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Background. More than half of patients who present with depressive disorders also have ele-
vated comorbid anxiety symptoms. Given the high comorbidity between these disorders, it is
important to understand the extent that psychotherapies for depression additionally amelior-
ate symptoms of anxiety.
Methods. Systematic searches were conducted in PubMed, PSYCinfo, EMBASE, and the
Cochrane Registry of Controlled Trials. Included studies were randomized controlled trials
that compared psychotherapy compared with a control condition for the treatment of adults
with a primary diagnosis or elevated symptoms of depression and that examined the effects of
treatment on anxiety outcomes. Acute phase depression and anxiety (continuous measure)
outcomes were extracted. Effect sizes were calculated by subtracting the average post-treatment
scores of the psychotherapy group from the average post-treatment scores of the comparison
group divided by the pooled standard deviation.
Results. Fifty-two studies of varying quality met the inclusion criteria. Pooled effect sizes
showed that anxiety outcomes were significantly lower in the psychotherapy conditions
than in control conditions at post-treatment [g = 0.52; 95% confidence interval (CI) 0.44–
0.60; NNT (numbers-needed-to-treat) = 3.50]. Moderate heterogeneity was observed (I2 =
55%, 95% CI 40–66). Bivariate metaregression analysis revealed a significant association
between depression and anxiety effect sizes at post-treatment Longer-term follow-ups of up
to 14 months post-baseline showed indications for a small lasting effect of psychotherapy
on anxiety outcomes (g = 0.27).
Conclusions. This meta-analysis provides evidence that psychotherapy aimed at depression
can also reduce anxiety symptoms in relation to control conditions.

Introduction

It is well established that depressive and anxiety symptoms often co-occur in patients with a
primary diagnosis of either a depressive or anxiety disorder (Brown et al. 2001; Wiethoff et al.
2010). This particular co-morbid symptomatology can complicate treatment and lead to wor-
sening outcomes (Joffe et al. 1993; Zajecka & Ross 1995; Fava et al. 2004; Wiethoff et al. 2010).
Given the high overlap of depressive and anxiety symptoms, it is important to understand the
extent to which psychotherapies designed for the treatment of depression can additionally
ameliorate symptoms of anxiety.

Although depression and anxiety disorders are classified separately in the DSM, high rates
of co-occurring symptoms of anxiety and depression, genetic links, and similarities in the eti-
ology and course of the disorders have led some to consider anxiety and depression as part of a
coherent spectrum (Goldberg et al. 2009). Despite the evidence of co-occurrence, few studies
have examined the efficacy of psychological treatments designed for targeting comorbid anx-
iety and depressive disorders simultaneously (Smits et al. 2009). This may be due to treatment
efficacy literature being mainly structured by a psychiatric disorder. Thus, effective psycho-
logical and pharmacologic therapies have been developed for the treatment of depression or
anxiety disorders separately and the effects of these treatments cannot be extended to symp-
toms of comorbid disorders.

Previous meta-analyses have shown that varied psychotherapies such as cognitive behav-
ioral therapy (CBT), interpersonal psychotherapy (IPT), problem-solving therapy (PST),
and possibly psychodynamic psychotherapy, as well as pharmacotherapies such as SSRIs
and MAOIs are effective for treating depression (De Maat et al. 2006; Malouff et al. 2007;
Cuijpers et al. 2011, 2013b). Meanwhile, among anxiety disorders, CBT administered alone
or in combination with pharmacotherapy have been the most widely-studied and proven effi-
cacious treatments for anxiety symptoms (Furukawa et al. 2004; Hunot et al. 2007; Acarturk
et al. 2009; Sanchez-Meca et al. 2010; Cuijpers et al. 2014).

The high prevalence of co-morbid depression and anxiety spurred several meta-analyses
examining whether CBT for the treatment of anxiety disorders reduces comorbid depressive
symptoms. These meta-analyses demonstrate that CBT for Generalized Anxiety Disorder
(GAD), Social Anxiety Disorder, and Panic Disorder significantly reduces depressive
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symptoms compared with control conditions, with effect sizes
ranging from 0.60 to 1.00 (Mitte, 2005; Hunot et al. 2007;
Hofmann & Smits, 2008; Acarturk et al. 2009; Sanchez-Meca
et al. 2010; Cuijpers et al. 2014). In addition, a recent
meta-analysis comparing the effects of treatments designed for
anxiety disorders with depression treatments directly, found no
differences between the two treatments on depression outcomes
(Cuijpers et al. 2016).

Although this provides robust meta-analytic evidence that
treatments designed for and studied in populations with anxiety
disorders also significantly reduce depressive symptoms, data on
whether typical psychotherapies for depression also reduce symp-
toms of anxiety have not yet been aggregated. Individual rando-
mized controlled trials (RCTs) have shown mixed results with
equal numbers of studies indicating a significant reduction in
anxiety symptoms between depression psychotherapy and control
conditions (e.g., Serfaty et al. 2009; Bohlmeijer et al. 2011;
Buntrock et al. 2015; Milgrom et al. 2015) as demonstrating no
significant difference between depression psychotherapies and
control conditions (e.g. Chesney et al. 2003; Lynch et al. 2004;
Chiesa et al. 2012; Lemma & Fonagy, 2013; Buhrman, et al.
2015), and a few studies even finding negative effects (see
Fig. 2). Since individual RCTs have limited statistical power,
aggregating these data would provide more robust evidence for
whether depression psychotherapies ameliorate anxiety symp-
toms. This information could be valuable to clinicians to better
support their treatment selections. Thus, this meta-analysis aims
to examine whether the effects of psychotherapies for depression
compared with control conditions reduces post-treatment anxiety
symptoms, in addition to post-treatment depressive symptoms. It
also examines the relationship between depression and anxiety
symptoms after psychotherapeutic treatment.

Methods

Identification and study selection

A database of RCTs on psychological treatment of adult depres-
sion was utilized for study identification and selection. This data-
base has been described elsewhere (Cuijpers et al. 2008) and has
been used in a series of previously published meta-analyses
(http://www.evidencebasedpsychotherapies.org). It was developed
through comprehensive literature searches (from 1966 to January,
1 2016). During these searches, 16 365 abstracts were examined
for inclusion from PubMed, PSYCinfo, EMBASE, and the
Cochrane Registry of Controlled Trials, and previously conducted
meta-analyses. Studies on the treatment of adult depression were
examined for inclusion. From the 16 407 abstracts identified and
examined against inclusion and exclusion criteria (13 384 after
duplicate removal), 1885 full-text articles were retrieved for
potential inclusion in the database. A total of 645 studies met cri-
teria, were incorporated in the database, and were then checked
for inclusion in this meta-analysis.

This study includes RCTs comparing psychotherapeutic treat-
ment aimed at treating depression compared with control condi-
tions (wait-list, pill placebo, care-as-usual, other) for adults with a
primary diagnosis or elevated symptoms of depression established
by a standardized diagnostic interview or a standardized clinician
or self-report measure of depressive symptoms, which utilize a
continuous measure of anxiety (general symptoms). No language
restrictions were applied. Psychotherapeutic treatment was
defined according to previously delineated criteria (Cuijpers

et al. 2008) and included interventions in which either verbal
communication between a therapist and client was central to
the psychotherapy, or psychological treatment in book or internet
format which clients work through individually supported by a
therapist (by telephone or e-mail). Usual care was defined as
patients receiving the same care they would have received if
they never entered the trial.

Studies of patients under 18 years, those with an intellectual
disability, or that included less than three treatment sessions
were excluded. RCTs not reporting outcome scores on a continu-
ous, validated measure of anxiety symptoms were excluded as
effect sizes that pertain to this studies’ main question could not
be calculated. Studies of patients with co-morbid medical diagno-
ses or post-partum depression (special populations) were not
excluded.

Quality assessment and data extraction

Quality of the included studies was assessed using four criteria of
the Cochrane collaboration’s ‘risk of bias’ tool (eds Higgins &
Green, 2011) which assesses study validity by examining possible
sources of bias within the RCTs. This included assessing whether
(1) randomization was adequately generated, (2) and properly
concealed, (3) if appropriate measures were taken to prevent
knowledge of the treatment allocation to parties, and (4) if appro-
priate methods for handling missing data were utilized. A negative
score was given to a study when quality criteria were not handled
adequately or there was not enough information to rate the item.

Data extracted from the published papers included continuous
outcomes on depression or anxiety symptom scales and reported
characteristics of the studies such as recruitment method (com-
munity or clinical populations) target group of the study (adults
or other populations like comorbid medical diagnosis or older
adults), and depression inclusion criteria. We also reported sev-
eral facets of the psychological treatment: treatment delivery
(group, individual, guided self-help), treatment length and type
of psychotherapy (CBT or other). ‘Other’ psychotherapy includes
IPT, PST, psychodynamic psychotherapy, and others. These were
combined since too few studies are available within each treat-
ment to analyze them separately. Two independent raters per-
formed the data extraction (EW, AK).

Meta-analysis

Effect sizes indicating the difference between psychotherapy and
controls on post-treatment anxiety or depression outcome meas-
ure scores were calculated (Hedges’ g) by subtracting the average
post-treatment anxiety score of the psychotherapy group from the
average post-treatment anxiety score of the comparison group and
dividing by the pooled standard deviation. The same calculation
was conducted for post-treatment depression scores. If post-
treatment effect sizes were not reported, mean depression or anx-
iety symptom change from pre-treatment to post-treatment was
utilized. Effect sizes of 0.8 are considered large, 0.5 moderate,
and 0.2 and below are considered to be small (Cohen, 1988).

Whenever possible, effect sizes associated with the
intention-to-treat samples were utilized, however when not avail-
able, completer samples effect sizes were used. If two depression
or anxiety measures were utilized, an average effect size was com-
puted. In the event that two control groups were utilized in a sin-
gle RCT, care-as-usual was chosen as the control as it mimics
real-world practice. If CAU was not available, then another

Psychological Medicine 2141

https://www.cambridge.org/core/terms. https://doi.org/10.1017/S0033291717003622
Downloaded from https://www.cambridge.org/core. Manchester Metropolitan University, on 12 Nov 2018 at 03:56:03, subject to the Cambridge Core terms of use, available at

http://www.evidencebasedpsychotherapies.org
http://www.evidencebasedpsychotherapies.org
https://www.cambridge.org/core/terms
https://doi.org/10.1017/S0033291717003622
https://www.cambridge.org/core


control condition was chosen as the comparison. In order to min-
imize overestimation of the effect sizes, wait-list controls were not
chosen as the comparison condition when another control was
available because they produce significantly larger effect sizes
(Furukawa et al. 2014).

The Comprehensive Meta-analysis program (CMA version 3)
was utilized to calculate pooled mean effect sizes. Random effects
models were chosen for all analyses as we expected some hetero-
geneity between studies. In addition to standardized effect sizes,
we also calculated the numbers-needed-to-treat (NNT) using
the Kraemer & Kupfer (2006) formula. The NNT designates the
number of patients that would need to be treated with psycho-
therapy to have one additional positive outcome compared to a
control condition.

Heterogeneity between included studies was examined by cal-
culating I2, which quantifies heterogeneity uncovered by the
Q-statistic and reports (in percentages) how much overall vari-
ance is attributed to between-study variance. An I2 of 25% indi-
cates low heterogeneity, 50% moderate heterogeneity, and 75%
indicated high heterogeneity. The 95% confidence interval (CI)
around I2 is also calculated using the non-central chi-square
approach in the heterogi module of STATA (Ioannidis et al.
2007; von Hippel, 2015).

Subgroup analyses were conducted to determine how varying
sample and study characteristics influence the difference between
psychotherapy and control conditions in treating anxiety symp-
toms. Subgroup analysis was conducted using the mixed effect
model, which pools subgroups of studies using the random effects
model, and tests for subgroup differences by using the fixed
effects model. Subgroups were pooled according to the type of
psychotherapy utilized, method of recruitment, format of the psy-
chotherapy, study eligibility criteria (including depressive symp-
toms v. diagnosis of depression), type of control condition,
study quality, and inclusion of special populations.

In order to understand the relationship between depression
and anxiety outcomes, additional metaregression analyses were
conducted in CMA. Bivariate analysis examined the relationship
between depression effect sizes and anxiety effect sizes (with
anxiety ES as the dependent variable). Multivariate metaregres-
sion analysis examined this relationship while controlling for
relevant study and clinical characteristics. Because studies
included varying lengths of treatments, metaregression analysis
examined number of treatment sessions as a moderator of treat-
ment outcomes.

Publication bias was assessed in several ways. First, a funnel
plot of effect sizes was visually inspected to see whether a larger
number of trials clustered in the bottom right, which would
indicate publication bias. Duval and Tweedie’s trim-and-fill
procedure was utilized in order to calculate the approximate
number of studies missing from the funnel plot and transform
this into an effect size corrected for publication bias. Egger’s test
of the intercept, which quantifies bias detected in the funnel
plot, was performed using procedures outlined by Hedges &
Olkin (1985).

Results

From the 645 studies included in the database, a total of 52 studies
met the inclusion criteria for this meta-analysis. Three hundred
eighty-three studies were excluded for not having control condi-
tions, 186 studies did not have anxiety measurements, and 24
were excluded for other reasons (e.g. could not extract data).

The PRISMA flowchart outlining the inclusion process is pre-
sented in Fig. 1. Specific design and clinical characteristics of
the studies are presented in Table 1.

Characteristics of included studies

A total of 52 RCT trials with 62 comparisons between psycho-
therapy (3072 patients) v. control conditions (2665 patients)
and reporting post-treatment anxiety symptom inventories were
included in this meta-analysis. Out of the 52 included trials, 22
were aimed at adults in general, nine trials focused on older
adults, 13 trials included adults with medical diseases, and eight
trials were aimed at another specific group such as post-partum
depression. A total of 30 studies recruited participants from com-
munity sources, 12 trials recruited strictly from clinical popula-
tions, and 10 trials recruited in another manner or used a
combination of methods.

Various psychotherapies for depression were examined in the
included trials. Of the 62 comparisons about half (n = 33) utilized
CBT as the psychotherapy and 29 examined other types of psy-
chotherapy (Table 1). The control condition comparison groups
also varied: care-as-usual was examined in 29 comparisons, wait-
list in 23 comparisons, and another type of control such as
attention-controls or psychoeducation in 10 comparisons. In
terms of psychotherapy format, 26 comparisons delivered treat-
ment via individual psychotherapy, 17 comparisons used group
therapy (one additional trial used both individual and group
treatment), and 17 comparisons utilized guided self-help. The
number of treatment sessions ranged from three to 20 in the
active interventions (mode: 8). Most studies were conducted in
Europe or North America, and seven were conducted in other
countries.

Measurements included in the trials included commonly
used self-report measures of anxiety symptoms. Fourteen studies
(15 comparisons) administered the anxiety subscale of the
Hospital Anxiety and Depression Scale (HADS), 16 studies (19
comparisons) administered the Beck Anxiety Inventory (BAI)
alone or in combination with another anxiety scale, 20 studies
used other valid anxiety scales. Most of the included measures tar-
get general symptoms of anxiety and do not pertain to specific
anxiety disorders, allowing for thorough comparison. Two studies
used the Penn State Worry Scale (PSWS), which is often used in
studies of GAD, but assesses more general symptoms of anxiety.
Two other studies utilized scales specifically for the measurement
of PTSD symptoms (Meyer et al. 1990). For this reason, a sensi-
tivity analysis was conducted excluding these studies.

Measurements of depression included common self-report and
clinician-rated measurements with a majority of trials utilizing the
CES-D, HAM-D, or BDI alone or in combination with another
depression measure. Ten studies used other validated depression
measures.

Quality assessment

Study qualityof the included trials varied: 34 out of 52 studies used an
adequate generation of the randomization sequence, 33 studies
reported allocating participants to conditions by an independent
party, 50 studies reported using self-report outcomes and two blind
assessors, and 37 studies utilized intention-to-treat samples indicat-
ing that missing data were handled appropriately. Thirty-five studies
scored positive on three or four items of the risk of bias, and the
remaining 17 studies scored positive on 0–2 items.
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Anxiety outcomes

Differences between psychotherapy and control conditions on
post-treatment anxiety symptoms were examined in 62 compari-
sons and the pooled effect size showed significantly lower anxiety
symptoms in psychotherapy conditions than in control conditions
at post-treatment (g = 0.52; 95% CI 0.44–0.60; NNT = 3.50)
(Table 2, Fig. 2). Moderate heterogeneity was observed (I2 =
55%, 95% CI 40–66). Outliers (nine comparisons), with CIs posi-
tioned outside of the pooled effect CIs were omitted from the ana-
lysis and an effect size of g = 0.49 (95% CI 0.42–0.55; I2 = 14, 95%
CI 0–40) was observed (Table 2). Multiple comparisons from a
single study were included in 10 trials, thereby violating the inde-
pendence assumption. Because this may artificially reduce hetero-
geneity, two additional sensitivity analyses including only one
effect per study (the highest, then the lowest) were conducted.
In both sensitivity analyses, effect sizes and heterogeneity differed
little from the original analysis (Table 2). A further sensitivity

analysis excluding studies utilizing PTSD measures found similar
effect sizes (g = 0.52; 95% CI 0.44–0.60).

Additional analyses were conducted to examine effect sizes by
specific anxiety measures. Examining only studies using the BAI
revealed an effect size of g = 0.40 (95% CI 0.27–0.53). Studies
that utilized the HADS-A produced an effect size of g = 0.58
(95% CI 0.43–0.73).

The funnel plot andDuval and Tweedie’s trim and fill procedure
showed evidence for little publication bias. In addition, Egger’s test
of the intercept was not significant ( p = 0.32). When adjusting for
missing studies/small sample bias the effect size estimate was simi-
lar to the observed effect size (g = 0.50; 95% CI 0.42–0.59).

Depression outcomes

Secondary analysis examined the overall effect size of psychother-
apy compared with control conditions on outcome depression

Fig. 1. Flowchart of study inclusion.
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Table 1. Selected characteristics of studies examining the effects of psychotherapy for depression on anxiety

Study Target population Depression Psycho-therapy Control Format Nses N post PST N post CTRL Anxiety outcome Quala Coun-try

1. Ammerman et al. (2013) Mothers Dep symptoms CBT CAU Indiv 15 47 46 BSL-A − + sr + US

2. Andersson et al. (2002) Adults MDD CBT Other Gsh 5 36 49 BAI + + sr − SE

3. Batink et al. (2013) Adults Dep symptoms MBCT TAU Grp 8 64 66 PSWQ + + sr + NL

4. Bohlmeijer et al. (2011) Adults Dep symptoms ACT WL Grp 8 49 44 HADS-A + + sr + NL

5. Buhrman et al. (2015) Adults w/chronic pain Dep symptoms CBT WL Gsh 8 28 24 BAI + + sr + SE

6. Buntrock et al. (2015) Adults Dep symptoms CBT Other Gsh 6 202 204 HADS-A + + sr + DE

7. Carlbring et al. (2013) Adults Dep symptoms BA + ACT WL Gsh 8 40 40 BAI + + sr + SE

8. Chesney et al. (2003) Adults with HIV Dep symptoms Other Other Grp 10 46 44 STAI − − sr − US

9. Chiesa et al. (2012) Adults MDD MBCT Other Indiv 8 23 20 BAI + + sr − IT

10. Cramer et al. (2011) Adults Dep symptoms CBT CAU Grp 12 46 19 BAI + + sr − US

11. Dobkin et al. (2011) Adults w/parkinsons Mood disorder CBT Other Indiv 10 41 39 HADS-A + + sr + US

12. Evans & Connis (1995) Adults w/Cancer Dep symptoms CBT CAU Grp 8 27 24 SCL-A − − sr − US

SUP* 21

13. Faramarzi et al. (2008) Women w/infertility MDD CBT CAU Grp 10 29 30 ASQ − − sr − IR

14. Fledderus et al. (2012) Adults Dep symptoms ACT-E WL Gsh 9 125 126 HADS-A +− sr + NL

ACT-M 125

15. Freedland et al. (2010) Adults w/coronary bypass Mood disorder CBT CAU Indiv 9 41 40 BAI + + sr + US

SUP 42

16. Freedland et al. (2015) Adults w/heart failure MDD CBT e-CAU Indiv 24 79 79 BAI + + sr + US

17. Gitlin et al. (2014) Older African American adults Dep symptoms Other WL Indiv 10 106 102 STAI (state) + + sr + US

18. Grote et al. (2009) Pre/Post-partum Dep symptoms IPT e-CAU Indiv 8 25 28 BAI − − sr + US

19. Haringsma et al. (2006) Older adults Dep symptoms CBT WL Grp 10 52 58 HADS-A − − sr + NL

20. Hautzinger & Welz (2004) Older adults Dep symptoms CBT WL Grp 12 55 30 SCL-A + + sr + DE

21. Hsiao et al. (2014) Adjustment disorder w/dep mood Dep symptoms Other (BMS) CAU Grp 8 33 37 STAI + + sr + TW

22. Johansson et al. (2012a) Adults MDD DYN Other Gsh 9 46 46 BAI/GAD-7 + + sr + SE

23. Johansson et al. (2012b) Adults MDD CBT std Other Gsh 8 34 42 BAI + + sr + SE

CBT tail 36

24. Jonkers et al. (2012) Older adults w/chronic illness Dep symptoms Other (Life Review) CAU Gsh 10 183 178 SCL-A + + sr + NL

25. Kelly et al. (1993) Older adults Dep symptoms CBT CAU Grp 8 27 27 SCL-A − − sr − US

SUP 14

26. Kivi et al. (2014) Adults Dep symptoms CBT CAU Indiv 7 45 47 BAI − − sr − SE

27. Korte et al. (2012) Older adults Dep symptoms Other (Life Review) CAU Grp 8 100 102 HADS-A + + sr + NL

28. Laidlaw et al. (2008) Older adults MDD CBT CAU Indiv 8 20 20 PSWI + + sr − UK

29. Lamers et al. (2015) Older adults Dep symptoms Other (Life Review) WL Gsh 7 58 58 HADS-A + + sr + NL
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30. Lemma & Fonagy (2013) Adults Dep symptoms DYN Other Grp 8 8 8 GAD-7 −− sr + UK

31. Lynch et al. (2004) Adults Dep symptoms PST CAU Gsh 6 9 13 DHP-A −− sr − US

32. Maina et al. (2005) Adults Mood disorder PST WL Indiv 20 10 10 HAM-A −− + + IT

SUP 10

33. Martin et al. (2015) Adults w/migraine MDD CBT CAU Indiv 12 18 26 BAI −− sr − AU

34. Milgrom et al. (2015) Women w/antenatal depression MDD CBT CAU Indiv 8 27 27 BAI + + sr + AU

35. Naeem et al. (2014) Adults MDD CBT CAU Gsh 7 94 89 HADS-A −− sr − PK

36. Naeem et al. (2015) Adults MDD CBT CAU Indiv 7 69 68 HADS-A + + sr + PK

37. Pot et al. (2010) Older adults Dep symptoms Other (Life Review) Other Grp 12 83 88 HADS-A + + sr + NL

38. Pots et al. (2014) Adults Dep symptoms MBCT WL Grp 12 76 75 HADS-A + + sr + NL

39. Qiu et al. (2013) Adults w/breast cancer MDD CBT WL Grp 10 31 31 SAS + + sr + CN

40. Richards et al. (2015) Adults Dep symptoms CBT WL Gsh 7 96 92 GAD-7 + + sr + UK

41. Savard et al. (2006) Adults w/breast cancer Dep symptoms CBT WL Indiv 8 21 16 HADS-A + + sr − CA

42. Serfaty et al. (2009) Older adults Mood disorder CBT CAU Indiv 12 60 53 BAI + + sr − UK

43. Simson et al. (2008) Adults w/diabetes Dep symptoms SUP CAU Indiv 5 15 15 HADS-A −− sr + DE

44. Strong et al. (2008) Adults w/cancer MDD PST CAU Indiv 10 97 99 SCL-A + + sr + UK

45. Swartz et al. (2008) Mothers w/depression MDD IPT CAU Indiv 8 23 17 BAI −− sr + US

46. Talbot et al. (2011) Women w/hx sexual abuse MDD IPT CAU Indiv 16 31 22 PTSD-SSS −− sr + US

47. Tovote et al. (2014) Adults w/diabetes Dep symptoms MBCT WL Indiv 8 31 31 GAD-7 +− sr + NL

CBT

48. Vernmark et al. (2010) Adults MDD CBT std WL Gsh 7 29 29 BAI + + sr + SE

CBT tail 27

49. Vitriol et al. (2009) Women w/severe dep & hx child abuse Mood disorder DYN CAU Indiv 12 44 43 PTO −− + + CL

50. Warmerdam et al. (2008) Adults Dep symptoms CBT WL Gsh 8 88 87 HADS-A + + sr + NL

PST 88

51. Watkins et al. (2012) Adults Dep symptoms Other (CNT) CAU Gsh 3 33 37 GAD-7 + + sr + UK

52. Wierzbicki & Bartlett (1987) Adults Mood disorder CBT (ind) WL Indiv & Grp 6 9 20 A- state/ A-trait −− sr − US

CBT (grp)

CBT (grp)

aIn this column a positive or negative sign is given for four quality criteria, respectively: allocation sequence; concealment of allocation to conditions; blinding of assessors for anxiety outcomes; and intention-to-treat analyses.
N at post-treat, N for anxiety analysia; Guided self-help, online or book intervention with contact from therapist.
Clin, Clinical Sample; Comm, Community Sample, CBT, Cognitive Behavior Therapy; ACT, Acceptance and Commitment Therapy; MBCT, Mindfulness Based Cognitive Therapy; SUP, Supportive psychotherapy; IPT, Interpersonal Psychotherapy; BMS,
Body, Mind, Spirit Psychotherapy; DYN, Psychodynamic Psychotherapy; Indiv, Individual; Grp, Group; Gsh, guided self-help; CAU, Care-as-Usual; WL, Wait-list; BSL, Brief Symptom Inventory; BDI, Beck Depression Inventory; MADRS, Montgomery Åsberg
Depression Scale; CES-D, Center for Epidemiologic Studies Depression Scale ; HAM-D, Hamilton Rating Scale for Depression ; PHQ-9, Patient Health Questionnaire; EPDS, Edinburgh Post-natal Depression Scale; HADS, Hospital Anxiety Depression Scale;
GDS, Geriatric Depression Scale; IDS, Inventory of Depressive Symptomatology; SCL, Symptom Checklist; DHP, Duke Health Profile (depression); D30, Depression scale from the Minnesota Multiphasic Personality Inventory. BAI, Beck Anxiety Inventory;
STAI, State-trait Anxiety Inventory; ASQ, Anxiety Screening Questionnaire; GAD-7, Generalized Anxiety Disorder 7; PSWI, Penn State Worry Inventory; HAM-A, Hamilton Rating Scale for Anxiety; PTSD-SSS, Modified PTSD Symptom Scale Self-Report; PTO,
Post-traumatic Stress Disorder Assessment.
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Table 2. Results of meta-analysis of psychotherapy v. control conditions

N g 95% CI Z I2 95% CI p

Anxiety acute outcomes

All comparisons 62 0.52 0.44–0.60 12.58 55 40–66

One ES per study (only highest) 52 0.52 0.43–0.61 11.39 58 43–69

One ES per study (only lowest) 52 0.49 0.40–0.58 11.11 55 38–67

ES w/o outliers (9 comparisons) 53 0.49 0.42–0.55 15.09 14 0–40

BAI only 19 0.40 0.27–0.53 5.86 33 0–62

HADS-A only 15 0.58 0.43–0.73 7.50 69 48–82

Subgroup analyses

Type of psychotherapy

CBT 33 0.54 0.44–0.65 10.21 50 25–66 0.57

Other 29 0.49 0.36–0.62 7.53 61 41–74

Recruitment

Community 36 0.49 0.41–0.57 11.70 31 0–54 0.55

Clinical 14 0.62 0.36–0.87 4.73 73 54–84

Other 12 0.56 0.36–0.76 5.47 64 33–81

Formata

Individual 26 0.50 0.34–0.65 6.31 66 48–77 0.24

Group 17 0.46 0.33–0.59 7.04 30 0–61

Guided self-help 17 0.60 0.49–0.71 10.68 39 0–66

Depression diagnosis

MDD 19 0.60 0.45–0.76 7.71 56 26–74 0.40

Mood disorder 10 0.55 0.28–0.83 4.01 68 38–83

Depressive symptoms 33 0.48 0.39–0.58 9.89 44 16–63

Type of control group

WL 23 0.59 0.48–0.70 10.48 37 0–62 0.08

CAU 29 0.51 0.38–0.65 7.32 65 48–76

Other 10 0.38 0.23–0.53 5.05 26 0–64

Study quality

High 41 0.49 0.41–0.57 11.50 50 28–65 0.23

Low 21 0.62 0.42–0.83 5.97 62 40–76

Special population

Yes 33 0.42 0.33–0.51 8.94 32 0–55 0.01

No 29 0.61 0.49–0.73 10.08 57 35–72

Long-term effects post-baseline

Up to 7 month FU 11 0.25 0.13–0.37 4.15 0 0–60

Up to 14 month FU 10 0.27 0.17–0.38 5.05 0 0–62

Depression acute outcomes

All comparisons 62 0.63 0.54–0.71 14.45 59 46–69

One ES per study (only highest) 52 0.64 0.54–0.74 12.69 65 53–74

One ES per study (only lowest) 52 0.59 0.50–0.69 12.33 62 48–72

ES without outliers (eight comparisons) 54 0.61 0.55–0.67 19.44 13 0–38

aThe Wierzbicki & Bartlett (1987) study was removed from the analysis because both group and individual psychotherapy formats were utilized.
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scores in 62 comparisons (Table 2). The pooled effect size was g =
0.63 (95% CI 0.54–0.71; NNT = 2.82) and heterogeneity between
studies was moderate (I2 = 59%; CI 46–69). Eight outliers were
omitted from the meta-analysis and an effect size of g = 0.61
(95% CI 0.55–0.67; I2 = 13%, 95% CI 0–38) was observed.
Inspection of the funnel plot and Duval and Tweedie’s trim and
fill procedure indicated minor publication bias. Egger’s test of
the intercept was not significant ( p = 0.07). After adjustment
for missing studies the effect size was similar to the observed
effect size (g = 0.57; 95% CI 0.47–0.66).

In addition, eight studies examined multiple psychotherapy
interventions in one trial. Analyses utilizing only the highest and
then the lowest effect sizes per study were conducted (Table 2).

Subgroup and metaregression analysis

Subgroup analyses (see Table 2) showed no significant differ-
ences in effect sizes when examining differences in recruitment

method, depression inclusion criteria, psychotherapy format,
or study quality. The analysis did indicate a trend toward
studies with wait-list control groups displaying higher effect
sizes on anxiety than studies utilizing CAU or other control
conditions ( p = 0.08). In addition, studies on the general popu-
lation had a significantly higher effect size than those studies
with special populations, such as comorbid medical disorders
( p = 0.01).

Bivariate metaregression analyses examining associations
between anxiety effect sizes and continuous variables revealed
a significant association between depression and anxiety effect
sizes at post-treatment (Table 3, Fig. 3). Additional multivariate
metaregression analysis showed depression effect sizes remained
significantly associated with anxiety effect sizes at post-treatment
after controlling for study and clinical characteristics (Table 3).
Additionally, a number of treatment sessions did not predict
anxiety outcomes between psychotherapies and control condi-
tions (b = 0.00; p = 0.78).

Fig. 2. Forest plot of included studies.
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Long-term follow-up

Studies without wait-list control conditions, indicating partici-
pants never received the intervention, and that reported long-
term outcomes on anxiety measures were included in follow-up
analysis. The pooled effect size signifying the difference between
psychotherapy and control conditions in anxiety symptoms up
to 7 months post-baseline was g = 0.25 (95% CI 0.13–0.37), and
up to 14 months post-baseline was g = 0.27 (95% CI 0.17–0.38)
(Table 2).

Discussion

Our results indicate that, when comparing effect sizes, depres-
sion treatment (psychotherapy) is almost as effective at reducing
comorbid anxiety symptoms as it is at reducing depressive
symptoms. Moderate to large effect sizes were observed for anx-
iety symptoms (g = 0.52; NNT = 3.50) and for depression symp-
toms (g = 0.63; NNT = 2.82) with moderate heterogeneity and
little evidence that publication bias affected the results.
Long-term follow-up assessments revealed a small lasting effect
up to 1 year after baseline assessment (g = 0.27), although this
should be interpreted with some caution since studies used nat-
uralistic follow-up. For patients with commonly comorbid
depression and anxiety symptoms, choosing which treatment
to utilize may be challenging. However, these results suggest
that common evidence-based psychotherapies for depression
can ameliorate anxiety symptoms, and may be sufficient for
reducing anxiety symptoms without adjunctive treatments.

However, this meta-analysis was not able to discern if a specific
psychotherapy for depression is more effective at treating anx-
iety symptoms than others or if these psychotherapies are
equivalent to utilizing psychotherapies designed to treat anxiety
symptoms.

In comparison with previous meta-analyses, anxiety and
depression effect sizes found in this sample are comparable to
those reported in meta-analyses specifically examining the effects
of psychotherapy for anxiety or psychotherapy for depression.
Anxiety symptom effect sizes reported here are similar, although
slightly lower, than those previously reported in meta-analyses of
psychotherapies specifically targeting anxiety which have shown
large effect sizes (between 0.71 and 0.84) (Hunot et al. 2007;
Hofmann & Smits, 2008; Acarturk et al. 2009; Sanchez-Meca
et al. 2010; Cuijpers et al. 2014). This study found moderate effect
sizes of g = 0.52; however, the prior meta-analyses focused on
patients diagnosed with anxiety disorders and may include
patients with more severe anxiety symptoms. This indicates the
validity of the finding that psychotherapy targeting depression
also ameliorates anxiety symptoms.

Similarly, depression effect sizes reported here were equivalent
to previous meta-analyses which reported effect sizes of psycho-
therapy for depression v. control conditions between 0.56 and
0.82 (Gloaguen et al. 1998; Ekers et al. 2008; Sanchez-Meca
et al. 2010; Cuijpers et al. 2011, 2012, 2013a). While not all
depression trials comparing psychotherapies and controls pro-
vided anxiety measures and could be included in this
meta-analysis, the sample of trials included here are representative
in terms of effect sizes.

Table 3. Results of metaregression analysis

b 95% CI p value

Bivariate

Intercept 0.18 0.05–0.30 0.01

Depression ES 0.55 0.37–0.72 0.00

Multivariate

Intercept 0.36 0.04–0.67 0.03

Depression ES 0.52 0.33–0.72 0.00

Psychotherapy (CBT = 0) 0.02 −0.11–0.14 0.82

Recruitment − Clinical Ref

− Community −0.05 −0.26–0.15 0.61

− Other −0.07 −0.28–0.15 0.55

Format − Individual Ref

− Group −0.06 −0.25–0.13 0.55

− Gsh −0.01 −0.23–0.20 0.91

Dep type − MDD Ref

− Mood Dis 0.01 −0.21–0.23 0.92

− Symptoms 0.02 −0.15–0.20 0.78

Control − WL Ref

− CAU −0.01 −0.21–0.19 0.92

Other − Other −0.18 −0.36–0.01 0.04

Study quality (high = ref) 0.08 −0.09–0.25 0.33

Special pop (no = ref) −0.21 −0.38–−0.04 0.02
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Subgroup analysis revealed that studies without special popu-
lations exhibited significantly higher effect sizes than studies
that included special populations, such as those with a comorbid
medical diagnosis or post-partum depression. This may be due to
the varying populations included or high statistical heterogeneity
between the studies. Consistent with previous research, studies
with a wait-list control group displayed a trend towards higher
effect sizes than studies utilizing other control conditions
(Furukawa et al. 2014). No other significant subgroup analyses
were identified (including no difference in effect sizes based on
the type of psychotherapy, depression inclusion criteria, and con-
trol group utilized). It was not possible to examine the effective-
ness of the included psychotherapies separately due to the low
number of studies meeting criteria per psychotherapy included,
therefore providing insufficient statistical power to examine this
adequately. Examining whether specific types of psychotherapy
were equally effective for the treatment of anxiety symptoms
was not the main aim of the study. However, subgroup analysis
depicted similar outcomes between CBT and the other psy-
chotherapies included. Future research should examine which
specific psychotherapies are optimal for reducing anxiety
symptoms.

Separate analysis on anxiety measures found that the BAI pro-
duced lower effect sizes than the HADS-A. Although these were
both moderate effect sizes, the differences may be related to
study characteristics or to differences in the specific measures;
however, studies including both measures are needed to examine
this further. In addition, there is some heterogeneity among all
anxiety measurements included. Although only validated mea-
sures of general anxiety symptoms were utilized (with the excep-
tion of the two studies utilizing PTSD measures), the potential

effect of including specific measures could not be assessed in
this meta-analysis due to insufficient numbers of studies per anx-
iety measurement.

In addition multivariate metaregression, controlling for clinical
and study characteristics, demonstrated a significant association
between outcome depression and anxiety scores. This provides
support that anxiety and depression are highly connected, how-
ever the mechanisms of how depression psychotherapies treat
anxiety symptoms, whether certain components of the psy-
chotherapies are more effective than others, and whether depres-
sion and anxiety symptoms remit sequentially or simultaneously,
is still unclear and should be explored further using RCTs and
individual patient data meta-analyses.

Although this meta-analysis provides robust evidence that psy-
chotherapies for depression significantly reduce anxiety symp-
toms compared with controls, there are several additional
limitations to consider when interpreting these results. Only
half of the studies met all quality criteria, thus, a majority of
the trials included had a considerable risk of bias. The studies
scoring as lower quality had a higher effect size (although not sig-
nificantly) than those scoring as higher quality studies. Thus,
study results should be interpreted with some caution. Second,
although the meta-analysis includes considerable comparisons,
several of the subgroup analyses were conducted with few studies.
Thus, finding few significant differences in subgroup analyses
might be due to low statistical power and may not indicate that
effect sizes for these groups are equivalent. Further analysis of dif-
ferences in subgroups should be conducted as the evidence
accumulates.

Furthermore, because this meta-analysis was conducted on
secondary outcome measures, no anxiety symptom inclusion

Fig. 3. Metaregression of anxiety effect sizes on depression effect size.
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criteria were required. This implies that baseline anxiety scores for
some of the sample may not be in the clinical range. However,
because of the high levels of comorbidity between anxiety and
depressive symptoms, it is expected that a majority of patients
included in these studies had elevated symptoms of anxiety.
Nonetheless, these results may not pertain to patients with diag-
nosed comorbid mood and anxiety disorders and further analysis
including patients with elevated symptoms of both should be con-
ducted when enough evidence warrants analysis.

Despite these limitations, this meta-analysis provides evidence
for utilizing psychotherapies for depression to treat patients with
comorbid anxiety symptoms. When patients present with a main
complaint of depression, but exhibit general comorbid anxiety
symptoms, psychotherapies for depression can reduce symptoms
of anxiety without supplementary treatments. Although this
establishes that psychotherapies for depression reduce anxiety
symptoms on average (possibly through common factors), not
all participants with comorbid anxiety symptoms or disorders
will benefit from psychotherapy for depression and certain treat-
ments may be more efficacious for treating anxiety symptoms
than others (specific factors). Thus, future research should con-
tinue to examine which treatments, study, and individual charac-
teristics may affect treatment response for participants exhibiting
comorbid depression and anxiety.

Acknowledgements. The authors would like to thank Eirini Karyotaki for
her helpful comments and input.

This research received no specific grant from any funding agency, com-
mercial or not-for-profit sectors.

Conflict of Interest. None.

References

Acarturk C, Cuijpers P, van Straten A and de Graaf R (2009) Psychological
treatment of social anxiety disorder: a meta-analysis. Psychological Medicine
39, 241–254.

Ammerman RT, Putnam FW, Altaye M, Teeters AR, Stevens J and Van
Ginkel JB (2013) Treatment of depressed mothers in home visiting: impact
on psychological distress and social functioning. Child Abuse & Neglect 37,
544–554.

Andersson G, Begstrom J, Hollandare F, Carlbring P, Kaldo V and
Ekselius L (2002) Internet-based self-help for depression: randomised con-
trolled trial. British Journal of Psychiatry 187, 456–461.

Batink T, Peeters F, Geschwind N, van Os J and Wichers M (2013) How
does MBCT for depression work? Studying cognitive and affective medi-
ation pathways. PLoS ONE 8, 1–13.

Bohlmeijer ET, Fledderus M, Rokx TAJJ and Pieterse ME (2011) Efficacy of
an early intervention based on acceptance and commitment therapy for
adults with depressive symptomatology: evaluation in a randomized con-
trolled trial. Behaviour Research and Therapy 49, 62–67.

Brown TA, Campbell LA, Lehman CL, Grisham JR and Mancill RB (2001)
Current and lifetime comorbidity of the DSM-IVanxiety andmood disorders
in a large clinical sample. Journal of Abnormal Psychology 110, 585–599.

Buhrman M, Syk M, Burvall O, Hartig T, Gordh T and Andersson G (2015)
Individualized guided internet-delivered cognitive behaviour therapy for
chronic pain patients with Comorbid depression and anxiety a randomized
controlled trial. Clinical Journal of Pain 31, 504–516.

Buntrock C, Ebert D, Lehr D, Riper H, Smit F, Cuijpers P et al. (2015)
Effectiveness of a web-based cognitive behavioural intervention for sub-
threshold depression: pragmatic randomised controlled trial.
Psychotherapy and Psychosomatics 84, 348–358.

Carlbring P, Hägglund M, Luthström A, Dahlin M, Kadowaki Å,
Vernmark K et al. (2013) Internet-based behavioral activation and

acceptance-based treatment for depression: a randomized controlled trial.
Journal of Affective Disorders 148, 331–337.

Chesney MA, Chambers DB, Taylor JM, Johnson LM and Folkman S (2003)
Coping effectiveness training for men living with HIV: results from a ran-
domized clinical trial testing a group-based intervention. Psychosomatic
Medicine 65, 1038–1046.

Chiesa A, Mandelli L and Serretti A (2012) Mindfulness-based cognitive
therapy versus psycho-education for patients with major depression who
did not achieve remission following antidepressant treatment: a preliminary
analysis. Journal of Alternative and Complementary Medicine 18, 756–760.

Cohen J (1988) Statistical Power Analysis for the Behavioral Sciences. 2nd edn.
Hillsdale, NJ: Erlbaum.

Cramer H, Salisbury C, Conrad J, Eldred J and Araya R (2011) Group cog-
nitive behavioural therapy for women with depression: pilot and feasibility
study for a randomised controlled trial using mixed methods. BMC
Psychiatry 11, 82.

Cuijpers P, Berking M, Andersson G, Quigley L, Kleiboer A and
Dobson KS (2013a). A meta-analysis of cognitive-behavioural therapy for
adult depression, alone and in comparison with other treatments. The
Canadian Journal of Psychiatry/La Revue Canadienne de Psychiatrie 58,
376–385.

Cuijpers P, Cristea IA, Weitz E, Gentili C and Berking M (2016) The effects
of cognitive and behavioral therapies for anxiety disorders on depression: a
meta-analysis. Psychological Medicine 46, 3451–3462.

Cuijpers P, Driessen E, Hollon SD, van Oppen P, Barth J and Andersson G
(2012) The efficacy of non-directive supportive therapy for adult depres-
sion: a meta-analysis. Clinical Psychology Review 32, 280–291.

Cuijpers P, Geraedts AS, van Oppen P, Andersson G, Markowitz JC and
van Straten A (2011) Interpersonal psychotherapy for depression: a
meta-analysis. The American Journal of Psychiatry 168, 581–592.

Cuijpers P, Sijbrandij M, Koole S, Huibers M, Berking M and Andersson G
(2014) Psychological treatment of generalized anxiety disorder: a
meta-analysis. Clinical Psychology Review 34, 130–140.

Cuijpers P, Sijbrandij M, Koole SL, Andersson G, Beekman AT and
Reynolds CFI (2013b). The efficacy of psychotherapy and pharmacotherapy
in treating depressive and anxiety disorders: a meta-analysis of direct com-
parisons. World Psychiatry 12, 137–148.

Cuijpers P, van Straten A, Warmerdam L and Andersson G (2008)
Psychological treatment of depression: a meta-analytic database of rando-
mized studies. BMC Psychiatry 8, 36.

De Maat S, Dekker J, Schoevers R and De Jonghe F (2006) Relative efficacy
of psychotherapy and pharmacotherapy in the treatment of depression: a
meta-analysis. Psychotherapy Research 16, 566–578.

Dobkin RD, Menza M, Allen LA, Gara MA, Mark MH, Tiu J et al. (2011)
Cognitive-Behavioral therapy for depression in Parkinson’s disease: a ran-
domized, controlled trial. American Journal of Psychiatry 168, 1066–1074.

Ekers D, Richards D and Gilbody S (2008) A meta-analysis of randomized
trials of behavioural treatment of depression. Psychological Medicine 38,
611–623.

Evans RL and Connis RT (1995) Comparison of brief group therapies for
depressed cancer patients receiving radiation treatment. Public Health
Reports 110, 306–311.

Faramarzi M, Alipor A, Esmaelzadeh S, Kheirkhah F, Poladi K and Pash H
(2008) Treatment of depression and anxiety in infertile women: cognitive
behavioral therapy versus fluoxetine. Journal of Affective Disorders 108,
159–164.

Fava M, Alpert JE, Carmin CN, Wisniewski SR, Trivedi MH, Biggs MM
et al. (2004) Clinical correlates and symptom patterns of anxious depres-
sion among patients with major depressive disorder in STAR*D.
Psychological Medicine 34, 1299–1308.

Fledderus M, Bohlmeijer ET, Pieterse ME and Schreurs KM (2012)
Acceptance and commitment therapy as guided self-help for psychological
distress and positive mental health: a randomized controlled trial.
Psychological Medicine 42, 485–495.

Freedland KE, Carney RM, Rich MW, Steinmeyer BC and Rubin EH (2015)
Cognitive behavior therapy for depression and self-care in heart failure
patients: a randomized clinical trial. JAMA Internal Medicine 175, 1773–
1782.

2150 Erica Weitz et al.

https://www.cambridge.org/core/terms. https://doi.org/10.1017/S0033291717003622
Downloaded from https://www.cambridge.org/core. Manchester Metropolitan University, on 12 Nov 2018 at 03:56:03, subject to the Cambridge Core terms of use, available at

https://www.cambridge.org/core/terms
https://doi.org/10.1017/S0033291717003622
https://www.cambridge.org/core


Freedland KE, Skala JA, Carney RM, Rubin EH, Lustman PJ,
Davila-Roman VG et al. (2010) Treatment of depression after coronary
artery bypass surgery. Archives of General Psychiatry 66, 387–396.

Furukawa TA, Noma H, Caldwell DM, Honyashiki M, Shinohara K, Imai H
et al. (2014) Waiting list may be a Nocebo condition in psychotherapy
trials: a contribution from network meta-analysis. Acta Psychiatrica
Scandinavica 130, 181–192.

Furukawa TA, Watanabe N and Churchill RA (2004) Psychotherapy plus
antidepressant for panic disorder with or without agoraphobia systematic
review. British Journal of Psychiatry 188, 305–312.

Gitlin LN, Harris LF, McCoy MC, Chernett NL, Pizzi LT, Jutkowitz E et al.
(2014) A home-based intervention to reduce depressive symptoms and
improve quality of life in older African Americans. Annals of Internal
Medicine 159, 243–252.

Gloaguen V, Cottraux J, Cucherat M and Blackburn I (1998) A
meta-analysis of the effects of cognitive therapy in depressed patients.
Journal of Affective Disorders 49, 59–72.

Goldberg DP, Krueger RF, Andrews G and Hobbs MJ (2009) Emotional dis-
orders: cluster 4 of the proposed meta-structure for DSM-V and ICD-11.
Psychological Medicine 39, 2043–2059.

Grote NK, Swartz HA, Geibel SL, Zuckoff A, Houck PR and Frank E (2009)
A randomized controlled trial of culturally relevant, brief interpersonal psy-
chotherapy for perinatal depression. Psychiatric Services 60, 313–321.

Haringsma R, Engels GI, Cuijpers P and Spinhoven P (2006) Effectiveness
of the Coping with Depression (CWD) course for older adults provided
by the community-based mental health care system in the Netherlands: a
randomized controlled field trial. International Psychogeriatrics 18, 307–
325.

Hautzinger M and Welz S (2004) Kognitive verhaltenstherapie bei depressio-
nen im alter: Ergebnisse einer kontrollierten vergleichsstudie unter ambu-
lanten bedingungen an depressionen mittleren schweregrads. Zeitschrift
fur Gerontologie und Geriatrie 37, 427–435.

Hedges L and Olkin I (1985) Statistical Methods for Meta-analysis. Academic
Press: Orlando.

Higgins JP, Green S (eds) (2011) Chapter 8: assessing risk of bias in included
studies. In Cochrane Handbook for Systematic Reviews of Interventions.
Version 5. http://handbook.cochrane.org/

Hofmann SG and Smits JAJ (2008) Cognitive-behavioral therapy for adult
anxiety disorders: a meta-analysis of randomized placebo-controlled trials.
The Journal of Clinical Psychiatry 69, 621–632.

Hsiao FH, Lai YM, Chen YT, Yang TT, Liao SC, Ho RTH et al. (2014)
Efficacy of psychotherapy on diurnal cortisol patterns and suicidal ideation
in adjustment disorder with depressed mood. General Hospital Psychiatry
36, 214–219.

Hunot V, Churchill R, Silva de Lima M and Teixeira V (2007) Psychological
therapies for generalised anxiety disorder. Cochrane Database of Systematic
Reviews, CD001848, 1–93.

Ioannidis JPA, Patsopoulos NA and Evangelou E (2007) Uncertainty in het-
erogeneity estimates in meta-analyses. British Medical Journal 335, 914–916.

Joffe R, Bagby R and Levitt A (1993) Anxious and nonanxious depression.
American Journal of Psychiatry, 150, 1257–1258.

Johansson R, Ekbladh S, Hebert A, Lindström M, Möller S, Petitt E et al.
(2012a). Psychodynamic guided self-help for adult depression through the
internet: a randomised controlled trial. PLoS ONE 7.

Johansson R, Sjöberg E, Sjögren M, Johnsson E, Carlbring P, Andersson T
et al. (2012b). Tailored vs. standardized internet-based cognitive behavior
therapy for depression and comorbid symptoms: a randomized controlled
trial. PLoS ONE 7, 1–9.

Jonkers CCM, Lamers F, Bosma H, Metsemakers JFM and van Eijk JTM
(2012) The effectiveness of a minimal psychological intervention on self-
management beliefs and behaviors in depressed chronically ill elderly per-
sons: a randomized trial. International Psychogeriatrics 24, 288–297.

Kelly JA, Murphy DA, Bahr R, Kalichman SC, Morgan MG, Stevenson Y
et al. (1993) Outcome of cognitive-behavioral and support group brief ther-
apies for depressed, HIV-infected persons. American Journal of Psychiatry
150, 1679–1686.

Kivi M, Eriksson MCM, Hange D, Peterson E-L, Vernmakr K, Johansson B
et al. (2014) Internet-based therapy for mild to moderate depression in

Swedish primary care: short term results from the PRIM-NET randomized
controlled trial. Cognitive Behaviour Therapy 43, 289–298.

Korte J,BohlmeijerET,CappeliezP, SmitFandWesterhofGJ (2012)Life review
therapy forolder adultswithmoderate depressive symptomatology: a pragmatic
randomized controlled trial. Psychological Medicine 42, 1163–1173.

Kraemer HC and Kupfer DJ (2006) Size of treatment effects and their
importance to clinical research and practice. Biological Psychiatry 59,
990–996.

Laidlaw K, Davidson K, Toner H, Jackson G, Clark S, Law J et al. (2008) A
randomised controlled trial of cognitive behaviour therapy vs treatment as
usual in the treatment of mild to moderate late life depression. International
Journal of Geriatric Psychiatry 23, 843–850.

Lamers SMA, Bohlmeijer ET, Korte J and Westerhof GJ (2015) The efficacy
of life-review as online-guided self-help for adults: a randomized trial.
Journals of Gerontology – Series B Psychological Sciences and Social
Sciences 70, 24–34.

Lemma A and Fonagy P (2013) Feasibility study of a psychodynamic online
group intervention for depression. Psychoanalytic Psychology 30, 367–380.

Lynch D, Tamburrino M, Nagel R and Smith MK (2004) Telephone-based
treatment for family practice patients with mild depression. Psychological
Reports 94, 785–792.

Maina G, Forner F and Bogetto F (2005) Randomized controlled trial com-
paring brief dynamic and supportive therapy with waiting list condition in
minor depressive disorders. Psychotherapy and Psychosomatics 74, 43–50.

Malouff JM, Thorsteinsson EB and Schutte NS (2007) The efficacy of prob-
lem solving therapy in reducing mental and physical health problems: a
meta-analysis. Clinical Psychology Review 27, 46–57.

Martin PR, Aiello R, Gilson K, Meadows G, Milgrom J and Reece J (2015)
Cognitive behavior therapy for comorbid migraine and/or tension-type
headache and major depressive disorder: an exploratory randomized con-
trolled trial. Behaviour Research and Therapy 73, 8–18.

Meyer TJ, Miller ML, Metzger RL and Borkovec TD (1990) Development
and validation of the penn state worry questionnaire. Behaviour Research
and Therapy 28, 487–495.

Milgrom J, Holt C, Holt CJ, Ross J, Ericksen J and Gemmill AW (2015)
Feasibility study and pilot randomised trial of an antenatal depression treat-
ment with infant follow-up.Archives ofWomen’s Mental Health 18, 717–730.

Mitte K (2005) Meta-analysis of cognitive-behavioral treatments for general-
ized anxiety disorder: a comparison with pharmacotherapy. Psychological
Bulletin 131, 785–795.

Naeem F, Gul M, Irfan M, Munshi T, Asif A, Rashid S et al. (2015) Brief
culturally adapted CBT (CaCBT) for depression: a randomized controlled
trial from Pakistan. Journal of Affective Disorders 177, 101–107.

Naeem F, Sarhandi I, Gul M, Khalid M, Aslam M, Anbrin A et al. (2014) A
multicentre randomised controlled trial of a carer supervised culturally
adapted CBT (CaCBT) based self-help for depression in Pakistan. Journal
of Affective Disorders 156, 224–227.

Pot AM, Bohlmeijer ET, Onrust S, Melenhorst A-S, Veerbeek M and
De Vries W (2010) The impact of life review on depression in older
adults: a randomized controlled trial. International Psychogeriatrics 22,
572–581.

Pots WTM, Meulenbeek PAM, Veehof MM, Klungers J and Bohlmeijer ET
(2014) The efficacy of mindfulness-based cognitive therapy as a public men-
tal health intervention for adults with mild to moderate depressive symp-
tomatology: a randomized controlled trial. PLoS ONE 9, 1–12.

Qiu J, Chen W, Gao X, Xu Y, Tong H, Yang M et al. (2013) A randomized
controlled trial of group cognitive behavioral therapy for Chinese breast
cancer patients with major depression. Psychosomatic Obstetrics &
Gynecology 34, 60–67.

Richards D, Timulak L, O’Brien E, Hayes C, Vigano N, Sharry J et al.
(2015) A randomized controlled trial of an internet-delivered treatment:
its potential as a low-intensity community intervention for adults with
symptoms of depression. Behaviour Research and Therapy 75, 20–31.

Sanchez-Meca J, Rosa-Alcazar AI, Marin-Martinez F and Gomez-Conesa A
(2010) Psychological treatment of panic disorder with or without agorapho-
bia: a meta-analysis. Clinical Psychology Review 30, 37–50.

Savard J, Simard S, Giguère I, Ivers H, Morin CM, Maunsell E et al. (2006)
Randomized clinical trial on cognitive therapy for depression in women

Psychological Medicine 2151

https://www.cambridge.org/core/terms. https://doi.org/10.1017/S0033291717003622
Downloaded from https://www.cambridge.org/core. Manchester Metropolitan University, on 12 Nov 2018 at 03:56:03, subject to the Cambridge Core terms of use, available at

https://www.cambridge.org/core/terms
https://doi.org/10.1017/S0033291717003622
https://www.cambridge.org/core


with metastatic breast cancer: psychological and immunological effects.
Palliative & Supportive Care 4, 219–237.

Serfaty MA, Haworth D and Buszewicz M (2009) Clinical effectiveness of
individual cognitive behavioral therapy for depressed older people in pri-
mary care. Archives of General Psychiatry 66, 1332–1340.

Simson U, Nawarotzky U, Friese G, Porck W, Schottenfeld-Naor Y, Hahn S
et al. (2008) Psychotherapy intervention to reduce depressive symptoms in
patients with diabetic foot syndrome. Diabetic Medicine 25, 206–212.

Smits JAJ, Minhajuddin A and Jarrett RB (2009) Cognitive therapy for
depressed adults with comorbid social phobia. Journal of Affective Disorders
114, 271–278.

Strong V, Waters R, Hibberd C, Murray G, Wall L, Walker J et al. (2008)
Management of depression for people with cancer 4 (SMaRT oncology 1): a
randomised trial. Lancet 372, 40–48.

Swartz HA, Frank E, Zuckoff A, Cyranowski JM, Houck PR, Cheng Y et al.
(2008) Brief interpersonal psychotherapy for depressed mothers whose chil-
dren are receiving psychiatric treatment. American Journal of Psychiatry 165,
1155–1162.

Talbot N, Chaudron L, Ward EA, Duberstein PR, Conwell Y, O’Hara MW
et al. (2011) A randomized effectiveness trial of interpersonal psychother-
apy for depressed women with sexual abuse histories. Psychiatric Services
62, 374–380.

TovoteKA,Fleer J, SnippeE,PeetersACTM, EmmelkampPMG,SandermanR
et al. (2014) Individual mindfulness-based cognitive therapy and cognitive
behavior therapy for treating depressive symptoms in patients with diabetes:
results of a randomized controlled trial. Diabetes Care 37, 2427–2434.

Vernmark K, Lenndin J, Bjärehed J, Carlsson M, Karlsson J, Öberg J et al.
(2010) Internet administered guided self-help versus individualized e-mail
therapy: a randomized trial of two versions of CBT for major depression.
Behaviour Research and Therapy 48, 368–376.

Vitriol VG, Ballesteros ST, Florenzano RU, Weil KP and Benadof DF
(2009) Evaluation of an outpatient intervention for women with severe
depression and a history of childhood trauma. Psychiatric Services 60,
936–942.

von Hippel PT (2015) The heterogeneity statistic I (2) can be biased in small
meta-analyses. BMC Medical Research Methodology 15, 2–8.

Warmerdam L, van Straten A, Twisk J, Riper H and Cuijpers P (2008)
Internet-Based treatment for adults with depressive symptoms: randomized
controlled trial. Journal of Medical Internet Research 10, 1–16.

Watkins ER, Taylor RS, Byng R, Baeyens C, Read R, Pearson K et al. (2012)
Guided self-help concreteness training as an intervention for major depres-
sion in primary care: a phase II randomized controlled trial. Psychological
Medicine 42, 1359–1371.

Wierzbicki M and Bartlett TS (1987) The efficacy of group and individual
cognitive therapy for mild depression. Cognitive Therapy and Research 11,
337–342.

Wiethoff K, Bauer M, Baghai TC, Möller H-J, Fisher R, Hollinde D et al.
(2010) Prevalence and treatment outcome in anxious versus nonanxious
depression: results from the German Algorithm Project. The Journal of
Clinical Psychiatry 71, 1047–1054.

Zajecka JM and Ross JS (1995) Management of comorbid anxiety and depres-
sion. Journal of Clinical Psychiatry 56, 10–13.

2152 Erica Weitz et al.

https://www.cambridge.org/core/terms. https://doi.org/10.1017/S0033291717003622
Downloaded from https://www.cambridge.org/core. Manchester Metropolitan University, on 12 Nov 2018 at 03:56:03, subject to the Cambridge Core terms of use, available at

https://www.cambridge.org/core/terms
https://doi.org/10.1017/S0033291717003622
https://www.cambridge.org/core

	The effects of psychotherapy for depression on anxiety symptoms: a meta-analysis
	Introduction
	Methods
	Identification and study selection
	Quality assessment and data extraction
	Meta-analysis

	Results
	Characteristics of included studies
	Quality assessment
	Anxiety outcomes
	Depression outcomes
	Subgroup and metaregression analysis
	Long-term follow-up

	Discussion
	Acknowledgements
	References


