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Abstract

Introduction: Multiple sclerosis (MS) is a chronic medical condition that attracts particular attention 
because of the high risks associated with it. MS patients suffer from medical problems, depression, anxiety, 
and reduced hopefulness. These issues can increase the severity of the disease and treatment resistance 
and reduce patients’ individual and social efficacy. Mindfulness-integrated cognitive behavior therapy 
(MICBT) is a new approach that is being applied in chronic diseases and can be used in combination with 
existing treatments. Therefore, the present study investigated the efficacy of MICBT in terms of anxiety, 
depression, and hope in MS patients.
Methods: A sample of 20 patients with MS was randomly selected at Shafa Hospital in Kerman City, 
Iran. Patients were then assigned to one of two groups of 10 people using a random number table. 
The experimental group received MICBT. The control group also received the same therapy after study 
completion. The assessment tools used in this study included the Beck Depression Inventory-Second 
Edition (BDI-II), Beck Anxiety Inventory (BAI), and Miller Hope Scale (MHS). Measurements were 
conducted at three stages: pre-test, post-test, and follow-up. For data analysis, means and standard 
deviations were calculated and one-way analysis of covariance was conducted using SPSS 24.
Results: Compared with controls, MICBT was effective for reducing depression (P < 0.001, F = 72.55), 
anxiety (P < 0.001, F = 100.75). Additionally, MICBT was effective in improving hope (P < 0.001, F = 
45.36). Changes were maintained in the follow-up phase.
Conclusion: The MICBT affects depression, anxiety and hope of MS patients. Therefore, mental health 
professionals can benefit from the results obtained in the present study to reduce depression and anxiety 
and increase hope in this group of patients.
Clinical trial registration: Iranian Registry of Clinical Trials, IRCT201601030258N4.
Keywords: Group therapy, mindfulness-integrated cognitive-behavioral treatment, multiple sclerosis.

Introduction

Multiple sclerosis (MS) is a complicated, disabling, and 
immune-related disease, involving the central nervous 
system (CNS), including the brain and the spinal cord. 
The etiology of MS remains unidentified; the consensus 
is that MS is probably caused by either an abnormality 

of the immune system, or contact with environmental 
factors (infectious agents), or a combination of both.1 
Experts recognize MS as an autoimmune disease; 
indicating that the immune system mistakenly attacks 
the body’s healthy organs as though they were foreign 
invaders. MS is among the most prevalent chronic 
diseases of the CNS and it is a demyelinating disease, 
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affecting motor-sensory functions.2 It is estimated 
that approximately 2-3 million people suffer from MS 
globally; According to Iran’s MS Association, there 
are 40,000 MS patients in Iran, 9,000 of whom are 
registered cases.3 MS frequently occurs in the 20-40 
years age group4; i.e. the age associated with greatest 
family and social responsibilities and with reproduction.5 
Due to its nature, numerous mental symptoms are 
correlated with MS. Depression and anxiety are the 
most prevalent mental symptoms associated with MS 
and are observed in 48% of MS sufferers during the 
year following diagnosis of their disease.6 Depression 
symptoms are the most common mental symptoms 
in this group. MS can lead to depression in 3 different 
ways, as follows: 1) various behavioral changes can 
occur if MS affects the areas of the brain involved in 
emotional expression and emotion control. 2) Endocrine 
or immune system changes caused by MS can lead to 
depression. 3) The adverse effects of some medications 
can cause depression in this population. Regardless of 
how depression is triggered, it is inevitably associated 
with reduced hope in relation to life.7

Untreated depression in patients diagnosed with a 
physical illness can lead to symptoms such as magnifying 
and exacerbating physical symptoms, excessive referral 
to medical settings and use of healthcare, increased 
treatment costs, involvement in high-risk behaviors, 
and even suicide.8 Anxiety is another mental problem 
in this group. Anxiety has been overlooked in MS 
patients, despite its disabling consequences.6 Moreover, 
persistent anxiety may exacerbate the disease and 
lead to cardiovascular disorders.9 Awareness of the 
degenerative nature of the disease causes anxiety in 
patients.10 Recent studies indicate that the prevalence 
rate of anxiety in MS patients is 37%.11 Additionally, MS 
patients recognize anxiety as the most disabling sign of 
their disease.12 Hopefulness is impacted negatively in 
MS, like any other chronic diseases.13 Tennen and Affleck 
(quoted by Bijari et al.) argued that hope plays an 
essential role in improvement of illness, since it creates 
positive thoughts about life and an increased tendency to 
identify the positive aspects of harmful conditions.14 MS 
reduces hopefulness in sufferers, to a level equivalent to 
10 years older than their actual age.15

In response to the abovementioned issues, different 
treatment methods, including pharmacotherapy and 
cognitive behavioral therapy (CBT) have been used 
to attempt to improve the mental symptoms of MS. 
However, due to various reasons, such as the adverse 
effects of medications, the probability of recurrence of 
symptoms, the ineffectiveness of CBT, and the non-
improvement of emotion regulation skills in these 
patients, the present study considers a more effective 

treatment approach that minimizes such problems.15 
Effective individual and group-based treatments are 
available for these conditions. It is believed that group 
treatment is more effective for most mental illnesses. 
This is because people review how they respond to the 
community. Furthermore, group therapy is a process 
leading to improvements in cognitive, emotional and 
behavioral aspects. Patients feel empowered in the 
group, which elevates their self-confidence.16

Prior research suggests that a new generation of 
cognitive-behavioral therapies, known as mindfulness 
and acceptance-based interventions, are more effective 
for patients with chronic physical illnesses. Mindfulness-
integrated cognitive behavior therapy (MICBT) is a 
structured approach, integrating mindfulness meditation 
with the main principals of CBT. This integration is 
intended to train clients to regulate their emotions 
and attention, to use these skills when the pathology 
is triggered, and to understand in which of the mental 
pathologies they are involved.17 MICBT consists of a set of 
evidence-based techniques to enhance self-awareness, 
self-control, and self-efficacy in different areas of life. 
During this course, a person learns how to identify and 
modify destructive or disturbing intellectual patterns 
that have a negative impact on his/her behavior.

The weekly schedule of MICBT is flexible and 
compatible with individual and group conditions. A 
literature review reveals that group MICBT increases 
clients’ commitment to treatment.16,17 Several studies 
have also reported that MICBT is an effective and 
appropriate intervention for MS patients and is 
effective for improving psychological well-being, 
quality of life,18 and depression and alcohol abuse,19 
and for increasing hope. However, further studies are 
required to introduce this treatment as an effective 
therapy for MS. Therefore, the present study aimed to 
answer the following questions: Does MICBT cause a 
significant reduction in depression in people with MS? 
Does MICBT cause a significant reduction in anxiety in 
MS patients? Does MICBT significantly increase hope in 
patients with MS?

Materials and methods

Study design
This was a repeated measure clinical trial study with 

a control group. The study consisted of one experimental 
group (that received MICBT), and one control group.

Statistical population and sampling method
The statistical population of the current study 

included all MS patients who were referred to Shafa 
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Hospital in Kerman City, Iran, from February 21 to April 
20, 2018, and diagnosed with MS by a neurologist.

Sample size
The sample size was calculated on the basis of prior 

research, using the formula shown below.20 The sample 
size needed in each group was estimated as about 8 
people, for a 95% confidence interval (CI) and a 20% 
type II error. However, considering probable losses from 
samples, this number was increased to 10, for a total 
sample size of 20 patients. A total of 41 patients were 
initially invited to participate in the study; but some of 
them were excluded because they did not meeting the 
inclusion criteria for the study. There were no losses 
from the sample at the post-test or follow-up stages of 
the present study.
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Inclusion and exclusion criteria
The inclusion criteria for the study were a diagnosis 

of relapsing-remitting MS by a neurologist; confirmation 
of MS diagnosis by diagnostic procedures (e.g. magnetic 

resonance imaging, etc.); patient aware of MS disease 
for 1 year prior to enrollment; age in the range of 
18-50 years; signature of written informed consent 
form for participation in the study; and education to 
at least the 9th grade (to be able to complete the 
questionnaires). Exclusion criteria comprised comorbid 
physical illnesses; psychosis and/or delirium during the 
course of treatment; severe arousals (e.g. extreme 
anger, uncontrolled restlessness, or impulsiveness); 
and receiving other psychological treatments during the 
course of the study.

Interventions and randomization
Each study participant was coded with a number 

after enrolment. The sample was divided into two 
groups (10 patients per group) with a computerized 
random number generator, using the permuted block 
randomization method. Control group members also 
received MICBT after study completion.

Study tools
The demographic data questionnaire

This was a questionnaire constructed by the 
researchers, covering age, gender, and educational level.

Clinical interview, screening by therapist (41)

Informed consent for study enrollment (20)

Randomized and completed pre-test (20)

Intervention (10) No intervention (10)

Completed post-test (10) Completed post-test (10)

Completed follow-up (10) Completed follow-up (10)

21 individuals excluded
No interest in participation (10)

History of drug abuse (2)
Session times incompatible (5)

Medicine type and dose incompatible (3)
Other reasons (1)

Figure 1 - Flowchart illustrating the study.
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Beck Depression Inventory-Second Edition (BDI-II)
This questionnaire was developed by Beck to 

measure the severity of depression (1963) and was 
revised in 1994. This inventory includes 21 items, each 
scored from 0 to 3. The highest score achievable on 
this questionnaire is 63. Each item on the questionnaire 
measures one symptom of depression. Its retest 
reliability is reported as 0.48 to 0.86, with a mean 
score of 0.86.21 Ghassemzadeh et al. reported an alpha 
coefficient of 0.87 and a test-retest coefficient of 0.74 
for this tool and found a correlation with the first edition 
of BDI of 93.0.22

Beck Anxiety Inventory (BAI)
This is a 21-item self-report scale for measuring 

anxiety. The questionnaire was developed to cover 21 
anxiety symptoms and each question is scored from 0 
to 3 on a Likert-type scale. Higher scores indicate more 
severe anxiety. BAI generally targets the physiological 
aspects of anxiety. Three items address anxious mood, 
three items address specific phobias, and the rest of 
the questions evaluate the autonomous symptoms of 
hyperactivity and motion tension of anxiety. Beck and 
Clark (1988) reported the internal consistency of the 
scale as 0.93 and retest reliability of 0.75. Previous 
studies demonstrated the high reliability and internal 
consistency of this tool (0.92; data correlation: between 
0.3 and 0.76).23 A survey of 1,513 men and women 
from various demographic groups (age, gender) in 
Tehran approved the reliability and validity of the BAI 
for the Iranian population (reliability:0.72, validity: 
0.83, internal consistency: 0.92).24

Miller Hope Scale (MHS)
The Miller Hope Scale (MHS) is a 40-item 5-point 

Likert-type scale developed to measure hope in adults.
The scale was pretested on 75 subjects, then refined and 
evaluated using 522 healthy students. The score range 
is 40-200 with a higher score indicating a higher level 
of hope. Twelve of the items on this scale are formed 
with negative clauses, which are reverse-scored in the 
assessment. The MHS showed relatively high construct 
and concurrent validity compared to other well-
established tools. In factor analysis, Miller found that the 
items could be grouped in three components: Satisfaction 
with self, others, and life; Avoidance of hope threats; and 
Anticipation of a future.25 The internal consistency alpha 
was reported as 0.81. Construct validity was established 
by calculating the correlations of the Herth Hope Index 
with the MHS (r = 0.43), and the MHS with the Herth 
Hope Index (r=0.62) at <0.001 significance level.26

Intervention procedure
The authorities of Shafa Hospital in Kerman 

were initially requested to explain the purpose of 
the research to MS patients and introduce them to 
the researchers. Then, an independent evaluator 
conducted initial assessments of patients to determine 
whether they met the inclusion and exclusion criteria 
of the study. Individuals who met the inclusion criteria 
for the study and provided an informed consent form 
were enrolled on the project. The size of the sample 
analyzed in the present study was 20 people, who were 
randomly divided into two groups, an experimental 
group and a control group. The control group received 
their usual treatment, while the intervention group 
participated in MICBT sessions as well as drug 
therapy. A treatment program of 8 two-hour sessions 
was provided to the experimental group. Post-test 
measurements were conducted after the intervention 
and the follow-up stage was conducted two months 
after completion of treatment. The intervention 
provided in this study was extracted from a current 
book on practicing MICBT (covering the principles 
and method of implementation), written by Bruno 
Cayoun.15 The intervention was conducted by an MSc in 
clinical psychology (first author) who had undertaken 
specialized training in this area under supervision of a 
PhD in Clinical Psychology.

Mindfulness-integrated cognitive behavior therapy 
includes internalization and externalization skills, and 
consists of 4 steps, as follows: 1) the individual stage 
2) the exposure stage 3) the interpersonal stage, and 
4) the stage of creating love and kindness for one’s self 
and others; it comprises 8 treatment sessions. At the 
first meeting, MICBT was introduced to the participants, 
explaining that it aims to create a commitment to 
daily practices. The principles of mindfulness were 
explained to the patients and the treatment was 
clearly explained to them. In the second session, 
the most important mechanisms were introduced. 
The third session provided study participants with 
visceral insight and intellectual equilibrium. The 
second phase was introduced in the fourth session. 
In the fifth session, the second stage was continued 
at a more challenging level and the third stage was 
introduced. The sixth session consisted of introduction 
of assertiveness skills and role-playing as a means of 
encounter. In the seventh session, the fourth stage was 
introduced and at the eighth session, the fourth phase 
was consolidated and the entire intervention program 
was reviewed.15 Table 1 provides further details of the 
contents of the treatment sessions.
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Data analysis
The data obtained were analyzed using SPSS 24. 

Mean scores and standard deviations were calculated 
and one-way analysis of covariance (ANCOVA) was 
conducted.

Ethical considerations
Prior to initiating the study, a meeting was held to 

explain the project to patients. At this meeting, ethical 
issues were presented and the research was explained 
to the patients. Then, everyone completed informed 
consent forms and the study participants were assured 
that their results and identity would be kept confidential, 
and that under no circumstances would their health 
information be provided to any person except the 
medical staff. The study was approved by the Research 
Ethics Committee at Kermanshah University of Medical 
Sciences (ethics code: kums.rec.1396.616). This study 
was also registered on the Iranian Registry of Clinical 
Trials (code: IRCT201601030258N4).

Results

Descriptive findings of research: Table 2 lists the 
demographic variables for the sample participants.

As per Table 2, the number of participants in the 
study sample was 20. There were 8 male participants (4 
in the experimental group and 4 in the control group), 
and 12 female participants (6 in the experimental group 
and 6 in the control group). The educational level of 
the samples was as follows: Experimental group: 
elementary school (1), high school (2), associate 
degree (1), bachelor degree (4), and master degree 
(2). Control group: elementary school (1), high school 
(2), associate degree (0), bachelor degree (5) and 
master degree (2).

Table 3 lists the means and standard deviations for 
study variables in the experimental and control groups 
at the pre-intervention, post-intervention, and follow-up 
stages. As the results show, the intensity of depression 
and anxiety significantly decreased in the intervention 

Table 1 - The curriculum for MICBT sessions

Session Content
1 Introductory presentation covering the sessions and rules, an overview of MICBT, the concept and principles of 

mindfulness, and mindful breathing

2 Mindful breathing (continued), an overview of a few MICBT concepts (such as situation, sensory perception, evaluation, 
body sensations, and reaction), the internal causes of intrusive thoughts and their modification, part-by-part body 
scanning

3 Part-by-part body scanning (continued), explaining about body sensations, informal practice

4 Body scanning exercises (continued), introducing some of the CBT components of MICBT (like exposure methods), 
encountering unpleasant sensations using SUDS (a scale used for exposure to target events) through bipolar exposure 
(imaginary exposure to unpleasant situations)

5 Body scanning exercises (continued), review of SUDS

6 Body scanning exercises (continued), interpersonal skills, assertiveness and role-playing

7 Introducing the concepts of compassion and empathy, loving-kindness meditation

8 Review and evaluation

CBT = cognitive behavioral therapy; MICBT = mindfulness-integrated cognitive behavior therapy; SUDS = Subjective Units of Distress Scale.

Table 2 - Demographic properties of sample group

Gender Educational level

Group Male Female
Elementary 

school High school
Associate 

degree
Bachelor 
degree

Master 
degree

Experimental 4 6 1 2 1 4 2
Control 4 6 1 2 0 5 2
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group, more than in the control group. Additionally, 
hope increased in the intervention group.

Data on the research hypotheses
To determine whether the data obtained fulfilled 

the underlying assumptions for use of ANCOVA, they 
were tested prior to analyzing the hypothesis data. The 
test results showed that ANCOVA could be conducted. 
The assumptions examined included the following: 
normal distribution of data (Kolmogorov-Smirnov and 
Shapiro Wilk’s tests), homogeneity of the variables 
(Levene’s test), lack of irrelative data (box plots), 
homogeneity of covariance matrices (Box M test), and 
a linear relationship between the dependent variable 
and the covariate (linear regression). We examined 
the following research hypotheses: MICBT significantly 
decreases depression in the experimental group, 
compared to the control group; MICBT significantly 
reduces anxiety in the experimental group, compared 
to the controls; MICBT significantly increases hope in 
participants in the experimental group compared to the 
control group. One-way ANCOVA was used to analyze 

the results obtained. Table 4 lists the ANCOVA results 
for the post-test data and Table 5 shows results for the 
follow-up phase.

Observing the results from Table 3 and examining 
the mean values for experimental and control groups 
in post-experimental data from Table 2, it can be 
concluded that post-intervention, MICBT group therapy 
was successful for reducing depression and anxiety 
scores and improving hope scores. The results in Table 
4 show that the difference between the two groups in 
depression (P < 0.001, F= 72.55), anxiety (P < 0.000, 
F = 100.75), and hope (P < 0.001, F = 45.36) were 
significant at the post-test stage. This can be interpreted 
as showing that MICBT group therapy is effective at 
reducing mean scores for depression and anxiety at the 
post-intervention stage and for improving hope at the 
same stage.

The results in Table 5 show that the differences 
between the two groups in depression (P < 0/001, P 
= 85.87), anxiety (P < 0/001, F = 89.19), and hope 
(P < 0/001, F = 88.35) were still significant at the 
follow-up stage.

Table 3 - Mean and standard deviation for anxiety, depression and hope

Experimental group Control group
Pre-test Post-test  Follow-up Pre-test Post-test  Follow-up 

BDI-II 43/25
(3/73)

24
(6/86)

25/12
(5/87)

45/12
(1/8)

47/37
(1/5)

46/5
(1/6)

BAI 51/37
(4/59)

26/75
(5/03)

28/12
(4/25)

50/37
(4/06)

49/75
(4/62)

48/75
(5)

MHS 107/37
(3/66)

168/37
(21)

166
(21/58)

108
(6/62)

112/12
(7/75)

114/5
(9/62)

Data presented as mean (standard deviation).
BAI = Beck Anxiety Inventory; BDI-II = Beck Depression Inventory-Second Edition; MHS = Miller Hope Scale; SD = standard deviation.

Table 4 - Analysis of covariance results for depression, anxiety, and hope scores from the post-intervention stage (between groups)

SS df MS F Sig. ES
BDI-II 9,121/57 1 9,121/57 72/55 0/001 0/58
BAI 2,162/41 1 2,162/41 100/75 0/001 0/62
MHS 1,245/19 1 1,245/19 45/36 0/001 0/61

BAI = Beck Anxiety Inventory; BDI-II = Beck Depression Inventory-Second Edition; MHS = Miller Hope Scale; df = degrees of freedom; ES = Eta squared; MS 
= mean square; SS = sum of squares.

Table 5 - Analysis of covariance results for depression, anxiety and hope scores in follow-up phase

SS df MS F Sig. ES
BDI-II 1,671/76 1 1,671/76 85/87 0/001 0/57
BAI 1,746/1 1 1,746/1 89/19 0/001 0/60
MHS 10,787/97 1 10,787/97 88/35 0/001 0/59

BAI = Beck Anxiety Inventory; BDI-II = Beck Depression Inventory-Second Edition; MHS = Miller Hope Scale; df = degrees of freedom; ES = Eta squared; MS 
= mean square; SS = sum of squares.



Trends Psychiatry Psychother. 2020;42(1) – 61 

Mindfulness-integrated CBT in MS patients - Pouyanfard S et al.

Discussion

The data obtained suggest that MICBT significantly 
decreased depression in the experimental group, 
compared to controls, and that its impact was 
sustained to the follow-up stage. These findings are 
consistent with other studies of the effectiveness of 
MICBT.20,27-30 This could be because mindfulness-based 
exercises assist MS patients to consider their thoughts 
as mental events. In other words, mindfulness helped 
the subjects to acquire the ability to observe their 
disturbing thoughts and be aware of them, rather than 
being influenced by them and considering them to 
be real and definitive, and therefore the mindfulness 
practices reduced the effect of depressive thoughts on 
the subjects studied.

Moreover, MICBT uses mindfulness exercises to 
focus on breathing as a means of living in the present 
moment, which can reduce concerns related to the 
past and disturbing worries and thoughts related to 
the future. According to Teasdale, Segal, and Didona,31 
mindfulness improves depression by reducing and 
stopping the negative loops of thought and rumination, 
teaching people to maintain a distance from 
thoughts, teaching flexibility of attention, and mental 
empowerment. Furthermore, along with mindfulness 
practices, assertiveness training, and role-playing skills 
as a means of confrontation increased the abilities of 
the people in the experimental group to be prepared 
for taking actions and increased their willingness 
and capability to act, resulting in reductions in the 
reluctance and lack of desire for taking action that are 
signs of depression. Additionally, assertiveness training 
can reduce depression by improving decision-making 
ability,32 experiencing positive emotions, and increasing 
self-esteem.33

The present study also revealed that MICBT 
significantly reduced anxiety in the experimental 
group, compared with controls, and that this effect was 
sustained until the follow-up stage. These findings are 
consistent with other studies.18,20,29 In explaining this 
finding, it can be argued that MS with its debilitating, 
chronic, and unpredictable characteristics imposes 
many challenges on patients’ lives. Mindfulness and its 
training modify feelings without judgments, increase 
awareness of bio-psychological feelings, and help 
subjects to clearly experience and accept emotions 
and physical phenomena, as they occur.15,27 In other 
words, in the experimental group, by providing the 
ability to clearly recognize emotions, thoughts, and 
physical conditions without subjective judgments about 
them, mindfulness reduced disturbing and distracting 
thoughts that envisage excessively undesirable and 

disturbing conditions and cause anxiety. Additionally, 
as confronting measures, assertiveness training and 
role-playing could have improved preparedness for 
copying with disease-related changes and life, and 
reduced feelings of incapability and also could have 
improved the self-confidence of experimental group 
members for coping with undesirable conditions. 
Moreover, cognitive errors (catastrophizing, labeling, 
negative predicting, etc.) were reduced in the 
experimental group, which in turn improved the 
symptoms of anxiety.15 

The data obtained also demonstrated that MICBT 
significantly increased hope among the participants in 
the experimental group, compared with the controls, 
and that this effect was also sustained to the follow-up 
stage. These findings are in agreement with previous 
work.19,34 In explaining this finding, it can be argued 
that MICBT teachings help patients to reduce their 
stress, change their conditions, strengthen their life 
tendency, cope with depression, frustration, and 
despair, and, ultimately, to gain optimism and trust. 
Mindfulness also helps individuals identify situations 
that cause anxiety and stress, develop a better 
knowledge of themselves and their thoughts, recognize 
their strengths and flaws, and achieve better and 
higher awareness regarding their emotions, thoughts, 
physical states, and illness. They may then be able 
to find coping strategies to manage these situations, 
thereby creating hope in their lives. Furthermore, 
assertiveness training and role-play also help to build 
confidence and better readiness to act in the future, 
which also increases hope in this group. Overall, the 
results obtained in this intervention suggest that the 
MICBT was effective for MS patients. MS causes fatigue 
and illness, and the number of research questions was 
high; thus, the pre-test-post-test results may have 
been influenced by these issues. Moreover, the same 
tool was applied for pre-test, post-test, and follow-
up stages; therefore, familiarity with the test in the 
pre-test step may have affected the post-test and 
follow-up results. It is suggested that psychologists 
and counselors use MICBT as a therapeutic strategy 
to reduce anxiety and depression and increase hope 
among MS patients.

Several limitations of this investigation need to be 
mentioned. One of the study limitations was the lack 
of theoretical background for the study, because of the 
novelty of the intervention. The present study’s 2-month 
follow-up period may not be sufficient to assess long-
term maintenance of treatment gains. Future studies 
are recommended to perform long-term follow-up 
assessments in order to evaluate the effects of MICBT 
on MS patients.
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Conclusion

This study provided further evidence for the 
effectiveness of MICBT. MS patients face a variety of 
stresses in everyday life, in addition to the stress related 
to their disease. One of the most stressful aspects of this 
disease is uncertainty with relation to the future. Coping 
with MS can be very challenging and the consequences 
of diagnosing the disease in people can lead to various 
emotions such as sorrow, hopelessness, anger, anxiety, 
depression or distrust. Hence, mindfulness therapy can 
be mastered through techniques such as experiencing 
the present, deep breathing, relaxation, and better 
understanding of thoughts, better understanding 
of emotions, and physical states, which, in turn, will 
help the affected person to achieve acceptance of the 
illness and enact behavioral changes for better self-
care. The patient can thus become better prepared 
to identify appropriate coping strategies to manage 
challenging situations using techniques such as role-
playing and assertiveness to reduce anxiety and 
depression and increase hope. Therefore, with regards 
to the effectiveness of MICBT for reducing anxiety and 
depression and increasing hope, and in view of the 
increasing incidence of MS in the country, the results of 
this study may be beneficial to treatment programs and 
services for MS patients aiming to increase hope and 
reduce anxiety and depression among them.
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