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Depression causes feelings of sadness and/or a loss of interest in activities once enjoyed. It can
lead to a variety of emotional and physical problem (APA, 2013). As depression worsens, feelings
of extreme sadness and hopelessness combine with low-esteem, memory and concentration
difficulties to bring about a severely painful state of mind. The involvement of a physician is crucial
for treatment. Sleep, eating, energy, interests may all go out of Kilter (Vroom, 2008). People with low
self-esteem feel low themselves and judge themselves to be inferior compared to others
(LaPour, 2014). Studies have found that one-third to one-half of adolescents struggle with
low self-esteem, especially in early adolescence (Harter, 1990; Hirsch &DuBois, 1991). The result
of low self-esteem can be temporary, but in serious cases can lead to various problems including
depression, anorexia nervosa, delinquency, self-inflicted injuries and suicide. They are often
treated with psychological interventions. Mindfulness Based Cognitive Behavioral Therapy
(MBCBT) is a validated interventional program for this Study.

Mindfulness Based Cognitive Behavioral Therapy is a type of Therapy born from the Union of
Cognitive Therapy and Meditative Principles. Cognitive Therapy aims to help clients grow and
find relief from symptoms of mental illness through the modification of dysfunctional thinking
(Beck Institute, 2016). Therefore, The aim of the study is to find the effectiveness of Mindfulness
Based Cognitive Behavioural Therapy on the level of Self esteem and Depression of
adolescence; aged 14-18years. Using Purposive Sampling (N =100) Participants were Selected
and Administered (Pre-test) with Rosenberg Self-esteem scale and Beck Depression Inventory (BDI).
Purposively chosen 30 Adolescence aged 14-15 for The MBCBT Intervention by the inclusion and
exclusion criteria. Research design was conducted in two phases. Phase-I Expo Facto Research
Design, used to conduct a survey to find the level of self esteem and depression among

adolescence. Phase-II Quassi Experimental Research Design, used to find out the effect of
MBCBT on Self esteem and depression of adolescence. Validated Intervention was given in
12 sessions (1 session / Hour). After the Intervention, Post test was conducted and Data analysis
performed using Independent t-test. Comparing the results with t-test value there is a significant
difference. The results have shown that there is a change in the level of Self esteem and
Depression when comparing the Pre and Post test values and in addition to the visual analysis
also shown the changes in the same population. Results indicated that the Mindfulness Based
Cognitive Behavioral Therapy has increased the level of Self esteem and reduced the level of
depression of Adolescence.

Key words: Depression, Low self-esteem, Adolescence, Mindfulness Based Cognitive
Behavioral Therapy.

CHAPTER-I
INTRODUCTION

CHAPTER-I

1.1 INTRODUCTION

1.1 ADOLESCENCE
Adolescence, transitional phase of growth and development between childhood and
adulthood. The world health organization (WHO) defines an adolescent as any person between
ages 10 and 19. This age range falls within WHO’s definition of young people, which refers to individuals
between ages 10 and 24.In many societies, however, adolescence is narrowly equated with puberty and
the cycle of physical changes culminating in reproductive maturity. In other societies adolescence is understood in broader terms that encompass psychological, social, and moral terrain as well as the strictly
physical aspects of maturation. In these societies the term adolescence typically refers to the period
between ages 12 and 20 and is roughly equivalent to the word teens.(Csikszentmihalyi, 2019)

1.2 STAGES OF ADOLESCENCE
Adolescence can be broken into three stages: early adolescence, middle adolescence, and
late adolescence. Each stage has its own characteristics.

1.3 EARLY ADOLESCENCE
Early adolescence is the first stage and occurs from ages 10 to 14. Puberty usually begins during this
stage. People in this stage become aware of their rapidly changing bodies and start to worry about their
physical appearance. They might experience shyness, blushing, modesty, and a greater interest in privacy.

Early adolesscents may feel invincible and start to engage in risky behaviors such as smoking and alcohol
use. This period is also characterized by sexual curiosity, which is usually expressed through admiration
of celebrities, teen idols, and musicians.
Relationships with close friends become more important than family relationships. Early adolescents start
to realize that their parents are not infallible and begin to identify their own faults. It is also common for
early adolescents to show acting-out behaviors.

1.4 MIDDLE ADOLESCENCE
Middle adolescence is the second stage and occurs from ages 15 to 17. By this time,
puberty has passed. Teens in this stage are extremely concerned with how they look, and they think
others are concerned, too. They spend a large amount of time grooming, exercising, and modifying their
physical appearance.

Relationships are often changing during middle adolescence. There is also worry about sexual
attractiveness. Middle adolescents complain about their parents preventing them from becoming
independent, and they withdraw from them. They may try to assert their independence by refusing to
bathe, not cleaning their rooms, and picking up annoying habits. There is an intense focus on peer groups
during middle adolescence, and teens in this stage tend to confide in each other more than they do their
parents.

As with early adolescence, teens in middle adolescence may feel invincible. Risk-taking
behaviors are significantly increased during this stage. On the other hand, acting-out behaviors in this
stage have a better grasp on how to use words as a means of expression.

1.5 LATE ADOLESCENCE
Late adolescence is the third stage and occurs from ages 18 to 24.This is a time of life when very little
is normative. It is a period of frequent change and exploration that covers many aspects of their life:
home, family, work, school, resources, and role.

The process of becoming an adult is more gradual and varied today than in the past. Young people take
longer to achieve economic and psychological autonomy and early adulthood experiences vary greatly
by gender, race and ethnicity, and social class.

1.6 SELF ESTEEM
Self-esteem refers to a person’s overall sense of his or her value or worth. It can be
considered a sort of measure of how much a person “values, approves of, appreciates,
prizes, or likes him or herself’(Adler & Stewart, 2004).

According to self-esteem expert Morris Rosenberg, self-esteem is quite simply one s
attitude toward oneself (1965). He described it as a “favorable or unfavorable attitude
toward the self’.

1.7 SOME FACTORS INFLUENCES IN SELF ESTEEM
● Genetics
● Personality
● Life experiences
● Age
● Health
● Thoughts
● Social circumstances
● The reactions of others
● Comparing the self to others

An important note is that self-esteem is not fixed. It is malleable and mensurable, meaning we can
test for and improve upon it.

1.8 SELF ESTEEM Vs SELF CONCEPT
Self-esteem is not self-concept, although self-esteem may be a part of self-concept. Self-concept
is the perception that we have of ourselves, our answer when we ask ourselves the question Who
am I? It knows about one's own tendencies, thoughts, preferences and habits, hobbies, skills, and
areas of weakness.
According to Carl Rogers, founder of client-centered therapy, self-concept is an
overarching construct that self-esteem is one of the components of it (McLeod, 2008).

1.9 SELF ESTEEM Vs SELF IMAGE
Another similar term with a different meaning is self-image; self-image is similar to selfconcept in
that it is all about how you see yourself (McLeod, 2008). Instead of being based on reality, however,
it can be based on false and inaccurate thoughts about ourselves.

Our self-image may be close to reality or far horn it, but it is generally not completely in line with
objective reality or with the way others perceive us.

1.10 SELF ESTEEM Vs SELF WORTH
Self-esteem is a similar concept to self-worth but with a small (although important)
difference: self-esteem is what we think, feel, and believe about ourselves, while self
worth is the more global recognition that we are valuable human beings worthy of love
(Hibbert, 2013).

1.11 SELF ESTEEM Vs SELF CONFIDENCE
Self-esteem is not self-confidence; self-confidence is about your trust in yourself and your ability
to deal with challenges, solve problems, and engage successfully with the world (Burton, 2015).
As you probably noted from this description, self-confidence is based more on external measures
of success and value than the internal measures that contribute to self-esteem. One can have high
self-confidence, particularly in a certain area or field, but still lack a healthy sense of overall value
or self-esteem.

1.12 SELF ESTEEM Vs SELF EFFICACY
Similar to self-confidence, self-efficacy is also related to self-esteem but not a proxy for it.
Self-efficacy refers to the belief in one’s ability to succeed at certain tasks (Neil, 2005). You could
have high self-efficacy when it comes to playing basketball, but low self efficacy when it comes to
succeeding in math class. Unlike self-esteem, self-efficacy is more specific rather than global,
and it is based on external success rather than internal worth.

1.13 SELF ESTEEM Vs SELF COMPASSION
Finally, self-esteem is also not self-compassion. Self-compassion centers on how we relate to
ourselves rather than how we judge or perceive ourselves (Neff, n.d.). Being self compassionate
means we are kind and forgiving to ourselves, and that we avoid being harsh or overly critical

of ourselves. Self-compassion can lead us to a healthy sense of self-esteem, but it is not in and
of itself self-esteem.

1.14 ADOLESCESTS SELF ESTEEM
Self-esteem refers to how much a person likes (esteems) herself or himself. Some
behaviors strongly suggest high or low self-esteem; for example, a person with high self-esteem
is unlikely to attempt suicide. However, some people whose talents and
achievements appear to give them every reason to like themselves do not. Adolescents
have varying levels of self-esteem, which appears to be influenced by such factors as
gender, ethnicity, and social class. It can also vary within an individual - an adolescent
may have different levels of self-esteem in different domains such as social, scholastics,
athletics, appearance, and general conduct and actions.

Satisfaction with physical appearance is a large component of self-esteem, and adolescent girls
have greater dissatisfaction with physical appearance than do boys (Harter, 1990,1999).

Studies have found that one-third to one-half of adolescents struggle with low self-esteem,
especially m early adolescence (Harter, 1990; Hirsch & DuBois, 1991). The results of low
self esteem can be temporary, but in serious cases can lead to various problems including
depression, anorexia nervosa, delinquency, self-inflicted injuries and even suicide. Self
esteem is related to school performance and delinquency. Adolescents with low self
esteem are more likely to do poorly in school, to become pregnant, or to impregnate a
partner. But it is important to keep in mind that the causal direction is unclear, that is,
researchers are not sure if having low self-esteem causes youth to engage in problem behaviors
or the other way around. Gang members, for example, report higher than average self-esteem.

While adolescents' self-esteem can fluctuate, from approximately eighth grade on, studies
have found that self-esteem appears relatively stable. Individuals with high self-esteem in childhood are likely to be adolescents with high self-esteem. Many studies have demonstrated that
during middle and late adolescence, and into early adulthood, self-esteem stabilizes or even increases (Savin-Williams & Demo, 1983; Harter, 1990). The safest generalization

to make regarding adolescents and self-esteem is that some but not all ado-lescents experience
low self-esteem, and that for some but not all who experience it low self-esteem is associated
with serious problems.

1.15 GENDER AND SELF ESTEEM
Studies in a wide range of western countries have determined that adolescent females, on
average have a lower sense of self-esteem than adolescent males (Baumeister, 1993;
Pipher ’1994) For Americans, adolescence brings a dramatically increased emphasts on
physical attractiveness for young women, many of whom feel they are lacking. Boys’ self-esteem
can be affected by contradictory societal messages on the one hand to appear to be strong and
on the other to be emotionally expressive (Pollack, 1998).

1.16 ETNICITY, SOCIAL CLASS AND SELF ESTEEM
In general, middle-class and upper-class adolescents have higher self-esteem than less affluent
adolescents. This discrepancy increases into older adolescence. One common explanation is
simply that higher socio-economic status youth have greater resources. For example, higher
socio-economic status students generally attend higher quality schools, and/or perform better
in school. Also, if higher socio-economic status youth have individual difficulties or special needs
in school, their parents more often have the resources to assist. So, resources can both augment
individual skills and alleviate difficulties that would otherwise reduce self-esteem.

Researchers have only recently begun to systematically study the relationshipbetween
ethnicity and adolescent self-esteem. Much of this research has focused on African
American adolescents. Although initial studies suggested that African-American children had
low self-esteem, current research suggests that the self-esteem of African-American adolescents
is comparable to if not greater than that of ethnic majority peers (Harter, 1990). For instance,
white girls currently appear most vulnerable to a drop in self-esteem in adolescence, as compared
to any other group (Harter, 1999). Studies of AfricanAmerican girls indicate that they are not
generally subjected to the same vulnerabilities because they do not experience the same decline
in body image as their white female peers. In other words, despite encounters with

racism and prejudice, many AfricanAmericans do not experience a drop in self-esteem in
adolescence.

1.17 INCREASING ADOLESCENT’S SELF ESTEEM
Programs designed in the 1960’s to boost adolescents' self-esteem were primarily focused on
making individuals feel good about them in general. In contrast, current programs focus on
specific aspects of self-esteem. For those concerned with increasing adolescent self-esteem,
which appears possible to do, the suggestions below have been supported by recent research.
However, no one should work at raising adolescents' self-esteem for the purpose of Cueing
problem behavior. This has not proved to be an effective strategy.

Identify the core factors that cause low self-esteem and simultaneously identify the
domains of competence that arc important to the adolescent.

Focus on sources of emotional support and social approval that exist in the adolescent's
world.

Increase self-esteem through emphasizing achievement of specific skills and goals, and by
encouraging initiative.

Support coping with difficult situations and trying to overcome them, rather than avoiding
them (Harter, 1990,1999; Larson, 2000).

The main point to remember about increasing self-esteem is that telling someone to have high
self-esteem will not do it. Adolescents will feel better about themselves if they experience
success in domains they care about and are praised for that success by people they respect.
Relationships with parents and relationships with peers are two important sources of social
support that contribute to adolescents' self-esteem (Harter, 1990; Williams & Demo, 1983).
Another approach is to heighten adolescents' appreciation of domains in which they are
successful, reducing the impact of disappointment in other domains (ACT, 2003).

1.18 DEPRESSION:Major depression is a common mental disorder in adolescents that predicts a significant risk for
recurrence in adulthood. Sucide is the third most frequent cause of death in this age group, and
depression is a significant risk factor for suicidal ideation and attempts. (Sampson and Mrazet,USA)

Depression is one of the most common reasons adolescents seek treatment.(Spirito)

According to Segal et al. depression is a state of mind in which normal sadness grows out
of proportion into a painful state of hopelessness, listlcssncss, and fatigue. When
depression is mild, we find ourselves brooding, resentful, irritable or angry, and feeling sorry for
ourselves. We may even feel physical symptoms, which cannot be diagnosed as any illness.

As depression worsens, feelings of extreme sadness and hopelessness combine with low
self-esteem, memory and concentration difficulties to bring about a severely painful state of mind.
The involvement of a physician is crucial for treatment. Sleep, eating, energy,
interests may all go out of kilter. (Vroom,2008)

Depression is a common and serious medical illness that negatively affects how one feels,
the way one think and how they act. Depression causes the feelings of sadness and / or a loss
of interest in activities once enjoyed (Diagnostic and Statistical Manual of Mental Disorders - DSM 5).

1.19 DEPRESSION SYMPTOMS
It can vary from mild to severe and can include:
● Feeling sad or having a depressed mood
● Loss of interest or pleasure in activities once enjoyed
● Changes in appetite — weight loss or gain unrelated to dieting
● Trouble sleeping or sleeping too much
● Loss of energy or increased fatigue
● Increase in purposeless physical activity (e.g., hand-wringing or pacing) or slowed movements
and speech (actions observable by others)

● Feeling worthless or guilty
● Difficulty thinking, concentrating or making decisions
● Thoughts of death or suicide
Symptoms must last at least two weeks for a diagnosis of depression.

1.20 DIFFERENCE OF DEPRESSION FROM SADNESS OR GRIEF/BEREAVEMENT
In grief, painful feelings are often intermixed with positive memories and so mood
fluctuates. In major depression, mood and/or interest (pleasure) are decreased for
at-least two weeks.
In grief, self-esteem is usually maintained. In major depression, feelings of
worthlessness and self-loathing are common.

For some people, the death of a loved one, losing a job or being a victim of a physical assault
or a major disaster can lead to depression. When grief and depression co-exist, the grief is more
severe and lasts longer than grief without depression. Despite some overlap between grief and
depression, they are different. Distinguishing between them can help people get the help, support
or treatment they need.

1.21 RISK FACTORS FOR DEPRESSION
Depression can affect anyone even a person who appears to live in relatively ideal
circumstances. Several factors can play a role in depression:
● Biochemistry: Differences in certain chemicals in the brain may contribute to
symptoms of depression.
● Genetics: Depression can run in families. For example, if one identical twin has
depression, the other has a 70 percent chance of having the illness sometime in life.
● Personality: People with low self-esteem, who are easily overwhelmed by stress,
or who are generally pessimistic appear to be more likely to experience depression.
● Environmental factors: Continuous exposure to violence, neglect, abuse or poverty
may make some people more vulnerable to depression.

1.22 MINDFULNESS BASED COGNITIVE BEHAVIOUR THERAPY OVER VIEW:Mindfulness-based cognitive therapy (MBCT) is a type of therapy bom from the union of
cognitive therapy and meditative principles.
Cognitive therapy aims to help clients grow and find relief from symptoms of mental illness
through the modification of dysfunctional thinking (Beck Institute, B 2016).
Mindfulness can be summed up as the practice and state of being aware of our thoughts, feelings,
and emotions on a continuous basis (Greater Good Science Center, 2017). Mindfulness also contributes to an acceptance of the self as it is, without attaching value judgments to our thoughts.
MBCT, a powerful therapeutic tool that can be successfully applied to depression, anxiety, bipolar
disorder, and more.(Positive Psychology Programme, 2009)

1.23 DISCRIPTION OF MINDFULNESS BASED COGNITIVE THERAPY
Over the last ten years, mindfulness meditation therapies have been increasingly used to treat a
variety of illnesses and issues, such as depression, anxiety, bipolar disorder, schizophrenia, and
pain (Marchand, 2013). Mindfulness is intentionally focusing one's attention on the present moment,
including “awareness of sensations, thoughts, and emotions . In other words, observe the stream
of thoughts in your conscious mind (Marchand, 2013). Individuals with depression fall into
destructive patterns where they highly focus on distressing thoughts, feelings, and events. By
focusing on one’s current state, mindfulness-based cognitive therapy (MBCT) aims to interrupt
compulsive attention on unhappiness, pain, or suffering (Foulk, Foulk,& Ingersoll-Dayton 2007).
As participants become better acquainted with their inner experience, they observe negative
feelings without judgment (Bddard et al., 2013).

In 2002, Zindel Segal, John Teasdale, and Mark Williams developed MBCT specifically to prevent
the relapse of depression. Participants were taught an assortment of mindfulness meditations.
For example, the body scan allowed individuals to concentrate on physical sensations in
successive areas of the body. Sitting mediation, walking meditation, mindful breathing, and
mindful movement were other activities practiced during the meetings. The evidence based on
MBCT strongly supports its effectiveness for preventing relapse of depression, especially with
patients who have experienced 3 or more prior episodes of major depression (Marchand, 2013).

Galante and colleagues (2013) conducted a metaanalysis of llrandomized controlled trials. In
these studies, patients with a history of 3 or more previous episodes of major depression were
monitored for a year. The results of this meta-analysis showed that MBCT reduced the rate of
relapse in participants by 40% (Galante, Iribarren,& Pearce, 2013).

It has been well documented that MBCT is an effective treatment for patients at risk for
Recurrent depression. MBCT offers protection against relapse “equal to that of maintenance
antidepressant pharmacothcrapy” (Marchand, 2013).Results from an array of randomized
controlled trials propose that MBCT is advantageous for relapse prevention of major depression,
“with efficacy similar to maintenance antidepressants” (Eisendrath&Sipc, 2012). Thought
processes associated with depression include critical self-perceptions and general dissatisfaction
with life (Marchand, 2013). MBCT promotes the development of experiential self-reference, which
is the experience of one’s self in the current moment. It is associated with decreased emotional
reactivity, lending itself to comparable success with antidepressant drug therapy
(Eisendrath&Sipe,2012). Due to the heightened risk of adverse events with the use of
antidepressants in the elderly population, other methods of treatment like psychotherapy
should be considered for their safety and tolerability as there is sufficient evidence that MBCT
is an effective treatment for recurrent depression.

Sometimes normal sadness is a powerful trigger for someone who has recovered from a
depressive state to relapse into another bout of depression. Rather than try to avoid or eliminate
sadness or other negative emotions, one learns to change their relationship with these emotions
by practicing meditation and other mindfulness exercises. These activities rebalance neural
networks, allowing the client to move away from automatic negative responses toward an
understanding that there are other ways to respond to situations. Mindfulness-based cognitive
therapy helps to learn to recognize and understand our thought and feeling patterns, with the
goal of creating new, more effective patterns. By developing a routine meditation practice, it can
be used whenever they start to feel overwhelmed by negative emotions. When sadness occurs
and starts to bring up the usual negative associations that trigger relapse of depression

the person is equipped with mindfulness practices that will help them replace negative thought
patterns with positive thought patterns.

1.24 MBCT can effectively treat mental health obstacles by applying mindfulness in all steps:
● Mindfulness helps the client discover their own thought patterns and mood patterns.
● It helps the client learn how to be present and appreciate the small pleasures of everyday life.
● It teaches the client how to stop the downward spiral that can emerge from a bad mood or
thinking about painful memories.
● It allows the client to “shift gears” from their present state of mind to one which is more aware,
more balanced, and less judgemental.
Mindfulness gives the client access to another approach to dealing with difficult emotions
and moods.

1.25 In particular, MBCT is effective in helping clients deal with depression through the three steps:
● It will help understand about depression
● It will help discover what makes one vulnerable to downward mood spirals, and the reason
for a person to get stuck at the bottom of the spiral.
● It will help oneself see
1. connection between downward spirals and High standards that oppress a person or
2. feelings that oneself is simply “not good enough”,
3. ways of adding pressure on oneself or
4. make oneself miserable with overwork and
5. make oneself miserable by ways of losing touch with what makes life worth living.

1.26 COGNITIVE BEHAVIOUR THERAPY
Depression is one of the most common reasons adolescents seek treatment. While there are a
number of treatment options available, Cognitive-Behavioral Therapy (CBT) has beenthe most
widely researched psychotherapy approach to treating depression in adolescents. (Spirito)
Beck's cognitive theory of depression features a cognitive model of depression showing the
formation of dysfunctional beliefs in adolcsccncc.(Mule’, Rochester Institute of Technology)

1.27 HISTORY OF COGNITIVE BEHAVIOUR THERAPY
Cognitive Therapy (CT), or Cognitive Behavior Therapy (CBT) was pioneered by Dr.Aaron T. Beck
in the 1960s, while he was a psychiatrist at the University of Pennsylvania. Having studied and
practiced psychoanalysis, Dr. Beck designed and carried out several experiments to test
psychoanalytic concepts of depression.

1.28 A NEW CONCEPT OF DEPRESSION: AUTOMATIC THOUGHTS
As a result of his findings, Dr. Beck began to look for other ways of conceptualizing
depression. He found that depressed patients experienced streams of negative thoughts that
seemed to arise spontaneously. He called these cognitions “automatic thoughts.” He found that
the patients’ automatic thoughts fell into three categories. The patients had negative ideas about
themselves, the world and/or the future.

1.29 A NEW CLINICAL APPROACH
Dr. Beck began helping patients identify and evaluate these automatic thoughts. He found
that by doing so, patients were able to think more realistically. As a result, they felt better
emotionally and were able to behave more functionally. When patients changed their
underlying beliefs about themselves, their world and other people, therapy resulted in longlasting
change. Dr. Beck called this approach “cognitive therapy.” It has also become known as“
cognitive behavior therapy.”

1.30 MINDFULNESS THERAPY
Mindfulness is often defined in the psychological literature as nonjudgmcntal presentcentred
awareness. By allowing a break from destructive thinking patterns and creating a space for
introspection, the practice of mindfulness may assist with cognitive change (Dreyfus G, 2011).
Mindfulness-based therapy (MBT) is growing in popularity in the Western world and is being
used increasingly to treat psychiatric conditions in the general population (Baer RA, 2003).

1.31 A BRIEF HISTORY OF MINDDFULNESS
Buddhism first emerged as an important spiritual tradition in northern India 2500 years ago, and
since then has evolved to encompass a variety of forms and practices. Buddhist teachings outline
a path to follow in order to achieve enlightenment or liberation from suffering, and describe
various types of meditation to foster positive emotional energy in the present life and to free
the mind (Kang C & Whittingham K, 2010). The understanding of mindfulness as present-focused
and nonjudgmental is only one aspect of the complex traditional view of mindfulness found in
ancient Buddhist texts. These describe an introspective dimension to mindfulness that involves
observing what pulls attention away from the present moment (i.e., thoughts, feelings, sounds, etc.)
, comprehending the experience, and evaluating the experience for potential positive and negative
outcomes (Dreyfus, Kang & Whittingham, 2011, 2010). Although mindfulness is commonly
associated with Buddhism, the concept and practice are embedded in other religious and spiritual
traditions that involve prayer, contemplation, and meditation (Dreyfus & Shapiro, 2011,2009).

1.32 INTEGRATION OF MINDFULNESS IN MENTAL HEALTH THERAPY
The definition of mindfulness used most frequently today was popularized by Jon Kabat - Zinn,
a scientist and professor of medicine who developed a therapeutic approach to stress reduction
after studying meditation under eminent Buddhist teachers (Kang C, Whittingham K: 2010).
Kabat-Zinn defined mindfulness as "the awareness that emerges through paying attention on
purpose, in the present moment, and nonjudgmentally to the unfolding of experience moment
by moment”(Kabat-Zinn J, 2003). In 1979 Kabat-Zinn founded a stress reduction clinic at the
University of Massachusetts Medical School, where he went on to develop several therapies
integrating mindfulness, including mindfulness based stress reduction (MBSR) and

mindfulness-based cognitive therapy (MBCT). Kabat Zinn developed MBSR by combining a
variety of traditions, including Zen and insight meditation and Hatha yoga. He saw MBSR as a
training vehicle that would promote nonjudgmental self-acceptance and help individuals cope
with conditions such as chronic pain, cancer, and psychiatric disorders, including depression
and anxiety (Baer RA, Chiesa A, Serretti A, Grossman P, Niemann L, Schmidt S, Walach H,
2003, 2011, 2004).
MBCT was developed specifically to treat individuals suffering from repeated bouts of
depression (Segal ZV, Williams JM, Teasdale JD, 2013). For this therapy, Kabat-Zinn combined
meditative practices with cognitive therapy to teach people how to become more aware of their
thoughts and feelings and to relate to them in a new way (Segal ZV, Williams JM, Teasdale JD, 2013).
While the therapy was originally designed for people in remission from recurrent major depressive
disorder (MDD), it is now widely used for those struggling with other psychiatric disorders,
including symptomatic depression, bipolar spectrum disorder (BSD), anxiety, and social phobia
(Piet J & Hougaard E, 2011).

1.33 MINDFULNESS BASED THERAPY IN THE GENERAL POPULATION
Previous research has shown both MBSR and MBCT to be efficacious in clinical and nonclinical
populations (Piet J & Hougaard E, 2011). Meta-analyses have revealed improvements on measures
of depression, anxiety, and quality of life after participants completed MBSR programs (Grossman P,
Niemann L, Schmidt S, Walach H Khoury B, Shama M, Rush SE, Fournier C, 2004-2015). The most
recent meta-analysis also found a relationship between the change in clinical outcomes (depression
and anxiety) and level of mindfulness (Khoury B, Sharma M, Rush SE, Fournier C. 2015). Similarly,
meta-analyses have shown that those who attended a group MBCT program had a significant
reduction in the risk of experiencing a depressive relapse when compared with control subjects.
This was most evident in patients who had experienced three or more previous episodes of
depression. A meta-analysis by Kuyken and colleagues (Kuyken W, Warren FC, Taylor RS, et al, 2016).
also showed that MBCT was more effective at reducing symptoms of depression than other active
treatments (cognitive therapy or maintenance antidepressants) and that these effects were not
limited to a specific age or gender. While some researchers have focused on the effectiveness of
mindfulness-based therapy, others have examined the mechanisms leading to changes in clinical

outcomes. Gu and colleagues (Gu J, Strauss C, Bond R, Cavanagh K, 2015) found that mindfulness
training helped decrease negative reactivity and reduce rumination, thereby improving symptoms
of anxiety and depression. Self-compassion and an increase in psychological flexibility are also
thought to play a role, but evidence for this is limited (Gu J, Strauss C, Bond R, Cavanagh K, 2015).
With regard to physiological mechanisms, Annells and colleagues (Annells S, Kho K, Bridge P,
2016) found that meditation, including mindfulness training, can lead to physiological changes
in the brain that counteract the atrophy associated with chronic depression and thus improve
patient outcomes.

1.34 MINDFULNESS BASED INTERVENTIONS
The therapeutic approaches grounded in mindfulness, promote the practice as an important part
of good physical and mental health. Mindfulness-based stress reduction, mindfulness-based
cognitive therapy (MBCT),dialectal behavior therapy (DBT), and acceptance and commitment
therapy (ACT) are some mindfulness-based interventions currently utilized in therapy.

Designed to deliberately focus a person’s attention on the present experience in a way that is nonjudgmcntal, mindfulness-based interventions, whether offered individually or in a group setting,
may offer benefit to people seeking therapy for any number of concerns.(Good Thcrapy.org, 2918)

1.35 ROSERNBERG SELF ESTEEM SCALE
Morris Rosenberg s (1965) Self-Esteem Seale (RSES) is perhaps the most widely used instrument
for the assessment of trait self-esteem, defined as relatively stable feelings of overall self-worth.
The importance of self-esteem in the prediction of other self-attitudes and behavior in conjunction
with the ease of administration and scoring of the RSES make the instrument useful for social
scientists in many different settings.(Gale, 2008)

1.35.1 SCORING
The Rosenberg self-esteem scale (RSES), developed by sociologist Dr. Morris Rosenberg, is a
self-esteem measure widely used in social-science research. It uses a scale of 0-30 where a score
less than 15 may indicate a problematic

low self esteem. 15 to 25 indicate, the normal range of self esteem. Above 25 is High self esteem.

The RSES is designed similar to the social-survey questionnaires. It is a ten-item Likert type scale
with items answered on a four-point scale—from strongly agree to strongly disagree. Five of the
items have positively worded statements and five have negatively worded ones. The scale
measures state self-esteem by asking the respondents to reflect on their current feelings.
The original sample for which the scale was developed consisted of 5,024 high-school juniors
and seniors from 10 randomly selected schools in New York State. The Rosenberg self-esteem
scale is considered a reliable and valid quantitative tool for self-esteem assessment.

1.36 BECK’S DEPRESSION INVENTERY
TheBeck Depression Inventory (BDI) is a 21-item, self-rated scale that evaluates key symptoms
of depression including mood, pessimism, sense of failure, self-dissatisfaction, guilt, punishment,
self-dislike, self-accusation, suicidal ideas, crying, irritability, social withdrawal, indecisiveness,
body image change, work difficulty, insomnia, fatigability, loss of appetite, weight loss, somatic
preoccupation, and loss of libido (Beck & Steer, 1993; Beck, Steer & Garbing, 1988). Individual
scale items are scored on a 4-point continuum (0=least, 3=most), with a total summed score
range of 0-63. Higher scores indicate greater depressive severity.(Thorton and Argroff, 2009)

1.36.1 DEFINITION
The Beck Depression Inventory (BDI) is a series of questions developed to measure the
intensity, severity, and depth of depression in patients with psychiatric diagnoses. Its long
form is composed of 21 questions, each designed to assess a specific symptom common
among people with depression. A shorter form is composed of seven questions and is designed
for administration by primary care providers. Aaron T. Beck, a pioneer in cognitive therapy, first
designed the BDI.

1.36.2 PURPOSE
The BDI was originally developed to detect, assess, and monitor changes in depressive
symptoms among people in a mental health care setting. It is also used to detect depressive
symptoms in a primary care setting. The BDI usually takes between five and ten minutes to
complete as part of a psychological or medical examination.

1.36.3 PRECAUTIONS
The BDI is designed for use by trained professionals. While it should be administered by a
knowledgeable mental health professional who is trained in its use and interpretation, it is
often self-administered.

1.36.4 DESCRIPTION
The BDI was developed in 1961, adapted in 1969, and copyrighted in 1979. A second
version of the inventory (BDI-II) was developed to reflect revisions in the Fourth Edition Text
Revision of the Diagnostic and Statistical Manual of Mental Disorders.

1.37 NEED FOR THE STUDY
The purpose of this study is to test the efficacy of Mindfulness Based Cognitive Therapy on Self
esteem and Depression of Adolescents.

Depression is one of the most common reasons adolescents seek treatment.(Spirito)

People with low self-esteem often feel shame and self-doubt. They often spend lots of time
criticizing themselves. Low self-esteem is a symptom of several mental health conditions, such
as anxiety and depression.

MBCT, a powerful therapeutic tool that can be successfully applied to depression, anxiety,
bipolar disorder, and more.(Positive Psychology Programme, 2009)

MBCBT is a validated interventional program. The current study focuses on the effects of
Mindfulness Based Cognitive Behaviour Therapy to increase self-esteem and reduce the level
of depression of adolescence aged 14 to 18 years.

CHAPTER - II
REVIEW OF LITERATURE

2. REVIEW OF LITERATURE

Andrews and Lewinsohn (1990) studied the effeet of cognitive behavioral treatment for
dep sed adolescents, In which fifty- nine high school students has been selected for the
Intervention aged 14-18. Those who met DSM-IH and RDC criteria for a diagnosis of
depression were randomly assigned to one of three conditions: Adolescent-and-parent,
Adolescent-only and Wait-list. Treatments were given to Adolescent-and-Parent and
Adolescent-only group. The results showed that, compared to the wait-list subjects, treated
subjects improved significantly on the depression measures. Those gains were maintained at
two years post treatment. There was a strong tends for the results to favor the adolescent -andparent condition over the adolescent only conditions, but only one of numerous comparisons
attained statistical significance.

Fennell(2004) studied the effect of Negative biases in processing information about the
self have long been recognized as a central feature in the development and maintenance of
clinical depression. In practice, however, it may not be easy to distinguish between patients
whose negative thinking about the self is primarily an aspect of current mood state, and those
for whom it represents a reflection of more enduring issues (low self-esteem). The paper
speculates that, in both cases, meta cognitive awareness (acceptance of the idea that thoughts,
assumptions and beliefs are mental events and processes rather than reflections of objective
truth) may be an important precursor to active engagement in therapy on the part of the patient,
and considers what aspects of cognitive therapy might be used to promote it in clinical practice.

Clabby (2006) studied about the depressed adolescents & cognitive behaviour therapy.
Depression among adolescents has received recognition as a significant psychiatric
problem that requires prompt intervention. This article will help primary care providers to
understand the significance of adolescent depression, recognize its prevalence in primary
care cite the evidence supporting cognitive-behavioral therapy (CBT) as a treatment for
depressed adolescents, recognize the challenges of using CBT in primary care, and use
7 different CBT approaches with their patients. Psychiatric diagnoses may be present in
38% of adolescence who see a primary care physician, and among that number, depression
is the most common diagnosis. Cognitive-behavioral therapy provides a scientifically proven
tool for those physicians who want to provide their young depressed patients an effective
counseling approach. Cognitive-behavioral therapy enhances self-control, perceptions of
personal efficacy, rational problem-solving skills, social skills, and participation in activities
and physical exercise that bring the adolescent a sense of pleasure or mastery. CBT has been
proven to be effective when delivered by physicians who have received significant instructions.
Unfortunately, CBT techniques can at first seem overly abstract, overwhelming in number, and
difficult to teach in the 15-minute visit. However, CBT techniques can be made clear and
accessible for a busy physician. The case of a depressed 14-year-old male high school student
who comes to his physician for pre-participation sports physical is presented to illustrate the
application of CBT in primary care.

Taylor and Montgomery (2007) has studied the systematic review evaluates the efficacy
ofcognitive-behavioral therapy (CBT) in improving self-esteem among depressed adolescents
aged 13-18 years. A search identified 265 references, 33 articles were acquired, of which two
papers met the inclusion criteria. Two excluded studies are also discussed. A total of 82 participants from two trials were included in the meta-analysis.The data suggest CBT may be an
effective treatment for increasing global and academic self-esteem when compared to wait-list
controls. However, more research is needed due to the limited number of studies conducted in
this area and the need for further investigation intothe long-term effects of CBT.

Bansal.Goyal and Srivastava (2009) has studied the prevalence rate of depression in adolescent

students of a public school.Three to nine per cent of teenagers meet the criteria for depression at
any one time, and at the end of adolescence, as many as 20% of teenagers report a lifetime prevalence of depression. Usual care by primary care physicians fails to recognize 30-50% of depressed patients. Cross-sectional one-time observational study using simple screening instruments
for detecting early symptoms of depression in adolescents. Two psychological instruments
were used: GHQ-12 and BDI. Also socio demographic data (e.g. academic performance, marital
harmony of parents, bullying in school, etc) was collected in a separate semi-structured performance. Statistical analysis was done with Fishers Exact Test using SPSS 17. 15.2% of schoolgoing adolescents were found to be having evidence of distress (GHQ-12 score el4); 18.4% were
depressed (BDI score el2); 5.6% students were detected to have positive scores on both the
instruments. Certain factors like parental fights, beating at home and inability to cope up with
studies were found to be significantly (P < 0.05) associated with higher GHQ-12 scores, indicating
evidence of distress. Economic difficulty, physical punishment at school, teasing at school and
parental fights were significantly (P < 0.05) associated with higher BDI scores, indicating depression. The study highlights the common but ignored problem of depression in adolescence. We
recommend that teachers and parents be made aware of this problem with the help of school
counselors so that the depressed adolescent can be identified and helped rather than suffer silently.

Michalak, Teismann, Heidemreich, Strohle and Vocks (2011) Studied whether a non-judgmental
accepting stance towards experience moderates the relationship between self-esteem and
depression. In a sample of 216 undergraduate students, self-esteem was assessed with the
Rosenberg Self-EsteemScale (Rosenberg,1965). Acceptance with the ‘accept without judgment’
subscale of the Kentucky Inventory of Mindfulness Skills (Baer, Smith & Allen.2004) and
depressive symptoms with the Beck Depression Inventory (Beck & Steer, 1987). Results showed
that non-judgmental acceptance moderates the relationship between self-esteem and depression.
In persons with low mindful acceptance, self-esteem was much more closely associated with
depression than in persons with high mindful acceptance. These findings suggest that an accepting, allowing, and non-judgmental stance towards present-moment experience might buffer the
detrimental effects of low self-esteem on depression.

Ams et al, (2013) studies the effect of Mindfulness-Based Cognitive Therapy (MBCT) on depression
in adolescence. It has been shown to be effective in preventing relapse of depression in adults,
but has not previously been applied to adolescence who have residual symptoms of depression
following treatment. Method: An 8 week MBCT group was adapted for adolescence and evaluated
using qualitative and quantitative measures. Results: Participants report high levels of satisfaction
with the group intervention. Qualitative analysis of semi-structured interviews provides areas for
future development of this intervention. Pilot data indicate reductions in depressive symptoms,
alongside positive change in mindfulness skills, quality of life and rumination. Conclusion:
Preliminary evidence for the use of MBCT with this group of adolescence is provided.

Stewart, Richardson, Payne and Smith (2013) has studicd the effect of mindfillness based
cognitive behavior therapy in adolescence. Mindfulness-Based-Cognitive Therapy (MBCT) has
been shown to be effective in preventing relapse of depression in adults, but has not previously
been applied to adolescents who have residual symptoms of depression following treatment.
An 8-week MBCT group was adapted for adolescents, and evaluated using qualitative and
quantitative measures. Results, Participants report high levels of satisfaction with the group
intervention. Qualitative analysis of semi-structured interviews provides areas for future
development of this intervention. Pilot data indicate reductions in depressive symptoms,
alongside positive change in mindfulness skills, quality of life and rumination. Conclusions
Preliminary evidence for the use of MBCT with this group of adolescents is provided.

Pepping, O’Ponovan and Davis (2013) has studied the positive effects of mindfulness on selfesteem. Positive psychological research has clearly highlighted the importance of investigating
factors that contribute to well-being. One factor contributing greatly to psychological well-being
is mindfulness, which has been related to a wide range of positive outcomes, including healthy
self-esteem. Here, we present two studies that aim to extend prior research on mindfulness and
self-esteem. In Study 1, we propose and test a theoretically derived model of the role that mindfulness plays in the prediction of self-esteem and life satisfaction. Four facets of mindfulness significantly predicted increased self-esteem, which in turn predicted overall life satisfaction. In Study 2,
we extended this study by examining the direct effects of a brief mindfulness induction on state
self-esteem, and found that experimentally enhancing state mindfulness led to an increase

in state self esteem. The two studies presented clearly demonstrate that mindfulness and selfesteem are related and, importantly, that mindfulness training has direct positive effects on
self-esteem.

Keshi, Basavarajappa, Nik (2013) has studies the effectiveness of cognitive behavior therapy
among high school student. This study investigated the effectiveness of cognitive behavior
therapy (CBT) on depression among high school students. The sample of the study includes
60 high school girl and boys students that selected from a large poll of high school students
(N=400) randomly. Out of 400 students, 130 of them fulfilled the cut off score criteria used for
the study. Out of 130 students, 60 of them selected randomly and divided into two groups
(30 of them in experimental and 30 of them in control group). Subjects in experimental group
received individual CBT interventions (including problem solving, positive thinking, cognitive
restructuring, assertiveness training, time management) for 13 sessions, and control group
subjects didn’t receive any intervention. The design of this study is a pre-test, post-test with
control group. Data was analyzed with appropriate statistical methods such as Mean, Standard
deviation, repeated measure analysis of variance, and effect size. Results showed a significant
change (reduction) from pre-test to post test in depression and its subscales. Further, results
demonstrated that the effects of new combined variable (that is group) on depression and its
subscales was statistically significant. Comparison of mean scores of two groups in post-test
showed a significant difference in depression. As a conclusion, findings demonstrate the efficacy
of CBT in alleviating depression symptoms among high school students.

Rankal, Pratt and Bucci (2015) has done a systematic review on mindfulness and self esteem.
This main aim of this review was to synthesize and critically appraise studies investigating (i)
the association between mindfulness and self-esteem, and (ii) the impact of mindfulness-based
interventions (MBI) on self-esteem. A further aim was to identify priorities for future research.
A systematic review was conducted using electronic databases, resulting in 32 studies meeting
the inclusion criteria. Fifteen studies explored the association between dispositional mindfulness
and self-esteem, and 17 studies investigated change in self-esteem following a MBI. Crosssectional studies found significant positive correlations between dispositional mindfulness
and self-esteem, whilst the majority of MBI studies resulted in significant increase in self-esteem.

Bajaj, Robins and Pandc (2016) has studied the relationship between mindfulness, self esteem,
anxiety & depression. The current study aimed to examine the mediation effects of self-esteem
on the association between mindfulness and anxiety and depression. A sample of 417 undergraduate students completed a packet of questionnaires that assessed mindfulness, self-esteem,
anxiety, and depression. Correlation results indicated that mindfulness was associated with
self-esteem, anxiety, and depression.

CHAPTER-III
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3. METHODOLOGY
This chapter introduces the aim, description, objectives, hypotheses, research design, sample
description, tool used, statistics used and the ethical consideration for the current study.

3.1 AIM OF THE STUDY
The aim of the study is to investigate the effect of Mindfulness Based Cognitive Behavior Therapy
on self esteem and depression of adolescentce.

3.2 OBJECTIVES OF THE STUDY
● To assess the level of self esteem of adolescence
● To assess the level of depression of adolescence
● To develop an intervention module aimed at reducing the level of depression and increasing
the level of self esteem.
● To assess the effect of Mindfulness based cognitive behavior therapy on self-esteem and
depression of adolescence after intervention.

3.3 STATEMENT OF PROBLEM
● Whether adolescence will have poor self esteem and depression?
● Whether mindfulness based cognitive behavior therapy will have an effect on the level of
self-esteem and depression of school going adolescence?

3.4 HYPOTHESES

3.4 HYPOTHESES
Studies have found that one-third to one-half of adolescents struggle with low self-esteem,
especially in early adolescence (Harter, 1990; Hirsch & DuBois, 1991).Andrews and Lewinsohn
(1990) studied the effect of cognitive behavioral treatment for depressed adolescentce. Fennell
(2004) studied the effect of Negative biases in processing information about the self have long
been recognized as a central feature in the development and maintenance of clinical depression.
Clabby (2006) studied about the depressed adolescence & cognitive behavior therapy. Taylor
and Montgomery(2007) has studied the systematic review evaluates the efficacy of cognitivebehavioral therapy (CBT)in improving self-esteem among depressed adolescents aged 13-18 years.
Bansal,Goyal and Srivastava (2009) has studied the prevalence rate of depression in adolescent
students of a public school. Michalak, Teismann, Hcidcmreich, Strohle and Vocks(2011) Studied
whether a non-judgmental accepting stance towards experience moderates the relationship
between self-esteem and depression. Spirito, Smythers, Wolff (2011) has studied the effectiveness
of cognitive behavior therapy for adolescent depression & suicidality. Ames, Richardson, Payne,
Smith & Leigh (2013) studied the effect of Mindfulness-Based Cognitive Therapy (MBCT) on
depression in adolescent.
Stewart, Richardson, Payne and Smith (2013) have studied the effect of mindfulness based
cognitive therapy in adolescents. Pepping, O’Ponovan and Davis (2013) has studied the positive
effects of mindfulness on self esteem. Keshi, Basavarajappa, Nik (2013) has studies the effectiveness of cognitive behavior therapy among high school student. Rankal, Pratt and Bucci (2015)
has done a systematic review on mindfulness and self esteem.Bajaj, Robins and Pande (2016)
has studied the relationship between mindfulness, self esteem, anxiety & depression. Based on
these studies the following theses were formulated.
HI. Adolescence would have poor self esteem and depression.
HII. Mindfulness based cognitive behavioral therapy would improve the level of self-esteem in
adolescence.
HIII. Mindfulness based cognitive behavioral therapy would reduce the level of depression in
adolescence.
3.5 SAMPLE DESCRIPTION
The participants are age between 13 to 14. Participants have been chosen from CSI Kellet boy’s

higher secondary school whose esteem score is less than 20 according by Rosenberg’s self
esteem scale and depression level is mild borderline depression and moderate depression.
Adolescence who have chosen for to be participants in the study are Studying 9th standard in
the same school respectively. All the participants are from low economic status. Some of the
participants are working simultaneously in shops which near to marina beach as a part time worker.

3.5.1 INCLUSION CRITERIA
● Participants age period between 14-18 (Adolescence).
● Participants expected to be student.
● Participants expected to have poor selfesteem.
● Depression level expected to be moderate (according by BDI).

3.5.2 EXCLUSION CRITERIA
Participants with co-morbid psychological disorders and any substance related addictive disorders.

3.5.3 SOURCE OF DATA
CSI Kellet Boys Higher Secondary School, Triplicane in Chennai.

3.6 RESEARCH DESIGN
The research design included two phases. Phase-I Expo facto research design & Phase-II Quassi
experimental research design.

● Expo facto research design will be used to conduct a survey to find the level of self esteem and
depression among adolescence.
● Quassi experimental research design will be used to find out the effect of mindfulness based
cognitive behavior therapy to increase self esteem and reducing depression of adolescence.

3.6.1 SAMPLE DESIGN
Sampling technique used is purposive sampling. The institution selected was a school. Namely,
CSI Kellet boy's higher secondary school. In this study phase-I was conducted for 100 students

among them 30 has been chosen for the interventional programme (Phase-II) whoso self-esteem
score is low and normal & depression level is mild border line clinical depression and moderate.
Based on the score 30 participants has been selected. And those 30 participants fit with the
inclusion and exclusion criteria.

Criteria of participants,
● CSI Kellet higher secondary school - 9'th grade students
● Age: 14-15
● Adolescence
● Purposively chosen 30 according by the inclusion and exclusion criteria.

3.7 VARIABLES USED
Independent Variable: Mindfulness Based Cognitive Behavioral Therapy
Dependent Variable: Self esteem & depression.

3.8 TOOLS USED
3.8.1 TOOLS
3.8.1.1 BECK’S DEPRESSION INVENTERY
TheBeck Depression Inventory (BDI) is a 21-item, self-rated scale tirat evaluates key
symptoms of depression including mood, pessimism, sense of failure, self-dissatisfaction,
guilt, punishment, self-dislike, self-accusation, suicidal ideas, crying, irritability, social withdrawal,
indecisiveness, body image change, work difficulty, insomnia, fatigability, loss of appetite,
weight loss, somatic preoccupation, and loss of libido (Beck & Steer, 1993; Beck, Steer &
Garbing, 1988).

3.8.1.2 ROSERNBERG SELF ESTEEM SCALE:Morris Rosenberg’s (1965) Self-Esteem Scale (RSES) is perhaps the most widely used instrument
for the assessment of trait self-esteem, defined as relatively stable feelings of overall self-worth.
The importance of self-esteem in the prediction of other self-attitudes and behavior in conjunction

scientists in many different settings.(Gale, 2008)

3.8.2 SCORING
● BECK’S DEPRESSION INVENTERY:Individual scale items are scored on a 4-point continuum (0=least, 3=most), with a total summed
score range of 0-63. Higher scores indicate greater depressive severity.(Thorton and Argroff, 2009)

Interpretation
1-10 is normal
11-16 is Mild mood disturbances
17-20 is orderline clinical depression
21-30 is oderate depression
31-40 is evere depression

● ROSERNBERG SELF ESTEEM SCALE:Rosenberg Items 2, 5,6,8,9 are reverse scored. There are 4 responses in scale of 1-40 where score
less than 15 may indicate problematic low self esteem. Higher score indicates high selfesteem.

Interpretation
1-15 is Low self esteem
15-25 is Average
25-40 is High esteem

3.8.3 RELIABILITY
Reliability studies show that the,
● Rosenberg self esteem scale has a high degree of 0.82
● Beck depression inventory has high degree reliability 0.89.

3.8.4 VALIDITY
3.8.1 TOOLS
3.8.1.1 BECK’S DEPRESSION INVENTERY
The Beck Depression Inventory (BDI) is a 21-item, self-rated scale tirat evaluates key
symptoms of depression including mood, pessimism, sense of failure, self-dissatisfaction, guilt,
punishment, self-dislike, self-accusation, suicidal ideas, crying, irritability, social withdrawal,
indecisiveness, body image change, work difficulty, insomnia, fatigability, loss of appetite, weight
loss, somatic preoccupation, and loss of libido (Beck & Steer, 1993; Beck, Steer & Garbing, 1988).

3.8.1.2 ROSERNBERG SELF ESTEEM SCALE:Morris Rosenberg’s (1965) Self-Esteem Scale (RSES) is perhaps the most widely used instrument
for the assessment of trait self-esteem, defined as relatively stable feelings of overall self-worth.
The importance of self-esteem in the prediction of other self-attitudes and behavior in conjunction
with the ease of administration and scoring of the RSES make the instrument useful for social
scientists in many different settings.(Gale, 2008)

3.8.2 SCORING
● BECK’S DEPRESSION INVENTERY:Individual scale items are scored on a 4-point continuum (0=least, 3=most), with a total summed
score range of 0-63. Higher scores indicate greater depressive severity.(Thorton and Argroff, 2009)

Interpretation
1-10 is Normal
11-16 is Mild mood disturbances
17-20 is orderline clinical depression
21-30 is oderate depression
31-40 is evere depression

● ROSERNBERG SELF ESTEEM SCALE:Rosenberg Items 2, 5,6,8,9 are reverse scored. There are 4 responses in scale of 1-40 where score
less than 15 may indicate problematic low self esteem. Higher score indicates high selfesteem.

Interpretation
1-15 is Low self esteem
15-25 is Average
25-40 is High esteem

3.8.3 RELIABILITY
Reliability studies show that the,
● Rosenberg self esteem scale has a high degree of 0.82
● Beck depression inventory has high degree reliability 0.89.

3.8.4 VALIDITY
Reliability studies show that the,
● Rosenberg self esteem scale has a high degree of validity 0.55.
● Beck depression inventory has high internal consistency & high content validity.

3.9 ADMINISTRATION PROCEDURE
Before administering the instnrment, the participant was seated comfortably and rapport was
established. The questionnaire was explained to the participants. The participants are filled the
questionnaire.

3.10 STATISTICS USED
Independent t-test was used to compare the pre-test and post-test scores.

3.11 ETHICAL CONSIDERATIONS
The participants were well informed about the research and signed the consent form to show his
willingness to participate. Care was taken to maintain confidentiality of the participant.

CHAPTER-IV
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4. INTERVENTION MODULE:
MINDFULNESS BASED COGNITIVE BEHAVIOUR THERAPY
This chapter deals explaining the basis of the intervention module that was used in the
current study. It also explains the rationale behind the module and the overview of the sessions.

4.1 MIND FULNESS THERAPY
Mindfulness-based interventions, therapeutic approaches grounded in mindfulness, promote
the practice as an important part of good physical and mental health. Mindfulness-based stress
reduction, mindfulness-based cognitive therapy (MBCT),dialectal behavior therapy (DBT), and
acceptance and commitment therapy (ACT) are some mindfulness-based interventions currently
utilized in therapy. Designed to deliberately focus a person’s attention on the present experience
in a way that is non-judgmental, mindfulness-based interventions, whether offered individually
or in a group setting, may offer benefit to people seeking therapy for any number of concerns
(Good Therapy.org, 2018). Mindfulness has emerged as an important concept in health and
outcomes research, driven by a rapidly growing body of evidence that mindfulness training
reduces symptoms and improves quality of life. Mindfulness training is the basis for widely
accepted interventions in psychosomatic medicine and psychology.(Park, Reilly and Gross, 2014).

4.2 COGNITIVE BEHAVIOUR THERAPY:
Depression is one of the most common reasons adolescence seek treatment. While there are
a number of treatment options available, Cognitive-Behavioral Therapy (CBT) has been the most
widely researched psychotherapy approach to treating depression in adolescents.(Spirito)

Beck's cognitive theory of depression features a cognitive model of depression showing the
formation of dysfunctional beliefs in adolescence.(Mule',Rochester Institute of Technology).

Cognitive Behavioral Therapy (CBT) is a form of psychotherapy that treats problems and boosts
happiness by modifying dysfunctional emotions, behaviors, and thoughts. CBT focuses on
solutions, encouraging patients to challenge distorted cognitions and change destructive patterns
of behavior.CBT rests on the idea that thoughts and perceptions influence behavior. Feeling
distressed, in some cases, may distort one’s perception of reality. CBT aims to identify harmful
thoughts, assess whether they are an accurate depiction of reality, and if they are not, employ
strategies to challenge and overcome them.CBT is appropriate for people of all ages, including
children, adolescents, and adults. Evidence has mounted that CBT can benefit numerous
conditions, such as major depressive disorder, anxiety disorders, post-traumatic stress disorder,
eating disorders, obsessive-compulsive disorders, and many others.(Psychology Today).

4.3 MBCT
Mindfulness-based cognitive therapy (MBCT) is a type of therapy bom from the union of
cognitive therapy and meditative principles.
Cognitive therapy aims to help clients grow and find relief from symptoms of mental
illness through the modification of dysfunctional thinking (Beck Institute, 2016).Mindfulness
can be summed up as the practice and state of being aware of our thoughts, feelings, and
emotions on a continuous basis (Greater Good Science Center, 2017). Mindfulness also
contributes to an acceptance of the self as it is, without attaching value judgments to our thoughts.
MBCT, a powerful therapeutic tool that can be successfully applied to depression, anxiety, bipolar
disorder, and more.(Positive Psychology Programme, 2009)

4.4 THE DESIGN OF INTERVENTION MODULE
The intervention aimed at treating the participants with mindfulness based cognitive behavior
therapy. The intervention was design to equip the participants with cognitive behavior therapy
techniques and mindfulness activities. Each session started with

discussion about the recap of previous session and the homework given to the participants.
Every session consumed one hour. The session was conducted three a week respectively.
Pre-test and post-test were taken from the participants. The rationale behind this module was
to help the participants with their level of self esteem and depression. Mindfulness based
cognitive behavior therapy improves life satisfaction, life orientation and family functioning of
adolescents. The participants are progressed to improve self esteem and reduce depression
through the application of mindfulness based cognitive behavior therapy. The sessions are
as follows.

4.5 INTERVENTION MODULE
Treatment Plan mentioned below as Goal & Activity.
Session : 1
Goal : Explaining Confidentiality
Duration : 1 Hour

Session : 2
Goal : Rapport building & Introduction
Activity : Welcome Activity, Rapport building "two head one tale game" & Introduction about
the sessions along with the instructions.
Duration : 1 Hour

Session : 3
Goal : Addressing Self-esteem
Activity : Palm the present "Mindfulness Activity", Introduction about the self esteem & Self
esteem Metaphor (Crashing rupees note activity)
Duration : 1 Hour

Session : 4
Goal : Knowing the problem of the participants
Activity : Mental imaginary, SWOT analysis & Discussion
Duration : 1 Hour

Session : 5
Goal : Introducing Mindfulness techniques to present in the movement
Activity : Objects in the environment, Teaching diaphragmatic breathing and outcome of it &
Introducing 'Signs' to be mindful.
Duration : 1 Hour

Session : 6
Goal : Bridging the last session & Introducing "Intention, attention, stance"
Activity : Mindful walking & discussion of the experiences, Explaining about intention, attention
and (push, pull, confusion) stance & Introducing C. O. A. L stanzas and clarifying doubts
Duration : 1 Hour

Session : 7
Goal : Bridging the last session & Introducing Cognitive Behavior Therapy
Activity : Explaining "How cognition influences on behavior", Fact 'or' opinion work sheet &
Discussion
Duration : 1 Hour

Session : 8
Goal : Bridging the last session & Teaching participants to keep thought record
Activity : Checking the current feeling of the participants, Brief-Driven formulation (worksheet)
& Successive approximation (teaching to break up large tasks into small steps to make it easier
to accomplish.

Session : 9
Goal : Bridging the last session & Teaching activities to cope with negative thoughts
Activity : Visualize the best part of your day (bringing to the mind all the positive things
experienced today), Diaphragmatic breathing & Writing self-statements to counteract
negative thoughts.
Duration : 1 Hour

Session : 10
Goal : Bridging the last session & Teaching mindfulness activities for to increase self
compassion
Activity : Mood check, Goblet & Loving kindness practice
Duration : 1 Hour

Session : 11
Goal : Bridging the last session & Teaching five skillful habits to cultivate for the body
Activity : Body scan, Explaining about B.E.S.T (body, emotion, sensation, thoughts)
Duration : 1 Hour

Session : 12
Goal : Final discussion
Activity : Receiving feedback of the participants, Ending the session with 'Good been activity
Duration : 1 Hour

4.5.1 SESSION: 1
Title: Explaining confidentiality
Time taken :1 hour
The session began with initiative to build the rapport with the participant to gain trust and to
introduce the objective o the study. Participants introduced themselves and the researcher
also introduced her name followed by the institution in which she is doing her post graduation
(This session was happened after the Phase I of the study. In which 30 participants were present).
Informed consent also mentioned in this session.

4.5.2 SESSION: 2
Title: Rapport building & Introduction
Time taken: 1 hour
The session began with the recap of previous session. Since, the participants are
adolescence, so the researcher felt that rapport has to be established more. As a welcoming of
participants, “Art therapy technique used”. In which the one person will do a action to welcome
others, hence that same action has to be depicted by the other 29 participants well as by the
researcher. For to make the participants involved In the session, One eyes breaking activity also
conducted. Namely “two head one tale” in which each participants has to present with three
statements about themselves among those 3 statements one statement expected to be fake
statement & that has to be found by the other participants. Rapport was established. And then.
Introductions about the session were given along with instructions. In which at what time participants has to assemble for session and place were mentioned clearly. Queries of the participants
were cleared. Nature of the study also explained to make the participants aware of the study.

4.5.3 SESSION: 3
Title: Addressing Self Esteem
Time taken: 1 hour
The session began with the recap of previous session. And then the session started with the mild

intervention to bring the awareness of the present movement by “palms the present movement”
and the experience of the participants were discussed. Next, the introduction of self esteem have
been introduced. Definition & impacts of self esteem has been discussed and clarified with doubt
o the participants. To make the participant aware of self esteem the “money crashing” activity has
been done to create a way to focus on ‘self worth’. No home work given to the participants.

4.5.4 SESSION: 4
Title: Knowing the problem of the participants
Time taken: 1 hour
The session began with the recap of previous session & discussion. In this to work
intensively with the participants SWOT analysis were done. Before that as a opening
activity, mental guided imaginary was given, in which the participants feel safe, calm &
secure. And then SWOT analysis administered with the clear instructions. In which the
participant’s strengths are appreciated. Weakness of the participants revealed the help
which the participants needed. Opportunities were pinpointed to show, there is a way to
grow. Threat has shown the areas in which the participants need help. Then the session
was ended with that discussion.

4.5.5 SESSION: 5
Title: Introducing Mindfulness techniques (o
Time taken: 1 hour
The session began with the recap of previous session. As a begging of this session after the
discussion part, mindfulness activity given. Namely, “Objects in the environment” in which the
participants asked to find out the thing which they have not addressed before in that intervention
room. Participants came up with various answers. Then, the aspects were slightly discussed.
The main aim of this session is teaching mindfulness teaching. And then “Diaphragmatic
Breathing” was introduced. In which the aspects of sympathetic nervous system, parasympathetic
nervous system & the positive outcomes of Diaphragmatic breathing was explained. And then

Diaphragmatic breathing was taught to the participants. Help given to participants who have
found difficult to breathe. This kind of breathing calms the selves as well as brings awareness
of the present movement. In end of the session Home work was discussed & given. In home work
part, participants have to keep a signs for to bring attention in the present movement. Examples
were given like “while seeing signals have to mindful to the present movement for some minutes.
Doubts of the participants were cleared regarding homework part.

4.5.6 SESSION: 6
Title: Introducing “Intention, Attention, Stance
Time taken: 1 hour
The session began with the recap of previous session. The main aim of this session is to
bridging the last session & introducing” intention, attention and stanzas”. In the beginning
participants are asked to Practice mindfulness walking in the intervention room. For to discuss
the experiences in the session. Participants are cooperative in this activity after finishing of 5-10
minutes walking they have seated in their places quietly. Some of the participants shared their
experiences in front of the group. After that activity, explanation given about the “intention,
attention and push, pull,confusion stanzas. After the explanation, participants were asked to tell
about the difficulties which they are facing while they planning to concentrate on something.
Many of the comments of participants suitable to the push, pull and confusion thought. To help
out the participants C. O. A. L stanzas has been introduced. In which each one of the appreciation
were explained. Like, C- Cool, O- Openness, A-Acceptances and L- Loving kindness. These
stanzas introduced & taught to the participants. Participants shared their feedback like it will be
useful to them. Homework was given to the participants to practice C. O. A. L stanzas with any one
of their present situation. Queries of the participants were cleared.

4.5.5 SESSION: 5
Title: Introducing Mindfulness techniques (o
Time taken: 1 hour
The session began with the recap of previous session. As a begging of this session after the
discussion part, mindfulness activity given. Namely, “Objects in the environment” in which the
participants asked to find out the thing which they have not addressed before in that intervention
room. Participants came up with various answers. Then, the aspects were slightly discussed. The
main aim of this session is teaching mindfulness teaching. And then “Diaphragmatic Breathing”
was introduced. In which the aspects of sympathetic nervous system, parasympathetic nervous
system & the positive outcomes of Diaphragmatic breathing was explained. And then Diaphragmatic breathing was taught to the participants. Help given to partici-pants who have found difficult
to breathe. This kind of breathing calms the selves as well as brings awareness of the present
movement. In end of the session Home work was discussed & given. In home work part, participants have to keep a signs for to bring attention in the present movement. Examples were given
like “while seeing signals have to mindful to the present movement for some minutes. Doubts
of the participants were cleared regarding homework part.

4.5.6 SESSION: 6
Title: Introducing “Intention, Attention, Stance
Time taken: 1 hour
The session began with the recap of previous session. The main aim of this session is to
bridging the last session & introducing” intention, attention and stanzas”. In the beginning
participants are asked to Practice mindfulness walking in the intervention room. For to discuss
the experiences in the session. Participants are cooperative in this activity after finishing of
5-10 minutes walking they have seated in their places quietly. Some of the participants shared
their experiences in front of the group. After that activity, explanation given about the “intention,
attention and push, pull,confusion stanzas. After the explanation, participants were asked to tell
about the difficulties which they are facing while they planning to concentrate on something.
Many of the comments of participants suitable to the push, pull and confusion thought. To help

4.5.7 SESSION: 7
Title: Introducing Cognitive Behavior Therapy
Time taken: 1 hour
The session began with the recap of previous session. In this session cognitive behavior
therapy were introduced. Diaphragmatic Breathing asked to do in the beginning of session.
Then question asked to the participants before giving explanation. Does your thinking pattern,
influence in your behavior? This question was asked to the participants. Most of the participants
said yes. Some of the participants said no. And then the actual explanation of “how cognition
influence on behavior” was given. Board was used to explain the mechanism. And then the
participants asked to fill the worksheet. Namely, “facts (or) opinion”. In which 10 questions were
stated & the participants asked to name those statements whether it is a fact or opinion. This work
sheet used in cognitive behavior therapy to addresses the distorted thoughts. And then based on
the responses of the participants discussing were done. Doubts of the participants were cleared
regarding the session. Diaphragmatic Breathing asked to do as homework in the evening.

4.5.8 SESSION: 8
Title: Teaching participants to keep thought record
Time taken: 1 hour
The session began with the recap of previous session. Main aim of this session is to teach
the participants to keep thought record. As a begging of the session, mood check was done. To
address the current mood state of the participants. After that “Brief driven formulation’ were
introduced to the participants. And those participants asked to fill a worksheet. Clarification was
done where the participants had question. As homework this workshop sheet asked to fill up by
the participants when they get anger/stressed. Then the “successive approximation” activity was
introduced. In which participants has to split the tasks into small tasks for to complete it in an
effective manner. After finishing each small task, participants asked to encourage themselves.
This appreciation would eventually help the participants to finish the task completely. Discussed
about the feedback and opinion of the participants.

4.5.9 SESSION: 9
Title: Teaching activities to cope with negative thoughts
Time taken: 1 hour
The session began with the recap of previous session. Main aim of this session was to
teach activities to cope with negative thoughts. As a begging of the session participants
asked to visualize the best part of the day. This activity done to bring the positive feelings.
Secondly diaphragmatic Breathing asked to done by the participants. And then, activity given
to the participants. First the participants have to write negative statements about themselves
and they are asked to write a complete opposite positive statement to that negative statement
as a activity. And then the experiences of the participants were discussed.

4.5.10 SESSION: 10
Title: Teaching mindfulness activities for to increase self compassion
Time taken: 1 hour
The session began with the recap of previous session. Main aim of this session was to teach
mindfulness activities to increase self compassion of the participants. In the beginning of the
session the current feeling of the participants were asked. And then "Goblet" activity introduced
to the participants. It is a mindful activity used to decrease the level of negative emotions at the
movement. Then the experiences of the participants were discussed. And then, to reach the
main aim of the session "Mindfulness activity of Loving Kindness" was introduced. And then
participants encouraged to do loving kindness activity. Experiences and Feedback of the
participants were discussed.

4.5.11 SESSION: 11
Title: Teaching five skillful habits to cultivate for the body
Time taken: 1 hour
The session began with the recap of previous session. As a beginning of the session body scan

was taught to the participants & asked to do in the intervention room. Then the experiences of the
participants were discussed. And then B. E. S. T practice was introduced. In that, Body, Emotion,
Sensation and Thought experiences has been focused. And then worksheet given to the participant.
In which the participants asked to fill the "five skillful habits" in order practice it in future to be
more compassionate with selves. Discussion was done about the session & queries of the
participants were cleared.

4.5.12 SESSION: 12
Title: Ending the sessions
Time taken: 1 hour
The session began with the recap of previous session. This session was the termination of
the intervention. Final discussion was made. In which about each session were discussed.
And doubts of the participants were cleared. And then feedback has been received from
each one of 30 participants. May of them stated that, this activity has been useful to them. And
then, feedbacks about the participants also given. Finally research encouraged the participants
to follow the things which has been taught in the session & thanked the participants for the
participation and cooperation. In the ending “Art therapy activity” used to end the session in
a creative way.

CHAPTER-V
RESULTS AND DISCUSSION

5.RESULTS AND DISCUSSION
This chapter represents the results and discussion involved in the current study. In this chapter
the comparison of the pre and post test and the discussion of those results along with the
acceptance and rejection of hypotheses are carried out. The results of the pre-test and post-test
are shown in the following table.

5.1 RESULTS
● The scores of level of self-esteem in pre-test and post-test with their difference of adolescence
who was participated in the study shown below.
Variable: Self-esteem
N:

30

Pre test:

396

Post test: 665
Mean:

8.9667

't' test:

10.843

● The scores of level depression in pre-test and post-test with their difference of adolescence
who was participated in the study shown below.
Variable: Depression
N:

30

Pre test:

674

Post test: 542
Mean:

4.3667

't' test:

6.468

Result show that the participants score of self esteem and depression pretest and post-test.
The cores has shown significant result according by the‘t’-value. Mindfulness based cognitive
behavior therapy has a great effect on low self esteem and depression. Cognitive therapy aims
to help clients grow and find relief from symptoms of mental illness through the modification
of dysfunctional thinking (Beck Institute,2016) .Mindfulness can be summed up as the practice
and state of being aware of our thoughts, feelings, and emotions on a continuous basis
(Greater Good Science Center,2017) . This implies that the result is consistent with the literature
reviewed. Hence, Hypothesis -1 Adolescence would have poor self esteem and depression

was proving by the expo facto research design. Hypothesis - 2 Mindfulness based Cognitive
Behavior Therapy would improve the level of Self esteem in adolescence was accepted. Hypothesis - 3 Mindfulness based Cognitive Behavior Therapy would reduce the level of depression
in adolescence was accepted.

5.2 DISCUSSION
There were 30 participants, from which 24 has scored between 08-15, which is interpreted
as low self-esteem. People with low self-esteem, they feel low themselves to be inferior
compared to others (LaPour, 2014). And 6 have scored between 15-25, which is interpreted
as normal range of self-esteem. Based on Beck’s Depression Inventory, 17 Participants have
scored between 20-30, which is interpreted as moderate depression. 7 participants have scored
between 17-20 which is interpreted as borderline clinical depression. 4 participants have scored
between 11-16, which is interpreted as mild mood disturbance. These 4 participants have low
self-esteem features based on the Rosenberg Self-Esteem scale, based on that they have been
chosen for the intervention. Depression causes feelings of sadness and/or loss of interest in
activities. It can lead to a variety of emotional and physical problem (APA, 2013). The participants
have been interviewed before starting the intervention, which they have mentioned about their
physical unhealthiness. Because of that they could not perform well in the academics. This
physical illness may be caused by depression. Based on the above study, it has been proved.
MBCT. Initially, the participants were curious about to know about themselves about themselves
because the intern introduced herself as a psychologist. In the first session rapport was
established. And the participants started to have a good relationship with the intern. Based on
the nature of participant’s interest, intervention has been formulated. Some of the participants
get bored with mindfulness activity. But they have enjoyed doing worksheet & other activities.
Many of the participants were cooperative in the intervention. Each ending of the sessions,
discussion was taking place. In which participants had time to clarify their doubts & sharing their
experiences. That made them feels to free in the sessions. Initially, it was difficult to do the

homework regularly. Because, some of the participants are working as a part time worker in the
evening & also they had their academic work in the evening. But the participants did all the
exercises with interest. In the final session, Participants gave feedback like; they have been
active all the days of the intervention. And the intervention helps them to live with their problem
but with a positive attitude. Some of them asked to continue the sessions. Hence, the post-test
also shown the improvement in self-esteem and reduction in depression. Participants has been
asked to do those activities, which has been taught during session whenever they find time /
when they feel low and stressed.
Some of the participants have issue with their relationship with parents. Like, broken family
recordd, brining up by the single parent & divorced parents. Not, only with parents, but also
they have issue with their peers; Like, peer pressure. Relationships with parents and relationships with peers nrc two Important sources of social support that contribute to Adolescents
self-esteem (Harter, 199O). The above statement has been proved by this study.
The results shows that there is a change in the level of self esteem and depression when
comparing the pre-test and post-test values and in addition to that visual analysis also
showed the changes in the sample population. Therefore the hypotheses accepted. But, the
sample of Adolescents does not extend the study to the overall population.

CHAPTER VI
SUMMARY & CONCLUSION

6.1 SUMMARY
The main aim of the study is to find the effect of mindfulness based cognitive behavior
therapy on the level of self esteem and depression. The main objective of this study was finding
the level of self esteem of adolescence, to find the level of depression of adolescence, Creating
an module based on Mindfulness based Cognitive Behavioral Therapy and finding the effect
of Mindfulness Based Cognitive Behavioral Therapy on self esteem and depression.

Problem questions were, Whether School going adolescence has poor self esteem and
depression? and Whether Mindfulness based Cognitive Behavioral therapy has an effect on
the level of self esteem and depression on Adolescence?

Based on the studies has reviewed, upcoming three Hypotheses were formulated. Hypothesis-l
Adolescence would have poor self esteem and depression. Hypothesis-2 Mindfulness Based
Cognitive Behavior Therapy would improve the level of Self esteem in adolescence. Hypothesis-3
Mindfulness based Cognitive Behavior Therapy would reduce the level of depression in adolescence.

Variables are self esteem & depression (dependent variable) and Mindfulness based cognitive
behavior therapy (independent variable). People with low self-esteem, they feel low themselves
to be inferior compared to others (LaPour, 2014). Depression causes feelings of sadness and \or
a loss of interest in activities once enjoyed. It can lead to a variety of emotional and physical
problem (APA, 2013). Mindfulness Based Cognitive Therapy (MBCT) is a type of therapy born
from the union of cognitive therapy and meditative principles. Cognitive therapy aims to help
clients grow and find relief from symptoms of mental illness through the modification of
dysfunctional thinking (Beck Institute, 2016).

Research design was conducted in two phases. Phase-I Expo-Facto research design (was used
to conduct a survey to find the level of depression and anxiety among adolescence). Phase-II
Quassi experimental research design (was used to find out the effect of MBCBT on self esteem
and depression of adolescence). In this study Purposive sampling design was used to select
the participants based on inclusion and exclusion criteria.

Comparing the results with t-test value there is a significant difference. The results have show
that there is a Change in the level of depression and self esteem when comparing the pre and
the post test values and in addition to that the visual analysis also showed the changes in the
sample population. Therefore hypotheses are accepted.

6.2 LIMIATIONS
• The session was limited since lack of time.
• The sample of adolescence does not extend to the overall population.
• There is no control over the extraneous variable of the participants.
• Not all the participants are ready to do homework (because lack of time).

6.3 IMPLICATTONS
The researcher has used Mindfulness based Therapy in this study. The researcher has
intended to work on self esteem, which is a component of Personality development &
Depression is one of the most common reasons adolescents seek treatment (Spirito).
From this study, Cognitive based therapy was implied in the research on the participants
to work on level of depression.

6.4 FUTURE SUGGESTIONS
Counseling can be integrated along with the intervention. Many of the participants have
personal issues; some the common issues have been addressed in the Mindfulness Based
Cognitive Behavior Therapy. But personal issues have not been focused individually. So,
integration of personal counseling might help the participants and also the future results
would be highly effective.

6.5 CONCLUSION
● The Mindfulness Based Cognitive Therapy has increased the level of Self-Esteem of Adolescence.
● The Mindfulness Based Cognitive Therapy has reduced the level of Depression of Adolescence.
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