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Mindfulness-based interventions, such as Mindful-
ness-Based Stress Reduction (MBSR) originated in the Unit-
ed States in the 1970s. They were developed in the context 
of private health care, for patients with a high cultural and 
socio-economic level and who were highly motivated to 
practise them. Moreover, the use of mindfulness techniques 
has mainly been limited to English-speaking countries, and 
it is generally understood that the characteristics and types 
of therapist-patient relationships that are formed in those 
countries are very different from those occurring in Latin 
American and Southern European countries. Little use has 
been made to date of mindfulness in systems of public and 
universal health care. Aside from the cultural differences 
between our countries and English-speaking ones, clinical 
experience suggests that the main reason for this is the 
complexity of target patients, who commonly present with 
somatic and psychological comorbidity, and a general lack 
of compliance with the practice of mindfulness. One of the 
consequences of this is that the philosophy governing the 
intervention requires modification, with the resulting 
changes in the structure and content of intervention pro-
grammes. This article presents the general programme for 
mindfulness interventions developed by our group for public 
and universal health care systems, with particular focus giv-
en to primary care. It consists of seven two-hour sessions, 
each of which is held on a weekly basis. The programme 
content is summarized in the article. This intervention is ap-
plicable to medical patients, psychiatric patients with minor 
disorders and healthy individuals. 
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Compassion and mindfulness-based 
mindfulness intervention: el programa de 
intervencion en mindfulness de la Universidad 
de Zaragoza, España, y Universidad Federal de 
Sao Paulo, Brasil

Las intervenciones de mindfulness, como el MSBR 
(mindfulness-based stress reduction) surgieron en los 
años 70 del siglo pasado en Estados Unidos. Estos progra-
mas fueron desarrollados en un contexto sanitario privado, 
con pacientes de elevado nivel cultural y socioeconómi-
co, y fuertemente motivados para practicar. Además, la 
utilización de las técnicas de mindfulness se ha realizado 
mayoritariamente en países de cultura anglosajona, sien-
do conocido que las características y el tipo de relación 
terapeuta-paciente que se establece en estos países es muy 
diferente de la que ocurre en países latinos y del sur de Eu-
ropa. La utilización de mindfulness en sistemas sanitarios 
públicos y universales ha sido escasa hasta el momento. En 
nuestros países, aparte de las razones descritas en culturas 
anglosajonas, la experiencia clínica sugiere que la principal 
razón es que los pacientes diana son complejos, con fre-
cuente comorbilidad somática y psicológica, así como con 
escasa adherencia a la práctica de mindfulness. Una de las 
consecuencias es que la filosofía de la intervención debe 
modificarse, con los consiguientes cambios en estructura 
y contenidos de los programas de intervención. En este 
artículo presentamos el programa general de mindfulness 
desarrollado por nuestros grupos para sistemas sanitarios 
públicos y universales, con enfoque especial para la Aten-
ción Primaria. Consta de 7 sesiones de 2 horas de duración 
que se realizan con frecuencia semanal. Los contenidos del 
programa se resumen en el artículo. Esta intervención es 
aplicable a pacientes médicos, a enfermos psiquiátricos con 
trastornos no graves y a individuos sanos. 

Palabras clave: Mindfulness, Atención primaria, Servicios de salud, Protocolo, 
Latinoamérica

Introduction

Structured programmes in mindfulness used interna-
tionally, such as Mindfulness-Based Stress Reduction 
(MBSR), originated in the United States in the late nine-
teen-seventies1,2. Since that time, the practice of mindful-
ness, both for the purpose of prevention and therapy and for 
use in education, business and sport, has grown exponen-
tially. Mindfulness has actually become one of the most 
widely studied areas in neuroscience research3. 

These intervention programmes were developed for 
professionals working in the context of private health care 
(as is habitual in the US), for patients with a high cultural 
and socio-economic level and who were highly motivated to 

practise mindfulness (generally chronic patients who had 
chosen to participate in the intervention). Moreover, the 
greatest use of mindfulness techniques has been made in 
English-speaking countries (US, Canada, Australia, United 
Kingdom). Although the positive impact resulting from the 
practice of mindfulness, both in patients and health pro-
fessionals, is similar in all cultural settings4, the character-
istics and type of doctor/therapist-patient relationships 
that are formed in those countries are very different from 
those occurring in Latin American and Southern European 
countries5. 

In general, patients in these countries tend to be more 
passive and less assertive than in countries of Anglo-Saxon 
background and participate less in health-related decision-
making. They have a tendency for lower compliance with 
therapeutic recommendations that require commitment 
(such as the daily practice of mindfulness for a certain 
number of minutes)5. These circumstances limit some of the 
aspects originally used in MBSR, making them difficult to 
apply in our medical and cultural environments. 

Limitations of mindfulness models for application 
in public health systems

Except for the isolated case of Britain6, there have been 
few attempts at a systematic introduction of more general 
models (appropriate for primary care) of mindfulness, such 
as MBSR, in universal and free public health systems com-
mon to countries in Europe (e.g. the UK, Netherlands and 
Spain) or Latin America (e.g. Brazil and Chile). Other subse-
quent developments, such as Mindfulness-Based Cognitive 
Therapy (MBCT)7 and other third-generation psychothera-
pies, such as acceptance and commitment therapy (ACT)8 
and dialectical behaviour therapy (DBT)9, contain highly spe-
cific formats designed for their targets (recurring depressive 
disorder for MBCT and borderline personality disorder for 
DBT), which require intense and specific training and broad 
experience in dealing with these types of patients, meaning 
that they are taught in secondary care settings rather than 
in primary care.

Our research and education groups are dedicated to the 
development and implementation of effective and efficient 
pharmacological and psychological interventions in primary 
care10. Primary care is considered the most efficient and 
cost-effective level of health care in which to carry out any 
intervention because11: 

a)  All patients access the health system at this level 
(particularly in countries with universal and free 
systems); 

b)  Conditions are detected and may become chronic at this 
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level if appropriate action is not taken, making this the 
ideal setting for treatment and prevention of diseases; 
and 

c)  It enables long-term monitoring focused on the patient 
(not on the condition) and there is no stigma (which can 
cause problems for psychiatric patients) associated with 
primary care. 

There has been little use made of mindfulness in the 
health system to date. A recent meta-analysis performed by 
our group12 was only able to retrieve six randomized con-
trolled trials in which any mindfulness-based interventions 
were carried out in primary care (MBSR had been used in 
three studies and MBCT in the other three). In general terms, 
the studies were of limited quality, with small samples and 
dealing with very different conditions (anxiety, depression, 
pain). The magnitude of the effect on improvement in gen-
eral and psychological health was moderate (Hedges’ g=0.48 
and 0.56, respectively), while it was low on improvement in 
quality of life (g=0.29). 

What lies behind the scarce utilization of mindfulness in 
primary care? In an unrelated article we explained some of 
the reasons for the difficulty in implementing mindfulness 
techniques in health systems in general and in primary care 
in particular, even in countries like the UK, which has a 
special commitment in this area13.

In the specific case of Latin American and Southern Eu-
ropean countries, aside for the reasons described for En-
glish-speaking countries13, our clinical experience suggests 
that the main reason is that target patients are complex, 
with frequent somatic and psychological comorbidity, and 
little compliance with the practice of mindfulness. Far from 
being an excuse for giving up, these circumstance should be 
considered a challenge for professionals interested in mind-
fulness. One of the consequences of this is that the philoso-
phy governing the intervention requires modification, with 
the resulting changes in the structure and content of inter-
vention programmes (anticipated in the implementation of 
“complex interventions” such as mindfulness13) as described 
in the following. 

Modi�cations made to mindfulness programmes 
for their adaptation to primary care in latin 
american and southern european countries

Based on our group’s experience, the following 
modifications should be made to mindfulness-based 
therapies over the MBSR model in order to adapt them to 
health care settings:

-  GENERAL PHILOSOPHY RELATED TO THE HEALTH 

SYSTEM: MBSR was created and developed in a context 
of private, fee-for-service health care. The (relatively 
high) cost of this therapy involves a specific and 
determined choice by the patient who chooses it. 
Therefore, individuals who participate in MBRS groups, 
both in the US and other countries without publicly 
funded health systems, are highly motivated and 
committed, which is an important predictive factor for 
a good outcome. However, in publicly funded health 
systems, patients do not normally choose this therapy, 
which is provided free of charge; instead, it is offered to 
them by their doctor. This explains why both patients’ 
motivation and commitment are lower, and therefore 
reducing the effectiveness of the treatment. This lower 
level of motivation typically leads to many patients not 
wishing to perform the formal practice of mindfulness 
– meditation exercises to train the awareness to a 
achieving a mindful state – and discontinuing the 
treatment (because they do not like it or have neither 
the time nor physical conditions for it), rates of which 
tend to be even higher than normal. Moreover, there is 
a broader range of target patients and with greater 
medical and psychiatric comorbidity, meaning that 
groups are more heterogeneous than for MBRS. A 
number of the points that must be taken into account 
are summarized in Table 1.

In summary, the programme will have to be adapted to 
the profile of patients in public health systems, with the 
modification of both structure and content.

-  STRUCTURE: It will not be feasible to include a mindful-
ness retreat in a programme designed for primary care, 
even one lasting several hours and offered voluntarily, 
owing to the complexity of the facilities and intense 
motivation required, and its high cost. In addition, one 
of the greatest challenges for the effectiveness of 
mindfulness is its discontinuation within weeks of basic 
training, a problem which is aggravated even more in 
primary care. For this reason, the inclusion of mainte-
nance sessions in an open-group format (in include 
anybody who has completed initial training) with a fre-
quency of two weeks or at least once a month will pro-
vide significant reinforcement for maintaining the 
practice and endeavouring to incorporate it as a life-
style habit. In a separate article in this issue we describe 
a model for maintenance sessions proposed by our 
group. 

-  CONTENT: Based on the philosophy we have described, 
the main content added to basic MBRS and included in 
the therapy programmes of the University of Zaragoza-
Federal University of São Paulo is summarized in Table 2.
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Structure of the University of Zaragoza-Federal 
University of São Paulo “compassion and values-
based mindfulness intervention” programme

This intervention programme is applicable to medical 
patients, psychiatric patients with non-acute disorders and 
healthy individuals. The paradigm is the population of pri-
mary care who tend to suffer from minor, mild-moderate 
intensity psychiatric disorders (anxiety, depression, adjust-
ment disorders) associated with different, frequently chron-
ic medical conditions. It can also be applied preventively to 
individuals presenting with subthreshold psychological dis-
orders (i.e. not fulfilling operative diagnostic criteria such 
for psychiatric nosology, such as DSM-5, but show psycho-
logical distress), and to completely healthy individuals seek-
ing to increase their psychological well-being and reduce 
discomfort. 

This programme is relatively shorter than traditional 
MBSR, as experiences have shown that shorter interventions 

are also effective19,20, and it places emphasis on the self-
learning that has also shown to be effective in mindfulness21. 
The programme consists of seven two-hour sessions, each of 
which is held on a weekly basis. The final session is exclusively 
devoted to practices for consolidating what has been learned 
during the course of the programme. The duration and 
frequency of sessions can show flexibility depending on the 

Table 2 Main content added to the programme

 - Linking mindfulness to healthy activities: Informal 

mindfulness is very important for patients, such as those in 

primary care, from whom intense formal practice is not 

expected. Associating mindfulness with lifestyle habits that 

are healthy in themselves allows both positive lifestyles to 

become mutually enhanced. It has even been suggested that 

mindfulness may improve the health effects of physical 

fitness activity15.

 - Radical acceptance: Originating in DBT9, this psychoeduca-

tional model is particularly useful for people with difficulties 

in performing formal practice, a common aspect in primary 

care. It focuses on the need to accept that suffering is unavoi-

dable and on the understanding that when we feel other 

people are causing us harm, their margin of freedom is greatly 

restricted by biological and biographical circumstances.

 - Values: Clarification of values is a technique of ACT, which we 

consider to be essential for reinforcing the effectiveness of 

mindfulness and connecting it with the individual’s values 

and approach to life. It is one of the most effective ways for 

reducing discontinuation of the practice of mindfulness, 

which is very common in the short and medium term, and for 

incorporating mindfulness as a core part of our lives. ACT is 

one of the most effective psychotherapies for coping with 

chronic, painful and/or debilitating illnesses16, which are very 

common in primary care.

 - Compassion: This technique is being configured as a 

complementary intervention to mindfulness, and is 

particularly useful for certain conditions such as depression or 

when there is guilt or self-criticism. A number of specific 

points of this technique (equanimity in the condition of 

human suffering; receiving affection and showing affection 

to oneself) are basic elements of a programme for treating 

psychiatric disorders such as depression17.

 - Positive psychology: In recent years, there has been a pan-

theoretical current for forging a link between mindfulness 

and positive psychology given that they share many aspects 

that can be enhanced in clinical practice, despite important 

conceptual differences. In fact, some simple techniques, such 

as smiling, gratitude and savouring, fit well with the 

philosophy of mindfulness and reinforce it18.

Table 1 Points to take into account when 

designing a mindfulness programme 

for primary care in Latin American 

and Southern European countries

1. Although formal practice is taught and there is insistence on 

this, important emphasis should be made and explanation 

given on informal practice (using the idea of mindfulness in 

routing activities such as eating, walking, conversing, 

housework, etc.), which is individuals will be able to put into 

practice more easily. In this type of practice, it is important to 

stress the concept of “decentring” (observing thoughts and 

emotions with emotional detachment) because it is considered 

to be one of the most therapeutic components of 

mindfulness14. 

2.  Informal practice must be adapted to the context of the 

individual, allowing them to reinforce healthy habits and to 

understand it as a new way of life. Given the importance of 

healthy habits in disease prevention, the ideal situation is to 

interweave mindfulness into the healthy that are 

recommended as standard in preventive activities in primary 

care (e.g. diet, sleep, physical exercise, social network and 

avoidance of toxic substances). 

3.  It is recommended that psychoeducational models are 

included, which enable some of the objectives of mindfulness 

to be attained without making formal practice (which will be 

rejected by many patients) essential. These models (e.g. radical 

acceptance) should be taken from other third-generation 

therapies associated with mindfulness (such as DBT) and 

developed in complex patients such as those with personality 

disorders 9.
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possibilities available to the health services, and one extra 

session can be incorporated for silent practice (reinforcement 

of formal practices) to simulate a retreat. The programme 

content is summarized in Table 3.

Table 3 General Proposal for Content of the intervention programme by the University of Zaragoza 

 (www.webmindfulness.com ) and “Mente Aberta” – Brazilian Centre for Mindfulness and Health, 

Federal University of São Paulo (UNIFESP) (www.mindfulnessbrasil.com), for primary care settings 

in health systems. 

SESSION THEORY CONTENT PRACTICAL

Session 1: What is mindfulness? Presentation and aims
Stress and dispersion
What is and isn’t mindfulness?
Characteristics and attitudes in mindfulness
Motivation in mindfulness
Brief information on posture
Introduction to practice diaries 

- 3-minute breathing space (always initiating 
practice)

- Eating a grape
- Simple mindfulness exercises (listening to 

sounds, areas of contact with your body, the 
feel of your feet touching the !oor) 

- Introduction to informal practices 
- Brief body scan

Session 2: Mindfulness in breathing What to do with the body 
What to do with the mind 
Breathing 
Preconceptions/fears/ challenges of meditation 
(formal practice) 

- Mindfulness in breathing Hello, thank you and 
goodbye

- Metaphor of the mind: the mountain

Session 3: Mindfulness in the body Importance of the body
Primary and secondary suffering
Acceptance 
How mindfulness works
Doing mode/being mode

- Full body scan lying
- Mindful walking (in mindfulness and in Zen 

tradition)

Session 4: Mindfulness in the body 
(part II)
Effectiveness of mindfulness
Reinforcing formal and informal 
practices 

How to structure mindful practice (formal and 
informal)
Reinforcing daily practice 
Obstacles and objections to the practice
Effectiveness of mindfulness in health and 
education

- Mindfulness in body movements
- Mindfulness in breathing

Session 5: Values and meaning in life
Radical acceptance

Hedonic and eudaimonic well-being
Meaning of life 
Values and committed action
Importance of acceptance

- The old man (exercise for identifying values)
- Practising committed action
- Everything is perfect as it is

Session 6: SILENT practice - Mindfulness in breathing 
- Mindful walking 
- Mindfulness in motion
- Body scan 

Session 7: Compassion What is and isn’t compassion? 
Biological basics
Ways of training compassion: receiving com-
passion, showing compassion to oneself and to 
others
Fear of compassion in Western society
Introduction to mindfulness in daily life 

- Receiving affection from friends, strangers 
and enemies

- Mett  (to others and oneself)

Session 8: (ONLY FOR TRAINING 
PROFESSIONALS; NOT FOR PATIENTS)
Mindfulness for life
Closure 

Mindfulness in daily life 2 
Mindfulness in thoughts and emotions (practi-
sing 3-minute breathing space in pairs) 
Recommendations for long-term maintaining 
of mindfulness practice and closing
Mindful poetry (optional) 
Final questions and programme assessment 

- Breathing practice
- 3-minute breathing space in pairs 
- Closing mett  
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This is the introductory programme. There is a 
reinforcement programme with the same structure that 
analyses more aspects such as compassion, values, acceptance 
and informal practice. There are other complementary 
programmes focusing only on compassion. Finally, in 
addition to models of all of these programmes in a weekend 
format, there are group practices for maintenance with a 
weekly format and 90-minute duration.

Training programme by the University of Zaragoza 
and “Mente Aberta” Centre of the Federal 
University of São Paulo

Our universities have structured a system for education 
and training based on a Master’s degree course with a 
duration of two years. It is offered online to provide training 
to professionals in any part of the world. The face-to-face 
format includes 10 weekend seminars with a duration of 10 
hours each, in addition to complementary distance-learning 
tasks, which include formal and informal mindfulness 
practices, and basic and advanced guided readings. 

The contents span the basics of mindfulness and touch 
on basic elements of other psychotherapies that may be 
useful for professionals, such as group, cognitive-behavioural 
and transpersonal therapies, positive psychology and third-
generation therapies (ACT, DBT and mindfulness-based 
cognitive-behavioural therapy). The content, with minimum 
50% practical (which can be carried out in Spain or Brazil) is 
structured as follows: The first year (expert) is considered 
personal education and training, as it is impossible to use 
mindfulness on other people if one does not practise 
mindfulness habitually. The second year (Master) aims to 
train professionals to apply mindfulness in the areas of 
health, education, business and sport. 

The programme is accompanied by retreats of varying 
duration (between one day and 2–4 days), open to other 
students from outside the course in order to broaden 
perspectives. It includes regular lectures by recognized 
professionals, complementary training in the form of short 
online courses and weekly online practice with teaching 
staff. The possibility of creating a secular, face-to-face or 
online sangha (community) to reinforce practice on different 
days and with different timetables is considered a significant 
asset for training. Ongoing contact with teaching staff and 
personal tutors assigned to each student. The course includes 
training in research, which enables students to produce 
research works, including a doctoral thesis. Lastly, the course 
finalizes with an optional study trip to some of the cradles 
of mindfulness in Asia (India, Tibet, Thailand or Sri Lanka), 
enabling the deepening of academic and cultural ties with 
some of the universities in these countries with which we 
are collaborating in this aspect.

All of the information on both programmes (intervention 
and education) is available at www.webmindfulness.com 
and www.mindfulnessbrasil.com. A handbook is available 
that condenses the main aspects of intervention22. More 
instrumental professional training is offered in Spain and 
Brazil as a series of modules with a minimum duration of 
one year (face-to-face format includes three 24-hour 
seminars, in addition to distance formal and informal 
mindfulness practices, guided readings, and co-facilitation 
of mindfulness groups) (http://mindfulnessbrasil.com/curso-
de-formacao-de-instrutores/). The aim of these courses is to 
promote more technical education and training of 
intermediate duration for the purpose of increasing the 
number of professionals trained to teach mindfulness in our 
countries, which is still insufficient. 

Conclusions

Structured mindfulness-based programmes for thera-
peutic intervention such as MBSR originated in the US in the 
late nineteen-seventies in the context of private health care. 
These have had little systematic use in universal and free 
public health systems. In fact, little use has been made of 
mindfulness in health systems. There are only six randomized 
controlled trials, and these are of limited quality and deal 
with very different conditions. Efficacy was found to be in 
low or moderate ranges.

Points to take into account when designing a 
mindfulness programme for primary care are: 1. Emphasis 
on informal practice, which individuals will be able to put 
into practice more easily. 2. Informal practice must be 
adapted to the context of the individual. The ideal situation 
is to interweave mindfulness into the healthy that are 
recommended as standard in preventive activities in primary 
care. 3. It is recommended that psychoeducational models 
are included, which enable some of the objectives of 
mindfulness to be attained without making formal practice 
essential.
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Mindfulness has become a third-generation very 
effective psychotherapy technique for the treatment of 
diverse psychiatric and medical illnesses, but also for the 
prevention of illness and the development of psychological 
well-being in healthy individuals. 

Mindfulness should be understood as a way of life, as a 
practice that needs to be maintained for life. In fact, one of 
the greatest challenges for its implementation and expansion 
is the development of practice groups that enable those 
utilizing this technique to maintain discipline and motivation 
over time, so that they will be able to continue to practise 
regularly.

There is scarcely any literature describing the character-
istics and format of these maintenance groups despite their 
importance. This article describes the practice groups that 
we have created and are offered at the University of Zarago-
za and the Federal University of São Paulo. It describes the 
importance of these groups, their philosophy and character-
istics, and the contents of the programme and structure of 
sessions. It also includes a timetable for a standard three-
month period so that the basic model can be followed by 
interested individuals, with adjustments suited to a specific 
setting. 
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Grupos de mantenimiento en mindfulness: el 

modelo de la Universidad de Zaragoza

Mindfulness se ha convertido en una psicoterapia de 
tercera generación muy efectiva para el tratamiento de di-
versas enfermedades psiquiátricas y médicas, pero también 
para la prevención de las enfermedades y para el aumento 
del bienestar psicológico en individuos sanos. 


