
Cognitive behavioural therapies - studies in previous guideline 
 
Characteristics of included studies 
Study      Methods Participants Interventions Outcomes Notes
Beach1992 
(US) 

Allocation: random (no details).
Duration: 15 weeks; 15-20 
sessions 

Couples with marital difficulties 
recruited via press 
advertisements 
N = 45 couples  
Diagnosis: women only - DSM-
III for major depression or 
dysthymia 

1. Cognitive therapy (CT) for female 
partner - following Beck et al (1979) 
2. Behavioural marital therapy  
(BMT)  
3. Waiting list - treatment on demand 
(3 hours' crisis intervention if 
required) - no couples requested this 

BDI mean endpoint 
scores 

CT and BMT - four therapists - 
were doctoral level 
psychologists and 2 advanced 
graduate students in clinical 
psychology. All had at least 4 
years' full-time graduate 
training in clinical psychology. 
Also had 30 hours in each of 
the 2 treatments by nationally 
recognised experts before start 
of study.  In Gloaguen. 

Beutler1991 
(US) 

Allocation: random (no details).
Duration: 20 weeks; 3-month 
follow-up 

Outpatients, moderately 
depressed, recruited via press, 
word of mouth and professional 
recommendation. N=71, mean 
age = 46.76 years. Diagnosis: 
DSM-III depression 

1. Group CBT - following Yost et al 
(1986) and Beck et al (1979) 
2. Focused expressive psychotherapy 
- a Gestalt-based group 
psychotherapy supplemented by 
homework assignments 
3. Supportive self-directed therapy - 
weekly telephone contacts of 30 
minutes each and reading prescribed 
books (data not extracted) 
Group size - 5 - 10 members 

1. BDI mean endpoint 
scores 
2. HRSD mean 
endpoint scores 
3. HRSD mean scores 
at 3-month follow-up 
4. BDI mean scores at   
3-month follow-up 

Therapists were 4 experienced 
psychologists trained in CT  
and focused expressive 
psychotherapy. Five advanced 
graduate students conducted 
supportive self-directed 
therapy. 
In Gloaguen. 

Blackburn 
1981 (UK) 

Allocation: random (no details).
Duration: 20 weeks CT - twice a
week for 3 weeks, then once a 
week. Follow-up study  
(Blackburn 1986) 
Duration: 24 months - 6-month 
continuation treatment (6-
weekly appointments), 18 
months' naturalistic follow-up 

Hospital outpatients (n=49) and 
GP patients (n=39). Diagnosis: 
RDC for major depression, BDI 
>= 14. Follow-up: responders 
(50% increase in BDI scores) to 
Blackburn 1981. N = 41, 32 
female, mean age 39.2 (+-12.2) to 
47.9 (+-10.0) (reported by group) 

1. CT - following Beck et al (1979) 
2. ADs (mixed: GPs and psychiatrists
discussed range of ADs and dosages 
to be offered) 
3. 1 + 2  
Follow-up: 
1. CT - 'booster' sessions every 6 
weeks 
2. AD -maintained on same drug as 
in original study 
3. 1 and 2 

1. Leaving the study 
early 
2. Non-responders 
(<50% decrease in BDI)
3. Relapse (BDI > 9 and 
HRSD > 8) at 6, 12, 18 
and 24 months  
4. HRSD mean scores 
after 6 months’ 
maintenance 
5. BDI mean scores 
after 6 months’ 
maintenance 

CT therapists - 2 of the authors 
AD - GPs and psychiatrists. 
In Gloaguen. 
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Blackburn 
1997 (UK) 

Allocation: random (according 
to stratified model 
(endogenous/non-endogenous,
gender, age, number of 
episodes, severity). Evaluators 
blind to treatment allocation. 
Duration: 16 week acute phase, 
24 month continuation phase. 
CT - once per week during 
acute phase, maintenance 
phase - 3 times in first month, 
twice in second, monthly 
thereafter. AD - seen as 
outpatients roughly every 3 
weeks for 30 minutes. 

Outpatient referrals to 
consultants and from 2 general 
practices. N = 75*, 48 women, 
mean age between 37.8-40.1 
(reported by treatment group)  
 
 
Diagnosis: RDC primary major 
unipolar depression, HRSD >= 
16, current episode was at least 
2nd major episode 
 
*Total number in study, but only 
2 of 3 treatment groups 
used (n=53). 

Acute phase and maintenance phase 
treatments: 
1. AD to AD - consultant or GP free 
to prescribe any AD provided 
equivalent to 100mg daily of 
amitriptyline for TCAs, 45 mg daily 
of phenelzine for MAOIs, or 20 mg 
daily of fluoxetine for SSRIs. During 
maintenance phase, had to be at least 
at recognised maintenance dose 
2. CT to CT - no details  
3. AD to CT - as above, but not clear 
if started CT at 'maintenance dose' 
(data not extracted for this 
comparison) 

1. BDI mean endpoint 
scores 
2. HRSD mean 
endpoint scores 
3. Non-remitters 
(HRSD -17>6 or HRSD 
-24 >8 at endpoint) 
4. Leaving the study 
early 
5. HRSD mean scores at
12 and 24 month 
follow-up 
6. BDI mean scores at 
12 and 24 month 
follow-up 

Authors acted as CT therapists 
and had been 'extensively 
trained' 

Bright1999 
(US) 

Allocation: random (blocked 
for gender and BDI, and then 
randomly assigned). Duration: 
10 weeks, weekly 90-minute 
sessions 

Outpatients recruited via the 
press 
N = 98, 70 female, mean age 45.8. 
Diagnosis: DSM-IIIR for major 
depression, dysthymia or 
depression not otherwise 
specified, HSRD>=10 

1. Group CBT following Burns (1989) 
2. Mutual support group therapy - 
focused on goals, like interpersonal 
insight, acquisition of disclosure 
skills, sharing of advice and feedback
Group size - 7 members 

1. BDI mean endpoint 
scores 
2. HSRD mean 
endpoint scores 
3. Leaving the study 
early 
4. BDI > 9 
5. HRSD > 11 

Therapists were 8 
professionals and 6 
paraprofessionals (data not 
extracted for 
paraprofessionals) 

Covi1987 
(US) 

Allocation: random (no details) 
Duration: 14 weeks, 15 2-hour 
group sessions 

Responders to press ads. N = 70  
+90 dropouts, 42 (out of 70) 
female, mean age (of 70 subjects) 
43.8 
Diagnosis: RDC diagnosis of 
major depression of at least 1-
month duration, BDI >= 20, 
HRSD >= 14. 

1. Group CBT: followed Beck et al 
(1979) and Covi et al (1982). Prior to 
group, 2 1-hour individual CBT 
sessions were conducted and a third 
after first two group sessions. At end 
of 14 weeks, non-improved patients 
received 4 additional individual CBT 
sessions 
2. Group CBT + imipramine 
3. Traditional group psychotherapy: 
Based on interpersonal 
psychodynamic theories 
Group size: 6-8 members 

1. BDI > 9 
2. Leaving the study 
early 

Therapists were a psychiatrist 
and psychologist who had 
received 2 years training in 
CBT. Each therapist served as 
either main or co- therapist 

Elkin1989 
(US) 

Allocation: random (no details) 
Duration: 16 weeks - CBT 12 
sessions in 1st 8 weeks, then 8 

Outpatients. N = 239, age 21-60 
years. Diagnosis: RDC criteria for 
definite major depression, 

1. CBT - following Beck et al (1979) 
2. IPT - aims to help patients achieve 
a better understanding of their 

1. BDI mean endpoint 
scores 
2. HRSD mean 

Therapists were different 
group of experienced 
therapists for each condition, 
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sessions once a week (20 
sessions in total), IPT - 16 
weekly sessions with optional 4 
additional sessions at therapist 
discretion (all psychotherapy 
sessions 50 minutes); 
imipramine-CM and P-CM 
groups 16 weekly sessions with 
one or two additional tapering-
off sessions, initial pharmaco-
therapy session 45-60 minutes, 
remaining sessions 20-30 mins. 

HRSD >= 14 Early onset group 
defined as an episode of major 
depression beginning before age 
21 and lasting > 2 years. 

interpersonal problems and to 
improve social functioning. 
3. Imipramine-CM - flexible dosage 
schedule with general goal of 
achieving 200mg/day by 3rd week, 
may be increased to 300mg/day. 
Administered within context of 
clinical management sessions, to 
provide supportive atmosphere and 
for psychiatrist to assess clinical 
status 
4. P-CM - as 3 but with pill placebo 

endpoint scores 
.3 Leaving the study 
early 
4. Non-remitters 
(HRSD -17>6 at 
endpoint) 
5. BDI > 9 at endpoint 

except for CM groups which 
were carried out double blind 
by same therapists. 
28 therapists (10 psychologists, 
18 psychiatrists) all trained in 
pilot stage of project 

Fava1994 
(Italy) 

Allocation: random (no details) 
Duration: 10 40-minute sessions
every other week, plus follow-
up at 2, 4 and 6 years 

Outpatients. N = 43, 26 female, 
mean age 43.7. Diagnosis: 
residual symptoms following 
major depression according to 
RDC with no evidence of 
depressed mood after successful 
treatment of between 3 and 5 
months on ADs 

1. CT - following Beck et al (1979) 
2. Clinical management - monitoring 
medication tapering, reviewing 
clinical status, providing support 
and advice 

1. Relapse rates at 
follow-up 

Same psychiatrist who was 
also experienced therapist saw 
all patients. Integrity of 
treatment checked by random 
audio taping of 4 sessions in 
each group. Relapse = 
occurrence of RCD-defined 
episode of major depression 

Freeman
2002 (UK) 

Allocation: random (no details) 
Duration: 16 sessions 

Primary care. Diagnosis: major 
depression or depression with 
comorbid anxiety. N =100, mean 
age 36 (+-11.2), 79 women 

1. IPT (no details) 
2. CBT (no details) 
3. TAU (no details)  
(1 vs 2 extracted for this review; 1 vs 
3 in IPT review) 

1. HRSD mean scores at
endpoint and 5-month 
follow-up 
2. BDI mean scores at 
endpoint and 5-month 
follow-up 
3. Leaving the study 
early 
 

19 therapists (12 CBT and 7 
IPT - none did both), 4 clinical 
psychologists, 5 research 
psychologists, 3 psychiatrists, 
2 nurse therapists, 1 OT, 4 
CPNs. Data sub-set of larger 
study including wider range of
depressive and anxiety 
disorders. 

Gallagher 
1982 (US) 

Allocation: random (no details, 
but stratified by age and 
severity of current episode) 
Duration: 12 weeks, 16 sessions 
in all. 

Outpatients, referred from 
regional health centres and 
private physicians, or self-
referred. N = 30 + replacements 
for dropouts (see Outcomes) 23 
female, mean age reported by 
group: CT 68.3 (+-7.7), BT 66 (+-
5.7), Brief Relational 69 (+-4.8) 
Diagnosis: RDC diagnosis of 
current definite episode or non-

1. CT - following Beck et al (1979) 
2. BT - following Lewinsohn 
3. Brief relational/insight 
psychotherapy (data not extracted) 

1. Leaving the study 
early 

4 therapists used in CT and 
brief relational and 5 in BT. 
Most advanced PhD 
candidates in clinical 
psychology or post-doctoral 
clinical fellows 
All had training for therapy 
which they administered and 
were supervised by experts. 
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psychotic major depression, BDI 
> 17 and HRSD > 14 

Gallagher-
Th94 (US) 

Allocation: random (no details) 
Duration: 16-20 sessions, twice 
a week for first 4 weeks, then 
once  week for remainder of 
therapy (c20 weeks) 

Outpatients - caregivers 
recruited through referrals from 
healthcare professionals 
approached by letter. N = 66, 61 
female, mean age 62 (+-9.7) 
Diagnosis: RDC definite or 
probable major depression 
(n=45), RDC minor depression 
(n=20) or intermittent depressive 
disorder (n=1) (mean baseline 
BDI 19.2) Cared for elderly 
relatives. 

1. CT following Beck et al (1979) and 
Lewinsohn et al (1985) 
2. Brief psychodynamic therapy 
(Mann, 1973) 

1. Still meeting RDC 
criteria for 
major/minor/intermi-
ttent depression) at 
endpoint and 3-month
follow-up 
2. Leaving the study 
early  

13 therapists, each saw at least 
one client. Four were skilled in 
both therapies, so treated 
clients in both conditions. 
2 had terminal master's 
degrees in social work, rest 
were PhD-level psychologists. 
All had at least 1 year of 
supervised experience doing 
psychotherapy with depressed 
elderly people. 

Hautzinger  
(in-pats) 

See Hautzinger 1996 This is data from inpatients - data for both groups not reported together 

Hautzinger 
1996 (Ge) 

Allocation: random (no 
details, but done 
independently of 
researchers). Duration: 8 
weeks + 1-year follow-up 
CBT - 24 sessions, 50-60 
minutes long. AD - Clinical 
management for 20 
minutes a week  

Inpatients (in a psychiatric 
clinic) and outpatients. N = 
191, 120 women, mean age 
38.8 (+-9.9). Diagnosis: 
ICD9/DSM-III-R for major 
depression HRSD >= 20 BDI 
>= 20. 80.4% had major 
depression (DSM-III-R), 
19.6% dysthymia 

1. CBT - following Lewinsohn (1974) and 
Beck (1974) 
2. Amitriptyline - Week 1: 50-100mg/day 
Weeks 2-7: 150mg/day 
Week 8: stopped or continued depending on
patient status 
+ clinical management 
3. 1 and 2 (without clinical management) 

1. BDI mean endpoint 
scores 
2. HRSD mean 
endpoint scores 
3. Leaving the study 
early 
4. HRSD mean scores at 
12-month follow-up 
5. BDI mean scores at 
12-month follow-up 

Clinical psychologists and 
psychiatrists with at least 1
year clinical psychiatric 
experience 

Jarrett1999 
(US) 

Allocation: random, blind 
to research personnel, 
supervised by statistician, 
stratified by length of 
current episode and 
marital status. Acute phase 
+ continuation phase.  
Acute phase: duration: 10 
weeks. CT = 20 sessions 
twice weekly 
Pharmacological 
treatments: 11 sessions 
over 10 weeks 

Outpatients, recruited 
through media, printed 
announcements, self or 
practitioner referrals. Acute 
phase:  N = 108, 73 women, 
mean age 39.6.  Diagnosis: 
DSM-III-R for major 
depression, HRSD >= 14, 
definite atypical depression 
Continuation phase: 
responders only, defined as 
HRSD < = 9, not meeting 
DSM-II-R for MDD at post-

Acute phase: 
1. CT following Beck et al (1979)  
2. CM* + phenelzine - gradually increased 
over 10 weeks to 0.85mg/kg or 1mg/kg in 
patients not responding to lower dose. 
3. CM* + placebo  
* 2 and 3 - used treatment manual modelled 
on NIMH Treatment of Depression 
Collaborative Research Program - sessions 
involved adjusting medication, recording 
symptoms, side effects, weight, blood 
pressure. Not clear if included same support 
element as in Elkin1989. When symptom 

1. BDI mean endpoint 
scores 
2. HRSD-21 mean 
endpoint scores 
3. Leaving the study 
early 
4. Relapse at endpoint, 
12-month and 24- 
month follow-up 

Therapists - 2 were doctoral-
level clinical psychologists, 1 
was a psychiatrist. Offsite 
consultant used Cognitive 
Therapy Scale to evaluate 
competence and provide 
feedback. 
Therapists participated in 
weekly group supervision. 

39



Continuation phase: 8 
months more treatment 
plus 16-month follow-up. 
CT - 10 sessions over 8 
months. Pharmacotherapy: 
10 sessions over 8 months 
WLC - 10 sessions with 
evaluator over 8 months 

acute phase blind evaluation, 
completed acute phase 
treatment. N = 31, 26 female, 
mean age 41.2 (+-10.5) 

reduction and monoamine oxidase 
inhibition of 80% or more were achieved, 
patient continued to receive that dose. 
Compliance assessed by pill counts and 
patient diaries.  
Continuation phase:  
1. Acute phase CT + continuation CT 
2. Acute phase CT + no continuation 
treatment 
3. Acute phase phenelzine + continuation 
phenelzine (maintained on acute phase 
dose)  
4. Acute phase phenelzine + no continuation 
treatment  
5. Acute phase placebo + continuation 
placebo 
6. Acute phase placebo + no continuation 
treatment 

Jarrett2001 
(US)  

Allocation: random, using 
statistical software, double 
blind. Duration: 20 
sessions over 12-14 weeks 

Outpatients recruited 
through media, 
announcements and referrals.
N=84, 61 female, mean age 
42.74 (+-1.14). Diagnosis: 
responders (no MDD, HRSD 
<= 9) to acute phase where 
were diagnosed according to
DSM-IV. 

1. CBT - following Jarrett unpublished 
manual designed to teach responders to 
prevent relapse 
2. Evaluation only 

1. Leaving the study 
early 

5 experienced therapists 
provided CBT. Each had at 
least 1 year of training. 
Competence evaluated by off-
site consultant. Therapists 
received weekly supervision. 

Keller2000 
(US) 

Allocation: random, 
central computerised 
randomisation schedule. 
Assessors blind to 
treatment group. Duration:
12 weeks. Therapy group - 
twice-weekly sessions in 
weeks 1 to 4 (could be 
extended to week 8 if 
necessary), weekly weeks 
5 to 12.  AD group - 15-20 
minutes per visit. 
Psychopharmacologists 

Outpatients recruited from 12
academic centres. N = 681, 
65.3% female, mean age 43 
(+-10.7) Diagnosis: DSM-IV 
for chronic major depressive 
disorder, current major 
depressive disorder 
superimposed on pre-
existing dysthymic disorder, 
recurrent major depressive 
disorder with incomplete 
remission between episodes 
in a patient with a current 

1. Cognitive behavioural-analysis system of 
psychotherapy (draws on behavioural, 
cognitive, and interpersonal techniques of 
other therapies. Teaches patient to focus on 
consequences of behaviour and to use social 
problem-solving algorithm to address 
interpersonal difficulties. Differs from CBT 
by focusing primarily on interpersonal 
interactions.) 
2. Nefazodone + CM (following NIMH 
manual) - initially 200mg/day, then 300 
mg/day in 2nd week. Increased weekly in 
increments of 100mg/day to maximum of 

1. Non-remitters (HRSD
-17>6 or HRSD -24 >8) 
2. Leaving the study 
early 
3. HRSD-24 mean 
endpoint scores 

Psychotherapists: minimum 2
years' experience after MD or
PhD or minimum 5 years' exp- 
erience after MSW. Also atten- 
ded 2-day training workshop, 
with competence being evalua- 
ted during pilot cases. Dropout
and remission data extrac- 
ted on full ITT basis. HRSD
at end of treatment reported
as 'modified ITT' - i.e. 
only those who received at 
least one treatment session. 
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not allowed to make 
formal psychotherapeutic 
interventions 
HRSD >=20 

major depressive disorder. 
HRSD-24 >=20. 

600mg/day. To remain in study patients 
had to be on at least 300mg/day by week 3.  
3 1 and 2 

Klein1984 
(US) 

Allocation: random (no 
details). Duration: 12, 2- 
hour, weekly sessions 

Recruited via local 
newspaper. Diagnosis: Met 
RDC criteria for major or 
minor depression, not 
receiving any other treatment 
for depression, not 
displaying psychotic or 
bipolar disorder or imminent 
suicide risk. N = 74, 53 
female, mean age 30 

1. Group therapy (CBT/IPT) 
2. Group meditation-relaxation therapy 
3. Running therapy (not extracted) 

1. Leaving the study 
early 

Dropout rates were the only 
extractable data. 4 therapists - 
all conducted running therapy, 
2 conducted meditation 
therapy as well, 1 of those and 
1 other conducted group CT. 
All were mental health 
professionals. 

Miller1989 
(US) 

Allocation: random (no 
details). Duration: 3 weeks 
in hospital + 20 weeks 
post-hospital. Standard 
treatment:  20-minutes 
once per day in hospital, 6-
8 times during outpatient 
period. Cognitive therapy: 
50 minutes once per day in 
hospital (from 3rd week), 
once per week as 
outpatient. Therapists 
could increase frequency if 
required. Social skills 
training: 50 minutes once 
per day in hospital (from 
3rd week), once per week 
as outpatient. Therapists 
could increase frequency if 
required. 

Inpatients - recent 
admissions to private 
psychiatric hospital in US. N 
= 46, 34 female, age 18-65, 30 
married. Diagnosis: Major 
depression according to 
Diagnostic Interview 
Schedule BDI > 17 
HRSD > 17 History of 
depression - mean no. of 
previous episodes 6.7; 44% 
also had dysthymia  

1. Standard treatment: usual hospital milieu, 
medication (amitriptyline or desipramine) + 
other medication as considered appropriate, 
and management sessions with psychiatrist  
2. Cognitive therapy: standard treatment (as 
above) + CT as per Beck et al manual (1976) 
3. Social skills training: based on Bellack et al 
(1981) and Monti et al (1982) (data not 
extracted) 

1. BDI mean endpoint 
scores 
2. HRSD mean 
endpoint scores 
3. Leaving the study 
early 
4. BDI > 9 at endpoint 
5. Non-remitters (HRSD
-17>6 or HRSD -24 >8) 
6.HRSD > 6 at endpoint

Pharmacotherapy and 
maintenance conducted by 7 
board-certified psychiatrists 
Cognitive therapy conducted 
by a PhD clinical psychologist 
with 6 years' experience of CT 
with depressed patients. Social 
skills training administered by 
post-internship clinical 
psychology PhD candidate 
with 12 years' experience, 
supervised by PhD clinical 
psychologist with 10 years' 
experience. 

Miranda 
2003 (US) 

Allocation: random 
(computer generated); 
assessors blind to 
allocation. Duration: 6 
months. CT = 8 sessions 

Women screened in Women, 
Infants and Children food su- 
bsidy programmes targeting 
low-income pregnant and 
post-partum women or Title 

1. CBT (8 weekly sessions + 8 more if 
needed, n=15) - manual-guided treatment 
adapted from 12-session patient and 
therapist manuals developed for low-
income English and Spanish speaking 

1. Mean HRSD 
endpoint scores 
2. Non-remitters 
(HRSD> 7) 

Medication - treated by 
primary care nurse 
practitioners supervised by a 
board-certified psychiatrist; 
weekly telephone calls to assess
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(+8 more if needed) X family planning clinics for 
young and low-income 
women; all from 3 cultural 
groups (Black women born in 
US n=117, Latinas born in 
Latin America n=134 and 
white women born in US 
n=16. 
N = 267, all female, mean age 
29.3 (+-7.9). Diagnosis: Major 
depressive disorder 
(diagnosed by telephone 
interview) 

medication patients. Shortened to 8 sessions 
by including more topics per session and 
modified to be more sensitive to the issues 
of young women and those with histories of 
interpersonal trauma. Therapists also 
trained in PTSD and trauma. 
2. Medication - paroxetine 10mg-50mg 
(mean 30 mg) (n=18 switched to bupropion 
because of side effects) for 6 months 
3. Referral to community care - education 
about mental health treatments available in 
the community and about depression. 
Clinician offered to make an appointment 
for the women at the end of the clinical 
interview. Referred patients were contacted 
to encourage them to attend the intake 
appointment for care. 
All participants assigned to CBT or 
antidepressants invited to up to 4 education 
meetings with clinician overseeing their 
treatment.  

adverse effects, adherence and 
treatment effects. CBT - treated 
by experienced psycho- 
therapists supervised by 
licensed clinical psychologist 
with CBT expertise. Bilingual 
providers treated Spanish-
speaking women and all 
written material was available 
in Spanish. 

Murphy 
1984 (US) 

Allocation: random 
(according to pre-arranged 
system based on their 
unique and permanent 
clinic registration 
number). Only principal 
investigator knew 
assignment, and had no 
contact with patients 
except to draw occasional 
blood sample. Duration: 12
weeks, plus 1-month 
follow-up. CT - 50-minute 
sessions, twice weekly for 
first 8 weeks, then weekly 
for final 4 weeks. 1-, 6- and 
12-month follow-up. 

Outpatients N = 87 (1 
treatment group not 
extracted, therefore n=70). 
Characteristics available for 
completers only - 52 female, 
mean age 33.8 (10.4) 
Diagnosis: primary, unipolar 
affective disorder (DSM-III), 
BDI >= 20, HRSD >=14 

1. CT - following Beck et al (1979) 
2.Nortriptyline hydrochloride (equivalent to 
25 mg nortriptyline base) 
3. CT + placebo (not extracted)  
4. CT and TCA 

1. BDI mean endpoint 
scores 
2. HRSD mean 
endpoint scores 
3. Relapse at 6 and 12 
months 
4. Leaving the study 
early 
5.Non-remitters (HRSD
-17>6 or HRSD -24 >8) 
6. BDI > 9 at endpoint 
and 12 months 
7. HRSD mean scores at 
1 month follow up 
8. BDI mean scores at 1 
month follow up 
9.HRSD > 6 at endpoint

Therapists were 3 psychologists
and 9 psychiatrists 
Pharmacotherapy administered 
by the psychiatrists. 
Psychiatrists training ranged 
from 2nd year residency to post
residency. Psychologists had 
completed doctoral 
requirements except for 
dissertation. Therapists 
received pre-study training. 

Murphy 
1995 (US) 

Allocation: random using 
table of random numbers, 

Outpatients recruited via the 
press N= 37 (1 treatment 

1. CBT - following Beck et al (1979) 
2. Relaxation training (not extracted) 

1. BDI > 9 at endpoint CBT therapists - 3 
psychologists with at least 3 
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concealed from patient 
until after randomisation 
Duration: 16 weeks. 
Therapy sessions: 50 
minutes, 1 or 2 times a 
week for first 4 weeks, 
then once per week, to 
max of 20. AD group - 20 
minutes weekly for 4 
weeks, then weekly or bi-
weekly as appropriate. 

group not extracted, 
therefore, n=23), 26 female, 
mean age 39.4 (+-10.9) 
Diagnosis: DSM-III-R for 
unipolar affective disorder, 
depressed, BDI >= 14, HRSD 
> = 10 

3 Desipramine - 150-300 mg daily years' supervised clinical 
experience, given pre-treatment
supervision and training, 
consisting of weekly 
supervision over period of 
several months Relaxation 
therapists: 3 psychologists and 
social worker 
ADs administered by 
psychiatrist 

Paykel1999 
(UK) 

Allocation: random, 
consecutively numbered 
sealed envelopes prepared 
by statistician and 
stratified by centre, 
previous major depressive 
episodes (>=2 or <2), 
length of present illness 
(>=1 year and < 1 year), 
and severity of depression  
Duration: 16 sessions over 
20 weeks, booster sessions 
6 and 13 weeks into 1-year 
follow-up. Drug 
continuation and clinical 
management continued for
follow-up year 

Psychiatric outpatients with 
residual symptoms; N=158, 
78 female, mean age 43.2(+-
11.2) control group, 43.5(+-
9.8) CT group. Diagnosis: 
DSM-III-R for major 
depression within last 18 
months with residual 
symptoms for at least 8 
weeks at randomisation 
(HRSD >= 8, BDI >=9), and 
had to have been taking ADs 
for at least previous 8 weeks, 
with 4 weeks at equivalent to 
125mg amitriptyline. 
Excluded if had CT of > 5 
sessions previously. 

1. Drug continuation and clinical 
management: 30-minute session every 4 
weeks with study psychiatrist for 20 weeks, 
then every 8 weeks. AD dosage allowed to 
increase by 30% 
2. Drug continuation and clinical 
management + CT: as above, plus 16 CT 
sessions over 20 weeks, plus 2 booster 
sessions at approximately week 26 and 32. 
Based on Beck et al (1979) with a manual 

1. BDI mean endpoint 
scores 
2. HRSD mean 
endpoint scores 
3. Leaving the study 
early 
4. Relapse at endpoint 
5. Relapse at follow-up 
6. HRSD mean scores at 
follow-up 
7. BDI mean scores at 
follow-up 

CT therapist trained and 
experienced in CT, regular joint 
supervision during study by 
principal author, plus 
independent rating of 
audiotapes. 

Rosner1999 
(Ge) 

Allocation: random (no 
details). Duration: 20 
weeks, 1 session per week. 

Outpatients n = 76 (1 
treatment group not 
extracted, therefore n=43) 
Diagnosis: DMS-III for major 
depression HRSD >= 16 

1. CBT - following Beck et al (1979) 
2. Gestalt therapy 
3. Bibliotherapy (data not extracted) 

1. BDI mean endpoint 
scores 

Psychologists or psychiatrists 
with 10 years' experience. 

Scott1992 
(UK) 

Allocation: random using 
pre-prepared sealed 
envelopes 
Duration: 16 weeks; CBT 
50-minute sessions, 
weekly at start and then 

Outpatients referred by 63 
GPs in Edinburgh; N = 121 
(data for 2 treatment groups 
not used, therefore n=61), 91 
women, mean age between 
28.8 (+-8.1) and 36.2 (+-14.2) 

1. Usual GP care (19/29 included ADs, but 
only 14 at dose equivalent to therapeutic 
dose of amitriptyline) 
2. Amitriptyline prescribed by research 
psychiatrist - 50-75mg daily, gradually 
increasing to 150mg daily. Patients seen 

1. HRSD mean 
endpoint scores 
2. Leaving the study 
early 

CBT therapists - research 
clinical psychologists, trained 
in Beck et al (1979) techniques. 
Social work - 2 qualified social 
workers, with experience of 
medical and psychiatric 
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variable intervals (reported by treatment 
group). Diagnosis: DSM-III 
for major depressive episode 

weekly for 2 weeks, then 
fortnightly/monthly as required. 
3. CBT - based on Beck et al 
4. Social work - detailed social assessment 
leading to construction of a problem list and 
thereafter an intervention programme. 
Initial sessions weekly but thereafter 
sessions were flexible. Strategies included 
support by encouragement and listening, 
help to understand feelings, practical 
advice, rehearsing events, support by the 
exercise of authority, advocacy on patient's 
behalf, arranging social support or holidays, 
marital/family meetings if appropriate. 

hospital patients. Assessments 
by independent trained raters 
who were initially blind to 
treatment group, but likely that 
patients made them aware of 
allocation at later meetings. 

Scott1997 
(UK) 

Allocation: random (no 
details). Duration: 6 weeks, 
30-minute weekly 
sessions. 12-month follow- 
up (data not extracted as > 
50% dropout/lost to 
follow-up) 

GP referrals  N = 48, 32 
female, mean age 41(10.4) 
Diagnosis: DSM-III-R for 
major depression, BDI>=20 
and depressive episode of < 2 
years 
29 had previous episode 

1. Usual GP care (all but 1 patient in each 
group prescribed ADs) 
2. GP care + brief cognitive therapy - 
including homework and schema-based 
therapy. 

1. BDI mean endpoint 
scores 
2. HRSD mean 
endpoint scores 
3. Leaving the study 
early 

No therapist details 

Selmi1990 
(US) 

Allocation: random (no 
details). Duration: 6 weeks, 
6 sessions 

Recruited via the press  N = 
36, 23 female, mean age 
28.2(4.58). Diagnosis: SCL-90-
R >= 65th percentile for 
psychiatric outpatients (on 
13-item depression scale), 
BDI >= 16 and current 
Research Diagnostic Criteria 
diagnoses of major/ minor/ 
intermittent depressive 
disorder based on modified 
version of Schedule for 
Affective Disorders and 
Schizophrenia 

1. CCBT - written by one of the authors in 
MIIS-CONVERSE who was trained in CBT 
(data not extracted) 
2. CBT - used treatment manual following 
same procedures as CCBT 
3. Wait list control - participants could call 
for an appointment if needed, but none did.  

1. BDI mean endpoint 
scores 
2. BDI > 9 at endpoint 
3.HRSD > 6 at endpoint

Therapist - advanced graduate 
student in clinical psychology 
with same training in CBT as 
author of computer programme  

Shapiro 
(Mild) 

See Shapiro 1994. Mild defined as BDI scores 
16-20 

 See Shapiro 1994. Data from mild, moderate and 
severe cases reported 
separately. 

Shapiro See Shapiro 1994  Moderate defined as BDI  See Shapiro 1994. Data from mild, moderate and 
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(Mod)   scores 21-26 severe cases reported 
separately. 

Shapiro 
1994 (UK) 

Allocation: random (no 
details). Duration: 8- and 
16-week versions of 
therapies (16-week 
extracted for main 
comparisons). 1-hour 
weekly sessions. Follow-up 
at 45 weeks after pre-
screening - for 16-week 
therapy, equivalent to 15 
weeks after end of 
treatment. 

Outpatients, recruited from 
self-referrers responding to 
recommendations by 
occupational health 
personnel or responding to 
publicity materials 
distributed at the workplace 
or by GPs, or referred 
directly by GPs or mental 
health services. N = 117, 61 
female, mean age 40.5 (+-9.5) 
Diagnosis: DSM-III for MDD 

1. CBT - a multimodal method somewhat 
more behavioural in emphasis than Beck et 
al, 1979) 
2. Psychodynamic-interpersonal 
psychotherapy - based on Hobson's 
conversational model 

1. BDI mean endpoint 
scores 
2.BDI mean scores at  6 
and 12 months' follow- 
up 

Five therapists - UK-trained 
clinical psychologists, 2 had 
post qualification training in PI 
methods and trained the 
others. All had at least 2 
training cases in each treatment 
x duration conditions. Data for 
8-week therapy conditions 
extracted for short  term 
therapy comparison only. 25 
participants on medication at 
beginning of study - not clear if 
still the case at the end. 

Teasdale 
2000 (UK) 

Allocation: random using 
central independent 
allocator. Duration: 60 
weeks. Individual 
orientation session plus 8 
weekly 2-hour group 
sessions, plus 52-week 
follow-up phase. 

Outpatients in remission, 
recruited via community 
health care facilities and 
media announcements at 3 
sites (2 in the UK: Bangor, 
and Cambridge; 1 in Canada: 
Ontario) n = 145, 110 female, 
mean age TAU group: 46.2 
(+-9.6); MBCT group: 40.7 (+-
10.3). Diagnosis: DSM-III-R 
for recurrent major 
depression, with at least 2 
previous episodes in past 5 
years, with one in last 2 
years. History of treatment 
with ADs and in 
recovery/remission. Baseline 
HRSD < 10. 

1. Treatment as usual (TAU) - participants 
instructed to seek help from family doctor 
or other sources as they normally would. 
40% of TAU group and 45% of MBCT group 
on ADs for mean of 32.7 (+-21.2) and 23.3 
(+-17.9) weeks respectively. 
2. TAU and MBCT - mindfulness-based CBT. 
Group intervention based on CBT (Beck et 
al, 1979) with components of MBSR 
programme developed by Kabat-Zinn (e.g. 
Kabat-Zinn et al, 1990). Includes with daily 
homework exercises. 

1. Relapse (or 
recurrence) meeting 
DSM-III-R criteria for 
major depressive 
episode, assessed by 
the Structured Clinical 
Interview for DSM-III-
R administered at bi-
monthly assessments 
throughout follow-up. 
Data extracted is 
relapse over whole 
study period. 
2. Leaving the study 
early 

Instructors were experienced 
cognitive therapists who deve-
loped the MBCT programme. 

Teasdale 
2003 (UK) 

Allocation: random using 
central independent 
allocator. Duration: 60 
weeks. Individual 
orientation session plus 8 
weekly 2-hour group 

Patients in remission, 
recruited via GPs and local 
newspaper advertisements.N 
= 75, 57 female, mean age 
TAU group: 46.1 (+-9.3); 
MBCT group: 42.9 (+-8.4) 

1. Treatment as usual (TAU) - participants 
instructed to seek help from family doctor 
or other sources as they normally would. 
Split by up to 2 episodes/>2 episodes: 
36%/33% of TAU group and 13%/21% of 
MBCT group on ADs for mean of 32.7 (+-

1. Relapse (or 
recurrence) meeting 
DSM-III-R criteria for 
major depressive 
episode, assessed by 
the Structured Clinical 

Instructors were 
experienced cognitive 

therapists who had led at 
least 2 groups through the 

MBCT programme. 
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sessions, plus 52-week 
follow-up phase. 

Diagnosis: enhanced DSM-IV 
for recurrent major 
depression, with at least 2 
previous episodes in past 5 
years, with one in last 2 
years. History of treatment 
with ADs and in 
recovery/remission. Baseline 
HRSD TAU group: 5.68 (+-
2.97); MBCT group: 5.7 (+-
3.02) 

21.2) and 23.3 (+-17.9) weeks respectively. 
2. TAU and MBCT - mindfulness-based CBT. 
Group intervention based on CBT (Beck et 
al, 1979) with components of MBSR 
program developed by Kabat-Zinn (eg 
Kabat-Zinn et al, 1990). Includes with daily 
homework exercises. 

Interview for DSM-IV 
administered at 
completion of 8 
training sessions and 
every 3 months 
afterwards. Data 
extracted is relapse 
over whole study 
period. 

Thompson 
2001 (US) 

Allocation: random (no 
details) 
Duration: 3-4 months, 16-20
sessions in all treatment 
groups. 1st 4 weeks - 2 
sessions per week, then 1 
session per week. 
AD group: 30-minute 
sessions 

Outpatients who responded 
to media advertisements or 
referred by community 
physicians, mental health 
organisations, and social 
service agencies N = 100, 67 
women, mean age: 66.8 (+-
5.9). Diagnosis: major 
depression according to RDC 
on initial screening, HRSD 
>=14, BDI >= 16 

1. CT - following Beck (1979), with 
modifications for older patients to facilitate 
learning - e.g. slower rates of presentation 
2. Desipramine - starting at 10mg, increased 
according to tolerance. Mean stable daily 
dose 90 +- 63 mg. Plus CM adapted from 
NIMH-TDCRP manual for older people 
sessions to support patients 
3. 1 + 2 combined - AD and CT sessions 
usually conducted back-to-back 

1. BDI mean endpoint 
scores 
2. HRSD mean 
endpoint scores 
3. Leaving the study 
early 

AD group: psychiatrists 
following NIHM-TDCRP 
protocol. CT group: 8 clinical 
psychologists with at least 1 
year's experience with geriatric 
patients with psychiatric 
symptoms 

Ward  
2000 (UK) 

Allocation: random. 
Numbered sealed opaque 
envelopes, blocked and 
stratified by severity on 
BDI. Patients with strong 
preference could choose 
treatment or be 
randomised only between 
treatment groups (i.e. not 
GP care), but analysis 
undertaken for preference 
group, 3-way 
randomisation and 2-way 
randomisation separately. 
Duration: 6-12 weekly 50-
minute sessions - no 
control over when ended 

GP referrals N = 464, mean 
age 34.8 (12.2), 75% female 
Diagnosis: BDI >=14, 62% 
depression main diagnosis, 
others 'no overall psychiatric 
diagnosis' or 'behavioural 
difficulties'. 

1. Usual GP care (30% in counselling group, 
27% of CBT group on ADs) 
2. CBT - complied with manualised problem 
formulation and staged intervention 
approach (Greenberger & Padesky,   1995a, 
1995b) 
3. Non-directive counselling - used non-
directive approach outlined in a manual 
developed by authors based on Rogers.  
2 used in review of CBT  

1. BDI mean scores at 
endpoint and 12 month 
follow-up 
2. Leaving the study 
early 

Published version of HTA by 
King et al. Counsellors - 
accredited by BAC CBT 
therapists were psychologists 
accredited by BABCP and 
registered with UK Council for 
Psychotherapy. Several 
problems with this trial: a) 27% 
of CBT group were also 
prescribed ADs by their GP 
(despite GPs being asked not 
to) and data not reported 
separately  b) no control over 
when sessions were finished 
(minimum of 6, but up to 12 on 
offer if necessary). BDI etc 
scores taken at baseline, 4 
months and 12 months, but 
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only managed to get date of 
therapy completion from 87% 
in CBT group and of these, only
80 had finished at 4 months. No
other information reported on 
when sessions finished (pre- 
sumably all within 12 months).  
c) although inclusion criteria 
included BDI >= 14, only 62% 
had main diagnosis of 
depression.  

 
Characteristics of excluded studies 

 Study Reason for exclusion 
Barkham1996 (UK) (CBT vs ?IPT) No usable data. 
Beck1985 (US) (CBT vs CBT + AD) Included patients with personality disorder. 
Beutler1987 (US) Benzodiazepine (BZD) vs placebo (PBO) vs G-CBT + PBO vs G-CBT + BZD) Not an RCT 
Bolton2001 (Aust) (CBT vs GP care) No extractable data - reports HADS not BDI or HRSD 
Bowers1990 (US) (CBT + AD vs relaxation therapy + AD vs AD) Inadequate randomisation 
Chaudhry1998 (Pak) (CBT + AD vs CBT + PBO) Not an RCT 
Comas-Diaz1981 (US) (CBT vs WLC) No evidence that depression diagnosis made according to recognised criteria 
Dunn1979 (Can) ('CBT' vs AD + support) Not CBT
Dunner1996 (US) (CBT vs AD) All patients were diagnosed with dysthymia. 
Fava1998B (CBT vs well-being therapy) Mixture of primary diagnoses, including panic disorder and OCD 
Fleming1980 (US) (G-CBT vs G-BT v G-non-directive therapy) Inadequate randomisation 
Free1991 (Aus) (G-CBT) Not an RCT 
Gendron1996 (Can) (G-CBT vs support group) Patients not specifically depressed 
Gordon1987 (US) (G-CBT vs no treatment control) Participants not diagnosed according to recognised criteria. 
Green1985 (US) (Structured multimodal group therapy) Not an RCT 
Hellerstein2001(US) (CBT +AD vs AD) All patients were diagnosed with dysthymia. 
Hirschfeld2002 (US) ('CBT' vs AD) Not CBT and no relevant outcomes 
Hogg1988 (US) (G-CBT vs G-IPT) 27% of participants had adjustment disorder 
Hollon1992 (US) (CBT vs AD vs CBT + AD) Randomised, but dropouts replaced 
Jarrett1998 (CBT) Not an RCT 
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Jong-Meyer1996 (Ge) (CBT + AD vs supportive therapy + AD) Irrelevant comparison in this review 
Lapointe1980 (US) (G-CBT vs G-assertive therapy v G-insight therapy) No extractable data 
Lenz2000 (Austria) (CBT) Not an RCT 
Lewinsohn1990 (US) Adolescents, therefore outside scope 
Neimeyer1984 Unpublished, could not get trial report 
Macaskill1996 (UK) (AD vs AD + rational emotive therapy) Participants includes those with co-existing psychiatric disorder 
Manning1994 (Aus) (G-CBT + AD) Not an RCT. Patients not exclusively depressed 
Maynard1993 (US) (G-CBT vs 'support' group v control) Inclusion criteria did not include a formal diagnosis of depression 
McNamara1986 (US) (CT vs BT vs CT + BT v counselling) No evidence that depression diagnosis made according to recognised criteria 
Meresman1995 (US) (AD vs G-CBT) Not an RCT 
Miller1999 (US) Sub-set of participants in Miller1989. Inadequate randomisation. 
Moore1997 (UK) (CT vs AD for residual depression) Study arms < 10 each and only study in comparison 
O'Leary1990 (US) Means only given in graph, but cannot be accurately read. No standard deviations although could impute these from F ratios. 
Pace1993 (US) (CT vs no treatment control) Diagnosis of depression not made according to recognised diagnostic system 
Peden2000 (US) (G-CBT vs no treatment control) Patients not exclusively depressed at start of study 
Persons1999 (US) (CT vs CT + AD) Not an RCT 
Reynolds1986 (US) Adolescents, therefore outside scope 
Ross1985 (UK) (CBT vs G-CBT vs WLC/GP care) No usable data. No clear description of treatment. Randomisation procedure not clear 
Rotzer1985 Unpublished, could not get trial report 
Rush1977 (US) (CBT vs AD) Medication tapered and discontinued in last 2 weeks of study unlike in other studies 
Rush1981 (US) (G-CBT vs individual CBT vs individual CBT + AD) Not fully randomised 
Scogin1987 Not CBT 
Shapiro1982 (UK) (G-CBT vs individual CBT) Most participants had adjustment disorder 
Shapiro1987 (UK) (CBT vs relationship-oriented therapy) Not fully randomised; cross-over design 
Shaw1977 (Can) (CBT vs WLC) Diagnosis of depression not made according to recognised diagnostic system 
Steffen1998 (US) (CBT vs psychodynamic) Data pooled from 2 studies which have not been published. No within-study data presented only between study, 

therefore cannot use because randomisation not undertaken between studies 
Steuer1984 (G-CBT vs G-psychodynamic) Patients not randomised to treatment groups 
Stravynski 1994 (Ca) (G-CBT vs G-CBT + AD) Does not give Ns of each treatment group or numbers leaving the study early. Not clear what Ns are for mean HRSD/ 

BDI scores at each time point. 
Taylor1977 (Aust) (CT vs BT vs CBT) Diagnosis of depression not made according to formal criteria 
Teasdale1984 (UK) (GP care vs CBT) No usable data 
Thomas1987(US) (G-CBT vs G-self-control therapy) Diagnosis of depression not made according to formal criteria 
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Thompson1987 (US) (CBT vs psychodynamic) Not clear what patient numbers are used in table reporting outcome measures. Dropout data not fully reported 
Tschuschke2000 (G-'analytic' vs G-psychodynamic) Not an RCT; irrelevant comparison for this review 
Warren1988 (US) (G-CBT vs WLC) Participants not diagnosed with depression according to accepted criteria at start of study 
Wierbicki1987 (US) (G-CBT vs individual CBT) Participants have atypical depression. 
Wilson1983 (Aust) (CT vs BT) Randomised, but dropouts replaced 
Wilson1990 (US) (G-CBT vs individual supportive therapy) Compares group CBT with individual support therapy - comparison not usable in this review 
Wollersheim1992 (US) (G-CBT vs supportive therapy vs bibliotherapy vs WLC) Therapeutic intervention not CBT 
Zettle1989 (US) (G-CBT vs partial G-CBT) Participants not diagnosed according to recognised criteria. 
Zimmer1987 Unpublished, could not get trial report 

 
 
Counselling 
 
Characteristics of included studies 

  Study Methods Participants    Interventions Outcomes Notes
Bedi  
2000 
(UK) 

Allocation: random (in 
blocks of 4 stratified by GP 
practice; randomisation 
schedule held centrally and 
allocation made by 
telephone.) Duration: 6 
sessions of counselling with 
outcome measures taken 8 
weeks after entry & at 12-
month follow-up 

Outpatients recruited via GP 
practices. n = 103 (in randomised 
part of trial), 77% female, mean age 
37.8 (+- 11.5) Diagnosis: RDC for 
major depression diagnosed by GP 

1 ADs - written protocol 
giving choice of  3ADs 
which must be given at 
adequate dose & 
continued for 4-6 months 
after response, GPs not 
obliged to follow this (no 
information on 
compliance) 
2 Counselling 

1 BDI mean 
scores at 
endpoint and 12 
month follow-
up 
2 RDC scores > 3
at endpoint and 
12 month 
follow-up 

Counsellors had to have at least 2000 hours of 
supervised experience or already be attached to 
primary care teams. Allowed to adopt any approach
they thought suitable for their patient knowing that 
the patient was depressed. Couldn't calculate 
dropout rates as no clear criteria on which to base a 
definition in this study. 

Simpson 
2003 
(UK) 

Allocation: random using 
random number tables 
Duration: 6-12 therapy 
sessions; assessment at 6 
and 12 months 

Primary care - 9 GP practices n= 145. 
Therapy: 85% women; mean age 42 
years; GP care: 75% women; mean 
age 44 years Entry criteria BDI >=14 
Concurrent psychotropic medication: 
32%  therapy & 24% GP group were 
taking it at beginning of trial 31% 
&40% respectively took it between 
start of trial & 6-month assessment 
40% & 38% respectively prescribed it 
between 6- & 12-month assessment 

1 Counselling following 
psychodynamic 
Freudian model (Burton, 
1998) + usual GP care 
2 Usual GP care 

1 BDI mean 
scores at 6 and 
12 months 
2 BDI >= 14 at 6 
and 12 months 
3 Leaving the 
study early (by 6
months) 

6 counsellors who had worked in general practice 
for at least 6 years. BAC accredited, received regular
supervision. Some sessions taped to check 
adherence to approach. 

Ward Allocation: random GP referrals N = 464, mean age 34.8 1 Usual GP care (30% in 1 BDI mean Published version of HTA by King et al. Counsellors - 
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