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Effects of Mindfulness-Based Cognitive Therapy on 
Depression and Anxiety in Late Life: A Meta-Analysis

ABSTRACT

Objective: This study aims to assess the efficacy of mindfulness-based cognitive therapy 
(MBCT) in alleviating depression in older adults.

Methods: A comprehensive search was conducted in 4 electronic databases and 1 regis-
tered database from inception up to July 2021 to identify relevant trials. The meta-analysis 
employed Hedge’s g, along with its 95% CI, and associated z and P-values for the included 
studies, utilizing Comprehensive Meta-Analysis software.

Results: Qualitative synthesis was performed on 5 eligible studies. Evaluation of meth-
odological quality and bias risk across the papers involved scrutiny of key variables due 
to the heterogeneous research formats. Our findings indicated a significant moderat-
ing effect of MBCT against current depressive symptoms in older adults (g = 0.53, 95% 
Confidence Intervals (CI) = 0.31-0.75) and a similar effect size for anxiety (g = 0.43, 95% 
CI = 0.20-0.65). However, caution is warranted due to the limited number of studies and 
potential publication bias. Further extensive research with longer follow-up measures and 
larger sample sizes is essential.

Conclusion: This study underscores the effectiveness of MBCT as a treatment for anxiety 
and despair in older individuals. Mindfulness-based cognitive therapy should be recom-
mended for its positive impact on older adults with depression, and the involvement of 
authorized psychiatric nurses is crucial for conducting successful MBCT interventions. 
However, caution is warranted due to the limited number of studies and potential publi-
cation bias. Further extensive research with longer follow-up measures and larger sample 
sizes is essential.
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Introduction

Depression represents the third leading cause of the global burden of disease, with a preva-
lence among older adults ranging from 4.6% to 9.3%.1 Over the years, late-life depression 
(LLD) has become increasingly prevalent, significantly impacting the physical and mental 
health of older individuals and imposing a substantial economic burden on medical service 
systems.2 Recognized as a critical global public health issue, LLD is often accompanied by 
comorbidities, such as hypertension, coronary heart disease, diabetes, and cognitive impair-
ment. Importantly, LLD can hinder the prognosis of primary diseases due to reduced treat-
ment adherence associated with depressive symptoms.3,4 Clinical responses to LLD treatment 
with medication are often unsatisfactory, with approximately 40%-60% of patients showing 
responsiveness to pharmacotherapy and a notable recurrence rate. Moreover, antidepres-
sant use during the maintenance period has limitations, including adverse effects and recur-
ring depressive symptoms in a significant percentage of patients over a 2-year period.5-7 
Consequently, there is a growing demand for evidence-based, non-pharmacological treat-
ments such as psychotherapy.8,9

Various psychological therapies, including cognitive therapy (CT), interpersonal therapy, 
behavioral activation therapy, and brief psychodynamic therapy, have demonstrated 
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effectiveness in treating LLD.10,11 Mindfulness-based CT (MBCT), 
an 8-week group training that combines mindfulness meditation 
techniques with elements of cognitive-behavioral therapy, has 
emerged as a promising approach. Mindfulness-based CT aims 
to help participants recognize and disengage from maladaptive 
cognitive patterns while fostering a nonjudgmental and compas-
sionate attitude toward their thoughts and feelings.12 As the third 
wave of CT, MBCT has shown great promise in reducing the relapse 
and recurrence of depressive episodes among individuals who 
have recovered from major depression. Notably, MBCT stands out 
from other mindfulness-based interventions (MBIs), such as mind-
fulness stress reduction. Theoretically, operating as a manualized 
therapy, MBCT has the potential to enhance patients’ metacogni-
tive awareness while mitigating cognitive and emotional rumi-
nation, thereby contributing to the amelioration of depressive 
symptoms.8,9 

Existing meta-analyses have consistently demonstrated the feasi-
bility of MBIs in mitigating depressive symptoms. A meta-analysis 
incorporating 31 randomized controlled trials with 2532 participants 
experiencing acute depressive symptoms revealed a mean effect size 
of −0.76 (95% Confidence Intervals (CI), −0.95-0.56, P < .01) for MBCT 
compared to individuals on a waitlist or receiving no treatment. 
Over time, the mean treatment effect size remained substantial at 
−0.97 (95% CI, −1.68-0.26, P = .01) based on 4 included studies.13 
Thimm et al14 found that the effects of MBCT on depression, assessed 
using the Hamilton Depression Rating Scale or the Beck Depression 
Inventory (BDI), were consistently effective, with the effect size show-
ing no moderation based on the time of publication.14 Kishita et al15 
reported a significant moderate effect size for depression (g = 0.5, 
95% CI, 0.34-0.75) and a significant overall effect size for anxiety in 
older adults undergoing MBCT and acceptance and commitment 
therapy (g = 0.58, 95% CI, 0.27-0.88).15

However, previous meta-analyses have predominantly focused 
on adults, with older adults receiving less attention. Nonetheless, 
there is evidence supporting the efficacy of MBCBTs, includ-
ing acceptance and commitment therapy and MBCT, in treating 
depression in adults.15 Consequently, it is reasonable to infer that 
MBCT could improve depressive symptoms in older adults. Existing 
research has demonstrated that MBCT strengthens functional and 
structural connections between the amygdala and the medial 
frontal gyrus, and this increase in communication correlates with 
improvements in clinical symptoms.16 Summarizing research on 
MBCT aids in ascertaining its effectiveness and exploring further 
clinical promotion. 

Therefore, this meta-analysis aimed to comprehend the impact of 
exclusively utilizing MBCT in older adults with current depression. 
Acknowledging the limitations of inadequate high-quality random-
ized controlled studies, this study also considered pre-post studies 
without a control group. The objective of this study was to determine 
whether the published research supports a call for additional studies 
to elucidate the effectiveness of MBCT in reducing depressive symp-
toms in older adults.

Material and Methods

Inclusion and Exclusion Criteria
The inclusion criteria were as follows: (a) participants aged ≥60 
years old; (b) exclusive use of MBCT as an intervention; (c) inclu-
sion of active or passive control for comparison; (d) examination 
of the effects of MBCT pre- and post-intervention for LLD; (e) peer-
reviewed publication; (f ) provision of sufficient information for effect 
size computation; and (g) publication in English. Exclusion criteria 
encompassed: (a) recruitment of participants diagnosed with severe 
physical diseases; (b) lack of examination of treatment outcomes for 
depression; or (c) comparison with findings from other systematic 
reviews or meta-analyses.

Search Strategies
A comprehensive search was conducted in electronic databases, 
including PubMed (title and abstract), EBSCOhost (abstract), Scopus 
(title, abstracts, and keywords), and Cochrane Central Register of 
Controlled Trials (title, abstracts, and keywords) in July 2021. The 
search terms “mindfulness-based cognitive therapy” and “older 
adult population” were employed in PubMed, and “depression” was 
added to other databases for precision (Table 1). ClinicalTrials.gov 
was also searched for ongoing or unpublished articles, and manual 
searches of references from identified trials and systematic reviews 
were performed.

Study Selection
Following the Preferred Reporting Items for Systematic Reviews and 
Meta-Analyses 2020 guidelines for systematic review reporting, the 
initial step involved eliminating duplicates from the total number 
of identified records using EndNote X9. Subsequently, the abstracts 
of the remaining records underwent screening to identify publica-
tions eligible for full-text evaluation. The screening aimed to select 
research meeting the predefined inclusion criteria. This process was 
carried out independently by 2 authors. Any uncertainties or discrep-
ancies in the eligibility of specific papers were resolved through a 
discussion with a third person to reach a consensus. Throughout the 
screening procedure, all relevant features of studies deemed ineligi-
ble for inclusion were comprehensively documented. The systematic 
review was registered at INPLASY (https://inplasy.com) (Registration 
No: INPLASY202210121).

Data Collection Process
Eligible studies underwent coding based on the first author’s name 
and publication year. The characteristics and findings of the enrolled 
studies were systematically organized and presented in Table 2. 
Information extracted from eligible studies included country, treat-
ment target, sample source, participant age range, characteristics of 
control and intervention groups, format of MBCT, length of follow-
up, measurements, outcomes, and therapist training experiences. 
The data extraction process was independently conducted by the 

MAIN POINTS
•	 Mindfulness-based cognitive therapy (MBCT) treatment of depres-

sion in the elderly is beneficial for improving their emotional health.
•	 Mindfulness-based cognitive therapy is effective in improving 

depressive symptoms in the elderly.
•	 Mindfulness-based cognitive therapy is effective in improving anx-

iety symptoms in the elderly.
•	 The effect of MBCT in treating depression has some implications for 

mental health nursing.
•	 The use of MBCT in nurses can improve their abilities to take care of 

patients with emotional disorders.
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first author and subsequently passed to other authors for thorough 
evaluation and discussion to mitigate potential errors.

All controlled studies reporting means, Standard Deviations (SD), 
and sample sizes at both pretest and posttest stages were compiled. 
When available, data was retrieved from intent-to-treat (ITT) samples 
using the last observation carried forward technique. Preference was 
given to studies utilizing symptom-specific depression scales such as 
the BDI-II and the Patient Health Questionnaire-9. Additionally, stud-
ies employing broader measures of depression symptoms, such as 
the Depression Anxiety Stress Scales, were considered. In instances 
where data or other relevant information for analysis were not avail-
able, efforts were made to contact study authors for the necessary 
details, and papers with inaccessible data were excluded.

Risk of Bias Within/Across Studies
Methodological quality assessment included the following infor-
mation extracted from each trial:17 (a) the procedure for tracking 
treatment adherence; and (b) follow-up outcome assessments. In 
controlled trials, additional information was collected on (a) the type 
of data analysis, (b) research design methodology, (c) whether asses-
sors were blinded to group allocations, and (d) whether the duration 
of treatment was consistent across all groups. While the quality of 
studies did not determine eligibility, bias potential was evaluated by 
the first author, reexamined by the other author, and subsequently 
discussed among all authors. 

Statistical Analysis
Comprehensive Meta-Analysis (CMA) software 2.0 was employed 
for data analysis (National Institutes of Health, Bethesda, MD, USA). 
Effect sizes were determined using means, SDs, and sample sizes to 
calculate Hedge’s g, a variant of Cohen’s d, which adjusts for biases 
resulting from small sample sizes (Hedges & Olkin, 1985).17 For each 
included study, CMA was utilized to ascertain the corresponding z 
and P values, along with the 95% CI. When correlations between pre-
treatment and posttreatment outcomes were unknown, a conserva-
tive estimate (r = 0.7) suggested by Rosenthal (1986)18 was utilized.

Heterogeneity analysis employed Q and I2 indicators, where I2 denotes 
the percentage of variance between studies in the population 

variance (I2 = 25%, 50%, and 75% representing low, medium, and 
high heterogeneity, respectively). A random-effects model was 
selected when the I2 value was ≥75% and Q indicated substantial 
heterogeneity, and vice versa.19

To evaluate publication bias, Rosenthal’s fail-safe N test was selected. 
This method involves calculating the number of missing papers that 
would need to be retrieved and included in the analysis to reduce the 
overall effect size to a non-significant level. A larger fail-safe N (Nfs) 
suggests a lower likelihood of bias. However, if Nfs is less than 5k + 10 
(where k is the number of original studies), the possibility of publica-
tion bias cannot be ignored. 

Results

Study Selection
The study’s selection process is illustrated in Figure 1. Our search 
yielded 315 citations; duplicates (n = 50) were automatically 
removed, and incomplete articles (n = 29) on clinical trials were 
excluded. Subsequently, 239 articles were screened based on titles 
and abstracts, making 118 reports available for full-text screen-
ing. However, only 5 studies met the inclusion criteria. Two stud-
ies20,21 were excluded due to unavailable data for meta-analysis, and 
1 study22 was included despite having participants under 65 years 
old, as they were caregivers for older adults. Disagreements were 
resolved through discussion with other authors.

Characteristics of Included Studies
Table 2 and Table 3 present the key features of the studies incorpo-
rated into this meta-analysis. The study encompassed a cohort of 
196 elderly participants engaged in mindfulness-based cognitive 
studies (treatment, n = 109; control, n = 65). Five studies were identi-
fied, comprising 2 controlled studies and 3 pre-post studies. Among 
the controlled studies, 1 employed a double-blind randomized con-
trolled trial design utilizing treatment as usual as controls during 
treatment, while the other utilized a waitlist control group for com-
parative purposes.

The mean age of participants across the 5 studies ranged from 65 to 
77 years. The primary focus of the included articles was on addressing 

Table 1.  Search Strategy

Name Search Strategy Number
PubMed (“mindfulness-based cognitive thera​py”[T​itle/​Abstr​act] OR “mindfulness based cognitive thera​py”[T​itle/​

Abstr​act] OR “MBCT​”[Tit​le/Ab​strac​t]) AND (Elde​r*[Ti​tle/A​bstra​ct] OR old adults [Title/Abstract] OR aging 
[Title/Abstract] OR elder [Title/Abstract] OR older [Title/Abstract] OR aged [Title/Abstract] OR geriatric 
[Title/Abstract] OR senile [Title/Abstract] OR “late life”[Title/Abstract] OR late-life [Title/Abstract])

51

Scopus (TITLE-ABS-KEY ({mindfulness-based cognitive therapy} OR “mindfulness based cognitive therapy” OR 
MBCT) AND TITLE-ABS-KEY (depression OR depressive OR mood OR depress* OR “depressive disorder” OR 
“mood disorder” OR “Dysthymic disorder”) AND TITLE-ABS-KEY (elder* OR “old adults” OR aging OR elder 
OR older OR aged OR geriatric OR senile OR “late life” OR “old* adult* “))

246

EBSCOhost (TITLE-ABS-KEY ({mindfulness-based cognitive therapy} OR “mindfulness based cognitive therapy” OR 
MBCT) AND TITLE-ABS-KEY (depression OR depressive OR mood OR depress* OR “depressive disorder” OR 
“mood disorder” OR “Dysthymic disorder”) AND TITLE-ABS-KEY (elder* OR “old adults” OR aging OR elder 
OR older OR aged OR geriatric OR senile OR “late life”))

32

Cochrane Central Register 
of Controlled Trails

(TITLE-ABS-KEY ({mindfulness-based cognitive therapy} OR “mindfulness based cognitive therapy” OR 
MBCT) AND TITLE-ABS-KEY (depression OR depressive OR mood OR depress* OR “depressive disorder” OR 
“mood disorder” OR “Dysthymic disorder”) AND TITLE-ABS-KEY (elder* OR “old adults” OR aging OR elder 
OR older OR aged OR geriatric OR senile OR “late life” OR “old* adult* “))

34

ClinicalTrails.gov (([Condition or disease] “mindfulness based cognitive therapy”) AND ([Other term] “depression”)) 31
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depressive symptoms, supplemented by consideration of other 
emotional indices such as anxiety or stress. Three studies measured 
additional indices correlated with depression, including mindfulness 
skills, quality of life, and cognition degree. Predominantly, studies 
opted for per protocol as the preferred statistical analysis, with only 1 
study adopting intention-to-treat (ITT) analysis. Notably, the absence 
of ITT analysis resulted in a high dropout rate, exceeding 50% in 4 
studies, while 1 study reported a 16% dropout rate for the depres-
sion index.

All studies uniformly employed a group format for the implemen-
tation of MBCT. Only 1 study enlisted therapists trained in geriatric 
psychology, while the remaining studies predominantly featured psy-
chiatrists or other professionals with substantial experience in MBCT. 
Although 1 article explored participants’ experiences related to cogni-
tive behavior therapy (CBT) or meditation, no significant associations 
were found between gender, previous related experience, or any out-
come variables. Two studies detailed specific adaptations made to the 
manual’s recommendations to ensure suitability for older adults, such 

Records identified from:
Databases (n=329)
Pubmed=51; scopus=246; 
EBSCO=32; Cochrane=3
Registers (n=34)
Clinicaltrails.gov=31

Records removed before 
screening:

Duplicate records removed (n 
=26)
Records marked as 
incompleted studies (n=29)
Records removed as 
systematic review (n=27)

Records screened
(n=241)

Records excluded
(n=129)

Reports sought for retrieval
(n=112)

Reports not retrieved
(n=9)

Reports assessed for eligibility
(n=3)

Reports excluded:
Mindfulness-based
interventions other than 
MBCT (n=13)
Mix of participants of ages 
(e.g., 18-75) (n= 82)
Not RCT/pre-post study
(n=10)
No applicable data (n=4)

Records identified from:
Websites (n=1)
Citation searching (n= 5)

Reports assessed for eligibility
(n=2) Reports excluded:

No applicable data (n=2)
No depression outcome 
reported (n=1)

Studies included in review
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Figure 1.  Flow chart. MBCT, Mindfulness-Based Cognitive Therapy; RCT, Randomized Controlled Trial

Table 3.  Therapist and Treatment Characteristics for Mindfulness-Based Cognitive Therapy Studies with Older Adults

Study Code
Number of 
Sessions

Training Experiences of 
Therapist(s) Reported

Training Experiences of 
Participants Age-Specific 

Modifications made to 
the Standard Manual

Home-
Practicing Follow-Up

Remission 
Rate

(MBCT 
Group)MBCT Gerontology CBT Meditation

Torres, 2019 2 hours × 8 
weeks

YES NO N N YES, from time to 
requirementsa

YES, 25 
minutes daily

8 weeks 16%

O’connor, 
2014

2 hours × 8 
weeks

YES NO N N YES, reduced the 
practicing time from 2½ 
to 2 hours per session;

YES, 40 
minutes a day

5 months 55%

Splevins, 
2009

2 hours × 8 
weeks

N N YES 
(18%)

YES (9%) N N NO 50.0%

Meeten, 
2015

2 hours × 8 
weeks

YES NO N N YES NO Y, 6 months 56.3%

Labbé, 
2016

2 hours × 8 
weeks

YES N N N N N N 66.7%

aReducing time of body scan meditation; using chairs; allowing patients to remain seated during yoga practices; encouraging patients to modify postures for safety and 
well-being; providing pillows; slowing down the pace of walking meditation; projecting loudly; and taking more frequent breaks.
MBCT, Mindfulness-Based Cognitive Therapy; CBT, Cognitive Behavior Therapy; Y, Yes; ITT, intent-to-treat; N, not clearly; PP, per protocol.
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as adjusting session lengths, slowing down walking meditation, and 
encouraging participants to modify comfort postures for enhanced 
well-being and safety. Additionally, 2 studies reported the incorpo-
ration of home practice after group sessions, and 1 study provided 
insights into the effect size of MBCT practice among older adults. 

Synthesis of Results

Effects on Late-Life Depression: Measurements of depressed 
symptoms across 5 studies yielded effect sizes ranging from “not 
effective” (g = 0.18) to “large and positive” (g = 0.93) (Figure 2). The 
fixed-effects model indicated an overall effect size of g = 0.53 (95% CI, 
0.31-0.75), suggesting a substantial moderating effect of mindfulness-
based cognitive treatment on depression symptoms in older 
individuals (z = 4.79, P < .01). Low heterogeneity between study 
effect sizes was observed (Q(4) = 3.56, P > 0.1; I2 = 0). 

Effects on Late-Life Anxiety: Four studies assessing anxiety 
symptoms showed varying effect sizes from ineffective (g = 0.27) to 
large and positive (g = 0.93) (Figure 3). The fixed-effects model yielded 
an overall effect size of g = 0.43 (95% CI, 0.20-0.65), signifying a 
significant moderating effect of MBCT on anxiety symptoms in the 
elderly (z = 3.77, P < .01). Significant moderate heterogeneity between 
study effect sizes was identified (Q(3) = 4.30, P> 0.1; I2 = 30.27).

Publication Bias

Studies on Late-Life Depression: The observed effect sizes for LLD 
may lack robustness, as indicated by Rosenthal’s fail-safe N method, 

estimating that 23 missing studies would be required before the 
aggregate 2-tailed P-value exceeded .05. This suggests the potential 
presence of publication bias, emphasizing the need for caution when 
interpreting findings related to depression.

Studies on Late-Life Anxiety: In studies on late-life anxiety, 
Rosenthal’s Fail-safe N approach suggested that 16 missing trials 
would be necessary before the combined 2-tailed P-value exceeded 
.05. This implies that the observed effect sizes for anxiety might not 
be robust, raising concerns about potential publication bias in 
studies related to anxiety.

Study Quality: Table 4 provides an assessment of the study’s quality. 
Notably, while most studies reported reasons for remission to explore 
feasibility or acceptability, participant adherence during sessions 
was often overlooked. High attrition bias, linked to the absence of ITT 
analyses, was identified in 4 out of 5 studies. Various factors, such as 
inconvenience due to aging or poor health, contributed to elevated 
attrition rates. Among the 2 studies, Meeten et  al23 suggested a 
promising impact on anxiety at follow-up but not on depression. 
Depression scores tended to revert to baseline levels. O’Connor 
et  al24 revealed that 29% (5 participants) in the waitlist group, and 
none in the intervention group, qualified as experiencing exacerbated 
depressive symptoms at follow-up. All studies demonstrated 
statistically significant small to large effects in depression from pre- 
to post-intervention. Torres et al (2019) did not publish their longer-
term follow-up measures, but the same group presented these 
results in Dikaios et al21. Similarly, a main randomized controlled trial 

Figure 2.  Effect on late-life depression.

Figure 3.  Effect on late-life anxiety.
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paper may not report mindfulness measures, but planned secondary 
analyses could publish these separately in another paper.

Only 1 study employed an appropriate randomization strategy (e.g., 
randomization by a third party) and a blinded design (e.g., conceal-
ing group allocation from outcome assessors and investigators). The 
remaining studies measured only the change in scores of emotional 
well-being pre- and post-interventions, with a few also assessing 
quality of life or mindfulness ability. Moreover, none of the articles 
included active control groups.

Discussion

The findings of this study suggest that adopting MBCT for treating 
depression in older adults holds potential benefits for enhancing 
their emotional well-being. We found that this approach was effec-
tive in alleviating depressive symptoms, with a total reported effect 
size of g = 0.53 (95% CI, 0.31%-0.75%). Besides, MBCT exhibited a 
comparable moderating effect size for anxiety (g = 0.43, 95% CI, 0.20-
0.65). These outcomes align with findings reported by Kishita et al,15 
who documented that mindfulness-based CBTs have a moderately 
effective overall effect size (g = 0.55; g = 0.58) for depressive or anxi-
ety symptoms in older adults with diverse physical and psychologi-
cal conditions, such as chronic pain.15 However, studies included in 
our meta-analysis did not provide detailed information about the 
physical conditions of the participants. Consequently, the effec-
tiveness of MBCT in depressed older adults with somatic diseases 
remains unclear. Additionally, the presence of publication bias was 
more prominent compared to the previous meta-analysis. This dis-
crepancy can be attributed to variations in the design of the included 
studies and the likelihood that negative results were less likely to be 
published. 

The findings of this study provide insights into mental health nursing, 
revealing that approximately 4.6% to 9.3% of older adults experience 
LLD, which may be particularly critical in low- and middle-income 
countries.1 In recent years, mental health experts have been actively 
exploring treatments for LLD, while medical policymakers have been 
diligently working to improve public access to effective LLD treat-
ments. Notably, in Guangdong, one of the largest provinces in China, 
MBCT has been incorporated into resident medical insurance since 
2021.25 Given the shortage of psychotherapists, mental health nurses 
who obtain national occupational qualifications as psychotherapists 
and complete MBCT training are now authorized to conduct MBCT. 
This policy carries 2 significant implications for mental health nurs-
ing. From the perspective of nurses, being qualified to conduct MBCT 
signifies an enrichment of their professionalism. As supplementary 

professionals, mental health nurses authorized to perform MBCT play 
a crucial role in the treatment of LLD. Furthermore, MBCT, combining 
mindfulness training and CT, aims to assist individuals in disengaging 
from negative thinking by recognizing emotional deterioration with-
out judgment or reactive responses.26 From the standpoint of mental 
health services, educating nurses in MBCT enhances their post-com-
petency in caring for patients with mood disorders.

Apart from the implications in the nursing field, several recommen-
dations for future research design emerge from this study. First, 
researchers should be encouraged to conduct randomized con-
trolled trials (RCTs) with ITT analysis to analyze data or explore other 
types of psychotherapy compared to MBCT in quasi-experimental 
studies. Second, enhancing study quality could involve research-
ers incorporating measures of adherence and monitoring adverse 
events throughout the intervention process, along with including 
additional relevant outcome measures. Last but not least, future 
studies should investigate factors that might influence treatment 
outcomes in older adults, such as the duration of the sessions, 
the components of the intervention, and other physical health 
considerations.

A notable strength of the current study is its provision of preliminary 
support for MBCT in the context of LLD. Despite the majority of par-
ticipants experiencing depression, with only a few in recovery from 
recurrent depression and 4 under the age of 65, the study’s findings 
highlight the immediate positive impact of MBCT on depressive 
symptoms in older adults. However, it is crucial to acknowledge 
certain limitations of this study. Firstly, due to the current scarcity 
of relevant RCTs, this meta-analysis focuses on only 1 RCT, with the 
included studies primarily employing pre- and post-designs and 1 
study being a retrospective case series, potentially introducing recall 
bias. Secondly, insufficient data were available to assess the long-
term effects of the MBCT approach in this meta-analysis, leaving 
uncertainty about the duration of MBCT effects. Despite these limi-
tations and a relatively small sample size, this study provides valu-
able insights and suggests adaptations and developments for future 
research.

Conclusion 

Our study demonstrates the efficacy of MBCT as a viable approach 
for reducing depressive symptoms and improving the well-being of 
older adults. To our knowledge, this is the first meta-analysis focusing 
on the impact of MBCT among older adults aged over 65 years with 
depression. In summary, our findings provide compelling evidence 
that mindfulness training serves as an effective treatment for a range 

Table 4.  Study Quality Assessment

Study Code

Method of 
Treatment 
Adherence 
Reporting

Administration of 
Measures at 
Follow-Up

Use of Validated 
Mindfulness 

Measures

Using 
Intent-to-Treat 
Data Analyses

Randomization 
Method

Assessors were 
Blind Regarding 

Allocation to Group

Treatment 
Time was Equal 
Across Groups

Torres, 2019 − − − + + + +
O’connor, 2014 − + − + − − +
Splevins, 2009 − − + − NA NA NA
Meeten, 2015 − + + − NA NA NA
Labbé, 2016 ? − − − NA NA NA

Key: present (+), absent (−), unclear (?), not applicable (NA).
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of issues affecting older adults, including depression, anxiety, chronic 
pain, loneliness, and caregiver stress.27 Future studies could benefit 
from exploring the specific role of MBCT and its value in the treat-
ment of depression among older adults.
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