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Abstract

Background

Mindfulness-based cognitive therapy (MBCT) is a cost-affecpsychosocial preventign
programme that helps people with recurrent depression stay wisle ilong term. It waps
singled out in the 2009 National Institute for Health and Clinicateltence (NICE
Depression Guideline as a key priority for implementation. Degited evidence and
guideline recommendations, its roll-out and accessibility achest/K appears to be limited
and inequitably distributed. The study aims to describe the currateé sf MBCT
accessibility and implementation across the UK, develop an expigrfeamework of what
is hindering and facilitating its progress in different areas, daw&lop an Implementation
Plan and related resources to promote better and more equitablbifityaiand use of
MBCT within the UK National Health Service.

Methods/Design

This project is a two-phase qualitative, exploratory and explane¢sgarch study, using an
interview survey and in-depth case studies theoretically underpinpeitieb Promoting
Action on Implementation in Health Services (PARIHS) frameworniterriews will bg
conducted with stakeholders involved in commissioning, managing and impiegefBCT
services in each of the four UK countries, and will include ardeesevMBCT services a
being implemented successfully and where implementation is not working wedpth cas
studies will be undertaken on a range of MBCT services to develogifedainderstandin
of the barriers and facilitators to implementation. Guided by tiely's conceptus
framework, data will be synthesized across Phase 1 and Phase&lop a fit for purpos
implementation plan.
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Discussion

Promoting the uptake of evidence-based treatments into routine practicenderstanding
what influences these processes has the potential to supportidpgoa and spread of
nationally recommended interventions like MBCT. This study could infartarger scal
implementation trial and feed into future implementation of MBCithvether long-term
conditions and associated co-morbidities. It could also inform the ineplation of
interventions that are acceptable and effective, but are not widely aceessibplemented,
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Background

Depression is a major public health problem that, like other chronictmrg]itypically runs
a relapsing and recurring course, producing substantial decremdwslih and considerable



human suffering [1,2]. In terms of disability-adjusted life yeattse World Health
Organization consistently lists depression in the top five disabtinditions [3] and in terms
of years lost to disability amongst the top two, and forechatsthis will worsen over time
[4]. While 23% of the total burden of disease is attributable to ah&ealth problems, only
13% of NHS health expenditure is spent on mental health [5]. Headthomic analyses of
the cost of anxiety and depression in the UK suggest a cost of i bil 1.5% of the UK
gross domestic product [5,6]. A major factor contributing to the econafiects of
depression is the reduced capacity that sufferers have to engage in the w@rk-pla

Without effective treatment, people suffering recurrent depredsave a high risk of
repeated lifetime depressive episodes. The substantial health burdenasteibutiepression
could be offset through making accessible evidence-based interventiansprevent
depressive relapse among people at high risk of recurrent epigddeSurrently, the
majority of depression is treated in primary care, and maintenantidepressants are the
mainstay approach to preventing relapse. To stay well, thenthpae-named National
Institute for Health and Care Excellence (NICE) recommendspéaple with a history of
recurrent depression continue antidepressants for at least tvgo[§kaHowever, there are
many drivers for the use of psychosocial interventions that providgtéosm protection
against relapse [9]. The majority of patients express arprefe for psychosocial approaches
that can help them stay well in the long-term and find thatdepressant medication can
have unwanted side effects. The rates of adherence to mediegjioes tend to be poor and
in the perinatal period many women prefer an alternative to psychotropic rmosd|[&4t

Mindfulness-based cognitive therapy (MBCT)

To address this need, mindfulness-based cognitive therapy wasppil/@s a psychosocial
intervention intended to teach people with a history of depression tleetslstay well in the
long term [10]. Mindfulness-based cognitive therapy is a manuapggdhosocial, group-
based relapse prevention programme for people with a history ofsdepravho wish to
learn long-term skills for staying well [11]. It combinestsysatic mindfulness training with
elements from cognitive-behavioural therapy. It is taught iasela of 8 to 15 people over
eight weeks. Through the mindfulness course, people learn nesvokagsponding that are
more self-compassionate, nourishing and constructive. This is espéahdful at times of
potential depressive relapse, when patients learn to recogniseahaiatys of thinking and
behaving that tend to increase the likelihood of relapse and canechsbsad to respond
adaptively.

A systematic review and meta-analysis of six randomisedattaatrtrials (N = 593) suggests
mindfulness-based cognitive therapy significantly reduces tles @it depressive relapse
compared with usual care or placebo controls, corresponding to aeeiak reduction of
34% (risk ratio 0.66, 95% confidence intervals 0.53 to 0.82) [12]. This is camisisith
NICE’s conclusion, ‘Of the treatments specifically desigtededuce relapse group-based
mindfulness-based cognitive therapy has the strongest evidenceitiaseidence that it is
likely to be effective in people who have experienced three oe ohepressive episodes’ [8].
This recommendation is mirrored by the Scottish Intercolleg@tedelines Network
guideline for the non-pharmaceutical management of depression in adults [13].

There is preliminary evidence that MBCT is cost-effectiv@mpared with the current
treatment of choice, maintenance antidepressants [14]. There is@viokits acceptability
to patients and referrers [15,16]. The UK Network for Mindfulnessebdsacher Training



Organisations has set out good practice guidelines for traiamy supervision (see:
http://mindfulnessteachersuk.org.uk/#welcome).

In line with the MRC Complex Interventions Framework and leadorgmentators [17], the
next phase of work is to determine how MBCT can be implementedncontrolled real

world’ healthcare settings [18]. A search in Web of Knowledgesrgel Direct and Google
Scholar using the terms ‘implementation + or knowledge transfertindfiness-Based
Cognitive Therapy,” ‘MBCT,” ‘mindfulness’ ‘mindfulness + knowledgensfer’ yielded

only five studies with a focus on implementation processes [19-23]efbner the potential
to create new knowledge in this study is significant.

Feasibility work

One of the two extant implementation studies was completed easubifity study for this
project by two of the applicants [24]. This study asked to vexa&nt MBCT has been
implemented in the health service to date and what had facilitai@émentation. It was
based on: a stakeholder workshop (N = 57), a postal survey (N = 103), andhaevood
four services that had either partially or fully integrated MBEervices. The results
suggested that accessibility across the UK is very limiketbtal of 81% of respondents
reported that the implementation of MBCT had not yet begun in thganaation. Where
implementation had started, very few respondents reported a traied systematic
approach to implementation. Instead, successful implementation was fraqsently
described as being due to ‘enthusiasts’ who had driven through changthabuhese
initiatives largely lacked organizational commitment or integnawith other services. The
authors note that the limited implementation of MBCT contributes attthaequalities and
misses an opportunity to translate evidence into practice. Thbidy study was based on
convenience samples and was largely descriptive. It also does not offgrlamaédon of why
MBCT implementation to date is so patchy and inequitably distiibuteence the need for
this study.

Research aims

Even if a psychosocial intervention has compelling aims, has been shomork, is cost-
effective and is recommended by a national advisory body, its valdetérmined by how
widely available it is in the health service. Feasibilitgrivcompleted in preparation for this
study indicates that NHS provision of MBCT falls well short lrdttenvisaged in national
guidance [24]. A recent British Medical Journal editorial suggbstisresearch is needed to
answer the questions, ‘What are the facilitators and barrieraglementation of NICE's
recommendations for MBCT in the UK’s health services? Cankimisviedge be used to
develop an Implementation Plan for introducing MBCT consistently initt5 Nservice
delivery?’ [18]. Moreover, NHS England has made ‘improving acd¢espsychological
therapies’ a priority in order to focus effort and resources on impyaslinical services and
health outcomes [25]. The recently launched Parity of Esteem gonoge
(http://www.england.nhs.uk/ourwork/qual-clin-lead/pe/) has ‘a national ambiby end
March 2015 to increase access so that at least 15% of thosanwigtty or depression have
access to a clinically proven talking therapy services, ardthibae services will achieve
50% recovery rates.” Similar policy pledges in other UK coumtaien at improving access to
psychological therapies with a specific focus on prevenggn, amongst the six high level
outcomes in the Welsh Strategy ‘Together for Mental Healthg’ isn ‘Access to, and the
guality of preventative measures, early intervention and treateerites are improved and



more people recover as a result’ [26]. There is a growing d¢tnamt amongst policy
makers, commissioners, and those delivering services to ensurtngetiie with mental
health problems receive the evidence-based treatments they nemdrfple as captured in
the commitments of the Mental Health Strategy for Scotland 2012 to [20150r the
standards of the Service Framework for Mental Health and Wegjbai Northern Ireland
from 2011 [28]. This is mirrored in patient advocacy groups callingfeater access to and
choice in psychosocial treatments.

This research will describe the current state of MBCT implaation across the UK and
develop an explanatory framework of what is hindering and fasilifats progress. From
this framework, we will develop an Implementation Plan and relasdurces to promote
wider access to and use of MBCT.

Specifically, we will:

1. Scope existing provision of MBCT in the health service across England, Nor#land)
Scotland and Wales.

2. Develop an understanding of the perceived benefits and costs of embedding MBCT in
mental health services.

3. Explore facilitators that have enabled services to deliver MBCT.

4. Explore barriers that have prevented MBCT being delivered in services.

5. Articulate the critical success factors for enhanced accegsdititthe routine and
successful use of MBCT as recommended by NICE.

6. Synthesize the evidence from these data sources, and in cooperation with stakeholders,
develop an Implementation Plan and related resources that services can ciftate the
implementation of MBCT.

Methods/Design

The planned work is a two-phase exploratory and explanatory resdadiyy gsing an
interview survey and in-depth case studies. An overview of thiseps is provided in Figure
1.

Figure 1 Study overview.

Design and theoretical framework

We will use the Promoting Action on the Implementation of Researdhealth Services
(PARIHS) to underpin this study, where successful implementasiorepresented as a
function of the interaction between evidence, context and facilit®®/80]. PARIHS is
particularly relevant to this study because it provides a gbnakemap of what requires
attention to ensure successful MBCT implementation, including evidémge NICE
recommendations), context (what facilitates and inhibits evidesee at micro [individuall,
meso [team], and macro [service] levels) and facilitation (what
mechanisms/approaches/strategies have been helpful in enabling servitiestdBCT).



Approach

This is a two-phase exploratory and explanatory research study, aisiinterview survey
and case studies [31].

Phase 1 — interview survey

This phase will scope existing provision of MBCT, ascertain viglaut embedding MBCT

into service delivery, including models of teacher training, tatdrs, barriers, costs and
benefits. The findings from this phase will give us a broad and high perspective on if,

and how MBCT is being delivered across the four countries of tharidkiding the factors

that have facilitated and/or hindered its implementation at tred &8 commissioning and

service delivery. We will use telephone and face-to-facec@enient to participants)
interviews with a range of stakeholders across UK services.

Phase 2 — case studies

In-depth case studies using exploratory and interpretive methodbemdbnducted. In this
study, a ‘case’ is defined as an NHS Trust, Health Board oméssioned organization
where NICE/SIGN recommendations would suggest there should be MB®iEion free at
the point of delivery. In contrast to Phase 1, which will provide a bewadoverarching
perspective of MBCT service delivery in the UK, Phase 2 witlvide an in-depth and
contextually rich description of how MBCT becomes embedded (or nittinviocal service
delivery. We have therefore chosen to conduct Phase 2 through migsatimease studies.
Case study is a particularly useful approach to understanding imwentions and
initiatives operate within the ‘real life’ of practice and pgliand for making sense of
complex individual, social and organizational phenomena where the intestiga little or
no control over the practices or strategies under investigation [BLTVis a complex
intervention involving individuals, teams and organizations in multiple andndgnaays,
and case study methods provide an ideal approach for obtaining a rialstandeg of
implementation processes. For example, MBCT has a number of comptranbsiild on
each other; it should sit within care pathways for common mbetdth problems alongside
other evidence-based treatments such as medication and cognitaxecoeal therapy; it
relies on a range of individuals and organizations to train and ss@eéVBCT therapists; it
targets more than one outconmeg(, relapse prevention and quality of life); and, while
MBCT is manualized, it is sometimes tailored to specific cdaté populations. The team
has extensive experience in conducting case study researdingesuthe development of
new insights, and in the development of theory [32,33].

Sampling

This study is of relevance to commissioners, service managdss;TMpractitioners,
referrers, people living with depression, and carers. Therefore, wileynake up the
stakeholder group that we will include in Phase 1 and 2 data colledgéitansynthesis, and in
our engagement and dissemination strategy.



Phase 1

Interviewees will include commissioners, managers, MBCT teachefiesrers, and people
living with depression. The UK provides an opportunity for a ‘natural mxgeat’ in that we
propose to interview stakeholders from NHS regions from acros$otmeUK devolved
administrations to provide a broad perspective on MBCT implementattbm respective,
different policy contexts, and operating health service environm@atekeepers have been
identified within regions based on our knowledge of MBCT implementatoough the
provision of training, supervision and consultancy to NHS services. |Bgmgnsures the
inclusion of a variety of stakeholders with criteria being develdpeadclude different roles,
and involvement in the delivery of MBCT services.

The sampling frame for interviews ensures the inclusion of nelestakeholders from each
geographical NHS region. Within each area, we will begin wwitstakeholder who has
knowledge of MBCT service delivery across their region, and Wwéintseek out other
stakeholders who are involved in the delivery of MBCT services, in ¢ssioning the
service, have used the service.( people living with depression), or refer to the service to
enable us to scope existing provision across the UK. Within the purlyosarapled pool of
eligible interviewees, we will sample at random. Our preparatork has involved securing
permission from a key stakeholder in each region. In addition taéméified stakeholder,
we propose to interview up to 9 additional people in each of the follol§ regions:
England North, Midlands, South and London, Wales, Scotland and Northern Ireéand (
sample of up to 70 people). We will stop interviews within the regidren we are confident
we have a comprehensive picture of service delivery in thatamdan consultation with the
Project Advisory Group.

Phase 2

We will sample ten cases to enable the differing UK sersingctures and contexts to be
represented. A ‘case’ is defined as an NHS Trust, Health Board¢oommissioned
organization where NICE recommendations would suggest that there dboUdBCT
provision free at the point of delivery. Within cases, data will déected to include the
perspectives of local commissioners, managers, MBCT teach&gers, practitioners and
people living with depression.

Criteria for sampling include:

1. Geographic area. We will sample sites across NortheranttelScotland, Wales and
England.

2. Extent of MBCT being embedded in service delivery. Criteria alemibteddedness’ will
be developed by considering the key features of ‘best practicelBCT and how those
should translate in to service delivery. We will include fourssithere MBCT has been
integrally embedded, and intend to spend up to four weeks within thenttesively
collecting data. Here, it is likely that we will seekrezruit cases where key features of best
practice are presergg., the organization has an explicit strategy for MBCT implentema
clinicians have been trained to teach MBCT to minimum practicddeMBCT classes are
accessible as evidenced by throughput of clients and predictabéb#i of provision; and
referrers are informed and knowledgeable about MBCT service provision.



A further four cases will be identified and approached for reunant where MBCT
implementation has been partial. These sites are likely thdmacterized by the absence of a
compelling organizational strategy for implementation, MBCT teexkvorking in isolation,
or the organization has an explicit strategy but is at an stafye in implementing it. Our
understanding from contact with stakeholders in these sites ithéhaarrative may be more
limited. Therefore, we intend to spend up to two weeks in these sites collecting data.

Finally, we will sample two sites where there is no oregeMBCT implementation. These
sites are characterized by the absence of any MBCT praviige at the point of delivery or
where delivery is partially or wholly funded by charging pattef.e., out-of-pocket). We
intend to spend up to two weeks in these sites collecting data.

Across the ten sites we will endeavour to have a sample raefatge of the UK population
with respect to socio-demographic profile, deprivation index, prevaleheceental health
problems, urban vs. rural, and ethnic profile, which provides a theoreticaligferable
context.

Based on the above criteria, sites have been approached and themexg in principle to
participate secured. Permission has been secured from maré¢hsiteare needed, enabling
us to choose which sites to use based on outcomes in Phase 1, the daraktsia of each
site, and following this random selection. We have also shared ourdiatetion plans with
potential sites, to assess feasibility. Potential participhat® indicated that the proposed
research would be acceptable and viable.

Within the sites, we will use criterion sampling to idengfgrticipants and data collection
opportunities.

Criteria include:

1. Different stakeholder views about MBCT delivery locally — udahg from managers,
people living with depression, practitioners, teachers, referrers and coomarssi

2. Level in organization — to ensure macro, meso, micro levels (lseduabove) of the
organization is included.

As requested by the funder, when we have a list of potentiatiparits, we will randomly
sample potential interviewees.

Data collection
This study will use two linked qualitative research studies.

Phase 1 will be used to scope existing services, begin to understaed/guk benefits,
resource implications and costs of embedding MBCT in services, ayid tme explore
facilitators and barriers to implementation. In line with Grokpproach to quality
improvement in healthcare [34], we will use established benchmaskkaifa good MBCT
service should comprise to inform the interview schedule. We will airgkmi-structured
telephone or face-to-face interviews with stakeholders from geloigedly representative
services across the UK (as described above). A semi-struchiegdiew schedule will be
developed that focuses on describing extant services, perceptiongsilstng provision of



MBCT, ascertaining views about embedding MBCT into service dglivecluding models

of teacher training, facilitators, barriers, costs and bendfits interview schedule will also
ensure the opportunity for interviewees to provide additional informatomutaservice

delivery not guided by the schedule. Interviews will be audio-recordaérding findings

from Phase 1 will be used to inform choice of case studies and delatkopollection tools
for Phase 2.

Phase 2 is concerned with gaining an in-depth and rich understandingBGT
implementation in local service delivery. Therefore, data will dudlected to ensure
description, explanation, and will enable the articulation of critstaicess factors for the
routine and successful implementation of a best practice MB@/cseethat helps people
with recurrent depression stay well in the long-term [8,18].

Within each site, a number of data collection methods will be used concurrently:

Semi-structured interviews

In each site, up to 20 interviews will be conducted either facae®-ér by telephone (at the
interviewees’ convenience), and will be audio-recorded. Based on odoysecase study
research [35,36], we anticipate that a maximum of 20 interviewgpreNide both the depth
and breadth of information about an issue. This number is also pradtizal the timeframe
of the project and not too burdensome on sites.

A semi-structured interview schedule will be developed to explove MBCT services were
developed, how they are delivered, how they were/are being implemeugtedt(ategies and
approaches), who was/is engaged in implementation, and how searecbsing evaluated.
The schedule will also be informed by emerging findings from Phase that issues that
emerged at this stage can be explored in more depth. Additionallyant to know what
impedes the introduction, development, accessibility and routine use GiT \dBcause this
will provide valuable information for the development of an MBCT Imm@etation Plan.
This will include exploring where barriers to access existhewbere there are MBCT
services. For example, our members of the public that revieiwedottline proposal
highlighted difficulties in obtaining a referral as key, ines@al cases even where there was a
service. Finally, we want to understand what audit and evaluation preseai routinely
used by primary care and MBCT services to monitor referrals, costs and eatcom

Non-participant observation

Non-partisan observation of relevant naturally occurring meetimgi®@ents within each site
will be undertaken, such as MBCT implementation steering group, siépme pathway
steering group, commissioner monitoring meetings, clinical spentatest/supervision
groups, or relevant meetings of people living with depression. Observatibbrgovide a
supplementary source of data to the interviews by providing a viearéxt-related issues,
including how organizations and services are responding to the chatiemgelementing
MBCT. As these are naturally occurring meetings and events;awaot anticipate how
many observations will be conducted.

We will use Spradley’s nine dimensions (1980) of observation to guidéoths of data
collection, which include Space, Actors, Activities, Objects, Atis)e, Events, Goals and
Feelings [37]. These dimensions have been used successfully inpotiests to record



useful information about processes, content and interactions. Obserweatidyes written up
as field notes.

Documentary analysis

Relevant to (a) implementatiored., plans, pathways, guidance), and (b) context of
implementation €.g., National policy guidelines, success stories, critical evenidénts,
outputs, changes in organization), documentary analysis will be eadll€dhese will provide
information with which to further contextualize findings, provide insighd influences of
implementation, and help explanation building.

Context analysis

This will include using national databases and census data tdigstde socioeconomic
distribution, ethnic profile and rates of mental health problems gidpalation that the case
study services serve. Contextual qualitative data generatedouoratudy combined with
publicly available quantitative data will be collected and reportedegional levels (NHS

commissioning regions, and health boards in Wales and Scotland). Thenable us to

provide a profile of the (macro) context for each case study asdree that we have a
representative set of case studies with respect to thesdlesridhis profiling will be

completed before the set of cases to be studied is finalised.

Synthesis and development of an MBCT implementatioframework and
strategy

The data collected across Phases 1 and 2 will be synthesizedetopda fit for purpose
implementation framework and strategg,, an Implementation Plan. The design and content
of the MBCT Implementation Plan will be developed in consultatiorh wite Project
Advisory and Patient and Public Involvement Groups and in the ligtheoPhase 1 and
Phase 2 findings. In addition to the evidence gathered in Phase 1 and 2, the syritlzdsts wi
be informed by high quality implementation science reviews, evidendees@s [38-40], and
the emerging small scale MBCT implementation studies [20-28kré/there are established
factors known to enhance implementation, these will be incorporatedhimtsynthesis and
Implementation Plane(g., addressing structural barriers, additional resources, engaging
opinion leaders, awareness building, community engagement, establighpngpréate
baseline measures and intentions for evaluation).

Whilst we will not pre-empt the exact detail of its content wnvisage that the
Implementation Plan will be developed and disseminated (and theretynsal) with key
stakeholders and will have a simple set of pathways of acaessgao be intuitive and
accessible to the diverse range of audiences for whom it wilsbtul. It will comprise at
minimum a suite of resources developed from our research findnosding strategies for
successful implementation, implementation approaches, training Manuand
measurement/evaluation tools. Engagement with the stakeholder gralupmnsure the
MBCT Implementation Plan is relevant, accessible, co-owned, ahalofutility to service
providers to facilitate more successful implementation of MB@Qd service delivery. It will
also enable the impact of implementation to be measured aga&asingful benchmarks and
outcomes. It may also specify which service components or implatientsteps are



adaptable, or may be more flexibly provided in certain contekt®out any risk to overall
outcomes.

Data analysis

Data from interviews, observations and documents will be analyged a thematic analysis
approach informed by Ritchie and Spencer [41], and Yin [31]. A processloétive and
deductive analysis will be undertaken informed by Ritchie and ®$psnepproach to
analysis (1994), specifically, their approach to concept ideatidic and thematic framework
development. We will use the data from the interviews as the main source ofatiéornand
look for refutational or complementary findings from observations and daasm
Qualitative audio-recorded data will be transcribed in full, andaged in qualitative data
processing software.

First, data will be analysed within data set (interviews, obens documents). A number
of transcripts will be coded inductively, and these codes used to devel@nadysis
framework. The framework will be used to code the remaining datandl be refined as
new codes emerge. Second, the findings that emerged within theetiatdl be reviewed
and mapped against the key elements of the study’s conceptual remeétvis will result in
the development of higher-level themes.

Consistent with comparative case study, each case will lzedexty as a ‘whole study’ in
which convergent evidence is sought and then considered across mul@ési¢3ddsAs such,
a pattern matching logic, based on explanation-building will be 0$esl strategy will allow
for an iterative process of analysis across sites ancemdlble an explanation about MBCT
implementation to emerge — what works, and what has not worked, and imgouvtduyt It
will be imperative to ensure that data analysis reflectsvétneety of data sources and the
potential insight that each could offer in meeting the study obgsctiAnalysis will first be
conducted within sites and then to enable conclusions to be drawn f&iutlyeas a whole,
findings will be summarized across sites.

The study’s PARIHS conceptual framework will facilitateadattegration within and across
phases in that it will provide a heuristic for managing tieents from the various sources of
information. Use of the framework will also provide potential opportemitior theory
evaluation and development. Several members of the research team witlutalre analysis
process, which will include cross checking, coding and theming. gingethemes will also
be shared periodically with the whole research team, including thenipand public
involvement team, as an additional check on credibility. At varitages, the stakeholder
groups will provide input on the emergent analysis.

Patient and public involvement (PPI)

When PPl is at the heart of research and service developtrmaatniotes equity, excellence,
and a sense of shared ownership [42-44]. Two recent systematiwsaeported the most
beneficial impacts in the research stages of agendagseténign and delivery, recruitment,
and dissemination [45,46]. A recent study also provides evidence that legblsrof PPI in

mental health research projects are associated with higheds lef recruitment to research
studies [47]. With regard to implementation, another earlierweiwiea mental health context
suggests that PPl may be crucial and effective with regarthdiditating changes in

organizational culture [48]. The PPI approach in this project isipeghon these values and



evidence. Moreover, it is informed by INVOLVE and Mental Healtlsdaech Network best
practice guidelines [49-51]. We use a model of PPI that emphabed®y dimensions of
engagement with public concerns, strength of the PPI voice, and apgopaates of
engagement in different elements of the research [52].

In developing this proposal, people living with depression who haveverra participated
in MBCT in the NHS were consulted. The results of this consultatifanmed the current
plans and methodology of the project, specifically ensuring thatase study sampling is
representative and looking at barriers to accessing services eversetheres exist.

The PPI group is comprised of four people with a history of recudeptession, all of
whom have accessed MBCT. We have ensured that this group includastatvo persons
who provide critical distance on MBCT and can act as ‘critical friends’ tprbject.

The PPI group, facilitated by one of the co-applicants (AG), ekt at least four times
across the life of the project. Group members will also ppdieiin the Project Advisory
Group and contribute at various key phases to the study protocol, nsaderiabutputs. All
materials will be made available to the group in an accessibieat before meetings. The
study methodology, by definition, involves consultation with people living) wépression
through the Phase 1 survey interviews and Phase 2 case studies.

At an initial set up meeting, the PPI group set out terms efeete, clarified roles, and
identified any support needs of group members. If PPl group membersovatkend with a

supporter, they are welcome to do so. In addition, contingency plans seanidrtembers
require psychological support during the project were discussed. TRERERC PPl team

has developed a wide range of resources to facilitate the proic®3 (see http://clahrc-
peninsula.nihr.ac.uk/penpig-resources.php.)

Members of the PPI group attended an early Project Managemeunp @teeting. They

contributed to articulating values and ways of working withinrgeearch team to optimize
team working, clarity, mutual trust and respect [53,54]. They eontributed to shaping the
protocol, co-writing the Study Information Sheet and contributing toRthase 1 study

materials. Midway through the project, the PPI group will contribotéhe analysis of the

Phase 1 results and the development of the Phase 2 materialsldst thi@ months of the

project, PPl members will be involved actively in the data arsalfyem Phase 2, data
synthesis and preparation of the Implementation Plan and its dedagaources. In the last
three months of the project, we will invite members of the g?®lip and other people with
lived experience of depression to co-facilitate the dissemination workshogs #ue UK.

Current status of project

The project is funded by the National Institute of Health Rebe@dtHR) Health Services

and Delivery Research Programme (HS&DR - 12/64/187), managed byNTHR
Evaluation, Trials and Studies Coordinating Centre (NETSCC) in SoptbamDetails of

the grant can be found here: www.nets.nihr.ac.uk/projects/hsdr/1264187?src=hsdr1264187.
At the time of manuscript submission, we have secured aaredithe required interview
survey and case study sites for the proposed research. Wéohadethat individuals and

sites have been highly motivated to engage. The proposal for the stadgwviewed at three
stages by external reviewers and by the funder's commissiquamgl prior to them
recommending funding.



Approval to undertake the study has been granted by Cornwall and PlymaetréeEthics
Committee. Approval was granted on 22.08.13. (REC Ref No. 13/SW/0226). Antheft
submission, we were in the process of securing approval by tlreivdHS Research and
Development (R and D) departments via the Integrated ResearchaiopliSystem (IRAS)
using the Coordinated System for gaining NHS Permission (CSP1B£133 — ASPIRE).
The study is also fully network supported by the National InstitoteHealth Research
(NIHR), through the Mental Health Research Network (MHRN( & registered on the
NIHR clinical research portfolio. It is also supported by thettish Mental Health Research
Network (SMHRN), and the Mental Health Research Network Cymru (MHRNC).

Discussion

This study is concerned with producing rigorous and relevant evidente @uality, access
and organization of health services through describing the ntustate of MBCT
implementation across the UK and developing an explanatory irarkeof the factors that
are impacting progress towards implementing NICE guidance on MBCdcollaboration
with relevant stakeholders, it will use this research-based ead&ndevelop an MBCT
Implementation Plan that addresses a major public health problemessiepr The
Implementation Plan will comprise a suite of resources andowilieveloped to facilitate a
tailored and flexible approach for use by GPs, service managgidiaicians. The resources
will also be available in plain language so that they aressdale to the general public. In
developing the implementation plan, we will aspire to achievingsfigf co-ownership such
as access to key channels for communication, further training and suppader to ensure
greater reach of the outputs and maximize its impact beyond the life of thet pisgIf.

This work will be of direct benefit to NHS services in providingeaource to support the
implementation of a key priority identified in the 2009 NICE and 2010 Sdepression
guideline. The research will contribute to the knowledge of currextipe which may feed
into guideline reviews or the development of NICE quality standdtdwill have the
potential both to develop into a larger scale implementation trial and to inforra futuk on
MBCT service design and planning for people with other long-temmditons [10]. Finally,
the study will add to a growing field [38,55,56] that provides a fraonkevand specific
strategies for bridging the translational gap from efiectess evidence to wider real-world
implementation. As there is still much to learn about implemientawithin and across
contexts, and in different types of services/clinical issuas, gtudy will also extend our
knowledge about implementation theory and practice.
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