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Abstract: Objective: To analyze the effects of mindfulness-based cognitive therapy (MBCT) plus loving-kindness 
mediation (LKM) in depressed patients. Methods: A total of 125 depressed patients diagnosed in the Department 
of Psychiatry of our hospital were selected as the research subjects and were randomly divided into a control group 
(n=62) and an observation group (n=63). The control group was treated with conventional psychological interven-
tion, while the observation group was treated with MBCT plus LKM. The therapeutic outcomes were compared 
between the two groups. Results: At 2, 4, 6 and 8 weeks after intervention, the Hamilton Depression Rating Scale 
(HAMD) scores and the scores for introspection and deliberation, forced thinking, rumination of symptoms, treat-
ment, ability and social relationships in the observation group were lower than those in the control group, while 
Five Facet Mindfulness Questionnaire (FFMQ) scores and the scores for psychology, environment, physiology, social 
relations, self-acceptance, and self-evaluation in the observation group were higher than those in the control group 
(P < 0.05). Conclusion: MBCT plus LKM can effectively improve depression, rumination, mindfulness level, quality 
of life, the sense of stigma and degree of self-acceptance in depressed patients.

Keywords: Mindfulness-based cognitive therapy, loving-kindness meditation, depression, degree of depression, 
rumination, mindfulness level, quality of life

Introduction

Depression, which occurs as a result of multi-
ple factors, is a common mental disorder char-
acterized by significant and persistent low 
mood that is clearly not reflective of the 
patients’ environment [1]. Patients with mild 
depression are persistently depressed, while 
patients with severe depression are dis- 
traught, and some even have delusions and 
hallucinations [2].

Currently, treatment for depression includes 
drug therapy and psychotherapy. However, the 
obvious side effects of continuous drug thera- 
py lead to poor tolerance to the side effects  
of drugs in most depressed patients, resulting 

in a decline in compliance with medication. 
Therefore, the efficacy of drug therapy cannot 
be guaranteed, and the recurrence rate of 
depression is high [3]. Psychotherapy mainly 
includes interpersonal psychotherapy (IPT) and 
cognitive behavioral therapy (CBT). Psychothe- 
rapy can prevent adverse reactions caused by 
drug therapy and help patients maintain good 
compliance. Therefore, psychotherapy is often 
used as an adjuvant therapy to drug thera- 
py [4]. Mindfulness-based cognitive therapy 
(MBCT), is based on mindfulness-based stress 
reduction (MBSR) and CBT, enables depressed 
patients to control their emotional states dur- 
ing mindfulness meditation, focusing on the 
emotional states completely without judgment 
[5]. Loving-kindness mediation (LKM) is a type 
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of meditation strategy used to cultivate the  
propensity for kindness and compassion for 
oneself, others and the world, and its main  
purpose is to cultivate concentration and 
awareness [6]. The LKM was carried out in 
patients with chronic depression for 3 months, 
and the results showed that the degrees of 
depression and emotional depression were  
significantly reduced, while the social accep-
tance of patients was remarkably increased 
[7].

In previous studies, MBCT and LKM were most-
ly implemented alone or combined with drugs, 
and there are few studies on the intervention 
using MBCT combined with LKM. On this basis, 
a total of 125 depressed patients were select-
ed as the research subjects, and the value of 
MBCT plus LKM was analyzed by comparison 
with conventional psychological intervention, 
thereby investigating more feasible options for 
the intervention on depressed patients.

Materials and methods

Data

A total of 125 depressed patients diagnosed  
in The First Special Hospital of Harbin were 
selected as the research subjects and were 
randomly divided into a control group (n=62) 
and an observation group (n=63). Among them, 
there were 53 males and 72 females aged 
19-58 years. Inclusion criteria: compliance with 
DSM-V diagnostic criteria for depression [8]; 
Hamilton Depression Rating Scale (HAMD) [9] 
score > 7 points; aged over 18 years. They vol-
untarily signed the informed consent form. The 
study was reviewed and approved by Hospital 
Ethics Committee. Exclusion criteria: mental 
disorders induced by organic diseases; psycho-
active drug dependence; active physical dis-
eases; apparent suicidal tendency; previous 
history of mania.

Methods

The control group received conventional psy-
chological intervention. The basic knowledge  
of depression, common drugs, possible adver- 
se drug reactions, and prevention of adverse 
reactions were introduced. Face-to-face com-
munication with patients was conducted regu-
larly to understand their thoughts, evaluate  
the depression degrees of patients, so as to 

provide psychological support for depressed 
patients, and care for patients in daily life.

The observation group received MBCT plus 
LKM. The interventions were carried out by  
clinical nurse specialists with the qualification 
of China National Psychological Counselor 
(Level 2). Method for conducting LKM: the 
patients were instructed to wear loose cloth- 
es, maintain a conscious and comfortable sit-
ting posture, and select those with traits they 
admire as the subjects for compassion diver-
gence. At first, the patients were instructed to 
silently recite the wishes to the subjects: I wish 
myself safe and healthy without danger, and  
I wish myself good self-care and continuous 
happiness. During the recitation, the patients 
were instructed to imagine the subjects sitting 
opposite, so as to feel the rise in compassion. 
Then, the patients were instructed to send the 
felt compassion to the subjects through con-
tinuous recitation. LKM was performed for 1 h 
once a day.

MBCT included formal mindfulness exercises: 
raisin eating exercises, body scan, mindful- 
ness breathing, mindfulness walking, mindful-
ness yoga and three-minute breathing spa- 
ce. Informal mindfulness exercises: cleaning, 
mindfulness eating and mindfulness listening. 
MBCT was performed once every week, and  
the patients were required to complete the 
assignments given by the nurses every day for 
the next six days. Specifically, the recording 
was followed to conduct multiple mindfulness 
exercises, and relevant written exercises were 
completed. Detailed content: body scan: the 
patients were instructed to relax completely, 
lay on their back, close their eyes slightly, pay 
attention to each body part in turn in accor-
dance with the instructions in the recording, 
carefully feel the feeling of the body at the 
moment, and attempt to establish a close con-
nection with the body. The exercise was per-
formed for 40 min each time. Mindful breath-
ing: The patients were instructed to sit in a 
comfortable position, straighten the back, put 
their feet on the floor, keep their eyes slight- 
ly closed, carefully feel the body touch the 
ground, the bulge and depression of the abdo-
men at the time of inhaling and exhaling, pay 
attention to the pause between breathing out 
and breathing in, keep free breathing, and 
deliberate control for 15 min. Mindfulness 
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Yoga: the mindfulness was incorporated into 
yoga practices, and the patients were instruct-
ed to focus on perceiving changes in body 
motions and inner feelings. The exercise lasted 
for 15 min. Mindfulness walking: the patients 
were instructed to fully relax the head and 
neck, open their eyes naturally, walk calmly, 
keep standing after walking for a while, feel 
themselves stand for 1 min, freely put their 
arms on both sides of their bodies, lift one  
foot while inhaling, lower the lifted foot while 
exhaling, then continue to inhale and lift the 
other foot, and such motion was repeated for 
15 min. Three-minute breathing space: first, 
the patients were instructed to feel their physi-
cal, mental and emotional states, focus on the 
physical feelings between exhaling and inhal-
ing, carefully experience exhaling and inhal- 
ing, and gradually transfer their attention from 
breathing to each part of the body.

After LKM exercise for 1 week, the patients 
conducted the exercise of MBCT for 8 weeks, 
and performed the exercise of LKM for 15 min 
before each exercise of MBCT.

Observational indices

Degree of depression: The assessment was 
conducted using HAMD. HAMD includes seven 
aspects: anxiety/somatization, body mass,  
cognitive impairment, day and night changes, 
retardation, sleep disorder and despair. A  
score of > 24 points indicates severe depres-
sion, 17-24 points indicates moderate depres-
sion, 9-16 points indicates mild depression, 
and < 8 points indicates no depression.

Rumination: Ruminative Responses Scale 
(RRS) [10] was used to assess rumination.  
RRS includes three dimensions: introspection 
and deliberation, forced thinking and rumina-
tion of symptoms. There are 21 items, and  
each item is rated using 1-4 point(s). Level 1 
indicates never, Level 2 indicates a bit, Level 3 
indicates most, and Level 4 indicates always. 
The total score is 21-84 points. A higher score 
indicates a more apparent rumination tend- 
ency.

Mindfulness level: Five Facet Mindfulness 
Questionnaire (FFMQ) [11] was used to as- 
sess the mindfulness level. FFMQ includes five 
factors: observation, description, conscious 
action, non-judgment, and non-reaction. There 
are 39 questions rated using 1-5 point(s). A 

score of 1 point indicates nonconformity, 2 
points indicates low conformance, 3 points 
indicates partial conformance, 4 points indi-
cates high conformance, and 5 points indi- 
cates full conformance. The score is directly 
proportional to the level of mindfulness.

Quality of life: The World Health Organization 
Quality of Life Scale-Brief Form Questionnaire 
(WHOQOL-BREF) [12] was used for assess-
ment. WHOQOL-BREF includes psychology (6 
items), environment (8 items), physiology (7 
items) and social relations (3 items), and each 
item is rated using 1-5 point(s). The scores for 
psychology, environment, physiology and social 
relations are 6-30 points, 8-40 points, 7-35 
points and 3-15 points, respectively. A higher 
score indicates a higher quality of life.

Self-acceptance degree: Self-acceptance Qu- 
estionnaire (SAQ) [13] was used for assess-
ment. SAQ includes 16 items and comprises 
self-acceptance and self-assessment, and 
each item is rated as 1-4 point(s). The scores 
for self-acceptance and self-assessment are 
8-32 points, and the total score is 16-64 po- 
ints. A higher score indicates a higher degree  
of self-acceptance.

Sense of stigma: The self-stigma in relatives of 
people with mental illness scale (SSPM) [14] 
was used for assessment. SSPM includes  
three dimensions: treatment (10 items), ability 
(8 items), and social relationships (14 items), 
with each dimension rating using 0-3 point(s).  
A score of 0 points indicates never, 1 point  
indicates rarely, 2 points indicates sometimes, 
and 3 points indicates often. A higher score 
indicates a higher sense of stigma.

The assessments were performed using the 
aforementioned scales before intervention, 
and at 2, 4, 6 and 8 weeks after intervention, 
respectively.

Statistical analysis

SPSS 23.0 was used for statistical analysis. 
The enumeration data were expressed as [n 
(%)], and detected using X2 test. The measure-
ment data were expressed using (

_
x  ± sd), and 

detected using t test. The multi-point compari-
son was performed using ANVOA analysis, and 
detected using F test. The graphics were made 
using Graphpad Prism 8. P < 0.05 indicated a 
statistically significant difference.
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Results

General data

There was no statistical difference in the  
male-to-female ratio and the ratios of religious 
belief, educational level, living condition, the 
mean age at first diagnosis, the mean age, the 

course of disease, and the mean body mass 
index (BMI) between the two groups (P > 0.05) 
(Table 1).

Degree of depression

There was no statistical significance in HAMD 
scores for depression between the two groups 
before intervention (P > 0.05). At 2, 4, 6 and 8 
weeks after intervention, HAMD scores were 
decreased in both groups; HAMD scores in the 
observation group were lower than those be- 
fore intervention, and HAMD scores in the ob- 
servation group were lower than those in the 
control group (P < 0.05). There was no signifi-
cant difference in the comparison of HAMD 
scores in the control group between 2, 4 and 6 
weeks after intervention and before interven-
tion (P > 0.05). At 8 weeks after intervention, 
HAMD scores in the control group were lower 
than those before intervention (P < 0.05) 
(Figure 1).

Rumination

There was no statistically significant difference 
in the scores of introspection and deliberation, 
forced thinking and rumination of symptoms in 
RRS between the two groups before interven-
tion (P > 0.05). At 2, 4, 6 and 8 weeks after 
intervention, the scores of introspection and 
deliberation, forced thinking and rumination of 
symptoms were decreased in both groups, and 
the scores of introspection and deliberation, 
forced thinking and rumination of symptoms in 
the observation group were lower than those 

Table 1. Comparison of general data between the two groups (
_
x  ± sd)/[n (%)]

Data Observation group 
(n=63)

Control group 
(n=62) t/X2 P

Gender M 30 (47.62) 28 (45.16) 0.076 0.783
F 33 (52.38) 34 (54.84)

Age when first diagnosed (years) 26.82±11.42 24.84±13.34 0.892 0.374
Age at participation (years) 37.15±16.29 35.91±15.28 0.439 0.662
Course of disease (months) 48.96±23.82 51.28±23.67 0.546 0.586
BMI (kg/m2) 22.18±1.63 21.94±1.72 0.801 0.425
Religious belief Y 12 (19.05) 10 (16.13) 0.184 0.668

N 51 (80.95) 52 (83.87)
Level of education High school or below 19 (30.16) 21 (33.87) 0.198 0.656

Junior college or above 44 (69.84) 41 (66.13)
Residence status Self living 15 (23.81) 17 (27.42) 0.214 0.644

Co-living 48 (76.19) 45 (72.58)

Figure 1. Degree of depression. There was no signifi-
cant difference in HAMD scores for depression be-
tween the two groups before intervention (P > 0.05). 
At 2, 4, 6 and 8 weeks after intervention, HAMD 
scores in the observation group were higher than 
those in the control group (P < 0.05). * indicates the 
comparison between the two groups (P < 0.05).
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before intervention and were lower than those 
in the control group (P < 0.05). There was no 
significant difference in the scores of intro- 
spection and deliberation, forced thinking and 
rumination of symptoms in the control group 
between 2 and 4 weeks after intervention and 
before intervention (P > 0.05), but the scores  
of introspection and deliberation, forced think-
ing and rumination of symptoms in the control 
group at 6 and 8 weeks after intervention we- 
re lower than those before intervention (P < 
0.05) (Figure 2).

Mindfulness level

There was no statistically significant difference 
in FFMQ scores for mindfulness level between 
the two groups before intervention (P > 0.05). 
At 2, 4, 6 and 8 weeks after intervention, FF- 
MQ scores were increased in both groups, and 
FFMQ scores in the observation group were 
higher than those before intervention and we- 
re higher than those in the control group (P < 

before intervention and were higher than those 
in the control group (P < 0.05). There was no 
significant difference in the scores of psychol-
ogy, environment, physiology and social rela-
tions in the control group between 2 and 4 
weeks after intervention and before interven-
tion (P > 0.05), but the scores of psychology, 
environment, physiology and social relations  
in the control group at 6 and 8 weeks after 
intervention were higher than those before 
intervention (P < 0.05) (Figure 4).

Degree of self-acceptance

There was no statistically significant difference 
in the scores of self-acceptance and self-
assessment in SAQ between the two groups 
before intervention (P > 0.05). At 2, 4, 6 and 8 
weeks after intervention, the scores of self-
acceptance and self-assessment were incre- 
ased in both groups, and the scores of self-
acceptance and self-assessment in the obser-
vation group were higher than those before 

Figure 2. Rumination. There 
was no remarkable difference 
in the scores of introspection 
and deliberation (A), forced 
thinking (B) and rumination of 
symptoms (C) between the two 
groups before intervention (P > 
0.05). At 2, 4, 6 and 8 weeks 
after intervention, the scores 
of introspection and delibera-
tion (A), forced thinking (B) and 
rumination of symptoms (C) 
in the observation group were 
higher than those in the control 
group (P < 0.05). * indicates 
the comparison between the 
two groups (P < 0.05).

0.05). There was no signifi-
cant difference in FFMQ 
scores in the control group 
between 2 weeks after inter-
vention and before interven-
tion (P > 0.05), but FFMQ 
scores in the control group at 
4, 6 and 8 weeks after inter-
vention were higher than tho- 
se before intervention (P < 
0.05) (Figure 3).

Quality of life

There was no statistically  
significant difference in the 
scores of psychology, en- 
vironment, physiology and 
social relations in WHOQOL-
BREF between the two gr- 
oups before intervention (P > 
0.05). At 2, 4, 6 and 8 weeks 
after intervention, the scores 
of psychology, environment, 
physiology and social rela-
tions were increased in both 
groups, and the scores  
of psychology, environment, 
physiology and social rela-
tions in the observation gr- 
oup were higher than those 
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intervention and were higher than those in the 
control group (P < 0.05). There was no signifi-
cant difference in the scores of self-acceptan- 
ce and self-assessment in the control group 
between 2 and 4 weeks after intervention and 
before intervention (P > 0.05), but the scores  
of self-acceptance and self-assessment in the 

than those before intervention (P < 0.05). From 
2 weeks after intervention, the degree of 
depression in the observation group was grad-
ually reduced, and a longer duration of inter-
vention led to a higher degree of depression.  
At 8 weeks after intervention, the degree of 
depression in the control group was changed 

Figure 3. Mindfulness level. There 
was no noticeable difference in 
FFMQ scores between the two 
groups before intervention (A) (P > 
0.05). At 2 (B), 4 (C), 6 (D) and 8 
(E) weeks after intervention, FFMQ 
scores in the observation group 
were lower than those in the con-
trol group (P < 0.05). * indicates 
the comparison between the two 
groups (P < 0.05).

control group at 6 and 8 
weeks after intervention were 
higher than those before in- 
tervention (P < 0.05) (Figure 
5).

Sense of stigma

There was no significant dif-
ference in the scores of treat-
ment, ability and social rela-
tionships in SSPM between 
the two groups before inter-
vention (P > 0.05). At 2, 4, 6 
and 8 weeks after interven-
tion, the scores of treat- 
ment, ability and social rela-
tionships were decreased in 
both groups, and the scores 
of treatment, ability and so- 
cial relationships in the ob- 
servation group were lower 
than those before interven-
tion and were lower than tho- 
se in the control group (P < 
0.05). There was no signifi-
cant difference in the scores 
of treatment, ability and so- 
cial relationships between 2 
and 4 weeks after interven-
tion and before intervention 
(P > 0.05), but the scores of 
treatment, ability and social 
relationships in the control 
group at 6 and 8 weeks after 
intervention were lower than 
those before intervention (P < 
0.05) (Figure 6).

Discussion

In terms of the degree of 
depression, HAMD scores in 
the observation group at 2, 4, 
6 and 8 weeks were lower 
than those before interven-
tion, and HAMD scores in the 
control group at 8 weeks af- 
ter intervention were lower 
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significantly, indicating that MBCT plus LKM 
was superior to conventional psychological in- 
tervention in improving the degree of depres-
sion of depressed patients. Other studies have 
proved that the effect of MBCT was time-
dependent, and a longer duration of interven-
tion led to more obvious effects [15]. In terms 
of regard to the application value of MBCT in 
depression, a study proved that MBCT could 
control the degree of depression, reduce the 
recurrence of depression, and alleviate other 
comorbidities (e.g., anxiety and suicidal tend- 
ency) [16]. In this study, LKM combined with 
MBCT can improve the rumination and depres-
sion of depressed patients, and play a regula-
tory role in the adaptive emotional adjustment 
strategies of the patients.

the reduction of rumination [18]. This may be 
due to the fact that mindfulness breathing dur-
ing intervention leads to a decreased frequen-
cy of repetitive thinking and a reduced neg- 
ative response of thinking. Additionally, LKM 
can cultivate patients’ gratitude, compassion 
and love for self and others, thus improving 
their physical and mental adaptability and 
reducing rumination [7]. In terms of mindful-
ness level, the study revealed that a body  
scan could increase inner sensibility and 
reduce thinking content, LKM could help 
enhance warm and positive feelings towards 
others, and breathing meditation could help 
strengthen inner positive feelings [19]. In this 
study, FFMQ scores in the observation group at 
2, 4, 6 and 8 weeks after intervention were 

Figure 4. Quality of life. There was no significant difference in the scores of 
psychology (A), environment (B), physiology (C) and social relations (D) be-
tween the two groups before intervention (P > 0.05). At 2, 4, 6 and 8 weeks 
after intervention, the scores of psychology (A), environment (B), physiology 
(C) and social relations (D) in the observation group were lower than those 
in the control group (P < 0.05). * indicates the comparison between the two 
groups (P < 0.05).

Rumination is not only a spe-
cific manifestation of abnor-
mal thinking in depressed 
patients, but also an impor-
tant reason for the attack and 
recurrence of depression or 
persistent depression [17]. In 
this study, the scores of intro-
spection and deliberation, 
forced thinking and rumina-
tion of symptoms in the obser-
vation group at 2, 4, 6 and 8 
weeks after intervention were 
lower than those before inter-
vention, while the scores of 
introspection and delibera-
tion, forced thinking and  
rumination of symptoms in 
the control group at 6 and  
8 weeks after intervention 
were lower than those before 
intervention (P < 0.05). This 
indicated that MBCT plus  
LKM could more quickly im- 
prove rumination in depress- 
ed patients, and the effect 
was more than twice that  
of conventional psychological 
intervention. A study of a 
2-month intervention using 
MBCT in patients with recur-
rent depression showed that 
the mean score was reduced 
from 45 points before inter-
vention to 40 points, and 
there was a positive correla-
tion between the alleviation  
of depression symptoms and 
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higher than those before intervention, while 
FFMQ scores in the control group at 4, 6 and 8 

that in the control group at the same time 
points. This indicated that MBCT plus LKM 

Figure 5. Degree of self-acceptance. There was no significant difference in 
the scores of self-acceptance (A) and self-assessment (B) between the two 
groups before intervention (P > 0.05). At 2, 4, 6 and 8 weeks after inter-
vention, the scores of self-acceptance (A) and self-assessment (B) in the 
observation group were lower than those in the control group (P < 0.05). * 
indicates the comparison between the two groups (P < 0.05).

Figure 6. Sense of stigma. There 
was no significant difference in the 
scores of treatment (A), ability (B) 
and social relationships (C) between 
the two groups before intervention 
(P > 0.05). At 2, 4, 6 and 8 weeks 
after intervention, the scores of 
treatment (A), ability (B) and social 
relationships (C) in the observation 
group were higher than those in the 
control group (P < 0.05). * indicates 
the comparison between the two 
groups (P < 0.05).

weeks after intervention were 
higher than those before 
intervention (P < 0.05). This 
signaled that MBCT plus LKM 
could improve the mindful-
ness level of depressed 
patients more effectively, so 
that depressed patients could 
gradually form a stronger 
sense of mindfulness, and 
use the sense of mindfulness 
to resist negative emotional 
feelings related to depres-
sion, thus controlling depres-
sion. A study revealed that 
FFMQ scores of depressed 
patients remarkably increas- 
ed after MBCT [20]. However, 
the specific results of this 
study are slightly higher than 
those of the similar studies 
[5]. This may be related to  
the joint intervention imple-
mented in this study, and may 
also be related to the differ-
ences in compliance of differ-
ent study subjects. Another 
study showed that MBCT  
combined with safety inter-
vention significantly reduc- 
ed the suicidal tendency of 
depressed patients and main-
tained a higher level of mind-
fulness [21].

In terms of quality of life, the 
scores of psychology, environ-
ment, physiology and social 
relations in the observation 
group at 2, 4, 6 and 8 weeks 
after intervention were higher 
than those before interven-
tion, while the scores of psy-
chology, environment, physiol-
ogy and social relations in the 
control group at 6 and 8 
weeks after intervention were 
higher than those before 
intervention (P < 0.05). The 
quality of life in the observa-
tion group was improved from 
2 weeks after MBCT plus 
LKM, and such improvement 
was more remarkable than 
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could more markedly improve the quality of life 
of depressed patients. The study suggested 
that the continuous implementation of LKM 
could effectively elevate social well-being and 
life satisfaction of individuals [19]. The may be 
due to the fact that the MBCT plus LKM is con-
sistent with the Buddhist thought, which per-
fectly combines the Buddhist thought with the 
psychotherapy, thereby forming a new interven-
tion method for depression [6]. In terms of  
the sense of stigma, the scores of treatment, 
ability and social relationships in the observa-
tion group at 2, 4, 6 and 8 weeks after in- 
tervention were lower than those before inter-
vention, while the scores of treatment, ability 
and social relationships in the control group at 
6 and 8 weeks after intervention were lower 
than those before intervention (P < 0.05). In 
terms of the degree of self-acceptance, the 
scores of self-acceptance and self-assess- 
ment in the observation group at 2, 4, 6 and 8 
weeks after intervention were higher than 
those before intervention, while the scores of 
self-acceptance and self-assessment in the 
control group at 6 and 8 weeks after interven-
tion were higher than those before intervention 
(P < 0.05). This showed that compared with 
conventional psychological intervention, MBCT 
plus LKM could greatly reduce the sense of 
stigma of depressed patients, more effectively 
improve the degree of self-acceptance of 
depressed patients, and help depressed 
patients obtain a higher sense of self-adapta-
tion and be more willing to actively participate 
in social interaction and life.

In summary, MBCT plus LKM can effectively 
improve depression, rumination, mindfulness 
level, quality of life, the sense of stigma and 
degree of self-acceptance of depressed 
patients. There have been a number of similar 
studies, but in previous studies, MBCT and 
LKM intervention methods were mostly used 
alone or in combination with drugs, and there 
was a lack of studies on MBCT combined  
with LKM for intervention. This study mainly 
focused on the combined application of MBCT 
and LKM. In addition, in the few previous stud-
ies on MBCT combined with LKM, there were 
fewer choices of effect indicators. The selec-
tion of observation indicators in this study was 
more comprehensive and abundant, which was 
the further advancement of previous studies, 
and the results obtained were of more refer-
ence value. There are still some shortcomings 

in this study. For instance, the study is general, 
the depressed patients are directly selected as 
the research subjects, the intervention effects 
on depressed patients with different character-
istics are not analyzed, and whether the basic 
conditions (e.g., age, gender and course of dis-
ease) will affect the intervention effects is not 
demonstrated. Moreover, MBCT group or LKM 
group is not established in this study. Therefore, 
it is impossible to explore the differences in the 
intervention effects between MBCT or LKM and 
MBCT combined with LKM. The analysis of 
these shortcomings should be performed in the 
future in-depth studies.
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