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ATQ. Again supplementary analysis showed a gradual decline on ATQ scores in the 
experimental group (F4, 64= 7.13, p < 0.01) with a significant linear trend (F1, 16= 14.31, 
p < 0.01). Both dysfunctional attitudes and automatic thoughts have been reduced over 
the treatment and follow-up sessions. 

 
Discussion

In a different cultural setting, we used an experimental, randomized-controlled 
design to examine the impact of potential group-based MBCT (Segal et al., 2002) to 
reduce anxiety and depression, naturally reported by students before, during and after 
university exams (Reff, Robert, Kwon, & Campbell, 2005; Amini & Farhadi, 2000). 
The design allowed us to test plausibility and feasibility of this therapeutic method in a 
non-clinical sample. The findings of this preliminary study showed that the application 
of MBCT resulted in a systematic reduction in the scores of BDI, BAI, ATQ and DAS 
over five assessment points, namely, pre-test, session 4, session 8, one month and 
6 months follow up. The results support the assumption that MBCT techniques and 
exercises help students not to experience high levels of anxiety, depression, negative 
automatic thoughts and dysfunctional attitudes during exams period.

To date, there are methodologically sound experiments showing clinical efficiency 
of MBCT to reduce relapse and recurrence in depression (Teasdale et al., 2000; Ma & 
Teasdale, 2004; Kuyken et al., 2008). In line with these research, the present results 
shows that normal people also can benefit from MBCT trainings to combat anxiety and 
depression that they experience before, during and after natural, stressful situations (e.g. 
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Figure 4. ATQ mean frequencies in two groups over five assessment points.
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exams, competitions, presentations and the like). Anxiety tends to be a reaction to threat, 
unforeseen results, or fear of failure (and has a tendency to be future-oriented), whilst 
depression tends to be a reflection of loss or failure (and has a tendency to be past-
oriented). Students are a vulnerable population to be affected by anxiety and depressive 
symptoms due to inevitable stressors like exam (Reff, Robert, Kwon, & Campbell, 
2005). Cognitively speaking, these are the worries, ruminations, negative thoughts, 
and catastrophizing images that prepare the ground for development of anxiety and 
depression which in turn aggravates these dysfunctional cognitions and pushes individual 
to “get lost” in more ruminative, self-perpetuating patterns of thoughts and images. This 
then keeps the vicious cycle revolving. MBCT teaches people to become more aware 
of, and to relate differently to their thoughts, feelings, and bodily sensations. In fact, 
mindfulness training is also used to support recognizing and disengaging from negative 
modes of mind. For example, people are encouraged to connect with their thoughts and 
feelings as passing events in the mind, rather than to identify with them as accurate 
representations of reality. These are the skills learned from MBCT that, in fact, help 
individuals disengage themselves from habitual dysfunctional cognitive routines, which 
in turn protect them against future risk of experiencing anxiety and depression. For 
example, using a focus on the breath as an anchor helps revert attention from diversion 
to streams of thoughts, worries, or general lack of awareness.

Furthermore, research findings on the impact of regular meditation practice produce 
positive lasting effects on attention, executive functioning (Lutz, Slagter, Dunne, & 
Davidson, 2008; Slagter, Lutz, Greischar, et al., 2007; Tang, Ma, Wang, et al., 2007) 
and emotion regulation (Nielsen & Kaszniak, 2006). These cognitive functions which can 
be achieved through mindfulness meditation training may reinforce the trainee cognitive 
control to overcome habitual and automatic character of rumination. 

One advantage of MBCT and meditation trainings is the cultural affinity between 
the techniques we used and cultural background of the trainees. Mindfulness practice 
is a historically long tradition amongst most Eastern cultures. It means that people in 
Asian/Eastern societies are already familiar with concepts such as “acceptance”, “being”, 
“mindfulness meditations”, “richness in every moment”, and “compliance”. Keeping these 
points in mind, one might conclude that people with Asian/Eastern cultural background 
would more contentedly approach and enjoy the MBCT trainings compared to others.  
It is a crucial hypothesis that its confirmation requires empirical investigations in future.

It should be noted that the findings of our study must be interpreted with caution 
and in the context of certain limitations to the conclusions that may be drawn from the 
present study. First, we confined the sample to female participants as it was more convenient 
and feasible for our female therapists to deliver MBCT trainings inside female student 
dormitories bearing in mind the cultural restrictions. This may limit the generalizability 
of our results. For this reason, it seems important to establish the replicability of the 
present findings. Therefore, future research should address this limitation and examine 
the effectiveness of MBCT across the gender variable. Also due to lack of a mindfulness 
measure in this study, one might shed a light on this possibility that perhaps some other 
construct has been targeted during trainings rather than mindfulness. Moreover, another 
limitation of the present study is the lack of another intervention group. So doing allows 



294	

© International Journal of Psychology & Psychological Therapy, 2011, 11, 2                                                             http://www. ijpsy. com

Kaviani, Javaheri and Hatami

us to tap the possible effects of the non-specific factors, such as supportive nature of 
group-gathering, therapeutic rapport and alliance, receiving empathy and sympathy, 
sharing views, time passing etc. Other potential factors which potentially influence 
the dependent variables including repeated data collection and experimenter’s demand 
should also be taken into consideration. Future research need to be designed to assess 
these shortfalls and attribute properly the effects of MBCT to its specific components 
rather than to non-specific factors, and also to control for potential factors affecting 
the outcome measures. In addition to these limitations, the lack of a measure to assess 
academic achievements during the exam period deserves mention. 

Despite these shortcomings we are encouraged that the intervention improved 
quality of well-being. However, the limitations of the current effectiveness evidence 
should be used to shape the direction of future research. We admit that it will take a 
great deal of precise empirical investigations to pinpoint the specific effects of MBCT 
in both clinical and normal settings. 

In this study, we trained non-clinical, normal participants in order to test this 
assumption that MBCT group-based training could help people to combat effectively 
high levels of anxiety and depression experienced when undergoing stressful situations 
(in this case, university exam). To complete this picture, we also need to detect the 
effects of this therapeutic method in a sub-clinically depressed sample; among people 
who are not diagnosed as clinically depressed but score above cut-off point in depression 
measurements such as BDI. This would help us to answer a question of interest: Does 
MBCT, when offered to a sub-clinically depressed population, prepare them to be 
resistant against future anxiety and depressive symptoms which usually happens during 
stressful situations?
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