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Abstract: A mindful approach to education and training could improve students’ reflective
capacities and have positive effects on clinical practice because it facilitates a helping relationship. The main aims of this study were to investigate whether participation in a mindful-based
University training was associated with increases in mindfulness skills as measured by the
5-Facet M Questionnaire, and to present the Italian validation of the questionnaire. Sixty-seven
students from the course Neuro and Psychomotor Therapy were enrolled. They filled in the selfadministered 5-Facet M Questionnaire before and 1 month after a mindfulness-based training,
focused on role-playing and followed by a feedback group discussion. The Italian version of the
5-Facet M Questionnaire had good psychometric properties. The pre- and post-training analysis
showed a significant increase in the subscale ‘Observing’. Findings suggest that role-playing
and feedback group sessions are valid tools to improve students’ mindfulness skills.
Keywords: mindfulness, role play, self-awareness, communication skills, insight, reflective
capacities, feedback

Introduction
The practice of mindfulness refers to the use of the ability to focus one’s attention on
the present experience, neither judgmentally nor in a condescending way.1–4 In fact,
mindfulness is aimed at replacing day-to-day reactive, automatic, and destructive
behaviors with aware and context-appropriate choices, through the acquisition of the
following three fundamental abilities:
1. Learning the ability to live in the present moment, instead of being caught up in
the imagination of the future, or in the recrimination of the past.
2. Learning to recognize thoughts for what they are and not consider them as matters
of fact, to facilitate decentralization.
3. Overcoming the tendency to avoid experiences, which is characterized by flight
attitude and rejection of one’s own thoughts, emotions, and physical sensations.
This goal is correlated with the awareness of being able to choose one’s own actions
and the objectives to commit to.
Siegel explains how a mindful approach to education and training puts the students
in the center, actively involving them in the learning process, enabling the teacher to
join him/her as an active explorer in the student’s discovery journey.5,6
In clinical practice, mindful awareness and the empathic availability of the therapist to be mindfully present to all that arises as the object of the joint attention of the
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therapeutic experience can become a fundamental part of
therapy. It can improve people’s lives and reduce suffering,
thus facilitating a personal transformation that involves the
three points of the triangle of well-being: coherent mind,
empathic relationships, and neural integration.5
Joint attention starts the attunement, which can be considered the core of the therapeutic change: when we engage in a
relationship with another person, we reciprocally focus our
awareness on the elements of our minds and these elements
become the shared center. When this union develops, we start
to resonate with our reciprocal states and we get modified
by the relationship with the other.5 The internal attunement
that encourages the growth of the brain and the interpersonal
attunement that catalyzes similar activation and neural growth
promote integration. Therefore, for any kind of therapy to be
effective, activation, growth, and neural integration must be
facilitated, and coherence of the mind and stable empathy in
the relationships must be promoted. This is the way in which
therapy strengthens the triangle of well-being.5
The neuro and psychomotor therapist for children works
in a therapeutic rehabilitation setting in which communication is mainly based on nonverbal language; therefore, he/
she must be trained during his/her university studies to
recognize the languages he/she will be using daily with children from an emotional and sensitivity point of view (look,
facial expressions, posture, gestures, voice tone, voice, and
prosody) and their tuning in to the communication. In order
to properly relate to patients, therapists must learn how to
act with awareness and attention in their daily clinical practice; for this purpose, a training program should provide the
possibility of being observed and observing oneself in the
rehabilitation therapeutic practice and of receiving a feedback
about it from an external supervisor. This pathway should be
followed slowly, safely, and respecting personal sensibilities.
A mindful approach facilitates child therapists to be
able to actively listen to patients and to stay with them in
the “here and now”. Moreover, students’ training programs
aimed at building reflective and aware relationships positively
influence clinical capacities, facilitating a correct helping
relationship.5 In this study, we propose to introduce the roleplaying approach in the training of child therapists in order
to facilitate the acquisition of greater mindfulness skills,
which could be later implemented in their daily practice. In
fact, it is fundamental to build a training setting considering
a physical and symbolic environment, with regard to space,
time, and privileged relationships domains. It is something
that refers to the way training is conducted by acting, to its
“materiality”, as Massa said,7 which means giving attention
to both the physical space, which helps in learning, as well
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as time, rhythms, and relationships, which might facilitate
its development.
The aims of our research were as follows: 1) to assess the
effectiveness of mindfulness-based role-playing and feedback
group sessions in increasing the levels of mindfulness in an
educational context, as measured by the Five-Facet Mindfulness Questionnaire8 (FFMQ); and 2) to validate the Italian
version of the FFMQ.

Methods
Sample
Ethical approval was obtained from Ethics Committee of
Milano Bicocca University, June 10, 2013. Role-playing
is part of the personal training provided to students of the
second and third years of the Childhood Neuro and Psychomotricity course at Milan Bicocca University, Italy. All the
43 students of the second and third years, 40 females (93%)
and three males (7%), decided to participate in the study.
All participants signed an informed consent. Twenty-one
were in the second year (20 females and one male), and 22
were third-year students (20 females and two males). The
students had a mean age of 22.04 years.
The 43 subjects attending the second and the third years
were randomly divided into eight groups of five to six participants, homogeneous per year of the course. These subjects
underwent the role-play sessions; they were also asked to fill
in the questionnaire to assess mindfulness skills (the FiveFacet Mindfulness Questionnaire). The group composition
was not modified during the different stages of the study.
At the end of the role-play training, the students received
a feedback in order to improve their awareness on their mindfulness skills. The results were not included in the assessment
of the student’s academic curriculum and didn’t represent an
academic evaluation.

Tools

Self-assessment Five-Facet Mindfulness
Questionnaire
The Self-assessment Five-Facet Mindfulness Questionnaire
(Five-Facet M Questionnaire)9 theoretically refers to the
practice of mindfulness, which aims at replacing reactive, dayto-day automatic and destructive behaviors with aware and
context-appropriate choices. This assessment tool measures
all the five components of mindfulness: observing, describing,
acting with awareness, nonjudging, and nonreactivity. It is a
pen-and-paper questionnaire, self-administered, both individually. It is made up of 39 items, divided into five subscales,
which measure the five elements of mindfulness: Observing
(eight items, eg, “I realize when my mood starts to change”),
Advances in Medical Education and Practice 2016:7

Dovepress

Describing (eight items, eg, “I can easily put my feelings into
words”), Acting with awareness (eight items, eg, “When I
do things, my mind wanders off and I’m easily distracted”),
Nonjudging (eight items, eg, “I tell myself I shouldn’t be
feeling the way I’m feeling”), and Nonreactivity (seven items,
eg, “Feel my emotions and feelings without having to react”).
Each item is measured on a five-point Likert scale, in
which 1 corresponds to the answer “never or very rarely true”
and 5 indicates “always or almost always true”. The sum of
the scores for the items composing each scale represents the
scale score, and the total score corresponds to the sum of
the five scales’ subtotals. The final scores from Observing,
Describing, Acting with awareness, and Non-judging can
vary from 8 to 40, whereas the final score from the Nonreactivity scale is from seven to 35. The total score is made
up of five subtotals, with a range from 39 to 195.
Translation procedure
The Italian version we used is derived from the translation of
the original questionnaire written in English. Translation was
done from the English version received by the author with
her written permission to the use of the questionnaire. First,
the Five-Facet M Questionnaire was translated into Italian
by two independent linguistic experts, and this resulted in
the development of versions A and B of the questionnaire.
Then, both the linguistic experts discussed each item with
the clinical experts, and version C was reached. This version C was then back-translated into English by two other
linguistic experts. This step resulted in the version D. This
version D was then compared with the original questionnaire
and points of disagreement were discussed with clinical
experts. Language was again modified and an Italian version
E was created. This questionnaire was administered to ten
students of the first year of the academic course for neuro
and psychomotor therapy for children in order to assess the
ease of understanding. They were encouraged to report any
difficulty that they had faced in understanding any of the
items. Wherever the students reported any difficulty, the issue
was discussed with the linguistic experts and appropriate
change was made to keep the language the closest possible
to the original questionnaire. Finally, version F was created.
This final version was used for this study.

Training program
The training on the use of verbal and nonverbal techniques,
aimed at understanding children and help them during the
therapy, had the main objective of improving the students’
levels of mindfulness by the following means:
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Five-Facet Mindfulness
Questionnaire
Briefing
T1

Role play
Video feedback + group
discussion
Briefing
Role play

T2 (T1 +1 month)

Video feedback + group
discussion

Figure 1 Study design.

 increasing the level of awareness of the subjects toward
their emotions, thoughts, and automatisms;
 having them learn how to stick to the present moment,
instead of being taken away by the anticipation of the
future or mourning for the past;
 having them learn how to witness their thoughts for what
they are.
The 43 students attending the second and the third years
of the courses were divided into eight groups. Each group
underwent two modules composed of a role-play session followed by a video feedback and a group discussion (Figure 1),
for a total of 30 hours. The second module was proposed
30 days after the first one. The modules had the following
structure: on the first day, before each role simulation, a
briefing supervised by the coordinator took place, aimed at
receiving information (place, goals) and thinking over the
experience that the student was about to have. It is aimed at
guiding someone toward an experience that is characterized
by instructions, aims, and rules. This activates an anticipative
reflection, creating a welcoming environment, which helps
participants to find the courage to express their own fears
and training deficiencies they think of having and to help
them become more aware of their emotions and thoughts.10–13
After the briefing, each student was asked to alternatively
play the role of the therapist, the patient, and the observer.
Each subject within his/her own group played all the three
roles. The role-playing allows the subjects to connect with
their inner experience in a supportive and nonjudgmental
context and aimed at improving the students’ verbal and
nonverbal techniques: for instance, adapting the language
content, structure, and tone to the child’s age and abilities
and to different moments in the therapy; synchronizing the
tone with the posture; modifying one’s look according to the
changes in the play, the posture, and the tone; modifying one’s
posture according to the child’s. At the end of each simulation,
we proposed a debriefing in which the group met with the
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coordinator to analyze the experience, highlighting mistakes
and accidents, detected both during the action and later on;
additionally, retrospective thinking was facilitated, together
with an intentional reviewing of what occurred.
On the second day, the group met to watch the videos of
the five role plays. On the following day, all participants had
a moment of personal reflection and they wrote what arose,
both from the debriefing moments and from the group work.
Finally, on the fourth day, the group met with the coordinator
to share thoughts. This pattern was used also in the second
module, for both years of the course.

Study design
All the subjects enrolled were given a numerical code.
The study is divided into two assessment phases
(Figure 1).
• Time 1 (T1): the self-administered Five-Facet M Questionnaire is filled in by the students. Afterward, the first
role play is presented. The experiences are video-recorded
and, the following day, the video recordings are used by
the students for the theoretical analysis.
• Time 2 (T2): after 1 month from T1, the second role play
is presented.
Moreover, the second self-administered Five-Facet M Questionnaire is filled in on the same day, at the end of the role
play (Figure 1).

Statistical analysis
The categorical variables are expressed in number and
percentage, while the continuous variables are identified as
mean and standard deviation (SD). To read the significance
of a hypothesis test, the null hypothesis is rejected if the
P-value is <5%.
To evaluate the presence of potential differences between
second-year and third-year students at baseline, ie, at the start
situation, a specific test was run to verify the differences
between the samples, the t-test for independent samples, on
the sociodemographic data together with the tests collected
at T1. Because no significant differences were found between
the two course years, we proceeded with the analysis of all
data, considering the subjects as belonging to only one sample.
Reliability of the Five-Facet M Questionnaire was measured by calculating the Cronbach’s alpha. Pearson test was
adopted to study the correlation between the subscales. To
evaluate the Five-Facet M Questionnaire pre–post role play,
the paired-samples t-test was used.
R-Statistical package was used for data analysis. A
P-value ≥0.05 was considered to be statistically significant.
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Results
Sociodemographic characteristics
No significant differences emerged among the 43 Italian subjects
of different academic-class years (three males and 40 females)
with regard to sociodemographic variables (Table 1).

Five-Facet M Questionnaire
In Table 2, the results of the analysis of internal consistency
of the five scales of the Five-Facet M Questionnaire are
described. The scales showed a good internal consistency,
being well balanced and presenting an α-value between
0.77 and 0.89. Cronbach’s alpha of the total scale was 0.80.
In order to check the relation between the subscales,
we used Pearson’s coefficient, which showed a low correlation between the five subscales of the Five-Facet Mindfulness Questionnaire (range: –0.16 to 0.30), indicating that
they differentiate the areas studied sufficiently well. The
results confirmed that the Italian version of the Five-Facet
M  Questionnaire also presented psychometric properties as
good as the US version.8

Pre- and posttraining analysis
Five-Facet M Questionnaire

An analysis of the effect of the role-play approach on the
score variance of the Five-Facet M Questionnaire was performed using the t-test for paired samples (Table 3).
We found a significant increase of the scores in the subscale Observing (P=0.035) and a decrease of the scores in
the subscale Describing (P=0.031). In addition, there was
a slight increase in the subscale Nonjudging, although not
Table 1 Sample description

Sex: Female
High school diploma
Age, years

Second year
(n=21)

Third year
(n=22)

Total subjects
(n=43)

20 (95%)
18 (86%)

20 (91%)
20 (91%)

40 (93%)
38 (88%)

M (SD)

M (SD)

M (SD)

21.5 (0.9)

22.6 (1.3)

22.04 (1.2)

Abbreviations: M, mean; SD, standard deviation.

Table 2 Analysis of inner consistency and SD of the selfadministered Five-Facet Mindfulness Questionnaire
Five-Facet Mindfulness Questionnaire

SD

Alpha

Observing
Describing
Acting
Nonjudging
Nonreactivity
Total

4.65
5.1
4.37
5.29
4.05
11.77

0.77
0.89
0.85
0.88
0.80
0.80

Abbreviation: SD, standard deviation.
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Table 3 Effect of role play on mean scores and SD in the FiveFacet Mindfulness Questionnaire
Five-Facet
Mindfulness
Questionnaire

Pre

Post

Paired
samples t-test

M (SD)

M (SD)

t

P

Observing
Describing
Acting
Nonjudging
Nonreactivity
Total

26.6 (4.7)
24.5 (5.1)
31.2 (4.4)
29.2 (5.3)
20.6 (4.1)
132.1 (11.8)

27.8 (4.6)
23.1 (5.5)
30.3 (3.8)
29.3 (5.8)
19.9 (3.4)
130.3 (11.3)

–2.18
2.24
1.60
–0.12
1.48
1.09

0.035
0.031
0.116
0.904
0.145
0.280

Abbreviations: M, mean; SD, standard deviation.

Moreover, the experience of the role plays and of the
feedback from the conductor were described in the students’
written reports as enabling major reflective skills and a deeper
insight of their observational capacities. They reported how
they struggled to be in the relationship with the patient
without judging or immediately categorizing what they
were observing. The following are some qualitative answers
regarding the students’ first experience:
Seeing myself in the video, I noticed my postural rigidity
and the stiffness in my voice when I addressed a fellow/
patient, while playing the role of the therapist; this attitude

statistically significant. No other noteworthy changes in the
Five-Facet M Questionnaire emerged.

Discussion
The purpose of this study was to evaluate whether a
mindfulness-based training aimed at improving the communication skills of students of neuro and psychomotor
therapy would increase the subjects’ mindfulness. In the
training, we chose to use role plays and simulations because
they have been shown to be effective and useful in training
programs.14–17
The results of our study showed that improvements as
assessed by the Five-Facet M Questionnaire were seen only
in one item (Observing). Nevertheless, a slight increase in
the subscale Nonjudging was found. These data may suggest
that the subjects were probably starting a developmental
shifting from a “top–down” modality of experiencing the
world under the influence of prior learning and categories,
to a “bottom–up” modality based on personal observation
and mindfulness skills. Our hypothesis is that autoreflective capacity and awareness of the therapeutic relationship
might emerge later on in the progress of the training, after
the acquisition of the competence skills. In fact, in order
to overcome the tendency to avoid experiences, a long and
gradual training course is necessary.5
Siegel18 claims that the role of mindfulness awareness is
to enable the mind to “discern” the nature of the mind itself,
awakening the person and leading him/her to insights into
which prejudices and emotional reactions are embodied in
the thought and in the reflective answers, which cause inner
distress. The training process to awareness may lead to
achievement of mindful awareness.
This may allow the student to deactivate the automatisms,
reducing the use of top–down modality and inducing a mindful approach to clinical experience.19
A limitation of this study is the relatively small sample.
It would be useful to expand it in further studies.
Advances in Medical Education and Practice 2016:7

had already been pointed out by the observers during the
feedback. This made me think about how much anxiety
related to what was going to happen prevented me from
being emotionally attuned.

Another student wrote: “Only after listening to the observers’
feedback, I realized that I was not able to change according
to the child’s needs”. A third student said:
I was sure I had paid attention to the environment, I had
been sensitive to changes and I had been able to focus on
the other’s needs, but maybe when I started I was too confident and I realized that, though I tried to do well, I was
emotionally absent.

Furthermore, at the end of the experience, a whole group
of students reported as follows:
Playing the role of the therapist, the biggest difficulty was
adjusting to the characteristics of the fellow who was playing
the role of the child. These first experiences turned out to be
fundamental to start to become aware of one’s own ability
to feel, but we realized that the process of awareness needs
to continue the role playing for a longer time.

The results seem to confirm the initial hypothesis regarding
the possibility of training the student to relate with awareness
and in a reflective way. This might have a positive effect on
future clinical practice, guiding the therapist in establishing
a correct relationship with the patient.
Siegel5 claims that a mindful approach is demonstrated to
be an effective therapeutic approach and that the mindful position of the therapist plays a very important role in treatment
effectiveness. Our research needs to be widened to a larger
sample of students, but our first results supported the proposal of using a mindful approach while teaching future child
neuro–psychomotor therapists. Moreover, students’ personal
training experience should be measured and verified over time.
Going back to the main aims of this study, students’
degree of awareness evolves over a long period of time.
submit your manuscript | www.dovepress.com
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A longer longitudinal study is needed to confirm the positive
trend of the students’ acquisition of mindful skills, which
represents a slow learning process, necessary to facilitate
the growth of communicative skills.
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