



Effect of 1:1 Cognitive Behavioral Therapy (CBT) on Adult Patients with Diagnosis of Depression

 













[bookmark: _Toc172436920]Abstract
Background:
Problem: 
Methods:
Intervention: 
Results:
Conclusions:




Keywords:  [Click here to add keywords.]





[bookmark: _Toc172436921]Dedication


[bookmark: _Toc172436922]Acknowledgment




















Table of Contents
Abstract	2
Dedication	3
Acknowledgment	4
Problem	6
Project Aim and Supporting Objectives (NR 702)	6
Practice Question	6
Research Synthesis and Evidence-Based Intervention	6
Methodology	6
Organizational Setting	7
Population	7
Translation Science (or QI Model + Nursing Theory) and Project Management	7
Plans for Sustainability	7
Barriers, Facilitators, Ethical Considerations	7
Data Collection and Analysis  Plan	7
Required Resources and Proposed Budget	7
Results	7
Conclusions	7
Clinical Relevance	7
References	8
Appendices, Tables, and Figures	9
Appendix B	9
Appendix C	9
Appendix D	9
Appendix E	9




Effect of 1:1 Cognitive Behavioral Therapy (CBT) on Adult Patients with Diagnosis of Depression
The burden depression has continually increased in the United States and across the globe, despite improvements in access to care. Pharmacotherapy remains the mainstay treatment approach to depression, but evidence shows that combining it with psychotherapy has additional benefits (Cuijpers et al., 2020). Nevertheless, access to psychotherapeutic techniques such as CBT remains challenging, which contributes to missed opportunities in ensuring optimal treatment. The practice problem addressed by the DNP project entails the offer alternative methods to addressing depression in lieu of medications at the practice site. The ability to offer patients alternatives to medications could impact individuals financially and decrease the risk of side effects of medications. Consequently, the gap in practice is the lack of a nurse-led CBT program for patients with depression within the facility. Nonadherence or inconsistent adherence to clinical practice guideline recommendations for psychological depression management contributes significantly to suboptimal patient outcomes (Moitra et al., 2022). Consequently, project aims at implementing a 1:1 CBT program for individuals diagnosed with depression. The manuscript will discuss the significance of the problem, its prevalence and impact at the practicum site, the aims and objectives of the DNP project, methodology to implement the intervention, and the barriers, facilitators, and ethical considerations in implementing it.
[bookmark: _Toc172436923]Problem
Depression remains among the most prevalent mental health disorder across the globe. According to the World Health Organization (WHO, 2023), about 280 million people or 3.8% of the global population has depression. However, the prevalence and incidence rates vary across regions. Liu et al. (2020) investigated the incidence rates across 194 countries between 1990 and 2017. The study revealed a significant increase in age-standardized incidence rates in countries with a high sociodemographic index (SDI), implying that the rates have increased significantly in developed countries. The global cost of depression is estimated to be around $1 trillion, with forecasts suggesting that it could increase to $16 trillion by 2030 (Chodavadia et al., 2023). Depression has an adverse effect on nurses, quality of care, and healthcare equity. According to Garcia et al. (2022), depression is associated with poor management and high risk of complications from chronic medical illnesses and increased all-cause mortality. For instance, the disorder contributes a significant proportion of the 700,000 suicides that occur globally every year (WHO, 2023). However, less than 25% of the global population diagnosed with depression receive adequate care, indicating its impact on quality of care. 
A similar trend in the prevalence and effect of depression has been observed in the US. The country has experienced a substantial increase in depression over the past decade without proportionate improvements in access to treatment. As observed by Lee et al. (2023), approximately 18.4% of American adults reported depressive symptoms or a diagnosis of the disorder in 2020. The high prevalence imposes significant economic and social costs. As noted by McDaid et al. (2019), the debilitating depressive symptoms increase the risk of disability, morbidity, mortality, suicide, and high healthcare expenditure. The economic burden of depression is significantly high, with Greenberg et al. (2023) reporting costs in an excess of $330 billion as of 2019. Of these, approximately $127 billion are healthcare-associated costs and $206 billion indirect costs. Although the prevalence of depression has significantly increased, access to optimal treatment in the country remains challenging. Goodwin et al. (2022) noted that less than 50% of individuals with depression receive treatment in the country. The evidence shows a significant gap that should be addressed for optimal population health.
Evidence from the practicum site revealed a similar trend, with observations about the lack of previous measures to address the gap. While the practice site serves many people with depression, pharmacotherapy remains the only treatment modality implemented. Patients receiving care at the practice site are referred to other centers in case they prefer psychotherapy. Decisionmakers at the practicum site have voiced concerns regarding the absence of a structured CBT program to address the burden of depression.
[bookmark: _Toc172436924]Project Aim and Supporting Objectives (NR 702)
The specific aim of the DNP project is to implement a 1:1 CBT program for adults diagnosed with depression based on the Hertfordshire Wellbeing Services workbook. Implementing the program is expected to reduce the gaps in access to treatment, resulting in improved outcomes for patients receiving services at the practice site. In this regard, the project will seek to fulfill the following objectives.
a. Train nurses at the practicum site on CBT based on the HPFT Skills Workbook within a week
b. Design and implement a 1:1 CBT program for at least 40 patients diagnosed with depression within 10 weeks
c. Reduce the severity of depressive symptoms by at least a 5-point margin as measured using PHQ-9 within 10 weeks
[bookmark: _Toc172436925]Practice Question
The DNP project will seek to answer the following practice question: For Adults diagnosed with depression in a mental health clinic, does implementing nurse-led 1:1 Cognitive Behavioral Therapy (CBT) compared to the current practice impact PHQ-9 scores over 10 weeks?
[bookmark: _Toc172436926][bookmark: _Hlk173513316]Research Synthesis and Evidence-Based Intervention
Evidence-Based Intervention
CBT is considered the first-line or gold standard psychotherapeutic technique in treating major depressive disorder. The intervention addresses depressive symptoms through cognitive restructuring and behavioral activation in which individuals are taught skills to enhance their awareness about the interconnection between their thoughts, emotions, and behaviors (Alavi et al., 2023; Luo et al., 2020). The delivery of CBT could involve face-to-face sessions or electronically-supported sessions, with both strategies finding support in practice settings. Although online or electronically-supported CBT addresses cost and accessibility barriers, 1:1 or face-to-face CBT has been associated with better therapeutic alliance (Mercadal Rotger & Cabré, 2022). Consequently, this could lead to continued engagement with treatment and sustained effects. The intervention has received widespread support from different organizations. For example, the Association for Behavioral and Cognitive Therapies (ABCT) is among the national organizations supporting the use of CBT. For example, the organization has continually promoted the delivery of CBT by healthcare practitioners and championed the adoption of evidence-based clinical practice guidelines in the delivery of the intervention.
Evidence Synthesis
The search for evidence led to the identification of 10 peer-reviewed studies supporting the use of CBT for depression across different populations. The articles included level I evidence, including randomized controlled trials (Brown et a., 2021; Serfaty et al., 2020; Zuo et al., 2022), a randomized clinical trial (Rauen et al., 2020), and systematic reviews and meta-analysis of RCTs( Charron & Gorey, 2022; Luo et al., 2020; Nuraeni et al., 2023) and level II evidence encompassing quasi-experimental studies (Alavi et al., 2023; Minjie et al., 2023) and a systematic review and meta-analysis of RCTs and quasi-experimental research (Kambeitz-Ilankovic et al., 2022). Two themes were developed from the studies: effects of CBT on depressive symptoms and effects of CBT on quality of life (QoL).
Main Themes in the Research 
Effects of CBT on depressive symptoms: Evidence from across the studies found 1:1 CBT effective in addressing depressive symptoms. For example, Zuo et al., 2022) found statistically significant reduction in depressive symptoms in the treatment group from baseline to two-moth post-intervention (t= −4.866, p<.01), with no statistically significant changes in the control group (t= −-.126, p=0.90). Likewise, Brown et all. (2021) reported fewer symptoms in the treatment group (6.7) compared to the control group (10.6), as measured using the Quick Inventory for Depression Symptomatology Self-Report (QIDS-SR). In addition, the TG had a higher remission proportion (47.9%) compared to the CG (17.0%), based on the assessment of individuals achieving QIDS-SR scores ≤5. Alavi et al. (2023) found that in-person CBT was effective as online CBT. Specifically, PHQ scores at mid- and endpoint were almost similar in in-person (0.89 and 0.79) and eCBT (0.81 and 0.78). In comparing eCBT and eCBT + face-to-face sessions, Rauen et al. (2020) found that patients receiving eCBT without additional face-to-face sessions experienced an increase in depressive symptoms as measured using BDI-II (p = 0.02, η2 = 0.04), indicating that 1:1 CBT ensures stable long-term improvements. In their meta-analysis, Nuraeni et al. (2023) found that individuals undergoing CBT had fewer depressive symptoms at post-intervention (standardized mean difference [SMD] −0.37; 95% CI: −0.44 to −0.31, p<.0001; I2=46%) and short-term follow-up (SMD= −0.46; 95% CI: −0.69 to −0.23, p<.0001; I2=52%). Without considering the moderating effects of treatment duration, level of therapist guidance, and baseline severity of symptoms, Kambeitz-Ilankovic et al. (2022) found face-to-face CBT superior to eCBT, as measured by standardized mean change using raw score standardization (SMCR) [f-2f CBT: SMCR = 1.97, 95% CI: 1.74-2.13; eCBT: SMCR = 1.20, 95% CI: 1.08-1.32]. Serfaty et al. (2020) reported marginal changes in BDI-II scores among participants receiving CBT compared to the standard care group at 24-week follow-up (−1.875, 95% CI: − to 1.096, p=0.216). Charron & Gorey (2020) found that racial minority groups benefited most from f2f CBT compared to eCBT, highlighting the efficacy of the intervention in addressing disparities in ethnic/racial minority communities. Luo et al. (2020) provided differing evidence, with eCBT being more efficacious that f2f CBT. However, the finding could be associated with the high heterogeneity among the articles included in the meta-analysis. 
Effects of CBT on QoL: Evidence shows positive effects of CBT on QoL, even in studies reporting minimal improvements in depressive symptoms. For instance, with measurement using the Short Form Health Survey, Minjie et al. (2023) found that CBT led to significant improvements in health-related QoL in the TG compared to the CG ((39.3±9.15 to 50.261±0.758 vs. 9.5±13.5 to 45.208±0.887, respectively). Based the 36-item Health Survey (SF-36), Zuo et al. (2022) found that the TG had lower scores compared to the CG, with a statistically significant mean difference from baseline to post-implementation (SMD = 10.7, 95% CI: 7.9 – 13.5, p<.001). Similarly, Alavi et al. (2023) found statistically significant improvements in QoL in the TG (p <.001, df= 1.70, F=14.01), as assessed using the Quality of Life and Enjoyment Questionnaire (Q-LES-Q). Similarly, Rauen et al. (2020) found that additional f2f CBT sessions could sustain the effects of CBT on QoL. Specifically, the study noted that individuals not receiving f2f outpatient CBT sessions experienced a decline in QoL after six months (p =0.62, η2 <0.62), although the difference was not statistically significant. The evidence shows that f2f CBT has some benefits over other delivery methods in sustaining the effects on QoL after the implementation of the intervention.
Contrasting Elements in the Research 
The evidence portrays the positive effects of CBT, albeit with differences across the studies. A notable contrast among the studies entails the degree of to which CBT affects depressive symptoms. While most of the studies reported statistically significant reduction of depressive symptoms (Alavi et al., 2023; Brown et al., 2021; Nuraeni et al., 2023; Rauen et al., 2020; Zuo et al., 2022), others found that the changes were minimal and had no clinical significance (Minjie et al., 2023; Serfaty et al., 2020). However, the difference could be associated with the study design and measurements methods used. For example, Serfaty et al. (2020) assessed changes in depressive symptoms based on BDI, unlike other studies that used PHQ-9 or QIDS-SR. In Minjie et al. (2023), the difference could be associated with the prospective quasi-experimental design that led to minimal control of confounders and blinding of participants to the treatment. Similarly, Luo et al. (2020) found eCBT superior to f2f CBT, which does not align with the other studies. The difference could be associated with the heterogeneity of the articles included in the meta-analysis, considering that the reviewed studies has varying treatment durations and levels of patient-therapist engagement. Differences across the studies could also be associated with the populations targeted, with some studies including patients with other comorbid conditions such as HIV, cancer, and pulmonary tuberculosis.
Research Support for the Evidence-Based Intervention
While some differences exist between studies, the evidence shows that 1:1 or f2f CBT could have significant effects on depressive symptoms and QoL among individuals diagnosed with depression. Indeed, much of the identified literature shows that f2f (1:1) CBT has statistically significant effects on depressive symptoms across patient populations (Alavi et al., 2023; Brown et al., 2021; Kambeitz-Ilankovic et al., 2022; Nuraeni et al., 2023; Rauen et al., 2020; Zuo et al., 2022). However, the implementation of CBT should consider the patient characteristics, considering that some studies do not find statistically significant improvements in either depressive symptoms of QoL (Luo et al., 2020; Serfaty et al., 2020). Regardless, the existing evidence shows that adapting 1:1 CBT to the implementation context can result in substantial effects on depressive symptoms and QoL.
[bookmark: _Toc172436932][bookmark: _Toc172436927]Methodology
	Th section articulates the methodological considerations that will be considered to ensure success in the implementation of the proposed DNP practice change project. The section outlines the organizational setting in which the project will be implemented, including the type of healthcare setting, location, typical patient population and diagnoses, monthly patient census, and the multidisciplinary team involved in the management of patients. Moreover, the section explicates the targeted population for the project, the underpinning theoretical framework, the project management plan, and the sustainability plans.
[bookmark: _Toc172436928]Organizational Setting
The proposed DNP project will be implemented at Legacy Medical and Mental Clinic, an outpatient facility located in Temple Hills, MD. The clinic offers a range of mental and behavioral health services and medication management. New patient appointments usually take 60 minutes, while follow-up cases take between 30 and 45 minutes. Currently, the clinic is located in an office location, offering both face-to-face and virtual mental and behavioral health services. The conventional patient population involves individuals with acute and chronic psychiatric conditions, with common presentations being depression, anxiety, schizophrenia, substance use disorders, and substance use disorders among others. The typical patient census ranges from 30 to 35 patients daily (900-1050 monthly). The clinic has two nurses as the on-site providers who collaborate with other external stakeholders, including psychiatrists, pharmacists, and physicians for interdisciplinary management of the patient population.  
[bookmark: _Toc172436929]Population
While the clinic serves patients with different psychiatric disorders, the project will target an adult population diagnosed with depression. The project will target both new and existing patients, with the expectation of 40-50 patients. Only adult patients (18 years and more) with a DSM-V-confirmed diagnosis of depression will be included in the project. Individuals aged 17 years and younger, with other psychiatric diagnoses, comorbid psychiatric disorders besides depression, and cognitive impairments that could interfere with their participation will be excluded. Eligible patients will be selected during their visits and referred to the PMHNP student if interested to participate. In addition, participants may be identified from the electronic health records as a contingency to meet the expected sample. Following identification, the DNP will contact the eligible patients and inform them about the project and their willingness to participate. 
[bookmark: _Toc172436930]Translation Science (or QI Model + Nursing Theory) and Project Management
Theoretical Framework:
According to Steinkog et al. (2021), translation science bridges the gap between theory and practice by enabling the implementation of evidence-based interventions in practice. Multiple QI models and nursing theories have been developed to enable the translation of evidence into practice. The most-used models and theories include the Promoting Action on Research Implementation in Health Services (PARIHS) model, the Diffusion of Innovation (DOI) theory, the Knowledge to Action (KTA) model, and the Normalization Process Theory (NPT). The proposed DNP change project will use KTA as the underpinning theoretical framework for implementation. 
KTA is a planned action theory that follows the social constructivist paradigm that allows adaptation of evidence to the local context and culture based on a systems perspective. The systems perspective assumes that knowledge users and producers exist within social systems that may not respond or adapt in predictable ways. Consequently, KTA considers knowledge translation as an iterative, dynamic, and complex process, with fluid boundaries between knowledge creation and application (Graham & Tetroe, 2010). The knowledge creation cycle lays the foundation for the implementation of EBP through a distillation of knowledge supportive of the intervention. Specifically, the cycle involves knowledge inquiry, synthesis, and identification of necessary tools and products for the implementation (Ten Ham-Baloyi, 2022). In the context of the proposed DNP change project, the cycle entailed identifying and synthesizing research studies focused on1:1 CBT for individuals with depression. The process resulted in the identification of studies articulating the effectiveness of the intervention on depressive symptoms and quality of life. The second component of the KTA is the action cycle comprising of seven phase that could occur simultaneously or sequentially. The phases include identifying the problem, customizing the knowledge to the implementation context, assessing the determinants of knowledge use, selecting, tailoring, implementing and monitoring the intervention and knowledge use, evaluating the impact of the knowledge, and determining strategies for sustainment of knowledge use (Graham & Tetroe, 2010). The problem had been identified as the failure to offer patients with depression alternative treatments to medication, with the implementation site lacking a structured CBT program. In turn, the knowledge acquired from the literature would be customized to the implementation context, with the CBT Skills Workbook by the Hertfordshire Partnership University NHS Foundation Trust guiding the implementation process. Monitoring knowledge use will occur continuously as formative assessment to determine the fidelity of intervention implementation while evaluation will focus on the primary outcome measure (changes in PHQ-9 scores) from baseline to project endpoint. 
Project Implementation Plan
The intervention will involve eight weekly session for each participant based on the HPFT workbook. The content of the sessions will involve understanding of depression, the ABC model of CBT, SMART goals setting, behavioral activation, problem solving skills, cognitive restructuring, and the development of individualized wellbeing blueprints. In Week 1, the DNP student will start collecting PHQ-9 scores and identifying those with a score >20 for further evaluation and inclusion. In addition, the DNP project manager will conduct on-site educational sessions with the nursing staff, focusing on the project plan, the CBT protocol, and use of PHQ-9 in assessing depression. If any staff member cannot attend the group training, a one-o-one meeting will be scheduled. A checklist to track patient’s progress across the sessions will be provided to the nurses. Patient recruitment will start during week I based on the inclusion and exclusion criteria. Individuals willing to participate in the project will provide written informed consent after which their baseline PHQ-9 scores will be recorded. 
	Intervention implementation will start in week 2 and run through week 9. The DNP project leader will present at the practicum site two to three times per week during the full implementation to provide audits, observations, and formative evaluation, with feedback to the nursing staff on the implementation of the CBT protocol. Each participant will complete one assigned module every week. During each weekly visit, the participants will receive the education modules and handouts for reference. The participants will be monitored, with the nurse discussing their progress, answering their questions, and providing positive reinforcements to the participants. The nursing staff will follow-up weekly with patients in person of via phone if not scheduled for a visit that week to evaluate their progress. The DNP project leader will conduct chart audits to make sure the intervention is implemented correctly and consistently, as part of formative evaluation. In addition, compliance will be assessed and real-time education provided as needed. Feedback to the nursing staff will be provided during weekly group staff meeting or one-to-one interviews as needed. 
	The project will be wrapped up in week 10, with the participants returning to complete the post-intervention PHQ-9 screening. The data will be collecting via paper questionnaire. The pre- and post-intervention data will be submitted to a statistician for analysis. In addition, the week will focus on sustaining the practice change or transition of the project to organization-wide implementation. Finally, the project will be concluded with a personal appreciation to the nursing staff for active participation in the project.
[bookmark: _Toc172436931]Plans for Sustainability
[bookmark: _GoBack]	Sustaining practice changes is often a challenging issue in evidence-based change projects. However, developing an appropriate sustainability plan could ensure the knowledge created and translated has long-term effects and is used consistently (Minogue et al., 2021). Leadership commitment is among the essential ingredients for the sustainment of change (Moon et al., 2022). Consequently, a visible and accountable team will be used on overseeing the continuity of 1:1 CBT beyond the project implementation phase. Moreover, the team will oversee the inclusion of the intervention into daily clinic practices. As explicated by Silver et al. (2019), weekly improvement meetings could ensure shared learning and continuous improvement. The process will also ensure ongoing stakeholder engagement, with the staff sharing their perspectives to ensure the change continues as expected. 
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Article Number
	

Author and Date
	

Evidence Type
	
Sample, Sample Size, Setting
	Findings That Help Answer the EBP Question
	
Observable Measures
	

Limitations
	
Evidence Level, Quality

	1. 
	Alavi et al. (2023)
	The study involved a quantitative methodology based on a quasi-experimental design. The primary aim was to compare the effectiveness of in-person CBT with therapist-guided CBT delivered electronically (e-CBT) for individuals with depression 

	The population consisted of individuals diagnosed with depression and with proficiency in English, with a sample of n=108 individuals being recruited. It was conducted in Ontario, Canada

	The study reported statistically significant reduction of depressive scores from week 6 to week 12 (p <.001). However, the changes were not statistically significant from Week 6 to week 12. Besides, the study found substantial improvements in quality of life in participants from both groups. 

	QIDS-SR and PHQ-9 for the measurement of changes in depression severity and Q-LES-Q for the measurement of QoL.  

	The high attrition rate (55%) may have led to bias in the results.
The sample characterized different characteristics at baseline, which may have influenced changes in depression severity and QoL recorded at endpoint

	Level II
A (High quality)

	2. 
	Brown et al. (2021)
	The study involved a quantitative methodology based on a randomized controlled design. It sought to compare the effectiveness of manualized cognitive behavioral therapy combined with medication and standard care practices among youth living with HIV and diagnosed with depression 

	The sample focused on youths diagnosed with HIV and depression aged from 12 to 34 years across 13 care settings in the US. A sample of n=156 participants was selected.

	The study found moderate improvements in depression in the treatment group compared to the control group as measured using QIDS-SR
Moderate (6.7 vs 10.6, mean difference −3.9, 95% CI: −6.8 to −0.9, p=0.01)
	QIDS-SR for the measurement of changes in depressive symptoms
	The study has low generalizability to other clinical settings considering that it specifically focused on a sample of youths with HIV.
While randomization was accomplished, lack of blinding the participants and assessors to the treatment and outcome measurement may have introduced bias

	Level I
A (High quality)

	3. 
	Charron & Gorey (2022) 
	The quantitative study was based on a meta-analysis of RCTs. The study sought to identify the relative efficacy of virtual versus traditional face-to-face CBT in mitigating depressive symptoms.
	The selection of literature for review focused on RCTs focused on either virtual or f2f CBT across the globe. A total of 17 studies, with an aggregated sample of n=2.292 was used.
	The study found that f2f CBT was more efficacious that eCBT among racial/ethnic minority groups.
	N/A
	Most of the studies included in the review were underpowered, exposing the findings to cofounding bias

The reviewed studies were did not provide substantial details of the racial/ethnic composition of the sample, making it difficult to draw concrete conclusions
	Level I
(B) Good quality

	4. 
	Kambeitz-Ilankovic et al. (2022) 
	The quantitative evidence from the study was based on a systematic review of RCTs and quasi-experimental studies. The study aimed at comparing the effects of f2f and digital CBT on depression.
	The search for literature canvassed articles focused on both f2f and digital CBT across the globe. Overall 106 studies with total of n=11.854 patients was used in the meta-analysis.
	Based on standardized mean change of raw scores, the study found f2f CBT superior to eCBT in ameliorating depressive symptoms (f-2f CBT: SMCR = 1.97, 95% CI: 1.74-2.13; eCBT: SMCR = 1.20, 95% CI: 1.08-1.32)
	Changes in depressive symptoms based on raw scores
	The meta-analysis was based on a combination of designs, with much of the literature showing superiority of f2f CBT not being tested through RCTs.

The results could include placebo effects because the outcomes assessed focused only on pre-post raw scores that may be subject to confounders.
	Level II
(B) Good quality

	5. 
	Luo et al. (2020) 
	The quantitative evidence was derived from a systematic review and meta-analysis of only RCTs. The aim was to evaluate the effects of eCBT compared to f2f CBT on multiple outcomes among individuals with depression.  
	The sampling procedure and study selection focused on RCTs investigating the clinical effectiveness of any form of eCBT compared to fCBT. A total of 17 articles with a combined sample of n=2,313 was selected. 
	The study found that eCBT was more effective than f2f CBT in reducing depressive symptoms (SMD= −1.73; 95% CI: −2.72 to −0.74).  
	All outcome measures (global functionality, quality of life, satisfaction, and economic outcomes) were computed as standardized mean difference (SMD)
	The high heterogeneity if the studies hindered sub-group analyses, creating difficulties in the interpretation of the findings
	Level I
(B) Good quality

	6. 
	Minjie et al. (2023)
	The quantitative study was based on a prospective quasi-experimental (pseudo-randomized) design. It aimed at evaluating the long-term effectiveness of cognitive behavioral therapy in reducing psychological distress and improving the quality of life in individuals diagnosed with atrial fibrillation. 

	The population of interest involved patients with an existing diagnosis of AF, with proficiency in Chinese, and aged from 18 to 75 years. A sample of 90 participants was involved. 

	The study found moderate changes in depression in both arms at 6-months as measured using PHQ-9 
TG: M=11.111, SD= 0.916 to M=8.419, SD=0.713) 
CG: M=11.889, SD= 0.885 to M=10.409, SD=0.741, p=0.794).

The study also found significant improvements in quality of life 
	Short Form Health Survey (SF-12) for the measurement of health-related quality of life
PHQ-9 for the measurement of changes in depression severity 

	The quasi-experimental design had limited randomization exposing the findings to bias
The study was conducted  single setting reducing its generalizability 

	Level II
B (Good quality)

	7. 
	Nuraeni et al. (2023)
	The quantitative evidence was based on a systematic review and meta-analysis of RCTs. The overall aim of the study was to identify the efficacy of CBT and the characteristics of CBT that effectively improved depressive symptoms in individuals with coronary heart disease (CHD).
	The sampling and selection of studies focused on RCTs only. Fourteen RCTs were included in the final quantitative analysis. 
	The study reported that individuals undergoing CBT had fewer depressive symptoms at post-intervention (SMD = −0.37; 95% CI: −0.44 to −0.31, p<.0001; I2=46%) and short-term follow-up (SMD= −0.46; 95% CI: −0.69 to −0.23, p<.0001; I2=52%), despite high heterogeneity of the studies included. 
	N/A
	Few studies involved long-term follow-up of participants, limiting the understanding of the long-term effectiveness of the intervention. 

Low internal validity of the included studies could have affected the overall quality of the analyzed data. 
	Level I
(B) Good quality

	8. 
	Rauen et al. (2020) 
	The quantitative evidence involved a randomized controlled trial. The study aimed at comparing the outcomes of eCBT alone and eCBT combined with f2f sessions among adult patients with depression. 
	The sample was drawn from Zurich, Switzerland, focusing on individual with moderate to severe depression but without alcohol or drug dependency, suicidal ideation history of BD, history of psychosis, ot being under inpatient care. A final sample of n-168 participants was allocated to iCBT (n=96) and iCBT plus f2f CBT (n=72).
	The study revealed that individuals receiving iCBT without additional f2f sessions had an increase in depressive symptoms at 6-month follow-up compared to those receiving additional f2f sessions (p = 0.02, η2 = 0.04). f2f CBT ensured stable long-term improvements.
	WHOQOL-BREF to assess changes in QoL

BDI-II to assess changes in depressive symptoms
	The study did not address the effect of additional f2f sessions, including the overall amount of hours spend, individual capabilities, and therapeutic focus, which may imply the exaggeration of the effects in the report
	Level I
(A) High quality

	9. 
	Serfaty et al. (2020)
	The quantitative randomized controlled trial sought to examine whether cognitive behavioral therapy was superior to standard care in addressing depression among individuals with advanced cancer 

	The study focused on individuals with cancer and depression in several treatment centers in the UK. A sample of 230 patients was recruited

	The intervention had a moderate effect on depressive symptoms as measured using Beck Depression Inventory at 24 weeks (Mean difference: −1.875, 95% CI: − to 1.096, p=0.216).
	Beck Depression Inventory-2 and PHQ-9 for the measurement of changes in depressive symptoms 

EuroQol’s EQ-5D for the measurement of quality of life
	The generalizability to the general psychiatric population may be low considering the largest percentage of participants were female and individuals with cancer 

The intervention had low uptake and participation, limiting the ability to compare superiority comprehensively 

	Level I
A (High Quality)

	10. 
	Zuo et al. (2022)
	The quantitative cluster-randomized controlled trial aimed at exploring the effects of cognitive behavioral therapy on quality of life and psychological distress among individuals with pulmonary tuberculosis 

	The study focused on a Chinese population diagnosed with pulmonary TB with baseline PHQ-9 scores equal to or more than 5 and without cognitive impairments. 
The sample involved 461 participants. 

	Although the effect was moderate, it was statistically significant, with the TG having lower PHQ-9 scores  than the CG (2.05, 95% CI: 1.74 to 3.35, p < 0.001).

The intervention was also associated with better QoL (mean difference=10.7, 95% CI: 7.9-13.5, p<0.001
	PHQ-9: Depressive symptoms

GAD-7: Anxiety

SF-36: QoL 
	Inadequate blinding may have affected the quality of the findings

Self-reporting of outcomes may have led to bias

	Level I
B (Good quality)
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