefficient alpha for the brooding subscale was .77 and 

the test re-test reliability was .62 (Treynor et al., 2003). Treynor et al. (2003) recognize 

that these alphas are low, but note that it is important to remember these alphas are 

calculated with only a few items. Internal consistency reliabilities for the brooding and 

reflection subscales were .70 and .74, respectively. 

 Emotion Regulation Questionnaire. The Emotion Regulation Questionnaire 

(ERQ; Gross & John, 2003) is a 10-item paper-and-pencil measure that assesses two 

factors of emotional regulation: suppression and reappraisal. On each subscale 

individuals are asked to rate their agreement with items on a seven-point Likert scale, 1 

corresponds with strongly disagree and 7 corresponds with strongly agree. The emotional 

suppression subscale consists of items such as, “I control my emotions by not expressing 

them” and “I keep my emotions to myself”. Examples of items on the reappraisal 

subscale include “I control my emotions by changing the way I think about the situation 

I‟m in” and “When I am faced with a stressful situation I make myself think about it in a 

way that helps me stay calm”. Coefficient alpha reliabilities averaged .79 for the 

reappraisal scale and .73 for the suppression scale (Gross & John, 2003). Gross and John 

(2003) reported that test-retest reliability for both scales was .69. The suppression and 

reappraisal scales of the ERQ demonstrated sufficient convergent and discriminant 
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validity with measures of inauthenticity, mood regulation, coping, and personality (Gross 

& John, 2003). The present study used the suppression scale, as this experiment was 

interested in assessing levels of emotional suppression. Cronbach‟s alpha for the 

suppression subscale of the ERQ was .83. 

 Activities and Behaviors 

 College Activities and Behaviors Questionnaire. The College Activities and 

Behaviors Questionnaire (CABQ; Pennebaker et al., 1990) is a 22-item self-report 

measure that asks about the number of times students engaged in various activities during 

the previous week. Only seven items, which targeted sleep behaviors, interpersonal 

interactions, physical health, and journaling, were used in the present study. These items 

were chosen, as they seemed to be particularly important areas of functioning for 

depression-vulnerable individuals, and allowed for the examination of journaling 

behaviors following the writing intervention.  

 Manipulation Check 

Follow-up Questionnaire on Participants’ Subjective Experience. Selected items 

from the Follow-up Questionnaire on Participants‟ Subjective Experience (FQPSE; 

Pennebaker et al., 1990) served as a manipulation check for writing condition. This 

measure and specific items from this questionnaire have been used in previous writing 

studies to assess participants‟ experiences (Gortner et al., 2006; Pennebaker & Beall, 

1986; Pennebaker et al., 1990). Immediately following the last writing session 

participants rated the following items from the FQPSE on a seven-point Likert scale (1 = 

not at all and 7 = a great deal): “Overall, how personal were the essays that you wrote”, 

“Overall, how much did you reveal your emotions in what you wrote”, “Since the 
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beginning of the study, during the hours that you were not involved in the study, to what 

degree have you thought about the topics that you wrote about”, and “To what degree has 

this experiment been valuable or meaningful to you”. The internal consistency reliability 

for the FQPSE was .78. 

LIWC 

Over the course of three years Pennebaker and his colleagues designed a 

computer program called the Linguistic Inquiry and Word Count (LIWC) to analyze the 

essays that participants wrote during writing experiments (Pennebaker & Francis, 1996). 

This computer program analyzes text using over 70 word categories, including  positive 

and negative emotion words (e.g. happy, sad) and cognitive words or causal and insight 

words (e.g., because, realize). Research using LIWC found that the greater amount of 

positive emotion words an individual uses the more likely their health is to improve 

(Pennebaker, Mayne, & Francis, 1997). Interestingly, Pennebaker et al. (1997) found that 

a moderate use of negative emotion words produced health benefits. However, an 

extreme low or high use of negative emotions words seemed to negatively impact health. 

With regards to the cognitive word categories, improvements in health, grades, and 

employment status were associated with an increase in causal and insight words over the 

course of writing (Pennebaker & Seagal, 1999). LIWC was used in the present study as a 

manipulation check to ensure that participants in the two experimental groups wrote 

about emotional topics. 

Procedures 

 Screening 
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 Before students were assigned to the study from the subject pool, potential 

subjects were asked a few brief questions regarding their depression history. If students 

denied currently experiencing an intense sad mood and endorsed having a previous 

episode of depression they were eligible for the study.  

 Initial assessment 

 During their first research session participants entered the secure website and 

completed the consent form, demographics questionnaire, CES-D, IDDL, FFMQ, SCS, 

ERQ, and RRS. After participants completed the initial assessment session, which took 

approximately 60 minutes, they were randomly assigned to one of three groups: 

mindfulness-enhanced expressive writing condition, traditional expressive writing 

condition, or control group.  

Intervention phase 

 Once random assignment was complete, participants received an email with 

another link directing them to the study website. The URL they received took them to a 

webpage where they began the intervention phase of the study. Each writing session took 

20 minutes and immediately after writing, participants completed the PANAS to assess 

their mood. Once participants completed their first writing session, they received emails 

reminding them to complete the remaining sessions. After the last writing session 

participants completed the FQPSE. 

The mindfulness-enhanced expressive writing group received the following 

writing instructions. These directions were adapted from the concept of self-compassion 

(Neff, 2003b), notion of acceptance from mindfulness-based interventions (e.g., Segal et 

al., 2002), and traditional expressive writing instructions (Pennebaker, 1997).  
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For the next three days, I would like for you to write about your very 

deepest thoughts and feelings about an extremely difficult or emotional event that 

has affected you and your life. You may write about the same general issues or 

experiences on all three days of writing or on different topics each day. All of 

your writing will be completely confidential. Don't worry about spelling, sentence 

structure, or grammar. The only rule is that once you begin writing, continue to do 

so until your time is up. You will receive a signal once 20 minutes have passed. 

Please take a moment to think of a situation to write about. Think about how old 

you were when the event occurred, where you were living, and what you were 

doing. Write 1-2 sentences about the issue you have chosen in the text box below.  

In your writing I would like you to really let go and explore your very 

deepest emotions and thoughts. You might tie your topic to your relationships 

with others including parents, lovers, friends, or relatives, to your past, present, 

future or to who you have been, who you would like to be, or who you are now.  

Before writing, please take a moment to notice your feelings related to the 

emotional event you’ve chosen. When people go through extremely difficult 

events they often experience distressing emotions such as shame, hate, jealousy, 

resentment, anxiety, sadness, and embarrassment. Sometimes people experience 

physical reactions such as, racing heart, sweaty palms, upset stomach, and tears. 

Often people try to avoid these experiences and feel ashamed of painful emotions. 

Although your impulse may be to move away from your distressing emotions, try 

to bring a curiosity to your experience and be accepting of any emotions or 

thoughts that arise.  

Think about how you would react to a close friend experiencing these 

emotions.  Try to express the same sort of kindness, understanding and 

compassion towards yourself as you would towards someone you really cared 

about. It is important to remember that part of the human experience includes 

difficult feelings about distressing events. This is something we all go through - 

you aren't alone in your experience.  Try to feel the emotions that come up for you 

just as they are, without suppressing them but also not making an overly dramatic 

story line out of them. All emotional experiences and thoughts are ok just as they 

are. 

 

The traditional expressive writing condition received the following writing 

instructions. These directions were based upon instructions recommended by Pennebaker 

(1997). 

For the next three days, I would like for you to write about your very 

deepest thoughts and feelings about an extremely difficult or emotional event that 

has affected you and your life. You may write about the same general issues or 

experiences on all three days of writing or on different topics each day. All of 

your writing will be completely confidential. Don't worry about spelling, sentence 

structure, or grammar. The only rule is that once you begin writing, continue to do 
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so until your time is up. You will receive a signal once 20 minutes have passed. 

Please take a moment to think of a situation to write about. Think about how old 

you were when the event occurred, where you were living, and what you were 

doing. Write 1-2 sentences about the issue you have chosen in the text box below.  

In your writing I would like you to really let go and explore your very 

deepest emotions and thoughts. You might tie your topic to your relationships 

with others including parents, lovers, friends, or relatives, to your past, present, 

future or to who you have been, who you would like to be, or who you are now.  

. 

 

 Pennebaker recommends that control participants write about impersonal topics, 

such as time management. Therefore, control participants received the following writing 

instructions, which are similar to those used in a study conducted by Pennebaker et al. 

(1990). 

 What I would like you to write about over the next three days is how you 

use your time. Each day, I will give you different writing assignments on the way 

you spend your time. In your writing, I want you to be as objective as possible. 

For the purpose of the exercise, I am not interested in your emotions or opinions. 

Rather I want you to try to be completely objective.  Feel free to be as detailed as 

possible. In today’s writing, I want you to describe what you did yesterday from 

the time you got up until the time you went to bed. For example, you might start 

when your alarm went off and you got out of bed. You could include the things 

you ate, where you went, which buildings or objects you passed by as you walked 

from place to place. The most important thing in your writing, however, is for you 

to describe your days as accurately and as objectively as possible. You will 

receive a signal once 20 minutes have passed. 

 

 In addition to receiving written instructions online, participants were also asked to 

watch online videos in which the experimenter read the writing instructions. The purpose 

of this was to ensure that participants understood the instructions. It was thought that if 

the instructions only appeared in writing some participants may not have read them 

carefully. 

Five-week follow-up session 
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 Five weeks following the third writing session participants were sent an email 

reminding them to complete the follow-up measures. This email included a link directing 

participants to the study website where they logged on for their final online research 

session. Participants completed the following measures via the internet: CES-D, FFMQ, 

SCS, ERQ, RRS, and SRIP. Once all participants completed the study, they were sent a 

debriefing email. 
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CHAPTER FOUR 

Results 

The interest of the current study was in examining the effects of a mindfulness-

enhanced expressive writing intervention among a sample of depression-vulnerable 

college students. The specific hypotheses predicted that participants in the mindfulness 

writing condition would demonstrate greater improvement on depressive symptoms, 

cognitive processing biases, mindfulness skills, self-compassion, rumination, and 

emotional suppression compared to participants in the traditional expressive writing 

condition. Further, the hypotheses anticipated that subjects in the traditional and 

mindfulness expressive writing groups would demonstrate greater improvement on these 

outcome variables compared to participants in the control condition.  

Sample Characteristics 

 Inclusion/Exclusion Criteria and Attrition 

 There was a two-step screening process to ensure that the sample included 

depression-vulnerable participants. First, participants received brief screening questions 

from the EDP subject pool administrator before they were assigned to the study. If 

students denied currently experiencing an intense sad mood and endorsed having a 

previous episode of depression they were eligible for the study. The last step of the 

screening process occurred after data was collected and excluded 41 participants based 

upon CES-D scores that were at or above 27, as this is indicative of a possible depressive 

episode.  

 Three hundred six students completed Time 1, which included online pretest 

measures. During the writing intervention phase of the study 67 students (23 from the 
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mindfulness-enhanced expressive writing group, 22 from the traditional expressive 

writing condition, and 22 from the control group), 22% of the original sample, failed to 

complete their essays. This was an intense part of the study in which participants were 

required to write for 20 minutes on three consecutive days. Given the busy nature of 

college students‟ schedules, it seems possible that participants simply forgot about one or 

more of the writing sessions. At posttest 11 students (four from the mindfulness-

enhanced expressive writing group, six from the traditional expressive writing condition, 

and one from the control group), 3% of the original sample, did not complete the online 

questionnaires. In addition, 10 participants (three from the mindfulness-enhanced 

expressive writing group, four from the traditional expressive writing condition, and three 

from the control group) that seemed to have successfully completed the study were 

excluded from the analyses because they did not follow the study instructions. Their 

essays were extremely short, which indicated that they did not spend 20 minutes writing. 

Therefore, taking into account the screening process, attrition, and excluded participants, 

the final sample included 177 participants. 

Demographic Information 

 The mean age of participants was 21.33 (range = 18 to 29 years; SD = 1.60). The 

final sample of 177 participants included the following racial/ethnic make-up: 99 subjects 

(55.9%) identified as White, 39 students (22%) identified as Latino or Hispanic, 21 

participants (11.9%) identified as Asian, 11 study subjects (6.2%) identified as “Other”, 5 

individuals (2.8%) identified as Black, and 2 participants (1.1%) identified as East Indian. 

Thirty-two participants stated that English was their second language, 18.1% of the 

sample. There were more females than males included in the study, 129 females (72.9%) 
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and 48 males (27.1%). One hundred four participants (58.8%) were in their senior year, 

45 subjects were juniors (25.4%), 17 individuals (9.6%) identified as sophomores, and 11 

participants (6.2%) were freshmen.   

 Completers versus Non-completers 

 Differences on pretest scores that were available for study completers and non-

completers were examined. The results, which are summarized in Table 1 below, showed 

significant differences between these groups. In general, non-completers seemed to 

exhibit more depressive symptoms and an increased likelihood of engaging in 

maladaptive emotional processing strategies (e.g., brooding). However, the data also 

indicated that non-completers were likely to be less self-compassionate and use reflection 

as an emotional coping strategy compared to study completers. In addition to examining 

pretest scores among completers and non-completers, frequencies were explored to 

determine if there were any differences on three demographic variables: sex, 

race/ethnicity, and English as a second language. It appeared that both groups included 

similar percentages of males and females, as well as participants that indicated English 

was their second language. In terms of race/ethnicity, the non-completer group seemed to 

have more participants that identified as Black and Hispanic, and fewer participants that 

identified as White compared to participants that completed the study. 
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Table 1.  

Means, Standard Deviations, and  p-Values for Completers and  

Non-completers 

 Non-completers 

(n = 78) 

Completers 

(n = 177) 

 

 

Variable (T1) 

 

Mean SD Mean SD p-value 

CES-D 

 

17.74 9.40 13.73 7.02 < .001 

Brood 

 

6.76 3.32 5.52 2.90 < .01 

Reflection  

 

5.60 3.60 4.74 3.02 <.05 

ERQ 15.36 5.09 14.08 5.57 > .05 

 

Nonjudg 

 

24.05 5.82 25.49 5.56 > .05 

Nonreac 

 

21.35 3.34 21.58 3.26 >.05 

SCS 

 

2.77 .59 2.99 .63 < .01 

Age 

 

20.59 4.81 21.33 1.60 >.05 

Year in school 3.17 1.04 3.37 .90 >.05 

_______________________________________________________ 

Note. CES-D = Center for Epidemiologic Studies Depression Scale, Brood =  

brooding subscale of the Ruminative Response Scale, Reflection = reflection subscale  

of the Ruminative Response Scale, ERQ = suppression subscale of the Emotion 

Regulation Questionnaire, Nonjudg = nonjudging of experience subscale of the 5- 

Factor Mindfulness Questionnaire, Nonreac = nonreactivity to inner experience 

 subscale of the 5-Factor Mindfulness Questionnaire,  and SCS = Self-compassion Scale. 

Preliminary Analyses 
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Three manipulation checks were conducted. First, several linguistic variables 

were analyzed to determine if the various sets of instructions affected language included 

in the essays. Second, participants‟ subjective experiences were assessed. Finally, the 

PANAS was used to explore subjects‟ emotional state immediately following each 

writing session. 

Manipulation Check: LIWC 

A series of one-way ANOVAs were performed to determine group differences on 

a set of linguistic variables, which included words associated with affective and cognitive 

processes, positive and negative emotions, causation, and insight. These linguistic 

variables were chosen because both experimental conditions encouraged cognitive and 

emotional processing, while the mindfulness writing instructions explicitly emphasized 

the acceptance of thoughts and feelings. In addition, some of these variables were used in 

a study conducted by Gortner (2006). It was predicted that essays from the experimental 

conditions would demonstrate a greater number of emotional, cognitive, causation, and 

insight words compared to writing samples from the control group. 

Table 2 below provides the means, standard deviations, and p-values associated 

with the linguistic analyses. Results indicated that essays from the mindfulness and 

traditional expressive writing conditions contained more words overall, included more 

words associated with negative and positive emotions, incorporated more cognitive 

processing words, specifically causation and insight words, compared to essays from the 

control group. Further, LIWC analyses suggested participants in the mindfulness 

condition expressed more affective words, particularly negative emotion words, 

compared to participants in the traditional and control groups. Finally, the results showed 
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that essays from the traditional expressive writing condition included more positive 

emotion words compared to essays from the mindfulness and control groups. These 

results suggest that important differences were found between the two experimental 

groups and the control condition, as well as between the mindfulness and traditional 

writing groups. Therefore, it appears that the manipulation was successful. 
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Table 2.  

Means, Standard Deviations, and p-Values for Linguistic Variables 

 Mindfulness (M) 

Condition  

(n = 58) 

 

Traditional (T) 

Condition 

(n = 65) 

Control (C) 

Condition 

(n = 54) 

p-value 

M vs. T 

p-value 

M vs. C 

p-value 

T vs. C 

Linguistic 

Category 

 

Mean SD Mean SD Mean SD    

Word Count 

 

526.89 228.94 523.36 234.28 405.69 216.02 > .10 < .001 < .001 

Affective  

Process 

 

6.60 1.97 6.19 1.66 1.66 1.28 .05 < .001 < .001 

Positive  

Emotions 

2.99 1.53 3.32 1.33 1.16 .93 <.05 < .001 < .001 

 

Negative  

Emotions 

 

 

3.60 

 

1.36 

 

2.87 

 

1.25 

 

.50 

 

.86 

 

< .001 

 

< .001 

 

< .001 

Cognitive 

 Process 

 

20.40 3.32 20.09 2.95 12.92 2.91 >.10 < .001 < .001 

   Causation 

 

1.96 1.04 2.11 .98 1.17 .72 >.10 < .001 < .001 

   Insight 

 

3.38 1.18 3.15 1.39 .69 .63 >.10 < .001 < .001 

_____________________________________________________________________________________ 
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Manipulation Check: Participants’ Subjective Experiences 

On the last day of writing, participants completed four questions from the FQPSE. 

One-way ANOVAs were conducted to determine if there were any significant differences 

between treatment conditions. The overall F tests were all significant at the p < .001 

level. Pairwise comparisons indicated that participants in the mindfulness and expressive 

writing conditions rated their essays as more personal, p’s < .001, expressed more 

emotional content in their writing, p’s < .001, thought about their writing more outside of 

the study, p’s < .001, and felt the overall study experience was more meaningful, p’s < 

.001, compared to control participants. These results suggest that the manipulation 

worked when taking into account the experimental groups versus the control condition. 

However, it is important to note that no differences were found between the mindfulness 

group and the traditional expressive writing condition. 

Manipulation Check: PANAS 

The third manipulation check examined participants‟ emotional experiences 

immediately following each writing session. As noted in the measures section, this was 

assessed using five items from the PANAS. One-way ANOVAs were performed to 

ascertain whether any significant differences existed between groups. The overall F test 

for writing day one was significant at the p < .001 level. Follow-up contrasts and an 

examination of means indicated that participants in the mindfulness and traditional 

writing conditions experienced more intense negative emotions, p < .001 and p < .01 

respectively, compared to participants in the control group. This pattern continued on 

writing day two. The overall F test was significant at the p < .05 level. Pairwise 

comparisons and an exploration of means suggested that participants in the mindfulness 



57 

writing group, p < .05, and traditional writing condition, p < .05, experienced a higher 

level of negative emotion compared to students in the control group. Finally, on writing 

day three the overall F test was significant at the p < .05 level. Contrasts conducted 

following the omnibus test indicated that participants in the mindfulness writing 

condition, p < .05, and traditional writing group, p = .07, experienced more intense 

negative emotions compared to the participants in the control group. It appears that 

results from the PANAS corroborate evidence suggesting that the manipulation was 

successful with regards to experimental versus control conditions. Again, however, no 

differences were found between the mindfulness group and traditional writing condition. 

 Correlations among Dependent Variables at Pretest 

 Pearson correlations were conducted to examine relationships among dependent 

variables at pretest. Table 3 below outlines these correlations. It was somewhat surprising 

that the reflection subscale of the RRS was significantly negatively correlated with the 

nonjudging of experience subscale of the FFMQ, as the ability to reflect could be 

considered an important part of being non-judgmental towards one‟s experience. 

However, some items on the reflection subscale seem to have a negative tone, which may 

account for this negative correlation.  
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Table 3.  

Correlations among Dependent Variables at Pretest 

 CES-D Brood Reflection ERQ Nonjudg Nonreac SCS 

 

CES-D 

 

1.00 

 

.44** 

 

.22** 

 

.15 

 

-.28** 

 

-.16* 

 

-.36** 

 

Brood 

  

1.00 

 

.50** 

 

-.03 

 

-.40** 

 

-.23** 

 

-.46** 

 

Reflection 

   

1.00 

 

-.04 

 

-.23** 

 

-.08 

 

-.13 

 

ERQ 

    

1.00 

 

-.05 

 

.15 

 

-.02 

 

Nonjudg 

     

1.00 

 

-.001 

 

.41** 

 

Nonreac 

      

1.00 

 

.43** 

 

SCS 

       

1.00 

 

________________________________________________________________________ 

 
Note. **Correlation is significant at the .01 level (2-tailed). *Correlation is significant at the .05  

 

level (2-tailed). CES-D = Center for Epidemiologic Studies Depression Scale, Brood = brooding subscale 

of the Ruminative Response Scale, Reflection = reflection subscale of the Ruminative Response Scale, 

ERQ = suppression subscale of the Emotion Regulation Questionnaire, Nonjudg = nonjudging of 

experience subscale of the 5-Factor Mindfulness Questionnaire, Nonreac = nonreactivity to inner 

experience subscale of the 5-Factor Mindfulness Questionnaire, and SCS = Self-compassion Scale. 

 Significant Differences at Baseline 

 A series of univariate ANOVAs were conducted to examine differences among 

the treatment conditions at pretest. Participants were randomly assigned to the treatment 

groups, therefore no significant group differences at baseline were anticipated. 

Marginally significant differences were found between groups on three dependent 

variables. First, there was a significant main effect for group with regards to the reflection 

subscale of the RRS, F = 3.11, p < .05. Post-hoc independent samples t-tests showed 
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marginally significant trends toward more reflective rumination in the mindfulness 

expressive writing group compared to the control condition, p = .07, as well as in the 

traditional expressive writing group compared to the control group, p = .12.  

 Second, results suggested a significant main effect for group for the nonreactivity 

to inner experience subscale of the FFMQ, F = 3.14, p < .05. Post-hoc contrasts showed 

marginally significant differences indicating increased nonreactivity to inner experience 

in the mindfulness and traditional writing conditions compared to the control group,  p = 

.07 and  p = .13, respectively.  

 Finally, in exploring differences among baseline measures, there was a marginally 

significant main effect for group on the SCS, F = 2.60, p = .08. Post-hoc comparisons 

were conducted and suggested a marginally significant tendency for participants in the 

mindfulness expressive writing as compared to the control condition to report higher self-

compassion, p = .09.  

Primary Analyses 

 A two-way between groups ANCOVA on depressive symptoms and three two-

way between-groups MANCOVAs were conducted. The two factors for each of these 

analyses were writing condition and the ERQ median split variable, which allowed 

participants to be designated as low or high suppressive students according to pretest 

scores on the ERQ. Dependent variables included in the MANCOVAs were grouped 

conceptually according to three categories: emotion regulation, mindfulness/self-

compassion, and cognitive processing bias. Unless otherwise specified, all covariates 

included in the analyses were pretest scores. The overall alpha level for this study was set 

at .15, .10 was given to the CES-D analysis and the remaining alpha, .05, was divided 
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among the three MANCOVAs. The alpha was divided in this manner in order to provide 

more power to the analysis that examined depressive symptoms. 

 Hypotheses One and Two 

The first hypothesis anticipated that participants in the mindfulness expressive 

writing condition, as compared to those subjects in the traditional expressive writing 

condition, would demonstrate greater improvement on the full set of outcome variables, 

and that those participants in the traditional group and mindfulness condition would 

demonstrate greater improvement than those students in the control group. The second 

hypothesis predicted that suppression would moderate treatment effects. Specifically, it 

was hypothesized that participants reporting high levels of trait suppression in the 

mindfulness expressive writing condition would demonstrate greater improvement on 

outcome variables compared to suppressors in the traditional expressive writing group, 

and that suppressors in the traditional expressive writing condition and the mindfulness 

writing group would demonstrate greater improvement on the outcome variables 

compared to the control group suppressors. 

 The CES-D, which measures depressive symptoms, was examined separately in a 

two-way, between-groups ANCOVA. This analysis yielded a non-significant interaction 

between group and the ERQ median split factor, F(2, 169) = 1.10, p = .34, partial eta 

squared = .017. However, a priori contrasts examining the main effect for group revealed 

that participants in the mindfulness group had marginally significant decreases in their 

depressive symptoms compared to students in the control group, p = .05. This is a 

marginally significant difference because the overall alpha rate for the experiment 

required an alpha level of .025 for the CES-D results to reach significance. No significant 
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differences were found between the mindfulness and traditional writing groups, p = .22, 

or the traditional writing condition and control group, p = .41. This analysis was also 

conducted with pretest scores from the reflection, non-reactivity to inner experience, and 

self-compassion scales as covariates. Pretest scores on these measures suggested 

differences between groups despite the random assignment process. Including these 

variables as covariates did not substantially change the results described above. Table 4 

below outlines means and standard deviations for the CES-D. 

  The second test examined was a two-way, between-groups MANCOVA that 

included two emotion regulation dependent variables, the brooding and reflection 

subscales of the RRS, and two factors, condition and suppression level. Neither the 

interaction, F(4, 334) = .88, p = .47; Wilks’ Lambda = .97; partial eta squared = .01,  nor 

the main effect for group, F(4, 334) = .37, p = .83; Wilks’ Lambda = .99; partial eta 

squared = .004, were significant. Therefore, no follow-up tests were performed. Again, 

this analysis was conducted with the three covariates noted above and no significant 

differences found. Table 4 below outlines means and standard deviations for the brooding 

and reflection scales of the RRS. 

 Next, another two-way, between-groups MANCOVA was conducted with 

mindfulness and self-compassion variables. Specifically, two subscales from the FFMQ 

and the SCS were included in the analysis. Both the interaction, F(6, 328) = .20, p = .98; 

Wilks’ Lambda = .99; partial eta squared = .004, and the main effect for group, F(6, 328) 

= 1.31, p = .25; Wilks’ Lambda = .95; partial eta squared = .023,  yielded non-significant 

results. Again, no follow-up tests were conducted. This analysis was also conducted with 
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the three covariates noted above and no significant differences found. Table 4 below 

outlines means and standard deviations for the FFMQ subscales and the SCS. 

Table 4.  

Means and Standard Deviations for the Outcome Variables and Covariates 

 Mindfulness 

Condition  

(n = 58) 

 

Traditional 

Condition 

(n = 65) 

Control  

Condition 

(n = 54) 

Variable 

 

Mean SD Mean SD Mean SD 

CES-D T1 

 

13.86 6.99 13.03 7.15 14.24 6.90 

CES-D T2 

 

13.93 

(13.77) 

 

8.46 

 

15.11 

(15.60) 

10.65 17.26 

(16.83) 

9.71 

Brood T2 

 

5.44 2.53 5.45 2.76 5.61 3.41 

Reflection T2 4.91 3.20 5.02 2.90 4.43 3.25 

 

Nonjudg T2 

 

 

26.57 

 

 

4.85 

 

25.09 

 

5.63 

 

25.15 

 

6.03 

Nonreac T2 

 

21.11 

 

3.49 21.80 4.05 21.17 3.87 

SCS T2 

 

3.07 .65 3.06 .62 2.88 .66 

____________________________________________________________ 

Note. CES-D = Center for Epidemiologic Studies Depression Scale, Brood = brooding subscale of the 

Ruminative Response Scale, Reflection = reflection subscale of the Ruminative Response Scale, Nonjudg = 

nonjudging of experience subscale of the 5-Factor Mindfulness Questionnaire, Nonreac = nonreactivity to 

inner experience subscale of the 5-Factor Mindfulness Questionnaire, and SCS = Self-compassion Scale. 

Numbers in parentheses represent estimated marginal means. 

 The final test was a two-way, between-groups MANCOVA that included two 

cognitive processing biases variables from the incidental free recall task. One of the 

variables was the number of positive adjectives participants recalled that they had 

originally designated as self-referent. The covariate for this variable was the sum of all 
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other words recalled (negative self-referent, positive non-self-referent, and negative non-

self-referent adjectives). The other variable captured the number of negative adjectives 

participants recalled that they had originally designated as self-referent. The covariate for 

this variable was the sum of all other words recalled (positive self-referent, positive non-

self-referent, and negative non-self-referent adjectives). This analysis yielded a 

marginally significant interaction, F(2, 166) = 2.48,  p = .09; Wilks’ Lambda = .97; 

partial eta squared = .03, which suggested that the vector of measures showed group 

differences that were moderated by the ERQ. When results for the dependent variables 

were considered separately, the only ANCOVA to reach significance for low suppressors 

was the one that examined the number of self-referent positive adjectives participants 

recalled, F(2, 78) = 3.10, p = .05. Follow-up contrasts for low suppressors revealed that 

participants in the mindfulness group recalled significantly more positive self-

referentadjectives compared to participants in the traditional, p = .05, and control 

conditions, p = .03. Analyses did not yield significant results for high suppressors, which 

was opposite to the predicted interaction. It is important to note that this analysis was also 

conducted with pretest scores from the reflection, non-reactivity to inner experience, and 

self-compassion scales as covariates. When these variables were included in the analysis, 

results were non-significant for both the interaction and main effect for group. Therefore, 

it seems that the marginally significant results above are related to pretest group 

differences. Table 5 below outlines means and standard deviations for the incidental free 

recall variables.



64 

Table 5.  

Means and Standard Deviations for the Incidental Free Recall Outcome Variables and Covariates 

 Mindfulness 

Condition Low 

Suppressors 

(n = 28) 

 

Mindfulness 

Condition High 

Suppressors 

(n = 28) 

Traditional 

Condition Low 

Suppressors 

(n = 29) 

Traditional 

Condition High  

Suppressors 

(n = 35) 

Control 

Condition Low 

Suppressors 

(n = 25) 

Control 

Condition High 

Suppressors 

(n = 29) 

Variable 

 

Mean SD Mean SD Mean SD Mean     SD Mean SD Mean SD 

 

Pos Self-Ref 

 

 

4.71 

(4.76) 

 

1.63 

 

3.14 

(3.47) 

 

1.84 

 

3.86 

(3.86) 

 

1.68 

 

3.80 

(3.66) 

 

2.53 

 

3.80 

(3.74) 

 

1.96 

 

3.79 

(3.60) 

 

2.08 

 

Pos Self-Ref 

Covariate 

 

 

4.90 

 

1.88 

 

 

3.10 

 

1.82 

 

4.13 

 

2.22 

 

3.80 

 

2.53 

 

3.80 

 

1.96 

 

3.79 

 

2.08 

Neg Self-Ref 

 

.82 

(.83) 

1.19 .61 

(.61) 

.74 .66 

(.63) 

.77 1.03 

(1.03) 

.05 .88 

(.88) 

1.01 .72 

(.72) 

.88 

 

Neg Self-Ref 

Covariate 

 

.83 

 

1.17 

 

.76 

 

1.09 

 

.63 

 

.76 

 

1.03 

 

.95 

 

.88 

 

1.01 

 

.72 

 

.88 

___________________________________________________________________________________________________ 

Note. Pos Self-Ref = number of positive adjectives participants recalled that they had originally designated as self-referent. Neg Self-Ref = number of 

negative adjectives participants recalled that they had originally designated as self-referent. Data was missing for three participants on the outcome 

variables presented in this table. Numbers in parentheses represent estimated marginal means. 
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Hypothesis Three 

Hypothesis three predicted that increases in self-compassion would mediate the 

effects of treatment on depressive symptoms and rumination. 

An ANOVA examined the effects of the intervention on self-compassion as part 

of the test for mediation and no effects were found. Hence, self-compassion did not 

mediate the effects of treatment on depressive symptoms and rumination. 

Exploratory Analyses 

 ERQ Analyses 

 Since the ERQ was used as a moderator in the primary analyses, there was no 

examination of how treatment affected emotional suppression. This emotion regulation 

strategy can be problematic for depression-vulnerable individuals, therefore it seemed 

important to examine the ERQ further in an exploratory manner. 

 A one-way ANCOVA was conducted and revealed a significant omnibus test, 

F(2, 173) = 3.01, p = .05. Follow-up contrasts suggested that the mindfulness group was 

significantly less emotionally suppressive compared to the control group,  p < .05. In 

addition, there was a trend that indicated the mindfulness group engaged in less 

emotional suppression compared to the traditional writing condition, p = .09. No 

significant differences were found between the traditional and control groups, p = .57. 

Table 6 below outlines means and standard deviations for the ERQ. 

 CABQ Analyses     

 The CABQ, a measure that assesses college students‟ activities and behaviors, 

was not part of the original study hypotheses, but was included in the questionnaires that 

participants completed. Of the 22 total items; the seven most relevant items for this study, 
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which targeted sleep behaviors, interpersonal interactions, physical health, and 

journaling, were examined. These items were chosen, as they seem to be particularly 

important areas of functioning for depression-vulnerable individuals. Further, it was of 

interest to the present study to determine if expressive writing increased participants‟ use 

of journaling. 

Group differences were anticipated on each of the seven items. Specifically, it 

was expected that participants in the mindfulness group would show improvements on 

each of the activities and behaviors outlined above compared to the traditional condition. 

It was also hypothesized that students in the traditional and mindfulness writing groups 

would show improvements on the activities and behaviors the CABQ assesses compared 

to participants in the control writing condition.  

 Seven one-way, between groups ANOVAs were run to determine whether there 

were group differences on the relevant CABQ items. The CABQ was measured at pretest, 

but ANCOVAs could not be used due to the violation of ANCOVA assumptions. The F 

tests for all seven ANOVAs were not significant, indicating that there were no group 

differences on sleep behaviors, interpersonal interactions, physical health, or journaling. 

Table 6 below outlines means and standard deviations for the CABQ variables. 

 Stringent Depression-vulnerable Analyses 

For the primary hypotheses the CES-D was used to select depression-vulnerable 

participants. Although this allowed for a larger sample size, a more stringent approach 

would be to use the CES-D and the IDDL, a measure that allows for the diagnosis of past 

depressive episodes according to the DSM-IV, to select depression-vulnerable 

participants. Therefore, the following analyses required participants to have experienced 



67 

a previous episode of depression that met DSM-IV criteria. Participants were designated 

as having a previous depressive episode if they reported experiencing a two-week period 

in which they were sad and/or anhedonic, and had a total of at least five major depressive 

symptoms. These criteria map onto DSM-IV symptomotology for major depressive 

disorder. As a result of these inclusion criteria, there was a significant decrease in sample 

size (mindfulness group = 29, traditional group = 29, control group = 27), but allowed for 

the examination of a more at-risk sample. 

The dependent variable of interest for this analysis was depressive symptoms. 

This variable was chosen, as it was particularly important to this study to determine 

whether the mindfulness expressive writing intervention improved depressive symptoms. 

It was anticipated that participants in the mindfulness group would show greater 

improvement on depressive symptoms compared to participants in the traditional 

expressive writing condition. Further, it was expected that students in the traditional and 

mindfulness writing groups would demonstrate improvement on depressive symptoms 

compared to participants in the control group. To test this exploratory hypothesis, a one-

way, between groups ANCOVA was conducted, which used pretest scores on the CES-D 

as the covariate. The omnibus test was marginally significant, F(2, 81) = 2.68, p = .07. A 

priori contrasts revealed that the mindfulness group had significantly lower depression 

scores compared to the control condition, p = .03. In addition, there was a trend that 

suggested the traditional expressive writing group had lower depression scores compared 

to the control group, p = .07. No significant differences were found between the 

mindfulness and traditional writing groups, p = .73. As was done with the full sample, 

differences on pretest scores among groups were examined for the stringent depression-
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vulnerable analysis. Group differences were found on the following variables: brooding, 

reflection, nonreactivity to inner experience, and self-compassion. When these variables 

were included as covariates, no substantial changes were found with regards to the results 

described above. Table 6 below outlines means and standard deviations for the CES-D. 

Table 6.  

Means and Standard Deviations for the Outcome Variables and Covariates  

in Exploratory Analyses 

 Mindfulness 

Condition  

(n = 58) 

(n = 29 for  

CES-D) 

 

Traditional 

Condition 

(n = 65) 

(n = 29 for  

CES-D) 

 

Control  

Condition 

(n = 54) 

(n = 27 for  

CES-D) 

 

Variable 

 

Mean SD Mean SD Mean SD 

CES-D T1 

 

11.31 6.51 12.52 7.50 14.70 6.94 

CES-D T2 

 

12.00 

(13.00) 

 

7.68 13.52 

(13.71) 

9.38 18.85 

(17.58) 

9.97 

ERQ T1 

 

13.78 5.46 14.38 5.76 14.07 5.52 

ERQ T2 

 

13.00 

(13.23) 

 

5.10 14.97 

(14.76) 

5.39 14.37 

(14.38) 

5.65 

CABQ2 1.79 1.70 2.37 1.80 2.06 1.81 

 

CABQ3 

 

 

6.16 

 

5.24 

 

5.28 

 

3.12 

 

4.68 

 

3.73 

CABQ4 

 

2.26 2.42 2.26 2.75 2.19 2.35 

CABQ5 

 

.12 .33 .22 .48 .19 .52 

CABQ7 1.76 1.50 1.34 1.36 1.94 1.74 

 

CABQ12 

 

1.05 

 

1.28 

 

.68 

 

.90 

 

.94 

 

.96 

 

CABQ14 

 

.21 

 

.58 

 

.32 

 

.83 

 

.41 

 

1.17 

____________________________________________________________ 
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Note. CES-D = Center for Epidemiologic Studies Depression Scale, ERQ = suppression scale of the 

Emotion Regulation Questionnaire, CABQ2 = number of times difficulty falling asleep, CABQ3 = number 

of times talked on the phone to one or both parents, CABQ4 = number of times talked on the phone to old 

friends not at your college, CABQ5 = number of times visited a physician or student health center for 

illness, CABQ7 = number of times had a heart-to-heart with someone at college, CABQ12 = number of 

times made a new friend, CABQ14 = number of times written you‟ve your deepest thoughts and feelings. 

Numbers in parentheses represent estimated marginal means. 
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CHAPTER FIVE 

Discussion 

Summary of Results 

 The results indicate that engaging in mindfulness-enhanced expressive writing 

may help depression-vulnerable individuals decrease depressive symptomotology. 

Several studies that did not select for depression have shown improvements in mood, 

depressive symptoms, and negative affect following traditional expressive writing 

exercises (Broderick et al., 2005; Langens & Schuler, 2005; Lepore, 1997; Soliday, 

Garofalo, & Rogers, 2004). Further, decreases in depressive symptoms have been found 

in depression-vulnerable populations following the traditional expressive writing 

intervention (Gortner et al., 2006). Surprisingly, no group differences were found, with 

regards to depressive symptomotology, between the traditional writing group and control 

conditions. This is inconsistent with previous studies that have demonstrated expressive 

writing is successful in improving mood compared to control groups (Broderick et al., 

2005; Gortner et al., 2006; Langens & Schuler, 2005; Lepore, 1997; Soliday, Garofalo, & 

Rogers, 2004). In addition, it is important to note that participants in the mindfulness and 

traditional expressive writing groups were no different in terms of depressive symptoms 

following the intervention. Therefore, it is still unclear whether augmenting the 

traditional expressive writing instructions with mindfulness and self-compassion 

language improves depressive symptomotology outcomes.  

 No main effects for group were found on the cognitive processing variables. 

However, using the ERQ as a moderator demonstrated an interesting trend, which 

indicated that low suppressive participants in the mindfulness writing group recalled 
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more positive self-referent adjectives compared to participants in the traditional and 

control conditions. This finding suggests that low suppressors in the mindfulness group 

were more readily able to access positive self-referent descriptions. Perhaps a more 

accepting attitude, facilitated by the mindfulness instructions, enabled them to decrease 

self-judgment following the intervention. This finding was surprising, as previous 

research has demonstrated that high suppressive (Gortner et al., 2006) and alexithymic 

participants (Paez et al, 1999; Solano et al., 2003) often benefit more from the expressive 

writing intervention than low suppressors. It is thought that low suppressive individuals 

process their emotions without being prompted and therefore, writing does not help them 

integrate their emotions further (Solano et al., 2003). While this reasoning is intuitive, a 

potential explanation supporting the present findings is that low suppressive individuals 

are likely to have an open and receptive emotion regulation style that is consistent with 

the expressive writing paradigm. Therefore, it seems plausible that these participants 

engage in writing without much resistance and gain more from the experience. Another 

argument is that mindfulness interventions have traditionally been most effective for 

individuals that are not pathologically engaged in maladaptive coping strategies. Thus, 

the mindfulness expressive writing intervention may have increased benefits in a less 

pathological subset of the sample (e.g., low suppressors). It is important to note that when 

pretest scores from the reflection, non-reactivity to inner experience, and self-compassion 

scales were used as covariates, there were no significant group differences on the 

cognitive processing variables. Therefore, it is possible that the marginally significant 

results above are related to pretest group differences. 
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 The remaining outcome measures, rumination, mindfulness skills, and self-

compassion, yielded non-significant results. It was somewhat surprising to find that the 

rumination subscales were not affected by the writing intervention, as decreases in 

depressive symptoms were found and rumination is closely related to depression. Given 

that participants in this study were formerly depressed and not actively experiencing a 

depressive episode, the changes in rumination may be subtle and hard to detect.  

 In addition to the non-significant Ruminative Response Scale findings, there were 

no group differences on the Five Facet Mindfulness Questionnaire scales and the Self-

compassion Scale. Both mindfulness and self-compassion appear to be characteristics or 

traits that are developed over time. This is not to say that small improvements, which 

may be clinically important, cannot occur with a brief intervention, however these 

differences may be difficult to detect. Many of the mindfulness-based treatments 

available for depression-vulnerable individuals require an eight-week commitment that 

includes intensive meditation and mindfulness practice (Segal et al., 2002; Teasedale et 

al., 1995). These non-significant findings indicate that it may be difficult for a three-day 

mindfulness writing intervention to demonstrate an improvement in mindfulness skills 

and self-compassion. It seems that more time may be important when one is looking to 

improve these skills. In addition, many of the mindfulness interventions are conducted in 

a group format. The support, modeling, and processing that occurs in the group modality 

may be important to the improvement of mindfulness skills. Finally, it is important to 

note that the Five Facet Mindfulness Questionnaire is a trait, not a state, measure. It is 

possible that an instrument assessing state characteristics associated with mindfulness 

may have been more sensitive to group differences.  
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 Results failed to support the prediction that increases in self-compassion would 

mediate the effects of treatment on depressive symptoms and rumination. As noted 

above, it seems interventions aiming to improve mindfulness require a significant time 

commitment (Gilbert & Procter, 2006; Segal et al., 2002; Teasedale et al., 1995), and 

perhaps a longer self-compassion intervention is needed in order to demonstrate the 

mediating effects of self-compassion. Further, Compassionate Mind Training (Gilbert & 

Procter, 2006), an intervention that targets improving self-compassion, is conducted in a 

group format. This treatment modality may be particularly important in cultivating the 

notion of common humanity present in one‟s distressing experiences. In fact, according 

to Yalom and Leszcz (2005), a powerful component of group therapy is universality, 

which is experienced when others recognize that they are not alone in their suffering. 

Further, similar to the Five Facet Mindfulness Questionnaire, the Self-compassion Scale 

assesses traits of self-compassion. A state measure may have been able to better detect 

subtle differences between groups. 

Summary of Exploratory Analyses 

 ERQ Analyses 

Results from the exploratory analyses conducted with the ERQ demonstrated an 

interesting finding, which suggested that participants in the mindfulness writing group 

were less emotionally suppressive compared to participants in the traditional and control 

groups. One of the goals of both mindfulness and self-compassion interventions is to help 

individuals be more accepting of their emotions and improve their tolerance of difficult 

emotional experiences. It seems that a brief mindfulness writing intervention may enable 

depression-vulnerable individuals to more fully experience their emotions in an adaptive 
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way rather than suppressing their emotional experiences, which places them at risk for 

more severe depressive episodes.  

 CABQ Analyses 

No group differences were found on sleep behaviors, interpersonal interactions, 

physical health, and journaling. This is somewhat surprising, as previous writing studies 

have shown improvements on some of the behavioral indicators that were explored in this 

study (de Moor et al., 2002; Pennebaker et al., 1988; Pennebaker et al., 1990; Slatcher & 

Pennebaker, 2006). However, the majority of these experiments included longer follow-

up periods. For example, Pennebaker et al. (1990) collected data regarding students‟ 

health center visits four to five months following the writing intervention. Perhaps the 

five weeks between the writing intervention and time two data collection was too short to 

demonstrate improvements on the behaviors and activities included in the CABQ. In 

addition, it was the end of the semester when students were completing follow-up 

questionnaires, which is often a busy time for students. It seems possible that some of 

their behaviors (e.g., sleep, interpersonal interactions, and journaling) may have changed 

as a result of the intervention, but during this stressful time they may have had difficulty 

maintaining some of the changes they made. This argument suggests that perhaps the 

time between the intervention and posttest was too short. Further, the question from the 

CABQ that was used to assess physical health may have been problematic. It asks 

whether students had visited a physician or the student health center for a physical illness. 

Many college students become ill, but do not seek medical attention.  It is plausible that 

some data was lost by not asking about physical illnesses for which participants did not 

visit their doctor. 
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 Stringent Depression-vulnerable Analyses 

The purpose of the stringent depression-vulnerable analyses was to examine a 

subset of the sample that was more at-risk for depression (e.g., diagnosed with a previous 

depressive episode). Results from these analyses demonstrated that both the mindfulness 

and traditional expressive writing interventions, compared to the control condition, 

decreased depressive symptoms. While the difference between the traditional expressive 

writing and control groups was marginally significant, it is likely that more power would 

have shown significant results. The implication of these findings is that brief expressive 

writing interventions can prevent depressive symptoms in a depression-vulnerable 

population. This is exciting, as interventions that are low-cost and not time-prohibitive 

are accessible to a larger depression-prone population. Further, expressive writing 

interventions can be incorporated into many treatments clinicians already use to target 

depressive symptoms.  

The stringent depression-vulnerable analyses in the present study used a sample 

that closely parallels the sample used in Gortner et al. (2006) and replicated the study’s 

results. The present study extends the Gortner et al. (2006) study by showing that writing 

instructions augmented with mindfulness and self-compassion language is another way in 

which depression-vulnerable individuals can begin to process their thoughts and feelings. 

This is an interesting finding, as it suggests that briefly introducing the concepts of 

mindfulness and self-compassion can affect depressive symptoms. 

Summary of LIWC Analyses 

An interesting, yet unanticipated, finding from this study was that participants in 

the mindfulness condition expressed more affective words, particularly negative emotion 
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words, compared to participants in the traditional expressive writing group. Further, 

students in the traditional expressive writing condition used more positive emotion words 

in their essays compared to participants in the mindfulness group. The fact that essays 

from the mindfulness condition included more affective words in general is not 

surprising, as the instructions for this group emphasized emotional processing. This 

finding suggests that the addition of mindfulness language to the traditional writing 

instructions allowed participants to expand upon their emotional experience. It is 

particularly interesting, however, that the mindfulness essays included more negative 

emotion words and the traditional essays included more positive emotion words. This 

finding indicates that the mindfulness instructions, which included language about the 

acceptance of all emotional experiences, allowed participants to acknowledge negative 

emotions that they may have otherwise suppressed. Singer and Dobson (2007) found a 

similar result in their study, which suggested that after engaging in a negative mood 

induction, remitted depressed participants in the acceptance condition were more open to 

their negative experiences than participants in the distraction and rumination groups. One 

goal of mindfulness interventions is to increase individuals‟ ability to be accepting of all 

emotional experiences, including negative ones (Baer, 2003); it seems that writing in a 

mindful manner, even for a short period of time, may allow people to experience their 

unpleasant emotions in an adaptive fashion. This is particularly useful for depression-

vulnerable individuals, as they are at-risk for engaging in maladaptive emotional coping 

strategies, such as thought suppression (Wegner, 1994; Wenzlaff & Wegner, 2000), 

experiential avoidance (Hayes et al., 1996) and rumination (Hoeksema, 1987; Nolen-

Hoeksema, 1991; Nolen-Hoeksema, 2004).  
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Strengths of Study 

 There are several strengths of the current study. First, this experiment employed a 

randomized, controlled design, which is generally the most rigorous design for examining 

therapeutic interventions. This experimental strategy allowed for inferences to be made 

about the data without confounding factors becoming a major issue.  

Further, the sample size for this study was large and enabled each of the three 

treatment groups to have an adequate number of participants. This also allowed for 

sufficient experimental power. 

Finally, this study used both self-report scales and a cognitive processing bias 

measure. Within the depression-vulnerability literature, it is suggested that self-report 

assessments are problematic because this population works hard to minimize the 

cognitive processing biases that are associated with depression-vulnerability. Evidence 

indicates that measures of cognitive bias are often a more reliable way to assess 

underlying depressive schemas that depression-prone individuals may hide on self-report 

scales (e.g., Hedlund & Rude, 1995; Rude et al., 2001; Rude et al., 2003). 

Limitations of Study 

 When interpreting results from this study an important limitation to consider is the 

large amount of attrition. Approximately 25% of the sample did not complete the study. 

Differences among completers and non-completers were examined for those participants 

for whom pretest data was available. It seems plausible that participants who completed 

the study were more conscientious, as this experiment included a number of steps and 

required some organization on the part of participants. Although there is no data to 
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support this, it is important to recognize that differences could exist between completers 

and non-completers, which may have affected the study outcome. 

 Another important limitation of the study is the fact that it was conducted via the 

internet. While this allowed for a larger number of participants to be included in the 

study, allowing students to complete the writing sessions at home may have introduced 

some variability in the writing protocol. Participants were timed, however some 

individuals may not have written for 20 minutes. In addition, they may not have read the 

instructions carefully or watched the video instructions. Certainly, there are numerous 

ways in which the writing protocol could have been violated and this is important to note 

in interpreting the present results. 

 Further, the researcher‟s biases may have influenced the video instructions that 

were created. It is possible that the principle investigator was unconsciously more warm, 

inviting, or enthusiastic when filming the mindfulness expressive writing instructions. 

Thus, this attitude may have affected participants that were assigned to this condition. In 

addition, an unconscious negative stance may have come across to participants watching 

the traditional expressive writing or control instructions and therefore, biasing their 

essays. 

 Finally, depression-vulnerability status was only assessed using brief screening 

questions and a self-report measure. While it would have been too time consuming to 

conduct structured interviews with participants, this would have been a more precise 

assessment of their depression history and current depressive symptomotology. 

Future Directions 
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 Results from this study suggest that it may be worthwhile to continue examining 

the effectiveness of brief mindfulness interventions for depression-vulnerable 

populations. At the present time, there is evidence that indicates mindfulness treatments 

are effective for depression-prone individuals. However, these intervention are time 

consuming and require a lot of practice outside of the therapy setting. Clinicians are well 

aware that clients often do not comply with treatments that involve significant amounts of 

homework. Thus, it is exciting to find that it may be possible to decrease depressive 

symptoms with a brief mindfulness intervention. Obviously, the present results are 

preliminary, but they do indicate that further study is warranted. 

 In addition, expressive writing is still in the early stages of being examined in 

depression-vulnerable populations. It is important to determine the mechanisms by which 

this intervention decreases depressive symptoms. Understanding how symptoms are 

improved is crucial to developing the most effective interventions. 

 Finally, this study demonstrated that perhaps there are other ways in which the 

traditional expressive writing intervention can be adapted for those individuals at-risk for 

depression. It seems that gaining a better understanding of how this intervention works 

for depression-vulnerable individuals will inform various adaptations. 
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Appendix A 

CES-D 

 

INSTRUCTIONS:  Below is a list of some of the ways you may have felt or behaved. 

Please indicate how often you have felt this way during the past week by circling the 

appropriate number. 
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1. I was bothered by things that 

usually don't bother me. 

1 2 3 4 

2. I did not feel like eating; my 

appetite was poor. 

1 2 3 4 

3. I felt that I could not shake off 

the blues even with help from my 

family or friends. 

1 2 3 4 

4. I felt that I was just as good as 

other people. 

 

1 2 3 4 

5. I had trouble keeping my mind 

on what I was doing. 

1 2 3 4 

6. I felt depressed. 1 2 3 4 

7. I felt that everything I did was 

an effort. 

1 2 3 4 

8. I felt hopeful about the future. 

 

1 2 3 4 

9. I thought my life had been a 

failure. 

1 2 3 4 

10. I felt fearful. 1 2 3 4 

11. My sleep was restless. 1 2 3 4 

12. I was happy. 1 2 3 4 

13. I talked less than usual. 

 

1 2 3 4 

14. I felt lonely. 1 2 3 4 
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15. People were unfriendly. 

 

1 2 3 4 

16. I enjoyed life. 

 

1 2 3 4 

17. I had crying spells. 

 

1 2 3 4 

18. I felt sad. 

 

1 2 3 4 

19. I felt that people disliked me. 

 

1 2 3 4 

20. I could not get "going." 
 

1 2 3 4 
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Appendix B 

 

Inventory to Diagnose Depression – Lifetime Version 

 

INSTRUCTIONS: In this next section, try to remember the week in your life you felt the 

most depressed. 

 

What was the approximate starting and ending date of the episode you have in mind? 

 

began:______________ ended:______________ 

 

Indicate the number of the one statement that best describes how you felt. Remember to 

also circle whether you felt that way for more or less than two weeks. 

 

1)  0 I did not feel sad or depressed. 

1 I occasionally felt sad or down. 

2 I felt sad most of the time, but I was able snap out of it. . 

3 I felt sad all the time, and I couldn't snap out of it. 

4 I was so sad or unhappy that I couldn't stand it. 

this lasted MORE / LESS than two weeks. 

 

2)  0 My energy level was normal. 

1 My energy level was occasionally a little lower than normal. 

2 I got tired more easily or had less energy than is usua1 

3 I got tired from doing almost anything. 

4 I felt tired or exhausted almost all of the time. 

this lasted MORE / LESS than two weeks. 

 

3)  0 I was not feeling more restless and fidgety than usual. 

1 I felt a little more restless or fidgety than usual. 

2 I was very fidgety, and I had some difficulty sitting still in a chair. 

3 I was extremely fidgety, and I paced a little bit almost everyday. 

4 I paced more than an hour per day, and I couldn't sit still. 

this lasted MORE / LESS than two weeks. 

 

4)  0 I did not talk or move more slowly than usual. 

1 I talked a little slower than usual 

2 I spoke slower than usual, and it took me longer to respond to questions, but I 

could still carry on a normal conversation. 

3 Normal conversations were difficult because it was hard to start talking. 

4 I felt extremely slowed down physically, like I was stuck in the mud. 

this lasted MORE / LESS than two weeks. 

 

5)  0 I did not lose interest in my usual activities. 

1 I was a little less interested in 1 or 2 of my usual activities. 

2 I was less interested in several of my usual activities. 
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3 I have lost most of my interest in almost all of my usual activities. 

4 I have lost interest in all of my usual activities 

this lasted MORE / LESS than two weeks. 

 

6)  0 I got as much pleasure out of my usual activities as usual. 

1 I got a little less pleasure from 1 or 2 of my usual activities. 

2 I got less pleasure from several of my usual activities. 

3 I got almost no pleasure from several of my usual activities. 

4 I got no pleasure from any of the activities that I usually enjoy. 

this lasted MORE / LESS than two weeks. 

 

7)  0 My interest in sex was normal. 

1 I was only slightly less interested in sex than usual. 

2 There was a noticeable decrease in any interest in sex. 

3 I was much less interested in sex. 

4 I lost all interest in sex. 

this lasted MORE / LESS than two weeks. 

 

8)  0 I did not feel guilty. 

1 I occasionally felt a little guilty. 

2 I often felt guilty. 

3 1 felt quite guilty most of the time. 

4 I felt extremely guilty most of the time. 

this lasted MORE / LESS than two weeks. 

 

9)  0 I did not feel like a failure. 

1 My opinion of myself was occasionally a little low. 

2 I felt I was inferior to most people. 

3 I felt like a failure. 

4 I felt I was a totally worthless person. 

this lasted MORE / LESS than two weeks. 

 

10)  0 I didn't have any thoughts of death or suicide. 

1 I occasionally thought life was not worth living. 

2 I frequently thought of dying in passive ways (such as going to sleep and not 

waking up) or that I'd be better off dead. 

3 I had frequent thoughts of killing myself. 

4 I tried to kill myself. 

this lasted MORE / LESS than two weeks. 

 

11)  0 I could concentrate as well as usual. 

1 My ability to concentrate was slightly worse than usual. . 

2 My attention span was not as good as usual and I had difficulty collecting my 

thoughts; but this didn't cause any problems. 

3 My ability to read or hold a conversation was not as good as usual. 

4 I could not read, watch TV, or have a conversation without great difficulty. 
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this lasted MORE / LESS than two weeks. 

 

12)  0 I made decisions as well as usual. 

1 Decision making was slightly more difficult than usual 

2 It was harder and took longer to make decisions, but I did make them. 

3 I was unable to make some decisions. 

4 I couldn't make any decisions at all. 

this lasted MORE / LESS than two weeks. 

 

13)  0 My appetite was not less than normal. 

1 My appetite was slightly worse than usual. . 

2 My appetite was clearly not as good as usual, but I still ate. 

3 My appetite was much worse. 

4 I had no appetite at all, and I had to force myself to eat even a little. 

this lasted MORE / LESS than two weeks. 

 

14)  0 I didn't lose any weight. 

1 I lost less than 5 pounds 

2 I lost between 5-10 pounds. 

3 I lost between 11-25 pounds. 

4 I lost more than 25 pounds. 

(If you circled #1,2,3, or 4: Were you dieting and deliberately trying to lose 

weight? YES NO) 

this lasted MORE / LESS than two weeks. 

 

15)  0 My appetite was not greater than normal. 

1 My appetite was slightly greater than usual. 

2 My appetite was clearly greater than usual. 

3 My appetite was much greater than usual. 

4 I felt hungry all the time. 

this lasted MORE / LESS than two weeks. 

 

16)  0 I didn't gain any weight. 

1 I gained less than 5 pounds. 

2 I gained between 5-10 pounds. 

3 I gained between 11-25 pounds. 

4 I gained more than 25 pounds. 

this lasted MORE / LESS than two weeks. 

 

17) 0 I was not sleeping less than normal. 

1 I occasionally had slight difficulty sleeping. 

2 I clearly didn't sleep as well as usual. 

3 I slept about half my normal amount of time. 

4 I slept less than 2 hours per night. 

this lasted MORE / LESS than two weeks. 
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18)  0 I was not sleeping more than normal. 

1 I occasionally slept more than usual. 

2 I frequently slept at least 1 hour more than usual. 

3 I frequently slept at least 2 hours more than usual. 

4 I frequently slept at least 3 hours more than usual. 

this lasted MORE / LESS than two weeks. 

 

19)  0 I did not feel anxious, nervous, or tense. 

1 I occasionally felt a little anxious. 

2 I often felt anxious. 

3 I felt anxious most of the time. 

4 I felt terrified and near panic. 

this lasted MORE / LESS than two weeks. 

 

20)  0 I did not feel discouraged about the future. 

1 I occasionally felt a little discouraged about the future. 

2 I often felt discouraged about the future. 

3 I felt very discouraged about the future most of the time. 

4 I felt that the future was hopeless and that things would never improve. 

this lasted MORE / LESS than two weeks. 

 

21) 0 I did not feel irritated or annoyed. 

1 I occasionally got a little more irritated than usual. 

2 I got irritated or annoyed by things that usually didn't bother me. 

3 I felt irritated or annoyed almost all the time. 

4 I felt so irritated that I could not think about anything else. 

this lasted MORE / LESS than two weeks. 

 

22)  0 I was not worried about my physical health 

1 I was occasionally concerned about bodily aches and pains. 

2 I was worried about my physical health. 

3 I was very worried about my physical health. 

4 I was so worried about my physical health that I could not normally bother me. 

this lasted MORE / LESS than two weeks. 

 

Have you experienced any other times when you felt as bad as you did during this 

time? 

 

Yes ____ No ______ 

 

If yes, please estimate the number of additional times: _____ 
 

 

 

 

 



86 

Appendix C 

 

Positive and Negative Affect Schedule 
 

INSTRUCTIONS: This scale consists of a number of different words that describe 

different feelings and emotions.  Read each item and then circle the appropriate number 

next to the word.  Indicate to what extent you feel this way at the present moment.   
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1. Distressed 1 2 3 4 

2. Upset 1 2 3 4 

3. Irritable 1 2 3 4 

4. Ashamed 1 2 3 4 

5. Nervous 1 2 3 4 
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Appendix D 

 

5-FACTOR Mindfulness Questionnaire 

 

INSTRUCTIONS:   Please rate each of the following statements using the scale provided.   

Circle the number that best describes your own opinion of what is generally true for you. 
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1. When I‟m walking, I 

deliberately notice the 

sensations of my body. 

1 2 3 4 5 

2. I‟m good at finding 

words to describe my 

feelings. 

1 2 3 4 5 

3. I criticize myself for 

having irrational or 

inappropriate emotions. 

1 2 3 4 5 

4. I perceive my feelings 

and emotions without 

having to react to them. 

1 2 3 4 5 

5. When I do things, my 

mind wanders off and I‟m 

easily distracted. 

1 2 3 4 5 

6. When I take a shower 

or bath, I stay alert to the 

sensations of water on my 

body. 

1 2 3 4 5 

7.  I can easily put my 

beliefs, opinions, and 

expectations into words. 

1 2 3 4 5 

8. I don‟t pay attention to 

what I‟m doing because 

I‟m daydreaming, 

worrying, or otherwise 

distracted 

1 2 3 4 5 

9. I tell myself I shouldn‟t 

be feeling the way I‟m 

feeling. 

1 2 3 4 5 
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10. I notice how foods and 

drinks affect my thoughts, 

bodily sensations, and 

emotions. 

1 2 3 4 5 

11. It‟s hard for me to find 

the words to describe what 

I‟m thinking.  

1 2 3 4 5 

12. I‟m easily distracted . 1 2 3 4 5 

13. I pay attentions to 

sensations, such as the 

wind in my hair or sun on 

my face. 

1 2 3 4 5 

14. I have trouble thinking 

of the right words to 

express how I feel about 

things. 

1 2 3 4 5 

15. I make judgments 

about whether my 

thoughts are good or bad. 

1 2 3 4 5 
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Appendix E 

 

How I Typically Act Towards Myself in Difficult Times 

 

INSTRUCTIONS: Please read each statement carefully before answering. Indicate how 

often you behave in the stated manner by circling the appropriate number on the scale 

below. 
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1.  I‟m disapproving and 

judgmental about my own 

flaws and inadequacies. 

1 2 3 4 5 

2.  When I‟m feeling down I 

tend to obsess and fixate on 

everything that‟s wrong. 

1 2 3 4 5 

3.  When things are going 

badly for me, see the 

difficulties as part of life that 
everyone goes through. 

 

1 2 3 4 5 

4.  When I think about my 

inadequacies, it tends to make 

me feel more separate and cut 

off from the rest of the world. 

 

1 2 3 4 5 

5.  I try to be loving towards 

myself when I‟m feeling 

emotional pain. 

1 2 3 4 5 

6.  When I fail at something 

important to me I become 

consumed by feelings of 

inadequacy. 

1 2 3 4 5 

7. When I'm down and out, I 

remind myself that there are 

lots of other people in the 

world feeling like I am. 

 

1 2 3 4 5 

8.  When times are really 

difficult, I tend to be tough on 

1 2 3 4 5 
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myself. 

9.  When something upsets me 

I try to keep my emotions in 

balance.   

1 2 3 4 5 

10. When I feel inadequate in 

some way, I try to remind 

myself that feelings of 

inadequacy are shared by 

most people. 

1 2 3 4 5 

11. I‟m intolerant and 

impatient towards those 

aspects of my personality I 

don't like. 

1 2 3 4 5 

12. When I’m going through a 

very hard time, I give myself 

the caring and tenderness I 

need. 

 

1 2 3 4 5 

13. When I‟m feeling down, I 

tend to feel like most other 

people are probably happier 

than I am. 

1 2 3 4 5 

14. When something painful 

happens I try to take a 

balanced view of the situation. 

 

1 2 3 4 5 

15. I try to see my failings as 

part of the human condition. 

1 2 3 4 5 

16. When I see aspects of 

myself that I don’t like, I get 

down on myself. 

 

1 2 3 4 5 

17. When I fail at something 

important to me I try to keep 

things in perspective. 

1 2 3 4 5 

18. When I‟m really 

struggling, I tend to feel like 

other people must be having 

an easier time of it. 

1 2 3 4 5 

19. I‟m kind to myself when 

I‟m experiencing suffering. 

1 2 3 4 5 
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20. When something upsets 

me I get carried away with my 

feelings. 

1 2 3 4 5 

21. I can be a bit cold-hearted 

towards myself when I'm 

experiencing suffering. 

 

1 2 3 4 5 

22. When I'm feeling down I 

try to approach my feelings 

with curiosity and openness. 

1 2 3 4 5 

23. I‟m tolerant of my own 

flaws and inadequacies. 

1 2 3 4 5 

24. When something painful 

happens I tend to blow the 

incident out of proportion. 

1 2 3 4 5 

25. When I fail at something 

that's important to me, I tend 

to feel alone in my failure. 

 

1 2 3 4 5 

26. I try to be understanding 

and patient towards those 

aspects of my personality I 

don't like. 

1 2 3 4 5 
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Appendix F 

 

Ruminative Responses Scale 

 

INSTRUCTIONS:  People think and do many different things when they have 

experienced the loss of a close relationship.  Please read each of the items below and 

indicate how often, within the past 2 weeks, you have thought or done each one.  Please 

indicate what you generally have done, not what you think you should do.  
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5. Think about how passive and 

unmotivated you feel 

0 1 2 3 

7. Think about how you don‟t seem 

to feel anything anymore 

 

0 1 2 3 

10. Go away by yourself and think 

about why you feel this way 

 

0 1 2 3 

11. Write down what you are 

thinking about and analyze it  

 

0 1 2 3 

12. Think about the relationship, 

wishing it would not have ended 

 

0 1 2 3 

13. Think, “Why do I have problems 

other people don‟t have?” 

0 1 2 3 

15. Think about all your 

shortcomings, failings, faults, 

mistakes 

0 1 2 3 

16. Think about how you don‟t feel 

up to doing anything 

 

0 1 2 3 

20. Listen to sad music 

 

0 1 2 3 

21. Isolate yourself and think about 

the reasons why you feel sad 

 

0 1 2 3 
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Appendix G 

 

Emotional Regulation Questionnaire 

 

INSTRUCTIONS: Using the following 7 point scale, please answer the following 

questions about yourself by indicating the extent of your agreement. 
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1.  I keep my emotions to 

myself. 

 

1 

 

2 

 

3 

 

4 

 

5 

 

6 7 

2.  When I'm feeling 

positive emotions, I'm 

careful not to express 

them. 

1 

 

2 

 

3 

 

4 

 

5 

 

6 7 

3.  I control my emotions 

by not expressing them. 

1 

 

2 

 

3 

 

4 

 

5 

 

6 7 

4.  When I‟m feeling 

negative emotions, I‟m 

careful not to express 

them. 

1 

 

2 

 

3 

 

4 

 

5 

 

6 

 

7 
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Appendix H 

 

FQPSE  

 

INSTRUCTIONS: Please consider all three days of writing when answering the 

following questions. 
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1.  Overall, how 

personal were the 

essays that you wrote: 

1 

 

2 

 

3 

 

4 

 

5 

 

6 7 

2.  Overall, how much 

did you reveal your 

emotions in what you 

wrote: 

 

1 

 

2 

 

3 

 

4 

 

5 

 

6 7 

3.  Since the beginning 

of the study, during the 

hours that you were not 

involved in the study, 

to what degree have 

you thought about the 

topics that you wrote 

about: 

1 

 

2 

 

3 

 

4 

 

5 

 

6 7 

4.  To what degree has 

this experiment been 

valuable or meaningful 

to you 

1 

 

2 

 

3 

 

4 

 

5 

 

6 7 
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Appendix I 

 

College Activities and Behaviors Questionnaire 

 

INSTRUCTIONS: Within the last week, how MANY TIMES have you done each of the 

following: 

1. Number of times had difficulty falling asleep ____ 

2. Talked on the phone to one or both parents ____ 

3. Talked on the phone to old friends who are not at your college ____ 

4. Visited a physician or the student health center for illness ____ 

5. Had a heart-to-heart talk with someone here at college ____ 

6. Made a new friend ____ 

7. Written down your deepest thoughts and feelings _____ 
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