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Telephone psychotherapy is an emerging form of delivery of
care that has recently demonstrated utility and efficacy for
adult depression when provided as an adjunct to antidepressant treatment in primary care trials. This study constitutes
one of the initial evaluations of cognitive behavioral
therapy–telephone treatment (CBT-TT) as a stand-alone
treatment for adult depression in specialty care. Thirty adults
initiating psychotherapy for depression at a mental health
clinic participated in the trial. The majority of participants
(69%) were very satisfied with the 8-session CBT-TT,
reduction in depression severity was significant over 3 and 6
months, and 42% of participants were considered recovered
at termination. These outcomes closely parallel the findings
from an earlier primary care trial, despite specialty care
participants beginning treatment with more severe depression and without adjunctive antidepressant medication.
These findings suggest that CBT-TT for adult depression
is feasible and has potential as a stand-alone treatment.
Implementation of this telephone-based delivery approach in
primary and specialty care settings is discussed.
This study benchmarks outcomes against a community based
telephone counseling trial supported by the National Institute of
Mental Health RO1 MH51338. Related reports have been
published in the Journal of the American Medical Association,
General Hospital Psychiatry, and Journal of Consulting and
Clinical Psychology.
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MAJOR DEPRESSION IS ONE of the most common
mental health disorders seen and treated in primary
and specialty care settings (Ormel et al., 1994) and
is the leading cause of disability worldwide
(Murray & Lopez, 1996). When depressed adults
initiate treatment, less than half receive recommended levels of pharmacotherapy (Katon, VonKorff, & Lin, 1995; Simon, VonKorff, Rutter, &
Wagner, 2000; Wells, Katon, Rogers, & Camp,
1994) or even follow through on their first
psychotherapy appointment (Horvitz-Lennon,
Normand, Frank, & Goldman, 2003). Several
researchers have attempted to address this disparity
with highly structured collaborative care programs
consisting of expert-led psychotherapy and pharmacotherapy management (Katon et al., 1996;
Schulberg, Katon, Simon, & Rush, 1998; Unutzer
et al., 2002). These collaborative programs significantly improve care and outcomes among depressed research participants consistent with
guideline recommendations (Depression Guideline
Panel, 1993), yet the resources, costs, and treatment
barriers (e.g., stigma, transportation, provider
expertise, out-of-pocket expenses) appear to limit
the implementation of these collaborative programs
in everyday practice (Katon et al., 2002; Lave,
Frank, Schulberg, & Kamlet, 1998; Sirey et al.,
2001; VonKorff et al., 1998).
One emerging model that sidesteps many of the
collaborative care treatment barriers is telephone
counseling. Several trials have evaluated the feasibility
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and efficacy of providing psychotherapy by telephone
for depressed patients as an adjunct to pharmacotherapy (Hunkeler, Meresman, & Hargreaves, 2000;
Ludman, Simon, Tutty, & VonKorff, 2007; Lynch,
Tamburrino, & Nagel, 1996; Oslin et al., 2003;
Simon et al., 2000; Tutty, Simon, & Ludman, 2000).
When compared to in-person collaborative care
models (Katon et al., 1995; Schulberg et al., 1998;
Unutzer et al., 2002), telephone interventions appear
to cost significantly less and generate higher participation rates (Hunkeler et al., 2000; Lynch et al.,
1996; Oslin et al., 2003; Tutty et al., 2000) and near
equivalent reductions in depressive symptoms during
acute phase treatment (Ludman et al., 2007; Simon et
al., 2004).
Of the few studies that have examined the use of
telephone-based cognitive-behavioral therapy
(CBT) for depression, nearly all have evaluated its
acceptability and efficacy as an adjunct to antidepressant treatment in primary care rather than as a
stand-alone treatment. The one exception is a
recent CBT intervention evaluated by Mohr and
colleagues (2005) for adults with multiple sclerosis
presenting with a depressive disorder. In this
randomized trial, eligible patients received a 16week telephone CBT program or a nonspecific 16week telephone emotion-focused (EF) program
administered by doctoral-level psychologists. Attrition was very low (5.5%), and patients receiving
CBT experienced significant reductions in clinicianrated depression severity, compared to EF patients
at 8 and 16 weeks. What remains unclear is how
CBT telephone therapy (CBT-TT) may be accepted
as a stand-alone treatment among adults seeking
psychotherapy. The current study sought to test the
feasibility and effectiveness of a stand-alone, eightsession CBT-TT program for depression and to
benchmark outcomes against a previous phone
counseling trial combined with pharmacotherapy.

Method
participants
Thirty nonpsychotic, nonbipolar depressed outpatient adults (ages 18 to 65) seeking treatment for
depression at a mental health clinic were enrolled.
Eligible adult clients were required to meet the
following eligibility criteria during a baseline
interview with the study therapist: no psychotherapy visit to a specialty mental health provider in the
past 30 days (to exclude patients already receiving
active psychotherapeutic treatment), no antidepressant prescription in the 180 days prior to assessment, no diagnosis of bipolar disorder or psychotic
disorder in the past 2 years, no emergent clinical
needs (e.g., immediate risk of harm to self or

others), and no depressive symptoms below a mild
threshold (i.e., Symptom Checklist Depression
score of 1.0 or greater).

recruitment
Intake and triage personnel at an outpatient mental
health clinic referred persons seeking treatment for
depression to the study therapist over the course of
12 months. The study therapist was a doctoral
student in clinical psychology. Once referred, the
study therapist described the nature of the CBT-TT
program and assessed client interest in participating. If interested, clients were required to meet
inclusion criteria previously described. Once enrolled, clients who received CBT-TT were free to
seek any other type of additional care over the
course of study treatment. No additional services
were provided, but no services normally available
were withheld. Clients choosing not to participate
in the telephone counseling program were free to
receive care by the study therapist or other available
clinicians, in-person and as needed.
outcome assessments: baseline
Study participants were evaluated at baseline for a
current depressive disorder by the study therapist
with the Structured Clinical Interview for DSM-IV
(SCID; First, Spitzer, & Gibbon, 1997), which has
good to excellent reliability estimates (.57-.80) for
DSM-IV disorders (Zanarini et al., 2000; Zanarini
& Frankenburg, 2001), as well as very good
validity (.80) estimates relative to depressive
disorders (Zimmerman, Sheeran, & Young,
2004). Severity of depression was evaluated at
baseline with the 20-item depression subscale of the
Symptom Checklist-90 (SCL-90; Derogatis, Rickels, Uhlenhuth, & Covi, 1974), which has served as
a standard outcome measure of severity of depression in several randomized trials for adult depression in primary care settings (Katon et al., 1996;
Schulberg et al., 1998; Simon et al., 2000; Tutty et
al., 2000). Previous research with the SCL-20 in
depression trials has supported the following
severity estimates: 0.0 to 0.75 = remission; greater
than 0.75 to 1.5 = mild depression; greater than 1.5
to 2.0 = moderate depression; and greater than
2.0 = severe depression (Katon et al., 1996; Lynch
et al., 1996; Simon et al., 2000, 2004).
outcome assessments: 3 and 6 months
Approximately 3 and 6 months after the baseline
evaluation, study participants were contacted by
phone by assessors who administered the current
depression module of the SCID, the 20-item SCL
depression scale, questions about visits and care
initiated for depression outside the study, and
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Likert-type items assessing satisfaction with telephone counseling.

assessors
Assessors were senior undergraduate psychology
students who were trained in the use of the noted
assessment instruments. Prior to conducting followup inteviews, research assistants were required to
meet a standard of .90 or higher interrater reliability
with the study therapist. Prior studies have found
nearly identical results for telephone and in-person
assessment of current symptom severity for the two
measures used in the current study (Simon, VonKorff, & Revicki, 1993; Simon, Revicki, &
Grothaus, 1998). Other studies uniformly support
the reliability and validity of phone assessment in
similar populations (Fenig, Levav, Kohn, & Yelin,
1993; Wells, Burnam, Leake, & Robins, 1988).
cbt-tt
The design of the CBT-TT protocol was based on
earlier telephone CBT trials showing efficacy
(Simon et al., 2004; Tutty et al., 2000) and
durability (Ludman et al., 2007). The CBT-TT
protocol consisted of eight, 30-minute core sessions
delivered weekly, followed by two, 30-minute
booster sessions delivered at 30-day intervals
thereafter. The core content of the sessions focused
on psychoeducation and cognitive-behavioral experimentation in a context strongly influenced by
motivational interviewing, a therapeutic approach
designed to help individuals explore and resolve
ambivalence about behavior change in a nonconfrontational manner (Miller & Rollnick, 1991;
Rollnick & Miller, 1995). A more detailed description of the CBT-TT protocol is provided by Tutty
and colleagues (2005).
data analyses
Primary analyses examined the feasibility and
acceptability of CBT-TT, including participation,
maintenance of contact, mean session time, and lag
between sessions. Further, mean SCL depression
scores were evaluated at 3- and 6-month follow-up
using paired sample t-tests. The percent of patients
manifesting reliable and significant changes in SCL
scores (cut-off SCL score set at 0.5) was evaluated
by criteria set forth by Jacobson and colleagues
(Jacobson & Truax, 1991). Secondary analyses
evaluated the proportion of patients experiencing a
50% reduction in SCL score (a standard measure
for assessing treatment response in pharmacotherapy trials) and the proportion meeting SCID criteria
for major depression at follow-up. Analyses of
antidepressant treatment received, as measured by
follow-up questionnaires, evaluated the proportion

of participants (via Pearson chi-square) utilizing
antidepressant medication across acute treatment.
Satisfaction with care was measured by two items,
based on a 7-item continuous rating (very satisfied –
very dissatisfied) and reported by descriptive
proportions. The cost of the intervention program
was estimated using actual personnel costs (including standard fringe benefit and overhead cost rates)
observed in this specialty care setting.

benchmarking
In order to reflect how the real-world outcomes of
the CBT-TT trial compare to telephone counseling
delivered in a research setting, we present outcomes
from an earlier randomized controlled trial conducted by Simon and colleagues (2004). This trial
evaluated the efficacy of adjunctive cognitive
behavioral telephone counseling among 600 depressed adults initiating antidepressant treatment.
As performed in previous benchmarking trials
(Stuart, Treat, & Wade, 2000; Wade, Treat, &
Stuart, 1998), both the magnitude and maintenance
of clinical progress (i.e., severity of depression as
measured by the SCL-20) from pretreatment to
follow-up periods was evaluated (via independent
samples t-tests) among this specialty care sample
and compared to mean SCL outcomes from a
previous combined pharmacotherapy-CBT-TT trial
(Simon et al., 2004) at identical time points (i.e.,
baseline, 3, and 6 months). In addition, the
proportion of participants in each trial experiencing
a 50% reduction in SCL score was reported via
descriptive proportions. Finally, satisfaction with
care was examined across these two groups at
baseline and at the completion of the core telephone
counseling program.

Results
sample characteristics
Sixty-eight adults initiating treatment for depression were referred to the study over the course of 14
months. Prior to the eligibility assessment, 23 adults
(34%) declined to participate in the telephone
counseling program. The majority of the patients
refusing telephone treatment (n = 21 or 91%)
indicated a preference for receiving in-person care,
whereas the others (n = 2 or 7%) indicated they
would not be able to commit to in-person or
telephone therapy.
The remaining group (n = 45) participated in the
eligibility assessment. Of this group, 15 adults were
excluded for the following reasons: 7 presented
with mild to remitted depressive symptoms (SCL
score less than 1.0); 6 had received treatment from a
mental health provider during the past 90 days; and
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2 had received a diagnosis of bipolar disorder
during the past 2 years. A total of 30 adults were
found eligible and agreed to participate in the CBTTT treatment.
Over the course of 3 months, these 30 adult
participants received CBT-TT following their inperson eligibility assessment. All (100%) completed
the 3-month telephone follow-up assessment, and 26
(87%) completed the 6-month telephone follow-up
assessment. Those completing and not completing
the 6-month assessment did not differ significantly in
age (F[1, 28] = 0.81, p = .375); sex, χ2 [1] = 0.37,
p = .542; or baseline depression score, F[1, 24] =
0.58, p = .452). Baseline characteristics of study
participants are displayed in Table 1, along with
similar information from the Simon et al. (2004)
benchmark sample. As shown in Table 1, there were
notable differences between the current sample and
the benchmark sample across age, race, marital
status, and education. In particular, the average
severity of depression at baseline was lower among
participants treated in the benchmark sample than
those in the current sample (1.51 [mild - moderate

depressive severity] vs. 2.48 [moderate - severe
depressive severity]).

treatment completion rates in cbt-tt
All participants in CBT-TT completed at least one
telephone contact; 90% (n = 27) completed at least
four sessions, and 77% (n = 23) completed at least
eight telephone sessions (see Table 1), including a
self-care plan. In terms of maintaining contact with
the telephone counselor following acute treatment
(at least seven telephone sessions), 21 (70%)
participants completed two booster contacts with
their telephone counselor within 90 days, which
was fairly consistent with the benchmark sample
(66%).
In addition, 69% of CBT-TT patients were “very
satisfied” with treatment at the 6-month follow-up.
These participation and feasibility outcomes were
slightly higher than for participants in the Simon et
al. (2004) benchmark sample (69% vs. 59%,
respectively), which may reflect the fact that
patients in the current study experienced twice the
reduction in severity of depression from baseline to

Table 1
Baseline Characteristics of Telephone Counseling Participants

Age (M, SD)
Female (N, %)
Ethnicity (N, %)
White
African American
Hispanic
Asian
Native American
Marital status (N, %)
Single
Married
Divorced/separated
Cohabitating
Widowed
Educational Attainment (N,%)
High School or Less
Some College
College Degree
More than College Degree
Taking Antidepressant at First Contact (N, %)
SCL20 Depression Score (M, SD)
Completing one session (N, %)
Completing at least four sessions (N, %)
Completing at least seven sessions (N, %)
Completing at least two booster sessions in 90 days
following core treatment
Self-rated “very satisfied” with telephone depression
treatment at 6 months (N, %)

Telephone Counseling Participants,
Current sample (N = 30)

Telephone Counseling Participants,
Simon et al., 2004 (N = 198)

33.1 (12.1)
20 (67%)

44.2 (15.8)
146 (74%)

27 (90%)
1 (3%)
2 (7%)
0
0

157 (79%)
29 (15%)
4 (2%)
7 (3%)
1 (1%)

12 (40%)
10 (34%)
8 (27%)
0
0

52 (26%)
87 (44%)
39 (20%)
13 (7%)
7 (3%)

10 (34%)
18 (60%)
1 (3%)
1 (3%)
0 (0%)
2.42 (0.57)
30 (100%)
27 (90%)
23 (77%)
21 (70%)

39 (20%)
90 (45%)
36 (18%)
33 (17%)
178 (90%)
1.51 (0.58)
184 (96%)
167 (84%)
125 (63%)
130 (66%)

15 (69%)

101 (59%)
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6 months. The average session duration among
CBT-TT participants was 32.36 minutes
(SD = 8.02), but varied from 21 to 52 minutes.
This outcome was fairly consistent with the average
session duration of 31.44 minutes (SD = 9.7) in the
Simon et al. (2004) trial.

clinical effects of cbt-tt
The improvement in severity of depression, as
measured by the SCL at 3 and 6 months posttreatment, among both samples is shown in Figure 1. In
a repeated-measures model, the CBT-TT participants experienced an average reduction of 1.2 SCL
points (i.e., moving from severe-moderate severity
to moderate-mild severity) at 3 months and a 0.49
average SCL reduction at 6 months. Both 3- and 6month improvements in severity of depression were
significant (p b .001).
The proportion of participants not meeting
DSM-IV criteria for a depressive disorder in the
current sample (as measured by the SCID) at 3 and
6 months posttreatment was 23.3% (n = 7) and
50% (n = 15), respectively. Further, the proportion
of patients manifesting reliable changes (Jacobson
& Truax, 1991) in SCL scores at treatment's end
and at the six-month follow-up was 63% and 88%,
respectively. Finally, 42% of the sample was
considered recovered (using a SCL cutoff score of
0.5 or less).
When comparing the current study outcomes to
the Simon et al. (2004) benchmark sample (see
Figure 1), the clinical improvements in SCL score at
6 months was similar (0.77 vs. 0.69, p = .42), with
little score variation between groups (SD = 0.55 vs.
0.50, respectively). However, significant differences
in mean SCL scores were detected between these
groups at 3 months (1.26 vs. 0.85, p = .001). It
should be noted that these groups began treatment

at significantly different baseline levels of SCL
depressive severity (2.42 vs. 1.51, p b .001), with the
current sample having higher baseline depression,
which could impact the course of recovery.
Further, a large difference existed between the
two samples as participants in the benchmark study
(Simon et al., 2004) began treatment with antidepressant use, as opposed to CBT-TT alone.
However, the use of antidepressant medication
did not significantly affect improvements in SCL
scores among those receiving CBT-TT in the
benchmark study, χ2(1) = 6.3, p = .09. Likewise,
no significant differences were detected in SCL
outcomes at 3 months, F(1, 28) = 0.01, p = .922, or 6
months, F(1, 24) = 2.63, p = .118, among participants in the current study who initiated antidepressant use during CBT-TT treatment (n = 10, 33%)
compared to participants receiving CBT-TT only
(n = 20, 67%).
The proportion of participants in each sample
manifesting a 50% decrease in depressive symptoms (as measured by the SCL) was also assessed at
3 and 6 months posttreatment. These outcomes
indicated that 50% (n = 15) and 67% (n = 20) of the
CBT-TT participants reported this level of improvement in their depressive symptoms, which closely
parallel the Simon et al. (2004) sample outcomes at
3 (48%) and 6 (58%) months.
Each telephone session was estimated to cost
approximately $40, or between $300–$400 to
complete the CBT-TT program. This amount is
slightly lower than the cost estimated from the
Simon et al. (2004) trial ($50/session or $400–$500
to complete the core program), which likely reflects
a pay grade differential between the locations in
which each trial was conducted. However, costs of
providing this type of care appear below that of
traditional office counseling (Lave et al., 1998),
which was estimated by Schulberg and colleagues
(1996) at $92/session.

Discussion

FIGURE 1 Trends in severity of depression between the current
sample (CS) and the benchmark sample (BM).

Approximately two thirds (66%) of adults initiating treatment for depression were initially interested in receiving counseling by telephone, similar to a
previous controlled trial that utilized CBT-TT in
conjunction with pharmacotherapy (Simon et al.,
2004). This level of demand for telephone counseling may reflect some of the unique features of this
treatment, such as convenience (e.g., telephone
sessions available evenings and weekends versus
clinic business hours), direct access (e.g., immediate
telephone connection versus arranging transportation, delays in waiting room, etc.), and structured
approach (e.g., using a depression care workbook
in tandem with their therapist).
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At the same time, participation rates also reflect
that many adult participants (approximately one
third) preferred face-to-face counseling. This finding may reflect the perceived value of in-person
treatment features, such as eye contact, body
posture, and touch. These in-person factors can
enhance the quality of the therapeutic relationship,
which has been shown to improve clinical outcomes
(effect size between 0.2–0.3) across a range of
therapeutic treatment modalities (Martin, Garske,
& Davis, 2000). One interesting line of research
would be to evaluate the perceived value of
relationship quality and outcomes across telephone
and in-person treatment for this population.
With respect to the feasibility of CBT-TT, 77% of
eligible participants completed the core program
during acute treatment (0–3 months), which was
higher than the completion rates (63%) found in
our earlier randomized trial (Simon et al., 2004).
This may be due to the active and proactive
outreach between phone sessions. For instance, in
the current study, the therapist sent appointment
reminder letters to each participant between
sessions and made approximately two to three
follow-up attempts to complete each session. In
addition, the completion rates may reflect participant autonomy in selecting this mode of treatment or beginning treatment at a moderate
severity of depression. Consequently, the current
sample may have been more motivated to complete
the program.
With regard to outcome, CBT-TT participants
appeared to benefit from telephone counseling as
found in earlier telephone trials (Mohr et al., 2005;
Simon et al., 2004; Tutty et al., 2000). The average
reduction in severity of depression among patients
in the current study was significant at 3 and 6
months posttreatment, compared to baseline functioning. Even though 34% of the sample did not
manifest a 50% or greater improvement by 6
months, 88% made clinically reliable changes
(Jacobson & Truax, 1991), and 42% were
considered recovered (based on SCL cut off score
of 0.5) at the 6-month follow-up.
Although promising, these outcomes are lower
than those observed for participants receiving inperson CBT for depression. For instance, Hollon
and colleagues (2005) have found that approximately 50% of depressed outpatients receiving
in-person CBT achieve remission at treatment
termination. With respect to long-term outcome,
Gloaguen and colleagues (1998) reported that
patients treated with in-person CBT manifested a
relapse rate of 29.5%.
Nevertheless, the majority of participants indicated they were very satisfied with the CBT-TT

program. Feedback from CBT-TT participants
during follow-up assessment calls indicated that
privacy (e.g., delivered in their own home) and
flexibility of receiving phone counseling sessions
(e.g., phone sessions delivered evening and weekends) were important factors in their level of
treatment satisfaction. Given the high level of
stigma and travel time associated with traditional
office care, particularly among rural residents who
have greater barriers to treatment access (Nutting et
al., 2002; Rost, Smith, & Taylor, 1993), these
satisfaction outcomes suggest that CBT-TT may
been an acceptable treatment for depression.
Although the feasibility and clinical outcomes
observed in this study are promising, several
limitations should be considered in interpreting
these results. Primarily, the lack of a true control
group limits the generalization of the outcomes
detected. In addition, recruitment may have
resulted in a selection bias. In this sample, selection
bias was quite likely given that one-third of the
clients referred for evaluation declined to participate in CBT-TT specifically because they preferred
in-person therapy. Consequently, the sample may
have consisted of adults who were motivated to
receive telephone counseling. Furthermore, participants who presented with symptoms below a mild
depression severity (i.e., N1.0 SCL score), had
recent mental health treatment, or met criteria for
bipolar depression were excluded.
Additional limitations include the fact that
therapist variables could not be evaluated, as only
one therapist delivered care for the entire sample
and the assessors were aware that participants
received CBT-TT. In order to systematically evaluate the effectiveness of CBT-TT in routine clinics,
multiple CBT-TT therapists would be necessary to
evaluate the level of training needed, the fidelity of
manualized treatment provided, and any therapist
effects. Although the level of training, sophistication of intervention tools, and resources involved in
delivering telephone counseling have been explicitly
described elsewhere (Tutty et al., 2005), it also
remains unclear how traditional office-based therapists may respond and integrate this type of
program into their usual practice. Finally, the
sample was small (N = 30) and homogeneous.
Despite these limitations, we found that providing phone counseling in a real-world clinic setting
to depressed adults was feasible. The high completion rate, response to treatment, and patient
satisfaction appear to suggest that telephone
counseling may be an effective treatment alternative
for adults seeking mental health care for depression
(and possibly other disorders). This may be due to
the fact that phone counseling may sidestep many

Downloaded for Anonymous User (n/a) at GEORGE WASHINGTON UNIVERSITY from ClinicalKey.com by Elsevier on December 18, 2019.
For personal use only. No other uses without permission. Copyright ©2019. Elsevier Inc. All rights reserved.

telephone cbt for depression
of the barriers encountered in traditional office
psychotherapy, such as social stigma, travel, waiting time, and costs (Nutting et al., 2002; Rost et al.,
1993; Schulberg et al., 1996). Given the convenient
and accessible features of phone counseling and the
potential for improving treatment in a cost-efficient
manner, additional research is needed to explore
the feasibility and effectiveness of this service in
other real-world clinic settings and populations.
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