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Introduction
• Mindfulness-Based Cognitive Therapy (MBCT) (1, 2) is a group-

based program developed specifically with the aim of reducing
recurrence rates of major depressive disorder (MDD).

• When delivered according to protocol, MBCT involves an initial
assessment session followed by 2 hour sessions delivered weekly
by an appropriately trained facilitator over 8 weeks.

• MBCT has an extensive research base supporting its value in
helping people who have had major depressive episodes reduce
their subsequent experience of this problem.

• While MBCT is increasingly supported by recommendations from
professional guidelines, there is relatively poor local availability of
MBCT, including under Medicare, Australia’s publicly-funded
universal healthcare system. The process whereby key policy
makers and incentive systems could be influenced towards
changing this can be considered as a project.

Method
We apply here a conventional project analysis tool, the ‘Strengths,
Weaknesses, Opportunities and Threats (SWOT)’ analysis to the
challenge of improving the availability of MBCT as considered in
Australia.

Results
Strengths
• There is good international evidence for the effectiveness of MBCT

(e.g., 3)
• Australian evidence of the effectiveness of MBCT is provided by the

Depression Awareness Recovery Effectiveness (DARE) study, a
pragmatic trial of MBCT conducted in the state of Victoria. Findings
in Table 1 from the first results paper published in 2014 (4) indicate:
o A substantial and significant reduction in days spent in MDEs in

two years of follow up.
o Some reassurance that MBCT can be safely delivered in

combination with anti-depressant medication.
• In a more recent paper from DARE (5), we also demonstrate that

MBCT is highly cost-effective. As shown in the Figure 1 results from
this paper, our confidence estimates indicate good evidence of
“dominance” for MBCT. This important health economic outcome
means that, if MBCT were to be implemented in mental health
services, there is a high likelihood that it would result in reduced
costs to the service and demonstrable health gains.

• Acceptability of MBCT among women is likely to relatively high (6).
• MBCT is supported by multiple professional and patient guidelines,

including, for example:
o Royal Australian and New Zealand College of Psychiatrists

Clinical Practice Guidelines (7).
o United Kingdom’s National Institute of Health and Clinical

Excellence (NICE) Guidelines include MBCT for prevention of
relapse/recurrence of multiply recurring MDD (8) .

o Australian National Depression Initiative (9).
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Weaknesses
• MBCT can be challenging to implement in typical mental health

care settings since the legitimate needs for the care of people with
acute illnesses is often placed above preventive activities.

• As primarily a group-based intervention, MBCT can be challenging
to implement within rural and remote settings (10).

• Acceptability of this intervention for men is likely to be relatively
low. In DARE, only 18.7% of participants were male (4).

• MBCT is already billed by certain practitioners under the Medicare
Benefits Scheme (MBS), which lists the prescribed range of health
services available under Medicare. However:
o Just 0.8% of MBS-funded psychology services are claimed for

group therapy (see Figure 2).
o Existing group therapy items under the MBS are not well suited

to MBCT delivery due to constraints on remuneration, session
length, and participant numbers (e.g., 6-10 for allied health).

• The availability of professional training, especially advanced
training, is patchy and overall inadequate to meet indicated supply.

Opportunities
• For public health services to effectively implement MBCT, some

investment will need to be made in recruiting people in remission,
for example by advertising or identifying people during acute-phase
and then setting up a recall system for contact some months later.

• For private health services, there may be untested scope to
influence private healthcare insurers.

• For MBCT delivered through Medicare, the constraint on numbers
could be modified to allow at least 12-16 participants and
remuneration doubled to reflect that fact that sessions are 2 hours.
This could be introduced as item amendments or as new items.

• Psychological services funded by MBS have recently been proven
to be inequitable, particularly those having high co-payments paid
by consumers (11). It is probable that reducing any co-payment will
make MBCT delivery more equitable.

• The impact and equitable delivery of MBCT could be further
increased by having available a fully-evaluated individual format.

• Mindfulness is in fashion in management training, including being
valued for possible cognitive efficiency benefits. Emphasising such
properties might improve acceptability to men in management roles.

Threats
• While occasionally there are invitations for submissions to influence

Government policy these are unpredictable and, in an environment
of fiscal restraint, there is reluctance to introduce substantially new
items to national insurance scheme entitlements.

• While mindfulness is becoming increasingly mainstream,
conservatism from members of key professions and concerns about
funding somewhat unconventional treatments may impede
progress.

• There is an increasing literature and public discussion about the
side effects of meditation and mindfulness (12) as well as criticisms
related to potential harms when mindfulness is taught in isolation
from its Buddhist origins (13).

Discussion
• Researchers need to engage with accounts of negative

experiences and critiques of secular mindfulness to present a
balanced and credible picture when advocating for MBCT.

• Suggested continuing advocacy actions include:
o Persistent lobbying of national and private insurers.
o Actions by professional colleges to promote the importance of

preventative interventions and MBCT as mainstream.
• Further research is needed on:

o Individual or other models of MBCT delivery that may overcome
the limitations that arise from the group-based format.

o Addressing the MBCT gender participation imbalance.

Table 1. Days in Major Depression Episode(s) (MDE(s)) for year 1 and 2 for MBCT and control groups  (intention to treat and per 
protocol) with per protocol antidepressant medication subgroup analyses

Figure 1.  DARE cost utility for implementing MBCT in mental health 
services compared to control.

Figure 2. Medicare Benefits Schedule (MBS) group and individual 
psychology items: January to December 2015
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Raw data Statistics based on log transform

MBCT 
mean days (n)

Control
mean days (n)

Ratio estimatea

MBCT:Control
mean (95% CI)

Repeated measures ANOVA Effect size

ITT
Year 1 31.5 (81) 51.1 (85)

0.54 (0.34 to 0.87) F(1, 164) = 4.56, p = 0.03 omega2 = 0.02
Year 2 33.2 (81) 60.6 (85)

PP (≥ 4 sessions) 

Year 1 30.5 (67) 51.1 (85)

0.47 (0.28 to 0.76) F(1, 150) = 5.52, p = 0.02 omega2 = 0.02
Year 2 27.7 (67) 60.6 (85)

Medication - yes

Year 1 31.9 (41) 51.7 (52)

0.36 (0.19 to 0.66) F(1, 91) = 5.76, p = 0.02 omega2 = 0.04

Year 2 17.1 (41) 69.8 (52)

Medication - no

Year 1 28.2 (26) 50.1 (33)

0.71 (0.32 to 1.59) F(1, 57) = 0.48, p = 0.49 omega2 < 0.001

Year 2 44.4 (26) 46.2 (33)
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