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A B S T R A C T

Background

So-called ’third wave’ cognitive and behavioural therapies represents a new generation of psychological therapies that are increasingly
being used in the treatment of psychological problems. However, the effectiveness and acceptability of third wave cognitive and
behavioural therapy (CBT) approaches as a treatment for depression compared with other psychological therapies remain unclear.

Objectives

1. To examine the effects of all third wave CBT approaches compared with all other psychological therapy approaches for acute
depression.

2. To examine the effects of different third wave CBT approaches (ACT, compassionate mind training, functional analytic psychotherapy,
extended behavioural activation and metacognitive therapy) compared with all other psychological therapy approaches for acute
depression.

3. To examine the effects of all third wave CBT approaches compared with different psychological therapy approaches (psychodynamic,
behavioural, humanistic, integrative, cognitive-behavioural) for acute depression.

Search methods

We searched the Cochrane Depression, Anxiety and Neurosis Group Specialised Register (CCDANCTR to 01/01/12), which includes
relevant randomised controlled trials from The Cochrane Library (all years), EMBASE (1974-), MEDLINE (1950-) and PsycINFO
(1967-). We also searched CINAHL (May 2010) and PSYNDEX (June 2010) and reference lists of the included studies and relevant
reviews for additional published and unpublished studies. An updated search of CCDANCTR restricted to search terms relevant to
third wave CBT was conducted in March 2013 (CCDANCTR to 01/02/13).
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Selection criteria

Randomised controlled trials that compared various third wave CBT with other psychological therapies for acute depression in adults.

Data collection and analysis

Two review authors independently identified studies, assessed trial quality and extracted data. Study authors were contacted for additional
information where required. We rated the quality of evidence using GRADE methods.

Main results

A total of three studies involving 144 eligible participants were included in the review. Two of the studies (56 participants) compared
an early version of acceptance and commitment therapy (ACT) with CBT, and one study (88 eligible participants) compared extended
behavioural activation with CBT. No other studies of third wave CBT were identified. The two ACT studies were assessed as being at
high risk of performance bias and researcher allegiance. Post-treatment results, which were based on dropout rates, showed no evidence
of any difference between third wave CBT and other psychological therapies for the primary outcomes of efficacy (risk ratio (RR) of
clinical response 1.14, 95% confidence interval (CI) 0.79 to 1.64; very low quality) and acceptability. Results at two-month follow-up
showed no evidence of any difference between third wave CBT and other psychological therapies for clinical response (2 studies, 56
participants, RR 0.22, 95% CI 0.04 to 1.15). Moderate statistical heterogeneity was indicated in the acceptability analyses (I2 = 41%).

Authors’ conclusions

Very low quality evidence suggests that third wave CBT and CBT approaches are equally effective and acceptable in the treatment of
acute depression. Evidence is limited in quantity, quality and breadth of available studies, precluding us from drawing any conclusions as
to their short- or longer-term equivalence. The increasing popularity of third wave CBT approaches in clinical practice underscores the
importance of completing further studies to compare various third wave CBT approaches with other psychological therapy approaches
to inform clinicians and policymakers on the most effective forms of psychological therapy in treating depression.

P L A I N L A N G U A G E S U M M A R Y

’Third wave’ cognitive and behavioural therapies versus other psychological therapies for depression

Major depression is a very common condition, in which people experience persistently low mood and loss of interest in pleasurable
activities, accompanied by a range of symptoms including weight loss, insomnia, fatigue, loss of energy, inappropriate guilt, poor
concentration and morbid thoughts of death. Psychological therapies are an important and popular alternative to antidepressants in
the treatment of depression. Many different psychological therapy approaches have been developed over the past century, including
behavioural, cognitive-behavioural (CBT), ’third wave’ CBT, psychodynamic, humanistic and integrative therapies.

In this review, we focused on third wave CBT approaches, a group of psychological therapies that target the process of thoughts (rather
than their content, as in CBT) to help people become aware of their thoughts and accept them in a non-judgemental way. The aim of
the review was to find out whether third wave CBT was more effective and acceptable than other psychological therapy approaches for
people with acute depression. The review included three studies, involving a total of 144 people. The studies examined two different
forms of third wave CBT, consisting of acceptance and commitment therapy (ACT) (two studies) and extended behavioural activation
(BA) (one study). All three studies compared these third wave CBT approaches with CBT. The results suggested that third wave CBT
and CBT approaches were equally effective in treating depression. However, the quality of evidence was very low because of the small
number of studies of poor quality that we included in the review; therefore it is not possible to conclude whether third wave CBT
approaches might be more effective and acceptable than other psychological therapies in the short term or over a longer period of time.
Given the increasing popularity of third wave CBT approaches in clinical practice, further studies should be prioritised to establish
whether third wave CBT approaches are more helpful than other psychological therapies in treating people with acute depression.
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S U M M A R Y O F F I N D I N G S F O R T H E M A I N C O M P A R I S O N [Explanation]

Mindfulness-based ’third wave’ cognitive and behavioural therapies compared with other psychological therapies for depression

Patient or population: individuals with depression
Settings: primary, secondary and community care
Intervention: mindfulness-based ’third wave’ cognitive and behavioural therapies
Comparison: other psychological therapies

Outcomes Illustrative comparative risks* (95% CI) Relative effect
(95% CI)

No of participants
(studies)

Quality of the evidence
(GRADE)

Comments

Assumed risk Corresponding risk

Other psychological
therapies

Mindfulness-
based ’third wave’ cog-

nitive and behavioural

therapies

Clinical non-response at
post-treatment

Study population RR 1.14
(0.79 to 1.64)

144
(3 studies)

⊕⃝⃝⃝

very lowa,b,c

427 per 1000 487 per 1000

(337 to 700)

Moderate

422 per 1000 481 per 1000

(333 to 692)

Clinical non-response at

follow-up: ACT vs other
psychological therapies

Follow-up: 2 months

Study population RR 0.31

(0.08 to 1.26)
56
(2 studies)

⊕⃝⃝⃝

very lowa,b,c

351 per 1000 109 per 1000

(28 to 443)

Moderate

347 per 1000 108 per 1000

(28 to 437)
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Treatment acceptability

at post-treatment

Dropout rates

Study population RR 1.12

(0.47 to 2.67)
144
(3 studies)

⊕⃝⃝⃝

very lowa,b,c

134 per 1000 150 per 1000
(63 to 358)

Moderate

133 per 1000 149 per 1000

(63 to 355)

Treatment acceptability

at follow-up: ACT ver-
sus other psychological

therapies

Dropout rates
Follow-up: 2 months

Study population RR 1.07

(0.1 to 11.23)
56
(2 studies)

⊕⃝⃝⃝

very lowa,c,d,e

135 per 1000 145 per 1000

(14 to 1000)

Moderate

100 per 1000 107 per 1000
(10 to 1000)

Non-remission at post-

treatment

Study population RR 0.89

(0.6 to 1.3)
88
(1 study)

⊕⃝⃝⃝

very lowe,f,g

578 per 1000 514 per 1000

(347 to 751)

Moderate

578 per 1000 514 per 1000

(347 to 751)

Depression levels at

post-treatment

(HAM-D)

Mean depression levels at
post-treatment in the in-
tervention groups was
1.65 lower
(4.17 lower to 0.88
higher)

113
(3 studies)

⊕⃝⃝⃝

very lowa,b,c
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Depression levels at fol-

low-up: ACT vs other

psychological therapies

(HAM-D)

Follow-up: 2 months

Mean depression levels
at follow-up of ACT vs
other psychological ther-
apies in the intervention
groups were
4.51 lower
(7.47 to 1.55 lower)

49
(2 studies)

⊕⃝⃝⃝

very lowa,c,e

*The basis for the assumed risk (e.g. the median control group risk across studies) is provided in footnotes. The corresponding risk (and its 95% confidence interval) is based on the
assumed risk in the comparison group and the risk ratio of the intervention (and its 95% CI).
CI: Confidence interval; RR: Risk ratio.

GRADE Working Group grades of evidence.
High quality: Further research is very unlikely to change our confidence in the estimate of effect.
Moderate quality: Further research is likely to have an important impact on our confidence in the estimate of effect and may change the estimate.
Low quality: Further research is very likely to have an important impact on our confidence in the estimate of effect and is likely to change the estimate.
Very low quality: We are very uncertain about the estimate.

aThe method of sequence generation/allocation concealment was unclear in two studies. As with all psychological therapy trials, blinding
of clinicians/participants was not achievable. The risk of bias was assessed as high for researcher allegiance and as unclear for
treatment fidelity and therapist qualifications.

bOnly two third wave approaches were included and/or the comparator psychological therapy approaches were limited to CBT.
cSample sizes were small and/or confidence intervals were wide.
dModerate statistical heterogeneity was indicated.
eCompared against only one other psychological therapy approach.
f As with all psychological therapy trials, blinding of clinicians/participants was not achievable. The risk of bias was assessed as high
for researcher allegiance and as unclear for treatment fidelity and therapist qualifications.
gOnly one study provided clinical remission data.
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B A C K G R O U N D

Description of the condition

Major depression is characterised by persistent low mood and loss
of interest in pleasurable activities, accompanied by a range of
symptoms, including weight loss, insomnia, fatigue, loss of energy,
inappropriate guilt, poor concentration and morbid thoughts of
death (APA 2000). Somatic complaints are also a common feature
of depression, and people with severe depression might develop
psychotic symptoms (APA 2000).
Depression is the third leading cause of disease burden world-
wide and is expected to show a rising trend over the next 20 years
(WHO 2004; WHO 2008). A recent European study has esti-
mated the point prevalence of major depression and dysthymia (a
mild long-term form of depression) at 3.9% and 1.1%, respec-
tively (ESEMeD/MHEDEA 2004). As the largest source of non-
fatal disease burden in the world, accounting for 12% of years lived
with disability (Ustun 2004), depression is associated with marked
personal, social and economic morbidity and loss of function-
ing and productivity and creates significant demands on service
providers in terms of workload (NICE 2009). Depression is also
associated with a significantly increased risk of mortality (Cuijpers
2002). The strength of this association, even when confounders
such as physical impairment, health-related behaviours and socio-
economic factors are taken into account, has been shown to be
comparable with, or greater than, the strength of the association
between smoking and mortality (Mykletun 2009).

Description of the intervention

Clinical guidelines recommend pharmacological and psycholog-
ical interventions, alone or in combination, for the treatment of
moderate to severe depression (NICE 2009). The prescribing of
antidepressants has increased dramatically in many Western coun-
tries over the past 20 years, mainly with the advent of selective
serotonin reuptake inhibitors and newer agents such as venlafax-
ine, and antidepressants remain the mainstay of treatment for de-
pression in healthcare settings (Ellis 2004; NICE 2009).
Whilst antidepressants are of proven efficacy in acute depres-
sion (Cipriani 2005; Guaiana 2007; Arroll 2009; Cipriani 2009;
Cipriani 2009a; Cipriani 2009b), adherence rates remain very low
(Hunot 2007; van Geffen 2009), in part because of patients’ con-
cerns about side effects and possible dependency (Hunot 2007).
Furthermore, surveys consistently demonstrate patients’ prefer-
ence for psychological therapies over antidepressants (Churchill
2000; Riedel-Heller 2005). Therefore, psychological therapies can
provide an important alternative or adjunctive intervention for
depressive disorders.
A diverse range of psychological therapies is now available for
the treatment of common mental disorders (Pilgrim 2002). Psy-

chological therapies may be broadly categorised into four sepa-
rate philosophical and theoretical schools, comprising psychoana-
lytic/dynamic (Freud 1949; Klein 1960; Jung 1963), behavioural
(Watson 1924; Skinner 1953; Wolpe 1958), humanistic (Maslow
1943; Rogers 1951; May 1961) and cognitive approaches (Lazarus
1971; Beck 1979). Each of these four schools incorporates several
differing and overlapping psychotherapeutic approaches. Some
psychotherapeutic approaches, such as cognitive analytic therapy
(Ryle 1990), explicitly integrate components from several theo-
retical schools. Other approaches, such as interpersonal therapy
for depression (Klerman 1984), have been developed to address
characteristics considered to be specific to the disorder of interest.
Increasing interest in the role of cognition gave rise to a ‘cogni-
tive revolution’ in the field of psychology in the 1970s (Mahoney
1978). The most influential approaches were rational emotive be-
haviour therapy (Ellis 1962), cognitive behaviour modification
(Meichenbaum 1977) and cognitive therapy (Beck 1979). The
latter developed as an approach to understanding and treating de-
pression. However, both Beck and Ellis acknowledged the value
of behaviour therapy (Rachman 1997), and during the 1980s and
1990s, the two approaches were merged to form cognitive-be-
havioural therapy (CBT).
CBT is generally regarded as a family of allied therapies (Mansell
2008) that draw on a common base of behavioural and cognitive
models of psychological disorders and utilise a set of overlapping
techniques (Roth 2008). In CBT, cognition is central to the treat-
ment of psychological disorders, with emotions and behaviour
thought to be mediated by cognitive processes. The fundamen-
tal aim of CBT is to identify unhelpful cognitions or ‘negative
automatic thoughts’ derived from long-standing negative beliefs/
assumptions about the self, other people or the world. The CBT
model proposes that by challenging their meaning and eliciting
more realistic thoughts and assumptions, emotions and behaviours
can be changed (Clark 1995). An extensive evidence base is avail-
able on the effectiveness of CBT, which is recommended as the
first-line psychological therapy approach for depression (NICE
2009).
Although the evolution of CBT over the past three decades has
tended to overshadow approaches that are more behavioural in na-
ture, evidence supporting purely behavioural approaches has con-
tinued to emerge. The findings from Jacobson 1996, a component
analysis trial of CBT, suggested that behavioural components alone
might work just as well as CBT. These findings revitalised interest
in purely behavioural treatments for depression and the develop-
ment of a more fully realised behavioural intervention based on a
contextual approach (Martell 2001).
Prompted by continuing debate in this area, a recent systematic
review of 17 randomised controlled trials (RCTs) demonstrated
equivalence between CBT and behavioural therapy in terms of
depression recovery rates, symptom levels and participant dropout
(Ekers 2008). Proponents of a new generation of behavioural ther-
apies, the ‘third wave’ of CBT (Hayes 2004; Hofmann 2010),
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have suggested that rational challenging of thoughts (a princi-
pal feature of CBT interventions) is less important than was be-
lieved (Longmore 2007) and have sought new strategies by which
change can be achieved (Segal 2002). Whilst differing perspec-
tives on which approaches should be categorised as third wave in-
terventions continue to be put forth (Hofmann 2010), those fre-
quently described by experts in the field as third wave include ac-
ceptance and commitment therapy (ACT) (Hayes 2004), compas-
sionate mind training (CMT) (Gilbert 2005), functional analytic
psychotherapy (FAP) (Kohlenberg 1991), metacognitive ther-
apy (MCT) (Wells 2008), mindfulness-based cognitive therapy
(MBCT) (Teasdale 1995), dialectical behaviour therapy (DBT)
(Linehan 1993), and the expanded model of behavioural activa-
tion (BA) (Martell 2001) (see Types of interventions section for a
detailed description of each type of therapy).

How the intervention might work

Third wave CBT approaches conceptualise cognitions and cogni-
tive thought processes as psychological or ’private’ events (Hayes
2006; Hofmann 2008) and target the emotional response to the
situation, focusing primarily on the function of cognitions, such
as thought suppression (trying to suppress distressing thoughts)
or experiential avoidance (trying to avoid any thoughts, feelings
and memories that are causing distress) (Hofmann 2008). This
contrasts with traditional CBT, which links thoughts, feelings and
behaviours and targets the situation or trigger that generates the
emotional response, encouraging cognitive appraisal of these trig-
gers and focusing on changing the content of cognitions.
Third wave approaches use strategies such as mindfulness exercises
(eg, body scan, mindfulness of senses meditation), acceptance of
unwanted thoughts and feelings and/or cognitive defusion (step-
ping back and seeing thoughts as just thoughts) to elicit change
in the thinking process and to reduce symptoms of depression.
Whilst third wave CBT methods are more often delivered in an
experiential rather than didactic manner (Hayes 2004), features
of traditional behavioural and cognitive therapies, such as goal
setting, exposure and skills acquisition (Hayes 2006), continue to
play an important role in helping to reduce depressive symptoms.

Why it is important to do this review

Corrigan 2001 suggested that proponents of third wave CBT ap-
proaches were ‘getting ahead of the data’. However, over the past
twelve years, an increasing number of third wave CBT trials have
been conducted, and the findings have been summarised in several
systematic reviews. For example, Hayes and colleagues conducted
a narrative review across all conditions/disorders to provide empir-
ical support for dialectical behaviour therapy (DBT) (a treatment
used most commonly for borderline personality disorder), func-
tional analytic psychotherapy (FAP) and acceptance and commit-

ment therapy (ACT), but no meta-analyses were conducted (Hayes
2004). Another systematic review of mindfulness-based cognitive
therapy (MBCT) focused on prevention of relapse or recurrence
of major depression (Coelho 2007). Ost 2008 undertook a review
and meta-analysis of third wave CBT approaches for any disorder
compared with treatment as usual or any other intervention, and
drew attention to the ‘less stringent’ research methodology used
in third wave treatment RCTs. However, for each third wave ap-
proach, effect sizes were calculated across disorders, rather than by
individual disorder. Other reviews of psychological therapies for
depressive disorders have not attempted to differentiate between
CBT and third wave CBT approaches (Churchill 2001; Cuijpers
2008).
Amongst CBT practitioners, much interest has been expressed
in the application of third wave CBT approaches, and the up-
dated National Institute for Health and Care Excellence treat-
ment guidelines for depression (NICE 2009) have already recom-
mended MBCT specifically for preventing depression in patients
who have had three or more episodes of depression. Although
these guidelines also recommend the use of behavioural activation
(BA) for moderate to major depressive disorder, they acknowledge
that the evidence for BA is currently less robust. Furthermore,
the reviews upon which the recommendation for BA was based,
in keeping with the approach of other recent systematic reviews,
combined studies using pure behavioural therapy with those using
an ‘extended’ behavioural activation approach (Churchill 2001;
Cuijpers 2008; Ekers 2008; NICE 2009), the latter of which is
increasingly regarded as a third wave CBT intervention because
of its explicit focus on moving attention away from depressive ’ru-
minative’ thoughts (Addis 2004).
Given the popularity of third wave CBT approaches and the grow-
ing body of evidence, a comprehensive review of the effectiveness
and acceptability of third wave CBT interventions for depression
is required to inform clinical practice and future clinical guide-
line development. This review serves as part of a programme of
12 reviews covering behavioural, cognitive-behavioural, psycho-
dynamic, interpersonal, cognitive analytic and other integrative,
humanistic and third wave cognitive and behavioural psycholog-
ical therapies, all compared with treatment as usual or with one
another.

O B J E C T I V E S

1. To examine the effects of all third wave CBT approaches
compared with all other psychological therapy approaches for
acute depression.

2. To examine the effects of different third wave CBT
approaches (ACT, compassionate mind training, functional
analytic psychotherapy, extended behavioural activation and
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metacognitive therapy) compared with all other psychological
therapy approaches for acute depression.

3. To examine the effects of all third wave CBT approaches
compared with different psychological therapy approaches
(psychodynamic, behavioural, humanistic, integrative, cognitive-
behavioural) for acute depression.

M E T H O D S

Criteria for considering studies for this review

Types of studies

Randomised controlled trials (RCTs) were eligible for inclusion
in this review. Trials employing a cross-over design were included
in the review (whilst it is acknowledged that this design is rarely
used in psychological therapy trials), but only data from the first
active treatment phase were used. Cluster RCTs were also eligible
for inclusion.
Quasi-randomised controlled trials, in which treatment assign-
ment is decided through methods such as alternate days of the
week, were not eligible for inclusion.

Types of participants

Participant characteristics

Studies of men and women aged ≥ 18 years were included. A
Cochrane review on psychotherapy for depression in children and
adolescents (< 18 years) has been undertaken separately and is soon
to be published (Watanabe 2004). The increasing prevalence of
memory decline (Ivnik 1992), cognitive impairment (Rait 2005)
and multiple comorbid physical disorders/polypharmacy (Chen
2001) in individuals over 74 years of age may differentially influ-
ence the process and effect of psychological therapy interventions.
Therefore, to ensure that older patients are appropriately repre-
sented in the review (Bayer 2000; McMurdo 2005), an upper age
cut-off of < 75 years was used (when a study may have included
individuals ≥ 75, we included it so long as the average age was <
75), and a previously published Cochrane review on psychother-
apeutic treatments for older depressed people (Wilson 2008) is
being updated concurrently by the review authors.

Setting

Studies could be conducted in a primary, secondary or community
setting and included volunteers. Studies involving inpatients were
excluded. Studies that focused on specific populations-nurses, care
givers, depressed participants at a specific workplace-were included
if all participants met the criteria for depression.

Diagnosis

We included all studies that focused on acute phase treatment of
clinically diagnosed depression.

1. Studies adopting any standardised diagnostic criteria to
define participants suffering from an acute phase unipolar
depressive disorder were included. Accepted diagnostic criteria
included Feighner criteria, Research Diagnostic Criteria and
criteria of the Diagnostic and Statistical Manual of Mental
Disorders, Third Edition (DSM-III) (APA 1980), DSM-III-
Revised (R) (APA 1987),DSM-Fourth Edition (IV) (APA 1994),
DSM-IV-Text Revision (TR) (APA 2000) and International
Classification of Diseases, Tenth Edition (ICD)-10 (WHO 1992).
Earlier studies may have used ICD-Ninth Edition (9) (WHO
1978), but ICD-9 is not based on operationalised criteria, so
studies using ICD-9 were excluded from this category.

2. Mild, moderate and severe depressive disorders are all
included in primary care (Mitchell 2009; Rait 2009; Roca
2009). To fully represent the broad spectrum of severity of
depressive symptoms encountered by healthcare professionals in
primary care, studies that used non-operationalised diagnostic
criteria or a validated clinician or self-report depression symptom
questionnaire, such as the Hamilton Rating Scale for Depression
(Hamilton 1960) or the Beck Depression Inventory (Beck
1961), to identify depression caseness as based on a recognised
threshold, were included. However, it was planned to examine
the influence of including this category of studies in a sensitivity
analysis.
Accepted strategies for classifying mild, moderate and severe de-
pression on the basis of criteria used in the evidence syntheses un-
derpinning the NICE 2009 guidelines for depression were used
when possible.
Studies focusing on chronic depression or treatment-resistant de-
pression (ie, studies that list these conditions as inclusion criteria)
were excluded from the review. Studies in which participants were
receiving treatment to prevent relapse after a depressive episode
(ie, where participants were not depressed at study entry) were
also excluded. Treatments for chronic depression and treatment-
resistant depression will be covered in separate Cochrane reviews.
Studies of people described as ‘at risk of suicide’ or with dysthymia
or other affective disorders such as panic disorder were included
if participants met the criteria for depression as stated above, but
otherwise were excluded.
We did not include subgroup analyses of people with depression
selected from people with mixed diagnoses because such studies
would be susceptible to publication bias (the study authors re-
ported such subgroup studies because the results were “interest-
ing”). In other words, we included these studies only if the inclu-
sion criteria for the entire study satisfied our eligibility criteria.

Comorbidity
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Studies involving participants with comorbid physical or com-
mon mental disorders were eligible for inclusion as long as the
comorbidity was not the focus of the study. In other words, we
excluded studies that focused on depression among individuals
with Parkinson’s disease or after acute myocardial infarction but
accepted studies that may have included some participants with
Parkinson’s disease or with acute myocardial infarction.

Types of interventions

Experimental intervention

For the purposes of the current version of the review, the key cri-
terion for categorising a CBT approach as third wave was that the
intervention focused on modifying the function of thoughts rather
than on modifying their content. Third wave CBT approaches
eligible for inclusion were grouped into seven main categories,
according to the theoretical principles set out by trial authors, as
follows.

Acceptance and commitment therapy

In acceptance and commitment therapy (ACT) (Hayes 1999;
Hayes 2004), therapists aim to transform the relationship between
the experience of symptoms and difficult thoughts/feelings, so
that symptoms no longer need to be avoided and become just
uncomfortable transient psychological events (Harris 2006). In
this way, symptom reduction becomes a by-product of treatment
(Harris 2006). Clients are encouraged to develop psychological
flexibility through six core principles: cognitive defusion (perceiv-
ing thoughts, images, emotions and memories as what they are,
rather than what they appear to be); acceptance (allowing these
to come and go without struggling with them); contact with the
present moment (awareness of and receptiveness to the here and
now); use of the observing self (accessing a transcendent sense of
self ); personal values (discovering what is most important to one’s
true self ); and committed action (setting goals according to val-
ues and carrying them out responsibly) (Hayes 1999). In terms
of committed action, ACT uses methods in line with traditional
behaviour therapy, such as exposure, skills acquisition and goal
setting.

Compassionate mind training

The key principles of compassionate mind training (CMT), also
known as compassion-focused therapy (Gilbert 2005; Gilbert
2009), involve motivating individuals to care for their own well-
being, to become sensitive to their own needs and distress and
to extend warmth and understanding towards themselves (Gilbert
2009). By developing this style of thinking, individuals may pro-
mote the generation of prosocial behaviours that others are more

likely to engage with and reward (Allen 2005). Within the thera-
peutic relationship, the client is encouraged to employ self-sooth-
ing actions whilst engaging in CBT techniques, compassionate
meditation and imagery.

Functional analytic psychotherapy

In functional analytic psychotherapy (FAP), therapists regard cog-
nition as a form of covert behaviour (the activity of thinking, plan-
ning, believing and organising) (Kohlenberg 1991), with the re-
lationship between cognition and behaviour seen as a sequence of
two behaviours. Major FAP enhancements to CBT include the
use of an expanded rationale for the causes and treatment of de-
pression. Based on the premise that the closer in time and place
a behaviour is to its consequences, the greater will be the effect
of those consequences, the client-therapist relationship is used as
an in vivo teaching opportunity to highlight processes that occur
during therapy and link these with situations in day-to-day life
(Kohlenberg 2002),

Behavioural activation

The original behavioural activation (BA) approach manualised by
Jacobson 1996 includes teaching relaxation skills, increasing pleas-
ant events and providing social and problem-solving skills train-
ing; this is regarded as a traditional behavioural therapy model.
More recently, the BA approach has been extended by Martell
2001 by building on the original behavioural models of depres-
sion (Lewinsohn 1974) and introducing a contextual approach to
depression. The extended BA model suggests that just as avoid-
ance maintains anxiety, avoidant coping patterns (withdrawal from
situations and people) maintain depressed mood, and, therefore,
avoidant coping is targeted as a primary problem. After functional
analysis, in which a detailed assessment of how an individual main-
tains depressive behaviour is carried out, the individual is taught
to formulate and accomplish behavioural goals and is encour-
aged to move attention away from prevailing negative thoughts
towards direct, immediate experience (Hopko 2003). Traditional
behavioural therapy strategies such as activity charts, relaxation
training and frequent pleasant events are also used (Dobson 2009).
A second BA approach, behavioural activation treatment for de-
pression (BATD) (Lejuez 2001), proposes that depression is main-
tained through the use of reinforcers such as increased social at-
tention and escape from aversive tasks. After functional analysis,
as described in the extended BA model above, access to reinforce-
ments such as sympathy and escape from responsibility is weak-
ened, and healthy behaviour is systematically activated through
the use of goal setting and increased activities (Hopko 2003).

Metacognitive therapy

Metacognitive therapy (MCT) for depression (Wells 2008; Wells
2009) is based on the premise that depression is maintained by
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problematic and difficult to control thinking patterns dominated
by rumination and excessive self-focused attention on thoughts
and feelings. Depression is maintained and intensified by activa-
tion of rumination and patterns of attention. MCT incorporates
attention training (ATT) as a means of increasing awareness of
thinking and regaining flexible control over it. The programmed
practice of ATT serves to counteract depressive inertia through the
provision of a set of daily exercises, which consist of actively listen-
ing and focusing attention in the context of simultaneous sounds
presented at different loudness and spatial locations. MCT also
focuses on reducing rumination and unhelpful coping behaviours,
and modifies positive (e.g. ’thinking about the causes of depression
will help me prevent it’) and negative (e.g. ’there’s nothing I can
do about my thoughts’) metacognitive beliefs about rumination.
Although MCT is commonly regarded as a third wave CBT ap-
proach, Hofmann 2008 reports that Adrian Wells does not view
it as such.

Mindfulness-based cognitive therapy (MBCT)

Mindfulness-based cognitive therapy (MBCT) has been designed
as a manualised group-skills training programme intended to ad-
dress vulnerability between episodes of recurrent major depres-
sion (Williams 2008). MBCT combines cognitive therapy princi-
ples with the practice of mindfulness meditation, in which close
attention is paid to the present moment, whilst thoughts, feel-
ings and body sensations are noted with an attitude of curiosity
and non-judgement. This non-reactive stance creates the possibil-
ity of working more helpfully with sadness, fear and worry-emo-
tions that are central to preventing depression. Segal 2002 and
colleagues have suggested that the intensity of negative thinking
and low concentration experienced by people with acute depres-
sion may make it difficult for these individuals to fully participate
in MBCT. For these reasons, MBCT has not yet been evaluated as
a treatment for acute depression. However, studies of MBCT will
be included in this review if, in the future, they are used/modified
for the treatment of acute depression.

Dialectical behaviour therapy (DBT)

DBT was originally developed as a treatment for chronically sui-
cidal or self-injurious women with borderline personality disor-
der (Linehan 1993; Koons 2001). However, the coping skills that
serve as an essential component of DBT can be conceptualised
as skills that are useful for managing life, independent of diagno-
sis; recently, standard DBT has been modified for use with de-
pressed older adults (Lynch 2000). Skills hypothesised to be par-
ticularly relevant in treating this population include acceptance of
elements of life that cannot be changed (radical acceptance), in-
creased awareness without judgement (mindfulness), attentional
control (mindfulness), better tolerance of pain (distress tolerance),
acting opposite to depressive urges (opposite action) and increased

interpersonal effectiveness (Lynch 2003). Although DBT is com-
monly regarded as a third wave CBT approach, Hofmann 2008
noted that Marsha Linehan herself does not view it as a form of
third wave CBT, but rather as a form of CBT that includes accep-
tance strategies.

Comparators

The control comparison consisted of all other types of psychologi-
cal therapies, categorised as psychodynamic, behavioural, human-
istic, integrative and cognitive-behavioural approaches.

Psychodynamic therapies

Grounded in psychoanalytic theory (Freud 1949), psychodynamic
therapy (PD) uses the therapeutic relationship to explore and re-
solve unconscious conflict through transference and interpreta-
tion, with development of insight and circumscribed character
change as therapeutic goals, and relief of symptoms as an indirect
outcome. Brief therapy models have been devised by Malan 1963,
Mann 1973 and Strupp 1984.

Behavioural therapies

Building on Skinner’s theory of depression as an interruption in
established sequences of health behaviour positively reinforced by
the social environment (Skinner 1953), behavioural therapies fo-
cus attention on facilitating access to pleasant events and pos-
itive reinforcers. The frequency of aversive events is decreased
(Lewinsohn 1973) through monitoring of pleasant events, activ-
ity scheduling, social skills development and time management
training (Hopko 2003).

Humanistic therapies

Contemporary models of humanistic therapies differ from one an-
other somewhat in clinical approach, but all focus attention on the
therapeutic relationship (Cain 2002), within which therapist ‘core
conditions’ of empathy, genuineness and unconditional positive
regard (Rogers 1951) are regarded as cornerstones for facilitating
client insight and change.

Interpersonal, cognitive analytic and other integrative
therapies

Integrative therapies are approaches that combine components of
different psychological therapy models. Integrative therapy mod-
els include interpersonal therapy (IPT) (Klerman 1984), cognitive
analytic therapy (CAT) (Ryle 1990) and Hobson’s conversational
model (Hobson 1985), manualised as psychodynamic interper-
sonal therapy (Shapiro 1990). With its focus on the interpersonal
context, IPT was developed to specify what was thought to be
a set of helpful procedures commonly used in psychotherapy for
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depressed outpatients (Weissman 2007), drawing in part from at-
tachment theory (Bowlby 1980) and cognitive-behavioural ther-
apy (isIPT [ND]) within a time-limited framework. CAT, also
devised as a time-limited psychotherapy, integrates components
from cognitive and psychodynamic approaches. The conversa-
tional model integrates psychodynamic, interpersonal and person-
centred model components.
Counselling interventions traditionally draw from a wide range
of psychological therapy models, including person-centred, psy-
chodynamic and cognitive-behavioural approaches, applied inte-
gratively, according to the theoretical orientation of practitioners
(Stiles 2008). Therefore, studies of counselling usually will be in-
cluded in the integrative therapies reviews. However, if the coun-
selling intervention consists of a single discrete psychological ther-
apy approach, it will be categorised as such, even if the intervention
is referred to as ’counselling’. If the intervention is manualised,
this will inform our classification.

Cognitive-behavioural therapies

In cognitive-behavioural therapy, therapists aim to work collabora-
tively with patients to understand the link between thoughts, feel-
ings and behaviours, and to identify and modify unhelpful think-
ing patterns, underlying assumptions and idiosyncratic cognitive
schemata about the self, others and the world (Beck 1979). Cog-
nitive change methods for depression are targeted at the automatic
thought level in the first instance and include thought catching,
reality testing and task assigning as well as generating alternative
strategies (Williams 1997). Behavioural experiments are then used
to re-evaluate underlying beliefs and assumptions (Bennett-Levy
2004).

Format of psychological therapies

The psychological therapy intervention was required to be deliv-
ered through face-to-face meetings between patient and therapist.
Interventions in which face-to-face therapy was augmented by
telephone or Internet-based support were included in the review.
Psychological therapy approaches conducted on an individual or
group basis were eligible for inclusion. The number of sessions was
not limited, and we accepted psychological therapy interventions
delivered in a single session.

Excluded interventions

The earlier model of behavioural activation (BA) developed and
tested by Jacobson 1996 was defined primarily by the proscrip-
tion of cognitive interventions (Dimidjian 2006) and does not in-
clude more contemporary procedures such as identifying and un-
derstanding the functional aspects of behaviour change (Martell
2001). For the purposes of this review, this earlier version of BA
was classified as a comparator behavioural therapy intervention.

Counselling interventions traditionally draw from a wide range
of psychological therapy models, including person-centred, psy-
chodynamic and cognitive-behavioural approaches, applied inte-
gratively, according to the theoretical orientation of practitioners
(Stiles 2008). Therefore, studies of counselling were usually in-
cluded in the integrative therapies reviews. However, if the coun-
selling intervention consisted of a single discrete psychological
therapy approach, it was categorised as such, even if the interven-
tion was referred to as ’counselling’. If the intervention was man-
ualised, this informed our classification.
Studies of long-term, continuation or maintenance therapy in-
terventions designed to prevent relapse of depression or to treat
chronic depressive disorders were excluded from the review. Simi-
larly, studies of interventions designed to prevent a future episode
of depression were excluded.
Guided self-help, in which the practitioner provides brief face-
to-face non-therapeutic support to patients who are using a self-
help psychological therapy intervention, was excluded, as were
bibliotherapy and writing therapies.
Psychological therapy that was provided wholly by telephone or
over the Internet was not eligible for inclusion.
Studies of dual modality treatments, in which participants are
randomly assigned to receive a combination of psychological and
pharmacological treatments concurrently, were included in the
review only if the study of interest compared two psychological
models and both groups were prescribed the same concomitant
pharmacological/placebo intervention. Otherwise, these studies
were excluded from the current review and will be examined in
a separate programme of reviews on combination treatments for
depression.
Component or dismantling studies, in which the effectiveness of
individual components of third wave CBT approach is investi-
gated, were not included. It was planned to extract data from these
studies for inclusion in a separate overview of psychological ther-
apies for depression, in which multiple treatments meta-analysis
(MTM) will be used to compare the relative effectiveness of all psy-
chotherapies, regardless of whether they have been directly com-
pared in direct RCTs. If data were sufficient, we planned to use the
MTM model proposed in Welton 2009 to allow conclusions to
be drawn regarding which components, or combinations of com-
ponents, are most effective in reducing depressive symptoms. See
’Unit of analysis issues’ for further detail on MTM.
Psychological therapy models based on social constructionist prin-
ciples (that focus on the ways in which individuals and groups par-
ticipate in the construction of their perceived social reality), includ-
ing couples therapy, family therapy, solution-focused therapy (de
Shazer 1988), narrative therapy, personal construct therapy, neuro-
linguistic programming and brief problem solving (Watzlavick
1974), were excluded. These therapies work with patterns and
dynamics of relating within and between family, social and cul-
tural systems to create a socially constructed framework of ideas
(O’Connell 2007), rather than focusing on an individual’s real-
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ity. Previously published Cochrane reviews on couples therapy
for depression (Barbato 2006) and family therapy for depression
(Henken 2007) will be updated concurrently.
When an intervention did not meet the inclusion criteria for an
active psychological therapy approach, a post hoc decision was
made through team discussion regarding its inclusion as an atten-
tion placebo control condition.

Types of outcome measures

Primary outcomes

1. Treatment efficacy: the number of participants who responded
to treatment, as determined by changes in Beck Depression Inven-
tory (BDI) (Beck 1961), Hamilton Rating Scale for Depression
(HAM-D) (Hamilton 1960) or Montgomery-Asberg Depression
Rating Scale (MADRS) (Montgomery 1979) scores, or in scores
from any other validated depression scale. Many studies define re-
sponse as 50% or greater reduction on BDI, HAM-D, etc., with
some studies defining response using Jacobson’s Reliable Change
Index; we accepted the study authors’ original definition. If the
original authors reported several outcomes corresponding with our
definition of response, we gave preference to BDI as a self-rating
scale and to HAM-D as an observer-rating scale.
2. Treatment acceptability: the number of participants who
dropped out of psychological therapy for any reason.

Secondary outcomes

3. The number of participants who remitted while receiving
treatment, based on the endpoint absolute status of participants,
as measured by the Beck Depression Inventory (BDI) (Beck
1961), the Hamilton Rating Scale for Depression (HAM-D)
(Hamilton 1960), the Montgomery-Asberg Depression Rating
Scale (MADRS) (Montgomery 1979) or any other validated de-
pression scale. Examples of definitions of remission include 10 or
less on BDI, 7 or less on HAM-D and 10 or less on MADRS; we
accepted the study authors’ original definition. If the original au-
thors reported several outcomes that corresponded with our defi-
nition of response, we gave preference to BDI as a self-rating scale
and to HAM-D as an observer-rating scale.
4. Improvement in depression symptoms, based on a continuous
outcome of group mean scores at the end of treatment using BDI,
HAM-D, MADRS or any other validated depression scale.
5. Improvement in overall symptoms, as determined by using the
Clinical Global Impressions scale (CGI) (Guy 1976).
6. Improvement in anxiety symptoms, as measured using a vali-
dated continuous scale, either assessor-rated, such as the Hamilton
Anxiety Scale (HAM-A) (Hamilton 1959), or self-report, includ-
ing the Trait subscale of the Spielberger State-Trait Anxiety Inven-
tory (STAI-T) (Spielberger 1983) and the Beck Anxiety Inventory
(BAI) (Beck 1988).

7. Adverse effects, such as completed suicides, attempted suicides
and worsening of symptoms, when reported, were summarised in
narrative form.
8. Social adjustment and social functioning, including Global As-
sessment of Function (Luborsky 1962) scores, when reported, were
summarised in narrative form.
9. Quality of life, as assessed with the use of validated measures
such as Short Form (SF)-36 (Ware 1993), Health of the Nation
Outcome Scales (HoNOS) (Wing 1994) and World Health Or-
ganization Quality of Life (WHOQOL) (WHOQL 1998), when
reported, was summarised in narrative form.
10. Economic outcomes (eg, days of work absence/ability to re-
turn to work, number of appointments with primary care physi-
cian, number of referrals to secondary services, use of additional
treatments), when reported, were summarised in narrative form.

Timing of outcome assessment

Post-treatment outcomes and outcomes at each reported follow-
up point were summarised. When appropriate and if the data
allowed, outcomes were categorised as short term (up to 6 months
post-treatment), medium term (7 to12 months post-treatment) or
long term (longer than 12 months).

Search methods for identification of studies

Electronic searches

The Cochrane Depression, Anxiety and Neurosis Review

Group’s Specialised Register (CCDANCTR)

We searched two clinical trials registers created and main-
tained by the Cochrane Depression, Anxiety and Neurosis
Group (CCDAN)-the CCDANCTR-Studies Register and the
CCDANCTR-References Register-in June 2010, and updated
searches were carried out in April 2011 and February 2012 (Reg-
ister up to date as of 01/01/12), using an extensive list of search
terms for a programme of reviews on all psychological therapies for
depression. An updated search restricting to search terms relevant
to third wave CBT was conducted in March 2013 (Register up to
date as of 01/02/13).
References to trials for inclusion in the Group’s registers are col-
lated from routine (weekly) searches of MEDLINE, EMBASE and
PsycINFO, quarterly searches of the Cochrane Central Register of
Controlled Trials (CENTRAL) and additional ad hoc searches of
other databases (PSYNDEX, LILACS, AMED, CINAHL). These
searches employ generic terms for depression, anxiety and neu-
roses, together with sensitive (database-specific) RCT filters. De-
tails of CCDAN’s generic search strategies can be found on the
Group‘s website.
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References to trials are also sourced from international trials reg-
isters via the World Health Organization’s trials portal (http://
apps.who.int/trialsearch/); drug companies; and handsearching of
key journals, conference proceedings and other (non-Cochrane)
systematic reviews and meta-analyses.

CCDANCTR-Studies Register

The CCDANCTR-Studies Register contains more than 11,000
trials for the treatment or prevention of depression, anxiety and
neurosis. Each trial has been coded using the EU-Psi coding man-
ual (as a guide) and includes information on intervention, condi-
tion, comorbidities, age, treatment setting, etc.
The studies register was searched using the following search terms:
Condition = (depress* or dysthymi*) and Intervention = (*therap*
or training)

CCDANCTR-References Register

The CCDANCTR-References Register contains bibliographic
records of reports of trials coded in the CCDANCTR-Studies Reg-
ister, together with several other uncoded references (total number
of records > 31,500). This register was searched using a compre-
hensive list of terms for ‘psychotherapies’, as indicated in Appendix
1. Records already retrieved from the search of the CCDANCTR-
Studies Register were de-duplicated.
The update search employed the following list of terms for third
wave CBT:
Title/Abstract/Keywords = depress* AND Free-Text = (mindful-
ness* or “third wave” or third-wave or (*therap* and (acceptance*
or commitment*)) or experiential or (cognitive* and (restructur*
or defusion)) or (behavio* and (activation or modification)) or
(thought* and suppress*) or rumination)

CINAHL and PSYNDEX

In addition to CCDANCTR, we searched CINAHL in May 2010
and PSYNDEX in June 2010 (see Appendix 2).
No restriction on date, language or publication status was applied
to the searches.

Searching other resources

Reference lists

The references of all selected studies were searched for additional
published reports and citations of unpublished studies. Relevant
review papers were checked.

Personal communication

Subject experts were contacted to check that all relevant studies,
published and unpublished, had been considered for inclusion.

Other websites

A website related specifically to mindfulness-based therapies http:/
/www.mindfulexperience.org/ was searched.

Data collection and analysis

Selection of studies

Two review authors (RC and VH) examined the abstracts of all
publications obtained through the search strategy. Full articles of
all studies identified by either of the review authors were then
obtained and inspected by the same two review authors to identify
trials meeting the following criteria.

1. Randomised controlled trial.
2. Participants had depression diagnosed by operationalised

criteria.
3. Any third wave CBT approach (ACT, compassionate mind

training, functional analytic psychotherapy, extended
behavioural activation model, metacognitive therapy, MBCT or
DBT) compared with any other psychological therapy approach.
Conflicts of opinion regarding eligibility of a study were discussed
with a third review author after the full paper had been retrieved
and consultation with the study authors sought, if necessary, until
consensus was reached. External subject or methodological experts
were consulted as necessary.

Data extraction and management

Data from each study were extracted independently by two review
authors. Any disagreement was discussed with an additional re-
view author, and, when necessary, the authors of the studies were
contacted for further information.
Information related to study population, sample size, interven-
tions, comparators, potential biases in the conduct of the trial, out-
comes including adverse events, follow-up and methods of statis-
tical analysis was abstracted from the original reports into specially
designed paper forms and then was entered onto a spreadsheet.

Main comparisons

1. Third wave CBT versus other psychological therapies

Assessment of risk of bias in included studies

Risk of bias was assessed for each included study using The
Cochrane Collaboration’s ’Risk of bias’ tool (Higgins 2008a). The
following six domains were considered.

1. Sequence generation: Was the allocation sequence
adequately generated?

2. Allocation concealment: Was allocation adequately
concealed?
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3. Blinding of participants, personnel and outcome assessors
for each main outcome or class of outcomes: Was knowledge of
the allocated treatment adequately prevented during the study?

4. Incomplete outcome data for each main outcome or class of
outcomes: Were incomplete outcome data adequately addressed?

5. Selective outcome reporting: Are reports of the study free of
any suggestion of selective outcome reporting?

6. Other sources of bias: Was the study apparently free of
other problems that could put it at high risk of bias? Additional
items to be included here are therapist qualifications, treatment
fidelity and researcher allegiance/conflict of interest.
A description of what was reported to have happened in each study
was provided, and a judgement on the risk of bias was made for
each domain within and across studies, based on the following
three categories.

1. Low risk of bias.
2. Unclear risk of bias.
3. High risk of bias.

Two review authors independently assessed the risk of bias in se-
lected studies. Any disagreement was discussed with a third review
author. When necessary, study authors were contacted for further
information. All risk of bias data were presented graphically and
described in the text. Allocation concealment was used as a marker
of trial quality for the purpose of undertaking sensitivity analyses.

Measures of treatment effect

Continuous outcomes

When studies used the same outcome measure for comparison,
data were pooled by calculating the mean difference (MD). When
different measures were used to assess the same outcome, data
were pooled with standardised mean difference (SMD) and 95%
confidence intervals (95% CIs) calculated.

Dichotomous outcomes

These outcomes were analysed by calculating a pooled risk ratio
(RR) and 95% CIs for each comparison and were presented in this
form for ease of interpretation.

Unit of analysis issues

Cluster-randomised trials

Cluster-randomised trials were to be included as long as proper
adjustment for the intracluster correlation could be conducted in
accordance with the Cochrane Handbook for Systematic Reviews of
Interventions (Higgins 2008).

Cross-over trials

Trials employing a cross-over design were to be included in the
review, but only data from the first active treatment phase were
used.

Studies with multiple treatment groups

Multiple-arm studies (those with more than two intervention
arms) can pose analytic problems in pair-wise meta-analysis. For
studies with more than two relevant active treatment arms, data
were managed in this review as follows.

Continuous data

Means, SDs and numbers of participants for all active treatment
groups were pooled across treatment arms as a function of the
number of participants in each arm to be compared against the
control group (Law 2003; Higgins 2008; Higgins 2008b).

Dichotomous data

Data from relevant active intervention arms were collapsed into a
single arm for comparison, or data from relevant active interven-
tion arms were split equally between comparator arms.

Multiple treatment meta-analysis

One method that retains the individual identity of each interven-
tion and allows multiple intervention comparisons to be made,
without the need to lump or split intervention arms, is a mul-
tiple treatment meta-analysis (MTM) (Lu 2004; Caldwell 2005;
Cipriani 2009b). MTM (also known as mixed treatment compari-
son or network meta-analysis) refers to ensembles of trial evidence
in which direct and indirect evidence on relative treatment effects
is pooled. The objective of an MTM is to combine all available
trial evidence into an internally consistent set of estimates while
respecting the randomisation in the evidence. An MTM provides
estimates of the effect of each intervention relative to every other,
whether or not they have been directly compared in trials. One
can also calculate the probability that each treatment is the most
effective. We did not intend to use an MTM in this review, as we
were unlikely to have sufficient data for the analysis. However, this
review forms part of a series of 12 reviews that have contributed
studies to an overview of reviews (Becker 2008; Higgins 2008b)
in which MTM has been used as the main analytic strategy.

Dealing with missing data

Missing dichotomous data were managed through intention-to-
treat (ITT) analysis, in which it was assumed that participants
who dropped out after randomisation had a negative outcome.
It was also planned to conduct best/worse case scenarios for the
clinical response outcome, in which it would be assumed that
dropouts in the active treatment group had positive outcomes
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and those in the control group had negative outcomes (best case
scenario), and that dropouts in the active treatment group had
negative outcomes and those in the control group had positive
outcomes (worst case scenario), thus providing boundaries for the
observed treatment effect. If a large amount of information was
missing, these best/worst case scenarios were to be given greater
emphasis in the presentation of results.
Missing continuous data were analysed on an endpoint basis, in-
cluding only participants with a final assessment, or were analysed
by using the last observation carried forward to the final assessment
(LOCF), if LOCF data were reported by the trial authors. When
standard deviations (SDs) were missing, attempts were made to
obtain these data by contacting trial authors. When SDs were not
available from trial authors, they were calculated from P values,
t-values, confidence intervals or standard errors, if these were re-
ported in the articles (Deeks 1997).
When a vast majority of actual SDs were available and only a
minority of SDs were unavailable or unobtainable, it was planned
to use a method for imputing SDs and calculating percentage
responders; the method devised by Furukawa and colleagues (
Furukawa 2005; Furukawa 2006; da Costa 2012) was used. If this
method was employed, data would be interpreted with caution and
the degree of observed heterogeneity would be taken into account.
A sensitivity analysis would also be undertaken to examine the
effect of the decision to use imputed data.
When additional figures were not available or obtainable and it was
not deemed appropriate to use the Furukawa method as described
above, the study data were not included in the comparison of
interest.

Assessment of heterogeneity

Statistical heterogeneity was formally tested using the Chi2 test,
which provides evidence of variation in effect estimates beyond
that of chance. Because the Chi2 test has low power to assess het-
erogeneity when a small number of participants or trials are in-
cluded, the P value was conservatively set at 0.1. Heterogeneity was
also quantified using the I2 statistic, which calculated the percent-
age of variability due to heterogeneity rather than to chance. We
expected, a priori, that considerable clinical heterogeneity would
be noted between studies, and so I2 values in the range of 50%
to 90% were considered to represent substantial statistical hetero-
geneity and were to be explored further. However, the importance
of the observed I2 depended on the magnitude and direction of
treatment effects and the strength of evidence for heterogeneity
(Higgins 2003; Deeks 2008). Forest plots generated in RevMan
5 now provide an estimate of tau2, the between-study variance in
a random-effects meta-analysis. To provide an indication of the
spread of true intervention effects, we also used the tau2 estimate
to determine an approximate range of intervention effects using
the method outlined in Section 9.5.4 of the Cochrane Handbook
for Systematic Reviews of Interventions (Deeks 2008). This was to
be done only for the primary outcomes.

Assessment of reporting biases

As far as possible, the impact of reporting biases was minimised
by undertaking comprehensive searches of multiple sources (in-
cluding trial registries), increasing efforts to identify unpublished
material and including non-English language publications.
We tried to identify outcome reporting bias in trials by recording all
trial outcomes, planned and reported, and noting where outcomes
were missing. When we found evidence of missing outcomes, we
attempted to obtain any available data directly from the authors.
When sufficient numbers of trials allowed for a meaningful anal-
ysis, funnel plots were constructed to establish the potential influ-
ence of reporting biases and small-study effects.

Data synthesis

Given the potential heterogeneity of psychological therapy ap-
proaches for inclusion, together with the likelihood of differing
secondary comorbid mental disorders in the population of inter-
est, a random-effects model was used in all analyses.

Subgroup analysis and investigation of heterogeneity

Clinical heterogeneity

1. Baseline depression severity: The severity of depression on
entry into the trial was expected to have an impact on outcome.
Heterogeneity analyses categorised baseline severity as mild,
moderate or severe.

2. Number of sessions: Differences in the numbers of therapy
sessions received were likely, and this was expected to affect
treatment outcomes. Numbers of sessions were categorised as 1
to 7 sessions, 8 to 12 sessions, 13 to 20 sessions and more than
20 sessions.

3. Type of comparison: The type of comparator used was
likely to influence the observed effectiveness of the intervention.
When possible, comparators were categorised as psychodynamic,
BT, humanistic, integrative or CBT.

4. Strength of therapeutic alliance/perceived therapist
empathy based on validated measures such as the Barrett-
Lennard Relationship Inventory (Barrett-Lennard 1986) or the
Working Alliance Inventory (Horvath 1986): When reported,
this information was summarised in narrative form.

Sensitivity analysis

1. Fidelity to treatment: Studies that did not assess fidelity to
the psychological therapy model(s) under evaluation through
assessment of audiotapes or videotapes of therapy sessions were
to be excluded.

2. Study quality: Allocation concealment was used as a marker
of trial quality. Studies that did not use allocation concealment
were to be excluded.
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3. Trials in which missing data were imputed were to be
excluded.

4. Trials that included the use of antidepressant treatment
(naturalistic use; combination treatment used in both
psychological therapy arms) were to be excluded.

5. Trials included in the review after post hoc decisions were
made about their eligibility as third wave cognitive-behavioural
therapeutic approaches were to be excluded.

Summary of findings table

A summary of findings table was produced to present the main
findings of the review; it includes a summary of the quality of
evidence, the magnitude of effects of psychological therapy inter-
ventions examined and a summary of available data on main out-
comes. Findings are expressed as measures of risk ratio and abso-
lute risk for the main outcomes of clinical response and treatment
acceptibility, as well as for the secondary outcomes of remission
and depression levels (Higgins 2011).

R E S U L T S

Description of studies

Results of the search

We conducted full psychotherapy searches in June 2010, and up-
dated searches were carried out in April 2011 and February 2012
(CCDANCTR to 01/01/12). After removing duplicates, we iden-
tified 6710 records that were relevant for the programme of re-
views on all psychological therapies for depression. We excluded
6524 records on the basis of information provided in the titles and
abstracts. We read the full text of 186 studies to assess their eligi-
bility. A total of 122 studies were judged as eligible for inclusion
in the programme of reviews (Figure 1).
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Figure 1. Study flow diagram.
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Of those 122 studies, seven studies had third wave CBT arms. Four
were not eligible for inclusion in the current review because they
compared third wave CBT approaches with non-active control
conditions and were assigned to a separate review on third wave
CBT versus treatment as usual (TAU) for depression (Churchill
2012). The remaining three studies were included in the current
review (Zettle 1984; Zettle 1989; Dimidjian 2004).
In March 2013 we updated the searches while restricting them to
terms relevant to third wave CBT (CCDANCTR to 01/02/13).
A total of 151 new references were identified. On the basis of the
information provided in abstracts, 142 references were found not
to be eligible. Three references reported on protocols for ongoing
studies that appeared to meet the criteria for the third wave CBT
reviews (see Ongoing studies section). We read the full text of six
studies to assess their eligibility for either of the two third wave
CBT reviews in this series. Four of these studies did not fully meet
the eligibility criteria for either of the third wave CBT reviews.
The remaining two studies compared a third wave CBT approach
with a non-active control condition and were assigned to the third
wave CBT versus TAU review.
See Figure 1 for a PRISMA flowchart diagram.
We contacted Dr Robert Zettle, who responded with further in-
formation pertaining to his studies (Zettle 1984; Zettle 1989).

Included studies

Study design

The three studies all used a parallel design and were single centre.

Sample size

The overall sample size in each of the three studies ranged from 19
participants (Zettle 1984) to 241 participants (Dimidjian 2004).

Setting

The studies were conducted in a non-medical university setting
(Zettle 1984), a secondary/tertiary care medical setting (Dimidjian
2004) or an unspecified setting (Zettle 1989). All three studies
were conducted in the USA.

Participants

Gender

Two studies recruited female participants only (Zettle 1984; Zettle
1989). The proportion of female participants in the study by
Dimidjian 2004 was 66%.

Age

The mean age of participants in each of the three studies ranged
from 39.9 to 41.3 years.

Diagnosis

One study used a structured clinical interview to make an as-
sessment of major depressive disorder according to DSM-IV cri-
teria (Dimidjian 2004). The other two studies used a battery
of depression symptom questionnaires including HAM-D, BDI
and the Minnesota Multiphasic Personality Inventory (MMPI)
(Hathaway 1942), to identify people with ’a clinical level of pre-
treatment depression’ (Zettle 1984; Zettle 1989).
The baseline severity of depression was reported in each of the
three studies. Two studies used the HAM-D and BDI, and one
study additionally used the depression scale of the MMPI (MMPI-
D) (Zettle 1984). Dimidjian 2004 categorised the severity of de-
pression as ’moderate to severe’. The other two studies did not
categorise the severity of depression.

Intervention

As described previously in the Methods section, it was planned
to group third wave CBT approaches into seven categories. Two
third wave CBT approaches were examined in the three studies
included in the current review. The two approaches comprised
comprehensive distancing, categorised as an early version of ACT
(Zettle 1984; Zettle 1989), and extended behavioural activation
(Dimidjian 2004). Each of the three studies used manuals.
In two studies, participants received individual therapy (Zettle
1984; Dimidjian 2004), and in one study, therapy was provided
in a group format to a group of four to seven members (Zettle
1989).
The number of sessions ranged from 12 sessions over a 12-week
period (Zettle 1984; Zettle 1989) to a maximum of 24 sessions
over a 16-week period, with twice-weekly sessions for the first
eight weeks (Dimidjian 2004). Two studies conducted follow-up
assessments two months after the end of therapy (Zettle 1984;
Zettle 1989). Dimidjian 2004 conducted follow-up assessments
up to 2 years after the end of therapy.
In one study the therapist was doing an internship in cognitive
therapy (CT) whilst providing therapy for each of the six condi-
tions (Zettle 1984). In Zettle 1989, the same therapist had com-
pleted training and provided all the psychological therapy inter-
ventions, assisted by a graduate student, whose qualifications and
experience were not described. In Dimidjian 2004, the six thera-
pists were qualified and experienced and had received training in
the specific approach that they were delivering.
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Comparisons

Two studies compared an early version of ACT, called comprehen-
sive distancing, with two forms of CT (Beck 1979), which com-
prised the full version to include distancing or a partial version
that excluded distancing. Zettle 1984 additionally assigned par-
ticipants to homework and non-homework conditions for each
of the three arms (total of six arms). One study compared an ex-
tended version of behavioural activation against standard cogni-
tive behaviour (Dimidjian 2004). This study also included phar-
macotherapy and placebo arms.

Outcomes

Primary outcomes

All three studies provided clinical response figures at post treat-
ment. Dimidjian 2004 calculated response and remission rates on
the basis of both HAM-D and BDI, with response defined as 50%
reduction on HAM-D and BDI from baseline, and remission de-
fined as scores < 7 on the HAM-D and < 10 on the BDI. Zettle
1984 defined clinical response as marked improvement, based on
a BDI score ≤ 9 or a HAM-D score ≤ 10. Zettle 1989 defined
clinical response as partial improvement based on a BDI score ≤

15.
Two studies provided follow-up data two months after the end
of treatment (Zettle 1984; Zettle 1989). Both studies presented
continuous and dichotomous data for the primary depression out-
come.
Dropout rates were reported fully by Dimidjian 2004. Attrition
rates in the studies by Zettle 1984 and Zettle 1989 were provided
by the first author after contact was made.

Secondary outcomes

BDI and HAM-D were used in all three studies to measure changes
in depressive symptoms. Zettle 1984 also used the MMPI-D.
Zettle 1984 presented means without SDs, but raw data were
provided in the dissertation, from which SDs could be calculated.
No other outcomes were reported by Dimidjian 2004. No other
secondary outcomes as set out in the review protocol were reported
in the studies by Zettle 1984 and Zettle 1989. Both of these stud-
ies measured cognitive and behavioural change based on the Au-
tomatic Thoughts Questionnaire (ATQ) (Hollon 1980), the De-
pression Attitudes Questionnaire (DAQ) (Botega 1992) and the
Pleasurable Events Schedule (PES) (Lewinsohn 1973).

Excluded studies

A total of 64 studies were excluded from the whole Meta-Analysis
of Psychotherapies (MAP) programme of reviews. Five of those
studies included a third wave CBT arm, one of which compared

third wave CBT against another psychological therapy approach
(Manicavasgar 2011). The reason for excluding Manicavasgar
2011 was that the allocation of participants to groups was not fully
randomised.
In addition, four studies (Pellowe 2007; Gawrysiak 2009; Ekkers
2011) were not included in the current review because they com-
pared third wave CBT with a TAU or non-active control condi-
tion and were included in the third wave CBT versus TAU review.
In the updated search conducted in March 2013 (CCDANCTR
01/02/13), four third wave CBT studies were excluded from
both third wave CBT reviews, as the samples in each study con-
sisted of subclinical depression (Kaviani 2012), partial remis-
sion (Korrelboom 2012), mixed population (Pinniger 2012) and
chronic depression (Folke 2012). A further two studies were ex-
cluded because they compared third wave CBT with a non-ac-
tive control condition (Azargoon 2010; Armento 2011) and were
assigned to the third wave CBT versus TAU review as ’Studies
awaiting classification’.

Studies awaiting classification

No studies are awaiting classification.

Ongoing studies

Of three ongoing studies that meet the inclusion criteria for third
wave CBT reviews, two compare a third wave CBT approach
with another psychological therapy. One of these ongoing studies
is comparing ACT with CT (NCT01517503), and the other is
comparing mindfulness-based behavioural therapy (MIBT) with
psychodynamic therapy (NCT01070134).

Risk of bias in included studies

Allocation

One study used a computer-generated randomisation list to al-
locate participants to groups (Dimidjian 2004) and was assessed
as at low risk of bias. The other two studies did not report on
the methods used for allocating participants to groups and were
assessed as having unclear risk of bias (Zettle 1984; Zettle 1989).

Blinding

As it is not possible to blind participants and therapists in psycho-
logical therapy trials, all studies were at high risk of performance
bias. However, all three studies ensured that outcome assessors
were blind to treatment group; therefore the risk of detection bias
across all three studies was assessed as low.
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Incomplete outcome data

Two studies were assessed as being at low risk of attrition bias
because the dropout rate was so low (Zettle 1984), or because
attrition was reasonably low and evenly balanced across groups,
and reasons for dropping out were provided (Dimidjian 2004).
One study had a dropout rate of 16%; no reasons were provided
for dropout, and analyses were limited to available cases (Zettle
1989). Therefore the risk of attrition was assessed as unclear.

Selective reporting

None of the studies had published a trial protocol; therefore re-
porting bias was assessed as unclear across all three studies.

Other potential sources of bias

Therapist qualifications

Studies were classified as low risk of bias only when the therapists
were qualified and had received specific training in the relevant
psychological therapy approach. On the basis of these criteria, one
study was assessed as being at low risk of bias (Dimidjian 2004),
and two studies were assessed as at high or unclear risk of bias
(Zettle 1984; Zettle 1989).

Treatment fidelity

Studies were classified as being at low risk of bias when the therapy
session was monitored through audiotapes or videotapes, and the
monitoring was performed against a manual or by using a scale. All
three studies monitored therapy sessions using audiotapes. One
study used blinded raters and a rating scale that had to be modified
for one approach (Dimidjian 2004). The other two studies used
independent assessors, who were familiar with treatment manuals
but did not use rating scales (Zettle 1984; Zettle 1989). On the

basis of these criteria, one study (Dimidjian 2004) was assessed as
at low risk of bias, and two studies were assessed as at unclear risk
of bias (Zettle 1984; Zettle 1989).

Researcher allegiance/conflict of interest

In the study by Dimidjian 2004, the extended behavioural activa-
tion manual was developed at the site where the trial took place.
In the studies by Zettle 1984 and Zettle 1989, the first author’s
named academic supervisor was Dr Steve Hayes, who developed
ACT; these studies were assessed as at high risk of bias. In the study
by Dimidjian 2004, the intervention of interest was developed at
the setting where the study took place; however, an attempt was
made to mitigate the risk of potential researcher allegiance through
the use of investigators/experts with allegiance to their own ap-
proach. Therefore the study was assessed as at unclear risk of bias.

Therapist allegiance/conflict of interest

In the study by Dimidjian 2004, the therapists had declared alle-
giance to their own approach. The primary therapist in the stud-
ies by Zettle 1984 and Zettle 1989 was the first author, who was
supervised/mentored by Dr Steve Hayes (the psychologist who
developed ACT). Postsession questionnaires in both studies sug-
gested lack of therapist bias to account for differential treatment
effects. The study by Dimidjian 2004 was assessed as at low risk of
bias, and the studies by Zettle 1984 and Zettle 1989 were assessed
as at unclear risk of bias.

Other potential sources of bias

No other consistent sources of bias were noted across the three
studies.
See Figure 2 for graphical representation of risk of bias items.
Further information on the individual studies is provided in
Characteristics of included studies.
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Figure 2. Risk of bias graph: review authors’ judgements about all risk of bias item presented as percentages
across all included studies.

Effects of interventions

See: Summary of findings for the main comparison
Mindfulness-based ’third wave’ cognitive and behavioural
therapies compared with other psychological therapies for
depression

Comparison 1. Third wave CBT versus all other

psychological therapies

Primary outcomes

1.1 Treatment efficacy: response

All three studies provided clinical response rates that were based
on HAM-D and BDI (Zettle 1984; Dimidjian 2004) or on BDI
alone (Zettle 1989). When possible, HAM-D response rates were
used in analyses.
At post-treatment, no significant difference in clinical response was
found between third wave CBT and other psychological therapies
(3 studies, 144 participants, RR 1.14, 95% CI 0.79 to 1.64). See
Analysis 1.1.
At 2-month follow-up, no significant difference in clinical re-
sponse was found between third wave CBT (both ACT ap-
proaches) and other psychological therapies (both CT approaches)
(2 studies, 56 participants, RR 0.31, 95% CI 0.08 to 1.26). See
Analysis 1.2.

The quality of evidence for both outcome measures was very low
(see Summary of findings for the main comparison).

1.2 Treatment acceptability: dropouts for any reason

Dropout rates were obtained for all three studies (144 participants)
at post-treatment. No significant difference in treatment accept-
ability based on dropout rates was found between third wave CBT
and other psychological therapies (RR 1.12, 95% CI 0.47 to 2.67).
See Analysis 1.3.
At 2-month follow-up, no significant difference in treatment ac-
ceptability was found between third wave CBT and other psy-
chological therapies (2 studies, 56 participants, RR 1.07, 95% CI
0.10 to 11.23). Moderate heterogeneity was indicated (I2 = 41%).
See Analysis 1.4.
The quality of evidence for both outcome measures was very low
(see Summary of findings for the main comparison).

Secondary outcomes

1.3 Remission

One study provided remission rates at post-treatment (Dimidjian
2004). No significant difference in remission was found between
third wave CBT and other psychological therapies (88 partici-
pants, RR 0.89, 95% CI 0.60 to 1.30).
The quality of evidence for this outcome measure was very low
(see Summary of findings for the main comparison).
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1.4 Severity of depression symptoms

All three studies reported HAM-D and BDI means at post-treat-
ment. HAM-D scores were selected for the analyses. No signifi-
cant difference in depression levels was found between third wave
CBT and other psychological therapies (113 participants, MD -
1.65, 95% CI -4.17 to 0.88). See Analysis 1.6.
Two studies reported HAM-D and BDI means at 2-month follow-
up (Zettle 1984; Zettle 1989). HAM-D scores were selected for
the analyses. A significant difference in depression levels favoured
third wave CBT (49 participants, MD -4.51, 95% -7.47 to -1.55).
See Analysis 1.7.
The quality of evidence for both outcome measures was very low
(see Summary of findings for the main comparison).

1.5 Improvement in overall symptoms

None of the studies reported on this outcome.

1.6 Anxiety symptoms

None of the studies reported on this outcome.

1.7 Adverse effects

None of the studies reported on this outcome.

1.8 Social adjustment

None of the studies reported on this outcome.

1.9 Quality of life

None of the studies reported on this outcome.

1.10 Economic outcomes

None of the studies reported on this outcome.

Comparison 2. Individual third wave CBT approaches

versus all other psychological therapies

2.1 ACT versus other psychological therapies

Two studies compared ACT with other psychological therapies
(Zettle 1984; Zettle 1989).

Primary outcomes

2.1.1 Treatment efficacy: response

No significant difference in clinical response was found between
ACT and other psychological therapies at post-treatment (2 stud-
ies, 56 participants, RR 1.11, 95% CI 0.60 to 2.04). See Analysis
1.1. Similarly, at 2-month follow-up, no significant difference in
clinical response was found between ACT and other psychological
therapies (2 studies, 56 participants, RR 0.31, 95% CI 0.08 to
1.26). See Analysis 1.2.

2.1.2 Treatment acceptability: dropouts for any reason

No significant difference in treatment acceptability based on
dropout rates was found between ACT and other psychological
therapies at post-treatment or at 2-month follow-up (2 studies, 56
participants, RR 1.07, 95% CI 0.10 to 11.23). The I2 was 41%,
indicating moderate heterogeneity. See Analysis 1.3 and Analysis
1.4.

2.2 Extended BA versus other psychological therapies

One study compared extended BA versus other psychological ther-
apies (Dimidjian 2004).

Primary outcomes

2.2.1 Treatment efficacy: response

No significant difference in clinical response at post-treatment was
found between extended BA and other psychological therapies (88
participants, RR 1.16, 95% CI 0.73 to 1.83).

2.2.2 Treatment acceptability: dropouts for any reason

No significant different in treatment acceptability based on
dropout rates was found at post-treatment between extended BA
and other psychological therapies (88 participants, RR 1.22, 95%
CI 0.45 to 3.34).

2.3 ACT versus extended BA

2.3.1 Treatment efficacy: response

The test for subgroup differences between ACT and extended BA
showed no significant difference between the two approaches at
post-treatment when compared with other psychological therapies
(Chi2 = 0.01, df = 1, P = 0.91).

22’Third wave’ cognitive and behavioural therapies versus other psychological therapies for depression (Review)

Copyright © 2013 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



2.3.2 Treatment acceptability: dropouts for any reason

The test for subgroup differences between ACT and extended BA
showed no significant difference between the two approaches at
post-treatment when compared with other psychological therapies
(Chi2 = 0.03, df = 1, P = 0.85).

Comparison 3. All third wave CBT approaches versus

individual psychological therapy approaches

All psychological therapies used as comparator conditions in the
three studies were categorised as CBT in the theoretical approach.
Therefore, for the purposes of the current version of the review,
Comparison 3 analyses replicate those presented in Comparison
1. See Analysis 1.1 to Analysis 1.7. In future updates of the review,
comparisons with other psychological therapy approaches will be
reported separately, as relevant studies become available.

Subgroup and sensitivity analyses

It was not possible to conduct subgroup or sensitivity analyses
because of the small number of studies included in this review.

Summary of findings tables

The results of our analyses expressed in relative and absolute
terms, together with ratings of the quality of evidence, are given
in Summary of findings for the main comparison.

Reporting bias

It was not possible to analyse reporting bias because of the small
number of studies included in the review.

D I S C U S S I O N

Summary of main results

This review aimed to assess the efficacy and acceptability of third
wave CBT on the basis of three planned comparisons: all third
wave CBT approaches compared with all other psychological ther-
apies, different third wave CBT approaches compared with all
other psychological therapies and all third wave CBT approaches
compared with different psychological therapy approaches (CBT,
BT, psychodynamic, humanistic and integrative therapies).
A total of three studies (144 participants) were included in the
review. Results showed no evidence based on dropout rates of
any difference between third wave CBT and other psychological
therapies in terms of efficacy (RR of clinical response 1.14, 95% CI
0.79 to 1.64) or acceptability (RR 1.12, 95% CI 0.47 to 2.67) at

post-treatment. Results at 2-month follow-up showed no evidence
of any difference between third wave CBT and other psychological
therapies in terms of clinical response (2 studies, 56 participants,
RR 0.22, 95% CI 0.04 to 1.15).
Results showed no evidence of any difference in terms of efficacy
and acceptability between the two individual third wave CBT ap-
proaches of ACT and extended BA when compared with all other
psychological therapies. Similarly, results showed no evidence of
any difference in terms of efficacy and acceptability between third
wave CBT and the individual psychological therapy approach of
CBT.

Overall completeness and applicability of
evidence

Although every possible effort was made to identify relevant trials,
the number of studies currently included in this review is very
small. Given increasing interest and more frequent application of
third wave CBT approaches over the past ten years, the possibility
that some studies may have been missed, either unpublished or in
grey literature, cannot be discounted.
All three studies were conducted in North America, and two were
conducted before 1990. Therefore, applicability of the findings to
contemporary healthcare settings and non-US settings is uncer-
tain.
When recruiting participants, only one of the studies used diag-
nostic inclusion criteria in a standardised clinical interview to iden-
tify potential participants with depression. Nevertheless, whilst it
is unclear to what extent many of the participants included in
the review met full DSM criteria for major depressive disorder, it
could be argued that recruitment of participants based on depres-
sion rating scales would be representative of those presenting with
depression symptoms in primary care.
Most mindfulness-based third wave CBT, including FAP, CMT,
MBCT, DBT and meta-cognitive therapy, were not represented at
all in the current version of the review. The lack of MBCT studies
to date is likely to be explained by the use of this approach as
a relapse prevention intervention for people in remission, hence
it is beyond the scope of this review. Similarly, lack of DBT and
metacognitive therapy studies may be due to their predominant
use in populations with mental health disorders other than de-
pression. A recent search of clinicaltrials.gov conducted by our
review team, using the search term ’mindfulness’, retrieved more
than 300 registered ongoing trials; however, very few of these trials
appear to target populations with acute depression. Comparator
psychological therapy approaches were equally under-represented
in the review, with CBT used as the comparator intervention in
all three studies.
None of the studies included all of the primary and secondary
outcomes of interest in this review, and in particular, and none
reported on quality of life, adverse events or economic outcomes.
Beck 2012 comments that a certain equivalence between psycho-
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logical therapy models may occur in a well-designed study, but
that an essential feature of the efficacy of a psychological therapy
approach is its durability over an extended time. However, follow-
up data in the current review were limited to two-month follow-
up and were collected in only two of the three studies; therefore
evidence for the sustained effect of third wave CBT compared with
other psychological therapy approaches remains very limited.

Quality of the evidence

The quality of evidence for each of our main outcomes was very
low (Summary of findings for the main comparison). The most
common reasons for downgrading were imprecision, indirectness
of evidence and risk of bias in all outcomes. All analyses included
no more than three studies, two of which had very small sample
sizes, resulting in wide confidence intervals and lack of statisti-
cal power to assess the relative effects between third wave CBT
approaches and other psychological therapies. The psychological
therapies examined in the three studies were limited to two third
wave CBT approaches and just one comparator psychological ther-
apy approach, thus offering a restricted version of the main review
question in terms of intervention and comparator. The accept-
ability outcome was also downgraded on the grounds of inconsis-
tency, which remained unexplained because of the small number
of studies included in the review.
Each of the three studies included in this review described its as-
signment procedure as ’randomised’; however, only one study pro-
vided information on sequence generation and allocation conceal-
ment methods used. Lack of information in two studies intro-
duces considerable uncertainty as to whether bias may have been
introduced during the allocation process, leading to the decision
to assess these risk of bias domains as unclear across studies.
Testing of therapists’ fidelity to treatment manuals through sys-
tematic or random checking of videotapes/audiotapes against stan-
dardised checklists by independent clinicians is a key methodolog-
ical requirement of psychological therapy studies to provide cer-
tainty that any observed treatment effect can be attributed to spe-
cific components and characteristics of the model. All three stud-
ies used audiotapes, a random selection of which were assessed for
fidelity by independent assessors. However, only one study used
standardised checklists (Dimidjian 2004), and competence was
not measured consistently for each psychological therapy approach
under evaluation in any of the studies. Therefore the extent to
which bias was minimised in the delivery of therapy approaches
across studies is unclear.
Another common source of bias in psychological therapy trials is
that of researcher allegiance, whereby trialists responsible for de-
veloping the manuals/protocols under evaluation might be con-
sidered to have a vested interest in their superior efficacy over other
approaches. Each of the studies included in this review were ex-
posed to this form of bias, as authors were involved in development
of the therapy or were associated with those who had developed

the psychological therapy under investigation. It is notable that
Dimidjian 2004 did attempt to mitigate the effect of researcher
allegiance to extended BA by including on the research team clin-
icians with an allegiance to CBT, although researcher allegiance is
acknowledged by the authors as a possible limitation of the study.
The studies by Zettle 1984 and Zettle 1989 were assessed as vul-
nerable to researcher allegiance, as the first author (who was also
a therapist in both studies) was supervised by Dr Steve Hayes, the
psychologist who developed ACT. Overall, therefore, the presence
of researcher allegiance towards the third wave CBT approaches
under evaluation might have resulted in less favourable findings
for other psychological therapies.
Therapist qualifications and experience are regarded as one further
potential source of bias in psychological therapy studies, as the risk
of unqualified or inadequately trained therapists delivering the in-
tervention without skill and accuracy is considered high. Whilst
Dimidjian 2004 employed highly trained clinicians, the BA thera-
pists had an average of seven years’ experience, in contrast with the
CT therapists, who had been in clinical practice for a much longer
average time of 14 years. The other two studies employed less-
experienced clinicians, including a CT intern (Zettle 1984) and
a qualified psychologist assisted by a psychology graduate (Zettle
1989), who provided both therapies. Therefore, the risk of less
skilled and accurate delivery of third wave therapy approaches and/
or other psychological therapies was high across all three studies.

Potential biases in the review process

Whilst two of the review authors specialise in CBT (TAF is a
diplomate of the Academy of Cognitive Therapy, and VH pro-
vides CBT in independent practice), no therapists specialising in
other psychological therapy approaches have been included on the
review team; therefore the possibility of a bias towards CBT can-
not be excluded.
While developing the third wave cognitive and behavioural ther-
apies review, we have aimed to be transparent about our manage-
ment of the third wave therapy classification. We have held regular
team meetings to ensure 100% consensus on the categorisation of
approaches, and where any uncertainties remained because of lack
of information provided in the articles, we have made contact with
the study authors to obtain a fuller description. We acknowledge
that there is likely to be considerable debate over which CBT ap-
proaches should be regarded as ’third wave’ in theoretical princi-
ple. We acknowledge, too, that the decision to combine a diverse
group of third wave approaches for the purposes of conducting
comparisons with other psychological therapy approaches is open
to debate. In future versions of the review, it may be necessary to
reconsider our management of the categories based on further de-
velopment of psychological therapy models and approaches. It is
possible too that as the evidence base grows, scope will be adjusted
to allow management of the approaches in separate reviews.
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Perhaps the most contentious decision in this review was to cate-
gorise the extended version of BA as a third wave CBT approach.
We note that this decision contrasts with the approach of previous
reviews, in which extended BA has been regarded as a form of
BT. Whilst acknowledging the common components, we decided
that the addition of behavioural strategies for targeting rumina-
tion, including ’an emphasis on the function of ruminative think-
ing and on moving attention away from the content of rumina-
tive thoughts towards direct, immediate experience’ (Dimidjian
2004), in extended BA set it apart from earlier BA approaches and
placed it more in line with third wave approaches.
To address the over-arching question of whether third wave CBT is
more effective and acceptable than other psychological therapies,
the comparison between third wave CBT and all other psycholog-
ical therapy approaches was selected as the main comparison in
the protocol. This meant that the overall comparator of all other
psychological therapies included a wide range of approaches (BT,
CBT, psychodynamic, humanistic, integrative therapies) with the
potential for differing levels of efficacy. It could be argued that
results of the comparison between third wave CBT and different
psychological therapy approaches would be more meaningful than
results of the comparison between third wave CBT and all other
psychological approaches combined. However, the findings would
be limited by the small number of studies for inclusion in each
analysis, thereby reducing the ability of review authors to draw
any meaningful conclusions.

Agreements and disagreements with other
studies or reviews

Two previous systematic reviews of third wave CBT approaches
have limited their remit to participants in remission from depres-
sion who have attended an MBCT course (Coelho 2007) or have
not conducted meta-analyses (Hayes 2004).
The systematic review and meta-analysis by Ost 2008 included 29
studies that examined five different third wave behavioural thera-
pies (ACT, DBT and FAP, as covered in the current review, together
with the cognitive-behavioural analysis sytem of psychotherapy
and integrative behavioural couple therapy) against other psycho-
logical therapies, medication and other interventions for a wide
range of different disorders, including borderline personality dis-
order, eating disorders, epilepsy and smoking, as well as depression.
Effect sizes were calculated for each third wave approach across all
disorders (Ost 2008), precluding the ability to make comparisons
with the current review.
Two systematic reviews have examined the efficacy of behavioural
activation treatments (Cuijpers 2008; Ekers 2008), but neither
attempted to differentiate between the extended BA model devel-
oped by Martell 2001 and the ’pure’ BT approach originally eval-
uated in the seminal trial by Jacobson 1996; therefore the findings
are not comparable with those of the current review.

A recently published systematic review and network analysis ex-
amined the efficacy of seven psychological therapies for individ-
uals with depression (Barth 2013); however, third wave CBT in-
terventions were not managed in a separate category. Therefore,
no comparable findings are available. It is notable, too, that the
authors included Internet-delivered therapies, as well as those de-
livered face to face, together with studies of participants whose pri-
mary disorder was a medical condition, resulting in a more hetero-
geneous set of populations and interventions than those included
in the current review.

A U T H O R S ’ C O N C L U S I O N S

Implications for practice

Third wave cognitive and behavioural approaches are becoming
an increasingly common feature of clinical practice, both as treat-
ments and as relapse prevention interventions, for a wide range of
common mental disorders. To date, however, the evidence base for
third wave CBT approaches compared with other psychological
therapies is of very low quality, leaving the review authors unable
to draw any conclusions as to their relative effects, either as indi-
vidual approaches or as a collective approach, in the treatment of
acute depression.

Implications for research

This review draws attention to the need for further studies of third
wave CBT approaches to fully assess their comparative efficacy,
effectiveness and acceptability against other psychological ther-
apy approaches currently used in clinical practice for the treat-
ment of acute depression. Whilst clinical guidelines recommend
the use of MBCT as a relapse prevention intervention only for
people with a history of three or more episodes of depression, a
recently published study has indicated that those with residual
symptoms may also benefit, irrespective of the number of pre-
vious depression episodes (Geschwind 2012), and highlights the
importance of completing trials involving participants who have
some acute depression symptoms. In a future update of the re-
view, we hope to be able to include the findings from two ongo-
ing trials comparing mindfulness-based cognitive therapy (MICT)
with psychodynamic therapy (NCT01070134) and ACT with CT
(NCT01517503) for people with major depressive disorder.

In addition to ensuring the use of standard methodological fea-
tures such as allocation concealment and blinding of outcome as-
sessors, future studies of third wave CBT approaches should pay
close attention to key quality indicators for psychological therapy
trials, including treatment fidelity, therapist qualifications/experi-
ence and researcher/therapist allegiance.

Measurement of under-investigated outcomes, such as acceptabil-
ity (using validated scales), adverse effects, quality of life and cost-
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effectiveness, should be prioritised. It is also important for future
studies to include longer-term follow-up to establish whether or
not third wave CBT approaches have greater durability than other
psychological therapies in the treatment of depression.
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C H A R A C T E R I S T I C S O F S T U D I E S

Characteristics of included studies [ordered by study ID]

Dimidjian 2004

Methods Design: RCT, parallel design
Study duration: 16 weeks
Follow-up: none

Participants Sample size: 138 individuals eligible and agreed to participate
Recruitment: media advertisements and referrals from local agencies/word of mouth
Inclusion criteria-diagnostic classification criteria: DSM-IV diagnosis made using
SCID-I
Inclusion criteria-rating scales: HRSD score ≥ 14 and BDI score ≥ 20
Included disorders: major depressive disorder
Gender: 66% of sample women
Mean age: 39.9 years (SD 10.97)
Country/Ethnicity: conducted in USA: 85.5% white
Pharmacotherapy during the study: one group randomly assigned to receive antide-
pressant treatment

Interventions Behavioural activation
Intervention: BA condition an expanded version of the approach used in the compo-
nent analysis study by Jacobson et al (1996). Centrality of patterns of avoidance and
withdrawal highlighted, and increased activity presented as a strategy to break the cycle.
Specific behaviourally focused activation strategies included self-monitoring, structuring
and scheduling daily activities, rating pleasure/accomplishment and exploring different
behaviours. Expanded model also included behavioural strategies for targeting rumina-
tion, understanding the function of ruminative thinking and moving attention away
from the content of ruminative thoughts towards direct, immediate experience. Partic-
ipants received a maximum of 24 individual 50-minute sessions over 16 weeks, with
sessions generally held twice weekly for the first 8 weeks and once weekly for the next 8
weeks
Therapists: BA provided by two licensed psychologists and a licensed clinical social
worker, who had been in clinical practice for an average of 7 years. Therapists received
individual off-site supervision via telephone from two of the trial authors
Cognitive therapy
Intervention: CT condition provided in a manner consistent with standard CT for de-
pression. Three broad classes of intervention included targeting behavioural dysfunc-
tion, situation-specific cognitive distortions and underlying dysfunctional beliefs. CT
also included the full range of BA strategies outlined in CT texts for depression, but
not those outlined as part of the expanded BA model. Participants received a maximum
of 24 individual 50-minute sessions over 16 weeks, with sessions generally held twice
weekly for the first 8 weeks and once weekly for the next 8 weeks
Therapists: CT provided by three licensed psychologists, who had been in clinical prac-
tice for an average of 14 years. Two had extensive training in CT before the outset of the
trial, and the third had received specialised training in CT. Two study authors provided
individual supervision off-site via telephone
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Dimidjian 2004 (Continued)

Antidepressant medication
ADM condition administered triple-blind for first 8 weeks of the trial, after which
the blind was broken and only evaluators were kept blind to the treatment condition.
Participants prescribed paroxetine on a flexible schedule. Participants seen weekly for
first 4 weeks, and then bi-weekly
Placebo
PLA condition administered triple-blind for first 8 weeks of the trial, after which partic-
ipants offered their choice of treatment at study expense

Outcomes HRSD
BDI-II

Notes Authors separated the sample into two groups of high and low depression severity on
the basis of scores on the pretreatment HRSD (high severity ≥ 20, low severity≤ 19)
because of potential problems with multicollinearity associated with including both the
dichotomous severity variable (based on the HRSD) and pretreatment severity (contin-
uous form of BDI-II or HRSD) as the first outcome measure in the same analysis. For
purposes of including continuous data in the meta-analyses, high and low severity means
and SDs entered separately, in accordance with figures reported in the paper
Only data from BA and CT arms used

Risk of bias

Bias Authors’ judgement Support for judgement

Random sequence generation (selection
bias)

Low risk Participants assigned to one of four acute
treatment conditions using a computer-
generated randomisation list

Allocation concealment (selection bias) Low risk Participants assigned to treatment condi-
tions by the participant coordinator

Blinding of participants and personnel
(performance bias)
All outcomes

High risk Not possible to blind participants and clin-
icians in CT and BA conditions. ADM and
placebo conditions administered blind to
participants for first part of study only

Blinding of outcome assessment for ob-
server-rated scales (detection bias)

Low risk Evaluators blind to participants’ treatment
condition and supervised weekly to prevent
rater drift (page 661, col 1, para 4)

Incomplete outcome data (attrition bias)
All outcomes

Low risk Treatment differences for categorical re-
sponse and remission conducted with the
full ITT sample, using LOCF. Attrition
similar in BA and CT groups, and reasons
for attrition varied/mostly provided (page
659, col 2, para 2)
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Dimidjian 2004 (Continued)

Selective reporting (reporting bias) Unclear risk No study protocol available-insufficient in-
formation to allow an assessment

Researcher allegiance and other conflicts of
interest (financial or other)

Unclear risk Expanded BA model developed at the Uni-
versity of Washington, and CT supervisors
off-site (page 668, col 2, para 1)

Therapist allegiance and other conflicts of
interest (financial or other)

Low risk BA and CT therapists had declared alle-
giance to their respective therapies

Therapist qualifications Low risk BA and CT therapists similarly qualified
and experienced in their respective ap-
proaches

Treatment fidelity Low risk Therapy sessions audiotaped, and adher-
ence assessed by 5 undergraduate raters
blind to the treatment condition and
trained to use the CSPRS, modified to ac-
commodate BA (page 661, col 2, para 2)
. No competency ratings for BA therapists
provided (page 668, col 2, para 2)

Other bias Unclear risk Insufficient information provided

Zettle 1984

Methods Design: RCT of parallel design
Study duration:12 weeks
Follow-up: 2 months after end of treatment

Participants Sample size: 25 individuals eligible for the study, of whom 19 agreed to participate
Recruitment: GP and O/P referrals, media advertisements
Inclusion criteria-diagnostic classification criteria : not stated
Inclusion criteria-rating scales: BDI score ≥ 20, MMPI Depression Scale T score ≥

70/score greater than T scores on psychasthenia and hysteria scales, HRSD score ≥ 14
Included disorders: assessed as ’clinically depressed’
Gender: female participants only
Mean age: 40.39 years
Country/Ethnicity: conducted in the USA; no information provided on ethnicity of
participants
Pharmacotherapy during the study: before initiation of treatment, participants re-
quired to verify that they were not taking antidepressants or tranquilising medications

Interventions CT: cognitive restructuring plus distancing (assigned to 2 groups-with and without
homework)
Intervention: CCT used full complement of therapeutic procedures and strategies com-
mon to CT, including distancing, cognitive restructuring and behavioural hypothesis
testing. Distancing procedures included the use of similes, reattribution techniques and
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Zettle 1984 (Continued)

alternative conceptualisations. Participants received 12 individual weekly sessions lasting
approximately 1 hour
Therapists: therapy provided by first author, who was completing an internship at the
Center for Cognitive Therapy in Philadelphia. Supervision arrangements not reported
CT: cognitive restructuring alone (assigned to 2 groups-with and without home-
work)
Intervention: condition different from CCT in the absence of any distancing procedures.
Participants received 12 individual weekly sessions lasting approximately 1 hour
Therapists: therapy provided by first author, who was completing an internship at the
Center for Cognitive Therapy in Philadelphia. Supervision arrangements not reported
Comprehensive distancing (assigned to 2 groups-with and without homework)
Intervention: condition derived from a behavioural view of cognitive activity (Hayes
1987), based on three key themes that efforts to change depressive thoughts evoke the
very thoughts to be eliminated, that depressive thoughts put forward as reasons for
dysfunctional actions are merely more behaviour, and that treating depressive thoughts as
behaviour in context makes it possible to behave more effectively despite the continued
presence of negative thinking. Participants received 12 individual weekly sessions lasting
approximately 1 hour
Therapists: therapy provided by first author, who was a doctoral level graduate student
in psychology, completing an internship at the Center for Cognitive Therapy in Philadel-
phia. Supervised by Steven Hayes

Outcomes BDI
MMPI-D
HRSD
Automatic Thoughts Questionnaire
Dysfunctional Attitude Questionnaire
Pleasant Events Schedule (Activity Level, Reinforcement Potential and Obtained Rein-
forcement)

Notes For the purposes of conducting analyses, CT plus distancing and CT without distancing
combined into a single CT approach

Risk of bias

Bias Authors’ judgement Support for judgement

Random sequence generation (selection
bias)

Unclear risk No information provided

Allocation concealment (selection bias) Unclear risk No information provided

Blinding of participants and personnel
(performance bias)
All outcomes

High risk Not possible to blind participants and clin-
icians in a psychological therapy trial

Blinding of outcome assessment for ob-
server-rated scales (detection bias)

Low risk Participants interviewed by an independent
advanced graduate student who was blind
to treatment assignment (page 37, para 4)

37’Third wave’ cognitive and behavioural therapies versus other psychological therapies for depression (Review)

Copyright © 2013 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



Zettle 1984 (Continued)

. Interviews audiotaped and rated on the
HRSD by another advanced graduate stu-
dent, who was also blind to treatment as-
signment, to obtain a measure of interrater
agreement (page 38, para 1)

Incomplete outcome data (attrition bias)
All outcomes

Low risk Only one participant did not complete
treatment

Selective reporting (reporting bias) Unclear risk No study protocol available-insufficient in-
formation to make an assessment

Researcher allegiance and other conflicts of
interest (financial or other)

High risk Steve Hayes, who developed the compre-
hensive distancing (early version of ACT)
manual, served as chairperson for author’s
dissertation and was supervisor and major
advisor throughout first author’s doctoral
training (pages iii and 213)

Therapist allegiance and other conflicts of
interest (financial or other)

Unclear risk First author served as therapist for all
six treatment conditions. Postsession ques-
tionnaire administered at end of each treat-
ment session to check for differential bias
between conditions. Findings not reported
apart from statement in discussion that re-
sults of postsession questionnaire suggested
that therapist bias did not account for dif-
ferential treatment effects (page 105, para
2)

Therapist qualifications High risk Therapist was doctoral level graduate stu-
dent in psychology completing internship
at the Center for Cognitive Therapy dur-
ing course of study. Several years of clinical
training and experience, with licensed psy-
chological associate (page 213, para 2)

Treatment fidelity Unclear risk Random third of all treatment sessions au-
diotaped and reviewed later by panel of
four independent judges, who were famil-
iar with treatment manuals but were blind
to each treatment condition. 83% of tapes
correctly classified (page 56, para 1). No fi-
delity scales used

Other bias High risk An attendance fee given
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Zettle 1989

Methods Design: RCT of parallel design
Study duration: 12 weeks
Follow-up: 2 months after end of therapy

Participants Sample size: 45 individuals eligible for the study, of whom 37 agreed to participate
Recruitment: media advertisements
Inclusion criteria-diagnostic classification criteria: not reported
Inclusion criteria-rating scales: BDI score ≥ 20, MMPI Depression Scale T score ≥

70/score greater than T scores on psychasthenia and hysteria scales, HRSD score ≥ 14
Included disorders: moderate to severe depression
Gender: female participants only
Mean age: 41.3 years
Country/Ethnicity: conducted in USA; no information on ethnicity of participants
provided
Pharmacotherapy during the study: before treatment began, participants required to
verify that they were not taking antidepressants or tranquilising medications

Interventions Complete cognitive therapy package (CCT)
Intervention: CCT used full complement of therapeutic procedures and strategies com-
mon to CT, including distancing, cognitive restructuring and behavioural hypothesis
testing. Distancing procedures included use of similes, reattribution techniques and al-
ternative conceptualisations. Therapy conducted in groups of 4 to 7 participants, who
met for 12 weekly sessions of 90 min each
Therapists: CCT provided by first author, who had received previous training in CT
and CD, assisted by second author, a graduate student. Supervision arrangements not
reported
Partial cognitive therapy package (PCT)
Intervention: condition differed from CCT in the absence of any distancing procedures.
Therapy conducted in groups of 4 to 7 participants, who met for 12 weekly sessions of
90 min each
Therapists: CCT provided by first author, who had received previous training in CT
and CD, assisted by second author, a graduate student. Supervision arrangements not
reported
Comprehensive distancing (CD)
Intervention: condition derived from a behavioural view of cognitive activity (Hayes
1987), based on three key themes that efforts to change depressive thoughts evoke the
very thoughts to be eliminated, that depressive thoughts put forward as reasons for
dysfunctional actions are merely more behaviour and that treating depressive thoughts as
behaviour in context makes it possible to behave more effectively despite the continued
presence of negative thinking. Therapy conducted in groups of 4 to 7 participants, who
met for 12 weekly 90-min sessions
Therapists: CCT provided by first author, who had received previous training in CT
and CD, assisted by second author, a graduate student. Supervision arrangements not
reported

Outcomes BDI
HRSD
Automatic Thoughts Questionnaire
Dysfunctional Attitude Scale
Pleasant Events Schedule (Activity Level, Reinforcement Potential and Obtained Rein-
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Zettle 1989 (Continued)

forcement)

Notes

Risk of bias

Bias Authors’ judgement Support for judgement

Random sequence generation (selection
bias)

Unclear risk No information provided

Allocation concealment (selection bias) Unclear risk No information provided

Blinding of participants and personnel
(performance bias)
All outcomes

High risk Not possible to blind participants and clin-
icians in a psychological therapy trial

Blinding of outcome assessment for ob-
server-rated scales (detection bias)

Low risk Evaluator blind to each participant treat-
ment condition and completed the HRSD
after both interviews (page 438, para 4)

Incomplete outcome data (attrition bias)
All outcomes

Unclear risk Dropout rate of 16% and no reasons pro-
vided for attrition. No statistical methods
used for taking account of missing data-
dropouts excluded from further analysis
(page 438, para 2)

Selective reporting (reporting bias) Unclear risk No study protocol available-insufficient in-
formation to allow an assessment
Primary efficacy outcome not specified a
priori, in terms of what aspect of efficacy
would be measured or which measure

Researcher allegiance and other conflicts of
interest (financial or other)

High risk Citation in Background section indicates
that first author had conducted previous
comprehensive distancing trial with Dr
Steve Hayes, who developed and manu-
alised ACT

Therapist allegiance and other conflicts of
interest (financial or other)

Unclear risk First author was primary therapist, assisted
by coauthor. Therapist allegiance to com-
prehensive distancing indicated in Back-
ground. However, questionnaire adapted
from Rose 1984 was administered at end
of each treatment session to assess the pres-
ence of any potential bias or other non-
specific effects that might favour one con-
dition over another. Significant difference
between groups noted for session 5 only
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Zettle 1989 (Continued)

when PCT participants reported a more
favourable evaluation than the other two
groups (page 440, para 3)

Therapist qualifications Unclear risk Primary therapist had received previous
training in CT and comprehensive dis-
tancing. Assisted by graduate student (page
439, para 2)

Treatment fidelity Unclear risk Audiotapes of sessions reviewed by two
judges familiar with treatment manuals but
blind to each group’s treatment condition
(page 440, para 2)-able to classify 21 out of
24 tapes correctly. No use of fidelity scales

Other bias Unclear risk Insufficient information provided

Characteristics of excluded studies [ordered by study ID]

Study Reason for exclusion

Armento 2011 Comparator was a control condition-study included in third wave CBT vs TAU review

Azargoon 2010 Comparator was a control condition-study included in third wave CBT vs TAU review

Ekers 2011 Comparator was a control condition-study included in third wave CBT vs TAU review

Ekkers 2011 Comparator was a control condition-study included in third wave CBT vs TAU review

Folke 2012 Did not meet diagnostic inclusion criteria-sample had long-term depression

Gawrysiak 2009 Comparator was a control condition-study included in third wave CBT vs TAU review

Kaviani 2012 Did not meet diagnostic inclusion criteria-sample had subclinical depression

Korrelboom 2012 Did not meet diagnostic inclusion criteria-sample in partial remission

Manicavasgar 2011 Three of eleven treatment groups not randomly allocated

Pellowe 2007 Comparator was a control condition-study included in third wave CBT vs TAU review

Pinniger 2012 Did not meet diagnostic inclusion criteria-mixed population
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Characteristics of ongoing studies [ordered by study ID]

NCT01070134

Trial name or title ’Third wave’ cognitive therapy versus psychodynamic therapy (PD) for patients with major depressive disorder
in psychotherapeutic day treatment: a randomised clinical pilot trial

Methods Randomised controlled trial

Participants Adults diagnosed with major depressive disorder, referred to the day clinic, Roskilde Psychiatric Services

Interventions • Mindfulness-based behavioural therapy-weekly individual MIBT (45 to 50 minutes), together with
weekly mindfulness skills training group (1.5 hours) for 18 weeks

• Mentalisation-based therapy-weekly individual PT therapy (45 to 50 minutes), together with weekly
PT group therapy (1.5 hours) for 18 weeks

Outcomes Primary outcome: HAD-D
Secondary outcomes: SCL-90-R, proportion of participants who achieve remission (HAM-D score < 8)

Starting date February 2010

Contact information Janus Jakobsen janusjakobsen@mac.com

Notes Estimated study completion date: August 2011

NCT01517503

Trial name or title Acceptance and commitment therapy versus cognitive therapy for the treatment of major depressive disorder

Methods Randomised controlled trial

Participants Adults with major depressive disorder in routine clinical practice

Interventions • Cognitive therapy: maximum of 20 45-minute sessions to be provided over 16 weeks, with sessions
held twice weekly for the first 6 weeks and once weekly for the next 8 weeks

• Acceptance and commitment therapy: maximum of 20 45-minute sessions to be provided over 16
weeks, with sessions held twice weekly for the first 6 weeks and once weekly for the next 8 weeks

Outcomes Primary outcomes: Quick Inventory of Depressive Symptomatology, HAM-D
Secondary outcomes: Decentering Subscale of Experiences Questionnaire, Acceptance and Action Question-
naire, Dysfunctional Attitude Scale-Revised, Working Alliance Inventory, Europhis Quality of Life Scale,
Relationship Scales, Implicit Attitude Test, Structured Clinical Inverview for DSM-IV

Starting date December 2011

Contact information Nexhmedin Morina: n.morina@uva.nl

Notes Estimated study completion date: December 2014
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D A T A A N D A N A L Y S E S

Comparison 1. Third wave CBT vs other psychological therapies

Outcome or subgroup title
No. of
studies

No. of
participants Statistical method Effect size

1 Clinical response at
post-treatment

3 144 Risk Ratio (M-H, Random, 95% CI) 1.14 [0.79, 1.64]

1.1 ACT vs other
psychological therapies

2 56 Risk Ratio (M-H, Random, 95% CI) 1.11 [0.60, 2.04]

1.2 Extended BA vs other
psychological therapies

1 88 Risk Ratio (M-H, Random, 95% CI) 1.16 [0.73, 1.83]

2 Clinical response at follow-up 2 Risk Ratio (M-H, Random, 95% CI) Subtotals only

2.1 ACT vs other
psychological therapies

2 56 Risk Ratio (M-H, Random, 95% CI) 0.31 [0.08, 1.26]

3 Treatment acceptability
(dropout) at post-treatment

3 144 Risk Ratio (M-H, Random, 95% CI) 1.12 [0.47, 2.67]

3.1 ACT vs other
psychological therapies

2 56 Risk Ratio (M-H, Random, 95% CI) 1.07 [0.10, 11.23]

3.2 Extended BA vs other
psychological therapies

1 88 Risk Ratio (M-H, Random, 95% CI) 1.22 [0.45, 3.34]

4 Treatment acceptability
(dropout) at follow-up

2 Risk Ratio (M-H, Random, 95% CI) Subtotals only

4.1 ACT vs other
psychological therapies

2 56 Risk Ratio (M-H, Random, 95% CI) 1.07 [0.10, 11.23]

5 Remission at post-treatment 1 Risk Ratio (M-H, Random, 95% CI) Totals not selected

6 Depression levels at
post-treatment

3 113 Mean Difference (IV, Random, 95% CI) -1.65 [-4.17, 0.88]

6.1 ACT vs other
psychological therapies

2 50 Mean Difference (IV, Random, 95% CI) -2.58 [-6.39, 1.24]

6.2 Extended BA vs other
psychological therapies

1 63 Mean Difference (IV, Random, 95% CI) -0.93 [-4.35, 2.50]

7 Depression levels at follow-up 2 49 Mean Difference (IV, Random, 95% CI) -4.51 [-7.47, -1.55]

7.1 ACT vs other
psychological therapies

2 49 Mean Difference (IV, Random, 95% CI) -4.51 [-7.47, -1.55]
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Analysis 1.1. Comparison 1 Third wave CBT vs other psychological therapies, Outcome 1 Clinical response

at post-treatment.

Review: ’Third wave’ cognitive and behavioural therapies versus other psychological therapies for depression

Comparison: 1 Third wave CBT vs other psychological therapies

Outcome: 1 Clinical response at post-treatment

Study or subgroup Third wave CBT

Other
psychol

therapies Risk Ratio Weight Risk Ratio

n/N n/N

M-
H,Random,95%

CI

M-
H,Random,95%

CI

1 ACT vs other psychological therapies

Zettle 1984 4/7 5/12 15.6 % 1.37 [ 0.54, 3.47 ]

Zettle 1989 5/12 11/25 20.8 % 0.95 [ 0.42, 2.11 ]

Subtotal (95% CI) 19 37 36.4 % 1.11 [ 0.60, 2.04 ]
Total events: 9 (Third wave CBT), 16 (Other psychol therapies)

Heterogeneity: Tau2 = 0.0; Chi2 = 0.35, df = 1 (P = 0.55); I2 =0.0%

Test for overall effect: Z = 0.34 (P = 0.74)

2 Extended BA vs other psychological therapies

Dimidjian 2004 21/43 19/45 63.6 % 1.16 [ 0.73, 1.83 ]

Subtotal (95% CI) 43 45 63.6 % 1.16 [ 0.73, 1.83 ]
Total events: 21 (Third wave CBT), 19 (Other psychol therapies)

Heterogeneity: not applicable

Test for overall effect: Z = 0.62 (P = 0.53)

Total (95% CI) 62 82 100.0 % 1.14 [ 0.79, 1.64 ]
Total events: 30 (Third wave CBT), 35 (Other psychol therapies)

Heterogeneity: Tau2 = 0.0; Chi2 = 0.36, df = 2 (P = 0.83); I2 =0.0%

Test for overall effect: Z = 0.70 (P = 0.48)

Test for subgroup differences: Chi2 = 0.01, df = 1 (P = 0.91), I2 =0.0%

0.1 0.2 0.5 1 2 5 10

Favours third wave CBT Favours other therapies
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Analysis 1.2. Comparison 1 Third wave CBT vs other psychological therapies, Outcome 2 Clinical response

at follow-up.

Review: ’Third wave’ cognitive and behavioural therapies versus other psychological therapies for depression

Comparison: 1 Third wave CBT vs other psychological therapies

Outcome: 2 Clinical response at follow-up

Study or subgroup Third wave CBT

Other
psychol

therapies Risk Ratio Weight Risk Ratio

n/N n/N

M-
H,Random,95%

CI

M-
H,Random,95%

CI

1 ACT vs other psychological therapies

Zettle 1984 1/7 4/12 49.1 % 0.43 [ 0.06, 3.11 ]

Zettle 1989 1/12 9/25 50.9 % 0.23 [ 0.03, 1.62 ]

Subtotal (95% CI) 19 37 100.0 % 0.31 [ 0.08, 1.26 ]
Total events: 2 (Third wave CBT), 13 (Other psychol therapies)

Heterogeneity: Tau2 = 0.0; Chi2 = 0.19, df = 1 (P = 0.66); I2 =0.0%

Test for overall effect: Z = 1.64 (P = 0.10)

Test for subgroup differences: Not applicable

0.1 0.2 0.5 1 2 5 10

Favours third wave CBT Favours other therapies
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Analysis 1.3. Comparison 1 Third wave CBT vs other psychological therapies, Outcome 3 Treatment

acceptability (dropout) at post-treatment.

Review: ’Third wave’ cognitive and behavioural therapies versus other psychological therapies for depression

Comparison: 1 Third wave CBT vs other psychological therapies

Outcome: 3 Treatment acceptability (dropout) at post-treatment

Study or subgroup Third wave CBT

Other
psychol

therapies Risk Ratio Weight Risk Ratio

n/N n/N

M-
H,Random,95%

CI

M-
H,Random,95%

CI

1 ACT vs other psychological therapies

Zettle 1984 1/7 0/12 7.9 % 4.88 [ 0.22, 105.76 ]

Zettle 1989 1/12 5/25 18.1 % 0.42 [ 0.05, 3.18 ]

Subtotal (95% CI) 19 37 26.1 % 1.07 [ 0.10, 11.23 ]
Total events: 2 (Third wave CBT), 5 (Other psychol therapies)

Heterogeneity: Tau2 = 1.25; Chi2 = 1.71, df = 1 (P = 0.19); I2 =41%

Test for overall effect: Z = 0.06 (P = 0.95)

2 Extended BA vs other psychological therapies

Dimidjian 2004 7/43 6/45 73.9 % 1.22 [ 0.45, 3.34 ]

Subtotal (95% CI) 43 45 73.9 % 1.22 [ 0.45, 3.34 ]
Total events: 7 (Third wave CBT), 6 (Other psychol therapies)

Heterogeneity: not applicable

Test for overall effect: Z = 0.39 (P = 0.70)

Total (95% CI) 62 82 100.0 % 1.12 [ 0.47, 2.67 ]
Total events: 9 (Third wave CBT), 11 (Other psychol therapies)

Heterogeneity: Tau2 = 0.0; Chi2 = 1.82, df = 2 (P = 0.40); I2 =0.0%

Test for overall effect: Z = 0.26 (P = 0.80)

Test for subgroup differences: Chi2 = 0.01, df = 1 (P = 0.92), I2 =0.0%

0.02 0.1 1 10 50

Favours third wave CBT Favours other therapies
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Analysis 1.4. Comparison 1 Third wave CBT vs other psychological therapies, Outcome 4 Treatment

acceptability (dropout) at follow-up.

Review: ’Third wave’ cognitive and behavioural therapies versus other psychological therapies for depression

Comparison: 1 Third wave CBT vs other psychological therapies

Outcome: 4 Treatment acceptability (dropout) at follow-up

Study or subgroup Third wave CBT

Other
psychol

therapies Risk Ratio Weight Risk Ratio

n/N n/N

M-
H,Random,95%

CI

M-
H,Random,95%

CI

1 ACT vs other psychological therapies

Zettle 1984 1/7 0/12 38.5 % 4.88 [ 0.22, 105.76 ]

Zettle 1989 1/12 5/25 61.5 % 0.42 [ 0.05, 3.18 ]

Subtotal (95% CI) 19 37 100.0 % 1.07 [ 0.10, 11.23 ]
Total events: 2 (Third wave CBT), 5 (Other psychol therapies)

Heterogeneity: Tau2 = 1.25; Chi2 = 1.71, df = 1 (P = 0.19); I2 =41%

Test for overall effect: Z = 0.06 (P = 0.95)

Test for subgroup differences: Not applicable

0.1 0.2 0.5 1 2 5 10

Favours third wave CBT Favours other therapies

Analysis 1.5. Comparison 1 Third wave CBT vs other psychological therapies, Outcome 5 Remission at

post-treatment.

Review: ’Third wave’ cognitive and behavioural therapies versus other psychological therapies for depression

Comparison: 1 Third wave CBT vs other psychological therapies

Outcome: 5 Remission at post-treatment

Study or subgroup Third wave CBT

Other
psychol

therapies Risk Ratio Risk Ratio

n/N n/N

M-
H,Random,95%

CI

M-
H,Random,95%

CI

Dimidjian 2004 22/43 26/45 0.89 [ 0.60, 1.30 ]

0.1 0.2 0.5 1 2 5 10

Favours third wave CBT Favours other therapies
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Analysis 1.6. Comparison 1 Third wave CBT vs other psychological therapies, Outcome 6 Depression levels

at post-treatment.

Review: ’Third wave’ cognitive and behavioural therapies versus other psychological therapies for depression

Comparison: 1 Third wave CBT vs other psychological therapies

Outcome: 6 Depression levels at post-treatment

Study or subgroup Third wave CBT

Other
psychol

therapies
Mean

Difference Weight
Mean

Difference

N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI

1 ACT vs other psychological therapies

Zettle 1984 7 7 (5.96) 12 11.33 (6.84) 18.5 % -4.33 [ -10.20, 1.54 ]

Zettle 1989 11 9.36 (6.41) 20 10.65 (7.54) 25.2 % -1.29 [ -6.32, 3.74 ]

Subtotal (95% CI) 18 32 43.7 % -2.58 [ -6.39, 1.24 ]
Heterogeneity: Tau2 = 0.0; Chi2 = 0.59, df = 1 (P = 0.44); I2 =0.0%

Test for overall effect: Z = 1.32 (P = 0.19)

2 Extended BA vs other psychological therapies

Dimidjian 2004 13 7.92 (7.68) 16 7.19 (4.09) 29.7 % 0.73 [ -3.90, 5.36 ]

Dimidjian 2004 16 7.56 (6.94) 18 10.33 (7.62) 26.6 % -2.77 [ -7.66, 2.12 ]

Subtotal (95% CI) 29 34 56.3 % -0.93 [ -4.35, 2.50 ]
Heterogeneity: Tau2 = 0.22; Chi2 = 1.04, df = 1 (P = 0.31); I2 =4%

Test for overall effect: Z = 0.53 (P = 0.60)

Total (95% CI) 47 66 100.0 % -1.65 [ -4.17, 0.88 ]
Heterogeneity: Tau2 = 0.0; Chi2 = 2.04, df = 3 (P = 0.56); I2 =0.0%

Test for overall effect: Z = 1.28 (P = 0.20)

Test for subgroup differences: Chi2 = 0.40, df = 1 (P = 0.53), I2 =0.0%

-10 -5 0 5 10

Favours third wave CBT Favours other therapies
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Analysis 1.7. Comparison 1 Third wave CBT vs other psychological therapies, Outcome 7 Depression levels

at follow-up.

Review: ’Third wave’ cognitive and behavioural therapies versus other psychological therapies for depression

Comparison: 1 Third wave CBT vs other psychological therapies

Outcome: 7 Depression levels at follow-up

Study or subgroup Third wave CBT

Other
psychol

therapies
Mean

Difference Weight
Mean

Difference

N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI

1 ACT vs other psychological therapies

Zettle 1984 6 2.5 (2.74) 12 8 (5.48) 60.8 % -5.50 [ -9.30, -1.70 ]

Zettle 1989 11 7.82 (4.51) 20 10.8 (8.91) 39.2 % -2.98 [ -7.71, 1.75 ]

Total (95% CI) 17 32 100.0 % -4.51 [ -7.47, -1.55 ]
Heterogeneity: Tau2 = 0.0; Chi2 = 0.66, df = 1 (P = 0.42); I2 =0.0%

Test for overall effect: Z = 2.99 (P = 0.0028)

Test for subgroup differences: Not applicable

-10 -5 0 5 10

Favours third wave CBT Favours other therapies

A P P E N D I C E S

Appendix 1. CCDAN-CTR References Register search (psychotherapies for depression)

1 Title/Abstract= therap* or psychotherap*

2 Keywords= psychotherapy

3 Free-Text= acceptance* or commitment* or “activity scheduling” or adlerian or art or aversion or behvio*
or brief or “client cent*” or cognitive* or color or colour or compassion-focused or “com-
passion* focus*” or compassionate or conjoint or conversion or conversational or couples or
dance or dialectic* or diffusion or distraction or eclectic or (emotion and focus*) or emo-
tion-focus* or existential or experiential or exposure or expressive or family or focus-oriented
or “focus oriented” or freudian or gestalt or “group” or humanistic or implosive or insight
or integrative or interpersonal or jungian or kleinian or logo or marital or metacognitive
or meta-cognitive or milieu or morita or multimodal or multi-modal or music or narrative
or nondirective or non-directive or “non directive” or nonspecific or non-specific or “non
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(Continued)

specific” or “object relations” or “personal construct” or “person cent*” or person-cent* or
persuasion or play or ((pleasant or pleasing) and event*) or primal or problem-focused or
“problem focused” or problem-solving or “problem solving” or process-experiential or “pro-
cess experiential” or psychodynamic or “rational emotive” or reality or “reciprocal inhibition”
or relationship* or reminiscence or restructuring or rogerian or schema* or self-control* or
“self control*” or “short term” or short-term or sex or “social effectiveness” or “social skill*”
or socio-environment* or “socio environment*” or “solution focused” or solution-focused
or “stress management” or supportive or time-limited or “time limited” or “third wave” or
transference or transtheoretical or validation

4 Free-Text= (abreaction or “acting out” or “age regression” or ((assertive* or autogenic or mind or sensitiv-
ity) and train*) or autosuggestion or “balint group” or ((behavior* or behaviour*) and (acti-
vation or therap* or treatment or contracting or modification)) or biofeedback or catharsis or
cognitive* or “mind training” or counsel* or “contingency management” or countertransfer-
ence or “covert sensitization” or “eye movement desensiti*” or “crisis intervention” or “dream
analysis” or “emotional freedom” or “free association” or “functional analys*” or griefwork or
“guided imagery” or hypno* or imagery or meditation* or “mental healing” or mindfulness*
or psychoanaly* or psychodrama or psychoeducat* or “psycho* support*” or psychotherap*
or relaxation or “role play*” or “self analysis” or “self esteem” or “sensitivity training” or “sup-
port* group*” or therapist or “therapeutic technique*” or “transactional analysis”)

5 ((1 or 2) and 3) or 4

6 Title/Abstract= (depress* or dysthymi*)

7 5 and 6

8 Tagged to CCDANCTR-Study= Empty

9 7 and 8

Appendix 2. CINAHL and PSYNDEX search strategies

Psychotherapies for depression (n1114) 2010-05-19 (310 duplicates-CCDAN Registers)
EBSCO CINAHL (Cumulative Index to Nursing and Allied Health Literature) was searched as follows:
1. (MH “Clinical Trials+”)
2. TI (clinic* N1 trial*) or AB (clinic* N1 trial*)
3. TI ((singl* or doubl* or trebl* or tripl*) and (blind* or dummy or mask)) or AB ((singl* or doubl* or trebl* or tripl*) and (blind* or
dummy or mask))
4. TI ( randomi?ed or randomly) or AB (randomi?ed or randomly)
5. AB (random* N3 allocat*) or AB (random* N3 assign*)
6. (MH “Random Assignment”)
7. PT clinical trial
8. (MH “Placebos”)
9. TI placebo* or AB placebo*
10. AB (control N3 trial*) or AB (control N3 study) or AB (control N3 studies)
11. S1 or S2 or S3 or S4 or S5 or S6 or S7 or S8 or S9 or S10
12. (MM “Depression+”)
13. (MM “Psychotherapy+”)
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14. (MH “Psychotherapy+”)
15. (MM “Psychological Processes and Principles+”)
16. (MM “Behavior and Behavior Mechanisms+”)
17. (acceptance* or commitment* or “activity scheduling” or adlerian or art or aversion or brief or “client cent*” or cognitive or color
or colour or “compassion focused” or compassionate or conjoint or conversion or conversational or couples or dance or dialectic* or
diffusion or eclectic or (emotion* W1 focus*) or existential or experiential or exposure or expressive or family or (focus W1 oriented) or
gestalt or group or humanistic or implosive or insight or integrative or interpersonal or marital or metacognitive or milieu or morita or
multimodal or “multi-modal” or music or narrative or nondirective or “non-directive” or “non directive” or nonspecific or “non-specific”
or “non specific” or “object relations” or “personal construct” or “person cent*” or persuasion or play or “pleasant event*” or primal or
“problem-focused” or “problem focused” or “problem-solving” or “problem solving” or “process-experiential” or “process experiential”
or psychodynamic or “rational emotive” or reality or “reciprocal inhibition” or relationship* or reminiscence or restructuring or schema*
or “self-control*” or “self contol*” or “short term” or “short-term” or sex or “social effectiveness” or “social skill*” or socioenvironmental
or “solution focused” or “stress management” or supportive or “time-limited” or “time limited” or transference or transtheoretical or
validation)
18.(S13 or S14 or S15 or S16) and S17
19. behavio#r W3 modification*
20. behavio#r W3 contract*
21. behavio#r W3 treat*
22. behavio#r W3 therap*
23. (sensitivity W3 train*)
24. (mind W3 train*)
25. (autogenic W3 train*)
26. (assertive* W3 train*)
27. (autosuggestion or “balint group” or biofeedback or catharsis or cognitive or “mind training” or counsel* or “contingency manage-
ment” or countertransference or “covert sensitization” or “eye movement desensiti*” or “crisis intervention” or distraction or “dream
analysis” or “emotional freedom” or “free association” or freudian or “functional analys*” or griefwork or “guided imagery” or hypno* or
imagery or jungian or kleinian or meditation* or “mental healing” or mindfulness* or psychoanaly* or psychodrama or psychoeducat*
or “psycho* support*” or psychotherap* or relaxation or rogerian or “role play*” or “self analysis” or “self esteem” or “sensitivity training”
or “support* group*” or therapist or “therapeutic technique*” or third-wave or “third wave” or “transactional analysis”)
28.S13 or S18 or S19 or S20 or S21 or S22 or S23 or S24 or S25 or S26 or S27
29. S11 and S12 and S28
OVID PSYNDEX Search Strategy (11 June 2010, 726 records NOT de-duplicated)
1. Clinical Trials.sh.
2. Treatment Effectiveness Evaluation.sh.
3. Mental Health Program Evaluation.sh.
4. randomi#ed.mp.
5. randomly.mp.
6. randomized.ep.
7. pla#ebo$.mp.
8. trial$.ti,ab.
9. ((singl$ or doubl$ or trebl$ or tripl$) adj3 (blind$ or mask$ or dummy)).mp.
10. clinical study.ep.
11. experimental study.md.
12. multicenter study.md.
13. (zugewiesen and kontrollgruppe$).ab.
14. randomisiert$.ab,ti.
15. ((zufa?ll$ or randomi$) and (experiment$ or evalu$ or effe?t$) and treat$).mp.
16. (doppelblind$ or doppel-blind$).ti,ab.
17. or/1-16
18. major depression/ or anaclitic depression/ or dysthymic disorder/ or endogenous depression/ or postpartum depression/ or reactive
depression/ or recurrent depression/ or treatment resistant depression/
19. atypical depression/
20. or/18-19
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21. exp Psychotherapy/
(psychotherapy/ or adlerian psychotherapy/ or analytical psychotherapy/ or autogenic training/ or behavior therapy/ or brief psychother-
apy/ or client centered therapy/ or cognitive behavior therapy/ or conversion therapy/ or eclectic psychotherapy/ or emotion focused
therapy/ or existential therapy/ or experiential psychotherapy/ or expressive psychotherapy/ or eye movement desensitization therapy/ or
feminist therapy/ or geriatric psychotherapy/ or gestalt therapy/ or group psychotherapy/ or guided imagery/ or humanistic psychother-
apy/ or hypnotherapy/ or individual psychotherapy/ or insight therapy/ or integrative psychotherapy/ or interpersonal psychotherapy/
or logotherapy/ or narrative therapy/ or persuasion therapy/ or primal therapy/ or psychoanalysis/ or psychodrama/ or psychodynamic
psychotherapy/ or psychotherapeutic counseling/ or rational emotive behavior therapy/ or reality therapy/ or relationship therapy/ or
solution focused therapy/ or supportive psychotherapy/ or transactional analysis/)
22. exp Behavior Therapy/
(behavior therapy/ or aversion therapy/ or conversion therapy/ or dialectical behavior therapy/ or exposure therapy/ or implosive
therapy/ or reciprocal inhibition therapy/ or response cost/ or systematic desensitization therapy/)
23. exp Cognitive Behavior Therapy/
(cognitive behavior therapy/ or acceptance and commitment therapy/)
24. exp Cognitive Techniques
(cognitive techniques/ or cognitive restructuring/ or cognitive therapy/ or self instructional training/)
25. Schema/
26. Group Psychotherapy/
(group psychotherapy/ or encounter group therapy/ or therapeutic community/)
27. Milieu Therapy/
28. Family Therapy/ or Couples Therapy/ or Cotherapy/ or Conjoint Therapy/ or Sex Therapy/
29. Educational Therapy/ or Psychoeducation/
30. exp Psychotherapeutic processes/
(psychotherapeutic processes/ or contertransference/ or insight (psychotherapeutic process) or negative therapeutic reaction/ or psy-
chotherapeutic breakthrough/ or psychotherapeutic resistance// or psychotherapeutic transference/ or therapeutic alliance/)
31. exp Psychotherapeutic techniques/
(psychotherapeutic techniques/ or animal assisted therapy/ or autogenic training/ or cotherapy/ or dream analysis/ or guided imagery/ or
mirroring/ morita therapy/ or motivational interviewing/ or mutual storytelling technique/ or paradoxical techniques/ or psychodrama/
)
32. exp Psychoanalysis/
(psychoanalysis or alderian psychotherapy/ or dream analysis/ or self analysis/)
33 Covert Sensitization/
34. Behavior Contracting/
35. exp Biofeedback/
(biofeedback/ or biofeedback training/ or neurofeedback/)
36. Assertiveness Training/ or Behavior Modification/ or Sensitivity Training/
37. Social Skills Training/
38. exp Counseling/
39. exp Contingency Management/
(contingency management/ or token economy programs/)
40. Functional Analysis/
41. exp Problem Solving/
(problem solving/ or anagram problem solving/ or cognitive hypothesis testing/ or group problem solving/ or heuristics/)
42. exp Relaxation Therapy/
(relaxation therapy/ or progressive relaxation therapy/)
43. Meditation/ or Mindfulness/
44. Stress Management/
45. Self Control/
46. Existential Therapy/
47. Gestalt Therapy/
48. exp Jungian Psychology/
(Jungian Psychology/ or Collective Unconscious)
49. Free Association/
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50. Object Relations/
51. Multimodal Treatment Approach/
52. Acting Out/
53. exp Hypnotherapy/
(hypnotherapy/ or age regression/)
54. exp Hypnosis/
(hypnosis/ or age regression (hypnotic) or autohypnosis)
55. exp Creative Arts Therapy/
(creative arts therapy/ or art therapy/ or dance therapy/ or music therapy/ or poetry therapy/ or recreation therapy/)
56. Catharsis/
57. Crisis Intervention/
58. Play Therapy/
59. (third wave or mind train* or person cent* or person* construct*).mp.
60. (person cent* or person* construct*).mp.
61. (activity scheduling or behavioral activation or pleasant event*).mp.
62. ((therap* or psychotherap*) adj1 (abreaction or analytic* or color or colour or compassion or diffusion or distraction or emotion*
or interpersonal or inter-personal* or insight oriented or focus* or functional anal* or metacognitive or nondirective or non directive
or problem focus* or process experiential or reciprocal inhibition or reminiscence or socioenvironmental or socio environmental or
supportive or transference or transtheoretical)).mp.
63. (freudian or jungian or klenian or rogerian).mp.
64. griefwork.mp.
65. mental healing.mp.
66. or/21-65
67. (17 and 20 and 66)
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