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ABSTRACT

The main purpose of this study was to determine the clinical effectiveness of cognitive behavior
therapy (CBT) delivered for people with depression in Bangladesh. There were four phases in
this study. To achieve this goal in the first two phases we had worked on adapting the standard
protocol of CBT as practiced by mainstream practitioner and mental health professionals in the
world. Information gathered from the first phase researcher write up the first draft of adapted
CBT manual into Bengali. In the second phase the CBT manual was given to seven judges for
evaluation according to their opinion and experiences. After synthesizing the judges’ suggestions
the draft of adapted Bengali CBT manual was finalized. In phase three, to evaluate the functional
feasibility of the adapted Bengali CBT treatment manual we had conducted a pilot study on five
diagnosed patients with depression referred by the psychiatrists. To meet the purpose of the
study in the fourth phase a randomized clinical trial (RCT) was administered to determine the
effectiveness of the adapted Bengali CBT manual. In this phase a total of 107 participants
diagnosed with depression were randomly allocated into two groups (treatment group and wait
list control group) for the sample in this study. The participants were collected from three
different hospitals in Dhaka city. Treatment group was received allocated intervention and wait
list control group was not received allocated intervention. We used several valid and reliable
psychometric measurements to measure symptoms of depression and associated symptoms of
anxiety, psychological distress and suicidal risk. Information about socio-demographic
characteristics was collected through structured interview. Assessments were completed at
baseline (pre-test), termination (post-test) and one-month after termination (follow up) of the
clinical trial, using the specific scales. Results of descriptive statistics showed that there were no

significant differences between two groups on participant’s age, marital status, percentage on
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family income, or educational status. There were also found no significant differences between
two groups on baseline measures indicating successful randomization. Using the general linear
model —repeated measures design via intention to treat (ITT) analysis outcome effectiveness was
analyzed. Post-hoc analyses were conducted to see the differences among means in three-time
periods (baseline, post intervention and follow up). To examine the impact of predicting
variables stepwise multiple regressions were ran. Large treatment effects sizes at post-
intervention and follow-up were achieved on most of the outcome measures following CBT for
depression. This study suggests that participants who received the adapted Bengali CBT manual
showed greater improvements and good response to the therapy and CBT should be considered a
viable treatment option for depression. This study added a new step for initiating a much needed
research for checking the effectiveness of CBT for the most common mental illness that is
depression in Bangladesh. The current study will also help to reduce this evidence based
knowledge gap related to depression and intervention in our own country. Recommendations for

treatment implications, upcoming research, and study limits are considered.
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INTRODUCTION
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Depression is a multifaceted health issue among various other mental health problems
that affect one in 20 people every year (American Psychiatric Association, APA, 2013; World
Health Organization, WHO, 2012). The total estimated number of people living with depression
increased by 18.4% between 2005 and 2015 that reflects the overall growth of the disorder in
global population, as well as a proportionate increase in the age groups at which depression is
more prevalent (Bromet et al., 2011; Global Burden of Disease, GBD, 2015). Estimated global
prevalence of depressive episode in worldwide is 4.4% (WHO, 2017). Decades back it was
expected to become the number one cause of the burden of diseases in developing countries
(Abas & Broadhead, 1994). Eventually it has been found with different national and international
surveys that clinical depression is the cause of disease burden for developing and under
developed countries (Firoz et al., 2007, WHO, 2017). Overall prevalence of psychiatric disorders
in Bangladesh is 16.50% and among them 4.60% - 8.00% suffers from depressive disorders

(Chowdhury et al., 1981; Firoz et al., 2007; Hosain et al., 2007).

Depression is a mood disorder that can vary in severity from a fluctuation in normal
mood to an extreme feeling of sadness, pessimism, and despondency (VandenBos, 2007). In
another definition Vallejo et al. (2015) stated that the term depression is used in three different
ways, i.e. symptoms, syndrome and disease. As a symptom, it can accompany other psychic
disorders, as a syndrome, it groups processes characterized by sadness, inhibition, guilt,
disability and loss of vital impulse, and as a disease, it is outlined as a disorder of biological
origin in which an etiology, a clinic, a course, a prognosis and a specific treatment can be
established. In clinical depression all have one common feature, namely the presence of sad,
empty or irritable mood, accompanied by somatic and cognitive changes that significantly affect

the individual's capacity to function (Diagnostic and Statistical Manual of Mental Disorders,
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DSM-5, APA, 2013). Depression may feature sadness, difficulty in thinking and concentration
and a significant increase or decrease in appetite and time spent sleeping (De Zwart et al., 2019).
People experiencing depression may have feelings of unhappiness, hopelessness and, sometimes,
suicidal thoughts and it can either be short-term or long-term. It is suggested that the majority of
individuals experience depressive disorders as a group of conditions, as their major feature is
disturbance of mood that causes significant clinical distress or impairment in functioning (De
Zwart et al., 2019). To be diagnosed as depression, an adult person will have to experience
symptoms clustered around three phenomena namely low mood, tiredness, and lack of interest or

enjoyment in things (DSM-5; APA, 2013).

Depending on the number and severity of symptoms, a depressive episode can be
categorized as mild, moderate, or severe (National Collaborating Centre for Mental Health,
2010). It may develop a serious health problem if it persists for long periods of time and occurs
with a moderate-to-severe degree of intensity (WHO, 2012). An individual with a mild
depressive episode will have some difficulty in ongoing everyday work and psycho-social
activities, but will probably not finish functioning completely. Symptoms of depression can
become chronic or recurrent and lead to substantial impairments in an individual’s ability to take
care of his or her everyday responsibilities (WHO, 2012). During a severe depressive episode, on
the other hand, it is very unlikely that the sufferer will be able to stay with social, work, or
domestic activities, except to a very limited extent (WHO, 2012). Depression is one of the most
common psychiatric ilinesses and often co-exists with other serious illnesses. Diagnosis of
depressive disorder was mostly associated with a comorbid anxiety disorder (WHO, 2017). The

comorbidity was also found with substance use disorders, somatoform disorders, personality
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disorders, schizophrenia and dementia as well as medical conditions such as thyroid disease,

cardiac disease, cancer and neurological diseases (Kessler et al., 1996; Kessler et al., 2005).

Depression has great impacts on people’s everyday life and activities as affecting to
individuals’ loss of interest, efficiency, and social interactions and thereby impacts on social and
global economy (WHO, 2019). Since depression impairs functioning in various domains such as
everyday life, work, networks, friends and family rigorously to deal with the capacity for self-
care and independent living in many cases. About 60% of individuals who meet criteria for
depression reported severe impairment of functioning (Kessler et al., 2005). Depressed persons’
educational achievements become lower; income levels become reduced, feel lack of interest in
employments, and get decreased occupational status than non-depressed persons (Ayalon, 2012;
Cheung et al., 2019). Almost all physical, psychological and social functioning of depressed
individuals are often reduced, and they visit medical centers more often than people with other

major chronic medical problems (Katon, 2011).

In addition, depression can coexist with almost every other mental health iliness,
aggravating the status of those who suffer the combination of both depression and the other
mental illnesses (Miller et al., 1995). Notwithstanding to that depression is also found to be
associated with stress related disorders (acute stress disorder or post-traumatic stress disorder)
that is a serious global public-health issues worldwide (Kessler et al., 1996; Sinyor et al., 2016).
Lower health status and loss of functioning has also been reported in depressed patients than in
those without depression (Isacson et al., 2005; Katon et al., 1993; Kosloski et al., 2005). Impact
of depression is also associated with long-lasting impairment and impairment caused by other

common, chronic medical conditions such as diabetes, hypertension, heart attack, and congestive
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heart failure (Murray et al., 1996). Depression can increase the risks for developing coronary

artery disease, HIV, asthma and many other medical illnesses (Miller et al., 1995).

Depression brings grievous vulnerabilities to an individual’s life that can increase the risk
of harmful lifestyle with behaviors eventually leading to significant disabilities, psycho-social
problems, ill health, and suicide. The vital concern of depression is suicide and increased risk of
mortality (Choo et al., 2014; Cuijpers & Smit, 2002; Large, 2016; Lopez et al., 2006). It was
observed that the most of the individuals who had committed suicide had major depressive
disorders at the time of their death (Arsenault-Lapierre et al., 2004; Cavanagh et al., 2003).
Suicide is a major public health problem in every country and every community worldwide
(WHO, 2014). Almost | million lives are lost yearly due to suicide, which estimates to 3000
suicide deaths every day and every person died by suicide, 20 or more may attempt to end his or
her life (WHO, 2012). In a research found that depression is strongly related to both suicidal
ideation and suicidal attempt (Goldsmith et al., 2002). Studies also have suggested that in high-
income countries over 90% of adult suicidal deaths are associated with psychiatric disorders,
especially with depressive disorders (Conwell et al., 1996; Lesage et al., 1994; Wulsin et al.,

1999; WHO, 2014).

Most of the studies find that gender, age, socioeconomic status and marital status are
linked with depression. The lifetime prevalence of depression is found to vary widely across
countries, with prevalence normally higher in high income versus low—middle income countries.
It is associated with substantial disability and lifetime prevalence ranging from 2% to 15%
(Ustun &Chatterji, 2001; Ustun et al., 2004). A subsequent cross-national comparison by

Andrade et al. (2003) included 10 population-based studies found that the lifetime rates ranged



COGNITIVE BEHAVIOUR THERAPY FOR DEPRESSION 6

from 1.0% (Czech Republic) to 16.9% (US), with midpoints at 8.3% (Canada) and 9.0% (Chile).
But the World Health Survey conducted in 2013 and found that the prevalence of depression for
countries classified according to economic development was similar, with 6.0% in low-income

countries, and 7.6% in upper-middle-income countries (Rai et al., 2013).

In a study Bromet et al. (2011) studied 89037 people from 18 countries and concluded
that the average lifetime and 12-month prevalence estimates of major depression were 14.6% and
5.5% in high-income countries and 11.1% and 5.9% in low- to middle-income countries. In a
published cross-national comparison study of major depression from 10 population-based
surveys found that the lifetime prevalence ranged from 1.5% (Taiwan) to 19.0% (Beirut), with
the midpoints at 9.2% (West Germany) and 9.6% (Canada) (Weissman et al., 1996). In another
study Moussavi et al. (2007) summarized data on depressive episodes and found that the 1-year
prevalence was 3.2% in participants without comorbid physical disease, and 9.3% to 23.0% in

participants with chronic conditions.

Depression is anticipated to vary all over the life course, as ageing is a risk factor for the
development of depression and symptoms of depression. In a study found that the highest rates
of first onset of depression (1.4% - 9.1% of the population) occur among young adults (aged 12
to 24) and lower rates (1.3%-1.8%) occur among people 65 years of age or more (Patten, 2000).
Prevalence rates vary by age, peaking in older adulthood (above 7.5% among females aged 55-
74 years, and above 5.5% among males) (WHO, 2017). Akhtar and Ladeen (2007) reported that
the highest prevalence rate of lifetime depression (14.3%) was in the age group between 20 and
24 years. In a study showed that the prevalence of depression and depressive symptoms peaked

among individuals aged 3040 years and 80-90 years (Mirowsky & Ross, 1992). In another
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study showed that the proportion of depression was lowest (30.3%) among 18-29 years' and
highest (43.2%) among 30-39 years' age group (Chaudhuri et al., 2017). Again, there was a
gradual reduction in the proportion of depression after 39 years (Chaudhuri et al., 2017). Yang

(2007) also showed that depression declined with age.

The proportion of depression is more among females than males. The point prevalence of
major depression ranges from 2.6% to 5.5% among men and from 6.0% to 11.8% among women
(Dubovsky & Dubovsky, 2008). The lifetime prevalence of depression ranges from 20% to 25%
in women and 7% to 12% in men (WHO, 2012). Depression is more common among females
(5.1%) than males (3.6%) (WHO, 2017). In a study Khan et al. (2020) aimed to assess the
prevalence and socio-demographic correlates of depressive symptoms among 898 students, of
the respondents, 25% reported depressive symptoms with prevalence more common among
females than males (30% vs. 19%). Postparturﬁ depression has been a common depressive
mental disorder among the mothers in a low-income country. In a survey found that 11 to 20
percent of new mothers were affected by postpartum depression (Centers for Disease Control
and Prevention, CDC, 2008). In another study Kessler et al. (2005) reported that, in general,
prevalence rate of depressive disorder is much higher among single or divorced individuals than
among married individuals. Women have a twofold increased risk of depression compared to
men, people who are separated or divorced have significantly higher rates of depression than the
currently married, and the rate of depression generally goes down with age (Weissman et al.,

1996; Andrade et al., 2003).

It is impossible to point out only one cause of depression. However, there have potential

causes of development of depression may be due to cognitive, biological, psycho-social, socio-
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economical, political instability, malnutrition, stress, through the influence of the family or the
environment influence and socio-cultural components (Huang & Zhao, 2020; Licinion & Wong,

2005; Moss et al., 2003).

The biological factors of depression of adults may vary, depending on several risk factors
that cause or increase depression. Hormonal disturbances have been observed in major
depressive disorders including low levels of melatonin, elevated glucocorticoid secretions, and
blunted growth hormone and thyroid stimulating hormone (Moss et al., 2003). The
neurobiological approaches to etiology of depressive disorders hypothesize change in
monoamines receptors as well as in the concentration or the turnover of the amines and the
patients of depression having no medications have irregularities in various aspects of
monoamines functions (Mayou & Cowen, 2001). There may be abnormalities in the
hypothalamic centers controlling the endocrine system found in patients of depressive disorders
(Mayou & Cowen, 2001). Moreover, there is agreement among researchers that mood disorders
are associated with the deregulation of biogenic amines, particularly norepinephrine and
serotonin (Licinio & Wong, 2005; Mayou & Cowen, 2001). Research also showed that if a
mother is depressed then their children are mostly affected, maternal depressive symptoms were

associated with infants’ length and low weight (Black et al., 2009; Nasreen et al., 2013).

Psycho-social risk factors include low socioeconomic status and lack of social support
that have been reported to be associated with poor antidepressant treatment outcome (Licinion &
Wong, 2005). There is an important relationship between life events and depressive disorders;
instances of stressful life events include divorce, retirement, bereavement, and depression in

childhood (Licinion & Wong, 2005; CDC, 2008). Thereby, life is particularly focused on the
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family, family pressures could be intense, these pressures also involved trying to meet the
financial demands of family than other countries, a psychosocial framework attributing the cause
of thoughts and emotions related with depression, resulting from social causes (Lavender et al.,
2006; Natasha et al., 2015; Selim, 2010). On the other hand, concems about one’s own health
and that of their beloved ones, as well as uncertainty about the future, can generate or exacerbate

fear, depression, and anxiety (Fiorillo & Gorwood, 2020).

People who have suffered from adverse life events are reasonable to develop depression.
Researches also have shown that stressful life events such as job loss, financial worries, major
changes in life circumstances, conflict in a relationship, physical illness, death of a loved one
may build depression gradually (Lavender et al., 2006; Khan et al., 2020). Sometimes many
situations come unexpectedly and it can become more difficult to cope-with these types of
situations might create stress. Unpredictable situation, at the time of Coronavirus Disease 2019
(COVID-19) pandemic, people experienced stress, anxiety, fear, sadness and depression (Fiorillo
& Gorwood, 2020). Because the pandemic has bought many changes in people’s life and with it
uncertainty, changes in daily routines, financial problems, social isolation and loneliness (Fiorillo
& Gorwood, 2020; Huang & Zhao, 2020). In particular, the increased loneliness and reduced
social interactions are well-known risk factors for several mental disorders, including
schizophrenia and major depression (Fiorillo & Gorwood, 2020). Depression can, in turn, lead to
more anxiety and dysfunctional behavior and deteriorate the affected person’s life situation and

depression itself (Khan et al., 2020).

Cognitive factors related to negative style of thinking directs one's interpretation,

perception, and experiences, then constructing negatively predisposed explanation of one's
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private world, and eventually, the beginning of depressive mood and symptoms ( Beck & Beck,
2011). Negative early life events and childhood memories may be considered as predisposing
factors or triggering factors that may influence the individual for depression. There is consistent
evidence that depression is predicted by significant negative life events (Beck, 1995). Beck's
cognitive theory (1995) hypothesized that people’s explanation of negative life incidents have an
important role in their depression experience. Beck (1995) assumed that depressed peoples had
negative beliefs or schemas. The schemas are triggered by negative life incidents and create
negative (or automatic thought) beliefs about the life events. In particular, depressed individuals
have a negative belief about themselves (viewing themselves as deficient, inadequate, unlovable,
and worthless), their environment (viewing it as devastating, filled with setbacks and barriers),
and their future (viewing it as discouraging, hopeless, and failure) (Beck, 1995). Persons
diagnosed with depression have multiple cognitive distortions and biases to negative thoughts to
develop and maintain mild to moderate depression (Beck, 1995). Similar evidence has been
found in Bangladesh with the patients of depression (Hossain et al., 2008; Siddika &
Chowdhury, 2015). Overgeneralization, jumping to conclusion, personalization, labeling, and
mental filter were prevalent in depression (Hossain et al., 2008). These types of distortions and

negative thoughts make people more depressed and may lead to suicidal ideation.

Various types of treatments are available for depression and continuing research on
depression found that early detection is an important step in primary prevention (Andrews, 2001;
Solomon et al., 2000). Without treatment, depression has the predisposition to become a chronic
condition, be persistent and to be associated with increasing disability (Andrews, 2001; Solomon
et al., 2000). Community based multi-centric service oriented research on mental illness focused

on awareness, prevalence, care, acceptance and follow-up in Bangladesh (Asghar et al., 2007;
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Hossain et al., 2014; Rahman et al., 2003). The underlying reasons of severity of depression
include the illness itself and the heavy medical cost, unsatisfactory medical care service and poor
doctor—patient relationship (Ho et al., 2013; Wu et al., 2014). Many psychological treatments are
available for depression; treatment of depression involves medication, electroconvulsive therapy,
psychotherapeutic and psychosocial interventions (National Institute of Mental Health, NIMH,

1999).

Medications are the main physical treatments for depression and helpful for treating
symptoms of depression in some people, particularly when their depression is severe. Research
found that antidepressants are as effective as psychotherapy for major depression, and these
findings also appropriate for both severe and mild forms of depression (Cuijpers et al., 2008;
Imel et al., 2008). Antidepressants are medicines that treat depression such as selective serotonin
reuptake inhibitors (SSRIs), tricyclics (TCAs) and irreversible monoamine oxidase inhibitors
(MAOISs) are three similar classes of antidepressants (Anderson, 2000). Lithium has been used to
supplement antidepressant therapy in those who have failed to respond to antidepressants alone
(Bauer & Dopfmer, 1999). There is evidence a relatively mild side effect of antidepressants,
emotional blunting, is confused with a symptom of depression itself (Anderson, 2000). For the
medication side effects close monitoring is required. Electroconvulsive therapy (ECT) is another
standard psychiatric treatment (Rudorfer et al., 2003) which is used for major depressive disorder
(Beloucif, 2013) with informed consent. The acute effects of ECT can include amnesia, both

retrograde and anterograde (Benbow, 2004).

Psychotherapy is often recommended as a principal choice of treatment especially for

those with mild to moderate depression. Depression-focused psychotherapy is recommended as
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an initial treatment choice for patients with mild to moderate depressive disorder. Considerations
in the choice of a specific type of psychotherapy include the goals of treatment, talks about here
and now, past positive response to a specific type of psychotherapy, patient preference, and the
accessibility of clinicians skilled in the specific psychotherapeutic approach (Wampold, 2013).
When determining the frequency of psychotherapy sessions for an individual patient, there
should be considered multiple factors, including the specific type and goals of psychotherapy,
symptom severity (including suicidal ideas), co-occurring disorders, collaboration with
treatment, obtainability of social supports, and the frequency of visits necessary to create and
maintain a therapeutic relationship, confirm treatment adherence, and monitor and address
depressive symptoms and suicide risk (APA, 2009). There are many kinds of psychotherapeutic
treatments that are aimed at helping individuals to overcome stress, relationship problems,
negative habits and behavior, thought disorder and depression, etc. (Beck, 2011). Psychotherapy
that are mainly used for depressive patients include psychodynamic therapy, cognitive behavior
therapy (CBT) interpersonal therapy, dialectical behavior therapy, acceptance and commitment

therapy, and mindfulness-based cognitive therapy.

In the practice of psychotherapy the psychodynamic understandings of depressive
disorders were described by Sigmund Freud, Abraham A. Brill, and Melanie Klein in different
times (Corsini et al., 2008). The principles of psychodynamics were introduced in the 1874 by
Emst Wilhelm von Brucke and later Freud used the term psychodynamics to define the processes
of the mind (Bowlby, 1999). In psychodynamic and psychoanalytic approaches, there is a great
importance on the role of unconscious processes in contributing to mental illness that can be
traced back to Freud (1923). Later the concept and application of psychodynamics were further

developed by Carl Jung, Alfred Adler and Melanie Klein (Hall, 2016). The term
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“psychodynamic” itself refers to the conflict that arises when different forces within the mind are

opposed or have competing interests (Freud, 1933).

On the other hand in the practice of psychotherapy CBT is regarded as a non-
pharmacological intervention, based on social learning theory, which emphasizes how our
thinking interacts with how we feel and what we do (Beck et al., 1979). The philosophical roots
of CBT developed from Stoic philosophers, particularly Epictetus, believed that reasoning could
be used to recognize and reject false beliefs that lead to unhelpful emotions, which has
influenced the way modern cognitive-behavioral therapists detect cognitive distortions that
contribute to depression (Mathews, 2015). The role of the unconscious is less prominent in the
conceptualization of mental illness in CBT (Holyoak & Spellman, 1993). It is not that the
unconscious is unclear; on the contrary, it has been widely accepted that many cognitive
processes occur on an unconscious level (Holyoak & Spellman, 1993; Schacter, 1992). The
modern roots of CBT can be traced to the development of behavior therapy in the early 20th
century, the development of cognitive therapy in the 1960s, and the subsequent merging of the
two (Trull, 2007).Grounding work of behaviorism originated with John B. Watson and Rosalie
Rayner's studies of conditioning in 1920. These were the circumstances of the development of
Joseph Wolpe's behavioral therapy in the 1950s (Plaud, 2003). It was the work of Wolpe and
Watson, which was based on Ivan Pavlov's work on learning and conditioning, which influenced
Hans Eysenck and Amold Lazarus to develop new behavioral therapy techniques based on
classical conditioning (Rachman, 1997). In Britain, Joseph Wolpe applied the findings of animal
experiments to his method of systematic desensitization and applied behavioral research to the
treatment of neurotic disorders (Jones, 1924). At the same time Eysenck's work, B. F. Skinner

and his associates were starting their work on operant conditioning (Corsini et al., 2008). After
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that in psychotherapy Alfred Adler was addressed cognition with his idea of ‘basic mistakes’ and
how they contributed to creation of unnatural or useless behavioral and life goals (Mosak &
Maniacci, 2008). Adler's work influenced the work of Albert Ellis and developed the earliest
cognitive-based psychotherapy, known as rational emotive behavior therapy (REBT) (Mosak &
Maniacci, 2008). Alternatively, Aaron T. Beck, in his psychoanalytic practice was conducting
free association sessions (Oatley, 2004). During these sessions, Beck noticed that thoughts were
not as unconscious as Freud had previously theorized, and that certain types of thinking may the
cause of emotional distress and called these thoughts “automatic thoughts” (Oatley, 2004). It
appears that as behavior therapy becomes more cognitive and as psycho-analytic therapists show
interest in short-term therapies and object relations and interpersonal analytic models, the
opportunity for rapprochement increases (Arkowitz & Hannah, 1989). Instead, more emphasis is
placed upon identifying factors that are currently maintaining or prolonging symptoms that
include environmental stimuli, thoughts, or behaviors (Beck & Beck, 2011). Over time, not only
CBT was known as a therapy, it was used as an umbrella term for all cognitive-based

psychotherapies as well (Wedding, 2007).

Therefore, interpersonal therapy (IPT) was developed by Gerald Klerman and Myma
Weissman for major depression in the 1970s is a systematic, time-limited, interpersonally
focused, and psycho-dynamically informed psychotherapy (Stuart & Robertson, 2003). IPT was
influenced by CBT as well as psychodynamic approaches (Weissman et al., 2000). The focus of
therapeutic attention is to explore how events in a person’s past have led to their current
depression. It takes its structure from CBT in that it is time-limited, employs structured
interviews and assessment tools (Weissman & Markowitz, 2007). Within IPT interpersonal

relationships are the focus of therapeutic attention as the means to bring about change, with the
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aim of helping patients to improve their interpersonal relationships or change their expectations

about them (Wurm et al., 2008).

Dialectical behavior therapy (DBT) is a treatment approach emerged from attempts to
apply standard behavior therapy and originally developed by Marsha M. Linehan (Dimeff &
Koerner, 2007). DBT was as a modified form of CBT in the late 1980s and it adapts CBT to
assist patients to deal with stress (Bass et al., 2014). It was originally developed from a trial-and-
error clinical work grounded on the application of behavioral philosophies and social learning
theory to suicidal behaviors (Linehan, 1981; Staats & Staats, 1963; Staats, 1975). “Dialectic” in
the context of this therapeutic approach, means “weighing and integrating contradictory facts or

ideas with a view to resolving apparent contradictions” (Linehan, 1993).

Acceptance and commitment therapy (ACT) was developed by Steven C. Hayes in order
to create a mixed approach which integrates both cognitive and behavioral therapy in 1982
(Kazantzis et al., 2010). It encourages the individual to accept and integrate into their lived
experiences challenging affective responses and to recognize and eliminate the controlling
dimensions that specific contextual situations exert upon them (Harris, 2006). The main purpose
of ACT is to encourage individuals to respond to situations constructively, while simultaneously
negotiating and accepting challenging cognitive events and corresponding feelings, rather than

replacing them (Hayes, 2004).

Mindfulness-based cognitive therapy (MBCT) is a treatment approach to psychotherapy
that uses CBT methods in collaboration with mindfulness meditative practices developed by

Kabat-Zinn in 1990 and similar psychological strategies (Kabat-Zinn & Hanh 2009; Sipe &
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Eisendrath, 2012). Individual who contributed on the development of mindfulness in the modern
treatment approach include Thich Nhat Hanh, Herbert Benson, Jon Kabat-Zinn and Richard J.
Davidson (Davidson, 2005). Mindfulness is the awareness that emerges through paying attention
on purpose, in the present moment, and nonjudgmentally to things as they are (Teasdale & Segal,
2007). It incorporates elements of what is happening in the present on a moment by moment

basis, without any judgment (Segal et al., 2002).

Therefore, CBT has components that act as a base for different other therapies and later
evolved as an effective therapeutic approach. Cognitive theory does acknowledge that many
processes of the mind do occur below a threshold of conscious awareness (Kihlstrom,
1990) but there is not a great emphasis placed on discovering material that is unknown to a
patient. Although CBT have only recently become more intimate, psychodynamic and behavioral
approaches might be characterized as having had a long history of casual affairs (Dawson &
Moghaddam, 2015). CBT refers to a set of interventions that share the basic principle that
psychological disorders and distress are maintained by cognitive factors (Hofmann et al., 2013;
Lockwood et al., 2004). CBT for depression is aimed at symptoms reduction, through the
identification and modification of negative automatic thought (NAT) and cognitive distortions.
From this primary focus on depression, CBT has been extended to treat a wide range of
disorders. In a word, CBT proposes that dysfunctional thought (which influence the clients’
emotion, behavior and physiology) is common to depression. Essential components of CBT for
depression include a focus on helping clients solve problems; become behaviorally activated; and
identify, evaluate, and respond to their depressed thinking, especially to negative thinking about

themselves, their worlds, and their future (Beck, 2011). When persons become competent in



COGNITIVE BEHAVIOUR THERAPY FOR DEPRESSION 17

identifying their thinking process and learn how cycle of depression work in a more realistic and

adaptive way person will experience improvement in their emotional state and in their behavior.

Common principles and elements of this approach is that CBT is directive, time-limited,
thought focused, present centered and structured approach used to treat a variety of mental health
disorders (Friedman et al., 2016). The key elements of CBT may be grouped into those that help
foster an environment of collaborative empiricism and those that support the structured,
problem-orientated focus of CBT (Fenn & Byme, 2013). CBT ultimately aims to teach patients
to be their own therapist, by helping them to understand their current ways of thinking, emotion
and behavior, and by training them with the both cognitive and behavioral techniques to change
their maladaptive cognition and behavioral patterns. Beck et al. (1979) out-lined three levels of
cognition- core beliefs, dysfunctional assumptions and negative automatic thoughts. Core beliefs,
or schemas, are usually global, overgeneralized and absolute. These beliefs develop in childhood
and gradually held negative core beliefs about self (I am unwanted), others (Other people are
untrustworthy) and the world (The world is unfair). On the other hand, dysfunctional
assumptions are negative in content, rigid rules, attitudes and assumptions that people adopt
(Fenn & Byrne, 2013). These thoughts are irrational, self-defeating and individuals may or may
not be conscious of their automatic thoughts. These thoughts are also conditional, unrealistic and
therefore maladaptive that forms one’s response to experiences and situations, e.g., “Unless I am
loved, I cannot be happy”. When dysfunctional assumptions are activated by stress,

dysfunctional assumptions lead to cognitive errors, which lead to depression (Beck, 2011).

Cognitive errors or logical errors are the most evident inconsistency in depressed

patients. Depressed people with negative core beliefs or self-schemas become predisposed to
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making exaggerated, irrational thought or logical errors in their thinking process, and they focus
on certain aspects of a condition selectively while ignoring equally relevant information (Oshio,
2012). Beck et al. (1979) identified a number of systematic negative bias in information
processing known as logical errors or faulty thinking. These cognitive distortions are self-
defeating, and can cause depression for the individual, for example, when people experience
arbitrary inference they are drawing a negative conclusion even in absence of relevant supporting
data (Beck & Beck, 2011). By selective abstraction people become focused on the worst aspects
of any situation. By magnification and minimisation people tend to exaggerate the problems and
if they have a solution they make it smaller. When people experience dichotomous thinking they
see everything as black and white and there is no in between (Oshio, 2012). Such thoughts
worsen, and are impaired by the cognitive triad. Beck (1995) believed these thoughts or this way

of thinking at one point becomes automatic and predisposes to depressive disorders

The cognitive behavioral model of depression helps to clarify why the emotional
experience of depressed patients create negative schema and incompetence to cope with life’s
demands (Whisman, 2008). Cognition or thought identification to the CBT is a central way of
starting intervention. In CBT, the ‘cognitive model’ is used as a framework in which to
understand a person’s mental distress or presenting problem (Friedman et al., 2016).
Formulations can be developed using different formats, represented by different ways of
formulating depression. Beck et al. (1979) created a longitudinal formulation of depression.
From the beginning the therapist starts formulation to conceptualize about the psychological
mechanisms causing and maintaining the patient’s problems. The therapist uses the formulation
to describe patient’s problems and develop a treatment plan and take informed consent to it from

the patient’s. Formulation helps the therapist and patient to recognize or identify how all the
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patient’s disorders and problems are related. The therapist uses tﬁe formulation to conceptualize
the connection between NAT and deeper level of beliefs which finally guide intervention
selection and other clinical decisions (Friedman et al., 2016). Within this formulation, early
experiences (e.g. rejection by parents) contribute to the development of core beliefs, which lead
to the development of dysfunctional assumptions (e.g. ‘Unless I am loved I am worthless’),
which are later activated following a critical incident (e.g. loss), leading to NATSs and the
symptoms of depression (Fenn & Byme, 2013). After completion of formulation treatment
planning, especially the process of setting goals, making decisions about which problems or

disorders to tackle first, and identifying treatment targets, interventions is started.

CBT interventions for depression have been widely researched. A meta-analysis by
Dobson (1989) concluded that in the treatment of depression cognitive therapy is superior to
other forms of psychotherapy. In a study by Chen et al. (2006) compared the effectiveness of
CBT on depression and self-esteem of CBT group with a control group. Results showed, one
month after intervention, the depressive symptoms and self-esteem of the experimental group
remained slightly but significantly better than those of the comparison group subject. Several
meta-analyses also reported the longer-term effects of CBT that people who received CBT for
depression had lower relapse rates after 1- and 2-year follow-up intervals than people with wait
list or control condition (Vittengl et al., 2007; Dobson, 1989). But in other meta-analysis by
Cuijpers et al. (2013) suggested that CBT may also be more efficacious than pharmacotherapy
for long-term but not short-term outcomes, whereas this meta-analysis focused only on short-
term. Therefore, another meta-analysis of effectiveness studies concluded that patients receiving
CBT for depression in naturalistic settings do not benefit as much as those who receive it as part

of a strictly controlled RCT (Hans & Hiller, 2013).
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CBT has undergone extensive scientific examination through comparisons in RCTs,
element analyses, and mediation analyses (Dobson, 1989; DeRubeis et al., 2005; Hofmann et al.,
2013). CBT is a universally classified psychotherapeutic approach which seeks to solve
psychological or neurotic disorders, behavior problems concerning dysfunctional emotions, and
behavior and cognitions through a goal-oriented systematic procedure (Albano & DiBartolo,
2007). Research evidence suggests that CBT is an effective treatment for depression and is
included in the National Treatment Guidelines in the UK and the USA (National Institute for
Health and Clinical Excellence, NICE, 2004). Research findings also suggest that CBT might be
as effective as medication in treating moderate to severe depressive illness, especially in the
initial phases of depressive illness (DeRubeis et al., 2005). The evidence is strong for the use of
CBT to treat moderate depression, it performs significantly better for moderate depression
compared to remaining on a waiting list or receiving no treatment, and as well as or better than

other behavioral or pharmacological therapies (Hofmann et al., 2012).

CBT has been shown to have a long-term positive effect for patients. International
evidence suggests that CBT is cost-effective and it has long term effectiveness (Hollinghurst et
al., 2010). Compared to pharmacological approaches, CBT and medication treatments had
similar effects on chronic depressive symptoms, with effect sizes in the medium-large range
(Vos et al., 2004). Other studies indicated that combination therapy of CBT with
pharmacotherapy was more effective in comparison to CBT alone (Chan, 2006). In a randomised
trial, Dobson et al. (2008) found that depressed patients who had previously been treated with
anti-depressant medication had a greater chance of relapse through 1 year follow-up than patients
who had previously received CBT. In fact, prior CBT had an enduring effect that was as strong

as continuing patients on anti-depressant medication. In the study of Hamdan et al. (2009)
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showed that participants had lower scores on perceived stress, lower depressive symptoms, less
use of avoidance coping strategies, and more use of approach coping strategies after CBT
intervention. The evidence for severe depression is mixed, studies suggest that CBT is just as

effective as medication for severe depression (McMain et al., 2015).

There is also strong evidence found for the effectiveness of CBT in treatment and relapse
prevention of depression (Dobson & Shaw, 1988; Dobson, 1989; Dimidjian & Goodman, 2009;
Embling, 2002; Fava et al., 1998; Goodman & Garber, 2017). Studies found that CBT for
depression was more effective than control conditions (waiting list or no treatment group)
(Beltman et al., 2010; Dobson, 1989; Van Straten et al., 2010). Jorm et al. (2008) found CBT
was superior to relaxation techniques at post-intervention. Additionally, Tolin (2010) showed
that CBT is superior to psychodynamic therapy at both post-treatment and at 6 months follow-
up, although this occurred when depression and anxiety symptoms were examined together.
Studies also suggest that CBT (Dobson, 1989; Dimidjian & Goodman, 2009; Goodman &
Garber, 2017; Hofmann et al., 2012) can be effective in treating depression among adults.
Moreover, the results of several studies suggest that relapse rates after cognitive therapy are
lower than with antidepressant medications (Dobson, 1989; McDonald & Gonzalez, 2006;
Scorzelli & Scorzelli, 1994) and that cognitive therapy may have an effect in preventing the

relapse of depression after the completion of treatment (Beck et al., 1979).

CBT is flexible and compatible that the therapist can find interventions as per the
patients’ needs. Strachowski et al. (2008) used CBT interventions to reduce depression in
patients with elevated cardiovascular disease risk. Results showed, at post freatment, the CBT

subjects were significantly less depressed than control group subjects. Research also suggests
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that the psychological interventions of CBT is an effective treatment that is recommended for
depressive disorder in adults of all ages and CBT is also associated with continued improvement
over time; it is one of the most systematically researched psychosocial treatments for adult
depression (Evans, 2007; Scogin, 2007). This evidence is supported by a good deal of evidence
based randomized controlled trial studies, which have been summarized recently in large
systematic reviews and meta-analyses (Cuijpers et al., 2008; Cuijpers et al., 2013). Overall, these

reviews also suggest that CBT is effective for patients with depression.

However, CBT is the most researched form of psychotherapy (theoretical models/
mechanisms of change) (Gilbody et al., 2003). It has been also suggested that CBT is as value
laden as any other psychotherapy (Hays & Iwamasa, 2006). In spite of this evidence in the
Western countries, inadequate movement has been made in evaluating the effectiveness of CBT
in low and middle income countries. There are however, some positive aspects of CBT which
may assist in applying therapeutic principles to individuals from a range of cultures (Naeem,
2011). A collaborative approach can help therapists understand and adapt to the culture of the
person, providing how to read cultural cues (Nacem, 2011). It has been suggested that Asian
patients with depression prefer a more structured and directive approach (Hays & Iwamasa,
2006). In a study Sue (1990) has proposed that Asian clients find it helpful if the presenting
problem is addressed directly and some progress is evident in the first session. Therefore,
researchers suggest that any psychotherapeutic model developed in different context needs to be
used in another context after some modification (Hays & Iwamasa, 2006; Scorzelli & Scorzelli,
1994). CBT involves assessment and attempts to modify core beliefs and negative automatic
thoughts. Patients with depressive disorder generally have beliefs towards self, others and the

world that are unsupportive. Actually, the experience of depressive illness is now considered to
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be a common phenomenon, though the clinical features may vary significantly through different

cultures.

It has been suggested that apart from various biological and individual's personal factors,
various cognitive factors, for instance, cogitive errors, dysfunctional beliefs that are thought
responsible for depression may be of different forms in different cultures (Department of Health
and Human Services, 1999; Padesky & Greenberg, 1995). For example, in Korean immigrants in
the USA it was found that they express emotions symbolically or physically (Pang, 1998). For
instance, although low mood, insomnia, feeling of worthlessness, inappropriate guilt, “empty”
mood are considered as primary symptoms of depression in developed countries like the USA
(NIMH, 1999). Another study was conducted to identify terms and descriptions used for
depressive illness, reported that natives of Dubai, like other Arab populations, are more probable
than Western people to associate depressive illness with aches, pains and weakness (Sulaiman et
al., 2001). Compared with patients referred to specialty mental health care, patients with
depression in primary care sometimes have symptoms that are less severe and more somatic
(NICE, 2004; Naeem et al., 2015). In Bangladesh, anthropological studies on the urban poor
have described specific lay terms to describe depression, e.g., “worry illness” and it was
associated with various physical, emotional complaints and e);istential conditions of the entire
body (Rashid, 2007). Therefore, cultural factors should be taken into consideration, because
culture is a complex phenomenon and a “dynamic process” rather than a static entity or event
and our understanding of principles which might need consideration while adapting

psychotherapy, particularly CBT (Naecem, 2011).
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An important characteristic of CBT is that it is personalized to the individual’s needs. In a
study Hwang et al. (2015) adapted CBT manual and tested its effectiveness against non-adapted
CBT for Chinese Americans with major depressive disorder; adapted CBT showed higher
response rates than the comparison conditions. International literature also recommended the
effectiveness of adapted CBT when working with American Indians, African Americans, in Iran
and Pakistan (Faramarzi et al., 2008; Kelly, 2006, McDonald & Gonzalez, 2006; Naeem et al.,
2011). Various cognitive therapists have described their experience of working with American
Indians, Alaska native people, Latinos and Latinas, African Americans, Asian Americans, people
of Arab heritage and Orthodox Jews after some adaptation (Hays & Iwamasa, 2006). In Pakistan
CBT was adapted for depression and the effectiveness of CBT was found in primary care
(Naeem et al., 2011). Vally and Maggott (2015) conducted a systematic review of all controlled
studies of culturally-adapted CBT involving adults with depression resident in low- and middle-
income countries. They found that treatments implemented with individuals were more
successful than those administered to groups. Their results of meta-analysis were encouraging;
they also found that the widespread adoption of CBT may potentially contribute to reducing the
treatment gap for depression in low and middle income countries. Although like other low and

middle income countries many people in Bangladesh are suffering from depressive disorder.

However, it can be said that like developed and developing countries a number of studies
have been done in Bangladesh on depression. Overall it was found that female, lower income,
older age, patients with combined insulin and oral therapy, co-morbid heart disease and a higher

number of co-morbidities were associated with depression (Roy et al., 2012).
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As expected, like any other countries females of Bangladesh experience depression more
than males (Asghar et al., 2007; Rahman et al., 2003). Interestingly, in another study conducted
with medical college students a significant level of distress was found on male respondents
(73%) compared to female (56%) and the level of distress was moderate to severe (Mashreky et
al., 2013). In a study done with rural population it was found that depression was higher in

female 30.5% and 29% of male participants with diabetes (Asghar et al., 2007; Roy et al., 2012).

In a cross-sectional study with 483 Type-2 diabetes out-patients found that among them
the depressive symptoms were 34% and 36% (Roy et al., 2012). In older adult’s depression has
been found highly co-morbid, for which they are prescribed with multiple medications and
thereby 22% of geriatric patients contained antidepressants drugs (Edhborg et al., 2011). In a
study it was reported that among 47% patients with stroke and 54% of cancer patients had
multiple depressive episodes (Karim et al., 2001). There exists, moreover, a strong relationship
between depression and non-adherence to treatment of such medical conditions as diabetes or
coronary heart disease, treatment costs are higher for patients medical care than patients with
medical conditions who are not depressed. The high rates of depression with diabetes and with
other medical condition suggest that healthcare professionals should consider depression in
diagnosis, for treatment of this may lead to improved outcomes (Asghar et al., 2007; Nasreen et

al., 2011),

As the ultimate consequence of depression is suicide and in a study found that 78% of
global suicides occurred in low- and middle income countries (GBD, 2015). Tendency to commit
suicide for depression is also increasing in Bangladesh; when 7.3 in 1000,000 per year were in

2013, but the worrying fact is that in the rural population this rate is 17 times higher (Mashreky
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et al., 2013). In a research found that currently this is the top most reason for Bangladeshi people
to die of an injury 17.6% (Injury-related deaths, 2017). The findings in a cross-sectional survey
on university students a positive correlation was found between scores on the suicidal ideation
and depression (Pervin & Ferdowshi, 2016). It is more unfortunate that suicidal behavior due to
depression is not taken seriously in our country even when there are high number of suicidal
ideation and attempts to suicide, evident in young communities of our country (Begum et al.,
2017). Another study identified a high positive correlation (r = 0.82) existing between suicidal
ideation and depression in young adults (Sultana, 2014). On the other hand, a rural community
based study reported that depression during pregnancy at 34-35 weeks was 33% and alarmingly
they had thoughts of self-harm during this period (Gausia et al., 2009). It may well be that the
cultural pressure on Bangladeshi people discourage them to report or seek help for depression
(Selim, 2010). Help-seeking pattern and dissatisfaction about treatment can also maintain
depression (Selim, 2010). These facts depict the dire situation in our country about negligence

towards care for mental health problems.

Therefore, there is high prevalence of depression in Bangladesh like other developing
countries (Firoz et al., 2007; Hosain et al., 2007; WHO, 2017). Depression has been studied very
well in western culture but not in developing countries even when people there are suffering in
disturbing ways due to the illness. Not enough attention has been paid to the assessment and
management of depression yet. Most of the studies done on management of depression in
Bangladesh were on psycho-affective drugs (Ahmed et al., 2011; Mohit et al., 2011). Even
studies conducted by the psychiatrists emphasizes the importance of psychological management
(Abbas et al., 2007; Nasreen et al., 2011). Though mental health professionals in Bangladesh are

using CBT for treatment of depression but population-wise management is difficult because of
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the limited number of trained therapists. Consequently, providing CBT is cost effective, time
limited and less resource intensive is of great interest to treat symptoms of depression (Beck et
al., 1979). But no research has been conducted to see the effectiveness of CBT on depressive
disorder in Bangladesh yet. So, it is necessary to see the effectiveness of CBT in Bangladesh,
which will add new knowledge to the mental health professionals who are using CBT as a

treatment process for treating patients with depressive disorder.

Rationale of the Study

There are psychiatrists, clinical psychologists, psychologists, counselors and social
workers in the treatment regimens of mental health intervention sector in Bangladesh. Like any
other disorder they are to work in two broad areas for management of depression, a) assessment
and b) intervention. Although there are known, effective treatments for mental disorders,
between 76% and 85% of people in low- and middle-income countries receive no treatment for
their disorder (Wang et al., 2007). There is widespread stigma against treatment of mental illness
in our culture (Selim, 2010; WHO, 2017). Religion plays an important part in treating depression
in Bangladeshi population. For instance, amongst the Bangladeshi immigrants, going to doctors
in the United Kingdom was a substitute for lack of mullahs (Muslim priests) (Lavender et al.,
2006). Barriers to effective treatment include lack of resources, lack of trained professionals and
social stigma associated with mental disorders. Another obstacle to effective treatment is
inaccurate assessment by health care providers. In Bangladesh, most of the people with
depression are not properly diagnosed, and others who do not have the disorder are too often
misdiagnosed and sometimes prescribed antidepressants. Cultural factors also affect assessment

and treatment. In treatment process cultural factors should be taken into consideration because
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the application of psychotherapy as beliefs about the nature of illness and the likely effectiveness
of interventions may vary (Naecem et al., 2015). It is therefore believed that CBT might need
adaptation before it can be used in the non Western cultures (Padesky & Greenberger, 1995). It is
well known now that culture plays a significant role in developing depressive symptoms, for
instance, in a study on Asian patients more somatic than depressive symptoms were found (from
India, Pakistan, and Bangladesh; Farooq et al., 1995). A study from the Middle East exploring
the detection of depressive illness in the United Arab Emirates found that Arab patients use a

variety of somatic metaphors to describe depressive illness (Hamdi et al., 1997).

Several studies were carried out to see the effectiveness of CBT for the treatment of
people with psychological problems in western countries. Although pharmacological treatments
are available in Bangladesh, for the mental health problems of children, adolescents and adults
psychological treatments are still rare. CBT has been recommended for treating depression as an
effective treatment modality for a long time in the developed world (Embling, 2002; Garratt et
al., 2007). But, there have been limited research that points towards effectiveness of treatment
manuals based on basic CBT principles (Naeem et al., 2015; Rahman et al., 2008). CBT has been
formally introduced as a choice of treatment in the mental health service in Bangladesh for more
than two decades but no study has been conducted so far to test the effectiveness of the method
in our country. As there is no standard format on the basis of testing, so our profession and
quality of service is at risk. Psychologists and mental health professionals are taking trainings on
various western psychological interventions in Bangladesh by various trainers from other
cultures. However, these interventions are being conducted by the practitioners in their own
ways. Sometimes there are great chances of varying the methods as there is no evidence on

evidence-based information on the modification if required in sessions with clients of the
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country, who are mostly illiterate and have no understanding of talking therapies. Since no base
has ever been developed the variations are not known to us. There is no evidence-based finding
on CBT, so we can not transfer it to the international forum. If we have standard services, it will
help us to get benefits like the other countries in the world, such as- health insurance, health

benefits, etc.

So, in this study the first attempt was to adapt a Bengali CBT manual for treating persons
with depression in Bangladesh. Moreover, the study attempts to contribute to advancing
psychological knowledge, especially the methods of CBT and processes of treating depressed
individuals without only depending on Western scientific orientations and findings. To maintain
the quality of the service we supposed to have similar session structure by mental health
professionals. This study may provide some evidence for the importance of training assistant
clinical psychologists on principle and techniques of CBT. As well as this study is also important
because it can provide an understanding of the methods. Therefore, the techniques of CBT can
provide vital resources for the treatment of Bangladeshi clients who are experiencing symptoms
of depression. This study may help therapists and other professionals in the field of mental health
to increase their knowledge, by understanding human behavior following the perspective of
Bangladesh, and protect them from the risk of practicing beyond their competency. By this study
we can also avoid inaccurate documentation and variation in providing service. To address this
necessity this research is planned to see the effectiveness of CBT for persons with depression in

Bangladesh.
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Objectives of the Study

The main objective of the current study is to determine the clinical effectiveness of CBT
delivered for people with depression. Along with this, some other specific objectives are also

intended to be found, those are as follows,

a) To adapt a Bengali CBT manual for Bangladeshi population with depression.

b) To determine if there is any difference in depression before and after administering CBT
for participants in the treatment group compared to wait list control group.

¢) To determine whether improvements in depression will lead to improvements in anxiety,
psychological distress and suicidal risk.

d) To determine if there is any predicting factors associated with depressive symptom

reduction.
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Participants

To meet the purpose of the study randomized controlled trial (RCT) design was used. The
following formula (Charan & Biswas, 2013) was used to determine sample size for the
randomized controlled trial-

25D (Zuz +2p)°

$§ =

&

Where standard deviation (SD) = 1, Z,/» (Zp.05/7= Zo.025) = 1.96 (from Z table) at type 1
error of 5%, Zg(Z- value at 80% power) = .80, d (effect size) = 0.15. The sample size was
determined to be 51 participants per group by using this formula, so a total of 102 participants
were included in this study. This study is an intervention based research so there is a possibility
of dropout. The possible attrition rate was considered to be 5%, and so 102+5 participants

diagnosed with depression were recruited.

Diagnosed clients with depression with ages between 18 to 60 years, a total of 148
clients, referred from three different hospitals in Dhaka city, were assessed. The diagnosis of
depression were confirmed by a psychiatrist and according to the criteria developed by DSM-V
(APA, 2013). The exclusion criteria included clients who had active suicidal ideations or a
history of attempted suicide, clients with serious health conditions, psychotic features, under
medication for depression, and those who had intellectual disability or an inability to
comprehend simple instructions as per psychiatrists’ opinion. Following these inclusion and
exclusion criteria finally a total of 107 referred patients (by sample size determination)

diagnosed with depression were randomly allocated into two groups: treatment group (TG) and
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wait list control group (WLG) for the sample in this study. Demoéraphic characteristics of the

participants are summarized in Table 1.

Table 1

Demographic characteristics of participants as a percentage of the sample

Variable WLG TG Total
(N=53,48.6%) (N=54,49.5%) (N=107,100%)
Gender Female 41 (38.3%) 36 (33.6%) 77 (70.6%)
Male 12 (11.2%) 18 (16.8%) 30 (27.5%)
Marital Married 20 (18.7%) 37 (34.6%) 57 (52.3%)
status Unmarried 32 (29.9%) 17 (15.9%) 49 (45%)
Others 1(0.9%) 0 (0.0%) 1 (0.9%)
Number of  No child 36 (33.6%) 26 (24.3%) 62 (56.9%)
children One to two 8 (7.4%) 19 (17.7%) 27 (24.7%)
Three and above 9 (8.4%) 9 (8.4%) 18 (16.5%)
Types of Nuclear 46 (43.0%) 45 (42.1%) 91 (83.5%)
family Joint 7 (6.5%) 9 (8.4%) 16 (14.7%)
Religion Islam 45 (42.1%) 47 (43.9%) 92 (84.4%)
Others 8 (7.5%) 7 (6.5%) 15 (13.8%)

Note. TG = Treatment group, WLG = Wait list control group.
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Table 1

Demographic characteristics of participants as a percentage of the sample (continued)

Variable WLG TG Total
(N=153,48.6%) (N=54,49.5%) (N=107,100%)
Educational Below SSC 10 (9.3%) 12 (11.2%) 22 (20.2%)
status SSC to HSC 10 (9.3%) 13 (12.1%) 23 (21.1%)
Higher studies 33 (30.8%) 29 (27.1%) 62 (56.9%)
Occupation  Service holder 22 (21.6%) 24 (22.4%) 46 (42.2%)
Business 4 (3.9%) 3 (2.8%) 7 (6.4%)
Unemployed 11 (10.8%) 9 (8.4%) 20 (18.3%)
Others 16 (15.7%) 18 (16.8%) 34 (31.2%)
Monthly Below 20,000 BDT 23 (21.5%) 19 (17.8%) 42 (38.5%)
income 20,000 to 50,000 BDT 21 (19.6%) 16 (15.0%) 37 (33.9%)
50,000 BDT to above 9 (8.4%) 19 (17.8%) 28 (25.7%)

Note. TG = Treatment group, WLG = Wait list control group.

All participants in each group who gave consent to participate were included in the study.
Those who had prior experience of having psychotherapy were also being excluded because it
might influence the findings of the study. Intervention was given to the TG and the WLG was
work as a control group. Measurement scales were applied on both of the groups before, after
and in the follow up sessions of intervention. After completing data collection the wait-list

control group was offered intervention according to their demand.
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Measures

A demographic data collection questionnaire and four (depression, anxiety, psychological
distress and suicidal ideation) psychiatric syndromes related self-rating measures were used for

data collection in the study. The measures are described in the followings.

Demographic and personal information questionnaire. A demographic data collection
form with questions on age, gender, marital status, number of children, educational status,

occupation, income and religion was used to collect demographic characteristics of participants.

Depression Scale. To measure symptoms of depression, participants were given the
Depression Scale (DS; Uddin & Rahman, 2005) to complete. This scale was developed to get an
objective measure of the severity of depression in the context of Bangladesh. The scale is a
frequently used one by the researchers and mental health professional for the research work
(Imran et al., 2018; Kabir et al., 2018; Pervin & Ferdowshi, 2016). Uddin and Rahman (2005)
devised the measure with 30 items with 5-point Likert-type scale format, where the points were
labeled as ‘not at all applicable’, ‘not applicable’, ‘uncertain’, ‘a bit applicable’, and ‘totally
applicable’. Numerals (1, 2, 3, 4 and 5) were assigned to these responses respectively to indicate
severity of a symptom with increased numbers. The highest possible score of 30 items of
depression scale is 150 and the lowest possible score is 30. Higher score on the scale indicates
high level of depression and lower score indicates low level of depression. The scale indicates
that the minimal level of depression is (30 to 100), mild level of depression (101 to 114),
moderate level of depression (115 to 123) and severe level of depression (123 to 150). The

validity of this scale was proven satisfactory and the split-half reliability was found 0.76.
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Construct validity of the scale was found satisfactory. Although there were no information found
regarding sensitivity and specificity about the measure, however, various research works and
literature related to clinical case management works established the measure’s sensitivity to
change in the severity of the symptoms of depression in Bangladeshi population (Kabir et al.,
2018; Nahar, 2016; Pervin & Ferdowshi, 2016). In the present study, Cronbach alpha reliability

was found 0.96 for the current sample.

Anxiety Scale. The symptoms of anxiety are the most common other symptoms found as
co-morbid with depression (Spinhoven et al., 2011; Zhiguo & Yiru, 2014) and it has been found
that once depression is treated the associated anxiety symptoms also disappears (Perinin et al.,
2009; Saigo et al., 2018; Zhiguo & Yiru, 2014). Therefore we had decided to measure symptoms
of anxiety in our participants with depression with the Anxiety Scale (AS; Deeba & Begum,
2004) developed for the Bangladeshi population. The scale is also a frequently used one by the
researchers and mental health professionals for their research and clinical works (Nahar, 2016;
Tany & Saha, 2017). This scale consists of a total of 36 items. All the items of the scale were
positive and were compiled in Likert-type format with five options. For each response on items,
a score of 0 was assigned for "never occurs”, 1 for "mildly occurs”, 2 for "moderately occurs”, 3
for "severely occurs”, and 4 for "profoundly occurs”. Total anxiety score of any individual was
obtained from the sum total of scores of all the 36 items. A larger total score indicates higher
anxiety. The scale has sound psychometric properties. Split-half reliability of the scale was 0.92
and Cronbach alpha reliability was found to be 0.99 of the scale. Content and construct validity
of the scale were found satisfactory. In the present study, Cronbach alpha reliability was found

0.92 for the current sample.
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General Health Questionnaire. Participants completed the General Health
Questionnaire (GHQ-28; Goldberg & Williams, 1988). This scale was used to measure the
psychological distress of the participants. The GHQ-28 is self-report screening measure used to
detect possible psychological distress. This 28-item checklist is specifically concerned with the
psychological sickness and psychological health (Goldberg & Williams, 1988). The maximum
possible score of this scale is 84. Each item consists of a question asking whether the respondent
has recently experienced a particular symptom or item of behavior on a scale ranging from "0" to
"3". Thus, the higher scores indicate the greater level of symptoms of psychological distress.
This measure has been reported to have good psychometric properties. It has been shown to have
test-retest reliability from 0.51 to 0.90 in different groups of sample and the split-half reliability
was shown to be 0.95. GHQ-28 was shown to have construct, content and concurrent validity.
GHQ-28 was translated into Bangla for the use of Bangladeshi population by Banoo (2001). The
test-retest reliability was found to be 0.68 (Spearman's rho), which was significant at 0.01 level
(Banoo, 2001). The Bengali GHQ-28 by Banoo (2001) is also frequently used in Bangladesh for
many research works (for instance, Afroz, 2019; Ara & Chowdhury, 2014; Waheed eta al.,

2017). For our current sample the Cronbach alpha reliability was found 0.90 for the measure.

Beck Scale for Suicidal Ideation. As the ultimate consequence of depression is suicide,
therefore we had decided to measure symptoms of suicidal risk in our participants with
depression. Beck Scale for Suicidal Ideation (BSS; Beck & Steer, 1991) was used to measure the
risk of suicide in the participants. The Cronbach's alpha coefficients of the screening part and the
whole scale was satisfactory (>0.8). Bangla BSS (Uddin et al., 2013) was adapted for using with
Bangladeshi population. It consists of 21 groups of statements or items. Items were scored from

0 to 2, which were on a 3-point Likert type scale. The severity of suicidal ideation is calculated
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by summing the ratings for the first 19 items. Items 20 and 21 are not included in the score.
Cronbach alpha reliability of Bangla version of BSS was found to be 0.83. Five types of validity
(content, concurrent, construct, discriminant and factorial) of the scale were found satisfactory.
The BSS (Uddin et al., 2013) is also frequently used in Bangladesh for multiple research works
(Akter, 2019; Rashid et al., 2018). For our current sample the Cronbach alpha reliability was

0.94.

Procedure

To meet the objectives of the study, we conducted the research in four phases. At first a
Bengali manual for CBT with depressive clients was adapted and pilot study was carried out on
five persons with depression. Then measurement tools were selected and permission was sought
from all authors of the measures to use their tools. The researcher then collected ethical approval
from Faculty of Biological Science (Ref-49/ Biol.Scs./ 2017-2018) and from Dept. of Clinical
Psychology, University of Dhaka (Ref- PH180701). After that the researcher approached several
hospitals in Dhaka city with permission letters, explaining ethical approval and consent forms to
collect data. Four assistant clinical psychologists (ACP, completed MS in clinical psychology
from Dhaka University) had been recruited as research assistants for this study. These ACPs had
prior experience of assessment with psychological instruments and have received training on
CBT from their respective educational institution to treat adult individuals with depression and
other problems. Research assistants were given training on the adapted Bengali CBT manual
(core component of CBT, session structure, formulation, home works and service information),
research procedure, ethical issues, and sample selection, how to approach to each participant,

consent form, referral note, assessment tools and risk assessment (suicidal assessment). No
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decision on sample selection was made by the research assistants. They were introduced and

instructed on when to refer a case for appropriate treatment.

All therapists were under continuous supervision throughout the study. Ethical issues
were also closely monitored in supervision, such as- when meeting in groups no personal
information that would lead to the identification of a case was discussed. Ethical guidelines for
conducting the research were strictly maintained in the study. All participants identified as
eligible in this study received a consent letter with information about the intervention research
and they were also informed that they would be randomly assigned to an intervention group or a
WLG condition. Randomizations were conducted using simple randomization (even — WLG, odd
— TG (CBT), 1:1 allocation ratio) for this study by the researcher. Individual allocation was
concealed in opaque closed envelopes. All participants were also informed about the objectives
of the research, provision of the CBT, and administration of questionnaires. The procedures of
the study were explained to the participants, including their right to refuse and withdrawal at any
stage of the study. Participants were assured of voluntary participation and that all collected data
would be kept confidential. Therefore, TG was received allocated intervention while WLG did
not receive the allocated intervention. One week prior to the beginning of the first CBT session
and following randomization, participants received initial practical information related to time
schedules, research assistants and location. Those who were eligible and agreed to participate
completed informed consent and responded to the questionnaires. The TG responded to the
questionnaires before the beginning of the first CBT session and the WLG during the first week
of CBT session. Participants were informed that they can withdraw themselves from the study
any time. The intervention was conducted over six to ten weeks and questionnaires were

completed by TG and WLG following completion of the intervention. Participants responded to
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the questionnaires at the hospital setting. Four self-report scales were administered by the
research assistants and it took approximately 20 min to answer. There were four phases for

adaptation of CBT following the frame work of Barrera and Castro (2006):

First phase: Information gathering

A CBT manual for depressive clients was adapted in Bengali at the beginning following
the internationally accepted current evidence-based psychological intervention. At first, the
researcher communicated with Beck institution for standard CBT manual (M. Finkel, personal
communication, Sep 18, 2016). According to Beck institution instructions the book titled
“Cognitive Therapy: Basics and Beyond” is used for treatment of the patients with depression.
The researcher then reviewed “Cognitive Therapy: Basics and Beyond” by Judith S. Beck
(1995). After that the researcher reviewed manuals on CBT and psychological intervention
which were available on multicultural community (Dai et al., 1999; Dwight-Johnson et al., 2011;
Gater et al., 2010; Hamdan-Mansour et al., 2009; Kohn et al., 2002; Patel et al., 2003). The aim
of these literature and manual reviews were to follow the steps of adaptation, the specific nature
of adaptation and similarities or dissimilarities of psychological components for the tailoring of
CBT as needed according to the cultural context. The researcher found that the main component
of CBT was not changed in these manuals of CBT on multicultural community. However in
some adaptations of psychological treatments certain cultural elements were added to enhance
treatment effectiveness and acceptability. The researcher also reviewed the current literature on
CBT adaptation and manual in developing countries for depressive illness (Hwang et al., 2015;
Naeem et al., 2015; Wong, 2008). At the same time information was gathered from personal
experiences of CBT of depressed patient (Ara, 2018). Evidence based information was also

gathered about nature of depressive disorders, relevant demographics, assessment and
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interventions in Bangladesh (Karim et al., 2001; Nasreen et al., 2013; Rashid et al., 2011; Roy et
al., 2012).

Afterward a questionnaire survey was done on 40 CBT practitioners. Their feedback
indicated a range of practice oriented, therapist and patient-centered factors, that were working
as barriers for symptom reduction, including motivation, social system, and the psychotherapy
relationship, in addition to specific problems with implementing CBT for the treatment of
psychological disorders. To do this a questionnaire was developed consisting of items related to
the application of CBT techniques, various attitudes and behavioral aspects of the therapist and
client, and some potential cultural and societal contextual variables that assumed to undermine
the effective use of CBT in reducing the symptoms of psychological disorder. The questionnaire
provides the opportunity for therapist to share their clinical experiences about those variables
they have found to limit the successful reduction of symptomatology by using CBT in treating
mental health problems. The researcher found that there are some barriers to deliver CBT as an

effective intervention in Bangladesh (Ara & Deeba, 2019).

After that, information was gathered of three depressed patients’ on current symptoms and
characteristics of depression and also found improvement of symptoms in treatment outcome for
CBT by the researcher (Ara & Deeba, 2018). Here, three eligible participants with depression
were included. In treatment session CBT based intervention was used. Researcher changed some
language (used in western CBT) when needed in session. Following the initial assessment, the
patient was assigned to treatment and evaluated by psychological measurement scales.
Depression scale (Uddin & Rahman, 2005) and Anxiety scale (Deeba & Begum, 2004) were
used as objective measures of improvement. Session wise scores of these scales are presented in

Figure 1 and Figure 2.
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Figure 1

Scores on Depression scale of the participants
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Result (Figure 1) showed that, scores obtained on depression scale on 1%, 5% 10" and
Follow-up (usually in 2-3 weeks) of first client were 120 (moderate), 106 (mild) and 65 (below
cut off point), but the client didn’t attend follow-up session. The second client’s obtained scale
scores were 121(moderate), 114(mild), 90 (below cut off point) and 72(below cut off point). The
obtained scores on depression scale of third client were 135 (severe), 113(mild), 92 (below cut
off point) and72 (below cut off point). Objective ratings of depression scale indicate that clients’

improvement after CBT intervention was satisfactory.
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Figure 2

Scores on Anxiety scale of the participants
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Result (Figure 2) showed that, scores obtained on anxiety scale on 1*, 5™ 10" and
Follow-up (usually in 2-3 weeks) first client were 58 (moderate), 45 (below cut off point) and 32
(below cut off point), but the client didn’t attend follow-up session. In the second client obtained
scale scores were 61(moderate), 50 (mild), 45 (below cut off point) and 35 (below cut off point).
The obtained scores on anxiety scale of third client were 62 (moderate), 45 (below cut off point),
30 (below cut off point) and 28 (below cut off point). Objective ratings of depression and anxiety

scales indicate that clients’ improvement after CBT intervention was satisfactory.

Information gathered from the above elementary stages as well as personal experiences of
therapy and clinical practices were organized to develop an adaptation structure that guided the

CBT adaptation process. After that, the first draft of CBT manual was written into Bengali which
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is based on the book by Judith S. Beck (1995) “Cognitive Therapy: Basics and Beyond” and

psycho-education and motivational interviewing sections were added.

Second phase: Judge evaluation

The manual was given to seven judges for evaluation according to their opinion and
experience. Clinical psychologists who had training, strong understanding of the mental health
needs and experience delivering CBT in Bangladesh were included in this phase as the judges.
From them in group-I there were two clinical psychologists (experience of CBT more than 15
years and they had taken training from British trainer), in group-1II included three judges
(experience of CBT for more than 1o years and they had taken training from first generation of
CBT practitioner) and in group-III included two judges (experience of CBT more than 5 years
and they had taken training from second generation of CBT practitioner). Thus, as per their

suggestions, the final draft of the adapted Bengali CBT manual was prepared.

The process of the adaptation continued throughout the study. This work started in
October, 2016 and we were able to finalize the manual on the basis of the following framework
in 2018. This adapted CBT manual focuses on psycho- education, symptoms management,
changing negative thinking, behavioral activation, problem solving and communication skills.
The manual consists of details of therapy in 10 short chapters. At the end of the manual (session
structure in Bengali) there are instructions of 6-10 sessions, comprising of formulation, samples
of thought diaries and behavioral activity charts. Here Table 2 presents weekly session structure

delivered during the cognitive behavioral intervention for depression
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Table 2

‘eekly session structure delivered during the CBT for depression

45

ession Session content Homework content

1 Introduction, assessment and eliciting the patient’s Mood monitoring
expectation for therapy, educating the patient about the
disorder, about the CBT model, and about the process of
therapy, goal setting.

2 Information regarding depressive illness, identifying Activity scheduling, plus
thought and emotion, use of behavioral methods for previously presented
example, activity scheduling, goal setting. skill

3 Identifying negative automatic thoughts, psycho-education  Identifying thoughts,
(thought, mood, behavior, and physical symptoms), plus previously
identifying core belief, intermediate belief, assumption and presented skills
psycho-education, goal setting.

4 Cognitive distortion, distinguishing automatic thoughts Thought challenge, plus

from emotions, techniques to challenge negative automatic

thoughts, relaxation technique, review goals

previously presented

skills
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Table 2
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Weekly session structure delivered during the CBT for depression(continued)

Session Session content

Homework content

5 Problem solving, discussions of thoughts identified,
challenging negative automatic thoughts (evidence that
supports the thoughts and the evidence that does not support

the thoughts), modifying beliefs, review goals

6-7  Motivating patients to use dysfunctional thought records,
creating alternative thoughts, modifying core belief, prepare

participant for termination of individual therapy

8-9  Modifying core beliefs and strengthening new beliefs, guide
to self-therapy session, review goals and skills, relapse

prevention

10 Follow up session

Cognitive restructuring,

problem solving,

Thought diary,
previously presented

skills

previously presented

skills

Third phase: Preliminary test of the adapted treatment and adaptation refinement

From these two phases the adapted Bengali CBT manual was finalized. In phase three,

the intervention was pilot-tested using pre-post test research design (Ara & Deeba, 2020). For the
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current research a total number of five referred patients diagnosed with depression were
included. The diagnosis of depression was confirmed by a psychiatrist and according to the
criteria developed by DSM-V (APA, 2013). Written consent was taken prior to the study. Those
with psychotic symptoms, intellectual disability and severe mental illness were excluded from
the pilot study. CBT was provided by the researcher. One patient attended three sessions and the
rest four attended 6 to 10 sessions. Mean scores of the participants pilot study is presented in

Table 3.

Table 3

Mean scores of the participants on outcome measures after CBT intervention

Measures N(5)

Pre-test Post- test Follow-up
DS 119.75 59.5 51.25
AS 53.25 40.75 225
GHQ-28 57.75 29 23.75
BSS 325 75 15

Note. DS= Depression Scale, AS= Anxiety Scale, GHQ-28= General Health Questionnaire,

BSS= Bangla Beck Scale for Suicidal 1deation.
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The intervention was delivered over 6-10 sessions and was found to be effective in this
pilot study. Throughout the study, the researcher received weekly supervision from the
supervisor on conducting the sessions according to the manual so that necessary modifications
could be made as required, and if there were any difficulties to conduct sessions as per the
manual developed. In this case no change was required in the manual and this was remaining the

same.
Fourth phase: Clinical trial

RCT is regarded as the most scientifically vigorous study design (Egbewale, 2014). It is
widely believed that randomization offers a good technique of controlling bias (Egbewale, 2014),
so that outcomes are measured with the same degree of accuracy and completeness in every
participant. All eligible participants who consented (oral and written informed consent were
sought) to participate were randomly allocated to one of the two groups, TG or WLG according
to inclusion and exclusion criteria. In the TG, the patient was received 6-10 sessions of
individual CBT for depression according to the manual that was adapted for this study.
Consenting participants were invited to complete baseline assessments in the initial meeting or in
an additional meeting. Assessments were completed at baseline (pre-test), termination (post-test)
and three weeks after termination (follow up) u;ing the specific scales. Outcomes on specific
scales were evaluated. After completing data collection the WLG was offered intervention

according to their demand.

A total of 148 participants aged between eighteen to sixty years were assessed for

eligibility and according to exclusion criteria 21 participants were excluded from the study.
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Following our exclusion criteria from 21 participants, 12 participants were excluded due to not
meeting the inclusion criteria, only five participants were declined to participate in RCT and four
participants were excluded for their personal reasons. Finally a total of 107 participants were
engaged in the study. Figure 1 describes the full design, participant flow and time-line for the

* study. Two participants from the WLG discontinued before the post-intervention and follow up-
assessment: one participant was refused to complete questionnaires and one participant was sick.
One participant from the TG discontinued before the follow up- assessment because of sickness.
As can be seen in Table 3, there were no significant differences between the groups on
participant’s gender, age, no of family members, no of child, income, occupation and the
educational qualification of the participant. The consort flow-diagram detailing the recruitment

procedure of participants through the study is presented in Figure 3.
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Figure 3

Consolidated standards of reporting trials (CONSORT) participants flow through the study
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Note. Participants flow through the study timeline.

Therapists were trained and instructed to follow the CBT manual for depression adapted

by JA and FD. This manual is based on the book by Judith S. Beck (1995) “Cognitive Therapy:

Basics and Beyond” with some adaptations. The participants were allocated to CBT and they

received a sequence of 6-10 weekly sessions and each session was last approximately 50 min.
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Research assistants were received an average of one hour per week supervision (combination of
peer, individual and crisis support) facilitating discussion of therapeutic difficulties and
impasses, providing skills acquisition, and peer support and interaction. To share good practice
and highlight common issues within sessions, there were also be group supervision sessions.
Assistant clinical psychologists were asked to make presentation regarding changes in the
measuring instruments, session structure, treatment process, case formulation, and treatment
planning. The frequency of these supervision sessions were agreed upon with the therapists

based on need. Overview of the session structure is already shown in Table 2.

The intervention: The cognitive behavioral intervention used in this study is based on
Beck’s cognitivé behavioral therapy (Beck, 1995) with some adaptation. The researcher of the
current study adapted a Bengali manual based on Beck’s CBT (Beck, 1995) and others manual
from different multicultural community to see the differences (Dwight-Johnsona, 2011; Gater et
al., 2010; Kohn et al., 2002). The researcher also searched research published in Asian countries
(Hwang et al., 2015; Naeem et al., 2015; Wong, 2008) and added some informative materials.
The manual was judged by seven professional clinical psychologists for evaluation. According to
their opinions and experience, standardization and piloting study was done. The manual included
comprehensive educational material and guidelines for each of the six to ten sessions as active

involvement of participants was expected.

The therapists were master's-degree clinical psychologists with over five-year clinical
experience and with experience in CBT. Use of this manual by assistant clinical psychologists
ensured intervention fidelity. All participants and assistant clinical psychologists worked with the

same materials and used guidelines to prepare sessions. The adapted Bengali CBT manual also
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served as a reference for participant evaluation. The assistant clinical psychologist was

monitored through biweekly supervision.

The aim of the adapted Bengali CBT manual is to improve the symptoms of depression
and its management and, in so doing, strengthen coping mechanisms and resilience within other
environment. There are a number of approaches to CBT for people diagnosed with depression,
common principles include emphasizing on depressive symptoms as part of a total package of
care, establishing working alliance with others, addressing negative automatic thoughts, setting
reasonable and achievable goals, and focusing on maintaining gains. Core components of
adapted Bengali CBT manual includes psycho-education, problem solving, cognitive appraisal,
use of cognitive techniques, crisis management and encouraging individual to practice good self-
care. Successful engagement with CBT is associated with a reduction in relapse, improvements
in negative cognition, social functioning and quality of life. Lack of awareness or understanding
of depression might reduce the likelihood of accessing this evidence-based treatment,
particularly among people in Bangladesh. However, there is no research in Bangladesh to test the
effectiveness of this evidence based intervention CBT for persons with depression. It remains
unclear therefore whether the reported benefits of CBT are relevant for the generalizable to
Bangladeshi population. The aim of this study was to test the effectiveness of delivering a novel,
adapted and standardized psychological intervention CBT within a same group of population
suffering from depressive disorders in order to improve symptoms and access to evidence-based

intervention.

In every session, home-work assignments, such as thought records, activity diaries, and

positive statements were reviewed and discussed. In the first session, basics of CBT were
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explained and put in context with psychological distress; both depressive and anxiety symptoms.
Participants practiced identifying thoughts, feelings, physical reactions, and behavior in relation
to distressing situations. The concept of thought records was introduced and practiced with each
participant in TG. The second session included a description of the concepts of depression and
the third session included mastery in identifying negative automatic thought along with cognitive

restructuring.

Other sessions included problem solving, distraction techniques and other CBT
techniques to deal with depressive symptoms. Also, behavioral techniques including relaxation
and controlled breathing were taught. Participants were asked to keep activity diaries to help
them reflect on how they spent their time, how much pleasure they took in different activities,
and how well they mastered them and identify possible stressors. Activity diaries were reviewed
from the second session and participants were encouraged to add activities to their schedules,
where appropriate, to enhance a sense of mastery and pleasure. The concept of negative
automatic thought, symptoms of depression were discussed along with helpful cognitive and
behavioral ways. Patients were also provided with psycho-education to enhance self-esteem and
a sense of mastery which involved within the session. The last and final session included a
review of the intervention and summarization of educational topics from previous sessions.
Participants’ experiences from working with thought records, activity diaries, relaxation training,

and the practice of using positive affirmations were reviewed and discussed.
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Data analysis

For analyzing demographic data descriptive statistics were used, t-tests were conducted to
examine for baseline comparison. Categorical variables (for example, gender) were compared
using Chi Square test. Analysis of the data for the effect of intervention was carried out on
intention-to-treat basis. In intent-to-treat (ITT) analyses included all randomized patients in the
groups to which they were randomly assigned, regardless of their adherence with the entry
criteria, regardless of the treatment they actually received. It ignores noncompliance, protocol
deviations, withdrawal, and anything that happens after randomization. It uses every subject who
was randomized according to randomized treatment assignment. Continuous measures were
analysed using mixed model ANOVA (IBM SPSS Statistics 20.0) and for assessing effects on all
variables (Hussey & Hughes, 2007). Then the main purpose of the study was to see the
effectiveness of the intervention and thereby analyses were made on participants who had
completed all assessments and intervention initially (completers) and then with all the
participants who enrolled in the study (intention to treat). Last observation carried forward
(LOCF) was used to handle missing data. Estimation methods were also used and restricted to
maximum likelihood (REML). Results of analyses of data based on the intention -to-treat sample
using mixed model ANOVA procedures were almost identical to results of analyses on both the
observed data and the intent-to-treat sample with data impute‘d according to the Expectation—
Maximization (EM) algorithm, hence only ITT analyses are reported here (Dempster et al.,
1977). Differences at two months (post-treatment) and three months (one month follow-up) from
baseline were used as repeated measures. Here, results on intervention (TG X WLG), time (Time
1 X Time 2 X Time 3) and interaction of intervention and time (Group X Time) were checked. In

the model, group was a fixed factor, time (3 levels) was included as a repeated measure and
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covariates were unstructured. To denote the variances between groups within each time point
differences was assessed using the Eta-squared statistic, effect sizes are presented as partial 2.
Here, effect sizes of 0.01, 0.06, and 0.14 are considered small, medium, and large respectively

(Cohen, 1988).

All post-hoc analyses were done using simple comparison tests. Post-hoc analyses are
conducted to specify where statistically significant differences exist. Here, post hoc tests were
used to see the differences among means in three time period (base line-post intervention- follow
up) and it was needed to provide specific information on which means were significantly
different from each other (Timel to Time2 and Time 2 to Time3). In order to measure the extent
to which change in symptoms of depression was associated with the three process mechanisms
assessed in the study, separate stepwise multiple regressions (controlling for demographic
covariates) were ran, with the differences of the outcome measures at pre-intervention to post-

intervention and post-intervention to follow-up assessment points as the dependent variables.
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Descriptive statistics

From three different hospitals, 148 patients were assessed and only about 3.38% of
participants declined to participate in RCT of this intervention (see Figure 3). Following the
inclusion and exclusion criteria stated above 107 patients were selected and randomized in two
groups. There were no significant differences in the two groups on demographic variables (all ps
>.05, see Table 4). They were well homogenous and randomized for the experimental study.
After baseline assessment only one participant dropped out and before follow-up two more
participants dropped out. To understand the baseline nature of the 107 participants, 53 were
assigned to the WLG and 54 were allocated to the TG. We compared the groups on all
demographic variables and initial baseline assessment on the measures of psychopathology used

in this study. Demographic data is presented in Table 4.
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A series of t-tests were run for comparing the two groups on the standard measures and
revealed that there were no significant differences between WLG compared to the TG in baseline

measures (all ps >.05, see Table 5) indicating successful randomization.

Table §

Baseline comparison between TG (N=54) and WLG (N=53)

Measure N (107) Statistics
Mean (SD)
DS WLG 12125  (8:64)
TG 12099  (8.70) £(105)=0.18,p=0.85
WLG 5259  (9.31)
AS _ _
TG 5144 (3.90) £(105)=0.71, p=0.16
WLG 5441 (709
GHQ-28 £ (105) = -0.53, p = 0.60
TG 55.13  (8.064)
WLG 6.83  (7.36) £(105)=0.15, p = 0.11
BSS
TG 6.64  (6.24)

Note. DS = Depression Scale, AS = Anxiety Scale, GHQ-28 = General Health Questionnaire,
BSS = Bangla Beck Scale for Suicidal Ideation, TG = Treatment group, WLG = Wait list control

group.

Comparison of TG and WLG over pre-, post- and follow-up assessments

Mixed model ANOVA was used to compare the two groups for baseline (Time 1), post

intervention (Time 2) and follow-up assessments (Time 3) after one-month on measures used in
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the study. Estimated marginal means and standard deviations of depression scale are presented in

Table 6.

Symptoms of Depression

Here, Table 6 presents the measure of depression for the effect of the treatment at
baseline, post-test and follow-up in the intervention group compared to the WLG, which did not
receive the treatment, in the post-intervention. When comparing the groups on symptoms of
depression measured with the DS (see Table 6) at post-intervention and follow-up, there was

found significant main effect for intervention or time.

Table 6

Statistics of Mixed Model ANOVA for Depression by DS

Measure Pre-test Post-test Followup Treatment Effect Between-
i Subjects
Mean Mean Mean Time Time *
Effects
(SD) (SD) (SD) Group
DS TG 120.99 62.23 46.66 F (2, 105) F(2,105) F(1,105)
(8.70) (11.77) (10.71) = 1145.52, = 819.39, =819.39,
<.001 <.001, <.001,
WLG 11925  115.62 11281 PO p<.00 p<.00

2 2 2
=095 =093 =0.93
8.64)  (9.71) 1132 v L o

Note. DS = Depression scale, TG = Treatment group, WLG = Wait list control group.

There were statistically significant effects of time for the outcome measures of DS

between pre-treatment to post-treatment and post-treatment to follow-up. The within-group
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effect sizes were large and significant. For symptoms of depression assessed by the DS, there
was a significant main effect difference found for intervention, (2, 105) = 819.39, p<.001, the
effect size for this analysis was n,,z = 0.93. And within-group comparisons for the CBT group
revealed large effect sizes on the DS and there was a significant main effect reduction over time,
F(2, 105) = 1145.52, p<.001, the effect size for this analysis was np2 = 0.95. However there was
a significant time by group interaction, F(1, 105) = 819.39, p<.001, the effect size for this
analysis was np2 = (.93. Mean and standard deviation showed that TG improved over the three
months period compared to WLG. At post-intervention and follow-up the levels of depressive
symptoms had decreased in WLG but the changes were significantly greater among the TG (see

Table 7 and Figure 4).

Figure 4

Differences of scores on Depression scale between TG and WLG
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Note. TG = Treatment group, WLG = Wait list control group
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The result (see figure 4) suggests that there were significant differences in depressive
symptoms over the three time period (pre, post and follow up) between TG and WLG for CBT

intervention.

Table 7

Post-hoc analysis for comparing the within group scores of Depression by DS

Measure Time (mean)
1to2 t 2t03 t
DS TG 58.75 t(53)=384l, 15.58 £(53)=13.99,
p<.001 p<.001
WLG 3.63 t(52)=5.31, 2.81 t(52)=4.39,
p=.12 p=.19

Note. DS = Depression scale, TG = Treatment group, WLG = Wait list control group.

Post-hoc pairwise comparisons revealed significant differences between the TG and the
WLG (p<.001). Post-hoc analyses showed that mean scores on the DS obtained by participants in
the WLG group were higher than the TG and mean scores of WLG on the DS failed to change
significantly between Time 1 and Time 2, #(52) = 5.31, p = .12, and between Time 2 and Time 3,
1 (52)=4.39, p = .19. But there was a significant reduction of depressive symptoms between
baseline to post-intervention in the TG, #(53) = 38.41, p< 0.001 and there was also a significant

decrease in scores from post-intervention to follow-up assessment #53) = 13.99, p<.001.
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Symptoms of Anxiety

When comparing the groups on symptoms of anxiety measured with the AS, there was
found significant main effect for intervention or time. Here, baseline assessment, post-test and
follow-up findings for both groups as well as the comparisons between groups are presented in

Table 8.

Table 8

Statistics of Mixed Model ANOVA for Anxiety by AS

Measure Pre-test Post-  Followup Treatment Effect Between-
test
Subjects
Mean Mean Mean Time Time *
Effects
(SD) (SD) (SD) Group
AS TG 51.44 31.56 23.72 F@2,105) F@2,105) F((,105)

(8.90) (833)  (442) =23887, =12348, =115.14,

p<.001, p<.001, p<.001,

2 0.79 2 2
n =0. n =067 n =048

WLG 52.59 49.31 48.06

(931)  (942)  (10.05)

Note. AS = Anxiety scale, TG = Treatment group, WLG = Wait list control group.

Post-test and follow-up anxiety scores among the intervention group decreased
significantly (p< .001) in comparison to the WLG showing an interaction effect. The differential
changes in symptom scores between the groups pre, post and follow-up were significant on scale

scores (p< .001) with the AS. According to scores on the AS there was a significant main effect
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difference found for intervention group, F(2, 105) = 123.48, p<.001 and the effect size for this
analysis was n,,z =0.67. Moreover, there was a significant main effect reduction in symptoms of
anxiety over time, F(2, 105) = 238.87, p<.001 and the effect size for this analysis was npz =0.79,
which were qualified with a significant interaction between time and group, F(1, 105) =115.14,
p<.001, n,,z = 0.48. Anxiety developed differently in the WLG, showing almost no change in the
level of symptoms according to the AS. The changes observed were also greater among the

participants who completed treatment in TG (see Figure 5).

Figure 5§

Differences of scores on Anxiety scale between TG and WLG
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The results indicated (see Table 8 and Figure 5) that significant differences were found
for participants reported symptoms of anxiety between TG and WLG for the CBT based

intervention. The results also suggest that there were significant differences in anxiety symptoms
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(see Table 9) over the three time periods (pre, post and follow up) between TG and WLG for

CBT intervention.

Table 9

Post-hoc analysis for comparing the within group scores of Anxiety

Measure Time (mean)
1to2 t 2t03 t
AS TG 19.88 1(53) = 18.46, 7.84 1(53)=18.42
p<.001 p<.001
WLG 3.27 1(52)=3.77, 1.25 1((52)=1.69,
p=.29 p=.13

Note. AS = Anxiety scale, TG = Treatment group, WLG = Wait list control group.

Post-hoc pairwise comparisons revealed significant differences between the TG and the
WLG (p<.001). Participants’ in the WLG failed to change their scores on AS significantly
compared to TG. Post-hoc analyses showed that mean scores on the AS obtained by participants
in the WLG group were higher than the treatment group and mean scores on the AS did not
change significantly from Time 1 to Time 2, #(52) = 3.77, p = .29, and from Time 2 to Time 3,
t(52) = 1.69, p = .13. But there was a significant reduction on mean scores of anxiety symptoms
from baseline to post-intervention in the TG, ¢ (53) = 18.46, p< 0.001 and there was also a

significant decrease in scores from post-intervention to follow-up #(53) = 8. 42, p<.001.
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Symptoms of Psychological Distress

Participants showed a significant decrease over time in psychological distress, as
measured by the GHQ-28 from baseline through follow-up in TG. When comparing the groups
on symptoms of psychological distress measured with the GHQ-28, there was found significant
main effect for intervention or time. Here, baseline assessment, post-test and follow-up findings

for both groups as well as the comparisons between groups are presented in Table 10.

Table 10

Statistics of Mixed Model ANOVA for Psychological Distress by GHQ-28

Measure Pre-test Post-test Follow  Treatment Effect Between-
up Subjects
Mean Mean Mean  Time Time * Effects
(SD) (SD) (SD) Group

GHQ- TG 55.13 29.55 21.52 F(2,105) F(2,105) F(1,105)
28 (8.06) (7.24) (5.65) =494.49, =375.82, =235.26,

WLG 544} 51.67 49.11 p<.001, p<.001, p<.001,

2 2 2
709 02D (9 4"-089 n =086 n =065

Note. GHQ-28 = General health questionnaire-28, TG = Treatment group, WLG = Wait list

control group.

The mean scores of the TG and WLG differed among pre- test, post-test and follow-up

even with application of randomization. The WLG reported more psychological distress at pre-
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test compared to the TG, although the difference was not statistically significant. Post-test and
follow-up scores of psychological distress among the TG decreased significantly (p < .001) in
comparison to the WLG showing an interaction effect. The differential changes in symptom
scores between the groups pre, post and follow-up were significant on scale scores (p < .001)
with the GHQ-28. On the GHQ-28 there was a significant main effect difference found for TG,
F(2,105)=1375.82, p<.001, the greatest effect size was found np2 = 0.86 or there was a
significant main effect reduction over time, F(2, 105) = 494.49, p<.001, the effect size for this
analysis was np2 = 0.89, which was qualified by a significant interaction between time and group,
F(1, 105) = 235.26, p<.001, np2 = (0.65. Psychological distress developed differently by scale in
the WLG, showing almost no change in the level of symptoms according to the GHQ-28. The

changes also observed were greater among the participants who completed treatment in TG (see

Figure 6).
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Figure 6

Differences of scores on GHQ-28 between TG and WLG
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The result indicates (see Table 10 and Figure 6) that significant difference was found for

participants reported symptoms of psychological distress between TG and WLG for the CBT

based intervention. The result also suggest that there were significant differences in symptoms

(see Table 11) over the three time period (pre, post, follow up) between TG and WLG for CBT

intervention measured by GHQ-28.
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Table 11

Post-hoc analysis for comparing the within group scores of Psychological Distress by GHQ-28

Measure Time (mean)
1to2 t 2to3 t
GHQ-28 TG 15.58 1(53)=28.43, 8.031 H53)=1145,
p<.001 p<.001
WLG 2.74 1(52) =3.62, 2.56 1(52)=1.92,
p=.16 p=.09

Note. GHQ-28 = General health questionnaire-28, TG = Treatment group, WLG = Wait list

control group.

Post-hoc analyses showed that the scores of GHQ-28 for the participants in the TG
changed significantly compared to WLG. Post-hoc analyses showed that mean scores of WLG
on the GHQ-28 did not change significantly from Time 1 to Time 2, #52) = 3.62, p =.16 and
from Time 2 to Time 3, #(52) = 1.92, p = .09. However, within the TG there was a significant
reduction of psychological distressing symptoms from baseline to post-intervention on the GHQ-
28 mean scores #(53) = 28.43, p< 0.001 and from post-intervention to follow-up #(53) = 11.45,

p<.001.
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Symptoms for Suicidal risk

Participants showed a significant decrease over time in suicidal risk, as measured by the
BSS from baseline through follow-up. Here, Table 12 presents the measures of suicidal risk for
the effect of the treatment in the TG compared to the WLG, which did not receive the treatment

in the post-intervention.

Table 12

Statistics of Mixed Model ANOVA for Suicidal risk by BSS

Measure Pre-test Post-test Follow up Treatment Effect Between-
Subjects
Mean Mean Mean Time Time *
Effects
(SD) (SD) (SD) Group
BSS TG 6.64 1.84 0.61 F(2,105) F(2,105) F(1,105)
(6.24) (2.95) (1.24) =40.50, =2442, =12.20,
WLG 6.83 6.19 594  p<001,  p<00l,  p<0l,

2 2 2
(7.36) (650)  (632) n =040 n =028 = =009

Note. BSS= Beck scale for suicidal ideation, TG = Treatment group, WLG = Wait list control

group.

Post-test and follow-up scores of BSS among the intervention group decreased

significantly (p< .001) showing an interaction effect. The differential changes in symptom scores
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between the groups pre, post and follow-up was significant on scale scores (p< .01) with the
BSS. When comparing the baseline to post-intervention and post-intervention to follow-up, there
was a significant increase in the score of BSS in the TG. On the BSS there was a significant main
effect difference found for intervention, F(2, 105) = 24.42, p<.001, npz = (0.28. The BSS showed
a significant main effect reduction over time from baseline to follow-up, F(2, 105) = 40.50,
p<.001, the effect size for this analysis was n,° = 0.40. However there was a significant time by
group interaction, F(1, 105) = 12.20, p<.01, the effect size for this analysis was np2= 0.09.
Suicidal ideation developed differently by this scale in the WLG, showing almost no change in
the level of symptoms according to the BSS. The changes also observed were greater among the

participants who completed treatment in TG (see Figure 7).

Figure 7

Differences of scores on BSS between TG and WLG
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The result indicates (see Table 12 and Figure 7) that significant difference was found for
participants reported symptoms of suicidal risk between TG and WLG for the CBT based
intervention. The results also suggest that there were significant differences in symptoms
measured by BSS over the three time period (pre, post and follow up) between TG and WLG

(see Table 13).

Table 13

Post-hoc analysis for comparing the within group scores of Suicidal risk by BSS

Measure Time (mean)
1to2 t 2t03 t
BSS TG 4.80 1(53) = 7.66, 1.23 1(53)=4.59,
p<.001 p<.001
WLG 0.63 1(52)=1.92, 0.25 #(52) =145,
p=.08 p=.55

Note. BSS= Beck scale for suicidal ideation, TG= Treatment group, WLG= Wait list control

group.

Post-hoc analyses showed that participants in the WLG failed to change significantly than
TG. Mean scores of WLG on the BSS did not change significantly from Time 1 to Time 2, #(52)
=1.92, p = .08 and from Time 2 to Time 3, #(52) = 1.45, p = .55. But there was a significant
reduction of symptoms in BSS scores from Time 1 to Time 2 in the TG, #53) = 7.66, p<.001 and

from Time 2 to Time 3, #(53) = 4.59, p<.001.
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Factors predicting depressive symptom reduction

Three process mechanisms were used in this study that are,- use of behavioral
component, use of cognitive activities, and use of home-work. These were assessed by several
research assistants following the CBT intervention. To examine differences in utilisation of these
processes in intervention, scores were compared between the two groups using t-tests. Utilisation
of all three process mechanisms was significantly higher in the TG compared to the WLG and
there were significant differences between two groups: use of the cognitive activities, #(105) = -
21.72, p<.001, use of the behavioral component, #(105) = -22.19, p<.001 and the use of home-

work, #(105) =-17.98, p<.001.

In order to measure how much the change in depressive symptoms was associated with
the three process mechanisms assessed in the study, we ran separate hierarchical multiple
regressions {(controlling for demographic covariates). The three process mechanisms were

entered into the model simultaneously.

The regression analysis reveals that the model includes four statistically significant
independent variables of predicted change on the symptoms of depression from pre-intervention
to post-intervention. Entering the demographic covariates and process variables as a single block
resulted in a significant model with an adjusted R?of .17, F(1, 106) =1.80, p<.05. At step 1 of
the analysis the significant predictor was age (B= .41, t =-1.82, p<.05). Among the three
processes predictor mentioned before, at step 2 of the analysis the use of cognitive activities was

significant (B = .84, t =-15.98, p<.001), at step 3 of the analysis the use of behavioral component
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(B =-.42, t=-3.81, p<.05) and at step 4 of the analysis the use of home-work (f =-.24, t =-2.49,

p<.05).

For the predicted change on the symptoms of depression from post-intervention to
follow-up the model includes three statistically significant independent variables. The overall
model was significant with an adjusted R? of .09, F(2, 105) =1.78, p<.05. At step 1 of the
analysis the strongest predictor was education (B= .21, ¢ =-1.86, p<.05). For step 2 of the analysis
the use of cognitive activities (B =-.41, t=-3.98, p<.01) and for step 3 of the analysis the use of
behavioral component (B = -.86, t =-3.42, p<.05), while the use of home-work was not a strong

predictor at step 4 of the analysis (B =-.27, t =-3.05, p=.08).
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“In a nutshell, the cognitive model proposes that dysfunctional thinking (which
influences the patient’s mood and behavior) is common to all psychological disturbances. When
people learn to evaluate their thinking is a more realistic and adaptive way, they experience
improvement in their emotional state and in their behavior.” (Beck, 2011, p.3). CBT can help an
individual learn the skills to monitor own thoughts and can change behaviors accordingly.
However, as this most experiment psychological intervention was not tested methodologically in
our country therefore, the main purpose of this study was to determine the clinical effectiveness
of CBT delivered for people with depression in Bangladeshi cultural context. To achieve this
goal we adapted a CBT manual following some step-wise phases of adaption of a psychological
intervention developed in different cultural context (e.g. Naeem et al., 2015; Padesky &

Greenberger, 1995).

There were four-step phases in this study. The protocol for the CBT used was based on
the model suggested by Judith S. Beck (1995) as described in her book, “Cognitive Therapy:
Basics and Beyond”. Based on studies done on effectiveness of CBT with depressed clients in
non-western countries (e.g. Hwang et al., 2015; Naeem et al., 2015) it was decided to adapt the
protocol of CBT as described by Beck (1995) and carefully including the cultural issues, psycho-
education and motivational interviewing related to depression for preparing them to work
collaboratively in a psychotherapeutic alliance. Secondly, the manual was given to seven judges
for evaluation. In the third phase a pilot-study of the final draft of the Bengali CBT manual was
done and in the final and fourth phase a RCT was conducted administering the manual on the
persons with depression in experimental group. Our results on statistical analysis of RCT
supported the effectiveness of CBT intervention and also showed that one-month after the

intervention CBT-participants had improved significantly in depression.



COGNITIVE BEHAVIOUR THERAPY FOR DEPRESSION 78

In the first three phases we had worked on adapting the standard protocol of CBT as
practiced by most mainstream practitioner mental health professionals in the world. As discussed
in the methodology that the researchers explored the most used standard method for identifying
the most used protocol of CBT we communicated with Beck institution for standard CBT manual
(M. Finkel, personal communication, Sep 18, 2016). According to Beck institution replied that
they use the book titled “Cognitive Therapy: Basics and Beyond” as standard for treatment of
patients with depression. So, in the first phase the researcher reviewed the book “Cognitive
Therapy: Basics and Beyond” by Judith S. Beck (1995). After that the researcher reviewed
manuals on CBT and psychological intervention which were available on multicultural
community (e.g. in China, Hwang et al., 2015; in Pakistan, Naecem et al., 2015). Then a
questionnaire survey was done on 40, CBT practitioners to identify their clinical experiences
about those variables they had found to enhance and limit the successful reduction of
symptomatology by using CBT for treating mental health problems (Ara & Deeba, 2019).
Subsequently, information was gathered on three depressed patients’ on current symptoms and
characteristics of depression and also found improvement of symptoms in treatment outcome for
CBT by the researcher (Ara & Deeba, 2018). Information gathered by these elementary stages
the first draft of the Bengali CBT manual was adapted. Then the adapted Bengali CBT manual

was prepared for the scrutiny of experts’ evaluation.

In the second phase the manual was given to seven judges for evaluation according to
their opinion and experience. Afier that synthesizing the judges’ suggestions the draft of the
adapted Bengali CBT manual was finalised. In phase three, to evaluate the functional feasibility
of the adapted Bengali CBT treatment manual we had conducted a pilot study on five diagnosed

patients with depression referred by psychiatrists. In this case no change was required in the
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manual and content of the manual was remaining the same. Thereby, we had prepared the draft
of the Bengali CBT manual to examine its effectiveness through a randomized controlled trial.
We have followed all standard steps and systematic framework for adapting evidence-based
treatment described by Barrera and Castro (2006). By these we had completed developing a

Bengali CBT manual most coherent with the epistemological and ethnological ground.

Finally, the fourth phase consisted of the RCT to determine the effectiveness of adapted
Bengali CBT manual that was already tested in a pilot study (Ara & Deeba, 2020). According to
ITT analyses the results of the RCT indicated that the adapted Bengali CBT manual could guide
the therapists to conduct effective therapeutic work to alleviate the symptoms of depression in
the participants. The findings of how effective this intervention for depression are similar to
those studies done in different other cultures (Hwang et al., 2015; Naeem et al., 2015), which
implies the external validity. The current trial demonstrated that no significant improvement,
with regard to the primary outcome, occurred for participants in WLG compared to those on the
TG. However, participants in the TG continued to show improvement from pre-intervention to
post-intervention and post-intervention to follow-up on every outcome measure. Findings of our
study match with the studies conducted in other non—western countries (Beltman et al., 2010;

Cuijpers, et al., 2013).

As observed in the findings of the study provided support for CBT based psychological
interventions in treating individual with depression in Bangladesh. This approach was acceptable
to participants, as only about 3.38% of the sample declined to take part into the RCT and only
about 2.8% withdrew once the treatment had actually begun where there were no dropout before

the post-treatment assessment. Favorable outcomes were demonstrated low dropout rate, and



COGNITIVE BEHAVIOUR THERAPY FOR DEPRESSION 80

improvement in pervasive outcome measures (Gaffan et al., 1995; Gortner et al., 1998; Stuart &
Bowers, 1995; Scott, 2001). The findings are consistent with other studies, in most randomized,
controlled trials of the treatment of depressive disorders and CBT is found to be effective
(Beltman et al., 2010; Cuijpers, et al., 2013; Dimidjian et al., 2006; Dimidjian & Goodman,
2009; Dobson, 1989; Embling, 2002; Fava et al., 1998; McMain et al., 2015; Van Straten et al.,

2010).

Additionally, our investigation indicated substantial effect sizes (see Table 6) for
improvements in measures of depression following the CBT intervention. Since every participant
experienced depression for a period of time and there were no significant differences in the start
of treatment between two groups (see Table 5). But the mean difference(s) between two groups
were significant after intervention in each assessment point. Findings of the current trial is
comparable even with the previous studies conducted with (Chen et al., 2006; Dimidjian &
Goodman, 2009; Dobson, 1989; Dobson et al., 2008;€&dodman & Garber, 2017; Gortner et al.,
1998; Jasmine, 2010; Newby et al., 2013; Strachowski et al., 2008) and supports the efficacy of
CBT in reducing depression. Previous research also showed that in depressive disorder lead to
significant clinical improvement and symptom reduction, relative to other forms of
psychotherapy when delivered standard form of CBT (Beidel et al., 2000; Bond & Dryden, 2005;
Gortner et al., 1998; Newby et al., 2013; Strachowski et al., 2008). Since all individuals in this
research had included only those participants who didn’t take medication and these participants
were providing CBT intervention as soon as possible for individuals with mild to severe
depression, this suggests that there may be an advantage in providing treatment as soon as
possible (Lopez & Basco, 2015). Besides, it may be that the monitoring and delivery of treatment

was best done by trainee clinical psychologist which was shown in treatment outcome. Recent
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reviews support the contribution and importance of the background of the mental health
professionals (Bower et al., 2001; Gilbody et al., 2003). In other words, CBT for depression may
be effective when used appropriately, but it may not be effective because of limits in people’s
capability or preparedness to implement it. These findings were similar to those of Perini et al.

(2009) which examined the effectiveness of CBT on depressive symptoms.

CBT as a wide method to psychotherapy has become the most commonly utilized and
researched of all psychotherapeutic methods (Lopez & Basco, 2015). This study applied adapted
Bengali CBT manual and provided depressive patients with the skills to adjust their thoughts to
assist adaptive coping to manage their emotions, distress and symptoms of depression that are
common among patients with depression. In a study of depressed individuals undergoing 12
weeks of cognitive therapy, Barber and DeRubeis (2001) found that depressive symptoms
improved over the 12-week period and that patients showed significant cognitive improvement.
Mainly CBT focuses on identification and modification of distorted thinking patterns associated
with depressed mood which may reduce symptoms of depression. It may be that the cognitive
triad forces the depressed individual to deal with irrational negative thoughts that are acceptable
to him/her over and are always about topics such as hopelessness, low self-esteem or suicide;
which help participants to deal with depression and in long run reduced meén scores on

measurement scales of the treatment group (Lehner-Adam & Dudas, 2013).

In accordance to our current results a good percentage of co-morbid anxiety (85.6%) with
primary depression was found and there were significant reduction in depression as well as in the
co-morbid difficulties that were secondary to depression. Overall, the results indicate that

relative to the passage of time; all the participants were improved on anxiety through the use of
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adapted Bengali CBT manual (see Table 8). It is consistent with other research findings where
found that CBT is an empirically based psychotherapy with robust evidence for the treatment of
adult anxiety and depression (Butler et al., 2006; Cuijpers et al., 2013). In general, the pattern of
CBT is based on identifying and shifting clients’ dysfunctional cognitions and behaviors to
reduce maladaptive emotions (Beck, & Beck, 2011). It has been also shown that when symptoms
of depression improved at the same period of time symptoms of anxiety also significantly

improved following CBT (Newby et al., 2013; Perini et al., 2009; Saigo et al., 2018).

In accordance to our current result mean scores of depression as well as psychological
distress decreased significantly immediately after post intervention and one-month after the post-
intervention. From the current trial it can be indicated that CBT group showed significant
reduction in measures of psychological distress in patients with depression indicated large effect
size (see Table 10). There is important evidence that CBT may improve health-promoting
behaviors, such as changing patterns of risky lifestyle and habits, and modify dysfunctional
attitudes and behaviors (Menutti et al., 2006). These findings add to a great body of literature
indicating that CBT is an effective tool to improve depression as well as psychological distress

(Beltman et al., 2010; Cuijpers et al., 2013; Embling, 2002; Van Straten et al., 2010).

Although significant changes in suicidal risk were found in CBT group compared to
WLG. Medium effect size (.06< 2 < 0.14, see Table 12) was found across between subject effect
for the outcome measure on suicidal risk, where large effect size was found for other symptoms
(Cohen, 1988). The reason behind is that the primary focus of Judith Beck's cognitive behavior
theory (1995) is based on people's explanation of negative life incidents and its impact on their

experience of depression. This adapted Bengali CBT manual is most commonly operationalised
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for meeting these criteria for a principal diagnosis of depressive disorder. Additionally,
depressive disorder and depressive symptoms are risk factors for suicide in Bangladesh is a
common cause of unnatural death (Mashreky et al., 2013). Of all the people reported due to
injury related death in Bangladeshi on an average, 30 people kill themselves every day (Suicide
on the rise, 2018). So, treating for suicidal risk by the adapted CBT program may need to add
component which is related to suicidal ideation. In respect of all variables, therefore, the efficacy
of the intervention was greater in patients with depression and this therapy appears to be
appropriate to patients across the whole range of clinical severity come across in general

practice.

In general, common mental errors like blaming, rationalizing, black and white thinking or
emotional reasoning have significant contributors to depression (Beck, 1995). By learning
cognitive techniques helped the patient replace dysfunctional cognitions with ways of thinking
appropriate for a particular situation and use the central role of cognition for adjusting emotions
(Goodman & Garber, 2017; Lehner-Adam & Dudas, 2013; Rnic et al., 2016). In a study Oei and
Sullivan (1999) assessed changes in cognitions for 67 patients and found that patients who
recovered showed a greater rate of reduction in automatic thoughts and greater change in
dysfunctional attitudes than patients who did not recover. Similarly, other research also showed
similar findings that therapy was mainly associated with a reduction in automatic thoughts early
in treatment, which was in turn linked to both a reduction in depressive symptoms and the skills
people learn through CBT such as- the searching, questioning and modifying of automatic
thoughts last long after the treatment ends (Kwon & Oei, 2003; King et al., 2000; Meichenbaum
& Goodman, 1971). Another research has suggested that during the middle portion of treatment,

CBT was associated with a reduction in dysfunctional attitudes that preceded a reduction in
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automatic thoughts and that was tied to a reduction in depressive symptoms (Kwon & Oei,
2003). These results are consistent with proposals that the initial phases of CBT involve
assessing, monitoring and challenging automatic thoughts, but that as CBT continues the focus
of treatment turns to identifying and modifying underlying cognitive structures (Beck, 1995).
Overall, these findings are consistent with other research suggesting a benefit that relatively CBT
treatment programs can be effective for many persons with depression (Cuijpers et al., 2013;
Dimidjian & Goodman, 2009; Dobson, 1989; Dobson et al., 2007; Goodman & Garber, 2017,
McMain et al., 2015; Van Straten et al., 2010). These findings indicated a reduction of symptoms

of depression as well other symptoms following adapted Bengali CBT manual.

Therefore, present investigation aimed to determine the predicting factors associated with
depressive symptom reduction and three process mechanisms were used, that are, -use of
behavioral component, use of cognitive activities, and use of home-work. Analyses on treatment
improvement revealed significant associations among clinical outcomes and the use of
behavioral component, the use of cognitive activities, and use of home-work. The literature on
the predictors of treatment effectiveness with CBT is mixed, with most predictors showing a
relationship in some studies and not others (Nemade et al., 2007). Consequently, results found
the use of cognitive activities to predict greater response to CBT and also associated with better
clinical outcomes. A probability explanation for these findings is that all the participants in the
intervention group had received this type of intervention for the first time in their life, and it is
evident that they had significantly improved because of externalizing the inner problems and
receiving some effective strategies to change (D'zurilla & Goldfried, 1971; Lehner-Adam &
Dudas, 2013). With CBT, participants were taught to monitor, record and challenge their

negative thoughts and cognitive restructuring is often seen as the important element of CBT
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(Beck, 1995). So, special emphasis was put on negative automatic thoughts, recurrent thoughts
that may came into their mind as if by pattern rather than as a specific response to what was

currently going on (Beck, 1995).

By learning techniques of CBT, participants were able to identify these automatic
thoughts when they occurred. In their original paper Nemade et al. (2007) suggested that though
every client’s automatic thoughts are unique, there are also clear patterns of depressive automatic
thoughts that are formed are common across many depressed people's minds. Hence, it was also
possible that the adapted Bengali CBT manual added psycho-education section which helped the
participants to identify how they evaluate situations negatively and thoughts, emotions and
behavior generate a chain reaction. Problem-solving techniques helped participants to identify
and name their problems, develop alternatives for problem solving, make decisions and to
correspondingly decrease their feeling of hopelessness and at the same time increase self-
efficacy which may improve symptoms of depression (D'zurilla & Goldfried, 1971; Lehner-
Adam & Dudas, 2013). These techniques used by the participants took the form of adaptations to
reduce practical barriers and improve access, enhance possibility and acceptability; for example,
maintaining sessions schedule, delivering the treatment in a convenient setting, and presence of

family members if requested by the participant.

Sprry (2003) stated that identifying why a situation is problematic, generating possible
solutions, making effective decisions and delineating realistic personal goals will help both
clinical and nonclinical group to effectively overcome their depressive symptoms. Similarly,
other research has suggested that therapy need to be based on the assessment, identification and

symptom reduction of disorder-triggering and disorder-maintaining factors in the patient’s
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behavior or cognition (Goodman & Garber, 2017; Lehner-Adam & Dudas, 2013). Psycho-
education also teaches the participants about the symptoms of depression that they are
experiencing (Lehner-Adam & Dudas, 2013). In this current study psycho-education may be
provided participants as a helpful tool that enable them to better understand, accept, and cope
with negative thoughts which may contribute to reduce symptoms of depression, associated with

better clinical outcomes and it maintained up over time.

Interestingly, uses of behavioral components were higher in the CBT group reflecting
better clinical outcomes. Lack of knowledge about how to manage the time and maintaining a
balanced activity level is another major factor of depression (Thase et al., 1995). Therefore,
targeting learning about the connection between maintaining a balanced activity level, the
participant may become conscious of the relationship between activity/passivity and mood which
improved their activity level and isolated behavior. Behavioral activation produces symptomatic
improvement in depressive patients and found effective outcome (Sherril & Kovacs, 2002; Thase
et al., 1995). Similarly, other research findings has suggested that interventions for participants
with depressive symptoms could focus on lifestyle practices such as weight management,
personal safety, sleep hygiene and healthy eating (Khan et al., 2020). The component of CBT
behavioral activation is theoretically based on behavioral models of depression, where in it is
recommended that depression is triggered or maintained by a lack of experiencing positive
reinforcement from the environment (Lewinsohn, 1974). This may occur because people with
depression lack the social skills required to produce rewarding interactions with others and often

show avoidant behavior (Lewinsohn, 1974).
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The result found from the use of home-work predicted change on the symptoms of
depression from pre-intervention to post-intervention and also associated with better clinical
outcomes but not in post-intervention to follow-up. A probability explanation for these findings
is that participants in this study were engaged in homework at the end of each session with
regard to the particular homework assignments of that session. During the sessions, the therapists
used motivational interviewing which may motivates participants while working on home-work
assignments and overcome troubleshooting possible barriers if necessary (Hayasaka et al., 2015).
In other words, therapists attempted to enhance the participant’s interest for homework
regardless of the initial symptoms of depression. Research findings showed that CBT usually
involves homework, the completion of which is a known predictor of a positive outcome
(Hayasaka et al., 2015). In another research found that homework compliance has usually been
assessed either post-hoc after the treatment is over, thus risking the recall bias , or only once out
of the 10 or more sessions of the program, thus possibly not reflecting the overall compliance

(Startup & Edmonds 1994).

In this study, age showed predicted change to CBT and also associated with better
clinical outcomes. Although, previous research has suggested that CBT is not effective for older
adults (Catarino et al., 2018; Gould et al., 2012). However, it is important to note that in the
present study the mean age of the participant was 30 years, whereas previous research on the
effects of CBT on older adults focused on adults over the age of 55 (Gould et al., 2012). A
possible explanation of current findings is that adult does not share more likely to be affected by
age-related cognitive decline and physical comorbidities than older people that may directly
influence CBT outcomes. But Donker et al. (2013) found dissimilar results in a sample with a

broader age range, whereas other studies have not replicated this finding. Age itself did not
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significantly predict result in these studies, with the concession of Donker et al. (2013) in which
age was found that older adults responded more favorably to CBT. Similarly, in the current trial
education also showed a better response to CBT and it was another factor that differentially
predicted treatment outcomes. This effect was found directly at post-intervention and sustain up
to follow-up. In their original paper, Tovote et al. (2017) suggested that education was the only
factor that differentially predicted to decrease the symptoms of depression directly after the

interventions.

Most of the studies have investigated predictors grouped in four different domains,
namely demographics, clinical characteristics, personality dimensions, and disease related
characteristics in patient with depression. Demographic characteristics and clinical
characteristics as predictor for CBT outcome have widely been studied and some study results
are inadequate as to which characteristics are influential (Tovote et al., 2017). Whereas some
studies identified education, age, gender, as demographic predictors, other studies failed to show
or identify any demographic predictors (Cuijpers et al., 2014; Fournier et al., 2009; Spek et al.,
2008; Thase et al., 1997). The results support the view that it is important to consider the
interaction among patient characteristics, treatment characteristics and treatment modality when
comparing the effectiveness of treatments in the research context and when assigning clients to
control group (Addis & Jacobson, 1996; Beutler, 1991; Shoham-Salomon & Hannah, 1991). In
particular, it is essential to mentioned that overall, the regression models only described a small
amount of variance based on demographic variables in symptom reduction and later it is clear

that a number of relevant variables are need to be assessed.
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The results of the current study will hopefully generalizable to other settings. Through the
result of this evidence-based treatment will helpful to improve of patients who have depressive
symptoms. It is also vital that this adapted Bengali CBT manual was compared and protocols
were developed to use this intervention in accordance with the available evidence-based
resources. In addition, adaptation of a psychological intervention attempts to maintain fidelity to
the core elements of the psychological therapies while adding certain elements to enhance its
acceptability and effectiveness (Barrera et al., 2013; Falicov, 2009). Adapting evidence-based
psychological intervention to incorporate elements that are contextually relevant and meaningful
in the culture in which they are being delivered is recognized as an important step to increasing
acceptability of the treatment, patient satisfaction and, ultimately, their effectiveness (Bemal &
Scharrén-del-Rio, 2001; Castro et al., 2010; Sue, 2003). Study findings show that it is possible to
offer this adapted Bengali CBT for patients with depression who can attend the service regularly.
The assessments, enrollment and maintenance of this RCT were outstanding. It lends support to
sustainability and acceptability of CBT to the participants. RCTs are the gold standard for
assessing the effectiveness of any intervention (Sully et al., 2013). To date, clinical trials of CBT
for depression among Asian population have been only occasionally reported; therefore, our
study provides useful informative findings in this issue. Our findings support the applicability of
CBT for various cultures, consistent with findings in non-western studies from Hong Kong

(Wong, 2008), Korea (Kwon & Oei, 2003) and Pakistan (Naeem et al., 2015).

Limitations

Although this study was carefully designed, several limitations need to be acknowledged.

First, most importantly, design of the present research includes firm conclusions about the
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specific effects of the treatments due to the presence of a control condition. Also, all the
participants were collected from Dhaka city which reduced the diversity of the participant group.
An additional limitation is the fact that participants of WLG were waited for research purpose
and an only one month follow-up analysis was taken for assessing the maintenance effect. Long-
term follow-up of approximately six months to one year is also suggested evaluating long-term
effectiveness. In this investigation only face-to-face therapist support was provided. Other
methods of providing support (e.g., telephone, texts, e-mail) may be beneficial, and better use of

these methods could further reduce barriers to receiving CBT.

With these limitations, the study also has some impact and strength. Here, strength that
there was no difference between the two groups on baseline measures indicating successful
randomization. The intervention delivered by research assistants who were clinical psychology
graduates provided with training and close supervision. Increased cost-effectiveness could make
treatment accessible to more individuals in need of assistance. Patients enjoy rapid treatment
gains, and this may also improve the credibility of the treatment and increase the motivation for
further change (Bond & Dryden, 2005). There was no CBT manual in Bengali, by this research
researcher adapted Bengali CBT manual and provided session according to the manual in a
planned, structured way which helped to implement treatment on TG properly. The inclusion of
WLG helped to compare the result in a more accurate way. Even then because of conducting
RCT from representative hospitals of the country and random allocation of participants made the

study more reliable and representative for the Bangladeshi population.
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Recommendations

These findings have implications for both clinical practice and future research. This
research added a new step for initiating much-needed research for checking the effectiveness of
psychological treatments for the most common mental iliness that is depression in Bangladesh.
The findings helped to reduce this evidence-based knowledge-gap related to depression and
intervention in our own country. The participants were benefited with this psychological
intervention. Some awareness is made in the professionals and clients while conducting the
research. The study will be helpful to assist mental health professionals to use the internationally

recognized psychological approach with great confidence in their practice.

This is the first RCT to evaluate the efficacy of CBT for persons with depression in the
country. In Future researchers can conduct more studies (including RCT based studies) and
extend these findings. Future studies can be conducted with this manual for other disorder(s), for
instance, PTSD, personality disorder, sleep disorders, substance dependency, relationship
problems, somatic problems or other modalities than in our study, such as the internet, computer-
based programs, and other technical communication channels (Buchanan, 2012; Cukrowicz &
Joiner, 2007). Overall, studies with diverse populations should be conducted to evaluate the
exportability and generalizability of currently available internationally recognized therapeutic
interventions. The findings did not provide exact information about the most beneficial
mechanisms of the CBT. Therefore, a qualitative study is suggested to acquire knowledge about
participants’ experiences and what components may contribute to beneficial outcomes. These
findings of the research suggest that participant’s characteristics can create a strong contribution

to treatment outcome and CBT intervention is effective for individuals with different
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characteristics. Future research could consider the contribution of other possible predictive
factors, or plan differences in the therapeutic process, to further advance this research

understanding of differential response to CBT.
Conclusion

The study provides research-based evidence of the effectiveness of using adapted Bengali
CBT for persons with depression. Results indicated that participants with depression in
Bangladesh were benefited from CBT and that systematic cultural adaptations helped to retain
patients with depression in treatment and improved rates of symptom reduction. The outcome of
the current trial also suggest that the adapted Bengali CBT is a favorable intervention that can be
delivered to a number of participants using structured resources, minimum costs with capable
and skilled expertise. There is no doubt that in developihg country such as Bangladesh the
resources are limited, but there is needed this adapted and effective interventions. The results are
strongly indicated that a larger scale RCT of a culturally adapted intervention in depressive
disorder was warranted. In addition, the trial with sufficient sample size showed that such an
intervention could potentially improve clinical outcomes on all measuring variables in
Bangladeshi patients suffering from depression. Therefore, CBT is considered as an effective
intervention to develop skills to cope with depression. Finally, future studies would benefit from
inclusion of a broader and more representative RCT of participants and hopefully this initial

positive outcome will stimulate larger replications.
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Developed by: Farah Deeba and Dr. Roquia Begum, Department of Clinical Psychology, DU
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Bengali translated version of General Health Questionnaire, GHQ-28
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A-Somatic, B-Anxiety & Sleep Problem, C-Social Functioning, D-Depression. Cutoff Score-39.
Translated by Nafisa Banoo, Department of Clinical Psychology, University of Dhaka.
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Beck Scale for Suicidal Ideation (BSS)
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(We only add session structure in appendix. As we are working on manuscript in press, it will be
available in request).



