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Abstract
Objectives: HIV-infected patients suffer from both physical and mental health symptoms and treatment of both
symptoms is important. The 8-week Mindfulness Based Cognitive Therapy (henceforth MBCT) was originally developed
for both mental and physical symptoms and is easy to implement. It is unknown, however, whether the addition of
MBCT to psychiatric care as usual is effective in the long term and feasible for this group of patients. We measured
depressive and anxiety symptoms, suicidal thoughts and fatigue in HIV-infected patients receiving psychiatric care as
usual with or without MBCT, at intake and after one year.
Methods: The study was conducted at the outpatient clinic for HIV and Mental Health at GGZ inGeest in
Amsterdam, the Netherlands, between March 2006 and September 2009. MBCT was offered as a group therapy in
addition to individual care as usual to all (N=208) patients in their first year of psychiatric treatment.
Results: In the research period, 58 patients opted for the MBCT and 150 did not. Twenty patients did not complete
the MBCT and questionnaires of both time points were available from 22 patients with and from 60 patients without
MBCT. During their first year of psychiatric care, patients in both treatment groups showed significant improvement on
depressive and anxiety symptoms, suicidal thoughts and fatigue.
Conclusion: Measured after one year, the addition of MBCT to psychiatric care as usual for HIV-infected patients
had no measurable added effect on the treatment of depressive and anxiety symptoms, suicidal thoughts and fatigue.
The present study was an explorative study to investigate the role of additional MBCT to psychiatric care as usual. It
seems that general addition of MBCT is not feasible in this group of patients. However, further research, for example
in a randomized controlled trial (RCT) is necessary to confirm the results.

Keywords: Anxiety; Depressive symptoms; Fatigue; HIV; Mental
health; Mindfulness based cognitive therapy (MBCT); Suicidal thoughts

Introduction
HIV-infected patients have an increased risk of mental health
symptoms like depression, anxiety disorders, abuse of alcohol and
drugs and personality disorders and there is a high prevalence of
psychopathology in those patients [1-3]. In addition, suicidal ideations
occur frequently and the risk of suicide and suicide attempts is high
among HIV-infected patients, compared to the general population and
compared to patients with other chronic somatic diseases [4].
Many HIV-infected patients suffer from pain and physical
symptoms and there is a strong association between these symptoms
and mental health symptoms [5]. HIV-related fatigue has a high
prevalence and is strongly associated with psychological factors such as
depression and anxiety [6].
Physical and mental health symptoms have a major negative
influence on the quality of life and on the treatability, adherence,
and prognosis of the HIV infection [2,7,8]. Both psychotherapy and
medication have proven to be effective treatment for mental health
problems in HIV-infected patients, especially with regard to depressive
symptoms [9]. Therefore, it is important that treatments are developed
that take both physical and mental aspects into account.
In the 1980s, such a combination program for chronically ill patients
was developed by John Kabat-Zinn. He developed the Mindfulness
Based Stress Reduction (MBSR) programme for patients with chronic
pain and stress-symptoms based on meditation techniques and an
alternative way of focussing attention [10]. Segal, Williams and Teasdale
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added elements of cognitive therapy and developed the Mindfulness
Based Cognitive Therapy (henceforth MBCT) [11]. MBCT is a short,
easy to realize 8-week therapy, consisting of 8 sessions with trained
therapists. Patients are expected to do exercises and meditation at home
for at least one hour per day.
Although the reported positive results have met with criticism [12],
a meta-analysis showed that MBCT had small effects on depression,
anxiety and psychological distress in people with chronic somatic
diseases [13]. Randomized clinical trials (RCTs) have shown that
combining MBCT with regular treatment significantly reduces the
relapse risk in depressive symptoms or extends the time until relapse,
compared with regular treatment alone [11,14,15]. Another study
showed that MBCT reduced depressive symptoms and pain intensity
and increased energy levels for patients with a traumatic brain injury
and a clinically diagnosed depression [16].
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Some research has been conducted into the effects of MBCT for
HIV-infected patients [17]. The usefulness of MBCT has been tested in
a few studies with divergent treatment outcomes, such as improvement
of immunity, physical symptoms, side effects of antiretroviral therapy
(ART), and mental health symptoms. These studies showed mixed
results. One RCT only showed improvement in physical symptoms
and not in CD4-count or mental health symptoms [18]. In another
RCT, the largest effect was found for the reduction in the frequency
of symptoms attributable to antiretroviral therapy (ART) [19]. In a
nonrandomized study, the number and activity of natural killer cells
increased significantly in the MBCT group compared to care as usual
group [20]. However, no significant changes or differences were found
for psychological, endocrine, or functional health variables. The studies
of Duncan [19], Gayner [21] and Gonzales-Garcia [22] showed that
MBT was marginally beneficial for relieving symptoms of depression in
HIV-infected patients [17].
MBCT is a therapy with an intensive homework programme,
consisting of exercises and meditation. During the training, the
therapists discuss the homework and encourage the patients to do
their exercises. However, it is important that patients implement
mindfulness in their daily life, and not only during the research period.
As most evaluations of the effectiveness of MBCT have been done
almost immediately after the 8-week period, it is unclear whether the
positive effect of MBCT in patients will last for a substantial period of
time [23]. None of the studies mentioned above reported on the longterm effects (one year) of MBCT on mental health symptoms in HIVinfected patients and the feasibility of the addition of MBCT to care
as usual. It remains unclear if supplementing regular treatment with
MBCT constitutes a worthwhile addition.
We hypothesized that the general addition of MBCT to a psychiatric
care as usual programme would show extra, long-term improvement
on mental health symptoms and perceived lack of energy. The present
study had one main objective. We tested if the general addition of
Mindfulness Based Cognitive Therapy (MBCT) to psychiatric care
as usual reduced depressive and anxiety symptoms, suicidal thoughts
and fatigue in HIV-infected patients with mental health symptoms,
measured one year after intake in a non-randomized study.

Methods
So far, most studies have investigated the effect of MBCT in an RCT.
However, to our knowledge, no research has been published on the
effect of the general addition of MBCT to psychiatric care as usual in a
mental health treatment seeking HIV-infected population. Admittedly,
a non-randomized study has disadvantages, but general addition of
therapy is common in outpatient clinics. MBCT was not implemented
in the out patient clinic and we did not know if it is feasible to offer
MBCT to this group of patients and which group of patients would
respond to the training. Therefore, the MBCT was offered to almost all
patients and investigated in an open study with a prospective design.
We conducted the study at the outpatient clinic for HIV and
Mental Health at GGZ inGeest in Amsterdam, the Netherlands,
between March 2006 and September 2009. This clinic was founded in
1983 and specializes in the assessment and treatment of mental health
symptoms like depression, anxiety disorder, personality disorder and
use of alcohol and drugs among HIV-infected patients. Hundred and
twenty new patients visit the clinic every year and can be referred by
their infectious disease specialist, HIV-nurse, family doctor or regular
psychologist or psychiatrist.
J AIDS Clin Res
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The study on general addition of Mindfulness Based Cognitive
Therapy (MBCT)for HIV-infected patients with mental health problems
was part of the study named ‘HIV-infected mental health patients:
characteristics and comparison with HIV-infected patients from the
general population and non-infected mental health patients’ [4].
New patients visiting the outpatient clinic were asked to participate
in the study on HIV and mental health at their first appointment. The
design and the purpose of the study were explained, and the patients
gave written informed consent. At the intake, trained staff members
obtained a DSM-IV diagnosis using the M.I.N.I. International
Neuropsychiatric Interview (M.I.N.I. Plus) [24]. New patients were
asked to fill in the assessment lists during their first appointment and,
subsequently, after one year. Patients received up to three reminders if
the questionnaire was not returned.
The Medical Ethics Review Committee of the VU University
Medical Centre in Amsterdam approved the research protocol and
all the patients who participated in the study gave written informed
consent.

Care as usual
After diagnosis and treatment plan, all patients received supportive
therapy or cognitive behaviour therapy from a psychologist, psychiatrist
or a specialized mental health nurse. This care as usual was sometimes
supplemented with psychotropic medication.

Care as usual plus MBCT
MBCT was offered as an additional treatment option to all patients
in their first year of treatment. Exclusion criteria for participating in
the MBCT groups were severe suicidality, depression, or psychosis to
the extent that hospital admission was considered. Other exclusion
criteria were unwillingness to do homework for the training and severe
misbehaviour that would prevent functioning in a group. The MBCT
groups consisted of up to 10 participants. There were two experienced
trainers: a psychotherapist and a community mental health nurse. Both
had been trained in delivering MBCT according to protocol and had
experience giving the MBCT to patient groups prior to the current
study. The MBCT was given to our patients by the same protocol, with
eight weekly sessions of 2.5 hours and one follow up session after four
weeks. On average, participants had to spend one hour per day on
homework assignments.

Measures
Self-report questionnaires were used to obtain measures for
depression, suicidality, anxiety and somatization. Additionally, the sum
of Inventory of Depressive symptoms (IDS) items 20 (energy level) and
30 (feeling weighted down / physical energy) were used as an indicator
of feeling insufficiently energetic. The following assessment lists were
included:
Inventory of Depressive symptoms (IDS) [25]: The 30 item
Inventory of Depressive Symptomatology (IDS) is designed to assess
the severity of depressive symptoms.
The five screening items of the Beck Scale for Suicide Ideation
(BSS) [26]: The BBS is a valuable tool for clinicians to examine suicidal
intent in patients. Developed for use with patients of 17 years and over,
the BSS provides a good starting point for a clinician's more detailed
examination of a patient's suicidal intent.
Beck Anxiety Index (BAI) [27]: the Beck Anxiety Inventory (BAI)
is a 21-item self-report instrument that assesses the overall severity of
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anxiety. The BAI was developed to address the need for an instrument
that would reliably discriminate anxiety from depression while
displaying convergent validity.
Four Dimensional Symptom Questionnaire (4DSQ) [28]: The
somatization scale is one of the 4 scales of the Four-Dimensional
Symptom Questionnaire, a self-report questionnaire designed to assess
common psychological symptoms in primary care. The Somatization
scale measures a range of common physical symptoms, known to
be related to distress or psychopathology. Examples are headache,
palpitations, nausea, and muscle aches.

Analyses
First, we tested whether patients who opted for MBCT were any
different from those who did not, in terms of demographics, symptom
severity or DSM-IV diagnosis. We used ANOVA to compare group
means of continuous variables, and the Pearson chi-square statistic to
test for differences between groups on discrete variables. When cells
had an expected count smaller than 5, the likelihood ratio is reported
instead of the Pearson chi-square statistic.
Paired t-tests and chi-square tests were used among completers, in
order to test whether patients in either group showed any change of
symptoms one year after intake. In a third analysis, we used ANCOVA
and chi-square tests to test whether the absolute change of symptom
scores differed between the two treatment groups. Patients who dropped
out of the MBCT group were not included in any of these analyses. Data
were analysed using SPSS Statistics 20 (IBM Corp., Armonk, NY, USA).

Results
Between 2006 and 2009, the therapy was offered to 58 patients
in total. Of these patients 38 filled in the baseline questionnaire and
completed the training within their first year after intake and 22
patients returned the assessment list one year after intake. In the same
period, another 150 patients had an intake at the mental health clinic
and filled in the questionnaire, but did not participate in the MBCT. Of
this group, who only received care as usual, 60 patients responded to
the questionnaire after one year.

CAU-only
(N=150)
89% male

82% male

0.2612

Mean age

40.6 (±8.8)

46.7 (±7.1)

<0.0011*

Mean years of HIV

6.0 (±5.7)

10.4 (±7.3)

<0.0011*

Mean CD4 count

0.0131*

468 (±215)

591 (±299)

CD4<200

6%

7%

0.7112

Mean IDS

29.3 (±13.6)

29.4 (±11.8)

0.9921

Mean BAI

17.4 (±11.9)

16.2 (±8.8)

0.5631

Mean 4DSQ

13.3 (±10.2)

13.7 (±9.4)

0.8421

Mean lack of energy

2.73 (±1.58)

3.05 (±1.43)

0.2501

Suicide ideation

46%

49%

0.8103

Drug used last month

47%

29%

0.0683

Depression

51%

53%

0.8293

Anxiety

25%

13%

0.1283

Alcohol dependence / abuse

8%

8%

0.9832

Drugs dependence / abuse

15%

3%

0.0162*

Bipolar or psychotic disorders

1%

5%

0.1802

Adjustment disorders

11%

8%

0.6032

DSM diagnosis axis 1

ANOVA
2
Likelihood ratio
3
Pearson chi-square
1

Table 1: Mental health symptoms and demographic characteristics at intake.
Intake

1 year

Significance

Mean IDS

29.6 (±13.4)

25.5 (±14.6)

0.0031*

Mean BAI

18.5 (±12.5)

13.2 (±11.1)

0.0011*

Mean 4DSQ

14.0 (±10.3)

13.1 (±11.8)

0.4291

Mean lack of energy

3.04 (±1.59)

2.49 (±1.75)

0.0111*

53%

34%

0.0512

33.5 (±11.8)

23.9 (±10.7)

0.0021*

Mean BAI

18.6 (±9.2)

13.6 (±9.3)

0.0141*

Mean 4DSQ

14.7 (±10.2)

11.5 (±7.8)

0.0561

Mean lack of energy

3.55 (±1.41)

2.68 (±1.58)

0.0381*

57%

23%

0.0212*

CAU-only (N=60)

Suicide ideation
CAU+MBCT (N=22)
Mean IDS

Suicide ideation
Paired t-test
2
Pearson chi-square

The patients who followed the MBCT were older and had been
HIV-positive for a longer time than the patient in the care as usual
(CAU) only group. Their mean CD4 count was also higher. Patients
in the MBCT group were less frequently diagnosed with drug use
disorders, but did not differ from the CAU-only patients when it came
to other DSM diagnoses or psychiatric symptom severity. The most
prevalent diagnoses both groups shared were depressive and anxiety
disorders (Table 1).

Effect of treatment after one year

We furthermore tested whether the improvement of depressive
and anxiety symptoms was greater in one group than the other. Table
3 shows the mean change in symptom severity during the one-year
period following intake. ANCOVA analysis was used to correct for any
differences between groups on symptom scores at intake. The addition
of MBCT did not lead to an improvement that was better than CAU-
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Significance

Sex

1

Both the CAU-only and the CAU + MBCT patients showed a
significant improvement in terms of depressive and anxiety symptoms
and perceived fatigue during the one-year period after intake (Table
2). Furthermore, suicidal ideation decreased significantly in the CAU
+ MBCT-group, while reaching no significance in the CAU condition.
4DSQ scores did not improve significantly in either condition.

CAU + MBCT
(N=38)

Table 2: Symptom severity at intake and after one year.
CAU-only
(N=60)

CAU + MBCT Significance
(N=22)

Δ IDS

-4.2 (±10.0)

-9.6 (±12.6)

0.1011

Δ BAI

-5.3 (±12.1)

-4.9 (±8.6)

0.8461

Δ 4DSQ

-0.9 (±8.9)

-3.2 (±7.5)

0.3011

Δ Lack of energy

-0.42 (±1.6)

-0.86 (±1.8)

0.8191

Suicide ideation
Increased ideation

7.5%

4.8%

No change

69.8%

57.1%

Decreased ideation

22.6%

38.1%

73%

71%

Received treatment after one year
1
2

0.4062
0.8863

ANCOVA (correcting for scores at intake)
Likelihood ratio

Table 3: Effects of treatment condition on symptom change during the first year
after intake.

only on any of the symptom scores. Indeed, this result persisted when
age was added as a covariate. Also, the number of patients who still
received treatment at the mental health clinic after one year did not
differ between groups.
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Discussion
HIV-infected patients often suffer from both mental and physical
symptoms [5]. Treatment of both mental and physical problems
improves quality of life and the prognosis of the HIV infection [29].
The effect of MBCT for patients with HIV and mental health
symptoms has been documented in several studies [17]. Most research
is carried out in an RCT with a control group. To our knowledge, our
research project is the first on HIV-infected patients with mental health
problems who received treatment for their mental health problems and
were offered MBCT as an addition to their treatment. Since MBCT
was an additional voluntary treatment option, patients who joined the
therapy group were motivated for the therapy and were willing to do
their homework. Although no randomization had taken place, there
were no important differences at baseline between the two groups of
patients (CAU-only and CAU + MBCT, respectively). In the CAU +
MBCT group, the patients were older and therefore they had been
longer infected with HIV. It seems the older patients were more willing
to invest in homework and meditation exercises. In a previous study we
already determined that older HIV-infected patients did not have more
depressive or anxious symptoms, suicidal ideation and suicide attempts
[4]. The CAU-only group used more drugs, but did not have a different
baseline score on depressive and anxiety symptoms, suicidal thoughts,
or fatigue.
There was a significant improvement of patients who received
MBCT on depressive and anxiety symptoms, suicidal thoughts and
fatigue measured one year after intake. However, the group of patients
who only received CAU also showed significant improvement. One
year after intake, there was no important significant difference between
the two groups. Both groups of patients improved significantly after one
year of treatment. The effect of the extra treatment option of MBCT was
not measurable in our chosen treatment outcome. Therefore, we might
conclude that in our study the general addition of MBCT to psychiatric
care as usual for HIV-infected patients had no long-term added value.
Different reasons may explain why no additional effect of MBCT
was found in the present study. There may have been a positive effect
just after the MBCT, but there was no similar assessment of the CAUonly group in order to compare the two groups. It is unclear if the
patients with the extra MBCT implemented the therapy in their daily
life, or stopped doing the exercises after the therapy was finished.
Alternatively, it is possible that the addition of MBCT to psychiatric
care as usual has no positive effect at all on HIV-infected patients with
mental health symptoms. The finding that only about one-third of new
patients were able or wanted to participate in the training and about
one- third of the participants did not finish the training indicates that
general addition of MBCT may not be feasible in this group of patients.
To examine the exclusive effect of MBCT, a design with MBCT and
an other group training is essential. Especially HIV-infected patients,
who join a group with other HIV-infected patients can benefit from
the presence of other group members with the possible result that they
feel more understood and suffer less from stigmatization which can
improve quality of life.

Limitations of the Study
This study has several limitations. Firstly, we did not study the
addition of MBCT according to the gold standard of an RCT. Secondly,
the number of patients who received MBCT and completed the
assessment lists is limited. Thirdly, there was only one assessment at
intake and one assessment at the follow up one year later from the
J AIDS Clin Res
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group of patients who received care as usual only. Therefore, it was not
possible to compare the groups after, say, six months of treatment with
the group who received care as usual with MBCT. Fourthly, we did not
measure ‘quality of life’, an important issue in HIV-infected patients.
MBCT might have contributed to the improvement of quality of life,
but that was not measured.

Conclusion
One year after intake there was no positive effect of the additional
MBCT to psychiatric care when compared to care as usual alone.
Both groups of patients improved significantly one year after intake
on depressive and anxiety symptoms, suicidal thoughts and fatigue.
Assessed after one year, the addition of MBCT to psychiatric care as
usual in this population showed no measurable added value. It seems
that general addition of MBCT is not feasible in this group of patients.
However, future research on MBCT in HIV-positive patients with
mental health symptoms is needed in a RCT with multiple assessments
and measuring ‘quality of life’.
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