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ABSTRACT

Background In response to a research recom-

mendation made by a UK healthcare policy

agency (National Institute for Health and Clinical

Excellence (NICE)), this study compared the effect-

iveness of computer-based cognitive behavioural

therapy (CBT) with other self-help treatment op-

tions for mild to moderate depression and anxiety.

Method Comparative, clinical feasibility study

of three self-help CBT tools with six-month fol-

low-up. Out of an initial sample of 180 adults

referred by their general practitioners, 100 met

the inclusion criteria and after consenting to take

part were allocated one of three self-help CBT

tools: the Beating the Blues1 (BtB) computer pro-

gramme;1 workbooks on overcoming depression

and anxiety; and the Livinglifetothefull free access

internet website.2

Results Only 50 of the 100 consented participants

completed the allocated intervention protocols,

however, drop-out rates were not significantly

different between the groups of participants

allocated each of the three self-help CBT tools.

Adults aged over 24 years (�2 = 14.5; df = 2; P =

0.001) and with symptom duration greater than

four years (�2 = 3.96; df = 1; P = 0.047) were

significantly more likely to complete any of the
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Introduction

Depression and anxiety are common mental health

disorders. It has been reported that one in six people

will be diagnosed as having depression or chronic

anxiety disorder at some time during their lives.3

Symptoms of anxiety and depression range from

mild to severe. NICE and the National Collaborating

Centre for Mental Health have recommended a

stepped care approach to the treatment and man-

agement of depression and anxiety.4 The model

includes five steps of progressively higher intensity

matching the severity of presenting problems. The

responsibility for care within the first three steps lies

with primary care teams and the use of guided self-

help and computerised CBT at step 2 is recom-

mended.

Currently in the UK individual CBT is frequently

either not available in primary care or waiting times

are lengthy. As a consequence, GPs refer patients to

secondary mental healthcare services or prescribe

medication alone (not the recommended first line

treatment). Therefore, there is a need for additional

provision at primary care level as an alternative to

secondary care, for people with mild to moderate

depression and/or anxiety.5

Several different methods have been described for

the delivery of self-help therapies including work-

books, computer packages and internet-based web-

sites accessed from home. A recent meta-analysis of

studies looking at self-help interventions for the

treatment of depression suggests that a range of

delivery methods can be used successfully, particu-

larly when there is some kind of guidance or support

from a professional or paraprofessional.6

This study did not aim to study the effectiveness of

CBT for mild to moderate depression and anxiety

provided on a self-help basis as this has previously

been demonstrated. Proudfoot et al found that com-

puter delivered CBT was a widely applicable treat-

ment for anxiety and/or depression in general

practice and Cavanagh et al found that the BtB

computerised CBT programme is an acceptable

treatment for depression and/or anxiety in routine

care.1,7,8

In addition, a recent meta-analysis found that

internet-based CBT for symptoms of depression

and anxiety is effective, although there were mixed

results regarding the effect of size in the studies

included. It was found that the more effective treat-

ments included some kind of therapist support.9

The National Institute for Health and Clinical

Excellence Technology Appraisal 51 (February 2006)

recommended that BtB should be used for people

with mild and moderate depression and recom-

mended that further research is needed to identify

the effectiveness of computerised CBT in compari-

son with other treatment options.1,10

There is current debate about whether anxiety and

depression can truly be considered to be separate

conditions.11 Therefore in this study people referred

with either condition were both offered the same

intervention.

The aim of this study was to compare the efficacy

and feasibility of three methods for the provision of

self-help CBT for mild to moderate depression in

order to inform service management decisions

required to achieve compliance with national guide-

lines for the delivery of mental health services.

three interventions. There was a highly signifi-

cant reduction in mean Clinical Outcomes in

Routine Evaluation–Outcome Measure (CORE–

OM) score at week eight compared to entry in all

three groups (t (49) = 9.150; P �0.001). Adjusting

for entry scores, there was no significant differ-

ence between the three groups in CORE–OM score

improvement at week eight. There was no signifi-

cant association between CORE–OM score im-

provement at week eight and number of general

practitioner (GP) consultations at six months.

There was no significant association between

whether participants completed the programme

and number of GP consultations at six months.

Conclusions Theresultsdemonstrated thatwithin

a two-month follow-up period, three different

tools delivering self-help CBT all produced signifi-

cant clinical benefit for adults with mild to mod-

erate depression and anxiety. The study had

limited statistical power, but none of the mo-

dalities for delivering supported self-help CBT

appeared superior to another. There was no evi-

dence to suggest that any of these interventions

would be likely to reduce subsequent service up-

take. Nevertheless, this pilot study has shown

sufficient benefit from each of the self-

administered CBT tools to justify larger trials of

their use.

Keywords: anxiety, Bexley, CBT, depression,

MIND
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Method

Participants and design

The study was based in the London Borough of

Bexley which has an area of 6056 hectares and an

overall population of 218 307.12 The Mental Health

Needs Index (MINI2K) score for Bexley is 0.79, indi-

cating low average mental health needs for the

population, and this is associated with a high rate

of referrals to secondary mental health services that

are considered by these services to be inappropriate

(48%).13 At the 2001 census, 87.93% of Bexley

residents reported themselves as White British, 3.47%

as White other, 1.3% as mixed, 3.38% as Asian,

2.87% as Black, 0.71% as Chinese and 0.34% as

being from other ethnic groups.

Participants were referred from general practices

within the borough. GPs used the following referral

criteria:

. suffering from mild to moderate depression, mixed

anxiety and depression or anxiety disorder
. not receiving any form of psychological treat-

ment or counselling
. aged 18 plus years.

Patients were not suitable if they had:

. active suicidal ideas

. a current or lifetime diagnosis of psychosis, per-

sonality disorder or organic mental disorder
. alcohol and/or drug dependence
. had taken medication for anxiety and/or depres-

sion continuously for six months or more im-

mediately prior to entry.

Following their agreement to participate, people

were assigned one of three self-help CBT tools on a

simple consecutive numbers basis, i.e. first patient

assigned to the CBT group (group one), second to

group two etc.

Procedure

Research ethics approval was given by Lewisham

Research Ethics Committee.

The Bexley branch of the charity MIND used three

different locations in the Bexley Borough to provide

the service. Participants who did not have access to

the internet at home were issued with a library card

specifically for the Livinglifetothefull internet pro-

gramme by Bexley Borough Council.2 Staff at the

libraries were informed about the course and were

on hand to help with any operational or technical

difficulties if necessary.

The service was widely publicised to local GPs by

email, service development meetings, posters and

leaflets.

Participants were sent a letter inviting them to

join the programme along with a patient infor-

mation leaflet giving details about it. If the partici-

pants had not responded to the letter after a week

then the research coordinator attempted to contact

the person once by phone. If the participant was

happy to take part in the programme, the research

coordinator invited them to a meeting during which

they completed the CORE–OM questionnaire. If they

scored more than two on items relating to thoughts

of harm to self or others, or one or more on items

relating to intention to harm self/taking dangerous

risks with health or being physically violent to

others, their suitability for the study was discussed

with the senior manager of the organisation and the

participant’s GP. Patients suffering from severe de-

pression and/or anxiety, or that did not meet the

inclusion criteria were excluded at this stage. Patients

were allocated to treatment groups on a consecutive

basis (i.e. to group 1 then to group 2, group 3 etc.)

after having given their consent to be involved (they

and the research coordinator were unable to influ-

ence which group they were allocated to but neither

the participant nor the coordinator was blinded).

Written informed consent was then gained from

each participant included in the study at the start of

their first appointment. The procedures for use of each

of the three tools then varied, although the degree of

support was roughly equivalent for each tool.

The self-help CBT tools

All tools were delivered with the support of a single

research coordinator who has a BSc in psychology,

but has no clinical training or previous clinical

experience. However, she did receive some initial

training with Chris Williams and his team at Glasgow

University for the delivery of the Overcoming De-

pression and Low Mood and Overcoming Anxiety work-

books and the Livinglifetothefull website.2,14,15 She

also received some training from Ultrasis for the

delivery of the BtB programme.1 The research coor-

dinator did not provide any clinical advice but

discussed any concerns with her manager (the di-

rector of the voluntary service) and/or a local clinical

psychologist (CC).

The participant’s GP retained clinical responsi-

bility for the patient throughout the study.

Beating the Blues computer programme1

Beating the Blues is a computerised self-help CBT

programme which consists of eight 50-minute weekly
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sessions.1 After some supervision during the initial

session, contact with the research coordinator was

minimal. Participants accessed the programme either

at Mind in Bexley or at the Bexleyheath Centre or

Erith Centre (statutory mental health centres). Par-

ticipants were left to complete each session inde-

pendently, but were advised where to find the

research coordinator if they had any problems.

When each session was finished, the research coor-

dinator ensured they had all the necessary printouts

from the session. At the end of the weekeightsession,

participants completed an assessment questionnaire

and then discussed their progress on the programme

with the research coordinator.

Livinglifetothefull internet website2

Livinglifetothefull is a free access, self-help CBT

internet website which consists of 13 45–60 minute

modules – the first module is compulsory and the

other modules are picked to suit the needs of the

individual.2 Participants attended an introductory

appointment with the research coordinator where

they were helped to sign up to the programme and

shown how to use it. They then accessed it either

from a home computer or a computer at their local

library and were given two support phone calls at

weeks two and four. They also had a final appoint-

ment at week eight to discuss and assess their prog-

ress on the programme.

Overcoming Depression and Low Mood and
Overcoming Anxiety workbooks14,15

The Overcoming Depression and Low Mood and Over-

coming Anxiety workbooks are based on a structured

self-helpCBTapproach.14,15 Participantswere required

to attend an initial session where the research coor-

dinator introduced them to the tool and asked them

to complete tasks for review the following week. The

second appointment involved discussing any com-

pleted tasks with the coordinator in order to decide

which further workbooks they would take away to

complete during the course of the programme. Par-

ticipants were then given a supportive phone call at

week four. They also had a final appointment at

week eight to discuss and assess their progress on the

programme.

Outcome measures

Participants completed the CORE–OM before they

started the programme and again after the final

week eight session.16 The CORE–OM is a validated

scale that is widely used in local mental health

services and consists of 34 questions which are

designed to measure levels of psychological distress.

Participants’ initial and final treatment scores were

compared in order to assess progress.

Six months after completion of the programme,

participants were sent a patient evaluation ques-

tionnaire which was designed specifically for this

study. This consisted of six statements relating to

the usefulness of the programme to the participant,

e.g. ‘I feel better as a result of the treatment’ and ‘I

would recommend the service to friends and family,

or others who have similar problems to mine’. The

participant rated each statement on a Likert scale

from one (strongly agree) to five (strongly disagree).

At six months after completion of the programme

GPs were required to complete a brief follow-up

questionnaire indicating whether the participant had

consulted them inrelationto their mentalhealth since

completion of the programme, and if so how many

times. They were also asked to indicate if the partici-

pant had required any further treatment such as med-

ication or referral to secondary mental health services.

Data analysis

The statistical package SPSS 14.0 for windows (2005,

SPSS Inc.) was used to analyse the data. Because of

the high dropout rate, initial analyses examined

whether completers differed from non-completers on

demographic variables, type and length of present-

ing problem and medication use. Length of episode

and of GP support were dichotomised due to skewed

data and analysed with chi squared tests, as were age

band, gender, diagnosis and whether on medication.

Although the sample was relatively small, CORE–

OM scores did not appear to deviate appreciably

from the norm, and therefore CORE–OM means

for completers and non-completers were compared

using a t-test, and initial scores in the three groups

were compared using a one-way analysis of variance

(ANOVA). A repeated measures ANOVA, with a

within group factor of time (pre- to post-treatment)

and a between group factor of intervention, was

used to ascertain whether either of these factors

predicted CORE–OM scores. Pearson correlations,

or for limited range data Spearman’s rho or point-

biserial correlation, between demographic and other

initial variables and amount of change were carried

out to explore possible associations. The six-month

data on GP visits and referral to other services were

highly skewed and were analysed with non-para-

metric statistics.

Results

A total of 180 adults were referred by their GP to the

service over a 10-month period. Of these 128 (71%)
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were female and 52 (29%) were male. A total of 100

participants (30 male, 70 female) attended an initial

appointment (see Figure 1 for study pathway of

referrals).

Age bands of the referred population ranged from

18 to 24 to over 75 years. The modal age band was

25 to 44 years. General practitioners referred 83

(46%) for depression, 26 (14.5%) for anxiety and

71 (39.5%) for mixed anxiety and depression. Par-

ticipants reported problem duration ranging from

under one year to more than 10 years (modal band

one to four years). Data on ethnicity was available

for 100 referrals (all of those who attended a first

appointment).

The ethnic breakdown of participants was roughly

in line with that of the Bexley Borough (Bexley =

87.93% White British), although the sample size was

too small to make any statistical comparisons.

Seventeen participants were excluded from the

study prior to the first appointment and treatment

allocation for the following reasons:

. Primary diagnosis not mild–moderate depression/

anxiety (n = 8)
. They had been taking medication for their prob-

lem for more than six months (n = 6)
. They were receiving other forms of therapy (n = 2)
. They were under 18 years of age (n = 1).

Ten participants were excluded at the first appoint-

ment, after treatment allocation, for the following

reasons:

. their problem was considered to be too severe to

comply with the inclusion criteria of mild–mod-

erate symptoms (n = 8)
. they had been taking medication for more than

six months (n = 2).

Data for two participants were excluded from the

analysis after they had completed the programme.

This was because they were subsequently found to

have been taking anti-depression medication for

more than six months (n = 1) and they had been

Figure 1 Study pathway of referrals

Breakdown of referrals by ethnicity
. 86 (86%) White British
. 5 (5%) White other
. 3 (3%) mixed
. 3 (3%) Asian or Asian British
. 2 (2%) Black or Black British
. 1 (1%) other ethnic group
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receiving another psychological therapy at the same

time (n = 1).

Completers and non-completers of the
programmes

Of the 100 participants who consented to take part

in the study, 38 did not complete the programme

and 12 were excluded from the analysis because they

did not meet the referral criteria, leaving data for 50

service users (BtB = 16 completers; workbooks = 15

completers; internet = 19 completers). Drop-out rates

were comparable for each of the three self-help CBT

interventions (BtB = 12 non-completers; workbooks

= 11 non-completers; internet = 15 non-completers).

Of the 50 completers, 22 were on medication and 28

were not.

There were no differences between the completers

and the non-completers (at P = 0.05) in education

level, computer literacy, overall length of support

from GP, length of support from GP for the current

episode, diagnosis, medication used (or not) or gen-

der. Thus there was no evidence that any of these

factors influenced whether the service user com-

pleted the programme or not.

However, there was a highly significant difference

in age band between the completers and non-

completers (�2=14.5; df = 2; P = 0.001). The 18 to

24 age group was significantly less likely to complete

(2 of 15 participants = 13% completed) than the 25

to 44 group (26 of 42 participants = 62% completed)

or the over 45 group (22 of 31 participants = 71%

completed).

Also, there was a significant difference between

the completers and non-completers in overall prob-

lem duration (�2=3.96; df = 1; P = 0.047). Those who

had a problem duration of over four years were

significantly more likely to complete (70%, or 25

of 36 participants completed) than those with a

problem duration of less than 4 years (48%, or 25

of 52 participants completed).

An independent t-test showed no significant dif-

ference in CORE–OM scores at entry between the

whole sample of completers and non-completers:

completers M = 2.08, standard deviation (SD) = 0.69;

non-completers M = 2.16, SD = 0.66 (t (86) = –0.56;

P = 0.57). This suggests that the mental health of the

completers was no more or less severe at entry than

the non-completers.

Outcome at eight weeks for the whole
sample of people completing a programme

A paired t-test indicated that there was a highly

significant reduction in CORE–OM scores for the

completers at week eight compared to that at entry

(t (49) = 9.150; P �0.001). At entry M = 2.07 (SD =

0.68; 95%, confidence interval (CI) = 1.88–2.27),

and at week eight M = 0.98 (SD= 0.64; 95%, CI =

0.78–1.15).

At week eight, 46 out of the 50 participants who

completed (92%) showed a decrease in CORE–OM

score, indicating an improvement in their mental

health, with 29 (58%) moving from a clinical score

on the CORE–OM to a non-clinical score (i.e. drop-

ping below the established mean clinical cut-off

scores for all non-risk items on the CORE–OM of

1.36 for men and 1.50 for women).

Analysis of before and after CORE scores for the 26

cases with pure anxiety on their own demonstrated

statistically significantly improvement although

effect size was not as great (their mean CORE score

of 1.71 was less than that of other participants at

baseline).

CORE–OM scores for three participants indicated

a worsening of symptoms over the eight-week study

period. Case 1 used the internet-based tool and had

scores of 1.392 at week one and 1.928 at the end. The

participant explained that there had been an anni-

versary of a family bereavement a week before the

final score was assessed and he felt that this may

have affected the outcome. Cases 2 and 3 used the

internet-based and workbook tools respectively.

They showed clinically insignificant change with

case 2’s score increasing from 1.964 at week one to

2.00 at week eight, and case 3’s score increasing from

2.75 at week one to 2.964 at week eight.

Exploration of potential predictors of
change

An investigation was made into whether any

measured participant characteristics were associated

with CORE–OM change between week one and week

eight. No significant associations were found for any

of the characteristics tested (age; education level;

computer literacy; overall problem duration; length

of episode; overall length of time of seeing GP;

length of time seeing GP this episode; medication

used or not; whether the client reported that the

intervention suited him or her; gender and diag-

nosis).
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Comparison between the three tools

An ANCOVA indicated that while controlling for

initial scores, there was no significant difference in

the CORE–OM scores at week eight between the

three self-help CBT tools (BtB, workbooks and inter-

net) (F (2,46) = 0.655; P = 0.524).

The overall mean difference in CORE score for

each of the three self-help interventions were as

follows: BtB = 1.13 (SD 0.69; 95%, CI 0.75–1.49);

workbook = 1.02 (SD 0.78; 95%, CI 0.59–1.45);

internet = 1.14 (SD 1.04; 95%, CI 0.63–1.63). Paired

t-tests indicated that these differences were signifi-

cant for each of the interventions. Together these

analyses indicate that there was marked improve-

ment for all three interventions and no difference in

outcome between the three different interventions

(see Figure 2).

Six-month data analyses

During the six-month follow-up period, of the 88

participants who began the programme and were

not excluded, 40 (45.5%) made no visits to the GP in

connection with their mental health, 22 (25%)

made one visit and the remaining 26 (29.5%)

made between three and seven visits.

Spearman’s rho correlation did not indicate any

significant relationship between CORE–OM improve-

ment and number of visits to the GP at six months

(P �0.05). There was also no relationship between

whether the participant completed the programme

and number of visits to the GP at six months

(P �0.05). A chi squared test did not indicate any

significant differences between the three inter-

ventions regarding number of visits to the GP during

the six month period post-programme (P �0.05).

McNemer tests showed no significant changes as

to whether medication was being prescribed at the

start of the programme and at six months in either

the completer or the non-completer group (P �0.05).

A chi squared test showed that there were also no

significant differences between the three inter-

ventions as to whether medication was prescribed

during the six-month period following the pro-

gramme.

Chi squared tests did not show any significant

differences between the three self-help CBT tools

(BtB, workbook and internet) in the number of

participants referred to counselling and secondary

mental health services at six months (P �0.05).

There were also no significant differences between

the completers and the non-completers in the num-

ber of participants referred to counselling and sec-

ondary mental health services (P �0.05).

Mann–Whitney tests did not show any significant

differences at six months between the three differ-

ent self-help CBT tools in any of the Likert items on

the patient satisfaction questionnaire (P �0.05).

Twenty-eight participants completed and returned

the service evaluation questionnaire. Responses to

questions about accessibility and clarity of informa-

tion about the service were strongly positive (86%

and 84% respectively). Seventy-three percent reported

that they would recommend it to others and 46%

and 42% respectively said that they would consider

it a useful alternative form of treatment to coun-

selling and medication.

Discussion

Our study has shown that within a two-month

period of follow up, three different tools delivering

self-help CBT all produced a significant improve-

ment in mental health for adults with mild to

moderate depression and anxiety. The results did

not show any significant difference between the

three therapies in outcome at week eight and at

six-month follow-up there was no significant associ-

ation between CORE–OM improvement and num-

ber of subsequent visits to the GP, or between

completion versus dropout and number of sub-

sequent GP visits.

Of the various participant characteristics exam-

ined, only age (i.e. a lower completion rate in younger

participants) and overall problem duration (i.e.

longer duration being related to higher completion

rates) were found to affect completion of the pro-

gramme.

The size of effect demonstrated in this study for

those who completed the eight-week self-help CBT

programme compares favourably with other studies

concerning the effectiveness of self-help CBT interven-

tions. For example, Cavanagh et al reported an effect

size of 1.00 for research completers in a naturalistic

non-randomised trial of the self-help CBT packageFigure 2 Mean pre- and post-CORE–OM scores
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BtB.1,8 Also, Carlbring et al reported an effect size of

1.10 at post-treatment in a randomised trial of

internet based CBT supplemented with telephone

calls.17

In common with our study, Gallatly et al demon-

strated that self-help CBT can be equally effective

when provided in a number of different ways as long

as there is some form of guidance/support from a

professional/paraprofessional.6

However, the lack of statistical difference in effect

size between the three groups may have been due to

the small number of participants who completed

the programme for each of the self-help interven-

tions (BtB = 16; workbooks = 15; internet = 19). To

obtain a statistically significant difference between

the three self-help CBT interventions, given this

observed effect size, would have required 45 partici-

pants per intervention. Change of staff and lack of

research funds prevented the continuation of the

study long enough to achieve these numbers. These

are typical difficulties that have to be dealt with

when research is undertaken in a district service

setting.

The clinical improvement demonstrated here could

have been due to spontaneous remission of symp-

toms over the eight-week period, however, other

studies have indicated that the short-term spon-

taneous remission rates for mild–moderate depres-

sion are low. For example, Hegel et al reported that

remission rates over a one-month period ranged

from 9% to 13%.18

It seemed initially surprising that at six-month

follow-up there was no significant association be-

tween CORE–OM improvement and number of sub-

sequent visits to the GP, or between completion

versus dropout and number of subsequent GP visits.

One might expect the substantial improvements

reported by people in the programmes would trans-

late to reduced need to visit their GP. Similarly one

might expect programme dropout to be followed by

increased GP visits. However, 45.5% of patients who

were referred to the programme were also prescribed

medication for their problem and therefore may

have had follow-up appointments to review their

medication during this six-month period, irrespec-

tive of improvement. In addition, 75% of those

referred to the programme reported problem dur-

ation of more than one year, and it would therefore

seem likely that these people would be having

planned regular reviews with their GP.

In addition, the self-help CBT programme may

have been seen by GPs and/or patients as a parallel

service and they may therefore have been reluctant

to end the professional relationship during and after

the self-help CBT input. Therefore, the number

of visits to the GP for mental health problems in

the six-month period following completion of the

programme may not give an accurate indication of

the success of the programme.

The lack of change in whether medication was

prescribed during the six months after completion

compared with at the start of the programme, in

either the completers or the non-completers, may

perhaps be a result of either difficulty stopping

medication or, in those who did not complete,

maintaining medication in lieu of other treatment.

Only a small proportion of participants (13.6%, 12

of 88) was referred for counselling or to secondary

mental health services during the six months after

completion and there were no significant differ-

ences between the three self-help CBT tools in the

number of referrals. This may have been another

analysis that lacked statistical power.

The poorer completion rate amongst the 18 to 24

age group may be related to a reluctance to engage

with mental health services and concerns about

stigma attached to mental illness. It has been sug-

gested that teenagers in particular are more likely to

access support and information via the internet.19

This younger age group may benefit more from a

self-help CBT internet programme which they can

access independently and anonymously, since even

limited service support of the type offered in this

trial may be counterproductive for this particular

group.

National guidelines currently recommend self-

help CBT as an early intervention, however, our

study found that participants with an overall prob-

lem duration of more than four years were more

likely to complete than those with a problem dur-

ation of under four years.20 This could be because

those who have been experiencing problems for a

longer period may be more determined to try

alternative methods to overcome them. The analysis

at week eight did not show any relationship between

problem duration and amount of change during the

programme. Thus there is no suggestion that any

future service provision should exclude those with

longer problem durations.

The initial and week eight data were gathered by

the person who provided the minimal support for

each intervention and therefore it is possible that

participants wished when seen at week eight to give

a favourable impression of how much the programme

had helped them. With their study data being sep-

arate from their relationship with their GP, partici-

pants may have felt different demand characteristics

in these different settings. In future studies it may

be advisable to gather data from a relative or GP in

addition to that from participants themselves. On

the other hand, the research coordinator only had

minimal contact with participants and was not

delivering the interventions, but merely facilitating

access to them; it therefore seems unlikely that
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participants would have felt a very strong social

obligation to yield positive results.

Participants were not excluded from the study if

they had been taking medication for six months or

less, leaving open the possibility that some of the

positive outcomes were a result of taking medication

rather than the self-help CBT intervention. How-

ever, counter to this, the analysis did not show any

significant relationship between whether people were

on medication (or not) and completion, or between

medication status and improvement in CORE–OM

scores, suggesting that participants had similar out-

comes whether or not they were taking medication

for their problem prior to starting the programme.

In retrospect, it would have been better to record the

timing of people starting their medication in order

to be able to more completely test or rule out any

potential medication-related improvements, but it

is interesting that this did not appear to affect the

findings. Perhaps, if most people were not recent

medication starters, these findings are a reflection of

relatively stable and unchanging problem status

either on or off medication, which then appears to

have been significantly ameliorated by the self-help

CBT interventions.

The study included people whose primary prob-

lem had been identified by their GP as pure anxiety.

As discussed earlier, it is very likely that they were

also experiencing some low mood since anxiety and

depression are recognised as overlapping conditions.11

However, the three tools vary in the degree to which

they address anxiety symptoms, with BtB not spe-

cifically targeting these.1 This study could therefore

be said to have disadvantaged BtB.1 In order to check

for the importance of this in interpretation of the

results of this study, the statistical tests were rerun

after exclusion of the 26 pure anxiety cases; this

made no appreciable difference to the findings.

Given that the purpose of the study was to inform

commissioning in a real life setting, where GPs are

being relied on to identify mental health con-

ditions, the advantage of self-help tools which can

address a broad spectrum of symptoms is a very real

one.

The study could be criticised for the lack of a

control group but it was not designed to test the

efficacy of the individual interventions, rather com-

pare them. The study was initially conceived after

NICE published the recommendation that local

health services should provide computerised CBT.

It was reasoned that what was required was not

evidence that computerised CBT worked, but whether

the different tools available were of equal or dif-

fering effectiveness.

For future research, it would be useful for the

CORE–OM to be completed at six months in order

toevaluate longer termoutcomesof the interventions.

A cost-effectiveness analysis of this service is planned

for the future and would make a useful contribution

to health service commissioning decisions.

Conclusions

The present study adds to the body of research

which has found supported self-help CBT to be

effective for the treatment of mild–moderate de-

pression and anxiety. It has demonstrated the feasi-

bility of delivering self-help CBT using a new and

innovative service model. It provides useful evi-

dence on the take-up and dropout rates for this

approach as well as providing an indication of rela-

tive effect sizes for each intervention delivered under

these new service conditions. Although it was not

possible to say whether any of the three modes of

delivery was superior to another, large effect sizes

were shown for all three within a modest sample of

participants.

The reported reduction in CORE–OM scores for

completers of the programme was relatively high,

suggesting that a future service based on these re-

search findings could arguably give GPs an accept-

able alternative for their patients.
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