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6

Summary and general discussion



This chapter contains a short background and an overview of the findings from
the current thesis, which will then be elaborated upon in relation to the existing
literature. In addition, strengths and limitations are identified and directions for
future research and clinical implications are given.

1. Summary

Major depressive disorder (MDD) is a common psychiatric disorder in which
emotion regulation plays an important role (Joormann & Stanton, 2016; World
Health Organization, 2017). Along with the diminished experience of positive
emotions, the frequent experience of negative emotions is a key characteristic of
depressive symptomatology (American Psychiatric Association, 2013). Currently,
MDD is a leading cause of disease burden worldwide (World Health Organization,
2017). The most commonly used treatment to prevent new episodes of depression
is the use of antidepressant medication (Spijker et al., 2013). However, the use of
antidepressant medication also has disadvantages (i.a. long-term use and side
effects) and many patients prefer psychological interventions (Biesheuvel-
Leliefeld et al., 2015). Fortunately, numerous psychological interventions have
been developed for MDD which appear a good alternative to antidepressants
(Biesheuvel-Leliefeld et al., 2015; Breedvelt et al.,, 2021), including mindfulness-
based cognitive therapy (MBCT; Segal et al., 2002, 2012). MBCT is an eight-week
group training, which aims to develop a decentered perspective from currently
arising thoughts, emotions, physical sensations and automatic behavioral patterns,
and teaches individuals to approach these in an open, curious, accepting and
non-judgmental way (Baer et al, 2019; Kabat-Zinn, 1994; Segal et al., 2012).
Accumulating evidence suggests that MBCT is effective in both reducing risk of
relapse/recurrence as well as reducing depressive symptoms in depressed patients
(Thimm & Johnson, 2020). However, many people still experience residual
depressive symptoms after MBCT, which are a predictor for relapse into
depression (Buckman et al., 2018).

In order to further improve outcomes in individuals with recurrent
depression, further knowledge is needed on how to best adapt and apply MBCT
to maximize its benefits. Research into how MBCT for depression works and
for whom MBCT might be particularly beneficial, is developing. In parallel,
mindfulness-based compassionate living (MBCL; van den Brink & Koster, 2015)
has been developed as a follow-up training to mindfulness-based interventions
(MBIs), with the intention to offer (self-)compassion building on already established
mindfulness skills. (Self-)compassion encompasses the capacity to be sensitive
to the suffering of self and others, and the commitment to alleviate or prevent
this suffering (Gilbert & Choden, 2013). Although there is promising evidence
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that MBCL reduces depressive symptoms in individuals with recurrent depression
(Schuling, Huijbers, van Ravesteijn, Donders et al,, 2020), research into its working
mechanisms is still in its infancy. The current thesis aimed to shed more light on
how MBCT and MBCL work in individuals with recurrent depression.

Previous evidence supports the notion that increases in mindfulness are associated
with increases in positive affect and decreases in negative affect. However,
knowledge of the dynamic processes and temporal order of these changes in
recurrently depressed individuals during MBCT is still limited. To this end,
Chapter 2 expanded previous literature by investigating the course and mutual
associations of mindfulness and both positive and negative affect in patients
with recurrent depression in (partial) remission participating in MBCT (1 = 235).
Assessments of mindfulness, positive affect, and negative affect took place prior
to each MBCT session. Autoregressive latent trajectory (ALT) modeling showed
that mindfulness and positive affect increased over the course of MBCT, while
levels of negative affect showed a more irregular course. Individuals with larger
increases in mindfulness showed significantly larger increases in positive affect.
Moreover, individuals with higher general levels of negative affect showed less
increase in their levels of mindfulness during MBCT. Against expectations,
no robust evidence was found for reciprocal cross-lagged effects between
mindfulness and positive or negative affect between each successive session.

An improvement in mindfulness skills is hypothesized to be related to
mindfulness practice, which is considered a key element in increasing treatment
effectiveness of MBCT for depression (Segal et al, 2012). Although there is
evidence to support this hypothesis (Parsons et al., 2017), more fine-grained
studies are needed into both short- and long-term effects of formal mindfulness
practice in MBCT for clinical populations. Chapter 3 therefore presented the
results of investigating prospective associations between the extent of formal
mindfulness practice and depression severity, and vice versa, during 15 months
of follow-up in individuals with recurrent depression in (partial) remission
(n = 200). Formal home practice frequency was calculated for each 3-month
period. Depressive symptoms were assessed at 3-month intervals: 0 (baseline),
3 (post-treatment), 6, 9, 12, and 15 months. Participants appeared to practice
formal mindfulness exercises with a mean of 4 days per week during MBCT,
but the frequency of practice declined rapidly thereafter. The level of depressive
symptoms did not change over the full study period. Against expectations,
no clear evidence was found that the amount of formal mindfulness practice
during each 3-month period influences subsequent depressive symptom severity.
In contrast, severity of depression did seem to be associated with practicing less
frequently during the subsequent 3-month period, suggesting that depressive
symptoms might indeed act as a barrier for practice.
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Looking at participant characteristics to see who benefits most from MBCT is
another way to potentially maximize treatment effect. As described in the
general introduction, evidence suggests stronger treatment effects of MBCT for
depression in those with increased vulnerability, particularly those with more
pronounced residual symptoms at baseline (Kuyken et al, 2016). However,
studies to date have methodological limitations, including a limited range of
baseline depression levels, a focus on ‘negative’ outcomes, a restriction to
two-way interactions, and no distinction between quantitative and qualitative
treatment-subgroup interactions. For optimal treatment assignment in clinical
practice, however, knowledge about for which subgroup treatment A
outperforms treatment B, and for whom the reverse holds true, qualitative treat-
ment-subgroup interactions are needed. Hence, Chapter 4 aimed to bring the
field further by applying the qualitative interaction trees method (QUINT;
Dusseldorp & van Mechelen, 2014), which identifies qualitative treatment-sub-
group interactions, allowing for non-linear relationships and considering higher
order interaction effects. This method was applied on individual patient data
based on three RCTs investigating the effect of MBCT + TAU versus TAU alone
(n = 292). Individuals were either in (partial) remission, currently depressed or
had chronic, treatmentresistant depression. Outcomes were depressive
symptoms and quality of life. Results showed that MBCT + TAU outperformed
TAU alone in reducing depressive symptoms. For both conditions, the effect of
baseline depressive symptoms on post-treatment depressive symptoms was
curvilinear. This indicates that in both, MBCT + TAU and TAU alone, individuals
who fall into the ‘high’ and “low ends’ of depression severity were less likely to
benefit from either treatment. For individuals with an earlier onset of depression
and higher levels of rumination, MBCT + TAU was more beneficial than TAU
alone in terms of depressive symptom reduction. For patients with a lower
quality of life, MBCT + TAU was more beneficial than TAU alone in terms of
improving quality of life.

In parallel to investigating the interplay between mindfulness and affect during
MBCT for depression, the possible interplay between self-compassion and affect
was investigated during MBCL as follow-up intervention after MBCT. Again,
multiple assessments over time were analyzed with the ALT modeling technique.
Chapter 5 expanded previous literature by investigating the interplay between
self-compassion and positive and negative affect during MBCL as a follow-up
intervention to MBCT in individuals in remission or currently depressed
(n = 104). Results from the ALT modeling analyses showed that self-compassion
increased, while positive affect remained stable and negative affect decreased
over time. In addition, no reciprocal effects were found between self-compassion
and subsequent positive affect, nor vice versa, between each successive session.
Although there were no effects from negative affect at one session to self-
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compassion at the next session, we did find evidence for the reverse: higher
levels of self-compassion at one session did predict lower levels of negative affect
at the next session.

2. General discussion

2.1. “How does MBCT for depression work?”

Theory suggests that mindfulness should increase following MBCT (Segal et al.,
2012). This was indeed confirmed in the results from Chapter 2 of this thesis,
as for individuals with recurrent depression, levels of mindfulness increased
during MBCT. This finding is also consistent with the literature to date (van der
Velden et al., 2015). In addition to the increase of mindfulness, the current thesis
found increases in levels of positive affect during MBCT for depression.
Moreover, greater increases in levels of mindfulness were associated with
greater increases in positive affect during MBCT for depression. This is in line
with the mindfulness-to-meaning theory (MMT; Garland et al.,, 2015), which
states that mindfulness is a central mechanism for energizing upward spirals of
positive psychological processes (e.g., resilience). As Segal et al. (2012) suggested
that practicing (self-)compassion without a foundation in mindfulness may
trigger vulnerability in clinically depressed individuals, this may be a supportive
starting point for exposing oneself to more difficult emotions during MBCL for
depression.

Unexpectedly, negative affect did not significantly decrease over the MBCT
course (Chapter 2). This is contrary to findings of previous studies, for example
Batink et al. (2013), who found that negative affect significantly mediated the
efficacy of MBCT for depression. An explanation could be the absence of a clear
main effect of MBCT on depression severity found in the clinical trials from
which the current data were derived (Huijbers et al., 2015, 2016), which may have
been due to the overall lower teacher competency in these studies compared to
previous studies (Kuyken et al., 2008; Kuyken et al., 2015; Segal et al., 2010), and
the inclusion of individuals in remission at baseline, leaving less room for
improvement in terms of depression severity. Another explanation could be that
participants became more able to observe negative affect rather than engaging
in elaboration or rumination, which can, but does not necessarily, lead to a
reduction of negative affect. According to the MMT (Garland et al., 2015),
mindfulness helps to decenter from dysphoric schemas which result in
attentional biases towards negative life events, and broadens the attentional
field to encompass an expanded set of positive and negative life events (i.e, a
more balanced view of what is occurring). This touches upon a paradox within
mindfulness research. Negative mental health outcomes, such as reduction of
depressive symptoms are commonly used, although these may not be the most
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suitable outcome for mindfulness research. When developing mindfulness, one
learns to approach experiences in a non-judgmental, kind and accepting way
rather than striving to change the experiences themselves. Therefore, outcome
measures encompassing attitude, resilience, and more positive health outcomes
such as well-being or life-satisfaction might be more suitable.

The current thesis revealed that negative affect might act as a barrier to
develop mindfulness during MBCT for depression (Chapter 2). While most
studies have investigated the association between mindfulness and subsequent
levels of negative affect, reverse associations between negative affect and
subsequent levels of mindfulness have been studied less and show mixed results
(e.g., Gotink et al., 2016; Snippe et al., 2015). An advantage of the analyses used in
the current thesis is that the interrelationship between mindfulness and affect
was modeled in both directions within a single model (i.e.,, between mindfulness
and negative affect, as well as reversed associations), while controlling for
overall trajectories of both variables over time, decreasing the chance to find
spurious effects (Voelkle, 2008). However, the possible inhibiting role of negative
affect on developing mindfulness needs to be further examined and replicated
before clinical implications can be formulated. Preferably with the use of
multiple assessments of both constructs over time, also after the intervention
period, and the use of advanced statistical techniques (e.g.,, ALT modeling).

In sum, positive affect plays a prominent role in MBCT for depression in
which negative affect might act as a barrier to develop mindfulness. However,
results are preliminary and should be replicated first before recommendations
for clinical practice can be formulated.

Against expectations, the current thesis found no support for the effect of formal
mindfulness practice frequency on depressive symptoms (Chapter 3). This is in
contrast to a systematic review and meta-analysis by Parsons et al. (2017), who
found a small but significant association between the extent of formal
mindfulness home practice and improvements after MBCT and MBSR for a
wide range of clinical and non-clinical populations. When taking a closer look
at studies that investigated the association between formal mindfulness practice
and both short- and long-term outcomes of MBCT in depression, most studies
yielded positive effects (i.e., Crane et al., 2014; Hawley et al., 2014, van Aalderen
et al,, 2012, Geschwind et al,, 2012), but some also reported non-significant
findings (i.e., Bondolfi et al., 2010; Shallcross et al., 2015).

An explanation for the differences in results found may include differences
in the amount of formal mindfulness practice reported, and the rapid decline of
engagement in formal mindfulness practice over time. Non-compliance of home
practice during and after psychological interventions remains a common
problem in clinical practice (Bondolfi et al., 2010; Gaynor et al., 2006). Segal et al.
(2019), suggested that improved outcome in individuals with recurrent
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depression requires sustained skills utilization beyond the end of MBCT.
However, we cannot preclude generalization of adaptive coping skills over time.
It might be that individuals tend to engage less in formal but more in informal
mindfulness practice over time (e.g., Bondolfi et al., 2010). In addition, non-mono-
tonicity of effects (i.e, an inverted U-curve) of mindfulness practice could
provide an overarching explanatory framework for the mix of positive and null
findings in mindfulness research (Britton, 2019). For example, it has been
suggested that MBCT is less effective for those at the lowest or highest end of the
spectrum of depression levels (Kuyken et al.,, 2016; van Dam et al., 2018). For
future research it would be a step forward to examine the effects of adherence
prospectively and randomized controlled rather than through secondary
analyses (Dimidjian & Segal, 2015). For example, direct comparisons of
effectiveness between groups containing different amounts of mindfulness
practice, including no mindfulness practice at all, could be considered. Similar
research in cognitive behavioral therapy (CBT; Beck et al.,, 1979), showed that
study conditions including homework as a main component produce superior
treatment effects to those that do not (Kazantzis et al., 2010). Moreover, next to
quantity of practice, quality of practice may also impact outcome (Kazantzis et
al,, 2016). As discussed before, mindfulness does not only involve self-regulation
of attention to the present moment experience (i.e., the ‘what’) but it also involves
an open, curious, accepting and non-judgmental attitude towards one’s
experience (i.e., the ‘how’; Baer et al.,, 2019). Recent developments focusing on
practice quality show an additive (or even stronger) effect of practice quality on
trait mindfulness (Hassed et al., 2020) and outcome (Del Re et al., 2013; Goldberg
et al,, 2014, 2020) compared to practice quantity. Thus, it is recommended to
include both amount of time spent engaged in practice (i.e., quantity) and the
acquired skills in meaningful attentional focus and non-judgmental acceptance
(i.e,, quality) in future research studying the impact of mindfulness practice on
outcome.

The current thesis did not find effects of formal mindfulness practice on
outcome, but reverse effects were found: higher levels of depressive symptoms
at each measurement point (0, 3, 6, 9, 12, and 15 months of follow-up) were
followed by less frequent formal mindfulness practice during the subsequent
3-month periods in individuals with recurrent depression following MBCT
(Chapter 3). This is a remarkable finding, given that previously found negative
associations were based on correlational designs (Parsons et al, 2017) and
usually interpreted as improved outcomes due to more mindfulness practice. To
date, a reverse effect has not yet been investigated in MBCT for depression, and
this might shed a new light on the association between formal home practice
and depressive symptoms in MBCT for recurrent depression. The current
finding that depressive symptomatology may hinder engaging in mindfulness
practices is in line with the previous finding from Chapter 2 that negative affect
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might act as a barrier to develop mindfulness during MBCT for depression and
with findings by Banerjee et al. (2018) that rumination and worry may increase
risk of disengagement which may in turn hinder cultivating mindfulness.
Qualitative research into barriers and facilitators associated with engagement in
mindfulness practices could provide more insight in the underlying processes.
To date, qualitative studies have reported that a lack of group support, physical
discomfort, feeling exhausted or disoriented, self-doubt and long practices may
hinder engaging in meditation practice, while prior knowledge on mindfulness,
positive beliefs, motivation, perceptions of consequences (e.g., improved well-
being, change in self-compassion, and increased sense of agency of thoughts)
and long-term connection (e.g., refresher sessions, post-course retreats) may
facilitate meditation practice (Banerjee et al., 2017; Dobkin et al., 2012; Langdon
et al, 2011; Lomas et al, 2015). According to a grounded-theory study on
mindfulness practice after MBCT by Langdon et al. (2011), individuals felt they
needed to bypass cognitions and feelings that could act as obstacles to practice by
“just doing it”. This fits the the well-known advice about practicing “You don't
have to like it, you just have to do it” (Kabat-Zinn, 1990).

To conclude, the interplay between mindfulness practice and outcome
might not be as straightforward as assumed. This underlines the importance
of replication studies and publishing of negative study results. In addition,
preliminary results suggest that depressive symptoms might act as a barrier to
carrying out mindfulness practices, which is in accordance with the preliminary
evidence found in the current thesis that negative affect might acts as a barrier
to develop mindfulness in MBCT for depression.

2.2. “For whom does MBCT for depression work?”

In MBCT, one learns to recognize automatic activation of their habitual
dysfunctional cognitive processes that lead to depression (e.g., rumination), and
decenter and disengage from these dysfunctional processes. The current thesis
suggests that MBCT + TAU is more beneficial than TAU alone for those
individuals with an earlier age of onset of MDD and higher baseline levels of
rumination, and for those with a lower baseline quality of life (Chapter 4). This
isin line with the underlying theoretical model, called the ‘differential activation
hypothesis’ (Teasdale, 1988), which assumes that vulnerability to depression
increases with each depressive episode, because previous patterns of negative
thinking become more easily accessible when feeling low. In addition, current
findings are in line with previous studies suggesting that effects of MBCT for
depression may be moderated by vulnerability factors such as individuals with
three or more previous major depressive episodes, earlier onset of MDD (Ma &
Teasdale, 2004; Teasdale et al., 2000), a history of early adversity (Kuyken et al,,
2015; Williams et al., 2014) and more fluctuation in depressive symptoms (Segal
et al, 2010). Although the current research included patients with a wide range

Chapter 6 | 163



of baseline depressive symptoms, it should be noted that very severely depressed
patients (= 37 points on the HRSD-17; Hamilton, 1960), were not included. For
this specific patient group, no statements can be made about whether MBCT for
depression can be of added value or has a possible countereffect (e.g., less
effective or causing harm).

The current thesis did not find support for the hypothesis that baseline
depressive symptoms would moderate the intervention effect (Chapter 4). This
is seemingly in contrast with the results of the individual patient data (IPD)
meta-analysis by Kuyken et al. (2016), which found that severity of baseline
depressive symptoms predicted a better response to MBCT in terms of
prevention of relapse. It also seems to contrast with the preliminary evidence
found in the current thesis that depressive symptoms possibly impede
engagement in mindfulness practice (Chapter 3) and that negative affect might
act as a barrier to develop mindfulness in recurrently depressed individuals
(Chapter 2). However, the IPD meta-analysis was restricted to individuals with
recurrent depression in (partial) remission, limiting the range of baseline
depression severity, which might be in line with the upward slope of the inverted
U-curve (Britton, 2019; ter Avest et al., 2019). In addition, differences in statistical
approaches may account for the differences in results found. Most studies into
possible moderators of treatment effect assumed linear associations and
considered two-way interaction effects (e.g., Kuyken et al., 2016), whereby no
distinction could be made between quantitative and qualitative treatment-sub-
group interactions. The current thesis used the QUINT method, which focuses
on identifying qualitative treatment-subgroup interactions, allows for non-linear
relationships and considers higher order interactions effects. Other moderator
variables found (e.g., rumination levels, age of onset, quality of life) had a
stronger impact on intervention outcome than baseline depressive symptoms,
which did not emerge as a clear moderator.

In conclusion, the current thesis found the strongest support for vulnerability
factors age of MDD onset and rumination to moderate treatment effect of MBCT
for depression, in which individuals with an earlier age of onset and higher
levels of rumination were more likely to benefit from MBCT.

2.3. “How does MBCL for depression work?”
Theory suggests that self-compassion should increase following MBCL (van den
Brink & Koster, 2015; Segal et al., 2012). This was indeed confirmed in a trial of
MBCL for individuals with recurrent depression (Schuling, Huijbers, van
Ravesteijn, Donders, et al., 2020) and secondary analyses of these data showing
week-to-week improvements in self-compassion as reported in this thesis. These
findings are also consistent with the literature to date (Ferrari et al., 2019).

As expected, negative affect decreased during MBCL for depression, which
was preceded by increases in self-compassion (Chapter 5). This is in line with
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previous (experimental) studies (e.g., Diedrich et al, 2014). In MBCT, one
develops a non-judgmental stance towards the self and others and becomes
more aware of both positive and negative emotions, thoughts, and bodily
sensations, and their accompanied automatic reactions. However, according to a
recent qualitative study into the added value of MBCL in recurrently depressed
individuals (Schuling, Huijbers, van Ravesteijn, Kuyken, & Speckens, 2020),
participants stated that, during MBCT, they had been able to remain in a more
‘neutral’ observing stance towards difficult emotions, thoughts and bodily
sensations. As MBCT lacked the active invitation to approach these difficulties,
it was possible to continue not engaging with strongly-rooted avoidance
patterns. It may be that individuals with recurrent depression need more explicit
instructions and practice to develop a compassionate attitude to both self and
others, especially during negative experiences, as they are often highly
self-critical and suffer from feelings of shame, guilt and inferiority (Gilbert et al.,
2012; Gilbert et al., 2008; Gilbert & Procter, 2006). MBCL explicitly focuses on
developing (self-)compassion by deliberately exposing oneself to unpleasant
feelings, thoughts and bodily sensations, while learning new ways to alleviate
and soothe oneself in the midst of this in a non-judgmental and friendly way
(van den Brink & Koster, 2015).

Clear differences were found between MBCT and MBCL in the trajectories
of positive and negative affect (Chapter 2 and 5), which suggests that different
affective processes are taking place in MBCT as compared to MBCL for
depression. It might be that positive affect plays a more prominent role in MBCT
for depression, which seem to tie in nicely with existing therapies for MDD, such
as antidepressants and cognitive therapy, since these therapies are suggested to
repair negative affect more effectively than positive affect (Dunn et al., 2020). As
previous studies show that repair of positive affect is perceived at least as
important as reduction in negative affect in individuals recovering from
depression (Demyttenaere et al.,, 2015; Zimmerman et al., 2006), and existing
mainstream treatments fail to normalize levels of positive affect (Dunn et al.,
2020), this indicates that there is still room for improvement. Besides MBCT,
various drugs (e.g., Jamerson et al.,, 2003; Lally et al., 2015; Tomarken et al, 2004)
and modified psychotherapies targeting positive affect and wellbeing are
emerging (e.g., Geschwind et al., 2019, Craske et al., 2019; Ruini & Fava, 2012;
Dunn et al., 2019; Chaves et al., 2017). It may be that further normalizing levels
of positive affect leads to a more equanimous state of mind.

Whereas positive affect plays a more prominent role in MBCT, cultivating
(self-)compassion during MBCL may more explicitly target negative affect.
However, results are preliminary and should be replicated first before recom-
mendations for clinical practice can be formulated. In addition, as MBCL was
not directly compared to another active control condition as follow-up to MBCT,
this leaves little information about the specificity of MBCL. Lastly, as the
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sequential treatment design was pragmatic in nature (i.e., participation was
offered to all former MBCT participants who met the in- and exclusion criteria),
little is known about the characteristics of those who responded versus those
who did not. Consequently, possible selection bias cannot be ruled out (e.g.,
selection of participants for whom MBCT might have been less effective).

2.4. Strengths, limitations and future directions

2.4.1. Statistical approaches

A major strength of the current thesis is the use of advanced statistical methodology.
With the inclusion of multiple measurements over time and the use of the ALT
modeling technique, a clear distinction could be made between the overall
course of each variable over time and the reciprocal effects between the variables
on a session-to-session basis. This made it possible to study processes between
mindfulness, self-compassion and positive and negative affect over time in
much more detail compared to pre-post study designs. As a result, this design
increased the opportunity to infer possible causation (Voelkle, 2008).

In addition to the ALT modeling technique, the QUINT method was applied.
This method identifies subgroups of individuals in which one treatment is more
beneficial than another, which makes it especially suited for situations in which
many potential moderating variables might be interacting with the treatment
variable without clear a priori hypotheses. The result of an analysis with QUINT
is a binary tree from which (new) hypotheses on treatment assignment criteria
can be derived, relevant for clinical practice. The current thesis found support
that MBCT in addition to TAU is more beneficial than TAU alone for those with
higher rumination levels and an earlier age of MDD onset, and for those with a
lower quality of life. However, before definite treatment assignment criteria can
be formulated and implemented in clinical practice, the current findings should
be replicated, treatment outcome of the cut-off scores should be estimated in an
independent test dataset and, preferably, also long-term outcomes should be
included in future research. Currently, the field of personalized psychological
treatment is expanding rapidly and new approaches, such as network estimation
techniques (Boschloo et al., 2019), machine learning (Lutz et al., 2019), and the
use of large observational data from routine practice (Kessler et al., 2019) are
promising developments, which is setting in a shift from a nomothetic to a more
idiographic approach (Hofmann & Hayes, 2019). While new statistical approaches
may add to the knowledge for whom existing therapies could be most beneficial,
they could also lead to further knowledge about the underlying mechanisms of
change, which may lead to combining elements from different interventions in
order to target the underlying process more effectively (Hofmann & Hayes, 2019;
Rosen and Davison, 2003).
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2.4.2. Design and population

The findings of this thesis advance previous and mostly cross-sectional
correlation research, by using prospective study designs including multiple
measurements over both short- and long-term periods. In addition, most studies
were based on multicenter RCTs which were embedded in standard clinical
practice with few exclusion criteria. This real-life setting increases the general-
izability of the current findings to (recurrently) depressed individuals in both
secondary and tertiary care. There were also some limitations.

First of all, when investigating processes of change, the current studies did
not include process data of the control groups. Therefore, it cannot be ruled out
that the associations found in the current studies are not specific to MBCT and
MBCL. Future research should collect process data from both an intervention
and a -preferably active- control condition to determine specificity of change. In
addition, it is encouraged to use state-of-the art experience sampling methods
(ESM; Larson & Csikszentmihalyi, 1983) that use a high sampling frequency and
app-based measurements to investigate the processes of change during MBCT
and MBCL on a smaller time scale and with enhanced accuracy. Moreover, it
would be valuable to include outcome measures (e.g., depressive symptoms,
quality of life) to further determine changes in process measures (e.g.,
mindfulness, self-compassion, affect) as possible mechanisms of change in
MBCT and/or MBCL for depression (Kazdin, 2007).

Secondly, the current thesis only investigated the influence of mindfulness
practice in terms of its quantity, lacking data on its quality. To shed further light
on the relationship between mindfulness practice and outcome, future research
should routinely assess quality as addition to quantity. Ideally, this would be
consistently operationalized and in the same way across studies to facilitate
comparison. For example, practice quality could be assessed with the 7-item
Practice Quality-Mindfulness (PQM; Del Re et al., 2013) or with the single-item
PQM (Goldberg et al., 2020) to reduce participant burden and increase response
rates. More recently, the Mindfulness Adherence Questionnaire (MAQ); Hassed
etal,, 2020) has been developed, which makes a clear distinction between formal
and informal mindfulness practice in addition to practice quality and quantity.

Thirdly, research into the working mechanisms of MBCT and MBCL in
acute and chronically, treatment-resistant depressed individuals should further
be explored. Lastly, MBCL was provided as a follow-up to MBCT in the current
thesis. It is suggested that individuals who suffer from relatively severe
depressive symptoms might especially benefit from a sequential approach
(Cuijpers et al,, 2020). However, future studies must be performed to confirm
this. For example, by directly comparing the effectiveness and possible working
mechanisms of MBCT and MBCL in depression. To further make a distinction if
the sequence of interventions matter, both interventions could be presented in a
counter-balanced order. Though Segal et al. (2012) suggested that practicing
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self-compassion without a foundation in mindfulness may trigger vulnerability
in depressed individuals, offering MBCL at an earlier stage or as a stand-alone
treatment might significantly reduce the treatment trajectory for individuals
with high levels of self-criticism or avoidance tendencies (Schuling, Huijbers,
van Ravesteijn, Donders, et al, 2020). In addition, this may lead to further
reductions in healthcare costs, as Schuling, Huijbers, van Ravesteijn, Donders, et
al. (2020) found that MBCL participants made less use of health care services
than those in the control group, except for attending the general practitioner.

2.4.3. Measures

The current thesis used self-report questionnaires which are at risk for recall
and response bias. Although moderate support has been found for the differential
sensitivity to change of mindfulness questionnaires in mindfulness-based
programs (Goldberg et al., 2018), establishing a consensus about a more precise
definition of mindfulness has been difficult (Baer et al., 2019) and the validity of
mindfulness questionnaires are still disputed (Bergomi et al., 2013; Grossman &
van Dam, 2011; van Dam et al., 2018). For example, some researchers suggest that
the meaning of items comprising self-report mindfulness questionnaires tend to
be interpreted differently based on one’s level of mindfulness (Grossman & van
Dam, 2011; van Dam et al., 2009). In addition, the Self-Compassion Scale (SCS) is
under debate. Some state that the negative domain of the SCS, containing the
subscales self-judgment, isolation, and over-identification, “contaminates” the total
self-compassion score, given that this negative domain has been found to
correlate moderately to strongly to psychopathological constructs such as
negative affect, depressive symptoms and rumination (e.g., Lopez et al., 2015;
Muris et al., 2018). However, others support the notion that both the negative
and positive domains represent the relative balance of compassionate and un-
compassionate responses to suffering, and that both are important contributors
to the overall concept of self-compassion (e.g., Krieger et al., 2016; Neff, 2016). For
future research, it is recommended to concomitantly collect self-report measures
as well as more objective behavioral measures (Hadash & Bernstein, 2019) and
physical, biological and neuroscientific data (van Dam et al., 2018) in order to
further establish their validity. Lastly, with regard to affect measures, it seems
important to include more subtle emotions too in future research (e.g. calm,
relaxed), considering that particularly these emotions are assumed to increase
during meditation (Jones et al., 2018).

Given that the roots of MBIs can be found in Buddhist psychology, it may be
interesting to further build upon these ancient pieces of wisdom. For example,
modern interventions might benefit from integrating practices that, next to
compassion and kindness, more explicitly cultivate sympathetic joy and
equanimity, which may have additive value in individuals with recurrent
depression. Furthermore, in the context of studying adherence to practice, it
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could be interesting to consider the five hindrances that can be found in Buddhist
teachings, which are mental factors that hinder progress in meditation practice.
Outcome measures such as sensory desire, aversion, restlessness and worry,
fatigue or lack of energy, and doubt or a lack of trust can be targets of future
investigation to understand better why people adhere to the practice or not. For
example, it could be that the tendency to seek for pleasurable experiences might
make it more challenging to allow difficult or uncomfortable feelings or
sensations when they arise during practice.

2.5. Clinical implications

There are several clinical implications that could be derived from the current
thesis. First, a clear role for positive affect in MBCT for depression was found,
which suggests that a further refinement of MBCT for depression might be
possible by placing more emphasis on exercises that cultivate positive affect, or
even adjusting the program by expanding the section on pleasurable experiences.
For example, by adding exercises from positive psychology. Secondly, current
findings emphasize that depressive symptomatology may have a potentially
hindering effect on engaging in mindfulness practice and developing
mindfulness. It might be of added value to discuss this issue in clinical practice
at an early stage, and regularly address it to provide proper guidance. Perhaps,
for those who experience high levels of depressive symptomatology, more
intense monitoring may be of benefit (e.g., with the use of apps). Thirdly,
although replication is still warranted, individuals with high levels of rumination
and early onset of MDD might especially benefit from MBCT as addition to TAU
(e.g., antidepressants). Lastly, MBCL may particularly target negative affect via
(further) increases in self-compassion. Residual depressive symptoms (e.g,
negative affect) are an important predictor of depressive relapse and recurrence,
therefore this finding supports the potential clinical relevance of MBCL, and its
possible influence on relapse rates. Future research hopefully will reveal whom
might especially benefit from MBCL, and whether MBCL is preferably offered as
an additional treatment to MBCT for depression (or vice versa), or that MBCL
can be offered as a stand-alone intervention. Moreover, it would be interesting to
investigate whether integrating self-compassion in a more explicit way in MBCT
may improve its effectiveness.

2.6. Conclusion

This thesis included studies investigating the dynamic interplay between
mindfulness and affect in MBCT and between self-compassion and affect in
MBCL for depression, the effect of formal mindfulness practice in MBCT for
depression and the differential treatment effect of MBCT in individuals with
depression. Preliminary evidence suggests that increases in positive affect play
a more prominent role in MBCT for depression, while this is the case for
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decreases in negative affect in MBCL for depression. In addition, the effect of
formal mindfulness practice might not be as straightforward as expected, and
reverse effects might also play a role. Lastly, MBCT in addition to TAU may be
more beneficial for those who ruminate more and had their first depressive
episode at an earlier age. These findings may lead to further refinement of MBCT
for depression and targeting of MBCT in this population.

170 | Chapter 6



References

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders (5th ed.).
https://doi.org/10.1176/appi.books.9780890425596

Baer, R, Crane, C., Miller, E.,, & Kuyken, W. (2019). Doing no harm in mindfulness-based programs:
Conceptual issues and empirical findings. Clinical Psychology Review, 71, 101-114. https://doi.
org/10.1016/j.cpr.2019.01.001

Banerjee, M., Cavanagh, K., & Strauss, C. A. (2017). Qualitative Study with Healthcare Staff Exploring
the Facilitators and Barriers to Engaging in a Self-Help Mindfulness-Based Intervention.
Mindfulness, 8, 1653-1664. https://doi.org/10.1007/s12671-017-0740-z

Banerjee, M., Cavanagh, K, & Strauss, C. (2018). Barriers to Mindfulness: a Path Analytic Model
Exploring the Role of Rumination and Worry in Predicting Psychological and Physical
Engagement in an Online Mindfulness-Based Intervention. Mindfulness, 9(3), 980-992. https://
doi.org/10.1007/s12671-017-0837-4

Batink, T., Peeters, F.,, Geschwind, N., van Os, J., & Wichers, M. (2013). How does MBCT for depression
work? studying cognitive and affective mediation pathways. PloS one, 8(8), €72778. https://doi.
org/10.1371/journal.pone.0072778

Beck, A. T, Rush, A. ], Shaw, B. F, & Emery, G. (1979). Cognitive therapy of depression. Guilford Press.

Bergomi, C., Tschacher, W., & Kupper, Z. (2013). The Assessment of Mindfulness with Self-Report
Measures: Existing Scales and Open Issues. Mindfulness, 4, 191-202. https://doi.org/10.1007/
s12671-012-0110-9

Biesheuvel-Leliefeld, K. E., Kok, G. D., Bockting, C. L., Cuijpers, P, Hollon, S. D., van Marwijk, H. W., &
Smit, F. (2015). Effectiveness of psychological interventions in preventing recurrence of depressive
disorder: meta-analysis and meta-regression. Journal of Affective Disorders, 174, 400-410. https://
doi.org/10.1016/j,jad.2014.12.016

Bondolfi, G., Jermann, F.,, van der Linden, M., Gex-Fabry, M., Bizzini, L., Rouget, B. W,, Myers-Arrazola,
L., Gonzalez, C,, Segal, Z. V., Aubry, ].-M., & Bertschy, G. (2010). Depression relapse prophylaxis
with Mindfulness-Based Cognitive Therapy: replication and extension in the Swiss health care
system. Journal of Affective Disorders, 122(3), 224-231. https://doi.org/10.1016/jjad.2009.07.007

Breedvelt, J., Warren, F. C., Segal, Z., Kuyken, W., & Bockting, C. L. (2021). Continuation of Anti-
depressants vs Sequential Psychological Interventions to Prevent Relapse in Depression:
An Individual Participant Data Meta-analysis. JAMA psychiatry, €210823. Advance online
publication. https://doi.org/10.1001/jamapsychiatry.2021.0823

Britton, W. B. (2019). Can mindfulness be too much of a good thing? The value of a middle way. Current
Opinion in Psychology, 28, 159-165. https://doi.org/10.1016/j.copsyc.2018.12.011

Buckman, J. E. ], Underwood, A., Clarke, K., Saunders, R., Hollon, S. D., Fearon, P, & Pilling, S. (2018).
Risk factors for relapse and recurrence of depression in adults and how they operate: A four-phase
systematic review and meta-synthesis. Clinical Psychology Review, 64, 13-38. https://doi.
org/10.1016/j.cpr.2018.07.005

Boschloo, L., Cuijpers, P, Karyotaki, E., Berger, T., Moritz, S., Meyer, B., & Klein, J. P. (2019). Symptom-
specific effectiveness of an internet-based intervention in the treatment of mild to moderate
depressive symptomatology: The potential of network estimation techniques. Behaviour research
and therapy, 122, 103440. https://doi.org/10.1016/j.brat.2019.103440

Chaves, C., Lopez-Gomez, I, Hervas, G., & Vazquez, C. (2017). A comparative study on the efficacy of
a positive psychology intervention and a cognitive behavioural therapy for clinical depression.
Cognitive Therapy and Research, 41, 417-433. https://doi.org/10.1007/s10608-016-9778-9

Crane, C., Crane, R. S., Eames, C., Fennell, M. ], Silverton, S., Williams, J. M., & Barnhofer, T. (2014). The
effects of amount of home meditation practice in Mindfulness Based Cognitive Therapy on
hazard of relapse to depression in the Staying Well after Depression Trial. Behaviour Research and
Therapy, 63, 17-24. https://doi.org/10.1016/j.brat.2014.08.015

Craske, M. G., Meuret, A. E,, Ritz, T,, Treanor, M., Dour, H., & Rosenfield, D. (2019). Positive affect
treatment for depression and anxiety: A randomized clinical trial for a core feature of anhedonia.
Journal of consulting and clinical psychology, 87(5), 457-471. https://doi.org/10.1037/ccp0000396

Chapter 6 | 171



Cuijpers, P, Noma, H.,, Karyotaki, E., Vinkers, C. H., Cipriani, & Furukawa, T. A. (2020). A network
meta-analysis of the effects of psychotherapies, pharmacotherapies and their combination in the
treatment of adult depression. World Psychiatry, 19, 92-107. https://doi.org/10.1002/wps.20701

Del Re, A. C,, Fluckiger, C., Goldberg, S. B., & Hoyt, W. T. (2013). Monitoring mindfulness practice
quality: an important consideration in mindfulness practice. Psychotherapy Research, 23(1), 54-66.
https://doi.org/l(].lOSO/ 10503307.2012.729275

Demyttenaere, K., Donneau, A. F,, Albert, A., Ansseau, M., Constant, E., & van Heeringen, K. (2015).
What is important in being cured from depression? Discordance between physicians and patients
(1). Journal of affective disorders, 174, 390-396. https://doi.org/10.1016/jjad.2014.12.004

Diedrich, A, Grant, M., Hofmann, S. G., Hiller, W,, & Berking, M. (2014). Self-compassion as an emotion
regulation strategy in major depressive disorder. Behaviour Research and Therapy, 58, 43-51. https://
doi.org/10.1016/j.brat.2014.05.006

Dimidjian, S., & Segal, Z. V. (2015). Prospects for a clinical science of mindfulness-based intervention.
American Psychologist, 70(7), 593-620. https://doi.org/10.1037/a0039589

Dobkin, P. L., Irving, J. A, & Amar, S. (2012). For whom may participation in a mindfulness-based
stress reduction program be contraindicated? Mindfulness, 3(1), 44-50. https://doi.org/10.1007/
s12671-011-0079-9

Dunn, B. D, German, R. E.,, Khazanov, G., Xu, C,, Hollon, S. D., & DeRubeis, R. J. (2020). Changes in
Positive and Negative Affect During Pharmacological Treatment and Cognitive Therapy for
Major Depressive Disorder: A Secondary Analysis of Two Randomized Controlled Trials. Clinical
Psychological Science, 8(1), 36-51. https://doi.org/10.1177/2167702619863427

Dunn, B. D, Widnall, E,, Reed, N., Taylor, R., Owens, C., Spencer, A., Kraag, G., Kok, G., Geschwind, N.,
Wright, K., Moberly, N. J., Moulds, M. L., MacLeod, A. K., Handley, R, Richards, D., Campbell, J.,
& Kuyken, W. (2019). Evaluating Augmented Depression Therapy (ADepT): study protocol for a
pilot randomised controlled trial. Pilot and feasibility studies, 5, 63. https://doi.org/10.1186/s40814-
0190438-1

Dusseldorp, E, & van Mechelen, I. (2014). Qualitative interaction trees: A tool to identify qualitative
treatment—subgroup interactions. Statistics in Medicine, 33(2), 219-237. https://doi.org/10.1002/sim.5933

Ferrari, M., Hunt, C., Harrysunker, A., Abbott, M.].,, Beath, A. P, & Einstein, D. A. (2019). Self-compassion
interventions and psychosocial outcomes: a meta-analysis of RCTs. Mindfulness, 10(8), 1455-1473.
https://doi.org/10.1007/s12671-019-01134-6

Garland, E. L., Farb, N. A,, Goldin, P. R, & Fredrickson, B. L. (2015). The Mindfulness-to-Meaning
Theory: Extensions, Applications, and Challenges at the Attention-Appraisal-Emotion Interface,
Psychological Inquiry, 26(4), 377-387. https://doi.org/10.1080/1047840X.2015.1092493

Gaynor, S. T, Lawrence, P. S., & Nelson-Gray, R. O. (2006). Measuring homework compliance in cogni-
tive-behavioral therapy for adolescent depression: review, preliminary findings, and implications
fortheoryandpractice. Behaviormodification,30(5),647-672.https://doi.org/10.1177/0145445504272979

Geschwind, N., Arntz, A., Bannink, F,, & Peeters, F. (2019). Positive cognitive behavior therapy in the
treatment of depression: A randomized order within-subject comparison with traditional
cognitive behavior therapy. Behaviour research and therapy, 116, 119-130. https://doi.org/10.1016/].
brat.2019.03.005

Geschwind, N, Peeters, F,, Huibers, M., van Os, ]., & Wichers, M. (2012). Efficacy of mindfulness-based
cognitive therapy in relation to prior history of depression: Randomised controlled trial. The
British Journal of Psychiatry, 201(4), 320-325. https://doi.org/10.1192/bjp.bp.111.104851

Gilbert, P, & Choden (2013). Mindful Compassion. Constable & Robinson.

Gilbert, P, & Procter, S. (2006). Compassionate mind training for people with high shame and self-
criticism: Overview and pilot study of a group therapy approach. Clinical Psychology and
Psychotherapy, 13(6), 353-379. https://doi.org/10.1002/cpp.507

Gilbert, P, McEwan, K., Gibbons, L., Chotai, S., Duarte, J., Matos, M. (2012). Fears of compassion and
happiness in relation to alexithymia, mindfulness, and self-criticism. Psychology & Psychotherapy,
85(4), 374-390. ht’tps://doi.org/10.1111/j.2044-8341.2011.02046.x

Gilbert, P, McEwan, K, Mitra, R, Franks, L., Richter, A., & Rockliff, H. (2008). Feeling safe and content:
A specific affect regulation system? Relationship to depression, anxiety, stress, and self-criticism.
The Journal of Positive Psychology, 3(3), 182-191. https://doi.org/10.1080/17439760801999461

172 | Chapter 6



Goldberg, S. B, Del Re, A. C., Hoyt, W. T, & Davis, J. M. (2014). The secret ingredient in mindfulness
interventions? A case for practice quality over quantity. Journal of counseling psychology, 61(3),
491-497. https://doi.org/10.1037/cou0000032

Goldberg, S. B, Knoeppel, C., Davidson, R. J,, & Flook, L. (2020). Does practice quality mediate the
relationship between practice time and outcome in mindfulness-based stress reduction? Journal of
Counseling Psychology, 67(1), 115-122. https://doi.org/10.1037/cou0000369

Goldberg, S. B., Tucker, R. P, Greene, P. A., Davidson, R. J., Wampold, B. E., Kearney, D. J., & Simpson,
T. L. (2018). Mindfulness-based interventions for psychiatric disorders: A systematic review and
meta-analysis. Clinical Psychology Review, 59, 52-60. https://doi.org/10.1016/j.cpr.2017.10.011

Gotink, R. A, Hermans, K., Geschwind, N., de Nooij, R., de Groot, W. T,, & Speckens, A. E. M. (2016).
Mindfulness and mood stimulate each other in an upward spiral: a mindful walking intervention
using experience sampling. Mindfulness, 7(5), 1114-1122. https://doi.org/10.1007/s12671-016-0550-8

Grossman, P, & van Dam, N. (2011). Mindfulness, by any other name...: trials and tribulations of sati in
western science. Contemporary Buddhism, 12(1), 219-239. https://doi.org/10.1080/14639947.2011.564841

Hadash, Y., & Bernstein, A. (2019). Behavioral assessment of mindfulness: defining features, organizing
framework, and review of emerging methods. Current Opinion in Psychology, 28, 229-237. https://
doi.org/10.1016/j.copsyc.2019.01.008

Hamilton, M. (1960). A rating scale for depression. Journal of Neurology, Neurosurgery & Psychiatry, 23, 56-62.

Hassed, C,, Flighty, A,, Chambers, R, Hosemans, D., Bailey, N., Connaughton, S., Lee, S., & Kazantzis,
N. (2020). Advancing the Assessment of Mindfulness-Based Meditation Practice: Psychometric
Evaluation of the Mindfulness Adherence Questionnaire. Cognitive Therapy and Research, 45,
190-204. https://doi.org/10.1007/s10608-020-10150-z

Hawley, L. L., Schwartz, D,, Bieling, P. ], Irving, J., Corcoran, K., Farb, N. A. S, Anderson, A. K., & Segal,
Z. V. (2014). Mindfulness practice, rumination and clinical outcome in mindfulness-based
treatment. Cognitive Therapy and Research, 38(1), 1-9. https://doi.org/10.1007/s10608-013-9586-4

Hofmann, S. G., & Hayes, S. C. (2019). The Future of Intervention Science: Process-Based Therapy.
Clinical psychological science : a journal of the Association for Psychological Science, 7(1), 37-50. https://
doi.org/10.1177/2167702618772296

Huijbers, M. J., Spinhoven, P, Spijker, J., Ruhé, H. G., van Schaik, D. J., van Oppen, P, Nolen, W. A,,
Ormel, ], Kuyken, W.,, van der Wilt, G. J,, Blom, M. B,, Schene, A. H,, Donders, A. R., & Speckens,
A. E. (2015). Adding mindfulness-based cognitive therapy to maintenance antidepressant
medication for prevention of relapse/recurrence in major depressive disorder: Randomised
controlled trial. Journal of Affective Disorders, 187, 54-61. https://doi.org/10.1016/j.jad.2015.08.023

Huijbers, M. J., Spinhoven, P, Spijker, J., Ruhé, H. G., van Schaik, D. J,, van Oppen, P, Nolen, W. A,,
Ormel, J,, Kuyken, W.,, van der Wilt, G. ], Blom, M. B., Schene, A. H,, Rogier, A., Donders, T, &
Speckens, A. E. (2016). Discontinuation of antidepressant medication after mindfulness-based
cognitive therapy for recurrent depression: randomised controlled non-inferiority trial. The
British Journal of Psychiatry, 208(4), 366-373. https://doi.org/10.1192/bjp.bp.115.168971

Jamerson, B. D,, Krishnan, K. R,, Roberts, J., Krishen, A., & Modell, J. G. (2003). Effect of bupropion SR
on specific symptom clusters of depression: analysis of the 31-item Hamilton Rating Scale for
depression. Psychopharmacology bulletin, 37(2), 67-78.

Jones, D. R, Graham-Engeland, J. E., Smyth, J. M., & Lehman, B. J. (2018). Clarifying the associations
between mindfulness meditation and emotion: daily high- and low-arousal emotions and
emotional variability. Applied Psychology: Health and Well-Being, 10(3), 504-523. https://doi.
org/10.1111/aphw.12135

Joormann, J., & Stanton, C. H. (2016). Examining emotion regulation in depression: A review and future
directions. Behaviour Research and Therapy, 86, 35-49. https://doi.org/10.1016/j.brat.2016.07.007

Kabat-Zinn, J. (1990). Full catastrophe living: Using the wisdom of your body and mind to face stress, pain, and
illness. Delacorte Press.

Kabat-Zinn, J. (1994). Wherever you go, there you are: mindfulness meditation in everyday life (p. 4). Little
Brown UK.

Kazantzis, N., Whittington, C.,, & Dattilio, F. (2010), Meta-Analysis of Homework Effects in Cognitive
and Behavioral Therapy: A Replication and Extension. Clinical Psychology: Science and Practice, 17,
144-156. https://doi.org/10.1111/j.1468-2850.2010.01204.x

Chapter 6 | 173



Kazantzis, N., Whittington, C., Zelencich, L., Kyrios, M., Norton, P.J., & Hofmann, S. G. (2016). Quantity
and Quality of Homework Compliance: A Meta-Analysis of Relations With Outcome in Cognitive
Behavior Therapy. Behavior therapy, 47(5), 755-772. https://doi.org/10.1016/j.beth.2016.05.002

Kazdin, A. E. (2007). Mediators and mechanisms of change in psychotherapy research. Annual Review
of Clinical Psychology, 3, 1-27. https://doi.org/10.1146/annurev.clinpsy.3.022806.091432

Kessler, R. C., Bossarte, R. M., Luedtke, A., Zaslavsky, A. M., & Zubizarreta, J. R. (2019). Machine
learning methods for developing precision treatment rules with observational data. Behaviour
Research and Therapy, 120, 103412. https://doi.org/10.1016/j.brat.2019.103412

Krieger, T, Berger, T.,, & Holtforth, M. G. (2016). The relationship of self-compassion and depression:
Cross-lagged panel analyses in depressed patients after outpatient therapy. Journal of Affective
Disorders, 202, 39-45. https://doi.org/10.1016/j.jad.2016.05.032

Kuyken, W.,, Byford, S., Taylor, R. S, Watkins, E., Holden, E., White, K,, Barrett, B, Byng, R., Evans, A,,
Mullan, E., & Teasdale, J. D. (2008). Mindfulness-based cognitive therapy to prevent relapse in
recurrent depression. Journal of Consulting and Clinical Psychology, 76(6), 966-978. https://doi.
org/10.1037/a0013786

Kuyken, W.,, Hayes, R, Barrett, B, Byng, R, Dalgleish, T., Kessler, D, Lewis, G., Watkins, E., Brejcha, C.,
Cardy, J., Causley, A., Cowderoy, S, Evans, A., Gradinger, F, Kaur, S, Lanham, P,, Morant, N.,
Richards, J., Shah, P, ... Byford, S. (2015). Effectiveness and cost-effectiveness of mindful-
ness-based cognitive therapy compared with maintenance antidepressant treatment in the
prevention of depressive relapse or recurrence (PREVENT): a randomised controlled trial. The
Lancet, 386(9988), 63-73. https://doi.org/10.1016/50140-6736(14)62222-4

Kuyken, W.,, Warren, F. C,, Taylor, R. S, Whalley, B., Crane, C.,, Bondolfi, G., Hayes, R., Huijbers, M. J.,
Ma, Helen, Schweizer, S, Segal, Z., Speckens, A. E. M., Teasdale, J. D., van Heeringen, K., Williams,
M, Byford, S., Byng, R., & Dalgleish, T. (2016). Efficacy of mindfulness-based cognitive therapy in
prevention of depressive relapse: an individual patient data meta-analysis from randomized
trials. JAMA Psychiatry, 73(6), 565-574.

Lally, N., Nugent, A. C., Luckenbaugh, D. A,, Niciu, M. J,, Roiser, J. P, & Zarate, C. A,, Jr. (2015). Neural
correlates of change in major depressive disorder anhedonia following open-label ketamine.
Journal of Psychopharmacology, 29, 596-607.

Langdon, S, Jones, EW.,, Hutton, J., & Holttum, S. (2011). A Grounded-Theory Study of Mindfulness
Practice Following Mindfulness-Based Cognitive Therapy. Mindfulness, 2, 270-281. https://doi.
org/10.1007/512671-011-0070-5

Larson, R, & Csikszentmihalyi, M. (1983). The experience sampling method. New Directions for
Methodology of Social & Behavioral Science, 15, 41-56.

Lomas, T, Cartwright, T, Edginton, T, & Ridge, D. (2015). A Qualitative Analysis of Experiential
Challenges Associated with Meditation Practice. Mindfulness, 6, 848-860. https://doi.org/10.1007/
512671-014-0329-8

Lépez, A, Sanderman, R., Smink, A., Zhang, Y., van Sonderen, E., Ranchor, A., & Schroevers, M. J.
(2015). A Reconsideration of the Self-Compassion Scale’s Total Score: Self-Compassion versus Self-
Criticism. PloS one, 10(7), e0132940. https://doi.org/10.1371/journal.pone.0132940

Lutz, W,, Rubel, J. A, Schwartz, B, Schilling, V., & Deisenhofer, A. K. (2019). Towards integrating
personalized feedback research into clinical practice: Development of the Trier Treatment
Navigator (TTN). Behaviour Research and Therapy, 120, 103438. https://doi.org/10.1016/j.brat.2019.
103438

Ma, S. H., & Teasdale, J. D. (2004). Mindfulness-based cognitive therapy for depression: Replication and
exploration of differential relapse prevention effects. Journal of Consulting and Clinical Psychology,
72(1), 31-40. https://doi.org/10.1037/0022-006x.72.1.31

Muris, P, van den Broek, M., Otgaar, H., Oudenhoven, I, & Lennartz, J. (2018). Good and Bad Sides of
Self-Compassion: A Face Validity Check of the Self-Compassion Scale and an Investigation of its
Relations to Coping and Emotional Symptoms in Non-Clinical Adolescents. Journal of Child and
Family Studies, 27(8), 2411-2421. https://doi.org/10.1007/s10826-018-1099-z

Neff, K. D. (2016). The Self-Compassion Scale is a Valid and Theoretically Coherent Measure of
Self-Compassion. Mindfulness, 7(1), 264-274. https://doi.org/10.1007/s12671-015-0479-3

174 | Chapter 6



Parsons, C. E.,, Crane, C.,, Parsons, L. ], Fjorback, L. O., & Kuyken, W. (2017). Home practice in
Mindfulness-Based Cognitive Therapy and Mindfulness-Based Stress Reduction: A systematic
review and meta-analysis of participants’ mindfulness practice and its association with outcomes.
Behaviour Research and Therapy, 95, 29-41. https://doi.org/10.1016/j.brat.2017.05.004

Rosen, G. M., & Davison, G. C. (2003). Psychology should list empirically supported principles of
change (ESPs) and not credential trademarked therapies or other treatment packages. Behavior
modification, 27(3), 300-312. https://doi.org/10.1177/0145445503027003003

Ruini, C., & Fava, G. A. (2012). Role of well-being therapy in achieving a balanced and individualized
path to optimal functioning. Clinical psychology & psychotherapy, 19(4), 291-304. https://doi.
0rg/10.1002/cpp.1796

Schuling, R., Huijbers, M. ], van Ravesteijn, H., Donders, R., Cillessen, L., Kuyken, W., & Speckens, A.
E. M. (2020). Recovery from recurrent depression: Randomized controlled trial of the efficacy of
Mindfulness-Based Compassionate Living compared with treatment-as-usual on depressive
symptoms and its consolidation at longer term follow-up. Journal of Affective Disorders, 273, 265-273.
https://doi.org/10.1016/jjad.2020.03.182

Schuling, R., Huijbers, M. J,, van Ravesteijn, H., Kuyken, W., & Speckens, A. E. M. (2021). Mindfulness
Based Compassionate Living (MBCL): a Qualitative Study into the Added Value of Compassion in
Recurrent Depression. Mindfulness. https://doi.org/10.1007/s12671-021-01675-9.

Segal, Z. V., Anderson, A. K., Gulamani, T,, Dinh Williams, L. A., Desormeau, P., Ferguson, A., Walsh,
K. & Farb, N. (2019). Practice of therapy acquired regulatory skills and depressive relapse/
recurrence prophylaxis following cognitive therapy or mindfulness based cognitive therapy.
Journal of consulting and clinical psychology, 87(2), 161-170. https://doi.org/10.1037/ccp0000351

Segal, Z. V., Bieling, P, Young, T., MacQueen, G., Cooke, R,, Martin, L., Bloch, R., & Levitan, R. D. (2010).
Antidepressant monotherapy vs sequential pharmacotherapy and mindfulness-based cognitive
therapy, or placebo, for relapse prophylaxis in recurrent depression. Archives of general psychiatry,
67(12), 1256-1264. https://doi.org/10.1001/archgenpsychiatry.2010.168

Segal, Z. V., Williams, J. M. G., & Teasdale, J. D. (2002). Mindfulness-based cognitive therapy for depression:
A new approach to preventing relapse. Guilford Press.

Segal, Z. V., Williams, ]. M. G, & Teasdale, J. D. (2012). Mindfulness-Based Cognitive Therapy for Depression
(2nd ed.). Guilford Press.

Shallcross, A. ], Gross, J. ], Visvanathan, P. D, Kumar, N., Palfrey, A., Ford, B. Q., Dimidjian, S., Shirk,
S., Holm-Denoma, J., Goode, K. M., Cox, E., Chaplin, W., & Mauss, 1. B. (2015). Relapse prevention
in major depressive disorder: Mindfulness-based cognitive therapy versus an active control
condition. Journal of Consulting and Clinical Psychology, 83, 964-975. https://doi.org/10.1037/
ccp0000050

Snippe, E., Nykli¢ek, I, Schroevers, M. J., & Bos, E. H. (2015). The temporal order of change in daily
mindfulness and affect during mindfulness-based stress reduction. Journal of Counseling
Psychology, 62(2), 106-114. https://doi.org/10.1037/cou0000057

Teasdale, J. D. (1988). Cognitive vulnerability to persistent depression. Cognition and Emotion, 2(3),
247-274. https://doi.org/10.1080/02699938808410927

Teasdale, J. D., Segal, Z. V.,, Williams, J. M., Ridgeway, V. A, Soulsby, J. M., & Lau, M. A. (2000). Prevention
of relapse/recurrence in major depression by mindfulness-based cognitive therapy. Journal of
Consulting and Clinical Psychology, 68(4), 615-623. https://doi.org/10.1037//0022-006x.68.4.615

ter Avest, M. J., Dusseldorp, E., Huijbers, M. J,, van Aalderen, J. R., Cladder-Micus, M.B. Spinhoven, P,
Greven, C. U, & Speckens, A. E. M. (2019). Added value of Mindfulness-Based Cognitive Therapy
for Depression: A Tree-based Qualitative Interaction Analysis. Behaviour Research and Therapy, 122,
103467. https://doi.org/10.1016/j.brat.2019.103467

Thimm, J. C,, & Johnsen, T. J. (2020). Time trends in the effects of mindfulness-based cognitive therapy
for depression: A meta-analysis. Scandinavian Journal of Psychology, 61, 582-591. https://doi.
org/10.1111/sjop.12642

Tomarken, A. ], Dichter, G. S, Freid, C., Addington, S., & Shelton, R. C. (2004). Assessing the effects of
bupropion SR on mood dimensions of depression. Journal of affective disorders, 78(3), 235-241.
https://doi.org/10.1016/S0165-0327(02)00306-3

Chapter 6 | 175



van Aalderen, ], Donders, A., Giommi, F, Spinhoven, P, Barendregt, H., & Speckens, A. (2012). The
efficacy of mindfulness-based cognitive therapy in recurrent depressed patients with and without
a current depressive episode: A randomized controlled trial. Psychological Medicine, 42(5), 989-1001.
https://doi.org/10.1017/50033291711002054

van Dam, N. T,, Earleywine, M., & Danoff-Burg, S. (2009). Differential item function across meditators
and non-meditators on the Five Facet Mindfulness Questionnaire. Personality and Individual
Differences, 47(5), 516-521. https://doi.org/10.1016/j.paid 2009.05.005

van Dam, N. T, van Vugt, M. K,, Vago, D. R,, Schmalzl, L., Saron, C. D., Olendzki, A., & Meyer, D. E. (2018).
Mind the hype: A critical evaluation and prescriptive agenda for research on mindfulness and
meditation. Perspectives on Psychological Science, 13(1), 36-61. https://doi.org/10.1177/1745691617709589

van den Brink, E., & Koster, F. (2015). Mindfulness-based compassionate living: A new training programme to
deepen mindfulness with heartfulness. Routledge.

van der Velden, A. M., Kuyken, W.,, Wattar, U.,, Crane, C,, Pallesen, K. J,, Dahlgaard, J., & Piet, J. (2015).
A systematic review of mechanisms of change in mindfulness-based cognitive therapy in the
treatment of recurrent major depressive disorder. Clinical Psychology Review, 37, 26-39. https://doi.
org/10.1016/j.cpr.2015.02.001

Voelkle, M. C. (2008). Reconsidering the use of autoregressive latent trajectory (ALT) models. Multivariate
Behavioral Research, 43(4), 564-591. https://doi.org/10.1080/00273170802490665

Williams, J. M., Crane, C., Barnhofer, T, Brennan, K., Duggan, D. S,, Fennell, M. J,, Hackmann, A.,
Krusche, A., Muse, K., Von Rohr, I. R, Shah, D., Crane, R. S., Eames, C., Jones, M., Radford, S.,
Silverton, S., Sun, Y., Weatherley-Jones, E., Whitaker, ... Russell, I. T. (2014). Mindfulness-based
cognitive therapy for preventing relapse in recurrent depression: A randomized dismantling
trial. Journal of Consulting and Clinical Psychology, 82(2), 275-286. https://doi.org/10.1037/a0035036.

World Health Organization. (2017). Depression and Other Common Mental Disorders: Global Health
Estimates. https://apps.who.int/iris/handle/10665/254610

Zimmerman, M., McGlinchey, J. B, Posternak, M. A,, Friedman, M., Attiullah, N., & Boerescu, D. (2006).
How should remission from depression be defined? The depressed patient’s perspective. The
American journal of psychiatry, 163(1), 148-150. https://doi.org/10.1176/appi.ajp.163.1.148

176 | Chapter 6



wat het Ls

Het Ls onzin
zegt het verstanol

Het Ls wat het is
zegt de Liefde

Het is ongeluk

zegt de berekening

Het is alleen maar verdriet
zegt de angst

Het is uitzichtloos

zegt het inzicht

Het Ls wat het s
zegt de Liefde

Het s belachelijle

zegt de trots

Het Ls Lichtzinnigheid
zegt de voorzichtigheio
Het is onmogelijk

zegt de ervaring

Het Ls wat het is

zegt de Liefde

Erich Fried - 1983
Vertaling: Remco Campert
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