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Abstract
Pregnant women are at high risk of mood and anxiety disorders, and options for non-pharmacological treatment are limited.
Mindfulness-based cognitive therapy (MBCT) has strong evidence among people with mood and anxiety disorders, but limited
studies reported the effectiveness of MBCT on perinatal comorbid conditions. This study aimed to examine the effects of an 8-
week MBCT intervention on pregnant women with comorbid depression and anxiety. In this randomized controlled study, 38
pregnant women with a diagnosis of depression and varying levels of comorbid anxiety disorders were randomly assigned to
either MBCT or a control group. Scores on the Beck Depression Inventory-II, Beck Anxiety Inventory, Emotion Regulation
Questionnaire, and Scales of Psychological Wellbeing were used as outcome measures at baseline, after MBCT, and through 1-
month follow-up. Intent to treat analyses provided preliminary evidence that MBCT can be effective in reducing depressive and
anxiety symptoms and in enhancing the use of adaptive emotion regulation strategies and psychological well-being.
Improvements in outcomes were maintained 1 month. Results provide cross-cultural support for MBCT as a treatment for
depression and anxiety in pregnant women. This brief and non-pharmacological treatment can be used to improve maternal
psychological health.
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Introduction

Despite common perceptions of the perinatal period as a time
of joy and psychological well-being, pregnancy does not pro-
tect against psychiatric disorders, as mental health issues may
emerge or worsen during the pregnancy (Prady et al. 2018;
Smith et al. 2018). Specifically, some women are more vul-
nerable to a wide range of psychological disorders during the
pregnancy (Novick and Flynn 2013), with mood and anxiety
disorders among the most common mental health diagnoses
(Fairbrother et al. 2015). Evidence suggests that up to 20% of
women are affected by depression and anxiety during

pregnancy (Dhillon et al. 2017; Dimidjian and Goodman
2009; Fairbrother et al. 2015).

From a treatment perspective, perinatal depression and
anxiety may be under-detected and untreated. Prospective
studies indicate that when perinatal depression and anx-
iety are left untreated, they have a variety of important
health outcomes for mothers and infants (Madigan et al.
2018; Schetter and Tanner 2012). These problems can
represent a significant burden for mothers in terms of
reducing psychological well-being, quality of life, and
overall health (Brummelte 2018; Lancaster et al. 2010).
Therefore, development and validation of effective treat-
ment programs during pregnancy are important and cru-
cial (Lin et al. 2018; Prady et al. 2018).

Psychotropic medications such as antidepressants and ben-
zodiazepines are often used to manage depression and anxiety
during pregnancy (Yonkers et al. 2014); however, because of
potential risks of fetal exposure to psychotropic medications,
the majority of pregnant women overwhelmingly prefer non-
pharmacological treatments during pregnancy (Goodman
et al. 2011). So, effective and evidence-based non-pharmaco-
logic approaches are urgently needed in this context
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(Udechuku et al. 2010). It is evident that there is a need for
innovation in developing and expanding feasible, acceptable,
and efficacious non-pharmacologic treatment approaches to
address perinatal depression and anxiety at all levels of symp-
tom severity (Bonacquisti et al. 2017).

Mindfulness-based interventions make them particularly
good candidates for intervention during pregnancy (Vieten
and Astin 2008). Mindfulness-based cognitive therapy
(MBCT) may have high applicability for at-risk pregnant
women (Dhillon et al. 2017; Shi and MacBeth 2017), and
recent studies provide support for the benefits of this treatment
approach for perinatal mood and anxiety disorders (Dimidjian
et al. 2015, 2016; Luberto et al. 2018; Shallcross et al. 2018;
Shulman et al. 2018). It specifically targets the most robust
risk factors and depressive cognitive styles among pregnant
women (Dimidjian et al. 2016; Pearson et al. 2013), and ma-
ternal anxious thoughts such as intrusive thoughts of harm to
baby, fears of childbirth, concerning delivery or
malformations of child (Loughnan et al. 2018; Ross and
McLean 2006).

MBCT has garnered considerable support for the effica-
cious treatment of depression relapse (Segal et al. 2018) and
is beginning to garner support to treat acute depression along
with many other forms of psychopathology (Shapero et al.
2019). Mindfulness also has been linked to the positive out-
comes regarding one’s mental health such as increased emo-
tion regulation capacities, and psychological well-being (Arch
and Craske 2006; Stevenson et al. 2018). Mindfulness in-
creases willingness to tolerate and handle uncomfortable emo-
tions (Hayes et al. 2011). Participants develop body aware-
ness, self-regulation, and emotion regulation skills through
repeated meditation practices in MBCT (Grabovac et al.
2011; Shapero et al. 2019). Additionally, it is important to note
that mindfulness-based interventions do not target symptom
reduction as a goal, but rather, their primary aim is to increase
people’s psychological well-being (Brown and Ryan 2003;
Dunn et al. 2012). As Dimidjian et al. (2016) noted, the goal
of perinatal MBCT is to enhance psychological well-being in
the context of pregnancy and motherhood.

To our knowledge, limited randomized controlled trials
have been conducted evaluating the effectiveness of MBCT
on perinatal depressive and anxiety disorders in various cul-
tures. Thus, further research and randomized control trials on
this method are needed (Dimidjian et al. 2016). Given the high
prevalence of perinatal mood and anxiety disorders during
pregnancy (Dhillon et al. 2017) and significant cost associated
with delayed treatment (Madigan et al. 2018), and also given
the importance of having empirically validated treatments
available in different cultures, we conducted the current study
to assess the effectiveness of MBCT for pregnant women in
Iranian population. The main aim of this study was to extend
the effectiveness of the MBCT in order to contribute to the
dissemination of evidence-based approaches for the treatment

of depression and anxiety in pregnant women. It was hypoth-
esized that participation in this intervention would reduce de-
pressive and anxious disorders, modify emotion regulation
strategies, and would increase psychological well-being dur-
ing pregnancy. The results of present study provide cross-
cultural support for MBCT as a treatment for mood and anx-
iety disorders during pregnancy.

Method

Procedure

Themethodwas based on a randomized controlled trial design
using the Consolidated Standards of Reporting Trials
(CONSORT) guidelines (Schulz et al. 2010). The study in-
cluded a pre-test, post-test, and a 1-month follow-up session.
Women were recruited from eight medical and obstetric ser-
vices in Qorveh city, Kurdistan province, Iran. Study informa-
tion was provided to mental health clinicians, gynecologists,
and midwives, and they were encouraged to refer potentially
eligible women. Pregnant women who were within 1 to
6 months of gestational age were asked if they were interested
in participating in a study focused on improving mood and
anxiety. Following informed consent procedures, the full
structured clinical interview for DSM-5 (First and Williams
2016) was administered by a trained master’s level clinical
psychologist as the primary clinical diagnostic instrument.
Following eligibility assessment, participants provided demo-
graphic and other background information and completed a
series of standardized questionnaires aimed at evaluating
levels of depression, anxiety, emotion regulation, and psycho-
logical well-being.

Primary inclusion criteria included pregnant women (1)
within 1 to 6 months of gestational age, (2) meeting DSM-5
(American Psychiatric Association 2013) criteria for depres-
sion and anxiety disorders, (3) to have a score at least in the
moderate range on the Beck Depression Inventory-II (BDI-II
total score > 20) and on the Beck Anxiety Inventory (BAI total
score > 22), and (4) aged 18 years or older. Participants were
excluded if they met diagnostic criteria for other DSM-5 psy-
chiatric disorders, including current psychotic disorders, bipo-
lar disorder, substance abuse or dependence, personality dis-
orders, taking psychotropic drugs, and risk pregnancies.

Two hundred and sixty-three patients met inclusion criteria,
and among these, 38 accepted to take part in the study.
Participants who agreed to participate were randomly assigned
to either an MBCT group (n = 19) or control group (n = 19).
Randomization was conducted by an independent assessor
who had no involvement in recruitment or in post-treatment
assessments, using a computer-generated blocks of random
numbers. When groups were evenly balanced, pre-prepared
blocked randomization lists were used to allocate participants
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to either MBCT or control. The MBCT group received eight
sessions of MBCT while the control group did not receive any
intervention. In order to comply with ethical principles, after 1-
month follow-up, two psychoeducational sessions about depres-
sion and anxiety and its effects on mother and the fetus devel-
opment were conducted for the control group.

Participants

The CONSORT diagram (Fig. 1) summarizes the process of
recruitment and flow of participants through the study to the
primary follow-up point. Table 1 illustrates participant base-
line socio-demographic features and clinical characteristics.
The majority of participants (53.8%) were ranged in age from
26 to 30 years (Mage = 28.63, SD = 3.02). Approximately
61.50% participants reported being unemployed, 27.47%
had a high school diploma, and 57.89% a university educa-
tion, 79.36% was urban, 68.42% had low socioeconomic sta-
tus, and 31.57% of them had the first pregnancy experience.
Approximately 47.36% of themmet full diagnostic criteria for
current or life timemajor depression disorder, and 42.10% had
also comorbid anxiety disorder (including GAD, social pho-
bia, or post-traumatic stress disorder).

Treatment

The MBCT group participants received eight weekly 2-h
group sessions. Treatment rationale, model, objectives, and
themes were according to the standard MBCT treatment man-
ual (Segal et al. 2018) with modifications for the perinatal
period. Modifications for perinatal depression and anxiety
were based on clinical trials in this fields (Dimidjian et al.
2016; Goodman et al. 2014; Luberto et al. 2018) and included

stronger emphasis on brief formal and informal mindfulness
and meditation practices customized for the perinatal period.
Formal practices included the body scan, mindful yoga, and
sitting meditation. Informal mindfulness practices included
mindfulness of everyday activities such as mindful eating
and mindful walking. Each session had a central theme and
included didactic presentations, group exercises aimed at cog-
nitive skill development, formal meditation practices, and
leader-facilitated group inquiry and discussion. The overarch-
ing theme of momentary awareness and acceptance of nega-
tive emotions and affect during pregnancy (e.g., depression,
anxiety, rumination, worry) was introduced and reinforced in
complementary ways throughout the training. Approximately
30 min of daily home practice of formal and informal mind-
fulness practices was assigned and encouraged between clas-
ses. Audio-recorded files were provided each week to guide
mindfulness meditation practices at home. In addition, for five
of the weeks, participants were encouraged to also practice the
3-min breathing space three times per day. During the last
3 weeks of the intervention, they were encouraged to also
utilize the 3-min breathing space ‘whenever they noticed un-
pleasant thoughts or feelings’.

Sessions were run by a trained master’s level clinical psy-
chologist who had at least 2 years of clinical experience and
received supervised training in delivering MBCT for mood
and anxiety disorders. All sessions were audiotaped and were
reviewed weekly by a supervisor to establish internal validity.
At the end of each session, the supervisor and the therapist
discussed the contents of the sessions to ensure adherence to
MBCT. The adherence of intervention was under the supervi-
sion of one doctoral-level clinical psychologists (MZ) with
varying lengths of post-qualification experience and extensive
experience in the treatment of mood and anxiety disorders.

Excluded (n = 225) 

Not meeting inclusion criteria (n = 189) 

Declined to participate (n = 36) 

Randomized (n = 38)

Allocated to control group (n = 19) 

Dropout (n = 1) 

Lost to 1-month follow-up (n = 0) 

Alloca�on
Allocated to MBCT (n = 19) 

Dropout (n = 2) 

Missed 4 or more out of 8 sessions (n = 1) 

Lost to 1-month follow-up (n = 1) Follow-up

Analysis Completers (n = 18) 

Intention To-Treat (n = 19) 

Completers (n = 15) 

Intention To-Treat (n = 19)  

Assessed for eligibility by the use of 

SCID-5, BDI-II and BAI (n = 263) Enrolment 

Fig. 1 Consolidated standards of
reporting trials (CONSORT)
diagram
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Measures

Beck Depression Inventory-II The BDI-II (Beck et al. 1996) is
a 21-item self-report questionnaire designed to measure the
level of severity of disorders of depression. Items are scored
from 0 to 3; higher scores indicate greater symptom severity.
The BDI-II has high internal consistency (α = 0.93) and test-
retest reliability for a 1-week interval (0.93) (Beck et al. 1996).
Cronbach’s α in the present study was 0.82.

Beck Anxiety Inventory The BAI (Beck et al. 1988) is a 21-item
self-report measure designed to reflect the severity of somatic
and cognitive symptoms of anxiety over the previous week.
Items are scored on a 4-point scale (0–3) with a total score
ranging from 0 to 63. Cronbach’s α in this study was 0.79.

Emotion Regulation Questionnaire The ERQ (Gross and John
2003) is a 10-item self-report measure designed to assess in-
dividual differences in the habitual use of two emotion regu-
lation strategies: cognitive reappraisal and expressive suppres-
sion. Items are scored on a 7-point scale (1–7). In the present
study, Cronbach’s α was 0.78 for the cognitive reappraisal
subscale and 0.81 for the expressive suppression subscale.

Scales of Psychological Well-being The SPWB (Ryff 1989) is a
42-item scale that assesses six dimensions of psychological
well-being: autonomy, environmental mastery, personal growth,
positive relations with others, purpose in life, and self-accep-
tance. This 42-itemmeasure has been used as a reliable measure
of well-being with high internal consistencies (Stevenson et al.
2018). In the current study, Cronbach’s α coefficients for all of
the six dimensions were as follows: autonomy, 0.77; environ-
mental mastery, 0.68; personal growth, 0.91; positive relations;
0.84; purpose in life, 0.81; and self-acceptance, 0.77.

Data analysis

The statistical analyses were performed using SPSS 23 (IBM).
Independent sample t tests and Chi-square tests were conduct-
ed to examine baseline differences between the two groups.

To compare the effects of MBCT and control group on the
outcome measures (i.e., BDI, BAI, ER, SPWB), a series of 3
(time: baseline, post-treatment, follow-up) × 2 (group: MBCT
vs. control) mixed method repeated measure (MMRM) were
conducted. MMRM analysis allows for analysis of the full
intent-to-treat sample and all available data points as anymiss-
ing data points are modeled and included in the analysis.
Intention-to-treat (ITT) analyses were conducted with the
use of SPSS Missing Value Analysis to impute all missing
data on the continuous measures with the expectation-
maximization method. This method computes missing values
based on maximum likelihood estimates using observed data
in an iterative process.

Results

Demographic data were analyzed employing Chi-square and
independent two-sample Student’s t tests. Independent sample
t test and Chi-square analysis showed no significant pretreat-
ment differences (ps > .05) between two groups for any base-
line socio-demographic feature or clinical characteristic, indi-
cating homogeneity between groups. See Table 1 for detailed
demographic comparison results. The means and standard de-
viations in BDI-II, BAI, ERQ, and SPWB at baseline, post-
treatment, and follow-up are illustrated in Table 2.

Results from the MMRM indicate greater improvements in
levels of depression and anxiety in the MBCT groups than in
the control group. As to BDI-II, results from the ITT analysis
indicated a significant effect of time, F = (39.53), p < .0001,
ηp2 = .60; and a significant time × group interaction,
F = (55.06), p < .0001, ηp2 = .68. Post hoc comparisons
showed that the MBCT group had a significant decrease in
BDI-II scores from baseline to post-treatmenti and BDI-II
scores remained significantly lower than those of the control
group at follow-up (ps < .0001) (Table 3).

As to BAI, results from the ITT analysis indicated a signif-
icant effect of time, F = (43.72), p < .0001, ηp2 = .62; and a
significant time × group interaction, F = (52.68), p < .0001,
ηp2 = .67. Post hoc comparisons showed that the MBCT

Table 1 Participants baseline demographic and clinical characteristics

MBCT (n = 19) Control (n = 19) t or χ2 P

Age: M (SD) 28.63 (3.02) 30.54 (4.15) 1.38 0.31

Week of gestational age at enrollment: M (SD) 18.27 (6.71) 16.85 (5.62) 1.24 0.26

First pregnancy experience: n (%) 6 (31.57) 7 (36.84) 1.07 0.39

College Graduate: n (%) 11 (57.89) 9 (47.36) 2.31 0.18

Any current or lifetime major depressive disorder: n (%) 9 (47.36) 10 (52.63) 1.26 0.13

Comorbid anxiety disorder (social phobia, GAD, PTSD): n (%) 8 (42.10) 9 (47.36) 2.39 0.27

Any current or lifetime OCD: n (%) 2 (10.52) 0 (0) 1.12 0.23

MBCT mindfulness-based cognitive therapy
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group had a significant decrease in BAI scores from baseline
to post-treatment and BAI scores remained significantly lower
than those of the control group at follow-up (ps < .0001).

Results from the ITT analysis also indicated that the MBCT
group had stronger effects in improving emotion regulation strat-
egies both at post-treatment and follow-up than the wait-list
group. For cognitive reappraisal subscale, a significant effect of
time, F = (7.61), p = .003, ηp2 = .22; and a significant time ×
group interaction, F = (9.27), p = .001, ηp2 = .26, emerged.
Post hoc analyses showed that the MBCT group had significant
increases in levels of cognitive reappraisal from baseline to post-
treatment, and scores remained significantly higher compared to
the control group at follow-up (ps < .0001). For expressive sup-
pression subscale, a significant effect of time, F = (8.31),
p = .001, ηp2 = .24; and a significant time × group interaction,
F = (5.85), p < .008, ηp2 = .18, emerged. Post hoc analyses
showed that theMBCTgroup had a significant decrease in levels
of expressive suppression from baseline to post-treatment, and

scores remained significantly lower than those of the control
group at follow-up (ps < .0001).

As to SPWB, results from the ITT analysis indicated a sig-
nificant effect of time, F = (94.09), p < .0001, ηp2 = .78; and a
significant time × group interaction, F = (91.39), p < .0001,
ηp2 = .77. Post hoc comparisons showed that the MBCT group
had a significant decrease in SPWB scores from baseline to
post-treatment and SPWB scores remained significantly lower
than those of the control group at follow-up (ps < .0001).

Discussion

This study aimed to examine the effectiveness of MBCT in-
tervention for pregnant women with comorbid depressive and
anxiety disorders. We found that MBCT reduces the depres-
sive and anxiety symptoms comparing with the control group.
The results of time effect indicate that MBCT had a large,
significant impact on reducing depressive and anxiety symp-
toms from pre-to posttreatment that continued through follow-
up. Consistent with our results, previous findings showed the
effectiveness of MBCT in the treatment of depression and
anxiety in pregnant women (Dimidjian et al. 2015; Krusche
et al. 2018; Loughnan et al. 2018; Luberto et al. 2018;
Shulman et al. 2018; Taylor et al. 2016).

Previous studies suggest that individuals with depression and
anxiety are particularly vulnerable to negative cognitive style
that trigger the onset or relapse of depressive and anxiety disor-
ders and prolong the duration of these disorders (Alloy et al.
2006; Shapero et al. 2017; Zemestani et al. 2017). Stressful life
events (e.g., pregnancy) activate these negative cognitive styles,
which include perseverative negative thinking patterns such as
depressive rumination, worry, and self-criticism; if persistent,
these may escalate to depressive or anxiety onset or relapse
(Shapero et al. 2019). The theoretical model on which MBCT

Table 2 Means and standard deviations at pre-treatment, post-treatment, and follow-up in MBCT and control groups, and results of the MMRM
(time × group interactions)

Measure MBCT (n = 19) Control (n = 19) Time × group interactions (Greenhouse-Geisser)

Pre Post Follow Pre Post Follow F df P ηp2

BDI-II 35.76
(10.97)

15.15
(2.23)

15.53
(3.55)

36.60
(7.23)

38.86
(6.01)

37.80
(7.50)

55.06 1.20 < .0001 .68

BAI 31.92
(5.61)

18.15
(3.91)

19.15
(3.41)

32.66
(4.80)

33.73
(4.93)

32.73
(4.87)

52.68 1.42 < .0001 .67

ERQ-Cognitive Reappraisal 18.00
(4.02)

21.69
(2.75)

22.30
(2.89)

18.73
(3.55)

18.60
(2.94)

19.46
(3.29)

9.27 1.62 .001 .26

ERQ-Suppression 13.38
(2.21)

11.46
(2.81)

11.46
(2.43)

13.26
(1.43)

13.33
(0.81)

13.13
(1.84)

5.85 1.70 .008 .18

SPWB 166.30
(24.31)

235.84
(26.27)

233.23
(22.21)

159.93
(16.42)

160.40
(20.88)

160.46
(19.41)

91.39 1.44 < .0001 .77

BDI-II Beck Depression Inventory–II, BAI Beck Depression Inventory, ERQ Emotion Regulation Questionnaire, SPWB Scales of Psychological Well-
being

Table 3 Results of the Bonferroni post hoc test for pairwise
comparisons between MBCT and control groups

Measure Time MBCT Control

BDI-II Pre to post 20.61* (2.79) − 2.26 (.82)
Post to follow-up − .38 (.63) 1.06 (.86)

BAI Pre to post 13.76* (1.41) − 1.06 (.75)

Post to follow-up − 1.00 (.54) 1.00 (.87)

ERQ-Reappraisal Pre to post − 4.38* (1.25) .46 (.73)

Post to follow-up − .15 (.77) − .46 (.51)

ERQ-Suppression Pre to post 2.30* (.67) .10 (.33)

Post to follow-up .07 (.40) .40 (.42)

SPWB Pre to post − 69.54* (6.22) − .46 (2.64)

Post to follow-up 2.61 (2.85) − .06 (2.24)

*P < .05
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is based emphasizes identifying these thought patterns as they
arise and viewing them as temporary mental phenomena rather
than as facts or realities to identify with or react to (a process
referred to as Bmeta-awareness,^ sometimes used interchange-
ably with Bdecentering^ (Segal et al. 2018; van der Velden et al.
2015)

MBCT for perinatal depression and anxiety focuses on
training pregnant women to develop a different relationship
with their thoughts by developing the skill to notice one’s
thinking patterns and then practicing different strategies to
distance oneself from these thoughts. Taken together, based
on the theoretical underpinnings of MBCT, reductions in se-
verity of depression and anxiety in pregnant women may be
explained by increases in meta-awareness, self-transcendence,
coupled with encouraging acceptance, and non-reactivity to
the negative thoughts and emotions.

Regarding emotion regulation, we found that MBCT in-
creases the cognitive reappraisal and decreases expressive sup-
pression strategies compared to control group. The results of time
effect indicate that MBCT had a small, yet significant impact on
modifying adaptive and maladaptive emotion regulation strate-
gies from pre-to posttreatment that continued through follow-up.
This findings are consistent with previous research on the effec-
tiveness of mindfulness on emotion regulation (Arch and Craske
2006; Goldin and Gross 2010; Hölzel et al. 2011; Kumar et al.
2008). The results may explain by the fact that womenwho learn
mindfulness during pregnancy are likely to use those skills to
manage stressful aspects of pregnancy, resulting in better regu-
lating emotions. It seems that nonjudgmental stance conveyed in
MBCT teaches pregnant women to handle their emotions in a
more rational way with less emotional suppression. These ele-
vated emotion regulation skills throughMBCT led to decrease in
depressive and anxiety symptoms and to increase in psycholog-
ical well-being (Shapero et al. 2019; Zemestani and Ottaviani
2016). Recent research suggests that there is a cultural difference
in regulating emotions, especially in expressive suppression (Sun
and Lau 2018). Eastern cultures mainly emphasize the suppres-
sion of emotions in women and suppression could consider as an
advantage for these women (Ghorbani et al. 2013). Therefore, in
therapeutic interventions in these cultures, we may find signifi-
cant reduction in the depressive and anxiety symptoms and not
find more reduction in suppression of emotions (Zemestani et al.
2017). The intersection between culture, suppression of emo-
tions, and paradoxical treatment outcomes could be a fruitful area
for future research.

Regarding psychological well-being, we found that MBCT
increases the SPWB scores compared to control group. The
results of time effect indicate that MBCT had a large, signif-
icant impact on psychological well-being from pre-to post-
treatment that continued through follow-up. These outcomes
are consistent with previous studies (Dunn et al. 2012) that
suggested acting with self-acceptance and non-judging as-
pects of mindfulness could be predictive of psychological

well-being in pregnant women. Mindfulness serves as an im-
portant mechanism in allowing individuals to disengage from
automatic thoughts and unhealthy copping patterns, while si-
multaneously promoting informed and self-endorsed emotion
regulation, which is associated with the enhancement of well-
being outcomes including lower levels of depression, anxiety,
and stress (Stevenson et al. 2018).

This study has a number of limitations that should be noted.
First, the relatively small number of participants per group and
missing data in the follow-up resulted in limited power to
demonstrate consistently significant findings. Future work
with larger samples to provide a more robust test of the effec-
tiveness of MBCT in pregnant women is needed. Second, our
sample included women with different gestational age, there-
by limiting generalizability. It is important for future research
to examine the extent to which these findings can be general-
ized to women who are in similar gestational age. Third, our
outcome measures were limited to self-reported levels of de-
pression, anxiety, emotion regulation, and psychological well-
being, highlighting the need for a more comprehensive assess-
ment. Fourth, our follow-up was relatively short andmay have
been insufficient to detect long-term treatment gains. It will be
important for future studies to investigate the long-term effects
of MBCT. Repeated measurements of follow-up at 6 and
12 months would be useful. Lastly, the current study com-
pared MBCT to a control group; it did not provide a test of
whether MBCT differed from other empirically validated ac-
tive treatments. Future studies should utilize more active con-
trol groups including other viable treatments from a variety of
theoretical orientations.

Despite these limitations, findings are particularly encour-
aging and support the applicability and effectiveness of
MBCT in other cultures. Results add to the literature and pro-
vide cross-cultural support for the effectiveness of MBCT in
treating comorbid depression and anxiety during pregnancy.
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