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Abstract
Objectives Mindfulness-based cognitive therapy (MBCT) is an emerging psychological treatment that might be beneficial for
people with bipolar disorder (BD). Neurocognitive studies suggest that MBCT may have important effects on mood regulation
and broad attentional and frontal-executive control in BD. In this qualitative study, the process of change of MBCT in people
with BD is explored.
Methods The current qualitative study was part of a multicenter randomized controlled trial (RCT) on (cost-)effectiveness of
MBCT for BD. Semi-structured interviews were conducted with a purposive sample of 16 participants who participated in an 8-
week MBCT. For reasons of triangulation, teachers were interviewed as well.
Results Three themes arose from the data: (1) awareness of thoughts, emotions, bodily sensations, and behavior and insight into
their inter-relationship; (2) behavioral change; and (3) positive consequences following MBCT. A distinction was made between
general aspects and aspects related specifically to BD. Themes were divided into subthemes. Process of change took place in a
non-linear, iterative fashion.
Conclusions Qualitative data support the notion that several cognitive and behavioral processes in BD could be potential targets
for MBCT. We suggest that future mediation, neuroimaging, and cognitive experimental studies should explore MBCT as an
adjunctive treatment strategy for BD by investigating possible working mechanisms of MBCT in BD.
Trial Registration ClinicalTrials.gov, NCT03507647. Registered 25th of April 2018, https://clinicaltrials.gov/ct2/show/
NCT03507647

Keywords MBCT . Bipolar disorder . Mindfulness-based cognitive therapy . Process of change . Working mechanisms .

Qualitative research

Bipolar disorder (BD) is a severe and chronic mental illness
with high recurrence, morbidity, and mortality rates (Novick

et al. 2010). Two main clinical subtypes of BD that are recog-
nized include BD type I (e.g., occurrence of at least one manic
episode, often accompanied by depressive episodes) and BD
type II (e.g., occurrence of at least one hypomanic and at least
one depressive episode) (American Psychiatric Association
2013). According to the World Health Organization (World
Health Organization 2008), BD is one of the leading causes of
disability, affecting approximately 2.4% of people worldwide
(Merikangas et al. 2011). Treatment is mainly based on phar-
macological interventions, but psychological treatments, such
as cognitive behavioral and interpersonal therapy, have been
shown to improve the course of BD as well (Reinares et al.
2014). In spite of prophylactic medication and psychological
interventions, about half of people with BD experience recur-
rence within a year (Rush et al. 2006) and three quarters re-
lapse within 5 years (Gitlin et al. 1995; Perry et al. 1999).
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Furthermore, studies show that people with BD often experi-
ence residual mood symptoms in between episodes (Judd
et al. 2008; Perlis et al. 2006).

Mindfulness-based cognitive therapy (MBCT) was origi-
nally developed to prevent relapse in remitted patients with
recurrent major depressive disorder (MDD; Segal et al. 2012).
Mindfulness can be described as intentional, present-moment,
nonjudgmental awareness (Kabat-Zinn 1990). MBCT inte-
grates mindfulness-based practices with elements of cognitive
therapy and encourages patients to adopt a more accepting and
non-reactive way to relate to thoughts and emotions (Segal
et al. 2012). MBCT has been effective in a broad range of
psychiatric disorders, including MDD, substance use disor-
ders, and anxiety disorders (Goldberg et al. 2018; Kuyken
et al. 2016).

There are neuropsychological reasons to assume that
MBCT could be helpful in the treatment of BD. In a review
of existing neurocognitive models for BD, six main processes
were identified: (1) increased rumination; (2) dysfunctional
use of reappraisal strategies, which refers to the ability to
challenge negative automatic thoughts and replace them with
more realistic thoughts; (3) reduced activity in the attention
control network; (4) dysfunctions in mood regulation; (5) re-
ward processing; and (6) response inhibition/impulsivity
(Malhi et al. 2015). Processes of MBCT that contribute to
positive changes, i.e., possible working mechanisms, include
enhanced self-regulation, attention control, emotion regula-
tion, and self-awareness (Tang et al. 2015). It is suggested that
MBCT for MDD results in a reduction of recurrence by en-
hancing recognition, decentering and disengaging from rumi-
native thought patterns, developing meta-awareness, and fos-
tering self-compassion (Segal et al. 2012). These mechanisms
seem to be important for BD as well but need further evalua-
tion in future studies (Stange et al. 2011).

Published data on efficacy of MBCT in people with BD,
with only three underpowered RCTs and four open-label tri-
als, are scarce (Lovas and Schuman-Olivier 2018). However,
these studies show that MBCT holds promise in the treatment
of BD and appears to be well tolerated. To date, only one
qualitative study in 12 people with BD focused on the expe-
rience and the process of change of MBCT (Chadwick et al.
2011). Results revealed seven main themes: being able to
focus on what is present, clearer awareness of mood state
and mood change, increased acceptance of mood changes,
benefits of adapting mindfulness practice to different mood
states, being able to reduce/stabilize negative affect, relating
differently to negative thoughts, and being able to reduce the
impact of mood states. Clinical implications derived from that
study include more flexible use of homework and additional
support for depressive patients. However, the MBCT offered
in the Chadwick study was substantially adapted: the sessions
were much shorter (weekly sessions of 90 rather than 150
minutes) and meditations briefer (10 rather than 45-min

homework practices). In addition, little was reported about
the influence of manic symptoms on MBCT and vice versa.

The current qualitative study aims to examine the process
of change with MBCT in people with BD, both regarding
general aspects (e.g., general changes relating to themselves
and their lives) and aspects of BD itself (e.g., more specific
changes relating to their illness) and hereby generate a data
driven description on the process of change.

Method

Participants

A purposive sample of 19 patients with BD who followed
MBCT were invited to participate in the current qualitative
study, 16 of whom agreed to be interviewed and 3 refused
because of having too many other obligations. The majority
of participants were diagnosed with BD type I (n = 10). The
mean duration of illness was 25 years (range 3–47). Most
participants attended at least seven MBCT sessions, with a
mean of 6.9 sessions attended. All participants in the current
study used mood stabilizing medication. Sociodemographic
and clinical characteristics of the participants are provided in
Table 1.

Procedure

The current study is part of an ongoing RCT comparing
MBCT in addition to treatment as usual (TAU) versus TAU
alone in people with BD (Hanssen et al. 2019). Within 3
months after completing the MBCT training, eligible partici-
pants were invited by telephone to take part in an individual
face-to-face interview for the current qualitative study.
Participants of the current study were selected by means of
purposive sampling, which means that participants were se-
lected based on certain criteria in order to achieve a diverse
study sample as possible. This way, information is gathered
from different perspectives and will give insight in multiple
angles and experiences on the process of change (Denzin and
Lincoln 2018). We selected participants on terms of gender,
age, diagnosis (BD type I or II), study site (Pro Persona,
Altrecht, and Dimence), and dropout. Two female residents
in psychiatry (MB and NH), experienced in treating people
with BD, interviewed the participants. Both interviewers had
participated in an MBCT training themselves. One of them
was experienced in meditation. The interviewers had not been
involved in either the clinical care or theMBCT training of the
participants. During the interview, one of the interviewers was
in the lead, and the other interviewer made notes and asked
additional questions. All interviews had a duration of 45 to 90
min. Most interviews were conducted at the study sites; one
interview was conducted at the participants’ home because of

864 Mindfulness (2021) 12:863–872



Ta
bl
e
1

So
ci
od
em

og
ra
ph
ic
an
d
cl
in
ic
al
ch
ar
ac
te
ri
st
ic
s

ID
G
en
de
r
A
ge

ra
ng
e

H
ig
he
r

ed
uc
at
io
n
St
ud
y

si
te

T
yp
e
of

bi
po
la
r

di
so
rd
er

D
ur
at
io
n
of

ill
ne
ss

(i
n

ye
ar
s)

T
ot
al
nu
m
be
r

of
m
oo
d

ep
is
od
es

M
oo
d-
st
ab
ili
zi
ng

m
ed
ic
at
io
n
(M

S)
an
d/
or

be
nz
od
ia
ze
pi
ne
s
(B
)

C
o-

m
or
bi
di
ty

Y
M
R
S
1

sc
or
e

ba
se
lin

e

ID
S-
C
2

sc
or
e

ba
se
lin

e

T
ot
al
nu
m
be
r

of
M
B
C
T

se
ss
io
ns

3

D
ro
po
ut

4
A
SR

M
sc
or
e

du
ri
ng

in
te
rv
ie
w
5

Q
ID

S
-S
R

sc
or
e
du
ri
ng

in
te
rv
ie
w
6

1
M
al
e

40
–5
0
Y
es

A
ltr
ec
ht

T
yp
e
I

31
52

M
S

-
0

5
2

Y
es

1
9

2
M
al
e

60
–7
0
Y
es

A
ltr
ec
ht

T
yp
e
II

35
13
0

M
S

-
4

8
7

N
o

5
8

3
M
al
e

40
–5
0
Y
es

A
ltr
ec
ht

T
yp
e
II

31
61

M
S

-
0

20
9

N
o

1
7

4
M
al
e

60
–7
0
N
o

P
ro P

er
so
-

na

T
yp
e
I

13
8

M
S

-
4

4
3

Y
es

2
7

5
F
em

al
e
50
–6
0
Y
es

P
ro P

er
so
-

na

T
yp
e
I

33
7

M
S

-
4

10
7

N
o

1
11

6
M
al
e

40
–5
0
Y
es

P
ro P

er
so
-

na

T
yp
e
II

22
4

M
S

-
1

6
8

N
o

2
5

7
F
em

al
e
40
–5
0
N
o

P
ro P

er
so
-

na

T
yp
e
I

23
5

M
S

-
2

16
6

N
o

4
8

8
F
em

al
e
20
–3
0
Y
es

P
ro P

er
so
-

na

T
yp
e
I

3
5

M
S

-
2

27
7

N
o

0
1

9
M
al
e

50
–6
0
Y
es

A
ltr
ec
ht

T
yp
e
I

25
27

M
S

-
0

53
9

N
o

0
22

10
Fe
m
al
e
50
–6
0
N
o

A
ltr
ec
ht

T
yp
e
II

12
4

M
S

-
2

3
6

N
o

1
1

11
Fe
m
al
e
70
–8
0
N
o

D
im

en
ce

T
yp
e
II

45
12

M
S

-
0

8
3

Y
es

0
3

12
Fe
m
al
e
50
–6
0
N
o

A
ltr
ec
ht

T
yp
e
I

25
70

M
S
+
B

-
3

18
9

N
o

3
7

13
M
al
e

30
–4
0
Y
es

A
ltr
ec
ht

T
yp
e
II

7
16

M
S

-
1

0
9

N
o

0
4

14
Fe
m
al
e
60
–7
0
N
o

A
ltr
ec
ht

T
yp
e
I

14
35

M
S
+
B

S
oc
ia
l

an
xi
-

et
y

9
14

9
N
o

1
4

15
Fe
m
al
e
50
–6
0
Y
es

A
ltr
ec
ht

T
yp
e
I

40
60

M
S

-
0

14
9

N
o

5
6

16
M
al
e

60
–7
0
Y
es

A
ltr
ec
ht

T
yp
e
I

47
9

M
S
+
B

Sp
ec
if
ic

ph
ob
ia

4
51

8
N
o

3
11

1
Y
M
R
S
=
Y
ou
ng

M
an
ia
R
at
in
g
Sc
al
e
(c
ol
le
ct
ed

at
ba
se
lin

e
as

pa
rt
of

th
e
on
go
in
g
R
C
T
th
e
cu
rr
en
ts
tu
dy

is
pa
rt
of
)

2
ID

S-
C
=
In
ve
nt
or
y
of

D
ep
re
ss
iv
e
Sy

m
pt
om

at
ol
og
y–
C
lin

ic
ia
n
R
at
ed

(c
ol
le
ct
ed

at
ba
se
lin

e
as

pa
rt
of

th
e
on
go
in
g
R
C
T
th
e
cu
rr
en
ts
tu
dy

is
pa
rt
of
)

3
In
cl
ud
in
g
si
le
nt

da
y

4
D
ro
po
ut

ye
s
=
at
te
nd
ed

le
ss

th
an

4
M
B
C
T
se
ss
io
ns

5
A
S
R
M

=
A
ltm

an
S
el
f-
R
at
in
g
Sc
al
e

6
Q
ID

S-
SR

=
Q
ui
ck

In
ve
nt
or
y
of

D
ep
re
ss
iv
e
Sy

m
pt
om

at
ol
og
y–
Se
lf
-R
at
ed

865Mindfulness (2021) 12:863–872



the travelling distance. After interviewing 16 participants, no
new data emerged from the data, and data saturation was
reached. By achieving data saturation, there is conceptual con-
cordance within the data set, which provides certainty with the
analysis (Denzin and Lincoln 2018).

The interventionwas an adapted version ofMBCT, a group
skills-training program originally designed as a relapse pre-
vention program for people with recurrent depression by
Segal et al. (2012). The training consisted of eight weekly
sessions of 2.5 h and one silent day. In addition, participants
were instructed to practice 45 min every day with online-
guided mindfulness exercises. The training was adapted to
people with BD by including psychoeducation about manic
and depressive symptoms, introducing the 3-min breathing
space earlier and more often in the program and applying
movement exercises more frequently (Hanssen et al. 2019).
The training was taught by pairs of qualified mindfulness
teachers and nurses specialized in the care of people with
BD. The mindfulness teachers met the advanced criteria of
the Association of Mindfulness-Based Teachers in the
Netherlands and Flanders and the internationally agreed good
practice guidelines of the UKNetwork forMindfulness-Based
Teachers (Crane et al. 2013; Hanssen et al. 2019). Each group
consisted of eight to ten participants.

Measures

Before starting the interviews, the Quick-Inventory of
Depressive Symptomology–Self Rated (QIDS; Rush et al.
2003) and the Altman Self-Rating Mania Scale (ASRM;
Altman et al. 1997) Altman et al. 1997) were administered
to assess the presence of depressive and (hypo)manic symp-
toms. The semi-structured interview consisted of a topic list,
starting with two open-ended questions: “How did you expe-
rience the mindfulness training?” and “what has the training
brought you?” Furthermore, the topic list included prompts
that specifically asked about the process in general or related
to bipolar disorder and to ensure that topics that were still
underexposed were discussed. See Table 2 for an overview
of the topic list used during the semi-structured interviews.
During the interview, the interviewers would probe for more
detail when deemed necessary. All interviews were recorded
with a dictaphone, transcribed verbatim and sent to the partic-
ipants for verification.

Data Analyses

The coding and analyzing were done in a multistage process,
following the guidelines of Boeije (2014). The research team
consisted of six people: three psychiatrists (MLvB, ER, AS),
one psychologist researcher (IH), and two interviewers (MB,
NH). Two psychiatrists of the team had special expertise in
diagnosing and treating adult BD (MLvB, ER), one in the

application of mindfulness-based interventions (AS), and
two members of the team were familiar with qualitative re-
search (AS, ER).

The coding and analysis consisted of three coding phases:
open coding, axial coding, and selective coding (Boeije 2014).
In this way, codingwas data driven instead of theory driven. A
repeating cycle was entered, consisting of transcribing and
analyzing five interviews before conducting the next five in-
terviews. The cycle was repeated until saturation of the data
was reached. By discussion in the research team, the strategy
of interviewing was adapted to the data that emerged in every
phase. Open coding consisted of reading and re-reading the
interviews while coding the text, during which a code list was
developed. To ensure reliability, the transcripts were coded
independently by the two interviewers and the found codes
were compared and discussed until agreement was reached.
The list of codes was used during the coding of the next
interviews, and new codes were created if existing codes did
not match the data. This phase was followed by the phase of
axial coding in which the interviewers aggregated codes into
broader categories and (sub)themes. This was done by con-
sensus with the research team. In this way, a data-driven de-
scription of the process of change of MBCT in people with
BD came forward. During the whole process, the program
ATLAS.ti (2019) was used, software for analyzing and clas-
sifying of qualitative data.

For reasons of triangulation, the six teachers and nurses
who provided the training were interviewed as well, by
means of a focus group. During the focus group, the in-
terviewers used a topic list which contained the same
topics as discussed in the interviews with patients but
took into account the view of the trainer. The focus group
was transcribed and coded by the psychologist researcher
(IH) of the research team.

Results

Process of Change

Three overarching key themes emerged from the data: aware-
ness and insight, behavioral change, and positive conse-
quences. A distinction was made between general aspects
and aspects related specifically to BD. Change did not typi-
cally occur in a linear fashion but rather appeared to be an
iterative process. Participants mentioned that by gaining more
awareness, they changed their behavior. By changing their
behavior, they gained more insight, which in turn created
more awareness of behavioral patterns, and so on. An illustra-
tive example of this iterative process comes from participant
#6 who reported that he had always been violating his bound-
aries when feeling depressed. After the MBCT training, he
paid more attention to his current mood state (behavior), as a
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result of which he was able to notice subtle depressive symp-
toms sooner (awareness and insight). Therefore, he was able
to set appropriate boundaries and ask for help earlier (behav-
ior). As a consequence, others were more understanding to-
wards him and stressful assignments at work and at home
were reduced (consequences). This created more space for
the participant to notice what he presently needed (awareness
and insight) and to take better care of that (behavior), for
example, by cancelling stressful meetings and taking more
rest. This resulted in an increased sense of control over his
depressive state (consequences). The key themes and sub-
themes identified in the analysis are presented in Table 3.
Examples are added to allow for appraisal of the fit between
the data and the authors’ understanding, in accordance with
good practice guidelines. Each theme and subtheme are de-
scribed below.

Awareness and Insight

The first theme was further subdivided into four subthemes:
(1) awareness; (2) allowing; (3) decentering; and (4) insight.
Insight appeared on three levels, namely, on inter-relatedness
between dimensions, automatic responses, and change in
attitudes.

Awareness The process of change was generally experienced
by participants to start with an increase in awareness of both
their internal state and their environment. This included
thoughts, bodily sensations, emotions, and sensory informa-
tion as they appeared in the present moment. In general, one
participants stated: “I learned to be more aware of ‘hey, that
train passes by’, taking in the sounds you hear, feeling the
warmth of the sun on your skin or the rain drops on your face,
the wind in your hair. That kind of things.” (P#10)
Specifically to BD, participants described an increased aware-
ness of mood changes and behavior that they labeled as
(hypo)manic or depressive. Being more aware of the subtler
changes allowed them to recognize prodromal signs of their
mood destabilizing at an earlier stage. Specifically to BD, one
participant stated: “I always thought that I did have depression
but that it was not that bad with the manic symptoms. Now I
find out that I do .. not really get manic... but I do often have
moments like ‘oh, I feel better than I normally do’. I was not
really aware of that before.” (P#3) The teachers confirmed that
participants became more aware of the subtle mood changes.
In addition, the teachers mentioned that participants learned to
recognize whether their mood changes were still within the
normal range or not.

Allowing Participants described allowing their experiences
more. Especially unpleasant emotions or bodily sensations
were better tolerated, which resulted in a more accepting and
welcoming stance towards them. In general, one participant
stated: “When I am going to have a difficult conversation, I

Table 3 Overview of themes and subthemes of the process of change
during MBCT

General Bipolar disorder

(1) Awareness and insight
- Awareness
- Allowing
- Decentering
- Insight
• Interrelatedness between dimensions
• Automatic behavioral responses
• Change in attitude

(1) Awareness and insight
- Awareness
- Allowing
- Decentering
- Insight
• Interrelatedness between dimensions
• Automatic behavioral responses
• Change in attitude

(2) Behavioral change
- Intrapersonal
• Directing attention
• Planning
• Self-care
- Interpersonal

(2) Behavioral change
- Intrapersonal
• Directing attention
• Planning
• Self-care
- Interpersonal

(3) Positive consequences
- Cognitive
- Emotional
- Physical
- Interpersonal

(3) Positive consequences
- Cognitive
- Emotional
- Physical
- Interpersonal

Table 2 Topic list of semi-
structured interviews after MBCT In general Specific to bipolar disorder

(1) Awareness of:

- Emotions

- Thoughts

- Behavior

- Bodily sensations

(1) Awareness of:

- Depressive symptoms

- (Hypo)manic symptoms

(2) Behavioral change with regard to:

- Emotions, thoughts, behavior, bodily sensations

- In relation to others

(2) Behavioral change with regard to:

- Depressive and (hypo)manic symptoms

- In relation to others

(3) Consequences with regard to:

- Emotions, thoughts, behavior, bodily sensations

- In relation to others

- Interpretation: positive or negative

(3) Consequences with regard to:

- Depressive and (hypo)manic symptoms

- In relation to others

- Interpretation: positive or negative
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can now say to myself: ‘it is hard for you to talk to that person
now, you are scared of what will happen, that it will be too
intense, but that is alright’.”(P#9) While some participants
tended to avoid difficult feelings before, they now started to
be able to direct their attention towards them. Specifically to
BD, one participant stated: “I now try to acknowledge the
depressive feelings sooner […] and try not to think ‘go away,
go away, go away’, you know, so running away from it, but
more like ‘let it happen, because it will come anyway’.”
(P#11)

Decentering Several participants described they acquired an
ability to view their inner and outer experiences from a differ-
ent perspective. They could observe their thoughts and behav-
ior without coinciding with them, with acceptance and non-
judgmentally. In general, one participant stated: “When I look
at my work and it is sometimes really hectic, at that moment I
can take some distance from it by doing really simple prac-
tices.” (P#3) This decentering enabled participants to also step
back from depressive or (hypo)manic thoughts and behaviors,
putting them more into perspective. Specifically to BD, one
participant stated: “I am an artist, so I start my own projects.
Therefore, I have to be careful with the hypomanic episodes
not to start too big or too complicated things. Because then it
gets out of hand. I think meditation is a way […] to take a step
back. Being aware of what you are doing and if that is getting
too much, or if you should in fact do more.” (P#13) Teachers
confirmed that participants acquired the ability to decenter
from intrusive thoughts.

Insight Through the course of the program, many participants
were able to gain insight, facilitated by enhanced awareness,
allowing, and decentering. The insight they described typical-
ly appeared on three different levels. The first level was in-
sight regarding the inter-relatedness between bodily sensa-
tions, thoughts, and emotions. Participants described they
started seeing the influence of thoughts on mood state and
vice versa. In general, one participant stated: “An effect of
the meditation for me is that I sense I can put things in order,
things that happen and things I feel in my body. Now, for
instance, I am feeling a bit tense, here (points at stomach). A
bit hard and sore, it seems. If I start breathing towards it, which
you do of course while meditating, then it eventually disap-
pears.” (P#8) By understanding the inter-relatedness of differ-
ent dimensions of experience, both self-knowledge and under-
standing of BD improved. Specifically to BD, one participant
stated: “I recognize that is how it works, also in other people,
that you have certain thoughts and that the thoughts somehow
reinforce each other. Like, if you think ‘I am on top of the
world’, that is also how you are going to feel.” (P#8) The
second level was insight regarding automatic behavioral
patterns. Participants reported they learned to recognize cer-
tain behavioral patterns that were not helpful and even led to

exhaustion. In general, one participant stated: “Many things
you just do, you keep going until at a certain moment you
notice ‘now I have reached a limit’. However, between the
start and the limit there has also been a trajectory. The good
thing is that in that moments that you need it, you can say
‘listen, I notice something, what am I doing now?’” (P#6)
Some participants gained insight in their avoidance of nega-
tive emotions or not accepting their diagnosis of BD. Insight
in automatic behavioral patterns also facilitated recognition of
patterns linked to mood episodes, such as certain types of
behavior when becoming (hypo)manic or depressed.
Specifically to BD, one participant stated: “When I suddenly
tap into a source of energy, then there must be something
going on. I then get very energetic, want to undertake many
things and become very social. That is the moment that I have
to be on guard.” (P#3) The third level of insight can be de-
scribed as change in attitude. Participants reported to have
become more aware of their needs and wishes, their bound-
aries, and their physical and mental limitations. They recog-
nized their own influence on certain aspects of their life and
started to reflect on their values. In general, one participant
stated: “You are more aware of ‘what is important to me’,
‘what do I want and what is the complete opposite of what I
want’, to eventually reach what I do want. And just because of
the moments you incorporate that, through mindfulness, I
have given myself and those thoughts more space and made
choices accordingly.” (P#10) Teachers confirmed that gaining
insight in the inter-relatedness between bodily sensation,
thoughts and emotions, and habitual behavioral patterns was
an important aspect, especially in relation to mood changes.
This helped participants to gain insight in the way they were
inclined to respond to mood symptoms and how to act on this
differently. Specifically to BD, one participant stated: “I try to
give more attention to what it is I really want and what a
feeling stands for. Is it pure or am I a bit on the hypomanic
side? And if it is not pure and you are on the hypomanic side,
you should particularly not get personally involved with
someone and start broadcasting how beautiful that person is,
or anything. Then something is wrong.” (P#9)

Behavioral Change

The second theme was further subdivided into two themes: (1)
intrapersonal (e.g., within the self), which was further divided
into directing attention, planning, and self-care; and (2) inter-
personal (e.g., between the self and others).

Intrapersonal The first intrapersonal aspect that emerged from
the data was the intentional direction of attention. This
encompassed having the choice to direct the attention to a
chosen object and whenever distracted, being able to return
and sustain the attention. Participants described they more
often directed their attention to the here and now (of: the
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present). In general, one participant stated: “While you are
doing a meditation or a breathing exercise you notice ‘oh, here
are those thoughts again’. So you notice the thoughts and then
it is the question what you do with them. Do you follow them
or can you decide to go back to the body? Like ‘those thoughts
can be there, I’ll get to them later’. You have a bit more ability
to direct your attention.” (P#9) Being able to direct the atten-
tion helped participants to choose not to give as much atten-
tion to depressive thoughts as they did before. Specifically to
BD, one participant stated: “It seems to me that I am more
aware of repeating worried or depressed thoughts. I sooner
think ‘what am I doing?’ and then think ‘go focus on some-
thing else’.” (P#9) A second aspect was a change in planning.
Participants mentioned they started prioritizing in their
agendas and taking more time for themselves. They tried not
to do too many things at the same time, like they did before. In
general, one participant stated: “At work especially, you have
to do a lot of things at once. Now I can sort things out and
organize that in a better way […] Like, first this and then that,
not wanting to do all things at the same time.” (P#12) Some
participants mentioned they now downsized their agendas
when they noticed prodromal signs of their mood
destabilizing, as a preventive method to avoid worsening.
Specifically to BD, one participant stated: “I now notice that
I start being a bit more agitated, but that’s because I have a lot
of projects running simultaneously at the moment. […] I am
aware of that and I think ‘I must do some meditation shortly
and then I must see if I can structure things or if I can skip
stuff.” (P#13) Furthermore, improvement of executive control
was often mentioned and for some participants this led to less
reactivity to both internal and external stimuli. Sometimes
facilitated by decentering, this helped participants to not act
on (hypo)manic thoughts or ideas immediately. For instance, a
participant who was inclined to impulsively reconnect to his
ex-partner only in manic phases was able not to do that any-
more. The third reported aspect of intrapersonal behavior was
self-care. Several participants tended to be more caring to-
wards themselves. They mentioned taking more rest, creating
a more peaceful environment and stop violating their bound-
aries. In general, one participant stated: “Thanks to mindful-
ness now I can think ‘It’s enough, so be it.’ Again that phone,
that thing goes to silent mode for a while. In fact, I switch off
the voicemail and you people will have to call me back. Not
now, because I want to finish up here and then do nothing for
about an hour. And that feels good.” (P#10) This also applied
to creating optimal conditions for a good night’s rest, which
was mentioned to be important to diminish the risk of their
mood destabilizing. Specifically to BD, one participant stated:
“Now it is easier for me to eliminate stimuli during the day and
at work that would normally have had an effect on mymood.”
(P#5) Participants also mentioned a more compassionate atti-
tude towards themselves. They had become milder when they
encountered shortcomings in themselves and they

experienced less self-directed anger. Some participants men-
tioned to put less pressure on themselves.

Interpersonal Several changes werementioned in the behavior
towards others. Various participants described to have become
better listeners, being able not to interrupt the person they
were having a conversation with. Some participants also ex-
perienced they less often needed other people to help regulate
their emotions, because they were more capable to regulate
emotions by themselves. In general, one participant stated:
“Normally I would call my parents, but now I do that a lot
less frequently. I am really learning that. To really feel it and
letting it sink in, so to speak.” (P#7) Besides this, participants
described expressing emotions to others more often, in an
adaptive way. Some participants involved other people more
frequently, also in dealing with their BD. Specifically to BD,
one participant stated: “At a certain point I told my supervisor
‘listen, this is the case, I have bipolar disorder and it doesn’t
mean I have to go on sick leave right away’. But in retrospect I
do notice that it was the right moment to share it with them, so
they understand. Now they know what is going on and they
will get it if I say ‘listen, I had a bad night, I start two or three
hours later’ or ‘I work from home today’.”(P#6) It also
allowed others to take part in detecting subtle symptoms of
mood dysregulation and then help participants to act on them
adaptively. Teachers confirmed that it was helpful for partic-
ipants to involve others more often, because this made it easier
for other people to help participants when they were
experiencing difficulties with their mood regulation.
Furthermore, teachers mentioned that it became easier for par-
ticipants to ask for help from others when needed.

Positive Consequences

The third theme was subdivided into four subthemes: (1) cog-
nitive; (2) emotional; (3) physical; and (4) interpersonal.

Cognitive Several cognitive consequences emerged from the
data. Participants reported a reduction in distractive and rumi-
native thoughts. In general, many participants mentioned they
had experienced a decrease in number of thoughts, both pos-
itive and negative, leading to an increased sense of mental
calmness. Some participants reported they had a wider range
of thoughts and less tunnel vision after MBCT. In some par-
ticipants, this resulted in more space for new thoughts and
more creative thinking. Concentration was experienced by a
number of participants to be enhanced, allowing them to stay
focused on a task and to keep an overview. In general, one
participant stated: “My ability to focus in conversations im-
proved. That is something that it brought me, I can discern
primary from secondary issues again.” (P#5) In (hypo)manic
phases, this allowed a participant not to get dragged along by
big plans he made. Specifically to BD, one participant stated:
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“I notice my ability to focus improved so I have more of an
overview. For instance, I am now writing a grant application.
Two or four years ago if I was doing that, I would be making
big plans and I would be dragged along by all the plans for the
future that I had. […] Now there is more structure. I notice this
in terms of content, linguistically, and I now have a better
overview and more calmness.” (P#13) Teachers confirmed
that participants had a reduction of intrusive thoughts.

Emotional Emotions were better tolerated and participants
were able to be more in touch with their feelings. Because of
this, some participants mentioned they felt more authentic. In
general, one participant stated: “Sometimes I can hear a piece
of music and suddenly become very emotional. I also have the
impression that is the result of mindfulness, that you move
closer to your emotions. […] I can just start crying.” (P#12)
One participant mentioned being more autonomous, as a con-
sequence of an enhanced ability to regulate her emotions and
make choices on her own. They experienced an increased
sense of control over their emotions, which in some led to a
decrease of fear for their emotional fluctuations and in return a
decrease of avoiding emotions. A reduction of anxiety in gen-
eral was observed, as well as a decrease of other negative
affect, including worry, shame, and self-directed anger. This
led to an increase in positive mood states, as experienced by
participants. Teachers confirmed that participants experienced
decreases of negative affect and anxiety during the training. A
decrease in severity as well as duration of depressive episodes
was pointed out by several participants and in general a stabi-
lization of mood. Some noticed an increased sense of having a
grip on the symptoms of BD and some experiencedmore hope
for the future during a depressive episode. Furthermore, par-
ticipants reported a more accepting attitude towards circum-
stances that could not be changed. A number of participants
reported acknowledging symptoms of BD earlier as such,
while they usually tended to deny them. Specifically to BD,
one participant stated: “I am not very good at dealing with my
emotions. At a certain moment they fall inwards if that goes
on for too long and […] I start feeling dark and become de-
pressed. With the mindfulness I notice that I manage to get
closer to my feelings.” (P#3) A more compassionate attitude
led to an increased acceptance of having BD and the entailing
consequences in a number of participants. Teachers confirmed
that they recognized a more accepting attitude from partici-
pants towards themselves and their BD.

Physical Participants experienced more physical relaxation as
a result of MBCT and one participant experienced a decrease
in physical pain. In general, one participant stated: “That re-
laxation, first it is about your body and then the rest follows
automatically.” (P#4) Some also reported that their breathing
had become calmer. A number of participants mentioned they
could fall asleep at night more easily. Specifically to BD, one

participant stated: “When I am stressed out and I wake up at
night I do a mindfulness exercise of about fifteen minutes.
Then the chances are that I fall asleep again. [..] In the past I
would have been awake for two hours.” (P#3)

Interpersonal Some participants reported an increased trust
and compassionate attitude towards others. An increased trust
in others led them to better tolerate and take advice from
others, also during (hypo)manic or depressive episodes. In
general, one participant stated: “I can discuss things and ac-
cept advices from others now. I did not used to. I always
wanted to decided everything alone and that was what I al-
ways did.” (P#5) By involving others in the management of
their illness and its consequences, participants were met with
greater understanding from their social environment.
Specifically to BD, one participant stated: “I never used to
talk about my bipolar disorder. But now, when I am feeling
down and not in the mood to go out and meet others, I can
explain and they understand.” (P#12) Teachers confirmed that
participants more often expressed their feelings and bound-
aries towards others, leading to more understanding from their
environment.

Discussion

The current study aimed at exploring the experiences of peo-
ple with BD with adapted MBCT regarding the process of
change. Three overarching themes were found: awareness
and insight, behavioral changes, and positive consequences.
The described components of the process of change are prob-
ably highly interrelated and mutually facilitate each other.

The identified themes in the current study are in line with
the qualitative study of Chadwick et al. (2011). However, the
current data showed many additional aspects of the process of
change, particularly those being more specific to BD. As in
the Chadwick study, a clearer awareness of mood change was
mentioned by participants. However, in the current study,
decentering from not only depressive but also (hypo)manic
thoughts and behavior were pointed out. Combined with an
improvement of impulse control, this helped participants not
to act on (hypo)manic thoughts or ideas immediately. In ad-
dition to learning to focus on what is present, which was a
theme that emerged in the Chadwick study, the current study
found that participants became more capable of directing their
attention in general. This allowed them, for example, to direct
their attention away from depressive thought content.
Furthermore, as in the Chadwick study, the current study
found a reduction in the frequency and intensity of negative
affect. In addition, the current study also found a reduction in
the frequency of distracting and ruminative thoughts, both
positive and negative, resulting in a sense of mental calmness.
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A recent systematic review of clinical and neurocognitive
findings of MBCT for BD reported that there is preliminary
evidence to support a positive effect on anxiety, residual de-
pression, mood regulation, and broad attentional and frontal-
executive control (Lovas and Schuman-Olivier 2018).
Furthermore, they describe several neurocognitive processes
in BD that could be potential targets for MBCT, including
attention control, reappraisal and emotion regulation, response
inhibition, and rumination. The findings of the current study
support this notion, as participants subjectively mentioned im-
provements in these domains after following MBCT.

Limitations and Future Research Directions

A limitation of the current study is the time frame during
which the interviews took place. All interviews were conduct-
ed about three months after finishing MBCT, which is a rela-
tively short time period. It would be interesting to investigate
whether the process of change as mentioned by the partici-
pants is an ongoing process at the long-term.

It is important to notice that, although the current study
finds some subjective symptomatic benefits of MBCT for
BD, the qualitative methodology does not allow us to draw
any conclusions on the effectiveness of MBCT for BD. As
such, an important research implication drawn from the cur-
rent study is the need for an adequately powered, randomized
controlled trial in order to test the hypothesis that MBCT
could be helpful in the treatment for BD.

The current study supports the notion that several neuro-
psychological processes in BD could be potential targets for
MBCT, including attention control, reappraisal and emotion
regulation, response inhibition, and rumination. This impli-
cates that future moderation, mediation, neuroimaging, and
cognitive experimental studies should explore MBCT as an
adjunctive treatment strategy for BD by investigating possible
working mechanisms. Specifically, it is of importance to in-
vestigate whether these mechanisms are dependent on indi-
vidual variations among people with BD in type, stages, and
other characteristics of the disorder. This might be important
to further tailor MBCT to the needs of people with BD.
Finally, data of the current study suggest that attention for
(hypo)mania is an important aspect inMBCT for BD, in order
to ensure participants gain more insight on this part of the
mood spectrum.

The current qualitative data provide several possible targets
and working mechanisms for MBCT in BD that need further
investigation and add to the preliminary evidence suggesting
that MBCT holds promise as an adjunctive treatment option
for people with BD.
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