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Abbreviations CBT: cognitive behaviour therapies; PP: psychological placebo; NT: no treatment; BDI: Beck Depression Inventory; MDD+:
Major depressive disorder diagnosed by operationalised diagnostic criteria

“Dowrick1996 reports nine independently conducted, albeit according to concerted protocols, RCTs. Two of these RCTs conducted in Ireland
were reported in an amalgamated form in the definitive report and is therefore treated as one trial in this meta-analysis.

®For Fuchs1977, randomized N was not available. Instead we used number of participants assessed at the end of intervention.

Besyner1979

Nonspecific group: “Therapist behavior was limited to reflection and clarification of verbal
material and questioning to facilitate discussion. It may be argued that such procedures are
akin to, if not identical with, those employed by Rogerian therapists. While the validity of this
argument cannot be denied, it is the belief of this researcher that such procedures are
considered to be minimally therapeutic.” (page 70, line 10)

Fuchs1977

Nonspecific therapy: “Session 1 began in the same way as the self-control procedure with
introductions, collection of deposits, a review of confidentiality issues, and a 10-minute group
interaction assessment procedure. As in the other groups, participants were given an
information sheet and a general introduction to group therapy concepts, generally from a
nondirective framework. From that point on and throughout the ensuing sessions, therapists in
this condition attempted to elicit discussion of past and current problems, to encourage group
interaction, and to reflect and clarify feelings in an empathic manner. Although therapists at
times suggested simple exercises within the group to facilitate open discussion, they were
specifically instructed neither to recommend out-of-therapy activity nor explicitly to teach
behavioral principles. These sessions lasted approximately 2 hours weekly, as did self-control
therapy sessions.” (page 209, left column, line 24)

Hegerl2010

Guided self help group (GSG): “In the GSG , a supportive atmosphere was created, allowing
the participants to communicate about their situation and daily life, but no psychotherapeutic
intervention was allowed by the group leader.” (page 33, right column, line 1)

Kelly1982

Nondirective group: “The nondirective group served as a control group and met for the same
amount of time as the other groups, but did not undergo their treatment procedures. Outside of
behavior change strategies and cognitive strategies, the group was free to discuss any topics
(e.g., support, jobs, etc.). All sessions, with the exception of the first, consisted of a review of
the previous meeting’s topic and a discussion of issues the group members felt were
important. The therapist behavior during all sessions was as consistent as possible. An attempt
was made to provide all group members with maximum empathy and warmth.” (page 41, line
10)

Propst1980

Therapist Contact plus Self-Monitoring: “Participants in this condition simply met for a
discussion group and kept track of their daily mood. For homework they were to record items
for group discussion on their mood cards. The content of the discussion was up to the
participants, as the therapists participated as little as possible.” (page 172, line 5)

Serfaty2009

Talking Control: “Clearly defined criteria for the TC group were used to prevent CBT from
being delivered. Talking control therapy was developed during our feasibility work, and
details are available from the authors. The therapists practiced delivering the TC in role plays
with the supervisor so that difficult questions could be addressed. Dysfunctional beliefs were
not challenged; however, the therapists were asked to show interest and warmth, encouraging
participants to discuss neutral topics such as hobbies, sports, and current affairs. No advice or
problem solving was given, and there was little focus on emotional issues. No suggestions for
behavioral tasks were offered. So for example, if the patient said, “My daughter does not like
me as she never comes to visit me,” the therapist would ask, “How many children do you
have?” (page 1334, right column, line 8)




