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Presentation Link
1. Title Slide and Opening
Good morning. Today I'm going to take you through a critical review of a 2021 paper by Burgess et al., published in the International Journal of Cognitive Therapy. The paper asks a practical question: can we reduce Mindfulness-Based Cognitive Therapy — or MBCT for short — down from eight weeks to five weeks and still get meaningful results — and if so, could that work as a population-level strategy for anxiety and depression?

I want to flag from the start that my presentation is critique-led rather than summary-led. So, I'll move through the paper fairly briskly and then spend most of my time discussing what the study actually shows, what it doesn't show, and what it means for counselling practice.

2. Introduction — Background and Aims
So, the background. Anxiety and depression are the two most common mental health presentations worldwide, and demand consistently outstrips what services can deliver. Standard MBCT, as developed by Segal et al. (2013), is an eight-week, two-hour-per-week group programme originally designed to prevent depressive relapse. The evidence base for the full eight-week version is reasonably solid — Goldberg et al.'s (2018) meta-analysis of 142 randomised trials concluded that mindfulness-based interventions are roughly equivalent to other evidence-based treatments at post-treatment, particularly for depression.

But — and this is the gap Burgess, and colleagues are trying to address — eight weeks is a lot. It's a lot of clinician time, a lot of patient time, and at the population level it creates a real bottleneck. So, the research team at Sunnybrook Health Sciences Centre in Toronto designed an abbreviated five-session version, with three core practices, shorter meditations of 10 to 15 minutes rather than the traditional 40, and an explicit self-compassion strand. It also uses what they call a transdiagnostic approach — meaning it's designed to work across multiple conditions rather than targeting one specific disorder like depression alone. They developed materials and framework called AWARE — which stands for Arriving in the body, Welcoming experience, Awareness throughout the day, Reading course materials, and Exploring mindfully — structured around three operating modes they call protection, provision, and attunement.

Their aim was straightforward: to test whether this brief version produces clinically significant reductions in anxiety and depression in a real-world, physician-referred community sample, and whether change in self-compassion predicts who responds.

3. Method — Participants, Procedure, Measures 
The method, briefly. Fifty-four adults were recruited. They had to be over 18, physician-referred, and score five or above on the Generalised Anxiety Disorder 7-item scale — known as the GAD-7 — which is a low threshold, equivalent to only mild anxiety. People were excluded if they'd done an eight-plus week mindfulness course in the last three years, or had active substance abuse, psychosis, mania, or suicidality.

The intervention was five weekly two-hour sessions, delivered in groups of sixteen to twenty — and that's bigger than traditional MBCT, which usually caps at twelve. Importantly, there's no control group. This is a pre-post design — the authors used what's called a paired-samples t-test, which is essentially asking "did each person's score change significantly from before treatment to after?" It's a useful test, but I'll come back to what it can't tell us in the critique.
The measures are all self-report: the GAD-7 for anxiety screening, the Beck Anxiety Inventory or BAI, the Beck Depression Inventory or BDI — and here's a small but important wrinkle, some participants completed the original BDI and others the BDI-II, which the authors then mixed. There's also the Self-Compassion Scale Short Form, the Perceived Stress Scale, the Warwick-Edinburgh Mental Wellbeing Scale, and the Sheehan Disability Scale.
1. Mixing the BDI and BDI-II is a measurement issue I'll come back to.
4. Findings
The headline results look impressive at first glance. The authors report statistically significant improvements on every single outcome from before to after the intervention.

To make sense of how big those improvements are, I need to introduce one piece of jargon: Cohen's d. It's a standard way of measuring how big a difference is. By Cohen's (1988) convention, 0.2 counts as a small effect, 0.5 as medium, 0.8 as large, and anything above 1 is very large. With that scale in mind, here's what Burgess and colleagues report:
1. For general anxiety on the BAI, the effect size was 0.73 — medium-to-large.
1. For worry on the GAD-7: 1.16. Very large.
1. For depression on the BDI-II: 0.95. Large.
1. Self-compassion went up, with an effect size of 0.84.
1. Wellbeing improved by 0.99 — that's almost a full standard deviation.
1. And perceived stress dropped by 0.95 — also large.

In plain English: pretty much every measure shifted by close to a full standard deviation in just five weeks. The authors also report what they call "treatment response" rates — meaning the proportion of participants whose scores improved by 30% or more. Around 67% of the sample showed treatment response on worry, 61% on depression, and 46% on anxiety. And crucially, an analysis showed that increases in self-compassion significantly predicted who responded to treatment — which is a key finding we'll come back to.

That's a striking pattern. But — and this is where I want to plant a seed for the critique — those numbers are notably larger than what the bigger meta-analyses of the full eight-week MBCT typically report. So already, the magnitude should make us cautious, not excited.

5. Discussion — What the Authors Conclude 
The authors draw three main conclusions. First, that brief MBCT can produce clinically meaningful reductions in anxiety and depression. Second, that self-compassion appears to be a key mechanism of change — they ran an analysis testing whether change in self-compassion predicted who got better, and it did. This echoes Kuyken et al.'s (2010) earlier work, which showed that self-compassion is one of the main routes through which MBCT works for depressive relapse. And third — and this is the big claim — that this kind of abbreviated intervention could serve as a "population-level strategy" to widen access.
For counselling practice, they argue this could free up clinician time, suit lower-symptom or sub-threshold clients, and be an accessible "first step" within stepped-care systems — which obviously maps onto the NHS Talking Therapies model in the UK.
1. Note the leap from a 54-person pilot to "population-level strategy."

6. Critique — the Core of the Talk 
This is where I want to spend the majority of my time today. I'll work through strengths and weaknesses across rationale, methodology, statistics, ethics, and clinical implications.

6a. Strengths 
Let me be fair to the authors first because there is genuinely good work here.
Clinical pragmatism and ecological validity. Ecological validity simply means how well a study reflects real-world conditions. This was a real-world clinic with physician-referred patients, not a tightly controlled university lab. That matters because, as Goldberg et al. (2018) note, much of the mindfulness literature has been criticised for using student volunteers and waitlist controls, which inflates effects.

Transdiagnostic framing. The AWARE framework and the protection, provision, attunement model are conceptually interesting and, as I mentioned, transdiagnostic — meaning they're not locked to one specific diagnosis. That's increasingly seen as clinically sensible because anxiety and depression overlap so heavily that pure disorder-specific protocols can feel artificially narrow.

Explicit self-compassion content. This is, in my view, the most genuinely innovative contribution. Kuyken et al. (2010) showed that self-compassion is a mechanism of change in MBCT, and Burgess et al. push that further by building it explicitly into the protocol and then testing whether change in self-compassion predicts response. They find it does.

Detail of the protocol description. The session-by-session description in the paper is detailed enough that another clinician could attempt to replicate it. That's actually unusual and welcome in mindfulness research — Van Dam et al. (2018) specifically criticised the field for vague intervention reporting.

Honest reporting of limitations. To their credit, the authors do acknowledge several of the issues I'm about to raise.

6b. Limitations — Methodology and Design 
Now the harder part.

No control group. This is the single biggest problem. With a pre-post design and no comparator, you genuinely cannot tell whether the intervention caused the change, or whether the change would have happened anyway. 

First, regression to the mean. This is a statistical phenomenon where, if you select people because they're scoring high on a measure — and remember, entry required a GAD-7 of 5 or more — those people will, on average, score lower the next time you measure them, simply because of measurement error and natural fluctuation. As Marsden and Torgerson (2012) show, this isn't speculation; it's a known property of single-group pre-post designs. That very large GAD-7 effect size of 1.16 — some of the apparent change may reflect regression to the mean rather than a genuine treatment effect.

Second, natural recovery and maturation. Anxiety and depression symptoms fluctuate. Many people referred during a peak of distress would improve over five weeks anyway.

Third, expectancy and demand characteristics. Demand characteristics is the term psychologists use for when participants behave the way they think they're expected to, rather than naturally. People who voluntarily attend a five-week mindfulness course delivered by enthusiastic clinicians at a specialist clinic want it to work, and they know what they're "supposed" to feel afterwards. Without an active comparator, you cannot separate the effect of mindfulness from the effect of being looked after in a warm group setting for ten hours.

No follow-up data. We have no idea whether these effects persisted at three or six months. Galante et al. (2021), in their meta-analysis of 136 randomised controlled trials — or RCTs — found that mindfulness benefits often fade beyond the six-month window. A pure post-treatment snapshot isn't enough.

Single site, single clinician. This raises serious questions about therapist effects. We can't tell what's the protocol versus what's this particular clinician.

Group size. The expansion from 12 to 16–20 was justified on efficiency grounds, but it's not empirically grounded. Larger groups may dilute the therapeutic relationship and individualised attention.
6c. Limitations — Measurement and Statistics 
All self-report. Every single outcome is a questionnaire the participant fills in themselves. Self-report measures like the BDI-II, GAD-7 and BAI are vulnerable to social desirability bias, demand characteristics, and the simple fact that people who've just spent five weeks being taught to relate to their distress differently may report it differently, even if their underlying state hasn't changed as much. Van Dam et al. (2018), in their now-classic Mind the Hype paper, argue forcefully that the field's overreliance on self-report has led to systematically inflated effects.

Mixing the BDI and BDI-II. The original BDI and the revised BDI-II are not interchangeable — they have different items, different scoring, different cut-offs. Pooling them in a single analysis is methodologically questionable and the authors don't really justify it.

Statistical tests. Paired-samples t-tests are appropriate for pre-post comparisons, but they don't model individual change trajectories, and they don't control for baseline severity. With six primary outcomes and no correction for multiple comparisons, the risk of false positives — finding a "significant" result by chance — is real.

Reported effect sizes are larger than meta-analytic benchmarks. Goldberg et al. (2018), in their meta-analysis of 142 randomised controlled trials in psychiatric samples, reported post-treatment effects against active comparators of around 0.23 to 0.35 — considerably smaller than the near-1.0 figures reported here. Schumer et al. (2018), in their meta-analysis of 65 brief mindfulness trials, found that after correcting for publication bias — that's the tendency for journals to publish positive results and not negative ones — the effect on negative affectivity dropped to a Hedges' g of just 0.04. That's basically zero. So, Burgess et al.'s effect sizes of 0.95 and 1.16 in an uncontrolled pilot of 54 should not be taken at face value. They should be treated as a ceiling estimate that almost any properly controlled trial would shrink.

6d. Limitations — Sample, Diversity and Generalisability
The sample was 77.8% Caucasian, mostly female, mean age 47, in a specialist Toronto clinic with physician referrals. Eichel et al. (2021), in their systematic review of mindfulness research, found this is essentially the modal mindfulness research sample — predominantly white, middle-aged, highly educated women — and they argue this represents a serious failure of representativeness across the field. So, Burgess et al. are not unusually bad here, but they replicate an existing problem rather than addressing it. As a methodological judgement, it is difficult to see how findings from this sample can be straightforwardly generalised to a broader population.

6e. Ethics and Clinical Implications
A few ethical points.

Adverse effects. Meditation-related adverse effects in mindfulness-based programmes are well documented and should be monitored routinely. Britton et al. (2021), using structured interviews with mindfulness programme participants, found that 83% reported at least one adverse meditation-related experience, and 37% reported effects that negatively impacted their functioning. Cebolla et al. (2017) — which the authors do cite — raised similar concerns. The Burgess et al. study reports no systematic harm monitoring, which is a notable gap for any intervention being positioned at a population level.
Consent and screening. The exclusion criteria handle the most serious risks — psychosis, mania, active suicidality — but the paper doesn't describe consent procedures in depth, and I'd want to know how participants who didn't meet the GAD-7 threshold were redirected.

The "population-level" claim and stepped-care. In the UK, NHS Talking Therapies operates a stepped-care model where lower-intensity interventions come first. Recovery rates hover around 50% of treatment completers, but as low as 26% if you include everyone who started treatment, and dropout is a serious issue (Burke et al., 2025). Importing an abbreviated MBCT into that system based on a 54-person uncontrolled pilot would be premature. The infrastructure question — who delivers it, with what supervision, to whom — is not answered here.

Funding. The study was funded by Joseph Brant Hospital. Not a major conflict, but worth noting that institutional funding can subtly shape what gets published and how positively it's framed.

7. Conclusion — Recap, Future Directions, Open Questions 
So, pulling it together.

Burgess et al. (2021) is a genuinely interesting clinical pilot. Its contributions — the explicit self-compassion content, the transdiagnostic AWARE framework, and the careful protocol description — are worth taking seriously. For a counselling practitioner, there's real food for thought here about how mindfulness might be delivered more efficiently and whether self-compassion deserves more direct attention as a therapeutic target.

But in my view, the headline claim — that this constitutes evidence for a population-level strategy — may overreach what a 54-person, single-site, single-clinician, uncontrolled pre-post study can firmly support. The effect sizes look impressive, but they are likely inflated by the uncontrolled design, self-report measurement, regression-to-the-mean risk, and expectancy effects. The wider literature — Galante et al. (2021), Goldberg et al. (2018), Schumer et al. (2018), and Van Dam et al. (2018) — would all lead us to expect that a properly controlled trial would produce considerably smaller numbers.

So, what would I want to see next?
1. First, a randomised controlled trial with an active comparator to rule out non-specific effects.
1. Second, a follow-up at six and twelve months to see whether effects hold up.
1. Third, intent-to-treat analysis — meaning all participants who start the programme are included in the statistics, not just those who completed it, which gives a more honest picture of real-world effectiveness.
1. Fourth, structured monitoring of adverse events, using something like the Meditation Experiences Interview developed by Britton et al. (2021).
1. Fifth, deliberate recruitment from groups that are typically underrepresented in this literature.

And the open question I'd leave you with is this: is "brief" automatically "better" for population-level access, or does shrinking the dose risk shrinking the very mechanisms — the patient time, the practice, the therapeutic relationship — that make MBCT work in the first place? Until we see proper RCTs, that question stays open. 
Thank you. 
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