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Abstract 

Background Major Depressive Disorder (MDD) is one of the most prevalent psychiatric disorders, and involves high 
relapse rates in which persistent negative thinking and rumination (i.e., perseverative cognition [PC]) play an impor‑
tant role. Positive fantasizing and mindfulness are common evidence‑based psychological interventions that have 
been shown to effectively reduce PC and subsequent depressive relapse. How the interventions cause changes in PC 
over time, is unknown, but likely differ between the two. Whereas fantasizing may change the valence of thought 
content, mindfulness may operate through disengaging from automatic thought patterns. Comparing mechanisms 
of both interventions in a clinical sample and a non‑clinical sample can give insight into the effectivity of interven‑
tions for different individuals. The current study aims to 1) test whether momentary psychological and psychophysi‑
ological indices of PC are differentially affected by positive fantasizing versus mindfulness‑based interventions, 2) test 
whether the mechanisms of change by which fantasizing and mindfulness affect PC differ between remitted MDD 
versus never‑depressed (ND) individuals, and 3) explore potential moderators of the main effects of the two interven‑
tions (i.e., what works for whom).

Methods In this cross‑over trial of fantasizing versus mindfulness interventions, we will include 50 remitted MDD 
and 50 ND individuals. Before the start of the measurements, participants complete several individual characteristics. 
Daily‑life diary measures of thoughts and feelings (using an experience sampling method), behavioural measures 
of spontaneous thoughts (using the Sustained Attention to Response Task), actigraphy, physiological measures 
(impedance cardiography, electrocardiography, and electroencephalogram), and measures of depressive mood 
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Background
Major Depressive Disorder (MDD) is one of the most 
prevalent psychiatric disorders affecting about 20% of the 
world population at some point in their life [1, 2]. The risk 
of a relapse after suffering from a depressive episode is 
high (40–60% after recovering from a first episode [3–5]. 
Therefore, lowering relapse vulnerability is an important 
therapeutic target. Understanding how specific psycho-
logical interventions affect core vulnerability factors is a 
potentially powerful way to improve individual patient’s 
relapse prevention.

Ruminative thinking is one of the core factors creating 
high vulnerability for relapse as rumination and related 
worrying have been identified as key processes in devel-
oping and maintaining MDD [6, 7]. MDD patients report 
more negative, past-related, and self-related spontane-
ous thinking compared to healthy individuals [8]. MDD 
patients also frequently engage in ruminative thinking, 
characterized by repetitive, negative, and uncontrollable 
thoughts that are difficult to disengage from [9]. This type 
of thinking can also be put under the umbrella term ‘per-
severative cognition’ (PC) [6, 10]. PC often remains after 
remission from a depressive episode and is a common 
residual symptom (e.g.,  [7, 11]). Because of its relation 
with depressive relapse [7, 12], targeting PC in the remit-
ted stage of MDD could be a powerful way of preventing 
the recurrence of depression.

Two psychological interventions, namely positive fan-
tasizing and mindfulness, are core therapeutic com-
ponents of multiple sessions protocolized treatments. 
Preventive Cognitive Therapy (PCT) delivered during the 
remitted phase has proven effective in lowering relapse 
risk [13–19]. Positive fantasizing is a core component 
of PCT that is aimed at challenging dysfunctional atti-
tudes and schemas by using positive phantasy with help 
of imagery, enhancing positive affect and positive cogni-
tions. Dysfunctional attitudes are attitudes or beliefs that 
lead individuals to engage in negative, self-referential 
thinking (i.e., PC) [20, 21]. By changing dysfunctional 

attitudes with positive fantasizing, we expect PC to 
change as well. Other components of PCT are enhanc-
ing positive autobiographical memories, and designing 
a personal prevention plan [22]. Mindfulness—which in 
the context of Mindfulness Based Cognitive Therapy has 
been shown to be effective at lowering depressive vulner-
ability [23–26]— aims to change dysfunctional attitudes 
and schemas by increasing awareness of the present 
moment and training an individual to disengage from 
automatic thought patterns (such as PC) and to develop 
a non-judgmental attitude towards all mental con-
tent. Both intervention techniques have proven to exert 
effects already in a single-session exercise. Specifically, 
single-session mindfulness exercises have been shown 
potent at reducing rumination and depressive symptoms 
[27, 28] and a ten-minute fantasizing exercise increased 
positive affect and decreased negative affect [29] in non-
depressed individuals. Moreover, when contrasted with 
thinking after a 10-min stress-induction intervention, 
10-min positive fantasizing resulted in thoughts that 
were less negative and more positive and less past- and 
more future-oriented [29]. It is however not sure whether 
these techniques lead to longer-lasting effects in a longer 
intervention.

To unravel how mindfulness and positive fantasiz-
ing affect PC in individuals vulnerable for depression, 
detailed measurements of the content and dynamics of 
PC is essential. Behaviourally, PC can be assessed by ret-
rospective self-report covering self-assessment of cog-
nitive behaviour on multiple timescales, using scales of 
rumination covering weeks (e.g., [30, 31]) or by individual 
momentary items (e.g., “Right now, how difficult was it 
to disengage from the thought?”) [32] covering minutes, 
respectively. Moreover, earlier studies lack task-based 
cognitive measures to assess PC, which could be helpful 
for understanding of how PC is changed on a behavioural 
level [32]. Moreover, PC has been found to be associated 
with psychological measures that may clarify the role 
of the central nervous system during PC. Specifically, 

(self‑report questionnaires) are performed during the week before (pre‑) the interventions and the week during (peri‑) 
the interventions. After a wash‑out of at least one month, pre‑ and peri‑intervention measures for the second inter‑
vention are repeated.

Discussion This is the first study integrating self‑reports, behavioural‑, and physiological measures capturing dynam‑
ics at multiple time scales to examine the differential mechanisms of change in PC by psychological interventions 
in individuals remitted from multiple MDD episodes and ND individuals. Unravelling how therapeutic techniques 
affect PC in remitted individuals might generate insights that allows development of personalised targeted relapse 
prevention interventions.

Trial registration ClinicalTrials.gov: NCT06145984, November 16, 2023.

Keywords Depression, Relapse, Rumination, Mindfulness, Positive fantasizing, Preventive cognitive therapy, 
Perseverative cognition
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increased heart rate (HR), reduced heart rate variability 
(HRV) [10, 33, 34], and aberrant brain activity [35–39] 
during PC was found. Therefore, HR, HRV, and electro-
encephalogram (EEG) may constitute (neuro)physiologi-
cal measures of PC at millisecond-to-second timescales.

The current study will combine momentary-, behav-
ioural-, cognitive-, and physiological measures at dif-
ferent timescales, which could give insight into the 
manifestations and dynamics of PC and how it can be 
modified by interventions. The effects of positive fan-
tasizing and mindfulness will be contrasted by means 
of affect, cognition and physiology, all sampled at high 
temporal density, to see whether those can clarify dif-
ferent mechanisms for reducing PC. Whereas positive 
fantasizing is potent in reducing PC by using positive 
phantasy to enhance positive affect and positive cogni-
tions, mindfulness focusses on increasing awareness of 
the present moment and is therefore potent in reduc-
ing PC. Additionally, we will characterize sleep patterns 
using actigraphy and self-report. Previously, PC has been 
found associated with poor sleep quality and sleep onset 
latency, which in itself can increase PC [40]. By including 
individual characteristic variables (such as personality, 
depressive history, and childhood trauma) as potential 
moderators of the main effect of intervention on PC, 
we can gain insight in what intervention works best for 
whom. This could be a step towards better personalized 
treatment [41]. The overall aim of the current study is to 
study the mechanisms by which mindfulness and positive 
fantasizing may affect the content and dynamics of PC 
and thereby contribute to lower depressive relapse vul-
nerability. The study has three objectives.

The first objective is to study the differential mecha-
nisms by which mindfulness and positive fantasiz-
ing affect PC in individuals vulnerable for depressive 
relapse. To this end, we will randomize 50 remitted MDD 
(rMDD) individuals in a cross-over study to both mind-
fulness and fantasizing, with the order of interventions 
randomized over participants and the same duration of 
the interventions. We hypothesize that both techniques 
change PC but that they exert these effects differently. 
Specifically, we expect positive fantasizing to obtain its 
effects by increasing positive affect and changing the 
content of thoughts and expect mindfulness to obtain its 
effects by increasing focus on the present moment.

The second objective is to examine whether effects of 
mindfulness and fantasizing on PC in rMDD individu-
als differ from ND individuals. To this end, 50 ND par-
ticipants will be matched to the rMDD participants and 
similarly randomized to undergo both mindfulness and 
fantasizing interventions. Comparing the effects of inter-
ventions in both rMDD and ND individuals allows us to 
study whether therapeutic techniques, developed and 

often studied in a clinical sample, work similar or dif-
ferent in ND individuals. Since most studies focus on 
the effects of mindfulness and positive fantasizing in a 
clinical sample [16, 19, 27, 28, 42], we hypothesize these 
techniques to be effective in reducing PC in rMDD indi-
viduals but expect that the interventions may show dif-
ferent effects on PC in ND individuals.

The third objective is to examine in an exploratory 
manner whether individual characteristics affect the 
effectiveness of the two interventions in reducing PC 
across all participants (i.e., what works for whom). We 
know from the previous literature that there is substan-
tial variability in treatment response between MDD indi-
viduals [43,44]. This variability has been suggested to be 
related to individual characteristics such as depressive 
symptoms and history, comorbid disorders/symptoms, 
personality traits, and cognitive dysfunction. For exam-
ple, people with anhedonia may have a harder time to 
engage in positive fantasizing, and people with lower lev-
els of executive functioning (mental flexibility) may find 
mindfulness practice difficult. Whether these independ-
ent predictors of depressive vulnerability affect inter-
vention effects is interesting for personalized treatment 
purposes. This objective is exploratory, and hence we do 
not have specific hypotheses about the direction of these 
effects.

Methods
Design
To examine the differential effects of mindfulness and 
positive fantasizing in rMDD and ND participants, we 
designed an open-label intervention cross-over study in 
which participants received both a mindfulness- and fan-
tasizing intervention, in randomized order. The study is 
conducted at the University Medical Center Groningen, 
the Netherlands. The study includes five phases after an 
initial screening that is used to determine study eligibil-
ity. Eligible participants undergo 1) an assessment of 
baseline characteristics using self-report questionnaires 
(T0); 2) pre-intervention measurement 1 including one 
week of baseline momentary measures using Experience 
Sampling Methods (ESM) ten times per day, cognitive 
task performance two times per day, 24-h measurements 
of impedance cardiography (ICG)/electrocardiogram 
(ECG), one-week actigraphy measurements and an EEG 
lab measurement and questionnaires in the lab (T1); 3) 
peri-intervention measurement 1 where participants 
practice daily with an intervention and undergo the 
same measurements as in pre-intervention measure-
ment 1 (T2); 3) pre-intervention measurement 2, which 
takes place after a wash-out period of at least one month 
consisting of one-week momentary measures, two-times 
daily cognitive task performance, actigraphy, 24-h of 
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ICG/ECG, and EEG measurements and questionnaires in 
the lab (T3); 4) peri-intervention measurement 2, includ-
ing practicing with the not-yet-performed intervention 
and the same measurements as in pre-intervention meas-
urement 2 (T4). An overview of the study design can be 
found in Fig. 1.

In‑ and exclusion criteria
Inclusion criteria
In order to be eligible to participate in this study, all par-
ticipants must meet all the following criteria:

– Participants should be between 18 and 60 years old. 
They should not exceed 60 years of age in order to 
minimize aging-related decline in information pro-
cessing [45];

– Participants should display normal intelligence 
(IQ > 85, as assessed with the Dutch Adult Reading 
Test (DART) [46] and/or having finished an educa-
tion on at least vocational level) in order to assure 
sufficient task comprehension.

Participants in the rMDD group should meet the fol-
lowing criteria to make sure that they are at high risk of 
depressive relapse and currently show no clinically rel-
evant severity of depressive symptoms:

– Remitted participants should have experienced at 
least two depressive episodes, according to criteria 
defined by the Diagnostic Statistical Manual, version 
5 (DSM-5), experienced in past ten years;

– Remitted participants should score 21 or lower on 
the Inventory of Depressive Symptomatology  - Self-
Report (IDS-SR30) [47], indicative of the absence of 
clinically relevant depressive symptoms.

Exclusion criteria
Furthermore, individuals who meet any of the following 
criteria are excluded from participation in this study:

– Fulfilling criteria for any current DSM-5 diagnosis as 
objectified with the Structured Clinical Interview for 
DSM-5 (SCID-5) [48];

– Daily use of anti-depressive medication, benzodiaz-
epines, methylphenidate, beta blockers or other med-
ication potentially influencing ICG/ECG currently or 
in the last four weeks;

– Recent engagement (defined as in their last episode, 
or as one year prior to inclusion in case the last epi-
sode was more than a year before inclusion) in PCT 
including the positive fantasizing technique and/or 
have recent experiences (defined as daily practice in 
the past two years for at least two weeks) with mind-
fulness, meditation, or mindful yoga. This criterion 
prevents underestimation of true effects of the inter-
ventions and maximizes treatment effects;

– Participation in another clinical intervention study 
at the moment of inclusion in the study to prevent 
overlapping intervention effects.

Individuals for the ND control group who addition-
ally meet any of the following criteria are excluded 
from participation in this study:

– Presence of symptoms of depression according to 
the IDS-SR30 (score > 13), to make sure they are not 
currently experiencing clinically relevant depressive 
symptoms;

– Any life-time psychopathology of any disorder as 
objectified with the SCID-5.

Fig. 1 Flowchart of the MINDCOG study
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Sample size
To our knowledge, we are the first to combine ESM, ICG/
ECG measures, and laboratory EEG measures to study 
the effects of different interventions on PC. It is diffi-
cult to do power calculations for our study since there is 
no software available that can make predictions for our 
chosen statistical methods (linear mixed effect models & 
generalized additive models; see Statistical Analyses). We 
therefore calculated the sample sizes using G*Power (ver-
sion 3.1.9.4) for t-tests based on questionnaire measures.

In order to study the differential effects between mind-
fulness and positive fantasizing on PC in individuals vul-
nerable for depressive relapse, we will include 50 rMDD 
participants. In a meta-analytic review, Perestelo-Perez 
et  al. [49] compared the effects of Mindfulness-Based 
Cognitive Therapy with usual care on rumination in 
patients with a current depressive disorder or a depres-
sive disorder in the past. They observed a Hedges’ g 
of -0.59 for the effect of Mindfulness-Based Cognitive 
Therapy compared to usual care in reducing ruminative 
thinking. Using G*Power 3.1.9.4, sample sizes based on 
these outcomes were calculated. We expect PC to reduce 
after mindfulness and positive fantasizing. Therefore the 
sample size for one-tailed t-tests was calculated. To con-
duct one-tailed t-tests with a statistical power of 80%, the 
sample size should be n = 36 participants. A sample size 
of n = 50 rMDD participants should therefore give suffi-
cient power to draw reliable conclusions about treatment 
effects, especially since questionnaires are a less sensi-
tive measure than most of the other measurements used 
in the current study (i.e., ESM, ICG/ECG and laboratory 
EEG). This relatively large sample size also helps us to 
buffer against inevitable data losses related to e.g., par-
ticipants not completing all questionnaires or technical 
malfunctions of the physiological measurements.

To conduct reliable between-group comparisons on 
how the effects of mindfulness and fantasizing on PC dif-
fer between rMDD and ND individuals, we will include 
50 ND participants that are matched to the 50 rMDD 
participants on age, sex, and education level. In a study of 
Lois and Wessa [50], they compared self-reported rumi-
nation scores between rMDD individuals and matched 
healthy controls at a baseline level. They observed a 
t-value of t(48) = 2.4 (effect size Cohen’s d = 0.686) com-
paring rumination scores between rMDD participants 
and controls. Based on these outcomes, sample sizes 
were calculated using G*Power 3.1.9.4. No specific 
direction of effects was hypothesized for the effects of 
mindfulness and fantasizing on PC in rMDD versus ND 
individuals. Therefore, the sample size for two-tailed 
t-tests was calculated. To conduct two-tailed t-tests with 
a statistical power of 80%, sample sizes should be n = 28 
participants per group. This suggests a sample size of 

n = 50 participants per group should give sufficient power 
to draw reliable conclusions about between-group differ-
ences in changes in PC.

Recruitment
Participants are recruited via advertisements campaigns 
on (social) media, posters, and flyers in public spaces and 
patient organizations. After inclusion of a rMDD partici-
pant, a ND control participant is matched based on their 
age, sex, and education level.

COVID‑19 related changes to the study design
At the time of data collection (March 2020), the COVID-
19 pandemic started which led to a delay in the data 
collection. We therefore had to change the original pro-
tocol in order to collect data of a sufficiently large sam-
ple within the funding period. We decided to split the 
study into two phases: phase 1) including the original 
measurements as written in this protocol paper but with 
25 rMDD and 25 ND control participants and phase 2) 
including the questionnaires, cognitive task and ESM 
measurements as described in this protocol paper but 
without the physiological measurements in the form of 
an online study with n = 25 participants per group. This 
way, we will have a sample of n = 25 participants per 
group for the EEG, ECG/ICG, and actigraphy data and 
a sample of n = 50 participants per group for the ESM, 
questionnaires, and cognitive task data. Data collection 
to reach the desired sample size for these two phases is 
still ongoing and expected to finish in June 2024.

The power analyses of the original study were calcu-
lated based on questionnaire data. The sample size for the 
questionnaire, cognitive task and ESM data will therefore 
not change. For the physiological measurements (labora-
tory EEG, ambulatory ECG/ICG, and actigraphy; part 1) 
we performed a new power analysis. Our power analysis 
is based on a study of Jin et al. [37], which has a similar 
EEG task setup as in the current study. They examined 
differences between event-related potentials related to 
on-task behaviour versus mind-wandering behaviour 
which is similar to our intended analysis of comparing 
ruminative vs. non-ruminative trials [51]. They found a 
difference in the P3 component between being on-task 
and when mind-wandering [t = 3.97, p < 0.001, d = 0.59]. 
Using G*Power 3.1.9.7, a target sample size based on this 
result was calculated. To conduct a one sample t-test with 
a statistical power of 80%, a sample size of n = 20 partici-
pants is needed to draw reliable conclusions about treat-
ment effects on PC measured with EEG.

For the physiology, we rely on a study of Ottaviani 
et al. [52] in which the differences between HR in indi-
viduals with MDD and healthy controls were examined. 
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They found a significant difference in HR between 
MDD- and healthy control-participants with an effect 
size of d = 0.96. This effect size was used to calculate 
the sample size using G*Power 3.1.9.7. To conduct two-
tailed t-tests with a statistical power of 80%, a sample 
size of 19 participants per group is sufficient to draw 
reliable conclusions.

Together, this suggests that a sample size of n = 25 
participants per group for (neuro)physiological meas-
urements is sufficient to examine the effects of inter-
ventions and differences between the rMDD and ND 
groups.

Interventions
Mindfulness
Mindfulness-Based Cognitive Therapy is an eight-week 
intervention, consisting of eight training sessions of 
around two hours and daily practice at home of 30–40 
min [24]. The intervention aims at increasing mindful-
ness and/or decreasing negative repetitive thoughts, 
and has been shown to reduce depressive relapse rates, 
depressive symptoms, and rumination [23, 25, 26]. In 
this study, we isolate two important aspects of Mindful-
ness-Based Cognitive Therapy, namely the professional 
training and short daily exercises.

In the current study, participants receive one pro-
fessional training session (2 h) in the intervention in 
groups of 2–8 people to become familiar with the tech-
niques, learn the basics needed for the daily exercises, 
and get questions answered. The training is given by a 
mindfulness professional and consists of psycho-edu-
cation, instructions for mindfulness, and guided prac-
tice. It focuses mainly on attending to stimuli such as 
breathing, external sounds or bodily sensations, and 
becoming aware of where one’s attention is. For practi-
cal reasons, we work with two mindfulness profession-
als that alternate the training sessions.

After the professional training, participants receive 
instructions about the audio application with which 
they continue performing short exercises using the 
learned technique every day guided by an application 
on their smartphone customized for this research. Spe-
cifically, participants perform one short exercise (10 
min) per day for in total six days. The exercises that are 
being performed are:

– day 1: attention to breathing part 1;
– day 2: attention to breathing part 2;
– day 3: attention to sounds;
– day 4: attention to bodily sensations;
– day 5: attention to thoughts;
– day 6: attention to emotions and feelings.

Positive fantasizing
The positive fantasizing technique is part of the PCT 
intervention [22]. PCT has been shown to be effective in 
preventing for depressive relapse and reducing depres-
sive symptoms [13, 15, 16, 18, 19, 42]. In our previous 
study [29], we isolated a short fantasizing exercise of ten 
minutes from the full protocol, and found that a single 
session was effective at reducing negative affect when 
measured directly after the single-session intervention.

In the current study, we isolated the positive fantasiz-
ing technique from the PCT. In a two-hour training ses-
sion by a professional trainer, participants get familiar 
with the positive fantasizing technique. Participants 
receive psycho-education about the role of dysfunctional 
“beliefs and schema”. The positive fantasizing technique 
as derived from PCT starts with identifying a dysfunc-
tional “beliefs and schema” and subsequently fantasize 
about a positive “fantasy belief”. This fantasy belief can 
be the extreme opposite of the dysfunctional belief, but 
also can be a different extreme positive belief. For exam-
ple, instead of “I am worthless”, participants are invited 
to consider the belief: “I am wonderful”. Participants are 
guided by the professional in choosing their limiting 
belief and the opposite, extremely positive belief which 
they investigate using the fantasizing technique. Then, 
participants are guided by the professional using imagery 
and experiencing the thoughts and feelings that would be 
elicited when using this, as if in an ideal world. It is made 
very clear that the situation they are visualizing does 
not have to be realistic. After using imagery techniques, 
participants are asked, with help of the professional, to 
reflect on their experience during the fantasizing exer-
cise and to think of how they could implement this 
fantasy belief more in their daily life, by adapting their 
fantasy belief into a more practical belief, in line with 
how the technique is used in PCT. When participants 
have learned the basics of the fantasizing technique, the 
participants write down, together with the professional 
trainer, what they will be fantasizing about at home. They 
use the same belief every day but they can choose to 
apply the rule to different life situations.

Participants are asked to perform one exercise per day 
using the fantasizing technique (10 min), via a mobile 
application on their mobile phone for six days in total. 
Participants are guided by an audio voice leading the fan-
tasizing exercise (e.g., asking questions such as: “Describe 
and imagine what it would be like if you were to live 
according to your fantasy belief”).

The time, instructions, and exercises are comparable 
for both interventions. The date and time of the exer-
cise sessions are logged on a phone app which allows us 
to determine the amount of actual practice a participant 
engages in.
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Randomization
All participants receive both interventions, which inter-
vention they receive first is pseudo-randomly counterbal-
anced across participants. Pseudo-randomization here 
means that individuals are randomized to either fantasiz-
ing or mindfulness as first intervention by order of inclu-
sion. Specifically, every three weeks a new measurement 
session starts. Mindfulness and fantasizing alternate 
in three-week blocks. New sign-ups in this three-week 
block are allocated to mindfulness or fantasizing, in alter-
nating order.

Procedure
After individuals have shown interest in participation in 
the study and are fully informed, they are asked to pro-
vide written informed consent. After providing informed 
consent, participants are screened for eligibility based 
on outcomes of the SCID-5, DART, IDS-SR30 and some 
sociodemographic background questions (see In- and 
exclusion criteria). When found eligible, they are asked 
to participate in the actual experiment that consists of 

five phases: a baseline individual characteristics measure-
ment (T0) and four pre- and peri-intervention measure-
ments periods (T1-T4; See Table 1, Figs. 2 and 3).

Baseline individual characteristics (T0)
As baseline measurement (T0) self-report questionnaires 
are administered to measure individual characteristics 
that could serve as individual markers to predict treat-
ment efficacy. Based on factors associated with the lon-
gitudinal course of depression, these include personality 
[44, 53], attitudes [21], depression sensitivity [54], child-
hood trauma [44], alexithymia [55], and apathy [56]. We 
administer the NEO Five-Factor Inventory (NEO-FFI) 
[57], Dysfunctional Attitude Scale-form A (DAS-A) [21], 
Leiden Index of Depression Sensitivity-2nd revision 
(LEIDS-RR) [58], Childhood Trauma Questionnaire-
Short Form (CTQ-SF) [59], Bermond-Vorst Alexithy-
mia Questionnaire (BVAQ) [60], and Apathy Evaluation 
Scale (AES) [56] and some questions about their expec-
tations about the interventions. This takes approximately 

Table 1 Overview of the MINDCOG assessments and their timing, where T0 refers to baseline characteristics before the start of the 
measurement period and T1‑T4 the pre‑ and peri‑intervention measurement sessions. More detailed information on the timing of the 
measurements assessed in T1‑T4 can be found in Figs. 2 and 3

Abbreviations used in the table. (SCID-5) Structured Clinical Interview for DSM-5, (IDS-SR30) Inventory of Depressive Symptomatology - Self-Report, (DART) Dutch 
Adult Reading Test, (AES) Apathy Evaluation Scale, (BVAQ) Bermond-Vorst Alexithymia Questionnaire, (LEIDS-RR) Leiden Index of Depression Sensitivity-2nd revision, 
(CTQ-SF) Childhood Trauma Questionnaire-Short Form, (DAS-A) Dysfunctional Attitude Scale-form A, (NEO-FFI) NEO Five-Factor Inventory, (ESM) experience sampling 
method, (EEG) electroencephalogram, (ECG) electrocardiogram, (ICG) impedance cardiogram, (PTQ) Perseverative Thinking Questionnaire, (RPA) Responses on Positive 
Affect Scale, (ERQ) Emotion Regulation Questionnaire, (FFMQ) Five Facet Mindfulness Questionnaire, (LARSS) Leuven Adaptation of the Rumination on Sadness Scale, 
(PANAS) Positive and Negative Affect Schedule

Screening T0 T1 T2 T3 T4

SCID‑5 Interview x

IDS‑SR30 x x x x x

DART x

AES x

BVAQ x

LEIDS‑RR x

CTQ‑SF x

DAS‑A x

NEO‑FFI x

ESM x x x x

Actigraphy x x x x

EEG x x x x

ECG/ICG x x x x

PTQ x x x x

RPA x x x x

ERQ x x x x

FFMQ x x x x

LARSS x x x x

PANAS x x x x

Expectation interview interventions x

Evaluation interview intervention x x



Page 8 of 14Besten et al. BMC Psychiatry          (2024) 24:141 

65 min. Questionnaire data is collected and stored using 
REDCap.

Pre‑ and peri‑intervention measurements procedure (T1‑T4)
A few days before the start of the pre- and peri-inter-
vention measurements, participants receive instructions 
about how to perform the measurements. The pre-and 
peri-intervention measurements include momentary 
ESM, the Sustained Attention to Response Task (SART), 
actigraphy, ICG/ECG measures, laboratory EEG meas-
ures, and questionnaires. The measurements are the 
same for each pre-and peri-intervention session.

ESM Participants complete ESM questionnaires about 
sleep, feelings, thoughts, environment, and events using 
ESM via a mobile phone. In total, six ESM items about 
sleep are administered once per day and 24 ESM items 
are administered ten times per day for seven days in total. 
Filling out these questionnaires takes approximately five 
minutes. An overview of the ESM items can be found in 
Supplementary Materials 1. Data is collected and stored 
using RoQua, a highly protected system to manage and 
collect ESM data. Information on the dynamics and 

content of self-reported PC are extracted from the ESM 
data using the following variables: rumination, occur-
rence of off-task thinking, valence of thoughts, temporal 
orientation of thoughts, self-relatedness of thoughts, and 
stickiness of thoughts (i.e., how difficult it is to disengage 
from the thought).

SART  Participants perform a short version of the SART 
adapted from McVay and Kane [61], developed for use 
via a mobile application. The SART is a cognitive Go/
No-Go task combining self-report measures of PC with 
task performance. The SART is performed twice-a-day 
for seven days and takes approximately five minutes to 
perform. Data is collected and stored using a protected 
server of the University of Groningen, the Netherlands. 
The task includes four blocks with four thought probe 
questions (asking about the content, valence, temporal 
orientation, and stickiness of the current thought) per 
block. Both self-reported PC (extracted from probe ques-
tions on the content, valence, temporal orientation and 
stickiness of the current thought) and task-performance 
(i.e., response times and accuracy) are extracted from the 
SART and used for further analyses.

Fig. 2 Overview of a pre‑intervention measurement session (T1, T3)

Fig. 3 Overview of a peri‑intervention measurement session (T2, T3)
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Actigraphy Actigraphy is measured with an epoch every 
60 s for seven days using a MotionWatch 8 (CamNtech; 
www. camnt ech. com/ motio nwatch- 8/). Data is stored 
on a shielded drive and pre-processed using the CamN-
tech MotionWare software. Sleep variables including 
total sleep time, sleep quality, and sleep onset latency are 
extracted from the data using the MotionWare software.

ECG/ICG Participants are asked to wear an ambula-
tory cardiac monitoring system (VU-AMS; www. vu- ams. 
nl)  [62, 63] for 24-h that allows us to measure ICG and 
ECG. In the peri-intervention measurement period, the 
VU-AMS device is worn on the last 24-h of the measure-
ment period. Participants can apply the devices them-
selves using instructions or with remote help of the 
research team. The VU-AMS system contains seven elec-
trodes, three ECG electrodes and four ICG electrodes. 
Data is sampled at a frequency of 1000 Hz and stored on 
a shielded drive. After data collection, the data is pre-
processed using the VU-AMS software and matched 
with participants’ self-reported PC derived from the 
ESM data. An interval of 5-min before the time of the 
ESM beep in which participants reported PC is marked 
in the ECG to study the psychological correlates of self-
reported PC.

EEG On the last day of the measurement week, partici-
pants visit the lab where EEG and ECG measurements 
are performed during resting-state, an implicit emotion 
regulation task, and SART. EEG and ECG data in the lab 
is recorded using a BioSemi Active Two system (www. 
biose mi. com) with 32 electrodes positioned at the 10–20 
system and eight external electrodes [64]. Data record-
ing is done using the Actiview software, sampled at a 
512 Hz frequency and stored on a shielded drive. Data is 
pre-processed using EEGLAB [65]. The cognitive tasks 
are used to study the physiological correlates during 
task performance, comparing PC thoughts with non-PC 
thoughts using the SART and studying the physiologi-
cal correlates of different emotion processing strategies 
using the emotion regulation task. Specifically, we extract 
event-related potentials indicating mental effort, atten-
tion, and emotion processing and -regulation before and 
after interventions.

Questionnaires On the last day participants are asked 
to complete questionnaires at home to assess symp-
toms via e-mail. Here, the IDS-SR, Perseverative Think-
ing Questionnaire (PTQ) [66], Responses on Positive 
Affect Scale (RPA) [31], Emotion Regulation Question-
naire (ERQ) [67], Five Facet Mindfulness Questionnaire 
(FFMQ) [68], Leuven Adaptation of the Rumination 
on Sadness Scale (LARSS) [69], and the Positive and 

Negative Affect Schedule (PANAS) [70] are adminis-
tered. After peri-intervention measurement weeks (T2, 
T4), we furthermore evaluate the interventions by asking 
participants how they have experienced the professional 
training and home exercises. Questionnaire data is col-
lected and stored using REDCap.

The measurements include four sessions of two hours in 
the lab and 50 min of completing questionnaires at the 
end of the measurement week and around 60 min per 
day of completing the ESM questions and performing the 
mobile version of the SART for four weeks in total.

Outcome measures
Study aim 1
Primary outcomes for the first study aim in which we will 
examine changes in the content and dynamics of PC after 
interventions are within-subject changes, comparing pre- 
and peri-intervention measurements, in 1) self-reported 
measures of the content and dynamics of PC measured 
with ESM and the SART (using the following variables: 
rumination, occurrence of off-task thinking, valence of 
thoughts, temporal orientation of thoughts, self-related-
ness of thoughts, and stickiness of thoughts), 2) HR and 
HRV during PC (i.e., negative, repetitive thinking) meas-
ured with ECG during ESM self-reports, and 3) EEG 
characteristics during PC measured in the context of the 
SART.

Secondary outcome measures that will be used to 
explore the role of sleep on the effectiveness of interven-
tions in reducing the vulnerability for depressive relapse 
are 1) within-subject changes in objective and subjective 
sleep (measured as total sleep time, sleep quality, sleep 
onset latency) using actigraphy and ESM items about 
sleep and 2) within-subject changes in PC following the 
interventions. Moreover, we will examine changes in 
(residual) depressive symptoms and other depression-
related measurements before and after the interventions 
(for questionnaires see Procedure) using within-subject 
comparisons.

Study aim 2
To test whether changes in PC induced by fantasizing 
and mindfulness are different in rMDD versus ND par-
ticipants, primary outcome measures are between-group 
differences in individual changes between pre- and peri-
intervention measurements for both interventions (fan-
tasizing and mindfulness) measured with 1) self-reported 
PC measures (ESM and SART), 2) HR and HRV during 
self-reported PC (ESM), and 3) EEG characteristics dur-
ing PC measured with the SART.

http://www.camntech.com/motionwatch-8/
https://www.vu-ams.nl
https://www.vu-ams.nl
http://www.biosemi.com
http://www.biosemi.com
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Study aim 3
Baseline individual characteristics of 100 participants 
(both ND and rMDD) for examining the magnitude of 
changes in PC following interventions include: 1) self-
reported measures of PC measured with ESM and the 
SART, 2) HR and HRV measured with ECG during self-
reported PC measured with ESM, 3) EEG characteristics 
during PC measured with the SART, and 4) resting state 
EEG. Predictors include mindfulness, rumination, emo-
tion regulation strategies, psychiatric history, personality, 
dysfunctional attitudes, and childhood trauma.

Statistical analyses
Study aim 1
To test whether psychological and psychophysiological 
indices of PC are differentially affected by fantasizing vs. 
mindfulness, we will examine within-subject changes in 
pre- and peri-intervention measurements in the dynam-
ics and content of self-reported PC, HR and HRV dur-
ing self-reported PC, and electrophysiological correlates 
of PC and compare those between the fantasizing and 
mindfulness condition. We will check whether the rela-
tionships are linear or nonlinear. If the relationships are 
linear, we will perform linear mixed effect models (LME). 
If the relationships are non-linear, we will perform gener-
alized additive models (GAMs) [71].

To examine changes in the dynamics and content of 
self-reported PC after interventions, several variables 
of PC over time will be examined. Specifically, we will 
consider rumination, occurrence of off-task thinking, 
valence of thoughts, temporal orientation of thoughts, 
self-relatedness of thoughts, and stickiness of thoughts. If 
interventions differently affect these variables of PC, we 
expect to find an interaction effect between intervention 
(fantasizing or mindfulness), session (pre- or peri-inter-
vention), and time (time of ESM beep). For example, we 
hypothesized that mindfulness increases the frequency of 
present thoughts (i.e., temporal orientation of thought) 
in contrast to fantasizing where we do not expect this. 
If this would be the case, an interaction effect between 
intervention, session, and time on the temporal orienta-
tion of thoughts would be found. After running the LMEs 
or GAMs, visualization of the data will be used to further 
study the dynamics of the different changes over time.

To examine within-subject changes in pre- and peri-
intervention measurements on the physiological corre-
lates of PC, we will examine changes in HR and HRV and 
EEG voltage during self-reported PC. If interventions 
differently affect these physiological correlates of PC, we 
expect to find an interaction effect between intervention 
(fantasizing or mindfulness), session (pre- or peri-inter-
vention), and time (in minutes to milliseconds).

To address the secondary objective about the role of 
sleep on the effectiveness of interventions in reducing 
PC, we will be using LMEs or GAMs depending whether 
the data are nonlinear. If sleep plays a role in whether 
interventions reduce PC, we expect to find a main effect 
of sleep (i.e., total sleep time, sleep quality and sleep 
onset latency) on changes in self-reported PC after the 
interventions.

To study the effects of the interventions on depressive 
symptoms using self-report questionnaires, a repeated 
measures ANOVA will be used with questionnaire scores 
(IDS-SR, PTQ, RPA, ERQ, FFMQ, LARSS, PANAS) 
administered as dependent variable and intervention 
(fantasizing or mindfulness) and session (pre- or peri-
intervention) as independent variables. If interventions 
differentially affect depressive symptoms, we expect 
to find an interaction effect between intervention and 
session.

Study aim 2
To study whether changes in PC by fantasizing and 
mindfulness are different in individuals with rMDD vs. 
ND controls, we will run the same analyses as for study 
aim 1, but with the variable group (rMDD or ND) added 
as an independent variable. Specifically, to examine 
the differential effects of self-reported PC, HR(V), and 
EEG, we will include session and intervention in interac-
tion with group as independent variables in the model. 
If changes in PC after interventions are different in 
rMDD vs. ND individuals, we expect to find an interac-
tion effect between group, session, and intervention on 
self-reported PC and its (neuro)physiological correlates 
measured with HR(V) and EEG.

Study aim 3
For the third objective of exploring the role of individual 
characteristics on the effectiveness of the interventions 
at reducing PC, we will use baseline individual char-
acteristics of participants assessed by means of a set of 
questionnaires (e.g., mindfulness, rumination, emotion 
regulation strategies, psychiatric history, personality, 
dysfunctional attitudes, childhood trauma etc.) and cor-
relate those with changes in 1) self-reported measures of 
PC measured with ESM and the SART, 2) HR and HRV 
during reported PC, and 3) EEG characteristics during 
PC measured with the SART after mindfulness and posi-
tive fantasizing interventions. When significant correla-
tions are found, we will do post-hoc moderation analyses 
to see how specific individual characteristics moderate 
changes in PC.

For all analyses, we will use a critical p-value of p < 0.05 
that will be corrected for multiple comparisons using 
the Benjamini–Hochberg procedure [72]. Analyses will 
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be performed using the statistical software R. LMEs 
and GAMs allow not only fixed effects, but also random 
effects. Random effects such as individual variability will 
therefore be added as well. In case non-significant effect 
are found for the LME analyses, Bayes Factors will be 
computed to find out whether this non-significant effect 
can be seen as proof for the H0 hypotheses (null effects) 
or whether this is due to the lack of reliability in the col-
lected data [73]. Calculating Bayes Factors is not pos-
sible for GAMs, so this will only be conducted for LME 
models.

Funding and ethics
The MINDCOG study is funded by the University of 
Groningen and the Dutch Research Council (NWO/
NWA Idea generator grant 1228.191.473). The study 
design is in accordance with the Declaration of Helsinki 
(2013) and has been approved by the medical ethical 
committee of the University Medical Center Groningen 
(2019/537). Participants provide informed consent before 
participating in the screening session.

Discussion
PC is an important factor in the vulnerability for depres-
sive relapse [6, 7]. Several therapies have been shown 
effective in reducing depressive (residual) symptoms 
and the vulnerability for depressive relapse [23, 25, 26, 
42, 74]. The mechanisms of change behind these thera-
pies are however largely unknown. Usually, therapy effi-
cacy is studied using questionnaires. How therapies 
exactly obtain their effects is not often studied. To study 
the mechanisms underlying the effects of relapse pre-
vention treatments, detailed measurements are needed. 
In the current study, we combine both subjective and 
objective measurements for understanding how the 
therapeutic techniques of mindfulness and positive fan-
tasizing change characteristics of PC and study whether 
specific techniques work better for individuals with spe-
cific characteristics. This can give insight in how mecha-
nisms underlying these techniques interplay and obtain 
their effectiveness in different individuals. This allows us 
to learn more about depressive vulnerability and could 
potentially inform personalization of relapse prevention 
interventions for individuals in the future.

Strengths
Our study is the first cross-over trial that includes several 
measurements at baseline and during intervention per-
formance to track the underlying mechanisms of change 
of PC by therapeutic techniques, derived from existing 
therapies, in the vulnerability for depression. In a cross-
over study design, participants are their own control, 
reducing the variability between groups and allowing 

for within-subject comparisons. By combining measure-
ments in participants’ daily life (ESM), questionnaires, 
cognitive task, and physiological measurements at base-
line and during intervention performance, we can get a 
detailed overview of how PC is affected by interventions 
on a behavioural, physiological, and cognitive level at 
different timescales. Several researchers have addressed 
the importance of within-subject analyses in psychiatry 
combing subjective and objective measurements [75, 76]. 
Moreover, the importance of studying the mechanisms 
of effects of existing psychological treatments has been 
addressed by several researchers [77]. Another strength 
of the study is the sample selection. We select our sam-
ple based on recent depressive episodes, current medica-
tion use, and previous experiences with mindfulness and/
or positive fantasizing. Therefore, we study a sample that 
is highly vulnerable for depressive relapse in which con-
founding variables such as medication use and previous 
experiences are excluded. Furthermore, we are including 
baseline questionnaires capturing individual characteris-
tics that might predict treatment effectiveness, allowing 
us to not only study the effects of the interventions but 
also what works best for whom.

Challenges
At the moment of submitting this paper, we are in the 
middle of the data collection and had to deal with diffi-
culties in the data collection due to the COVID-19 pan-
demic. The pandemic may have an effect on participants’ 
mood and PC [78]. In total, 47 participants were included 
during the COVID-19 pandemic. This may affect the 
generalizability of the results to the population.

Another feasibility challenge is that the study consists 
of many measurements and therefore we ask for quite 
some effort from the participant to complete the study, 
this can make it more difficult to find participants willing 
to participate in the research. Based on previous experi-
ence from the research team, the feasibility of the pro-
posed study is predicted high (e.g., [37, 79, 80]).

Conclusion
We described a multimodal cross-over study to exam-
ine the differential effects of a mindfulness versus 
positive fantasizing intervention technique on PC in 
individuals at risk for depressive relapse vs. ND individ-
uals. In this study we will also examine what interven-
tion techniques works best for whom by examining this 
on a mechanistic level. We aim to gain insight in the 
underlying mechanisms of change of these techniques 
on PC. Such insights may provide better understand-
ing of how techniques are effective in reducing PC in 
individuals at risk for depressive relapse and how this 
differs from ND individuals. This could lead to better 
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understanding in what makes some individuals vulner-
able for depression and better-tailored personalized 
intervention strategies in the future.

Data management and monitoring
All data received from participants will be processed in 
a strictly confidential fashion. Researchers other than 
those immediately involved in data-collection only have 
access to fully pseudo-anonymized files, which can-
not be retraced to a specific individual. Data used for 
publication are also completely anonymous. All han-
dling of personal data will comply with the European 
General Data Protection Regulation. The study will be 
monitored according to a monitoring plan including 
milestones guiding the research progress. Monitoring 
will be done by senior researchers involved in the pro-
ject with lots of experience completing complex clinical 
studies using the similar measurements as also used in 
our study. Risk for the current study is estimated low, 
and monitoring will be performed in accordance.

Abbreviations
MDD  Major Depressive Disorder
PC  Perseverative cognition
ND  Never‑depressed
PCT  Preventive cognitive therapy
HR  Heart rate
HRV  Heart rate variability
EEG  Electroencephalogram
rMDD  Remitted Major Depressive Disorder
ESM  Experience sampling method
ICG  Impedance cardiography
ECG  Electrocardiogram
DART   Dutch Adult Reading Test
DSM‑5  Diagnostic Statistical Manual, version 5
IDS‑SR30  Inventory of Depressive Symptomatology‑ Self‑Report
SCID‑5  Structured Clinical Interview for DSM‑5
SART   Sustained Attention to Response Task
NEO‑FFI  NEO Five‑Factor Inventory
DAS‑A  Dysfunctional Attitude Scale‑form A
LEIDS‑RR  Leiden Index of Depression Sensitivity‑2nd revision
CTQ‑SF  Childhood Trauma Questionnaire‑Short Form
BVAQ  Bermond‑Vorst Alexithymia Questionnaire
AES  Apathy Evaluation Scale
PTQ  Perseverative Thinking Questionnaire
RPA  Responses of Positive Affect Scale
ERQ  Emotion Regulation Questionnaire
FFMQ  Five Facet Mindfulness Questionnaire
LARSS  Leuven Adaptation of the Rumination on Sadness Scale
PANAS  Positive and Negative Affect Schedule
LME  Linear mixed effect models
GAMs  Generalized additive models

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12888‑ 024‑ 05592‑8.

Additional file 1: Supplementary Materials 1. ESM items.

Acknowledgements
The MotionWare 8 devices, VU‑AMS devices and mobile phones were kindly 
provided by the iLab of the department of Psychiatry of the UMCG (http:// 
ilab‑ psych iatry. nl/ en_ US/).

Authors’ contributions
All authors contributed to the design of the study and writing of the manu‑
script. All authors read and approved the final manuscript.

Funding
The MINDCOG study is funded by the University of Groningen and the Dutch 
Research Council (NWO/NWA Idea generator grant 1228.191.473). The funding 
entity played no role in, nor held authority over, the formulation of the study’s 
design, data collection, management, or analysis of data, the interpreta‑
tion of results, the composition of the report, or the decision to submit it for 
publication.

Availability of data and materials
No datasets were generated or analysed during the current study.

Declarations

Ethics approval and consent to participate
The study design is in accordance with the Declaration of Helsinki (2013) and 
has been approved by the medical ethical committee of the University Medi‑
cal Center Groningen (2019/537). Participants will provide informed consent 
before participating in the screening session. Adverse events reported spon‑
taneously by the participant or observed by the investigator or the research 
team will be recorded.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1 Department of Biomedical Sciences of Cells and Systems Cognitive 
Neuroscience Center, University Medical Center Groningen, Groningen, The 
Netherlands. 2 Department of Clinical Neuropsychology, Faculty of Behavioural 
and Social Sciences, University of Groningen, Groningen, The Netherlands. 
3 Computer Science and Artificial Intelligence, Bernoulli Institute of Mathemat‑
ics, University of Groningen, Groningen, The Netherlands. 4 Department of Psy‑
chiatry, Interdisciplinary Center Psychopathology and Emotion Regulation, 
University Medical Center Groningen, Groningen, The Netherlands. 5 Depart‑
ment of Psychiatry, Academic Medical Center, Amsterdam, The Netherlands. 
6 Centre for Urban Mental Health, University of Amsterdam, Amsterdam, The 
Netherlands. 7 Department of Psychology, University of Groningen, Groningen, 
The Netherlands. 

Received: 27 November 2023   Accepted: 6 February 2024

References
 1. Kessler RC, Berglund P, Demler O, Jin R, Merikangas KR, Walters EE. 

Lifetime prevalence and age‑of‑onset distributions of DSM‑IV disorders 
in the National Comorbidity Survey Replication. Arch Gen Psychiatry. 
2005;62(6):593–602.

 2. Kupfer DJ, Frank E, Phillips ML. Major depressive disorder: new 
clinical, neurobiological, and treatment perspectives. The Lancet. 
2012;379(9820):1045–55.

 3. Eaton WW, Shao H, Nestadt G, Lee BH, Bienvenu OJ, Zandi P. Population‑
based study of first onset and chronicity in major depressive disorder. 
Arch Gen Psychiatry. 2008;65(5):513–20.

 4. Moffitt TE, Caspi A, Taylor A, Kokaua J, Milne BJ, Polanczyk G, Poulton R. 
How common are common mental disorders? Evidence that lifetime 

https://doi.org/10.1186/s12888-024-05592-8
https://doi.org/10.1186/s12888-024-05592-8
http://ilab-psychiatry.nl/en_US/
http://ilab-psychiatry.nl/en_US/


Page 13 of 14Besten et al. BMC Psychiatry          (2024) 24:141  

prevalence rates are doubled by prospective versus retrospective ascer‑
tainment. Psychol Med. 2010;40(6):899–909.

 5. Solomon DA, Keller MB, Leon AC, Mueller TI, Lavori PW, Shea MT, Coryell 
W, Warshaw M, Turvey C, Maser JD. Multiple recurrences of major depres‑
sive disorder. Am J Psychiatry. 2000;157(2):229–33.

 6. Brosschot JF, Verkuil B, Thayer JF. Conscious and unconscious persevera‑
tive cognition: is a large part of prolonged physiological activity due to 
unconscious stress? J Psychosom Res. 2010;69(4):407–16.

 7. Nolen‑Hoeksema S, Wisco BE, Lyubomirsky S. Rethinking rumination. 
Perspect Psychol Sci. 2008;3(5):400–24.

 8. Hoffmann F, Banzhaf C, Kanske P, Bermpohl F, Singer T. Where the 
depressed mind wanders: Self‑generated thought patterns as assessed 
through experience sampling as a state marker of depression. J Affect 
Disord. 2016;198:127–34.

 9. Ehring T, Watkins ER. Repetitive negative thinking as a transdiagnostic 
process. Int J Cogn Ther. 2008;1(3):192–205.

 10. Ottaviani C, Shahabi L, Tarvainen M, Cook I, Abrams M, Shapiro D. 
Cognitive, behavioral, and autonomic correlates of mind wandering and 
perseverative cognition in major depression. Front Neurosci. 2015;8:433.

 11. van Kleef RS, Marsman J‑BC, van Valen E, Bockting CLH, Aleman A, van Tol 
M‑J. Neural basis of positive and negative emotion regulation in remitted 
depression. NeuroImage: Clinical. 2022;34:102988. https:// doi. org/ 10. 
1016/j. nicl. 2022. 102988

 12. Brosschot JF, Gerin W, Thayer JF. The perseverative cognition hypothesis: 
A review of worry, prolonged stress‑related physiological activation, and 
health. J Psychosom Res. 2006;60(2):113–24.

 13. Biesheuvel‑Leliefeld KEM, Dijkstra‑Kersten SMA, Van Schaik DJF, Van 
Marwijk HWJ, Smit F, Van Der Horst HE, Bockting CLH. Effectiveness of 
supported self‑help in recurrent depression: a randomized controlled trial 
in primary care. Psychother Psychosom. 2017;86(4):220–30.

 14. Bockting CLH, Klein NS, Elgersma HJ, van Rijsbergen GD, Slofstra C, Ormel 
J, Buskens E, Dekker J, de Jong PJ, Nolen WA. Effectiveness of preventive 
cognitive therapy while tapering antidepressants versus maintenance 
antidepressant treatment versus their combination in prevention of 
depressive relapse or recurrence (DRD study): a three‑group, multicentre, 
randomised control. The Lancet Psychiatry. 2018;5(5):401–10.

 15. Bockting CLH, Schene AH, Spinhoven P, Koeter MWJ, Wouters LF, Huyser J, 
Kamphuis JH. Preventing relapse/recurrence in recurrent depression with 
cognitive therapy: a randomized controlled trial. J Consult Clin Psychol. 
2005;73(4):647.

 16. Bockting CLH, Smid NH, Koeter MWJ, Spinhoven P, Beck AT, Schene AH. 
Enduring effects of Preventive Cognitive Therapy in adults remitted from 
recurrent depression: A 10 year follow‑up of a randomized controlled 
trial. J Affect Disord. 2015;185:188–94. https:// doi. org/ 10. 1016/j. jad. 2015. 
06. 048

 17. Breedvelt JJF, Warren FC, Segal Z, Kuyken W, Bockting CL. Continuation 
of Antidepressants vs Sequential Psychological Interventions to Prevent 
Relapse in Depression: An Individual Participant Data Meta‑analysis. 
JAMA Psychiat. 2021;78(8):868–75. https:// doi. org/ 10. 1001/ jamap sychi 
atry. 2021. 0823.

 18. de Jonge M, Bockting CLH, Kikkert MJ, van Dijk MK, van Schaik DJF, Peen J, 
Hollon SD, Dekker JJM. Preventive cognitive therapy versus care as usual 
in cognitive behavioral therapy responders: A randomized controlled 
trial. J Consult Clin Psychol. 2019;87(6):521.

 19. Legemaat AM, Burger H, Geurtsen GJ, Brouwer M, Spinhoven P, Denys 
D, Bockting CL. Effects up to 20‑Year Follow‑Up of Preventive Cognitive 
Therapy in Adults Remitted from Recurrent Depression: The DELTA Study. 
Psychother Psychosom. 2023;92(1):55–64.

 20. Beck AT. Depression: Clinical Experimental and Theoretical Aspects. New 
York: Hoeber; 1967.

 21. Weissman AN, Beck AT. Development and validation of the Dysfunctional 
Attitude Scale: A preliminary investigation. 1978.

 22. Bockting CLH. Preventieve cognitieve training bij terugkerende depressie. 
Bohn Stafleu van Loghum; 2009.

 23. Kuyken W, Byford S, Taylor RS, Watkins E, Holden E, White K, Barrett B, Byng 
R, Evans A, Mullan E. Mindfulness‑based cognitive therapy to prevent 
relapse in recurrent depression. J Consult Clin Psychol. 2008;76(6):966.

 24. Segal ZV, Williams JMG, Teasdale JD. Mindfulness‑Based Cognitive 
Therapy for Depression: A New Approach to Preventing Relapse. Guilford 
Press; 2022.

 25. Teasdale JD, Segal ZV, Williams JMG, Ridgeway VA, Soulsby JM, Lau MA. 
Prevention of relapse/recurrence in major depression by mindfulness‑
based cognitive therapy. J Consult Clin Psychol. 2000;68(4):615.

 26. Van Vugt MK, Hitchcock P, Shahar B, Britton W. The effects of mindful‑
ness‑based cognitive therapy on affective memory recall dynamics in 
depression: a mechanistic model of rumination. Front Hum Neurosci. 
2012;6:257.

 27. Burg JM, Michalak J. The healthy quality of mindful breathing: Associa‑
tions with rumination and depression. Cogn Ther Res. 2011;35(2):179–85.

 28. Conley SL, Faleer HE, Raza GT, Bailey BE, Wu KD. The Moderating Effects of 
Rumination Facets on the Relationship Between Mindfulness and Distress 
Reduction. Cogn Ther Res. 2018;42(4):436–46.

 29. Besten ME, van Tol M‑J, van Rij J, van Vugt MK. The impact of mood‑
induction on maladaptive thinking in the vulnerability for depression. 
J Behav Ther Exp Psychiatry. 2023;81:101888. https:// doi. org/ 10. 1016/j. 
jbtep. 2023. 101888

 30. Feldman GC, Joormann J, Johnson SL. Responses to Positive Affect: A 
Self‑Report Measure of Rumination and Dampening. Cogn Ther Res. 
2008;32(4):507–25. https:// doi. org/ 10. 1007/ s10608‑ 006‑ 9083‑0.

 31. Raes F, Daems K, Feldman GC, Johnson SL, Van Gucht D. A psychometric 
evaluation of the Dutch version of the responses to positive affect ques‑
tionnaire. Psychologica Belgica. 2009;49(4):293.

 32. van Vugt MK, Broers N. Self‑Reported Stickiness of Mind‑Wandering 
Affects Task Performance. Front Psychol. 2016;7:732. https:// doi. org/ 10. 
3389/ fpsyg. 2016. 00732.

 33. Bailey T, Shahabi L, Tarvainen M, Shapiro D, Ottaviani C. Moderat‑
ing effects of the valence of social interaction on the dysfunctional 
consequences of perseverative cognition: an ecological study in 
major depression and social anxiety disorder. Anxiety, Stress, & Coping. 
2019;32(2):179–95.

 34. Pieper S, Brosschot JF, van der Leeden R, Thayer JF. Cardiac effects of 
momentary assessed worry episodes and stressful events. Psychosom 
Med. 2007;69(9):901–9.

 35. Brown CA, Almarzouki AF, Brown RJ, Jones AKP. Neural representa‑
tions of aversive value encoding in pain catastrophizers. NeuroImage. 
2019;184:508–19. https:// doi. org/ 10. 1016/j. neuro image. 2018. 09. 052

 36. Ferdek MA, van Rijn CM, Wyczesany M. Depressive rumination and the 
emotional control circuit: An EEG localization and effective connectivity 
study. Cogn Affect Behav Neurosci. 2016;16(6):1099–113. https:// doi. org/ 
10. 3758/ s13415‑ 016‑ 0456‑x.

 37. Jin, C. Y., Borst, J. P., & van Vugt, M. K. (2019). Predicting task‑general mind‑
wandering with EEG. Cognitive, Affective, & Behavioral Neuroscience, 
1–15. https:// doi. org/ 10. 3758/ s13415‑ 019‑ 00707‑1

 38. Monnart, A., Kornreich, C., Verbanck, P., & Campanella, S. (2016). Just 
Swap Out of Negative Vibes? Rumination and Inhibition Deficits in Major 
Depressive Disorder: Data from Event‑Related Potentials Studies. Frontiers 
in Psychology, 7. https:// doi. org/ 10. 3389/ fpsyg. 2016. 01019

 39. Putnam KM, McSweeney LB. Depressive symptoms and baseline prefron‑
tal EEG alpha activity: A study utilizing Ecological Momentary Assess‑
ment. Biol Psychol. 2008;77(2):237–40. https:// doi. org/ 10. 1016/J. BIOPS 
YCHO. 2007. 10. 010.

 40. Watkins, E. R. (2008). Constructive and unconstructive repetitive thought. 
In Psychological Bulletin (Vol. 134, Issue 2, pp. 163–206). American Psy‑
chological Association. https:// doi. org/ 10. 1037/ 0033‑ 2909. 134.2. 163

 41. Herrman H, Patel V, Kieling C, Berk M, Buchweitz C, Cuijpers P, Furukawa 
TA, Kessler RC, Kohrt BA, Maj M. Time for united action on depres‑
sion: a Lancet‑World Psychiatric Association Commission. The Lancet. 
2022;399(10328):957–1022.

 42. Bockting C. L. H, Spinhoven P, Wouters L. F, Koeter M. W. J, Schene A. H. 
Long‑term effects of preventive cognitive therapy in recurrent depres‑
sion: a 5.5‑year follow‑up study. J Clin Psychiatry. 2009;70(12):1621–8.

 43. American Psychiatric Association. Diagnostic and statistical manual of 
mental disorders (DSM‑5®). American Psychiatric Pub. 2022. https:// doi. 
org/ 10. 1176/ appi. books. 97808 90425 787

 44. Kessler RC, Van Loo HM, Wardenaar KJ, Bossarte RM, Brenner LA, Ebert DD, 
de Jonge P, Nierenberg AA, Rosellini AJ, Sampson NA. Using patient self‑
reports to study heterogeneity of treatment effects in major depressive 
disorder. Epidemiology and Psychiatric Sciences. 2017;26(1):22–36.

 45. Salthouse TA. Influence of age on practice effects in longitudinal neuro‑
cognitive change. Neuropsychology. 2010;24(5):563–72. https:// doi. org/ 
10. 1037/ a0019 026.

https://doi.org/10.1016/j.nicl.2022.102988
https://doi.org/10.1016/j.nicl.2022.102988
https://doi.org/10.1016/j.jad.2015.06.048
https://doi.org/10.1016/j.jad.2015.06.048
https://doi.org/10.1001/jamapsychiatry.2021.0823
https://doi.org/10.1001/jamapsychiatry.2021.0823
https://doi.org/10.1016/j.jbtep.2023.101888
https://doi.org/10.1016/j.jbtep.2023.101888
https://doi.org/10.1007/s10608-006-9083-0
https://doi.org/10.3389/fpsyg.2016.00732
https://doi.org/10.3389/fpsyg.2016.00732
https://doi.org/10.1016/j.neuroimage.2018.09.052
https://doi.org/10.3758/s13415-016-0456-x
https://doi.org/10.3758/s13415-016-0456-x
https://doi.org/10.3758/s13415-019-00707-1
https://doi.org/10.3389/fpsyg.2016.01019
https://doi.org/10.1016/J.BIOPSYCHO.2007.10.010
https://doi.org/10.1016/J.BIOPSYCHO.2007.10.010
https://doi.org/10.1037/0033-2909.134.2.163
https://doi.org/10.1176/appi.books.9780890425787
https://doi.org/10.1176/appi.books.9780890425787
https://doi.org/10.1037/a0019026
https://doi.org/10.1037/a0019026


Page 14 of 14Besten et al. BMC Psychiatry          (2024) 24:141 

 46. Schmand B, Bakker D, Saan R, Louman J. The Dutch Reading Test for 
Adults: a measure of premorbid intelligence level. Tijdschr Gerontol 
Geriatr. 1991;22(1):15–9.

 47. Rush AJ, Gullion CM, Basco MR, Jarrett RB, Trivedi MH. The inventory of 
depressive symptomatology (IDS): psychometric properties. Psychol Med. 
1996;26(3):477–86.

 48. First MB, Williams JBW, Karg RS, Spitzer RL. User’s guide for the SCID‑
5‑CV Structured Clinical Interview for DSM‑5® disorders: Clinical version. 
American Psychiatric Publishing, Inc.; 2016.

 49. Perestelo‑Perez L, Barraca J, Peñate W, Rivero‑Santana A, Alvarez‑Perez Y. 
Mindfulness‑based interventions for the treatment of depressive rumina‑
tion: Systematic review and meta‑analysis. Int J Clin Health Psychol. 
2017;17(3):282–95.

 50. Lois G, Wessa M. Differential association of default mode network 
connectivity and rumination in healthy individuals and remitted MDD 
patients. Social Cognitive and Affective Neuroscience. 2016;11(11):1792–
801. https:// doi. org/ 10. 1093/ scan/ nsw085.

 51. Yang H, Paller KA, van Vugt M. The steady state visual evoked potential 
(SSVEP) tracks “sticky” thinking, but not more general mind‑wandering. In 
Frontiers in Human Neuroscience. 2022;16. https://www.frontiersin.org/
articles/https:// doi. org/ 10. 3389/ fnhum. 2022. 892863

 52. Ottaviani, C., Shapiro, D., & Couyoumdjian, A. (2013). Flexibility as the key 
for somatic health: From mind wandering to perseverative cognition. 
Biological Psychology, 94(1), 38–43. https:// doi. org/ 10. 1016/j. biops ycho. 
2013. 05. 003

 53. Wardenaar KJ, Conradi HJ, Bos EH. Personality modulates the efficacy of 
treatment in patients with major depressive disorder. J Clin Psychiatry. 
2014;75(9):e916–23.

 54. Cladder‑Micus MB, van Aalderen J, Donders ART, Spijker J, Vrijsen JN, 
Speckens AEM. Cognitive reactivity as outcome and working mecha‑
nism of mindfulness‑based cognitive therapy for recurrently depressed 
patients in remission. Cogn Emot. 2018;32(2):371–8. https:// doi. org/ 10. 
1080/ 02699 931. 2017. 12857 53.

 55. Leweke F, Leichsenring F, Kruse J, Hermes S. Is alexithymia associated with 
specific mental disorders. Psychopathology. 2012;45(1):22–8.

 56. Marin RS, Biedrzycki RC, Firinciogullari S. Reliability and validity of the 
Apathy Evaluation Scale. Psychiatry Res. 1991;38(2):143–62.

 57. Costa PT Jr, McCrae RR. Domains and facets: Hierarchical personality 
assessment using the Revised NEO Personality Inventory. J Pers Assess. 
1995;64(1):21–50.

 58. Van der Does W. Cognitive reactivity to sad mood: structure and validity 
of a new measure. Behav Res Ther. 2002;40(1):105–19.

 59. Bernstein DP, Stein JA, Newcomb MD, Walker E, Pogge D, Ahluvalia T, 
Stokes J, Handelsman L, Medrano M, Desmond D. Development and 
validation of a brief screening version of the Childhood Trauma Question‑
naire. Child Abuse Negl. 2003;27(2):169–90.

 60. Vorst HCM, Bermond B. Validity and reliability of the Bermond‑Vorst 
alexithymia questionnaire. Personality Individ Differ. 2001;30(3):413–34.

 61. McVay J, Kane M. Dispatching the wandering mind? Toward a labora‑
tory method for cuing “spontaneous” off‑task thought. Front Psychol. 
2013;4:570. https:// www. front iersin. org/ artic le/https:// doi. org/ 10. 3389/ 
fpsyg. 2013. 00570.

 62. de Geus EJC, Willemsen GHM, Klaver CHAM, van Doornen LJP. Ambula‑
tory measurement of respiratory sinus arrhythmia and respiration rate. 
Biol Psychol. 1995;41(3):205–27.

 63. Willemsen GHM, DeGeus EJC, Klaver CHAM, VanDoornen LJP, Carrofl D. 
Ambulatory monitoring of the impedance cardiogram. Psychophysiol‑
ogy. 1996;33(2):184–93.

 64. Jasper HH. Ten‑twenty electrode system of the international federation. 
Electroencephalogr Clin Neurophysiol. 1958;10:371–5.

 65. Delorme A, Makeig S. EEGLAB: an open source toolbox for analysis of 
single‑trial EEG dynamics including independent component analysis. J 
Neurosci Methods. 2004;134(1):9–21.

 66. Ehring T, Zetsche U, Weidacker K, Wahl K, Schönfeld S, Ehlers A. The 
Perseverative Thinking Questionnaire (PTQ): validation of a content‑
independent measure of repetitive negative thinking. J Behav Ther Exp 
Psychiatry. 2011;42(2):225–32. https:// doi. org/ 10. 1016/j. jbtep. 2010. 12. 003.

 67. Gross JJ, John OP. Individual differences in two emotion regulation 
processes: implications for affect, relationships, and well‑being. J Pers Soc 
Psychol. 2003;85(2):348.

 68. Baer RA, Smith GT, Hopkins J, Krietemeyer J, Toney L. Using self‑report 
assessment methods to explore facets of mindfulness. Assessment. 
2006;13(1):27–45.

 69. Raes F, Hermans D, Williams JMG, Bijttebier P, Eelen P. A “Triple W”‑model 
of rumination on sadness: Why am I feeling sad, what’s the meaning 
of my sadness, and wish I could stop thinking about my sadness (but I 
can’t!). Cogn Ther Res. 2008;32(4):526–41.

 70. Watson D, Clark LA, Tellegen A. Development and validation of brief 
measures of positive and negative affect: the PANAS scales. J Pers Soc 
Psychol. 1988;54(6):1063.

 71. Wood SN. Generalized additive models: an introduction with R (2nd ed.). 
Chapman and Hall/CRC; 2017. https:// doi. org/ 10. 1201/ 97813 15370 279

 72. Benjamini Y, Hochberg Y. Controlling the false discovery rate: a practical 
and powerful approach to multiple testing. J Roy Stat Soc: Ser B (Meth‑
odol). 1995;57(1):289–300.

 73. Rouder JN, Speckman PL, Sun D, Morey RD, Iverson G. Bayesian t tests 
for accepting and rejecting the null hypothesis. Psychon Bull Rev. 
2009;16(2):225–37. https:// doi. org/ 10. 3758/ PBR. 16.2. 225.

 74. Spinhoven P, Klein N, Kennis M, Cramer AOJ, Siegle G, Cuijpers P, Ormel 
J, Hollon SD, Bockting CL. The effects of cognitive‑behavior therapy for 
depression on repetitive negative thinking: A meta‑analysis. Behav Res 
Ther. 2018;106:71–85. https:// doi. org/ 10. 1016/j. brat. 2018. 04. 002

 75. Servaas MN, Schoevers RA, Bringmann LF, van Tol M‑J, Riese H. Trapped: 
rigidity in psychiatric disorders. The Lancet Psychiatry. 2021;8(12):1022–4.

 76. Zuidersma M, Riese H, Snippe E, Booij SH, Wichers M, Bos EH. Single‑
subject research in psychiatry: facts and fictions. Front Psych. 2020;11: 
539777.

 77. Holmes EA, Ghaderi A, Harmer CJ, Ramchandani PG, Cuijpers P, Morrison 
AP, Roiser JP, Bockting CLH, O’Connor RC, Shafran R, Moulds ML, Craske 
MG. The Lancet Psychiatry Commission on psychological treatments 
research in tomorrow’s science. Lancet Psychiatry. 2018;5(3):237–86. 
https:// doi. org/ 10. 1016/ S2215‑ 0366(17) 30513‑8

 78. Hossain MM, Tasnim S, Sultana A, Faizah F, Mazumder H, Zou L, McKyer 
ELJ, Ahmed HU, Ma P.  Epidemiology of mental health problems in 
COVID‑19: a review. F1000Res. 2020;9:636. https:// doi. org/ 10. 12688/ f1000 
resea rch. 24457.1

 79. Schreuder MJ, Groen RN, Wigman JTW, Hartman CA, Wichers M. 
Measuring psychopathology as it unfolds in daily life: addressing key 
assumptions of intensive longitudinal methods in the TRAILS TRANS‑
ID study. BMC Psychiatry. 2020;20(1):351. https:// doi. org/ 10. 1186/ 
s12888‑ 020‑ 02674‑1.

 80. van Kleef RS, Bockting CLH, van Valen E, Aleman A, Marsman J‑BC, van Tol 
M‑J. Neurocognitive working mechanisms of the prevention of relapse 
in remitted recurrent depression (NEWPRIDE): protocol of a randomized 
controlled neuroimaging trial of preventive cognitive therapy. BMC 
Psychiatry. 2019;19(1):409. https:// doi. org/ 10. 1186/ s12888‑ 019‑ 2384‑0.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

https://doi.org/10.1093/scan/nsw085
https://doi.org/10.3389/fnhum.2022.892863
https://doi.org/10.1016/j.biopsycho.2013.05.003
https://doi.org/10.1016/j.biopsycho.2013.05.003
https://doi.org/10.1080/02699931.2017.1285753
https://doi.org/10.1080/02699931.2017.1285753
https://www.frontiersin.org/article/
https://doi.org/10.3389/fpsyg.2013.00570
https://doi.org/10.3389/fpsyg.2013.00570
https://doi.org/10.1016/j.jbtep.2010.12.003
https://doi.org/10.1201/9781315370279
https://doi.org/10.3758/PBR.16.2.225
https://doi.org/10.1016/j.brat.2018.04.002
https://doi.org/10.1016/S2215-0366(17)30513-8
https://doi.org/10.12688/f1000research.24457.1
https://doi.org/10.12688/f1000research.24457.1
https://doi.org/10.1186/s12888-020-02674-1
https://doi.org/10.1186/s12888-020-02674-1
https://doi.org/10.1186/s12888-019-2384-0

	Understanding mechanisms of depression prevention: study protocol of a randomized cross-over trial to investigate mechanisms of mindfulness and positive fantasizing as intervention techniques for reducing perseverative cognition in remitted depressed indi
	Abstract 
	Background 
	Methods 
	Discussion 
	Trial registration 

	Background
	Methods
	Design
	In- and exclusion criteria
	Inclusion criteria
	Exclusion criteria

	Sample size
	Recruitment
	COVID-19 related changes to the study design
	Interventions
	Mindfulness
	Positive fantasizing

	Randomization
	Procedure
	Baseline individual characteristics (T0)
	Pre- and peri-intervention measurements procedure (T1-T4)


	Outcome measures
	Study aim 1
	Study aim 2
	Study aim 3

	Statistical analyses
	Study aim 1
	Study aim 2
	Study aim 3
	Funding and ethics

	Discussion
	Strengths
	Challenges

	Conclusion
	Data management and monitoring

	Acknowledgements
	References


