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Abstract
Efficacy of Mindfulness Based Cognitive Therapy in the Treatment of Symptoms Active
Depression: A Meta-Analysis
Angela Toscano
Mindfulness Based-Cognitive Therapy (MBCT) was designed to prevent relapse of
depression although its uses have recently expanded. The current meta-analysis
examines the effect sizes for eight studies of MBCT for treatment of depression (N =
350). The average intervention effect size (M* = 1.02, SEy* = 0.14) was significantly
larger than the average control effect size (M* = 0.37, SEpy* = 0.15; Zpifs = 3.19, p < .01).
These results indicate that MBCT is an effective treatment for reducing the severity of
active depression in both the standard and shorted version of the treatment. Specific
comparisons to control groups are discussed. Overall, MBCT appears to be a viable

alternative treatment for active depression.



Table of Contents

List of figures
Introduction
Overview of Mindfulness
Overview of Mindfulness Based Treatments
Mindfulness Based Cognitive Therapy
Current Study
Method
Search Strategies
Inclusion and Exclusion Criteria
Data Analysis
Article Search
Results
Description of Studies
Effectiveness of mindfulness based interventions
Control Group Effect Sizes
Comparison of Intervention and Control Groups
Publication Bias
Discussion
Limitations
Implications and Future Research
References
Appendix A

o o ~ N <

11
11
11
12
12
13
13
14
14
15
15
17
18
19
26
32



List of Figures

Figure 1: Flow chart of article search

Figure 2: Forest plot of treatment effects and confidence intervals in MBCT
intervention groups

Figure 3: Forest plot of treatment effects in control groups

Figure 4. Funnel plot of publication bias

Vi

22

23

24

25



Efficacy of Mindfulness 1
Efficacy of Mindfulness Based Cognitive Therapy
in the Treatment of Symptoms
Active Depression:
A Meta-Analysis
For the past several decades, mindfulness has been gaining popularity as a
treatment for several forms of mental disorders (Scherer-Dickson, 2004). Among other
uses, mindfulness and related therapies have been linked to improvement in multiple
mood and anxiety disorders (Hofmann, Sawyer, Witt, & Oh, 2010), reductions in stress
and enhancement of adaptive coping strategies (Edenfield & Saeed, 2012) and reductions
in suffering from chronic pain (Edenfield & Saeed, 2012). Studies indicate that
mindfulness meditation, the process by which one gains mindfulness, may be more
effective and preferable to certain potential clients than psychotherapy and psychotropic
medications (Edenfield & Saeed, 2012)
Depression is a serious problem in today’s society. According to the World

Health Organization 2010’s estimation, depression effects 121 million people worldwide,
and is projected to be the second leading cause of disability worldwide by 2020 (Klainin-
Yobas, Cho, & Creedy, 2012). Approximately 12% of men and 20% of women will
experience a depressive episode during their lives (Williams, Teasdale, Segal, & Kabat-
Zinn, 2007). In the United States in 2007, 10 million people were taking anti-depressant
medications (Williams et al., 2007), but 30% - 70% have a relapse of depressive
symptomology (Klainin-Yobas et. al., 2012). The average American with depression
spent between $1000 and $2500 each year on direct treatment, not counting other costs

such as missed work (Luppa, Heinrich, Angermeyer, Kénig, & Riedel-Heller, 2007).
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Although a variety of treatments for depression have been proposed, more recently
researchers have investigated the efficacy of mindfulness meditation as a treatment of
depression (Marchand, 2012).
Overview of Mindfulness

“Mindfulness” is commonly defined as “the awareness that emerges through
paying attention on purpose, in the present moment, and nonjudgmentally to things as
they are.” (Williams, Teasdale, Segal, & Kabat-Zinn, 2007, p.5). To cultivate
mindfulness, one adopts an attitude of openness and curiosity, and learns to accept
sensory input, emotional experiences and mental events without judgment or resistance
(Williams et al. 2007). The mental events, including thoughts, are not labeled as true or
untrue, and are often metaphorically compared with passing clouds in terms of power and
substance (Marchand, 2012). The individual places emphasis only on the present
moment, and strives to be fully aware of the here and now (Scherer-Dickson, 2004).

Baer, Smith, and Allen (2004) identified four skills involved in mindfulness
which they labeled as observing, describing, acting with awareness, and accepting
without judgment. Observing involves attending to a variety of internal and external
stimuli, including bodily sensations, cognitions, emotions, and sensory input. Describing
or labeling is the act of putting words to internal phenomenon to nonjudgmentally
describe what is happening. In this way, the individual is able to notice thinking patterns.
It is important to note that after labeling a particular thought, the individual moves on to
refocus on the present moment. Acting with awareness involves being fully engaged in
the present moment with all of one’s attention, as opposed to acting on “automatic pilot”

(Bear et al., 2004, p 193). Accepting without judgment involves being non-evaluative
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about the present moment experienced. As noted early, any labels applied to an
experience or thought are purely descriptive (e.g. “thinking”), not evaluative (e.g. “this is
dumb”). The individual does not attempt to avoid or change reality, but accepts it as it is.
These four skills can be taught using a variety of mindfulness exercises, and are
incorporated into mindfulness-based therapies.

Mindfulness based therapies have been linked to success in treating or preventing
both physical and mental ailments. Mindfulness may prevent illness through changing the
individual’s reaction to stress (Edenfield & Saeed, 2012). According to Edenfield and
Saeed (2012), the skill of mindfulness clarifies the individual’s primary appraisal of
stressors, and may facilitate an accurate appraisal of the demands of a stressor and the
individual’s ability to cope with it. In addition, individuals who are skilled in mindfulness
may demonstrate a preference for adaptive coping processes as opposed to dysfunctional
coping styles, improved metacognitive skills, and decreases in distress,
psychophysiological activation, and emotional interference. Mindfulness traits are also
negatively correlated with experiential avoidance strategies such as distraction.

The skills of mindfulness are developed and trained using mindfulness meditation
techniques. The meditation practices involve formal guided meditation including
exercises focusing on breathing, physical sensations which occur while sitting, walking,
or during gentle yoga, and focusing on individual areas of the body, a technique known
as the body scan (Sipe & Eisendrath, 2012). Meditation practices have been linked to
increases in cerebral blood flow, and reductions in metabolic activity, heart and
respiratory rates, blood pressure, oxygen consumption, and muscle tension (Edenfield &

Saeed, 2012). Additionally, researchers speculate that mindfulness breathing exercises
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balance the sympathetic and parasympathetic systems (Edenfield & Saeed, 2012). Once
mindfulness skills, such as those outlined above by Baer et al. (2004), are integrated into
daily life, formal mindfulness meditation practice is no longer necessary (Marchand,
2012).

Overview of Mindfulness Based Treatments

Mindfulness practice began over 2500 years ago, with Asian spiritual practices,
particularly the Zen Buddhist practice of Vipassana meditation (Kabat-Zinn, 1994). It
was not until the end of the 20" century that secular versions of the practice began to
appear in mainstream psychology and medicine (Klufpel et. al., 2003). One pioneer of
secular mindfulness is Jon Kabat-Zinn, who developed Mindfulness Based Stress
Reduction (MBSR; Kabat-Zinn, 1994). MBSR is designed to promote stress reduction
through teaching accurate appraisal of the demands of the stressor and the individual’s
coping resources, and through increasing the individual’s self-regulation of stress
reaction. MBSR has been shown to be useful for patients with a variety of physical and
psychological diagnoses (Klufpel et al., 2013).

Since the creation of MBSR, mindfulness based therapies have been used to treat
a variety of disorders. Mindfulness based therapies often mix traditional psychotherapy
techniques (e.g. psychoeducation or cognitive behavioral therapy) with aspects of
mindfulness such as staying present focused and accepting situations without judging
(Klufpel et al., 2013). Many of these treatments are manualized. For example, Dialectical
Behaviour Therapy (DBT) introduced by Marsha Linehan as a treatment of borderline
personality disorder combines mindfulness techniques with behavioral problem oriented

techniques such as problem solving, contingency management and exposure (Linehan,



Efficacy of Mindfulness 5
Armstrong, Suarez, Allmon, & Heard, 1991). The treatment involves weekly individual
and group therapy for a full year (Linehan et al., 1991), and has been shown to be
effective in reducing the occurrence and severity of parasuicidal actions, and
hospitalization (Linehan et al., 1991) as well as eating disorders (Kristeller et al. 2006).

Acceptance and Commitment Therapy (ACT) was first introduced in 1989 though
the manual was not published until 1999 by Hayes, Strosahl, and Wilson (Hayes, Luoma,
Bond, Masuda, & Lillis, 2006). The focus of the intervention is not to change behaviors
through changing thoughts and feelings like many second generation behavioral
techniques, but instead to change the context which gave raise to the thoughts and
feelings, in part through efforts to reduce experiential avoidance (Hayes et al., 2006).
More specific treatments were also developed. For example, mindfulness-based eating
awareness training (MB-EAT), was developed to reduce symptoms of binge eating
disorders and other eating disorders, and to improve self-awareness and control
(Kristeller & Wolever, 2010). Mindfulness-Based Relapse Prevention (MBRP) is a
combination of MBSR, Mindfulness-Based Cognitive Therapy (MBCT), and relapse
prevention programs to reduce the rates of relapse for individuals with substance use
disorders (Bowen et. al., 2009).

Perhaps the most widely researched use of mindfulness based therapies is as a
treatment of mood and anxiety disorders. Hofmann et. al., (2010) conducted a meta-
analysis of 39 studies (1140 adults). The studies which were included examined the use
of MBSR or MBCT as a treatment for various mood (i.e. depression, bipolar), anxiety
(i.e. generalized anxiety disorder, social anxiety disorder, panic disorder), other

psychological disorders (e.g. attention-deficit hyperactivity disorder), and somatic
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disorders (e.g. chronic pain, fiboromyalgia). The researchers found a moderate effect size
for reduction in mood symptoms across all the individuals in the studies, with individuals
with anxiety and mood diagnoses showing greater reductions in comparison to those
without diagnoses.

Mindfulness based treatments have also been shown to reduce symptoms of
bipolar disorder (Deckersbach et al., 2012), eating disorders (Kristeller, Baer, & Quillian-
Wolever, 2006), disorders of sleep (Shapiro, Bootzin, Figueredo, Lopez, & Schwartz,
2003), psychosis (Chadwick, Taylor, & Abba, 2005), and substance use (Bower et al.,
2009). Mindfulness treatments also have been linked to prevention of relapse in recurrent
depression (Teasdale, et al., 2000), and with improved subjective wellbeing (Keng,
Smoski, & Robins, 2011).

Mindfulness Based Cognitive Therapy

Mindfulness Based Cognitive Therapy (MBCT) was introduced by Segal,
Williams, and Teasdale in 2002, and has steadily gained popularly. MBCT was founded
in the principals of MBSR, in combination with Cognitive Behavioral Therapy (CBT).
The goal of the MBCT was originally to prevent relapse in recurrent depression through
cultivating an attitude of being an impartial witness to one’s own experience, accepting
the experiences of the present moment, and not censoring one’s thoughts (Segal et al.,
2002). According to Marchard, (2012) MBCT is similar to the beliefs of CBT, in that it
teaches that depression is caused by negative self-schemas which result in automatic
thoughts. Excessive self-focus and rumination is associated with depression, while
narrative self-referential thinking is associated with over-generalization of

autobiographical memories into global negative self-judgments and dysphoria.
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Unlike CBT, which focuses on challenging negative thoughts, MBCT attempts to
change one’s relationship with any thought which arises (Marchard, 2012). As such, the
treatment focuses on the thought process instead of content (Sipe & Eisendrath, 2012).
Consistent with all mindfulness practice, MBCT emphasizes accepting the world without
judgment, observing details in daily life, and remaining focused on the present moment,
with the explicit goal of decreasing rumination (Segal et al., 2002). Marchand (2012)
identified additional goals of MBCT, including reperceiving one’s thoughts and emotions
as detached from oneself (e.g. “This depression is not me, just want [ am currently
feeling”). By becoming less identified with the thoughts and emotions the individual feels
less distress when the concept of self is threatened and is instead able to feel compassion
and concern. MBCT also includes increase self-regulation, self-management, emotional
cognitive and behavioral flexibility, value clarification, and exposure to unpleasant affect,
which decreases experiential avoidance.

MBCT is a manualized treatment consisting of eight weekly two hour sessions,
and up to four follow up classes (Segal et al., 2002). The treatment is designed for use
with groups to increase cost efficiency (Scherer-Dickson, 2004), but can be delivered
individually (Tovote et. al., 2014). According to Segal et al. (2002), the first four sessions
are designed to increase mindfulness skills and metacognitive awareness via training
attention to focus on the task at hand and reduce automatic reactions, by being mindful of
everyday situations, and refocusing the mind on the present. The sessions also include
education about thoughts and emotions which arise when the mind wanders, and the
effects of these often unnoticed thoughts. In Williams, Teasdale, Segal, and Kabat-Zinn’s

2007 book, during the first half of treatment the individual begins practicing meditations,
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including a body scan (focusing on each part of the body in turn and non-judgmentally
notice what sensations are arising) mindfully eating (engaging all five senses in the act of
eating) and mindful breathing exercises (experiencing the physical sensations associated
with breathing).

According to Segal et al. (2002), in the second half of treatment, the individual
becomes more vigilant of mood shifts, and learns to cope with shifts to unpleasant affect
by diverting attention to physical sensations for a period, to avoid reactivity. The
individual also learns specific triggers and signs of worsening mood, and prepares for
coping with negative thoughts and emotions. In the book by Williams et al. (2007) during
the second half of treatment, the individual continues with the above mentioned
meditation practices, but also expanding the breathing exercise to include the full body,
as well as the mind.

Current Study

MBCT has become a well-established treatment for prevention of relapse in
recurrent depression. The technique has been shown to be more effective at preventing
relapse than maintenance medications (Kuyken et al., 2008). Recently, researches have
begun to test the effectiveness of this procedure for the treatment of other disorders,
including active depression (e.g. Finucane, & Mercer, 2006; Tovote et al., 2014). Active
depression is defined as the individual currently experiencing an episode of depression as
described by the American Psychiatric Association’s Diagnosis and Statistical Manual,
4" edition (DSM-1V) or 5" edition (DSM-5; 2013), or the World Health Organization’s
International Classification of Diseases, 9" edition (ICD-9).The DSM-5 criteria includes

at least five of the following symptoms for a period of at least two weeks:
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Depressed mood most of the day, nearly every day, as indicated by
either subjective report (e.g., feels sad or empty) or observation made
by others (e.g., appears tearful). Note: In children and adolescents,
can be irritable mood.
Markedly diminished interest or pleasure in all, or almost all,
activities most of the day, nearly every day (as indicated by either
subjective account or observation made by others).
Significant weight loss when not dieting or weight gain (e.g., a
change of more than 5 percent of body weight in a month), or
decrease or increase in appetite nearly every day. Note: In children,
consider failure to make expected weight gains.

Insomnia or hypersomnia nearly every day.

Psychomotor agitation or retardation nearly every day (observable by
others, not merely subjective feelings of restlessness or being slowed
down).

Fatigue or loss of energy nearly every day.

Feelings of worthlessness or excessive or inappropriate guilt (which
may be delusional) nearly every day (not merely self-reproach or guilt
about being sick).

Diminished ability to think or concentrate, or indecisiveness, nearly

every day (either by subjective account or as observed by others).

9
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e Recurrent thoughts of death (not just fear of dying), recurrent suicidal
ideation without a specific plan, or a suicide attempt or a specific plan

for committing suicide.

While research on MBCT as a treatment of active depression is encouraging,
given the small sample sizes of the studies, many of which were described as pilot
studies, the actual effectiveness of the treatment remains questionable. The purpose of the
current study is to conduct a meta-analytical review of the current research pertaining to
the use of MBCT as applied to active depression, to allow the reader to draw stronger
conclusions about the usefulness of MBCT as a treatment of active depression. The
researcher expects to find significant treatment effects for MBCT. Additionally,
individuals who receive MBCT are expected to show greater reductions in depressive

symptoms compared to the control participants who do not receive MBCT.
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Method

Search Strategies

Multiple search strategies were used. First the researcher conducted a literature
search using the following electronic databases: PsyINFO, PsyARTICALS, ProQuest,
ProQuest Dissertations and Theses Open, PubMed, Medline (EBSCO), TRIP, and Google
Scholar. The following key words were used individually or in various combinations:
mindfulness, Mindfulness-Based Cognitive Therapy, MBCT, active depression,
depressive episode, depression, depressed, depressive symptoms, major depressive
disorder, mood disorders. Secondly, the references of relevant articles and meta-analytic
studies were reviewed. Third, the researcher contacted the first author of the relevant
articles to request any additional articles or unpublished work.
Inclusion and Exclusion Criteria

To present the full scope of research on the topic, the meta-analysis included any
relevant study dated before December 2014. Relevant studies were those which included
use of MBCT with adult individuals specifically described as having a current episode of
depression, and that used a standardized self-report or clinician rated questionnaire or
checkilist for depression. Excluded studies were those which were not written in English,
included adolescents or children, examined comorbid disorders without specifically
reporting information about depressive symptoms separately, were case studies, and did

not report adequate statistics for computation of effect sizes.



Efficacy of Mindfulness 12

Data Analysis

Hedge’s g effect sizes for difference scores based on mean and standard
deviations were calculated individually for each group in each study. The effect sizes
were aggregated under the random effects models for the intervention groups and control
groups, and the compared using a z-test. Heterogeneity statistics were calculated for the
intervention group. Finally, effect sizes were calculated for the subgroups, and compared
to the aggregated intervention effect size.
Article Search

The researcher searched nine data bases, and requested articles based on
promising abstracts. Approximately 76 articles were read. Fifty-three articles were
excluded for failing to meet inclusion criteria. The researcher searched the references of
the remaining 23 articles and read an additional 14 studies. Of the 37 studies, 29 were
excluded for failing to meet inclusion criteria or containing exclusion criteria. The
researcher contacted the author of the eight remaining studies, and the authors of four
meta-analyses to request any relevant unpublished data. The authors did not provide the

researcher with relevant studies, and the final number of studies was eight. See Figure 1.
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Results
Description of Studies

The current analysis included eight studies (N=350) from six countries (Four
European countries, one Middle Eastern country, and one from Australia). Seven of the
studies were published in academic journals, and one study was available on Google
Scholar, accepted to an academic journal but is still in press. The studies were published
in journals related to psychology or psychiatry (four studies), scientific research (two
studies), mindfulness (one study), or a medical journal (one study). The studies were
published between 2006 and 2014.

Four studies used the Beck Depression Inventory (BDI) by Beck and Steer
(1987), a 21 item self-report measure of symptoms and attitudes characteristic of
depression. Three studies used the Beck Depression Inventory- Revised (BDI-I1) by
Beck, Brown, and Steer (1996), a revised version of the original BDI to match criteria
listed in the DSM-1V. One study used the seven item depression subscale of the Hospital
Anxiety and Depression Scale by Zigmond and Snaith (1983).

The interventions in the studies were all based on the MBCT manual, and, with
one exception, were conducted by a licensed medical or mental health professional.
Ghasemian, Kuzehkana and Hassanzadeh (2014) was the only study to have a research
assistant host the MBCT group. The intervention was conducted individually or in groups
of up to 14 participants. Five of the studies followed the manual with no alterations. One
study (Manicavasagar, Parker & Perisch, 2012) used the traditional two hour session
format, but had participants complete a second body scan instead of engaging in yoga.

Two studies (Finucane & Mercer, 2006; Tovote et al., 2014) followed the traditional
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eight week session layout, but the sessions only lasted for one hour instead of two.
Tovote et al. (2014) is also unique in that they used individual MBCT instead of the
traditional group format. (Table 1).

Effectiveness of mindfulness based interventions

Eight Hedge’s g treatment effect sizes were calculated using the pre and post
intervention means and standard deviations for the mindfulness intervention groups in the
studies. The intervention group showed significant heterogeneity (Q (8) = 7.4933, p <
.05, I> = 58.82%); therefore the random effects model was used. Participants in the
intervention group showed significant pre to post-test reduction in symptoms of
depression (z = 7.49, p < .001) with a large average effect size of (Hedge’s g = 1.02, ClI
[0.76, 1.29] see Figure 1).

For further analysis, and based on the significant Q statistic, separate treatment effect
sizes were calculated for studies in which the participants completed the standard two
hour MBCT sessions (6 studies), and for studies in which the participants completed the
shortened one hour MBCT sessions (2 studies). Participants who completed the standard
MBCT group had a large aggregated effect size (Hedge’s g = 1.06, CI [0.75, 1.38]). The
shortened MBCT group also had a large aggregated effect size (Hedge’s g = 0.91, Cl
[0.40, 1.43]). No difference was found for the effect size between the two subgroups
(Zoirr = -0.49, p = 0.63).

Control Group Effect Sizes
Eight effect sizes were calculated using the pre and post intervention means for
the control group in seven of the eight studies, with one study using two different control

groups. The control group also showed pre to post reduction in symptoms according to
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measures of depression, (Z = 2.48, p <.05) though with a small effect size (Hedge’s g =
0.37, C1[0.08, 0.67]. See Figure 2.

The control group was divided into three subgroups: those which used a CBT
control group (2 studies), those which used a treatment as usual (TAU) subgroup (3
studies), and those which used a waitlist subgroup (3 studies). The CBT subgroup
showed significant reduction in symptoms as measured by the depression questionnaire
(z=2.79, p <.01) with a large effect size (Hedge’s g = 0.8228). The Treatment as Usual
(Hedge’s g = 0.30) and waitlist (Hedge’s g = 0.04) subgroups did not show significant
reductions (Z=1.24, p = .11, and Z= 0.16, p = .87, respectively).

Comparison of Intervention and Control Groups

The intervention group showed a significantly larger effect size than the control
group (Zpisr = 3.19, p <.01). When compared to subgroups, the effect size in the
intervention group was significantly larger than that for the TAU subgroup (Zpis= 2.54,
p < .05) and the waitlist control subgroup (Zpi#= 3.08 p <.01). The intervention group did
not significantly differ from the CBT subgroup (Zpis= 0.62 p = .54).

Publication Bias

Despite efforts made to be inclusive, including efforts to contact researchers for
unpublished data, the Begg’s test of publication bias was significant (z = 2.97, p < .01),
suggesting that publication bias may affect the studies presented in the current analysis.
The possibility of bias was also evident in the funnel plot (Figure 4). However, given the
small sample size, the applicability of the Begg’s test is questionable, as it is
recommended for meta-analyses with a “reasonable number of studies” (Borenstein,

Hedges, Higgins, & Rothstein, 2009, p. 284).
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To further explore the possible publication bias in the current analysis and its
potential impact on the results, Orwin’s adaptation of Rosenthal’s Fail-safe N was
calculated. According to this statistic, an additional 14 unpublished studies with an effect
size of zero would need to exist in order to reduce the current analysis’s aggregated effect
size to equal that of the control group (Hedge’s g = 0.37). An additional 33 studies with
an effect size of zero would need to exist to reduce the current analysis’s aggregated
effect size to a small effect size (Hedge’s g = 0.20). Given that the earliest published
research on the use of MBCT for the treatment of active depression is only 9 years old, it
is unlikely that 14 additional studies were conducted, found an effect size of zero and

were not published.
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Discussion

Participants in the MBCT groups showed significant reductions in scores on the
measures of depression with a large effect size. Due to the limited research on the current
topic, specific subgroup analysis was limited. Though true differences in effect sizes
likely exist between studies, as evident by the significant Q statistic, the confidence
interval of the aggregate effect size remains in the large effect size category, as does the
effect size for each individual study. One should feel confident in assuming that MBCT,
while perhaps more or less effective for certain subcategories of individuals, is likely an
effective treatment for people with active depression.

The intervention group was divided into those studies using the full manualized
treatment, and those using a shortened session length, and the two subgroups did not
significantly differ. However, in interpreting the results, the reader is cautioned to bear in
mind the size of the subgroups. The shortened session subgroup had only two studies, and
half the sample size of the standard session subgroup. The standard session subgroup was
only comprised for six studies. The small subgroups could contain large amounts of error
variance which contributed to the lack of significant findings. While the results are
promising for the efficacy of the shortened session, future analysis should continue to
explore this assumption.

Participants in the MBCT groups showed significantly greater reduction in scores
on the measure of depression in comparison to participants in the waitlist and treatment
as usual subgroups, but not compared to the CBT subgroup. The lack of significant
differences between MBCT and CBT is not surprising considering the overlap in the

theoretical understanding of depression and focus on cognitive processes (Marchand
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2012). The two treatments do different on their specific focus on cognitions (i.e CBT is
focused on thought content, and MBCT is focused on thought process; Sipe &
Eisendrath, 2012). CBT is considered a highly recommended treatment for depression
and is often considered a gold-standard (Bulter, Chapman, Forman, & Beck, 2004), so the
lack of significant differences could further support the use of MBCT. Gloaguen,
Cottraux, Cucherat, and Blackburn, (1998) conducted a meta-analysis of 48 controlled
trails, and found that compared to waitlist conditions, CBT has large aggregated effect
size (Hedge’s g = 0.82), adding support to the current study’s preliminary claim that
MBCT may be as effective as CBT. Taken in conjunction with previous research (e.g.
Edenfield & Saeed, 2012) MBCT may be an effective treatment for individuals who do
not wish to have traditional psychotherapy but would be willing to engage in meditation
practice. Again, one must consider the small number of samples in the subgroups when
making inferences.
Limitations

Like all research, the current analysis should be interpreted within the scope of its
limitations. Despite efforts to be inclusive of all published and unpublished research, the
analysis was conducted using only 8 studies, with a total sample size of 350 participants.
The limited number of studies likely increased the heterogeneity and error variance in the
analysis. Analyses with a small number of groups are more likely to be affected by
publication bias. However, while the use of MBCT for the treatment of active depression
is still a new application, the results of the current study are promising.

Generalizability is affected by the exclusion criteria imposed by the original

studies. Seven of the eight studies stated their exclusion criteria, and all seven excluded
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substance use disorders, and a history of mania or psychosis. Five of the seven studies
exclude individuals with other comorbid disorders, and four excluded suicidal
individuals. The exclusion criteria limits the generalizability of these studies, and
therefore of the meta-analysis. However, other studies suggest that the treatment may still
be effective for individuals which were excluded from the original research. For instance,
mindfulness programs have been shown to be effective in treatment of substance use
disorders (Bowen et al., 2009), psychosis (Chadwick, 2005) and parasuicidal actions
(Linehan et al., 1991), and reduction in treatment resistance depression with suicidal
individuals, though not suicidal actions (Sipe & Eisendrath, 2012). However, while
studies have addressed these particular populations, future research should examine the
effectiveness of MBCT on the treatment of depression with comorbid disorders.

A possible limitation of the original studies involves the episodic nature of
depression. Some participants may experience spontaneous symptom remission
regardless of treatment type. However, one would expect such spontaneous remission
would occur in both the intervention and control groups. The waitlist subgroup did not
show a significant effect from pre to post treatment, suggesting that changes in
symptomology simply due to time is unlikely. Additionally, research suggests that the
average episode of depression lasts for 20 weeks (Williams & Swales, 2004), which is
over twice as long as the intervention is scheduled to last.

Implications and Future Research

The results of the current analysis suggest that MBCT is an effective treatment for

active depression. Because depression is a common diagnosis and the treatment is

expensive (Luppa et, al., 2007), effective treatments for the disorder are in high demand.
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MBCT, which is delivered in a group format, may offer a cost effective form of treatment
for depressive episodes. As MBCT has previously been linked to reductions in relapse of
depression (e.g. Teasdale, et al., 2000, Kuyken et la., 2008), the benefits gained by
practicing MBCT may extend past the end of the current episode to prevent relapse in the
future. Future research should examine if MBCT is effective in inpatient settings, where
effective group therapy may be particularly useful and readily attended. Future research
should also continue to compare the length of session necessary for effective treatment of

active depression, as suggested earlier in the study.
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Table 1: Descriptions of the studies included in the meta-analysis
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8 articles

29 excluded

Figure 1: Flow chart of article search

Efficacy of Mindfulness

22



Efficacy of Mindfulness 23

Simple forest plot
_._
i
—.—
o
-10 0 10 20 30
md

Figure 2: Forest plot of treatment effects and confidence intervals in MBCT intervention

groups
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Figure 3: Forest plot of treatment effects in control groups
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Figure 4. Funnel plot of publication bias
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