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Background: Programs to improve the pain and health status in illnesses with pain such as headache are still in their infancy. Mindfulness-
based stress reduction (MBSR) is a new psychotherapy that appears to be effective in treating chronic pain.
Objectives: This study evaluated efficacy of MBSR in improving pain severity and mindful awareness in patients with tension headache.
Patients and Methods: This study was a randomized controlled clinical trial that was conducted in 2012 in Shahid Beheshti Hospital 
of Kashan City. Sixty patients who were diagnosed with tension-type headache according to the International Headache Classification 
Subcommittee were randomly assigned to treatment as usual (TAU) or MBSR groups. The MBSR group received eight weekly treatments. 
Any session lasted 120 minutes. The sessions were based on MBSR protocol. Diary scale for measuring headache and Mindful Attention 
Awareness Scale (MAAS) were administered at pretreatment, and posttreatment, and three-month follow-up in both groups. The data was 
analyzed using repeated measures analysis of variance.
Results: The mean of pain severity was 7.36 ± 1.25 before intervention that was significantly reduced to 5.62 ± 1.74 and 6.07 ± 1.08 after the 
intervention and follow-up (P < 0.001). In addition, the MBSR group showed higher scores in mindful awareness in comparison with the 
control group at posttest session. The mean of mindful awareness before intervention was 34.9 ± 10.5 and changed to 53.8 ± 15.5 and 40.7 ± 
10.9 after the intervention and follow-up sessions (P < 0.001).
Conclusions: MBSR could reduce pain and improve mindfulness skills in patients with tension headache. It appears that MBSR is an 
effective psychotherapy for treatment of patients with tension headache.
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1. Background
A tension headache is a headache that feels like pressure 

or tension in and around the head. It is the most common 
type of headache. Tension headaches constitute 90% of 
total headaches. About 3% of the population is afflicted 
by chronic tension headache (1). Pain and specially ten-
sion headaches are often associated with low quality of 
life and high levels of psychologic discomfort (2). About 
half of the patients with chronic pain report that the pain 
is uncontrollable (3, 4). Lack of full recovery with medica-
tion in most types of chronic pain suggests that psycho-
logic factors affect the severity and duration of the pain 
(5). Mindfulness-based stress reduction (MBSR) is a new 
psychotherapy that appears to be effective in improving 
physical performance and psychologic well-being (6-10). 
Mindfulness meditation training is the main component 
of MBSR (9). In meditation, participants are trained to be 
aware of their thoughts, feelings, and physical sensations 
without prejudice. Mindfulness exercises are taught in 
two forms of formal and informal meditation practices. 
In formal type, sitting meditation, body scan, and mind-

ful yoga are trained. In informal meditation, attention 
and awareness is focused on daily activities, thoughts, 
feelings and physical sensation that are problematic and 
painful (11). Studies found that MBSR program had a sig-
nificant effect on improvement of medical illness with 
chronic pain such as fibromyalgia, rheumatoid arthritis, 
chronic musculoskeletal pain, chronic low-back pain, 
and multiple sclerosis. They demonstrated significant 
changes in pain intensity, anxiety, depression, somatic 
complaints, well-being, adaptation, quality of sleep, fa-
tigue, and physical function of those illnesses (8, 9, 12-
18). It appears that attention and emotional reaction to 
pain has an important role in persistence of the pain 
(19). There are different processes of attention control, 
which determine the quality and quantity of pain. In 
other words, emotional and cognitive components can 
modulate attention to pain, pain-related fear, and pain-
related anxiety and result in more intense pain percep-
tion, concentration on pain, and worry about pain that 
disrupt the patients’ activities (20, 21). According to the 
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fear-avoidance model (22), avoidance of activities and 
negative thoughts and feelings concerning pain can in-
crease distress, disability, and hypervigilance to pain. 
Recent studies of acceptance-based methods such as 
mindfulness show improved performance in patients 
with chronic pain. Mindfulness modulates the pain us-
ing non-elaborative awareness of thoughts, feelings, 
sensations, and an emotionally distanced relationship 
with internal and external experience (23). Programs for 
improving the well-being and health status of the illness 
with pain are still in their infancy.  During the last two 
decades, a group-intervention program known as MBSR 
has been proposed for managing the pain.

2. Objectives
The Study was conducted to assess the effects of MBSR 

on pain severity, perceived stress, general mental health, 
and mindfulness skills in patients with tension headache. 

3. Materials and Methods
This randomized controlled clinical trial was per-

formed in 2012 in Shahid Beheshti Hospital of Kashan 
City. Participants of the study included adults with 
tension headache that were referred by expert psychia-
trists and neurologists in Kashan city. The inclusions 
criteria were: having tension headache according to the 
International Headache Classification Subcommittee, 
and tending to participate in the study, do not having 
a medical diagnosis of organic brain disorder or psy-
chotic disorder and not having a history of psychologic 
treatment during the preceding six months. Those who 
did not complete the intervention and missed more 
than two sessions were excluded from the study. Partici-
pants, who signed an informed consent form, complet-
ed the measures as a pretest. For estimating the sample 
size, we referred to another study in which changes in 
mean of scores of fatigue was 62 ± 9.5 in pre-treatment 
and 54.5 ± 11.5 in post-treatment (24). Then, through 
utilizing the respective formula related to the sample 
size, the sample size was estimated at 33 (with attrition 
risk) in each group with α = 0.95 and 1 - β = 0.9. A total 
of 66 patients were randomly assigned to two groups 
of MBSR and treatment as usual (TAU). Finally, three 
patients were excluded of each group and 60 patients 
were participated (30 patients in each group). The TAU 
group was treated by antidepressant medication and 
clinical management. The MBSR group received MBSR 
training in addition to TAU. The patients in MBSR group 
were trained for eight weeks by a psychologist with PhD 
degree. International Headache Classification Subcom-
mittee Diary Scale for Headache and Mindful Attention 
Awareness Scale (MAAS) were administered before the 
first treatment session in MBSR group, after the eighth 
session (posttest), and three months posttest (follow-
up) in both groups. TAU group were invited to Shahid 
Beheshti Hospital to fill out the questionnaires.

3.1. Intervention
The intervention group (MBSR) was trained in the Sha-

hid Beheshti Hospital. The eight weekly sessions were 
held according to the standard MBSR protocol as devel-
oped by Kabat-Zinn (11). Each session lasted 120 minutes. 
Additional sessions were held for the participants who 
had missed one or two sessions. At the end of the train-
ing and three months later (follow-up), both MBSR and 
TAU group were invited to Shahid Beheshti Hospital (the 
place of MBSR trial) and were instructed to complete the 
questionnaires. The overall content of the sessions were 
mentioned in Table 1.

Table 1.  Curriculum for Sessions of Mindfulness-Based Stress 
Reduction

Session Contents of Each Session

Session 1 Establish orientation of the session and set the 
rules, raisin exercise to train being in the pres-
ent moment, body scan practice, breath focus 

exercise.

Session 2 Body scan practice, thought and feeling exer-
cise, pleasant event calendar, mindfulness of 

routine activity.

Session 3 Seeing and hearing exercise, sitting meditation, 
three-minute breathing space, mindful walking, 

unpleasant event calendar.

Session 4 Seeing and hearing exercise, sitting meditation, 
defining the territory of depression, nega-

tive automatic thought, diagnosis criteria for 
depression

Session 5 Sitting meditation, breathing space, reading 
poems related to mindfulness, introducing the 

concept of “Acceptance”.

Session 6 Sitting meditation, mood, thoughts and alterna-
tive points exercise, breathing space, observing 

thoughts and feelings technique.

Session 7 Sitting meditation, exercise to explore links 
between activity and mood, behavioral activa-
tion (generate a list of pleasure and mastery 
activities), identifying actions to do in low-

mood periods.

Session 8 Body scan practice, review the whole course, dis-
cuss how to keep up what has been developed 
over the past seven weeks, discuss plans and 

positive reasons for maintaining the practice. 

3.2. Measurement Tools

3.2.1. International Headache Classification Subcom-
mittee Diary Scale for Headache

Headache was measured by diary scale for headache 
(25). Patients were asked to record the diary of pain sever-
ity on a zero to ten rating scale. Absence of pain and the 
most intense disabling headache were characterized by 
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zero and ten, respectively. Mean of headache severity in a 
week was calculated by dividing the sum of the severity 
scores by seven. Moreover, mean of headache severity in 
a month was calculated by dividing the sum of the sever-
ity scores by 30. The minimum and maximum scores of 
headache severity were zero and ten, respectively. Head-
ache diary was given to five patients and a neurologist 
and a psychiatrists confirmed the content validity of the 
instrument (26). The reliability coefficient of Farsi ver-
sion of this scale was calculated at 0.88 (26).

3.2.2. Mindful Attention Awareness Scale 
The MAAS is a 15-item scale that measures the individual 

attention and awareness to events that happen in the 
present moment. Respondents used a six-point Likert 
scale from one (almost always) through six (almost nev-
er). The minimum and maximum score of Mindful Atten-
tion are 15 and 90, respectively. The MAAS is a reliable in-
strument with a Cronbach’s α of 0.87. Adequate test-retest 
reliability, and convergent as well as discriminate validity 
have been reported previously (27). This questionnaire 
was validated by Kalantari in Iran with adequate reliabil-
ity and validity (28).

3.3. Ethical Considerations
Research Ethics Committee of Kashan University of 

Medical Sciences had approved this study (IRCT No: 
2014061618106N1). Before the start of the study, informed 
consent was obtained from participants. The participants 
were assured of the confidentiality of all their personal 
information.

3.4. Data Analysis
The repeated measures analysis of variance was per-

formed to compare the MBSR and TAU groups on mea-
sures of pain severity and mindfulness awareness at 
pretreatment, post treatment, and three-month follow-
up. Also, Chi- square test was used to compare the demo-
graphics in the two groups. P value less than 0.05 was 
considered as significant in all testes.

4. Results
Among 66 subjects, six participants were excluded be-

cause of missing more than two sessions and did not 
complete the questionnaires. Table 2 showed demo-
graphic characteristics of the subjects. No significant dif-
ferences were found regarding demographic variables 
(age, sex, marital status, and participation in psychother-
apy). Mean pain severity on a rating scale during the pre-
vious month was 7.5 ± 1.4. The median duration of pain 
was 2.5 years (range, 1.5-5).

 Table 3 provides the mean scores of the dependent vari-
ables (pain severity and mindful awareness) and com-
parison of outcome measures at pretreatment, posttreat-
ment, and three-months follow-up.

Table 2.  Demographic Characteristics of the Subjectsa,b

Variable MBSR TAU P value

Age 34.5 ± 2.41 32 ± 3.2 0.55

Gender 0.32

Male 5 (8) 7 (12)

Female 23 (38) 25 (42)

Education 
Level

0.47

High School 21 (35) 19 (23)

Bachelor 9 (15) 11 (18)

Marital 
Status

0.71

Married 18 (30) 20 (33)

Single 12 (20) 10 (17)

Occupation 0.024

Salaried 
Employee

13 (22) 12 (20)

Housewife 17 (28) 18 (30)
a Abbreviations: MBSR, mindfulness-based stress reduction; TAU, 
treatment as usual.
b Data are presented as mean ± SD or No. (%).

Table 3.  Comparison of Outcome Measures at Pretreatment, Posttreatment, and Follow-Up Session in Study Groupsa,b

Outcome Measure Pretest Posttest Follow-up P Value

Time Time × Group

Pain Severity P < 0.001 P < 0.001

MBSR 7.36 ± 1.25 5.62 ± 1.74 6.07 ± 1.08

TAU 7.5 ± 1.35 7.48 ± 1.27 7.48 ± 1.18

Mindful Aware-
ness

P < 0.001 P < 0.001

MBSR 34.9 ± 10.5 53.8 ± 15.5 40.7 ± 10.9

TAU 53.8 ± 18.1 49.8 ± 13.4 50.36 ± 14.1
a Abbreviations: MBSR, mindfulness-based stress reduction; TAU, treatment as usual.
b Data are presented as mean ± SD.
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Figure 1. Mean of Pain Severity in Mindfulness-Based Stress Reduction 
and Control Groups at Pretest, Posttest, and Follow-Up Session.
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Figure 2. Mean of Mindfulness Awareness in Mindfulness-Based Stress 
Reduction and Control Groups in Pretest, Posttest, and Follow-Up Session

According to presented data in Table 3, there was more 
reduction in pain severity in the intervention group 
(MBSR) in comparison with TAU group; in fact, the reduc-
tion in pain was not observed in TAU group. The mindful 
awareness in MBSR group had a significant increase in 
comparison to TAU group. The results revealed the sig-
nificant effect of time and interaction between time and 
type of treatment on the changes of scores (P < 0.001). 
Figure 1 and 2 present mean of pain severity and mind-
ful awareness for MBSR and TAU groups at posttest and 
follow-up session.

5. Discussion
This study compared the efficacy of MBSR and TAU in im-

proving pain severity and mindful awareness of patients 
with tension headache. Although MBSR is recognized as 
an effective treatment for stress symptoms and pain, its 
efficacy should be examined in the treatment of tension 
headache, which is one of the most common complaints 
in the population. In our study, significant improvement 
in self-reported tension headache was documented by di-
ary scale checklist. This finding was similar to previous 
studies of mind-body-related interventions for chronic 
pain (29). The present study showed that MBSR might 

be an effective treatment for tension headache. Accord-
ing to theories, mindfulness practice through various 
pathways affects the pain (28, 30). First, manipulating of 
attention in meditation practices might impress both 
sensory and affective components of pain perception. 
Second, mindfulness reduces the reactivity to distressing 
thoughts and feelings that accompany and strengthen 
pain perception. Third, mindfulness reduces psycholog-
ic symptoms such as comorbid anxiety and depression. 
Fourth, mindfulness promotes physical self-monitoring 
and body awareness, which might lead to improved body 
mechanisms and self-care. Fifth, mindfulness meditation 
increases parasympathetic activity, which can promote 
deep muscle relaxation that may reduce pain. Finally, 
mindfulness may decrease stress and mood dysfunction-
related psychophysiologic activation by strengthening 
positive reappraisal and emotion regulation skills. 

In our study, significant effects on mindful awareness 
were seen in MBSR group in comparison with control 
group. Observed improvements were consistent with re-
ported studies by other researchers (31, 32). MBSR exerts 
its effects by fostering increased awareness for what is 
happening in each moment with an accepting attitude 
and without getting caught up in habitual thoughts, 
emotions, and behavior patterns. The increased aware-
ness then gives rise to new ways to respond and cope with 
oneself and the world around (33, 34). Our study supports 
the hypothesis that patients with tension headache can 
enhance their mindful awareness and alleviate pain by 
participating in MBSR program.

In summary, the results of the present study suggest 
that MBSR can reduce pain-related anxiety and interfer-
ence in daily activities in the short term. It is suggested 
to perform future studies to compare efficacy of MBSR 
with other traditional and newer cognitive behavioral 
therapies in patients with tension headache. Based on 
this study, MBSR is recommended as an effective psycho-
therapy for reducing the pain in patients with tension 
headache and other illness with pain.

Acknowledgements
Authors are grateful to staff of Shahid Beheshti Hospital 

and participants. Authors also express their gratitude to 
Jon Kabat-Zinn from the Center for Mindfulness (CFM) at 
the University of Massachusetts who graciously provided 
electronic copies of their MBSR guidelines.

Author’s Contribution
Abdollah Omidi conceived and designed the evaluation, 

collected the clinical data, interpreted them, and helped 
to draft the manuscript. Fatemeh Zargar participated in 
designing the evaluation and revised the manuscript.

References
1.       Trkanjec Z, Aleksic-Shihabi A. [Tension-type headaches]. Acta Med 

Croatica. 2008;62(2):205–10.



Omidi A et al.

5Nurs Midwifery Stud. 2014;3(3):e21136

2.       Zirke N, Seydel C, Szczepek AJ, Olze H, Haupt H, Mazurek B. Psy-
chological comorbidity in patients with chronic tinnitus: analy-
sis and comparison with chronic pain, asthma or atopic derma-
titis patients. Qual Life Res. 2013;22(2):263–72.

3.       Stalnacke BM. Life satisfaction in patients with chronic pain - 
relation to pain intensity, disability, and psychological factors. 
Neuropsychiatr Dis Treat. 2011;7:683–9.

4.       Etri M, Adib Hajbaghery M. Effects of Acupressure on Pain and 
Vital Signs of Patients Following Small Abdominal Surgeries: A 
Clinical Trial. Nurs Midwifery Stud. 2012;1(2):67 -71.

5.       Chowdhury D. Tension type headache. Ann Indian Acad Neurol. 
2012;15(Suppl 1):S83–8.

6.       Cathcart S, Galatis N, Immink M, Proeve M, Petkov J. Brief 
mindfulness-based therapy for chronic tension-type headache: 
a randomized controlled pilot study. Behav Cogn Psychother. 
2014;42(1):1–15.

7.       Reibel DK, Greeson JM, Brainard GC, Rosenzweig S. Mindful-
ness-based stress reduction and health-related quality of life 
in a heterogeneous patient population. Gen Hosp Psychiatry. 
2001;23(4):183–92.

8.       Grossman P, Niemann L, Schmidt S, Walach H. Mindfulness-
based stress reduction and health benefits. A meta-analysis. J 
Psychosom Res. 2004;57(1):35–43.

9.       Rosenzweig S, Greeson JM, Reibel DK, Green JS, Jasser SA, Beasley 
D. Mindfulness-based stress reduction for chronic pain condi-
tions: variation in treatment outcomes and role of home medi-
tation practice. J Psychosom Res. 2010;68(1):29–36.

10.       Kerrigan D, Johnson K, Stewart M, Magyari T, Hutton N, Ellen 
JM, et al. Perceptions, experiences, and shifts in perspective 
occurring among urban youth participating in a mindfulness-
based stress reduction program. Complement Ther Clin Pract. 
2011;17(2):96–101.

11.       Kabat-Zinn J. Wherever you go, there you are: mindfulness medita-
tion in everyday life.New York: Hyperion; 1994.

12.       Schmidt S, Grossman P, Schwarzer B, Jena S, Naumann J, Walach 
H. Treating fibromyalgia with mindfulness-based stress reduc-
tion: results from a 3-armed randomized controlled trial. Pain. 
2011;152(2):361–9.

13.       Pradhan EK, Baumgarten M, Langenberg P, Handwerger B, 
Gilpin AK, Magyari T, et al. Effect of Mindfulness-Based Stress 
Reduction in rheumatoid arthritis patients. Arthritis Rheum. 
2007;57(7):1134–42.

14.       Cramer H, Haller H, Lauche R, Dobos G. Mindfulness-based stress 
reduction for low back pain. A systematic review. BMC Comple-
ment Altern Med. 2012;12:162.

15.       Bazarko D, Cate RA, Azocar F, Kreitzer MJ. The Impact of an In-
novative Mindfulness-Based Stress Reduction Program on the 
Health and Well-Being of Nurses Employed in a Corporate Set-
ting. J Workplace Behav Health. 2013;28(2):107–33.

16.       Carlson LE, Garland SN. Impact of mindfulness-based stress re-
duction (MBSR) on sleep, mood, stress and fatigue symptoms in 
cancer outpatients. Int J Behav Med. 2005;12(4):278–85.

17.       Simpson J, Mapel T. An investigation into the health benefits of 
mindfulness-based stress reduction (MBSR) for people living 

with a range of chronic physical illnesses in New Zealand. N Z 
Med J. 2011;124(1338):68–75.

18.       Lengacher CA, Kip KE, Barta M, Post-White J, Jacobsen PB, Groer 
M, et al. A pilot study evaluating the effect of mindfulness-based 
stress reduction on psychological status, physical status, sali-
vary cortisol, and interleukin-6 among advanced-stage cancer 
patients and their caregivers. J Holist Nurs. 2012;30(3):170–85.

19.       McCabe C, Lewis J, Shenker N, Hall J, Cohen H, Blake D. Don't look 
now! Pain and attention. Clin Med. 2005;5(5):482–6.

20.       Bener A, Verjee M, Dafeeah EE, Falah O, Al-Juhaishi T, Schlogl J, et 
al. Psychological factors: anxiety, depression, and somatization 
symptoms in low back pain patients. J Pain Res. 2013;6:95–101.

21.       Lee JE, Watson D, Frey-Law LA. Psychological factors predict lo-
cal and referred experimental muscle pain: a cluster analysis in 
healthy adults. Eur J Pain. 2013;17(6):903–15.

22.       Vlaeyen JW, Linton SJ. Fear-avoidance and its consequences 
in chronic musculoskeletal pain: a state of the art. Pain. 
2000;85(3):317–32.

23.       Hayes AM, Feldman G. Clarifying the construct of mindfulness in 
the context of emotion regulation and the process of change in 
therapy. Clin Psychol sci Pract . 2004;11(3):255–62.

24.       Omidi A, Mohammadi A, Zargar F, Akbari H. Efficacy of mind-
fulness-based stress reduction on mood States of veterans with 
post-traumatic stress disorder. Arch Trauma Res. 2013;1(4):151–4.

25.       Olesen J. New international headache classification. Neuroepide-
miology. 1989;8(2):53–5.

26.       Sadooghi M, Akkashe G. [The efficacy of cognitive-behavioral 
therapy in reducing chronic tension-type headache]. Shahre-
Kord Univ Med Sci. 2009;11(3):85–92.

27.       Brown KW, Ryan RM. The benefits of being present: mindfulness 
and its role in psychological well-being. J Personal Soc Psychol. 
2003;84(4):822.

28.       Zeidan F, Martucci KT, Kraft RA, Gordon NS, McHaffie JG, Coghill 
RC. Brain mechanisms supporting the modulation of pain by 
mindfulness meditation. J Neurosci. 2011;31(14):5540–8.

29.       Morone NE, Greco CM. Mind-body interventions for chronic pain 
in older adults: a structured review. Pain Med. 2007;8(4):359–75.

30.       Zeidan F, Grant JA, Brown CA, McHaffie JG, Coghill RC. Mind-
fulness meditation-related pain relief: evidence for unique 
brain mechanisms in the regulation of pain. Neurosci Lett. 
2012;520(2):165–73.

31.       Kerr CE, Josyula K, Littenberg R. Developing an observing atti-
tude: an analysis of meditation diaries in an MBSR clinical trial. 
Clin Psychol Psychother. 2011;18(1):80–93.

32.       Evans S, Ferrando S, Carr C, Haglin D. Mindfulness-based stress 
reduction (MBSR) and distress in a community-based sample. 
Clin Psychol Psychother. 2011;18(6):553–8.

33.       Davidson RJ, Kabat-Zinn J, Schumacher J, Rosenkranz M, Muller 
D, Santorelli SF, et al. Alterations in brain and immune func-
tion produced by mindfulness meditation. Psychosom Med. 
2003;65(4):564–70.

34.       Lazar SW, Kerr CE, Wasserman RH, Gray JR, Greve DN, Treadway 
MT, et al. Meditation experience is associated with increased cor-
tical thickness. Neuroreport. 2005;16(17):1893–7.


