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ABSTRACT

Computerised cognitive behavioural therapy (CCBT) has been shown to be an efficacious treatment for depression. A recent meta-analysis of 9
studies showed a large mean effect size superiority over control group (effect size=0.86, number needed to treat=2), good adherence (69%) and
benefits were evident at follow-up at a median of 26 weeks. In contrast, REEACT, a major study which compared usual general practitioner (GP) care
versus usual GP care plus access to 1 of 2 pioneering CCBT courses detected no differences between the groups. We present the results and
discuss possible explanations for these findings. In all 3 groups, usual care was extensive (9 visits in 12 months, 80% on medication, 8-23% getting
psychological sessions). Adherence to CCBT courses was very poor (17%). Perhaps the surfeit of services meant there was no need for CCBT.
Perhaps neither of the 2 CCBT courses encouraged adherence. What is certain is that this study did not test the potential of these CCBT courses to

produce change in patients with depression presenting in primary care.

BACKGROUND

Cognitive behaviour therapy (CBT) has a robust evidence base, and is
recommended as the first-line psychotherapy for anxiety and depressive
disorders." However, many people who could potentially benefit from
CBT have limited access to qualified clinicians, because aof long waitlists
and the direct and out of pocket costs of face-to-face treatment.* The
content of CBT is relatively standard, so it has been possible to
produce manuals describing the process of CBT for patients and clini-
cians.' ® Computers can deliver manualised information. This raised the
possibility that a computerised version of a CBT manual (CCBT) could
reduce the aforementioned barriers to care.

Waller and Gilbody® conducted an early systematic review of CCBT and
expressed concern: “Studies...show clinical efficacy for treating anxiety
and depression, but have not focused on barriers to uptake. Potential
barriers include adverse consequences, accessibility and acceptability”
(p. 705). They concluded that CCBT programmes had no significant clin-
ical effect at follow-up. There has been significant growth in the devel-
opment and evaluation of CCBT programmes in the past 6 years, most
positive, but a recent large study in primary care—the Randomised
Evaluation of the Effectiveness and Acceptability of Computerised
Therapy trial (the REEACT trial)’—attributed no benefit from CCBT
when added to usual care. The purpose of this paper is to respond to
the REEACT trial with reference to the most recent meta-analyses of
CCBT in people likely to meet criteria for major depressive disorder.

METHODS

We searched for meta-analyses published since the Waller and Gilbody®
review until December 2015 that addressed the use of CCBT in major
depressive disorder. We then compared those findings with that of the
REEACT trial.”

RESULTS

We found four meta-analyses of people with major depressive disorder

that followed the Waller and Gilbody review.

1. Andrews et al® reported on six studies of CCBT for people who met
diagnostic criteria for a depressive disorder. CCBT was superior over
controls (usually wait list; effect size (ES)=0.78) and significant
improvement was evident at a median of 9 weeks follow-up.
Median adherence was 73%, and 85% of patients were satisfied
with their treatment. The authors concluded that CCBT is effica-
cious, acceptable and practical healthcare.
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2. So et a® analysed 14 CCBT studies of depressive disorders or
depressive symptoms. Five had no therapist support, nine did; six
were compared with treatment as usual (TAU), eight to wait list
controls. Compared with TAU and waitlist controls, CCBT had a
mean ES=0.23 and ES=0.63, respectively. Median adherence was
73%. There was no significant clinical effect at 6-month follow-up.

3. Amberg et al' listed five studies of supported CCBT for people with
mild or moderate depressive disorder. The mean effect size superior-
ity over the waitlist control groups was 0.83. Data on adherence and
long-term outcome were not reported.

4. Hedman et al"" identified 20 randomised controlled trials of CCBT
for depressive disorder or depressive symptoms with varying levels
of clinical support. The mean pre-post change in depressive symp-
toms in the intervention group was ES=0.94, symptom change in
the control groups was not reported. The authors concluded that
CCBT for depression met the American Psychiatric Association cri-
teria for a well-established treatment.

\We reanalysed the nine studies of participants likely to meet criteria for
major depressive disorder listed by Hedman et a/"" that compared guided
CCBT with wait list controls. As can be seen in table 1, these nine studies
included 1282 patients in either guided CCBT or control groups; the
unweighted mean effect size superiority of the intervention over control
groups was ES=0.86; a median adherence in the intervention group of
69%; and the median follow-up was 26 weeks (range 4—78 weeks) at
which time significant benefit was still evident.
One of the authors of the present clinical review (GA) is also an author
of two of the nine studies presented in table 1. Having declared this
conflict of interest we conclude, on the basis of these nine studies,
exactly as we did in 2010, that CCBT—with a number needed to treat
of 2, benefits evident at 26 weeks follow-up, and high levels of adher-
ence—is efficacious, acceptable and practical healthcare for major
depressive disorder. The recently published REEACT trial produced a dif-
ferent result that could potentially challenge this conclusion.

REEACT trial design: Gilbody et a/’ conducted the REEACT trial from

2008 to 2015. It is an important study of people with major depression,

recruited from primary care practices in England, followed for 2 years,

that compared the outcomes of three groups receiving usual general
practitioner (GP) care, with two of the groups receiving usual GP care
plus access to one of two pioneering efficacious CCBT programmes.

GPs knew which patients were in the trial and that the effect of their

‘usual care” would be measured.
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Table 1 Summary statistics of nine studies comparing guided
computerised cognitive behavioural therapy for major depression with
wait list controls

ES superiority  Adherent Follow-up

n (Intervention) (intervention) (%) length (weeks)
Andersson etal'® 117 0.98 65 26
Berger et a/*° 51 1.10 56 26
Kessler et al”' 297 081 52 16
Meyer et a/*? 396 0.65 50 26
Perini et al?® 48 0.65 74 -
Ruwaard et al** 54 0.70 92 78
Titov et al”® 104 131 89 16
Vernmark et a/*® 58  0.96 93 26
Warmerden et a/”’ 175  0.54 69 4
Mean ES 0.86

ES, effect size.

REEACT trial interventions: The first CCBT programme, Beating the
Blues, is an eight lesson course designed for primary care.'” The
second, MoodGYM, is a six lesson course designed for use without
supervision.”® During the REEACT trial, the organisers attempted a
median of 13 contacts with people allocated to the CCBT groups to
encourage adherence.

REEACT trial results: Adherence was much lower than expected. In the
Beating the Blues group, 17% of patients did not start (n=35/210) and
only 18% (n=31/175) of those who did start completed all sessions. In
the MoodGYM group, 23% (n=56/242) did not start and only 16%
(n=29/186) of those who did start completed all sessions. Patients allo-
cated to usual GP care alone had no stated completion requirements.
REEACT trial conclusions: REEACT showed significant reductions in
depressive symptoms in all three groups. Half the people no longer met
criteria for depression at 4 months, and there was no evidence of
overall differences in depression reduction between groups at any time
point. The study’s authors conclude: “Our main finding is therefore that
while CCBT has been shown to be efficacious in developer led trials, it
was not effective in usual NHS care settings. The main reason for this
was low adherence and engagement with treatment, rather than lack of
efficacy” (p. 11).

Commentary on REEACT trial: This study was large and from an experi-
enced group of researchers. The age, characteristics and severity of
depression in the participants were as expected in primary care
patients. Given previous meta-analytic reviews show that CCBT is effi-
cacious for major depression, the findings of Gilbody et a/’ are surpris-
ing. They occasioned 17 media headlines in the first week. For
example, ‘Questions raised over effectiveness of online CBT for treating
depression’ wrote the Guardian cautiously on 11 November 2015
(http:/www.theguardian.com/saciety/2015/nov/11/online-cognitive-
behavioural-therapy-questions-effectiveness-treating-depression); but
‘Computerized CBT Not Effective for Depression” was the usual head-
line, this one from PsychCentral on 13 November 2015 (http:/
psychcentral.com/news/2015/11/13/computerized-cbt-not-effective-for-
depression/94788.html).

We agree with Gilbody et a/’ that the level and type of service provision
given to patients as part of usual care, and patients’ adherence (or lack
thereof) to CCBT, underlie the REEACT findings. We suggest that
because of these two factors, their findings are not indicative of the
utility of CCBT for treating major depression.

First, ‘usual GP care’ in this trial was considerable and this did not differ
by group allocation (table 9 in Gilbody et a/’). Patients in all three
groups attended their general practice an average of nine times in the
first 12 months; 80% were on medication; and between 8% and 23%
got additional psychological services. Although the type of psychological
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Figure 1 Effect size reductions in the Kessler Psychological Distress
Scale (K10) by the number of lessons completed (n=426)."*

therapy was not reported in the paper, participants who got extra psy-
chological services likely received CBT as part of the Increasing Access
to Psychological Services (IAPT) initiative. Clearly patients in this study
were fortunate. This level of service provision is not indicative of usual
care in developed nations." ' For instance, only about one in five
Australian adults who receive help for depression in primary care
receive ‘minimally adequate treatment’.'® All in the REEACT study
would have received much more than minimally adequate treatment.
Cuijpers et al'® show that the cumulative effect of multiple treatments
for depression is small. It is therefore likely that the unusually high level
of service provision in the REEACT trial meant that it was not possible
to demonstrate the additional benefit of CCBT from usual care, particu-
larly given that 19% of the usual care group also accessed other CCBT
programmes.

Second, engagement of participants with the CCBT programmes in the
REEACT trial was very poor. Contrary to the REEACT study, we have
shown that patients who are prescribed CCBT by their GP show signifi-
cant clinical improvement. Approximately half of the patients who
adhere to treatment recover,’” '® and importantly, half of patients who
drop out sustain a 0.50 SD benefit."”” Moreover, a minimal level of
support (median=1 contact) resulted in adherence of 55%, consider-
ably greater than reported in the REEACT trial that attempted 13 con-
tacts. Furthermore, there was a strong dose—response relationship
between the number of completed CCBT sessions and the reduction in
the distress associated with depression (see figure 1).7 It seems that
the failure to engage REEACT patients in the CCBT programmes may
have further obscured the clinical benefit associated with these pro-
grammes and could be explained by patient disengagement following a
surfeit of usual care services.
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