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Background
A randomised controlled trial found that a structured mindful-
ness group therapy (MGT) programme was as effective as
treatment as usual (mostly cognitive–behavioural therapy) for
patients with a diagnosis of depression, anxiety or stress and
adjustment disorders in Sweden (ClinicalTrials.gov:
NCT01476371).

Aims
To perform a cost-effectiveness analysis of MGT compared with
treatment as usual from both a healthcare and a societal per-
spective for the trial duration (8 weeks).

Method
The costs from a healthcare perspective included treatment as
usual, medication and costs for providing MGT. The societal
perspective included costs from the healthcare perspective plus
savings from productivity gains for the trial duration. The
effectiveness was measured as quality-adjusted life-years
(QALY) using the EQ-5D-5L questionnaire and the UK value set.
Uncertainty surrounding the incremental costs and effects were
estimated using non-parametric bootstrapping with 5000 repli-
cations and presented with 95% confidence intervals and cost-
effectiveness acceptability curves.

Results
The MGT group had significantly lower healthcare and societal
costs (mean differences –€115 (95% CI −193 to −36) and –€112
(95% CI −207 to −17), respectively) compared with the control
group. In terms of effectiveness, there was no significant differ-
ence in QALY gain (mean difference −0.003, 95% CI −0.0076 to
0.0012) between the two groups.

Conclusions
MGT is a cost-saving alternative to treatment as usual over the
trial duration from both a healthcare and a societal perspective
for patients with a diagnosis of depression, anxiety or stress and
adjustment disorders in Sweden.
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The standard treatment for depression, anxiety, stress and ad-
justment disorders includes pharmacological treatment and/or
different types of psychotherapy. In Swedish general practice, cog-
nitive–behavioural therapy (CBT), a form of psychotherapy, has
been introduced as a standard treatment for depressive disorders.
However, the individual therapeutic approach requires a consider-
able number of CBT therapists who are in short supply, which
results in limited access and long waiting times for patients.1

Moreover, an individualist approach is resource intensive and
thus results in high costs for the healthcare system. An alternative
to the individualist approach is mindfulness-based therapies that
are accessible to a large group of patients. After being introduced
to the therapy, patients can practise mindfulness on their own.2

Considering these advantages of mindfulness-based therapy,
a randomised controlled trial (RCT) of a structured mindfulness
group therapy (MGT) programme was conducted comparing it
with treatment as usual (TAU) (mostly CBT) in patients with a
diagnosis of depression, anxiety, stress and adjustment disorders
in southern Sweden (ClinicalTrials.gov: NCT01476371). The trial
showed that MGT was not inferior to TAU in terms of scores on
the Montgomery–Åsberg Depression Rating Scale (self-rated
version) (MADRS-S), Hospital Anxiety and Depression Scale
(HADS, anxiety and depression subscales) and Patient Health
Questionnaire-9 (PHQ-9)3 and a broad range of psychiatric symp-
toms including the Symptom Checklist-90 and Mindful Attention
Awareness Scale.4 This raises the question of whether MGT, being
as effective as TAU, is a better use of society’s scarce resources
(i.e. whether it is cost saving). The existing published evidence is

inconclusive on the cost-effectiveness of different mindfulness-
based group therapy interventions.5–7 Therefore, the objective of
the current study was to perform an economic evaluation of the
above-mentioned trial comparing MGT with TAU from both a
societal and a healthcare perspective in Sweden.

Method

The trial

The RCT was conducted in Scania county of southern Sweden.
A total of 24 out of 150 primary healthcare centres (PHCs) were ran-
domly chosen to be included in the trial. Out of these 24 PHCs, 16
agreed to participate. Patient enrolment commenced on 4 January
2012 and ended on 22 March 2012. Newly diagnosed patients with
depression, anxiety or stress and adjustment disorders were eligible
together with individuals who already had a history of these disorders.
Details of the patient recruitment, inclusion and exclusion criteria can
be found in supplementary Appendix 1 available at https://doi.org/10.
1192/bjp.2018.247 and in other publications on this RCT.3,4 A total of
215 patients were randomised into the intervention group (n = 110)
and the control group (n = 105). The characteristics of the partici-
pants at baseline and follow-up are presented in Table 1.

Intervention – MGT

The intervention was based on two well-establishedmindfulness-based
therapies: mindfulness-based stress reduction and mindfulness-based
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cognitive therapy.8,9 It included structured and controlled medita-
tive exercises. TheMGT lasted 8 weeks and was given in 2 h sessions
on a weekly basis. Twomindfulness instructors were present at each
group session and each group consisted of a maximum of ten par-
ticipants. The participants were also instructed to practise mindful-
ness at home for 20 min a day and were given a compact disc of
recorded mindfulness meditations, a training manual and a diary
for this purpose.

Control group

The control group received healthcare for these types of conditions
at their PHC, which often included pharmacological treatment, and
in most cases also psychotherapy or counselling. The majority of the
patients in the control group received CBT (n = 80, 76%) over, on
average, 6.3 individual sessions. Other therapies included, for
example, basic body awareness and physical activity. There were
no differences in the proportion of participants on antidepressants
and tranquiliser medications between the mindfulness and control
groups at baseline.

Outcome measures

We used quality-adjusted life-years (QALYs) as the only outcome
measure in this study. The QALY was measured using the EQ-
5D-5L questionnaire10 at baseline and 8-week follow-up. The EQ-
5D-5L is a generic preferences-based measure of health-related
quality of life with five dimensions: mobility, self-care, usual activ-
ities, pain/discomfort and anxiety/depression. Each dimension has
five levels: no problems, slight problems, moderate problems,
severe problems and extreme problems. These health states are
translated into a score varying between 0 (equivalent of dead) and
1 (perfect health). We used the UK value set to estimate QALYs
as no Swedish equivalent has yet been developed for the

5L-version.11 The QALY gain from baseline to 8 weeks was esti-
mated by applying the area-under-the-curve12 method assuming a
linear increase in the QALY between the two measurement points.

Despite the randomisation of the patients into the different
forms of treatment, there was a numerical, although insignificant,
difference in QALYs at baseline (Table 1); we therefore measured
the effect of the intervention as gain in QALYs in the follow-up con-
trolling for the baseline differences.

Cost and service use

The economic evaluation was conducted both from a healthcare and
a societal perspective. A societal perspective includes all costs irre-
spective of who is burdened by them, whereas the healthcare per-
spective is only concerned with costs burdening the healthcare
sector (although the health benefits of the patients are the effective-
ness measure).13 First, the cost for providing MGT was calculated
based on the total number of hours for the mindfulness instructors
providing group sessions divided by the total number of mindful-
ness group participants (details of the MGT cost calculation are pre-
sented in the supplementary Appendix 1). The participants reported
medication use, of up to six drugs, during the 8-week trial period,
including the name, strength, dosages, start date and end date.
Based on this, the total medication cost per patient was calculated
using unit costs from the Swedish Dental and Pharmaceutical
Benefits Agency (https://www.tlv.se).

The patient questionnaire also included the number of health-
care visits separately for CBT therapist, counsellors, physiothera-
pists or any other therapist. Costs were calculated by multiplying
the respective number of visits by standard costs according to the
Swedish Association of Local Authorities and Regions database14

(mean number of visits, unit costs and sources are presented in
supplementary Table 1). The cost from a healthcare perspective
includes costs for TAU, medication costs and MGT costs. All

Table 1 Characteristics of the participants at baseline and 8-week follow-up

Baseline Follow-up (8-week)

Mindfulness group Control group Mindfulness group Control group

Mean s.d. n % Mean s.d. n % Mean s.d. n % Mean s.d. n %

Age 42.00 10.94 110 41.00 11.00 105 42.20 10.81 90 40.63 11.75 84
Quality-adjusted life-years 0.662 0.19 98 0.65 0.25 95 0.77 0.17 87 0.77 0.19 78
Employment hours per week 36.17 7.93 72 36.08 12.15 65 35.83 7.7 58 36.57 12.25 51
Gender

Men 20 18 12 11 13 14 7 8
Women 90 82 93 89 77 86 77 92

Civil status
Single 38 35 33 33 30 34 27 33
Married/living together 70 65 67 67 58 66 56 67

Sick leave
No (0%) 82 78 78 74 76 81 74 76
Full time (100%) 18 17 21 20 10 11 16 17
Part time (25–75%) 5 5 6 6 8 8 7 7

Have a job
Yes 72 65 66 63 59 66 53 63
No 38 35 39 37 31 34 31 37

Use of antidepressant drugs
Yes 50 45 36 34 39 43 30 37
No 60 55 69 66 51 57 51 63

Use of anxiolytic drugs
Yes 24 22 25 24 18 20 16 19
No 86 78 80 76 72 80 67 81

Use of sleeping pills
Yes 27 25 29 28 17 19 24 29
No 83 75 76 72 73 81 59 71

Use of psychotherapy
Yes 46 42 33 31 36 40 29 35
No 64 58 72 69 54 60 54 65
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costs were estimated in Swedish Kronor (SEK) using the 2012 price
year and converted to euros (EUR) using the 2012 exchange rate of
8.705 SEK/EUR.15

Productivity

The questionnaires also contained information on participants’
level of sick leave at baseline and after the 8-week trial, together
with working hours per week. The productivity gain was estimated
as the change in hours worked using the human capital approach,16

where each hour is valued using the gross salary (including taxes).
Since participants’ salary was not available from the data, we used
the average monthly gross salary of €3538 (29 800 SEK) in 2012.17

This gives a value of a worked hour of €23 (186.25 SEK). Since it
is unknown when the participants changed their sick leave status
during the trial period, we conservatively assumed that the sick
leave reported at baseline remained unchanged for the first
7 weeks, while the sick leave status reported after the trial was the
status during the final (eighth) trial week.

Statistical analyses

The incremental cost-effectiveness ratio (ICER) was calculated
by dividing the incremental costs by the incremental effects.
The ICER represents the additional costs needed to gain one extra
unit of effect, i.e. QALY in the mindfulness group compared with
the control group. Uncertainty surrounding the incremental costs
and effects were estimated using non-parametric bootstrapping
with 5000 replications.18 The 95% confidence intervals around
the mean cost differences were estimated using the approximate
bootstrap confidence algorithm19 followed by Student’s t-test.
Bootstrapped incremental cost-effect pairs were plotted on a cost-
effectiveness plane, which shows the difference in effect on the hori-
zontal axis and the difference in costs on the vertical axis20 of the
two interventions. If all points are in the southeast or the northwest
quadrant, the choice between the intervention is clear. In the south-
east quadrant, the new therapy is both more effective and less costly
than standard care and thus dominates standard care. The opposite
is true in the northwest quadrant. In the northeast and southwest
quadrants, the choice depends on the amount of money society is
willing to pay to gain one unit of effect.13,21 Cost-effectiveness
acceptability curves (CEACs) were also estimated to examine the
probability that the intervention is cost-effective in comparison
with the control group for a range of willingness-to-pay thresholds.
We apply the threshold suggested by the National Institute for
Health and Care Excellence in the UK of £20 000/QALY in the
current study (corresponding to €24 691 in 2012 year’s price
level) as Sweden does not have any formal threshold.22 This
means that ICERs below €24 691 are considered cost-effective
whereas higher ICERs are not cost-effective.

The economic evaluation has been conducted following the
Consolidated Health Economic Evaluation Reporting Standards
(CHEERS) statement (supplementary Appendix 2).23 The statistical
analyses were conducted in Stata 15.

Subgroup and sensitivity analyses

We performed several subgroup analyses to capture heterogeneity
and sensitivity analyses to capture uncertainties around the
findings.

(a) Subgroup analysis – gender: results are reported separately for
men and women (analyses 1a, b) to capture potential
heterogeneity.

(b) Subgroup analysis – sick leave: results are reported separately
for the participants who were/were not on sick leave at baseline
(analyses 2a, b).

(c) Sensitivity analysis – missing cases: we imputed the missing
data on costs and QALYs for both group using multiple impu-
tations.24 We generated five different data-sets for each group
in SPSS (version 25) using the Markov chain Monte Carlo
method. Thereafter, the multiple data-sets were analysed and
pooled estimates were computed following the methods
described by Rubin25 (analysis 3).

(d) Sensitivity analysis – excluding outliers: 5% of the participants
in both the mindfulness group and the control group with the
highest healthcare cost and highest 2.5% and lowest 2.5% prod-
uctivity gain costs are excluded (analyses 4a, b).26 A sensitivity
analysis is also performed excluding the highest and lowest
2.5% in terms of QALYs gain (analysis 4c).

(e) Sensitivity analysis – participants’ attendance in mindfulness
sessions: to be in line with the effectiveness trial,3,4 we per-
formed sensitivity analyses based on level of participation in
the mindfulness sessions, categorised as 1–5 and 6–8 sessions
(analyses 5a, b).

Ethical considerations

The study was approved by the Ethics Committee of Lund
University (application number: 2011/491). Written informed
consent was obtained from all participants. All data were analysed
anonymously, and the results are reported at the group level.

Results

Costs and effects

In terms of TAU costs, significant differences between the groups
can be seen (Table 2). Only one of the participants in the MGT
group received TAU during the trial period, leading to significantly
lower cost for the MGT group (mean difference –€520, 95% CI
−583 to −456). There was no statistically significant difference in
the medication costs over the 8 weeks between the two groups
(mean difference €7, 95% CI −36 to 51). The healthcare perspective
included the cost of TAU, medications and providing MGT. From a
healthcare perspective, the mindfulness group had significantly
lower costs than the control group (mean difference –€115,
95% CI −193 to −36). In terms of productivity gain, there was no
significant difference in mean gain between the mindfulness and
the control group (mean difference –€3, 95% CI −66 to 60). From
a societal perspective, the mindfulness group had significantly
lower costs than the control group, (mean difference –€112,
95% CI −207 to −17).

In terms of effect, both groups had an insignificant increase in
QALYs at the end of the 8 weeks (Table 1). Controlling for the base-
line QALY differences between the two groups, there were no stat-
istically significant differences between the mindfulness group and
the control group although the latter had gained 0.003 more
QALYs (95% CI −0.0012 to 0.0076).

Thus, there were significant differences in costs both from the
healthcare and societal perspective at 8 weeks in favour of the mind-
fulness group (Table 2) but no significant differences in QALYs; this
indicates that MGT is a cost-saving intervention compared with
TAU. The cost-effectiveness plane shows that almost all the incre-
mental cost-effect pairs (bootstrapped) are located in the southwest
quadrant both from the societal perspective (91%) and the health-
care perspective (92%) (supplementary Figs 1 and 2). Organising
the bootstrapped results into a CEAC shows that the mindfulness
intervention has a 67% probability of being cost-effective from the
societal perspective and 70% from the healthcare perspective
(Fig. 1 and supplementary Fig. 3).
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Subgroup and sensitivity analyses

The results of the subgroup and sensitivity analyses are presented in
Table 3. Stratifying for men, there were no significant differences in
cost between treatments (analysis 1a). From the societal perspective,
the results for women (analysis 1b) and when removing the outliers
in QALYs gained (analysis 4c) also show no significant differences
in cost. However, for all other subgroup and sensitivity analyses, the
base case results are upheld.

Discussion

Main findings

We performed an economic evaluation of an MGT intervention for
participants with depression, anxiety, stress and adjustment

disorders from both a healthcare and a societal perspective. The
intervention is cost saving compared with TAU over 8 weeks both
from the healthcare and societal perspective as no significant differ-
ences in effect (i.e. QALYs) was observed.

Previous effectiveness studies of this RCT have revealed that
both groups had significant improvements in health as measured
by MADRS-S, HADS (anxiety and depression subscales) and
PHQ-9.3,4 In contrast, we found no significant positive effect of
the treatments measured in QALYs, although an insignificant
increase was noted in favour of TAU. The conclusion from the
effectiveness studies3,4 was that MGT is not inferior compared
with TAU with the potential to save resources. From the current
economic evaluation study, we can add that MGT indeed saved
valuable healthcare and societal resources with equal effect as
TAU over the 8-week trial period. With the current prevalence

Table 2 Mean cost (in euros), effect (differences by bootstrap (5000) for control and mindfulness group) and incremental cost-effectiveness ratiosa

Mindfulness group Control group Difference (95% CI)

Cost, mean (s.e.)
Healthcare perspective

Treatment as usualb 4 (4) 524 (32) −520 (−456 to −583)
Medication 43 (21) 36 (7) 7 (−36 to 51)
Mindfulness group therapy cost 398 0 398c

Total cost (healthcare perspective)b 445 (21) 560 (34) −115 (−193 to −36)
Societal perspective

Productivity gain 24 (12) 27 (29) −3 (−66 to 60)
Total cost (societal perspective)b 421 (25) 533 (41) −112 (−207 to −17)

Effect, mean (s.e.)
Quality-adjusted life-year gain 0.008 (0.001) 0.011 (0.002) −0.003 (−0.008 to 0.001)
Incremental cost-effectiveness ratios
Healthcare perspective Mindfulness is cost saving
Societal perspective Mindfulness is cost saving

a. Sample size for cost estimation: 110 in mindfulness group and 105 in control group. Sample size for quality-adjusted life-year gain estimation: 79 in mindfulness group and 75 in control
group.
b. Difference is statistically significant, P<0.05.
c. All the participants in the mindfulness group have the same costs irrespective of their attendance.
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Fig. 1 Cost-effectiveness acceptability curve from the societal perspective.

Cost-effectiveness acceptability curve indicating the probability of the intervention being cost-effective at different values (€) of willingness-to-pay per quality-adjusted life-year
(QALY). The dotted line is the National Institute for Health and Care Excellence threshold applied in the current study. MGT, mindfulness group therapy.
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Table 3 Sensitivity analyses from both healthcare and societal perspective in incremental cost-effect ratios (ICERs)a

Analysis Scenarios

Sample size, nb

Changes in effect, mean (95% CI)
(QALY gain)

Healthcare Societal

Mindfulness
group

Control
group

Changes in cost, mean
(95% CI) Interpretation

Changes in cost, mean
(95% CI) Interpretation

Base case 79/110 75/105 −0.003 (−0.008 to 0.001) −115 (−196 to −36) MGT is cost
saving

−112 (−207 to −17) MGT is cost saving

1a Men only 12/20 9/11 0.000 (−0.013 to 0.014) −45 (−285 to 193) MGT is
dominant

−166 (−461 to 129) MGT is dominant

1b Women only 67/93 66/95 −0.004 (−0.009 to 0.001) −44 (−207 to −33) MGT is cost
saving

−101 (−204 to 2) 25 250 €/QALY for
standard treatment

2a Only patients on sick leave at baseline 14/19 16/22 −0.004 (−0.014 to 0.005) −236 (−416 to −56) MGT is cost
saving

−138 (−425 to −148) MGT is cost saving

2b Only patients working full time at baseline 56/84 54/74 −0.003 (−0.008 to 0.002) −94 (−169 to −18) MGT is cost
saving

−134 (−221 to −47) MGT is cost saving

3 Multiple imputation 110/110 105/105 −0.002 (−0.009 to 0.004) −115 (−193 to −36) MGT is cost
saving

−112 (−206 to −18) MGT is cost saving

4a Removing outliers in both groups in healthcare
perspective (highest 5% healthcare cost)

76/108 66/95 −0.003 (−0.008 to 0.001) −76 (−137 to −16) MGT is cost
saving

−87 (−174 to −1) MGT is cost saving

4b Removing outliers in both groups in
productivity gain (highest and lowest 2.5%
societal cost)

75/108 69/100 −0.003 (−0.008 to 0.001) −121 (−189 to −54) MGT is cost
saving

−106 (−175 to −39) MGT is cost saving

4c Removing outliers in both groups in QALY gain
(highest and lowest 2.5%)

77/77 67/67 −0.001 (−0.005 to 0.003) −128 (−231 to −25) MGT is cost
saving

−108 (−236 to 21) 108 000 €/QALY for
standard treatment

5a Participants attended 1–5 mindfulness
sessions

21/30 75/105 −0.004 (−0.009 to 0.002) −149 (−217 to −80) MGT is cost
saving

−154 (−255 to −53) MGT is cost saving

5b Participants attended 6–8 mindfulness
sessions

56/78 75/105 −0.003 (−0.008 to 0.002) −117 (−207 to −27) MGT is cost
saving

−53 (−218 to −7) MGT is cost saving

QALY, quality-adjusted life-year.
a. Costs are presented in euros (2012 price year).
b. Sample sizes are presented for number of participants available for QALYs estimation first, followed by number of participants available for cost estimation.
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(2.4%) and incidence (18.4 per 1000 person-years) of clinically diag-
nosed depression and anxiety disorders in Swedish PHCs,27 a soci-
etal saving of €112 per person in an 8-week period will save a
considerable amount of resources.

The bootstrapped cost-effectiveness plane, which accounts for
the uncertainty in the base case estimation, shows that most of
the incremental cost-effect pairs are in the southwest quadrant (sup-
plementary Figs 1 and 2). This is because the control group,
although not statistically significant, has gained slightly more
QALYs compared with the mindfulness group. The fact that most
cost-effect pairs are situated in the southwest quadrant of the
cost-effectiveness plane leads to a downward sloping CEAC. This
means that there is a negative relationship between the value we
assign to a QALY (i.e. the threshold) and the likelihood that MGT
is cost-effective. At a threshold value of €24 691/QALY, MGT has
a 67% probability to be cost-effective from a societal perspective
compared with TAU (Fig. 1).

It is important to consider that the duration of the trial was only
8 weeks, which is too short to observe the long-term effects of the
intervention. In a future study, it would be interesting to find out
whether the intervention remains cost saving or not with long-
term follow-up data, especially as individuals with recurrent depres-
sion have a high risk of repeated depressive relapse or recurrence
with rates in the range of 50–80%.5 It has been shown that mindful-
ness-based cognitive therapy is an effective intervention for relapse
prevention in patients with recurrent depressive disorder compared
with TAU and placebo.28 If this holds true in the current Swedish
setting, MGT can be expected to be even more cost-effective in
the long-run.

Comparison with findings from other studies

It is difficult to compare health economic outcomes from one study
with another for mindfulness therapy because of non-standardisation
ofmethodologies and comparison groups.29 Nonetheless, such a com-
parison would be beneficial for policymakers in order to make
informed choices considering all the factors associated with outcomes.
Both Kuyken et al5 and Morriss et al6 found that MBT was not better
or worse in terms of costs or effects for patients with depression in the
UK compared with antidepressivemedication and usual care, respect-
ively. Besides the settings being different, both studies had a longer
follow-up, 24-month and 18-month respectively, compared with
the current study. Shawyer et al7 found that MBT was a cost-effective
option compared with ‘active monitoring for depressive relapse’ for a
population of currently non-depressed adults with a history of major
depressive episodes in Australia.7

Interpretation of our findings from the subgroup and
sensitivity analyses

Our base case results hold in the subgroup and sensitivity analyses.
In a few cases, the base case finding of significant difference in cost is
lost (stratifying for gender and removing outliers in QALY gain, see
Table 3). Especially for men, this is likely an effect of the concurrent
reduction in sample size. Indications are also that in the analyses of
women and QALY outliers, MGT is the preferred treatment as TAU
would not be considered cost-effective compared with MGT. The
subgroup and sensitivity analyses thus suggest that the cost-saving
characteristics of MGT in the base case estimates hold, and that
MGT is, at the very least, not inferior to TAU.

Strengths and limitations

To our knowledge, this is the first economic evaluation of an RCT
performed in a PHC setting where MBT has been compared with
TAU. In addition, this was a pragmatic study, resembling the

actual healthcare practice in PHCs for participants with depression,
anxiety, stress and adjustment disorders (i.e. we had an active
control group).

The study also has some limitations. We used the UK tariff to
calculate QALYs for the Swedish population. In the absence of an
equivalent for the Swedish population for EQ-5D-5L, the use of
the UK tariff was deemed appropriate. The RCT was underpowered
to detect cost and QALY differences because the power calculation
was based on depression- and anxiety-related outcomes. Cost data
usually follow a highly skewed distribution, implying a need for
larger sample sizes in cost-effectiveness studies as compared with
effectiveness studies.30 Self-reported data were collected on medica-
tion use, which is prone to recall bias.

The societal perspective included only productivity in addition
to the healthcare perspective. Other societal costs, for example the
participants’ time and travel costs were not included because of
lack of data. This is also true for the healthcare perspective, for
example, general practitioner visits outside the treatment as well
as overhead costs were not included. Moreover, data was lacking
on exactly when the participants returned to work and/or went on
sick leave during this 8-week period as the questionnaire was used
at baseline and the end of the trial. Therefore, we assumed 1 week
of productivity gain/loss, which is probably an underestimation.

The duration of the study was only 8 weeks and thus caution is
advised when extrapolating the cost-effectiveness of MGT in the
long run. Finally, caution is also needed when generalising the
results of this study to other contexts. When using theMGT in a dif-
ferent setting the population characteristics as well as social, polit-
ical, cultural and healthcare services in which the programme will
be implemented and used, need to be taken into consideration.

In any future studies, instead of self-reported information on
healthcare use, a register-based study would provide actual esti-
mates of the patients’ healthcare use and thus can validate the
self-reported information.

In conclusion, mindfulness-based therapies can be performed
on a group basis and can also be continued at home without an
instructor, which makes it an attractive alternative to individual
CBT. We found that MGT is cost saving compared with TAU.
However, further studies will need to examine long-term cost-
effectiveness before any final recommendations can be given.
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