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Abstract

The current study had two purposes, namely for the first time to investigate
the degree of psychological empowerment (PE) before and after treatment
with Mindfulness-Based Cognitive Therapy, and also for the first time to
compare mental health users with professional healthcare providers in psy-
chiatry in this respect. PE encompasses the processes that allow people greater
control over their lives and to develop critical awareness of their sociopolitical
environments. Participants were 14 mental health users (3 men and 11 wom-
en) and 19 professionals (1 man and 18 women) between the ages of 23 to 65
years. All of the users were out-patients and seven of them had more than one
diagnosis. The majority of the users were diagnosed as having Recurrent De-
pression (11 individuals). The professional group consisted of mainly psy-
chologists and psychotherapists. Both groups were undergoing Mindful-
ness-Based Cognitive Therapy with exactly the same structure and content.
Results showed that the treatment increased PE and self-compassion for both
users and professionals and the effect remained for at least three months.
Concerning perceived feeling of security and perceived satisfaction, the profes-
sionals naturally felt more secure and satisfied before treatment but at after
treatment and follow-up assessments, the users had caught up. In addition, the
users also experienced improvements in physical and mental health, family re-
lations and social relationships. It is therefore suggested that PE could be used
to evaluate therapeutic outcomes in cognitive behavioral therapy, and further-
more could be introduced in therapist education for the purpose of deepening
self-practice and self-reflection for both users and prospective therapists.
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1. Introduction

Mindfulness based therapy is a therapeutic intervention that has been success-
fully used in a variety of psychiatric and psychological disorders. The technique
is included in combination with cognitive behavior therapy (CBT) in various
treatment programs (Baer, 2015) such as Acceptance and Commitment Therapy
(ACT), Mindfulness-Based Stress Reduction (MBSR), Dialectical Behavior
Therapy (DBT) and Mindfulness-Based Cognitive Therapy (MBCT). A me-
ta-analysis with 39 studies showed that mindfulness is particularly useful for
treating various forms of anxiety and mood disorders in clinical populations
(Hofmann et al., 2010). Other studies indicate that the method also has the sig-
nificance of relapse prevention of these disorders (Lilja et al., 2015; Lilja et al.,
2016). Variables linked to mindfulness as self-compassion (Neff et al., 2007),
perceived sense of security (Norlander et al., 2015), and client satisfaction (An-
gantyr et al., 2015) are inversely associated with negative states of mind such as
depression, anxiety and stress and may therefore also function as indicators for
successful treatment of mental health users (Norlander et al., 2015). A review of
ten studies (Chiesa & Serretti, 2009) revealed that the method is also beneficial
for reducing stress levels for healthy people, which is in line with another review
consisting of twenty articles with health care providers (Escuriex & Labbé, 2011)
where the conclusion was drawn that these persons benefited from mindfulness
training through positive effects in terms of psychosocial ability and reduced
stress experience. A further review of healthcare providers (Morgan et al., 2014)
not only showed that stress levels were reduced but also that the quality of staff
interaction with patients improved. They learned how to repeatedly shift focus
between caring for others to take care of themselves.

A number of studies dealing with mindfulness based therapy describe that key
themes of the treatment include empowerment of participants and a focus on
awareness of experience in the moment (e.g., Cairns & Murray, 2015; Ma &
Teasdale, 2004; Moore & Martin, 2015; Teasdale et al., 2000; Wong et al., 2011).
Efforts have been made to find quantitative solutions to operationalize and
measure the “awareness of experience in the moment” through self-estimation
forms of different experiences received by individuals in the state (Baer et al.,
2006). However, we have not found any studies which quantitatively examined
degree of empowerment before and after mindfulness treatment. Nor has it been
possible to find studies which compared patients and healthy people after they
have undergone mindfulness treatment in terms of outcome parameters, such as
empowerment, self-compassion, perceived safety and perceived satisfaction.

Empowerment is a term used in several research areas (Castelein et al., 2008)
and the concept has been analyzed from different perspectives such as organiza-
tional, community, and individual perspectives (Rappaport, 1987). Psychological
empowerment (PE) is not the same as individual-level empowerment (Christens,
2012) but is usually defined in terms of the psychological aspects of processes

that allow people greater control over their lives, participate in democratic deci-
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sion-making and develop critical awareness of their sociopolitical environments
(Zimmerman, 1995). This is in line with several studies showing that PE is posi-
tively correlated to participation in community activities (Rogers et al., 2010)
and with studies that show positive relationships between PE and patient’s in-
volvement in their own care (Tambuyzer & Audenhove 2015). A meta-analysis
(Nordén, Malm, & Norlander, 2012) consisting of 17 studies with 2263 users
with psychiatric diagnosis showed that increased PE through Resource-group
Assertive Community Treatment (RACT) led to significant improvements for
the users in terms of symptoms, function and well-being. A study on the impor-
tance of social networks in relation to stigma and PE in users with schizophrenia
(Sibitz et al., 2011) showed strong positive correlations between quality of life,
social networking and PE, which in turn correlated negatively with stigma and
depression. PE is positively related to self-compassion (Stevenson & Allen,
2017), patients’ satisfaction concerning the care they receive (Tambuyzer & Au-
denhove, 2015), personal recovery (Jorge-Monteiro & Ornelas, 2014) and in-
versely with severity of psychiatric symptoms (Corrigan et al., 1999).

A systematic review of available PE scales (Cyril et al., 2015) identified 20
measuring instruments. Of these, only eight studies had used all three steps that
in the review were considered essential for item development: i.e., literature re-
view, previous qualitative research and interaction with expert panels. The eight
scales cover various areas of health promotion such as social workers (Frans,
1993), Aboriginal Australians (Haswell et al., 2010), health care (Gagnon et al.,
2006), youth involvement in tobacco control (Holden et al., 2005), but only one
of them had as a direct purpose to measure empowerment for patients (users) of
mental health services (Rogers et al., 1997). The Empowerment Scale (ES) by
Rogers and associates (1997) is widely used and validated across countries and
contexts as well as often credited for having good psychometric properties (e.g.,
Castelein et al., 2008; Hansson & Bjorkman, 2005; Jorge-Monteiro & Ornelas,
2014; Yamada & Suzuki, 2007).

The current study had two purposes, namely: 1) for the first time investigate
degree of psychological empowerment before and after treatment with mindful-
ness and 2) for the first time compare users with psychiatric diagnoses with pro-
fessional healthcare providers in psychiatry and primary care regarding psycho-

logical empowerment before and after treatment with mindfulness.

2. Methods
2.1. Participants

In the study, 33 individuals participated in the ages of 23 to 65 years. With simi-
lar age distribution, they consisted of 14 users (3 men and 11 women) and 19
professionals (1 man and 18 women). In the user group, there were a number of
diagnoses: Recurrent Depression (11 individuals), various types of Personality
Disorders (4 individuals), Fatigue Depression (3 individuals), Bipolarity (2 indi-
viduals), GAD (2 individuals), Bulimia (1 individual), and Social Phobia (1 indi-
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vidual). Of the users 7 had more than one diagnosis. In addition, 9 users were
associated with psychiatry and 5 users in primary care. All were out-patients.
The professional group consisted mainly of psychologists/psychotherapists (11
individuals) but also social workers (5 individuals), physiotherapists (2 individu-
als), and one occupational therapist (1). Only one individual in the professional
group medicated or received other psychological treatment during the study pe-

riod.

2.2. Instruments

Empowerment Scale (ES). The instrument was designed to measure empo-
werment for users of mental health services (Rogers et al., 1997). In the current
study, a Swedish translation was used (Hansson & Bjérkman, 2005) which has
excellent psychometric properties in terms of consistency and construct validity
for the test’s overall score. As for the subscales, the levels of psychometric prop-
erties were uneven, which meant that in the current study we only used the total
scale. ES consists of 28 questions in which the participant receives four answer
options, i.e., “agree completely”, “agree”, “does not agree” and “do not agree at
all”. The answers are then coded in numbers from 1 to 4. The questions are ei-
ther reversed so that “agree completely” gives 4 points or “do not agree at all”
give 4 points, but the higher score always means higher psychological empo-
werment (PE). ES consists of five domains with a varied number of questions.
Here is an example of an item from each domain: Self-esteem and self-efficacy
(“I generally accomplish what I set out to do”), Power-powerlessness (“7 feel
powerless most of the time”), Community activism and autonomy (“People have
a right to make their own decisions, even if they are bad ones”), Optimism and
control over future (“People are limited only by what they think possible’), and
Righteous anger (“Getting angry of something is often the first step toward
changing it”).

Self-Compassion Scale Short form (SCS-SF). The instrument (Raes, Pom-
mier, Neff, & van Gucht, 2011) is a short version of Self-Compassion Scale (Neff,
2003). In the current study, the short version was derived from a Swedish trans-
lation of SCS (Stromberg, 2010). The instrument contains 12 statements where
each is assessed by the participant on a five-point scale, from “almost never” to
“almost always”. The instrument has high internal consistency (a = 0.86) and a
near perfect correlation with the long version of SCS (r = 0.97) (Raes et al,,
2011). Higher scores indicate greater sense of self-compassion. Examples of
items are: “I try to be understanding and patient towards those aspects of my
personality I don’t like, and “When something upsets me I try to keep my emo-
tions in balance’.

Perceived Feeling of Security (PFS). The scale (Norlander et al., 2015) con-
sists of a visual analogue scale (VAS) with the question “How secure do you feel
in your environmentf?” Security is defined in accordance with Segesten as “a
perceived feeling of being free of worrisome or threatening phenomena” (Seges-

ten, 1994: p. 6). The participants had to mark on a line with a length of one de-
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cimeter with anchor-points “Not to all secure”—“Very secure” evaluated from 0
to 100. The scale is considered to have acceptable psychometric properties (Nor-
lander et al., 2015).

Perceived Satisfaction (PerSat). This quality of life instrument is based on a
query battery (Norlander et al., 2015) with eleven questions about levels of satis-
faction in various aspects, which are answered on VAS scales from 0 (Not to all
satisfied) to 100 (Very much satisfied). Examples of questions are: “How satis-
fled are you currently with your life?” and “How satisfied are you with your
mental health?” Other areas included are satisfaction with regard to physical
health, mental health, family life, social relations, housing, employment, finan-
cial situation, income and how satisfied the participant is in general with his/her
life. The eleven scales correlated significantly with each other (inter-item corre-
lation: r = 0.55) and homogeneity testing (Cronbach’s Alfa) indicated the value
0.93, which together made it possible to take the average of the eleven scales as a
measure of the participants’ satisfaction.

Conditions After Treatment (CAT). The instrument consists of seven VAS
scales (Norlander et al., 2015) designed to investigate patients’ experienced ef-
fects of treatments on scales from 0 (Not at all) to 100 (Very much). Examples of
questions are “Do you have ongoing health care contacts regarding your mental
health?” and “Have your social relationships improved following your MBCT
treatmenf”. Reliability testing (Cronbach’s Alfa) indicated the value0.86. Since
the questions asked could not be judged to have an obvious common underlying

factor, they were analyzed individually.

2.3. Design of the Intervention

The Mindfulness-Based Cognitive Therapy (MBCT) was conducted as an educa-
tion according to a model developed by Segal, Williams, and Teasdale (2012).
The intervention is used to a relatively large degree in Sweden (Ingvarsson et al.,
2014) and consists of 8 weekly meetings of 2.5 hours. The course is expe-
rience-based and each occasion contains meditations followed by group reflec-
tion. Each week had a certain theme that could include, for example, the role of
thought processes in depression. During the course material with tasks and ex-
ercises was distributed to the participants and they were also encouraged to do
their mindfulness training at home on a daily basis, between 30 - 40 minutes.
Prior to the end of the education, each participant was asked to draw up a
so-called relapse prevention plan with the aim that the participant after the
course would meet the difficulties he/she may encounter by being more obser-
vant of different symptoms and how they could be handled in everyday life, for
example through meditation, relaxation or strategies.

2.4. Procedure

The users were recruited through a psychiatric reception and a primary care unit
in southwestern Sweden where they were asked whether they wanted to partici-

pate in mindfulness based cognitive therapy designed as a course. It was decided
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that about eight participants with recurrent depression diagnosis or/and with
more than one diagnosis would be included in each treatment group. In order
for users with complex problems to be offered, it was required that they should
have undergone CBT treatment before starting the MBCT program. Users with
psychosis diagnoses or who had addictive drugs were excluded from the study.
Next step was a randomized recruitment procedure leading to two treatment
groups with eight participants. The professionals were recruited to two groups
through the training institution Naturligt Vis ordinary course activities for
MBCT instructors. The education was conducted in such a way that the profes-
sionals were undergoing the course with exactly the same structure and content
as the patient groups. One group was a commissioned education for primary
care employees from the Vistragotaland county council and the other group was
one of the educational institution’s ongoing training courses for instructors
where participants register on the website.

All registered participants in all four groups received oral and written infor-
mation about the planned study at the start of the course. It was emphasized that
participation in the study meant that one was supposed to answer test instru-
ments before the education, directly after the education, and three months after
completion of the course. Furthermore, it was pointed out that participation was
completely voluntary and could be terminated at any time without the need to
state any reasons. Finally, it was pointed out that the report would be written in
such a way that anonymity is fully secured. Eight course participants (two users
and six professional) declined participation in the study. During the first day of
the training, a survey was distributed to those included in the study consisting of
the four instruments and questions on background data. After the eighth ses-
sion, they had to once more complete the survey and hand it over to the in-
structor. A follow-up three months after the completion of the course was con-
ducted either by sending the instruments home to the participants with a post-
poned reply, or if so preferred, they could submit the material at the respective
reception. At this time, participants were also allowed to fill in information

about the possible effects of the treatment.

3. Ethical Considerations

The study followed the ethical standards of the World Medical Association’s
Declaration of Helsinki concerning Ethical Principles of Medical Research In-
volving Human Subjects. Written informed consent was obtained. In addition,
the study procedure was reviewed and approved by the ethical research commit-

tee at Sciens College.

4. Results

4.1. Correlations

Correlations were conducted (Pearson’s r 5% level) between the dependent va-

riables with data collected prior to initiation of treatment, i.e., Empowerment
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Scale (ES), Self-Compassion Scale Short Form (SCS-SF), Perceived Feeling of
Security (PFS), and Perceived Satisfaction (PerSat). The analysis showed that all
variables correlated among themselves, but not at levels that risk multicollinearity,
see Table 1.

Table 1. Correlations (Pearson’s r) before treatment in regard to Empowerment Scale
(ES), Self-Compassion Scale Short Form (SCS-SF), Perceived Feeling of Security (PES)
and Perceived Satisfaction (PerSat).

ES SCS-SF PFS PerSat
ES 1
SCS-SF 0.61** 1
PES 0.69%* 0.48%* 1
PerSat 0.61** 0.55%* 0.64** 1

Note: **Significant correlations at 0.01 level.

4.2. Dependent Variables in Relation to Treatment

Pillai’s mixed MANOVA (2 x 3 factorial design) was conducted with Group
(Users, Professionals) and Treatment (Before, After, Follow-up) as independent
variables and with ES, SCS-SF, PES and PerSat as dependent variables. The anal-
ysis showed significant effects for Treatment (p = 0.009, Eta® = 0.66, power =
0.92), interaction Treatment x Group (p = 0.030, Eta* = 0.60, power = 0.81) but
not for Group (p = 0.191, Eta’ = 0.25, power = 0.43).

Univariate F-tests showed significant effects for treatment for ES [F (2, 46) =
5.49, p = 0.007], SCS [F (2, 46) = 16.39, p < 0.001], PFS [F (2, 46) = 3.50, p =
0.039] and PerSat [F (2, 46) = 3.50, p = 0.039]. Post-hoc tests (Paired Samples
t-tests, 5% level) showed a pattern where the participants received positive ef-
fects between the first test (before treatment) and the second test (after treat-
ment), but not between the second test session and the third (follow-up) for
psychological empowerment, self-compassion and perceived satisfaction. Re-
garding perceived feeling of security, analysis showed a significant difference
between the first and third assessments as the participants experienced a greater
perceived feeling of security at the follow-up. Regarding the interaction Treat-
ment x Group, univariate F-tests showed significant effects for PFS [F (2, 46) =
3.63, p = 0.034] and PerSat [F (2, 46) = 11.37, p < 0.001]. Post-hoc tests (Inde-
pendent Samples ~tests, 5% level) showed that the professionals were more se-
cure and more satisfied before treatment compared to users, but at after treat-
ment and follow-up assessments there were no differences between groups. For

mean values and standard deviations see Table 2.

4.3. Conditions after Treatment

An one-way MANOV A with Group as independent variable and with the seven
scales from CAT as dependent variables, showed significant effects for physical
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Table 2. Means (M) and standard deviations (SD) for Group (Users, Professionals)
concerning Before treatment (1), After treatment (2) and Follow-up (3), in regard to
Empowerment Scale (ES), Self-Compassion Scale Short Form (SCS-SF), Perceived Feeling
of Security (PFS) and Perceived Satisfaction (PerSat).

Users Professionals All

M SD M SD M SD

ES1 2.86 0.31 3.12 0.16 3.01+ 0.27
ES2 3.01 0.32 3.24 0.36 3.15+ 0.36
ES3 3.11 0.35 3.24 0.21 3.19 0.27
SCS-SF 1 2.60 0.56 3.16 0.63 2.93+ 0.66
SCS-SF 2 2.99 0.66 3.45 0.60 3.27+ 0.65
SCS-SF 3 3.25 0.66 3.53 0.74 3.42 0.71
PFS1 65.07*+ 22.77 88.66* 13.05 78.65+ 21.13
PES 2 83.08+ 16.15 85.2 13.94 84.39 14.61
PFS 3 78.96 20.10 90.63 11.62 86.13+ 16.13
PerSat 1 47.22%+ 13.84 68.70* 18.03 59.59+ 19.41
PerSat 2 61.21+ 16.03 69.76 17.29 66.45+ 17.02
PerSat 3 67.18 19.71 66.74 23.14 66.91 21.48

Note: Significant differences between users and professionals *. Note: Significant differences between before
and after or follow-up assessments +.

health [F (1, 24) = 13.84, p = 0.001], mental health [F (1, 24) = 8.02, p = 0.009],
family relationship [F (1, 24) = 23.67, p < 0.001], social relations [F (1, 24) =
8.21, p = 0.009] and economic conditions [F (1, 24) = 15.00, p = 0.001]. Howev-
er, in terms of healthcare contacts and work, no significant effects were present
(ps > 0.05). Descriptive analysis showed that users had higher values on the
scales, indicating that they were more likely to experience improved conditions
regarding different health and social relationships compared to the professionals
following the MBCT treatment. For mean values and standard deviations, see
Table 3.

5. Discussion

The current study had two purposes, namely to investigate the degree of empo-
werment before and after treatment with mindfulness and compare users with
psychiatric diagnoses to professional healthcare providers in psychiatry care and
primary care before and after treatment with mindfulness.

The study showed no differences between the users and the professionals in
how they responded with regard to psychological empowerment (PE). Statistical
analyzes showed a pattern in which the participants received positive effects be-
tween the first test (before) and the second test (after), but not between the
second test and the third (follow-up). The same pattern was also evident for

self-compassion. Mindfulness thus gave increased PE and self-compassion for
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Table 3. Means (M) and standard deviations (SD) for Group (Users, Professionals)
regarding theseven scales of Conditions After Treatment (CAT).

Users Professionals
Visual Analogue Scales from 0 (Not at all) to 100 (Very much)
SD M SD

1) Has your physical health improved following your MBCT

63.90 30.57 26.53 20.81
treatment?*

2) Has your mental health improved following your MBCT

74.55 21.89 41.28 32.73
treatment?*

3) Has your family situation improved following your MBCT

67.45 16.37 21.09 27.08
treatment?*

4) Have your social relationships improved following your MBCT
55.20 3391 20.06 28.12

treatment?*
5) Has your treatment affected your work situation? 56.75 36.00 40.13 24.81
6) Has your treatment affected your financial situation?* 26.72 26.18 131 3.81

7) Do you have ongoing health care contacts regarding your mental

19.40 3332 7.81 22.04
health?

Note: Significant differences between users and professionals have been marked with *.

both users and care givers and the effect remained for at least three months. The
two related characteristics appear to be core elements in the effects generated by
mindfulness, which is in line with qualitative studies reporting that key themes
of the treatment include empowerment of participants and a focus on awareness
of experience in the moment including self-compassion (van Aalderen et al.,
2014; Cairns & Murray, 2015; Ma & Teasdale, 2004; Moore & Martin, 2015;
Teasdale et al., 2000; Wong et al., 2011). However, the pattern became somewhat
different for two other characteristics associated with PE, namely perceived feel-
ing of security and perceived satisfaction where it was found that the care givers
felt more secure and satisfied before treatment as compared to the users. But at
after treatment and follow-up assessments, the users caught up and then there
were no further differences with regard to group. Enhanced feelings of security
and satisfaction in users may be indicators of ongoing rehabilitation (Norlander
et al., 2015).

At the follow-up three months after completion of treatment, participants
were given the opportunity to indicate how they experienced their situation us-
ing the instrument Conditions After Treatment (CAT). It was found that users
experienced improved conditions regarding different health aspects and social
relationships compared to the professionals. The users experienced, as expected,
significant improvements in physical and mental health, family relation and so-
cial relationships. There was no difference in the impact on the work situation,
nor is it surprising given that such changes are likely to require more time than
three months to be manifested. On the other hand, it was interesting and prom-
ising with the low mean (M = 19.40, SD = 33.32) for the users concerning item
seven (“Do you have ongoing health care contacts regarding your mental
health?”) which indicates a success for the treatment. This is further emphasized

by the fact that there was no significant difference between users and care pro-
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viders in relation to ongoing healthcare contacts.

The current study had some limitations. The first limitation was the relative
low number of participants, 33 people. Nevertheless, it was quite possible to car-
ry out statistical comparisons with respect to different measurements and in re-
lation to group comparisons. One major problem was the particularly obscure
distribution between men and women. The study had a large overweight of
women, 29 individuals (88%), which of course made it impossible to make sta-
tistical analyzes of this aspect. Further, the study only employed experimental
groups with no use of a control-group. However, despite these limitations the
current study has, for the first time, quantitatively analyzed the degree of PE af-
ter treatment with mindfulness and, for the first time compared the effects that
this has given to users and care providers in psychiatry. Thus, perhaps a starting
point has been created for new efforts in empowerment research. Future re-
search may further investigate the practical meaning of the links between treat-
ment with mindfulness based cognitive therapy and increased PE. The degree of
PE could be an important measure for both users and care providers regarding
the evaluation of therapeutic outcomes in cognitive behavioral therapy (Burn &
Lee, 2017) and assertive community treatment (Nordén, Eriksson, Kjellgren, &
Norlander, 2012).

One aspect that is repeatedly discussed in the programs for future psychothe-
rapists is whether or not personal therapy is a necessary element for the student
to develop skills as a therapist or whether alternatives such as systematizing
self-reflections about different experiences that the student encounter during the
training are equivalent or better (Macaskill, 1988). According to Bennett-Levy
and associates (Bennett-Levy et al., 2009) there is no evidence to indicate the
impact of personal therapy on CBT practice at the present time. Therefore, in
CBT therapy, several self-reflection models have been developed such as super-
vision (Padesky, 1996), reflection in groups (Chaddock et al., 2006; Farrand et
al.,, 2008) self-practice/self-reflection, which has come to be known as SP/SR
(Bennett-Levy et al., 2001). A hypothesis in future research could be that psy-
chological empowerment (PE) measured with the Empowerment Scale could be
used in therapist education to improve and deepen self-practice and
self-reflection for both users and prospective therapists. This could be an impor-
tant complement to rating scales for assessing student therapist skills (Blackburn
et al., 2001; Jervelycke et al., 2017), which is now common practice at several

educational institutions.
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