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Our hopes…

⚫ To build understanding of the MBCT research 

journey

⚫ Through this to heighten clarity about current 

MBCT clinical practice

⚫ To explore MBCT clinical questions & dilemmas

⚫ To reconnect with our mindfulness practice

⚫ To experience yourself as an active participant 

in the evolving story!



Plan for the day

⚫ Origins of MBCT – the first steps

⚫ The MBCT research journey – an overview

⚫ How does MBCT work?

⚫ MBCT implementation – research and practice
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Mindfulness-Based Stress 
Reduction (MBSR)

For….

⚫Chronic Pain

⚫Anxiety

⚫Psoriasis



Relevance to major depression?



The Scale of the Problem: 
Population Health and Mental Well-being

⚫ WHO - mental illness = biggest health burden by 2030 

⚫ Mental illness = biggest single cause of morbidity across the 

world (40% of the total in Britain)

⚫ Depression = leading cause and increasing year by year

⚫ Use of anti-depressants in the UK increased from 9m 

prescriptions in 1991 to 47m in 2011

⚫ Much of the burden from physical ill health comes from the 

stress that such illnesses cause the sufferer 

⚫ Cost of depression and anxiety to UK economy is estimated at 

£17 billion or 1.5% of GDP

⚫ In the most deprived areas of the UK, 9 -10% of population are 

on (often long-term) antidepressant prescriptions.







The Rationale for MBCT
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This integration…pioneered a new 
possibility wider interest:

⚫ the central processes on which MBCT is 

thought to have its effects (rumination and 

experiential avoidance) are trans-diagnostic 

⚫ the skills that MBCT trains (attentional focus, 

self-awareness and self-compassion) have 

wide applicability 

⚫ The MBCT manual published in 2002 made 

the programme form and its rationale explicit 

and accessible. 
(see Teasdale, Segal & Williams 2003)



Each discipline offers:

⚫A map of the mind

⚫A sophisticated investigative 

tool

Each acknowledges:

⚫Universal processes

⚫Common humanity



Following a trail…. cognitive 
approaches to understanding and 
treating major depression



Heightened vulnerability to depression...

⚫ Connections  between changes in body, mood and 
thoughts become much closer so that even small shifts 
in these can trigger a depressive response. 

⚫ Memories/images become re-accessed and feel current

⚫ Characteristic pattern of :

– Over use of conceptual mode (rumination) 

– Attempts to stop rumination and aversive experience 
(avoidance)

(using ‘doing mode’ to suppress or elaborate emotional 
expression)

⚫ Hopelessness and despair 



Low mood activates whole mode 
of mind (driven doing-mode)

⚫ Discrepancy-based (wanting things to be different, 

matching to standard, judgmental thinking about self, 

goals, etc)

⚫ Mainly verbal

⚫ Thoughts taken as real

⚫ Thinking often relates to past or future

⚫ Urge to ‘get away from’ – avoidance patterns

⚫ Automatic/ habitual – keeps going over old ground –

‘mental groove’



Universal and specific 
vulnerability (Williams 2008)

Universal:

- traits shared by all humans that tend us 

towards suffering

Specific:

- patterns, traits, tendencies, particular 

sensitivities created by our conditioning, life 

events, environmental influence, illness, 

genetic makeup etc.



MBCT research journey





Phases of the MBCT research journey

1. Preliminary trials

2. Replications in other contexts/other 

teachers 

3. MBCT for other populations

4. How does MBCT work?

5. Evaluation of implementation



First MBCT Clinical Trials

⚫ 3 centre study (Teasdale et al, 2000) 

⚫ Single centre replication study (Ma & 
Teasdale, 2004)

Summary of results of both trials: 

MBCT approximately halved the likelihood of 
depressive relapse in patients who had had 
three of more episodes of depression
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National Institute for Health and Clinical 
Excellence (NICE) Recommendation 
for Depression Relapse Prevention (2009)



NICE Guidance on 

Depression:

Review 2019



NICE Guidelines

NICE have recommended MBCT should be offered as 

a relapse prevention intervention for people 

currently well with a history of 3+ episodes of 

depression since 2004 (and updated in 2009)

NICE do not currently recommend MBCT/other MBIs 

elsewhere

But do NICE guidelines matter?



MBCT in IAPT

IAPT (Improving Access to Psychological Therapy) services 
offer NICE-recommended psychological therapies for 
anxiety and depression in England

Over 1 million adults are referred to IAPT services each year

MBCT is now mandated in IAPT

Health Education England have funded training for 72 MBCT 
teachers to work in IAPT in 2018-2020 and are funding 128 
places for 2021





What’s changed since 2009?



 Stronger evidence for relapse 
prevention



MBCT has 23% lower risk of relapse over two years 

compared with anti-depressant medication

Kuyken et al, 2016



MBCT followed by anti-depressant medication versus 

discontinuation

Huijbers et al, 2016

MBCT+discontinuation

higher relapse rate than 

MBCT+mADM



Farb et al, 2018



Decentring improved to a similar degree in both arms, 

with non-relapsers showing greatest improvement   

Risk of relapse similar for MBCT and group 

Cognitive Therapy



 Strong evidence for current 
depression



For people experiencing current depression, MBIs have 

similar outcomes to evidence-based treatments (mostly 

CBT)

Goldberg et al, 2018



 Growing evidence for ‘treatment 
resistant’ depression



NICE Depression Guideline Update

NICE Guidance for Depression is currently under 

review



MBCT beyond depression:

⚫ Adolescents with ADHD 

⚫ Health anxiety

⚫ Psoriasis

⚫ Respiratory conditions

⚫ Healthcare professionals

⚫ Insomnia

⚫ Cancer

⚫ OCD

⚫ Binge eating

⚫ Headache pain

⚫ Tinnitus

⚫ Veterans with PTSD

⚫ etc



Summary

⚫ Evidence for depression prevention is compelling 

– particularly in those who have heighted relapse 

vulnerability 

⚫ MBCT appears to be safe when (carefully) 

offered to people with current depression, 

anxiety, PTSD and a range of other conditions



Implications for our work

In small groups consider if/how research evidence and 

NICE guidelines inform who we offer MBCT to, and 

how we offer MBCT



How does MBCT work?



How does MBCT work?

In small groups consider:

What changes during an MBCT course?

How does MBCT facilitate these changes?



How does MBCT work? 
Research evidence



MBCT

Benefits to depression:

Reduced risk of relapse

Reduced symptoms

Other benefits  

How does MBCT work?



MBCT/MBSR

Benefits to depression:

Reduced risk of relapse

Reduced symptoms

Other benefits  

Improved 

Mindfulness

Strongest evidence



Benefits to depression:

Reduced risk of relapse

Reduced symptoms

Other benefits  

Reduced 

Rumination and 

Worry

Strongest evidence

MBCT/MBSR



Rumination and Worry

⚫ Rumination: “repetitive and passive thinking about one’s 

symptoms of depression and the possible causes and 

consequences of these symptoms” (Nolen-Hoeksema, 2003, p. 

107)

⚫ Worry: “a chain of thoughts and images, negatively affect-

laden and relatively uncontrollable … [that] represents an 

attempt to engage in mental problem-solving on an issue 

whose outcome is uncertain but contains the possibility of one 

or more negative outcomes” (Borkovec, Robinson, Pruzinsky, & 

DePree, 1983, p. 10).



Benefits to depression:

Reduced risk of relapse

Reduced symptoms

Other benefits  

Increased Self-

Compassion

Limited evidence

MBCT/MBSR



How does MBCT work? 
The role of mindfulness practice

Parsons et al, 2017



MBCT and MBSR: Meta-analysis of relationship 
between mindfulness practice and outcome

⚫ 43 studies (n=1427)

⚫ On average 64% of assigned practice completed 

during the course

⚫ A significant association between amount of self-

reported home practice during MBCT/MBSR and 

intervention outcomes – 7% of variation in outcome 

was accounted for by the amount of home practice

Parsons et al, 2017



Reduced risk of 

relapse over 24 

months

Decentring

Mindfulness 

practice following

MBCT

The role of sustained mindfulness practice

Segal et al, 2018



MBCT in Action

Whilst watching the video consider:

1. What patterns are the participants bringing that are 
implicated in depression?

2. How does the MBCT teaching process train new 
ways of relating to these patterns? 

3. What is the teacher doing? How is she doing this?



“Even if a psychosocial intervention has 
compelling aims, has been shown to work, has a 
clear theory-driven mechanism of action, is cost-
effective and is recommended by a government 
advisory body, its value is determined by how 
widely available it is in the health service.”



Implementation Guidance

http://www.implementing-mindfulness.co.uk/



Health care

Education

Criminal Justice

Work place



Thank you!

Rebecca Crane
r.crane@bangor.ac.uk

www.bangor.ac.uk/mindfulness

Clara Strauss
clara.strauss@nhs.net

sussexmindfulnesscentre.nhs.uk
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