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Abstract
Background—Cognitive therapy (CT) has been shown to be efficacious in the treatment of
depression in numerous randomized controlled trials (RCTs). However, little evidence is available
that speaks to the effectiveness of this treatment under routine clinical conditions.

Method—This paper examines outcomes of depressed individuals seeking cognitive therapy at an
outpatient clinic (N = 217, Center for Cognitive Therapy; CCT). Outcomes were then compared to
those of participants in a large NIMH-funded RCT of cognitive therapy and medications as
treatments for depression.

Results—The CCT is shown to be a clinically representative setting, and 61% of participants
experienced reliable change in symptoms over the course of treatment; of those, 45% (36% of the
total sample) met criteria for recovery by the end of treatment. Participants at CCT had similar
outcomes to participants treated in the RCT, but there was some evidence that those with more
severe symptoms at intake demonstrated greater improvement in the RCT than their counterparts
at CCT.

Limitations—The CCT may not be representative of all outpatient settings, and the structure of
treatment there was considerably different from that in the RCT. Treatment fidelity was not
assessed at CCT.

Conclusions—Depressed individuals treated with cognitive therapy in a routine clinical care
setting showed a significant improvement in symptoms. When compared with outcomes
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evidenced in RCTs, there was little evidence of superior outcomes in either setting. However, for
more severe participants, outcomes were found to be superior when treatment was delivered
within an RCT than in an outpatient setting. Clinicians treating such patients in non-research
settings may thus benefit from making modifications to treatment protocols to more closely
resemble research settings.
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Introduction
The efficacy of cognitive therapy (CT) in the treatment of many psychiatric disorders,
including depression, has been established in a large number of randomized clinical trials
(RCTs; Cuijpers et al., 2008; Butler et al., 2006; Strunk and DeRubeis, 2001, Gloaguen et
al., 1998). The RCT methodology is well accepted as the “gold standard” for establishing
efficacy (Seligman, 1995, p. 966). Based on RCT evidence, a number of psychosocial
treatments have been designated as “empirically supported therapies” (ESTs) (Chambless
and Hollon, 1998). Often, however, RCTs are conducted in academic settings using
procedures that are discrepant from how psychotherapy is most commonly delivered. This
includes the use of specially trained therapists, extensive supervision, random assignment to
treatment, and restrictive participant inclusion/exclusion criteria. Some have argued that
these features of RCTs compromise their clinical validity (Goldfried and Wolfe, 1998;
Westen et al., 2004). This has led to an increase in focus on questions about the extent to
which results of such efficacy trials can be translated into clinical effectiveness, as was
captured by a question posed by Carroll and Rounsaville (2007, p. 851): “Do they [ESTs]
work in the real world as well as the ivory tower?”

Researchers have begun to assess the effectiveness of ESTs in non-research settings. One
area of concern with such evaluations, however, is the extent to which treatment in the “real-
world” has been assessed under clinically representative conditions (Shadish et al., 1997;
Shadish et al., 2000). Studies of clinical effectiveness range on a continuum of how
clinically representative conditions are. Shadish and colleagues have shown that, often,
representativeness has been associated with a lower degree of control over research
methodology (Shadish et al., 2000).

To date, methodological issues have limited the available research knowledge about
outcomes in clinical settings. Benchmarking is a method for assessing clinical effectiveness
whereby outcomes observed in outpatient samples are compared to those obtained in
research studies (McFall, 1996). Wade and colleagues (1998), who reported one of the first
uses of benchmarking in the psychotherapy literature, transported cognitive therapy for
panic disorder to a community mental health center. Participants seen in this mental health
center were shown to have similar treatment outcomes to participants in two efficacy
studies. In the depression literature, several studies have employed similar methodologies
and suggested few differences in outcomes for depressed participants treated in RCTs versus
clinical practice. Persons, Bostrom, and Bertagnolli (1999) reported that the outcomes of
participants with depressive symptoms in a private practice who received cognitive therapy,
alone or in conjunction with medication, did not differ from the outcomes of participants
receiving those treatments within the context of two randomized controlled trials. One
potentially important (and limiting) difference between benchmark samples and clinic
samples is method of diagnosis. In this study, participants in the RCTs were diagnosed as
having depression via structured diagnostic interviews whereas the private practice
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participants were diagnosed by unstructured means, with a minimum BDI score substituting
a diagnosis of major depressive disorder.

In another study of cognitive therapy in the clinic, Merrill and colleagues (2003) transported
cognitive therapy to a community mental health center. They found that clinic participants
evidenced rates of symptom improvement similar to participants in two published RCTs for
depression. This provided an excellent indicator of the ability to transport an EST into
clinical care, but as clinicians were receiving ongoing intensive supervision in the EST, the
findings may not generalize to many practice settings, in which supervision is often not
provided.

Minami and colleagues (Minami et al., 2007; Minami et al., 2008) compared outcomes from
35 research studies of the treatment of depression to outcomes of depressed participants
treated with usual-care psychotherapy treatments within a managed care setting (the exact
type of therapy was not reported). Overall, their results indicated that the average outcome
in treatment-as-usual settings was similar to those observed in clinical trials. One
complicating factor in interpreting these results, however, was that the authors relied on pre-
to post-treatment effect sizes to draw their conclusions. Comparisons of this index between
samples are affected by differences in the sample variances, such that higher indexes are
achieved when pre-treatment variance is constrained, as happens when minimum severity
criteria are employed in research studies.

In a large sample of participants with a range of psychiatric disorders in routine clinical
practice under the National Health Service in England, Westbrook and Kirk (2005) reported
that participants treated with cognitive behavior therapy responded well, on average.
Comparisons were made between the outcomes observed in subsets of depressed and
anxious participants and those obtained in relevant clinical trials for those disorders. For
depressed participants, the mean post-treatment BDI score for participants in routine care
was not different from those in an RCT, but the participants in routine care evidenced a
lower recovery rate than participants in the RCT. Unfortunately, participants in the sample
were not formally diagnosed, so such subset analyses must be interpreted with caution.

In order to address some of the methodological limitations in the literature to date, this study
examines outcomes of CT in a non-protocol outpatient clinic setting at the Center for
Cognitive Therapy (CCT) in Philadelphia. It aims to provide evidence of the effectiveness of
cognitive therapy under routine clinical conditions and to expand on previous research by
including a sample of participants diagnosed using structured clinical evaluations and treated
with one treatment modality, cognitive therapy. Treatment in this setting met all of the
conditions set forth for clinical representativeness (Shadish et al., 2000): participants present
at the CCT with common psychiatric problems, and are routinely treated with CT. Clients
are referred to the center by treatment providers and other health professionals as well as by
word of mouth, and clinicians at the center are clinical staff (not researchers). The structure
of treatment is weekly therapy sessions, as seen in typical clinical practice. Although
participants complete weekly symptom measures as standard procedure and as a clinical
tool, treatment and participant outcomes are not expressly monitored, and therapists are free
to proceed with treatment idiosyncratically. Participants present with a variety of symptoms
and disorders and are not excluded on the grounds of comorbid symptom features.
Therapists are not specifically trained immediately prior to treating the participants in this
sample, and research is not conducted at the CCT. Therapists are free to apply treatment
interventions as they see fit – they do not adhere to a specific manual or treatment guideline,
and the length of treatment is open-ended (within the constraints imposed by clients'
financial concerns and by the policies of managed care and insurance companies).
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In addition to providing data on clinical effectiveness for future research, a second goal of
the current study is to compare the outcomes of participants treated in this clinical setting
(the CCT) to a benchmark of outcomes of participants treated in a large NIMH-funded RCT
of cognitive therapy versus medications for depression (DeRubeis et al., 2005). Differences
between the two samples in baseline participant characteristics will be examined and
controlled statistically in outcome comparisons. The DeRubeis et al. study is an ideal
comparison group because it was conducted in the same setting in which the CCT operates
in, adjacent to the same university campus, receiving referrals from many of the same
external treatment providers. The DeRubeis et al. study was also conducted around the same
time that participants in the CCT sample were seen for treatment and therapists in the study
had prior training from A.T. Beck and colleagues in cognitive therapy. The number of
similarities between the CCT and the DeRubeis et al. study enhances the ability to compare
the two settings and provides the greatest degree of ability to make inferences about
similarities or differences in treatment outcomes.

In terms of specific hypotheses, we predicted that, based on previous research, cognitive
therapy under routine conditions at the CCT would be an effective treatment for depression.
Further, since results of benchmarking comparisons to date have yielded little evidence of a
difference between outcomes in clinical practice and RCTs, we hypothesized that there
would be no difference in outcomes between the CCT and RCT sample.

Method
Participants

Diagnostic and treatment outcome information were obtained from the structured intake
evaluations and subsequent weekly self-report measures of 217 participants at the CCT who
had been given a primary diagnosis of Major Depressive Disorder between 1995 and 1999.
This period was chosen because participants in the clinic at that time were given systematic
intake evaluations that were routinely and carefully collected, and because participant charts
detailing session-by-session depression severity were available. The CCT is a university-
affiliated outpatient practice in Philadelphia, PA. The therapists at the CCT are Ph.D.
psychologists, licensed clinical social workers, and medical residents with varying levels of
training, experience and years of service at the CCT. The clinic treats individuals with a
wide variety of DSM-IV Axis I and Axis II disorders. In the time period from which the
sample was drawn, the CCT accepted self-payment and insurance from several private
insurance companies. It also accepted Medicaid, which allowed many participants to receive
treatment at no cost to them. Cognitive therapy is the primary treatment modality at the
CCT.

Intake evaluations were conducted by Ph.D. level assessors using the Structured Clinical
Interview for DSM-IV Diagnosis for Axis I (First and Gibbon, 2004) and the Structured
Clinical Interview for DSM-IV Diagnosis Axis II (First and Gibbon, 2004). Participants also
completed the Beck Depression Inventory (BDI II; Beck et al., 1996). Assessors were
trained to use the assessment instruments through workshops whose cumulative duration
totaled approximately 20 hours over 3 weeks and included training in administering
measurements as well as consensus-rating sessions. A Ph.D.-level supervisor regularly
oversaw all assessments and diagnostic procedures.

Participants at the CCT typically received weekly cognitive therapy sessions throughout
treatment, with the frequency of sessions varying as a function of symptom severity levels,
schedules, and financial or insurance-related issues. Prior to the start of each session, all
participants were asked to complete weekly symptom measures including the BDI. For this
study, the BDI scores for each session were collected from all therapy charts. Because of the
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routine nature of data collection, therapists in this study did not conduct treatment with the
idea that their outcomes would be monitored as they are in a clinical trial. Therapists could
note in a participant's chart whether they were taking medication or receiving concurrent
treatment while in therapy at CCT, but there was not a systematic method for doing so. Such
data were therefore collected when they were available.

Upon intake, participants entering the CCT provided informed consent allowing their de-
identified medical records to be used for research purposes in a standard IRB-approved
procedure for all participants within the University's healthcare system. Participant data in
the current study was collected and examined within a protocol approved by the same IRB.
Data for the current study were collected from therapy charts by the first author as well as
two research assistants who were blind to study hypotheses.

RCT Benchmark: DeRubeis et al. (2005) RCT
Data was obtained from the DeRubeis et al. (2005) study (Total N = 240, Cognitive Therapy
n = 60). In order to maximize the ability to detect differences, a comparison of intake
characteristics between participants at the CCT and in the DeRubeis et al. study utilized the
full sample of participants from the DeRubeis et al. study (N = 240). In comparing treatment
outcomes between the two settings, only participants assigned to the cognitive therapy arm
of the study were considered (n = 60). These participants had been randomly assigned to
cognitive therapy and received 16 weeks of treatment. Sessions were conducted twice
weekly for four weeks of treatment, once or twice weekly for the next eight weeks and then
once weekly for the final four weeks. Participants in this study completed the BDI at intake
and at each treatment session. Their scores on this measure could therefore be compared to
those of participants at CCT across treatment. This was primarily achieved using
hierarchical linear modeling (HLM) as described below.

Measure: Beck Depression Inventory-II (BDI-II; Beck et al., 1996)
The BDI-II is a revision of the original self-report Beck Depression Inventory (BDI; Beck et
al., 1961). It contains 21 items and the total score for the measure is found by summing the
item scores, with higher scores reflecting more severe depressive symptomatology. The
internal consistency of the BDI-II has been shown to be high (Beck et al., 1996; Whisman et
al., 2000).

Analytic Strategy
Clinical significance—Analyses of clinically significant change on the BDI were
conducted according to Jacobson and colleagues' formulae (e.g. Jacobson and Truax, 1991;
Jacobson, et al., 1999). This method evaluates two criteria for each participant. The first is
whether the each participant's BDI score improved such that it is unlikely to be due to
chance (reliable change index, RCI). The RCI is a function of a participant's pre and posttest
scores, the standard deviation of the population prior to treatment, and the test-retest
reliability of the measure (0.93; Beck et al., 1996). A participant is considered to have
experienced reliable change if his or her RCI is greater than 1.96 (Jacobson et al., 1999).

The second criterion evaluated, for participants shown to have reliable change, is whether
their posttreatment symptom level now places them within the “normal” range for this
measure. This calculation requires use of a normative sample. For this study, the normative
comparison was drawn from Dozois et al. (1998), cited in Kendall and Sheldrick (2000).
This appears to be the largest sample of its kind; it has been used in similar analyses (e.g.
Westbrook and Kirk, 2005). The cutoff point for determining whether a participant
“recovered” was calculated according to the following formula (Jacobson's criterion ‘c’):
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where M1 is the mean pretreatment BDI score of participants at the CCT, s1 is the standard
deviation of this CCT mean, M0 is the mean BDI score of the normative sample, and s0 is
the standard deviation for that sample.

Longitudinal comparison of treatment outcome to DeRubeis et al. (2005)—
Longitudinal BDI scores across sessions from participants treated at both the CCT and in the
DeRubeis et al. (2005) study were examined using hierarchical linear modeling (HLM; also
known as multilevel linear modeling and growth curve modeling). At Level 1, within-
subject variance is modeled from a collection of subject-specific parameters (slope and
intercept), which were treated as having been randomly sampled from a population of
individuals. At level 2, the subject specific parameters are modeled in order to identify
meaningful sources of between-subject variation. When the two models are combined in an
HLM, the result is a mixed linear model with fixed and random effects. For all models
described below, an unstructured covariance structure was used in order to model the
correlation between the participant-specific slopes and intercepts. All available data were
included from all participants in both treatment settings, regardless of whether the
participants completed treatment or were considered dropouts. The HLM models (performed
using SAS version 9.1, PROC MIXED; SAS Institute Inc., Cary, NC) were used to assess
whether the two settings, research and non-research, differed in the rate of symptom
reduction over time (as evidenced by a significant time-by-site interaction) and whether the
two settings differed in estimated endpoint scores (as evidenced by the main effect of site at
the intercept, which was centered to represent scores at the end of treatment).

There are several complicating factors in comparing the DeRubeis et al. (2005) sample and
the CCT sample. The treatment protocol in the RCT called for all participants to receive
twice weekly therapy sessions for the first four weeks of treatment and to transition to
weekly sessions thereafter. Because the more typical course of therapy at CCT is weekly
sessions throughout treatment, the frequency of sessions between the two treatment settings
is unequal. In addition, in the CCT sample, therapy did not have a fixed endpoint and could
be extended (to include more sessions) if a therapist and participant believed it would be
useful (e.g., if the participant's improvement was modest, and it was judged that he or she
could benefit from more treatment, or conversely, if a participant was making good progress
and desired more sessions to consolidate his or her learning). Because of these design
constraints, no statistical correction can control for these differences and no single analysis
of the data can address these differences without biasing the results in favor of one treatment
or the other. Therefore, we conducted two primary analyses, each of which controlled for
one of these confounds. In one analysis, we use all longitudinal data with a cutoff of 15
weeks. Fifteen weeks was considered the endpoint of treatment in these analyses and all data
after this time point was discarded. This choice of endpoint corresponds to one week fewer
than the treatment protocol the RCT called for, thus, treatment was not complete in either
setting at 15 weeks. By using this as the final week of treatment, we sought to mitigate the
potential effects of the planned termination in the RCT. Still, in this analysis, the RCT
participants are likely to have received more sessions than the CCT participants, and
therefore, this analytic strategy might be expected to bias results in favor of the RCT. In the
second analysis, we examined outcomes using longitudinal models wherein the maximum
number of sessions is fixed at 20. In this analysis, it did not matter how much chronological
time elapsed until the participant received 20 sessions, all data was used up to and including
20 sessions only. Twenty sessions was chosen as a cutoff because it is a frequently used
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maximum number of sessions of cognitive therapy for depression in RCTs (e.g., Elkin et al.,
1989; Hollon et al., 1992; Jarrett et al., 1999). Given that more time would be expected to
pass before participants in the CCT could receive 20 sessions, and given the possibility that
depressive symptoms might remit on their own for some individuals, this choice of analysis
would be expected to bias the results in favor of the CCT.

Results
Characteristics of CCT Sample

Table 1 displays the characteristics of the sample of the CCT participants. Fifty-nine percent
of the CCT participants were females and 83% were white. Their mean age was 34.5 years
(SD = 11.8). Their mean pretreatment BDI score of 26.4 (SD = 9.9) falls in the moderate to
severe range (Beck, Steer, & Brown, 1996). In the therapy charts were indications that
approximately 40% of participants were taking psychiatric medications during the course of
treatment. The CCT participants attended an average of 15.9 (SD = 16.2) treatment sessions,
with a range of 0 (participants who completed an intake and never entered treatment) to 97.
The modal number of sessions was 1 (n = 16 participants) and the median was 11 (with
lower and upper quartiles 4 and 21, respectively).

Symptom Change During Treatment
In order to assess CCT participants at posttreatment, the last recorded BDI score for each
participant was used irrespective of the number of sessions the participant attended. A
significant reduction in depressive symptoms was observed over the course of treatment
(mean posttreatment BDI = 15.9, SD = 14.0; t-test of difference from intake scores: t= 8.94,
p < .001).

Clinically Significant Change
Clinically significant change in depressive symptoms as measured on the BDI was assessed.
As noted, participants were considered to have demonstrated reliable improvement if their
RCI equaled 1.96 or greater. Using this criterion, 61% of the CCT participants experienced
reliable improvement over the course of treatment (8% were shown to have reliable
deterioration). In order to assess whether these participants would be considered
“recovered,” the cutoff score (Jacobson's criterion ‘c’; Jacobson and Truax, 1991) was
calculated to be a BDI score of 15. Thus, if participants had demonstrated reliable change
and finished treatment with a BDI score below 15, they were considered recovered. Only
participants who began treatment with a BDI score of 15 or above (n = 175) were included
in this analysis, as those with scores lower than 15 did not have the opportunity to meet both
criteria. Seventy-nine participants (45% of those who met the first criteria, 36% of total
sample) were found to be below the cutoff and therefore considered “recovered.”

Comparison of CCT and DeRubeis et al. (2005) Sample
The characteristics of the CCT and RCT samples are compared in Table 1. Participants at
the CCT were significantly younger than those in the DeRubeis et al. (2005) study, χ2(1) =
4.94, p < .001, d = 0.46. The CCT sample contained a significantly higher proportion of
participants with Axis II diagnoses, χ2(1) = 7.14, p < .01, but the RCT sample contained
higher rates of diagnosed co-occurring substance abuse χ2(1) = 12.35, p < .001, double
depression χ2(1) = 3.85, p < .05, and recurrent depression χ2(1) = 16.80, p < .001. The
DeRubeis et al. sample also had a higher mean intake BDI score, t(455) = 5.28, p < .001.
The two samples did not differ in terms of percentage of participants who were female,
Caucasian, married, unemployed, or who had Axis I comorbidity. The mean number of
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sessions attended by participants did not differ between the two samples, t(275) = 1.61, p = .
11.

Longitudinal Comparison of DeRubeis et al. (2005) and CCT Data
Comparison at 15 weeks—BDI scores of participants in the DeRubeis et al. (2005)
study were compared with BDI scores of participants at the CCT at 15 weeks using a
hierarchical linear model (HLM). BDI score (obtained at each session) was the dependent
variable and the independent variable of interest was treatment setting (i.e., RCT or the
CCT). Since the two groups were shown to have differences in depressive symptoms prior to
treatment, grand-mean-centered intake BDI scores were used as a covariate. All interactions
were tested. The three-way interaction between treatment setting, intake BDI, and time was
not significant, F(1, 147) = 0.44, p = .51 and was therefore removed from the model. In the
resulting model, at 15 weeks there was no statistically significant difference in estimated
mean BDI scores for the RCT versus CCT participants (RCT mean = 10.2, SE = 1.8; CCT
mean = 13.6, SE = 1.1; F(1, 182) = 2.64, p = .11). There was, however, a significant
interaction between treatment setting and intake BDI score, F(1, 223) = 11.26, p < .001. For
participants with levels of symptoms at intake that fell one standard deviation below the
grand mean, treatment outcomes were roughly equivalent between DeRubeis et al. and CCT
(Figure 1). For participants with mean levels of symptoms at intake, those treated within
DeRubeis et al. had better treatment outcomes than those treated at CCT. For participants
with levels one standard deviation above the mean, this pattern was even more pronounced.

As reported above, participants in the two settings differed with respect to the rates of Axis
II comorbidity, substance abuse comorbidity, recurrent depression and double depression.
To control for the effects of these variables, they were added as covariates (using
unweighted effects coding) to the HLM model described above. The interaction of each
covariate with intake BDI, time and both intake BDI and time were also entered. Covariate
terms with p-values above 0.50 were removed and the model was re-run. The resulting
model indicated that treatment setting predicted week 15 scores at a trend level, F(1, 190) =
3.08, p = .08, with participants in the RCT exhibiting superior outcomes to those at the CCT.
As in the previous analysis, there was a significant interaction between treatment setting and
intake BDI score F(1, 219) = 6.50, p = .01, in the same direction as the one described above.

Comparison at 20 sessions—BDI scores of participants in DeRubeis et al. (2005) were
compared with BDI scores of participants in CCT at the 20th session of treatment, using
HLM. As before, centered intake BDI scores were used as a covariate and all interactions
were tested. The three-way interaction between treatment setting, intake BDI, and time was
not significant, F(1, 109) = 0.04, p = .29, and was removed from the model. In the resulting
model, at 20 weeks there was not a significant difference in estimated mean BDI scores
(RCT mean = 10.6, SE = 2.1; CCT mean = 9.9, SE = 1.3; F(1, 130) = 0.09, p = .77). Also
convergent with the data at 15 weeks, there was a significant interaction between treatment
setting and intake BDI score, F(1, 236) = 6.35, p = .01. The direction of the effect was
similar to that observed at 15 weeks (Figure 2). Specifically, participants with low levels of
intake depressive symptoms were predicted to have better treatment outcomes when treated
at CCT than in the RCT. Those with more moderate symptoms at intake reported similar
treatment outcomes in the two settings. Those with a greater degree of intake symptom
levels displayed better treatment outcomes if treated in the RCT than at CCT.

The model of the BDI scores at 20 sessions was expanded to include the four potentially
confounding covariates described for the week 15 analysis. There was no main effect of
treatment setting F(1, 131) = 0.00, p = .97, but again there was an interaction between
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setting and intake BDI score F(1, 234) = 6.10, p = .01, in the same direction as the one
described above.

Secondary Analysis of the Effects of Medication
As previously noted, antidepressant medication was not offered in the cognitive therapy arm
of the RCT, whereas participants at the CCT did have the option of pursuing concurrent
pharmacotherapy outside the clinic. Forty percent of the CCT participants were documented
to have been receiving concurrent medication. The effect of medication on treatment
outcomes for participants at the CCT was examined. At 15 weeks, the mean BDI score for
the CCT participants who had received medication was 18.4 (SD = 14.2), compared to 15.4
(SD = 13.0) for those who had not. A general linear model was applied predicting 15-week
BDI score from medication status with intake BDI score as a covariate. Medication status
did not predict treatment outcome, F(1, 191) = 0.69, p = .41, nor did it do so in similar
analyses of BDI scores at 20 sessions.

Discussion
Depressed individuals treated with cognitive therapy in a routine clinical care setting were
found to show significant improvement in symptoms over the course of treatment, with 61%
of participants demonstrating reliable improvement, and of these, 45% (or 36% of the total
sample) considered to be recovered at the end of treatment. These outcomes are similar or
superior to those that have been reported in other non-research settings. For example,
Persons and colleagues found that 57% of private practice treatment completers
demonstrated reliable improvement and ended treatment with scores that were within a
functional distribution, and Merrill and colleagues reported that 48% of their community
sample treated with CT evidenced reliable improvement. Westbrook and Kirk (2005) report
that 52% of participants with a likely diagnosis of depression experienced clinically
significant change and that 36% of these participants could be considered recovered.
However, this study moves beyond previous research reports by using a sample of
participants diagnosed via structured diagnostic interviews, as is the norm in RCTs. It
provides evidence in regard to one specific disorder, in a clinic specializing in cognitive
therapy under routine conditions. We hope that these results will provide a benchmark for
future use of the effectiveness of cognitive therapy for depression in routine care.

When a detailed analysis was performed comparing treatment outcomes at the CCT with
data obtained from a large RCT for depression (DeRubeis et al., 2005), there was little
evidence of the superiority of either setting overall. One virtue of these analyses is that we
were able to control for differences between the participant samples. The results of these
analyses suggested that overall, symptom levels at the end of treatment did not differ
between the two settings. However, our analyses also indicated that RCT participants with
higher symptom severity at intake improved more than did their counterparts in the clinic
sample. There was a less robust indication that participants with lower symptom severity at
intake fared somewhat better in the clinic, relative to the RCT.

There are several limitations of the current study, some of which are unavoidable when an
uncontrolled outpatient sample is employed. One limitation is that we examined only one
outcome measure and only one form of treatment at one outpatient clinic. It may be that
other forms of treatment do not show similar levels of effectiveness in the real world, or that
cognitive therapy would perform differently in another setting or under different conditions.
Although the CCT appears to be a clinically representative setting, due to its emphasis on
cognitive therapy and high levels of therapist training, as well as sophisticated assessment
methods, it may not fully represent other outpatient clinics. In addition, treatment outcome
was assessed using the BDI only. It is possible that different outcomes may obtain in future
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studies that use non-self report measures, however, the use of more time-intensive,
interviewer-administered measures may not be feasible in applied clinical settings like the
CCT. Further, this research lacked a control group against which to compare the CCT
outcomes. When outcomes were compared with those obtained in an RCT, it was not
possible to equate the frequency of sessions or overall treatment length. Additionally, the
DeRubeis et al. (2005) RCT excluded participants with mild depression severity, so that the
two samples were not well matched in regard to their severity distributions.

A related limitation is that the participant samples may not have been large enough to detect
all differences between the treatment settings. Therapist adherence was not assessed at CCT,
whereas the RCT therapists were aware that adherence was monitored via a review of video
recordings of their sessions. Although the CCT is a cognitive therapy clinic, it is unknown
whether therapists strictly adhere to a cognitive model or whether they incorporate
techniques from other therapeutic traditions. Further, the frequency and total number of
therapy sessions was uncontrolled. This may have had an effect on the comparisons drawn
between the CCT and the RCT. For example, RCT therapists and participants may have
worked together more efficiently knowing that they had limited time to accomplish their
goals (Rubens, 1983). Additionally, the use of medications was not controlled or
standardized in the CCT sample. Although the results of secondary analyses suggested that
medications did not play a role in outcomes, these may have exerted some influence on the
delivery of the treatment. Such factors are inherent in gathering information from a sample
with conditions that are clinically representative, but they must be taken into account when
examining the conclusions of the research.

There are several directions that would be interesting for future investigation. First,
researchers should attempt to engage larger and more diverse samples in order to maximize
power to detect differences, as well as take the additional step of testing for equivalence of
treatment outcomes (Jones et al., 1996). Second, it would be helpful to examine a larger
range of patient outcomes. One possibility is to examine change in the cognitive-affective
and somatic factors of the BDI (Whisman, Perez & Ramel, 2000). The BDI score changes
found in this study may be due to a change in one or both of these factors. To date, evidence
suggests that cognitive change is often demonstrated in both cognitive therapy and
medication treatments (Hollon, 2006), but changes in the two factors could potentially vary
across sites or according to adjunctive medication status.

There are other areas that would be of interest to investigate as well. These include patient
expectations of treatment, functional status, degree of hopelessness, and patient and therapist
alliance. Due to the naturalistic setting in this study, such information was not available, but
would likely be a fruitful area for future research. It would also be interesting to investigate
the effect of a treatment manual on treatment delivery and outcome. This could include
examining the alliance in each setting, and looking for differential relationships between the
alliance and outcome in each. For instance, Carroll, Nich and Rounsaville (1997) found that
patients treated in an active manualized treatment condition had greater alliance scores than
those in a control treatment, but that the alliance was more strongly linked to outcome in the
control treatment. The effect of imposing a time limit on treatment could also be further
investigated. Therapists and patients may be more likely to enact changes more rapidly
when there is a limited amount of time, particularly if this design feature is known in
advance and factored into the treatment plan (Reynolds, Stiles, Barkham, Shapiro, Hardy, &
Rees, 1996). Finally, this study did not examine therapist and client alliance in the two
settings, and a comparison of therapeutic relationships in the two settings would be of great
interest.
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Implications
These results suggest that, in general, the effectiveness of cognitive therapy for depression
when administered under routine clinical conditions can be comparable to that found in
RCTs. Results of the comparison of outcomes between the CCT and the DeRubeis et al.
(2005) RCT suggest that for participants with low levels of symptoms at the start of
treatment, CT in routine care may produce similar or better outcomes than CT as delivered
in an RCT. However, for participants with moderate to severe symptoms, outcomes may be
better when treatment is delivered within an RCT than when delivered in this outpatient
setting. This suggests that clinicians treating participants with moderate to severe symptoms
may benefit from making modifications to treatment in order to attain outcomes similar to
those evidenced in RCTs. It is possible that gains could be incurred for the more severe
participants by structuring treatments to more closely resemble those in RCTs. For instance,
increased consultation and supervision, as well as periodic assessments of adherence to
therapeutic modality may yield important benefits. Participants, in particular those with high
levels of symptom severity, may also evidence enhanced outcomes when given more
frequent sessions at the start of treatment. Future research, employing strategies that
maximize clinical representativeness, should continue to focus on the impact of these factors
on treatment outcomes.
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Figure 1.
Intake BDI by treatment setting interaction at 15 weeks.

Gibbons et al. Page 14

J Affect Disord. Author manuscript; available in PMC 2011 September 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Figure 2.
Intake BDI by treatment setting interaction at 20 sessions.

Gibbons et al. Page 15

J Affect Disord. Author manuscript; available in PMC 2011 September 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Gibbons et al. Page 16

Table 1
Demographic and Diagnostic Characteristics of Participants Treated at CCT and in the
DeRubeis et al. (2005) Study

CCT
N=217

DeRubeis et al.
N=240

Factor of Comparison t / χ2 p

Mean Pretreatment BDI

 Score (SD) 26.4 (9.9) 30.9 (8.6) 5.28 <.0001

Mean Age (SD) 34.5 (11.8) 40 (12) 4.94 <.0001

Female, % 59 59 0.01 .97

Minority, % 17 16 0.01 .90

Unmarried, % 70 67 0.33 .56

Unemployed, % 18 18 0.00 .99

Axis I Comorbidity 70 72 0.14 .71

Axis II Comorbidity, % 61 48 7.14 <.01

Substance Disorders, % 20 35 12.35 <.001

Double Depression, % 17 25 3.85 .049

Recurrent Depression, % 75 90 16.80 <.0001
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