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Question 
In adults with depression, how effective is cognitive behavioural therapy (CBT) delivered by 

paraprofessionals, compared to CBT delivered by trained professionals, in improving patient 

outcomes? 

 

Clarification of question using PICO structure  

 

Patients: Adults with depression. 

Intervention: CBT delivered by paraprofessionals. 

Comparator: CBT delivered by trained professionals. 

Outcome: Improving patient outcomes. 

 

Clinical and research implications 

 

From the five included trials there was only one which directly compared the delivery of CBT by 

paraprofessionals and professional therapists. This was conducted in the US and found that 

significantly more participants receiving professional therapy were classified as non-depressed and 

alleviated (based on BDI scores). However, it was a poor quality trial and had some methodological 

and reporting limitations. There was one moderate quality trial evaluating paraprofessional 

delivered CBT, and three trials (one high and two moderate quality) evaluating professional 

delivered CBT , all compared with usual care or a waiting list control. These four trials all found some 

statistically significant benefits for the intervention on symptoms of depression, anxiety or general 

quality of life. 

 

This evidence confirms the NICE recommendation that “Uncertainty remains about the accuracy and 

consequent identification of appropriate treatment by paraprofessionals in primary care”.  There is a 

need for more research into therapies delivered by paraprofessionals using high quality randomised 

controlled trials, with relevant patient outcome measures, health economic analyses, and sufficient 

follow-up durations. The trials reviewed for this question were all fairly small (between 40 and 122 

participants) and did not follow-up participants beyond six months.  

 

 

 

 

 



What does the evidence say? 

Number of included studies/reviews (number of participants) 

 

One systematic review (a Cochrane review)1 and five RCTs 2, 4, 5, 6, 7 provided evidence for this 

question. One trial was reported in two publications3, 4  and was also the only trial relevant to this 

question out of the five included in the systematic review. This was conducted in the USA in 98 

depressed outpatients. A total of 390 participants (range 40 to 122) were included in the trials. 

Participants were mixed populations; women from deprived areas; and black, ethnic minority 

populations 

 

Main Findings 

 

Only one trial directly compared the delivery of CBT by paraprofessionals and professional 

therapists. This was the one trial also included in the Cochrane review and it made two sets of 

comparisons, between CBT and mutual support groups, and between delivery by paraprofessional 

and professional therapists. An analysis of the interaction between type of therapy and therapist 

found that significantly more participants receiving professional therapy were classified as non-

depressed and alleviated (based on BDI scores) in the professionally led CBT group.  

 

The other trials compared paraprofessional CBT to usual care plus local support information (one 

trial)2 and professional CBT or behavioural activation to treatment as usual or a waiting list control 

(three trials).5, 6, 7 A pilot trial in 83 women from deprived areas of Bristol used non-professional 

facilitators with no previous CBT training, but some counselling skills or experience of group work. 

This found no significant differences at three or six months in depression or anxiety outcomes, but 

the paraprofessional group did show significant improvements in the physical component of the SD-

12 score after six months compared to control. 

 

For the three trials evaluating CBT delivered by professional therapists all reported some statistically 

significant results for the intervention compared to usual care or waiting list controls. One found a 

significant improvement in symptoms of depression (GHQ-28) after three months using a stepped-

care approach including one-to-one CBT.2   A trial of guided self-help sessions based on CBT found 

significant reductions in global psychological distress at eight weeks, measured with CORE-OM.7 The 

third trial evaluated behavioural activation which aimed to re-engage participants with positive 

reinforcement and develop depression management strategies. 6 This found significant 

improvements in depression symptoms (BDI-II), functioning (WSAS) and satisfaction (CSQ-8) at three 

months for the professionally led intervention. 

 

  

 

Authors Conclusions 

The trial comparing professional and paraprofessional CBT concluded that nonprofessionals were as 

effective as professionals in reducing depressive symptoms but “following treatment, more 

participants in the professionally led CBT group were classified as non-depressed and alleviated than 

in the paraprofessionally led CBT group. Additionally, therapist adherence to manual-based 

treatments was associated with greater improvement in clinician-rated depressive symptoms in both 

conditions”.4 



The paraprofessional versus usual care trial concluded “this pilot study demonstrates that a full trial 

of brief group CBT is feasible and that the intervention may be effective in women with 

depression”.5 The professionally delivered CBT trials concluded: “effective and culturally acceptable 

psychosocial interventions can be delivered in the community to individuals from black, minority 

ethnic groups with anxiety and depression, with no significant cost implications”2; “effective 

behavioural activation appears suitable for delivery by generic mental health professionals without 

previous experience as therapists”6; and “this study provides some support for the effectiveness of a 

two-session guided self-help intervention and a stepped-care service model”. 

 

Reliability of conclusions/Strength of evidence 

 

The systematic review found for this question was a Cochrane review, it was performed using 

appropriate methods and thought to be at low risk of bias. However, it only contained one trial 

relevant to this question which has been considered separately using the full trial publication and 

not using the results reported by the review. This trial of paraprofessional compared with 

professional delivery of CBT was not very clearly reported and considered to be at high risk of bias 

(although the Cochrane review classed it as moderate risk).  Methods used for randomisation and 

allocation concealment were not reported, dropout rates were high and the analysis did not include 

all the randomised patients.4  

 

Due to the nature of the interventions assessed, none of the trials could blind the participants and 

therapists, although it would have been possible to blind the outcome assessors. Only one trial 

reported using blinded outcome assessment6 and although another trial did use blinded assessment 

for some outcomes, it was not those used in the comparison of paraprofessional and professionals.4 

For the trials using usual care or waiting list control groups, the paraprofessional trial was considered 

to be at moderate risk of bias (no blinding and dropouts excluded from analysis). The three 

professionally led trials were at low 6, and moderate risk of bias.2 and 7 

 

There was a lack of evidence for answering this question. Only one low quality trial was found which 

compared paraprofessional and professionally led CBT therapy and the results may not be reliable as 

participants were not randomised to the type of therapist. This showed that the reduction in 

symptoms of depression was better for professional therapists, but the results were not clearly 

reported. There was one moderate quality trial which compared therapy delivered by 

paraprofessionals to usual care with local support information and one high quality and two 

moderate quality trials which compared professionally delivered CBT to usual care.   

 

What do guidelines say? 

 

NICE Guidelines for common mental health disorders (2011, CG123) provides the following 

definition of a paraprofessional; 

 

“Paraprofessional : a staff member who is trained to deliver a range of specific healthcare 

interventions, but does not have NHS professional training, such as a psychological wellbeing 

practitioner.”  (pp.52) 

 

It continues to say; 

 



“Uncertainty remains about the accuracy and consequent identification of appropriate treatment 

by paraprofessionals in primary care. An assessment by a mental health professional is likely to 

result in more accurate identification of problems and appropriate treatment, but is likely to entail 

greater cost and potentially significant longer wait times for interventions, both of which can have 

deleterious effects on care.” (pp. 35) 

 

NICE guideline (2009, CG90) for depression makes the following statement regarding treatment for 

depression; 

 

“For people with persistent subthreshold depressive symptoms or mild to moderate depression, 

consider offering one or more of the following interventions, guided by the person's preference: 

 individual guided self-help based on the principles of cognitive behavioural therapy (CBT) 

 computerised cognitive behavioural therapy (CCBT) 

 a structured group physical activity programme.” (pp. 19) 

 

It then continues to make the following research recommendations; 

 

“This question should be answered using a randomised controlled trial design which reports 

short-term and medium-term outcomes (including cost-effectiveness outcomes) of at least 18 

months' duration. In stepped care the majority of patients will first be offered a low-intensity 

intervention by a paraprofessional unless there are significant risk factors dictating otherwise. In 

matched care a comprehensive mental health assessment will determine which intervention a 

patient should receive. The full range of effective interventions (both psychological and 

pharmacological) should be made available in both arms of the trial.” (pp. 50) 

 

 

The evidence reviewed for this question confirms the NICE recommendation that “Uncertainty 

remains about the accuracy and consequent identification of appropriate treatment 

by paraprofessionals in primary care”.  The only trial comparing paraprofessionals with professional 

had some methodological limitations and favoured the professional group in the alleviation of 

depressive symptoms (based on clinically significant changes in the BDI). There is a need for more 

research into therapies delivered by paraprofessionals, and as recommended above, using longer 

durations of follow-up as the maximum length of follow-up in these trials was six months.  

 

Date question received: 23/09/2013 

Date searches conducted: 15/10/2013 

Date answer completed:  10/11/2013 
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Results 

Systematic Reviews 

Author 

(year) 

Search 

Date 

Inclusion criteria Number 

of 

included 

studies 

Summary of results Risk of bias 

Boer et al. 

(2005) 

02/2005 P: Adult participants of 18 years and older with a 

diagnosis within the range of anxiety and 

depressive disorders, irrespective of gender, 

race or nationality. The diagnosis was based on a 

structured clinical interview for the assessment 

of a DSM or ICD diagnosis, or on assessment scales 

using cut off scores to establish cases. 

I: Any kind of psychological treatment for anxiety 

and depressive disorders delivered by 

paraprofessionals. ’Paraprofessionals’ were 

defined as mental health care workers, paid or 

voluntary, unqualified with respect to the 

psychological treatment for anxiety and depressive 

disorders, and replacing professionals in the 

treatment of patients with anxiety or depressive 

disorders. 

C: Professionals or waiting list/placebo. 

O: Depression and/or anxiety symptom scale 

scores. 

S: Randomised controlled trials (RCTs). 

5 Only one trial compared CBT delivered by 

paraprofessionals versus professionals 

(n=98). Mean age 45.8 years (range 21-72), 

28 men and 70 women. This is the trial by 

Bright3; further details are given in the table 

below. It was rated as moderate quality 

(scoring 30 out of 42 on the quality 

assessment). 

 

The other studies evaluated: relaxation 

methods in the treatment of speaking 

anxiety; a supportive intervention in anxious 

primiparous mothers; peer support and 

befriending in women with depression. 

 

The outcomes included in the review (others 

were reported in the trial) were the Beck 

Depression Index and the Hamilton Rating 

Scale for Depression measured 10 weeks 

post treatment (treatment duration was 10 

weeks). There was no significant difference 

between professionals and 

paraprofessionals in the reduction in 

Low 

This was a 

Cochrane review 

and it used the 

methods 

recommended by 

the Cochrane 

Collaboration. 

Inclusion criteria 

were clearly stated; 

the search covered 

a range of sources; 

two authors 

extracted data and 

assessed study 

quality; results 

were either meta-

analysed or 

described. 



symptom severity (it was not clear how this 

outcome was derived). 

 

 

RCTs 

Author 

(year) 

Inclusion criteria Number of 

participants 

Summary of results Risk of bias 

Afuwape 

et al. 

(2010) 

P: Patients aged over 16 from black ethnic 

minority groups with anxiety and or 

depression according to World Health 

Organisation diagnostic criteria, living in 

the London Borough of Southwark.  

I: Needs-led package of care (therapy 

based on principles of cognitive behaviour 

therapy and ethnically matched therapists, 

advocacy and mentoring). 

C: Three-month waiting list control with 

information on local mental health 

services. 

O: General Health Questionnaire (GHQ-28) 

general mental health, general 

psychosocial functioning, and subscales; 

Short Form 36 (SF-36) mental and physical 

health components; Global Assessment of 

Functioning (GAF); all measured at 

baseline and three months.  

N=40 (n=20 

intervention, 

n=20 

control) 

Mean age ranged from 32.8 years in the control 

group to 42.7 years in the intervention group, 67% 

were female and 68% of participants had previous 

psychiatric history. 

 

The intervention package and service model were 

designed by two of the trial researchers using best 

available evidence and best practice. It used a 

stepped-care approach and was delivered by six 

community health workers (psychology graduates 

with a minimum of two months training) with 

backup from a more experienced therapist and a 

psychiatrist. Therapists were ethnically matched 

with participants. The package included practical 

advice and assistance, advocacy for social needs, 

health education and mentoring, and one-to-one 

therapy based on CBT and brief solution-focused 

therapy. Control participants were put on a waiting 

list and offered an appointment in three months. 

 

At three months, intervention participants had 

Moderate 

 

Appropriate methods 

were used for 

randomisation and 

allocation concealment 

(performed by a trials 

unit). 

Participants could not 

be blinded, nor were 

researchers at the 

follow-up assessment. 

Four people dropped 

out of each group but 

analyses were ITT. 

Results for one outcome 

were not reported (Life 

Events and Difficulties 

Schedule) indicating 

possible selective 

reporting. 



significantly improved levels of depression 

compared with control (mean difference in overall 

GHQ-28 score 7.76, 95% CI 0.86 to 14.65; p=0.03). 

Significant improvements were also seen on the 

depression subscore of the GHQ-28 (p=0.04), and 

the Mental Health Components (p=0.02), vitality 

(p<0.01) and mental health (p=0.04) scales of the 

SF-36 questionnaire. 

 

 

 

Baker 

and 

Neimeyer 

(2003) 

and 

Bright et 

al. (1999) 

P: Recruited from a clinic based in the 

University of Memphis. Diagnosis of major 

depressive disorder, dysthymia or 

depression not otherwise stated according 

to DSM-III-R. Eligible if score 10 or higher 

on the Hamilton Rating Scale for 

Depression (HRSD).  

I: CBT or Mutual support group therapy 

(MSG), delivered by paraprofessionals 

(defined as not having advanced degrees 

in psychology or experience providing 

individual treatment).  

C: CBT or mutual support group therapy 

delivered by professional therapists 

(recruited from doctoral programs in 

clinical and counselling psychology, with a 

master’s degree in the field and several 

years of experience in providing individual 

psychotherapy).  

N=98 

(numbers in 

each group 

not 

reported) 

The mean participant age was 45.8 years (range 21 

to 72), 71% were female, 53% had suffered from 

depression for more than five years and 49% had 

previously been treated for depression, all had 

moderate to severe depressive symptoms (mean 

BDI score 21.92).   

 

Participants were randomly assigned to CBT or 

MSG. Within these groups the intervention was 

provided by male-female cotherapy teams. 

Professionals were paired together as were 

paraprofessional therapists and each pair of 

therapists conducted a CBT and a MSG group 

concurrently to reduce variability between 

therapists. Both interventions comprised weekly 90-

minute sessions for 10 weeks. 

 

No significant differences were seen between 

paraprofessional and professionals or between CBT 

High. 

 

Methods of 

randomisation (other 

than blocking for gender 

and BDI score) and 

allocation concealment 

were not reported. Due 

to the nature of the 

interventions it was not 

possible to blind 

participants and 

therapists. Some of the 

outcomes were 

assessed blind to 

treatment, but not the 

BDI which was the only 

one to show a 

significant result for 



O: Depressive symptoms (HRSD, BDI, SCID-

NP, HSCL-58), depressive cognitions (ATQ) 

and assessments of therapy (Thought 

Record Skills Assessment (TRSA), Therapy 

Compliance Checklist and Journal Self-

Disclosure Questionnaire (JSDQ). 

Measured at baseline, post-treatment and 

six months. 

and MSG for BDI, HRSD, HSCL-58 or the ATQ.  

However when participants were classified as non-

depressed (final BDI score <10) and alleviated 

(moving from depressed to non-depressed defined 

as a reliable change index >1.96 and BDI<10) some 

statistically significant changes were observed. CBT 

led by professionals resulted in significantly more 

participants entering non-depressed and alleviated 

states than those receiving CBT from 

paraprofessionals. 

therapist type and CBT. 

Dropout rates were high 

but similar between 

therapist types (28% 

professional, 36% 

paraprofessional) but 

only 68 (73%) 

participants who 

completed at least 

seven sessions were 

included in the analysis, 

which might have 

introduced bias. All 

outcomes seem to have 

been reported.  

Cramer 

et al. 

(2011) 

P: Females aged 30-55 years from Bristol 

with clinical depression according to the 

Patient Health Questionnaire (PHQ-9). 

Those with severe depression, drug or 

alcohol use or currently attending 

psychiatric services were excluded. 

I: Weekly groups based on CBT and 

problem solving principles, such as 

spotting and catching negative thoughts, 

problem solving, raising activity levels and 

relaxation. Groups were run by facilitators 

with no previous CBT training but with 

some counselling skills. They received a 5-

day training course from experienced CBT 

trainers.    

N=83 (n=52 

intervention, 

n=21 

control). 

The mean participant age was 42.3 years, 100% 

were female, mean PHQ-9 score was 13, and 33% 

were taking antidepressants. 

 

The intervention was designed to be used by non-

professional facilitators following a manual, and was 

a low-cost alternative which could be made more 

widely available than individual CBT from a trained 

therapist. The intervention was delivered by a pair 

of trained facilitators and all participants received a 

free course manual.  It was given in 12 sessions over 

10 weeks, with two booster sessions at the end. 

 

This was a pilot study and therefore not powered to 

detect statistically significant differences between 

Moderate 

 

Randomisation used 

minimisation via the 

internet, so allocation 

concealment was 

maintained. Participants 

and researchers were 

not blinded and as they 

completed the 

questionnaires, 

outcome assessment 

was also not blinded. 

Seven intervention and 

two control participants 



C: Treatment as usual as well as an 

information booklet containing details of 

local support organisations.  

O: Depressive symptoms (PHQ-9), anxiety 

symptoms (Beck Anxiety Inventory), health 

status (Short-Form-12 Questionnaire), 

dysfunctional thoughts (Automatic 

thoughts Questionnaire) and social 

support (Medical Outcome Study Social 

Support Survey). Outcomes were 

measured at baseline, three and six 

months. 

the groups. PHQ-9 scores were lower for the 

intervention compared with control at three and six 

months although there were no statistically 

significant differences. For the numbers improving 

(a reduction in PHQ-9 score of at least 50%) results 

favoured the intervention but again were not 

significant. However the intervention group showed 

significantly better physical functioning after six 

months (mean difference in SF-12 score 8.05, 95% 

CI 3.53 to 12.60; p=0.001). 

 

 

dropped-out and do not 

appear to have been 

included in the analysis, 

results for all outcomes 

were reported. 

Ekers et 

al. (2011) 

P: Aged 18 or older from either GP 

practices or directly from primary care 

mental health services in Northumberland. 

Diagnosis of depression according to ICD-

10.  

I: Behavioural activation. Consisted of a 

structured programme increasing contact 

with potentially antidepressant 

environmental reinforcers through 

scheduling and reducing the frequency of 

negatively reinforced avoidant behaviours. 

Delivered by two qualified mental health 

nurses with no previous formal 

psychotherapeutic training or experience, 

they received five days training in 

behavioural activation and one hour of 

clinical supervision every two weeks.  

C: Treatment as usual. Offered behavioural 

N=47 (n=24 

intervention, 

n=23 

control). 

The mean participant age was 44.7 years; 62% were 

female; 6% had mild depression; 47% had moderate 

depression and 45% had severe depression at 

baseline (ICD-10 diagnosis) with a mean BDI-II score 

of 35.3; 68% were prescribed anti-depressants. 

 

The intervention consisted of 12 1-hour face to face 

behavioural activation sessions over three months. 

The primary outcome was severity of depression at 

the three month follow-up assessment.  

 

Depression symptom scores were significantly 

improved at three months for the intervention 

compared with control (BDI-II mean difference -

15.78, 95% CI -24.55 to -7.02; p=0.001). Significant 

improvements were also seen for functioning (mean 

difference -11.12, 95% CI -17.53 to -4.70; p=0.0010 

and satisfaction (mean difference 4.81, 95% CI 2.23 

Low. 

 

Appropriate 

randomisation methods 

were used and 

allocation concealment 

maintained by using an 

independent process 

with GPs and 

participants informed by 

letter; outcome 

assessments were 

collected by a 

researcher blinded to 

treatment allocation but 

participants and other 

personnel were not 

blinded. Seven 



activation therapy as delivered in the 

intervention arm after three months.  

O: Depression symptoms (BDI-II), 

functioning (WSAS) and satisfaction (CSQ-

8) assessed by a researcher masked to 

treatment allocation. Self-completed 

assessments of depression symptom 

levels, functioning and satisfaction were 

also collected. Outcomes were measured 

at baseline, one, two and three months. 

to 7.38; p=0.001). Analyses were performed for the 

ITT population (all participants) and only those who 

completed the study but both showed very similar 

results.  

 

 

intervention and two 

control participants 

dropped out but ITT 

analyses were 

performed using 

multiple intervention. 

All outcomes appear to 

have been reported. 

Lucock et 

al. (2011)  

P: People involved in a primary care 

mental health service in West Yorkshire, 

presenting with anxiety and/or depression, 

onset in the last year. Identified as eligible 

for the intervention by an experienced 

mental health professional within the 

team.  Inclusion decisions were made in 

the screening assessment and no formal 

diagnostic assessments were performed. 

I: CBT based guided self-help delivered by 

primary care graduate mental health 

workers.  

C: Delayed treatment control group who 

received their first session eight weeks 

after the screening assessment.  

O: Global psychological distress (CORE-

OM) scored between 0 and 40. This was 

self-reported and measured at baseline, 

after each session, eight weeks and by 

post at a three month follow-up. 

N=122 (n=63 

intervention, 

n=59 

control). 

The mean participant age was 39 years, 62% were 

female, 25% presented with anxiety, 24% with 

depression, 24% with anxiety and depression and 

27% with panic, the mean CORE-OM score at 

baseline was 18.7. 

 

Participants were given one or more self-help 

booklets (most commonly about stress and anxiety, 

and depression and low mood) and worked through 

these in the first session. They then had two 60 

minutes sessions and a 30 minute follow-up, all face 

to face, with the mental health professional.  

Sessions involved identifying problems and the 

identification of techniques to help them achieve 

their goals.  

 

 A significant reduction in global distress was found 

for the intervention compared with control at eight 

weeks (mean difference 2.1, 95% CI 1.1 to 5.9; 

p=0.042).   

Moderate 

 

Randomisation was by a 

computer program 

carried out by a 

researcher independent 

of the service and 

concealed from the 

clinicians performing 

screening; participants 

and other personnel 

were not blinded and 

due to the self-reported 

outcome it was not 

possible to blind the 

outcome assessment. 

Drop-out rates were 

high (46% intervention 

and 17% control) but 

analyses were by ITT 



 using last observation 

carried forward for 

missing data. All 

outcomes appear to 

have been reported. 

 

Risk of Bias: SRs 

Author (year) Risk of Bias 

Inclusion criteria Searches Review Process Quality 

assessment 

Synthesis 

Boer et al. (2005)      

 

RCTs 
Study RISK OF BIAS 

Random 

allocation 

Allocation 

concealment 

Blinding of 

participants and 

personnel 

Blinding of 

outcome 

assessment 

Incomplete 

outcome data 

Selective 

Reporting 
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Low Risk High Risk   ? Unclear Risk  

Search Details 

Source Search Strategy Number 

of hits 

Relevant 

evidence 

identified 

SRs and Guidelines 

NICE CBT and Depression 130 2 

DARE  1 (brief adj4 therap*) 52 Delete  

 2 (short adj4 therap*) 126 Delete  

 3 (self adj3 manage*):TI IN DARE 79 Delete  

 4 (self adj3 guid*) IN DARE 11 Delete  

 5 (guid* adj3 self) 41 Delete  

 6 (psychoeducation*) 114 Delete  

 7 (psycho-education*) 87 Delete  

 8 (group adj5 CBT) IN DARE 52 Delete  

 9 (low adj3 intensity) IN DARE 111 Delete  

 10 (low-intensity) IN DARE 101 Delete  

 11 (stepped adj4 care) IN DARE 29 Delete  

 12 (IAPT) IN DARE 0 Delete  

 13 ((improving adj 2 access) AND (psychological ajd3 therap*)) IN DARE 0 Delete  

 14 ((self adj2 help) adj2 material*) IN DARE 41 Delete  

 15 MeSH DESCRIPTOR Psychotherapy, Brief EXPLODE ALL TREES 53 Delete  

 16 (cbt) IN DARE 254 Delete  

 17 (cognitive adj4 therap*) IN DARE 793 Delete  

 18 MeSH DESCRIPTOR Cognitive Therapy EXPLODE ALL TREES 614 Delete  

 19 #1 OR #2 OR #3 OR #4 OR #5 OR #6 OR #7 OR #8 OR #9 OR #10 OR #11 OR #12 OR #13 OR #14 OR 

76 1 



#15 717 Delete  

 20 #16 OR #17 OR #18 988 Delete  

 21 #19 AND #20 204 Delete  

 22 (OCD):TI IN DARE 4 Delete  

 23 (obsessive adj3 compuls*):TI IN DARE 36 Delete  

 24 MeSH DESCRIPTOR Obsessive-Compulsive Disorder EXPLODE ALL TREES 41 Delete  

 25 #22 OR #23 OR #24 52 Delete  

 26 #21 AND #25 6 Delete  
 

Primary studies 

CENTRAL MeSH descriptor: [Psychotherapy, Brief] this term only   610    
  #2 MeSH descriptor: [Cognitive Therapy] explode all trees   4268    
  #3 Enter terms for search  
psychoeducationpsychoeducation   482          
  #4 Enter terms for search  
"brief therapy""brief therapy"   61          
  #5 Enter terms for search  
"short term therapy""short term therapy"   266          
  #6 Enter terms for search  
"improving access to psychological therap*""improving access to psychological therap*"   6          
  #7 Enter terms for search IAPTIAPT   5          
  #8 Enter terms for search  
"self management" or "self guidance""self management" or "self guidance"   1945          
  #9 Enter terms for search  
"group CBT""group CBT"   182          
  #10 Enter terms for search  
"low intensity therapy""low intensity therapy"   11          
  #11 Enter terms for search  
"stepped care""stepped care"   309          
  #12 Enter terms for search  
"solution focused therapy""solution focused therapy"   41          
  #13 Enter terms for search  
"problem solving therapy""problem solving therapy"   192          
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  #14 Enter terms for search  
mindfulnessmindfulness   510          
  #15 Enter terms for search  
"cognitive analytic therapy" ."cognitive analytic therapy" .   0          
  #16 Enter terms for search  
"brief CBT""brief CBT"   35          
  #17 Enter terms for search  
#1 or #2 or #3 or #4 or #5 or #6 or #7 or #8 or #9#1 or #2 or #3 or #4 or #5 or #6 or #7 or #8 or #9   7268          
  #18 Enter terms for search  
#10 or #11 or #12 or #13 or #14 or #15 or #16 or #17#10 or #11 or #12 or #13 or #14 or #15 or #16 or 
#17   8028          
  #19 Enter terms for search  
#17 or #18#17 or #18   8028          
  #20 MeSH descriptor: [Obsessive-Compulsive Disorder] explode all trees   611    
  #21 MeSH descriptor: [Anxiety Disorders] explode all trees   4451    
  #22 MeSH descriptor: [Depressive Disorder] explode all trees   6883    
#23Enter terms for searc#19 and #20117  
#24Enter terms for searc#19 and #211039  
#25Enter terms for searc#19 and #221013  
#26Enter terms for searcN/A 

Medline 1. MEDLINE; exp OBSESSIVE COMPULSIVE DISORDER/; 11329 results.  

2. MEDLINE; OCD.ti,ab; 5845 results.  

3. MEDLINE; "obsessive compulsive*".ti,ab; 11391 results.  

4. MEDLINE; 1 OR 2 OR 3; 16036 results.  

5. MEDLINE; BRIEF PSYCHOTHERAPY/; 2778 results.  

6. MEDLINE; ACCEPTANCE AND COMMITMENT THERAPY/; 0 results.  

7. MEDLINE; (brief adj4 therapy).ti,ab; 1164 results.  

8. MEDLINE; (short adj4 therapy).ti,ab; 6141 results.  

9. MEDLINE; IAPT.ti,ab; 39 results.  

10. MEDLINE; "improving access to psychological therap*".ti,ab; 37 results.  

11. MEDLINE; PSYCHOEDUCATION/; 0 results.  

12. MEDLINE; psychoeduction.ti,ab; 1 results.  
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13. MEDLINE; psycho-eduction.ti,ab; 0 results.  

14. MEDLINE; (self adj3 manage*).ti,ab; 10283 results.  

15. MEDLINE; (self adj3 guid*).ti,ab; 1594 results.  

16. MEDLINE; ("short term" adj4 therapy).ti,ab; 3759 results.  

17. MEDLINE; (group adj5 CBT).ti,ab; 825 results.  

18. MEDLINE; ("low intensity" adj3 therapy).ti,ab; 263 results.  

19. MEDLINE; "low intensity".ti,ab; 9842 results.  

20. MEDLINE; (low adj3 intensity).ti,ab; 14296 results.  

21. MEDLINE; "stepped care".ti,ab; 788 results.  

22. MEDLINE; (stepped adj3 care).ti,ab; 826 results.  

23. MEDLINE; (brief adj3 CBT).ti,ab; 87 results.  

24. MEDLINE; CBT.ti,ab; 5167 results.  

25. MEDLINE; "Cognitive behav*".ti,ab; 15496 results.  

26. MEDLINE; COGNITIVE BEHAVIOR THERAPY/; 16013 results.  

27. MEDLINE; "solution focused*".ti,ab; 196 results.  

28. MEDLINE; "problem solving therapy".ti,ab; 231 results.  

29. MEDLINE; "cognitive analytic therapy".ti,ab; 52 results.  

30. MEDLINE; mindfulness.ti,ab; 1678 results.  

31. MEDLINE; 5 OR 6 OR 7 OR 8 OR 9 OR 10 OR 11 OR 12 OR 13 OR 14 OR 15 OR 16 OR 17 OR 18 OR 19 

OR 20 OR 21 OR 22 OR 23 OR 24 OR 25 OR 26 OR 27 OR 28 OR 29 OR 30; 61462 results.  

32. MEDLINE; 4 AND 31; 1133 results.  

33. MEDLINE; "randomized controlled trial".pt; 388171 results.  

34. MEDLINE; "controlled clinical trial".pt; 89761 results.  

35. MEDLINE; randomized.ab; 304193 results.  

36. MEDLINE; placebo.ab; 163330 results.  

37. MEDLINE; "drug therapy".fs; 1760436 results.  

38. MEDLINE; randomly.ab; 215225 results.  

39. MEDLINE; trial.ab; 320217 results.  

40. MEDLINE; groups.ab; 1368229 results.  

41. MEDLINE; 33 OR 34 OR 35 OR 36 OR 37 OR 38 OR 39 OR 40; 3414681 results.  



42. MEDLINE; 32 AND 41; 468 results.  

43. MEDLINE; exp ANXIETY DISORDERS/; 67879 results.  

45. MEDLINE; exp DEPRESSIVE DISORDER/; 82175 results.  

46. MEDLINE; 31 AND 41 AND 43; 2329 results.  

47. MEDLINE; 46 [Limit to: Publication Year 2005-Current and (Age Groups All Adult 19 plus years)]; 1083 

results.  

48. MEDLINE; 31 AND 41 AND 45; 2046 results.  

49. MEDLINE; 48 [Limit to: Publication Year 2005-Current and (Age Groups All Adult 19 plus years)]; 979 

results.  

Embase 1. EMBASE; exp OBSESSIVE COMPULSIVE DISORDER/; 26048 results.  

2. EMBASE; OCD.ti,ab; 7703 results.  

3. EMBASE; "obsessive compulsive*".ti,ab; 14691 results.  

5. EMBASE; BRIEF PSYCHOTHERAPY/; 2 results.  

6. EMBASE; ACCEPTANCE AND COMMITMENT THERAPY/; 161 results.  

7. EMBASE; (brief adj4 therapy).ti,ab; 1515 results.  

8. EMBASE; (short adj4 therapy).ti,ab; 7628 results.  

9. EMBASE; IAPT.ti,ab; 55 results.  

10. EMBASE; "improving access to psychological therap*".ti,ab; 54 results.  

11. EMBASE; PSYCHOEDUCATION/; 3211 results.  

12. EMBASE; psychoeduction.ti,ab; 5 results.  

12. EMBASE; psychoeduction.ti,ab; 5 results.  

13. EMBASE; psycho-eduction.ti,ab; 0 results.  

14. EMBASE; (self adj3 manage*).ti,ab; 12564 results.  

15. EMBASE; (self adj3 guid*).ti,ab; 1701 results.  

16. EMBASE; ("short term" adj4 therapy).ti,ab; 4602 results.  

17. EMBASE; (group adj5 CBT).ti,ab; 1142 results.  

18. EMBASE; ("low intensity" adj3 therapy).ti,ab; 339 results.  

19. EMBASE; "low intensity".ti,ab; 10684 results.  

20. EMBASE; (low adj3 intensity).ti,ab; 15584 results.  

21. EMBASE; "stepped care".ti,ab; 888 results.  
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22. EMBASE; (stepped adj3 care).ti,ab; 929 results.  

23. EMBASE; (brief adj3 CBT).ti,ab; 123 results.  

24. EMBASE; CBT.ti,ab; 6948 results.  

25. EMBASE; "Cognitive behav*".ti,ab; 20627 results.  

26. EMBASE; COGNITIVE BEHAVIOR THERAPY/; 32055 results.  

27. EMBASE; "solution focused*".ti,ab; 323 results.  

28. EMBASE; "problem solving therapy".ti,ab; 265 results.  

29. EMBASE; "cognitive analytic therapy".ti,ab; 82 results.  

30. EMBASE; mindfulness.ti,ab; 2292 results.  

31. EMBASE; 5 OR 6 OR 7 OR 8 OR 9 OR 10 OR 11 OR 12 OR 13 OR 14 OR 15 OR 16 OR 17 OR 18 OR 19 

OR 20 OR 21 OR 22 OR 23 OR 24 OR 25 OR 26 OR 27 OR 28 OR 29 OR 30; 83402 results.  

32. EMBASE; 4 AND 31; 2766 results.  

33. EMBASE; exp ANXIETY DISORDERS/; 140878 results.  

34. EMBASE; exp DEPRESSIVE DISORDER/; 298106 results.  

65. EMBASE; random*.ti,ab; 851201 results.  

66. EMBASE; factorial*.ti,ab; 21872 results.  

67. EMBASE; (crossover* OR cross-over*).ti,ab; 68149 results.  

68. EMBASE; placebo*.ti,ab; 196160 results.  

69. EMBASE; (doubl* ADJ blind*).ti,ab; 141051 results.  

70. EMBASE; (singl* ADJ blind*).ti,ab; 13992 results.  

71. EMBASE; assign*.ti,ab; 232898 results.  

72. EMBASE; allocat*.ti,ab; 80087 results.  

73. EMBASE; volunteer*.ti,ab; 173794 results.  

74. EMBASE; CROSSOVER PROCEDURE/; 38708 results.  

75. EMBASE; DOUBLE BLIND PROCEDURE/; 118196 results.  

76. EMBASE; RANDOMIZED CONTROLLED TRIAL/; 358167 results.  

77. EMBASE; SINGLE BLIND PROCEDURE/; 18377 results.  

78. EMBASE; 65 OR 66 OR 67 OR 68 OR 69 OR 70 OR 71 OR 72 OR 73 OR 74 OR 75 OR 76 OR 77; 1376875 

results.  

79. EMBASE; 38 AND 62 AND 78; 476 results.  



80. EMBASE; 31 AND 33 AND 78; 2904 results.  

81. EMBASE; 80 [Limit to: Exclude MEDLINE Journals and Publication Year 2005-Current]; 241 results.  

82. EMBASE; 31 AND 34 AND 78; 4080 results.  

84. EMBASE; 82 [Limit to: Exclude MEDLINE Journals and Publication Year 2005-Current]; 298 results.  

PsycINFO Search History:  
1. PsycINFO; exp OBSESSIVE COMPULSIVE DISORDER/; 9658 results.  
2. PsycINFO; OCD.ti,ab; 6711 results.  
3. PsycINFO; "obsessive compulsive*".ti,ab; 13856 results.  
4. PsycINFO; 1 OR 2 OR 3; 14928 results.  
5. PsycINFO; BRIEF PSYCHOTHERAPY/; 4737 results.  
6. PsycINFO; ACCEPTANCE AND COMMITMENT THERAPY/; 553 results.  
7. PsycINFO; (brief adj4 therapy).ti,ab; 2765 results.  
8. PsycINFO; (short adj4 therapy).ti,ab; 1538 results.  
9. PsycINFO; IAPT.ti,ab; 71 results.  
10. PsycINFO; "improving access to psychological therap*".ti,ab; 66 results.  
11. PsycINFO; PSYCHOEDUCATION/; 3055 results.  
12. PsycINFO; psychoeduction.ti,ab; 5 results.  
13. PsycINFO; psycho-eduction.ti,ab; 0 results.  
14. PsycINFO; (self adj3 manage*).ti,ab; 6816 results.  
15. PsycINFO; (self adj3 guid*).ti,ab; 1638 results.  
16. PsycINFO; ("short term" adj4 therapy).ti,ab; 1344 results.  
17. PsycINFO; (group adj5 CBT).ti,ab; 935 results.  
18. PsycINFO; ("low intensity" adj3 therapy).ti,ab; 24 results.  
19. PsycINFO; "low intensity".ti,ab; 1674 results.  
20. PsycINFO; (low adj3 intensity).ti,ab; 2194 results.  
21. PsycINFO; "stepped care".ti,ab; 398 results.  
22. PsycINFO; (stepped adj3 care).ti,ab; 417 results.  
23. PsycINFO; (brief adj3 CBT).ti,ab; 103 results.  
24. PsycINFO; CBT.ti,ab; 7046 results.  
25. PsycINFO; "Cognitive behav*".ti,ab; 26352 results.  
26. PsycINFO; COGNITIVE BEHAVIOR THERAPY/; 10321 results.  
27. PsycINFO; "solution focused*".ti,ab; 1310 results.  
28. PsycINFO; "problem solving therapy".ti,ab; 242 results.  
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29. PsycINFO; "cognitive analytic therapy".ti,ab; 200 results.  
30. PsycINFO; mindfulness.ti,ab; 3836 results.  
31. PsycINFO; 5 OR 6 OR 7 OR 8 OR 9 OR 10 OR 11 OR 12 OR 13 OR 14 OR 15 OR 16 OR 17 OR 18 OR 19 
OR 20 OR 21 OR 22 OR 23 OR 24 OR 25 OR 26 OR 27 OR 28 OR 29 OR 30; 51707 results.  
32. PsycINFO; 4 AND 31; 1504 results.  
33. PsycINFO; CLINICAL TRIALS/; 7070 results.  
34. PsycINFO; random*.ti,ab; 123295 results.  
35. PsycINFO; groups.ti,ab; 353344 results.  
36. PsycINFO; (double adj3 blind).ti,ab; 17329 results.  
37. PsycINFO; (single adj3 blind).ti,ab; 1329 results.  
38. PsycINFO; EXPERIMENTAL DESIGN/; 8807 results.  
39. PsycINFO; controlled.ti,ab; 76815 results.  
40. PsycINFO; (clinical adj3 study).ti,ab; 7579 results.  
41. PsycINFO; trial.ti,ab; 64922 results.  
42. PsycINFO; "treatment outcome clinical trial".md; 25061 results.  
43. PsycINFO; 33 OR 34 OR 35 OR 36 OR 37 OR 38 OR 39 OR 40 OR 41 OR 42; 545706 results.  
44. PsycINFO; 32 AND 43; 446 results.  
45. PsycINFO; ANXIETY/ OR exp ANXIETY DISORDERS/; 96797 results.  
46. PsycINFO; 31 AND 45; 7265 results.  
47. PsycINFO; 43 AND 46; 2474 results.  
48. PsycINFO; 47 [Limit to: Publication Year 2005-Current]; 1628 results.  
49. PsycINFO; 48 [Limit to: Peer Reviewed Journal and Publication Year 2005-Current]; 1419 results.  
50. PsycINFO; 49 [Limit to: Peer Reviewed Journal and (Age Groups 300 Adulthood age 18 yrs and older) 
and Publication Year 2005-Current]; 918 results.  
51. PsycINFO; exp MAJOR DEPRESSION/; 88314 results.  
52. PsycINFO; 31 AND 43 AND 51; 2011 results.  
53. PsycINFO; 52 [Limit to: Peer Reviewed Journal and (Age Groups 300 Adulthood age 18 yrs and older) 
and Publication Year 2005-Current]; 861 results. 

Summary NA NA  
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Individual health care providers are responsible for assessing the applicability of BEST in MH answers to their clinical practice. BEST 

in MH is not responsible or liable for, directly or indirectly, any form of damage resulting from the use/misuse of information 

contained in or implied by these documents. Links to other sites are provided for information purposes only. BEST in MH cannot 

accept responsibility for the content of linked sites. 


