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 A 
lthough approximately two thirds 
of patients with depression are 
treated successfully  with medica-
tion alone,1 many patients do not 

respond to medication,2 have residual symp-
toms,3 or frequently relapse.4 Many patients 
may prefer a nonpharmacologic therapy or one 
that is consistent with their model of depres-
sion.1 Because cognitive therapy addresses 
many of these issues, family physicians should 
be familiar with its nature and uses.

Cognitive therapy was developed as a 
departure from traditional therapeutic 
approaches to mental illness.5 While work-
ing with patients, Aaron Beck, a pioneer in 
cognitive therapy, observed that negative 
moods and behaviors were usually the result 
of distorted thoughts and beliefs, not of 
unconscious forces as proposed in Freudian 
theory.5

Nature of Cognitive Therapy
Cognitive therapy is a treatment process 
that helps patients correct false self-beliefs 
that lead to certain moods and behaviors. 
The fundamental principle behind cogni-
tive therapy is that a thought precedes a 
mood, and that both are interrelated with 
a person’s environment, physical reaction, 
and subsequent behavior.6 Therefore, chang-
ing a thought that arises in a given situation 
will change mood, behavior, and physical 
reaction. Although it is unclear who ben-
efits most from cognitive therapy, moti-
vated patients who have an internal locus of  

control and the capacity for introspection 
likely would benefit most.

During cognitive therapy, the therapist 
helps the patient work through several steps. 
First, the patient accepts that some of his or 
her perceptions and interpretations of real-
ity may be false (because of past experience 
or hereditary or biological reasons) and 
that these interpretations lead to negative 
thoughts.5 Next, the patient learns to recog-
nize the negative (surface or “automatic”) 
thoughts and discovers alternative thoughts 
that reflect reality more closely.5 The patient 
then decides internally whether the evidence 
supports the negative thought or the alterna-
tive thought. Ideally, the patient will recog-
nize distorted thinking and “reframe” the 
situation.6 As cognitive therapy progresses, 
it focuses more on reframing deeply held or 
“core” beliefs about self and the world.

In cognitive behavior therapy (CBT) for 
depression, behavioral principles are used to 
overcome a patient’s inertia at the beginning 
of therapy and to reinforce positive activities. 
An important part of CBT for depression is 
scheduling pleasurable activities, especially 
with others, that usually give positive rein-
forcement. Other CBT techniques include 
assigning graded tasks and homework and 
acting out difficult behavioral situations.7 
CBT involves more activity scheduling and 
behavioral conditioning than does classic 
cognitive therapy. Table 16 illustrates specific 
examples of CBT techniques adapted from 
an authentic patient history.

Cognitive therapy is a treatment process that enables patients to correct false self-beliefs that can lead to negative moods 
and behaviors. The fundamental assumption is that a thought precedes a mood; therefore, learning to substitute healthy 
thoughts for negative thoughts will improve a person’s mood, self-concept, behavior, and physical state. Studies have 
shown that cognitive therapy is an effective treatment for depression and is comparable in effectiveness to antidepressants 
and interpersonal or psychodynamic therapy. The combination of cognitive therapy and antidepressants has been shown 
to effectively manage severe or chronic depression. Cognitive therapy also has proved beneficial in treating patients who 
have only a partial response to adequate antidepressant therapy. Good evidence has shown that cognitive therapy reduces 
relapse rates in patients with depression, and some evidence has shown that cognitive therapy is effective for adolescents 
with depression. (Am Fam Physician 2006;73:83-6, 93. Copyright © 2006 American Academy of Family Physicians.)



 Patient information: 
A handout on cognitive 
therapy for depression, 
written by the authors  
of this article, is provided 
on page 90.



 See editorial  
on page 34.
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Effectiveness of Cognitive Therapy
uNipolar major dEprEssioN

Numerous studies and meta-analyses8-16 dem-
onstrate convincingly that cognitive therapy 
or CBT effectively treats patients with unipo-
lar major depression. Several studies9-11 have 
shown that cognitive therapy is superior to 
no treatment or to placebo. Two comprehen-
sive meta-analyses11,13 showed that cognitive 
therapy is as effective as interpersonal or 
brief psychodynamic therapy in managing 
depression. They also showed that cogni-
tive therapy is as effective and possibly more 
effective than pharmacotherapy in managing 
mild to moderate unipolar depression.11,13

The National Institute of Mental Health 
Treatment of Depression Collaborative 
Research Program compared the effective-
ness of two forms of psychotherapy (i.e., 
interpersonal therapy and CBT) with imip-
ramine (Tofranil) or placebo in the treat-
ment of 250 patients with major depressive 
disorder.14 The study14 found no significant 
differences between the therapies; however, 
the two psychotherapies were slightly less 
effective than imipramine but more effective 
than placebo. A meta-analysis12 of four stud-
ies, which included 169 patients with major 
depression, showed similar results for tricy-
clic antidepressants and CBT. The evidence 
suggests that cognitive therapy is a valid 
alternative to antidepressants for patients 
with mild to moderate depression and possi-
bly for patients with more severe depression. 
Figure 1 is an algorithm for determining if 
CBT is appropriate.

CombiNaTioN ThErapy

Early studies15,16 on the effectiveness of com-
bination cognitive and antidepressant ther-
apy had conflicting results. Later evidence 
suggests that this combination may be more 
effective than either therapy alone for some 
patients. A meta-analysis17 that included 
six studies and 595 patients showed that 
patients with severe depression benefited 
from the combination of psychotherapy and 
pharmacotherapy. However, only two trials 
studied CBT, and patients with less severe 
depression gained little from the combina-
tion.17 A more recent study18 of 681 patients 

sorT: KEy rECommENdaTioNs For praCTiCE

 
Clinical recommendation

Evidence  
rating

 
References

Cognitive therapy should be considered 
to treat patients with mild to moderate 
unipolar depression.

A 8-13

The combination of cognitive therapy and 
antidepressants is recommended for 
patients with severe or chronic depression.

B 15-18

Cognitive therapy is recommended for 
patients who do not respond appropriately 
to medication.

B 19-21

Cognitive behavior therapy should be 
considered to treat adolescents with mild  
to moderate depression.

B 
 

22 
 

A = consistent, good-quality patient-oriented evidence; B = inconsistent or limited-
quality patient-oriented evidence; C = consensus, disease-oriented evidence, usual 
practice, expert opinion, or case series. For information about the SORT evidence 
rating system, see page 17 or http://www.aafp.org/afpsort.xml.

table 1

applying Cognitive behavior Therapy in practice

Example of a thought record

Situation Visit to doctor’s office

Patient’s mood Anxious and depressed

Patient’s automatic  
thought(s)

My doctor will tell me I am going to die.

Evidence that supports the 
automatic thought(s)

I have an implanted defibrillator.

Evidence that counters the 
automatic thought(s)

I have been healthy for the past year.

Alternative thought I can rely on my doctor’s advice and  
the success of defibrillators to keep  
me healthy.

Example of activity scheduling and goal setting

Goal: start the day positively, because mornings usually are difficult for me.

Action plan Start each day sitting quietly with a cup of coffee; 
eat breakfast with husband if possible.

Time to begin Today

Possible obstacles  
to achieving goal

I cannot sit quietly when the kitchen is dirty;  
my husband and I have breakfast at  
different times.

Strategies to overcome  
the obstacles

Clean the kitchen at night; talk to husband 
about eating breakfast at the same time.

Progress report Sept. 5: kitchen was dirty, and I could not relax.
Sept. 6: kitchen was clean, and I relaxed with a 

cup of coffee; my husband woke up late, and 
we did not eat breakfast together.

Sept. 7: kitchen was dirty, but my husband  
and I had a quiet breakfast together.

Information from reference 6.
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with chronic major depression compared nefazodone 
(Serzone), CBT, and combination therapy. Patients 
benefited significantly more from combined CBT and 
antidepressant therapy than from either treatment alone 
(85 percent in the combined treatment group versus  
55 percent for nefazodone alone and 52 percent for CBT 
alone; P < .001, number needed to treat [NNT] = 3).18

maNagiNg rElapsE

In addition to effectively managing acute episodes of 
unipolar major depression, cognitive therapy also can 
prevent relapse. One study4 showed that cognitive ther-
apy significantly reduced the risk of relapse compared 
with discontinuation of medication. Cognitive therapy 
was similar to maintenance medication in preventing 
relapse.4 A meta-analysis11 that included eight studies 
showed that 29.5 percent of patients treated with cogni-
tive therapy relapsed, compared with 60 percent of those 
treated with antidepressants. However, the studies were 
small (241 patients total), used tricyclic antidepressants, 
and did not specify the duration of therapy. Although 
these studies may not be conclusive for patients previ-
ously treated with antidepressants, cognitive therapy does 
seem to decrease the risk of relapse.

maNagiNg rEsidual sympToms

Several studies19-21 have evaluated the effectiveness of 
cognitive therapy or CBT in patients who have residual 

depressive symptoms following adequate antidepressant 
therapy—a group with high rates of relapse and per-
sistent symptoms. Two small studies20,21 of 40 patients 
with unipolar major depression and residual symptoms 
following antidepressant therapy showed that patients 
treated with CBT initially had fewer residual symptoms 
and fewer depressive episodes after six years compared 
with those treated with clinical therapy.

A more recent, larger study19 randomized 158 patients 
who did not respond to adequate antidepressant therapy 
to receive cognitive therapy with clinical management or 
clinical management alone. All patients continued phar-
macotherapy, which is a common practice. Remission rates 
of major depression increased, and relapse rates signifi-
cantly decreased in patients treated with cognitive therapy 
compared with those who were not (29 versus 47 percent, 
NNT = 6).19 Cognitive therapy seems to add to the effect of 
pharmacotherapy in patients with residual depression.

CogNiTivE ThErapy iN adolEsCENTs

Although most studies have evaluated adult populations, 
few have evaluated the effect of CBT in adolescents. A 
meta-analysis22 of six studies with 191 patients showed 
that CBT was significantly more effective than placebo or 
inactive interventions in managing adolescent depressive 
disorder (36 versus 62 percent, NNT = 4). Although these 
findings were demonstrated only in mild to moderate 
depression, the results warrant further study.

assessing use of CbT for depression

Figure 1. algorithm for determining if Cbt is appropriate for treating a patient with depression. (Cbt = cognitive behavior 
therapy; DSM-IV = Diagnostic and Statistical Manual of Mental Disorders, 4th ed.)

Patient meets DSM-IV criteria for unipolar major 
depression but does not have mania or psychosis.

Depression is mild to moderate.

Discuss options and agree on treatment plan 
(pharmacotherapy, psychotherapy, or both).

Initiate management of bipolar 
or other disorders or refer 
patient for comanagement.

Depression is severe.

Recommend pharmacotherapy 
and psychotherapy (e.g., CBT); 
consider referral.

No Yes

No Yes

Pharmacotherapy selected.

Depression is in clinical remission.

Offer CBT to reduce relapse 
or improve response.

Suggest CBT or other psychotherapy.

Consider CBT, longer treatment, increase 
in dosing, or change in medication.

No Yes

No Yes
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Cognitive Therapy in primary Care
Family physicians usually are the first to diagnose and 
treat patients with depression. They should inform 
patients that psychotherapy and pharmacotherapy are 
valid options, and that cognitive therapy, and therefore 
CBT, is the most studied psychotherapy. If the patient 
and physician initially elect to use pharmacotherapy, 
and the patient does not respond adequately, the physi-
cian should again suggest adding psychotherapy or CBT. 
CBT should be strongly considered as initial therapy for 
patients with severe or chronic depression or for ado-
lescents. If the patient declines referral, or if the family 
physician provides CBT, longer appointments could be 
scheduled. Resources are available for the physician and 
patient (Table 2), and further physician training should 
be considered.
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resources for physicians

Mind Over Mood: A Cognitive Therapy Treatment Manual 
for Clients. Greenberger D, Padesky CA. New York: 
Guilford Press, 1995.

Cognitive Therapy and the Emotional Disorders. Beck AT. 
New York: International Universities Press, 1976.

Beck Institute for Cognitive Therapy and Research 
Web site: http://beckinstitute.org

American Institute for Cognitive Therapy 
Web site: http://www.cognitivetherapynyc.com


