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Question 

 
In adults of working age with moderate to severe depression (in a community setting) what is the 

efficacy of MBCT, compared with CBT and/or antidepressants in reducing relapse rates and/or 

improving global functioning and quality of life? 

 

Clarification of question using PICO structure (PICTRO for diagnostic questions) 

 

Patients: Adults of a working age with moderate to severe depression (in a community setting) 

Intervention: Mindfulness Behavioural Cognitive Therapy  (MBCT) 

Comparator: Cognitive Behavioural Therapy or Antidepressants 

Outcome: Reducing relapse rates and/or improving global functioning and quality of life 

 

Clinical and research implications 

 

A review suggested that MBCT is more effective than treatment as usual and at least as effective as 

anti-depressant medication in preventing relapses in patients with major depressive disorder, 

especially in patients with three more previous relapses.    One study included in the review 

suggested that MBCT is cost-effective with the cost of MBCT similar to that of anti-depressants.  One 

small RCT judged at high risk of bias suggested that the effects of MBCT are similar to those of CBT.  

The efficacy of MBCT compared to CBT therefore requires further investigation in larger, high quality 

studies.  Further studies are also required to confirm the effect of MBCT compared to 

antidepressants, and to investigate the effect of MBCT in patients with two or fewer previous 

relapses.   

 

 

 

 

 

 

 

 

 

 

 



What does the evidence say? 

Number of included studies/reviews (number of participants) 

One recent systematic review (search date November 2010) of 6 RCTs (n=593) comparing MBCT with 

placebo or treatment as usual was identified.(1)  The mean age of patients ranged from 43 to 49 

years and between 64% and 81% were women.  In all but one of the studies all patients had a history 

of antidepressant medication, in the other study 77% of participants had previously been prescribed 

anti-depressants.  A further small RCT (n=45) comparing CBT with mindfulness CBT (MCBT) in 

patients with non-melancholic depression in the general community was identified. 

 

Two relevant protocols are registered on the Cochrane library but results of these reviews are not 

yet available (http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD008704/abstract and 

http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD008705/abstract).  

 

Main Findings 

This review found strong evidence that MBCT reduced the risk of relapse compared to treatment as 

usual (TAU) or placebo (RR 0.66, 95% CI 0.53 to 0.82; I2=0%; 5 studies).  There was no evidence of 

publication bias based on the Egger test.  Results were similar when analysis was restricted to 

patients who had experienced three or more prior episodes, but analysis of two studies of patients 

with only two previous episodes suggested a greater effect of treatment as usual (RR 0.51, 95% CI 

0.25 to 1.05 in favour of TAU).  There was a suggestion that MBCT reduced the risk of relapse 

compared to maintenance anti-depressant medication (m-ADM) (RR 0.80, 95% CI 0.60 to 1.08); 

I2=0%; 2 studies).  None of the included studies compared MBCT with CBT.  One study reported cost-

effectiveness data and suggested a similar cost of MBCT (annual cost $2767 per patient) and anti-

depressants (annual cost $2340 per patient).  The RCT reported improvements in anxiety and 

depression symptoms in both treatment arms but found no significant difference between MBCT 

and CBT after the intervention or at 6 or 12 month follow-up. 

 

Authors Conclusions 

The authors’ of the review concluded that MBCT is an effective intervention for relapse prevention 

in patients with recurrent MDD in remission, at least case of three or more previous MDD episodes.  

The authors of the RCT concluded that MBCT appears to be as effective as CBT in the treatment of 

current depression. 

 

Reliability of conclusions/Strength of evidence 

The included review was generally well conducted and judged at low risk of bias.  The main 

limitation was the potential for language and publication bias as the review was restricted to studies 

published in English.  However, publication bias was assessed in the review and no evidence was 

found.  We therefore do not expect this potential limitation to have had a significant impact on the 

results.  The primary studies included in the review were generally at low risk of bias and so their 

findings are likely to be reliable.  The results of this review and the authors’ conclusions are 

therefore likely to be reliable.  The RCT was judged to be at high risk of bias.  A relatively large 

proportion of participants dropped out and an intention-to-treat analysis was not conducted.  

Methodological details including randomisation, allocation concealment and blinding were poorly 

reported making the risk of bias unclear for these domains. 

 

 

http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD008704/abstract
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD008705/abstract


What do guidelines say? 

 
SIGN guidelines(3) state that “Mindfulness based cognitive therapy in a group setting may be 
considered as a treatment option to reduce relapse in patients with depression who have had three 
or more episodes.”  NICE guidelines on treatment and management of depression(4) state that 
“People with depression who are considered to be at significant risk of relapse (including those who 
have relapsed despite antidepressant treatment or who are unable or choose not to continue 
antidepressant treatment) or who have residual symptoms, should be offered the following 
psychological interventions: 
●   Individual CBT for people who have relapsed despite antidepressant medication and for people 
with a significant history of depression and residual symptoms despite treatment 
●  Mindfulness-based cognitive therapy for people who are currently well but have experienced 
three or more previous episodes of depression.  Mindfulness-based cognitive therapy should 
normally be delivered in groups of eight to 15 participants and consist of weekly 2-hour meetings 
over 8 weeks and four follow-up sessions in the 12 months after the end of treatment.” 
 

These recommendations are reiterated in the NICE guidance on Common mental health 

disorders.(5) 
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Results 

Systematic Reviews 

Author (year) Search Date Inclusion criteria Number of 

included studies 

Summary of results Conclusions Risk of 

bias 

Piet (2011)(1) Inception to 

November 

2010. 

Restricted to 

studies 

published in 

English 

Patients: Participants 
aged 18 years or 
above, diagnosed 
with recurrent MDD 
in remission 
according to a formal 
diagnostic 
classification system. 
 
Intervention: MBCT 
conducted according 
to the manual by 
Segal et al. (2002). 
 
Comparator: Not 
specified 
 
Outcome: Number of 
participants meeting 
the 
diagnostic criteria for 
a new MDD episode 
over the follow-up 
study period. 

 

Study design: RCTs 
 

6 studies (n=593) Study quality was generally good.  All studies were appropriately 

randomised, had similar groups at baseline and reported on 

withdrawals, five reported concealment of treatment allocation, 

and five were blinded.  Only 1 study reported reasons for 

withdrawals, and three studies used an intention to treat analysis. 

 

The mean age of patients ranged from 43 to 49 years and between 

64% and 81% were women.  In all but one of the studies all 

patients had a history of antidepressant medication, in the other 

study 77% of participants had previously been prescribed anti-

depressants. 

 

There was strong evidence that MBCT reduced the risk of relapse 

compared to treatment as usual or placebo (RR 0.66, 95% CI 0.53 

to 0.82; I
2
=0%; 5 studies).  There was no evidence of publication 

bias based on the Egger test.  Results were similar when analysis 

was restricted to patients who had experienced three or more 

prior episodes, but analysis of two studies of patients with only 

two previous episodes suggested a greater effect of treatment as 

usual (RR 0.51, 95% CI 0.25 to 1.05 in favour of TAU). 

 

There was a suggestion that MBCT reduced the risk of relapse 

compared to m-ADM (RR 0.80, 95% CI 0.60 to 1.08); I
2
=0%; 2 

studies). 

 

One study reported cost-effectiveness data and suggested a 

similar cost of MBCT (annual cost $2767 per patient) and anti-

depressants (annual cost $2340 per patient). 

MBCT is an 

effective 

intervention 

for relapse 

prevention 

in patients 

with 

recurrent 

MDD in 

remission, at 

least case of 

three or 

more 

previous 

MDD 

episodes. 

Low 



 

RCTs 

Author (year) Inclusion criteria Number of 

participants 

Summary of results Risk of bias 

Manicavasgar 

(2011)(2) 

Patients: Generaly community, >18 

years, DSM-IV criteria for major 

depressive disorder, ≥20 on BDI-II, low 

mood for >3 months, no CBT, 

mindfulness or meditation/relaxation in 

last 12 months, not commencing or 

changing medication in preceeding 3 

months.  Patients with range of disorders 

excluded. 

Intervention: Mindfulness based 

cognitive behaviour therapy (MBCT) – 

group therapy 

Comparator: Cognitive behaviour 

therapy (CBT) – group therapy 

Outcome: Depression and anxiety scores 

Duration: 8 week treatment with up to 

12 month follow-up 

45 There were significant improvements in both BDI and 

BAI SOFAS scores from pre- to post- treatment for both 

intervention groups (p<0.05).  No significant differences 

were found between the two treatment groups in 

anxiety or depression immediately post-treatment or at 

6 or 12 month follow-up. 

 

 
  



Risk of Bias:  

 

SR 

Author (year) Risk of Bias 

Inclusion 

criteria 

Searches Review 

Process 

Quality 

assessment 

Synthesis 

Study 1      

Low Risk High Risk   ? Unclear Risk  

 

RCT 
Study RISK OF BIAS 

Random 

allocation 

Allocation 

concealment 

Blinding of 

participants and 

personnel 

Blinding of 

outcome 

assessment 

Incomplete 

outcome data 

Selective 

Reporting 

Manicavasgar 

(2011)(2) 

? ? ? ?  ? 

  



 

Search Details 

Source Search Strategy Number of hits Relevant evidence 

identified 

SRs and Guidelines 

NICE mindfulness 3 possibly relevant 3 

DARE  mindfulness 28hits  – 7 possibly 

relevant 

1 

CDSR mindfulness 3hits – 2 possible 

relevant [but only 

protocols, as in DARE]  

(2 relevant though 

unpublished) 

Primary studies 

MEDLINE    

EMBASE    

PsychINFO    

Summary NA NA  

 

(Search strategies to be added when returned) 

Disclaimer 

BEST in MH answers to clinical questions are for information purposes only. BEST in MH does not make recommendations. 

Individual health care providers are responsible for assessing the applicability of BEST in MH answers to their clinical practice. BEST 

in MH is not responsible or liable for, directly or indirectly, any form of damage resulting from the use/misuse of information 

contained in or implied by these documents. Links to other sites are provided for information purposes only. BEST in MH cannot 

accept responsibility for the content of linked sites. 
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