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Abstract

Background: Mindful Mood Balance (MMB) is a Web-based intervention designed to treat residual depressive symptoms and
prevent relapse. MMB was designed to deliver the core concepts of mindfulness-based cognitive therapy (MBCT), a group
treatment, which, despite its strong evidence base, faces a number of dissemination challenges.

Objective: The present study is a qualitative investigation of participants’ experiences with MMB.

Methods: Qualitative content analysis was conducted via 38 exit interviews with MMB participants. Study inclusion required
a current PHQ-9 (Patient Health Questionnaire) score ≤12 and lifetime history ≥1 major depressive episode. Feedback was
obtained on specific website components, program content, and administration as well as skills learned.

Results: Codes were assigned to interview responses and organized into four main themes: MBCT Web content, MBCT
Web-based group process, home practice, and evidence of concept comprehension. Within these four areas, participants highlighted
the advantages and obstacles of translating and delivering MBCT in a Web-based format. Adding increased support was suggested
for troubleshooting session content as well as managing time challenges for completing home mindfulness practice. Participants
endorsed developing affect regulation skills and identified several advantages to Web-based delivery including flexibility, reduced
cost, and time commitment.

Conclusions: These findings support the viability of providing MBCT online and are consistent with prior qualitative accounts
derived from in-person MBCT groups. While there is certainly room for innovation in the domains of program support and
engagement, the high levels of participant satisfaction indicated that MMB can significantly increase access to evidence-based
psychological treatments for sub-threshold symptoms of unipolar affective disorder.

(J Med Internet Res 2014;16(3):e87) doi: 10.2196/jmir.3129
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Introduction

Mindfulness-based cognitive therapy (MBCT) is an empirically
supported intervention designed to teach participants
emotion-regulation skills for reducing residual depressive
symptoms and avoiding relapse triggers that contribute to a
chronic illness course [1-3]. A recent meta-analysis indicated
that MBCT conferred a 43% reduction in relative risk for relapse
among participants as compared to controls [4]. Despite
MBCT’s efficacy, it faces challenges to dissemination that are
common to psychotherapeutic treatments, including: (1) service
costs, waiting lists, and distance to access care [5], (2)
scheduling and coordinating challenges inherent to delivery of
an 8-session, 2-hour course with groups of 8 to 12 participants,
and (3) a shortage of trained therapists who have competence
in the delivery of CBT (cognitive behavioral therapy) and
mindfulness meditation.

Web-based psychological interventions offer one solution to
many of the aforementioned challenges [6-8]. They eliminate
both travel and treatment waiting times, are cost effective with
respect to clinician resources, increase treatment accessibility
and flexibility, and empower participants to utilize self-help
options [9,10]. The Web-based delivery of CBT for depression
has been associated with large effect sizes in systematic reviews
(d=.60) [8,11] and high user acceptability and satisfaction
[12-14], particularly when combined with the use of reminders
or live support [15,16]. A Web-based CBT program designed
for partially remitted depressed patients showed lower relapse
rates compared to controls when measured at 6 and 24 months
post treatment [17,18]. Moreover, a Web-based program
combining elements of Mindfulness-Based Stress Reduction
and MBCT recently showed significant improvements, which
were comparable to in-person group outcomes, on self-reported
indices of perceived stress, anxiety, and depression [19].

The present study is a qualitative investigation of participants’
experiences with Mindful Mood Balance (MMB), the first
8-week Web-based treatment that features the core elements of
the MBCT group program. Qualitative examination of other
Web-based interventions has yielded valuable insights [14,20],
particularly with respect to what is gained or lost in the
translation from in-person formats. As a natural starting point,
qualitative studies of MBCT groups provide an important
perspective for examining the user experience of MMB [21,22].
Mason and Hargreaves (2001) [21], using both in-depth
interviews and grounded theory methods, identified core themes
among MBCT participants, including: relaxation, mindfulness
skills, accepting attitude, discovery/surprise, group support and
identification, knowledge of worsening mental state, and
applying skills to everyday living. Allen et al (2009) [22] also
conducted a qualitative study of MBCT and identified
overlapping themes.

The present study’s primary objective was to learn about
participants’ subjective experiences of the core intervention
components, suggestions for improvement of program content,
format, and delivery, and the experience of implementing
mindfulness skills in their daily lives.

Methods

Mindful Mood Balance
MBCT integrates mindfulness meditation with the tools of CBT
to teach participants skills for recognizing responses to
dysphoric moods that can perpetuate and trigger more chronic
mood symptoms. Although the mindfulness meditation and
CBT content is delivered in an integrated manner across the 8
sessions, the first 4 sessions focus heavily on establishing a
foundation of mindfulness practice and bringing awareness to
daily activities, the body, and the breath. In Sessions 5 through
8, CBT principles figure more prominently as the focus becomes
more squarely on depression. Home practice is assigned in each
session and includes formal mindfulness practices (eg, sitting
meditation, body scan meditation), informal mindfulness
practices (eg, performing everyday activities mindfully), and
CBT practices (writing a relapse prevention plan). MMB closely
follows these concepts in the translation of MBCT to a
Web-based platform.

MMB used a variety of Web-based learning modalities within
60-90 minute sessions (Figure 1). First, group leaders functioned
as hosts, welcoming participants to each session and guiding
them through didactic content and experiential practices. Second,
a substantial portion of each session was allocated to practicing
mindfulness meditation (Figure 2) and engaging in a reflective
process, following the practice through targeted questions that
participants respond to in writing (Figure 3). Third, in order to
mirror the group process component of MBCT, videos of
selected portions of an in-person MBCT group were provided
(Figure 4). Examples of video topics included: challenging
moments during meditation, making time to actually do the
practices between sessions, and reflections on implementing
new ways of reacting to stressful situations. Connection with
the larger group of MMB users was facilitated by an “ask a
question” function, allowing all participants to anonymously
post questions that were answered by MMB developers (ZVS
and SD) within one week. These questions and answers were
compiled across time such that participants enrolled later in the
study had the advantage of viewing more content. Fourth,
interactive exercises were included in the program to facilitate
experiential learning of key points relevant both to mindfulness
mediation practice and CBT skills. Fifth, all participants had
access to a master’s level support person via phone or email
(JNF), who contacted all participants within 48 hours of
enrollment to introduce herself and orient them to the website
and study procedures. Participants were provided with her phone
number and email address and were encouraged to contact her
with any questions, concerns, or challenges. Thereafter, some
participants did not contact her again, while others reached out
frequently via email or phone. She did not provide therapeutic
intervention, but assisted with questions relating to log-in
difficulties and troubleshooting both technical and situational
barriers to program engagement. She also provided reminders
to participants who did not log in for more than a week to help
maintain engagement with the program and offer support if they
were having trouble. Sixth, participants were provided with
PDF and audio guides for home practice exercises, where they
were asked to complete and record daily home practice using
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online logs. Participants were able to record several days at one
time and if participants did not record home practice at least

weekly, the support person provided phone or email reminders.

Figure 1. Mindful Mood Balance home page.

Figure 2. Three-minute coping breathing space completed during an MMB session with audio download available.

J Med Internet Res 2014 | vol. 16 | iss. 3 | e87 | p. 3http://www.jmir.org/2014/3/e87/
(page number not for citation purposes)

Boggs et alJOURNAL OF MEDICAL INTERNET RESEARCH

XSL•FO
RenderX

http://www.w3.org/Style/XSL
http://www.renderx.com/


Figure 3. Interactive exercises - Thoughts are not facts.

Figure 4. Video clips of MBCT group discussing the body scan and pertinent questions from community on this topic.

Participants
All participants were Kaiser Permanente Colorado members
over age 18 who provided informed consent to participate in

an open trial efficacy study of MMB (N=100). This qualitative
study was embedded within a larger quantitative assessment of
patient outcomes for the MMB program (quantitative results to
be published elsewhere). Participants were recruited from
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primary care and behavioral health medical settings via an
invitation letter, flyer posted in medical office, or referral from
provider. We enrolled 100 participants in the Mindful Mood
Balance open trial and exit interviews were conducted with 38

participants, 37 of whom completed all 8 MMB sessions.
Characteristics of all 100 participants are presented in Table 1,
comparing those who were and were not interviewed.

Table 1. Demographic and clinical characteristics (N=100).

Not interviewed (n=62)

mean (SD) or n (%)

Interviewed (n=38)

mean (SD) or n (%)

Characteristic

47.71(10.90)46.89 (12.38)Age, mean (SD)

Gender

16 (25.8%)11 (28.9%)Male

46 (74.2%)27 (71.1%)Female

Race

1 (1.6%)1 (2.6%)Asian

3 (4.8%)1 (2.6%)Black/African American

53 (85.5%)34 (89.5%)White

5 (8.1%)2 (5.3%)Other

Ethnicity

5 (8.1%)1 (2.6%)Hispanic or Latino

57 (91.9%)37 (97.4%)Not Hispanic or Latino

Marital status

11 (17.7%)4 (10.5%)Single

41 (66.2%)28 (73.7%)Married or living with significant other

10 (16.1%)6 (15.8%)Separated/Divorced

Employment status

17 (27.4%)6 (15.8%)Unemployed, homemaker, or retired

36 (58.1%)22 (57.9%)Full-time

6 (9.7%)8 (21.1%)Part-time

3 (4.8%)2 (5.3%)Student

No. of prior depressive episodes

11 (17.7%)1 (2.6%)One

9 (14.5%)11 (28.9%)Two

42 (67.7%)26 (68.4%)Three or more

54 (87.1%)31 (82%)Antidepressant use in last year

23 (37.1%)14 (37%)At least 1 psychotherapy visit in last year

5 (8.1%)4 (10.5%)Past psychiatric hospitalization (past 5 years)

Enrollment Criteria and Procedures
Inclusion criteria were: (1) English speaking, (2) access to the
Internet, and (3) lifetime history of at least one major depressive
episode, confirmed via Structured Clinical Diagnostic Interview
(SCID) [23], and score of ≤12 on the PHQ-9 (Patient Health
Questionnaire) [24]. The study was reviewed and approved by
the Kaiser Permanente Institutional Review Boards (IRB)
directly and by institutional agreement with the University of
Toronto and the University of Colorado Boulder.

Qualitative Study Design
All participants in the MMB study were invited to participate
in an exit interview upon completion of the 8-session MMB
open trial or upon early termination. A master’s level support
person (JNF) conducted all interviews via telephone. Interviews
averaged 35 minutes (ranging from 30-60 minutes). Consistent
with grounded theory, an iterative process was used where the
interviewer made notes after each interview, consulted
periodically with the study team, and clarified key concepts in
subsequent interviews.
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Interview questions focused on the following areas: components
of the MMB website (animations, group videos, leader videos,
text, reflection questions, etc); ways MMB facilitated or
hindered their ability to complete home practice; organization,
clarity, quality, and quantity of information provided; and skills
learned, personal insights, or information from their experience
in MMB (full interview guide is available in Multimedia
Appendix 1).

Data Analysis
Interviews were de-identified, transcribed, and loaded into
Atlas.ti (qualitative software analysis program) to assist with
content analysis using both inductive and deductive approaches.
The inductive approach applied several key concepts consistent
with grounded theory including: first cycle coding, memo
writing throughout data collection and analysis, categorization
of codes into larger themes in order to develop a theory of the
data presented, and explicitly defined saturation [25]. The first
author (JMB) conducted content analysis with code review
performed by CAM. Initially, all interviews were read and
document summary memos were created for each transcript
[26]. Thematic memos were created as themes emerged
throughout summarizing and subsequent coding. The document
and thematic memos were used to create a data driven code
book. Next, a first cycle coding process was conducted using
this code book. Throughout coding, new codes were added and
clarification of code definitions was periodically performed
with the members of the research team (JNF, ZVS, SD, AB)
using peer debriefing sessions. These procedures yielded 54
codes with an average of 19.8 quotations per code (ranging from
5-61 quotations). Ten codes had less than 5 associated quotations
and these were considered to not meet adequate saturation, due
to their limited presence and lack of applicability to larger
concepts under study here. A reliability check was conducted
by CAM, who reviewed a sample of 5 quotations for each of
the remaining 54 codes in order to evaluate the fit of each
quotation to the code definition. Discrepancies of fit were
discussed by CAM and JMB, some quotations were
re-categorized into different codes or eliminated from the code
book, and a few code definitions were re-worded to more
accurately capture the quotations. When all coding was
complete, the 54 process codes were organized into large
categories [27]. The code book was created after extensive
memo writing of the interview data, which resulted in thorough
code definitions. This catalyzed the development of large
categories and theories without the need for second cycle coding.
Network modeling in Atlas.ti was used to create the large
categories, which assists with building visual representations
of code schemes. Categories included: participant feedback on
MBCT Web-based content, participant feedback on MBCT
Web-based group process, and participant feedback on home
practice.

A separate analysis was undertaken for a code with the largest
number of quotations (186) called “evidence of concept
comprehension”. This analysis used evaluation coding or a
priori code definitions from Allen et al (2009) who reported
participant experiences with in-person MBCT using thematic
analysis. The purpose of this evaluation coding was to assess

the presence or absence of learned behaviors and strategies
previously described for in-person MBCT groups.

Results

Evidence of Concept Comprehension
The “evidence of concept comprehension” theme captured
participants’ descriptions of the key concepts of MBCT and is
based on 186 quotations coded in response to questions about
skills and insights learned from the program.

Nearly every participant mentioned the impact of newly learned
activities and tools on managing distressing thoughts and
feelings associated with symptoms of depression. Many
participants reported positive impacts of completing some form
of daily mindfulness practice including: increased awareness
of rushing through life on “autopilot” and recognition of the
benefit of “slowing down”, reducing stress and anxious feelings,
re-framing negative thoughts about activities they do not enjoy
such as “doing diapers”, and increased awareness of emotions
and their impact on behavior as shown here, “I think looking
at patterns of thinking, black and white thinking and
catastrophizing—to catch myself on those, rather than just
reacting.” One participant described the experience of doing
the home practice as follows:

A little tricky at first because it’s hard to slow things
down. I was very impatient in the beginning, like,
when is this going to be over? I’m not sure why, but
the further I got into it, the more I started to realize
it is not about rushing through, it’s more about
helping me not be on autopilot anymore.

Many participants found that applying the combination of
mindfulness meditation and CBT skills increased their sense of
control and confidence in preventing the return of future
depressive symptoms. Some participants expressed an intention
to use the tools regularly as a prevention strategy, even in the
absence of any signs of depression, and others indicated they
would apply these tools when they felt the “creeping signs of
depression”. Related to this was “knowing my triggers”, which
was characterized by increased awareness and recognition of
thoughts, emotions, or behaviors that signal relapse. Participants
reported that mindfulness meditation practices taught them to
“stay focused on the present moment”, and as described by one
participant, helped to recognize early warning signs: “I always
think I’m over it and then it sneaks up on me. I think
this—staying focused on the present moment—would help me
recognize sooner what was going on.”

The CBT portion of the program and its emphasis on teaching
“thoughts are not facts” was often mentioned in regard to
observing, questioning, and objectifying depressive thoughts
and emotions (ie, viewing these thoughts and emotions as
characteristics of depression, not as representative of the self
or “truth”), thereby reducing their impact. One participant
expressed the concept of “thoughts are not facts” this way:

One of my triggers or clues that I’m going to possibly
start having problems is having images of horrible
things happening—that’s always been one of my big
things—thoughts that come out of nowhere, and so
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because of that I’m able to say, ‘That’s not real.
That’s a thought.’ And that’s been really helpful,
rather than, ‘Why am I thinking that!’ So it’s sort of
just accepting it and moving on.

Some participants reported changing their focus from negative
to positive during the MMB program by engaging in such
positive activities as exercise, enjoying the outdoors, socializing,
being more self-compassionate, or focusing daily on a positive
experience. The positive impact of the MMB experience is
described below:

I think it gives me a sort of foundation of experience
and after committing to it and doing my best with it,
I can remember back—I was a happier more
grounded person when I was doing that (MMB). So
I always know there’s a tool that I can use to make
life a little more enjoyable.

Participant Feedback on MBCT Web-Based Content
Almost all participants thought that the text was clear and
concise and that it conveyed key concepts effectively.
Approximately half the participants chose to have the text on
webpages read aloud and even those who did not use this audio
feature believed that having this option was important. The
audio to text option created a different way of interacting with
the Web-based program that is described well by this participant:

I thought that [audio to text] was very helpful. By the
end, I was choosing to do that instead of reading. I
found that listening probably put the emphasis on the
words in places it was meant to be rather than my
interpretation of the words. Perhaps they didn’t
always match. I’m a really literal person, so
sometimes I lose things. It was a deeper
understanding for me to listen to it. And if there was
something I missed or didn’t think I understood, I
could go back and read it, but I think having both is
useful.

The videos of the group leaders speaking as hosts of the program
for participants were received very positively and some
participants believed this was a good alternative to written text
for conveying information, although some preferred to read
text. The videos included motivational content about accepting
and being gentle with oneself in the learning process and also
addressed common challenges associated with learning to
practice mindfulness meditation. Specific topics included
self-criticism, impatience, or feelings of inadequacy and guilt.
Some participants expressed neutral responses to the group
leader videos, commenting that they were “fine” or “good” or
“just transitional”. Others found more value in the videos and
reported that the group leaders were highly qualified and
trustworthy. “I could tell they were both very empathic and very
invested and believed in it. They felt very authentic and felt like
they were really practitioners. I liked both of them a lot.”

Participants strongly supported the PDF worksheet downloads
for home practice and the MP3 audio downloads of meditation
practices. Several commented that this provided them with
specific tools to retain after the program ended that could
support ongoing practice. “I think having downloaded some of

the PDFs will be a good resource too, so if I feel I might be
heading toward a relapse, I will have something active to do.”
Others felt the printed PDF increased accountability by
providing a daily reminder. Some downloaded the MP3 files to
their smartphone, so they could access the meditation practices
at any time. There were suggestions for improvements to the
PDFs and downloads including availability on iTunes,
smartphones, integrated calendar reminders, adding visuals to
the worksheets, and a “take-home kit” or list of all PDFs and
MP3s in one place at the end of the program (in addition to
weekly sessions).

Interactive exercises and animations were included to convey
key concepts and metaphors, such as watching thoughts as if
they were “leaves” floating down a river. Interactive exercises
included developing a “playlist” of negative automatic thoughts
that individuals frequently struggled with when depressed. Most
people reported that they did not remember the animations
during the exit interviews or find these to be especially powerful
as a learning device. When reminded of examples, some still
had trouble recalling them and comments were mostly neutral
(eg, “they were fine”) or negative (eg, “superfluous”).

Participant Feedback on Web-Based MBCT Group
Process
Converting an in-person group program to a Web-based format,
where the experience is inherently individual, presents an
interesting challenge. Benefits of the Web-based format were
noted as: the flexibility of completing weekly sessions on one’s
own schedule, the ability to temporarily pause the sequence of
sessions for travel and other reasons, freedom from pressure to
drive to classes or find child care, and feeling less self-conscious
doing the program from home.

Participants identified live interactivity as a key difference
between these two formats. For a number of participants who
had previously participated in a mindfulness group, the
Web-based approach lacked some advantages of the in-person
format. Chief among these were the absence of an instructor
and the opportunity to learn together as a group. “It really wasn’t
as satisfying as an in-person group, like questions on this sort
of thing aren’t normally linear, but you fumble along and the
leader answers and there is back and forth.”

The embedded videos of an in-person group, a central feature
of MMB, were well received and participants indicated that
they felt a connection to the group members. Participants
appreciated that the same group was featured in every session,
so that they got to know the individuals and develop a sense of
belonging. A key advantage identified from the group videos
was the knowledge that they were not the only ones who found
the material and mindfulness practices challenging. “What I
liked about them (the group videos) is that I went through the
exercises and if I wasn’t sure what it meant or what I felt about
it, I watched the group and it made more sense.” Others
indicated that the group members’adaptations of home practice
to fit with the demands of their lives provided important insights.
Not all reactions to the group videos, however, were positive.
Some participants thought that there were too many videos, that
it took too long to watch all of them, and that they should watch
every single clip. However, others were more flexible and were
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selective in watching only those videos that were relevant to
their experience. Additionally, a small subset of participants
indicated they were not “group learners” and did not find the
group videos to be an important aspect of their learning. One
participant commented, “If I ever needed counseling or therapy
of some sort, the last thing I would do is go to a group.” Another
expressed, “I really didn’t watch a lot of them…I tend to look
at my depression as more of an individual situation. I just could
not relate to them and what they were doing and what they were
feeling.”

When asked about ways to improve MMB, many participants
described the desire for actual interaction with other MMB
participants or a therapist. “I think this would be a lot better if
there was a Web-based group…I felt alone out here. I would
have been engaged more.” Some described needing more
support as they went through the program, “I needed my hand
held a little more.” Others described a desire for feedback from
a professional therapist in person and some suggested
professional feedback could be provided to reflection question
inputs. Some saw the “Ask a Question” function as a good way
to have some interaction beyond the website and enjoyed posting
or just reading materials in this section posted by other users.
Suggestions were provided for adding a community component
such as: Web-based message boards with other users, hold a
few in person meetings (although the logistical scheduling
barriers to this approach were recognized), or create
opportunities for telephone and/or video chat meetings.

Interestingly, all participants saw the value of having a support
person available who was only a phone call or email away.
Some participants mentioned more frequent interactions with
the support person and even those who did not use the support
reported that it was an important asset of the program. The
benefit of reminders and follow-up contacts also was mentioned:
“I think it’s nice to have someone available, whether someone
wants it or not. It was nice that you were like, ‘you haven’t
logged on in a while’…it’s hard to stay on track.”

Participant Feedback on Home Practice
Participants described distinct preferences regarding the home
practice component of MMB. While there was broad
endorsement of the 3-minute Breathing Space, reactions to the
Body Scan was more mixed. Positive responses noted that it
was an effective relaxation technique, particularly for helping
to “wind down” at the end of the day, whereas others reported
that they felt uncomfortable with it.

Overall, there was a very well-saturated theme of time and
commitment challenges for home practice. Most preferred the
shorter practices for several reasons, including: scheduling time,
attention or focus drifting with longer practices, impatience or
trouble slowing down the mind or sitting still, or difficulty
finding time alone for practice. One suggestion to address home
practice challenges was a slower “ramp-up” to the longer
practices. For example, it was suggested that the program should
start with a 15-minute meditation, not a 30-minute meditation.
However, some participants reported that they preferred the
longer practices because they allowed time for the mind to slow
down and focus. Additionally, some believed that the
expectation for time commitment was unreasonable and felt

guilty or resentful that they could not meet it. For example, in
response to a question about her experience with home practice,
this participant describes the self-criticism she experienced as
well as some benefit from the practice: “[I felt] a little critical
of self, felt like I couldn’t do it all, and it was my fault somehow,
and this is too much to ask with your daily life, and resentful.
But I tried my best to do it all, gave it a pretty good effort, and
got stuff out of it.”

Others saw the value in completing the home practice and
understood that the time investment is important to learn a new
skill. The balance of positive and negative feedback was
articulated by one participant:

It was difficult in that you had to carve out the time
really consistently, but it was also really valuable. I
don’t think the program would be as effective if you
weren’t being asked to do it daily. What I understand
is you’re trying to develop a habit. My only suggestion
would be to give the option to do 15-20 minute
practices and stress that any time they can do the 30
minutes, they should.

Discussion

Evidence of Concept Comprehension: Comparison to
In-Person Delivery
We found a high degree of endorsement in the evaluation coding
for themes previously identified by others describing learned
behaviors and strategies associated with in-person delivery of
MBCT [21,22]. Specifically, we found participants had
increased awareness for personal warning signs of impending
relapse and that they utilized meditation practices and/or
cognitive behavioral strategies like “thoughts are not facts” to
counteract these symptoms. We also observed that some
participants used the meditation practices regularly to assist
them daily with residual depressive symptoms. Furthermore,
we observed that participants felt an increased sense of personal
agency to handle depression and also reported increased
engagement in positive activities. Contrary to prior work, we
found little evidence of themes indicating improved
relationships, increased self-value, or decreased feelings of
isolation. One explanation for this might be the absence of
synchronous group interaction in MMB compared to in-person
delivery.

While MMB attempts to provide an experiential learning
experience through videos of an in-person group presented in
each session, it is to be expected that there will be some loss of
the interpersonal learning dynamic in a Web-based program. It
is possible that enhancing Web-based opportunities to engage
with other MMB learners may improve the saturation of
interpersonal learning in this program. The addition of a
community of participants learning MMB, either synchronously
or asynchronously, may help foster skills relevant to valuing
self, feeling closeness with others, and it may also help
participants feel less isolated.
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Enhancing the Support Function and Re-Purposing
Content for Delivery Online
A noted limitation of the Web-based program was the loss of
direct contact with instructors compared to in-person groups
and the reduced accountability for completing sessions and
home practice. These are important issues to address for any
Web-based program [28], but especially so for MMB, as the
likelihood of clinical benefits are linked to the frequency of
practice [29]. Although we were unable to collect non-completer
exit interviews, we know that the most frequently cited reasons
for dropout were time/scheduling issues. It will be important to
enhance and clarify MMB’s messaging at the outset, regarding
time expectations for session and home practice completion in
order to improve participant satisfaction and increase retention.
Participants offered a number of constructive suggestions for
addressing this concern: a slower ramp-up each week of the
time commitment for home practice exercises, options for short
or long home practice exercises each week, addition of a
community function with other users or a therapist to maintain
engagement, keeping the live support person, better integration
of program content with personal technologies (calendar
reminders, iTunes accessibility, ability to view MMB on iPad
or smartphone), and outlining expectations for degree of session
participation (eg, you don’t have to watch every video).

Considering that participants perceived a lack of support, it is
not surprising that there were suggestions to curtail the
frequency or duration of home practice—something reported
in traditional MBCT groups as well. Prior studies of Web-based
interventions suggest that reminders and administrative or
therapist support are associated with higher retention rates and
satisfaction with Web-based depression treatments as compared
to unsupported delivery formats [15,16,30]. There was strong
endorsement for the live administrative support and reminders
in MMB. While participants were informed of the home practice
time commitment during the consent process, perhaps there is
a misconception that an online program implies a lesser time
commitment. It will be important for future iterations of MMB
to refine the support function, potentially by adding an online
community, and also to clarify the importance and expectations
for home practice at the outset. Other Web-based depression
treatment programs have offered therapist support, although the
use of professional therapists may be cost prohibitive when
planning for more widespread dissemination of these programs
[13,14].

Balancing Flexibility and Fidelity
Our results indicated differing and sometimes contradictory
preferences, such as the desire by some for increased group
interaction versus a lack of interest in the group dynamic. Other
differences were a matter of preference, such as reading text to
understand the content versus listening to audio or watching a
video. These differences highlight the importance of offering
flexibility in order to appeal to a large audience of users, while
still holding true to the MBCT model. The experiences of the
“non-group learners” merit consideration as they demonstrate
that completing MBCT online could be different, but still
potentially beneficial. Other issues of fidelity include balancing
participants’ desire to reduce the amount of home meditation

practice, in light of the empirical support for a link between
degree of home practice and improved clinical outcomes [29].
These are but two of a number of issues that are likely to arise
when adapting the online version of MBCT to a wider and more
diverse population.

Integration With Personal and Mobile Technologies
The PDF downloads of home practice exercises and MP3
downloads of meditation practices were among the most popular
features of MMB. Enhancements of these features were
suggested including a compilation of downloads so participants
would have a tangible take-home tool kit as a reference in case
they sensed depression returning in the future. Additionally,
participants wanted better integration with their iTunes accounts
for MP3 meditation practice downloads, integrated calendar
reminders, and also suggested access to the entire program from
smartphones or iPads.

The strong desire to have an organized home tool kit and more
seamless integration with current personal use technologies
illustrates participants’ preferences for continued support
structures that would help to sustain recovery. Specifically,
participants desired better integration of program content with
daily habits to promote mindfulness practice after program
completion. This feedback is valuable for future website
modifications to MMB and may also be pertinent to others
developing online psychological treatments.

Limitations
This qualitative investigation has several limitations that should
be considered. Although we sought feedback from both
completers and non-completers, we were successful only in
gaining one interview from a non-completer. Therefore, the
feedback presented represents a population of engaged
participants; non-completers may have expressed more negative
reactions to MMB, which are not represented here. Additionally,
interviews were collected shortly after program completion and,
therefore, we do not know if the concepts discussed would
reflect participants’ appraisals of MMB and their use of learned
skills over a longer time period. Our sample was relatively
homogenous with regard to race and ethnicity and it included
a number of individuals with prior experiences and interest in
mindfulness practices. This may limit the generalizability of
the viewpoints expressed to more diverse populations. The
potential for subjective bias was possible with one primary
coder (JMB) who was closely involved in project management
and recruitment for the MMB trial; however, the coding review
by CAM provided alternative perspectives that were included
in the final code book. It is also possible that social desirability
biased some responses given that the research assistant (JF)
who conducted the interviews was associated with the MMB
program through her role as the administrative support member;
however, it is possible that her relationship with participants
and familiarity with the MMB program facilitated more detailed
disclosure. Since this is the first evaluation of online provision
of MBCT, our findings should be considered tentative until
qualitative analyses of new cohorts are available.
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Conclusions
The current study describes participant experiences with MMB,
including challenges, positive elements, and suggestions for
programmatic changes to increase engagement and effectiveness.
Some of the feedback presented here may inform future studies
with similar types of Web-based depression intervention
programs, particularly the need to define participation
expectations, include options for different levels of time
commitment and to respond to desires for increased group
support and integration with personal use devices. The close

alignment between participants’ reports of skills learned in
MMB and those that are central to the in-person MBCT program
also may provide encouragement for the translation of other
in-person psychological treatments to a Web-based platform.
As identified here, balancing fidelity to the traditional MBCT
model with participants’ desire for flexible modes of learning
will need to be carefully negotiated. We foresee this challenge
as vital for any future studies in this area. As a brief Web-based
program, MMB may offer a scalable, cost-effective alternative
to in-person MBCT that may be effective in reducing residual
depressive symptoms and preventing depressive relapse.

Acknowledgments
The authors would like to acknowledge the 38 participants who participated in the exit interviews, Kaiser Permanente Behavioral
Health and Primary Care staff who referred participants to the study, research staff Deanna B McQuillan, MA, and Jennifer
Dickman Portz, PhD, who assisted with study recruitment, and NogginLabs, which collaborated with ZVS and SD on the creation
of the MMB program. Funding for this work was provided by an award from the National Institute of Mental Health - R21
MH087723-01A1.

Conflicts of Interest
Mindful Mood Balance is being developed for commercialization by MindfulNoggin as a therapist training tool. While at the
time of publication no formal agreements are in place, ZS and SD may receive royalties or other compensation in the future.

Multimedia Appendix 1
Interview guide.

[PDF File (Adobe PDF File), 10KB-Multimedia Appendix 1]

References

1. Teasdale JD, Segal ZV, Williams JM, Ridgeway VA, Soulsby JM, Lau MA. Prevention of relapse/recurrence in major
depression by mindfulness-based cognitive therapy. J Consult Clin Psychol 2000 Aug;68(4):615-623. [Medline: 10965637]

2. Ma SH, Teasdale JD. Mindfulness-based cognitive therapy for depression: replication and exploration of differential relapse
prevention effects. J Consult Clin Psychol 2004 Feb;72(1):31-40. [doi: 10.1037/0022-006X.72.1.31] [Medline: 14756612]

3. Kabat-Zinn J, Williams M, Teasdale J, Zindel S. The mindful way through depression: freeing yourself from chronic
unhappiness. New York: Sounds True, Incorporated; 2007.

4. Piet J, Hougaard E. The effect of mindfulness-based cognitive therapy for prevention of relapse in recurrent major depressive
disorder: a systematic review and meta-analysis. Clin Psychol Rev 2011 Aug;31(6):1032-1040. [doi:
10.1016/j.cpr.2011.05.002] [Medline: 21802618]

5. Wang PS, Simon G, Kessler RC. The economic burden of depression and the cost-effectiveness of treatment. Int J Methods
Psychiatr Res 2003;12(1):22-33. [Medline: 12830307]

6. Proudfoot J, Ryden C, Everitt B, Shapiro DA, Goldberg D, Mann A, et al. Clinical efficacy of computerised
cognitive-behavioural therapy for anxiety and depression in primary care: randomised controlled trial. Br J Psychiatry 2004
Jul;185:46-54 [FREE Full text] [Medline: 15231555]

7. Clarke G, Eubanks D, Reid E, Kelleher C, O'Connor E, DeBar LL, et al. Overcoming Depression on the Internet (ODIN)
(2): a randomized trial of a self-help depression skills program with reminders. J Med Internet Res 2005;7(2):e16 [FREE
Full text] [doi: 10.2196/jmir.7.2.e16] [Medline: 15998607]

8. Warmerdam L, van Straten A, Jongsma J, Twisk J, Cuijpers P. Online cognitive behavioral therapy and problem-solving
therapy for depressive symptoms: Exploring mechanisms of change. J Behav Ther Exp Psychiatry 2010 Mar;41(1):64-70.
[doi: 10.1016/j.jbtep.2009.10.003] [Medline: 19913781]

9. Spek V, Cuijpers P, Nyklícek I, Riper H, Keyzer J, Pop V. Internet-based cognitive behaviour therapy for symptoms of
depression and anxiety: a meta-analysis. Psychol Med 2007 Mar;37(3):319-328. [doi: 10.1017/S0033291706008944]
[Medline: 17112400]

10. McCrone P, Knapp M, Proudfoot J, Ryden C, Cavanagh K, Shapiro DA, et al. Cost-effectiveness of computerised
cognitive-behavioural therapy for anxiety and depression in primary care: randomised controlled trial. Br J Psychiatry 2004
Jul;185:55-62 [FREE Full text] [Medline: 15231556]

11. Andersson G, Cuijpers P. Internet-based and other computerized psychological treatments for adult depression: a
meta-analysis. Cogn Behav Ther 2009;38(4):196-205. [doi: 10.1080/16506070903318960] [Medline: 20183695]

J Med Internet Res 2014 | vol. 16 | iss. 3 | e87 | p. 10http://www.jmir.org/2014/3/e87/
(page number not for citation purposes)

Boggs et alJOURNAL OF MEDICAL INTERNET RESEARCH

XSL•FO
RenderX

https://jmir.org/api/download?alt_name=jmir_v16i3e87_app1.pdf&filename=3e9c01a51b9ee90bf1b0785db754d1a0.pdf
https://jmir.org/api/download?alt_name=jmir_v16i3e87_app1.pdf&filename=3e9c01a51b9ee90bf1b0785db754d1a0.pdf
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=10965637&dopt=Abstract
http://dx.doi.org/10.1037/0022-006X.72.1.31
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=14756612&dopt=Abstract
http://dx.doi.org/10.1016/j.cpr.2011.05.002
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21802618&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12830307&dopt=Abstract
http://bjp.rcpsych.org/cgi/pmidlookup?view=long&pmid=15231555
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15231555&dopt=Abstract
http://www.jmir.org/2005/2/e16/
http://www.jmir.org/2005/2/e16/
http://dx.doi.org/10.2196/jmir.7.2.e16
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15998607&dopt=Abstract
http://dx.doi.org/10.1016/j.jbtep.2009.10.003
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19913781&dopt=Abstract
http://dx.doi.org/10.1017/S0033291706008944
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17112400&dopt=Abstract
http://bjp.rcpsych.org/cgi/pmidlookup?view=long&pmid=15231556
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15231556&dopt=Abstract
http://dx.doi.org/10.1080/16506070903318960
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20183695&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/


12. van den Berg S, Shapiro DA, Bickerstaffe D, Cavanagh K. Computerized cognitive-behaviour therapy for anxiety and
depression: a practical solution to the shortage of trained therapists. J Psychiatr Ment Health Nurs 2004 Oct;11(5):508-513.
[doi: 10.1111/j.1365-2850.2004.00745.x] [Medline: 15450016]

13. Høifødt RS, Lillevoll KR, Griffiths KM, Wilsgaard T, Eisemann M, Waterloo K, et al. The clinical effectiveness of web-based
cognitive behavioral therapy with face-to-face therapist support for depressed primary care patients: randomized controlled
trial. J Med Internet Res 2013;15(8):e153 [FREE Full text] [doi: 10.2196/jmir.2714] [Medline: 23916965]

14. Lillevoll KR, Wilhelmsen M, Kolstrup N, Høifødt RS, Waterloo K, Eisemann M, et al. Patients' experiences of helpfulness
in guided internet-based treatment for depression: qualitative study of integrated therapeutic dimensions. J Med Internet
Res 2013;15(6):e126 [FREE Full text] [doi: 10.2196/jmir.2531] [Medline: 23786763]

15. Richards D, Richardson T. Computer-based psychological treatments for depression: a systematic review and meta-analysis.
Clin Psychol Rev 2012 Jun;32(4):329-342. [doi: 10.1016/j.cpr.2012.02.004] [Medline: 22466510]

16. Clarke G, Eubanks D, Reid E, Kelleher C, O'Connor E, DeBar LL, et al. Overcoming Depression on the Internet (ODIN)
(2): a randomized trial of a self-help depression skills program with reminders. J Med Internet Res 2005;7(2):e16 [FREE
Full text] [doi: 10.2196/jmir.7.2.e16] [Medline: 15998607]

17. Holländare F, Anthony SA, Randestad M, Tillfors M, Carlbring P, Andersson G, et al. Two-year outcome of Internet-based
relapse prevention for partially remitted depression. Behav Res Ther 2013 Nov;51(11):719-722. [doi:
10.1016/j.brat.2013.08.002] [Medline: 24021360]

18. Holländare F, Johnsson S, Randestad M, Tillfors M, Carlbring P, Andersson G, et al. Randomized trial of Internet-based
relapse prevention for partially remitted depression. Acta Psychiatr Scand 2011 Oct;124(4):285-294. [doi:
10.1111/j.1600-0447.2011.01698.x] [Medline: 21401534]

19. Krusche A, Cyhlarova E, Williams JM. Mindfulness online: an evaluation of the feasibility of a web-based mindfulness
course for stress, anxiety and depression. BMJ Open 2013;3(11):e003498 [FREE Full text] [doi:
10.1136/bmjopen-2013-003498] [Medline: 24293203]

20. Gerhards SA, Abma TA, Arntz A, de Graaf LE, Evers SM, Huibers MJ, et al. Improving adherence and effectiveness of
computerised cognitive behavioural therapy without support for depression: a qualitative study on patient experiences. J
Affect Disord 2011 Mar;129(1-3):117-125. [doi: 10.1016/j.jad.2010.09.012] [Medline: 20889214]

21. Mason O, Hargreaves I. A qualitative study of mindfulness-based cognitive therapy for depression. Br J Med Psychol 2001
Jun;74(Pt 2):197-212. [Medline: 11453171]

22. Allen M, Bromley A, Kuyken W, Sonnenberg SJ. Participants' experiences of mindfulness-based cognitive therapy: "It
changed me in just about every way possible". Behav Cogn Psychother 2009 Jul;37(4):413-430. [doi:
10.1017/S135246580999004X] [Medline: 19508744]

23. First M, William JBW, Spitzer RL, Gibbon M. Clinical Trials Version (SCID CT). In: Structured Clinical Interview for
DSM-IV-TR Axis I Disorders. New York: Biometrics Research; 2007.

24. Kroenke K, Spitzer RL, Williams JB. The PHQ-9: validity of a brief depression severity measure. J Gen Intern Med 2001
Sep;16(9):606-613 [FREE Full text] [Medline: 11556941]

25. Saldana J. The coding manual for qualitative researchers. Thousand Oaks, CA: Sage Publications Ltd; 2009.
26. Maietta RC. State of the art: integrating software with qualitative analysis. In: Curry L, Shield RR, Wetle TT, editors.

Improving aging and public health research: qualitative and mixed methods. Washington, DC: American Public Health
Association; 2006.

27. Coffey A, Atkinson P. Making sense of qualitative data: complementary research strategies. Thousand Oaks, CA: Sage
Publications; 1996.

28. Melville KM, Casey LM, Kavanagh DJ. Dropout from Internet-based treatment for psychological disorders. Br J Clin
Psychol 2010 Nov;49(Pt 4):455-471. [doi: 10.1348/014466509X472138] [Medline: 19799804]

29. Carmody J, Baer RA. Relationships between mindfulness practice and levels of mindfulness, medical and psychological
symptoms and well-being in a mindfulness-based stress reduction program. J Behav Med 2008 Feb;31(1):23-33. [doi:
10.1007/s10865-007-9130-7] [Medline: 17899351]

30. Christensen H, Griffiths KM, Farrer L. Adherence in Internet interventions for anxiety and depression. J Med Internet Res
2009;11(2):e13 [FREE Full text] [doi: 10.2196/jmir.1194] [Medline: 19403466]

Abbreviations
CBT: cognitive behavioral therapy
MBCT: mindfulness-based cognitive therapy
MMB: Mindful Mood Balance
PHQ-9: Patient Health Questionnaire

J Med Internet Res 2014 | vol. 16 | iss. 3 | e87 | p. 11http://www.jmir.org/2014/3/e87/
(page number not for citation purposes)

Boggs et alJOURNAL OF MEDICAL INTERNET RESEARCH

XSL•FO
RenderX

http://dx.doi.org/10.1111/j.1365-2850.2004.00745.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15450016&dopt=Abstract
http://www.jmir.org/2013/8/e153/
http://dx.doi.org/10.2196/jmir.2714
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23916965&dopt=Abstract
http://www.jmir.org/2013/6/e126/
http://dx.doi.org/10.2196/jmir.2531
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23786763&dopt=Abstract
http://dx.doi.org/10.1016/j.cpr.2012.02.004
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22466510&dopt=Abstract
http://www.jmir.org/2005/2/e16/
http://www.jmir.org/2005/2/e16/
http://dx.doi.org/10.2196/jmir.7.2.e16
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15998607&dopt=Abstract
http://dx.doi.org/10.1016/j.brat.2013.08.002
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24021360&dopt=Abstract
http://dx.doi.org/10.1111/j.1600-0447.2011.01698.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21401534&dopt=Abstract
http://bmjopen.bmj.com/cgi/pmidlookup?view=long&pmid=24293203
http://dx.doi.org/10.1136/bmjopen-2013-003498
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24293203&dopt=Abstract
http://dx.doi.org/10.1016/j.jad.2010.09.012
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20889214&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=11453171&dopt=Abstract
http://dx.doi.org/10.1017/S135246580999004X
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19508744&dopt=Abstract
http://europepmc.org/abstract/MED/11556941
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=11556941&dopt=Abstract
http://dx.doi.org/10.1348/014466509X472138
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19799804&dopt=Abstract
http://dx.doi.org/10.1007/s10865-007-9130-7
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17899351&dopt=Abstract
http://www.jmir.org/2009/2/e13/
http://dx.doi.org/10.2196/jmir.1194
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19403466&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/


Edited by G Eysenbach; submitted 22.11.13; peer-reviewed by D Richards, K Lillevoll; comments to author 23.12.13; revised version
received 04.02.14; accepted 27.02.14; published 24.03.14

Please cite as:
Boggs JM, Beck A, Felder JN, Dimidjian S, Metcalf CA, Segal ZV
Web-Based Intervention in Mindfulness Meditation for Reducing Residual Depressive Symptoms and Relapse Prophylaxis: A Qualitative
Study
J Med Internet Res 2014;16(3):e87
URL: http://www.jmir.org/2014/3/e87/
doi: 10.2196/jmir.3129
PMID: 24662625

©Jennifer M Boggs, Arne Beck, Jennifer N Felder, Sona Dimidjian, Christina A Metcalf, Zindel V Segal. Originally published
in the Journal of Medical Internet Research (http://www.jmir.org), 24.03.2014. This is an open-access article distributed under
the terms of the Creative Commons Attribution License (http://creativecommons.org/licenses/by/2.0/), which permits unrestricted
use, distribution, and reproduction in any medium, provided the original work, first published in the Journal of Medical Internet
Research, is properly cited. The complete bibliographic information, a link to the original publication on http://www.jmir.org/,
as well as this copyright and license information must be included.

J Med Internet Res 2014 | vol. 16 | iss. 3 | e87 | p. 12http://www.jmir.org/2014/3/e87/
(page number not for citation purposes)

Boggs et alJOURNAL OF MEDICAL INTERNET RESEARCH

XSL•FO
RenderX

http://www.jmir.org/2014/3/e87/
http://dx.doi.org/10.2196/jmir.3129
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24662625&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

