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Keywords
We provided a meditation training program for psychiatric hospital inpatient alcohol use disorder,
clients with alcohol use disorder and tested its efficacy as a treatment modality emotion, meditation, mood
for mood dysregulation. Participants were 31 men who were assigned to regulation, psychosocial
experimental or control groups. Those who participated in the meditation stress

training program for 8 weeks reported a significant decrease in psychosocial
stress and negative mood states and an increase in positive mood states
compared to the control group participants. The results demonstrated that
meditation training was beneficial in decreasing stress and negative mood states
and increasing positive mood states in people with alcohol use disorder. More
meditation training programs for clients with alcohol use disorder are needed to
control their mood dysregulation, which is one of the most important elements
of managing negative mood states.

Article Highlights

® The mood regulation of people with alcohol use disorder was found to be related to the improvement and
recovery of their quality of life.

® We developed an eight-session, in-ward program for people with alcohol use disorder.

* The meditation program developed in this study effectively regulated negative moods and reduced stress,
so it can be used as an important therapeutic resource.

Alcohol use disorder (AUD) is a condition that encompasses alcohol abuse and dependence and includes symptoms of
alcohol cravings, mood dysregulation, increased stress response, and impulsive behavior (American Psychiatric
Association, 2015). AUD is a pervasive public health problem with detrimental consequences for individuals, families,
and society, resulting in car accidents, crimes, healthcare problems (e.g., suicide), and mental and physical health
problems (Priddy et al., 2018; World Health Organization, 2018). Moreover, it is one of the most prevalent mental
disorders worldwide, affecting 237 million men and 46 million women (World Health Organization, 2018). In the
United States, the 1-year prevalence of AUD (i.e., the percentage of individuals with AUD at any point during a single
year) is 13.9% and the lifetime prevalence of AUD (i.e., the percentage of individuals in a population who have ever
experienced AUD over the course of their lifetime) is 29.1%. It has been shown that AUD is affected by marital status
and socioeconomic status (Grant et al., 2015). Another study found that as of 2018, 5% of Americans aged 12 years and
older had experienced AUD and nearly half of Americans met the AUD criteria on a lifetime basis (Tucker et al.,
2020).
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However, compared to AUD’s high prevalence, the rate of receiving or continuing specialized treatment is low, and the
likelihood of AUD leading to other substance use disorders is high (Lee, 2019). Various effective treatments for AUD
have been proposed to reduce social costs and improve quality of life. One meta-analysis presented examples of
treatments for AUD, including cognitive behavioral therapy, motivational enhancement therapy, 12-step programs,
Alcoholics Anonymous, meditation, stress management, social skills training, music therapy, and art therapy (S. A. Kim
et al., 2015). Previous studies on risk factors have confirmed that AUD increases as a result of various psychological
causes (Petit et al., 2015).

Specifically, dysregulation of moods is a strong emotional element and key factor in AUD (Jakubczyk et al., 2020).
Mood regulation refers to strategies that affect when, how, and for how long certain emotions are experienced and
expressed (Gross, 2014). Mood dysregulation contributes to depressive symptoms and sleep disturbances in general,
worsening these symptoms (Brower, 2003; Palmer et al., 2018). Clinically, mood dysregulation is a characteristic AUD
symptom (American Psychiatric Association, 2013; Gross, 2013). AUD is a coping strategy to relieve and avoid stress,
and the higher the stress, the higher the possibility of AUD (Cavicchioli et al., 2018). In other words, increased mood
dysregulation and stress responses are key to inducing negative mood states in the process of AUD treatment (Tang,
Posner, et al., 2015).

Thus, successful treatment of AUD may depend on regulating negative mood states, such as anxiety, anger, and
depression, which are major triggers for persistent alcohol use behavior (Carey & Correia, 1997). Indeed, many theories
have focused on reducing negative moods about addiction and AUD (Baker et al., 2004; Cooper et al., 1995; Cox &
Klinger, 1988; Khantzian, 1987). Neuroscience studies have shown that the anterior cingulate cortex and medial
prefrontal cortex are brain structures related to mood regulation through the limbic system (Rudebeck et al., 2008).
Mood dysregulation in people with AUD is related to decreased activity in the anterior cingulate cortex and medial
prefrontal cortex (Tang, Posner, et al., 2015). In addition, regulating cravings and negative emotions in individuals with
AUD is associated with the successful engagement of the prefrontal cortex (Suzuki et al., 2020). Therefore, it is
possible to increase mood regulation and promote rehabilitation in clients with AUD by increasing activity in their
anterior cingulate cortex and medial prefrontal cortex (Goldstein & Volkow, 2011; Tang, Posner, et al., 2015).

On the basis of the working principle of brain neuroscience, meditation training has been presented as one evidence-
based method for controlling moods and reducing stress. Prior research has shown that mindfulness practice improves
mood regulation and reduces stress (Cavicchioli et al., 2018). Besides that, psychosocial stress has been suggested as
another area that meditation affects. Psychosocial stress refers to the stress experienced due to the interaction between
psychological factors, like emotions and thoughts, and social factors, like environmental and societal conditions. One
experimental study demonstrated a significant decrease in psychosocial stress in the meditation intervention group of
people with AUD versus a slight increase in the control group (K. I. Kang, 2019). Another study on meditation training
for people with AUD revealed an inverse correlation between stress (identified using the Perceived Stress Scale) and
psychological distress (identified using the Kessler Psychological Distress Scale; Gryczynski et al., 2018).

Additionally, meditation has been utilized as an evidence-based treatment to improve mood regulation in clients with
AUD (Holzel et al., 2011). Meditation increases positive mood and decreases negative mood by integrating experiences
through nonjudgmental concentration training (Tang, Holzel, et al., 2015). Meditation training for clients with AUD
improves mood regulation, reduces stress response, weakens the link between stress and addiction, and enhances self-
regulation ability, thereby suppressing negative impulses and improving psychosocial well-being (Garland et al., 2014).

Regarding specific studies that have explored meditation training for AUD, S. H. Park and Lee (2016) provided a
weekly meditation program for community clients with AUD for 10 weeks, including body scan, breathing meditation,
loving—kindness meditation, walking meditation, yoga meditation, and short explanations regarding each week’s topic.
Through these meditations, the participants learned not only to accept the present state as it is but also to allow it.
Similarly, H. N. Park and Yu (2005) reported that mood stability in outpatient clients with AUD increased after a
6-week meditation training. A randomized control study investigating the brain science of meditation’s mood regulating
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effect reported that the brain imaging activity of the experimental group that received meditation training increased
significantly compared to that of the control group (Tang, Holzel, et al., 2015).

Furthermore, mindfulness training is a promising intervention option for preventing the recurrence of AUD (Chiesa &
Serretti, 2014; Li et al., 2017). According to previous studies, mindfulness meditation to prevent alcohol-related
substance use relapse is more effective than standard relapse prevention and also has a longer-lasting effect (Bowen et
al., 2014). Additionally, mindfulness meditation training is known to be effective for treating AUD, is generally
provided on a group basis, is structured as several weeks of intervention, and is comparable to the therapeutic effect of
individual therapy (Garland & Howard, 2018).

However, most studies reporting that meditation training is an effective modality for managing negative emotions in
AUD patients have been conducted outside of Korea. Moreover, evidence is scarce on meditation’s effect on mood
regulation for inpatient clients with AUD in Korea, and we questioned whether the results of other studies would be
the same for Korean participants. In particular, as our target study sample comprised actual clients admitted to
hospitals, we believed that the results would be significant. Therefore, in this study we provided a meditation training
program for inpatient clients with AUD and tested its efficacy as a treatment method for mood dysregulation and stress
reduction. We formed the following hypotheses:

Hypothesis 1: The experimental group participating in inpatient meditation training for alcohol use disorder will report
a greater reduction in psychosocial stress than will the control group.

Hypothesis 2: The experimental group participating in inpatient meditation training for alcohol use disorder will report
a greater reduction in mood dysregulation than will the control group.

Method

Ethical Considerations

All procedures performed involving human participants were in accordance with the ethical standards of the
Institutional Review Board of Chung-Ang University and with the 1964 Helsinki declaration and its later amendments
or comparable ethical standards. The participants voluntarily gave written consent after receiving a detailed explanation
regarding the study’s purpose and process. They understood that they could withdraw from the study whenever they
wanted to without any penalty and that the collected data would be managed confidentially and contained safely.

Research Design

This was a nonequivalent control group pre- and post-test experimental study to test the effects of group meditation on
mood states and psychosocial stress in inpatient clients with AUD. There were two groups: the untreated control group
and the experimental group, with the latter participating in the eight-session meditation training program in our study.

Participants

Participants were adults with AUD who had been admitted to psychiatric hospitals in South Korea. We used
convenience sampling to select two psychiatric hospitals and invite the rehabilitation program managers to the study.
The managers received a detailed explanation regarding the study’s purpose and process. Potential participants were
recommended and evaluated with regard to taking part in the study. The inclusion criteria were as follows: (1)
diagnosed with AUD, (2) more than 3 days after hospitalization, and (3) being able to participate in all sessions. The
exclusion criteria were as follows: (1) expected risk of alcohol delirium tremens, (2) presenting alcohol withdrawal
symptoms, and (3) presenting symptoms of cognitive function impairment. To determine the necessary sample size we
used the G*Power 3.1 program with a significance level of 0.5, power of 80%, and effect size of 0.5 following Cohen
(1988). This revealed that we needed a minimum of 28 participants (14 in each of the experimental and control groups).
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Considering a 25% dropout rate, we selected and assigned 35 participants, 17 to the experimental group and 18 to the
control group. Consequently, through this recruitment process, all the participants were men. In the experimental group
the mean age was 55.08 years (SD = 7.75) and in the control group the mean was 50.83 years (SD = 13.58). Participants’
age did not differ by condition (thy* = 1.01, p = 32). Participants’ demographic details are shown in Table 2 in the
Results section.

Meditation Training Program

The meditation training program included eight sessions of orientation and team building, body scan, breathing
meditation, relaxation meditation, sleep meditation, gratitude meditation, loving—kindness meditation, and
psychoeducation (see Table 1). The program was provided for 50 minutes once a week for 8 weeks and was conducted
as a group activity led by two mental health nurses who each had more than 5 years’ experience in psychological trauma
and mental health nursing.

Table 1. The Meditation Training Program

Session no. Topic Contents

1 Orientation and team building — Program overview
— Introducing participants and sharing expectations
— Psychoeducation: principles of meditation

2 Breathing techniques — Psychoeducation: principles of breathing
— Practice: breathing meditation

3 Body scan — Psychoeducation: body and mind connections
— Practice: body scan

4 Relaxation — Psychoeducation: the importance of relaxation
— Practice: relaxation meditation

5 Sleep, emotions, and health — Psychoeducation: relationships between sleep, emotions, and health
— Practice: sleep meditation

6 Gratitude in daily life — Psychoeducation: effects of gratitude in daily life
— Practice: gratitude meditation

7 Love yourself — Psychoeducation: self-esteem and self-pity
— Practice: loving—kindness meditation

8 Sharing and wrapping up — Sharing program experience

— Blessings and encouraging hope

Data Collection

We collected the data between May 3 and July 18, 2022. We conducted the pretests after receiving the written consent
of the participants and post-tests 8 weeks later, when the eighth session of the program was completed. Four clients
were dropped from the experimental group because they were discharged before the end of the program. Thus, we
analyzed data collected from 13 clients in the experimental group and 18 clients in the control group.

Measures

Mood States

To measure the participants’ mood states, we used the Korean version of the Profile of Mood States-Brief, which was
originally developed by McNair et al. (1992). E. J. Kim (2001) translated the scale into Korean and verified its
reliability and validity with a sample of 405 Korean students aged 14-30 years. The scale includes 30 items composed
of six subcategories: (1) vigor/vitality (“active,” “cheerful”), (2) tension/anxiety (“on edge,” “panicky”), (3)
depression/discouraged (“sad,” “unworthy”), (4) anger/hostile (“grouchy,” “annoyed”), (5) fatigue/powerlessness (“worn
out,” “sluggish”), and (6) confusion/frustration (“muddled,” “bewildered”). Each item is measured on a 4-point Likert
scale ranging from O (not at all) to 3 (always). The total mood state value is calculated by subtracting the score for

© 2023 Scientific Journal Publishers Limited. All Rights Reserved. 4



@ Social Behavior and Personality: an international journal

vigor/vitality from the sum of the other scores of the subcategories. The higher the total score, the more negative is the
mood state. Cronbach’s alpha in this study was .77, compared to .84 in a previous study with psychiatric patients (Cho
& Moon, 2016).

Psychosocial Stress

We utilized the Psychosocial Well-Being Index-Short Form to measure participants’ psychosocial stress. This scale was
developed by Chang (2000) and is based on the General Health Questionnaire, which includes 18 items from the
original Psychosocial Well-Being Index (Goldberg, 1978). Example items are “I feel very tired and exhausted; even
eating is difficult” and “I cannot sleep because of worries.” Each item is measured on a 4-point Likert scale ranging
from O (always) to 3 (not at all), with a score range of 0-54. The higher the score, the higher the psychosocial stress.
Cronbach’s alpha was .86 for this study, compared to .85 in a previous study examining problem drinking and
psychosocial stress (Sohn, 2010).

Data Analysis

We analyzed the homogeneity between the experimental and control groups using ¢ tests, chi-square tests, and Fisher’s
exact test. We performed a normality check for the dependent variables using the Shapiro—Wilk test. Last, we evaluated
the difference in the dependent variables before and after the meditation program for both experimental and control
groups using an analysis of covariance (ANCOVA).

Results

Participants’ General Characteristics

Using SPSS 23 software, we calculated the means, frequencies, and standard deviations to describe the participants’
general characteristics (see Table 2). We used ¢ tests, chi-square tests, and Fisher’s exact test to examine the
homogeneity between the experimental and control groups. The results showed there were no significant difference in
the age (p = .32), marital status (p = .29), religion (p = .21), education level (p = .13), or employment status (p = .32)
between the two groups.
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Table 2. Participant Characteristics and Homogeneity

Experimental Control
Categories (n=13) (n=18) X2 P
n % n %

Job 4.60 32
Employed 3 23.07 0 0.00
Unemployed 10 76.92 18 100.00

Marital status 2.44 .29
Married 10 76.92 12 66.67
Unmarried 3 23.07 3 16.67
Other 0 0.00 3 16.67

Religion 4.52 21
Christian 4 30.77 1 5.56
Catholic 0 0.00 0 0.00
Buddhist 3 23.07 4 22.23
None 4 30.77 11 61.11
Other 2 15.38 2 11.11

Education level 5.64 13
Elementary school or lower 0 0.00 1 5.56
Middle school or lower 8 61.54 4 22.22
High school or lower 3 23.08 10 55.56
College or higher 2 15.38 3 16.67

Note. N = 31.

Hypothesis Verification

We conducted an ANCOVA by controlling for the prior psychosocial stress score to test the differences in psychosocial
stress between the experimental and control groups. The results indicated there was a significant decrease in stress, F(1,
28) = 16.89, p < .001, in the experimental group from 20.92 + 12.37 points to 15.69 + 7.69 points, compared to a slight
increase in the control group from 29.00 * 7.93 points to 30.44 + 9.15 points (see Table 3). Therefore, Hypothesis 1
was supported.

Table 3. Differences Between Groups in Terms of Psychosocial Stress

Pretest Post-test

Group n F(1,28) P
M SD M SD

Experimental 13 2092 12.37 15.69 7.69 16.89 <.001

Control 18 29.00 7.93 30.44 9.15

Note. N = 31.

We then conducted an ANCOVA by controlling for the prior mood state score to test the differences in mood states
between the experimental and control groups. The results indicated that there was a significant decrease in mood states,
F(1,28) = 11.40, p = .002, in the experimental group from 16.62 * 25.48 points to 4.23 * 13.22 points, compared to a
slight increase in the control group from 32.11 £ 24.56 points to 33.83 + 24.64 points. An analysis of the differences in
the total mood disturbance scores between the experimental and control groups also demonstrated a significant decrease
in the experimental group after the program, F(1, 28) = 9.89, p = .004. In addition, analysis of the differences between
the groups’ total mood disturbance subcategories showed significant decreases in the experimental group after the
program compared to the control group: tension/anxiety, F(1, 28) = 8.14, p = .008; depression/discouraged, F(1, 28) =
6.79, p = .014; anger/hostile, F(1, 28) = 10.79, p = .003; fatigue/powerlessness, F(1, 28) = 10.58, p = .003; and
confusion/frustration, F(1, 28) = 4.61, p = .041. However, vigor/vitality, the positive factor among the mood state
subcategories, showed a significant increase in the experimental group after the program compared to the control group,
F(1,28) =6.99, p = .013 (see Table 4). Consequently, Hypothesis 2 was supported
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Table 4. Differences Between Groups in Terms of Mood State

Pretest Post-test
Categories Group? F(1,28) P
M SD M SD

Mood state (TMD-(1)) Experimental 16.62 25.48 4.23 13.22 11.40 .001
Control 32.11 24.56 33.83 24.64

1. Vigor/vitality Experimental 10.15 5.70 11.00 5.69 6.99 .001
Control 5.56 4.02 6.11 4.44

Total mood disturbance Experimental 26.77 26.66 15.23 12.50 9.89 .001

(TMD, Sum of (2)~(6)) Control 37.67 23.94 39.94 23.76

2. Tension/anxiety Experimental 4.85 5.87 2.69 2.81 8.14 .001
Control 7.94 5.15 8.28 5.41

3. Depression/discouraged Experimental 5.77 5.34 3.46 3.23 6.79 .001
Control 7.67 5.59 8.00 5.24

4. Anger/hostile Experimental 5:23 557 2.23 2.89 10.79 .001
Control 7.33 4.50 8.06 532

5. Fatigue/powerlessness Experimental 4.38 5.56 2.23 2.59 10.58 .001
Control 7.39 5.45 8.00 5.09

6. Confusion/frustration Experimental 6.54 4.93 4.62 2.66 4.61 .04
Control 7.33 4.68 7.61 4.49

Note. N = 31." Experimental group n = 13; control group n = 18.

Discussion

In this study inpatient clients with AUD who completed a meditation training program showed a significant decrease in
psychosocial stress, supporting Hypothesis 1. This result is in line with a previous study that tested the effect of
meditation on perceived stress after eight sessions of meditation and found a significant decrease in the intervention
group of clients with AUD versus a slight increase in the control group (K. I. Kang, 2019). In addition, another study on
meditation training for clients with AUD revealed an inverse correlation between stress and psychological distress
(Gryczynski et al., 2018). These outcomes indicate that meditation training is an efficacious method to lower
psychosocial stress in people with AUD.

Furthermore, we found that participants in the meditation training program reported a significant decrease in mood
dysregulation, such as depression, anxiety, and anger, compared to the control group, thus supporting Hypothesis 2.
These results are consistent with those of a previous study in which the depression, anxiety, and anger scores of people
with AUD decreased after an eight-session meditation training course (Shin, 2009). In additional randomized controlled
trials on meditation, the depression and anxiety scores of individuals with alcohol dependence also decreased after 8
weeks of meditation training compared to the control group (E. H. Kang, 2014). These results show that meditation
training is beneficial for decreasing depression, anxiety, and anger in people with AUD.

Last, the participants in the meditation training program reported a significant decrease in negative emotion and an
increase in positive emotion compared to the control group. Therefore, Hypothesis 2 was supported and these results
align with those in a previous study that demonstrated a significant decrease in negative emotion and an increase in
positive emotion in participants with AUD after completing a 10-week meditation training program (S. H. Park & Lee,
2016). These studies suggest that meditation training can improve mood regulation in clients with AUD.

In summary, this study contributes to nursing knowledge by verifying the efficacy of mood control through a meditation
program targeting inpatient clients with AUD. The meditation program presented in this study can be applied to people
with AUD in clinical or community mental health contexts. Furthermore, this study can be used to develop and apply
intervention programs for people with AUD.
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Limitations to this study include the fact that the participants were recruited with convenience sampling and the sample
size is small. Thus, caution is required in interpreting or generalizing this study’s results. Further studies are encouraged
to include larger samples and use multicenter-based randomized controlled trials.

Conclusion

This study investigated the efficacy of meditation training for psychiatric hospital inpatient clients with AUD in terms
of decreasing psychosocial stress and increasing mood regulation. The experimental group that participated in the
meditation training program reported a significant decrease in psychosocial stress and negative mood states and an
increase in positive mood states compared to the control group. These results demonstrate that meditation training is
beneficial in decreasing stress and negative mood states and increasing positive mood states in clients with AUD. More
meditation training programs for people with AUD are needed to manage their mood dysregulation, which is one of the
most important elements of managing negative mood states.
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