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ABSTRACT 

Transdiagnostic therapies that focus on processes that are shared across a range of mental 

health conditions rather than on a specific diagnosis can provide cost-efficient interventions 

since multiple conditions both within and across individuals can be treated simultaneously. 

Mindfulness-integrated cognitive behaviour therapy (MiCBT) is a mindfulness-based 

intervention (MBI) designed for transdiagnostic mental health conditions. 

The rationale of MiCBT is based on the co-emergence model of reinforcement which 

conceptualises interoceptive conditioning co-emerging with thoughts as the basis of emotional 

reactivity. Consequently, MiCBT focuses on developing metacognitive and interoceptive 

awareness together with equanimity. The aim of this research is to progress the empirical 

evidence for, and theoretical understanding of MiCBT, as an intervention for transdiagnostic 

mental health conditions. 

The first paper is a theoretical analysis comparing MiCBT with the more widely-researched 

mindfulness-based cognitive therapy (MBCT), designed originally for relapse prevention in 

depression. MBCT is based on the cognitive model of depressive relapse while MiCBT 

includes a more explicit integration of Buddhist psychology with cognitive behaviour therapy 

(CBT) to address acute conditions. The two programs are compared from the perspectives of 

their purpose, origins and Buddhist influences, integration of CBT principles, specific 

mindfulness methods, and the role of ethics.  

The second and third papers describe the design and results respectively of a randomised 

controlled trial evaluating the effectiveness of a group-based eight-week MiCBT program 

delivered in primary mental healthcare to decrease depression and anxiety symptoms in a 

transdiagnostic population. The role of putative mechanisms including interoceptive and 
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metacognitive awareness, equanimity and social functioning were also examined. Eligible 

patients were randomised to either MiCBT or a treatment-as-usual wait-list control. The 

hypotheses were that, compared to the control group, the MiCBT group would show decreased 

depression, anxiety and stress and increased life satisfaction and flourishing with 

improvements maintained over six-months.  

The primary outcome was severity of depression, anxiety and stress as measured by the 

Depression, Anxiety and Stress Scale (DASS-21). Secondary outcome measures were the 

Kessler Psychological Distress Scale (K10), the Satisfaction with Life Scale (SWLS), and the 

Flourishing Scale (FS). Process measures were included to explore putative mediators.  

Measures were administered at program start, mid-program, program completion and at 6-

month follow-up. The results showed significant improvements in the MiCBT group compared 

to the controls in all measures, except for the SWLS, with small-medium effect sizes. 

Equanimity emerged as most influential mediator, consistent with the co-emergence model of 

reinforcement.  

The theoretical analysis from this body of work suggests that MiCBT diverges from MBCT 

in useful ways. MiCBT potentially makes a unique and versatile contribution to the emerging 

suite of mindfulness-based interventions because of its transdiagnostic applicability, its 

conceptualization of emotional reactivity based on interoceptive conditioning, its focus on 

developing interoceptive awareness and equanimity, and the explicit inclusion of ethics as an 

expression of compassion. In addition, the empirical findings support the effectiveness of 

MiCBT in reducing symptoms of depression, anxiety and stress and improving wellbeing for 

groups with heterogeneous mental health conditions and highlights the potentially pivotal 

role of equanimity in bringing about such change. 
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1 CHAPTER ONE: Introduction 

1.1 MiCBT: A transdiagnostic mindfulness-based intervention 

This research was conducted to investigate from a theoretical and empirical perspective the utility 

and effectiveness of a group-based implementation of Mindfulness-integrated Cognitive 

behaviour therapy (MiCBT;Cayoun, 2011, 2015; Cayoun, et al., 2019). Specifically, the research 

was designed to demonstrate the transdiagnostic capability of MiCBT as a group-based 

intervention to reduce symptoms in patients with mild to severe psychiatric conditions in a 

primary health care setting. This is important because the mindfulness-based therapies, that 

include formal meditations to facilitate the change processes, require to be adapted for specific 

diagnoses to incorporate a rationale that accommodates the particular symptoms for each 

diagnosis. MiCBT on the other hand has a rationale grounded in Buddhist psychology that 

accommodates a broad range of psychological conditions. Futhermore, MiCBT incorporates 

specific well researched cognitive and behavior change strategies that are enhanced by the 

development of equanimity towards interoceptive signals during distressing experiences. 

1.2 Current trends in mindfulness-based therapies 

Mindfulness-based interventions (MBIs) have become increasingly popular over the last twenty-

five years since the early work of Jon Kabat-Zinn in developing mindfulness-based stress 

reduction (Kabat-Zinn, 1982, 1990, 1994). MBIs have been shown to provide benefits to mental 

health and wellbeing (Creswell, 2017) and the credibility of mindfulness meditation for mental 

wellbeing has been enhanced by recent neuroscientific interest in positive neural changes that 

occur in meditators. There now exist a variety of mindfulness-based programs and therapeutic 

approaches and a significant differentiating factor is the inclusion or not of formal meditation as 

a key aspect of the program. As many of the meditation methods used in MBIs have been adapted 

from Buddhist meditations, a recent debate in the scientific literature concerns the extent of 

influence and acknowledgement of Buddhism in the array of mindfulness-based interventions 
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and this is discussed in detail in Paper one. To provide some context for the current research, the 

paper includes a description of the historical background and Buddhist origins of MBSR as the 

prototype for the most well-known of the mindfulness-based programs involving formal 

meditation practices.  

The availability and popularity of mindfulness meditation has been further enhanced by popular 

texts and the development of a range of meditation apps (Flett et al., 2019) generating an industry 

devoted to the creation and promotion of meditation-related products. Different categories of 

mindfulness programs have evolved; one category comprising wellbeing or stress management 

"products" for the general population and another comprising "clinical" mindfulness-based 

programs or interventions that are designed to address significant mental health conditions. 

MiCBT was designed as a clinical intervention for heterogeneous populations with moderate to 

severe mental health conditions although it is more recently being applied to general well-being 

(Cayoun 2015). Paper three adds support to the existing body of evidence regarding the 

effectiveness of MiCBT with mild - severe mental health conditions.  

The program of work described in this thesis is concerned with MiCBT, an intervention that has 

meditation practices in line with the Burmese Vipassana tradition as a key element. In a 

theoretical analysis, MiCBT is compared and contrasted with other apparently similar 

interventions to consider whether it might have a unique contribution to offer among the current 

abundance of MBIs. The empirical work investigates the effectiveness of MiCBT via a 

randomised controlled trial implemented in a primary healthcare setting. Henceforth the term 

mindfulness-based intervention (MBI) is applied only to those programs that require formal 

meditation practices.  

  



3 

1.3 Rationale for the current research  

An important motivator for this research was the observation in the candidate's clinical practice 

of the apparent capacity of MiCBT to facilitate significant and enduring mental health 

improvements in patients with a range of clinical presentations including comorbid conditions. It 

was of particular interest to the candidate to explore MiCBT because of the universality and 

utility of its underlying model and its capacity to be offered as a group intervention (although it 

is frequently used in individual therapy) with heterogeneous populations who may also have 

comorbid conditions. This is consistent with recent trends towards unified protocols that address 

the underlying processes that are shared across conditions instead of attempting to have treatment 

programs that are specific to particular diagnoses (Farchione et al., 2012). In terms of cost 

efficiency in treatments, a more unified approach would appear to be appropriate given the cost 

burden to communities of complex medical and comorbid mental health conditions. Group 

interventions are both cost effective and particularly amenable to research. In 2012, when the 

current work commenced, there was limited research evidence regarding the effectiveness of 

MiCBT. This situation has changed in the last 8 years and paper one includes a description of the 

current body of published MiCBT research.  

A pilot non-controlled study in a primary healthcare setting investigating the effectiveness of 

MiCBT as a group intervention was previously conducted by the candidate that indicated 

significant improvement in clinical measures of depression, anxiety and stress as well as 

mindfulness-based self-efficacy and life satisfaction (Francis 2013). The current research sought 

to build on this pilot study to further investigate the capacity of MiCBT to impact changes in 

clinical measures by increasing the scope of outcome measures, and by including a mediation 

analysis to examine putative mechanisms and including a control group. 
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1.4 Aim of research study 

This research program aimed to profile MiCBT in relation to MBCT and to investigate the 

potential contribution of MiCBT to the MBI field and the effectiveness of MiCBT delivered as a 

group-based intervention delivered in the naturalistic primary health care setting of a private 

psychology practice.  

1.5 Study design  

The empirical arm of this program of work is a randomised controlled study that aimed to recruit 

120 participants in order to be powered to detect medium effect size (d=.5) in the clinical outcome 

and allow for attrition. Intention to treat analysis was used so that all available data could be 

utilised. The full details of the study design are described in the protocol paper, Paper two. The 

trial received ethical approval from the Monash University Human Research Ethics Committee 

and was registered with the Australian New Zealand Clinical Trials Registry.   

In order to explore the mechanisms of clinical change in MiCBT, the selection of measures was 

important. The study utilized two clinical measures to detect changes in anxiety, depression and 

stress (Depression, Anxiety and Stress Scale; DASS-21, and Kessler Psychological Distress 

Scale; K10) and two well-being measures (Satisfaction with Life Scale; SWLS and Flourishing 

Scale; FS). 

As well as clinical measures, instruments were required to assess the theoretical model of 

MiCBT, namely that both awareness and equanimity are key agents of clinical change. The 

theoretical framework of MiCBT is the co-emergence model of reinforcement which is described 

in detail in the first paper. According to the model, interoceptive cues co-arise with thoughts and 

it is proposed that reactivity is a response to the co-emerging body sensations. Therefore, 

awareness of the arising of thoughts and co-emergent body sensations are necessary 

preconditions for managing reactivity. Awareness measures therefore needed to include 
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metacognitive and interoceptive awareness. However, the MiCBT co-emergence model posits 

that awareness is necessary but not sufficient for psychological well-being; equanimity is also 

required. We therefore sought measures of metacognitive awareness, interoceptive awareness as 

well as equanimity. 

Metacognitive awareness is conceptualized as awareness of one's thinking as it takes place and 

this detached attitude towards thoughts and has been termed decentering: "The capacity to shift 

experiential perspective—from within one’s subjective experience onto that experience" 

(Bernstein et al., 2015). The Experiences Questionnaire (EQ; Fresco et al., 2007) which was 

designed to measure the ability to take a detached approach to ones thoughts and emotions was 

selected as a measure of decentering and is described in Paper two.  

Interoceptive awareness, is described as "the conscious perception of sensations from inside the 

body that create the sense of the physiological condition of the body, such as heart beat, 

respiration, satiety, and the autonomic nervous system sensations related to emotions" (Mehling 

et al., 2012). The Multi-dimensional Assessment of Interoceptive Awareness (MAIA; Mehling 

et al., 2012), was developed to measure body awareness, recognizing the potential benefits of 

body awareness in affect regulation, providing bidirectional feedback that included evaluative 

processes.  The MAIA therefore seemed to be an appropriate measure of interoception for the 

current study. 

Equanimity has only relatively recently attracted research attention in the psychological 

literature. At the commencement of this program of study, the measurement of equanimity was 

in its infancy although recently two equanimity dedicated measures have been developed (Juneau 

et al., 2019; Rogers et al., 2020). Considered to be a non-reactive stance towards arising 

phenomena, equanimity is proposed to be a key mechanism in MiCBT. Equanimity has been 

defined as "an even-minded mental state or dispositional tendency toward all experiences or 
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objects, regardless of their origin or their affective valence (pleasant, unpleasant, or neutral)" 

(Desbordes et al., 2015). The most suitable available measure at the time of the study appeared 

to be the Nonattachment Scale (NAS; Sahdra et al., 2016). Nonattachment as defined in terms of 

a non-clinging and non-suppressing manner of relating to experience and thus appears to be a 

closely related construct to equanimity. The Mindfulness-based Self Efficacy Scale (MSES-R; 

Cayoun 2011) is a measure with six subscales three of which appear to tap the equanimity 

construct and three tap into an interpersonal skills construct. We chose to include the MSES-R to 

measure a) equanimity and b) changes in interpersonal skills. All measures had satisfactory 

psychometric properties (see Paper 2). 

1.6 Presentation of thesis content 

The program of work is largely described in three papers. An introduction is provided for each 

of the papers and the work is summarised in a final chapter which summarises the findings with 

concluding comments and suggestions for future research. 

Paper one (Chapter 2) 
Francis, S.E.B., Shawyer, F., Cayoun, B., Grabovac, A., & Meadows, G.N. (2020)  

Mindfulness-based Cognitive Therapy (MBCT): differentiating mechanisms and clinical 

applications. Submitted to Mindfulness for review in October 2020. 

Paper two (Chapter 3) 
Francis Frances, S., Shawyer, F., Cayoun, B., Enticott, J., & Meadows, G.N. (2020). Study 

protocol for a randomised control trial to investigate the effectiveness of an 8-week Mindfulness-

integrated Cognitive Behavior Therapy (MiCBT) transdiagnostic group intervention for primary 

care patients. BMC Psychiatry, 20 (1), 1-13.  

Due to a typographical error in the spelling of the first authors name a correction was immediately 

published. 
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Francis, S., Shawyer, F., Cayoun, B., Enticott, J., & Meadows, G.N. (2020). Correction to: Study 

protocol for a randomised control trial to investigate the effectiveness of an 8-week Mindfulness-

integrated Cognitive Behavior Therapy (MiCBT) transdiagnostic group intervention for primary 

care patients. BMC Psychiatry, 20 (1), 131 

Paper three (Chapter 4) 
Francis, S.E.B., Shawyer, F., Cayoun, B., Enticott, J., Meadows, G.N. (2020) Group mindfulness-

integrated cognitive behavior therapy (MiCBT) reduces depression and anxiety and improves 

flourishing in a transdiagnostic primary care sample compared to a treatment-as-usual waitlist 

control. Submitted to Mindfulness for review in November 2020. 

Chapter 5 
Findings, Concluding remarks and Future Research 
 

1.7 Relevance of current research 

The availability of transdiagnostic interventions is important because of the high level of 

comorbidity in mental health conditions.  Symptoms of anxiety and depression are frequently 

present in a range of conditions, including physical illness. Mindfulness-based approaches, such 

as MBCT, have captured the public interest but have had to be adapted for use with conditions 

other than recurrent depression for which it was designed with modifications to the program 

content. Therefore, a program that needs no modification for specific conditions provides a 

transdiagnostic applicability for a heterogenous population of patients. 

Despite the increasing interest in MiCBT, and its routine transdiagnostic using clinical practice, 

to this candidate’s knowledge, no randomised controlled studies have so far investigated the 

effectiveness of this intervention in a transdiagnostic population, despite the fact that MiCBT was 

developed with this population in mind. Furthermore, MiCBT has not been widely implemented 

compared to MBCT and so the differences between MiCBT and MBCT are not broadly 

understood. It is hoped that this body of work will assist clinicians understanding and application 
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of mindfulness-based therapies, further develop the evidence base for MiCBT, and inspire other 

researchers to further investigate this promising mindfulness-based intervention. 
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2 CHAPTER TWO: Comparing MiCBT with MBCT 

2.1 Rationale of the theoretical paper  

MiCBT was first piloted over eighteen years ago but despite the publication of comprehensive 

training manuals, its existence has been overshadowed by other MBSR- and MCBT-based 

therapies. Because it is not as widely practiced or well researched as other such MBIs, it is likely 

to be less understood. This was reinforced by feedback from the expert reviewers of the protocol 

paper, (Paper two) who suggested that the differences between MiCBT and MBCT were not 

clear. In an increasingly crowded space of MBIs, it was therefore considered important to 

consider and communicate what MiCBT had to offer that distinguished it from its better known 

cousin MBCT and related interventions. To this end, the theoretical differences between MiCBT 

and MBCT are discussed in Paper one of this thesis. Superficially both programs appear to be 

quite similar in that both can be delivered as an eight-week intervention, both require formal 

meditation methods derived from Buddhist practices and the name of both contains cognitive 

therapy. On close examination, the interventions differ in their respective rationales, the 

populations for whom they are developed, and in the type of meditation and cognitive and 

behavioural strategies deployed. Paper one explores in some detail the nature of differences and 

the clinical implications which may facilitate appropriate treatment choices. In summary, despite 

some similarities between the interventions, the structure and rationale of MiCBT enable 

transdiagnostic application without any modification of content for differing diagnoses. In the 

context of a demonstrated need for transdiagnostic MBIs by mental health services, this 

potentially represents an important distinguishing feature of MiCBT and one which is consistent 

with the current trend towards process-based therapies rather than diagnosis-specific treatments. 

Paper one has been submitted for publication to the journal Mindfulness which has an impact 

factor of 3.581.  



10 

2.2 Manuscript submitted for review 

Francis, S.E.B., Shawyer, F., Cayoun, B.A., Grabovac, A., Meadows, G. Mindfulness-integrated 

Cognitive Behavior Therapy (MiCBT) and Mindfulness-based Cognitive Therapy (MBCT): 

differentiating mechanisms and clinical applications. Submitted to Mindfulness.  
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Abstract 

Mindfulness-integrated Cognitive Behavior Therapy (MiCBT) is a mindfulness-based program 

(MBP) which addresses a broad range of psychological conditions in either individual or group 

formats. Although the MiCBT group program may appear similar to the better-known 

Mindfulness-based Cognitive Therapy (MBCT) group program, there are a number of important 

differences between the two. While MBCT was developed for relapse prevention with recurrent 

depression, MiCBT is a comprehensive therapy designed for heterogeneous psychiatric 

populations. MBCT is based on the cognitive model of depressive relapse and incorporates the 

mindfulness elements from Kabat-Zinn's Mindfulness-based Stress Reduction (MBSR) program 

which in turn is informed by a number of Buddhist traditions. MiCBT has a stronger focus on 

behavior change aspects of CBT and is informed by the Burmese Buddhist vipassana tradition. 

In contrast to MBCT, in which compassion and ethics are embedded implicitly into the program, 

MiCBT explicitly teaches compassion methods, including the role of ethical living in 

psychological well-being. This article compares MiCBT and MBCT from a number of 

perspectives, including: 1) origins, context, theoretical rationale and the manner in which CBT 

principles are incorporated, 2) specific mindfulness and meditation practices and techniques, and 

3) overall similarities and differences with associated clinical implications. It is concluded that 

MiCBT makes a unique contribution to the emerging suite of MBPs and the family of CBT 

therapies because of its transdiagnostic applicability, its conceptualization of emotional reactivity 

based on interoceptive conditioning, its focus on developing interoceptive awareness and 

equanimity, and the explicit inclusion of ethics as an expression of compassion. 

Mindfulness has become a ubiquitous phenomenon, used across health, educational and 

organizational contexts, and has been the subject of a vast amount of research (Goleman and 

Davidson 2017). This variety and diversity in intellectual analysis has produced an abundance of 

theoretical perspectives and mindfulness-based programs (MBPs). Possibly the most widely cited 

operational definition of mindfulness is that of the developer of Mindfulness-based Stress 
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Reduction (MBSR; Kabat-Zinn 1990), Jon Kabat-Zinn: “paying attention in a particular way; on 

purpose, in the present moment, and non-judgmentally” (Kabat-Zinn 1994, p. 4). This innovative 

program, created initially to address chronic pain, taught about the mind and body connection, 

utilized mindfulness exercises, meditation and yoga and had a focus on regulating attention 

(Kabat-Zinn 1982). Mindfulness-based Cognitive Therapy for Depression (MBCT; Segal et al. 

2002) adapted key elements of MBSR and incorporated them into a clinical intervention to 

promote relapse prevention in recurrent depression. As the focus of MBCT was specifically on 

mental health based on a cognitive model of depressive relapse, it utilized the meditations and 

mindfulness exercises without emphasizing the underlying Buddhist and yogic traditions that had 

influenced Kabat-Zinn in the development of MBSR. 

Mindfulness-integrated Cognitive Behavior Therapy (MiCBT; Cayoun 2011) is a clinical 

mindfulness-based approach designed as a comprehensive therapy for heterogeneous psychiatric 

populations. MiCBT is applicable with both individual clients and groups and is delivered as an 

eight to ten-week program, although it can be flexibly extended as needed. MiCBT addresses the 

need for transdiagnostic methods applicable across psychiatric conditions, such as the need for 

cognitive reappraisal, addressing emotional avoidance and using exposure techniques, which 

have long been proposed to be effective strategies in treating emotional disorders (Barlow et al. 

2004).  

The initial naming of approaches provides an interesting insight into the respective developers' 

initial conceptualizations. For example, MBSR started out as "Stress Reduction and Relaxation 

Program" (Kabat-Zinn 1982) as the word "stress" was deemed acceptable in the medical 

community. MBCT's initial name was Attention Control Training (Dimidjian et al. 2010) as 

attentional control was seen as central to the prevention of depressive relapse. In contrast, the 

initial naming of MiCBT as "Equanimity Training" suggests that the quality of bringing an equal 



14 

interest to body sensations regardless of their affective valence, and the consequent non-

reactivity, was a key focus for this approach (Cayoun et al. 2019).  

In this paper, MiCBT is compared and contrasted with MBCT in terms of its origins, rationale, 

techniques and practices, including the role of ethics and compassion. Similarities and differences 

are then summarized with consideration given to the implications for clinicians in the selection 

of MBP's for particular client issues and circumstances. 

Origins, theory and evidence base for MiCBT and MBCT 

MiCBT origins  

MiCBT developed from Cayoun’s interest in bringing Vipassana meditation into a scientific and 

clinical context to assist with the personal growth required to outgrow the sources of unnecessary 

suffering (Cayoun et al 2019). MiCBT was developed as a manualized psychological treatment 

based on an integration of mindfulness meditations (in the Burmese vipassana tradition of Ledi 

Sayadaw and U Ba Khin, as taught by Satya Narayan Goenka), with cognitive and behavioral 

therapy principles. It was developed as a transdiagnostic therapy to address a wide range of 

moderate to severe psychiatric conditions and piloted in both individual and group contexts 

(initially with in-patient psychiatric populations) and later extended to community settings 

(Cayoun 2004). MiCBT was developed between 2001 and 2003, and subsequently piloted until 

2010 (Cayoun et al. 2019). 

MiCBT draws on a Buddhist view of human suffering. Psychological difficulties conceptualized 

as automatic or subconscious reactivity manifesting as craving for pleasant experiences and 

avoidance of unpleasant experience. 

 
The “root” of these difficulties is considered to be ‘ignorance’: the unawareness that this reactive 

process is taking place and the unawareness that all experiences are impermanent. This was 

expressed in Goenka's words as follows: when a problem occurs "the tension originates at a level 
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of bodily sensations therefore this is the level at which one must work to solve the problem to 

change the habit pattern of mind. One must learn to be aware of all the different sensations 

without reacting to them accepting their changing impersonal nature." (Hart 1987, p. 18). From 

the perspective of MiCBT “tension” is interpreted as a phenomenon arising in the body, i.e. a 

body sensation. Accordingly, MiCBT develops interoceptive awareness using body scanning 

techniques taught for the purpose of directly experiencing the arising body sensations and the 

reality of impermanence of the physical world in one's own body with equanimity. Equanimity 

has been defined as "an even-minded mental state or dispositional tendency toward all 

experiences or objects, regardless of their affective valence (pleasant, unpleasant or neutral) or 

source" (Desbordes et al. 2015 p. 4).  

MiCBT is composed of four stages, Stage 1 (personal stage) focuses on self-regulation through 

meditation; Stage 2 (exposure stage) is a behavior-regulation stage that integrates meditation with 

exposure methods: Stage 3 (interpersonal stage) is an interpersonal regulation stage focusing on 

developing mindfulness-based interpersonal skills; Stage 4 (empathic stage) is a transpersonal 

regulation stage that develops a sense of interconnectedness through integrating mindfulness, 

compassion and ethics for the clinical purpose of maintaining well-being and preventing relapse.  

Training manuals were developed and made available to MiCBT clinical (mental health) trainees 

from 2004, until the publication of the first MiCBT clinical text (Cayoun 2011). The MiCBT 

program, while retaining its basic structure, has been revised from 8-week to 10-weeks duration 

(Cayoun 2011; Cayoun et al. 2019). Since MiCBT is not a diagnostic-specific program, it is also 

increasingly used to promote well-being and personal growth in the general community (Cayoun 

2015). 
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MiCBT theory 

In MiCBT, behavior change strategies incorporate operant learning principles and are guided by 

the co-emergence model of reinforcement (Figure 1), which underpins the program's rationale. 

This model is consistent with Theravada Buddhist teachings and is used during MiCBT for 

clients’ psychoeducation and experiential exploration of schematic and reactive mechanisms.  
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Figure 1 
 
Co-emergence model of reinforcement (Adapted from Cayoun, 2011) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

1. Stimulus/Situation 
Event occurring in the external 
environment or internal to the person 
(e.g., thoughts, imagery, pain, etc.) 
  

2. Sensory Perception 
Detected through sight, sound, 
touch, smell, taste, metacognitive 
awareness, and interoception 
generated by the stimulus (e.g., 
physical injury, hunger, emotion) 

3. Evaluation or 
interpretation – conscious or 
automatic 

The event is interpreted and evaluated 
consciously or subconsciously in terms 
of personal importance (values, beliefs, 
cultural influences, memories, 
personality traits and current needs and 
mood).  
Personally important information is 
more likely to be evaluated as positive 
or negative, while personally 
unimportant information is evaluated 
neutrally. 
  

4. Interoception- Body 
sensations 

The importance of the event determines 
the intensity of the co-emerging body 
sensations and agreeable thoughts are 
experienced as pleasant, disagreeable 
thoughts as unpleasant. When a current 
body sensation is sufficiently similar to a 
sensation felt in the past, it becomes a 
memory cue for the corresponding 
event, which is spontaneously retrieved 
from memory. Autobiographical 
memories are  experienced during body 
scanning practices because of the 
increased interoceptive awareness 
occurring throughout the body.  
  
  
  

5. Response/reaction 

Response (which may be a learned 
reaction) is a  consequence of the 
intensity and type of  body 
sensations that have co-emerged 
with thoughts – reaction is to 
interoceptive cues, rather than a 
thought or external stimulus.  
The reaction will either increase 
intensity of pleasant sensations or 
decrease intensity of unpleasant 
ones. And becomes the main agent 
of reinforcement. Equanimity 
toward body sensations enables 
extinction of learned reactions and 
the generation of a considered 
response. 
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The co-emergence model of reinforcement (Figure 1) is described in detail elsewhere (Cayoun 

2011; Cayoun et al. 2019). Briefly, the model can be understood as follows: the Stimulus is 

perceived (Sensory perception) through what is traditionally regarded as the senses (sight, touch, 

smell, taste, sound) as well as through metacognitive awareness and interoceptive awareness, and 

is immediately categorized and consciously or subconsciously evaluated (Evaluation) neutrally 

or through self-oriented perspectives, including personal values, beliefs, autobiographical 

memories, personality traits, current mood, perceived needs, and cultural predispositions. On a 

continuum of self-relevance, the stimulus is evaluated as personally unimportant (neutral), or 

personally important either in an agreeable (‘positive’) or disagreeable (‘negative’) way. 

Consistent with learning theory (Mowrer 2001), reinforcement is posited to occur once the 

Reaction (the fifth component of the model) successfully leads to a decrease in unpleasant body 

sensations or increase in pleasant ones. Hence, the model proposes that the reinforcement of a 

learned response depends on the response to Co-emergent Interoception or body sensations (the 

fourth component) rather than the response to the Stimulus, thus differentiating it from Skinner’s 

standard operant conditioning model, which assumes that “the behavior operates upon the 

environment to generate consequences” (Skinner 1953, p.65). According to the co-emergence 

model, the likelihood of a response manifesting as reactive behavior (sometimes ‘automatic’ or 

habitual) increases with interoceptive intensity. From this perspective, the focus on cognitive 

distortions that tends to be at the forefront of cognitive therapy distracts from attending to the 

unpleasant body sensations that co-emerge with a negative cognition. It also distracts from 

realizing that reactivity is a consequence of interoception rather than cognition (Cayoun, 2004). 

The co-emergence model has been described above in an equilibrium state. However, when well-

being is disturbed, the processing of the Evaluation and Reaction components of the model is 

over-emphasized while there is an under-emphasis on the Sensory Perception and Body 

Sensations/Interoception components (Cayoun 2011). Persistence of the resulting state of 

disequilibrium produces neurobiological adaptation over time, producing over-judgmental 
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attitudes and overreactive behavior. By training clients to increase processing in Sensory 

Perception and decrease processing in Evaluation and Reaction (by remaining equanimous 

toward Co-emergent Interoception) they are assisted in reversing pathological brain 

reorganization responsible for the maintenance of mental illness. As equanimity develops, the 

intensity and duration of reactivity decreases and the system can return to its state of equilibrium. 

The key role of co-emergent interoception in the reinforcement system is consistent with the view 

that body sensations are the building blocks of emotions and the observation that interoceptive 

impairment is an important characteristic of mental health disorders (Khalsa et al. 2018; Kleckner 

et al. 2017; Garfinkel and Critchley 2013; Damasio and Carvalho, 2013).  

According to the co-emergence model, the intensity of interoception that precedes a reaction is a 

function of the personal importance attributed to the stimulus. Moreover, the more agreeable the 

evaluation, the more pleasant the body sensation, and the more disagreeable the evaluation the 

more unpleasant the body sensation. Self-referential evaluations are encoded in memory with co-

emerging body sensations, and then stored and later retrieved in a co-emergent way (Cayoun et 

al. 2019). Awareness of body sensations associated with the memory while remaining 

equanimous enables the emotional content (and associated reactivity) to be neutralized. This is 

consistent with evidence that each time a memory is recalled, it is destabilized and subject to 

alterations, requiring a reconsolidation process to be maintained in its original state (Bohanek et 

al. 2005; Duvarci and Nader 2004). Interfering with reconsolidation can alter the memory 

indefinitely (Nader and Einarsson 2010). In MiCBT, equanimity is proposed to inhibit 

reconsolidation, and extinction of the reaction becomes possible. This principle is applied across 

the four stages of MiCBT, where interoceptive desensitization remains central to behavior 

change. Treatment goals in MiCBT are accomplished by integrating psychoeducation on co-

emergence principles with mindfulness meditation techniques and with behavior modification 

using equanimity-based exposure techniques. These techniques are applied in the later phases of 

therapy to assist in developing interpersonal insights and compassion for oneself and others to 
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help prevent relapse. MiCBT is designed to be a transdiagnostic intervention because it addresses 

common processes that are present across a range of diagnoses. MiCBT has the co-emergence 

model of reinforcement as its underpinning rationale. 

The case for common processes that underpin a range of disorders has been made in a 

comprehensive review by Barlow (Barlow 2004). High rates of comorbidities have been widely 

reported, the most prevalent being between anxiety and mood disorders (Brown et al., 2001; 

Kessler et al, 1996, 1998). Based on this evidence, Barlow proposes common underlying 

processes and coined the term “negative affect syndrome” to include anxiety and depressive 

disorders based on the evidence that the similarities between these mood disorders outweigh the 

differences (Norton & Paulus, 2016). Additionally, interventions designed for an anxiety 

disorder have been shown to produce significant improvement in comorbid mood disorders 

(Borkovec et al 1995., Brown et al, 1995). Furthermore, a range of different emotional 

disorders treated with antidepressant medications respond in an equivalent manner suggesting 

that symptoms have psychophysiological mechanisms in common (e.g., Hudson & Pope, 1990). 

Consequently, Barlow proposes a unified treatment protocol to address the underlying 

processes associated with a range of emotional disorders.  

 

Three components of such a unified treatment are described; appropriate cognitive appraisal of 

events; allowing emotional experience (preventing avoidance) and facilitating behaviours that 

are not reactive to dysregulated emotions (Barlow 2004). Furthermore, the context of the 

treatment is described as “provoking emotional expression, emotional exposure through 

situational internal and somatic (interoceptive cues) as well as through mood induction 

exercises” (Barlow, 2004 p.205). 

 

Similar to Barlow’s conceptualisation of  shared underlying processes and unified treatments, 

MiCBT, designed for transdiagnostic psychiatric populations, has both a rationale for common 
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processes and elements in common with the type of unified protocol described by Barlow. 

According to MiCBT the processes common to affective disorders include the process of 

evaluating events in terms of personal impact and the avoidance of the co-emerging body 

sensations. 

 

It has been shown that emotional valence, the extent to which an emotion is positive or 

negative, is an important component of emotional experience (Feldman 2005). Additionally, 

emotions are linked to individual preferences (De Houwer, 2001) and therefore how we 

interpret and experience an event depends on our evaluation. The evaluative element means that 

individuals classify an experience in terms of its emotional valence (as pleasant/positive or 

unpleasant/negative) and use emotional terms to describe the experience (such as happy, sad, 

angry) which are felt as body sensations. Emotional valence may be determined as a result of 

pairing a recalled event with the current circumstances and in this sense likes and dislikes are 

learned. Thus, emotional valence is determined by the characteristics of the physiological 

impact of the evaluative process. This phenomenon is known as evaluative conditioning and 

has been empirically established (De Houwer, Baeyer & Field, 2005). 

 

In circumstances where the evaluative process repeatedly produces an emotional reaction or 

elevated arousal level (interoceptive disturbance), disturbances may result in psychopathology 

as for example in the case of anxiety disorders (when arousal is elevated in the absence of real 

threats), eating disorders, depression and substance use disorder (Khalsa 2017).  Interoception 

is widely recognised as a key mechanism underpinning emotion (Garfinkel & Crithchley, 2013; 

Damasio and Carvalho (2013 and Seth and Critchley, 2013; Levenson 20; Cayoun & Shires, 

2020) and in mental health conditions interoception is frequently impaired (Khalsa 2018). This 

is consistent with interoceptive awareness being shown to be associated with inhibitory control 
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(Rae et al., 2019). Therefore, the ability to deactivate the reactivity to interoceptive cues is 

important for homeostatic and thus emotion regulation.   

 

Emotion regulation is addressed in the MiCBT protocol by teaching trainees to notice and 

modify evaluative thinking and have an equanimous attitude towards all co-arising sensations; 

pleasant, unpleasant or neutral i.e., independent of emotional valence. This is achieved by a) 

developing metacognitive awareness of evaluative thinking and b) interoceptive awareness 

through systematic body scanning exercises described in the section below.  

 

The MiCBT protocol, based on the co-emergence model as described has much in common 

with Barlow’s conceptualisation of a unified protocol which includes as noted above 

appropriate cognitive appraisal of events; allowing emotional experience, and facilitating 

behaviours that are not reactive to dysregulated emotions (Barlow, 2004). By comparison, the 

MiCBT protocol  develops 1) metacognitive awareness (enabling cognitive reappraisal) using 

mindfulness of the breath 2) acceptance of and non-reactivity towards interoceptive 

disturbances (rather than avoidance) developed through body scanning and 3) applying 

interoceptive insight in order to prevent emotional reactivity and thus developing equanimity. 

 

MiCBT facilitates metacognitive awareness and cognitive reappraisal through the evaluation 

component of the co-emergence model (see Figure 1). The model facilitates understanding of  

the connection between the interpretation of an event and the co-emergent body sensations 

through the Body Sensations component of the model and the use of exposure strategies. The 

development of equanimity towards body sensations facilitates the capacity for appropriate 

response as opposed to a habitual reaction. 
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The MiCBT protocol can be considered from the perspective of both behavioral and Buddhist 

psychology. From the perspective of behavioral psychology, MiCBT posits that the precipitating 

factor for psychological difficulties is the inability to accept an unwanted change. From a 

Buddhist psychological perspective this ‘suffering’ is caused by an inability to accept the 

impermanence of all phenomena. The behavioural reinforcing factor of suffering is the short-

term positive reinforcement associated with obtaining what is desired or attached to, or the short-

term negative reinforcement of avoiding what is disliked (manifesting in terms of increasing 

pleasant or decreasing unpleasant body sensations, respectively). The Buddhist psychological 

perspective describes this as craving for what is pleasant or aversion to what is unpleasant. The 

behavioural maintaining factors of suffering are the lack of awareness that these precipitating 

and reinforcing factors are transitoryand the consequent tendency to identify with the experience 

(Cayoun 2015). From a Buddhist perspective this is ignorance.  

From the perspective of Buddhist psychology, the co-emergence model adapts the 

Mahasatipatthana Sutta’s description of the aggregates of the mind as expressed by Goenka (Hart 

1987), using more psychologically relatable terminology. Specifically, vinnana equates to 

"sensory perception" in the model, sanna equates to the "evaluation" component, vedana equates 

to the body sensations component and sankhara to the reaction component. It is to be expected 

that meditators will have a range of experiences as they continue with meditation practice 

(Grabovac 2015) and realize the transience of experience. Accordingly, the development of wise, 

compassionate equanimity to all arising phenomena is seen as the most skillful way to navigate 

suffering (Batchelor 2018; Hart 1987). The emphasis on body-scanning techniques to develop 

interoceptive awareness with equanimity, is consistent with the proposition that an emotional 

experience is interoceptive in essence (Barrett 2006; Pollatos and Schandry 2008; Seth and 

Critchley 2013).  
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MiCBT evidence base 

Randomised controlled trials (RCTs) demonstrate that MiCBT is efficacious in treating anxiety 

and depression in pregnant women (Yazdanimehr, Omidi, Sadat, & Akbari, 2016), in women 

with multiple sclerosis (Bahrani et al. 2017), and in men and women with type 2 diabetes (Sohrabi 

et al. 2020). Other RCTs report MiCBT to be efficacious in reducing perceived pain and 

increasing pain self-efficacy in patients with breast cancer (Mozafari-Motlagh et al. 2019), 

reducing anxiety, depression and fatigue while improving sleep quality and hope in patients with 

multiple sclerosis (Pouyanfard et al. 2020), reducing substance addiction compared to established 

treatment (Wickham 2013), and reducing sports-anxiety and pessimism and increasing flow and 

adherence in competitive athletes (Scott-Hamilton et al. 2016). MiCBT was piloted in a 

heterogenous sample in a psychology clinic context and seems to be equally effective when 

delivered in groups and individual therapy sessions (Roubos 2011). A recent randomised 

controlled trial (manuscript in preparation) demonstrated that MiCBT was effective in decreasing 

clinical symptoms of anxiety, depression and stress and improving flourishing in a 

transdiagnostic group (Francis et al., 2020).  

MBCT origins  

MBCT is focused specifically on mental health (depression in the first iterations) and as such, 

targets particular conditions, departing from the transdiagnostic approach of MBSR in which the 

term ‘stress’ subsumes a multitude of conditions including stress, pain and medical illness 

(Kabat-Zinn 2011). MBCT was designed as a manualized group training program for prevention 

of depressive relapse and includes mindfulness exercises and aspects of CBT for depression 

(Segal et al. 2002; 2013). As the mindfulness elements of MBCT are adapted from MBSR, it is 

helpful to briefly explore MBCT's lineage. MBSR was born out of Kabat-Zinn's interest in 

meditation and its general application in medicine rather to psychological sciences and was 

specifically designed to be congruent with Buddhist philosophy on human suffering: “… from 

the very beginning there was for me one primary and compelling reason for attempting to bring 
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mindfulness into the mainstream of society. That was to relieve suffering and catalyze greater 

compassion and wisdom in our lives and culture.” (Kabat-Zinn 2011, p. 285). Kabat-Zinn 

describes the roots of MBSR as being in a number of eastern spiritual traditions, including Zen 

Buddhism and Vipassana, and teachers such as Krishnamurti and Nisargadatta Maharaj 

(Husgafvel 2018; Kabat-Zinn 1982, 2011). 

MBSR began as an outpatient program for chronic pain patients at the University of 

Massachusetts Medical Center in 1979 (Kabat-Zinn 1982). The MBSR program introduced 

mindfulness meditation to foster the ability to “facilitate an attentional stance towards 

proprioception known as detached observation. This was described as "causing an "uncoupling" 

of the sensory dimension of the pain experience from the affective/evaluative alarm reaction and 

reducing the experience of suffering via cognitive reappraisal" (Kabat-Zinn 1982, p. 33). 

Cognitive reappraisal and self-regulation skills are developed through several meditation and 

mindfulness methods, including gentle Hatha Yoga techniques.  

MBCT developed out of a quest to develop a maintenance version of Cognitive Therapy (CT) for 

patients in recovery, building on acute-phase CT which had been shown to reduce rates of 

depressive relapse (Segal et al. 2002). The developers were attracted to the affective and cognitive 

strategies in MBSR (Dimidjian et al. 2010), in particular, the ability of the program to focus on 

"learning to deploy one’s attention in specific and intentional ways, a skill that seemed highly 

relevant to helping patients notice early warning signs of depression" (Dimidjian et al. 2010, 

p.309). Furthermore, they were impressed by the metacognitive awareness aspect of the program, 

decentering from thoughts in order to facilitate "clear-sightedness" (Dimidjian et al. 2010, p 310). 

After unsuccessfully trialing Attentional Control Training (Teasdale et al. 1995), the developers 

observed that MBSR included asking participants to have a welcoming attitude towards all 

experience, thus extending their earlier conceptualization of decentering to encompass "even the 

most intense negative experiences utilizing decentering more widely and deeply than we did" 



26 

(Segal et al. 2013 p. 59). This represented a significant shift from the CT method of working to 

modify thoughts and solve problems as means to reduce difficult emotions, such that it was the 

attitude to thoughts that was to be changed. Accordingly, this was the context for incorporating 

mindfulness training from MBSR into the MBCT program. The psychoeducational elements in 

MBCT about depression use similar techniques to those used in Beck's cognitive therapy (Beck 

1979), including thought monitoring, challenging cognitive rehearsal, dealing with dysfunctional 

attitudes and noticing indications of relapse (Segal et al. 2002). MBCT is typically delivered as 

an eight-week group program.  

MBCT theory 

MBCT is primarily described in terms of a cognitive theoretical perspective rather than the 

Buddhist-based approach of MBSR and is fully described elsewhere (Segal et al. 2013). The 

cognitive model of depression posits that symptoms of depression result from the development 

of irrational assumptions or beliefs (and resulting automatic negative thoughts) that are associated 

with unpleasant emotions (Hawton et al. 1989). Incidents can trigger a dysfunctional belief that 

sets in motion a vicious cycle in which the more one becomes depressed, the more one engages 

with and believes the depressive thoughts, and subsequently the more the depressed one becomes, 

establishing schematic thought patterns. Accordingly, relapse prevention was proposed to be 

accomplished by modifying the dysfunctional schema (Hawton, et al. 1989). However, even 

among populations receiving cognitive therapy for depression, rates of depressive relapse 

continued to be high, between 30% and 40% (Lin 1998; van Weel-Baumgarten et al. 1998) and 

new strategies to decrease this were sought.  

To this end, the MBCT program was developed based on an enhancement of cognitive theory 

using the information-processing theory of depressive relapse (Teasdale et al. 1995) and 

integrating mindfulness. The Interactive Cognitive Subsystems model suggested by Barnard and 

Teasdale (1991) proposes a ‘central engine’ in which sensory information is either coded in a 
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propositional (factual) way or in an implicational way, in terms of its personal importance. With 

implicational coding, experiences are processed in terms of recurring relationships, creating 

schema whose focus is elaborative self-oriented ruminative thinking, which then prolongs 

depressive symptoms (Nolen-Hoeksema and Morrow 1991; Teasdale, et al. 1995).  

The core skills in MBCT are viewed as awareness of thoughts and feelings, control of attention 

towards thinking patterns, decentering from thoughts to prevent being caught up in them, and the 

ability to experience present reality as it is (Teasdale et al. 2002). This more accepting and 

acknowledging stance towards thoughts and the maintenance of attention (e.g., on breath) 

provides alternatives to elaborative, ruminating thinking. Research demonstrates the capacity of 

MBCT to improve attentional capacity (Semple 2010; Grossman 2011; Jha et al. 2007). The 

incorporation of cognitive therapy principles with mindfulness practice in MBCT represents an 

important shift from the focus on thought content in traditional cognitive therapy to a focus on 

the relationship to thinking and the awareness of thinking processes. The pedagogical framework 

for the MBCT program uses what is termed "inquiry", a specific process of dialogue between 

participants and instructors in which instructors adopt an open and curious stance while assisting 

participants to "bring mindful awareness to their experience" (Segal et al. 2013, p 252). The 

inquiry process embodied by instructors enables a non-judgmental exploration of participants' 

actual present-moment experience, the personal context of the experience and how this links to 

the aims of MBCT (Segal et al. 2013). The group format facilitates reframing of common 

challenges such as providing support for regular meditation practice and normalizing depressive 

symptoms.  

MBCT evidence base 

MBCT is arguably the most widely known mindfulness-based program for mental health, 

depression in particular. Although there is developing evidence for its application with other 

conditions including acute depression (Eisendrath et al., 2016; Hofmann and Gomez 2017), it has 
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been shown to be most effective in patients who have had three or more episodes of depression 

and is at least as effective as maintenance medication for relapse prevention (Kuyken et al. 2016; 

Hoffman et al. 2010). Research evidence for the efficacy of MBCT in preventing depressive 

relapse is strong (Churchill et al. 2010; Kuyken et al. 2015; Kuyken et al. 2016; Dunning et al. 

2019; Hofmann et al. 2010; Galante et al. 2013). MBCT has had a major impact on the uptake of 

mindfulness-based therapies and the dissemination of MBCT has been significantly facilitated 

by funding and research in the UK, and its inclusion in the National Institute for Health and 

Clinical Excellence guidelines for treatment of depressive relapse (Rycroft-Malone et al. 2014). 

Research continues to demonstrate the efficacy of MBCT and cost-efficient implementation 

models are being explored (Meadows et al. 2019).  

Specific mindfulness and meditation practices and techniques 

MiCBT practices 

MiCBT places practices in a specific sequence throughout the program because of its hierarchical 

stages in teaching mindfulness and behavioral skills, in accordance with the co-emergence model. 

Reflection on the practices of both meditation and behavioral tasks is facilitated using Socratic 

questioning as used in CT (e.g., Padesky 1993). In the first session the exercises are not formal 

meditation practices, but are intended to develop attentiveness to body posture, movements and 

tensions, while preventing personal judgements regarding the body (e.g., its shape, weight or 

appeal). This is developed in two ways: a) with progressive muscle relaxation to develop a sense 

of agency over muscle tension that may be stress related, and b) by paying attention to posture 

and movement in the body during daily activities. Thus, commitment to self-care practices is 

established in the first session. In the second session, mindfulness of breath meditation is taught. 

The method consists of sustaining attention on the sensations associated with the breath at the 

entrance of the nostrils, without controlling the breath or affecting it in any way, while 

deliberately inhibiting one’s reaction to intrusive thinking and calmly shifting attention back to 

the breath when the focus of attention digresses (Cayoun 2011). From session three onwards, a 
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series of body-scanning techniques is taught, each being practiced for a week. The purpose of 

these body-scanning methods is to progressively increase interoceptive awareness and accuracy 

in an impersonal and non-reactive (i.e., equanimous) manner. This is done initially by 

systematically surveying the body vertically and then transversally (from surface to internal 

scanning) over subsequent weeks. Body-scanning instructions are to sit upright and remain alert 

while experiencing sensations as they are in the present without imagining, visualizing, seeking 

relaxation or otherwise affecting the experience encountered in each body part, while remaining 

equanimous. Apart from the first week, relaxation in MiCBT is achieved as a by-product of 

equanimity.  

The co-emergence model of reinforcement is introduced to patients in the form of a ‘Diary of 

Reactive Habits’, which is used as a worksheet to demonstrate how distressing situations are 

processed and reacted to because of co-emerging sensations. The model is applied to the patient’s 

real-life experience, and schematic beliefs that arise are explored using Socratic dialogue and the 

guided discovery (‘downward arrow’) technique. This facilitates exploration of the relationship 

between underlying cognitive schemas, associated co-emerging body sensations, and the 

resulting reactivity to strong body sensations. The experience of observing the transient and 

impersonal nature of body sensations equanimously through daily body-scanning practice is 

applied to real life scenarios to minimize emotional reactivity. This is done using progressive 

iterations of an applied mindfulness practice called the Mindfulness Interoceptive Exposure Task 

(MIET). The deeper and more subtle aspects of body sensations and their interactions are 

carefully investigated and experienced as four ‘objective’ (impersonal) characteristics: mass, 

temperature, motion and fluidity, manifesting in varying patterns (see Cayoun et al. 2020, for 

application in chronic pain). This interoceptive insight enables the understanding that different 

emotions have their own profile of characteristics or ‘interoceptive signature’. Thus, MiCBT 

teaches experientially that emotional reactivity can be reduced by being equanimous while 

feeling transient sensations (for example, of heaviness when being sad, heat and agitation when 
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angry, or constriction when anxious). Through this practice, patients realize that experiences of 

depressed mood or anxiety are not permanent and thus there is no need to identify with them. The 

sense of a permanent self (a ‘self’ that identifies with ‘my’ depression) can be progressively 

modified. Using the co-emergence model in this psychoeducational and experiential manner 

helps patients to understand that awareness (both metacognitive and interoceptive) alone is 

insufficient to address reactivity and must be accompanied by equanimity. The emotional 

disturbance that creates suffering is recognized as being unnecessary when experience is 

understood as being transient and impersonal. MiCBT introduces loving kindness meditation as 

the final practice to develop self-compassion and compassion for others. Compassion has been 

defined as “the will to extend oneself for the purpose of minimizing one's own or another's 

suffering.” (Cayoun 2017 p. 177). The practice requires pairing the pleasant sensations produced 

by the subtle body-scanning techniques with positive thoughts towards self and others. These 

include positive affirmations such as “may I be peaceful”, “may I be kind to myself” and “may I 

share my compassion with all beings”. The generation of such positive affirmations acts as 

counterconditioning by pairing pleasant co-emerging body sensations with previously aversive 

stimuli producing a sense of well-being and reinforcing the continuity to practice outside the 

context of meditation. Furthermore, it is in contrast with the sense of hopelessness associated 

with negative affirmations such as “I am useless” and “I am unlovable” that co-emerge with 

unpleasant sensations which can become automatic and maintain depression.  

Compassion training provides the context for the ethics component of MiCBT. It explicitly 

teaches harm minimization within the framework of compassion training on the basis that it is 

not possible to be compassionate while causing harm (Cayoun 2017). This is consistent with the 

traditional Theravada view of ethics and compassion in which "the inclination toward kindness 

and compassion for others also contributes to increasingly wholesome ethical standards since if 

compassion is a primary emotion in the relationship, lying, stealing, harming, or taking sexual 

advantage of another would be anathema"(Amaro, 2015 p. 72).  
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In stage four of the MiCBT program, patients are invited to adopt five basic ethical challenges 

for a week as a behavioral experiment and notice the consequential impact on well-being. In 

particular, they are asked to observe how it feels at an interoceptive level if they behave 

unethically, causing harm to oneself or others, and compare this to how it feels when deliberately 

preventing harm. In line with Kabat-Zinn’s approach, ethics are understood as necessary for the 

development of accurate and useful mindfulness practice (Kabat-Zinn 2011). From the MiCBT 

perspective, unethical behavior contributes to either craving or aversive experiences (wanting 

more pleasant sensations or less unpleasant sensations despite causing harm) thus maintaining 

reactivity to unpleasant and pleasant sensations. and being detrimental . Using mindfulness skills 

and equanimity to increase self-awareness and prevent harmful, often habitual, actions is 

proposed to improve therapy outcomes through the reduction in mental disturbance and 

contribute to relapse prevention (Cayoun 2017).  

MBCT practices  

With the exception of the three-minute breathing space, the mindfulness practices used in MBCT 

are derived from MBSR and the rationale in MBCT links to the cognitive model as described. 

The first half of the MBCT program has its focus on mindfulness practices contextualized in 

terms of working "skillfully with the thoughts, emotions, and bodily sensations and emotions that 

create vulnerability to depressive relapse" (Dimidjian et al. 2010, p. 319). The second half of the 

program focuses on preventing depressive relapse through acceptance and skillful action. Each 

class is thematically organized and taught through the practices and subsequent group inquiry 

processes. Learnings at each session are reflected upon and consolidated through reflective 

inquiry. 

MBCT starts by introducing mindfulness with a mindful eating exercise. Participants are asked 

to eat a raisin while paying attention to the entire experience, including noticing the tendency for 

impulsive eating and the challenge to resist it (Segal et al. 2013). A body scan is then introduced. 
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Participants are asked to lie down (if able, sit if not) and attend to the body. Attention is first 

directed to the abdomen, then to toes and moved up through the whole body while directing 

breath in to and out from the different body parts. Breathing is an important part of the body scan 

method, such that "When you are ready, on an inbreath, feel or imagine the breath entering the 

lungs, and then passing down into the abdomen, into the left leg, the left foot, and out to the toes 

of the left foot. Then on the outbreath, feel or imagine the breath coming all the way back up, out 

of the foot, into the leg, up through the abdomen, chest, and out through the nose." (Segal et al. 

2013, p.122-123) Instructions include becoming aware of tension or intense sensations and 

breathing into them, and "having a sense of letting go, or releasing, on the outbreath" (Segal et 

al. 2013, p.123). Hence, imagination and visualization are included in addition to the observation 

process. The rationale for the body scan in MBCT is based on attention: "to help them develop 

concentration, calmness, flexibility of attention and mindfulness” (Segal et al. 2013 p.120). A 

number of other mindfulness exercises are taught in subsequent weeks, including sitting 

meditation, mindfulness of sounds and thoughts, inviting difficulty in and working with it through 

the body, mindful movement, mindful seeing, hearing and walking. Psychoeducational 

components that particularly relate to managing depression are included. MBCT invites a choice 

of mindfulness practices after all have been learned. MBCT and MBSR each purport to include 

ethics implicitly (Crane et al. 2017; Kabat-Zinn 2011) through teachers embodying and role-

modelling an ethical stance as part of the program (Crane et al. 2017).  

Summary of similarities and differences between MiCBT and MBCT and their clinical 

implications 

It has been suggested that examining the similarities and differences between MBPs, including 

the rationale, techniques, aims and outcomes will assist in refining understanding of the clinical 

applications of MBPs (Chiesa and Malinowski 2011). Accordingly, what follows is a summary 

of the overall similarities and differences between MiCBT and MBCT. Supplementary Table 1 

provides a summary of program practices used in MBCT and MiCBT and Supplementary Table 
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2 tentatively suggests a possible differentiation of applications of MBSR, MBCT and MiCBT, 

highlighting the important treatment gaps that might be potentially filled by MiCBT. MBSR is 

explored in this chapter on pp 24-25 (because the mindfulness elements of MBCT are taken 

from MBSR) and so MBSR is included in Supplementary Table 2 in order to provide a 

comprehensive overview of concerns and conditions that might be addressed by each of these 

programs.  

 

Purpose, methods and applications 

MiCBT is a comprehensive standalone therapy, specifically designed for transdiagnostic 

applications, including for people with acute psychiatric conditions. The methods and 

underpinning rationale (co-emergent reinforcement) are used to identify and address unhelpful 

schemas and make the link between unhelpful thinking, felt experience and reactivity. In MiCBT, 

equanimity-based interoceptive exposure is a core desensitization process that underlies all 

exposure techniques used to address complex co-morbidities accompanying conditions such as 

mood and anxiety disorders, substance abuse, relationship dysfunction, self-harm and suicidality, 

post-traumatic stress and pain. Moreover, equanimity-based exposure techniques are applied to 

situational avoidance, such as phobias and trauma-related avoidance. They are also applied to 

interpersonal situations such as fear of social rejection, assertive communication or interpersonal 

conflict, thereby improving interpersonal effectiveness and reducing social anxiety. The inclusion 

of ethics enables investigation into the impact of behaviors that cause harm, such as intoxication, 

verbal or physical abuse, etc. Accordingly, MiCBT as either individual or group therapy is an 

appropriate program for patients experiencing acute psychological crisis and for those with long 

term chronic conditions.  

MBCT was designed for patients in remission from depression as a relapse prevention program 

using mindfulness meditation practices together with cognitive-behavioral strategies and 
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psychoeducation about depression and depressive relapse. Mindfulness meditation contributes to 

cognitive theory to facilitate decentering from ruminative depressive cognitions. Mindfulness 

exercises are introduced in a gentle and inviting manner, always deferring to a patient's perceived 

capacity to do each exercise. The variety of ways that mindfulness is introduced allows for some 

choice of exercises. This invitational stance may make it more acceptable to those who initially 

struggle to engage in treatments that involve exposure to avoided situations. MBCT is designed 

as a group program and the class is conducted in a way that models acceptance of experience 

with an attitude of kindness which fosters self-compassion (Segal et al. 2013).  

Although the majority of the evidence base for MBCT is for its original application with 

depressive relapse prevention, modifications to the program have been made for other conditions, 

such as anxiety (Kim et al. 2009; Evans et al. 2008), bipolar disorder in remission (Williams 

2008; Ives-Deliperi 2013); vascular disease (Abbott et al. 2014) and chronic health conditions in 

older adults (Hazlett-Stevens et al. 2019). A study by Crane and Kuyken 2013 on the 

implementation of MBCT in the U.K. health system showed that MBCT is being offered to 

patients with a variety of conditions including anxiety and chronic pain/fatigue (Crane and 

Kuyken 2013). These continual modifications demonstrate the need for a flexible, transdiagnostic 

MBP, as MBCT was not designed with this purpose in mind.  

 
Pedagogical approaches and professional training 

The pedagogical and psychotherapeutic approaches utilized in MiCBT and MBCT are consistent 

with adult and group learning principles such as reflection and questioning, experimenting, 

seeking feedback and discussing outcomes (Edmondson 1999). MiCBT and MBCT also share 

the requirement for a significant amount of meditation practice as homework (45–60 minutes 

practice daily), which may be a barrier for some patients.  
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MiCBT uses Socratic dialogue techniques to explore experiences or thought patterns, their 

implications, and the impact of changing dysfunctional behavior (for an example see Cayoun et 

al. 2019, p. 101) and reflection and dialogue on the previous week's home practices. Reflective 

approaches are particularly useful when working with patients who resist engaging with highly 

focused body-scanning methods due to their aversion to interoceptive cues associated with 

suppressed emotions. MBCT uses inquiry to enable new means of understanding experiences 

including those encountered through meditation practice and those which create suffering (Segal 

et al. 2013). A key difference in these two approaches is that in MiCBT, the clinician takes an 

active stance in directly guiding the patient to tolerate all emerging interoceptive experiences, 

which enables MiCBT to work with a range of conditions, including those related to trauma. 

It is a requirement that professionals undertaking MiCBT training have a prior mental health 

qualification and active professional registration. It is also recommended that they complete 

certification as MiCBT therapists and participate in ongoing professional development activities, 

including retreats. Teachers of MBCT are recommended to have clinical practice qualification 

and mental health training as well as MBCT teacher training and ongoing development including 

of their own meditation practice.  

Buddhist lineage, ethics and compassion 

Although there is no doubt that MBCT and MiCBT both have lineage in the Buddhist 

contemplative traditions on the one hand and are clinically grounded in cognitive and behavioral 

theories on the other, there is ongoing discussion in the literature about whether or not 

mindfulness, when applied in healthcare settings, should be de-contextualized from its Buddhist 

roots (Grossman and Van Dam 2011; Husgafvel 2016). The inclusion or omission of compassion 

and ethics in MBPs is one aspect of this discussion about the relationship between Buddhism and 

therapeutic mindfulness programs (Amaro 2015; Cayoun 2017; Monteiro et al. 2015). Although 

‘mindfulness’ in psychology and medicine is often described as a non-judgmental present-
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centered awareness (Kabat-Zinn 1994), mindfulness as understood in Buddhism is a more 

nuanced construct (Amaro 2015). MiCBT is aligned with the latter, and fully integrates Buddhist 

teachings on sati-sampajañña, which involves the clear comprehension of impermanence (Amaro 

2015) and discernment of wholesome from unwholesome behavior (which necessarily involves 

some ethical judgement) as a fundamental skill for the alleviation of suffering (Feng et al. 2018). 

From a Buddhist perspective, “right” or informed mindfulness (samma-sati) fosters behavior that 

brings an individual and others the least distress (Amaro 2015). While MBCT, MBSR and 

MiCBT all integrate aspects of ethics, they do so in different ways; MiCBT both implicitly and 

explicitly, and MBCT and MBSR more implicitly (Kabat-Zinn 2011). For these principal 

reasons, MiCBT has been categorized as one of the ‘second-generation MBPs’, and MBSR, 

MBCT and approaches derived from them understood as “first-generation MBPs” (Crane et al. 

2017; Van Gordon and Shonin 2020).  

Conclusion  

The evidence for the efficacy of MBPs is growing as the number of research studies continues to 

expand almost exponentially (Van Dam et al. 2017). Much of the attention of clinical research 

has been directed to MBSR- and MBCT-derived programs. The evidence supporting the clinical 

application of MBCT is strongest in relation to its core purpose, namely, depressive relapse, but 

applications to other diagnostic categories requires content modifications. The implementation 

of a transdiagnostic MBP has the potential to increase the accessibility of mindfulness-integrated 

techniques, which are often only available to patients with specific diagnoses. MiCBT, with its 

unique integration of Buddhist psychology and CBT techniques, packaged into a coherent and 

standardized treatment program for a broad range of psychiatric presentations, extends the range 

of treatment possibilities. Its unique focus on the development of deep levels of interoceptive 

awareness and equanimity, taught in the context of the co-emergence model of reinforcement, 

enables underlying psychopathology common to most psychological disorders to be addressed. 

Furthermore, a key advantage of this program is that it does not need to be modified to fit 
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particular diagnoses. MiCBT thus accommodates the demonstrated need for transdiagnostic 

treatment methods (Crane & Kuyken 2013) that address comorbidities by synthesizing 

psychological techniques and procedures into programs that are applicable to a range of patients 

whose life situations may differ but whose psychological processes are similar. Variables such 

as selection between MBCT and MiCBT may be influenced by the severity of psychological 

symptoms and the capacity of patients to engage with exposure methods.  Future studies are 

needed to investigate possible differences in therapy outcomes between MBCT and MiCBT, 

including investigating the role of equanimity as taught in MiCBT. 
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Supplementary Table 1 
Summary of program practices for MBCT and MiCBT 

Week MBCT program 

Recommended practice time 45 mins once 
daily for six out of seven days each week. 
Information extracted and adapted from 
(Segal et al., 2013) 

 MiCBT program 

Recommended practice time 30 mins twice daily. 
Information extracted and adapted from (Cayoun 
et al., 2019) 

1 Theme: 
Structure for each session - practice 
session, home practice review; group work 
and next learning topic; setting home 
practice  
Automatic pilot - understanding the 
difference between being on "automatic 
pilot" or a "doing mode" of ruminative 
thinking, which is a common feature of 
depression. Focus on intentionally paying 
attention, mindfully 
Group Work:  
Eating meditation - raisin exercise 
Body scan exercise 
Dyad discussion on dealing with obstacles 
to practice  
Home practice:    
Body scan 
Mindfulness of routine activity  
Mindful eating – at least one meal and 
throughout each day 
Complete practice record forms 
 

Theme: 
Structure for each session - practice session, home 
practice review; group work and next learning 
topic; setting home practice  
Introduction to MiCBT - four stages; goal setting; 
gaining commitment to daily practice 
Group Work: 
Stage 1 - Progressive muscle relaxation  
Mindfulness of body 
Home practice: 
Progressive muscle relaxation twice daily with 
audio instructions 
Awareness of body movements and posture in 
day-to-day activities 
Complete practice record forms 
Baseline measurements for assessing outcome 

2 Theme: 
Another way of knowing; living in our 
heads - knowing through thinking as 
opposed to knowing by experiencing; 
using mindfulness of the body to learn 
direct experience 
Group Work:  
Body scan meditation 
Thoughts and feelings exercise 
Set up pleasant experiences calendar 
Sitting practice - 10 min 
Home Practice: 
Body scan 6 out of 7 days 
Mindfulness of breath – 10 min - 6 out of 7 
days 
Pleasant experiences calendar (one 
example daily) 
Mindfulness of a routine activity 
Complete practice record forms 
 

Theme: 
Developing attention-regulation skills and 
metacognitive awareness 
Group Work: 
Mindfulness of breath 
Nature of thought intrusion as frequency, recency 
and co-emergence effects 
Home Practice: 
Mindfulness of breath - 30 mins twice daily with 
audio instructions 
Awareness of breath and types of thoughts during 
the day 
Attention regulation (practice of “Right Effort”) 
during the day  
Complete practice record forms 
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3 Theme: 
Gathering the scattered mind - 
understanding the distracted mind; using 
the breath and body to be present; moving 
from “doing” to “being” mode 
Group Work:  
Seeing or hearing exercise - 5-minute 
Sitting meditation (awareness of breath and 
body and how to respond to intense 
physical sensations)  
3-minute breathing space  
Mindful stretching 
Set up unpleasant experiences calendar 
Home Practice: 
Stretch and breath - days 1,3,5 
Mindful movement - days 2,4,6 
Unpleasant experiences calendar (daily, 
using a variety of experiences) 
3-minute breathing space – 3x daily 
Complete practice record forms 
 
 

Theme:  
Mechanisms of emotional reactivity in terms of 
the co-emergence model; interoceptive awareness 
and equanimity 
Group Work 
Unilateral part-by-part body scanning (surveying 
the body part by part in areas of 8-10cms 
diameter) 
Explaining the co-emergence model using the 
Diary of Reactive Habits 
Home practice: 
Body scanning – unilateral part-by-part, 30 mins 
twice daily with audio instructions 
Fill out Diary of Reactive Habits 
Fill out Interoceptive Awareness Indicator 
Complete practice record forms 

4 Theme: 
Recognizing aversion - observing the 
mind's tendency for rumination 
Worry and mind wandering as escape 
Group Work:  
Seeing or hearing exercise - 5-minute 
Sitting meditation 
Poem – Wild Geese 
The territory of depression - Automatic 
Thoughts Questionnaire 
3-minute breathing space  
Mindful walking 
Home Practice: 
Sitting meditation (38 mins)- 6 out of 7 
days 
3-minute breathing space - regular (three 
times daily) 
3-minute breathing space - responsive 
(whenever unpleasant feelings) 
Complete practice record forms 
 
 

Theme: 
Applying practice and skill transfer - observing 
and accepting change 
Group Work: 
Unilateral part-by-part body scanning (no audio 
instructions and without moving) 
Observing the impermanence of thoughts and 
sensations and learning not to identify with 
experiences - letting go of attachment to "I" or 
"mine" 
Home Practice: 
Body scanning – unilateral part-by-part, 30 mins 
twice daily in silence (no audio instructions) while 
maintaining immobility and developing 
equanimity 
Applied mindfulness practice – awareness of body 
sensations with equanimity during the day and pre 
and post sleep 
Practicing applied equanimity using the 
Mindfulness-based Interoceptive Exposure Task 
(MIET)  
Complete practice record forms 

5 Theme: 
Allowing/letting be - intentionally 
allowing all experience, including while 
turning towards the difficult  
Group Work:  
Sitting meditation – awareness of breath 
and body – noticing effects of difficulty on 
body and reactions to it 

Theme: 
Integrating mindfulness to external situations and 
overcoming avoidance 
Group Work: 
Stage 2- Integration of mindfulness and behavior 
methods  
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Breathing space 
Poem - The Guest House 
Home Practice: 
Working with difficulty meditation - days 
1, 3, 5 
Sitting with silence – day 2, 4, 6 
3-minute breathing space - regular (three 
times daily) 
3-minute breathing space - responsive 
(whenever unpleasant feelings) 
Complete practice record forms 
 

Bilateral/symmetrical body scanning (surveying 
both sides of the body bilaterally while 
maintaining immobility)  
Immobility applies to all scanning tasks from here 
on 
Learning to notice very subtle sensations as 
indicators of distress arising 
Addressing avoidance by selecting items to work 
on using SUDS and bipolar exposure 
Home exercises: 
Body scanning – symmetrical scanning 30 mins 
twice daily with audio instructions 
Exposure tasks - using imaginal interoceptive and 
in-vivo exteroceptive exposure to address avoided 
situations 
Complete practice record forms 
 

6 Theme: 
Thought are not facts - relating differently 
to thoughts  
Seeing the relationship between negative 
thoughts and moods  
Group Work:  
Siting meditation – focus on thoughts as 
mental events 
Moods, thoughts and alternative 
viewpoints exercise 
Use of breathing space as first step before 
taking wider view of thoughts   
Early warning signs of depression - relapse 
signature  
Practice: 
Choose from guided meditations – 
minimum 40 mins a day 
3-minute breathing space - regular (three 
times daily) 
3-minute breathing space - responsive 
(whenever unpleasant feelings) 
Working wisely with depression and 
unhappiness worksheet 
Complete practice record forms 
 

Theme: 
Generalizing self-confidence and self-efficacy - 
advanced scanning and consolidating exposure 
skills 
Group Work: 
Partial sweeping body scanning (passing 
interoceptive attention in a continuous manner 
over large sections of the body) 
Understanding avoidance and its gradual 
assimilation into the self-concept 
Reviewing progress using distress relief on SUDS 
items  
Understanding how perceptions in the present are 
determined by past experiences (“causes and 
conditions”) 
Home practice: 
Body scanning – partial sweeping, 30 mins twice 
daily with audio instructions 
Continuing to use exposure tasks to address most 
pervasively avoided situations 
Complete practice record forms 
 

 Day of mindfulness 
6.5 hours - includes sitting meditation, 
mindful stretching, body scan, mindful 
eating, walking meditation, mountain 
meditation, review of experience and 
discussion 
 

 

7 Theme: 
How best can I take care of myself - 
skillful action for self-care 

Theme: 
Developing interpersonal insight and addressing 
conflicts  
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Group Work:  
Sitting meditation -awareness of breath and 
body 
Links between mood and activity exercise  
Activity scheduling for low mood 
3-minute breathing space as first step 
before mindful action 
Identifying actions to deal with threat of 
relapse 
Generate list of pleasure and mastery 
activities 
3-minute breathing space or mindful 
walking 
Home Practice: 
Sitting meditation – select practice of 
choice – daily   
Action plan for relapse prevention 
3-minute breathing space - regular (three 
times daily) 
3-minute breathing space - responsive plus 
action (whenever unpleasant thoughts or 
feelings) 
Complete practice record forms 
 
 

Understanding “experiential ownership” 
Group Work: 
Stage 3 - Continued development of insight and 
equanimity while noticing subtle sensations as 
potential onset of emotion 
Sweeping en masse body scanning (passing 
interoceptive attention in a continuous manner over 
the entire body in a single pass; a single flow of 
attention) Exploring the possibility of blissful 
experience to be noticed with equanimity, without 
attachment or fear of the experience 
Learning to apply equanimity towards others’ 
reactivity 
Home practice: 
Body scanning – sweeping "en masse" 30 mins 
twice daily with audio instructions 
Interoceptive and exteroceptive exposure to 
discomfort in interpersonal situations  
Experiential ownership exercise 
Complete practice record forms 
 

8 Theme: 
Maintaining and extending new learning - 
planning for maintaining mindful way of 
being 
Group Work: 
Body scan 
Review whole course, including relapse 
prevention action plan 
Personal reflections 
Keeping up momentum 
Concluding meditation 

Theme:  
Mindful communication skills – using exposure to 
address challenging interpersonal situations with 
equanimity and kind assertiveness 
Group Work: 
Transversal body scanning (passing attention part 
by part, transversally through the body interior, 
from front to back and back to front)  
Assertive communication - using interpersonal 
awareness and equanimity to gain clarity in 
conflicting situations while expressing one’s needs 
or opinion through seven statements methodically 
arranged in a way that is congruent with the state 
of equilibrium in the co-emergence model of 
reinforcement 
Home practice: 
Body scanning – transversal scanning 30 mins 
twice daily with audio instructions 
Practice mindful assertiveness with experiential 
ownership 
Complete practice record forms 
 

9  Theme:  
Stage 4 - Empathic stage – preventing relapse by 
cultivating compassion and connectedness with 
others through ethical living - five ethical 
challenges 
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Group Work: 
Sweeping in depth body scanning (passing 
interoceptive attention in a continuous manner 
throughout the entire body, internally and 
externally, in a single vertical flow of attention)   
Feeling connected internally - realising that 
wholesome thoughts produce pleasant sensations 
and accepting self and others as they are 
Understanding the relationship between ethical 
behaviour and compassion - five ethical 
challenges set for the week (preventing harmful 
speech, taking what is not given, taking lives, 
inappropriate sexual actions, and intoxication) 
Loving kindness meditation - positive affirmation-
based practice acting as counterconditioning by 
pairing pleasant free flow of pleasant body 
sensations with previously aversive stimuli  
Home practice: 
Body scanning – sweeping in depth 30 mins twice 
daily in silence, without audio instructions  
Loving kindness meditation with audio 
instructions following sweeping in depth 
Ethical challenges task as a ‘behavioral 
experiment’ for one week 
Complete practice record forms 
 

10  Theme:  
Maintaining and cultivating well-being  
Group Work: 
Review of skills learned and review of goals 
Importance of maintaining daily practice 
Maintenance practice (45 min once daily in 
silence, comprising 10 min of mindfulness of 
breath, 25 min of sweeping in depth, and 10 min 
of loving-kindness meditation) 
Program review: review of the program and 
measure overall outcomes  
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Supplementary Table 2: Possible applications of selected mindfulness-based programs 

Current health status – mental/physical MBSR MBCT MiCBT 
Well – seeking well-being/existential issues ✔  ✔ 

Well – in remission looking to prevent 
depressive relapse 

 ✔ ✔ 

Stress related issues with physical illness ✔  ✔ 
Stress related issues – life circumstances ✔ ✔ ✔ 
Mild to moderate depression – acute ✔ ✔ ✔ 
Mild to moderate depression – relapsed  ✔ ✔ 
Anxiety ✔ ✔* ✔ 
Anxiety with other co-morbidities including 
depression  

 ✔* ✔ 

Chronic pain ✔ ✔* ✔ 
Bipolar depression – adjunctive  ✔* ✔ 
Attention deficit hyperactivity disorder - MBCT 
adjunctive 

 ✔* ✔ 

Post-Traumatic Stress Disorder  ✔* ✔ 
Anger management  ✔* ✔ 
Obsessive Compulsive Disorder  ✔* ✔ 

Note: *with adaptations to the original MBCT program for depression that address the new 
target condition replacing depression 
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3 CHAPTER THREE 

3.1 Rationale of protocol paper 

Study of protocol for a randomised controlled trial to investigate the effectiveness of an eight-

week Mindfulness-integrated cognitive behaviour therapy (MiCBT) transdiagnostic group 

compared to a treatment-as-usual waitlist control for primary health care patients. 
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3.2 Reprint of Published Manuscript 

Francis S., Shawyer, F., Cayoun, B., Enticott, J., & Meadows, G. (2020) Study protocol for a 

randomised control trial to investigate the effectiveness of an 8-week mindfulness-integrated 

cognitive behavior therapy (MiCBT) transdiagnostic group intervention for primary care patients. 

BMC Psychiatry 20:7. This first paper is the published protocol describing the background to the 

project, its aims and hypotheses and the project design in detail. BMC Psychiatry has an impact 

factor 2018-2019 of 2.86. 

Note: Due to a mis-spelling of the first author name a correction was published on March 26, 

2020:  

Correction to: Study protocol for a randomised control trial to investigate the effectiveness of an 

8-week mindfulness-integrated cognitive behavior therapy (MiCBT) transdiagnostic group 

intervention for primary care patients. Francis et al., BMC Psychiatry (2020) 20:136. 
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3.3 Correction to Protocol Paper 

 
 

 



72 

4 CHAPTER FOUR: Results of the MiCBT Randomised Controlled Study 

4.1 Rationale of research paper  

The third paper describes the results of the RCT comparing MiCBT with a treatment-as-usual 

waitlist control. Due to the requirement to recruit 120 participants and the fact that it was to be 

conducted as a part-time PhD project, the final 8-week intervention program finished in 

December 2018. Recruitment was ongoing over a two-year period with rolling referrals from 

general medical practitioners and mental health professionals. Data analysis commenced in July 

2019 after the 6-month follow up period for the final group intervention concluded. Thirty-two 

of the control group participants took up the offer to receive the 8-week program. The candidate 

was therefore engaged in program delivery until July 2019 while concurrently engaging in the 

data analysis. The results paper is currently under review with the journal Mindfulness, which 

has an impact factor of 3.10. 
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4.2 Manuscript submitted for review 

Francis, S.E.B., Shawyer, F., Cayoun, B.A., Enticott, J., Meadows, G. Group mindfulness-

integrated cognitive behavior therapy (MiCBT) reduces depression and anxiety and improves 

flourishing in a transdiagnostic primary care sample compared to a treatment-as-usual waitlist 

control. Submitted to Mindfulness which has an Impact factor of 3.581. 
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treatment-as-usual waitlist control. 
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Abstract 

Objectives: There is developing interest in transdiagnostic interventions that focus on processes 

which are shared across mental health conditions rather than on a specific diagnosis. We sought 

to investigate the effectiveness of a transdiagnostic intervention, Mindfulness-integrated 

Cognitive Behavior Therapy (MiCBT), which utilizes interoceptive awareness and equanimity 

processes, underpinned by the co-emergence model of reinforcement, which proposes 

interoception as the locus of reinforcement. 

Methods: This study investigated the effectiveness of a group-based eight-week MiCBT 

intervention to decrease depression and anxiety symptoms and increase well-being in a 

transdiagnostic population in primary health care delivered by an expert therapist. Participants 

(N = 118, aged 20-72) were randomised to two groups (MiCBT, TAU). Outcomes were assessed 

at pre-, mid- and post-treatment and at 6-month follow-up. The primary outcome was 

psychological distress, measured by the Depression, Anxiety and Stress Scale-21 (DASS-21). 

Secondary outcome measures were the Kessler Psychological Distress Scale-10 (K10), 

Satisfaction with Life Scale (SWLS), and Flourishing Scale (FS). Process measures of 
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interoceptive awareness, metacognitive awareness (decentering), equanimity, and social 

functioning were included to investigate putative mediators. 

Results: The MiCBT intervention significantly reduced depression, anxiety and stress at post-

treatment. Gains were maintained at 6-month follow-up (p < .000, d < .38,) and had positive 

effects on flourishing (d <.24, p <.000). Mediation analysis suggested equanimity to be the most 

influential mediator of the primary outcome.  

Conclusions: The results support the transdiagnostic effectiveness of MiCBT in a primary mental 

health care with heterogenous groups. These promising results support the scaled-up 

implementation of this intervention. 

Key words: mindfulness, equanimity, transdiagnostic treatment, mental health, interoception, 

mindfulness-integrated cognitive behaviour therapy (MiCBT). 

Over the last few years, there has been an increasing interest in transdiagnostic therapies,  which 

are interventions that focus on underlying causal processes common to many conditions rather 

than targeting specific symptoms or particular diagnoses (Sauer-Zavala et al., 2017). 

Transdiagnostic therapies that target common processes such as attention regulation, 

metacognitive awareness and avoidance can treat multiple conditions, both within and across 

individuals, which is advantageous for both group-based and individual therapies and obviates 

the need to tailor the content to particular diagnostic groups. It is valuable to have therapies that 

can accommodate comorbidities that are so common in mental health conditions (Kessler et al., 

2002; Pollack, 2005; Sekula et al., 2003) and which have been associated with greater service 

use but worse outcomes and greater unmet need (Chen et al., 2013). Nevertheless, psychological 

therapies including traditional cognitive-behavioral therapies (CBT), and more recently 

mindfulness-based therapies are, in the main, disorder specific following a medical model in 

which patients are diagnosed with a primary presenting problem that is targeted for treatment. 
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Recently, interest in transdiagnostic therapies appears to be growing in both first and second wave 

cognitive-behavioral therapies and in the more recent third wave CBT approaches (Farchione et 

al., 2012) (Hayes, 2017), although initial evidence does not indicate improved therapeutic 

outcomes in the latter (Craske, 2012). Nevertheless, mindfulness-based therapies have placed 

more emphasis on targeting underlying behavioral and cognitive processes associated with 

distress, such as the lack of mindfulness, acceptance, and attentional flexibility (Newby, 2015). 

A recent review of implementation of Mindfulness-Based Cognitive Therapy for depression 

(MBCT; Segal et al., 2002, 2013) in the United Kingdom found that although the program was 

specifically designed for relapse prevention in recurrent depression, it was being widely offered 

for a variety of conditions that included depression, anxiety and chronic pain/fatigue (Crane and 

Kuyken, 2013). The expansion and popularity of MBCT demonstrates the need for evidence-

based transdiagnostic interventions that can be flexibly applied to a range of conditions as well 

as their comorbidities. 

MiCBT, a third wave cognitive behavioural therapy, draws on both CBT and mindfulness 

techniques. MiCBT can be differentiated from its apparent nearest relation, MBCT in that 

MiCBT: a) is designed for acute transdiagnostic mental health conditions; b) is aligned with 

behavioral aspects of CBT especially exposure therapy utilizing interoceptive and exteroceptive 

desensitization, and equanimity as its core processes; and c) integrates a Buddhist psychological 

approach that includes mindfulness, various meditations, explicit ethics and loving kindness 

meditation into the therapy model. The meditation skills are adopted from the Vipassana (insight) 

tradition taught by U Ba Khin and Satya Narayan Goenka (Cayoun, 2011). Accordingly, MiCBT 

provides a structured sequence of mindfulness practices: 1) body awareness through progressive 

muscle relaxation and attention to posture and movement in daily activity, followed by 2) 

mindfulness of breath to increase attention regulation, through metacognitive awareness and 

response inhibition, 3) various body-scanning methods to develop interoceptive awareness and 

equanimity (body-scanning methods comprise 75% of the meditations in MiCBT), and 4) loving 
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kindness meditation to increase empathy and compassion for self and others. MiCBT 

incorporates exposure methods, such as graded imaginal and in vivo exposure, to increase 

tolerance of interoceptive signals while reducing reactivity to avoided situations. Exposure is 

applied to potential harmful behaviors which patients learn to prevent out of compassion for 

themselves and others. These include behaviors in interpersonal contexts, thus improving 

interpersonal skills and social functioning. Improved social functioning and connectedness with 

others tends to enhance well-being and flourishing (Eraslan-Capan, 2016; Saeri et al., 2018) 

which in turn helps prevent relapse (Cayoun, 2017). 

The rationale for MiCBT is described in detail in the protocol paper for the current study (Francis 

et al., 2020; Francis, 2020) and elsewhere (Cayoun, 2011, 2015; Francis et al., 2019).  Briefly, 

the rationale is based on the co-emergence model of reinforcement (Cayoun, 2011), which is 

explicitly taught in the program (see Francis et al., 2020, Figure 1, p. 3). The model proposes that 

following a sensory stimulus (either from external sources through sight, smell, touch, taste, 

hearing or from internal sources through thinking, remembering or interoception) an evaluative 

process takes place, in which the sensory event is contextualized in terms of its personal 

relevance. Identifying with the stimulus results in spontaneous co-emerging interoception which 

directs behavior. According to the co-emergence model behavior is moderated by the quality and 

strength of co-emerging interoceptive experience, where unpleasant body sensations are more 

likely to be the antecedents of avoidant behavior, while pleasant sensations are more likely to 

generate seeking behaviors. This approach to reinforcement therefore advances that behavior is 

prescribed by interoceptive cues, rather than its consequence on the environment.   

An important underlying mechanism of psychological conditions, namely over-reactivity to 

unpleasant interoceptive signals, is based on this principle of reinforcement.  According to the 

MiCBT rationale, behavior modification is brought about through the development of equanimity 

towards interoceptive signals. Equanimity is achieved through a process of gentle and systematic 
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exposure during body scanning to practice and cultivate non-reactivity to body sensations. Since 

habitual reactivity is a common factor shared by numerous mental health conditions (Vøllestad 

et al., 2011), treatments which address these underlying processes, such as MiCBT, are more 

likely to have transdiagnostic effects. It is now established that interoceptive awareness is 

impaired in mental health disorders (Khalsa et al., 2018) and as MiCBT puts a great emphasis on 

increasing interoceptive awareness and desensitization, it is expected to improve emotion 

regulation across a range of emotional disorders, including those with complex comorbidities.  

There is growing evidence supporting the efficacy of MiCBT in different contexts, including 

depression, anxiety and depression in multiple sclerosis (Bahrani et al., 2017; Pouyanfard et al., 

2020), anxiety and depression during pregnancy (Yazdanimehr et al., 2016), sports anxiety, 

(Scott-Hamilton et al., 2016), pain and pain self-efficacy in patients with breast cancer (Mozafari-

Motlagh et al. 2019), and chronic pain in the general population (Cayoun, Simmons, et al., 2019). 

A preliminary pilot study was conducted in a private psychology practice setting where MiCBT 

was implemented in eight groups of participants (N = 69) with mixed diagnoses (Francis, 2013). 

Although the study was uncontrolled, the results were promising including significant reductions 

in the depression, anxiety and stress across disorders.  

The aim of the current study was to investigate the effectiveness of MiCBT as a transdiagnostic 

group-based therapy to decrease depression, stress and anxiety for patients with a range of mild 

to severe mental health conditions in a primary health care setting. The hypotheses were that, 

compared to the control group, the MiCBT group would show a greater decrease in self-report 

assessments of depression, anxiety and stress and improvements in life satisfaction and 

flourishing. It was also hypothesized that the improvements would be maintained over a six-

month follow-up period. Additionally, it was hypothesized that improvements in the clinical 

measures as a function of MiCBT relative to the control group would be mediated by a) 

improvements in awareness (metacognitive and interoceptive awareness) and b) equanimity. We 
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also hypothesized that changes in life satisfaction and flourishing scores would be mediated by 

improvements in interpersonal skills compared to awareness and equanimity.  

Method 

Participants were randomised to either the MiCBT or the treatment-as-usual (wait-list) control 

condition. Participants on both conditions continued with treatment-as-usual (TAU) including 

medications and/or psychological therapy. The MiCBT intervention was offered to control group 

participants following the completion of the 6-month follow-up assessment. 

Recruitment 

Information about the study was circulated to medical and psychology clinics in the city and inner 

suburbs of Melbourne and rolling recruitment took place over two years through referrals from 

general medical practitioners, psychiatrists and psychologists in Melbourne. Inclusion criteria 

were: age 18-75; fluent in English; and with a Kessler Psychological Distress Scale-10 (K10) 

score of 20 or more. Exclusion criteria included: less than 18 years; non-English speakers; current 

psychotic symptoms, current drug or alcohol dependency, current diagnosis of borderline or 

antisocial personality disorder, pervasive developmental delay, organic mental disorder, or 

prescribed more than 20mg diazepam equivalent per day. Patients who were referred to the study 

were interviewed to confirm eligibility and to gain written consent. A total of 206 patients 

expressed interest in the study and were assessed. Of the 80 participants excluded from the study, 

6 did not meet criteria and 74 declined to participate (see Figure 1). 

Randomization 

Participants were allocated a unique identification number and randomised to either the control 

or the MiCBT group. Randomization was stratified based on K10 psychological distress: K10 

score <30; mild to moderate; ≥ 30; severe; psychotropic medication (yes/no) and gender. 

Randomization was conducted by a researcher who was independent from the recruitment, 
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assessment and treatment of participants using Stata version 14SE by means of random allocation 

of treatments balanced in blocks.  

Participants 

In total, 118 participants were included in the study (aged 20 -72 years), of whom 86 identified 

as female (72.9%) and 31 as male (26.3%) and one as "other" (0.8%). As per inclusion criteria, 

all participants had a K10 score of  20 on referral and this was administered again at the start 

of the study. Demographic characteristics and baseline clinical characteristics are shown in 

Table 1. 
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Table 1: Participant characteristics 

Variable MiCBT group Control group 
Gender: n (%) 
Male,  
Female 
Other 

 
15 (24.6) 
46 (75.4) 

 
16 (28.1) 
40 (70.2) 
  1 (1.8) 

Age: n (%) 
18-34  
35-49  
50-75  

 
21 (34.4) 
15 (24.6) 
25 (41.0) 

 
18(31.6) 
24 (42.1) 
15 (26.3) 

Nationality: n (%) 
Born in Australia 
Born outside Australia 

 
49 (80.3) 
12 (19.7) 

 
47 (82.5) 
10 (17.5) 

Marital status: n (%) 
Married/in a relationship 
Single/divorced/separated 
Other 

 
25 (55.7) 
34 (41) 
  2 (3.3) 

 
32 (56.1) 
23 (40.4) 
  2 (3.5) 

Education: n (%) 
High school education only 
Post high school education 

 
12 (19.7) 
49 (80.3) 

 
4 (7) 
53 (93) 

Taking medications for psychological 
conditions n (%) 

26 (70) 35 (66.7) 

Practice meditation n (%) 18(30) 19(33.3) 
K10 score at referral: mean (SD) 29.4 (6.1) 29.3 (5.6) 
K10 score T0 27.7 (7.0) 29.0 (6.3) 
K10 score at referral n (%) 
< 30 (mild-moderate) 
≥ 30 (severe) 

 
30 (49.2) 
31 (50.8) 

 
30 (52.6) 
27 (47.4) 

K10 score T0 n (%) 
< 30 (mild-moderate) 
≥ 30 (severe) 

 
38 (62.3) 
23 (37.7) 

 
28 (49) 
29 (51) 

 
 
Participants tended to be well educated, 87% having tertiary education. In both groups 

approximately 70% were taking some form of psychotropic medication; 30% had some 

meditation experience and/or currently had some meditation practice.  

Participant timeline 

Referring General Medical Practitioners administered an initial K10 as part of the referral 

process. Participants were interviewed for eligibility and those who were eligible were 

randomised to either the control or MiCBT condition. Baseline assessments were administered 

post-randomization, 1 week before the commencement of the program so that the assessment 
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timeframe could be standardized across participants and to address the variation in the period 

between recruitment and the start of the intervention. This was expected to achieve maximum 

sensitivity to change taking account of fluctuating mental health conditions. The flow of 

participants through the study is outlined in Figure 1. 

.  
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Figure1: CONSORT flow diagram 
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Measures 

The measures are described fully in the protocol paper (Frances et al., 2020) and all exhibit 

satisfactory psychometric properties. Both the K10 and DASS-21 are used in the current study 

and they both measure psychological distress. The DASS-21 however provides both a global 

measure (total score) and measures of depression, anxiety and stress as separate subscales. The 

DASS-21 scores were the prime focus of the analysis. 

 

Primary outcome measure 

Depression, Anxiety, and Stress Scale (DASS-21). The DASS-21 is a 21-item self-report 

questionnaire designed to measure three domains: depression, anxiety and stress (Lovibond & 

Lovibond, 1995). In accordance with the Lovibond Manual for the Depression Anxiety and Stress 

Scales, the scores on the DASS-21 are doubled to align with the norms for the DASS-42. Higher 

scores indicate more severe symptoms. Scores may be classified in terms of ranges of clinical 

significance; normal, mild, moderate, severe or extreme range. 

Secondary outcome measures 

Kessler Psychological Distress Scale (K10). The K10 is a 10-item scale for the screening of 

psychological distress with a focus on anxiety and depressive symptoms over the last 4 weeks 

(Kessler et al., 2002). This measure is commonly used as a screening tool by general practitioners 

in Australia to identify people eligible for a Mental Health Care Plan, a Medicare scheme for 

subsidized psychological treatment in Australia. 

Satisfaction with Life Scale (SWLS). This is a 5-item self-report measure of global judgement 

of life satisfaction (Diener et al., 1985).  
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The Flourishing Scale (FS). The FS is an 8-item self-report measure of psychological well-

being, designed to tap self-perception of aspects of well-being such as optimism, positive 

relationships and self-esteem (Diener et al., 2010).  

Process measures reflecting the aspects of mindfulness which are the focus of MiCBT 

Multi-dimensional Assessment of Interoceptive Awareness (MAIA). The MAIA is a 32-item 

self-report measure of interoceptive awareness (Mehling et al., 2012). The MAIA has eight 

subscales, all of which reflect aspects of interoception. We therefore decided to use total MAIA 

scores in the current study.  

The Nonattachment Scale (NAS). The NAS is a 30-item self-report scale. It is a unidimensional 

measure of attachment as the term is used in Buddhism tapping the construct of being 

equanimous, flexible and receptive (Sahdra et al., 2010).  

The Experiences Questionnaire (EQ). This is a 20-item self-report measure of decentering; the 

ability to observe thoughts and feelings with objectivity rather than identifying with experiences  

(Fresco et al., 2007).  Metacognitive awareness is a key element of decentering conceptualized 

as a protective factor assisting with resilience to depressive relapse (Bernstein et al., 2015; Wells, 

2007). For the purposes of this paper metacognitive awareness and decentering are used 

interchangeably. 

Mindfulness-based Self-Efficacy Scale-Revised (MSES–R). The MSES is a 22-item self-

report measure designed to assess the changes in levels of perceived self-efficacy as a result of 

mindfulness-based therapy (Cayoun, 2011). The six subscales taken in two clusters are, Emotion 

Regulation, Distress Tolerance, Equanimity (considered here as measuring aspects of 

equanimity; MSES-R-E), and Taking Responsibility, Social Skills, and Interpersonal 

effectiveness (considered here as measuring aspects of interpersonal skills; MSES-R-I). 
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Meditation practice. Participants recorded daily meditation practice on a prescribed form in the 

program notes and the weekly total was collected at each session on an individual form not visible 

to other participants.  

Adverse effects. Each week participants were asked about their practice so that any issues raised 

could be addressed. In a few instances minor modifications to practice were recommended such 

as continuing with an exercise a little longer before moving to the next exercise. At the 6-month 

follow-up questions were included regarding any adverse or unexpected difficult experiences 

believed to be as a result of meditating. We took these questions from a recent study about the of 

experiences that occur in association with meditation practices (Lindahl et al., 2017). The 

questions were: 

1. “Did you have any unexpected, challenging, or difficult experiences that you associate with 

your practice of meditation?”  

2. “How did these experiences impact your life”?  

 

Procedure 

All participants completed all measures one week before the start of the MiCBT group 

intervention (T0), after week 4 (T1), at week 8 (T2, post-intervention), and then again after a 6-

month follow up period (T3). Demographic questions were included at T0, program evaluation 

questions at T2, and at T3 there were questions about meditation practice in the last 6 months as 

well as about any adverse effects. Measures were administered online using Qualtrics survey 

software, with the exception of the amount of meditation practice which was recorded by 

participants as described above. Participants were emailed a link to the online measures utilizing 

their unique identification number. All data was collected online (except meditation practice 

hours) thus minimizing researcher bias.   
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Intervention 

The intervention protocol was adapted from the published protocols (Cayoun, 2011, 2015) and 

consisted of eight weekly two hour classes. Adaptations from the original 8-week protocol 

included: a) using the most recent publicly available audio instructions from Cayoun (2015; used 

with permission) and b) individual sessions between groups were not routinely offered. In 

accordance with the protocol, a guided meditation was conducted at each session to introduce the 

practice required for the following week. The remainder of the time in the sessions was used for 

a review and discussion about practice experiences and psychoeducation, including the rationale 

for practices and homework tasks. Weekly homework tasks included two half-hour meditation 

sessions per day. Intervention group sizes varied between 8 and 13 participants. The intervention 

was delivered by a registered psychologist trained in MiCBT who had been implementing 

MiCBT regularly over the past 10 years. Handouts for each session were provided as a workbook 

at the start of treatment. The handouts included practice record sheets, worksheets and a list of 

homework tasks. The treatment outline is briefly depicted in Figure 2. 

Figure 2: Four stage model of MiCBT 8-week program 

1. Personal stage:     
Weeks 1, 2 and 3 
 Progressive 

muscle 
relaxation and 
attention to body 
posture  

 Mindfulness of 
breath (attending 
to breath) 

 Body scanning 
(Burmese 
Vipassana 
tradition)  

 Co-emergence 
model of 
reinforcement 

2. Exposure stage: 
Weeks 4 and 5 
 Advanced body 

scanning 
 Overcoming 

avoidance  
 Integrating 

mindfulness and 
CBT - exposure 
tasks to address 
avoidance 

 

3. Interpersonal stage:  
Week 6 
 Advanced body 

scanning   
 Moving from focus 

on self to others; 
exposure to 
interpersonal 
difficulties 

 Mindful 
assertiveness  

 Taking 
responsibility for 
own experience in 
interpersonal 
situations; exposure 
tasks for 
interpersonal 
avoidance 

 

4. Empathic 
stage:  
Weeks 7 and 8 
 More 

advanced and 
flowing body 
scanning  

 Empathy and 
compassion 
with loving 
kindness 
meditation 

 Non-
attachment to 
sense of self 

 Ethics – 
minimizing 
harm to self 
and others 
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Statistical analyses 

For the main analyses we used mixed-model repeated measures using Stata version 16 to 

examine the effects of the MiCBT intervention on outcomes. The effect of MiCBT on each 

outcome measure was tested using a mixed effects REML regression for each outcome variable 

with participants included as random effects and group and time as fixed effects. Mixed 

methods repeated measures (MMRM) was used because mixed methods account for the 

correlations between repeated measurements within each participant.  

 

An intention-to-treat (ITT) analysis was used so that incomplete data was not discarded. Missing 

data was not imputed. We analysed all available data. Therefore, if a participant did not provide 

data at all time-points we included the data sets that they provided. Because of the set-up of the 

online questions preventing missed questions, missing data was for all data at a particular time 

point. While this was usually because a participant had dropped out of the study, there are a small 

number of instances where T1 or T2 data was missing but the follow up data was completed. 

Missing data for the DASS-21 scores across timepoints were: T0=1; T1=13; T2=24; T3=20. An 

overview of the two planned mediation models is described in Francis et al., (2020).  The first 

planned model comprised: group (MiCBT vs TAU-wait-list control) as the independent variable 

(IV); clinical and wellbeing measures as the dependent variable(s) (DV); and awareness 

(metacognitive and interoceptive) and equanimity measures that revealed significant group x time 

interactions as mediators. It was intended to test changes occurring both during the program and 

during the follow-up phase. The second planned model comprised: group as the independent 

variable; T3 psychological wellbeing as the dependent variable; and T2 social functioning, 

awareness and equanimity measures that revealed significant group x time interactions as 

mediators.  
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Following correlation analysis of the model variables using Pearson’s correlation coefficients, 

model building commenced with a series of single mediation models to identify relevant 

mediators for the final model (MacKinnon & Luecken, 2011; van Kesteren & Oberski, 2019). To 

take into account changes over time, baseline (pre-intervention period) measures of the outcome 

and mediator (“lags”) were included in the modelling as covariates in preference to difference 

scores, as recommended by Valente and MacKinnon (2017) and Hayes (2018). Analyses for the 

two planned multiple mediation models used standardized residualized change scores for 

mediator and outcome variables. Standardized residuals were calculated using linear regression 

in which baseline scores predicted post-intervention scores for mediators and baseline scores 

predicted follow-up scores for the outcome variable.  

Using the PROCESS macro version 3.5 for SPSS (Hayes, 2018), point estimates of each indirect 

effect (ab) were computed by averaging the ab product from 5000 random samples of the original 

data. Indirect effects are significant if the lower and upper boundaries of the bootstrapped 95% 

confidence intervals (CIs) do not include zero. Path coefficients were also computed in 

PROCESS for: path a, the effect of the IV on the mediator; path b, the effect of the mediator on 

the DV controlling for the IV; and path c’, the direct effect of the IV on the DV controlling for 

the mediator. Unstandardized regression coefficients are reported (Hayes, 2018). Data were 

analyzed using the Statistical Package for Social Sciences (SPSS) Version 26.0 software (Corp. 

2019). An alpha level of .05 was set for the main inferential tests. 

Results 

Data from 118 participants were analyzed. The MiCBT and control groups were compared at 

time points: pre- (T0), mid- (T1), post- (T2) and at follow-up (T3).  The MiCBT group improved 

significantly more that the control group across T1-T3. Of the 47 participants who completed 4 
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or more sessions of 8-week MiCBT intervention, the average attendance was 6.0 sessions (SD 

2.0) and 18 participants attended all 8 sessions. Control group participants received treatment as 

usual during the 8-week intervention period and until the end of the 6-month follow up at which 

time the MiCBT intervention was offered. There was no significant difference in K10 change 

scores from referral to baseline between the control group (M = -.28, SD = 5.58) and MiCBT 

group (M = -2.03, SD = 5.68; t (115) = 1.68, p = .10, two-tailed).  Although more participants in 

the MiCBT group reported a reduction in symptoms in the waiting period before the program 

commenced the mean difference = 1.75 (CI -.31 to 3.82) was small (eta squared = .02).  

The mean number of meditation practice hours across the 8-week program was 27.25 (13.70) 

median = 30 hours; range = 0 - 49. The mean weekly practice hours were 4.47 hours. The mean 

number of classes attended was 6.22 (1.87); median 7.0; range = 1-8. The dropout rate for the 

control and MiCBT groups was 19% and 18% respectively. Information about medications at 

follow up was collected from the MiCBT group. The majority of participants (78%) reported no 

change to their medications at the 6-month follow-up. For the remaining 22%, three people 

lowered the dose, two ceased medication, three changed type of medication and one person 

increased the medication dose. Table 2 presents the responses to questions regarding any 

challenging (adverse) effects that MiCBT participants may have experienced.  

 
Preliminary analysis using binary logistic regression indicated that missing data for the primary 

outcome variable, the DASS-21, across the four data collection points was not associated with 

age, gender, education, baseline K10 and medication.  

Main analysis 

 
Supplementary Table 1 presents the means, standard deviations and medians of all 

measurement instruments at the four time points for each group. Table 3 presents the effect 
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sizes and Table 4 and Supplementary Table 2 present the intervention differences estimated by 

the regression model for the effects of time (i.e., model adjusted intervention difference) for the 

outcome and mediator measures respectively. Timepoints T1-T3 are all compared to baseline 

T0. Intervention status is MiCBT compared to control. Results showed that all outcome and 

mediation measures showed significant improvement over time compared to baseline. The 

primary outcome measure (DASS-21) demonstrated significant differences between the MiCBT 

and the control groups (p <.000), as did the K10 and the FS. Only the SWLS failed to reach 

significance (p = 0.177).  The differences between the MiCBT and control groups adjusting for 

the effects of time  were as follows: DASS-21 -9.17, (95% CI -12.32 - 6.01); K10 -3.54, (95% 

CI -4.62 - 2.47); SWLS 0.59, (95% CI -0.27 - 1.45); FS 2.17 (95% CI 1.03-3.30). All mediation 

measures demonstrated significance (p < .000). The differences between the MiCBT and 

control groups adjusting for the effects of time were as follows: MSES-R-E (Equanimity) 3.79, 

(95% CI 2.71, 4.88); MSES-R-I (Interpersonal skills) 1.79, 95% (CI 1.07, 2.51); MAIA (12.23, 

95% CI 10.09 - 14.38); NAS was 11.47, 95% (CI 8.73-14.21); Decentering was 3.83, (95% CI 

2.95 – 4.71). Because all the measures at baseline were similar in both groups (Supplementary 

Table 1), and improved over time following baseline, the intervention status results provide 

evidence that MiCBT improved participant outcomes on the DASS-21, K10, FS compared to 

controls along with all mediation measures.  
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Table 2: Unexpected challenging or difficult effects 

1. Did	you	have	any	unexpected,	challenging	or	difficult	experiences	that	you	associate	
with	your	practice	of	meditation?		
 19 participants responded "yes" (31%) 

 
2. How	did	these	experiences	impact	your	life?	  

 12 of the 19 of those who responded "yes" to the previous question provided a 
description of adverse experiences. 

 
Below is the list of responses that described effects that may be considered adverse: n=12  
1. They caused mood swings and changed the way some of my relationships 

progressed 
2. I needed to rest a lot 
3. Limited time to practice 
4. Not to such a great extent but I can become irritable 
5. Some positive, some negative 
6. Hard to explain but affected my anxiety 
7. Made me want to avoid meditating 
8. In the beginning there were extremely intense sensations that were really, really 

distracting, particularly at work. I spent my first week constantly feeling as 
though I would have a panic attack, along with intense pain throughout my body.  
I had to remind myself it was just part of the process. With a difficult first week 
and a few moments of intense memories throughout body scanning, the results 
were incredible. I never anticipated to feel ‘at peace’, or ‘content’ in my life... I 
think that’s getting closer to happiness?  Relationships in my life have improved 
dramatically, and the ruminating over this person and that person, this situation 
or that, wasn’t an issue – it’s like a happy oblivion, but still aware of all the 
craziness. 

9. They brought unprocessed trauma closer to the surface 
10. The body scanning brought up some issues that I had placed on emotional 

lockdown and I went through a period of intense healing and rest after doing the 
course 

11. For the first two weeks meditation felt great, around four to six weeks I noticed 
that I was becoming more aware of challenging emotions in my body, that were 
perhaps previously ignored. 

12. Some PTSD triggers  

 
 
  



94 

Table 3: Outcome effect sizes 

 
Model Calculated (95% CI) Estimated 

Cohen's d 
 Control Intervention Difference  

Outcome 
Variables 

    

DASS-21 47.12 (44.97, 
49.27) 
 

37.95 (35.82, 
40.08) 

-9.17  
(-12.32, -6.01) 

0.38  
 

K10 27.19 
(26.43-27.95) 

23.65 
(22.96-24.34) 

-3.54 
(-5.81, -1.27) 

0.45 

SWLS 18.95 
(18.36, 19.54) 

19.55 
(18.98, 20.11) 

.59 
(-.27, 1.45) 

0.08 

FS 37.35 
(36.64, 38.06) 

39.51 
(38.68, 40.34) 

2.17 
(1.02, -3.30) 

0.24 

 
Mediator 
variables 

    

MAIA 62.38 
(61.02-63.73) 

74.61 
(72.81-76.40) 

12.23 
(10.09, 14.38) 

0.67 

NAS 108.41 
(106.62-
110.22) 

119.89 
(117.70-122.07) 

11.47 
(8.72, 14.21) 

0.48 

EQ (decentering) 30.10 
(29.57, 30.64) 

33.93 
(33.24, 34.62) 

3.83 
(2.95, 4.71) 

0.16 

MSES-R-E 
(Equanimity) 

26.29 
(25.67, 26.92) 

30.09 
(29.21, 30.97) 

3.80 
(2.71, 4.88) 

0.50 

MSES-R-I 
(Interpersonal) 

22.28 
(21.78, 
22.77)) 

24.07 
(23.56, 24.58) 

1.79 
(1.07,2.51) 

0.34 

Notes. DASS-21 = Depression, Anxiety, and Stress Scale-21; K10 = Kessler Psychological Distress Scale; 
SWLS = Satisfaction with Life Scale; FS = Flourishing Scale; MAIA = Multi-dimensional Assessment of 
Interoceptive Awareness; NAS = Nonattachment Scale; EQ = Experiences Questionnaire; MSES-R-E = 
Mindfulness-based Self-Efficacy Scale-Revised-Equanimity subscales; MSES-R-I = Mindfulness-based Self-
Efficacy Scale-Revised-Interpersonal skills subscales. 
 
Mediation analyses 

Correlations between model variables are shown in Supplementary Tables 3.1 and 3.2. T1 

correlations were substantially lower than at T3-4 and therefore the strength of correlation 

changes as a function of the intervention. Because all mediators showed significant group x time 

interactions in the main analyses, we constrained the number of analyses by limiting the DV to 

the primary outcome (rather than including both the DASS-21 and the K10), and the time frame 

to the follow-up (rather than both the follow-up and treatment period). Focusing on mediators 

measured at the end of treatment affecting outcome measured at 6-month follow-up enabled the 
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examination of mechanisms related to the full effects of treatment and their sustainability over 

time, which we considered to be of most interest. This timeframe allowed for changes in the 

mediator during the treatment phase to be measured prior to the change in outcome. 

The single mediation analyses included four independent variable mediation models (MAIA, EQ, 

NAS, MSES-R-E, MESS-R-S) to assess symptom change in the DASS-21 as a function of 

MiCBT versus control during the timeframe of the follow-up period (mediators measured at post-

intervention; outcomes at 6 months) and five independent variable mediation models (MAIA, 

EQ, NAS, MSES-R-E, MSES-R-S) assessing change in the FS as a function of treatment 

condition during the same timeframe. The MAIA, EQ, NAS and MSES-E were each significant 

mediators between treatment and outcome as measured by DASS. In addition, the MAIA, EQ, 

NAS and MSES-E and MSES-S were significant mediators between intervention and outcome 

as assessed by FS. The results of the single mediation pathways suggested overlap in the 

mediation effects since the sum of their proportions add up to more than 100%. This indicates 

certain paths are being counted twice - they affect each other or there are other interactions 

between them affecting the outcome (VanderWeele & Vansteelandt, 2014). 

Model 1 

Awareness (interoceptive awareness measured by the MAIA and metacognitive awareness 

measured by EQ) and equanimity (measured by the MSES-R-E and NAS) are considered to be 

the two core abilities developed in MiCBT, which are developed independently and 

simultaneously (Zeng et al., 2015). The relative influence of awareness and equanimity on 

outcomes was examined in the first (parallel) multiple mediation model. Given theoretical 

overlap and large correlations between the mediators (r = 0.45 - 0.85) one candidate variable was 

selected from each construct based on having the strongest correlation with the DASS-21 at time 

4 (see Supplementary Table 3.2). These were MSES-R-E and EQ. Results are shown in Figure 

4. While 65.3% of the total effect of MiCBT relative to control on the DASS-21 at time 4 was 
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due to the indirect effect of MSES-R-E measured at time 3, only 10.8% of total effect was due to 

the indirect effect of EQ at time 3. While only MSES-R-E had a significant indirect effect on the 

DASS-21 at time 4, the difference between the two indirect effects was not significant (B =  

Model 2 

In a second parallel model (Figure 5), we examined whether the effect of MiCBT versus control 

on flourishing scale scores are mediated more by improvements in interpersonal skills compared 

to awareness and equanimity. Results are shown in Figure 5. While the total indirect effect of 

EQ, MSES-R-E and MSES-R-S was significant, B = .43(.15) 95% CI [.19, .75], and accounted 

for 64.8% of the total effect of Group on FS at time 4, none of the individual mediators when 

combined had a significant indirect effect.
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Figure 3: Path diagram depicting model 1, testing whether changes in equanimity and awareness mediate the effects of MiCBT versus control on improvements in 
the DASS-21. Unstandardized path coefficients are displayed 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Notes. *<.05; ** <.01; ***<.001.  
EQ = Experiences Questionnaire; MSES-R-E = Mindfulness-based Self-Efficacy Scale-Revised-Equanimity subscales; DASS-21 = Depression, Anxiety, and Stress 
Scale-21.  
a, b, c’ and c are unstandardized regression coefficients (with standard errors) which represent predicting the mediator from group (a), DASS-21 change from M 
controlling for group (b), DASS-21change from group controlling for both mediators (direct effect, c’), and DASS-21 change from group not controlling for the 
mediators (total effect, c). The product of a and b paths, ab, represents the mediated or indirect effect. Change refers to standardised residualized change scores 
 

Path ab1 = -.05(.14), 95% CI [-.35, .23] 

Path a1= .89(.20)*** 

Group 

EQ change (T3) 

DASS-21  
change (T4) 

Path b1 = -.06(.16) 

Path c’= -.12(.22) 

Path a2= .83(.19)*** 
MSES-R-E change (T3) 

Path ab2 = -.32(.16), 95% CI [-.68, -.07] 

Path b2 = -.39(.16)* 

Path c = -.50(.21)* 
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Exploratory analyses to investigate each of the three DASS-21subscales (Depression, Anxiety 

and Stress) indicate that there was a similar pattern of improved scores across each subscale. 

The level of symptom severity was spread across the three subscales and, across the sample, 

more participants had severe stress compared to severe anxiety and depression.  

Analysis was conducted using an adaptation of the Ronk et al. classification system (Ronk 

2013) for indicating recovery (deteriorated, improved, recovered). For the DASS-21 we used 

the following categories to define clinical significance: normal range; mild-moderate range 

(collapsing mild and moderate together) and severe-extreme range (collapsing severe and 

extreme categories together). We define deteriorated as making no clinically significant change 

(i.e. did not move to a less severe category). Improved is defined as moved to a less severe 

range and recovered is defined as moved to normal range. Results indicated that in the control 

group, 40.5% (17/42) of participants deteriorated and 21.4% (9/42) recovered at follow up. 

Participants in the MiCBT group showed significantly greater clinical improvement compared 

to controls with just 16.7% (8/48) deteriorating and 41.7% (20/48) recovering. Overall, 59.5% 

(25/42) of participants in the control group showed improvement or recovery compared to 

83.3% (40/48) of participants in the MiCBT group (p < 0.05).  

If treatment success is defined as the sum of the cases that improved or recovered then was 4.2 

meaning that on average, 4.2 patients would have to receive MiCBT (instead of the control) for 

one patient to improve or recover who would not have got better without MiCBT. The 

incidence of improvement or recovery in the control group was: 59.5% (25/42) and in the 

MiCBT group it was 83.3% (40/48). Individuals in the MiCBT group had higher odds of a 

successful treatment (OR: 3.4, 95% CI: 1.3 - 9.0; p = 0.01) and their relative risk for 

deterioration was 0.4 (95%CI: 0.2 -0.9). Chi-square for group differences: 6.3, p = 0.01. 

 

If treatment success is defined as the sum of the cases that recovered, the number needed to 

treat (NNT) was 2.7 meaning that on average, 2.7 patients would have to receive MiCBT 
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(instead of the control) for one patient to recover who would not have got better without 

MiCBT. The incidence of recovery in the control group was: 34.6% (9/26) and in the MiCBT 

group it was 71.4% (20/28). Individuals in the MiCBT group had higher odds of a successful 

treatment (OR: 4.7, 95% CI: 1.5 - 14.9; p = .008) and their relative risk for deterioration was 

0.4 (95%CI: 0.2 -0.8). Chi-square for group differences: 7.4, p = 0.007.  

74% of participants who improved or recovered did at least 20 hours of meditation practice (i.e. 

2.5 hours per week) while 26% improved or recovered with less than 20 hours. 52% of those 

who recovered or improved attended all 8 sessions and 94% if improved/recovered group 

attended at least 5 sessions. 

Exploratory analysis of the data from those who had severe levels of distress at T0 suggests that 

the MiCBT intervention was effective for severe anxiety with 77% recovered or improved 

(13/17) compared to 33% ( 4/12) recovered or improved in the control group. For those with 

severe levels of  stress at T0 81%  recovered or improved (13/19) compared to 40% (6/15) in 

the control group. MiCBT was no better than usual treatment in the severely depressed group 

(50% improved or recovered- 5/10 ), compared to 57% (8/14) of the  control group. 

 

Discussion 

The findings support our hypotheses that MiCBT would a) reduce symptoms of depression, 

anxiety and stress as measured by the total DASS-21 scores and b) improved flourishing 

significantly more than TAU, and c) that such differential improvements would be sustained over 

a 6-month follow-up period. The findings did not, however, support our hypothesis of improved 

life satisfaction. Findings also showed that all the putative mediating measures improved in the 

MiCBT group relative to controls and single mediation models indicated that equanimity, 

interoceptive awareness, decentering and interpersonal skills were all significant mediators of 

symptom reduction, as measured by the DASS-21. Results of parallel mediation models 

suggested that equanimity was the most important change variable for symptom reduction, 
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whereas interpersonal skills did not show a significant mediation effect for flourishing when 

compared to awareness (decentering) and equanimity.  

 

The severity of clinical symptoms (mild to severe) was reflective of presentations in primary 

health care. The rate of adherence to treatment is consistent with other studies (e.g. Piet, 2010; 

King, 2013) with 78% of participants receiving four or more sessions. The mean practice hours 

over the 8 weeks was 4.5 hours per week (SD 13.4) which was considerably less than the 

recommended 7 hours per week. Adherence to standard program delivery was supported by the 

use of audio instructions that provide the rationale for each exercise as well as guidance for each 

meditation.  

A strength of the current study is that data about adverse (difficult unexpected) effects was 

actively collected. In MiCBT trainees are explicitly forewarned that both pleasant and unpleasant 

body sensations are to be expected during practice and to remain equanimous to whatever arises. 

The data indicated that for 31% of participants there were unexpected experiences. Different 

frequencies of unexpected difficult effects from meditation in a mindfulness-based intervention 

(MBI) have been reported dependent on methodological approach ranging from 3.7% to 33.2% 

(Farias & Wikholm, 2016). Furthermore, it is recognized that in the Buddhist Vipassana tradition 

there are stages of development of insight or knowledge some of which involve negative 

experiences such as fear, dissolution, disgust which may result in potential clinical effects 

(Grabovac, 2014). Challenges and difficulties in MiCBT are to be expected because the 

therapeutic strategy is fundamentally exposure based: by developing equanimity towards 

sensations, a desensitization process takes place enabling tolerance of previously intolerable 

experience. For many people the experience of physical pain and psychological distress is 

deemed intolerable and pharmaceutical pain-relieving interventions are readily available in 

contemporary affluent communities with sophisticated medical systems. This biopsychosocial 

context means that many of the traditionally expected experiences of pain and distress may be 
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unacceptable, and therefore the instruction to sit with discomfort non-reactively may be very 

challenging for some people, especially when the level of equanimity is not yet well developed. 

However, a recent study demonstrated that there was no relationship between emotional 

responding early in a mindfulness intervention and adverse outcomes or drop-out rate (Harel et 

al., 2019). It is interesting to note that participants in some instances clearly understand that any 

difficulties were a natural part of the process and that the development of equanimity enabled a 

transformation of attitude to difficulties (e.g. Table 2, response 8). 

Despite the reporting of some unexpected effects, the dropout rate of 19% was consistent with 

other studies which reported between 14% and 25% drop out rates (Gárriz et al., 2020). While 

most of those who discontinued the program provided reasons such as changed personal 

circumstances, it is possible that some people dropped out due to unpleasant effects. Unexpected 

effects data was only collected at follow-up.  

Results indicate a significant symptom reduction after week 4 of the program. There was 

further symptom reduction between weeks 4 and 8 and at follow up the changes were mostly 

maintained or enhanced. It is of interest that this pattern was consistent across all measures, 

both clinical and wellbeing measures as well as the mediator measures (Table 1) and 

Supplementary Table 2. Interestingly, although the interpersonal skills are not explicitly taught 

until the second half of the program, the pattern of change was the same for the interpersonal 

skills measures with an increase in scores between weeks 1 and 4. It appears that in the current 

study, much of the change that occurred with the MiCBT training was in the first 4 weeks, 

generalized across both clinical and non-clinical measures and was maintained at 6-month 

follow-up. Thus, it may be that increasing awareness and equanimity towards interoceptive 

cues is a process that impacts all domains of functioning. A relevant factor may also be the 

impact of presenting the co-emergence model as a coherent psychological model that clearly 

describes the relationship between evaluative thinking, co-emerging body sensations and 
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resulting reactivity. The model is presented as a worksheet ("Diary of Reactive Habits") to 

demonstrate the relationship between the processing of information during emotional distress. 

Thus, the integration of a clear cognitive-behavioral framework with metacognitive and 

interoceptive awareness and equanimity is proposed to decondition reactivity and restore 

equilibrium among the four components of the co-emergence model, i.e. perception, evaluation, 

interoception and reaction, as suggested by (Cayoun, Francis, et al., 2019).  

 

Limitations and Future Research 

This study has several limitations. Firstly, the lack of an active control precludes being able to 

distinguish between improvements that may be due to generic group processes as opposed to 

the MiCBT skill acquisition. However, the findings from the mediation analysis provide some 

evidence that the effects of MiCBT operated through its hypothezised mechanisms, especially 

equanimity. Secondly, the sample was not representative of the general Australian population. 

Specifically, there was low representation of participants born outside Australia (12%) 

compared to 30% in the general population (SBS, 2019) and our sample was also more highly 

educated than the general population with over 80% of participants with post school education 

compared to 56% for the general population (ABS, 2017). It is possible that the population 

willing to engage in meditation-based therapies tend to be more educated as there is some 

requirement for homework and effortful meditations. It is noteworthy that the the amount of 

meditation practice was considerably less than prescribed which may indicate that the twice 

daily practice requirement is a possible barrier to the applicability of MiCBT with those not 

willing to commit to this amount of home practice. However, no participant recovered who 

practiced less than 10 hours per week.  

 

Thirdly, while we collected information on medications, we did not collect data on any other 

therapeutic interventions that participants may have been offered. Also, although we asked 
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MiCBT group participants at follow up if there had been any changes to medications, we did not 

collect this data from the control group. Fourthly, the fact that the same therapist (the first author) 

conducting all the group training is a significant limitation of the study and generalizability can 

be examined in future scaled up implementation of this promising intervention. The use of the 

most recent audio instructions recorded by the developer of the program (BC) would support 

consistency in delivery, as mentioned earlier. Future research could replicate the study with 

different facilitators including, potentially, at different skill levels as this has implications for 

treatment dissemination (Meadows et al., 2014).  

Another limitation to note was that the baseline measures for the study were administered post-

randomization, one week prior to the start of the program. While this had the advantage of 

accounting for the delay in recruitment for some groups to maximize sensitivity to change in the 

context of fluctuating mental health conditions, it also had the potential to produce a systematic 

observer or participant bias. However, we consider this to be unlikely. Observer bias is unlikely 

because the main measures were administered online. Participant bias is still possible but perhaps 

minimal because there were no significant group differences between the (pre-randomization) 

medical practitioner administered K10 and the (post-randomization) baseline K10 that would 

suggest, for example, demoralization in the control group. All participants were aware from the 

commencement of the study that they would be offered MiCBT within a reasonable time frame. 

The current study did not directly measure the specific behavior changes that typically take place 

through exposure interventions in the second half of MiCBT. Future studies could investigate if 

the gains at four weeks can be maintained even without receiving the remaining four weeks of 

the program or whether the second half of the program is essential for long-term change. 

Notwithstanding the positive mediation findings, the comparative effectiveness of MiCBT should 

be tested against an active control including, potentially CBT, MBCT or other third wave 

therapies. Future studies might also investigate the possibility of reductions of medication needs 
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in patients whose depression, anxiety and stress scores improve following the MiCBT 

intervention. 

As well as the limitations discussed above, this study also had some key strengths. The use of a 

randomised controlled trial in a naturalistic private psychology clinic setting with a 

transdiagnostic population is a contribution to this under-researched area. The collection of data 

at the mid-point as well as at 8 weeks and 6-month follow up provides useful information about 

timelines for change. The study was designed using K10 scores as inclusion criteria rather than 

diagnosis, which is in line with naturalistic clinical settings, where general practitioners in 

Australia tend to refer patients on the basis of K10 evaluation. This was also consistent with the 

notion that MiCBT is suitable across a broad range of psychological conditions.  

In summary, the present results provide additional evidence to previous research relating to the 

effectiveness of the MiCBT intervention. Importantly, the results support the transdiagnostic 

applicability of MiCBT, demonstrating significant improvements in clinical outcomes in the first 

four weeks of treatment. The benefits were maintained over a six-month period across the 

population with a range of disorders and levels of distress severity.  
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Table 1: Mixed REML regression models for outcome variables with fixed factors of time and intervention 
status, and participants as random 

 
DASS-21  b  se  z  p value [95%Conf

. 
 Interval] 

Timepoint       
T1 -7.46 2.12 -3.51 0.000 -11.61 -3.29 
T2 -12.08 2.04 -5.92 0.000 -16.08 -8.08 
T3 -10.38 2.14 -4.86 0.000 -14.57 -6.19 
Intervention 
status  

      

1 -9.17 1.61 -5.69 0•000 -12.33 -6.01 
Number of obs=413, Number of groups = 118, Bootstrap replications = 50 
 
K10   b  se  z  p value [95%Conf

. 
 Interval] 

Timepoint       
T1 -3.60 0.78 -4.63 0.000 -5.13 -2.08 
T2 -4.42 0.80 -5.51 0.000 -6.00 -2.85 
T3 -4.79 0.86 -5.57 0.000 -6.48 -3.11 
Intervention 
status  

      

1 -3.54 0.55 -6.48 0•000 -4.62 -2.47 
Number of obs=405, Number of groups = 118, Bootstrap replications = 50 
 
SWLS   b  se  z  p value [95%Conf

. 
 Interval] 

Timepoint       
T1 2.12 .60 3.50 0.000 0.93 3.30 
T2 2.96 .57 5.22 0.000 1.85 4.07 
T3 3.08 .53 5.78 0.000 2.03 4.12 
Intervention 
status  

      

1 .59 .44 1.35 0.177 -.27 1.45 
Number of obs=411, Number of groups = 118, Bootstrap replications = 50 
 
FS    b  se  z  p value [95%Conf

. 
 Interval] 

Timepoint       
T1 2.86 .63 4.52 0.000 1.62 4.10 
T2 3.84 .74 5.17 0.000 2.39 5.30 
T3 4.26 .75 5.70 0.000 2.80 5.72 
Intervention 
status  

      

1 2.17 .58 3.74 0.000 1.03 3.30 
Notes. Number of obs=411, Number of groups = 118, Bootstrap replications = 50 
DASS-21 = Depression, Anxiety, and Stress Scale-21; K10 = Kessler Psychological Distress Scale; SWLS = 
Satisfaction with Life Scale; FS = Flourishing Scale. 
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Figure 4: Path diagram depicting model 2, testing whether changes in equanimity, awareness and 
interpersonal skills mediate the effects of MiCBT versus control on improvements in flourishing. 
Unstandardized path coefficients are displayed 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Notes. *<.05; **<.01; ***<.001. 
 
EQ = Experiences Questionnaire; MSES-R-E = Mindfulness-based Self-Efficacy Scale-Revised-Equanimity 
subscales; MSES-R-I = Mindfulness-based Self-Efficacy Scale-Revised-Interpersonal skills subscales; 
DASS-21 = Depression, Anxiety, and Stress Scale-21. 
a, b, c’ and c are unstandardized regression coefficients (with standard errors) which represent predicting the 
mediator from group (a), DASS-21 change from M controlling for group (b), DASS-21change from group 
controlling for the mediators (direct effect, c’), and DASS-21 change from group not controlling for the 
mediators (total effect, c). The product of a and b paths, ab, represents the mediated or indirect effect. Change 
refers to standardised residualized change scores. 
 
 
 
 
 
 

Path ab2 = .17(.14), 95% CI [-.07, -.48] 

Path ab1 = .16(.15), 95% CI [-.13, .48] 

Path a1= .89(.20)*** 

Path a2= .83(.19)*** Path b2 = .21(.17) 

Path b3 = .13(.15) 
Path a3= .73(.20)*** 

Path b1 = .18(.15) 

MSES-R-E change (T3) 

EQ change (T3) 

FS change (T4) Group 

MSES-R-I change (T3) 

Path ab3 = .10(.14), 95% CI [-.13, .41] 

Path c’= -.23(.20) 

Path c = .66(.19)** 
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4.3 Supplementary Materials 

Supplementary Table 1 

Mean (SD, 95%CI) and median values of outcome and mediator variables for MiCBT and control groups from baseline (T0) to mid-treatment 
(T1), and of treatment (T2) and 6-month follow-up (t3) 

 Measure T0 T1 T2 T3 
  Mean (SD) Median N Mean 

(SD) 
Median N Mean (SD) Median N Mean (SD) Median N 

  (95% CI)   (95% CI)   (95% CI)   (95% CI)   
DASS MiCBT 48.5 (23.1) 46 60 35.44 

(17.51) 
35 50 30.13 

(20.62) 
24 47 34.73(22.83) 30 49 

 (42.5, 54.5) (30.46, 
40.42) 

(24.07, 
36.18) 

(28.18,41.29) 

 Control 50.2 (22.0) 46 57 48.33 
(27.5) 

46 55 45.62(23.63) 44 47 44.67 (25.22) 40 48 

 (44.4, 56.0) (48.33, 
40.89) 

(38.68, 
52.56) 

(37.34, 
51.99) 

K10 MiCBT 27.75 (6.99) 28 61 23.02 (6.8) 21 50 21.58 (7.90) 20 45 21.56 (7.06) 20 47 
 (25.96, 

29.54) 
(21.09, 
24.95) 

(19.2, 23.95) (19.52, 
23.67) 

 Control 29.04 (6.25) 30 57 26.77 
(7.93) 

26 53 27.2 (8.11) 27 45 26.26 (8.13) 26 47 

 (27.34, 
30.69) 

(24.59, 
28.96) 

(24.76, 
29.64) 

(23.87, 
28.64) 

              
SWLS MiCBT 17.08 (7.04) 17 60 20.36 

(6.63) 
21.5 50 21.49 (6.65) 22 47 21.81(6.45) 22 48 

 (15.26,18.9) (18.48, 
22.24) 

(19.54, 
23.44) 

(19.94, 
23.69) 

 Control 17.66 (6.8) 17 57 19.20 
(7.79) 

19 54 19.66 (7.4) 20 47 18.88 (7.47) 19 48 

 (15.86, 
19.47) 

(17.08, 
21.33) 

(17.49, 
21.83) 

(16.7, 21.05) 

FS MiCBT 36.65 (9.23) 36 60 40.44 
(8.08) 

42 50 42.43 (7.67) 43 47 42.63 (7.02) 43 48 
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 Measure T0 T1 T2 T3 
  Mean (SD) Median N Mean 

(SD) 
Median N Mean (SD) Median N Mean (SD) Median N 

  (95% CI)   (95% CI)   (95% CI)   (95% CI)   
 (33.26, 

38.04) 
(38.14, 
42.74) 

(40.17, 
44.68) 

(40.59, 
44.66) 

 Control 36.09(8.55) 36 57 37.74 
(8.69) 

37 54 37.23 
(10.04) 

39 47 37.4 (9.65) 39.5 48 

 (33.82, 
38.36) 

(35.37, 
40.11) 

(34.29, 
40.18) 

(34.59, 40.2) 

MAIA MiCBT 65.16 
(17.18) 

63.93 60 75.17 
(14.88) 

81.72 50 83.21 
(18.15) 

86.9 45 77.08 (17.58) 75.45 47 

 60.73, 
69.60) 

(75.17, 
83.63) 

(77.76, 
88.66) 

(71.92, 
82.25) 

 Control 62.0 (15.1) 63.53 57 61.59 
(15.06) 

60.83 53 61.7 (16.79) 62.23 45 62.29 (17.06) 61.96 47 

 (57.98, 
65.99) 

(57.44, 
65.74) 

(56.65, 
66.74) 

(57.28, 
67.30) 

NAS MiCBT 3.53 (.81) 3.6 60 4.02 (.72) 4.17 52 4.27 (.79) 4.47 45 4.3 (.68) 4.3 47 
 (3.33, 3.74) (3.82, 

4.22) 
(4.04, 4.50) (4.10, 4.50) 

 Control 3.57 (.79) 3.6 57 3.54(.68) 3.63 54 3.55 (.68) 3.63 45 3.72 (.79) 3.7 47 
 (3.36, 3.79) (3.36, 

3.73) 
(3.35, 3.76) (3.49, 3.95) 

EQ 
(decentering) 

MiCBT 30.55 (5.79) 31 60 34.6 (4.96) 35 50 36.04 (6.43) 37 47 36.35 (5.84) 37 48 

 (29.06, 
32.04) 

(33.19, 
36.01) 

(34.15, 
37.93) 

(34.66, 
38.05) 

 Control 29.19 (5 
.29) 

28 57 29.74 (5.8) 30 53 30.04 (6.0) 29 46 30.92 (6.69) 31 48 

 (27.79, 30.6) (28.14, 31.33) (28.26, 31.83) (29.0, 32.83) 
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Supplementary Table 2 Mixed REML regression models for mediator variables with fixed factors of time and intervention status, and 
participants as random 

MAIA  Timepoint  b  se  z  p value [95%Conf.  Interval] 
Timepoint (compared to baseline) 
T1 

 
6.67 

 
1.52 

 
4.38 

 
0.000 

 
3.69 

 
9.64 

T2 9.14 1.89 4.92 0.000 5.50 12.78 
T3 6.06 1.80 3.36 0.001 2.52 9.60 
Intervention status        
MiCBT compared to control 12.23 1.09 11.17 0.000 10.09 14.38 

Number of obs=404, Number of groups = 118 
 

NAS  Timepoint  b  se  z  p value [95%Conf.  Interval] 
Timepoint (compared to baseline) 
T1 

 
6.93 

 
2.18 

 
3.18 

 
0.001 

 
2.66 

 
11.20 

T2 12.28 2.05 6.0 0.000 8.25 16.30 
T3 13.65 2.24 6.10 0.000 9.26 18.04 
Intervention status        
MiCBT compared to control 11.47 1.40 8.21 0.000 8.23 14.21 

Number of obs=404, Number of groups = 118 
 

EQ Timepoint  b  se  z  p value [95%Conf.  Interval] 
Timepoint (compared to baseline) 
T1 

 
2.18 

 
.51 

 
4.29 

 
0.000 

 
1.18 

 
3.18 

T2 3.40 .61 5.54 0.000 2.19 4.60 
T3 3.83 .58 6.65 0.000 2.70 4.96 
Intervention status        
MiCBT compared to control 3.83 .45 8.55 0.000 2.95 4.71 

Number of obs=409, Number of groups = 118, Bootstrap replications = 50 
 

MSES - E                        Timepoint   b  se  z  p value [95%Conf.  Interval] 
Timepoint (compared to baseline) 
T1 

 
2.36 

 
.56 

 
4.24 

 
0.000 

 
1.27 

 
3.45 

T2 4.24 .62 6.76 0.000 3.01 5.47 
T3 4.81 .68 7.08 0.000 3.48 6.14 
Intervention status        
MiCBT compared to control 3.79 .56 6.83 0.000 2.71 4.88 

Number of obs=412 , Number of groups =  118 
 

MSES - S      Timepoint  b  se  z  p value [95%Conf.  Interval] 
Timepoint (compared to baseline) 
T1 

 
1.79 

 
.36 

 
4.99 

 
0.000 

 
1.09 

 
2.49 

T2 2.90 .44 6.58 0.000 2.04 3.77 
T3 2.39 .49 4.84 0.000 1.42 3.35 
Intervention status        
MiCBT compared to control 1.79 .37 4.88 0.000 1.07 2.51 

Number of obs=412 , Number of groups =  118 
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Supplementary Table 3.1 
Correlation between Mediation Model Variables at Time 1 (sample size in parentheses) 
 

 
NAS 
T1 

MSES-
E T1 

EQ T1 
MAIA 
T1 

MSES-
S T1 

DASS-
21 T1 

FS 
 T1 

Group __       

NAS 
T1 

1.00  __      

MSES-
E T1 

.35** 
(117) 

1.00 
(117) 

__     

EQ T1 
.55** 
(117) 

.30** 
(117) 

1.00 
(117) 

__    

MAIA 
T1 

.49** 
(117) 

.30** 
(117) 

.72** 
(117) 

1.00 
(117) 

__   

MSES-
S T1 

.40** 
(117) 

.24* 
(117) 

.22* 
(117) 

.25** 
(117) 

1.00 
(117) 

__  

DASS-
21 T1 

-.35** 
(117) 

-.09 
(117) 

-.28** 
(117) 

.28 
(117) 

-.36** 
(117) 

1.00 
(117) 

__ 

FS T1 
.46** 
(117) 

.26** 
(117) 

.44** 
(117) 

.38** 
(117) 

.53** 
(117) 

-.44** 
(117) 

1.00 
(117) 

Note. Pearson’s r correlation coefficients, with sample size (n) in parentheses. 
*p < 0.05; ** p < 0.01; *** p < 0.00 
 
 
Supplementary Table 3.2 
Correlation between Mediation Model Variables (sample size in parentheses) 
 

 
NAS 
T3 

MSES-
E T3 

EQ T3 
MAIA 
T3 

MSES-
S T3 

DASS-
21 T4 

FS T4 

NAS 
T3 

1.00 
(90) 

—      

MSES-
E T3 

.75*** 
(90) 

1.00 
(94) 

—     

EQ T3 
.73*** 
(90) 

.78*** 
(93) 

1.00 
(93)) 

—    

MAIA 
T3 

.67*** 
(90) 

.67*** 
(90) 

.85*** 
(90) 

1.00 
(90) 

—   

MSES-
S T3 

.65*** 
(90) 

.71*** 
(94) 

.56*** 
(93) 

.45*** 
(90) 

1.00 
(94) 

—  

DASS-
21 T4 

-.39*** 
(87) 

-.54*** 
(89) 

-.41*** 
(89) 

-.34** 
(87) 

-.57*** 
(89) 

1.00 
(97) 

— 

FS T4 
.45*** 
(87) 

.46*** 
(89) 

.46*** 
(89) 

.40*** 
(87) 

.62*** 
(89) 

-.58*** 
(96) 

1.00 
(96) 

Note. Pearson’s r correlation coefficients, with sample size (n) in parentheses. 
*p < 0.05; ** p < 0.01; *** p < 0.00 
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Supplementary Table 4 
Unstandardized regression coefficients, their standard errors (SEs) and significance values, and bootstrapped unstandardized point 
estimates and their SEs and 95% confidence intervals, for the five independent variable mediation models assessing change in the 
primary outcome (DASS) during the follow-up period (mediators measured at 8 weeks; outcomes at 6 months) 
Model B SE t p Indirect effect point estimate (SE) 

[95% CIs]a 
Percentage of total effect that 
operates indirectly 

Model 1: with MAIA as the mediator (n = 
86) 

    -9.54 (3.07) [-16.26, -4.18] 85.8% 

a1 path: Group - MAIA   19.17 3.31 5.80 .00   
b1 path: MAIA - DASS-21  -.50 .14 -3.55 .00   
c1 path: Group - DASS-21(total effect) -11.12 4.49 -2.48 .02   
c'1 path: Group - DASS-21(direct effect) -1.58 4.99 -.32 .75   
Model 2: with EQ as the mediator (n = 88)     -6.87 (3.41) [-14.29, -1.04] 67.6% 
a1 path: Group - EQ   5.28 1.15 4.59 .00   
b1 path: EQ - DASS-21  -1.30 .40 -3.24 .00   
c1 path: Group - DASS-21(total effect) -10.17 4.46 -2.28 .03   
c'1 path: Group - DASS-21(direct effect) -3.30 4.73 -.70 .49   
Model 3: with NAS as the mediator (n = 86)     -10.05 (2.99) [-16.46, -4.59] 93.3% 
a1 path: Group - NAS  21.02 3.60 5.84 .00   
b1 path: NAS - DASS-21  -.48 .13 -3.79 .00   
c1 path: Group - DASS-21(total effect) -10.77 4.43 -2.43 .02   
c'1 path: Group - DASS-21(direct effect) -.71 4.89 0.15 .88   
Model 4: with MSES-E as the mediator (n = 
88) 

    -7.90 (3.34) [-15.37, -2.41) 75.2% 

a1 path: Group - MSES-E 5.93 1.38 4.30 .00   
b1 path: MSES-E - DASS-21  -1.33 .32 -4.15 .00   
c1 path: Group - DASS-21(total effect) -10.50 4.42 -2.37 .02   
c'1 path: Group - DASS-21(direct effect) -2.60 4.47 -.58 .56   

aBootstrapped 95% BC CIs for the ab (indirect) effect; a significant indirect effect is indicated where these do not cross zero (p < .05). 
DASS-21- Depression, Anxiety and Stress Scale; MAIS - Multidimensional Assessment of Interoceptive Awareness; EQ - Experiences 
Questionnaire; NAS - Non-attachment Scale; MSES-E - Mindfulness-based Self-efficacy Scale (Equanimity subscales) 
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Supplementary Table 5  
Unstandardized regression coefficients, their standard errors (SEs) and significance values, and bootstrapped unstandardized point 
estimates and their SEs and 95% confidence intervals, for the five independent variable mediation models assessing change in the 
Flourishing Scale during the follow-up period (mediators measured at 8 weeks; outcomes at 6 months) 
 

Model B SE t p 
Indirect effect point 
estimate (SE) [95% 

CIs]a 

Percentage of total 
effect that operates 

indirectly 
Model 1: with MAIA as the mediator (n = 86)     2.69 (1.00) [.82, 7.72] 57.2% 
a1 path: Group - MAIA   19.10 3.29 5.80 .00   
b1 path: MAIA - FS   .14 .04 3.30 .00   
c1 path: Group - FS (total effect) 4.70 1.35 3.48 .00   
c'1 path: Group - FS (direct effect) 2.01 1.52 1.32 .19   
Model 2: with EQ as the mediator (n = 88)     2.57 (.89) [1.02, 4.51] 57.1% 
a1 path: Group - EQ   5.27 1.16 4.56 .00   
b1 path: EQ - FS   .49 .11 4.27 .00   
c1 path: Group - FS (total effect) 4.50 1.33 3.38 .00   
c'1 path: Group - FS (direct effect) 1.93 1.35 1.42 .16   
Model 3: with NAS as the mediator (n = 86)     3.68 (.95) [1.94, 5.61] 79.3% 
a1 path: Group - NAS  21.20 3.60 5.90 .00   
b1 path: NAS - FS   .17 .04 4.75 .00   
c1 path: Group - FS (total effect) 4.64 1.34 3.47 .00   
c'1 path: Group - FS (direct effect) .96 1.42 .68 .50   
Model 4: with MSES-E as the mediator (n = 88)     2.51 (.91) [1.02, 4.51] 56.8% 
a1 path: Group - MSES-E 5.93 1.39 4.26 .00   
b1 path: MSES-E - FS   .42 .09 4.56 .00   
c1 path: Group - FS (total effect) 4.42 1.31 3.37 .00   
c'1 path: Group - FS (direct effect) 1.92 1.30 1.47 .14   
Model 5: with MSES-S as the mediator (n = 88)     2.05 (.90) [.58, 4.02] 54.4% 
a1 path: Group - MSES-S 3.13 .88 3.56 .00   
b1 path: MSES-S - FS   .66 .14 4.53 .00   
c1 path: Group - FS (total effect) 4.50 1.29 3.49 .00   
c'1 path: Group - FS (direct effect) 2.45 1.25 1.97 .05   

aBootstrapped 95% BC CIs for the ab (indirect) effect; a significant indirect effect is indicated where these do not cross zero (p < .05). 
FS - Flourishing Scale; MAIS - Multidimensional Assessment of Interoceptive Awareness; EQ - Experiences Questionnaire; NAS - Non-attachment Scale; MSES-E 
- Mindfulness-based Self-efficacy Scale (Equanimity subscales); MSES-S - Mindfulness-based Self-efficacy Scale (Social skills subscales). 
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4.4 Data Availability Statement: 

Study Data are stored in and available from Monash University's research repository: 

https://www.monash.edu/library/researchers/researchdata/bridges: DOI 10.26180/13240304   
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5 CHAPTER FIVE: Findings, Concluding Remarks and Future Research  

This chapter discusses the contributions and limitations of the body of work presented in this thesis 

as well as future research possibilities. 

5.1 Comparison paper  

The detailed comparison of MiCBT with MBCT, the program to which it is most similar, enabled 

close scrutiny of the similarities, differences and clinical implications for the application of both 

interventions. The work seeks to highlight the significance of the differences between the rationales 

of each program, the particular meditation practices, and the manner of application for symptom 

reduction. The transdiagnostic applicability of MiCBT was considered to be a significant feature 

and this paper highlights the utility of therapies that operate on underlying psychological processes 

shared across different diagnoses. This paper provides an analysis of both MiCBT and MBCT that 

elucidates therapeutic mechanisms and may assist guiding clinicians referring patients for 

treatment and in the future training of mental health professionals who are interested in 

mindfulness-based therapies. MiCBT has the potential to make a valuable contribution to the 

crowded field of MBIs in particular because it targets transdiagnostic populations. Further 

empirical work is required to be conducted in evaluating its effectiveness in this population. 

5.2 RCT  

The randomised controlled trial was the central study undertaken in this program of work. The aim 

of this trial was to investigate the effectiveness of MiCBT in improving clinical psychological 

symptoms and wellbeing in a heterogeneous patient population in a primary healthcare setting. The 

findings support the hypothesis that the 8-week MiCBT intervention would reduce clinical 

symptoms and improvement would be sustained at 6-month follow up. Support for the expected 

improvement in wellbeing was mixed, with significant effects seen in flourishing but no significant 

change in satisfaction with life, although the change was in the predicted direction. As well, all of 
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the mediation measures improved in the MiCBT group and, when considered individually in single 

mediation models, each measure significantly mediated symptom change on the primary outcome 

measure. Parallel mediation models suggested that equanimity accounted for the majority of 

mediational impact on symptom reduction. An interesting finding was that there was significant 

symptom reduction and improvement in mediating measures after just 4 weeks of the intervention. 

Further improvements occurred at the end of treatment and were maintained at 6-month follow-up.  

The strengths and limitations are fully described in Paper three. Strengths include that the study is 

a randomised controlled study conducted in a naturalistic private psychology clinic setting. 

Randomization was stratified to ensure that treatment arms were balanced on important prognostic 

factors, including gender, medication status and severity of psychological distress at baseline. A 

number of limitations of the study were noted including that there was no active control and 

therefore it was not possible to account for the impact of group processes on the results. Other 

limitations were that the intervention was delivered by one experienced therapist, and the sample 

was not representative of the general Australian population. Additionally, no data was collected on 

other therapeutic interventions that may have occurred concurrently with the study. 

5.3 General Discussion 

The program of work examined the theoretical utility and empirical effectiveness of MiCBT as a 

broadly applicable intervention for a range of mental health conditions. MiCBT is differentiated 

by its integration of techniques to specifically target the commonalities of psychological disorders, 

enabling its use with current mild to severe psychological symptoms. An important advantage of 

this program is that it does not need to be modified to fit particular diagnostic groups. 

Results from the RCT showed that attending the MiCBT group was associated with significant 

symptom and wellbeing improvement compared to the treatment-as-usual waitlist control. The 

RCT also demonstrated that all the mediating measures also showed significant changes at the 6-
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month follow-up. The finding that equanimity appeared to be most impactful for symptom 

reduction is consistent with the underlying rationale of MiCBT and the original name for MiCBT 

being Equanimity Training. The roots of MiCBT in terms of the specific meditation approaches 

are in Buddhist psychology in the Vipassana tradition as taught by S.N Goenka. In that tradition, 

both equanimity and awareness are considered to be required to gain insight into the causes of 

suffering. The explicit emphasis on the development of equanimity (in particular towards body 

sensations) is one of the differences that is apparent when MiCBT is compared to seemingly similar 

interventions. Developing the capacity for equanimity towards distressing situations (distress being 

experienced somatically) addresses reactivity, a core aspect of mental health conditions.  

This research demonstrates that delivering an 8-week intervention in a naturalistic private practice 

setting is an acceptable form of treatment despite the fact that participants had to attend sessions in 

the evenings and for many of them this was at the end of the work day.  

Clearly these results need to take account of the limitations of the study noted above. 

5.4 Conclusion 

The program of work detailed in this thesis supports the theoretical utility and relevance of MiCBT 

as well as its effectiveness in reducing symptoms of depression, anxiety and stress and improving 

flourishing in transdiagnostic groups with mild-severe psychological distress. The comparison of 

MiCBT with MBCT facilitated a granular examination of both programs which may be useful in 

understanding how best to recommend particular treatments for particular patients. The study 

supports the application of MiCBT as a group intervention in which participants have a range of 

severity of diagnoses and symptom severity whether or not they are receiving ongoing treatments 

including pharmacotherapy. The referral process mirrored standard mental health care referral 

processes.   
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5.5 Future research 

This research suggests a number of research directions including exploring further the relationship 

between the equanimity construct and the co-emergence model and outcomes, for example using 

qualitative methods. The study results suggested that improvement occurred in the first four weeks 

although the average amount of practice remained constant throughout the eight weeks of the 

intervention. This may merit further investigation using short-forms of the program including the 

robustness and longevity of the clinical changes. It also leads to speculation as to what the reasons 

for this observation may be. One possibility that was not specifically investigated is that the impact 

of introducing the co-emergence model of reinforcement in the second week may provide a 

significant cognitive shift that in turn acts to motivate continued mindfulness meditation practice. 

In the candidate’s experience, this model is often experienced as an “aha” moment by participants. 

Future research is needed to investigate further the role of the theoretical framework in relation to 

the role of the meditation exercises. Future studies could also investigate possible differences in 

therapy process and outcomes between MBCT and MiCBT, as variables such as selection between 

MBCT and MiCBT may be influenced by the severity of psychological symptoms and the capacity 

of patients to engage with exposure methods. 

The data collected regarding the amount of meditation practice that participants engaged in 

indicated that on average participants did not comply with the hour a day requirement. This is 

consistent with other studies in which participants practice less than the prescribed homework 

(Ribeiro et al., 2018). Further future research is required into the amount of practice that is needed 

to achieve significant and enduring clinical symptom improvement. Future research could also 

investigate the impact of implementing the program with therapist facilitators who have less 

meditation and group facilitation experience. Further support for the effectiveness of MiCBT even 

with reduced homework requirements and relatively inexperienced facilitators could enhance its 

dissemination (Meadows, et al., 2014). The wider availability of MiCBT as an evidence-based 
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transdiagnostic MBI has the potential to increase the accessibility of mindfulness-integrated 

techniques, which are often only available to patients in specific diagnostic categories.  
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Risk assessment 
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6.2 Appendix 2: Recruitment information 

7.2.1 Information for referring General Medical Practitioners 

7.2.2 Email information for Health Professional  

7.2.3 Information for Participants 
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Information for referring General Medical Practitioners 
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Email information for Health Professional 
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Information for Participants 
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6.3 Appendix 3:  Explanatory Statement and Consent Form 
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6.4 Appendix 4:  Measures 

Data was collected using Qualtrics online software. Questions and measures are presented here as 

downloaded from Qualtrics. 

6.5 Participant information pre-program 

7.6. Scales 

7.6.1 DASS21 

7.6.2 MSES 

7.6.3 SWLS 

7.6.4 FS 

7.6.5  EQ 

7.6.6 MAIA 

7.6.7 NAS 

7.6.8 K10 

7.6.9 Post-program questions 

7.6.10 6-month follow-up questions 
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7.5	Participant	information	pre‐program	

1.	Mindfulness	integrated	CBT	(MiCBT):	Pre‐program	
Questionnaire	

 
	

Start	of	Block:	Default	Question	Block	

 
Q1  
Mindfulness integrated CBT (MiCBT): Pre-program Questionnaire  
  
 I have read the consent form and explanatory statement. I understand that my 
participation in this study is voluntary, and I wish to be involved with this research.  

o Yes  (1)  

o No  (2)  

 

Skip	To:	End	of	Survey	If	Explanatory	statement	=	No	
 

Page Break  

Q2 Please enter your participant number: 
(This number was given to you at your interview with Sarah Francis and is written on your 
participant information sheet.) 
   

________________________________________________________________ 
 
 

Page Break  

 
 
Q3 Let's begin...  
    
You will see a progress bar on the bottom of the page as you go through each of the 
questionnaires. This will let you know how much of the survey you have already completed. 
 
 
The survey should take about 15-20 minutes. 
 
 

 
In what month and year were you born? (e.g. MM/YYYY) 

________________________________________________________________ 
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Which gender do you identify with? 

o Male  (1)  

o Female  (2)  

o Other  (3) ________________________________________________ 

 
 

 
What is your country of birth? 

o Australia  (1)  

o Other  (2) ________________________________________________ 

 
 

 
(If not born in Australia) In what year did you arrive in Australia? 

________________________________________________________________ 
 
 

 
What is the main language spoken at home? 

o English  (1)  

o Other  (2) ________________________________________________ 
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What is your martial status? 

o Single  (1)  

o Married  (2)  

o De facto  (3)  

o Separated  (4)  

o Divorced  (5)  

o Widowed  (6)  

o Other  (7) ________________________________________________ 

 
 

 
What education level did you complete in school? (i.e., fully completed – e.g., if primary 
school not completed tick none) 

o None  (1)  

o Primary school  (2)  

o Secondary school – Year 10 or less  (3)  

o Senior Secondary school – Year 11  (4)  

o Senior Secondary school – Senior Certificate of Education completed (e.g., HSC, VCE, 
VCAL)  (5)  

 
 

Have you completed any further qualifications since leaving school? 

o Yes  (1)  

o No   (2)  

 

Skip	To:	medications	If	Have	you	completed	any	further	qualifications	since	leaving	school?	=	No	
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What is your highest qualification since leaving school? (i.e., fully completed) 

o Certificate I  (1)  

o Certificate II   (2)  

o Certificate III   (3)  

o Certificate IV   (4)  

o Diploma  (5)  

o Advanced Diploma  (6)  

o Associate Degree   (7)  

o Bachelor Degree  (8)  

o Bachelor Honours  (9)  

o Degree Graduate   (10)  

o Certificate Graduate   (11)  

o Masters Degree (research)  (12)  

o Masters Degree (coursework)   (13)  

o Masters Degree (extended)   (14)  

o Doctoral Degree  (15)  

o Other  (16) ________________________________________________ 
 
 

Mental Health Medications 
  
Please list any medications for your mental health that you take on a daily or regular 
basis. (Please include the dose and frequency of any medications, including those given by 
injection).   
 
If you do not take any medications please write "none" 
  
*Please provide dosage in units, such as milligrams (mg) or micrograms (mcg), as provided on 
the medication packaging, rather than number of pills. e.g. if you take a 10 mg pill once a day 
you would put 10 mg per day, not one pill. If you take a 5mg pill twice a day you would also put 
10mg per day. 
   

________________________________________________________________ 
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Do you practice meditation at the moment? 

o Yes  (1)  

o No  (2)  

 
 

Display	This	Question:	

If	Do	you	practice	meditation	at	the	moment?	=	Yes	

 
Please describe the type of meditation practice and how long and how often you practice. 

________________________________________________________________ 
 
 

 
Q16 That is the end of the basic demographic questions.  
  
We will move onto the questionnaires. 
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6.6 Scales 

Depression, Anxiety and Stress Scale 
DASS 21 Depression, Anxiety, Stress Scale (DASS - 21) 
Lovibond, S.H.,& Lovibond, P.F., (1995) 

Please read each statement and circle a number 0, 1, 2 or 3 that indicates how much the 
statement applied to you over the past week. There are no right or wrong answers. Do not 
spend too much time on any statement. 
 

 

0. Did not apply 
to me at all (0) 

 

1. Applied to me 
to some 
degree, or 
some of the 
time (1) 

2. Applied to me 
to a 
considerable 
degree, or a 
good part of 
time (2) 

3. Applied to me 
very much, or 
most of the 
time (3) 

I found it hard to 
wind down (1) o o o o 
I was aware of 
dryness of my 

mouth (2) 
o o o o 

I couldn't seem to 
experience any 

positive feeling at 
all (3) 

o o o o 

I experienced 
breathing difficulty 

(e.g., excessively 
rapid breathing, 

breathlessness in 
the absence of 

physical exertion) 
(4) 

o o o o 

I found it difficult 
to work up the 
initiative to do 

things (5) 

o o o o 

I tended to over- 
react to situations 

(6) 
o o o o 

I experienced 
trembling (e.g., in 

the hands) (7) 
o o o o 

I felt that I was 
using a lot of 

nervous energy (8) 
o o o o 

I was worried 
about situations in 

which I might 
panic and make a 
fool of myself (9) 

o o o o 
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0. Did not apply 
to me at all (0) 

 

1. Applied to me 
to some 
degree, or 
some of the 
time (1) 

2. Applied to me 
to a 
considerable 
degree, or a 
good part of 
time (2) 

3. Applied to me 
very much, or 
most of the 
time (3) 

I felt that I had 
nothing to look 
forward to (10) 

o o o o 

I found myself 
getting agitated 

(11) 
o o o o 

I found it difficult 
to relax (12) o o o o 

I felt down-hearted 
and blue (13) o o o o 

I was intolerant of 
anything that kept 
me from getting on 

with what I was 
doing (14) 

o o o o 

I felt I was close to 
panic (15) o o o o 

I was unable to 
become 

enthusiastic about 
anything (16) 

o o o o 

I felt I wasn't 
worth much as a 

person (17) 
o o o o 

I felt that I was 
rather touchy (18) o o o o 
I was aware of the 
action of my heart 
in the absence of 
physical exertion 

(e.g., sense of heart 
rate increase, heart 

missing a beat) 
(19) 

o o o o 

I felt scared 
without any good 

reason (20) 
o o o o 

I felt that life was 
meaningless (21) o o o o 
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Mindfulness-based Self Efficacy Scale - R 
MSES	Mindfulness-Based Self Efficacy Scale – REVISED © (MSES-R) 
Copyright	©	2004‐2011	Bruno	A.	Cayoun.	May	be	reproduced	for	clinical	and	research	
purposes.	
	
Select one number in each row according to how much you now agree with each 
statement below. Try not to spend too much time on any one item. There are no right or 
wrong answers. 

  0. Not at all 
(0) 

A little (1) 
Moderately 

(2) 
A lot (3)  Completely (4) 

I found it hard to wind 
down (1)  o  o  o  o  o 

I get easily overwhelmed 
by my emotions (1)  o  o  o  o  o 

I find it difficult to make 
new friends (2)  o  o  o  o  o 

I try to avoid 
uncomfortable 

situations even when 
they are really important 

(3) 

o  o  o  o  o 

When I feel very 
emotional, it takes a 
long time for it to pass 

(4) 
o  o  o  o  o 

I feel comfortable saying 
sorry when I feel I am in 

the wrong (5) 
o  o  o  o  o 

It is often too late when I 
realise I overreacted in a 
stressful situation (6) 

o  o  o  o  o 

I get so caught up in my 
thoughts that I end up 
feeling very sad or 

anxious (7) 
o  o  o  o  o 

When I have unpleasant 
feelings in my body, I 
prefer to push them 

away (8) 
o  o  o  o  o 

I can resolve problems 
easily with my partner 
(or best friend if single) 

(9) 
o  o  o  o  o 
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  0. Not at all 
(0) 

A little (1) 
Moderately 

(2) 
A lot (3)  Completely (4) 

I can face my thoughts, 
even if they are 
unpleasant (10) 

o  o  o  o  o 

My actions are often 
controlled by other 

people or circumstances 
(11) 

o  o  o  o  o 

I get caught up in 
unpleasant memories or 
anxious thoughts about 

the future (12) 
o  o  o  o  o 

I can deal with physical 
discomfort (13)  o  o  o  o  o 

I feel I cannot love 
anyone (14)  o  o  o  o  o 

I am often in conflict 
with one (or more) 
family member (15) 

o  o  o  o  o 

I avoid feeling my body 
when there is pain or 
other discomfort (16) 

o  o  o  o  o 

I do things that make me 
feel good straightaway 
even if I will feel bad 

later (17) 
o  o  o  o  o 

When I have a problem, I 
tend to believe it will 
ruin my whole life (18) 

o  o  o  o  o 

When I feel physical 
discomfort, I relax 

because I know it will 
pass (19) 

o  o  o  o  o 

I can feel comfortable 
around people (20)  o  o  o  o  o 

Seeing or hearing 
someone with strong 
emotions is unbearable 

to me (21) 
o  o  o  o  o 

If I get angry or anxious, 
it is generally because of 

others (22) 
o  o  o  o  o 

 



 

160 

Satisfaction with Life Scale - SWLS 
Diener, E., Emmons, R.A., Larson, R.J. & Griffin, S. (1985) The Satisfaction with Life scale. 
Journal of Personality Assessment, 49, 71-76. 
 
Please read each statement and indicate your agreement or disagreement by choosing a 
number from 1 to 7. 

 

1 Strongly 
disagree 

(1) 
 

2 Disagree 
(2) 
 

3  
Slightly 
disagree 

(3) 

4  
Neither 
agree nor 
disagree 

(4) 

5  
Slightly 
agree  
(5) 

6 
Agree  
(6) 

7 Strongly 
agree  
(7) 

In most ways 
my life is 

close to ideal 
(1) 

o  o  o  o  o  o  o 

The 
conditions of 
my life are 
excellent (2) 

o  o  o  o  o  o  o 

I am satisfied 
with my life 

(3) 
o  o  o  o  o  o  o 

So far I have 
got the 

important 
things I want 
in life (4) 

o  o  o  o  o  o  o 

If I could live 
my life again, 

I would 
change 
almost 

nothing (5) 

o  o  o  o  o  o  o 
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Short Flourishing Scale - FS 
Diener, E., Wirtz, D., Tov, W., Kim-Prieto, C., Choi, D. W., Oishi, S., & Biswas-
Diener, R. (2010). New well-being measures: Short scales to assess flourishing and 
positive and negative feelings. Social Indicators Research, 97(2), 143-156. 
 
Please respond to each item by selecting one box per row. 
 

 

1 
Strongly 
Disagree 
(1) 

2 
Disagree 
(2) 

3 
Slightly 
Disagree 
(3) 

4 
Mixed 
(4) 

5 
Slightly 
Agree 
(5) 

6 
Agree 
(6) 

7 
Strongly 
Agree 
(7) 

I lead a 
purposeful and 
meaningful life 

… (1) 

o  o  o  o  o  o  o 

My social 
relationships 

are    
supportive 

and  
rewarding … 

(2) 

o  o  o  o  o  o  o 

I am engaged 
and 

interested in 
my daily 

activities … 
(3) 

o  o  o  o  o  o  o 

I actively 
contribute 
to the 

happiness 
and well‐ 
being of 

others… (4) 

o  o  o  o  o  o  o 

I am 
competent 
and capable 

in the 
activities that 

are 
important to 
me… (5) 

o  o  o  o  o  o  o 

I am a good 
person and 
live a good 
life… (6) 

o  o  o  O  o  o  o 

I am 
optimistic 
about my 
future… (7) 

o  o  o  O  o  o  o 

People 
respect me… 

(8) 
o  o  o  o  o  o  o 

 

Experiences Questionnaire 
Copyright Fresco et al., 2007. 
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Instructions: We are interested in your recent experiences. Below is a list of things 
that people sometimes experience. Next to each item are five choices: “never”, 
“rarely”, “sometimes”, “often”, and “all the time”. Please select one of these to 
indicate how much you currently have experiences similar to those described. 
 
Please do not spend too long on each item–it is your first response that we are 
interested in. Please be sure to answer every item. 

 
Never  
(1) 

Rarely  
(2) 

Sometimes 
(3) 

Often  
(4) 

All the 
time 
(5) 

I think about what will 
happen in the future. 

(1) 
o  o  o  o  o 

I remind myself that 
thoughts aren't 

facts. (2) 
o  o  o  o  o 

I am better able to 
accept myself as I am. 

(3) 
o  o  o  o  o 

I notice all sorts of 
little things and details 
in the world around 

me. (4) 

o  o  o  o  o 

I am kinder to myself 
when things go wrong. 

(5) 
o  o  o  o  o 

I can slow my thinking 
at times of stress. (6) 

o  o  o  o  o 

I wonder what kind of 
person I really am. (7) 

o  o  o  o  o 

I am not so easily 
carried away by my 

thoughts and feelings. 
(8) 

o  o  o  o  o 

I notice that I don't take 
difficulties so personally. 

(9) 
o  o  o  o  o 

I can separate myself 
from my thoughts and 

feelings. (10) 
o  o  o  o  o 

I analyse why things 
turn out the way they 

do. (11) 
o  o  o  o  o 

I can take time to respond 
to difficulties. (12) 

o  o  o  o  o 

I think over and over 
again about what others 
have said to me. (13) 

o  o  o  o  o 

I can treat myself kindly. 
(14) 

o  o  o  o  o 

I can observe unpleasant 
feelings without being 
drawn into them. (15) 

o  o  o  o  o 

I have the sense that I am 
fully aware of what is 

o  o  o  o  o 
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Never  
(1) 

Rarely  
(2) 

Sometimes 
(3) 

Often  
(4) 

All the 
time 
(5) 

going on around and 
inside me. (16) 

I can actually see that I 
am not my thoughts. 

(17) 
o  o  o  o  o 

I am consciously 
aware of a sense of 
my body as a whole. 

(18) 

o  o  o  o  o 

I think about the ways 
in which I am different 
from other people. (19) 

o  o  o  o  o 

I view things from a 
wider perspective. 

(20) 
o  o  o  o  o 

 

  



 

164 

Multidimensional Assessment of Interoceptive Awareness 
MAIA Multidimensional Assessment of Interoceptive Awareness (MAIA) 
MAIA © 2012,University of California, San Francisco 
http://www.osher.ucsf.edu/maia/ 
 
Below you will find a list of statements. Please indicate how often each statement 
applies to you generally in daily life. 
 
The rating scale is as follows: 0 = Never, 5 = Always 

  0. Never (1)  1 (2)  2 (3)  4 (5)  Always (6) 

When I am 
tense I notice 
where the 
tension is 

located in my 
body. (1) 

o  o  o  o  o 

I notice when I 
am 

uncomfortable 
in my body. (2) 

o  o  o  o  o 

I notice where 
in my body I am 
comfortable. (3) 

o  o  o  o  o 

I notice changes 
in my 

breathing, such 
as whether it 
slows down or 
speeds up. (4) 

o  o  o  o  o 

I do not notice 
(I ignore) 

physical tension 
or discomfort 
until they 

become more 
severe. (5) 

o  o  o  o  o 

I distract myself 
from sensations 
of discomfort. 

(6) 
o  o  o  o  o 

When I feel 
pain or 

discomfort, I try 
to power 

through it. (7) 

o  o  o  o  o 

When I feel 
physical pain, I 
become upset. 

(8) 
o  o  o  o  o 
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  0. Never (1)  1 (2)  2 (3)  4 (5)  Always (6) 

I start to worry 
that something 
is wrong if I feel 
any discomfort. 

(9) 

o  o  o  o  o 

I can notice an 
unpleasant 

body sensation 
without 

worrying about 
it. (10) 

o  o  o  o  o 

I can pay 
attention to my 
breath without 
being distracted 

by things 
happening 

around me. (11) 

o  o  o  o  o 

I can maintain 
awareness of 
my inner bodily 
sensations even 
when there is a 
lot going on 
around 

me. (12) 

o  o  o  o  o 

When I am in 
conversation 

with someone, I 
can pay 

attention to my 
posture. (13) 

o  o  o  o  o 

I can return 
awareness to 
my body if I am 
distracted. (14) 

o  o  o  o  o 

I can refocus my 
attention from 
thinking to 
sensing my 
body. (15) 

o  o  o  o  o 

I can maintain 
awareness of 
my whole body 
even when a 
part of me is in 

pain or 
discomfort. (16) 

o  o  o  o  o 
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  0. Never (1)  1 (2)  2 (3)  4 (5)  Always (6) 

I am able to 
consciously 
focus on my 
body as a 
whole. (17) 

o  o  o  o  o 

I notice how my 
body changes 
when I am 
angry. (18) 

o  o  o  o  o 

When 
something is 

wrong in my life 
I can feel it in 
my body. (19) 

o  o  o  o  o 

I notice that my 
body feels 

different after a 
peaceful 

experience. (20) 

o  o  o  o  o 

I notice that my 
breathing 

becomes free 
and easy when I 

feel 
comfortable. 

(21) 

o  o  o  o  o 

I notice how my 
body changes 
when I feel 

happy / joyful. 
(22) 

o  o  o  o  o 

When I feel 
overwhelmed I 
can find a calm 
place inside. 

(23) 

o  o  o  o  o 

When I bring 
awareness to 

my body I feel a 
sense of calm. 

(24) 

o  o  o  o  o 

I can use my 
breath to 

reduce tension. 
(25) 

o  o  o  o  o 
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  0. Never (1)  1 (2)  2 (3)  4 (5)  Always (6) 

When I am 
caught up in 
thoughts, I can 
calm my mind 
by focusing on 

my 
body/breathing. 

(26) 

o  o  o  o  o 

I listen for 
information 
from my body 
about my 
emotional 
state. (27) 

o  o  o  o  o 

When I am 
upset, I take 

time to explore 
how my body 
feels. (28) 

o  o  o  o  o 

I listen to my 
body to inform 
me about what 
to do. (29) 

o  o  o  o  o 

I am at home in 
my body. (30)  o  o  o  o  o 
I feel my body 
is a safe place. 

(31) 
o  o  o  o  o 

I trust my body 
sensations. (32)  o  o  o  o  o 
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Approach to Life Questionnaire (Nonattachment Scale) - NAS 
Baljinder, K.S., Shaver, P.R., Brown, K.W. (2010) 
 
Instructions: To help understand your general approach to life and your views 
about yourself, others, and life in general, tell us the extent to which the following 
statements reflect your experiences at this point in your life. Select a number from 1 
to 6 on the scale provided with each statement to rate the extent to which you agree 
with it. 
 
Please answer according to what really reflects your experience rather than 
what you think your experience should be. 
 

 

1 
Disagree 
strongly 

(1) 

2 
Disagree 

moderately 
(2) 

3 
Disagree 
slightly (3) 

4 
Agree 

slightly (4) 

5 
Agree 

Moderately 
(5) 

6 
Agree 
strongly 

(6) 

I can accept the 
flow of events 

in my life 
without hanging 
onto them or 
pushing them 

away 

o  o  o  o  o  o 

I can let go of 
regrets and 
feelings of 

dissatisfaction 
about the past. 

(2) 

o  o  o  o  o  o 

I can find I can 
be calm and/or 
happy even if 
things are not 
going my way. 

(3) 

o  o  o  o  o  o 

I have a hard 
time 

appreciating 
others' 

successes when 
they 

outperform me. 
(4) 

o  o  o  o  o  o 

I can enjoy 
pleasant 

experiences 
without 

needing them 
to last forever. 

(6) 

o  o  o  o  o  o 
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1 
Disagree 
strongly 

(1) 

2 
Disagree 

moderately 
(2) 

3 
Disagree 
slightly (3) 

4 
Agree 

slightly (4) 

5 
Agree 

Moderately 
(5) 

6 
Agree 
strongly 

(6) 

I view the 
problems that 
enter my life as 
things/issues to 
work on rather 
than reasons for 

becoming 
disheartened or 
demoralised. (7) 

o  o  o  o  o  o 

I can enjoy my 
possessions 
without being 
upset when 
they are 

damaged or 
destroyed. (8) 

o  o  o  o  o  o 

The amount of 
money I have is 
not important 
to my sense of 
who I am. (9) 

o  o  o  o  o  o 

I do not go out 
of my way to 
cover up or 
deny my 
negative 

qualities or 
mistakes. (10) 

o  o  o  o  o  o 

I accept my 
flaws. (11)  o  o  o  o  o  o 

I can enjoy my 
family and 

friends without 
feeling I need to 

hang onto 
them. (12) 

o  o  o  o  o  o 

If things aren't 
turning out the 
way I want, I get 

upset. (13) 

o  o  o  o  o  o 

I can enjoy the 
pleasures of life 
without feeling 

sad or 
frustrated when 
they end. (14) 

o  o  o  o  o  o 

I can take joy in 
others' 

achievements 
without feeling 
envious. (15) 

o  o  o  o  o  o 
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1 
Disagree 
strongly 

(1) 

2 
Disagree 

moderately 
(2) 

3 
Disagree 
slightly (3) 

4 
Agree 

slightly (4) 

5 
Agree 

Moderately 
(5) 

6 
Agree 
strongly 

(6) 

I find I can be 
happy almost 
regardless of 

what is going on 
in my life. (16) 

o  o  o  o  o  o 

Instead of 
avoiding or 
denying life's 
difficulties, I 
face up to 
them. (17) 

o  o  o  o  o  o 

I am open to 
reflecting on my 
past mistakes 
and failings. 

(18) 

o  o  o  o  o  o 

I do not get 
"hung up" on 
wanting an 
"ideal" or 

"perfect" life. 
(19) 

o  o  o  o  o  o 

I am 
comfortable 
being an 

ordinary, less 
than perfect 
human being. 

(20) 

o  o  o  o  o  o 

I can remain 
open to 

thoughts and 
feelings that 
come into my 
mind, even if 
they are 

negative or 
painful. (21) 

o  o  o  o  o  o 

I can see my 
own problems 
and short 
comings 

without trying 
to blame them 
on someone or 
something 

outside myself. 
(22) 

o  o  o  o  o  o 
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1 
Disagree 
strongly 

(1) 

2 
Disagree 

moderately 
(2) 

3 
Disagree 
slightly (3) 

4 
Agree 

slightly (4) 

5 
Agree 

Moderately 
(5) 

6 
Agree 
strongly 

(6) 

When pleasant 
experiences 
end, I am fine 
moving on to 
what comes 
next. (23) 

o  o  o  o  o  o 

I am often 
preoccupied by 
threats or fears. 

(24) 

o  o  o  o  o  o 

I am not 
possessive of 
the people I 
love. (25) 

o  o  o  o  o  o 

I do not have to 
hang on to the 
people I love at 
all costs; I can 
let go if they 

wish to go. (26) 

o  o  o  o  o  o 

I do not feel I 
need to escape 
or avoid bad 
experiences in 
my life. (27) 

o  o  o  o  o  o 

I can admit my 
shortcomings 
without shame 

or          
embarrassment. 

(28) 

o  o  o  o  o  o 

I experience 
and     

acknowledge 
grief following 
significant 

losses, but do 
not become 
overwhelmed, 
devastated, or 
incapable of 
meeting lifes 

other demands. 
(29) 

o  o  o  o  o  o 

I am not 
possessive of 
the things I 
own. (30) 

o  o  o  o  o  o 
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Kessler Psychological Distress Scale (K10) 
K10 Source: Kessler R. Professor of Health Care Policy, Harvard Medical School, 
Boston,USA.  
 
These questions concern how you have been feeling over the past 30 days. 
Circle a box below each question that best represents how you have been. The 
rating scale is below. 
 

 
1 
None of the 
time (1) 

2 
A little of 
the time (2) 

3 
Some of the 
time (3) 

4 
Most of the 
time (4) 

5 
All of the 
time (5) 

1. During the 
last 30 days, 
about how often 
did you feel tired 
for no reason? (1) 

o  o  o  o  o 

2. During the 
last 30 days, 
about how often 
did you feel 
nervous? (2) 

o  o  o  o  o 

3. During the 
last 30 days 
about how often 
did you feel so 
nervous that 
nothing could 
calm you down? 
(3) 

o  o  o  o  o 

4. During the 
last 30 days, 
about how often 
did you feel 
hopeless? (4) 

o  o  o  o  o 

5. During the 
last 30 days, 
about how often 
did you feel 
restless or 
fidgety? (5) 

o  o  o  o  o 

6. During the 
last 30 days, 
about how often 
did you feel so 
restless you 
couldn’t keep 
still? (6) 

o  o  o  o  o 

7. 
uring the last 30 
days, about how 
often did you feel    
depressed? (7) 

o  o  o  o  o 

8. During the 
last 30 days, 
about how often 

o  o  o  o  o 
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1 
None of the 
time (1) 

2 
A little of 
the time (2) 

3 
Some of the 
time (3) 

4 
Most of the 
time (4) 

5 
All of the 
time (5) 

did you feel that 
everything was 
an effort? (8) 

9. During the 
last 30 days, 
about how often 
did you feel so 
sad that nothing 
could cheer you 
up? (9) 

o  o  o  o  o 

10. During 
the last 30 days, 
about how often 
did you feel 
worthless? (10) 

o  o  o  o  o 
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Post-program questions 

3. Mindfulness-integrated CBT (MiCBT) end of program 

questionnaire 

Please enter your participant number: ________________________________  
(This number was given to you at your interview with Sarah Francis and is written on 
your participant information sheet.) 
 
  

Have you just completed the 8 week MiCBT program?  

oYes (1) 

oNo (2) 

Skip To: DASS 21 If Have you just completed the 8 week MiCBT program? = No 

What were the most helpful things you have learned for the program? 

 _______________________________________________________________________________________________________  

Describe how you have managed your daily routine to fit in practice? 

 _______________________________________________________________________________________________________  

Do you expect to maintain a regular mindfulness practice? 

 _______________________________________________________________________________________________________  

Do you feel that your ability to deal with life issues has changed at all? If you 

answer yes, please give examples. 

 _______________________________________________________________________________________________________  

Was the method of learning suitable for you? 

 _______________________________________________________________________________________________________  

What was the most helpful aspect of the program? 

 _______________________________________________________________________________________________________  
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What, if anything, has been disappointing about the program? 

 _______________________________________________________________________________________________________  

Have there been any changes to your medications since the program commenced? 

If yes, please provide details. 

 _______________________________________________________________________________________________________  

Is there any other feedback you would like to provide? 

 _______________________________________________________________________________________________________  
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6-month Follow up Questions 

 

4. Follow up Mindfulness integrated 
CBT (MiCBT): Follow-up Questionnaire  

Start of Block: Default Question Block  

Q1  

4. Mindfulness integrated CBT (MiCBT): Follow-up Questionnaire  

ID Please enter your participant number: 
(This number was given to you by Sarah Francis, the researcher in the email called  

“Participant number for MiCBT Questionnaires” e.g. 2015200)  

________________________________________________________________ Q3 Let's 
begin...  

You will see a progress bar on the bottom of the page as you go through each of the 
questionnaires. This will let you know how much of the survey you have already completed.  

The survey should take about 15-20 minutes.  

Completed program Have you completed the 8-week Mindfulness-integrated Cognitive 
Behaviour Therapy program?  

oYes (1) oNo (2)  

 

Skip To: DASS 21 If Have you completed the 8-week Mindfulness-integrated Cognitive Behaviour 
Therapy program? = No  

Page 1 of 5  

MiCBT Program Evaluation 
What type of mindfulness practice do you do? Select all that apply.  

Mindfulness of breath (2) 

Body scan (3) 

Loving kindness (4) 
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Other -please specify (1) ________________________________________________ 

None (6)  

On average, how often do you practice Mindfulness of Breath?  

oTwice per day (14 times a week) (1) oOnce per day (7 times a week) (2) oEvery 

second day (3 times a week) (3) oOnce per week (4)  

oOther (5) ________________________________________________ 

How long do you practice Mindfulness of Breath on average in a session? Please  

answer in minutes.  

   ________________________________________________________________ 

 

  

Display This Question: 
If MiCBT Program EvaluationWhat type of mindfulness practice do you do? Select all that apply. = 
Other -please specify  

Page 2 of 5  

 

During practice I attempted to notice when my mind wandered and bring it back to 
focussing on my breath. (Use the slide bar below)  

0 1 2 3 4 5 6 7 8 9 10  

Quality of practice ()  

On average, how often do you practice Body Scan?  

oTwice per day (14 times a week) (1) oOnce per day (7 times a week) (2) oEvery 

second day (3 times a week) (3) oOnce per week (4)  
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oOther (5) ________________________________________________ 

How long do you practice Body Scan on average in a session? Please answer in 
minutes.  

   ________________________________________________________________ 

body scan quality During practice I attempted to focus all my attention on feeling 
sensations in my body and to bring my mind back to this task when it wandered. (Use 
the slide bar below).  

0 1 2 3 4 5 6 7 8 9 10  

 

 

  

Display This Question:  
If MiCBT Program EvaluationWhat type of mindfulness practice do you do? Select all that apply. = 
Mindfulness of breath  

Page 3 of 5  

 

Quality of practice ()  

On average, how often do you practice Loving kindness?  

oTwice per day (14 times a week) (1) oOnce per day (7 times a week) (2) oEvery 

second day (3 times a week) (3) oOnce per week (4)  

oOther (5) ________________________________________________ 

How long do you practice Loving kindness on average in a session? Please answer in  

minutes.  

   ________________________________________________________________ 

Do you feel that the skills learned in the MiCBT course have equipped you to deal 
more effectively with life's difficulties?  
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oYes (1) oNo (2)  

Have you required additional professional support since completing the MiCBT 
program? e.g. seen a counsellor/psychologist/psychiatrist.  

oYes (1) oNo (2)  

Have you required additional professional support since completing the MiCBT program? e.g. seen 
a... = Yes  

Was this for a new or ongoing issue?  

oA new issue (1) oAn ongoing issue (2)  

Have there been any changes to medications since the program? If "yes", please 
provide details.  

oYes (1) ________________________________________________ oNo (2)  

What were the most helpful things about the MiCBT program? 
________________________________________________________________  

What were the least helpful things about the MiCBT program? 
________________________________________________________________  

Did you have any unexpected, challenging or difficult experiences that you associate 
with your practice of meditation?  

oYES (1) oNo (2)  

How did these experiences impact your life?  

   ________________________________________________________________ 

Are there practical ways that you apply your mindfulness skills in daily life?  

   ________________________________________________________________ 

Please feel free to write any comments or suggestions.  

   ________________________________________________________________ 

Now we will begin with the questionnaires.  
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6.7 Participant handouts 

Mindfulness integrated Cognitive Behaviour therapy 
(MiCBT) Research Trial 

 
Program worksheets 

 
These program materials have been developed by Bruno Cayoun and adapted by 
Sarah Francis for use in a Research Trial. Cayoun’s text “Mindfulness integrated 
CBT Principles and Practice" (Wiley 2011) describes the protocol for group program 
delivery.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Psychologist: 
Sarah Francis, Provider  no. 4148837A  
MA, M Psych, B.Ed, Dip. Psychodynamic Psychotherapy, Grad. Dip. In MiCBT, MAPS 
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Session 1 – Introduction to MiCBT 

In this session we will discuss: 

 Principles of mindfulness 

 Program expectations and goals  

 Defining mindfulness 

 The first mindfulness exercises: Progressive Muscle Relaxation and Mindfulness of the Breath, 
and their rationale and practice 

 How to tackle home exercises 

This “workbook” is a compilation of worksheets for each session of the program to provide support 
material for participants in an 8‐week MiCBT research trial program. It is not intended to be a stand‐
alone manual on MiCBT. There are worksheets and templates to journal and reflect on your practice. 
For additional comprehensive support for the program content “Mindfulness Integrated Cognitive 
Behaviour Therapy for Well‐being and Personal Growth” is recommended. 
 

What is MiCBT 

MiCBT is one of a growing number of mindfulness‐based programs. It offers a skillful integration of 
cognitive behaviour therapy with mindfulness to address a range of psychological problems and to 
improve psychological well‐being. Below is a brief overview of MiCBT.  
 
However, while it is interesting to have a theoretical understanding – the experiential learning in this 
program is what will enable you to make significant changes to your behaviours. 
 
What is mindfulness and how can it help me? 

Mindfulness enables us to remember to stay fully aware of what is actually happening at the present 
moment both internally and externally – with no bias, no judgement and no reaction. 
 
Mindfulness  is the ability to be fully aware of what  is happening as  it happens,  in contrast to our 
tendency to be “lost in thoughts” often about the past or the future, rarely present in the here and 
now. Mindfulness has roots in Eastern meditation techniques and MiCBT springs from the Vipassana 
tradition as taught by S.N. Goenka. Equanimity and impermanence are key principles. Equanimity 
is the ability to be unperturbed by events that arise – it is a state of awareness in which we are neither 
averse to unpleasant experiences nor do we crave pleasant ones – we accept our experiences with 
composure. This enables us to be less reactive in daily life and gives us self‐control and composure. 
Impermanence  refers  to  the  idea  that  everything  changes  all  the  time  –  nothing  is  permanent 
including our own mental and emotional experience. Realising this helps us to have a more detached 
attitude to experiences because we know that they are not permanent and will pass away. We can 
look at them more objectively.  
 
How do I learn mindfulness? 

We can practice being more mindful as we go about our normal life by being more present but the 
most effective way to develop mindfulness is by formal sitting meditation practices. In this MiCBT 
program  to  learn mindfulness  and  experience  its benefits,  you must be prepared  to  commit  to 
regular specific exercises. Our experience is that you are most likely to maximise the benefits of this 
program by a commitment to twice daily practice during the coming few weeks‐ the effort will pay 
off!  
 

The practice 

In MiCBT when we practice mindfulness we sit closed eyes and  initially we use the breath as the 
focus to develop attention and concentration.  We learn to decrease attention to intrusive thinking. 
We  also  learn  to  attend  to  body  sensations  non‐reactively  noticing  them  as  “just  sensations” 
whether pleasant or unpleasant. We come to see that body sensations cannot affect us unless we 



 

182 

react to them. Body sensations are  important because they are the way we experience emotions 
and not reacting to them helps us to accept and let go of emotions.  
 
The classes will teach you how to be more fully aware moment by moment and to see things as they 
really are, as they arise, so that you can find useful and effective ways to respond. These may be very 
different to habitual ways of reacting to problems. 
 
Changing unhelpful or unwanted habits becomes easier as mindfulness skills are consolidated and 
integrated into daily life. We learn to understand and accept the process of thinking and sensing and 
to be able to understand the ever‐changing nature of life. 
 

CBT 

CBT (Cognitive Behaviour Therapy) helps people to become aware of unhelpful thinking patterns 
and to change their thinking – to change the contents of unhelpful thoughts and behaviours. 

Integrating mindfulness and CBT 

MiCBT works on helping people to not only become aware of thinking patterns but also to be able 
to develop control over the processes that maintain unhelpful thinking; to change the process of 
thinking rather than the contents of thoughts. 

Changing habitual behaviours 

Both CBT and MiCBT use the principles of exposure and desensitisation to help us change unwanted 
behaviours. Unlike CBT however, MiCBT views reactivity as being to the sensations that result from 
our judgemental thinking. Learning to prevent reacting to body sensations creates the capacity for 
significant changes to our habitual feelings, emotions and behaviours.  
The principles of MiCBT can be applied to interpersonal skills as we learn to be less reactive across 
all aspects of life. Finally, MiCBT teaches people to develop empathy to themselves and to others as 
they  learn  to  reduce  reactivity  and  realise  that  they  are  the  first  beneficiary of  their  emotions, 
whether positive or negative.  

Program structure 

MiCBT is delivered in 4‐stages. 
● Stage 1 teaches mindfulness skills to improve attention to and understanding of thoughts and 

body sensations. 
● Stage 2  teaches how  to apply  these  skills  to  the  challenges of daily  life helping us  to  tackle 

previously avoided situations. 
● Stage  3  specifically  engages  the  mindfulness  skills  in  interpersonal  communication  and 

relationship issues. 
● Stage 4 explores personal ethics from a mindfulness perspective and uses compassion training 

to develop empathic understanding of ourselves and others. 

The group will meet  for 8  two‐hour  sessions  and  classes will explore new ways of dealing with 
thoughts and feelings. Participants will be invited to review and share their own experience with the 
practice exercises.  
 
These notes are designed to help with conceptual understanding – but the real understanding will 
happen through your own experience. This program guides participants through the various levels 
of experience of mindfulness exercises – do the practice and see for yourself! 
 
Occasionally when people begin mindfulness  exercises  they may  find  that  it  stirs up disturbing 
material  that  they may  have  forgotten  about.  Participants will  be  offered  access  to  individual 
counselling to assist them with this if they need it. 
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Audio instructions – available at www.melbournemindfulness.com 
(ask your instructor for the current password) 
Below is the usual sequence of exercises in MiCBT. Listen to the instructions to learn the exercise 
and then as soon as you are familiar with the exercise work on without the audio.  
 

Part 1 –stage 1 
Practice instructions: 

Week 1 
Tracks 1,2,3 and 4 for the first two days then 
track 4 for the rest of the week. 

Week 2 
Tracks 5&6 then add 10 more minutes 
without the audio instructions. After two 
days drop track 5 and continue with track 6 + 
10 extra minutes in silence. 

Week 3 
Tracks 7&8 for the first two days then track 8 
for the remainder of the week. 

Week 4 
Repeat week 3 exercises but without the 
audio instructions for 30 minutes twice daily. 
Do your best sit absolutely still during 
practice. Try to sustain awareness and 
equanimity during your day.  

Tracks: Part 1‐ Stage 1 
1. General introduction (1.13) 
2. Rationale for Mindfulness Training (10.57) 
3. Introduction to Progressive Muscle 

Relaxation (2.21) 
4. Progressive Muscle Relaxation (14.01) 
5. Introduction to Mindfulness of Breath (2.39) 
6.  Mindfulness of Breath (19.44) 
7. Introduction to Body Scanning (1.41) 
8. Body Scanning (31.34) 
9. Withdrawing the Audio instructions (3.23) 

 

Part 2 – stages 2,3 &4 
Practice Instructions: 

Week 5 
Tracks 1 & 2 for the first 2 days and then 
continue with track 2 for the rest of the 
week. 

Week 6 
Track 3 & 4 for the first 2 days and then track 
4 for the rest of the week. 

Week 7 
Tracks 5 & 6 for the first 2 days and then 
track 6 for the rest of the week. Add track 9 
and 10 Loving Kindness at the end of each 
session. 

Week 8  
Tracks 7 &8 for the first two days then track 8 
for the rest of the week. Loving Kindness 
Meditation in silence using your own words 
and style. 

Post program: 
Now that you have completed the program 
you have been introduced to a 
comprehensive set of mindfulness 
meditation practices. To maintain the gains 
you may wish to continue with a 
“maintenance” practice. You may be able to 
be self sufficient with this now, but Track 20 
is provided as a guided meditation in case 
you feel that the guidance is helpful. 

Tracks: Part ‐ Stages 2,3,4 
 
10. Introduction to Advanced Scanning (2.43) 

11. Symmetrical Scanning (13.00) 

12. Introduction to Partial Sweeping (1.35) 

13. Partial Sweeping (14.25) 

14. Introduction to Sweeping en Masse (1.46)) 

15. Sweeping en Masse (13.30) 

16. Introduction to Transversal Scanning   (1.19) 

17. Transversal Scanning (16.32) 

18. Introduction to Loving Kindness (3.12) 

19. Loving Kindness (8.11) 

20. Maintenance Practice (44.55) 

 

As described in the introduction, there are 4 stages to the MiCBT program and we will be working 
systematically through each stage. 
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Mindfulness exercises 

The exercises for the first week are explained and experienced in class – they are:  
● progressive  muscle  relaxation  ‐  to  facilitate  a  relaxed  body  and  posture  for  mindfulness 

meditation exercises and Mindfulness of Breath 

Progressive Muscle Relaxation  (PMR)  has been  shown  to  be  effective  as  a  relaxation  and  stress 
relieving technique. In this exercise we learn to relax muscle tension. You will learn to feel and let go 
of muscle  tension  in a  simple practical way and  this will help  to make you  feel more grounded, 
present and committed to self‐care as you engage with the practice each day. 
 
● We choose this technique in MiCBT because of its focus in the present reality of your experience 

rather  than  distracting  you  from  it  as  some  relaxation  exercises  do. PMR  relaxes  you while 
restoring the connection between mind and body 

● mindfulness of breath – focussing on breath, noticing as the mind begins to wander and learning 
to quickly bring attention back to the breath. 

For many people sitting entirely still and engaging your mind with nothing more interesting than 
your own breathing  is an extremely simple but difficult  task.  It  is made more difficult  if you are 
already stressed and anxious when you begin. Consequently our first exercise is designed to be body 
aware and to relax the body so that it can engage better in the mindfulness exercises.  
 

Summary 

The aim of this program is to increase our awareness of what is actually occurring ‐ what thoughts 
are arising and what is arising in the body. We learn to be able to manage our reactions ‐ to know 
our internal reactions so that we can choose skillful behaviours and minimise harm to ourselves and 
to those with whom we interact. 
We do this by practicing becoming aware of where our attention is and deliberately and repeatedly 
choosing  to  direct  attention  –  to  the  breath. Developing  the  concentration  needed  to  do  this 
(learning to stop the mind “wandering”) requires dedicated practice. 
To begin with we start to learn how to relax and attend mindfully to the body.  
___________________________________________________________________________________ 

Home Exercises: 

We have practiced the home exercises this week in the class – the audio instructions are simply to 
support you as you learn to be independent of them.  
1. Listen to the first 4 tracks and then practice PMR twice each day for the first 2 days. On day 3 

listen to tracks 4, 5 &6 and then for the rest of the week use tracks 4 & 6 to guide your twice daily 
practice.  

2. Reflect on your goals and refine them if you need to. 
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Goals for the program 

List the things you would like to have improved or changed: (be quite specific – how will you know 
that this has changed?) For example “being more assertive” is too vague – you may want to be able 
to say ”no” to a particular person for example.  

Targeted issue/problem  Success indicators 

   

   

   

   

   

 
Signed:___________________________________________Date:_____________________________ 
 
 
 
Mindfulness practice record sheet  
 
Week  _________________  
 
Name:  _______________________________________   Date:  ___________________________  
 

Day/date  Practice y/n 
Length of time 

  Total daily practice time 

Mon  am  ☐    …...mins 
 

pm  ☐    … ..mins   

Tues  am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Wed  am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Thurs  am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Fri  am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Sat 
 

am  ☐    … ..mins  pm  ☐    … ..mins   

Sun   am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Informal  am  ☐    … ..mins  pm  ☐    … ..mins   

Total practice for the whole week   

Notes on this weeks practice: 
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Session 2 

Now  that  you  have  spent  a week  practicing Progressive Muscle Relaxation  and Mindfulness  of 
breath, you are ready to consolidate the mindfulness of breath practice before progressing to the 
next  exercise. This week  try  to work unguided  – maintaining  your  attention on  the breath  and 
catching yourself in mind‐wandering mode so that you can re‐focus on the breath.  
In this session we will: 
● Review practice and practice challenges 
● Engage in practice 
● Explore the mechanisms of MiCBT, namely reactivity and equanimity 

We can notice our automatic or habitual thoughts. Often these are the  judgements we make‐   “ 
What’s wrong with me? Why can’t I do this mindfulness meditation? I must be stupid…”  
We tend to fall  into  judgemental thinking. The mind then gets  lost  in thinking about the past or 
worrying about  the  future and  this can set  the  ruminating or “mindfulness‐wandering”  thoughts 
going again. 
Mindfulness  of  breath  teaches  how  to  observe  normal  breathing  to  gain  some  control  over 
chattering thoughts. The breath  is being used as a focus of attention and we start to notice how 
distractible the mind often is. We also notice that breathing patterns vary from moment to moment. 
We are gradually learning to be less distractible. 
Physical discomfort during meditation can be very useful. Simply notice the discomfort –(try to think 
of it as “just sensations” – no labelling just noticing) and then return to your focus on the breath. This 
is an important skill – non‐reactivity! 
It is normal to be quite distractible at this stage in learning mindfulness skills – this will change in 
time and you will be able to sit for prolonged periods with less mind wandering and without needing 
to move. 
We gradually learn to:  
● Detect a thought as it arises 
● Inhibit the response to the thought – in other words not to entertain the thought and just let it 

go 
● Refocus attention to the breath 

As we learn this skill, we notice more quickly when the mind starts to wander. 
 

Mindfulness of breath ‐ sitting 

Choose a quiet and comfortable place to sit ‐  
Sit  comfortably  in  a  straight‐backed  chair. 
Try to sit away from the back of the chair and 
your knees a little lower than you buttocks – 
a cushion may help. 
Make sure your back  is straight and neck  is 
straight.  
Let  your  hands  rest  softly  on  your  lap  and 
simply breathe normally and as you do notice 
the  sensation  of  the  breath  entering  the 
body through the nostrils. 
Aches and pains may arise –  try  to  sit with 
them 
 
 
 –  may  be  itching,  heat,  stiffness  –  just 
observe. 
Simply be aware that air is flowing in and out. 
There  is  no  past  or  future  when  you  are 
watching  your  breathing,  only  this  present 
moment 
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Mindfulness Practice Challenges 

Practicing without moving or shifting position will help to develop non‐reactivity.  
People  typically  report a number of  challenges when  learning  to develop a  regular mindfulness 
practice. These include: 
 
Making a plan that will work – You may need to change your daily routine to make time for practice. 
The reward will be that you start to notice significant changes in how you feel.  
 
Sticking to the plan – Once you have a plan stick to it! When things go wrong and you miss a practice 
just make sure you do the next one – be gentle with yourself! 
 
Distractability – The  intrusion of uninvited  thoughts  is usually a problem  to begin with –  this  is 
normal! Simply bring your attention back to the breath over and over again! Your ability to control 
where you put your attention will start to improve little by little. 
 
Pain – When you notice pain  (remember  that  “pain”  is  sensations)  first of all  simply bring your 
attention back to your breath or to the part of the body you are scanning – if the pain seems to be 
too strong then direct your attention to the centre of the intense body sensation. You will notice 
that it may get stronger at first then it will begin to decrease. Curiously, trying to avoid the sensation 
(pain) will make it seem stronger – all experiences including body sensations are impermanent – they 
will pass away – “all things must pass” (George Harrison).  
 
Feeling sleepy during practice – You can change a few things to assist with sleepiness  ‐ increase 
the light; decrease the temperature; modify posture – make sure back is straight – knees below the 
buttocks. It may help to open your eyes slightly to let a little light in. If you are still drowsy get up 
and go for a walk for a few minutes and then return to practice – this too will pass! 
 
Trouble noticing sensations when doing the body scan – It is normal to have difficulty scanning 
the body at first – we are not used to this activity – the parts of the brain that are needed to feel the 
subtle sensations in the body are not well connected – this will happen with practice – like brain gym! 
It is important in body scanning to make sure posture is correct – as described above. 
 
Trouble  in being  still during practice – There will be many distractions as you  learn  to  sit  still 
including  external  noise,  feeling  too  hot  or  too  cold.  Intrusive  thoughts  may  challenge  the 
determination to practice – such as “ I don’t have time today”, “this is boring”, “maybe I’ll do it later 
on”, “I’m no good at this”. All of this is experience that we can simply notice. Then we can return the 
focus of attention to the exercise. 
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Diary of reactive habits 

Model of reactive habits – (Cayoun 2003)‐ the Co‐emergence model 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Our reaction can easily become a habitual behaviour.  If we can separate out the steps from each 
other, we are able to understand our actual experience and therefore modify the reaction. 
We experience how judging or evaluative thinking creates sensations ‐ especially when we think this 
is very personal ‐ (negative evaluation produces unpleasant sensations) and we can realise that our 
reactions are actually to our own sensations. 
 

Home exercises: 

1. PMR followed by Mindfulness of Breath twice daily – start by checking in on your body – make 
sure your posture is good and straight then use the track 4 exercises to loosen up. Then focus 
on the breath  ‐ track 6 for the remainder of the session. 

2. Diary of reactive habits (co‐emergence model) – use the template to map an example of two 
stressful events. 

3. When you wake up and just before sleep take a moment to be aware of sensations in your body 
without reacting – just noticing what is going on. 

   

Situation 
(external/internal) 
 

Sensory 
Perception 
(how did you know this was 
happening?) 

Evaluation 
(what did it mean to you?) 

 

Body sensation  
(how did it make you 
feel to think this way) 
 

Reaction 
(what did you do to make 
yourself feel better?) 
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Mindfulness practice record sheet  
 
Week  _________________  
 
Name:  _______________________________________   Date:  ___________________________  
 

Day/date  Practice y/n 
Length of time 

  Total daily 
practice time 

Mon  am  ☐    …...mins 
 

pm  ☐    … ..mins   

Tues  am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Wed  am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Thurs  am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Fri  am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Sat 
 

am  ☐    … ..mins  pm  ☐    … ..mins   

Sun   am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Informal  am  ☐    … ..mins  pm  ☐    … ..mins   

Total practice for the whole week   

Notes on this weeks practice: 
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Event/Situation 
(external/internal) 

  

Sensory Perception 
(how did you know this was happening?) 
  
  

Evaluation 
(what did it mean to you?) 

  

Evaluation 
(what did it mean to you?) 

  

Reaction/Response 
(what did you do to make yourself feel 
better?) 

  
  

Diary of reactive habits  (Cayoun 2003, 2011)- the Co-emergence model 

Name:____________________ 
Date:_____________ 
When did the event occur?____________ 
How distressed were you then?______ 
How distressed are about this event now? _____ 
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Session 3 

Having spent the week practicing mindfulness of breath you will be ready to start to practice body scanning. 
 
In this session we will: 
● Review practice 
● Engage in practice 
● Explore how body sensations work 
● Practice Body scanning 
● Explore a deeper understanding of interoception 
● Discuss the difficulties encountered in practice 

Body Scanning 

This week we will learn a new skill – body scanning. This will help us to become aware of body sensations as 
they arise and pass moment by moment. We are able to experience the intimate relationship between thinking 
and body sensations, in particular when we take the thoughts very personally. We learn to survey the whole of 
the body part by part, noticing arising sensations without judgment, neutrally. As you do this you start to realise 
that sensations come and go all the time. Follow the instructions on the audio instructions as you scan the body.  
We begin to experience that what we call an emotion is the result of the thinking and the body sensations that 
arise. For example with anger I may have the thought that “she shouldn’t have spoken to me like that” while in 
my body  I notice sensations that are hot, dense, and heavy and that move around.  I have come to call this 
feeling “anger” and I may say “I am angry” and may react by shouting or speaking forcefully.  If we are aware 
that body sensations are a key part of the emotional experience, we can simply observe the sensations and wait 
for them to change without having to DO anything and without identifying with them.  
We  tend  to  categorise  experiences  as  pleasant,  unpleasant  or  neutral. How we  judge  the  experience will 
determine the sensations we experience. 
When a difficult, challenging or threatening event is experienced there is a co‐emerging body sensation that 
jogs the memory. The more difficult or distressing the situation, the stronger and more unpleasant will be the 
sensation. When an apparently similar event occurs, this may cause similar unpleasant sensations to arise that 
may trigger a similar reaction. This is how we develop habits.  
We  can  observe  that  sensations  can  be  perceived  quite  objectively  in  terms  of  Mass  (light  –  heavy); 
Temperature  (cold – hot); Motion  (still  ‐ agitated); Cohesiveness or  fluidity  (loose – dense). Developing  the 
ability to observe objectively what goes on in the body enables us to detach and not take everything personally. 
 

Home exercises: 

1. Body scan – part by part ‐ the audio instructions are on tracks 7 and 8 – listen to the introduction then use 
track 8 for the rest of the week. 

2. Informal practice – becoming more mindful in daily life 
3. When noticing sensations arising – use the “interoceptive signature” (but not while you are doing the body 

scan) 
4. Awareness of body sensations pre and post sleep   
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Mindfulness practice record sheet  

 
Week   ________________   
 
Name: _______________________________________    Date:  ___________________________   
 

Day/date  Practice y/n 
Length of time 

  Total  daily 
practice time 

Mon  am  ☐    …...mins 
 

pm  ☐    … ..mins   

Tues  am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Wed  am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Thurs  am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Fri  am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Sat 
 

am  ☐    … ..mins  pm  ☐    … ..mins   

Sun   am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Informal  am  ☐    … ..mins  pm  ☐    … ..mins   

Total practice for the whole week   

Notes on this weeks practice: 
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Session 4 

In this session we will: 
● Review practice  
● Engage in body scanning practice  
● Discuss brain structure and function, neuroplasticity, and the brain and mindfulness,  
● Take a new look at things we tend to avoid – “exposure”  

 
Practicing body scanning techniques strengthens our brain’s nerve pathways in the somatosensory area. This 
makes us more aware of our sensations enabling us to notice subtle changes without reacting. 
Re‐visit the co‐emergence (5‐box) model. Think about how body sensations occur due to an evaluation, and 
how body sensations precede our reactions – sometimes habitually. The more we practice certain thoughts, 
such as negative intrusive thoughts, the more we consolidate the neural connection in our brains associated 
with these thoughts. This makes us more likely to have those thoughts again in the future; they start to become 
“automatic’ – we quickly turn to them without a great deal of conscious thought.  It is like being on automatic 
pilot when driving home. The route is so familiar and the habit is so strong that we can drive it without being 
consciously aware of how we got there.  
As you develop a sense of responsibility for your own experiences you are moving to part 2 of the program, 
learning advanced scanning and applying skills to address specific internal and external stressors. 
Advanced scanning methods increase the demands on the brain, which can only acquire skill by making new 
connections between neurons or strengthening weak existing connections. 
In advanced scanning, we produce fast neuroplasticity effects, which will enable us to quickly feel very subtle 
sensations. Once we begin  to  feel very subtle sensations  in the body, we can also notice the early signs of 
distress and choose to respond intentionally rather than react automatically. We can regulate emotions much 
better.  
By developing advanced scanning we are able to attend to sensations that are not so intense.  We are aware of 
the sensations as we are becoming anxious or angry. Thus we have  lowered our threshold of awareness of 
sensations and can manage our actions more skillfully. 
We are now applying what we have learned about our internal experiences to external experiences and events.  

Home exercises: 

1. Body scan – without audio instructions this week 
2. Pre and post sleep body awareness 
3. Use  your  SUDS  (subjective  units  if  distress)  form.  The  SUDS  scale    ranges from   0   to   100   like  a 

distress  thermometer where  0  is  least distressing and 100 is the worst distress imaginable. 
4. Identify  five distressing events and  list them with the most distressing  last. Choose something that you 

know will occur in the near future which is less than 50% on your SUDS scale.  
5. Use the exposure procedure discussed in class – 5 minutes focussing on the worst possible scenario, 1 minute 

focussed on the breath and 5 minutes focussed on the best case scenario. Do this four times before you will 
encounter the situation for real. Observe how you experience the situation when it does occur. 

6. Informal practice – mindfulness in daily life 
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Mindfulness practice record sheet 

 
Week   ________________     
 
Name: _______________________________________    Date:  ___________________________   
 
 

Day/date  Practice y/n 
Length of time 

  Total  daily 
practice time 

Mon  am  ☐    …...mins 
 

pm  ☐    … ..mins   

Tues  am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Wed  am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Thurs  am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Fri  am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Sat 
 

am  ☐    … ..mins  pm  ☐    … ..mins   

Sun   am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Informal  am  ☐    … ..mins  pm  ☐    … ..mins   

Total practice for the whole week   

Notes on this weeks practice: 
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Subjective Units of Distress (SUD) form 

Week 4 

Exposure to distressing events 

Write down 5 events that you believe are distressing and that you are likely to avoid because they cause some 
level of distress/discomfort. List the events in reverse order of difficulty – the least difficult and manageable 
first and the most difficult last. Rate the amount of distress each causes you form 1‐ 100. You will learn to use 
“bipolar exposure” (see below) to reduce the %  of distress. 
 
Situation  1 
 ___________________________________________________________________________________________  
 ___________________________________________________________________________________________  
Rating  – what percentage of distress would this situation cause? ……..% 
 
Situation  2 
 ___________________________________________________________________________________________  
 ___________________________________________________________________________________________  
Rating  – what percentage of distress would this situation cause? ……..% 
 
 
Situation  3 
 ___________________________________________________________________________________________  
 ___________________________________________________________________________________________  
Rating  – what percentage of distress would this situation cause? ……..% 
 
 
Situation  4  
 ___________________________________________________________________________________________  
 ___________________________________________________________________________________________  
Rating  – what percentage of distress would this situation cause? ……..% 
 
 
Situation  5 
 ___________________________________________________________________________________________  
 ___________________________________________________________________________________________  
Rating  – what percentage of distress would this situation cause? ……..% 
 
Bipolar exposure exercise:  
Choose something from your list that you know will occur in the near future which is less than 50% distressing. 
Use the exposure procedure discussed in class – 5 minutes focussing on the worst possible scenario, 1 minute 
focussed on the breath and 5 minutes focussed on the best case scenario. Do this for four times before you will 
encounter the situation for real. Observe how you experience the situation when it does occur. 
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Session 5 

In this session we will: 
● Review practice  
● Engage in practice symmetrical body scanning (scanning both sided together) 
● Discuss taking responsibility for our own thought and sensations 
● Discuss detaching for the experiences of others 

 
Developing an attitude of noticing and accepting what is arising without reaction is a major part of this work.  
When there are very difficult thoughts, feelings or sensations, shine the spotlight on them – deliberately pay 
attention to them – not to try to change them but to  look carefully at them while remaining calm and non‐
reactive. Allowing the unwanted has a strange effect of making it seem more bearable. 
Another reason that this is a sensible thing to do is that it is actually very difficult – in fact impossible, to not 
experience what you are experiencing. Try this – think about a big bar of your favourite chocolate – imagine 
yourself eating it. 
Now – do NOT think of chocolate …. how easy is this? 
And yet this is what we try to do a lot in our daily lives – "I’ll do anything to not have the experience I’m having 
–  I’ll  have  a  drink,  a  cigarette,  I’ll  turn  on  the  television  or  go  to  a  movie  ‐  I’ll  take  drugs,  go  to  the 
casino……anything  to  avoid  experiencing  what  I  am  experiencing".  In  some  cases  these  habits  become 
addictions. Now with  our  new  skill  of  observing what  is  going  on  including  noticing  sensations  as  simply 
sensations, we can take the time to just be with what is going on, losing the judgement; it is all just experience. 
It is interesting to observe that when we are more able to stay calm (not reactive) while interacting with others 
who are distressed, we can empathise with their suffering and impact their level of arousal. Observe if you find 
this to be true. 

Home exercises: 

1. Symmetrical body scanning – tracks 10 & 11 
2. Pre and post sleep body awareness 
3. Informal practice – being mindful in daily life 
4. Bi‐polar exposure to more difficult items on your SUDS form   
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Mindfulness practice record sheet 

 
Week   ________________   
 
Name: _______________________________________    Date:  ___________________________   
 

Day/date  Practice y/n 
Length of time 

  Total  daily 
practice time 

Mon  am  ☐    …...mins 
 

pm  ☐    … ..mins   

Tues  am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Wed  am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Thurs  am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Fri  am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Sat 
 

am  ☐    … ..mins  pm  ☐    … ..mins   

Sun   am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Informal  am  ☐    … ..mins  pm  ☐    … ..mins   

Total practice for the whole week   

Notes on this weeks practice: 
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Week 5 

SUD FORM 

Exposure to distressing events 

 
Write down 5 events that you believe are distressing and that you are likely to avoid because they cause some 
level of distress/discomfort. List the events in reverse order of difficulty – the least difficult and manageable 
first and the most difficult last. Rate the amount of distress each causes you form 1‐ 100. Use “bipolar exposure” 
to reduce the %  of distress. 
 
Situation  1 
 ___________________________________________________________________________________________  
 
 ___________________________________________________________________________________________  
Rating  – how distressing was this – out of 100 ‐   1.………%  2. ……..%   3………%  4………… % 
 
Situation  2 
 ___________________________________________________________________________________________  
 
 ___________________________________________________________________________________________  
Rating  – how distressing was this – out of 100 ‐   1………% 2. ……%   3………%  4………… % 
 
Situation  3 
 ___________________________________________________________________________________________  
 
 ___________________________________________________________________________________________  
Rating  – how distressing was this – out of 100 ‐   1………%        2. ……%   3……% 4………… % 
 
Situation  4  
 ___________________________________________________________________________________________  
 
 ___________________________________________________________________________________________  
Rating  – how distressing was this – out of 100 ‐   …1……% 2. ……%   3………%  4………… % 
 
Situation  5 
____________________________________________________________________________________________  
 
 ___________________________________________________________________________________________  
 
Rating  – how distressing was this – out of 100 ‐   1………% 2. ……%   3………%   4………… % 
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Session 6 

In this session we will: 
● Review practice  
● Engage in practice (partial sweeping/sweeping) 
● Discuss applying MiCBT to relationships – assertiveness 

 

Assertiveness 

There are 3 predominant communication styles – passive, aggressive and assertive. 
When people are stressed, anxious or depressed, they tend to be passive or aggressive rather than assertive. 
Getting what you want comfortably with people at home, work, family, or in the community is difficult – our 
own reactivity is a major part of the problem 
Being assertive  is an “executive” task  (frontal area of the brain) not an “emotional” task  (limbic area of the 
brain). 
We are using the skills learned already in the MiCBT training. 
 
 

Action  Notes  Example 

Ensure you have the others attention before you start 

State the facts  E.g. “for the last few weeks I 
have observed that…. 

In the last 6 months I have washed the 
dishes nearly every night 

State how you feel (I 
statement) 

I feel you….  When you don’t help me I feel that you 
don't care about how tired I am 

Take responsibility for your 
thoughts 

I thought this way because it 
meant to me that… 

I think that this means we are not 
working as a team and that I come 
second in this relationship 

Acknowledge the other – 
possible error in judgement 

This is what I thought; I may be 
wrong and it is possible that… 

I may be wrong in this – you are very 
good at fixing things and being social 

State what you want  What I want is a frank 
discussion about this… 

I would like you to co‐operate with me 
more and help me with the cleaning up 

Thanks for listening 
(providing reward) 

Show appreciation to the other 
for listening… 

I am glad you listened and seem to 
understand…. is there something you 
would like to say now? 

Negotiate win‐
win/compromise 

If the other will not provide 
what you ask for then 
negotiate a win‐ win ‐ 
compromise 

OK well if you are willing to help with 
the cleaning up three or four times a 
week, I will make an effort to be more 
social with our friends 

 

Home exercises: 

1. Body Scan (sweeping) ‐ tracks 14 &15 
2. Bipolar and in vivo exposure to using assertiveness in two items from your SUD form.  
3. Informal practice 
4. Pre and post sleep body awareness 
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Mindfulness practice record sheet 

 
Week   ________________   
 
Name: _______________________________________    Date:  ___________________________   
 

Day/date  Practice y/n 
Length of time 

  Total  daily 
practice time 

Mon  am  ☐    …...mins 
 

pm  ☐    … ..mins   

Tues  am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Wed  am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Thurs  am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Fri  am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Sat 
 

am  ☐    … ..mins  pm  ☐    … ..mins   

Sun   am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Informal  am  ☐    … ..mins  pm  ☐    … ..mins   

Total practice for the whole week   

Notes on this weeks practice: 
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Session 7  

In this session we will: 
● Review practice  
● Engage in practice (transversal scanning) 
● Discuss personal ethics and values and how contravening them makes us feel 

Ethics in life 

No matter what our cultural background we develop ethical frameworks by which to  live. There exist many 
ethical frameworks. 
 
From the MiCBT perspective we can consider what the impact is when we act in a way that is inconsistent with 
our own personal ethical framework e.g. how does it make me feel to prevent killing  ‐ eg a spider/mouse. How 
does it feel to perform the killing?  
 
Reflect on acting in a way that is not true to your personal ethics using the co‐emergence model: 
Diary of reactive habits – the co‐emergence model (Cayoun 2003) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Ethical Challenge: 

This week try an experiment – be mindful of any situations in which you may be tempted to: 
● Kill – e.g. a mosquito; a cockroach; a fish, an ant or a spider. Think about animals that have died to make 

something you eat or use. 
● Steal –  include things  like making a personal phone call at work; using work stationery; taking a “sickie” 

when well – taking what is not freely given eg: taking up someone’s time. 
● Inappropriate sexual actions that may cause harm –  unintended sexual activity 
● False or harmful speech – including gossiping and lying. 
● Taking intoxicants or mind altering substances – substances which may disinhibit ‐ acknowledging the need 

to be in control of our actions if we are to be mindful. 

Home exercise: 

1. Transversal scanning – tracks 18 &19   
2. Informal practice 
3. Pre and post sleep body awareness 
4. Ethical challenges 
5. Add Loving kindness to twice daily practice (you may want to make up your own version) 

  

Situation 
(external/internal) 
 

Sensory Perception 
(how did you know this was 
happening?) 
 

Evaluation 
(what did it mean to you?) 

 

Body sensation  
(how did it make you feel to 
think this way) 
 
 

Reaction 
(what did you do to make 
yourself feel better?) 
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Mindfulness practice record sheet 

 
Week   ________________   
 
Name: _______________________________________    Date:  ___________________________   
 

Day/date  Practice y/n 
Length of time 

  Total  daily 
practice time 

Mon  am  ☐    …...mins 
 

pm  ☐    … ..mins   

Tues  am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Wed  am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Thurs  am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Fri  am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Sat 
 

am  ☐    … ..mins  pm  ☐    … ..mins   

Sun   am  ☐    … ..mins 
 

pm  ☐    … ..mins   

Informal  am  ☐    … ..mins  pm  ☐    … ..mins   

Total practice for the whole week   

Notes on this weeks practice: 
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Session 8 

In this session we will: 
● Review practice  
● Engage in practice – sweeping in depth 
● Review the program and goals 
● Check on progress 
● Discuss maintaining the gains 

 
In the 8 weeks of this program we have introduced a sequence of body scans. When you master transversal 
scanning you will probably notice some free‐flowing sensations on the inside of the body. The final advanced 
body scan is to “sweep in depth”; sweeping so that your attention can be directed to the internal sensations as 
well as those on the surface of the body. There is no track for this scan; you will be able to engage with this 
exercise when your transversal scanning is sufficiently developed.  
 
Now that you have developed your mindfulness skills you will benefit from continuing with a regular practice.  
You may choose to vary the type of body scan that you do to prevent habituation and to enable you to check 
that you are still detecting sensations across the whole body. Track 20 provides a guided track for maintenance 
practice or you may be self‐sufficient by now. Start with a Mindfulness of Breath for about one third of your 
practice then practice Body Scanning and finish with Loving Kindness.  For the loving kindness make up your 
own words around wishing for your happiness and ability to live peacefully and harmoniously. 
Keeping up the practice! 
Although you have been participating  in a Research Trial, the Melbourne Mindfulness  Institute  is committed to 
offering  ongoing  support  to  those who  have  learned  the  skills  taught  in  the MiCBT  program.  Free monthly 
mindfulness practice sessions are available.  In addition we offer  “mini‐retreats”  for a small charge –  these are 
typically held on Saturdays. 
For more information contact the Melbourne Mindfulness Institute www.melbournemindfulness.com. 
The book “Mindfulness‐integrated Cognitive Behaviour Therapy for Well‐being and Personal Growth” by Bruno 
Cayoun  (Wiley 2015) provides a comprehensive self‐help guide to the program. 
 

Further reading 

● Mindfulness‐Integrated  CBT  Principles  and  Practice.  Cayoun,  B.  A.  (2011).  Chichester,  UK: Wiley‐ 
Blackwell.  

● Mindfulness‐integrated CBT for Well‐being and personal growth. Cayoun, B. A. (2015). Chichester, UK: 
Wiley‐ Blackwell.  

● Mindfulness in Plain English.  Gunaratana, B. H. (2002). Boston: Wisdom. 
● Eight Mindful Steps to Happiness Gunaratana, B.H. (2001). Boston: Wisdom. 
● The miracle of mindfulness. Hanh, T. N. (1975). Berkeley: Beacon Books. 
● The  art  of  living:  Vipassana Meditation  as  taught  by  S. N.  Goenka.  Hart, W.  (1987). New  York: 

HarperCollins.  
● The psychology of awakening. Eds Watson, G., Batchelor, S.,Claxton, G. (1999). Boston: Shambala. 
● Towards  the  Psychology  of Awakening:  Buddhism,  Psychotherapy  and  the  Path  of  personal  and 

spiritual Transformation. Welwood, J., (2002). Boston: Shambala 
● Being  Nobody,  Going  Nowhere: Meditations  on  the  Buddhist  Path.  Khema,  A.,  (1987).  Boston: 

Wisdom. 
● When the Iron Eagle Flies: Buddhism for the West. Khema, A., (2000). Boston: Wisdom. 
● Mindsight ‐ change your brain and your life.. Seigel, D.J. (2009). Melbourne: Scribe. 
● The Mindfulness Solution: Everyday Practices for Everyday Problems. Siegel, R.D., (2010). New York: 

Guildford. 
● Full catastrophe living: Using the wisdom of your body and mind to face stress, pain and illness. Kabat‐

Zinn, J. (1990). New York: Delacorte. 
● Coming To Our Senses: Healing Ourselves and the World Through Mindfulness. Kabat‐Zinn, J. (2005). 

New York: Hyperion. 
● The Brain That Changes Itself.  Doidge, N. (2010) Australia: Scribe   



 

209 

6.8 Appendix 6: Data Cleaning 

Data Cleaning and checking 
 
Data collected using Qualtrics software and downloaded to excel for Mac v16 and to SPSS v 
26. 

The following "fixes" were required to the time 0 (T0) data set. 

1). checking the external data reference and the participant ID entered by participants 
matched and fixing any typographical errors (eg lower case instead of upper case) 

2). deleting "false starts" - where a participant logged in but did not complete the 
questionnaire and subsequently logged in in later and completed the questionnaires  

3). working datasets created at each time point: 

 cleaning and screening including missing data, normality and linearity 

 removal of all identifiers and irrelevant fields to ensure anonymity of 
participants including name, IP address 

 create variable names for measures for time points 

 create split file (age 18-34/35-49/50-75) 

 create split file (medications y/n) 

 create total for each scale including reverse score items where required  

4). Files merged for all time points. To reduce the size of the SPSS file only the total scores 
from each time point were merged 

5). created variables: program completion (y/n); medication change (y/n) education (post-
secondary school y/n) 

6). created long form of data set for analysis in stata  

 
  



 

210 

6.9 Appendix 7: Thank you email 

Email accompanying gift voucher to participants who completed 6-month follow up 

questionnaires. 

Dear (participant name) 

Thank you so much for participation in the randomised controlled trial investigating the 
effectiveness of MiCBT. This gift voucher is a small token of our appreciation.  
 

Thank you. 


