
This is a repository copy of Implementing Mindfulness-Based Cognitive Therapy (MBCT) 
as mindfulness skills courses offered as an adjunct to individual therapy: a feasibility and 
effectiveness study of mixed staff and patient groups in secondary care.

White Rose Research Online URL for this paper:
http://eprints.whiterose.ac.uk/101869/

Version: Accepted Version

Article:

Hortynska, K, Masterson, C, Connors, L et al. (2 more authors) (2016) Implementing 
Mindfulness-Based Cognitive Therapy (MBCT) as mindfulness skills courses offered as an
adjunct to individual therapy: a feasibility and effectiveness study of mixed staff and patient
groups in secondary care. The Cognitive Behaviour Therapist, 9. e8. 

https://doi.org/10.1017/S1754470X16000040

© 2016, British Association for Behavioural and Cognitive Psychotherapies. This article 
has been accepted for publication and will appear in a revised form in the Cognitive 
Behaviour Therapist, published by Cambridge University Press. 

eprints@whiterose.ac.uk
https://eprints.whiterose.ac.uk/

Reuse 

Unless indicated otherwise, fulltext items are protected by copyright with all rights reserved. The copyright 
exception in section 29 of the Copyright, Designs and Patents Act 1988 allows the making of a single copy 
solely for the purpose of non-commercial research or private study within the limits of fair dealing. The 
publisher or other rights-holder may allow further reproduction and re-use of this version - refer to the White 
Rose Research Online record for this item. Where records identify the publisher as the copyright holder, 
users can verify any specific terms of use on the publisher’s website. 

Takedown 

If you consider content in White Rose Research Online to be in breach of UK law, please notify us by 
emailing eprints@whiterose.ac.uk including the URL of the record and the reason for the withdrawal request. 

mailto:eprints@whiterose.ac.uk
https://eprints.whiterose.ac.uk/


Implementing MBCT as Mindfulness Skills Courses offered in adjunct to individual therapy: 

a feasibility and effectiveness study of mixed staff and patient groups in secondary care. 

Abstract 

There is growing evidence regarding the effectiveness of mindfulness-based interventions 

offered to diagnostically diverse groups of participants. This study examined the feasibility 

and effectiveness of adapted Mindfulness-Based Cognitive Therapy (MBCT) groups offered 

to NHS patients in a secondary care Psychology and Psychotherapy Service. The group was 

run as an adjunct to individual therapy and accepted referrals from all therapists in the 

service, so participants had experienced a range of therapeutic approaches prior to 

attending the group. The 9 groups run during the project also included staff participants, as 

part of a capacity building strategy. Results indicate high levels of acceptability, with low 

drop-out rates. Standardised outcome measures were used to examine the effectiveness of 

the group, and patient participants demonstrated improvements which were statistically 

significant. Qualitative feedback from group participants and referrers was positive. The 

findings support implementation of MBCT as part of a package of psychological therapy 

interventions. Further research regarding this form of MBCT is discussed. 

 

Keywords: Mindfulness; group intervention; mixed presentations; staff 

 

Learning objectives 

1. TŽ ĞŶŚĂŶĐĞ ƉƌĂĐƚŝƚŝŽŶĞƌƐ͛ ĂǁĂƌĞŶĞƐƐ ŽĨ ƚŚĞ ĂĚĂƉƚĂďŝůŝƚǇ ŽĨ MBCT ŝŶƚĞƌǀĞŶƚŝŽŶ ĂŶĚ ŝƚƐ 
potential compatibility with other therapeutic approaches 

2. To provide practice-based evidence for the feasibility and potential benefits of 

implementation of MBCT with heterogeneous populations 

3. To encourage implementation of MBCT in secondary care NHS settings across adult 

and older adult populations  

 

 

Introduction 

The popularity of mindfulness-based interventions is reflected in the increasing number of 

evaluations of the approach in different service settings. Although MBCT is not currently 

recommended by NICE (2004;2009) ĂƐ Ă ͚ĨŝƌƐƚ ůŝŶĞ͛ ƚƌĞĂƚŵĞŶƚ ĨŽƌ ĚŝƐŽƌĚĞƌƐ ŽƚŚĞƌ ƚŚĂŶ 
prevention of relapse in depression, there is growing evidence that mindfulness-based 

interventions are effective for a range of psychological disorders (see the meta-analytic 

reviews of  Khoury et al, 2013 and Hofmann et al, 2010). There is also increasing interest in 



the role of mindfulness- based interventions  in preventing or reducing work related stress 

and burnout in the health care professions (e.g. Marx et al, 2014; Ruths et al, 2012). 

MBCT is a skills-based intervention held over 8 weeks in a group format. In sessions lasting 

about two hours, participants are taught mindfulness skills as well as strategies drawn from 

cognitive behavioural therapy. Group participants are asked to make a significant 

commitment to practice at home (45min a day).  Mindfulness training teaches people to 

ĂĐĐĞƐƐ ƚŚĞ ͚ďĞŝŶŐ ŵŽĚĞ͛ ŽĨ ŵŝŶĚ ďǇ ĂƚƚĞŶĚŝŶŐ ƚŽ ĞǆƉĞƌŝĞŶĐĞ ŵŽŵĞŶƚ ďǇ ŵŽŵĞŶƚ ǁŝƚŚ 
openness and non-judgement, so that narratives triggered by low mood or anxiety are not 

treated as real threats or lossĞƐ ĂŶĚ ƚŚĞƌĞĨŽƌĞ ĚŽ ŶŽƚ ŶĞĞĚ ƚŽ ďĞ ĚĞĂůƚ ǁŝƚŚ ƵƐŝŶŐ ƚŚĞ ͚ĚŽŝŶŐ 
ŵŽĚĞ͛ ŽĨ ŵŝŶĚ͕ ǁŚŝĐŚ ĐĂŶ ŝŶĐƌĞĂƐĞ ůĞǀĞůƐ ŽĨ ƌƵŵŝŶĂƚŝŽŶ͕ ƐƵƉƉƌĞƐƐŝŽŶ͕ ĚŝƐƚƌĞƐƐ Žƌ ƐĞŶƐĞ ŽĨ 
hopelessness (Surawy et al, 2014). The underlying principles behind MBCT are the same 

regardless of depressive or anxious presentation.   

Our secondary care Psychology and Psychotherapy Service (PPS) treats a full range of 

complex mental health problems (with the exception of co-morbid substance misuse) and 

we wanted to make MBCT available to all, regardless of diagnosis. There is practice-based 

evidence supporting the potential effectiveness of using mindfulness-based interventions in 

patients with mixed presentations in primary care (Finucane & Mercer, 2006; Radford et al, 

2012) and secondary care (Green & Bieling, 2012). Although this evidence comprises 

uncontrolled service evaluations with relatively small numbers of participants, a recent RCT 

has provided evidence of the effectiveness of a mindfulness-based group intervention for 

mixed presentation groups (Sundquist et al, 2015).  Discussing mindfulness-based 

ŝŶƚĞƌǀĞŶƚŝŽŶƐ ĨŽƌ ŵĞŶƚĂů ŚĞĂůƚŚ ƉƌŽďůĞŵƐ͕ MĂĐĞ ;ϮϬϬϴͿ ƐƵŐŐĞƐƚĞĚ Ă ĨŽĐƵƐ ŽŶ ͞ǁŚĂƚ ƚŚĞ 
ƐĞƌǀŝĐĞ ƵƐĞƌ ŝƐ ƐĞĞŬŝŶŐ ƌĞůŝĞĨ ĨƌŽŵ͕͟ ƌĂƚŚĞƌ ƚŚĂŶ ĚŝĂŐŶŽƐƚŝĐ ĐĂƚĞŐŽƌŝĞƐ͘ HĞ ƐƵŐŐĞƐƚĞĚ 
cůĂƐƐŝĨŝĐĂƚŝŽŶ ďĂƐĞĚ ŽŶ ĐĂƚĞŐŽƌŝĞƐ ŽĨ ƵŶǁĂŶƚĞĚ ĞǆƉĞƌŝĞŶĐĞƐ͕ ƐƵĐŚ ĂƐ ͞ŵŽŽĚƐ ;ĂŶǆŝĞƚǇ͕ 
depression, anger); intrusions (ruminations, hallucinations, memories); behaviours (binging, 

substance dependence, violence, physical self-ŚĂƌŵͿ͟ ;Ɖ͘ϴϲͿ͘ AĐĐŽƌĚŝŶŐ ƚŽ BƵĚĚŚist 

psychological models, attempted avoidance of the difficult or unpleasant experiences and 

clinging onto pleasurable experiences are two of the common sources of suffering 

(Grabovac & Lau, 2011). This view allows applicability of mindfulness-based approaches to a 

variety of presenting problems and has additional normalising value, promoting awareness 

of the challenges of being human instead of focusing on concepts of pathology. We 

therefore made the decision to offer trans-diagnostic groups, focused on developing skills in 

mindfully relating to inner experiences, whether unwanted emotions, thoughts or bodily 

sensations.  

Demarzo et al (2014) describe mindfulness-ďĂƐĞĚ ŝŶƚĞƌǀĞŶƚŝŽŶ ĂƐ Ă ͞ĐŽŵƉůĞǆ ŝŶƚĞƌǀĞŶƚŝŽŶ͟ 
which therefore requires innovative approaches and delivery models to be implemented. 

Perhaps unsurprisingly, Crane and Kuyken (2012) report that an expert within the service 

increases the chances of successful implementation. Setting up MBCT provision within our 

service was related to the first author having prior expertise in mindfulness-based 



interventions, including having completed doctoral level research into mindfulness. In our 

service, it was clear that the ongoing implementation of MBCT would require training more 

staff; therefore we decided to run groups that included staff as participants.  Good practice 

guidelines ĞŵƉŚĂƐŝƐĞ ƚŚĞ ŶĞĞĚ ĨŽƌ ĐůŝŶŝĐŝĂŶƐ͛ ƉĞƌƐŽŶĂů ƉƌĂĐƚŝĐĞ (Good Practice Guidelines for 

Mindfulness-Based Teachers, 2011) so we offered staff the opportunity to participate for 3 

reasons: to build capacity for mindfulness-based interventions within the service; to 

increase understanding of mindfulness-based interventions (therefore enabling support for 

patients using the approach); and to offer the opportunity for self-practice to staff, which 

has been shown to reduce stress (Marx et al, 2014). 

TŚĞ ĨŽĐƵƐ ŽĨ MBCT ŝƐ ŽŶ ůĞĂƌŶŝŶŐ ƐŬŝůůƐ ƌĂƚŚĞƌ ƚŚĂŶ ĚŝƐĐƵƐƐŝŶŐ ŝŶĚŝǀŝĚƵĂůƐ͛ life history and 

presenting problems, and there is limited scope for monitoring risk. Since the patients of our 

PPS are highly complex and often present with ongoing suicidal ideation or deliberate self-

harm, it was agreed that that the referring clinician would hold the responsibility for 

managing risk. MBCT was therefore an adjunct to individual therapy, although therapy 

appointments were suspended or finished except for planned follow up appointments. We 

hoped that patients would benefit from learning skills in mindfully relating to their 

difficulties (for some this was considered to be part of relapse prevention but that was not 

necessarily the aim).  We were keen to evaluate if offering this would be a useful addition to 

individual therapy regardless of therapeutic model used; our service might then offer a 

package of therapeutic intervention including mindfulness.  As the MBCT groups were not 

intended to be a stand-alone treatment we called our groups mindfulness skills courses.  To 

ŽƵƌ ŬŶŽǁůĞĚŐĞ ƚŚĞƌĞ ŝƐ ŶŽ ƌĞƐĞĂƌĐŚ ŝŶǀĞƐƚŝŐĂƚŝŶŐ MBCT͛Ɛ ĐŽŵƉĂƚŝďŝůŝƚǇ ǁŝƚŚ Ă ƌĂŶŐĞ ŽĨ 
psychotherapy treatment models. We decided that the emphasis on changing the 

awareness of and relationship with internal experiences (including thinking processes) 

would be compatible with the range of therapeutic approaches offered in our service (CBT 

including ACT, Compassion-Focussed Therapy and Behavioural Activation; EMDR; Family 

Therapy; Psychodynamic Therapy; CAT; and Integrative psychotherapy) therefore we 

accepted referrals from all practitioners. We also have not come across any literature on 

MBCT offered in addition to, or as a part of, an individual therapy intervention.  Knowing 

that this may be a novel way of implementing MBCT, in addition to collecting evaluation and 

ŽƵƚĐŽŵĞ ĚĂƚĂ ǁĞ ĐŽůůĞĐƚĞĚ ĨĞĞĚďĂĐŬ ĨƌŽŵ ƌĞĨĞƌƌŝŶŐ ĐůŝŶŝĐŝĂŶƐ ƌĞŐĂƌĚŝŶŐ ƚŚĞ ŐƌŽƵƉ͛Ɛ 
compatibility with the therapeutic intervention they offered.  

To enhance the relevance to a diagnostically diverse group of participants, the mindfulness 

sŬŝůůƐ ĐŽƵƌƐĞ ĨŽůůŽǁĞĚ ƚŚĞ ŽƵƚůŝŶĞ ĚĞǀĞůŽƉĞĚ ďǇ AůŝƐƚĂŝƌ “ŵŝƚŚ ĂŶĚ LŝƐĂ GƌĂŚĂŵ ĐĂůůĞĚ ͞MBCT 
ĨŽƌ ĐŽŵŵŽŶ ŵĞŶƚĂů ŚĞĂůƚŚ ŝƐƐƵĞƐ͟ ǁŚŝĐŚ ŝƐ ĂŶ ĂĚĂƉƚĂƚŝŽŶ ŽĨ ƚhe original MBCT manual 

(Segal et al, 2002). The sessions, homework tasks and main in-class practices are the same 

except for a stronger emphasis on mindful movement and stretching and a lesser emphasis 

on depressive symptoms in the forth session, which instead focused on the overall impact 

the relationship between thoughts, emotions and bodily sensations. Further details of 

course structure and materials, including evaluation, are available on request.  To facilitate 



referrals we provided ͞‘ĞĨĞƌƌĂů ĂŶĚ OƌŝĞŶƚĂƚŝŽŶ “ĞƐƐŝŽŶƐ͟ ĨŽƌ ƐƚĂĨĨ͘ TŚĞƐĞ ƐĞƐƐŝŽŶƐ ĐŽǀĞƌĞĚ͗ 
within-service referral criteria; contraindications for mindfulness; hypothesised mechanisms; 

potential benefits; attitudes supportive of mindfulness practice; course content and themes 

for each class; compatibility with other therapeutic approaches; formal and informal 

practice requirements.   

The first course was for clinicians only. This was intended as an initial capacity building 

activity and a way of facilitating mindfulness skills and knowledge development among staff, 

ŝŶ ůŝŶĞ ǁŝƚŚ CƌĂŶĞ ĂŶĚ KƵǇŬĞŶ͛Ɛ ;ϮϬϭϮͿ ƌĞĐŽŵŵĞŶĚĂƚŝŽŶƐ͘ FŽƵƌ staff (who had prior 

mindfulness practice ranging from 1-17 years) from that initial group then co-facilitated the 

later courses while receiving mindfulness supervision. The lead facilitator (KH) has 

completed Teacher Development Training level 1 and 2, Mindfulness Supervision training 

and has an established meditation practice of 9 years duration. Throughout the courses she 

was receiving regular supervision from a senior MBCT supervisor and trainer.   

In total we ran 9 groups, with 6 to 11 participants in each group.  One or 2 spaces per group 

were available for staff, who ǁĞƌĞ ĂĐĐĞƉƚĞĚ ŽŶƚŽ ĐŽƵƌƐĞƐ ĂĨƚĞƌ ĂƚƚĞŶĚŝŶŐ Ă ͞TĂƐƚĞƌ ĂŶĚ 
IŶĨŽƌŵĂƚŝŽŶ͟ ƐĞƐƐŝŽŶ Žƌ ĂĨƚĞƌ ŝŶĚŝǀŝĚƵĂů ĚŝƐĐƵssion with the main course facilitator. Staff 

participants were interested in developing their own mindfulness practice and supporting 

ƚŚĞŝƌ ƉĂƚŝĞŶƚƐ͛ ƉƌĂĐƚŝĐĞ; it was understood that attending the group would not equip them 

to run MBCT courses (although it may be a first step on the journey of becoming a 

mindfulness facilitator). We thought that having staff and patients participating together 

had additional de-stigmatising value. 

This form of MBCT provision was offered as a pilot. Whilst we had some evidence to support 

our decision to include both staff and patients in the groups (Morehead, 2012), we took the 

risk of assuming that it could be beneficial to patients of our service regardless of their 

presenting difficulties and the therapeutic model being used in their individual therapy.  We 

wanted to evaluate the intervention while it was being provided and to use feedback to 

improve the service.  This project was therefore registered as a Service Evaluation Project 

with our local Research and Development Department. Ethical approval was not required as 

the project involved an evaluation of psychological service provision using information 

collected as part of routine clinical practice. 

 

Procedure 

Each participant was offered a 1 ŚŽƵƌ ŝŶĚŝǀŝĚƵĂů ͞AƐƐĞƐƐŵĞŶƚ ĂŶĚ OƌŝĞŶƚĂƚŝŽŶ͟ ƐĞƐƐŝŽŶ 
before starting the 8 week mindfulness skills course. This allowed discussion of how and 

why developing skills in mindfulness may be helpful, in line with their individual formulation. 

It was an opportunity to explain to participants the commitment required (45min of practice 

for 6 days a week) and to agree on responsibilities and strategies in case any difficulties 



arose during the program. During these sessions patients were screened for suitability, 

informed of the evaluation procedures and reminded that they did not have to complete 

the self-report measures or feedback forms if they did not wish to.  

Commitment to attend all the classes was emphasised and prospective participants were 

informed that if 2 classes were missed within the first 4 this would trigger a discussion about 

their ability to continue; if 3 sessions were missed they should not continue with the course 

as it would be too difficult to develop the intended skills. In such cases, if appropriate, they 

would be offered an opportunity to join the next available course if they wished.  

 

Outcome measures were completed at the start of session 1 and at the end of session 8; the 

qualitative feedback forms were completed in the final session (by participants) and sent to 

referrers after the course completion. 

Outcome measures 

The outcome measures used were those in use in the wider service.  Full scale scores are 

reported due to our interest in whether the course impacted general levels of distress. 

The Clinical Outcomes in Routine Evaluation measure (CORE; Evans et al., 2000) is a 34 item 

self-report questionnaire designed to assess a pan-ƚŚĞŽƌĞƚŝĐĂů ͚ĐŽƌĞ͛ ŽĨ ĐůŝĞŶƚƐ͛ ĚŝƐƚƌĞƐƐ͘ Iƚ ŝƐ 
Ă ŐůŽďĂů ŵĞĂƐƵƌĞ ŽĨ ĚŝƐƚƌĞƐƐ ĐŽǀĞƌŝŶŐ ĐůŝĞŶƚƐ͛ ƐƵďũĞĐƚŝǀĞ ǁĞůůďĞŝŶŐ͕ ĐŽŵŵŽŶůǇ ĞǆƉĞƌŝĞŶĐĞĚ 
problems/symptoms, and life/social functioning. Clinical scores range from 0 to 40. A higher 

score indicates a higher level of distress.  

The Depression Anxiety and Stress Scale - Short Form (DASS-21; Antony, et al, 1998; Henry & 

Crawford, 2005) is a 21-item self-report measure of depression, anxiety and stress. Scores 

are doubled to allow comparison with the full-scale DASS. Total scores range from 0 to 126, 

with higher scores indicating more difficulties.   

Evaluation measures 

The feedback form for participants was closely based on material from the original MBCT 

manual (Segal et al, 2002) aimed to facilitate reflections among participants and to elicit 

qualitative feedback. Although most questions were originally intended to be used as 

prompts for discussion in pairs, we asked our participants to write down their answers 

afterwards. Questions included e.g.: What did you want/hope for?; What have you 

learned/gained during the course?; What were the obstacles/costs to you?; What may help 

you in the future if you are in danger of becoming overwhelmed?; How important the course 

has been and why? (which was rated on a 10 point scale). 

A feedback form for referrers was designed by the first author (in collaboration with her 

mindfulness supervisor and the co-facilitators) in order to elicit perceived changes in the 



ƉĂƌƚŝĐŝƉĂŶƚƐ͛ ƉƌĞƐĞŶƚĂƚŝŽŶ ĂŶĚ ƚŽ ĂƐƐĞƐƐ ƚŚĞ ĐůŝŶŝĐŝĂŶƐ͛ ŽƉŝŶŝŽŶƐ ŽŶ ƚŚĞ ĐŽŵƉĂƚŝďŝůŝƚǇ ŽĨ ƚŚĞ 
course with the therapy they were offering.  It consisted of questions such as e.g.: Any 

particular changes oďƐĞƌǀĞĚ ŝŶ ǇŽƵƌ ĐůŝĞŶƚ͛Ɛ ƉƌĞƐĞŶƚĂƚŝŽŶ ƐŝŶĐĞ ƚĂŬŝŶŐ ƚŚĞ ĐŽƵƌƐĞ͍͖ DŽ ǇŽƵ 
think mindfulness added something to the individual therapy you offered?; To what extent in 

your opinion is mindfulness compatible with the form of therapy you have been offering and 

why? (rated on a 10 point scale). 

 

Participants  

Patients 

A total of 54 patient participants started the course; 35 were female and 19 male. The 

average age was 48 years (range 25-81 years); 9 participants were aged 65 or over. The 

average number of individual therapy sessions attended before starting the MBCT course 

was 13 (range 2-35.)  

The average CORE score at the start of the course was 18 (range 5.3-27.9). The average 

DASS-21 score at the start was 61 (range 16-116). 

To facilitate the trans-diagnostic focus of the groups both referrers and patients were 

ƐƉĞĐŝĨŝĐĂůůǇ ĂƐŬĞĚ ĂďŽƵƚ ƚŚĞ ͞ƉƌĞƐĞŶƚŝŶŐ ƉƌŽďůĞŵ͟ ĂƐ ŽƉƉŽƐĞĚ ƚŽ ĚŝĂŐŶŽƐƚŝĐ ĐĂƚĞŐŽƌǇ͘ 
Problems included: recurrent depression; anxiety; PTSD symptoms; bipolar disorder; body 

dysmorphic disorder; history of early trauma; worries; rumination; panic attacks; work 

stress; obsessive-compulsive disorder; chronic pain; self-criticism; complex bereavement; 

self-blame; social anxiety; health anxiety; generalised anxiety; health problems; suicidal 

ideation; and intrusive thoughts.  

 

Staff 

A total of 16 staff attended the course. Despite recognising that many staff were 

participating in order to develop skills in using mindfulness with their patients, all were 

asked to identify personal reasons or problems they wished to focus on when attending the 

course. The main problems identified were: stress; being easily distracted; worries; anxiety; 

rumination; living in the future; racing mind; inability to relax; rushing; no energy; and sleep 

problems. Participants in the firsƚ ͞ƐƚĂĨĨ ŽŶůǇ͟ ĐŽƵƌƐĞ ǁĞƌĞ ŶŽƚ ĂƐŬĞĚ ƚŽ ĐŽŵƉůĞƚĞ CO‘E͕ ďƵƚ 
in subsequent groups we decided to ask all participants to complete both measures. Staff 

data was not analysed for the current paper. 

 

 



Results  

Acceptability 

A total of 62 referrals were made by 28 clinicians from PPS. The majority of referrals (37) 

came from CBT-inclined therapists. 10 patients were referred by CAT therapists, 10 by 

psychodynamic therapists and 3 by Integrative therapists. One referral came from the 

Family Therapy Service and one was a result of a neuropsychological assessment. 

All 62 referred patients were offered an assessment appointment. Three patients did not 

attend their assessments. Post-assessment, one patient was deemed to be unsuitable; four 

were offered a place on the program, but did not attend.  Therefore, a total of 54 patients 

started the course. 

Attendance and drop-out  

In total there were 347 attendances out of 432 possible for patient participants (80% 

attendance rate). 46 patient participants (85%) attended at least 5 sessions.   

All staff participants completed the course. Of the 54 patient participants, 7 dropped out 

before completing the course (13%). Reasons for drop out included ill health (3); worsening 

in mental health (2); problems in engaging in homework practice (1); and unknown (1).  

Outcome measures 

Complete pre- and post-MBCT data were available for 35 patient participants on the CORE 

and for 41 patients on the DASS. We checked that for both measures the pre-group and 

post-group data was normally distributed.  Paired samples t tests were used to compare 

means and assess significance of outcomes.   

A comparison of CORE scores revealed a reduction from pre-group (mean = 18.47, S.D.= 

5.58) to post-group scores (mean = 14.87, S.D.= 7.02), indicating a reduction in distress. This 

difference was statistically significant (t = 3.31, p < 0.002, r=0.50) with a medium effect size 

(d = 0.57, 95% CI [.20, .92]). DASS scores also reduced from pre-group (mean = 60.68, S.D.= 

22.71) to post-group (mean = 42.73, S.D.= 22.07), indicating a reduction in symptoms. This 

difference was statistically significant (t = 5.35, p <0.001, r=0.54) with a large effect size (d = 

0.80, 95% CI [.46, 1.14]).   

Evaluation measures 

We used thematic analysis (Braun & Clarke, 2008) to examine the key questions of interest 

ĨƌŽŵ ƚŚĞ ĨĞĞĚďĂĐŬ ĨŽƌŵƐ͘ TŚĞ ĂŶĂůǇƐŝƐ ŽĨ ƉĂƌƚŝĐŝƉĂŶƚƐ͛ ǁƌŝƚƚĞŶ ĨĞĞĚďĂĐŬ ĐŽŵŵĞŶƚƐ ;ďŽƚŚ 
patients and staff) revealed several main themes/ categories. Table 1 outlines the themes 

emerging from the question: What did you want/ hope for? What was the main goal you 

wanted to achieve? 



Table 1. Themes and subthemes regarding hoped for changes 

Theme Subthemes 

Staying in the now  To learn about mindfulness and improve ability to 
use ŝƚ ƚŽ ƐƉĞŶĚ ƚŝŵĞ ŝŶ ƚŚĞ ͞ŶŽǁ͟ 

 To be more relaxed, more content with and 
connected to life as it is, to enjoy moments and 
time with family 

 To be able to let things go (e.g. memories, 
emotions) and live in the present moment 

 

Reducing or managing 

symptoms 

 To have more control over racing 
mind/thoughts/memories; to stop ruminating 

 To be able to cope better with 
stress/pain/anxiety/low mood 

 To reduce or better manage anxiety of varying 
form and intensity 

 To gain tools for staying well with depression 
 Other (weight loss, quitting smoking, lateness) 

 

Building strengths  To be more self-accepting/kind/confident 
 To develop self-awareness, to be able to help 

others (staff participants) 
 

 

Table 2 outlines the themes identified in response to the question: What have you 

learned/gained during the course? 

Table 2. Themes and subthemes regarding the benefits of the course 

Theme             Subthemes 

Staying in the now  Becoming more connected to life, appreciating 
moments  

 Accepting now 
 Finding peace in breath 

 
 

Managing problems  Space to understand what is happening, relax the 
mind and stop negative loop 

 Becoming less anxious, striving, stressed, 
becoming calmer 

 
 

Changed awareness  Better understanding of self 
 Awareness of habitual responses, thought 

patterns, coming out of doing mode  



 It͛s normal to have thoughts that wander 
 
 

New skills  Taking time for myself  
 Being less judgemental 
 Iƚ͛Ɛ ĨŽƌ ůŝĨĞ 

 

Responses to the question How important out of 10 the course has been for you and why? 

were available from 42 patients and 13 staff participants. The average score was 8.5 for 

patient participants and 7.7 for staff indicating that the program was experienced as 

important.  

In line with these high ratings of importance, the qualitative answers to this question were 

overwhelmingly positive, indicating that participants found the course to be beneficial. The 

responses to this question echoed the above categories (table 2) and included the following 

examples (selected from 6 of those patient participants who gave permission for us to use 

their words in this paper):  

Iƚ͛Ɛ ĐŽŵƉůĞƚĞůǇ ĐŚĂŶŐĞĚ ŵǇ ǁĂǇ ŽĨ ƚŚŝŶŬŝŶŐ͕ ŚŽǁ I ƐƉĞŶĚ ŵǇ ƚŝŵĞ ĂŶĚ ŚŽǁ ŵƵĐŚ I ǁŽƌƌǇ͘ Iƚ͛Ɛ 
ŵĂĚĞ ŵĞ ƌĞĐŽŐŶŝƐĞ ƚŚĞ ŝŵƉŽƌƚĂŶĐĞ ŽĨ ͚ŵĞ ƚŝŵĞ͛ ĂŶĚ ďƵŝůĚ ƚŚŝƐ ŝŶƚŽ ŵǇ ůŝĨĞ͘ Iƚ͛Ɛ ŵĂĚĞ ŵĞ 
slow down, recognise the things in life I enjoy and learn to accept uncomfortable, unpleasant 

feelings. I also feel more confident as I am not constantly striving to be perfect at everything. 

This course, in conjunction with other therapies, has given me the first time in 22 years to 

face up to the past with a realistic prospect of coping and accepting that the past is indeed 

the past and I cannot change it. 

I have found it extremely helpful to be given practical help to spend some time on me.  

Having an excuse to shut the world off and just be by myself in the present moment is a 

great thing and will hopefully give me the grounding I need to carry on. 

MBCT has helped me to focus on me and what I actually think and feel rather than what I 

think I should be thinking and feeling. Iƚ͛Ɛ ŚĞůƉĞĚ ŵĞ ƐĞƚƚůĞ ĂŶĚ ŐƌŽƵŶĚ ŵǇƐĞůĨ ƚŚƌŽƵŐŚ 
breathing practice. I feel that MBCT has given me a freedom to recognise that thoughts are 

just that. 

 

Over the course of the course, I have grown, changed my thinking and outlook, developed an 

inner confidence and resilience in a way in which I could not have imagined.  The course 

came at the right time for me ʹ when I was ready to embrace a new approach to my life and 

find new ways to approach my issues.  You have participated rather than taught the course, 

which has made the work even more powerful. 

 



The course has shown me the tools to help cope with my negative thinking much more 

effectively and to realise how important it is not to live in the past or the future, but to be 

aware of enjoying the present for what it is.  The meditation exercises help alter my 

automatic negative ƚŚŽƵŐŚƚ ƉĂƚƚĞƌŶ͘  I ĚŝĚŶ͛ƚ ŚĂǀĞ ĂŶǇ ĞǆƉĞĐƚĂƚŝŽŶƐ ƚŚĂƚ ŝƚ ǁŽƵůĚ ŵĂŬĞ ĂŶǇ 
ĚŝĨĨĞƌĞŶĐĞ ďƵƚ I ƚŚŝŶŬ ŝƚ ĐĂŶ ŚĞůƉ͘  Iƚ͛Ɛ ĂůƐŽ ŵĂĚĞ ŵĞ ŵŽƌĞ ĂǁĂƌĞ ŽĨ ŚŽǁ ƐĞůĨ-critical I am and 

how damaging this can be. 

 

Feedback from referrers 

Alongside the impact on symptom reduction and value to participants we aimed to evaluate 

ƚŚĞƌĂƉŝƐƚƐ͛ ƉĞƌĐĞƉƚŝŽŶ ŽĨ ƚŚĞ ĐŽŵƉĂƚŝďŝůŝƚǇ ŽĨ MBCT ǁŝƚŚ ƚŚĞƌĂƉĞƵƚŝĐ ŝŶƚĞƌǀĞŶƚŝŽŶƐ ĚĞůŝǀĞƌĞĚ 
in one to one format. 17 referring clinicians provided fĞĞĚďĂĐŬ ŽŶ MBCT͛Ɛ ĐŽŵƉĂƚŝďŝůŝƚǇ, 

returning 27 feedback forms.  25 of these included numerical ratings the compatibility of 

MBCT with their therapeutic approach with the referred patient:  20 rated it extremely high 

(10/10) and 5 rated it as very high (8-9/10).  See Table 3 for examples of the qualitative 

comments from these forms.  

 

Table 3. EǆĂŵƉůĞƐ ŽĨ ƌĞĨĞƌƌĞƌƐ͛ ĨĞĞĚďĂĐŬ  

Question Example responses Type of 

individual 

therapy offered  

Overall 

impression? 

Any 

particular 

changes 

observed in 

ĐůŝĞŶƚ͛Ɛ 
presentation 

since taking 

the course? 

Mindfulness has helped my client learn different way of 

relating to her thoughts and feelings that seemed to be 

helping prevent relapse. This client had review 

appointments up to 4 months after the course and 

continued to be well, in fact improved further over this 

time. 

 

My client had previous knowledge of mindfulness, for 

him it was about consolidation and opportunities for live 

practice with the benefit of a structured programme that 

has been invaluable. He is continuing to use what he has 

learned from the course. The group dynamics has been 

very beneficial in helping him confront some of his fears 

about group social situations, and has been a very 

adaptive, normalising and cathartic experience  

 

Very positive impact, good feedback. I noticed greater 

sense of ability to direct her mind and move more 

smoothly around anxieties rather than feeling 

overwhelmed by them. More connected and supportive 

of herself and committed to working to keep herself 

 
BA 
 
 
 
 
 
 
CBT 
 
 
 
 
 
 
 
 
CAT/ Integrative 
 
 
 



well. 

 

Do you think 

mindfulness 

added 

something 

to the 

individual 

therapy you 

offered? 

 

The specific emphasis on prolonged skills practice. At 

times in therapy the process of formulating and 

understanding leaves less room for focussed experiential 

practice. Group offers an additional dimension of dealing 

with the experience of being with others in greater 

numbers that working 1:1 cannot.  

 

I do feel she needed rigorous practice to start to feel she 

could own her mind more and not feel so reactive to 

traumatic memories. 

 

I think it helped her better recognise when she was 

staring to ruminate or worry and to realise that she has 

an alternative to doing it. 

 

 
CBT 
 
 
 
 
 
 
EMDR/ CFT 
 
 
 
BA 

To what 

extent 

mindfulness 

is 

compatible 

with the 

form of 

therapy you 

have been 

offering and 

why?  

 

It encourages people to work with what is rather than 

what they want it to be, and creates a space to reflect 

and observe, rather than immediately engage in old 

habitual ways of responding. It is a useful way to 

develop an adaptive behavioural response of just being 

with emotions and resisting the pull of particular trains 

of thought, after the initial cognitive work around 

verbally identifying existing rules and assumptions. The 

focus on the breath is also the basis of developing self 

compassion and self soothing so it can be a good primer 

for CFT too. 

 

The principles of mindfulness fit very well with my 

general approach in helping people develop a greater 

understanding and awareness of their internal processes 

and their ability to revise these.  

 

I think it is compatible as CAT is in part about the 

relationship with the self which seems to fit with 

ŵŝŶĚĨƵůŶĞƐƐ͘ Iƚ͛Ɛ ĂďŽƵƚ ŚŽǁ ǁĞ ƐĞĞ ŽƵƌƐĞůǀĞƐ ĂŶĚ 
ŬĞĞƉŝŶŐ ĂŶ ͞ŽďƐĞƌǀŝŶŐ ĞǇĞ͟ ŽŶ ƵƐ ŝŶ ƚŚĞ ƉƌĞƐĞŶƚ͘  
 

I think it fits extremely well with brief CAT consultation 

work which also aims to have strong focus on 

recognising patterns as they occur. It is good to offer 

͚ƉĂĐŬĂŐĞ͛ ŽĨ ŝŶƚĞƌǀĞŶƚŝŽŶƐ ƌĂƚŚĞƌ ƚŚĂŶ ƐŝŶŐůĞ ŽŶĞ͘ 

 
CBT 
 
 
 
 
 
 
 
 
 
 
 
Integrative/EMDR 
 
 
 
 
 
CAT 
 
 
 
 
 
CAT 
 

 



 

Discussion  

The results of this evaluation provide initial evidence that MBCT is feasible and effective 

when delivered in a secondary care PPS to groups of mixed diagnosis patients, as an adjunct 

to a variety of therapeutic approaches. Our preparation of referrers appears to have been 

successful, with only 1 assessed patient not offered a place on the course. The course seems 

to have been an acceptable intervention to patients, with high levels of attendance and low 

dropout rates (cf Strauss et al, 2014, who report dropout rates of 8%-38% in RCTs). 

Furthermore, our secondary care participants rated the course as important to them at a 

ƐŝŵŝůĂƌ ůĞǀĞů ƚŽ ‘ĂĚĨŽƌĚ Ğƚ Ăů͛Ɛ ;ϮϬϭϮͿ ƉƌŝŵĂƌǇ ĐĂƌĞ ƉĂƚŝĞŶƚƐ͘ Qualitative feedback from both 

patients and referrers was mostly very positive, and indicates that MBCT can be offered as 

an adjunct to individual therapy of different types. Finally, despite the complexity of our 

ƉĂƌƚŝĐŝƉĂŶƚƐ͛ ƉƌŽďůĞŵƐ͕ ƐƚĂƚŝstically significant change was observed on outcome measures, 

which in conjunction with the qualitative feedback indicates that the course had a positive 

impact.   

Although Teasdale et al (2003) caution against injudicious use of MBCT, they also recognise 

that mindfulness practice may positively affect processes common to different 

presentations. They stress the importance of individual formulations, both to improve 

outcomes and to prevent the possible adverse effects of mindfulness practice, and this was 

addressed in our assessment sessions. Our results indicate that, as a group, our 

diagnostically diverse participants experienced significant improvements in symptoms, 

which adds to the growing evidence supporting this way of offering MBCT (Radford et al, 

2012; Green & Bieling, 2012).  Strauss et al͛Ɛ (2014) meta-analysis of mindfulness-based 

interventions for people with a current episode of anxiety or depression found significant 

reductions in symptom severity for depressed patients, however, improvements in anxiety 

symptom severity were not statistically significant. The inclusion in our study of participants 

who would meet diagnostic criteria for anxiety disorders may therefore have weakened our 

findings. Given that our evaluation had good results, it could be that many of our patient 

participants had co-morbid depression and anxiety. Arch and Ayers͛s (2013) evaluation of a 

shortened mindfulness-based intervention for anxiety found that patients with significant 

depressive symptoms or uni-polar mood disorders had better outcomes at 3-month follow 

up than those offered a CBT intervention. In order for us to address these issues it would 

have been useful to collect full diagnostic data, however, this would not have fitted with our 

clinical approach. 

As a service evaluation we did not have a comparison or control group, nor did we attempt 

to control for other factors which may have impacted participants͛ symptoms (other 

interventions, medication changes, life events etc) so we cannot definitively attribute the 

observed changes to the MBCT intervention. Furthermore, the quantitative analysis is based 

group averages which disguise individual patterns of change: we know that three 



ƉĂƌƚŝĐŝƉĂŶƚƐ͛ scores worsened on both measures over the course of the group.  Whilst we 

know that most of the course participants were not receiving individual therapy at the same 

time as attending the course we did not formally record this, nor did we record use of other 

support accessed during the course. In hindsight, it would have been useful to use a 

measure designed to capture changes relating directly to the mindfulness intervention, such 

as the 5 Facets Mindfulness Questionnaire (Baer et al, 2006) to explore the relationship 

between mindfulness skills and changes in symptoms. It would also have been useful to 

collect information on mindfulness practice between the sessions as there is evidence that 

regular formal homework practice (i.e. 40min) a minimum of 3 times per week enhances the 

benefits obtained from attending the MBCT courses (Crane et al, 2014). The evaluation 

could have also benefitted from a more robust approach to collecting the symptom 

outcome measures; there were a number of problems with incomplete forms or missing 

data (e.g. ID number or date). 

Our positive findings are likely to have been influenced by the referral of appropriate clients 

from interested clinicians who already had positive beliefs about the potential benefits of 

mindfulness, many of whom had completed an MBCT course themselves. We have 

considered whether there could be other reasons for our positive findings.  The staff who 

participated had other work relationships with facilitators and may have been inclined to 

provide positive feedback in order to maintain good relationships. The positive nature of the 

qualitative feedback was possibly also influenced by the nature of the questions (e.g. ͞WŚĂƚ 
ŚĂǀĞ ǇŽƵ ůĞĂƌŶĞĚͬ ŐĂŝŶĞĚ ĚƵƌŝŶŐ ƚŚĞ ĐŽƵƌƐĞ͍͟Ϳ Ăůƚhough we did also ask about obstacles and 

costs.  It is possible that those patients who were most engaged in the course were the best 

at fully completing the outcome measures and those who dropped out did not complete 

later measures. Furthermore, we are aware that there is potential bias relating to 

ƉĂƌƚŝĐŝƉĂŶƚƐ͛ ĂŐƌĞĞŵĞŶƚ ƚŽ ƵƐĞ ƚŚĞŝƌ ƋƵŽƚĞƐ ŝŶ ƚŚŝƐ ƉĂƉĞƌ͗ perhaps those who gave us 

permission to use their quotes had also given the most positive feedback. Finally, we are 

also aware that there is a potential for positive bias in the feedback provided by participants, 

given that the outcome and qualitative data were collected at the last session by the 

facilitators, although this ensured high levels of completion.   

There is no follow up data at the time of writing, but we hope to collect follow-up data from 

patients to establish whether gains were maintained. A recent study indicates long-term 

maintenance of improvement in a heterogeneous group of primary care patients (Mitchell & 

Heads, 2015). We would also like to monitor re-referral rates to the service in order to 

establish whether there is a longer term impact of the intervention on the utilisation of 

ƐĞƌǀŝĐĞƐ͘ TŚŝƐ ǁŽƵůĚ ĂůůŽǁ ƚŚĞƐĞ ƉĂƚŝĞŶƚƐ͛ ĚĂƚĂ ƐƵďƐĞƚ ƚŽ ďĞ ĐŽŵƉĂƌĞĚ ƚŽ Ă ƐĞƌǀŝĐĞ ŶŽƌŵ͘ 
Findings from a recent study examining the impact of MBCT on care health utilisation 

(including A&E visits and psychiatric input) over a 7-year period suggest that MBCT can have 

the added benefit of reducing distress-related high health care utilization (Kurdyak, et al, 

2014).  



We would like to further explore the experience of our staff participants, as this sort of 

intervention has been shown to have good benefits for mental health staff (Marx et al, 2014; 

Ruths et al, 2012). Whilst ratings of the personal importance of participation in the MBCT 

course were generally high for both staff and patients, they were slightly lower for staff 

participants. This may indicate the mixed group format of delivery is less acceptable for 

them than for patients, as was the case in MoorheĂĚ͛Ɛ ;ϮϬϭϮͿ ĨĞĂƐŝďŝůŝƚǇ ƐƚƵĚǇ ŽĨ 
mindfulness groups for patients, staff and carers. However, it may simply be related to the 

fact that the changes experienced by staff were less marked, since staff had generally lower 

symptoms ratings at the start of the course. 

 

Summary 

Whilst there is growing evidence that MBCT is helpful for a range of conditions it is a high 

demand intervention involving practical and psychological challenges for patients. This 

evaluation describes how we enabled the intervention to be embedded in a wider 

psychological therapy service. The mindfulness skills course resulted in benefits for patients 

and proved to be compatible with a variety of other therapeutic approaches. We believe 

that these groups can enhance service delivery in secondary care; as one of our referrers 

stated ŝƚ ŝƐ ĂŶ ŝŶǀĂůƵĂďůĞ ƉĂƌƚ ŽĨ ƚŚĞ PP“ ƐĞƌǀŝĐĞ ĂŶĚ ŝƚ ŝƐ ŐŽŽĚ ƚŽ ŽĨĨĞƌ ͚ƉĂĐŬĂŐĞ͛ ŽĨ 
interventions rather than single one. This paper was intended to be relevant to mental 

health practitioners interested in offering MBCT courses in similar clinical settings and we 

hope that this contributes to the dissemination of MBCT across services.  

 

Final word 

Whilst this is unusual in a journal article, we would like to end with the comments of one 

participant, who wrote the following when approached for permission to use quotes from 

their feedback form (some identifying information removed): 

On completion of the course, I returned to full time work for 9 months, before resigning and 

ůĂƵŶĐŚŝŶŐ ŝŶƚŽ ĨƌĞĞůĂŶĐĞ ͙ ĐŽŶƐƵůƚĂŶĐǇ͘ I ŶŽǁ ǁork 1 to 2 days a week, earning a bit less but 

have time to volunteer in my community, fundraise for mental health charities, bake, and 

LIVE! 

Since last December, I have been in a fantastic, supportive and fully intimate 

ƌĞůĂƚŝŽŶƐŚŝƉ ͙ĂŶĚ ƚŽ ƚŚŝŶŬ ůĂƐƚ ƚŝŵe you saw me I could barely shake hands!! I am hoping to 

reduce medication in the months ahead. 



Thank you doesn't come close - your skilful leading of the course and the power of learning 

within and from the group changed my life in profound ways and helped me to move on 

from a life barely worth living to a place of contentment and fulfilment. 
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