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Abstract
Background: It is recommended that Mindfulness-Based Cognitive Therapy (MBCT) instructors should undertake MBCT themselves before teaching others. 
Aim: To investigate the impact of MBCT (modified for stress not depression) on trainee clinical psychologists.  
Method: Twenty trainees completed questionnaires pre- and post-MBCT. 
Results: There was a significant decrease in rumination, and increases in self-compassion and mindfulness. More frequent home practice was associated with larger decreases in stress, anxiety and rumination, and larger increases in empathic concern. Only first-year trainees showed a significant decrease in stress. Content analysis of written responses indicated that the most commonly reported effects were increased acceptance of thoughts/feelings (70%), increased understanding of what it is like to be a client (60%), greater awareness of thoughts / feelings/ behaviours/ bodily sensations (55%) and increased understanding of oneself & one’s patterns of responding (55%). Participants reported increased metacognitive awareness and decentering in relation to negative thoughts. Eighty-five percent reported an impact on their clinical work by the end of the course. 
Conclusions: Trainee psychologists undergoing MBCT experienced many of the psychological processes / effects that they may be eventually helping to cultivate in clients using mindfulness interventions, and also benefits in their general clinical work.  
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Introduction
The decision to offer a Mindfulness-Based Cognitive Therapy (MBCT, Segal et al., 2002) course to clinical psychology trainees was based on three main considerations.  First, given the increasing interest in mindfulness as a key component of a number of different therapeutic interventions (others include Acceptance and Commitment Therapy, Hayes, Strosahl, & Wilson, 1999;  Dialectical Behavior Therapy, Linehan, 1993 and Mindfulness-Based Stress Reduction, Kabat-Zinn, 1990), it seemed important to provide an experiential course to inform the trainees’ study and critical evaluation of these relatively new approaches. In addition, there is a high level of consensus amongst those using mindfulness-based approaches that it is essential to experience mindfulness practice from the inside before instructing others (e.g. Segal et al., 2002).  A second consideration was that, whether or not the trainees choose to use mindfulness interventions with their clients, the practice of mindfulness may contribute to the development of their skills of self-awareness and reflection, and thus make a positive contribution to their training as therapists.  In a recent model of therapist skill development from the cognitive paradigm, Bennett-Levy (2006) describes mindfulness as one of three overlapping attributes (the others being empathy and reflection-in-action) of the interpersonal perceptual skills of attunement and receptivity which he sees as a key part of the procedural system of therapist skills.  
The final reason was that as well as providing an opportunity to learn potentially useful specific and more general therapeutic skills, MBCT might be helpful as a stress-management intervention. Mental health work can be stressful and up to 40% of clinical psychologists report ‘caseness’ levels of distress (Hannigan, Edwards & Burnard, 2004). A pilot randomised controlled study of Mindfulness-Based Stress Reduction (a slightly different form of mindfulness training) for mixed health professionals found lower stress and higher self-compassion in the mindfulness group than the wait-list control group after controlling for baseline levels (Shapiro, Astin, Bishop & Cordova, 2005). A previous study of clinical psychologists in training investigated a different form of mindfulness training, which involved fourteen sessions and shorter (10 minute) practices (Moore, 2008). Using a pre-post design including only trainees who had attended at least eight of the sessions, it was found that there were increases in mindfulness and one aspect of self-compassion scale but no changes in perceived stress. The current study aimed to investigate the impact of the form of mindfulness intervention that clinical psychologists in the UK are probably most likely to provide in the NHS – Mindfulness-Based Cognitive Therapy - as it is the only form currently recommended in guidelines produced by the National Institute for Health and Clinical Excellence (NICE, 2009). As students at different stages of the three year course had differing work demands and levels of clinical experience, preliminary analyses were undertaken to investigate any indication of a differential impact depending on the stage of training.
Method
Participants

An invitation to participate in the mindfulness course was emailed to all trainees undertaking a doctorate in clinical psychology at the Institute of Psychiatry, King’s College London. There was a prior decision that the group should not be too large so only the first 22 respondents were accepted. Of these, one changed her mind just before the course began and another dropped out after attending the first session (reason not known). Of the remaining 20 female participants, nine were in the 1st year, six were in the 2nd year and five were in the 3rd year of training. Participants were not asked to disclose sociodemographic information such as age or ethnicity as this could have broken anonymity.
Measures

Perceived Stress Scale (PSS; Cohen, Kamarck & Mermelstein, 1983)

The 14-item version of this questionnaire was used to assess perceived stress over the past month, in particular the extent to which situations in the respondent’s life are appraised as unpredictable, uncontrollable and overloading. This widely-used scale demonstrates adequate reliability and validity (e.g. Cohen, Kamarck & Mermelstein, 1983). 

Hospital Anxiety and Depression Scale (HADS; Zigmond & Snaith, 1983)

Levels of anxiety and depression were measured using the HADS, which has 14 items on a 4-point Likert scale (range 0-3).  There are two subscales, one for depression and the other for anxiety, both with a maximum score of 21. For each subscale, scores of 11 and over are viewed as clinical cases and 8-10 is a borderline score (Zigmond & Snaith, 1983). This widely used measure has been shown to be reliable and valid in a number of populations (e.g. Bjelland, Dahl, Haug & Necklemann, 2002).  

Interpersonal Reactivity Index (IRI; Davis, 1983)

This 28-item questionnaire has four scales: 1) Empathic Concern, feeling emotional concern for others; 2) Perspective Taking, cognitively taking the perspective of another; 3) Fantasy, emotional identification with characters in books, films etc., and 4) Personal Distress, negative feelings in response to the distress of others. This scale demonstrates adequate validity (Davis, 1983).

Five Facet Mindfulness Questionnaire (FFMQ; Baer et al., 2006)

The FFMQ is based on a factor analytic study of five independently developed mindfulness questionnaires, which yielded five factors: Observing (mindful noticing or attending to internal or external experience), Describing (ability to find words to describe one’s experiences), Acting with Awareness (acting with attentiveness rather than being distracted or lost in thoughts / feelings, or in ‘automatic pilot’ mode), Non-Judging of Inner Experience (non-judgemental attitude to one’s thoughts, emotions and perceptions), and Non-Reactivity to Inner Experience (awareness of thoughts and feelings without becoming lost in them or having to react to them).  This scale has good reliability and validity (Baer et al., 2006).
Rumination-Reflection Questionnaire (RRQ; Trapnell & Campbell, 1999)

This 28-item questionnaire was designed to distinguish two different types of self-focus. The rumination scale represents self-attentiveness motivated by perceived threats, losses or injustices to the self. Reflection represents self-attentiveness motivated by curiosity or epistemic interest in the self.  Validation studies support this distinction (Trapnell & Campbell, 1999).
Self-Compassion Scale (Neff, 2003)

This 26-item scale aims to assess self-compassion. Neff (2003) reports that factor analysis indicated six subscales which she labelled as follows: Self-Kindness (“I’m kind to myself when I’m experiencing suffering”), Self-Judgement (e.g. “When I see aspects of myself that I don’t like, I get down on myself”, Common Humanity (e.g. “I try to see my failings as part of the human condition”), Isolation (e.g. “When I fail at something that’s important to me I tend to feel alone in my failure”), Mindfulness (e.g. “When something painful happens I try to take a balanced view of the situation”), Over-identification (e.g. “When I’m feeling down I tend to obsess and fixate on everything that’s wrong”). The scale demonstrates adequate reliability and validity (Neff, 2003). 

Mechanisms of Mindfulness Questionnaire
A 26-item questionnaire was devised for this study in order to investigate possible mechanisms by which mindfulness training has its effects. There would not have been the space to include validated questionnaires for each potential mechanism, so this questionnaire was intended to give preliminary information that could guide the choice of established questionnaires in future studies. It was designed to be retrospective only, because some of the concepts were considered difficult to rate before the training, such as the items concerning a decentred perspective. The literature on mindfulness was searched for potential mechanisms. These ranged from rumination, acceptance, avoidance, pausing before responding, taking a decentred perspective on thoughts and emotions to core belief activation (e.g. feeling a failure). See Table 3 for a list of the items. Participants are asked to “Please indicate the extent to which you do the following, compared to before the mindfulness course”. There is a multiple-choice scale with seven responses: ‘much less than before’ (-3), ‘less than before’ (-2), ‘a little less than before’ (-1), ‘about the same’ (0), ‘a little more than before’ (1), ‘more than before’ (2) and ‘much more than before’ (3).  Therefore, positive values indicate an increase, negative values indicate a decrease. This questionnaire was at the end of the pack so it would not influence participants’ responses to the open-ended questions. 

General feedback about home practice and the impact of course

Participants were asked to write down the most important things that they had learnt during the course (open-ended question). Multiple choice questions (with responses ‘not at all / to a small extent / moderately / a great deal’) were give to assess the extent to which, as a result of the course, participants responded to stress or negative thoughts / feelings differently, had changed the way they think or feel about themselves or psychological problems or stress, and any impact on their clinical work (see Table 5 for exact wording). Under each question the participant was also asked ‘In what way? Can you give an example?” with spaces for further written responses about the impact of the MCBT. Questions were included about the amount of home practice they had undertaken, in terms of length of time and number of days per week (multiple choice options). Further questions assessed whether this had felt the right time in their training, whether they would have preferred to undertake the MBCT course with people who were not their colleagues or with instructors who were not involved in their training in any way. 

Procedure

The study had been approved by the Ethics Committee for King’s College London. Information about the mindfulness course was sent to all trainees on the Institute of Psychiatry doctoral clinical psychology training course. Trainees who were interested in participating contacted the experimenters and an appointment was arranged for a brief pre-course interview conducted face-to-face or on the telephone. This consisted of provision of further information about the course and the home practice, a check that the participant had adequate social support in case difficulties arose, and the opportunity to ask questions or disclose any emotional or physical vulnerability (e.g. a bad back) of which the trainee wished to inform the instructors. Participants gave informed consent regarding their participation. A researcher not involved in this study emailed participant codes to the trainees so that the questionnaire responses were anonymous to the investigators. Questionnaires were completed in the first and last session of the course. The time period for the course was January to March. Trainees were also offered the opportunity to attend a follow-up session to discuss research evidence regarding MBCT. 
Intervention

The content of the eight week MBCT course was based on Segal et al. (2002) but the parts specific to depression were altered to focus on stress. Each class, which took place at the Institute of Psychiatry, King’s College London, included at least one guided mindfulness practice followed by discussion of people’s experiences. Participants were invited to practice mindfulness meditation at home each day for about 45 minutes, with the guidance of a CD. Classes 2-8 included discussion of this home practice. It was delivered by the two investigators, who were undertaking a post-graduate certificate / diploma in mindfulness-based approaches at the University of Wales, Bangor, UK. One of the investigators (JW) had previously provided two MBCT courses to people with a history of recurrent depression. Neither was employed on the D.Clin.Psy. programme but both acted as supervisors / tutors for individual trainees and taught on the course. Supervision was provided to each facilitator separately by experienced mindfulness instructors. 

Analysis 

Paired t-tests were used to compare questionnaire responses taken before and after the course. 

Although the numbers of participants were small, preliminary analyses were carried out to examine whether first year trainees (n=9) showed a different response to the MBCT course to those in the second and third year (n=11; these years were combined because of the smaller numbers). Independent t-tests were used to compare change in questionnaire measures (post scores minus pre-scores) between the first years and the 2nd / 3rd years. Pearson’s correlations were used for preliminary investigations of the associations between changes in the various questionnaire measures and 1) changes in stress and 2) amount of home practice. As this was a preliminary study, no corrections were made for multiple comparisons, so that potentially interesting patterns could be identified for investigation in larger controlled studies in the future. Only significant results or marginally significant trends are reported in the text. 
For the written responses to open-ended questions about what had been learnt and the impact of the course, content analysis was undertaken. Initial inspection indicated that the responses to these open-ended questions showed similar themes, so it was decided to rate themes across the different open-ended questions together. Firstly the two authors independently searched the responses for themes. They identified very similar themes so these were refined and agreed upon. Next the two authors independently rated the responses according to these themes. Initial inter-rater reliability ranged from 80-100%. Where there were disagreements, codings were discussed and an agreement reached. Only effects mentioned by at least two participants are reported.
Results

Attendance and home practice
Seven participants attended all eight sessions, six participants attended seven sessions, five participants attended six sessions and two participants attended five sessions. The mean amount of home practice reported per week was 91.9 mins (SD=74.3). Self-reported average number of days per week of home practice was as follows: 0 days, n=3 (15%); 1-2 days, n= 11 (55%); 3 days, n=3 (15%); 4-6 days, n=3 (15%). 
Comparison between pre- and post-MBCT measures

The results of paired t-tests comparing scores on the questionnaires completed before and after training are shown in Table 1.  There was a significant decrease in rumination and increases in mindfulness and self-compassion. Other measures did not show significant changes.
Relationship between home practice and change in psychological variables 

Great duration of home practice was significantly correlated with larger decreases in rumination (r(20)=-0.49, p=0.039) and larger increases in empathic concern (r(20)=0.484, p=0.042). More days per week of home practice were significantly correlated with larger decreases in stress (r(19)=-0.557, p=0.013), rumination (r(20)=-0.650, p=0.002) and anxiety (r(20)=-0.602, p=0.005) and larger increases in empathic concern (r(20)=0.511, p=0.021). 
Comparison of participants in different years of training
Although the numbers of participants were small, preliminary analyses were carried out to examine whether trainees from different years showed a different response to the MBCT course. (See Table 2 for means and standard deviations on questionnaire scores for the three years). The first years (n=9) were compared to the second and third years (n=11), who were combined together because of the small numbers. Results of independent t-tests indicated that there was a significant difference in changes in self-compassion (t(19)=2.4, p=0.025), with the first years (Pre-MBCT Mean = 18.1, SD=3.1; Post-MBCT Mean = 20.6, SD=2.6) showing a larger increase than the 2nd / 3rd years (Pre-MBCT Mean = 19.9 SD=2.6 ; Post-MBCT Mean = 20.1, SD=2.6). There was a non-significant trend for a group difference in change in perceived stress (t(19)=-2.0, p=0.058).  As this trend was potentially important with regards to the optimum time for providing MBCT training, it was explored further. A paired t-test indicated that the first years showed a significant decrease in stress after the MBCT course (t(8)=2.7, p=0.028). The numbers of 2nd and 3rd years were too small to use paired t-tests but inspection of the mean scores indicated that the 2nd years showed a very small decrease in stress whereas the 3rd years showed an increase in stress (see Table 2 for means and standard deviations). In order to investigate whether differences between first years and second / third years could be accounted for by different levels of home practice, the number of minutes per week were compared using an independent t-test. This indicated no significant group difference (t(18)=0.8, p=0.79). To compare the number of days per week of home practice, the first two response groups (0 days and 1-2 days) were combined, as were the other two options (3 days or 4-6 days). There was no significant group difference (Fisher’s Exact Test=1.0, p=0.66).
Associations between changes in stress and other psychological variables

Reductions in stress correlated significantly with reductions in rumination (r(19)=0.63, p=0.004) and anxiety (r(19)= 0.53, p=0.020) and increases on the empathic concern subscale of the IRI (r(19)=-0.55, p=0.015). There was a non-significant trend for reductions in stress to be associated with increases in self-compassion (r(19)= -0.41, p=0.080). 
Self-reported changes on variables proposed as potential mechanisms for MBCT

Table 3 shows the results for the Mechanisms of Mindfulness Questionnaire, assessing self-reported changes on variables that have been proposed as possible mechanisms of change in mindfulness training. All variables showed mean change in the predicted directions. To further investigate the properties of this new measure, the ‘Helpful’ and ‘Unhelpful’ items were totalled separately to derive two subtotals. Higher scores on the Helpful subscale were significantly correlated with lower scores on the Unhelpful subscale (R(19)=-0.72, p<0.0005); in other words, self-reported increases in potentially adaptive responses were associated with reductions in unhelpful ones. Associations between scores on the Mechanisms of Mindfulness Questionnaire and pre-post changes in scores on the other measures were investigated using Pearson’s correlations. Higher scores on the Helpful subscale were significantly associated with increases in mindfulness (r(19)=0.48, p=0.040), self-compassion (r(19)=0.48, p=0.047), and reflection (r(19)=0.52, p=0.021), and there was a non-significant trends for associations with reductions in stress (r(18)=0.-0.42, p=0.087) and rumination (r(19)=-0.45, p=0.052). Lower scores on the Unhelpful subscale were associated with increases in mindfulness (r(19)=-0.64, p=0.003), self-compassion (r(18)=-0.82, p<0.0005), and reflection (r(19)=-0.61, p=0.006) and there were non-significant trends for the associations with decreases in stress (r(18)=0.43, p=0.072) and in rumination (r(19)=0.43, p=0.069). 
Content analysis of written answers about impact of MBCT 

Themes identified in open-ended responses to questions about what had been learnt or had changed as a result of the training are shown in Table 4. The responses were judged to fall under five broad subject areas:  1) acceptance and compassion, 2) increased awareness, 3) new ways of responding, 4) impact on clinical work and 5) difficulties. The most commonly reported effects were increased acceptance of thoughts/feelings (70%), increased understanding of what it is like to be a client (60%), greater awareness of thoughts/feelings/behaviours/bodily sensations (55%) and increased understanding of oneself & one’s patterns of responding (55%).
Multiple choice questions about impact of the MBCT

The results of the multiple choice questions about the impact of the MBCT are shown in Table 5. 

Timing and delivery issues
Regarding to the timing of the MBCT course in their professional training, one participant (5%) indicated that it was ‘too early’, 15 (75%) responded it was ‘just right’, two (10%) indicated it was ‘too late’ and two (10%) said it was ‘much too late’. The participants who indicated that it was ‘too late / much too late’ were all third year trainees. Three participants (15%) indicated that they would have preferred to have done the course with people who were not their colleagues, seven (35%) were unsure and ten (50%) would not have preferred that option. Seven participants (35%) indicated that they would have preferred to have instructors that were not involved in any way with the clinical course, six (30%) were unsure and seven (35%) would not have preferred that alternative.
Discussion

Trainee clinical psychologists reported a range of beneficial effects of undergoing MBCT, both at a personal and professional level. Measures completed before and after the course indicated significant reductions in rumination and an increase in self-compassion and mindfulness, for the group as a whole. The first year trainees also showed a significant decrease in stress. For the open-ended questions, the most commonly reported effect of the MBCT was greater acceptance of thoughts and feelings, followed by greater awareness of thoughts / feelings / bodily sensations and their own patterns of responding. The items on the Mechanisms of Mindfulness Questionnaire showing the largest endorsements were those relating to metacognitive awareness and taking more of a ‘decentred’ perspective when having negative thoughts. All of these changes are consistent with the key aims of mindfulness interventions, so these are promising preliminary findings. 
The participants’ personal experiences of changes in psychological processes during this course, such as increased mindfulness, self-compassion, acceptance and meta-cognitive awareness and decreased rumination may help them to be more effective future instructors in mindfulness-based approaches, both through greater direct experiential understanding of the processes involved and effective modelling to participants. It is encouraging that even by the end of the eight week course, most of the trainees reported that the MBCT was already beginning to impact on their general clinical work. The experience of being on the receiving end of a psychological intervention was the most frequently mentioned learning experience. Other effects reported included a greater understanding of mindfulness concepts and group processes and an appreciation of the difficulties of doing homework.  Furthermore, three trainees commented that they were more aware of their own reactions within therapy sessions as a result of the MBCT, even though this had not been mentioned in the course. Increased in-session awareness could potentially make a significant impact on the therapeutic process and could be considered for inclusion more formally in future mindfulness learning with trainee clinical psychologists.  Future studies should include a follow-up assessment to measure longer-lasting effects on trainee clinical psychologists. 
The findings of increased self-compassion and mindfulness are broadly consistent with reports of beneficial effects of other forms of mindfulness training (e.g. Mindfulness-Based Stress Reduction; MBSR) in other health professional groups (e.g. Shapiro, Astin, Bishop, & Cordova, 2005). The impact of this specific form of mindfulness training, MBCT, has been much less investigated with regards to its impact on health professionals. A previous study of MBSR for qualified health care professionals (Shapiro et al., 2005) also found a significant decrease in stress, which was shown only by the first years in the present study. The participants in the Shapiro et al. (2005) study, who had been recruited specifically to address stress and burnout, had higher pre-training perceived stress scores than the participants in the current study. However, the trainees in the current study did have higher pre-MBCT stress levels than had previously been reported in a US general population study (Cohen & Williamson, 1988), so it was encouraging that the stress levels in the first-year trainees reduced to general population levels after the MBCT.  The mean levels of anxiety and depression in the current study were well below clinical cut-offs so it is not surprising that there was no significant decrease on these measures.

The benefits of the MBCT were most apparent for the first year trainees. Not only were they the only year to show a significant decrease in perceived stress at the end of the course, but they also showed a significantly larger increase in self-compassion than the second / third years. The first years did not report undertaking more home practice than the second / third years, so this does not account for the difference. They did have slightly higher stress levels to begin with, but their decreased stress contrasts to increased stress in the third years by the end of the MBCT. Most of the third years thought that the MBCT had come too late in their training course. For this cohort, the course coincided with a time on the course when they were at the busiest point of data collection with their final dissertation (January to March) and it is not surprising that that their mean stress levels were higher at the end of this period. It is also possible that the home practice associated with the MBCT may have been experienced as a further burden at this particularly busy time. It should be noted that only a small number of third years chose to attend this course and it is not clear how representative they would be of third years in general. Nevertheless, given these preliminary findings regarding the differential impact across the years, it would be worth further investigating the optimum delivery time for the MBCT. 

The amount of home practice that MBCT participants are invited to undertake is about 45 minutes per day for six days a week (270 mins). The average amount of practice reported was considerably less than this, at 91.9 minutes per week. It is noteworthy that seven participants said they would have gained more from the course if they had given it more time, and saw it partly as a missed opportunity. Perhaps more discussion about one’s ability to undertake home practice could take place in individual pre-MBCT interviews. More time could be given to help potential participants consider for themselves the practicalities and barriers relating to the establishment of a home practice routine, and possible advantages and disadvantages of either regular home practice or attending the sessions without undertaking regular practice. This would need to be done very carefully as some participants reported considerable resistance about the invitation to practice daily. This type of discussion may be particularly important given that a greater frequency of home practice (number of days per week) was associated with larger increases in empathic concern, and larger decreases in rumination, stress and anxiety. Similarly, increased total durations of weekly practice were associated with larger decreases in rumination and greater increases in empathic concern. Obviously these findings are only correlational and the nature of the association cannot be ascertained in this study, but the possibility that greater duration or frequency of home practice leads to greater benefits could be investigated in future research. Although the literature is inconsistent, there are a few studies that have also found an association between the amount of home practice and outcomes (e.g. Carmody & Baer, 2007). As far as the authors are aware, this is the first time that an association between more home practice and increases in empathic concern has been reported. 

The Mechanisms of Mindfulness Questionnaire was designed for this study in order to give preliminary information about possible processes of change in the MBCT course. It was deliberately retrospective as it was felt that some of the items would be difficult to rate before the MBCT but it should be noted that both demand and memory effects may influence responses. However, scores on this measure were significantly correlated with changes in questionnaires taken before and after the MBCT that were assessing hypothesised processes of self-compassion, mindfulness and reflection, suggesting that it may be a valid method for assessing perceived changes in hypothesised process variables. It was designed to contain a wider range of different content than is usually included in a single questionnaire, in order to guide the choice of validated questionnaires in subsequent studies. For example, the finding that items assessing a ‘decentred’ perspective / metacognitive awareness showed the largest mean change might indicate that validated measures of such processes may be useful in future research. It is interesting to note that rather than one or two items on the Mechanisms of Mindfulness Questionnaire showing relatively large shifts, all of the items showed small amounts of mean change in the predicted direction. It is likely that MBCT involves a range of different but interacting psychological processes rather than one or two key factors. Limitations of this pilot study include the small sample size and it cannot be known whether the possible effects would generalise to all clinical psychology trainees as this was a self-selecting sample within one training course. The ‘first come, first served’ recruitment method may have led to biases in the sample, such as increased likelihood of inclusion of trainees who were more enthusiastic or felt in greatest need of help. The lack of a control group means that it cannot be concluded that the changes found are actually attributable to the MBCT. For example, the reduction in perceived stress in the first years may have been caused by a process of general adjustment to their new role rather than the mindfulness training. 
Another limitation was that the instructors were still being trained in mindfulness approaches and greater effects may have been achieved with more experienced facilitators. Although both instructors were being supervised by more experienced mindfulness teachers, the treatment integrity was not checked by having tapes of sessions systematically rated. There is also the possibility of demand effects - the trainees would have been more aware of the theoretical rationale of the intervention than service-users and this may have influenced how they responded to the questionnaires. In addition it would have been preferable if the open-ended responses had been rated by independent researchers. Some participants also noted that they would have preferred to have instructors that were not in any way involved with the clinical training course, which may be a consideration for future implementations of such training.
The content of the MBCT programme provided is a further issue for consideration. This had been altered to mention stress rather than depressive relapse as the latter would not be appropriate for most trainees. Although an adapted form of MBCT for stress reduction is being quite widely used in the UK, particularly in non-NHS settings, this form of MBCT has not been investigated in randomised controlled trials and there is no set protocol. Furthermore, there was a tension between providing the trainees an experience of MBCT that was as close as possible to what they would deliver to service-users, and refining the programme to their particular needs. For example, some trainees reported some frustration with the cognitive exercises because they were already familiar with the cognitive model, yet as a training experience in the delivery of MBCT programmes it is arguable that these should nevertheless be included. 

In conclusion, MBCT for trainee clinical psychologists was associated with a range of effects, including decreased rumination and increased self-compassion, mindfulness, meta-cognitive awareness and acceptance of thoughts / feelings / bodily sensations. All of these are thought to be key processes for mindfulness interventions and the direct personal experience of these effects may help to improve the effectiveness of these participants’ own future mindfulness teaching. Most trainees reported benefits for their clinical work even though they had not yet started teaching mindfulness courses. The first years were the only year to show a significant decrease in stress and the optimal timing of MBCT training needs further research. A randomised controlled trial is now required.
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Table 1. Questionnaire scores before and after MBCT for whole group: Means, standard deviations and results of paired t-tests
	
	Pre-MBCT
	Post-MBCT
	Test statistics

	
	Mean   (SD)
	Mean    (SD)
	   t              p

	Perceived Stress Scale (14-item)
	  23.4    (7.0)
	  21.9     (5.8)
	  1.0        0.303

	HADS – anxiety
	    5.3    (2.8)
	    6.1     (3.3)
	  1.5        0.160

	HADS - depression
	    1.9    (1.9)
	    1.9     (2.3)
	  0.0        1.000

	Rumination and Reflection Questionnaire
Rumination

Reflection 
	  38.9    (8.8)    

  42.7    (7.3)
	  34.1     (7.7)   

  42.1    (10.1)
	  4.9         0.000 ***

  0.6         0.571

	Five Facet Mindfulness Questionnaire 
	124.7   (11.7)
	133.1    (15.2)
	  3.0         0.008 *

	Self-Compassion Scale 
	  19.0     (2.9)
	  20.3     (2.4)
	  3.1         0.016 *

	Interpersonal Reactivity Index 
Empathic Concern 
Perspective Taking 
Fantasy 
Personal Distress 
	  23.0     (3.3)

  23.7     (4.0)

  21.0     (5.2)

  13.5     (4.5)
	  23.0     (3.0)

  23.6     (3.5)

  22.3     (3.3)

  13.2     (5.0)
	  0.0         1.000

  0.1         0.919      

  2.0         0.058

  0.4         0.695


Table 2. Questionnaire scores before and after MBCT for each year group: Means and standard deviations

	
	
	1st years

(n=9)
	2nd years

(n=6)
	3rd years
(n=5)

	
	
	Mean   (SD)
	Mean   (SD)
	Mean    (SD)

	Perceived Stress Scale 
(14-item)
	Before

After
	  24.6   (8.1)
  20.3   (6.2)
	  22.7  (5.2)
  21.5  (5.0)
	  21.8   (7.7)
  26.0   (5.0)

	HADS – anxiety
	Before

After
	    5.9   (3.4)
    6.7   (3.2)
	    4.0  (1.4)
    3.5  (2.4)
	    5.8   (2.8)
    7.8   (2.8)

	HADS - depression
	Before

After
	    1.8   (1.8)
    1.9   (2.6)
	    0.7  (0.8)
    1.0  (1.3)
	    3.4   (2.2)
    2.8   (2.6)

	RRQ - Rumination

RRQ- Reflection 
	Before

After
Before

After
	  39.4  (11.1)

  34.6    (9.3)

  40.4    (8.0)

  39.8  (11.7)
	  33.5  (4.9)
  29.5  (5.5)

  42.7  (5.4)
  41.8  (8.5)
	  44.2   (3.3)
  38.8   (3.6)

  46.6   (7.8)

  46.6   (9.0)

	Five Facet Mindfulness Questionnaire 
	Before

After
	122.2    (9.0)
134.1  (14.3)
	129.0 (10.1)
132.5 (19.1)
	124.0  (17.9)
131.8  (15.0)

	Self-Compassion Scale 
	Before

After
	  18.1   (3.1)

  20.6   (2.3)
	  20.6  (2.5)
  20.9  (2.5)
	  19.0    (2.8)
  20.0    (1.9)

	IRI - Empathic Concern 

IRI - Perspective Taking 

IRI - Fantasy 

IRI - Personal Distress 
	Before

After
Before

After

Before

After

Before

After
	  22.7   (3.6)

  23.1   (4.0)
  23.0   (3.4)
  23.1   (3.2)

  19.3   (6.8)

  20.1   (5.0)

  14.8   (5.6)

  14.8   (3.9)
	  23.3  (4.3)

  23.2  (2.6)

  23.5  (5.8)
  23.2  (5.1)

  21.3  (3.8)

  22.7  (4.4)

  11.5  (2.6)
  10.0  (5.9)
	  23.0    (1.9)

  22.4    (3.9)

  25.0    (2.9)

  25.0    (1.6)

  23.6    (5.5)

  25.6    (5.5)

  13.6    (4.2)

  14.2    (5.1)


HADS = Hospital Anxiety and Depression Scale.,

RRQ = Rumination and Reflection Questionnaire. 

IRI – Interpersonal Reactivity Index

 Table 3. Mechanisms of Mindfulness Questionnaire: Meansa & Standard Deviations
	“Helpful” processes that mindfulness training may promote
Take a “step back” from negative thinking rather than becoming taken over by it

When I’m having negative thoughts, recognising them as just thoughts and not facts

When I have upsetting thoughts, just noticing them and letting them go.

Attend to the present moment rather than thinking about the past or present

Accept my feelings

In difficult situations, taking a moment to think how to respond rather than going  with my automatic reaction

Pausing without immediately reacting, when there is a difficulty

Spend time just ‘being’ rather than ‘doing’ 

Letting myself stay with unwanted or painful emotions rather than trying to avoid feeling them

Accept my thinking patterns

Accept myself as I am 

Noticing early changes in my thinking patterns when I’m getting stressed or low

Noticing early physical symptoms of stress or low mood

Allow myself to experience negative feelings (e.g. sadness) without feeling overwhelmed by them

Accept other people as they are 

“Unhelpful” processes, that mindfulness training may reduce 

Try to avoid thinking about things that are difficult or upsetting

Feel scared of negative emotions

Criticise myself

Feel that I should always be doing something

Go over things again and again in my mind

Worry

Avoid doing things because of anxiety or worry 

Feel a failure 

Criticise other people 

Feel that no-one really cares about me

Put off doing things
	Mean

  1.26

1.16

1.11

1.11

1.05

1.00

1.00

1.00

0.89

0.89

0.84

0.79

0.74

0.63

0.53

  -0.89

  -0.84

-0.84

-0.84

-0.84

-0.74

-0.58

-0.53

-0.37

-0.26

-0.21
	SD

 0.99

0.90

0.94

0.81

0.71

1.05

1.15

1.15

0.74

0.66

0.83

0.92

0.73

0.90

0.70

 1.10

1.07

0.90

0.96

0.69

0.73

0.77

0.90

0.68

0.56

0.63


 aPositive scores indicate an increase since doing the course, negative scores indicate a decrease
Table 4. Effects of the mindfulness training reported by trainee clinical psychologists
	Theme
	Proportion reporting effect

	Acceptance and compassion
Greater acceptance of thoughts and feelings

Non-judging / kinder / more compassionate / more accepting of self

Staying with / experiencing difficult feelings

Not challenging / fighting negative thoughts, feelings or situations

Knowing negative thoughts and feelings will pass / letting them pass

Shared experience with others, validation  

Increased compassion towards or acceptance of others
	    %     (n)

   70    (13)   

   40      (8)   

   30      (3)   

   30      (6)   

   25      (5)   

   10      (2)   

   10      (2)   

	Increased awareness
Greater awareness of thoughts / feelings/ behaviours / bodily sensations 

Increased understanding of self & own patterns of responding

Appreciating or being in the present moment more 

Noticing pleasurable things more
	   55    (11)   

   55    (11)  

   35      (7)   

   35      (7)   

	New ways of responding
Pausing before responding / not reacting automatically 

Use of breathing space or breath as anchor during stress 

Taking a step back from situations

Greater ability to take a step back from / observe thoughts

Recognising and dealing with stress earlier

Reduced rumination
	 45      (9)

   30      (6)   

   30      (6)   

   30      (6)   

   20      (4)   

   10      (2)   

	Impact on clinical work
Increased understanding of what it is like to be client 

Increased understanding that homework can be difficult

Increased understanding mindfulness / new perspective 

Applying mindfulness concepts 

Influenced clinical work

Behaving differently in therapy having understood more about client’s perspective

Increased understanding of what like to be in a group / group processes

Strengthened existing beliefs

Greater awareness of own reactions in therapy sessions
	   60    (12)   

   30      (6)   

   30      (6)   

   30      (6)        

   25      (5)   

   20      (4)     

   20      (4)  

   15      (3)   

   15      (3)     

	Difficulties
Missed opportunity to some degree e.g. would have gained more if more time

Resistance in self 

Difficulties in doing home practice resulted in negative feelings 
	   35      (7)   

   10      (2)    

   10      (2)   


Table 5. Responses to multiple-choice questions about the impact of the course

	
	Responses

	Question
	Not at all
	To a small extent
	Moderately
	A great deal

	“Have you responded or coped differently with particular situations or issues since taking the course?”
	   %      (n)

    5      (1)
	    %      (n)

   45      (9)
	   %       (n)

   50     (10)
	   %      (n)

       -

	“Has the course changed the way you respond to negative thoughts or feelings?”
	    15    (3)
	   50    (10)
	    25      (5)
	   10     (2)

	“Has the course changed the way you think or feel about psychological problems or stress?”
	    15    (3)
	     40    (8)
	    35      (7)
	    10    (2)

	“Has the course changed the way you think or feel about yourself?”
	     25   (5)
	     45    (9)
	    25       (5)
	      5    (1)

	“Has your participation in the course impacted on your clinical work?”
	     15   (3)
	     45    (9)
	   40       (8)
	            -
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