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Objectives: Depression is one of the leading causes of disability in the United States and the primary treatment for this mental illness is currently cognitive behavioral therapy adjunctive with medications like Selective Serotonin Reuptake Inhibitors. We are comparing research articles that will analyze the efficacy of Cognitive monotherapy vs. medications alone and look to plot the correlation via mixed or indirect treatment comparison between these two therapy approaches. We look at the data established in each of the studies that comply with our inclusion criteria and discuss the any possible statistically significant relationship that can be determined from the studies. 
Methods: This involves accessing research articles via credible sources like PubMed, JAMA Psychiatry, Taylor and Francis Online, Journal of Affective Disorders and Journal of Mental Health. By searching for articles via keywords like “cognitive monotherapy” and “antidepressants” and using the inclusion criteria to filter out the outlying studies, we hope to have a minimum of three or more articles that will provide enough data and statistics to determine a significant contrast between CBT vs medications in the treatment of MDD. This involves research on certain variables in each study including the lack of conflict of interest, the various scales of depression being used to analyze (i.e: HAM-D, MADRS,  experience of the psychiatrists conducting the CBT, the trials being blinded and randomized to prevent any bias. Statistical analysis performed for each study will be analyzed and compared to each other. If the analysis involves CBT vs placebo or medications vs. placebo, this data is still valid to create an indirect contrast between CBT and medications.
Inclusion Criteria:
· Patients diagnosed with minor, moderate or major depressive disorder using Depression rating scales such as Hamilton Depression Rating Scale (HDRS), Beck’s Depression Inventory (BDI), Montgomery-Asberg Depression Rating Scale (MADRS) and Patient Health Questionnaire (PHQ-9). 
· Patients underwent anti-depressant treatment or cognitive monotherapy. 
· Patients had to undergo atleast 6 months each to receive substantial effect of each treatment




Results: 
Gloaguena and her colleagues in 1998 performed a meta-analysis of cognitive therapy in mild or moderate depression: The results are listed in the table below: 
	Comparisons
	n
	d+
	Confidence
	%
	Z
	P
	Q

	
	
	
	interval
	benefit
	
	
	(df)

	
	
	
	95%
	
	
	
	

	
	
	
	d+
	
	
	
	

	Waiting-list
	
	
	
	
	
	
	

	or placebo
	20
	−0.82
	(−0.83;
	29
	−8.72
	<0.0001
	137.1*

	
	
	
	−0.81)
	
	
	
	(19)

	Antidepressants
	17
	−0.38
	(−0.39;
	15
	−5.16
	<0.0001
	19.6

	
	
	
	−0.37)
	
	
	
	(16)

	Behaviour therapy
	13
	−0.05
	(−0.08;
	2
	−0.07
	0.95
	2.5

	
	
	
	−0.02)
	
	
	
	(12)

	Other therapies
	22
	−0.24
	(−0.25;
	10
	−2.93
	<0.01
	73*

	
	
	
	−0.23)
	
	
	
	(21)


*, Between-trial heterogeneity (P<0.05).
     Interpersonal therapy was identified as distinct from both cognitive therapy, behaviour therapy or cognitive-behaviour therapy as demonstrated in the works of De Rubeis et al. (1982), Weissman and Markowitz (1994).
     We found a highly significant difference (P<0.0001) in favour of CT versus waiting-list or placebo. The average subject in CT is better of 29% than the average subject in the waiting-list or placebo. The hypothesis of between trial homogeneity was rejected (Q=137.1, df 19). This may suggest that in some trials non-specific factors were operating both in CT and control conditions. The trials of Neimeyer et al., 1983, Elkin et al., 1989, Beach and O'Leary, 1992)had a d=0. As the NIMH study had the largest number of patients, and its outcomes were related to therapeutic alliance in CT, interpersonal therapy, imipramine, and placebo (Krupnick et al., 1996), we suppressed it from the meta-analysis to evaluate its impact on the homogeneity. A Q of 134.1, df 18, P<0.001 was obtained, which was far from reaching the homogeneity criterion.
CT was superior to antidepressants (P<0.0001). The hypothesis of between-trial homogeneity was not rejected.
     Driessen and his colleagues (Driessen, 2010) summarized that CBT has found to work better than its absence and may well work for specific reasons. CBT seems to be as efficacious as other active treatments, including medications. Adding CBT to ADM has resulted in a modest improvement of efficacy. The benefits of adding medication to CBT relative to CBT alone have been less apparent, although these effects might be larger in applied clinical practice than in the controlled setting of a treatment trial.

[image: ]     March and his colleagues performed an Intention-to-treat analyses on the Children's Depression Rating Scale–Revised and identified a significant time × treatment interaction (P < .001). Rates of response were 73% for combination therapy, 62% for fluoxetine therapy, and 48% for CBT at week 12; 85% for combination therapy, 69% for fluoxetine therapy, and 65% for CBT at week 18; and 86% for combination therapy, 81% for fluoxetine therapy, and 81% for CBT at week 36. Suicidal ideation decreased with treatment, but less so with fluoxetine therapy than with combination therapy or CBT. Suicidal events were more common in patients receiving fluoxetine therapy (14.7%) than combination therapy (8.4%) or CBT (6.3%).
In the figure below, Segal and his determined that in acute phase treatment, patients who received Cognitive therapy (CT) had lower chance of relapse than Anti-depressant (ADM) monotherapy. However, in long term phase, CT was shown to be equally as effective as ADM. 

[image: ]Weitz and her colleagues noticed there was a main effect of ADM over CBT on the HAM-D (β = −0.88; P = .03) and a nonsignificant trend on the BDI (β = −1.14; P = .08, statistical test for trend), but no significant differences in response (odds ratio [OR], 1.24; P = .12) or remission (OR, 1.18; P = .22). Mixed-effects models using the HAM-D indicated that baseline depression severity does not moderate reductions in depressive symptoms between CBT and ADM at outcome (β = 0.00; P = .96). Similar results were seen using the BDI. Baseline depression severity also did not moderate the likelihood of response (OR, 0.99; P = .77) or remission (OR, 1.00; P = .93) between CBT and ADM. 
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In a study done by Dr. Serfaty and his colleagues, according to the figure above, eighty percent of participants were followed up. The mean number of sessions of Talk Control (TC) or Cognitive Behavioral Therapy (CBT) was just greater than 7. Intent-to-treat analysis found improvements of −3.07 (95% confidence interval [CI], −5.73 to −0.42) and −3.65 (95% CI, −6.18 to −1.12) in BDI-II scores in favor of CBT vs Treatment As Usual (TAU) and TC, respectively. Compliance Average Causal Effect analysis compared CBT with TC. A significant benefit of CBT of 0.4 points (95% CI, 0.01 to 0.72) on the BDI-II per therapy session was observed. The cognitive therapy scale showed no difference for nonspecific, but significant differences for specific factors in therapy. Ratings for CBT were high (mean [SD], 54.2 [4.1])

Conclusions:
Out of the five articles researched, Weitz and her colleagues did not report any moderate differences between Cognitive Behavioral Therapy (CBT) and Anti-Depressant Medications (ADM). The other research articles suggest that CBT is a better alternative for mild and moderate depression with more enduring effects in comparison to anti-depressants. In terms of severe depression, there is no significant correlation for CBT being a more effective treatment than anti-depressants. 
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Figure 2. Direct Comparisons of Cognitive Behavioral Therapy (CBT) and Antidepressant Medication (ADM)
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0. Table 4. Measures of Patients’ Treatment Preference and
the Masking of Research Assessments at Follow-up
25
No.
. “ Measure of Biases CBT TC TAU Total
3 Treatment preference
& CBT 37 36 31 104
@ o TC 10 1 20 41
e TAU 1 0 0 1
R T No preference 2 2 16 58 \
|- Total 70 67 67 204
Masking correctly guessed
0+ No 18 12 1" 41
Baseline Postintervention 1 Postintervention 2 Yes 36 2 35 95
Don't know 10 22 9 41
Figure 2. Plot of mean Beck Depression Inventory-1I (BDI-Il) scores in each Total 64 58 55 1
trial arm. CBT indicates cognitive behavioral therapy; postintervention 1, 4
months after baseline visit; postintervention 2, 10 months after baseline visit; Abbreviations: CBT, cognitive behavioral therapy; TAU, treatment as usual;
TAU, treatment as usual; TG, talking control. TG, talking control.
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History of substance abuse/dependence, No. (%) 1) 1(4) 3(10)
Any Axis Il comorbidity, No. (%) 5(18) 15(8) 1(37)2

Abbrevations: HRSD, Hamilton Rating Scale for Depression; M-ADM, maintenance antidepressant monotherapy; MBCT, mindfulness-based cognitive therapy;
Pla + Clin, placebo plus clnical management; QIDS, Quick Inventory of Depressive Symptomatology.
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of 1.8 indicated that adherence was very good across all
groups.
Study psychiatrists were trained by one of us (T.Y.)
in accordance with the manual used in the Treatment of
Depression Collaborative Research Program.” Pharma-
cotherapy sessions were 20 minutes long and empha-
sized both medication management (education, dosage
, adjustment, dosage scheduling, and side effects) and clini-
cal management (discussion of functionality, support,and
limited advice). Psychotherapeutic strategies, especially
cognitive behavioral therapy techniques, were prohib-
ited. Monthly and informal consultation continued
throughout the study to address any issues that arose as
a result of pharmacologic treatment.
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hazard of relapse included separate terms for the num- and Pla +Clin, placebo plus clinical management.
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