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The Case of Sofia

Sofia is a 54-year-old married woman who has
been suffering from depressive symptoms to
varying degrees since her adolescence. She was
adopted at an early age and experienced sexual
abuse by her adoptive father from the ages of
8—12. Despite persistent low mood and poor
energy, Sofia was able to maintain steady work
as a massage therapist until she experienced a
worsening of her depressive symptoms 2 years
ago. She is now on disability and spends her day
watching TV. Her current symptoms include
dysphoric mood, poor energy, difficulty concen-
trating, poor sleep, guilty ruminations, and pas-
sive suicidal ideation of “I wish I wouldn’t wake
up tomorrow.”
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Through the course of her treatment, Sofia
has had at least 8 week trials of three mechanis-
tically different antidepressants at therapeutic
doses without remission of her symptoms. She
discontinued several other antidepressants early
due to sexual side effects, increased irritability,
and fears of weight gain. She also suffers from
chronic back pain of unknown etiology, and suf-
fers from intermittent panic attacks. She has
tried psychodynamic psychotherapy and CBT in
the past but did not find them helpful.
Specifically, she felt “no need to delve into the
past” with psychodynamic psychotherapy, and
felt like a “bad student” in CBT because she
could not change her negative thoughts and
often did not do the homework.

The Problem of Treatment-Resistant
Depression

Sofia’s struggle with depression is unfortunately
quite common. Depression is the number three
cause of disability worldwide and the number one
cause of disability in high-income countries [1].
Although definitions vary, the commonly held
definition of treatment-resistant depression (TRD)
is a failure to fully remit from depressive symp-
toms after two or more antidepressant trials [2, 3].
Thirty-five to fifty percent of all patients with
depression may be treatment-resistant [4, 5]. TRD
is associated with greater disability, morbidity,
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mortality, and health care costs than non-resistant
depression [6, 7]. As such, it is a major public
health concern.

Adding or switching medications is the strat-
egy most commonly used for TRD. As illustrated
in the STAR*D trial, this strategy has limited
effectiveness, with only half of patients remitting
after two full antidepressant trial, and lower
remission rates for each subsequent treatment
step [5]. After patients fail to remit using first-
line medications, medications with higher side
effect burden or risk may be used (such as tricy-
clic antidepressants and monoamine oxidase
inhibitors), or more stigmatized and/or invasive
treatment options may be utilized such as electro-
convulsive therapy and vagal nerve stimulation.

Clearly, alternative approaches to treating
TRD are needed. MBCT may be a low-cost, min-
imally invasive, and well-tolerated option for
those with TRD.

Theoretical Rationale of MBCT
for Treatment Resistant Depression

Use of MBCT for Prevention
of Depressive Relapse

MBCT was originally designed to prevent
depressive relapse in people who had recovered
from a major depressive episode and were at risk
of relapsing [8]. In this section, we review mech-
anisms by which MBCT may prevent depressive
relapse, and then outline the rationale for using
MBCT as an active treatment for people with
TRD such as Sofia.

Numerous studies have found MBCT to be
efficacious in relapse prevention [9-11]. A
meta-analysis of six randomized-controlled tri-
als (RCTs) with 593 total participants found
that MBCT reduced the risk of relapse for
patients with recurrent MDD by 34 % com-
pared to treatment-as-usual (TAU) or placebo
control, and the risk reduction increased to
43 % for patients with three or more previous
episodes [12]. MBCT appears to be equivalent
to maintenance medication for relapse preven-
tion [13-15]. Gains from MBCT treatment
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were maintained over a 34-month follow-up
period in one study [16] and 5-year follow-up
period in another [17].

How does MBCT produce these results? The
developers of MBCT postulated that people who
had suffered from depression may react differ-
ently to sad mood states than people who had
never been depressed, and then built the interven-
tion based on this assumption. Teasdale [18]
hypothesized that sad moods reactivate thinking
styles associated with previous sad moods. This
puts people who have been depressed in the past
at risk of spiraling downward into another depres-
sive episode. Several studies confirmed that
when people who have experienced depression in
the past feel sad, they are more likely to endorse
dysfunctional thinking than those who have
never been depressed [19, 20], and that people
who display this reactivated dysfunctional think-
ing in response to sad mood are more likely to
relapse into another depressive episode in the
future [21, 22].

Mindfulness has been defined as the aware-
ness that arises through paying attention on pur-
pose in the present moment and nonjudgmentally
[23]. Studies have confirmed that MBCT does in
fact increase mindfulness, and that mindfulness
skills may be the mediator of MBCT'’s treatment
effect [24, 25]. One study using EEG found that
MBCT improved participants’ ability to shift
their attention toward current moment experience
and away from distracting stimuli during mild
dysphoric states [26]. Another study with previ-
ously depressed participants found that after
MBCT, participants showed less negative atten-
tional bias; they showed a reduced facilitation of
attention for negative information and a reduced
inhibition of attention for positive information
[27]. Mindfulness also encourages people to see
the negative thoughts they experience as passing
events of the mind that do not necessarily reflect
reality. People may become less vulnerable to
depressive relapse by being able to disengage
from or “decenter” from negative thoughts and
feelings [28, 29]. Mindfulness could thus lead to
using less avoidance coping strategies [30], and
could function as an exposure procedure to previ-
ously avoided aversive thoughts [31].
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Applying MBCT to Treatment
Resistant Depression

People with treatment-resistant depression may
be maintaining their depression via a similar cog-
nitive style that renders people who have recov-
ered from depression vulnerable to relapse. Thus,
several of the mechanisms that are thought to
help prevent relapse may also help people who
are actively depressed.

MBCT helps to decrease rumination [17, 32].
Nolen-Hoeksema defined ruminative responses to
depression as “thoughts and behaviors that focus
one’s attention on one’s depressive symptoms and
the meaning of those symptoms” [33]. People
often believe that ruminating about their symp-
toms will help them understand the causes of the
depression better, and thus enable them to “fix”
their mood. However, the depressive rumination
often ends up paradoxically increasing sad mood
[34]. Martin and Tesser [35] suggested that rumi-
nation is the result of discrepancies between an
individual’s goals and the actual state of things.
MBCT may decrease rumination by encouraging
participants to adopt a more accepting mode of
being, one that does not need to evaluate experi-
ence in order to reduce discrepancies [8, 36]. This
increased acceptance could be particularly useful
for people with treatment-resistant depression,
who might be mired in depressive ruminations as
treatment after treatment has failed to alleviate
their symptoms.

Mindfulness may also enhance emotion regu-
lation [37, 38]. Chiesa and collaborators [38]
suggest that one of the ways that mindfulness
training enhances emotion regulation is by modi-
fying how “higher” brain regions such as the pre-
frontal cortex modulate the input to the “lower”
emotion-generative system (such as the amyg-
dala) by actively reinterpreting emotional stimuli
in a way that modifies their emotional impact
[39]. This is similar to how cognitive behavioral
therapy (CBT) has been postulated to exert its
effect [40]. Mindfulness may also enhance emo-
tion regulation by a direct reduction of reactivity
in “lower” emotion-generative brain regions such
as the amygdala, especially in long-term practi-
tioners of mindfulness [41].
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Self-compassion may be another mechanism
by which MBCT treats active depression. Neff
defines self-compassion as, “extending kindness
and understanding to oneself rather than harsh
self-criticism and judgment, seeing one’s experi-
ences as part of the larger human experience
rather than as separating and isolating, and hold-
ing one’s painful thoughts and feelings in bal-
anced awareness rather than over-identifying with
them” [42]. Kuyken and colleagues [43] found
that increased self-compassion mediated MBCT’s
ability to successfully prevent depressive relapse
and also mediated the effect of MBCT on post-
treatment symptoms of depression.

Going back to our case example of Sofia, she
had failed many change-based strategies and her
providers felt it would be beneficial for her to try
an intervention focused on acceptance. Sofia did
not like talking about her trauma history, and
liked that the intervention would be present-
focused and not necessitate delving into her pain-
ful past. Sofia also liked that while group
participation was encouraged, if she were feeling
particularly depressed or anxious, she could par-
ticipate silently in the meditations without need-
ing to speak about her experience. She also had
positive associations with the concept of mind-
fulness. Sofia knew friends who had a meditation
practice who were not “sick” and thus found the
concept of going to the group less stigmatizing.
However she was skeptical that she’d be able to
be “calm enough” to meditate. She was also con-
cerned that her chronic pain would interfere with
her ability to sit for long periods of time, and very
worried that she would not be able to learn to
meditate correctly.

Modifications of MBCT
for Treatment-Resistant Depression

Despite the many indications that MBCT
would be helpful in TRD, there are also unique
challenges in treating this population [8, 44].
For one, it could be difficult to engage people
with active depression. They may feel hopeless
and may have low motivation to participate in
group and do homework. They may have
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decreased ability to concentrate and attend to
the teachings and exercises. Their negative
thinking styles and self-criticism may make
them believe they are “not meditating cor-
rectly” rather than being open to learning the
new material. And given that they are actively
depressed, the content of the present moment
that they are being asked to focus on may be
extremely painful. Accepting and allowing
these negative thoughts and feelings could be a
foreign and overwhelming concept. And
finally, like Sofia, people with TRD are more
likely to have comorbidities such as anxiety
and physical pain [45, 46] that may interfere
with their work in the group.

Eisendrath and colleagues [47, 48] have
made several modifications to the MBCT man-
ual developed by Segal et al. [8] to address
these challenges. A summary of the modifica-
tions is listed in Table 12.1. Specific modifica-
tions are illustrated in detail using our case
example of Sophia.

Table 12.1 Summary of MBCT for TRD modifications

Challenge with TRD | Modifications

Increased —Shorter sitting meditation
restlessness, —Increased emphasis on
decreased attentional mindful movement/yoga,
control walking meditation
—Increased emphasis on brief
breathing spaces
Difficulty with —Increased emphasis and time
motivation and spent on identifying barriers
engagement to practice each week

Negative thinking
styles, focus on
“meditating the right

2

way

Difficulty with
acceptance and
allowance of negative
experience
Comorbidities such
as anxiety and
chronic pain

Tlustration of MBCT modifications using the case of

Sophia

—Use of negative thinking
examples to illustrate
depressive symptomatology
and “doing” versus “being”
mode

—Incorporation of metaphors
and exercises to convey
teaching points

—Demonstration of MBCT
techniques with
comorbidities as other
examples of negative states
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General Modifications

Throughout the 8 weeks of the group, the length
of several group sitting meditations were reduced
from 30 min to 10—15 min to address the decreased
attentional control and restlessness that is often
experienced in depression. In addition, greater
emphasis was placed on walking meditations and
mindful movement/yoga. If participants suffered
from physical limitations such as pain, instructors
gave them suggestions for modification, for
example sitting in a chair during the body scan
instead of lying down. Given that several partici-
pants had a history of trauma, participants were
given the choice of allowing their eyes to gently
close or gazing softly a few feet in front of them if
they were not comfortable closing their eyes in
guided meditations. Similarly sitting in a chair
rather than lying supine for a body scan may be
preferred as less vulnerable.

The language instructors used was modified to
address the change in focus from relapse preven-
tion to treatment of active depression. For exam-
ple, phrases like “when you become depressed,”’
were replaced with “the experience of depression
for you right now.” The language was also modi-
fied from using commands like “close your eyes”
to the present participle “closing your eyes” to
help participants who might have difficulty with
a more authoritative stance. See Table 12.2.

Going into MBCT, Sophia was of the mindset
that if she actually let herself feel the full extent
of her depression, she would sink further in it.
Given that this is a natural and common way to
think about depression, two exercises derived
from Acceptance and Commitment Therapy
(ACT) were added to the first session of MBCT
to illustrate how and why people might want to
relate differently to their depression. The ACT
exercises helped to illustrate to participants why
avoiding negative emotions and feelings may be
counterproductive.

The Chinese Finger Cuff Exercise gave par-
ticipants a physical metaphor for their psycho-
logical experience of depression [49]. Sophia and
the other participants were given Chinese finger
cuffs, asked to put their index fingers in them,
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Table 12.2 Specific modifications in MBCT for TRD

Name of

Modification Session # Goal of modification

Chinese finger 1 Illustrate drawbacks of

cuff exercise experiential avoidance
and benefits of a
mindful approach to
depression

Quicksand 1 Ilustrate drawbacks of

metaphor experiential avoidance

and benefits of mindful

approach to depression
Your mind is not 2
your friend

Discuss rumination;
encourage decentering

discussion from negative thoughts

Black dog 2 Illustrate reactions to

metaphor depression other than
aversion

Empty boat 3 Illustrate using

metaphor mindfulness to cope

with anger
Iustrate drawbacks of
experiential avoidance

Suffering equation |4

Donkey standoff 5
exercise

Introduce moving
forward in life while
still depressed

Frankenstein 7 Ilustrate moving

exercise forward in life while
still depressed

Self esteem 8 Illustrate the benefit of

equation realistic expectations

and then asked to try to get out of the cuffs. When
Sophia tried to pull her fingers out, the cuff tight-
ened. She was then asked to try even harder,
which made the cuff even tighter. She was then
invited to push her fingers closer together, and
she observed that the cuffs loosened up. This
experience was then related to her depression.
The perfectly natural method of trying to pull
away from (or avoid) her depression had not
worked in the past, and may have tightened
depression’s grip on her. Somewhat counterintui-
tively, allowing herself to get in close with the
depression may give her some “wiggle room” to
live her life.

Another modification derived from ACT is the
Quicksand Metaphor [49]. The group was
asked what happens when people in quicksand
struggle to get out. From watching movies, a

group member responded that people sink even
deeper when they struggle. We discussed how the
best strategy when someone is in quicksand is
actually to come into full contact with the quick-
sand by leaning back and floating in it.

In session 2, the standard Thoughts and
Feelings exercise was paired with an added ACT
exercise entitled Your Mind is Not Always Your
Friend [50] to promote decentering from nega-
tive thoughts. Participants observed their own
negative thoughts in the Thoughts and Feelings
exercise, and were then invited to explore how
the mind sometimes may not be helpful by (1)
creating problems to worry about when there is
nothing to worry about, (2) trying to solve prob-
lems that cannot be solved, (3) assigning blame,
often to oneself, when a problem is detected.
Sophia was invited to explore how actually
engaging with her mind, and the negative
thoughts it produces (as all minds do) may side-
track her from doing what she values in life.

Another modification in Session 2 was the
Black Dog Analogy that invited participants to
think about their depression as something that
they could react to in a number of different ways.
Winston Churchill referred to his depressive
states as the “black dog,” [51] and a depressed
day as a day in which “the black dog has
returned.” Participants were asked what their
reaction to a black dog may be. Some people may
be scared of a large black dog, but others may be
curious about it. The exercise encouraged partici-
pants to consider different reactions to their
depression, for example, recognizing that it may
be a signal that something was not working in
their lives that needed tending to. Sophia recog-
nized that her “black dog” often returned when
she was ignoring problems with her husband and
consequently feeling more isolated from him.

In Session 3, while reviewing the home prac-
tice, Sophia talked about how angry she became
when someone left their shopping cart haphaz-
ardly in the supermarket parking lot, and it rolled
down and hit her car. She said that she could not
stop thinking about how inconsiderate that per-
son who left the cart was, and it ruined the rest of
her day. This was a perfect lead-in to the Empty
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Boat Analogy. The group was told the story
about a man on his boat who is awakened by the
sound of another boat hitting his boat. When he
comes up to the deck he is angry at the other
boatman who hit him. When he looks more care-
fully at the other boat, he realizes that the other
boat is empty and has merely drifted into his. The
group discussed what impact this had on the
boatman’s anger. Sophia saw how if she regarded
the shopping cart incident as more neutral, versus
being aimed at her, it diminished some of her
anger. But she wondered how she could possibly
view it that way in the heat of the moment. When
the group was asked what Sophia might do,
another group member suggested using a three
minute breathing space the next time something
like this occurred.

In Session 4, the Suffering Equation was used
to continue to illustrate the drawbacks of experien-
tial avoidance. The equation SUFFERING =
RESISTANCE X PAIN was written on the board,
where pain was described as physical or emotional
pain such as depression [52]. Sophia and the other
participants were told that pain is inevitable in life,
which leads to a certain amount of suffering. But
resisting the pain actually increases suffering. The
group was asked if anyone could think of a situa-
tion in which resisting or avoiding something
made the situation worse. Sophia said that she
watched a lot of TV when she felt depressed to
distract herself and avoid self-loathing feelings,
and so that she would not “inflict” herself upon
her loved ones. However in group discussion,
she realized that this further isolated her, and
admitted that watching TV all day made her
feel even more worthless.

At this point, while Sophia was starting to
be curious about what it would be like to relate
to her depression differently, she wondered if
not resisting her depression would be akin to
giving up. This invited a discussion about
acceptance versus resignation. Sophia found it
helpful to think about how in Alcoholics
Anonymous, members must first accept that
they are “alcoholics” before they can change
their actions. In a similar manner, relinquish-
ing the struggle to escape depression may set
the path for recovery.
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The Donkey Standoff Exercise [53] was used
in Session 5 to illustrate the concept of moving
forward in life while still having symptoms of
depression. Sophia was told of the difficulty of
pulling a donkey by a rope directly in front of it,
because the donkey will resist mightily. Instead,
the way to get the donkey moving is to move
alongside the donkey and look in the direction
that you want to go. The group discussed the con-
cept of moving forward in life alongside the
depression, instead of resisting the depression
fruitlessly or standing still in life waiting for the
depression to completely disappear.

In Session 7, another modification that built
on the black dog metaphor was used called the
Frankenstein Exercise. This exercise was origi-
nally observed in a mindfulness-based stress
reduction class. All the participants, including
Sophia, were paired with other group members.
Sophia played the role of “Frankenstein monster”
in several scenarios, and then switched with her
partner to take the role of “victim.” Frankenstein
would come toward the victim, and then the vic-
tim could react to Frankenstein in several ways,
just as participants could react to depression
coming toward them in several ways. Sophia was
asked what it felt like when she were instructed
to freeze and cower in front of Frankenstein (sub-
missive), sidestep Frankenstein (avoidant), force-
fully hold Frankenstein at a distance (resistant),
or come close to Frankenstein, hold his arm, and
lead him in the direction she wanted to go (mind-
fully assertive). These scenarios were used to dis-
cuss how the mindfully assertive stance did not
change the monster (depression), but allowed
Sophia to start to take back control and direction
in her life without needing to avoid or fight the
depression. She did not need to wait for the
depression to resolve before doing things in her
life that she found meaningful.

Finally, in Session 8, the Self-Esteem
Equation [54] was used to help participants
understand the relationship between expecta-
tions, self-esteem, and depression. The equation
“Self-Esteem = Achievements/Expectations” was
written on the board and discussed. Sophia real-
ized that she had unrealistic, unachievable expec-
tations of herself. She had always thought that
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setting impossibly high goals of herself would be
motivating. This equation helped her to
understand that these impossible expectations
actually undermined her self-esteem and caused
her to sink further into depression, which then
decreased her motivation to accomplish things.
She was interested in coming up with more real-
istic goals for herself, such as finding part-time
work in medical records and being more open
about her feelings with her husband.

When sharing her overall experience with the
group in Session 8, Sofia said she still found it
hard to do sitting meditations, but was taking
mindful walks and found the 3-min breathing
spaces to be very helpful throughout the day. She
said that she was starting to see how some of the
negative things she thought about herself may
just be “thoughts” and not “facts.”” When she
approached her self-talk this manner, she found it
easier to not get stuck in these thoughts. As a
result, she was spending more time with her hus-
band and less time in front of the TV. Group
members gave Sofia the feedback that she looked
“lighter,” and Sofia acknowledged that she felt
less depressed and more hopeful about the future.

Evidence of MBCT for TRD

There is a growing body of evidence that MBCT is
an effective treatment for active depression [44,
55]. MBCT was better than Treatment As Usual
(TAU) in patients with three or more episodes of
depression [32], including those with a history of
suicidal ideation [56]. When compared to active
competitors, MBCT was shown to be equally
effective to CBT [57, 58] and superior to a psycho-
educational control group designed to be structur-
ally equivalent to MBCT but excluding mindfulness
meditation practice [25]. Improvements in depres-
sive symptoms persisted through the 26-week fol-
low-up period of one study [25] and for up to 5
years of follow-up in another [17].

There are fewer studies of MBCT’s efficacy on
TRD in particular. Kenny and Williams [59] stud-
ied the effects of MBCT on participants with con-
tinuing symptoms of depression despite treatment
with antidepressant medication or CBT or both in
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a small sample of 50 participants. They reported a
mean pre-MBCT Beck Depression Inventory
(BDI) score of 24, versus a post-MBCT score of
14. In another small study, Eisendrath and col-
leagues [60] reported the results of MBCT aug-
mentation of psychotherapy and medication
treatment for 51 participants who were currently
depressed and had failed to remit with at least two
antidepressant trials. They reported a similar drop
in BDI from 24 to 15.

Eisendrath and colleagues [61] recently pre-
sented the results of a large randomized controlled
trial (n=173) of MBCT versus a manualized active
control for people with TRD. The control condi-
tion was the Health Enhancement Program (HEP)
that includes physical activity, nutritional educa-
tion, and music therapy [62]. They reported a sig-
nificantly greater mean percent reduction in
HAM-D in MBCT versus HEP (37 % versus 25 %,
p=.01) and a significantly greater number of treat-
ment responders (30 % versus 17 %, p=.029).

Mechanism of Change

As discussed earlier, many of the same mecha-
nisms of change may be at play in the reduction in
active depressive symptoms versus relapse pre-
vention. Unfortunately, few studies have been
done to study the mechanism of change in active
depression. We can look to studies that reported on
MBCT’s effect on residual symptoms of depres-
sion to provide some illumination on the topic.
Kuyken and colleagues [43] found that
enhanced mindfulness and increased self-
compassion mediated the effect of MBCT on
post-treatment symptoms of depression in a
population of patients with three or more depres-
sive episodes who were in full or partial remis-
sion. A small RCT done with recurrently
depressed patients, the majority of them in par-
tial remission, showed that reductions in brood-
ing (an aspect of rumination) and increases in
mindfulness mediated the effects of MBCT on
depressive symptoms [63]. Another RCT with
patients with three or more previous depressive
episodes, with and without a current depressive
episode, found that effect on depressive symp-
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toms were mediated by a decrease in worry and
rumination, and an increase in the mindfulness
skill “accept without judgment” [32]. Batink
and colleagues [64] found that the effects of
MBCT on residual symptoms of depression
were mediated by changes in mindfulness skills
and worry, but did not find rumination to be a
mediator.

Another mechanism by which MBCT may
reduce depressive symptoms is through increas-
ing momentary positive emotions, which could
lead to an “upward spiral” in affect and cogni-
tion [65]. In support of this theory, Geschwind
and colleagues [66] found that MBCT com-
pared to a waitlist control increased momentary
positive emotions and reward from pleasant
daily life activities for people with a history of
MDD and current residual depressive symp-
toms. Batink and colleagues [64] found that
changes in positive affect mediated 61 % of the
effect of MBCT on residual depressive symp-
toms. And Garland and colleagues [65] found
that MBCT enhanced momentary positive cog-
nition, and appeared to strengthen the relation-
ship between current positive affect and
positive cognition the next day.

In terms of brain changes associated with
MBCT, Eisendrath and colleagues [61] recently
presented fMRI data regarding the effects of
MBCT training compared to the aforemen-
tioned HEP control condition in a TRD popula-
tion. Relative to HEP, during a working
memory (WM) task, MBCT was associated
with increased dorsolateral prefrontal cortex
activation during WM encoding and mainte-
nance and decreased ventrolateral activation
during WM maintenance. In addition, in
MBCT, but not in HEP, Hamilton Depression
Rating Scale-17 improvement at 8 weeks was
associated with enhanced regulation of amyg-
dala activity during WM performance. Taken
as a whole, these fMRI findings suggest MBCT
has significant effects on brain circuitry that is
associated with enhanced dorsolateral execu-
tive control mechanisms relative to ventral
affective processing regions.
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Practical Considerations of MBCT
for TRD

Patient Selection

Overall, studies of MBCT have reported high
adherence, low attrition rates, and no serious
adverse events related to MBCT interventions
[55]. Participants would be best served if they are
able to tolerate a group format, can attend all
eight weekly sessions, and are willing and able to
do home practice.

Early studies suggested that MBCT was only
effective in preventing depressive relapse for
those with three or more episodes of depression
[9, 67]. However a more recent study, albeit an
open study, found that the number of previous
episodes did not impact result when treating
active depression, nor did the severity of depres-
sion [17]. Patients who have concurrent suicidal
ideation may benefit from MBCT, in that their
BDI scores have been shown to decrease with
treatment [59]. However they may not experi-
ence a decrease in their suicidal ideation [56],
and those with a history of suicide attempt were
shown to have a higher dropout rate in MBCT
trials [13].

MBCT may be particularly useful for depressed
patients with psychiatric and physical comorbidi-
ties. For example, although results are mixed,
many studies suggest MBCT may decrease anxi-
ety [17, 24, 68, 69], making it an appealing treat-
ment for TRD patients with comorbid anxiety.
Patients with a history of childhood adversity may
benefit more from MBCT than those who did not
have childhood adversity [67, 70]. In addition,
mindfulness in general has been linked to better
physical and emotional functioning in those with
chronic pain [71, 72].

Home Practice
Home Practice closely follows the MBCT man-

ual recommendations [73]. Participants receive
CDs or audio downloads of guided meditations
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(available through www.guilford.com/MBCT _
materials) to practice with at home. Participants
are encouraged to practice 6 days per week,
approximately 45 min per day. In the TRD popula-
tion, participants may find this amount of home
practice especially daunting. Given that no clear
relationship between total time of practice and clin-
ical outcomes has been established in mindfulness-
based interventions [17, 74], more emphasis may
be placed on practicing shorter meditations, and
utilizing 3 min breathing spaces throughout the
day. Shortening the home practice to 30 min/day
may be sufficient to sustain positive effects [17]
and even 15 min a day may be effective for partici-
pants with mild to moderate depression [24] .

Group Size

The developers of MBCT created groups of
around 12 people in their research [73]. Group
size can vary depending on resources available,
but generally should be no larger than 16 people.

Format

Groups run for 8 consecutive weeks, with 2.25 h
per session. There are usually 2-3 facilitators per
group. Of note, Pots and colleagues [24] adapted
the intervention to run for 11 sessions with 1.5 h
per session for people with mild to moderate
depressive symptomatology.

Facilitator training: Facilitators should have
training in psychotherapy, treatment of mood disor-
ders, and have a familiarity with cognitive behav-
ioral therapy. They should also have some familiarity
with running groups. In addition, the developers of
MBCT firmly believe that facilitators should have
their own, ongoing mindfulness practice [73]. Their
own practice helps facilitators to demonstrate and
embody mindfulness for the group members, and
clarifies facilitators’ own conceptions about pain,
suffering, and acceptance [48]. Given that MBCT is
asking participants with TRD to pay direct attention
to experiences they would much rather avoid, the
facilitators own familiarity and embodiment of this
process is a key element to group success.

Summary/Conclusions

In summary, MBCT appears to be a safe and
promising treatment for TRD with a growing evi-
dence base. There are several challenges in treat-
ing patients with TRD, such as potential
motivational and attentional deficits and multiple
comorbidities. These challenges can be addressed
with modifications to the original format, as out-
lined in this chapter and elsewhere [47, 48].
Despite the challenges, people with TRD may
particularly benefit from this type of intervention,
given that they are often ruminative with persis-
tent self-critical thoughts [75].

The mechanisms by which MBCT may exert its
effect are still being investigated. However several
potential mediators such as increased self-compas-
sion, decreased rumination, increased emotion
regulation, and increased positive affect have been
identified. It may be that several of these mediators
contribute to the overall effect of the intervention.
Globally, Chiesa [25] suggests that the benefits of
mindfulness may be related to a “radical shift” in
an individual’s attitude toward his or her own expe-
rience that leads him/her to “reperceive” in a more
adaptive and less reactive way.

Identifying further neural correlates of MBCT
treatment would be illuminating, especially given
recent evidence that MBCT may exert its effects
via circuitry involving regions such as the pre-
frontal cortex and the amgydala [38, 61]. So far,
two EEG studies have yielded contradictory find-
ings on MBCT’s effect on prefrontal alpha-
asymmetry [26, 76]. If we better understand how
MBCT affects brain circuitry, we might be able
to predict which patients would benefit from the
intervention the most. We also may be able to
predict patient response based on genetics,
although we are in the infancy of this research
now. A recent study of patients with residual
depressive symptoms suggested that gene varia-
tion (of an acetylcholine receptor and an opioid
receptor) may moderate how MBCT boosts posi-
tive affect [77].

There are several areas of investigation that
would help to clarify the potential mediators of
MBCT’s effect, and could help target the inter-
vention to those who would benefit the most from
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it. However, there is already a sound theoretical
rationale for applying MBCT to TRD as well as a
growing evidence base to support its use.
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