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Objectives. Thought suppression is a strategy aimed at mental control that may
paradoxically increase the frequency of unwanted thoughts. This preliminary study
examined effects of mindfulness-based cognitive therapy (MBCT) on thought
suppression and depression in individuals with past depression and suicidality.

Methods. In a randomized controlled trial design, 68 participants were allocated
to an MBCT group or a treatment-as-usual waitlist control. Measures of thought
suppression and depression were taken pre- and post-treatment.

Results. MBCT did not reduce thought suppression as measured by the White Bear
Suppression Inventory, but significantly reduced self-reported attempts to suppress in
the previous week.

Conclusions. Preliminary evidence suggests that MBCT for suicidality may reduce
thought suppression, but differential effects on thought suppression measures warrant
further studies.

Thought suppression (TS) is a mental control strategy associated with depression

(Spinhoven & van der Does, 1999; see Wenzlaff & Wegner, 2000 for a review of

empirical studies). When resources are available, suppression of negative material

works in the short-term, but later increases negative intrusions. Undergraduates who

suppress are more likely than others to develop depressive symptoms over time,

especially after stressful experiences (Wenzlaff & Luxton, 2003). This study investigates

how mindfulness-based cognitive therapy (MBCT) affects TS in previously suicidal

individuals, who are at high risk of developing future depression.
Previously suicidal people typically have intrusions with strong negative affect,

which they may be particularly motivated to suppress (Lynch, Cheavens, Morse, &
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Rosenthal, 2004). Little research has examined TS in suicidality, but it has been

associated with suicidal ideation and post-treatment outcome in depressed older adults

(Rosenthal, Cheavens, Compton, Thorp, & Lynch, 2005), and self-harm in borderline

personality disorder (Chapman, Specht, & Cellucci, 2005). Attempts to suppress

probably exacerbate suicidal thoughts rather than controlling them.

Worry persists in individuals who believe it to be effective (Freeston, Rheame,
Letarte, Dugas, & Ladouceur, 1994), and metacognitive therapy (Papageorgiou & Wells,

2001), reduces depressive rumination by targeting beliefs about its effectiveness.

Although no equivalent studies have investigated beliefs about suppression, many

people appear to use it deliberately to control their thoughts, and an approach which

questions the effectiveness of TS may be indicated. MBCT discourages mental control

and promotes adaptive ways of managing thoughts and feelings, including acceptance.

Compared to suppression, acceptance reduces the aversiveness of intrusions (Marcks &

Woods, 2005). We were interested in whether MBCT would reduce TS in a previously
suicidal population.

MBCT (Segal, Williams, & Teasdale, 2002) is a relapse-prevention treatment com-

bining cognitive behavioural therapy (CBT) with mindfulness training. Mindfulness can

be defined as purposeful, non-judgmental and present-moment awareness (Kabat-Zinn,

1994). As part of Dialectical Behaviour Therapy, mindfulness training successfully

reduces suicidal behaviour in borderline personality disorder (Linehan, 1993).MBCTalso

reduces depressive relapse (Ma & Teasdale, 2004; Teasdale et al., 2000), the context in

which most suicidal behaviour occurs (Beautrais et al., 1996). MBCT may therefore be
especially useful for suicidality, and a new programme was adapted for this population

(Williams, Duggan, Crane, & Fennell, 2006). As many people become overwhelmed

when they drop their habitual coping strategies, crisis planning is key, and ‘grounding’

meditations are included to help people to retain awareness of the physical present.

This process study compared short-term effects of MBCT and treatment-as-usual on

TS in individuals with past suicidal depression. Volunteers were randomly allocated to

receive MBCT immediately or after a delay. They were assessed pre- and post- treatment.

The MBCT group was predicted to show reduced TS and residual depressive symptoms
following treatment.

Method

Design
Sixty-eight patients in remission or recovery from depression with suicidality were

randomized to an immediate MBCT group or a waitlist control, with stratification

by suicidal history (ideation or attempt) and past depressive episodes (, 3 or 3þ).
They were assessed before and after the MBCT course by assessors who remained

blind to group allocation. Analysis compared groups on TS and depression over time.

Recruitment
Participants aged 18–65 years were referred by clinicians or responded to community

advertisements. All had experienced both depression (minimum one episode) and

suicidality (suicide attempt or severe ideation with a plan). At first assessment, all met

criteria for depression recovery (Frank et al., 1991). Exclusion criteria included
non-fluent English, receiving CBT without subsequent depressive relapse, and

symptoms of substance misuse, psychosis or mania in the past 6 months.
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Of 125 people who expressed interest, 44 were ineligible, and 13 withdrew. Of the

remaining 68 people, 33 were allocated to the MBCT group, 35 to the waitlist control

group. Twenty (61%) of the MBCT group and 23 (66%) of Controls were ‘completers’.

‘Non-completers’ missed the post-treatment assessment (MBCT: 2, Controls: 8)

or provided incomplete data (MBCT: 1, Controls: 4). MBCT group members who

attended fewer than four classes were considered non-completers (Teasdale et al.,
2000). Non-completers were younger (M ¼ 38:3, SD ¼ 4:25) than completers

(M ¼ 43:6, SD ¼ 9:93), Fð1; 66Þ ¼ 3:15, p ¼ :08, but did not differ in TS or depression
(p . :10).

Procedure
At first assessment, participants were interviewed with the Mini International

Neuropsychiatric Interview (MINI; Sheehan et al., 1998). Self-report questionnaires

included TS and depression measures. Post-treatment assessment covered between-

assessment symptoms and care, and included re-ratings of original measures.

Treatment

Control group
Control participants continued with treatment-as-usual (including medication), seeking

help from GPs or other sources if they encountered difficulties. MBCT was offered to

them when the study was complete.

MBCT group
The MBCT group received the new programme for suicidality, consisting of 8 weekly

2 h classes and one all-day session (6 h). Classes of up to 17 people met in university

premises on weekday evenings. Daily homework (maximum 1h) included formal

audio-guided meditation, and informal practices integrating mindfulness into everyday

life. Instructors were experienced CBT and mindfulness-based therapists.

Measures

Depression
The Beck Depression Inventory (BDI; Beck, Steer, & Brown, 1996) is a well-known

measure of depressive symptoms with excellent reliability and validity.

Thought suppression
The White Bear Suppression Inventory (WBSI; Wegner & Zanakos, 1994) is widely used

self-report measure of TS which has been included in other studies of mindfulness

(Baer, Smith, Hopkins, Krietemeyer, & Toney, 2006). Following Wenzlaff and Luxton

(2003), we used the suppression subscale, and included a question about short-term

attempts at TS: ‘In the past week, how often have you tried to suppress unwanted

thoughts?’
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Results

Demographics
MBCT participants (M ¼ 48:77, SD ¼ 9:04) were older than Controls (M ¼ 41:24,
SD ¼ 9:00), U ¼ 126:50, Z ¼ 22:52, p , :02. Gender distribution did not differ

between groups (9 males each), x2ð1Þ ¼ 0:01, p ¼ :94. All participants were Caucasian
and most were highly educated (65% had degrees). Groups did not differ in age of

completing full-time education (MBCT: M ¼ 19:33, SD ¼ 4:27; Control: M ¼ 22:00,
SD ¼ 6:08), U ¼ 141:50, Z ¼ 21:35, p ¼ :18.

Diagnosis and treatment
No participants had current depression according to diagnostic interview. No group

differences existed for median past depressive episodes (four each), U ¼ 165:00,
Z ¼ 20:16, p ¼ :88, or proportion of participants with past suicide attempts (eight
each), x2ð1Þ ¼ 0:001, p ¼ :97. The groups did not differ significantly in rates of past

hospitalization, past psychotherapy, or in between-assessment psychotherapy or

medication changes.

Depression
BDI scores over time are shown in Table 1. A Group (MBCT, Control) by Time (pre, post)

mixed ANOVA found no group effect, Fð1; 41Þ ¼ 0:02, p ¼ :90, h2 , :01; however, a
main effect of time, Fð1; 41Þ ¼ 8:04, p , :01, h2 ¼ :16, was qualified by a significant

Group £ Time interaction, Fð1; 41Þ ¼ 5:75, p , :05, h2 ¼ :12. Bonferroni-corrected
post hoc comparisons found that depression was significantly reduced over time in the

MBCT group, M i2j ¼ 6:95, SE ¼ 1:94, p , :01, h2 ¼ :23, but not in the Control group
ðp ¼ :75Þ.

Thought suppression
There were no pre-treatment group differences in TS as measured with the WBSI sub-

scale (MBCT: M ¼ 13:15, SD ¼ 3:45, Control: M ¼ 13:17, SD ¼ 4:87), Fð1; 41Þ ¼ 0:00,

p . :90, and scores were unchanged post-treatment (MBCT: M ¼ 12:75, SD ¼ 3:35,

Control: M ¼ 13:26, SD ¼ 4:43). A Group (MBCT, Control) by Time (pre, post)

ANOVA found no significant effects ðp . :10Þ. Effect sizes were extremely small

(e.g. h2 ¼ :01).

Table 1.Group mean scores for the Beck Depression Inventory and self-reported thought suppression

in the past week, pre- and post-treatment (SD)

Pre-treatment Post-treatment

Thought suppression in the past week
MBCT 3.70 (1.30) 2.60 (1.10)
Control 3.58 (1.59) 4.12 (1.42)
Beck Depression Inventory
MBCT 15.62 (13.84) 8.67 (12.00)
Control 12.83 (9.59) 12.25 (11.14)
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Scores for TS in the past week are shown in Table 1. A Group (MBCT, Control) by

Time (pre, post) ANOVA found no effect of time ðp ¼ :29Þ, but there was a significant
Group £ Time interaction, Fð1; 42Þ ¼ 9:66, p , :01, h2 ¼ :18. Bonferroni-corrected
post hoc comparisons highlight a significant decline in the MBCT group over time,

M i2j ¼ 1; 10, SE ¼ 0:40, p , :01, h2 ¼ :15, compared to no change for Controls

ðp ¼ :13Þ. Pre-treatment, there were no group differences ðp ¼ :78Þ, but post-treatment,
the MBCT group reported suppressing significantly less in the past week than Controls,

M i2j ¼ 1:52, SE ¼ 0:41, p , :01, h2 ¼ :23.

Associations between change in depression and TS
The reductions in BDI and TS in the past week are probably closely related. The

key interaction in the depression ANOVA became non-significant when change in
self-reported TS in the past week was covaried out, Fð1; 39Þ ¼ 2:35, p ¼ :13,
h2 ¼ :05. The equivalent interaction in the ANOVA for TS in the past week fell to

non-significant trend-level when BDI change was covaried out, Fð1; 39Þ ¼ 3:67,
p ¼ :06, h2 ¼ :08.

Discussion

This study examined short-term effects of MBCT for suicidality on TS. Some support was

found for the hypothesis that MBCT would reduce TS, but the WBSI measure did not

yield significant findings. Self-reported TS in the past week declined significantly for the

MBCT group, but not for controls. The MBCT group’s depressive symptoms declined

from the mild clinical range to normal levels, while controls remained unchanged.

Covariate analysis suggested that changes in depression were related to changes in

reported TS in the past week, though the direction of influence was unclear. If MBCT
directly reduces use of TS by discouraging it in favour of adaptive alternatives, this might

break vicious cycles between suppression and rumination, indirectly reducing

depression. Alternatively, if MBCT directly reduces depressive symptoms, the resulting

improvement in mood and cognitive control and reduction in intrusions and rumination

might lead to a decline in motivation to suppress.

This study has some limitations. First, small effect sizes suggest limited power due to

small samples and incomplete data (although, no relevant variables distinguished

completers and non-completers). Replication with larger samples may elucidate links
between TS and depression, and highlight other factors which might underlie both (e.g.

working memory). Second, MBCT affected the two TS measures differently, significantly

affecting one but not the other. The WBSI, being more ‘trait’ than ‘state’, may be less

change-sensitive than a week-by-week measure. Both were self-report measures: a

pragmatic choice within a trial examining many variables (cf. Crane et al., 2008;

Williams et al., 2008). Future research should use on-line measures of TS to establish

whether our results reflect demand effects (i.e. MBCT participants responding in

compliance with mindfulness philosophy), and to further elucidate mechanisms of
change in MBCT. Follow-ups are needed to examine long-term effects of MBCT on

cognitive change and relapse in this population.

Preliminary evidence suggests that MBCT for suicidality may reduce TS and residual

depression in the short-term. If replicated, it would suggest MBCT as a useful approach

for tackling this maladaptive cognitive strategy in high-risk populations.
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