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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)



	
	
	






