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Abstract

Background. Cognitive behavioural therapy (CBT) is increasingly being delivered in primary
care, in a variety of delivery formats such as guided self-help CBT, telephone-based CBT, com-
puterized CBT and standard, one-to-one CBT. However, the vast majority of research has focused
on CBT in specialized services, and no previous meta-analysis has examined CBT's effectiveness
across delivery formats in primary care.

Objective. To determine the effectiveness of multi-modal CBT (i.e. CBT across delivery formats)
for symptoms of anxiety and depression, in primary care.

Methods. A meta-analysis of CBT-focused RCTs, for symptoms of anxiety or depression, in pri-
mary care. The authors searched four databases. To be included, RCTs had to be set in primary
care or have primary care participants.

Results. Twenty-nine RCTs were included in three separate meta-analyses. Results showed
multi-modal CBT was more effective than no primary care treatment (d =0.59), and primary
care treatment-as-usual (TAU) (d = 0.48) for anxiety and depression symptoms. Moreover, multi-
modal CBT in addition to primary care TAU was shown to be more effective than primary care
TAU for depression symptoms (no comparisons of this kind were available for anxiety) (d=0.37).
Conclusions. The results from conducted meta-analyses indicate that multi-modal CBT is effec-
tive for anxiety and depression symptoms in primary care. Furthermore, based on CBT’s eco-
nomic viability, increasing the provision of CBT in primary care seems justified. Future research
should examine if varying levels of qualification among primary care CBT practitioners impacts
on the effectiveness of CBT in this setting.

Key words: Anxiety; cognitive behaviour therapy; computer-assisted therapy; depression; primary care; meta-analysis; mul-
timodal treatment.

Introduction

Several meta-analyses have demonstrated that cognitive behav-
ioural therapy (CBT) is effective for common mental health
difficulties such as anxiety and depression in a wide range of
populations (1). Moreover, the increasing evidence from meta-
analyses shows that CBT is also effective when delivered in self-
help, telephone and computerized formats (2—4) .

The UK’s National Health Service (NHS) rolled out the
Improving Access to Psychological Therapies (IAPT) initiative
in 2008. The goal of IAPT was to significantly increase access
to various psychological therapies in primary care, but it ini-
tially focused on the provision of CBT. IAPT provides CBT in
various low- and high-intensity delivery formats, such as guided
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self-help CBT, computerized CBT (cCBT), telephone-based CBT
and standard, one-to-one CBT. By March 2011, 3660 new CBT
practitioners had been trained and by 2015, IAPT will provide
interventions to 900000 NHS service users annually (5). The
IAPT initiative reflects the general trend of psychological thera-
pies such as CBT being increasingly provided in primary care
(6).

Despite its increased provision in primary care, the vast
majority of research on CBT has focused on one-to-one CBT, in
specialized mental health services (7). The few available evalua-
tions of CBT’s effectiveness in primary care have yielded positive
results, for example, a systematic review indicating that CBT
is effective for symptoms of anxiety and depression in primary
care (7). What has not yet been examined (at least through meta-
analysis) is the effectiveness of CBT across low-intensity and
high-intensity delivery formats in primary care, for symptoms
of anxiety and depression. Such an examination would aid the
assessment of whether the increased provision of ‘multi-modal’
CBT in primary care through initiatives such as IAPT is justi-
fied or not. Accordingly, the main aim of this meta-analysis is to
determine the effectiveness of multi-modal CBT, for symptoms
of anxiety and depression, in primary care. Subanalyses of CBT
in specific delivery formats (e.g. face-to-face CBT, self-help CBT)
are also undertaken to further aid assessments of CBT’s possible
effectiveness.

Method

Literature search

The first author conducted a literature search with the aim of
identifying RCTs on CBT interventions (in any modality) for
anxiety and depression that were set in primary care or had pri-
mary care (e.g. GP-referred) participants. Studies in which CBT
was delivered in addition to other interventions were included
if control conditions in such studies were set up to allow the
treatment effects of CBT to be isolated. Only studies from 1997
onwards published in peer-reviewed journals were included.
This arbitrary cut-off point was chosen to reflect approximately
the recent changes within primary care services (6). Time and
resource constraints meant that only English language studies
could be included.

On the basis of above criteria, the first author searched
four databases: PsycINFO, CINAHL Plus with full text,
MEDLINE and EMBASE. Search terms and database subject
headings (when available) were used. Terms and subject head-
ings related to anxiety and depression (i.e. anxiety OR anxiety
disorder OR panic OR generalized anxiety disorder OR social
anxiety OR social phobia OR phobias OR posttraumatic
stress disorder OR obsessive compulsive disorder OR depres-
sion OR depress*) were combined with terms for randomized
controlled trials (i.e. randomized controlled trial OR random*

OR RCT OR controlled trial), primary care (i.e. primary care
OR IAPT OR general practic* OR general practitioner OR GP
OR family medicine OR family practi* OR family doctor OR
physician) and cognitive behavioural therapy (i.e. cognitive
behaviour therapy OR cognitive therapy OR CBT OR cogni-
tive behavio* therapy OR behaviour modification OR behav-
iour therapy). The last search was performed on the 22nd of
June 2014. In addition to the database search, manual searches
located articles that were included in reference lists of previ-
ously identified articles, and previous reviews of CBT were also

checked.

Outcome measures

Anxiety and depression self-report outcome measures were used
for statistical calculations. However, in studies that examined
both anxiety and depression, where possible, outcome measures
of general psychological distress (or similar composite measures
of anxiety and depression) were used for the ‘across difficulties’
meta-analyses. This was because general psychological distress is
characterized by symptoms of both anxiety and depression (8).
When this was not possible for ‘across difficulties’ meta-analy-
ses, the first primary outcome measure for anxiety or depression
reported in the study was used.

Quality assessment

To assess the quality of the included RCTs, the authors used
three of the seven criteria from the Cochrane Collaboration’s
tool for assessing risk of bias (9). These three criteria were (i)
random sequence generation, (ii) allocation concealment and
(iii) completeness of outcome data (such data was deemed com-
plete when intention-to-treat analysis was used). Regarding
the other criteria, blinding from knowledge of an allocated
intervention was not used because experimental conditions in
included studies made such blinding impossible. Similarly, blind-
ing of outcome assessment was not used because all the meas-
ures included in the meta-analyses were self-report measures. In
addition, both selective reporting bias and ‘any other’ bias were
not used because these biases were deemed too ambiguous in
nature to objectively detect.

Data synthesis

Using random effects analysis, the authors calculated pooled
mean effect sizes using the Comprehensive Meta-analysis pro-
gram (10). Effect sizes were calculated in Cohen’s d format.
Data from the post-intervention data collection point and the
first follow-up collection point were used for statistical calcula-
tions. Publication bias was assessed through inspection of funnel
plots (10).
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Results

Literature search flow

The literature search flow is displayed in Figure 1. In total, 1269
records were identified. After duplicates were removed, 815
studies were screened at ‘abstract’ level. After abstract screen-
ing, 91 studies were assessed for eligibility at ‘full-text’ level.
Twenty-nine studies were included in the review and these were
categorized into three separate meta-analyses (i) CBT compared
with no primary care treatment (k = 7); (ii) CBT compared with
primary care treatment-as-usual (TAU) (k = 14); and (iii) CBT in
addition to primary care TAU compared with primary care TAU
(k = 9). The experimental conditions of one study (11) facilitated
its inclusion in both the second and third meta-analyses.

Meta-analysis 1: CBT versus no primary care
treatment (k= 7)

Descriptive data and quality assessment

Both descriptive data and the quality assessment for this meta-
analysis’s seven RCTs are displayed in Table 1. One study exam-
ined face-to-face CBT in primary care, three studies examined
computerized/online CBT in primary care and three studies
examined guided self-help CBT in primary care. The study that
examined face-to-face CBT evaluated it in both standard and
group formats which allowed two comparisons from it to be
included in the meta-analysis. In terms of presenting difficul-
ties, three studies targeted anxiety, three targeted anxiety and/
or depression and one targeted depression. Sample sizes ranged

Records identified through database
searching (k=1,260)

Additional records (k&=9)

(k=815)

Records after duplicates removed

A 4

Records screened
(k=815)

\4

Full-text papers excluded (k=62):

Not primary-care based RCT of CBT for
anxiety or depression (k=25); Used or
summarised data from RCT already included

Full-text papers assessed for
eligibility (&=91)

in the meta-analysis (k~=10); Examined CBT in
conjunction with other ‘active’ condition(s)
without controlling for these condition(s)

A 4

v

(k=9); Study protocol/ preliminary study
(k=6); Did not have comparison conditions
that enabled its inclusion in the meta-analyses
alongside other studies (k=5); Pre-1997 (k=2);
Non-peer reviewed journal (4=1); Non-English
language (k=1); Required data for meta-
analytic calculations not provided (k=1).

Studies included in meta-analyses (A=29)

l

Meta-analyses:

1. CBT vs No primary care treatment (k=7)
2. CBT vs Primary Care TAU (k=14)

3. CBT + Primary Care TAU vs No Primary Care TAU (4=9)

Note: One study’s experimental conditions facilitated its inclusion in the latter two meta-analyses. TAU=

Treatment-as-usual

Figure 1. Literature search and study categorization flow.
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Cognitive behavioural therapy for anxiety and depression in primary care 7

from 40 to 122, and six of the seven studies had clinically
screened participants.

The average number of CBT sessions completed ranged from
2 to 8. Study interventions were delivered by clinical psycholo-
gists/ therapists (k = 3), masters level students (k = 1), physicians
(k = 1), primary care graduate mental health workers (k = 1) or
assistant psychologists (k = 1). In terms of study quality, four of
the seven studies met all three quality criteria (9), one study met
two criteria, and two studies did not meet any criteria.

Multi-modal CBT versus no primary care treatment-across
difficulties

Across delivery methods and target difficulties, CBT could
be compared with no primary care treatment in seven RCTs
(and eight comparisons) at post-intervention (average time-
point = 2.4 months; SD = 0.71). Here CBT was more effective than
no primary care treatment, yielding a medium effect size (d = 0.59;
95% CI = 0.32-0.85). Significant heterogeneity of study results
was present (I = 61.4%) but this was somewhat expected due to
the differing CBT delivery methods and mental health difficulties.
This heterogeneity is addressed in subanalyses below. The funnel
plot for this meta-analysis suggested the absence of publication
bias. Figure 2 displays the forest plot for the meta-analysis (10).

Multi-modal CBT versus no primary care treatment for anxiety
symptoms

Across delivery methods but for anxiety symptoms only, CBT
could be compared with no primary care treatment in four
RCTs (and five comparisons) at post-intervention (average time-
point = 2.4 months; SD = 0.82). Here CBT was more effective
than no primary care treatment, yielding a medium effect size
(d=0.73; 95% CI = 0.38-1.08). Heterogeneity of study results
was not significant (I* = 55.5%).

Multi-modal CBT versus no primary care treatment for
depression symptoms

Across delivery methods but for depression symptoms only,
CBT could be compared with no primary care treatment in three
RCTs at post-intervention (average timepoint= 2.4 months;
SD = 0.6). Here CBT was more effective than no primary
care treatment, yielding a medium effect size (d = 0.57; 95%
CI = 0.15-1.03). Heterogeneity of study results was significant
(I2 = 74.7%).

CBT in specific delivery formats versus no primary care
treatment

Across difficulties, computerized/online CBT could be com-
pared with no primary care treatment in three RCTs at post-
intervention (average timepoint = 2.3 months; SD = 0.4). Here
computerized/online CBT was more effective than no primary
care treatment, yielding a medium effect size (d = 0.69; 95%
CI = 0.44-0.99).Heterogeneity of study results was not sig-
nificant (I = 38.5%). Across difficulties, guided self-help CBT
could be compared with no primary care treatment in three
RCTs at post-intervention (average timepoint= 2 months;
SD = 1). Here guided self-help CBT was more effective than no
primary care treatment, yielding a small effect size (d = 0.25;
95% CI = 0-0.5). Heterogeneity of study results was not pre-
sent (I’ = 0%).

Summary: CBT versus no primary care treatment

This meta-analysis found that multi-modal CBT was more effec-
tive than no primary care treatment for anxiety and depression
symptoms (d = 0.59; 95% CI = 0.32-0.85). Subanalyses which
addressed study heterogeneity showed that the strongest evi-
dence is for multi-modal CBT for anxiety symptoms (d = 0.73;
95% CI = 0.38-1.08), and for computerized/online CBT across

Study name Statistics for each study Std diff in means and 95% CI

Std diff Standard Lower Upper

inmeans error Variance limit Ilimit Z-Value p-Value
Hoifodt (2013) -0.53 0.20 0.04 -091 -0.14 -2.67 0.01 —.—
Jones (2002) -0.15 0.32 0.10 -0.77 047 -0.47 0.64 L
Lucock (2011) -0.37 0.20 0.04 -076 0.03 -1.83 0.07 .
Mead (2005) -0.18 0.20 0.04 -057 0.21 -0.92 0.36 .
Newby (2013) -1.01 0.21 0.05 -143 -059 -4.73 0.00
Nordgren (2014) -0.58 0.20 0.04 -098 -0.18 -2.83 0.00 .
Sharp (2004) - group CBT  -0.68 0.33 0.11 -1.33 -0.04 -2.07 0.04 L
Sharp (2004) - standard CBT-1.43 0.32 0.11 -2.06 -0.79 -4.40 0.00 S

-0.59 0.13 0.02 -085 -033 -438 0.00 ’

-1.00 -0.50 0.00 0.50 1.00

Favours CBT Favours No treatment

Figure 2. Forest plot for CBT versus no primary care treatment meta-analysis.

202 Mdy ¥z uo 1sanb Aq 008¥96Z/E/ L /Z€/aI0M e eIdWe)/Woo"dnoojwapede/:sdny Wwoly pepeojumod



Family Practice, 2015, Vol. 32, No. 1

difficulties (d = 0.69; 95% CI = .044-0.99) with a smaller effect
size yielded for guided self-help CBT across difficulties (d = 0.235;
95% CI=0-0.5).

Meta-analysis 2: CBT versus primary care
TAU (k=14)

Descriptive data and quality assessment
Both descriptive data and the quality assessment for this meta-
analysis’s 14 RCTs are displayed in Table 2. Six studies exam-
ined face-to-face CBT in primary care, four studies examined
guided self-help CBT in primary care, three studies examined
computerized/online CBT in primary care, and one study exam-
ined telephone-based CBT in primary care. One study examin-
ing face-to-face CBT evaluated it in both expert-delivered and
lay-delivered formats which allowed two comparisons from it to
be included in the meta-analysis. In terms of presenting difficul-
ties, 10 studies targeted depression, three targeted anxiety and/
or depression, and two targeted anxiety. Sample sizes ranged
from 38 to 303, and 13 of the 14 studies had clinically screened
participants.

The average number of CBT sessions completed ranged from
3 to 12. Study interventions were delivered by clinical psycholo-
gists/counsellors/therapists (k = 5), practitioners of differing
qualifications (k = 4), non-qualified graduates (k = 2), physicians
(k = 1) practice nurses (k = 1) or a computer programme (k = 1).
The exact nature of TAU was not specified in two studies but the
prescription of medication was reported in 11 of the 12 studies
that did report this information. In terms of study quality, 3 of
the 15 studies met all three quality criteria (9), seven studies met
two criteria, two studies met one criterion, and one study did

not meet any criteria.

Multi-modal CBT versus primary care TAU

Across delivery methods and target difficulties, CBT could be
compared with primary care TAU in 14 RCTs (and 15 com-
parisons) at post-intervention (average timepoint = 4 months;
SD = 2.75), and 11 RCTs at post-intervention follow up (aver-
age timepoint = 6.1 months; SD = 3.53). At post-intervention,
CBT was more effective than primary care TAU, yielding a
small effect size (d = 0.48; 95% CI = 0.27-0.69). This superi-
ority increased in available comparisons at post-intervention
follow up, with a medium effect size yielded (d = 0.65; 95%
CI = 0.17-1.13). Significant heterogeneity of study results was
present (I = 76.5%) but this was somewhat expected due to
the differing CBT delivery methods and mental health diffi-
culties. This heterogeneity is addressed in subanalyses below.
The funnel plot for this meta-analysis suggested the absence
of publication bias. Figure 3 displays the forest plot for the
meta-analysis (10).

Multi-modal CBT versus primary care TAU for anxiety
symptoms

Across delivery methods but for anxiety symptoms only, CBT
could be compared with no primary care treatment in three
RCTs (and four comparisons) at post-intervention (average
timepoint = 4.25 months; SD = 2.06). Here CBT was more
effective than primary care TAU, yielding a medium effect size
(d = 0.46; 95% CI = 0.21-0.72). Heterogeneity of study results
was not significant (I* = 59.8%).

Multi-modal CBT versus primary care TAU for depression
symptoms

Across delivery methods but for depression symptoms
only, CBT could be compared with primary care TAU in 11
RCTs at post-intervention (average timepoint= 4.1 months;
SD = 2.99). Here CBT was more effective than primary care
TAU, yielding a small effect size (d = 0.47; 95% CI = 0.2—
0.74). Heterogeneity of study results was
(I = 80.8%).

significant

CBT in specific delivery formats versus primary care TAU
Across difficulties, face-to-face CBT could be compared with
primary care TAU in seven RCTs (and eight comparisons) at
post-intervention (average timepoint = 4.6 months; SD = 1.16).
Here face-to-face CBT was more effective than primary care
TAU, yielding a small effect size (d = 0.45; 95% CI = 0.28-0.62).
Heterogeneity of study results was not significant (I = 18%).
Across difficulties, computerized/online CBT could be compared
with primary care TAU in three RCTs at post-intervention (aver-
age timepoint = 2.3 months; SD = 0.57). Here computerized/
online CBT was more effective than primary care TAU, yielding
a small effect size (d = 0.3;5 95% CI = 0.06-0.66).Heterogeneity
of study results was significant (I> = 70.2%). Across difficul-
ties, guided self-help CBT could be compared with primary
care TAU in four RCTs at post-intervention (average timepoint=
4.6 months; SD = 5.08). Here guided self-help CBT was more
effective than primary care TAU, yielding a small effect size
(d =0.33; 95% CI = 0.16-0.51). Heterogeneity of study results
was not present (I = 0%).

Summary: CBT versus primary care TAU

This meta-analysis found that multi-modal CBT was more effec-
tive than primary care TAU for anxiety and depression symptoms
(d =0.48; 95% CI = 0.27-0.69). Subanalyses which addressed
study heterogeneity showed that the strongest evidence is for
multi-modal CBT for anxiety (d = 0.46; 95% CI = 0.21-0.72),
face-to-face CBT across difficulties (d = 0.45; 95% CI = 0.28-
0.62), and guided self-help CBT across difficulties (d = 0.33;
95% CI'=0.16-0.51).
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Cognitive behavioural therapy for anxiety and depression in primary care 1"

Study name Statistics for each study
Std diff Standard Lower Upper
in means error  Variance limit limit
Cooper (2003) -0.44 0.21 0.04 -0.85 -0.02
De Graaf (2009) -0.15 0.14 0.02 -043 0.14
Dwight-Johnson (2011) -1.98 0.24 0.06 -245 -1.50
King (2000) -0.42 0.19 0.03 -0.78 -0.05
Kivi (2014) -0.06 0.25 0.06 -0.55 0.43
Laidlaw (2008) -0.41 0.32 0.10  -1.03 0.22
Naylor (2010) -0.09 0.35 012  -0.77 0.58
Power (2012) -0.37 0.38 0.15  -1.12 0.38
Proudfoot (2004) -0.62 0.15 0.02 -091 -0.33
Richards (2003) -0.49 0.25 0.06 -0.98 -0.01
Stanley (2009) -0.91 0.20 0.04 -1.30 -0.52
Stanley (2014) Expert CBT -0.43 0.17 0.03 -0.75 -0.10
Stanley (2014) Lay CBT -0.23 0.16 0.03 -0.55 0.09
Willemse (2004) -0.20 0.14 0.02 -047 0.07
Williams (2013) -0.48 0.14 0.02 -0.76 -0.20
-0.45 0.05 0.00 -054 -0.35

Std diff in means and 95% CI

Z-Value p-Value

-2.07 0.04 =
-1.01 0.31 —+—
-8.15 0.00
223 0.03 —_——
-0.25 0.80 -
-1.27 0.20 =
-0.27 0.78 =
-0.96 0.34 -
-4.23 0.00 ——
-1.98 0.05 »
-4.61 0.00 <i—
-2.56 0.01 ——
-1.40 0.16 i
-1.47 0.14 ——
-3.37 0.00
-9.21 0.00 t

-1.00 -0.50 0.00 0.50 1.00

Favours CBT Favours Primary Care TAU

Figure 3. Forest plot for CBT versus primary care TAU meta-analysis.

Meta-analysis 3: CBT + primary care TAU versus
primary care TAU (k= 9)

Descriptive data and quality assessment

Both descriptive data and the quality assessment for this meta-
analysis’s nine RCTs are displayed in Table 3. Five studies exam-
ined face-to-face CBT in primary care, three studies examined
computerized/online CBT in primary care and one study exam-
ined telephone-based CBT in primary care. One study examined
both nurse-delivered and therapist-delivered CBT which allowed
two comparisons from it to be included in the meta-analysis. In
terms of presenting difficulties, all eight studies targeted depres-
sion symptoms which meant that no studies targeting anxiety
symptoms could be included in this meta-analysis.

Sample sizes in included studies ranged from 34 to 419 and
all nine studies had clinically screened participants. The average
number of CBT sessions completed ranged from 3 to 11. Study
interventions were delivered by clinical psychologists or thera-
pists (k = 7), or computer programmes (k = 2). The exact nature
of TAU was not specified in six studies but the prescription of
medication was reported in all three studies that did report this
information. In terms of study quality, four of the nine studies
met all three quality criteria (9), three studies met two criteria,
and two studies did not meet any criteria.

Multi-modal CBT + Primary Care TAU versus primary care
TAU. Across delivery methods and targeting depression symp-
toms, CBT in addition to primary care TAU could be compared
with primary care TAU in nine RCTs (and 10 compari-
sons) at post-intervention (average timepoint = 3.5 months;
SD = 1.87), and seven RCTs at post-intervention follow up

(average timepoint=8.8 months; SD = 5.07). At post-interven-
tion, CBT in addition to primary care TAU was more effective
than primary care TAU, yielding a small effect size (d = 0.37;
95% CI =0.25-0.5). This superiority was maintained in avail-
able comparisons at post-intervention follow up, with a small
effect size yielded (d = 0.32; 95% CI = 0.21-0.42). Significant
heterogeneity of study results was not present (I = 29.7%)
and it is again noted that all studies targeted depression. The
funnel plot for this meta-analysis suggested the absence of
publication bias. Figure 4 displays the forest plot for the meta-
analysis (10).

CBT in specific delivery formats + primary care TAU versus
primary care TAU

For depression symptoms, face-to-face CBT in addition to pri-
mary care TAU could be compared with primary care TAU in
five RCTs (and six comparisons) at post-intervention (aver-
age timepoint = 3.6 months; SD = 2). Here face-to-face CBT
in addition to primary care TAU was more effective than pri-
mary care TAU, yielding a small effect size (d = 0.39; 95%
CI = 0.24-0.53). Heterogeneity of study results was not pre-
sent (I*> = 0%). For depression symptoms, computerized/online
CBT in addition to primary care TAU could be compared with
primary care TAU in three RCTs at post-intervention (average
timepoint = 5.6 months; SD = 2.51). Here computerized/online
CBT in addition to primary care TAU was more effective than
primary care TAU, yielding a small effect size (d = 0.36; 95%
CI = 0.03-0.69). Heterogeneity of study results was significant
(PP =76.1%).
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Study name Statistics for each study Std diff in means and 95% CI

Std diff Standard Lower Upper

inmeans  error Variance limit limit Z-Value p-Value
Carta (2012) -0.59 0.26 0.07 -1.09 -0.09 -2.30 0.02 I—I-_ |
De Graaf (2009) -0.04 0.14 0.02 -032 024 -027 0.78
Kessler (2009) -0.61 0.14 0.02 -089 -033 -4.30 0.00 ——
Levin (2011) -0.44 0.15 0.02 -0.73 -0.16 -3.03 0.00 ——
Ludman (2007) -0.38 0.11 0.01 -060 -0.17 -3.56 0.00 —+—
Milgrom (2011) Nurse CBT -0.73 0.31 0.09 -134 -013 -2.38 0.02 =
Milgrom (2011) Therapist CBF0.09 0.30 0.09 -066 049 -0.29 0.77 =
Scott (1997) -0.47 0.35 0.12 -116 021 -1.36 0.17 € r
Sefaty (2012) -0.17 0.18 0.03 -053 0.19 -0.93 0.35 i
Wiles (2013) -0.41 0.10 0.01 -060 -022 -4.15 0.00

-0.38 0.06 0.00 -050 -0.25 -5.95 0.00

-1.00 -0.50 0.00 0.50 1.00

Favours CBT condition Favours Primary Care TAU

Figure 4. Forest plot for CBT + primary care TAU versus primary care TAU meta-analysis.

Summary: CBT + TAU versus primary care TAU

This meta-analysis found that multi-modal CBT in addition to
primary care TAU was more effective than primary care TAU for
depression symptoms (d = 0.37; 95% CI = 0.25-0.5). The valid-
ity of this meta-analysis is strengthened by the absence of signifi-
cant heterogeneity across study results. Subanalyses showed that
the strongest evidence is for face-to-face CBT (d = 0.46; 95%
CI =0.21-0.72). The three study results for computerized/online
CBT studies varied relatively widely but also favoured the CBT
condition (d = 0.36; 95% CI = 0.03-0.69).

Conclusions

Summary of main findings

To determine the effectiveness of multi-modal CBT when pro-
vided in primary care, for symptoms of anxiety and depression,
three meta-analyses were undertaken. The first meta-analysis
(k = 7) found that multi-modal CBT was more effective than no
primary care treatment for anxiety and depression symptoms,
yielding a medium effect size (d = 0.59). Taking into account
study heterogeneity, a subanalysis showed more robust evidence
for CBT for anxiety symptoms than CBT for depression symp-
toms. The second meta-analysis (k = 14) found that multi-modal
CBT was more effective than primary care TAU for anxiety and
depression symptoms, yielding a small effect size (d = 0.48).
Taking into account study heterogeneity, a subanalysis showed
more robust evidence for CBT for anxiety symptoms than CBT
for depression symptoms. The third meta-analysis (k = 9) found
that multi-modal CBT in addition to primary care TAU was
more effective than primary care TAU for depression symptoms
(no comparisons were available for anxiety symptoms), yielding
a small effect size (d = 0.37). The validity of this analysis was

strengthened by the absence of significant heterogeneity across
study results.

To further aid assessments of CBT’s effectiveness in primary
care for symptoms of depression and anxiety, analyses of CBT
in specific delivery formats (e.g. face-to- face CBT, self-help
CBT) were also undertaken. There were substantially less stud-
ies that could be included in these analyses than the main three
analyses. Nevertheless, good preliminary evidence was found in
favour of: (i) face-to-face CBT compared with primary care TAU
(d=0.45), and as an addition to primary care TAU (d = 0.46); (ii)
computerized/online CBT compared with no primary care treat-
ment (d = 0.69), and as addition to primary care TAU (d = 0.36);
and (iii) guided self-help CBT compared with no primary care
treatment (d = 0.25), and primary care TAU (d = 0.33).

Overall, the results of these three meta-analyses provide good
preliminary evidence for the effectiveness of multi-modal CBT
in primary care, for symptoms of anxiety (in particular) and
depression. Looking at specific delivery formats, good prelimi-
nary evidence was found for face-to-face CBT, computerized/
online CBT and guided self-help CBT. In addition, it is noted
that the results of two studies examining telephone-based CBT
(which were not comparable with each other through meta-
analysis) also favoured CBT’s effectiveness.

Comparison with existing literature

The results are in line with those from a meta-analyses which
showed that psychotherapy (including, but not limited to CBT)
is effective for depression symptoms in primary care (40,41), a
meta-analyses which showed that brief psychotherapy (includ-
ing, but not limited to CBT) is effective for both anxiety and
depression symptoms in primary care (42), and a systematic
review which showed that CBT is effective for anxiety and
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depression symptoms in primary care (7). What is unique about
this study is that it reviewed through meta-analysis CBT’s effec-
tiveness in primary care for anxiety and depression symptoms,
across delivery formats and also in specific delivery formats (e.g.
guided self-help CBT).

Methodological issues

First, the number of included studies was relatively low and
only English-language studies were included. Second, various
studies had small sample sizes. Third, substantial heterogeneity
across study results was present in various analyses undertaken.
Although this heterogeneity was addressed in subanalyses, its
presence indicates the possibility that some included studies may
not be directly comparable to each other. Fourth, the quality of
studies was mixed. Taking the three meta-analyses together, the
studies met 58 out of 87 quality criteria.

Clinical implications and future research

This meta-analysis provides good preliminary evidence for the
effectiveness of multi-modal CBT for symptoms of depression
and anxiety, in primary care. Moreover, as providing CBT in
primary care is economically viable (43) the increased rollout
of multi-modal CBT in primary care (e.g. the IAPT initiative)
seems justified.

In terms of future research areas, the heterogeneity in results
pertaining to computerized/online CBT is worthy of attention.
A possible reason for this heterogeneity concerns the type of
practitioner support provided alongside these interventions.
A previous meta-analyses found that therapist-assisted comput-
erized/online CBT yields a large effect sized whereas unguided
computerized/online CBT yields a small effect size (44).
Moreover, the format of support that can be offered alongside
computerized/online cCBT can vary widely [e.g. telephone calls,
emails, comments on a private forum, one-to-one sessions (45)].
Therefore, future research should be directed towards determin-
ing how differing types of practitioner support and differing
support formats impact upon the effectiveness of computerized/
online CBT in primary care settings.

Finally, as the qualifications of practitioners providing CBT
interventions in included studies varied widely, future research
should examine if varying levels of qualification among primary
care CBT practitioners impacts on the effectiveness of CBT in
this setting. It is worth noting that one such study included
in this review found no significant difference in effectiveness
between CBT provided by expert practitioners (post-doctoral
fellows with formal training and experience) and CBT provided
‘lay’ practitioners (bachelor-level practitioners with no previous
mental health training or experience (24)). Further studies inves-
tigating the relationship between qualification level and CBT’s

effectiveness in primary care are particularly needed because
many graduate-level practitioners already provide CBT in pri-
mary care through initiatives such as IAPT.
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