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Abstract
Various studies have demonstrated that mindfulness-based
programs are related to positive psychological and physical
outcomes. This pilot study was set out to investigate the
relational and individual benefits of mindfulness training in well-functioning couples. In this randomized trial, we assigned 28 couples
to the 10-week mindfulness training program intervention group
(N=14 couples) or to a waitlist control group (N=14 couples).
Relationship quality, relationship stress, and psychological distress
were measured with standardized instruments. The results indicate
the benefits of the meditation training. Couples in the treatment
group showed significantly reduced psychological distress,
somatization, hostility, psychoticism and paranoid ideation
symptoms in comparison to couples who did not receive the
intervention. The current pilot study provides preliminary support
for reducing stress and enhancing psychological well-being in the
sample of relatively well functioning couples. Despite encouraging
findings, several limitations affect present study. Suggestions are
given for future research based on better designed methodology and
for future directions of investigation.
Keywords: Meditation; Mindfulness; Psychological distress;
Relationship stress; Romantic relationships

Introduction
Mindfulness originates in Eastern Buddhist meditation traditions
[1] and refers to pre-conceptual awareness, non-judgmentally
acceptance of experience, purposeful control of attention and
present-focused orientation [2,3]. Bishop et al., [4] defined
mindfulness as “a process of regulating attention in order to bring
a quality of non-elaborative awareness to current experience and a
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quality of relating to one’s experience within an orientation of
curiosity, experiential openness, and acceptance (pg. 234)”.
According to mindfulness theory, mindfulness is a basic human
capacity and an ability that can be trained by practicing various forms
of meditation [3]. By practicing mindfulness techniques, people
seek to gain insight into patterns in their feelings, thoughts and
interactions with others [5].
Research into mindfulness training has greatly expanded over
the past several years. Various studies have demonstrated that
mindfulness-based programs are related to positive psychological
and physical outcomes [6,7]. The most frequently cited method of
mindfulness training is the Mindfulness Based Stress Reduction
(MBSR) program [6]. It was developed by Jon Kabat-Zinn in 1979.
This program is designed to teach patients with chronic medical
conditions how to live fuller, healthier, more adaptive lives [8]. The
MBSR focuses on the cultivation of mindfulness through various
activities (e.g., meditation, body scan and mindful yoga) and on the
integration of this state into everyday life as a coping strategy for
dealing with difficulties. The program has proven to be efficacious for
clinical populations with a variety of physical and mental health issues
including chronic pain, cancer, heart disease, depression and anxiety
[5-7,9-12].
Furthermore, research suggests that MBSR is an effective
intervention for psoriasis [13], fibromyalgia [14] and has been
associated with significant decreases in general medical symptomatology [15]. The bulk of the evidence supports the benefits of MBSR
in mentally and physically ill patients, whilst recently increasing
attention focused on the benefits this practice might have on
healthy people [16]. Studies on non-clinical populations show that
mindfulness increases self-compassion, positive affection, quality
of life and well-being and reduces rumination, somatization,
anxiety, negative emotions, stress symptoms and aggression [16-21].
The MBSR intervention helped to reduce stress among nurses [22],
therapists in training [23], and university students [18].
In a study, conducted by Astin [24], investigating the possibility
of a standard course of MBSR to reduce stress in university
undergraduates, a significantly higher reduction of stress from
baseline, as measured by the global severity index of the Symptom
Checklist 90-Revised (SCL-90-R), was observed in the MBSR group
compared to the group on the waiting list.
Shapiro et al., [25] have demonstrated the beneficial effects of
MBSR for medical students. Consistent with prior reports, the main
findings of Greeson et al., [26] demonstrated the efficacy of a brief
meditation-based mind-body workshop for students.
Recently, interest has grown in studying the role of mindfulness
in romantic relationships [27,28]. Adapting the Mindfulness Based
Stress Reduction [8]. Carson and his colleagues [27] developed an
intervention program - Mindfulness Based Relationship
Enhancement (MBRE) - for non-distressed couples. The MBRE was
tested through a randomized controlled design with a waitlist control
group. Forty-four couples participated in this program, which
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consist of an eight-week course with 150-minutes group sessions and
a single daylong retreat. Mindfulness practice was facilitated through
loving-kindness meditation, partner yoga, body-scan meditation
and eye-gazing exercises. In this study mindfulness was mentioned
as a way of living which is opened and nonjudgmental. The authors
highlighted that mindfulness may lead to compassion for self and
other which is especially relevant for enriching interpersonal
functioning. Relative to wait-list controls (N=22 couples), couples
who participated in the MBRE program (N=22 couples) scored
significantly higher on relationship satisfaction, autonomy,
relatedness, closeness and acceptance of partner at post-test as well as
at a 3-month follow-up. The treatment group had significantly lower
relational distress compared to the waitlist group. Individuals in the
mindfulness treatment group were significantly higher in measures
of optimism, spirituality, and relaxation and lower in psychological
distress. Further analysis indicated that couples in mindfulness group
improved in the areas of relationship happiness, were more resilient
and increased ability to cope with stress [27]. The findings of this
research emphasize the benefits of MBRE program which is
efficacious in enriching current relationship functioning and
improving individual psychological well-being.
It is important to note that recent research on meditation moved
beyond self-reported outcomes to task-based and physiological
measures of outcomes [29-31].

The present study
Summarizing the above literature indicates that mindfulness has
proven to be effective and beneficial for a range of problems as well for
clinical as for non-clinical populations [3,11,12,17,21,32].
Although mindfulness based interventions are becoming more
and more popular in Hungary, more studies are needed in order to
confirm the benefits of mindfulness program for healthy population.
We aimed to examine the feasibility and acceptability of mindfulness
training in well-functioning, healthy couples. More specifically, the
purpose of this study was to examine the effects of mindfulness based
intervention on romantic relationships and individual well-being
in a sample of university students and their partners. Based on the
research of Carson et al., [27], we state that participating in meditation
sessions would demonstrate benefits on measures of relationship
variables as well as on measures of individual factors. Contrary to
Carson and his colleague’s research design, our study does not include
couple centered mindful interventions.
It was hypothesized that participating in meditation sessions
would (1) decrease overall psychological symptomatology measured
by the SCL-90-R; (2) contribute to a decrease in relationship stress and
(3) an increase in relationship quality.

Methods
Participants and procedures
The participants were recruited principally from university
students and their partners at universities in Budapest, Hungary
via advertisements, flyers and the internet. In total, 56 volunteers
(28 couples) participated in the study. Exclusion criteria were
(1) history of mental disorders (2) previous and current participation
in regular yoga/meditation sessions. An inclusion criterion was
(1) relationship existed for a period of at least six months. The age
ranged from 20 to 38 for men (mean=25.42 years; SD=4.00) and for
women ranged from 19 to 33 (mean= 24.17 years; SD=3.26).

Two couples were married, two were cohabiting, and twenty-four
were in relationship (LAT: Living Apart Together). The length of
current relationship ranged from 6 months to 8.5 years, with a mean
of 3.025 years (SD=2.16). The intervention program was described as
a challenging opportunity for couples to develop inner peace, mental
balance and enrich new experience by participating in mindfulness
sessions together with the partner.
Participants were randomized by a coin toss as a couple into the
treatment group (N=14 couples) or waitlist control group (N=14
couples). Following randomization, participants completed pretest
surveys. The pre-intervention assessment occurred for all participants
one week prior to the start of the first mindfulness session.
Following the intervention, treatment group couples completed the
same measures. The waitlist control group participants also completed
their questionnaires at this same time. The post-intervention occurred
after the last meditation session. Participating in the research was on
a voluntary basis. Participants did not receive any compensation;
there was no payment for taking part in the study. Data were collected
between January and March 2014.

Intervention
The intervention was developed to train couples in mindfulness.
The program included elements of MBSR, a relaxation and
stress management program developed by Kabat-Zinn [8]. The
intervention incorporated body scan, in which participants
sequentially and non-judgmentally focus their attention on parts of
the body and sitting meditation, in which participants focus their
attention on their breathing, sounds in the environment, body
sensations, and their stream of thoughts and emotions.
Members of the treatment group couples sat on the meditation
pillow next to each other. Discussion of the study sessions occurred
and feedback was provided as appropriate. The sessions were held in
Meditation Center in Budapest and were facilitated by a psychologist
trained in mindfulness-based interventions, as well as certified yoga
instructor. The training was 2 hours in duration every second week for
10 weeks.
During the intervention, participating couples were required to
practice 30 minutes formal daily meditation at home together with the
partner. The psychologist who facilitated the trainings made audios
(based on enrolled study conditions) for participants to use for guided
mindfulness practice at home.

Measures
A questionnaire package was filled in before the first (pre-test)
and after the last mindfulness session (post-test). The post-test
comprised the same packet of questionnaire excluding demographics.
A few more additional questions were asked in the post-test such as:
participation in mindfulness sessions in Meditation Center, frequency
of weekly meditation practice, and occurrence of any traumatic life
events in the last two months.

Sociodemographic questionnaire
A self-designed measurement was used to obtain the demographic information of the participants. They were required to give their
gender, age, grade, marital status and length of relationship. They
also needed to report if they were receiving mindfulness training or
medical treatment as these were considered as confounding variables.
Shortened Marital Stress Scale (SMSS) [33] is a 5 items self-report
instruments designed to test relationship stress. Participants were
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asked to answer the questions (e.g., “Are there things you can’t talk
openly about with each other?”) that required “yes” or “no” responses.
Total scores are standardized to range from 0 to 5, with higher scores
(from 2 to 5) indicating greater marital stress and more relationship
problems. Adequate reliability and validity of the scale have been
demonstrated [33]. We found an alpha coefficient of 0.69 of the SMSS
score.
Dyadic Adjustment Scale (DAS) [34]. This self-applied scale
comprised of 32 Likert-type items, measuring relationship quality.
The DAS assesses four facets of relationship adjustment: dyadic
consensus, dyadic satisfaction, dyadic cohesion and affectional
expression. A total score, derived by summing the scores on each of
the four subscales, reflects overall adjustment. Possible scores range
from 0 to 151, with higher scores indicating greater adjustment.
For the purpose of this research only the overall scores of the DAS
were utilized. Spanier [34] reported alpha coefficient for the Dyadic
Adjustment Scale was excellent (0.96). We found an alpha coefficient
of 0.75 for overall adjustment.
Symptom Checklist-90-Revised (SCL-90-R) is a 90-item
self-report symptom inventory developed by Derogatis [35] to
measure psychological symptoms and psychological distress. The
SCL-90-R assesses psychological distress in terms of nine primary
symptom dimensions: Somatization (SOM), Obsessive-Compulsive
(OBS), Interpersonal Sensitivity (INT), Depression (DEP), Anxiety
(ANX), Hostility (HOS), Phobic Anxiety (PHOB), Paranoid Ideation
(PAR), and Psychoticism (PSY). Adequate reliability and validity have
been demonstrated [35]. We found an alpha coefficient of 0.94 of
SCL-90-R total score. The Cronbach’s alpha coefficients varied from
0.72 to 0.92 for the subscales.
Alpha coefficients of all the questionnaires used in this study
refer to the pre-test scores and were computed for overall sample
(N=28 couples).

Statistical analysis
Analysis of Covariance (ANCOVA) was used to examine the
change score from pretest to posttest while controlling for pretest
scores. Men and women were analyzed separately to minimize
collinearity issues within the couple data. This is an appropriate
method of using ANCOVA with dyadic data when the two groups are
made up of distinguishable members [36]. All data were analyzed by
SPSS 21.0.
Partial eta-squared was used as the effect size measure. Partial
eta-squared (η2 partial) is calculated by dividing the sum of squares
of an effect by the addition of the sum of squares of the effect and the
sum of squares of the error of that effect.
Cohen [37] suggested the following guidelines for effect size
interpretation: partial η2=0.01 is a small effect size, partial η2=0.06 is a
medium effect size and partial η2=0.14 is a large effect size.

Results
On all measures no significant differences were found between
treatment and control groups on pretest scores. No significant
differences were found between treatment and control groups on
demographic characteristics including age, length of relationship,
marital status, educational attainment, and experience with
mindfulness practice. Thus, there were comparable treatment and
control groups in this study.

Results of ANCOVA for men showed improvement for those
in the treatment group in total score of SCL-90-R, Somatization,
Depression, Anxiety, Hostility, Phobic Anxiety, Paranoid Ideation and
Psychoticism subscales when compared to the control. Men in the
treatment group also had lower outcome score in relationship stress
when compared to the control. Nonsignificant results were found for
men in overall score of the Dyadic Adjustment Scale, Obsessive-Compulsive, and Interpersonal Sensitivity. Medium effect size with
nonsignificant result for men was also found for Interpersonal
Sensitivity (partial η2=0.12; p=0.06).
Women showed improvement for total score of SCL-90-R, and
for Somatization, Obsessive-Compulsive, Hostility, Paranoid Ideation
and Psychoticism subscales. Women had nonsignificant results for
relationship stress, relationship quality, Interpersonal Sensitivity,
Anxiety, Depression, and Phobic Anxiety. Medium effects with
nonsignificant results were present for women in relationship quality
(partial η2=0.07; p=0.18), and Anxiety (partial η2=0.07; p=0.27).
For complete results for men and women, see table 1 and 2.

Discussion
The results of the presented study demonstrated significantly
reduced somatic and psychological symptoms, and decreased
psychological distress in the sample of relatively well functioning
couples following a 10-week mindfulness training program. Men
in the intervention group reported lower scores of marital stress,
Anxiety, Depression, Phobic Anxiety, Psychoticism, Paranoid
Ideation, Somatization, and Hostility when compared with the
waitlist control group. Women in the treatment group indicated
significantly better results in Somatization, Hostility, Psychoticism,
Paranoid Ideation and Obsessive-Compulsive symptoms. These
findings are consistent with a large body of literature that reported
association between depression, anxiety, positive psychological
outcomes and meditation [7,38,39]. As the outcome directions were
the same for both genders, the differences in our results between men
and women in the current study may be due to the low sample size.
There are very few studies that have investigated the impact of gender
on the effect of mindfulness-based intervention [27,40]. Future
studies are needed to explore this issue in greater depth.
Our results indicated that men who participated in mindfulness
training showed improvement in relationship stress. Research has
shown that healthy romantic relationships are facilitated by individual
psychological well-being [41] and mindfulness is positively associated
with a number of potential positive intrapersonal factors for healthy
relationships, such as positive affectivity, self-esteem, life satisfaction
and inversely related to negative affectivity, neuroticism, depressive
symptoms and stress reactivity [17].
According to this outcome, mindfulness training is recommended
for men to be used for the reduction of relationship stress. Mindfulness - paying attention in the present moment, without judgment can help people break out of the negative reactions couples bring into
their relationships. Mindfulness helps to better manage the body
reactions, calms fears and anxiety, regulate emotions, which factors
are all key ingredients for healthy, non-distressed relationships.
Although, an increase was detected in the mean score of dyadic
adjustment when comparing pre- and post-intervention results in the
intervention group, the analyses revealed insignificant outcomes. On
one hand this may be due to the length and intensity of the current
mindfulness training. In other words, presented mindfulness program
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Intervention group (N=14)
Measures

Pretest

Control group (N=14)

Posttest

Pretest

ANCOVA

Posttest

Mean

SD

Mean

SD

Mean

SD

Mean

SD

F (1;28)

p

Partial η2

Shortened Marital Stress Scale

0.28

0.46

0.07

0.26

0.35

0.49

0.42

0.51

5.68

0.02*

0.18

Dyadic Adjustment Scale

119.21

10.70

120.21

12.02

118.85

4.75

119.21

3.53

0.08

0.76

0.00

Symptom Checklist-90-R

41.57

33.91

24.92

22.54

58.64

37.92

56.78

32.64

18.39

0.00***

0.42

Somatization

4.07

4.76

1.92

2.49

6.85

5.70

7.00

5.76

17.29

0.00***

0.40

Obsessive-Compulsive

7.07

5.55

6.57

5.50

9.50

5.25

9.07

5.07

0.31

0.58

0.01

Interpersonal Sensitivity

4.57

4.25

3.07

2.99

6.00

7.50

5.50

5.89

3.64

0.06

0.12

Depression

10.42

9.00

5.42

7.36

14.00

10.84

14.00

11.14

12.82

0.00***

0.34

Anxiety

4.00

3.74

2.85

3.32

6.14

3.34

6.35

3.15

6.07

0.02*

0.19

Hostility

3.78

4.94

1.92

2.36

5.42

2.87

4.85

1.95

17.37

0.00***

0.41

Phobic Anxiety

1.07

2.05

0.35

0.84

1.35

1.49

1.28

1.38

6.63

0.01*

0.21

Paranoid Ideation

3.64

3.65

1.57

1.65

3.78

4.59

3.85

3.86

16.16

0.00***

0.39

Psychoticism

2.92

2.81

1.21

1.57

5.00

6.25

4.85

5.70

7.63

0.01*

0.23

Table 1: Results for Men.
Note: *** p<0.001; *p<0.05
Measures

Intervention group (N=14)
Pretest

Control group (N=14)

Posttest

Pretest

ANCOVA

Posttest

Mean

SD

Mean

SD

Mean

SD

Mean

SD

F (1;28)

p

Partial η2

Shortened Marital Stress Scale

0.21

0.42

0.14

0.36

0.28

0.46

0.28

0.46

0.69

0.41

0.02

Dyadic Adjustment Scale

123.28

5.01

124.42

8.71

118.64

9.09

117.92

6.78

1.88

0.18

0.07

Symptom Checklist-90-R

48.71

28.04

30.85

23.60

60.28

39.04

56.64

33.53

6.03

0.02*

0.19

Somatization

6.64

3.69

3.50

3.67

5.85

4.84

5.50

4.12

5.78

0.02*

0.18

Obsessive-Compulsive

7.64

5.19

4.21

4.24

10.85

7.68

10.85

7.71

12.06

0.00***

0.32
0.01

Interpersonal Sensitivity

6.14

5.46

5.21

4.91

7.64

6.57

7.07

5.29

0.47

0.49

Depression

11.78

6.99

8.64

7.48

15.92

10.90

14.64

10.32

1.52

0.22

0.05

Anxiety

6.00

4.33

4.64

3.73

7.85

4.34

7.14

4.40

1.24

0.27

0.07

Hostility

3.35

3.83

1.78

1.67

4.78

3.82

4.35

2.95

6.92

0.01*

0.21

Phobic Anxiety

0.85

1.46

0.57

1.28

1.42

1.39

1.14

1.09

0.58

0.45

0.02

Paranoid Ideation

3.07

3.45

1.21

1.42

3.14

3.43

2.85

2.98

4.94

0.03*

0.16

Psychoticism

3.21

4.66

1.07

1.63

3.28

4.00

3.07

2.89

9.72

0.00***

0.28

Table 2: Results for Women.
Note: *** p<0.001; *p<0.05

was not intense and long enough to contribute positive changes in
relationship quality. On the other hand researchers [27] who carried
out Mindfulness Based Relationship Enhancement program had
couple centered mindful interventions, including loving-kindness
meditation, body scan, eye-gazing exercises and such types of
movements, which especially encourage collaborative practice
between the couple. It should be noted, this mindfulness intervention
of the presented study was mainly of not solely individual meditation,
with training and home practice taking place with the partner.
Based on our data, we can conclude that in our research
meditation training improved mostly intrapersonal outcomes but not
interpersonal outcomes.

Limitations
While this pilot study provided feasibility of mindfulness intervention for couples and some interesting and valuable findings, there
are limitations either. In order to analyze couples’ data, multilevel
analysis, the Actor-Partner interdependence model [42] would have

been the most appropriate statistical techniques for measuring and
testing dyadic data. It is essential that future research on treating
couples take into account the multilevel nature of the data.
Although validated survey measures were used, self-report
assessment is prone to social desirability bias and can fluctuate in
reliability and validity. It is possible that non- specific factors
such as social support, positive expectancy, and attention from an
empathic instructor may have accounted, for some of the beneficial
effects observed. The study might have a motivational bias of
the selected participants. It can be assumed that mainly highly
motivated couples volunteer to take part in the training and possibly
more primed to focus on psychological and personal issues.
Subsequent studies are required to have an active control group in
the sense that they were oriented to controlling for nonspecific effects
of the intervention group (e.g., social support, demand characteristics
and expectancy effects). Pilot studies often have to cope with small
sample sizes which limit their scope to evaluate the effects of
intervention. Future studies can test the different effects of
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Mindfulness Based Stress Reduction and any other active groups
(e.g., relaxation, loving-kindness meditation) to determine which
intervention would be the most beneficial for the different groups
or particular types of couples (e.g., couples undergoing infertility
counseling, couples with chronic illness).

16. Chiesa A, Serretti A (2009) Mindfulness-based stress reduction for stress
management in healthy people: a review and meta-analysis. J Altern Complement Med 15: 593-600.

Future research could include methods of measuring trait
mindfulness, and additional forms of assessment that extend and
strengthen the self-report measures (e.g., improved diary collection
procedures, interviews). Finally, studies could also benefit from
including follow-up assessment to determine whether the benefits of
mindfulness training are enduring.

18. Shapiro SL, Oman D, Thoresen CE, Plante TG, Flinders T (2008) Cultivating
mindfulness: effects on well-being. J Clin Psychol 64: 840-862.
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