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Efficacy and moderators of cognitive therapy
versus behavioural activation for adults with
depression: study protocol of a systematic review
and meta-analysis of individual participant data
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Keith S. Dobson, Sona Dimidjian, Jaime Delgadillo, Fernando L. Vázquez, Kathleen McNamara,
John J. Horan, Pauline Gardner, Tian P. Oei, Anuj H. P. Mehta, Jos W. R. Twisk, Ioana A. Cristea and
Pim Cuijpers

Background

Cognitive therapy and behavioural activation are both widely
applied and effective psychotherapies for depression, but it is

unclear which works best for whom. Individual participant data
(IPD) meta-analysis allows for examining moderators at the par-

ticipant level and can providemore precise effect estimates than
conventional meta-analysis, which is based on study-level data.

Aims

This article describes the protocol for a systematic review and

IPD meta-analysis that aims to compare the efficacy of cognitive
therapy and behavioural activation for adults with depression,

and to explore moderators of treatment effect. (PROSPERO:
CRD42022341602)

Method

Systematic literature searches will be conducted in PubMed,

PsycINFO, EMBASE and the Cochrane Library, to identify rando-
mised clinical trials comparing cognitive therapy and behavioural
activation for adult acute-phase depression. Investigators of

these trials will be invited to share their participant-level data.
One-stage IPD meta-analyses will be conducted with mixed-

effects models to assess treatment effects and to examine
various available demographic, clinical and psychological par-
ticipant characteristics as potential moderators. The primary

outcomemeasurewill be depressive symptom level at treatment

completion. Secondary outcomes will include post-treatment
anxiety, interpersonal functioning and quality of life, as well as
follow-up outcomes.

Conclusions

To the best of our knowledge, this will be the first IPD meta-

analysis concerning cognitive therapy versus behavioural acti-
vation for adult depression. This study has the potential to

enhance our knowledge of depression treatment by using state-
of-the-art statistical techniques to compare the efficacy of two
widely used psychotherapies, and by shedding more light on

which of these treatments might work best for whom.
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According to the World Health Organization, depression is the

single largest contributor to global disability.1 It affects more than

300 million people around the world and is a major contributor

to the death by suicide of 800 000 people each year.1 Given the tre-

mendous burden that depression poses on individuals and on

society as a whole, there is a pressing need for effective depression

treatments. Many people with depression prefer to be treated with

psychotherapy rather than antidepressant medication.2 Cognitive

therapy and behavioural activation are both efficacious psy-

chotherapies for depression3 that are recommended as first-line

interventions in depression treatment guidelines.4,5

Cognitive therapy is based on the cognitive model of depression,

which posits that biased beliefs and maladaptive information pro-

cessing have a causal role in the development and maintenance of

depression. Cognitive therapy, therefore, aims to correct maladap-

tive thinking and beliefs to reduce acute distress and the risk for sub-

sequent symptom return.6 Behavioural activation, on the other

hand, is based on behavioural principles and the premise that

depressive behaviour can be best understood in context and as a

function of reinforcement contingencies.7,8 Although early behav-

ioural therapies for depression mainly aimed to increase a

person’s access to positively reinforcing stimuli,7 newer forms also

focus on reducing avoidance, increasing mindfulness and providing

a functional-analytic understanding of the relationship between

behaviour and mood.8 A core technique in behavioural activation

is activity scheduling, whereby individuals monitor their mood

and daily activities to learn the connection between them, and

then focus on increasing activities that are expected to result in a

sense of pleasure, mastery or accomplishment.7 This behavioural

intervention is also part of cognitive therapy for depression6 and

the term cognitive–behavioural therapy is often used in the litera-

ture to denote a single depression intervention that includes both

a behavioural activation and a cognitive restructuring component.

In addition to activity scheduling, cognitive therapy and behavioural

activation overlap in being present-focused, symptom-focused,

structured, directive and time-limited.

Comparative efficacy of cognitive therapy and
behavioural activation

Interest in behavioural activation increased considerably after a dis-

mantling study suggested that the behavioural activation compo-

nent of cognitive therapy alone performed as well as the full

cognitive therapy package (behavioural activation plus modifying

automatic thoughts and core depressogenic schemata), challenging
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the notion that maladaptive thinking needs to be directly addressed

to reduce depression.9 Despite its influence in the field, this dis-

mantling study was underpowered to detect small treatment

effects. Similar findings, however, were later obtained in a large

and adequately powered trial showing non-inferiority of

behavioural activation to cognitive therapy in the treatment of

depression.10 In fact, a recent study of internet-based cognitive–

behavioural therapies (iCBTs) suggested that the behavioural

activation component contributed to the efficacy of iCBT, but the

cognitive therapy component did not;11 however, it is unclear

whether these findings extend to comparisons of face-to-face

cognitive therapy and behavioural activation. Because behavioural

activation is a simpler intervention than cognitive therapy and

requires less intensive and costly training, it is currently receiving

increased research attention as a potentially cost-effective

depression treatment.10

Conventional meta-analyses comparing the efficacy of cogni-

tive therapy and behavioural activation have reported no signifi-

cant differences on post-treatment and follow-up measures of

depression,12,13 or with regard to treatment acceptability, quality

of life, anxiety symptoms and social functioning.13 A recent

network meta-analysis also found no evidence for differences in

effectiveness between cognitive restructuring, cognitive–behav-

ioural therapy and behavioural activation.14 These findings

suggest that behavioural activation might indeed be as efficacious

as cognitive therapy in the treatment of depression. However,

these meta-analyses are based on study-level data extracted from

publications, and therefore depend on the quality of the published

information. Because treatment effects can be overestimated in

published trial reports,15 such meta-analyses can potentially lead

to biased results.16

What works for whom?

It is largely unclear which individuals might benefit more from

cognitive therapy compared with behavioural activation, and

vice versa. One study reported that behavioural activation was

more efficacious than cognitive therapy for participants with

more severe depression.17 However, this finding was post hoc

and was not replicated in two other studies.10,18 Also, a psycho-

therapy process study suggested that participants with more

severe depression benefitted less from behavioural interventions

compared with participants with less severe depression, although

cognitive techniques predicted outcomes regardless of severity.19

Thus, the evidence for baseline depression severity moderating

cognitive therapy versus behavioural activation efficacy is incon-

clusive. Additionally, a recent pilot study found that cognitive

skills and behavioural avoidance were related to differential effi-

cacy of cognitive therapy and behavioural activation, but these

findings have yet to be replicated.20

One of the reasons why it is largely unclear which of these treat-

ments works best for whom is the lack of statistical power in indi-

vidual clinical trials.21 These are typically powered to identify an

intervention effect, but to examine which participants will

respond best to which treatment in a randomised trial, much

larger sample sizes are needed.22 Conventional meta-analyses23

are also not well-suited to study moderators because of limited stat-

istical power and because they are prone to ecological fallacy, such

that the association between the study-level characteristics may not

be representative of the true relationships in the data at the individ-

ual level.24 Thus, both individual clinical trials and conventional

meta-analyses are insufficiently able to answer the question as to

whether individuals with certain characteristics benefit more from

cognitive therapy or behavioural activation.

Individual participant data meta-analysis

An alternative method to examine treatment effects is individual

participant data (IPD) meta-analysis.25 IPD meta-analysis com-

bines participant-level data from multiple clinical trials, which

increases statistical power relative to both individual clinical

trials and conventional meta-analysis. Furthermore, the IPD tech-

nique has several additional advantages over the latter. First, by

applying the same analytic approaches for handling missing

data and statistical modelling, IPDmeta-analysis facilitates stand-

ardisation across studies. Second, it can verify the original studies’

results and use novel statistical methods that were not yet avail-

able at time of publication. Third, IPD is particularly suited to

examine moderators of treatment efficacy, not only because of

the increased statistical power, but also because ecological

fallacy can be circumvented when working with data at the par-

ticipant level.26 As such, IPD meta-analyses can provide import-

ant information on participant characteristics that might be

related to differential treatment response; however, their findings

are observational and require validation before they can be used to

guide treatment selection.

This study, therefore, will be a systematic review and IPD meta-

analysis that aims to (a) compare the efficacy of cognitive therapy

and behavioural activation as assessed on a range of outcomes at

post-treatment and follow-up in randomised clinical trials for

adults with depression, and (b) examine the potential moderating

effects of baseline depression severity and other participant charac-

teristics on post-treatment depressive symptom measures. This

article describes the protocol for this study.

Method

Protocol and registration

This study will build on and extend prior work by our group.27–30 It

is registered in the PROSPERO International Prospective Register

of Systematic Reviews (PROSPERO registration number:

CRD42022341602). Additional important protocol amendments

will also be documented in the PROSPERO register. This documen-

tation will include the date of the amendment, a description of the

change and the rationale. This article is reported in accordance with

the Preferred Reporting Items for Systematic Review and Meta-

Analysis Protocols (PRISMA-P) statement.31

Eligibility criteria

This meta-analysis will include (a) randomised clinical trials (b)

comparing cognitive therapy and behavioural activation (c) for

the acute-phase treatment of depression (d) in adults. No restric-

tions will be placed on the years when the study was conducted,

publication language, publication date or publication status.

Studies will be included if they directly compare cognitive

therapy and behavioural activation among participants who were

randomly assigned to these treatments. An intervention will be con-

sidered to be cognitive therapy if it is a manualised psychotherapy

with cognitive restructuring as the main treatment component.27

Behavioural techniques (including activity scheduling) will be

allowed, as long as they are part of an intervention protocol that

is aimed at cognitive restructuring. Beck et al’s model6 is considered

the cognitive therapy prototype, but other models can also be

included. An intervention will be considered to be behavioural acti-

vation if the core element of treatment is aimed at increasing posi-

tive reinforcement by means of activity scheduling. Inclusion of

cognitive restructuring techniques will not be allowed. As such,

behavioural activation encompasses the early intervention devel-

oped by Lewinsohn,7 which mostly involves mood monitoring
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and scheduling pleasant activities, as well as newer interventions,

such as the one developed by Jacobson et al,8 which additionally

includes functional analysis and a focus on reducing avoidance

behaviours, and the behavioural activation approach studied exten-

sively by Lejuez et al.32 Any cognitive therapy and behavioural acti-

vation format will be allowed (e.g. individual, group), as will any

delivery method (e.g. telephone, e-mail, videoconferencing) as

long as a care professional delivers the therapy. Thus, unguided bib-

liotherapy or unguided internet interventions will be excluded.

Guided bibliotherapy, guided internet therapy or other guided

self-help formats will be included if provided by a trained healthcare

worker. No restrictions will be placed on the setting where the psy-

chotherapies are conducted, the number of sessions or the duration

of follow-up.

Following previous depression treatment IPD meta-

analyses,29,30 participants will be considered to have depression

if they meet specified criteria for a unipolar mood disorder

assessed by means of a semi-structured interview or clinician’s

assessment, or if they present a score above the validated cut-off

on an evaluator-assessed, clinician-assessed or self-reported

measure of depression. Comorbid mental and somatic disorders

will be allowed to increase generalisability of this study’s findings

to clinical practice. Thus, studies allowing comorbidities or focus-

ing specifically on comorbidities (e.g. depression and substance

misuse) will be included. As this study assesses the acute-phase

treatment of depression, studies in which cognitive therapy and

behavioural activation are examined as maintenance or relapse

prevention treatments after the acute treatment phase will be

excluded.

Participants must be at least 18 years old. Thus, studies for child

or adolescent depression will be excluded, but studies including

older adult populations will be considered. Participant criteria will

be assessed at study level. In line with prior depression treatment

IPD meta-analyses,29,30 eligible participants from a study including

a wider population (e.g. adults from a study including both adoles-

cents and adults) will not be included, because the integrity of ran-

domisation within the subgroup of eligible participants could be

compromised.

Information sources, search strategy and selection
process

A database of randomised clinical trials examining the efficacy of

psychological treatments for depression will be searched to iden-

tify relevant studies (www.metapsy.org). This METAPSY database

has been used in a series of published meta-analyses and is updated

annually. It is developed through comprehensive literature

searches in the bibliographic databases PubMed, PsycINFO,

EMBASE and the Cochrane Library. The search strings use a com-

bination of index terms and free-text words indicative of depres-

sion and psychotherapies, with filters for randomised clinical

trials. The exact terms for the searches are available from https://

osf.io/nv3ea/.

Two raters will independently screen all records based on titles,

abstracts and keywords, will assess full-text papers for METAPSY

database eligibility and will rate the treatment comparison(s) exam-

ined. Disagreements will be resolved through consensus. Next, two

raters will independently assess all full-text papers of studies marked

as comparing a psychotherapy monotreatment condition against

another active monotreatment condition, for meeting the eligibility

criteria for this work. Disagreements will again be resolved through

consensus. In addition, prior behavioural activation for depression

meta-analyses12–14 and reference lists of the included studies will

be checked for studies meeting the eligibility criteria that might

have been missed.

Data collection process

Authors of the included studies will be invited to participate in this

project by using a strategy that has been successful in soliciting par-

ticipation in previous depression treatment IPDmeta-analyses.27–30

Authors sharing their IPD will be offered co-authorship for all pub-

lications resulting from the use of these data, inasmuch as they meet

internationally accepted criteria for authoring scientific articles

(www.icmje.org). In addition, the aggregated database will be

made available to investigators who share IPD to examine other

research questions, provided that the authors of the original

studies approve the use of their data for this purpose.

To invite authors, a multi-step contact protocol will be applied,

which has previously been described30 and has proven to be success-

ful in reaching authors for prior depression treatment IPD meta-

analyses. More specifically, contact details of all corresponding

authors will be collected from the relevant publications, through

internet searches or personal contacts with other researchers.

Corresponding authors will be sent an email invitation outlining

the project’s goals and asking for their collaboration by sharing

their study’s IPD. If the corresponding author does not respond

after 3 weeks, a second and third email will be sent. If no response

is received from the corresponding author, the other authors will be

contacted in the same way, in this order: first, last, second, third,

fourth, etc. If none of the authors respond to the emails, a letter

will be mailed to the corresponding author (again with three

attempts). If no response to these letters is received, the correspond-

ing author will be contacted by telephone. If the corresponding

author does not respond, the other authors will be contacted by

letter and telephone. If none of the authors responds to these

efforts, other ways will be sought to contact one of the authors

(e.g. via colleagues who might know them). A study’s data will be

considered unavailable only if (a) all of these attempts fail or

(b) an author either indicates that the IPD were not retained or

declines to share these data.29,30

Data items

The following participant-level data items will be requested: treat-

ment condition, all outcome variables assessed during and after

treatment (with item-level data for depression outcome measures)

and all potential moderator variables assessed in the study.

Moderator variables are defined as all demographic (e.g. age,

gender), clinical (e.g. depressive episode duration, comorbid

anxiety disorder) and psychological (e.g. personality, coping style)

participant characteristics assessed in the study before the start

of treatment. The primary study’s authors will anonymise the

participant-level data-set before transferring it.

The following study-level characteristics will be extracted from

the publications: country where the study took place, recruitment

method (e.g. community, clinical), target group (e.g. adults in

general, students), depression inclusion criteria, number of cogni-

tive therapy/behavioural activation sessions, cognitive therapy/

behavioural activation format (e.g. individual, group) and assess-

ment time points. Cognitive therapy and behavioural activation

treatment quality will be examined with regard to use of a treatment

manual, provision of therapy by trained therapists and verification

of treatment integrity. In addition, effect size data will be extracted

from the published articles. If information on study-level character-

istics or treatment quality, or effect size data, is not reported in the

publications, it will be requested from the authors.

Data integrity checks

Upon receiving the data-set, three data integrity checks will be per-

formed. First, it will be checked whether the data-set includes the
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full intention-to-treat sample (i.e. all participants randomised to

treatment) and otherwise matches the data reported in the pub-

lished article. To this end, all baseline characteristics, and observed

mean pre-treatment and post-treatment scores reported in the

article, will also be calculated from the data-set and both will be

compared. Second, it will be checked whether all outcome and

potential moderator variables reported in the article are included

in the data-set. Third, the outcome and moderator variables will

be checked for inconsistent, invalid or out-of-range items.

Discrepancies resulting from these data integrity checks will be

resolved with the authors.

After the integrity checks have been performed, the data-sets

will be standardised and merged in the IPD meta-analysis database.

For this purpose, relevant variables will be extracted from each

trial’s raw data file, recoded and copied into a single database in

which each participant is identified by a study identifier and a

unique individual participant identifier. After all data files have

been recoded and entered, the data for each study will be checked

with the original data file for accuracy.29,30

Outcomes and prioritisation

Depressive symptom level at treatment completion will be the

primary outcome of this study, as symptom reduction is considered

to be the main aim of cognitive therapy and behavioural activation

in the acute-phase treatment of depression. Depressive symptom

level at treatment completion is operationalised as a participant’s

score on the primary continuous depression scale administrated

at the primary post-treatment time point, both as defined by the

study’s authors. Continuous rather than dichotomous measures

(e.g. remission) were chosen as primary outcome because of the

increased variance that might facilitate moderator identification.

Secondary outcomes will be depressive symptom level at follow-

up, as well as all other outcomes at post-treatment or follow-up

that are assessed in at least two studies (e.g. anxiety symptoms,

interpersonal functioning, quality of life).

Individual studies are expected to use different instruments to

assess depressive symptoms as well as the secondary outcome

domains. Outcomes will therefore be standardised by converting

raw scores into z-scores within each study.29,30 Sensitivity analyses

will be conducted with unstandardised scores for each specific

depression measure that is assessed in the majority of studies

included in the meta-analysis.29,30 The meta-analyses’ principal

measures of effect will be Cohen’s d effect sizes for analyses with

z-scores as outcome measure, and mean differences for analyses

with unstandardised scores as outcome measure. Cohen’s d effect

sizes of 0–0.32, 0.33–0.55 and 0.56–1.2 will be considered small,

moderate and large, respectively.33

Potential moderators will include all demographic, clinical and

psychological participant characteristics that are assessed in at least

two studies. These are likely assessed differently in individual

studies and will be standardised as well; for instance, by converting

scores into z-scores for continuous variables or by recoding vari-

ables into similar categories for categorical variables.

Risk of bias in individual studies

Risk of bias in the included studies will be assessed with the

Cochrane risk-of-bias tool for randomised trials.34 Two raters will

independently assess this tool at outcome level. Disagreements

will be resolved by consensus. Ratings will be primarily based on

information reported in the publications, although selection bias

and reporting bias will be assessed with the IPD. As studies are

expected to be included that were published before the universal

adoption of reporting guidelines for randomised clinical trials,35

requisite information will be requested from the authors if it is

not reported in the publications.

Data synthesis

To facilitate the comparison of this study’s findings to prior work, a

data-analysis strategy will be adopted that has been previously

applied in depression treatment efficacy IPD meta-analyses, and is

described in more detail elsewhere.30,36 This strategy is based on the

approach recommended by Twisk et al,37 and will be used because it

adequately accounts for baseline values and has favourable proper-

ties concerningmissing data (allowing participants with only a base-

line value but missing post-treatment and/or follow-up assessments

to remain included in the analyses).

One-stage IPDmeta-analyses will be conducted in intention-to-

treat samples, using mixed-effects models with restricted maximum

likelihood estimation. Because additional help-seeking usually

cannot be controlled during the follow-up period, follow-up data

will be excluded from post-treatment analyses. Heterogeneity will

be assessed by calculating the variance between studies as a propor-

tion of the total variance (i.e. I2-statistic). The normality assumption

will be checked by inspecting histograms of residuals.

To compare the efficacy of cognitive therapy and behavioural

activation, a model will be estimated including a main effect for time

(categorical; represented by dummy variables) and a time×treatment

interaction,37 a random intercept with respect to study (to account

for the clustering of participants within studies) and a random inter-

cept with respect to participants (to account for the clustering of

repeated measures within participants). The starting model contains

fixed slopes, but the –2 log likelihood change will be evaluated to

decide whether to add a random slope for the time×treatment inter-

action at study level. The regression coefficient of the time×treatment

interaction will be considered to indicate the magnitude of the treat-

ment effect.

To examine moderator effects, first, a model will be estimated

for each potential moderator variable. This model will comprise

the model described above, with an additional main effect for the

moderator and a time×moderator×treatment three-way interaction.

To deal with the issue of multiple analyses, all potential moderators

with a P-value <0.10 for the three-way interaction’s regression coef-

ficient will next be included in a model simultaneously. A significant

(P < 0.05) regression coefficient of the three-way interaction in this

final model will be considered to indicate a moderating effect. For

categorical moderator variables, separate treatment effects will be

estimated for each moderator category if a significant moderating

effect is found.

Because sample sizes can vary between variables depending on

the data available, effect sizes for each outcome and moderator will

also be examined independently of their P-values, to consider

whether type 1 or type 2 errors might have been made. For each

outcome and potential moderator, the strength of the body of evi-

dence will be assessed based on the number of included studies

and participants, as well as the quality of the included studies.

Sensitivity analyses

Six sensitivity analyses will be conducted with regard to the primary

efficacy analysis. First, as described previously, the analysis will be

repeated with unstandardised scores for each specific depression

measure that is assessed in the majority of studies included in the

meta-analysis.29,30 Second, to examine the robustness of the find-

ings to those eligible for cognitive therapy and behavioural activa-

tion for depression in general mental healthcare, the analysis will

be repeated in studies including general adult populations

meeting diagnostic criteria for a mood disorder and providing

face-to-face cognitive therapy and behavioural activation. Third,
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to examine the impact of risk of bias in the primary studies, risk-of-

bias items will be added as dichotomous covariates to the mixed-

effects model. Fourth, the impact of cognitive therapy and behav-

ioural activation quality will be examined in the same way. Fifth,

to examine potential differences in treatment effects, the analysis

will be conducted separately in the subgroup of studies excluding

behavioural techniques in cognitive therapy and the subgroup of

studies including behavioural techniques in cognitive therapy.

Sixth, to differentiate between Beckian cognitive therapy and

other approaches, the analysis will be conducted separately in the

subgroup of studies that cite the Beck treatment manual for cogni-

tive therapy6 and the subgroup of studies that refer to other treat-

ment manuals.

In addition, one sensitivity analysis will be conducted with

regard to the moderation analyses. To examine the possibility that

false conclusions are drawn about what might be important mod-

erators today based on data collected at a time in the past, when

some of these factors may have had a different level of importance,

we will repeat the moderator analyses excluding studies that were

completed in the 1970s and 1980s.

Meta-biases

Following the recommendations proposed by Sterne et al,38 poten-

tial publication bias will be assessed by examining asymmetry in

contour-enhanced funnel plots with Egger’s test for analyses includ-

ing ten or more trials. Potential data availability bias will be assessed

by comparing characteristics between studies for which IPD were

and were not obtained with t-tests for continuous variables and

χ
2-test analyses for categorical variables. In addition, Cohen’s d

effect sizes will be calculated based on the effect size data extracted

from the publications. Conventional meta-analysis ‘subgroup ana-

lyses’ will then be conducted – applying a fully random-effects ana-

lysis and pooling study-to-study variance across subgroups – to

compare effect sizes between studies for which IPD were and

were not available.

Ethics statement

This study did not require institutional review board (IRB)

approval. Depending on their institution’s policies, IRB approval

may be required for the authors to share their IPD. If their institu-

tion’s policies require them to do so, it is the authors’ responsibility

to obtain IRB approval. With signing the data-sharing agreement,

investigators sharing IPD declare that these IPD were collected

and are transferred to our research group in accordance with all

applicable local and international laws and regulations.

Furthermore, they declare that all IPD will be anonymised, so that

no personal data are transferred.

Discussion

This article described the protocol for a systematic review and IPD

meta-analysis examining the efficacy and moderators of cognitive

therapy versus behavioural activation for adult depression. The

goal of this study is to identify randomised clinical trials comparing

these two treatments by means of a systematic literature search, and

to collect their IPD. Additionally, the goal is to compare the efficacy

of cognitive therapy and behavioural activation as assessed on a

range of outcomes at post-treatment and follow-up, and to

examine the potential moderating effects of various demographic,

clinical and psychological participant characteristics on post-

treatment measures of depressive symptoms.

Strengths and limitations

This study has a number of strengths related to its IPD meta-

analytic design. First, standardisation across the primary studies is

facilitated by using the same statistical approach to estimate treat-

ment and moderator effects. Moreover, analyses will be based on

intention-to-treat samples, adequately correcting for baseline

values in all studies. This is expected to result in more precise

effect estimates relative to previous conventional meta-analyses.

Second, requesting all outcome and all potential moderator vari-

ables assessed in the studies increases the chances of accessing

data that might not have been reported in publications. Third,

and most importantly, IPD meta-analytic methods allow for

examining moderators of treatment effect at the individual parti-

cipant level with increased statistical power.39

This study also has a number of limitations related to its IPD

meta-analytic design. First, collecting, checking, processing and

analysing IPD is a time-consuming and labour-intensive process.

It therefore takes more time and resources to conduct an IPD com-

pared with a conventional meta-analysis. A governmental research

grant provides the necessary financial support for this study, and the

investment is offset by the increased quality of the analyses and

reliability of the results. Second, IPD meta-analyses rely on data

collected in trials that have already been completed. Thus, it is

possible that not all outcome or potential moderator variables

of interest can be examined. Meta-analyses of different outcomes

or moderators might also be based on different subgroups of

studies. Relatedly, constructs will likely be operationalised differ-

ently between studies, making it necessary to standardise variables

to conduct meta-analyses including all relevant studies. To recode

categorical variables into similar categories, the largest common

denominator across studies will need to be used, which can result

in loss of information for some studies. Third, both cognitive

therapy and behavioural activation originated in the 1970s and

have been studied since the early days of their development. As

such, some trials comparing their efficacy might have been com-

pleted more than 40 years ago, and it is likely that IPD of these

studies might not be available. However, as early psychotherapy

trials often had very small samples (n = 8–10 per treatment condi-

tion), it is expected that this will not substantially affect this

study’s total sample size. Data availability bias will be assessed

empirically. Fourth, the findings of this study will be observational.

Significant moderator effects will thus require validation before they

can be used to guide treatment selection.

Clinical and scientific relevance

Cognitive therapy and behavioural activation are widely used psy-

chotherapies for depression, and both are included as therapeutic

options in depression treatment guidelines.4,5 Cognitive therapy is

considered by many to be the ‘gold-standard’ psychotherapy for

depression,40 whereas behavioural activation has received increased

attention in recent years because of its potential of being a cost-

efficient alternative to cognitive therapy. For this reason, it is of

considerable clinical importance to assess the relative efficacy of

cognitive therapy and behavioural activation in the treatment

of depression. An IPD meta-analysis can add to the available

body of conventional meta-analytic evidence by providing more

precise effect estimates. To the best of our knowledge, this will

be the first IPD meta-analysis concerning the efficacy of cognitive

therapy versus behavioural activation for adult depression.

Moreover, it is largely unclear which individuals might benefit

more from one of these treatments than the other. Baseline depres-

sion severity may be a particularly promising effect modifier. IPD

meta-analysis can add to the available literature in this regard by

studying moderators at the individual participant level with

Cognitive therapy versus behavioural activation

5

https://doi.org/10.1192/bjo.2022.560 Published online by Cambridge University Press



increased statistical power. To the best of our knowledge, this will

also be the first study examining moderators across clinical trials

that assess the efficacy of cognitive therapy and behavioural activa-

tion. Thus, this study has the potential to enhance our knowledge of

depression treatment by using state-of-the-art statistical techniques

to compare the efficacy of two widely used psychotherapies, and by

shedding more light on which of these treatments works best for

whom.
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