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Effect of 1:1 Cognitive Behavioral Therapy on Depression
The purpose of this paper is to synthesize evidence regarding the effectiveness of cognitive behavioral therapy for depression. The problem of interest is the inability to offer patients alternative methods to address depression instead of pharmacotherapy (medications). Offering patients alternatives to medications could impact them financially and reduce the risk of medication side effects, a crucial determinant of medication non-adherence (Niarchou et al., 2024). As noted by Moitra et al. (2022), poor or inconsistent adherence to clinical guideline recommendations for psychological depression management contributes to suboptimal outcomes significantly. The gap in practice entails the lack of a nurse-led CBT program for patients with depression at the facility. 
Significance of the Practice Problem
While medications remain the first-line treatment approach for most cases of depression, psychotherapy also plays a crucial role in the management of the condition. Current evidence shows that combining pharmacotherapy and psychotherapy is more effective than using the two interventions individually (Cuijpers et al., 2020). Nevertheless, access to psychotherapeutic interventions such as CBT remains challenging because of the inadequacy of trained providers. According to Bourdon et al. (2023), inadequate understanding of the intervention leads to widespread inconsistencies in its practical implementation. Consequently, this leads to suboptimal or delayed achievement of the expected therapeutic outcomes. The prevalence of depression has increased in the country over the years, with approximately 18.5% of Americans aged 18 and older having depression as of 2020 (Lee et al., 2023). While the prevalence of depression continues increasing, access to optimal treatment remains challenging. As reported by Moitra et al. (2022), only 7-29% of people with depression receive adequate depression treatment and care. In the US, less than 50% of people with depression receive treatment (Goodwin et al., 2022). Depression is a significant long-term risk factor for all-cause mortality, making it a significant cause of premature death globally. As the most prevalence comorbid psychiatric disorder, depression is responsible for a significant proportion of suicides. In the US, depression is responsible for more than 3.5% of the deaths at the population level (Voelker et al., 2021). Between 11% and 16.1% of the link between depression and all-cause mortality relates to lifestyle factors, with cardiovascular disease contributing the largest proportion (Zhang et al., 2023). Depression exerts a significant economic burden on the healthcare system, families, and the community at large. According to Greenberg et al. (2023), the total economic burden of depression in 2019 was approximately $333.7 billion. The figure implies approximately $16,854 for every individual with depression. Healthcare-associated costs amount to approximately $127.3 billion or 38.2% of the total economic burden. Indirect costs from presenteeism, absenteeism, unemployment, disability, all-cause mortality, and other work-related costs for families account for the largest proportion of the burden ($206.4 billion). Work-related costs of individuals without depression living in households with adults with depression are responsible for approximately 38.8% ($80.1 billion) of the indirect costs.
Evidence Synthesis
Two themes were developed from the evidence: effect of CBT on depressive symptoms and effects on quality of life (QoL). Evidence from the studies shows that in-person CBT has low to moderate effects on depressive symptoms across populations (Alavi et al., 2023; Brown et al., 2021; Minjie et al., 2023; Serfaty et al., 2020; Zuo et al., 2022). Zuo et al. (2022) found moderate but statistically significant effects of CBT on depressive symptoms, with the PHQ-9 scores in the treatment group being 2.05 (1.74 – 3.35, p < 0.001) than in the control group (mean difference −1.728, 95% CI: −4.262 to 0.806, p=0.181). Similarly, Brown et al. (2021) reported moderate changes in depressive symptoms following the implementation of CBT combined with medication management. Specifically, the TG had lower QIDS-SR (Quick Inventory of Depressive Symptoms Self Report) scores than the standard care group (6.7 vs 10.6, mean difference −3.9, 95% CI: −6.8 to −0.9, p=0.01). In a comparison of in-person and online CBT, Alavi et al. (2023) supported the effectiveness of both delivery approaches on depressive symptoms. The study found statistically significant changes in PHQ-9 scores from baseline to 6 weeks (p <0.001) and baseline to 12 weeks (p <0.001). However, changes from week 6 to week 12 were not statistically significant (p=0.260). However, some studies differed regarding the degree to which CBT reduced depressive symptoms. For example, Minjie et al. (2023) reported a marginal change in PHQ-9 scores from baseline to 6-month follow-up in both the treatment group (11.111 ± 0.916 to 8419 ± 0.713) and the control group (11.889 ± 0.885 to 10.409 ± 0.741, p=0.794). Similarly, Serfaty et al. (2020) reported marginal difference in BDI-II (Beck Depression Inventory) scores between the CBT group and standard care group at 24-week follow-up (−1.875, 95% CI: − to 1.096, p=0.216). 
While the changes on depressive symptoms were marginal or moderate, the evidence supported positive effects on health-related quality of life, which could influence depressive symptoms. For example, Minjie et al. (2023) found statistically significant improvements HRQoL in the CBT group (39.3±9.15 to 50.261±0.758) compared to the CG (39.5±13.5 to 45.208±0.887), as measured with the Short Form Health Survey (SF-12) (p<0.001). Likewise, Zuo et al. (2022) found lower SF-36 scores in the CBT group compared to the CG (mean difference=10.7, 95% CI: 7.9-13.5, p<0.001). Alavi et al. (2023) also reported statistically significant improvement in QoL in the CBT group, as measured using the Quality of Life and Enjoyment Questionnaire (Q-LES-Q) (p<0.001, df = 1.70, F=14.01). 
The evidence shows that CBT has the potential for reducing depressive symptoms and improving quality of life. However, the effects of CBT on depressive symptoms could vary across patient populations. For example, the physical comorbidities, including atrial fibrillation, pulmonary tuberculosis, HIV, and cancer could have dampened the effects of CBT in the respective studies (Brown et al., 2021; Minjie et al., 2023; Serfaty et al., 20220; Zuo et al., 2022). In addition, the measurement of depressive symptoms differed across the studies. A 5-point change in PHQ-9, 5.3-point change in QIDS-SR, and 3-point change in BDI-II scores are considered clinically significant. However, improvements in QoL indicate the additional benefits CBT confers on persons with depression. Depression affects QoL significantly and could lead to premature death (Alavi et al., 2023; Serfaty et al., 2020). Therefore, improvements in QoL imply a positive outcome for patients with depression.
Conclusion
	While psychotherapy is considered an essential and effective intervention for depression, many patients do not receive it because of inconsistent use of clinical practice guidelines among clinicians. Consequently, this contributes to suboptimal treatment and patient outcomes. Implementing 1:1 CBT based on an evidence-based protocol could have positive effects on depressive symptoms. The evidence appraised shows moderate effects on depression severity, as measured using different tools. The positive effects on QoL indicates the additional benefits the intervention confers on individuals diagnosed with depression. 
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	1. 
	Alavi et al. (2023)
	Evidence: Quantitative
Type: Quasi-experimental design
Aims: To compare the efficacy of a therapist-supported electronically delivered e-CBT program to an in-person therapy for individuals diagnosed with MDD
	Sample: Individuals diagnosed with MDD and able to speak English
Size: n=108
Setting: Ontario, Canada
	Statistically significant changes in PHQ-9 scores from baseline to 6 weeks (p <0.001) and baseline to 12 weeks (p <0.001), but not week 6 to week 12 (p=0.260)

Significant improvements in QoL in the CBT group (p<0.001, df = 1.70, F=14.01)
	Depressive symptoms measured using PHQ-9 and QIDS-SR
Quality of life measured using Q-LES-Q

	Lack of randomization makes comparison of superiority of the interventions difficult
Differences in baseline characteristics may have influenced endpoint results
High attrition rate (55%) may have biased the results
	Level II
A (High quality)

	2. 
	Brown et al. (2021)
	Evidence: Quantitative
Type: RCT
Aims: To compare the effects of manualized CBT combined with medication management with standard care on depressive symptoms among youth living with HIV (YLWH)
	Sample: YLWH aged 12-24 years across 13 care settings
Size: n=156
Setting: United States
	Moderate changes in depressive symptoms in the treatment group achieved, with the TG having lower QIDS-SR scores compared to the CG (6.7 vs 10.6, mean difference −3.9, 95% CI: −6.8 to −0.9, p=0.01)
	Depressive symptoms measured using QIDS-SR
	The sample was drawn from HIV clinical sites, reducing the generalizability of the findings to psychiatric settings
Lack of blinding may have led to the overestimation of the effects
	Level I
A (High quality)

	3. 
	Minjie et al. (2023)
	Evidence: Quantitative
Type: Prospective, open design, pseudorandomized (quasi-experimental) design
Aims: To evaluate the long-term effectiveness of CBT in enhancing HRQoL and mitigating psychological distress among patients with atrial fibrillation
	Sample: Individuals with paroxysmal AF aged 18-75 and able to read and write in Chinese
Size: n=90 participants
Setting: China
	Marginal changes in PHQ-9 scores from baseline to 6-month follow-up in both the treatment group (11.111 ± 0.916 to 8419 ± 0.713) and the control group (11.889 ± 0.885 to 10.409 ± 0.741, p=0.794).

Statistically significant improvement in HRQoL in the CBT group (39.3±9.15 to 50.261±0.758) compared to the CG (39.5±13.5 to 45.208±0.887)

	HRQoL measured using SF-12
Depressive symptoms measured using PHQ-9
	The single-center design exposes the study to possible bias

The inadequate randomization limits generalizability of the findings to psychiatric settings
	Level II
B (Good quality)

	4. 
	Serfaty et al. (2020)
	Evidence: Quantitative
Type: RCT
Aims: To determine whether CBT is more clinically effective than treatment as usual for treating depression in people with advanced cancer
	Sample: Individuals with advanced cancer, diagnosed with depression, with sufficient understanding of English
Size: n=230
Setting: UK
	Marginal difference in BDI-II scores between the CBT group and standard care group at 24-week follow-up (−1.875, 95% CI: − to 1.096, p=0.216).
	Depression severity measured using BDI-II and PHQ-9
QoL measured using EuroQol’s EQ-5D
	Majority of the participants were female, limiting the generalizability of the findings to male populations

Participants had cancer, which may affect the generalizability of the findings to psychiatric settings

Limited uptake of CBT may have reduced treatment effect and comparison
	Level I
A (Good Quality)

	5. 
	Zuo et al. (2022)
	Evidence: Quantitative
Type: Cluster RCT
Aims: To explore the effects of CBT on psychological stress and QoL in patients with pulmonary tuberculosis
	Sample: Individuals diagnosed with pulmonary tuberculosis, baseline PHQ-9 score ≥5, and normal cognitive function
Size: n=461
Setting: China
	Moderate but statistically significant effects of CBT on depressive symptoms, with the PHQ-9 scores in the treatment group being 2.05 (1.74 – 3.35, p < 0.001) than in the control group (mean difference −1.728, 95% CI: −4.262 to 0.806, p=0.181).

Better QoL in CBT group compared to the control group (mean difference=10.7, 95% CI: 7.9-13.5, p<0.001
	Depressive symptoms measured using PHQ-9

Anxiety measured using GAD-7
QoL measured using SF-36
	Self-reported measures may have influenced the results

Lack of blinding could have led to overestimation of treatment effects
	Level I
B (Good quality)
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