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Abstract

:

Mindfulness and meditation was explored with the view to support the use of trauma-sensitive mindfulness (TSM) in clinical practice with survivors of war refugees in the treatment of post-traumatic stress disorders. The following questions were explored: (1) How are mindfulness and meditation defined? (2) What are the practices and perceived value of mindfulness practices? (3) What are the evidence and non-evidence-based treatments for post-traumatic stress disorder (PTSD)? (4) What are the possibilities of using TSM to support war-traumatised refugees in the treatment of PTSD in a refugee camp setting? Findings that measured currently actioned interventions for war-traumatised refugees did not account for psychological support that could be implemented in a refugee camp setting on a once-off basis. In response to the gaps and limitations highlighted, the study suggests an adaptation of the TSM intervention and professional development of practitioners in the art of TSM therapy.
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1. Introduction


More than 5.6 million Syrians have fled the country as refugees, and another 6.2 million people have been displaced within Syria [1], creating one of the largest refugee and displacement crises. According to Lindert et al. [2] (p. 374), during displacement, before being forced to flee, refugees may experience imprisonment, torture, loss of property, malnutrition, physical assault, extreme fear, rape, and loss of livelihood. Communities have been destroyed by disrupting core attachments to families, friends, and cultural systems. The impact of these stressors on mental health is confounded by exposure to violent, traumatic events in the flight itself. Many of those refugees, especially female refugees, and unaccompanied minors, are likely to be exposed to a wide variety of violent events.



The increasing need for psychological services to address the mental health needs of war-traumatised refugees is paramount to attending to their physical and social needs. Due to their foundations, methods, adaptability to the times and the number of refugees that require urgent psychological assistance to address mental health challenges which arise from trauma, mindfulness-based interventions such as trauma-sensitive mindfulness (TSM) have provided unique and appropriate responses to the inimitable challenges experienced by war-traumatised refugees.



This article explores the construct of mindfulness and how the clinical practice thereof was adapted to meet the limited time frame to provide psychological interventions to war-traumatised refugees during a relief mission. The restrictions of the relief missions highlight the need to endorse trauma-sensitive mindfulness as an intervention to meet the once-off sessions with war-traumatised refugees. The article aims to synthesise the research evidence for this postmodern form of therapeutic intervention for supporting war trauma survivors who receive psychological support at relief missions. It has been developed to provide a map of the existing literature in an attempt to clarify the working definitions and conceptual boundaries of this technique and its applications for TSM interventions. The study is part of a larger study that has reported on the use of TSM in Syria with approximately 70 war-traumatised refugees over a period of 10 days. Case study reports of those experiences are reported elsewhere.




2. Materials and Methods


In order to define mindfulness as a construct, it was necessary to achieve an understanding of the foundations of mindfulness. This led to accessing literature on Buddhist psychology, which provided a thick description of the concept of Vipassana, which is a Sanskrit term for insight meditation which preceded the concept of mindfulness. This understanding of the application of Vipassana created a need to understand the traditional meditation practices and the theoretic framework which guides them. Meditation as a construct, the definition, and the theoretical framework of Buddhist meditation, was therefore explored. Furthermore, the application of Vipassana and transition into mindfulness were thereafter clarified. Once clarity was achieved on the concept of meditation, and the transition of Vipassana into the concept of mindfulness, literature examining the adaptation of mindfulness-based interventions into TSM was investigated.




3. Results


3.1. Mindfulness Definitions and Applications


Follette, Palm and Pearson [3] indicate that mindfulness is originally a construct used in Eastern spiritual and philosophical traditions that have found new utility in psychotherapy practice. The authors explain that mindfulness practices have recently been applied to the treatment of several psychological and health-related problems, and research shows successful outcomes in psychological interventions incorporating mindfulness practices. Lin [4] highlights that, in the field of psychology, the studies drawing on Eastern philosophies have been the most successful (in the sense of having received the most acceptance from the scientific community) as the studies are centred on empirical validation of Asian techniques.



3.1.1. Meditation and Mindfulness


The concepts of meditation and mindfulness are very similar [5]. While meditation typically involves the practice of accessing a different state of consciousness, mindfulness means becoming aware of the present moment. Both meditation and mindfulness practices are renowned for reducing anxiety because the combination of the practices permits the reduction of stress without increasing distress [6]. Meditation used in the treatment of anxiety disorders typically takes the form of mindfulness-based meditation. This type of meditation was founded by Jon Kabat-Zinn, the founder of the approach to mindfulness-based stress reduction. Kabat-Zinn [6] demonstrated that the basic premise of the mindfulness-based stress-reduction approach is to learn to detach from anxious thoughts. This is achieved by practising awareness, identifying tension in the body, understanding thinking patterns and learning how to deal with challenging emotions.



A further conceptualisation of mindfulness proposed a two-component model. One component involves self-regulation of attention to the experience of the present moment, and the other involves adopting an orientation of openness and acceptance toward one’s experience [7]. Therefore, these interventions teach mindfulness skills to increase intentional attention, develop a different relationship with one’s thoughts and practise different strategies in relation to distressing thoughts and emotions in a non-judgemental way. Shapero et al. [8] explain that mindfulness meditation is steeped in centuries of Buddhist practices and philosophy. In the late 20th century, these practices were incorporated into Western interventions to treat physical and mental illnesses.



Mindfulness-based interventions teach how to pay attention and become more aware of internal emotions instead of allowing them to dominate thoughts and actions. Through mindfulness intervention, the identification of when and what emotional states or feelings of distress are most intense is achievable. This identification can help in the acceptance of the moment, letting the emotions pass or reduce in intensity so that it becomes easier to use the other skills needed.



Several definitions of mindful meditation theory describe mindful meditation to be the training of your concentration by bringing non-judgemental awareness or focusing on a single object of attention [6,9,10]. Mindfulness meditation often uses breath, sound, or physical sensations to train concentration. Mosby’s Medical Dictionary (2013) [11] (p. 35) defines mindful meditation as "a technique of meditation in which distracting thoughts and feelings are not ignored but are rather acknowledged and observed nonjudgmentally as they arise to create a detachment from them and gain insight and awareness".



Nhat Hanh in Kabat-Zinn [6] defines mindful meditation as a practice that shows us what is happening in our bodies, our emotions, our minds and in the world. Nhat Hanh explains that through the practice of mindfulness, we avoid harming ourselves and others. Kabat-Zinn [6] supports the definition of mindful meditation by describing the practice as the act of paying attention in a particular way: on purpose, in the present moment and non-judgementally.




3.1.2. Mindfulness Theory


Mindfulness-based practices have become globally prevalent over the past decade. However, as supported by Fossas [12], research indicates that the origins of mindfulness meditation practices extend approximately 2500 years into the past, and they have firm origins in Hinduism and Buddhism. The diagram (Figure 1) below provides a timeline which indicates the transition of the clinical application of mindfulness as an intervention from its origins to the present application of the practice.



Although this study acknowledges a brief historical introduction of Eastern philosophies into Western societies, the discussion of the transition of the clinical application of mindfulness mainly focuses on the clinical adaptation of mindfulness practices as an intervention. Research from Miles (2013), Frey and Spakowski (2016), and Borup (2013); highlights increased interest in Eastern philosophies and associated mind-body practices in the 1960s that were noted with the arrival of the countercultural revolution (including Qigong, Tai Chi, Transcendental Meditation, Chakra Meditation, numerous Yoga traditions, breathwork and other breathing techniques, various martial arts forms from many East Asian cultures, Buddhist meditation and other practices). The arrival of rishis, gurus, senseis, Buddhist monks and many other expert practitioners and scholars from these Asian cultures to Western shores piqued interest in Eastern-based practises. They thus created subsequent travels of many Westerners to these cultures to apprentice and learn various Eastern techniques and bring them to the West, such as the United States of America and Europe in the 1960s.



Knight [14] (p. 5) explains the importance of mindfulness in the human experience. Mindfulness technologies have been applied in human endeavours over the decades. They have been found to be of great value by Hindus, Buddhists, Muslims, and Christians; in India, Asia, Europe and America, and in the far past, in the Middle Ages and in modern times. The depth and breadth of human experience with mindfulness technologies argue very powerfully for their intrinsic worth in solving problems of inner experiences, which is arguably the metier of clinical psychology [14].



The translation of the Sanskrit term ′Vipassana meditation, which is also known as insight meditation, translates into "to see things as they really are" [15]. It is a process of self-purification by self-observation [16]. A clarification provided by Thatcher [15] defines insight meditation as being concerned with the present consciousness, in other words, being conscious of the present moment and “staying in the now” to the most extreme degree possible. It consists of observing the body (rupa) and mind (nama) with bare attention and is an ancient technique derived from India, which was originally taught by the Buddha. This method was pre-eminently taught in the Buddhist term Satipatthana Sutta, the most important discourse taught by the Buddha on meditation and practice in everyday life. The essence of this practice is the moment-to-moment awareness of the rise and fall of all mind-body phenomena. Thus, Satipatthana and Vipassana are virtually synonymous.



Knight [14] simplifies the interpretation of mindfulness to be an English word which defines a technique for profoundly changing our relationship with our thoughts and feelings and the perspective one gains from practising that technique. It names a temporary state that is potentially accessible to any human being and a set of permanent traits that may grow in a person who practices mindfulness. Brown et al. [17] explain that the term ‘mindfulness’ derives from the Pali word sati meaning “to remember” but as a mode of consciousness, it commonly signifies presence of mind.



Brown et al. [17] (p. 7) clarify that:




“The concept of mindfulness is most firmly rooted in Buddhist psychology, but it shares conceptual kinship with ideas advanced by a variety of philosophical and psychological traditions, including ancient Greek philosophy; phenomenology, existentialism, and naturalism in later Western European thought; and transcendentalism and humanism in America”.





The four noble truths of Buddhism reflect the following themes that are echoed in mindfulness practice. Therefore, a brief discussion of the four noble truths and the link to the noble eightfold path is provided to illustrate how Eastern philosophy is integrated into a Western adaptation known as a mindfulness practice. A summary of the four noble truths provided for this study are:




	(a)

	
The truth of suffering




	(b)

	
The truth of the cause of suffering




	(c)

	
The truth at the end of suffering




	(d)

	
The truth of the path that leads to the end of suffering









Referring to the fourth noble truth, Buddhist teachings [18] acknowledge that the path that leads to the end of suffering is achievable through an understanding of the practice of the noble eightfold path. A brief understanding of the concepts of the noble eightfold path is necessary as they link to the understanding of mindfulness teachings. The summary of the concepts is supported by Kumar [18] and Brown [19], who found that each path of the noble eightfold path is relevant to the approach of using mindfulness as a treatment, such as a clinical application to reduce the effects of trauma. The authors′ guide that the eightfold path focuses on bodily sensations, states of mind and interactions between behaviour and the environment.



Traditionally, mindfulness is referred to as ‘sati’, which is linked to awareness or attention to both our mental and physical states. Mindfulness is thus viewed as focused attention on private experiences to achieve calmness and stability [6]. Feelings and thoughts are observed and brought into awareness without being judged, analysed, suppressed, or ignored. Mindfulness meditation is considered a method to achieve commitment, willingness, and awareness to experience emotional distress, referred to as the Buddhist notion of suffering by being present. Practising behaviours that create both pleasant and unpleasant experiences allows one to be aware of the changing emotions and, thus, the impermanent nature of both positive and negative circumstances. This approach is based on the core understanding of other clinical practices, such as acceptance-based therapy, discussed by Brown [17], who clarifies that:




“The concept of mindfulness is most firmly rooted in Buddhist psychology, but it shares conceptual kinship with ideas advanced by a variety of philosophical and psychological traditions, including ancient Greek philosophy; phenomenology, existentialism, and naturalism in later Western European thought; and transcendentalism and humanism in America”.





Mindfulness is thus viewed as being rooted in the fundamental activities of consciousness with a particular focus on attention and awareness.




3.1.3. Mindfulness Practice and Its Value


Tang and Posner [18] conducted a study on mindfulness meditation known as integrative body-mind training (IBMT), which confirmed improved mood changes along with increased brain-signalling connections after practising 11 h of IBMT. They also found an expansion of myelin, the protective fatty tissue that surrounds the nerves, in the brain’s anterior cingulate region. Deficits in the activation of this area of the brain have been associated with attention deficit disorder, dementia, depression, schizophrenia, and many other disorders.



Hölzel et al. [19] found that mindfulness meditation alters the structure of the brain. The study reported that eight weeks of mindfulness-based stress reduction (MBSR) was found to increase cortical thickness in the hippocampus, which governs learning and memory and in certain areas of the brain that play a role in emotion regulation and self-referential processing [19]. Decreases in brain cell volume in the amygdala were also evident, which is responsible for fear, anxiety, and stress. Consequently, changes in brain structure were congruent with the participants’ self-reports of their stress levels, indicating that meditation not only changes the brain but also changes our subjective perceptions and feelings.



With reference to both IBMT and neurological, structural alterations of the brain, the polyvagal theory provided by Porges [20] examines the neurological components of PTSD and mindfulness-based interventions. According to Porges [20], "Basic safety is essential not only for having satisfying relationships but also for optimally activating the higher brain structures responsible for creativity and generativity".



Previous research conducted by Lazar [21] on American men and women who meditated a mere 40 min a day showed that they had thicker cortical walls than non-meditators. What this meant is that their brains were ageing at a slower rate. Cortical thickness is also associated with decision-making, attention, and memory.



Hunot et al. [22] provide an evidenced-based understanding of mindfulness as the “third wave behaviourism” and state that third-wave approaches use strategies such as mindfulness exercises (e.g., body scan, mindfulness of senses meditation), acceptance of unwanted thoughts and feelings and/or cognitive diffusion (stepping back and seeing thoughts as just thoughts) to elicit change in the thinking process and to reduce symptoms of specific disorders.



Hunot et al. [22] state that the “third wave of behaviourism” integrates mindfulness and acceptance techniques with behavioural activation and cognitive change technologies from the first and second waves. These treatments are evidence-based, meaning that research trials have proven their effectiveness in reducing the suffering caused by many kinds of psychological problems.



Peteet [23] discusses the conceptual, practical, and ethical challenges of a "fourth wave" of psychological therapies, which rests on a foundation of existential, humanistic and spiritual/religious philosophies. This approach to positive psychology interventions comprises the themes of compassion-focused therapy, loving-kindness meditation, meaning-focused and spiritually-informed treatments, and various strength-based and virtue-centred interventions (e.g., treatments that promote dignity, forgiveness, gratitude, and hope).



In support of Peteet’s findings, Emamzadeh [24] states that unlike older interventions (e.g., psychodynamic, or cognitive behavioural therapy) and their predominant concern with treating dysfunction, this latest wave of therapies also aims to increase one’s general sense of well-being.



Follette et al. [3] hypothesise that the population which would theoretically benefit from mindfulness practice in treatment consists of individuals who have experienced traumatic events and are exhibiting PTSD and/or related correlates of past trauma. This theoretical finding supports the aim of this study which provides mindfulness-based interventions for the trauma experienced by refugees and the secondary trauma experienced by humanitarian volunteers who provide medical support to refugees.



The experiments from the studies above have advanced the understanding of different phenomena such as brain plasticity, and—as a curiosity—gamma waves have been documented with intensity for the first time in the history of science. In addition, psychological proposals drawing inspiration from Eastern worldviews are also numerous and significant; for example, in psychotherapy, Cortright [25] highlights Carl Jung and Michael Washburn’s new analytical psychology; Stanislav Grof’s holotropic model; Ken Wilber’s spectrum model; Hameed Ali’s diamond approach; Roberto Assagioli’s psychosynthesis; and other transpersonal (existential, psychoanalytic, and body-centred) approaches.




3.1.4. TSM Definitions and Practices in the Treatment of PTSD


The principle of TSM is supported by case studies in Treleaven [26], which illustrate the ways mindfulness can help or hinder trauma recovery. Treleaven [26] provides insights into five key principles for TSM, namely attention, arousal, relationship, dissociation and social context within a trauma-informed practice.



Mindfulness meditation—practised without an awareness of trauma—can exacerbate symptoms of traumatic stress [26]. He explains that if clients are instructed to pay close, sustained attention to their inner world, survivors may experience flashbacks, dissociation and even re-traumatisation. To address the need for TSM, Treleaven [26] (p. 8) states:




"Before we can respond to trauma, we first need to recognise it. As mindfulness providers, it′s up to us to notice nonverbal cues that someone is struggling with traumatic stress. Because of the way mindfulness meditation is generally practiced, this presents a unique challenge. Mental health professionals can assess trauma through direct conversation—reading facial expressions and noticing nonverbal cues—but silent meditation practice minimises such contact. Those of us teaching mindfulness to groups rely heavily on observation”.





Treleaven [26] proposes techniques of observation and intervention-based dialogues that assist therapists in fostering an environment of trauma sensitivity when employing the practice of mindfulness intervention for trauma. Mindfulness-based treatments for PTSD have emerged as promising adjunctive or alternative intervention approaches. Boyd, Lanius, and McKinnon [27] provided a review of the literature on PTSD treatment studies, including approaches such as MBSR, mindfulness-based cognitive therapy and metta mindfulness, a Pali term which refers to positive energy and kindness to others, which revealed low attrition with medium to large effect sizes. Boyd et al. [27] examined the convergence between neurobiological models of PTSD and neuroimaging findings in the mindfulness literature, where mindfulness interventions may target emotional under and overmodulation, both of which are critical features of PTSD symptomatology. The result of the study indicated that mindfulness-based treatments have proven to be effective in restoring connectivity between large-scale brain networks among individuals with PTSD, including connectivity between the default mode network and the central executive and salience networks [27].



Lang, Strauss, Bomyea, Bormann, Hickman, Good, and Essex [28] discuss three components of mindfulness that may promote recovery from PTSD, including attention, a mindful cognitive style and non-judgement. The authors specify how mindfulness, or intentional shifting of attention to the present moment, fosters a capacity for attentional control and may lead to reductions in attentional bias to trauma-related stimuli.




3.1.5. Trauma and Polyvagal Theory


According to Porges’ polyvagal theory, the existence of unresolved trauma in our past results in a perpetual state of fight or flight [29]. The polyvagal theory implies that fight-or-flight anxiety can be projected by engaging in activities. However, for some trauma survivors, no activity successfully channels their fight-or-flight sensations. As a result, they feel trapped, and their bodies shut down; these clients may live in a version of perpetual shutdown. Levine′s [30] consideration of Porge’s polyvagal theory offered somatic experience as a treatment for trauma and traumatised patients. Levine developed an approach that focuses on including, and putting emphasis on, the physiological aspects of trauma. Concerning Porge’s theory, Levine believes that working with the trauma through the body is necessary for any trauma resolution and a required step before addressing emotional and cognitive issues. Levine [30] explains that emerging from shutdown requires a somatic experience, such as a shudder or shake, to discharge suspended fight-or-flight energy. He proposes that "during a life-threatening situation if we have shut down and an opportunity for active survival presents itself, we can wake ourselves up" [30] (p. 26).



Both Levine and Porges highlight the necessity of encouraging the activation of the parasympathetic nervous system in an attempt to encourage clients to transition from a traumatic state to one of safety. Based on his understanding of the effects of the vagus nerve, Porges [31] notes that extending exhales longer than inhales for some time activates the parasympathetic nervous system, which helps clients who are stuck in forms of a fight-or-flight response to move into a sense of safety.



The theories put forward by Levine et al. [32] suggest that focused breathing and movement are recommended as an attempt to encourage clients to transit from a state of traumatic immobility to a sense of safety. Similarly, Grossman et al. [33] concur that a structured group programme should employ mindfulness meditation practices, such as awareness of breath, to alleviate suffering associated with physical, psychosomatic and psychiatric disorders.



Lucas et al. [34] (p. 5) confirm that the polyvagal theory serves as the foundation for the mindfulness-based movement:




“Recruiting and exercising the social engagement system is the ‘go-to’ default activity that humans use to modulate stress. This capacity resides within the social engagement system because positive face-to-face interactions activate neural pathways through the vagus nerve that downregulate the sympathetic activation associated with both exercise and stress”.





Similar findings from van der Kolk (2015) support the notion of the physiological effects of trauma and the changes in the biological stress response. Van der Kolk presents his findings of how veterans and their families are affected by trauma and highlight scientific studies that indicate how trauma changes the body and the brain, which impacts the capacity to experience pleasure, engagement, self-control and trust. The author encourages body-mind integrated interventions such as meditation as the evidence provided shows encouraging changes in neuroplasticity. Van der Kolk’s research has explored a variety of therapeutic approaches, including many mind-body and other approaches (including MDMA, yoga, neurofeedback, hypnosis, eye movement desensitisation and reprocessing, and brief eclectic psychotherapy) as a treatment for PTSD experienced by both adults and children.



Brown et al. [9] point out that mindfulness awareness involves the conscious registration of events and experiences and that it is our most proximal contact with reality.



TSM is informed by the polyvagal theory as it considers the relationship between the sympathetic and parasympathetic nervous systems in the aftermath of trauma. Treleaven [26] explores how mindfulness can exacerbate symptoms of traumatic stress if not modified skilfully and explains how to modify practices by offering 36 specific modifications designed to support survivors’ safety and stability.




3.1.6. Mindfulness from the Perspective of Polyvagal Theory


Lucas et al. [34] argue that from the perspective of polyvagal theory, mindfulness-based movements function as a neural exercise in which the physiological state is manipulated by exercise, social engagement and mindfulness-focused attention. During calm states in which the social engagement system is functioning, the social cues from voice and face maintain a physiology of safety characterised by a strong vagal influence on the heart that supports health, growth and restoration.



Exercise requires an increase in cardiac output through both the removal of vagal inhibition and an increase in sympathetic influences on the heart. The time course of alternating physical activity and social engagement behaviours provides opportunities to exercise the neural regulation of the autonomic nervous system. Through the repeated withdrawal of vagal inhibition to support movement and the recovery of vagal inhibition, the autonomic nervous system develops and promotes a more efficient shift from a physiological state of arousal to calm.




3.1.7. Mindfulness Meditation and Neuroplasticity: The East-Meets-West Dichotomy


According to Siegel [35] (p. 113), “Neuroplasticity is the term used to describe the capacity for creating new neural connections and growing neurons in response to experience.” It occurs throughout the lifespan as we are consistently exposed to experiences.



Neurophysiology of mindfulness training has attempted to map out possible changes in brain pathways associated with changes in behaviour related to the neuroplasticity of mindfulness. As stated by Cayoun [36] (p. 39):




“Neuroplasticity is the capacity of neurons to adapt to a changed environment (FitzGerald & Folan-Curran, 2002). According to Hebbian learning, pre-synaptic terminals change in numbers according to usage and each learning experience strengthens existing neuronal connections (Hebb, 1949).”





A randomised controlled study by Davidson [37] measured the effects of mindfulness training on brain and immune functions in healthy employees of a biotechnology firm. The group trained with mindfulness showed significant increases in activation in the left prefrontal region post-treatment, which lasted up to four months. As shown by previous research, regions of the left prefrontal cortex are associated with the arousal of pleasant emotions such as fun, kindness and compassion, whereas the right prefrontal cortex is associated with the arousal of unpleasant emotions (anger, fear, sadness, etc.) [37]. There was no such effect in the control group. The maintenance of this change highlights the role of mindfulness training in inducing neuroplasticity in pathways necessary for the self-regulation of emotions.



Cayoun [36] explains that in the clinical environment, when clients learn to practise the body scan techniques as part of mindfulness training [6,36], they usually report an increased ability to feel sensations throughout the body, including those that were previously below an awareness threshold; e.g., increased perception of internal states or introspection [6]. What is most remarkable is the persistence of this ability following long periods during which training has stopped. This effect is usually termed “between session plasticity” [38].




3.1.8. Available Psychological Interventions for War-Traumatised Refugees


Evidence-based and non-evidenced-based interventions for war-traumatised refugees that are currently implemented are recorded below. The tables highlight that there is a lack of information and literature on mindfulness-based interventions that can be adapted to cater to a once-off session to accommodate relief mission time limitations. With reference to the available psychological interventions for war-traumatised refugees, Nocon et al. [39] (pp. 5–6) examined the effect of 13 out of 23 studies which implemented evidence-based treatments. Table 1 indicates the various available evidence-based treatments for trauma that have been updated and reformed over 15 years.



Table 2 illustrates the non-evidence-based treatment examined by Nocon et al. [39], either in the experimental or the control condition. Meditation and relaxation techniques, which are synonymous with mindfulness-based techniques are shown, however, information about the use of TSM has not been included in these treatments.



Nocon et al. [39] (illustrated in both Table 1 and Table 2) concluded that given the considerable number of children and adolescents displaced by war, there were regrettably few treatment studies available, and many of them were of low methodological quality. The effect sizes lagged the effects observed in traumatised minors in general and often were small or non-significant. However, CBT and IPT showed capable results that need further replication. Nocon’s findings support the need to implement further evidence-based treatments for trauma. Regarding the findings provided by Nocon, the study provides information on the use of mindfulness-based interventions as an evidence-based treatment for trauma that can also be adapted for a once-off session during the conditions of relief missions.



The studies examined by Nocon et al. [39] provided findings which measured interventions that were implemented over a few sessions with war-traumatised refugees. The study did not account for interventions that can be implemented in a refugee camp setting in which war-traumatised refugees could only be assisted with psychological assistance on a once-off basis [39].



Although there is no stipulation on the prescribed duration of TSM as a mindfulness-based intervention, Treleaven [26] informs that the adaptation of TSM involves trauma-sensitive informed mindfulness to assist clients in understanding physical sensations; improve self-regulation; ease their experiences of trauma, and cultivate mindfulness during regular therapeutic sessions or during a 6–8 week mindfulness-based intervention programme to ascertain the client’s experience of their practice of the techniques that are explored during sessions.






4. Discussion


Van der Kolk [62] and Porge’s polyvagal theory [20] offers an understanding of how trauma is experienced as an integrative process which affects the brain and the body. The research provided by the authors supports mindfulness as an intervention to address the integrated conflict experienced by trauma. Trauma-sensitive mindfulness techniques allow for the ethical implementation of mindfulness techniques to adequately address challenges derived from trauma or symptoms related to PTSD.



Although the literature provided on current methods used to address PTSD, such as CBT, has the most empirical support for the treatment of trauma, a gap in the adaptability of such techniques on a once-off basis, such as during relief missions, is not provided. Trauma-sensitive mindfulness provides an adaptive intervention that addresses the complexities of trauma that offers a necessary modification to both the brain and body. For the purpose of the study, the researcher examined the necessary training needed to endorse such a treatment on a once-off basis for war-traumatised refugees.



Treleaven [26] cautions that while mindfulness does not cause trauma, it may uncover it. The practices by which mindfulness is pursued can land trauma survivors in difficulty. The author highlights the necessity to implement TSM as an intervention to minimise the potentially harmful effects of re-traumatising survivors. In response to the caution raised about using mindfulness as an intervention for trauma, Treleaven [26] proposed using TSM as a response to adverse reactions to mindfulness meditation.




5. Conclusions


This article begins by providing a conceptualisation of Buddhist psychology as the theoretical framework of mindfulness practices and links it to trauma, the polyvagal theory and possible changes in brain pathways associated with changes in behaviour related to the neuroplasticity of mindfulness.



To indicate research gaps and limitations, the article examined current available psychological interventions for war-traumatised refugees, which indicated that although few treatment studies for the treatment of PTSD for war-traumatised refugees were available, many treatments were of low methodological quality. The findings discussed indicated that CBT and IPT showed capable results that need further replication. However, the article examined research which indicated that insufficient trained psychological assistance is available to treat the population of refugees that experience PTSD in refugee camp settings.



The article, therefore, highlighted findings by Nocon et al. [39] illustrated in Table 1 and Table 2, which measured currently actioned interventions that have been implemented over a few sessions with war-traumatised refugees. It did not account for interventions that can be implemented or adapted in a refugee camp relief mission setting, in which war-traumatised refugees could only be assisted with psychological assistance on a one-off basis, yet they were enabled to continue mindfulness practices independently thereafter. In response to the gaps and limitations highlighted, the suggestion is made for an adaptation of the TSM intervention for the treatment of PTSD for war-traumatised refugees by educational psychologists. Adequate training in mindfulness-based interventions for educational psychologists is further highlighted as extremely important so that trained practitioners will be able to observe and intervene in any distress that clients may experience to prevent clients from experiencing further trauma.
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Figure 1. Timeline of the transition of the clinical adaptation of mindfulness practice [13]. 
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Table 1. Evidence-based treatments for PTSD adapted from Nocon et al. (2017) [39].
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	Evidence-Based Treatment
	Sources
	





	Eclectic cognitive behavioural therapy (CBT) with other elements
	Šehović
	[40]



	Eye movement desensitisation and reprocessing within a psychodynamic therapy
	Oras, De Ezpeleta & Ahmad
	[41]



	Strict CBT
	Onyut et al.
	[42]



	Eclectic CBT with other elements
	Ehntholt, Smith & Yule
	[43]



	Eclectic CBT with other elements
	Möhlen et al.
	[44]



	Strict CBT
	Catani et al.
	[45]



	Strict CBT
	Schauer
	[46]



	Strict CBT
	Schottelkorb, Doumas & Garcia
	[47]



	Eclectic CBT with other elements
	Ooi
	[48]



	Eclectic CBT with other elements
	Tol et al.
	[49]



	Interpersonal therapy (IPT)
	Betancourt et al.
	[50]



	Eclectic CBT with other elements
	Ooi et al.
	[51]



	Strict CBT
	Pfeiffer & Goldbeck
	[52]
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Table 2. Non-evidence-based treatments for PTSD adapted from Nocon et al. [39].
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	Non-Evidence-Based Treatment
	Researched by
	





	Mixed interventions/eclectic therapy
	O’Shea
	[53]



	Psychosocial support combined with medical care
	Dybdahl
	[54]



	Psychosocial support
	Šestan
	[55]



	Crisis intervention
	Thabet, Vostanis & Karim
	[56]



	Psychoeducation
	Thabet, Vostanis & Karim
	[56]



	Meditation and relaxation techniques
	Schauer
	[46]



	Mixed interventions/eclectic therapy
	Fazel, Doll & Stein
	[57]



	Creative play
	Betancourt
	[58]



	Writing intervention (writing for recovery)
	Kalantari et al.
	[59]



	Writing intervention (writing for recovery)
	Lange-Nielsen et al.
	[60]



	A systemic approach with preventive skill-building
	Ellis et al.
	[61]
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