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Abstract

Delphi studies allow for the generation of a consensus among experts. This has historically been professional
experts in their field. This study aimed to obtain a consensus regarding the most important components of
cognitive behavioural therapy (CBT) for depression not only for professional experts (therapists) but also for
adult experts by experience. Perceptions of importance between therapists and experts by experience differed
in multiple areas including content components such as behavioural activation and experiments,
psychoeducation, and homework, which the latter did not agree were important. Experts by experience
found several components relating to delivery process important which therapists did not, such as delivery
method and session length. The strongest agreement from both groups involved the importance of positive
therapist factors such as being non-judgemental, knowledgeable, understanding, and trustworthy. Both groups
were in agreement on the importance of cognitive restructuring. Neither experts by experience nor therapists
met consensus agreement on the inclusion of mindfulness as part of a wider CBT intervention for depression,
being rated among the lowest components for both groups. Findings highlight several aspects of CBT content
and delivery which may benefit from review in order to increase acceptability for recipients.

Key learning aims

(1) To identify what recipients and deliverers feel are the most important parts of a CBT intervention
for depression.

(2) To compare these responses, and consider reasons why these similarities and differences may exist.

(3) To discuss ways in which these differences could impact acceptability and perceived efficacy of
cognitive behavioural therapy.

(4) To reflect on ways gained knowledge could be used to consider ways to improve the delivery of
cognitive behavioural therapy.

Keywords: CBT; Delphi; depression; lived experience; quantitative

Introduction
Depression, a mental health condition characterised by low mood and lack of interest or pleasure

(World Health Organization, 2017), is estimated to affect around one in six adults (17%) in the
UK, which is higher than pre-pandemic rates of approximately 10% (Office for National
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Statistics, 2021). Depression has a significant impact quality of life (Fernandes et al., 2023; Pyne
et al., 1997; Sivertsen et al., 2015) and levels of self-harm and suicide (Bradvik, 2018; Singhal
et al, 2014). Due to the high prevalence, particularly since the apparent decrease in mental
wellbeing since COVID, and the impact depression has on those experiencing such difficulties,
improving the quality, efficacy and efficiency of treatments for depression is vital.

Cognitive behavioural therapy (CBT) has been found to be effective in the treatment of
depression, and is recommended for the treatment of depression across all severity levels
(National Institute for Health and Care Excellence, 2022). CBT consists of various components
that are primarily the cognitive and behavioural elements of therapy. Cognitive components aim
to support the recipient in identifying and challenging negative thoughts or ‘dysfunctional’ beliefs,
while behavioural components involve changing or reducing behaviours that may occur as a result
of these thoughts and beliefs (Fenn and Byrne, 2013). However, when viewed holistically, there are
many important elements of therapy that fall outside of delivered therapeutic content. Process
components, such as how the therapy is delivered, and therapist components — referring to the
ways in which the clinician can impact therapy, all play a role in the overall experience of CBT.

While CBT is widely considered to be a gold standard psychotherapy (David et al., 2018), there
is room for improvement. CBT has been critiqued as failing to take the ‘whole person’ into
account (Gaudiano, 2008). This is due in part to what some critics of the therapy feel is a ‘one size
fits all’ approach (Dalal, 2018), with recipients feeling their experiences of CBT were too
generalised and ‘not designed to the person’ (Omylinska-Thurston et al., 2019; p. 459). In the UK,
CBT has been the most common form of therapy offered, although people have been found to feel
they have little choice in the type of therapy they receive (Mind, 2013). CBT accounts for 41.3% of
all therapy provided by the NHS Talking Therapies service, with guided self-help via book being
the second most utilised at 29.6% (NHS England, 2024). Current provision of CBT has been felt by
some therapists to have ‘left behind some of its own principles’ in favour of interventions that are
required to be quantifiable and cost-effective (Bruun, 2024; p. 323). One such example is a lack of
individualisation by assessing outcomes in a way that do not reflect user priorities, specifically a
measurement of symptoms, not client-preferred outcomes (McPherson et al., 2020). Service users
have felt such outcomes are too focused on negativity rather than positive change, finding them
‘disheartening’ and that they did not reflect the nuances of their difficulties (Omylinska-Thurston
et al., 2019; p. 459). Despite the significant evidence supporting its efficacy, there is room for
reflection on the ways CBT, and its current provision, can be improved to better support
recipients. One way this can be achieved is through greater inclusion of therapy recipients in the
evaluation process of therapeutic interventions.

Service-user voices are important when considering the evaluation of a therapy. When
reviewing research, there is an evident gap in the literature asking service users their thoughts and
beliefs about how well therapy served them. While there is no clear definition for an ‘expert’ in the
context of a Delphi study (Baker et al., 2006), the role has traditionally been those with specialised
training such as academics, medical doctors, or scientists (Donohoe and Needham, 2009).
However, it is not enough to only consider the perspectives of professionals in how well a therapy
is received. A majority of people with experience of mental health difficulties feel that their
experiences could only be understood by someone else with experience of mental ill-health (Lester
et al., 2006). Modern research has begun to place a greater emphasis on the involvement of those
with lived experience (Hawke et al., 2022). Service-user involvement in the provision of mental
health treatment can improve the quality of care, as well as contributing to empowerment, quality
of life, and satisfaction of service users (Tambuyzer et al., 2014). A study by Millar et al. (2016)
identified three facets of consequences to service-user involvement in mental health care, which
included numerous positive results including decreased feeling of powerlessness, improved quality
of services, and reduced stigma.

This study used a modified Delphi method to obtain a consensus on the most important
components of CBT for depression in adults. Some recent research published includes
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Morrison & Barratt’s (2010) identification of the components of CBT for psychosis, and Spain and
Happé’s (2020) and Spain et al’s (2023) Delphi research aiming to improve CBT for autistic
individuals. Most notably, Taylor et al. (2020) aimed to identify the most effective components of CBT
for depression, identifying nine content components and three process components. The current study
aims to further research in this area by building upon previous research which has aimed to evaluate
the importance of CBT components. This has been achieved through the addition of surveying experts
by experience (EbEs) — adults with lived experience of CBT for depression. The inclusion of EbEs in
addition to therapists will provide an important comparison between what deliverers and recipients of
CBT feel are important, with a view towards improving acceptability. As such, this research contributes
to existing literature which works towards better outcomes and reduced drop-out of therapy
treatment, as well as greater efficiency — allowing for more people to access services.

Methods
Study design

The Delphi technique refers to a method which elicits a consensus of group opinion (Dalkey and
Helmer, 1963). The Delphi method has been used for a wide variety of purposes within mental
health research (Jorm, 2015), primarily to gather the views of experts with the aim of establishing a
consensus regarding best practice for treatment (Spain and Happé, 2020). The method involves
the distribution of surveys over the course of multiple ‘rounds’. In these surveys, participants rate
items anonymously, receive feedback, and re-rate items until a consensus is achieved, or all rounds
have been completed.

A modified Delphi method was chosen for this study. This refers to a Delphi study in which the
first round consists of closed items as opposed to open-ended prompts for participants to generate
the list of components (Avella, 2016). This is appropriate when information concerning the topic
is available (Kerlinger, 1973, as cited in Hsu and Sandford, 2019). In this case information on CBT
components was available. Due to the use of a modified Delphi method in which items have
already been generated, two rounds were deemed to be sufficient.

Participants

Two panels were recruited for the study for the comparative Delphi method. Both expert panels
were volunteers and were not paid/renumerated for their participation in the study.

Therapists

Therapists were required to be actively practising in the UK, have experience in the delivery of
CBT for depression, and to belong to a professional governing body. Clinicians were recruited
through social media, governing body websites with listed therapists, word of mouth, and through
existing networks. Due to details of these lists not being directly accessible to the authors, it is
impossible to determine the exact reach or representativeness of recruitment.

Experts by experience

Experts by experience were sought who received clinician-delivered CBT for depression in the UK
as an adult (age 18 and above). No other inclusion or exclusion criteria were presented, and no
evidence of diagnosis or therapy was required. EbEs were recruited via study a recruitment website
(Call for Participants, n.d.), social media, and charity Depression UK. Due to the possibility of
posts being shared by other organisations and websites, only monitoring those who express
interest in the study, it is impossible to determine the exact reach or representativeness of
recruitment.
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Survey development

Components were identified through research, including Taylor et al. (2020) and Yarwood et al.
(2024), and frameworks including The Revised Cognitive Therapy Scale (Blackburn et al., 2001)
and Roth and Pilling’s (2007) CBT competence framework. These components were categorised
into three groups, which are documented in Appendix A in the Supplementary material: content
components (CBT modules and client activities), process components (format and delivery
methods), and therapist components (skills and competencies of the therapist). Once the list of
components was generated, it was randomised using online software (Haahr, 2024) to eliminate
any potential bias in the order of presentation. This finalised, randomised list was then used
uniformly across all participant conditions.

A Participant and Patient Involvement (PPI) panel was formed for the study. Patient and
public involvement is important in making sure the voice of people with lived experience is
prominent in research, and increasing the relevance and quality of research. The panel was
recruited for via the People in Research website (National Institute for Health and Care Research,
n.d.) and used a separate sample to the main study. The PPI panel consisted of five adults in the
UK with experience of receiving clinician-delivered CBT for depression in the UK. No further
demographic information was taken. The meeting involved discussion regarding the development
of the study. This resulted in changes and improvements to the study, including the amendment of
items on the questionnaire such as changing wording and terminology to be more accessible,
addition of items such as mindfulness, and the implementation of a 7-point Likert scale.
PPI members felt that the distinction between a 5-point and 7-point Likert scale was meaningful
to them to allow for slightly more flexibility in their responses, which was the ultimate deciding
factor. There is no universal scale size for Delphi studies. Similarly to Likert scale size, there is no
standardised method for determining consensus percentage, and the number for consensus and
means of determining consensus varies across Delphi studies.

Procedure

Two rounds were completed, with each participant group completing a separate questionnaire.
The component list was identical for both samples. The therapist and EbE sample were recruited
simultaneously. Recruitment took place between June and September 2023. The survey for each
round was open for 2.5 months, and the second round occurred two weeks after the first round.
Following Round 1, participants were provided with the overall group results of the items from the
previous round which required re-rating.

Each component was rated in terms of how important in terms of inclusion in a CBT
intervention and participants used a 7-point Likert scale (1 - do not include, 2 - very unimportant,
3 — unimportant, 4 - unsure/do not know, 5 - important, 6 — very important, 7 — essential). This
was based on their experience as deliverers or recipients of the therapy. The use of a Likert scale is
strongly favoured (Hsu and Sandford, 2019) and well-established (Lange et al., 2020) in Delphi
studies.

Two rounds were completed, which all took place using an online survey platform with the first
survey being accessible via an online link attached to the study advertisement. The following
round was emailed to participants to access via an enclosed link to ensure only participants who
took part in the prior phases were able to respond to the survey. Unique identifiers were assigned
to participants to track answers across the rounds while maintaining anonymity.

In all rounds, participants completed the survey by rating aspects/components of CBT based on
their experience as a provider or recipient of the therapy. Round 1 differed from Round 2 in that it
also included one free-text box option to suggest any components they felt were missing. These
suggestions were then considered for inclusion in the second round if they were appropriate and
suggested by at least 10% of participants.
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Descriptive statistics were used to summarise the ratings of CBT components as follows.
Statements which were rated as either important, very important, or essential by at least 80% of
panellists were deemed to be integral components of CBT for depression, and were not included in
Round 2 to reduce time burden and participant fatigue re-rating items which had already achieved
consensus. Statements that were rated as important, very important, or essential by 60-79% of
panellists were re-rated in Round 2. Statements that did not meet the above criteria were deemed
to not be important components of CBT for depression, and were removed from Round 2.

In Round 2, participants were provided with the mean percentage ratings of importance for
each item from their participant group from Round 1. Following the second round, items that
achieved consensus, following the same criteria as Round 1, were considered as integral
components of CBT for depression. Items were viewed comparatively to identify similar beliefs, or
points of discord, between the two sample groups.

Results
Participant characteristics

Therapists

Thirty-six participants took part in Round 1, and 24 took part in Round 2. Twenty participants
were high-intensity CBT therapists, 15 were clinical psychologists, and four chose ‘other’, three of
which was an addition to selection of one other selection. Twenty-one participants belonged to the
BABCP, 15 to HCPC, five to BPS, four to NMC, and two to BACP. Many participants reported
belonging to two or more governing bodies and having experience delivering CBT in more than
one role. Ten participants were aged between 26 and 35, 14 were aged between 36 and 45, six were
aged between 46 and 55, five were aged between 56 and 65, and one participant was age 66 or
above. Twenty-five participants identified as White, four participants identified as mixed, one
participant identified as Asian, and one identified as Arab. The sample consisted of 12 male
participants, 21 female participants, and one non-binary participant. Detailed characteristics of
provided demographic data taken at Round 1 is displayed in Table 1.

Experts by experience

Forty participants took part in Round 1, and 31 took part in Round 2. Four participants were aged
between 18 and 25, 11 were aged between 26 and 35, 10 were aged between 36 and 45, seven were aged
between 46 and 55, seven were aged between 56 and 65, and one participant was aged 66 or above.
Twenty-five participants identified as White, and one identified as mixed. Data from one participant
was removed following Round 1 prior to analysis due to their answering the inclusion criteria question
that indicated they received the intervention as a minor. Some demographic information relating to
ethnicity was invalid or missing due to demographic reporting being optional and as such does not
total to the number of participants in the study. The sample consisted of 10 male participants,
28 female participants, one non-binary participant, and one participant who listed their gender as
‘other’. Detailed provided participant characteristics taken at Round 1 can be found in Table 2.

Round 1

A total of 37 items were included in Round 1. Of these, 27 were deemed important by therapists,
and 20 by experts by experience (Table 3). Six items by therapists and two items by EbEs were
excluded in Round 1.

Round 2
In Round 2, four items were rerated by therapists and 15 items were re-rated by EbEs due to a lack
of consensus in Round 1 due to either exclusion due to low rating, or not reaching consensus.
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Table 1. Therapist characteristics

Participant characteristics n %

Professional background

High-intensity therapist/CBT therapist 20 55.5
Clinical psychologist 15 41.6
Mental health counsellor 1 2.7
Other 4 11.1
Governing body

BABCP 21 58.3
HCPC 15 41.6
BPS 5 13.9
NMC 4 11.1
BACP 2 5.6
Age range

26-35 10 27.8
36-45 14 38.9
46-55 6 16.7
56-65 5 13.9
66+ 1 2.8
Ethnicity

White 25 69.4
Mixed 2 5.5
Asian 1 2.7
Arab 1 2.7
Gender

Male 12 333
Female 21 58.3
Non-binary 1 2.8

Table 2. Expert by experience characteristics

Participant characteristics n %
Age range

18-25 4 10
26-35 11 27.5
36-45 10 25
46-55 7 17.5
56-65 7 17.5
66+ 1 2.5
Ethnicity

White 25 62.5
Mixed 1 2.5
Gender

Male 10 25
Female 28 70
Non-binary 1 2.5
Other 1 2.5

No individual free-text responses reached a suggestion rate of 10% and as such no additional items
were introduced in Round 2.

Table 3 is a representation of the rating of each component for both groups. If consensus was
achieved for a group, a tick symbol (v') is noted in the appropriate column representing the Round
in which it achieved consensus. If a component did not achieve consensus for a group, it is noted
by a cross symbol (X) in the relevant column representing the Round in which it failed to meet
consensus. No entry in a cell indicates that consensus was not achieved, but met the minimum
criteria to be re-rated in Round 2. As a comparison between the two groups, the middle column
shows the percentage difference of the final consensus level achieved between the therapist and
EbE sample.
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Table 3. Summary of results

Clinicians Experts by experience
Round1  Round 2  Consensus Percentage Round1  Round 2  Consensus

Component inclusion inclusion percentage difference inclusion inclusion percentage
1. The clinician clarifies clients’ beliefs and expectations about CBT v 100 5.1 v 94.9
2. Flexible scheduling of sessions according to client availability v 88.9 1.1 v 90
3. Number of sessions determined by how much the client needs as opposed v 97.2 0.3 v 975

to a pre-determined number
4. Homework v 97.2 19.7 X 775
5. Offering booster sessions following end of therapy v 86.1 1.1 v 85
6. Using measures (such as BDI-Il or PHQ-9 questionnaires) to determine the v/ 833 5.9 X 77.4

severity of depression and to monitor improvement
7. Providing documents/worksheets v 88.9 11.4 X 775
8. Behavioural experiments 4 97.2 47.2 X 50
9. Tapered end to therapy v 86.2 10.6 v 2.8
10. Clinician ensures therapy is well explained and clients are made aware of v 100 2.5 v 975

the rationale behind tasks
11. CBT sessions lasting 50-60 minutes X 772 6.7 4 83.9
12. Exposure tasks v 86.2 24.9 X 61.3
13. The clinician is non-judgemental v 100 0 v 100
14. The clinician is knowledgeable about CBT and depression v 100 0 v 100
15. The development and maintenance of a therapeutic alliance 4 100 7.5 v 925
16. The CBT is individualised for each client v 100 2.5 v 975
17. The clinician is understanding 4 100 0 v 100
18. Behavioural activation v 94.2 39.4 X 54.8
19. Relaxation techniques (breathing, PMR, imagery) X 556 9 X 64.6
20. Client being able to choose the therapist X 55.5 15.5 X 71
21. Clinician is culturally competent v 91.7 6.7 v 85
22. Goal setting 4 97.2 17.2 v 80
23. The clinician is trustworthy 4 100 0 v 100
24. Additional support available between sessions through email/telephone, X 44.5 29.7 X 742
Zséécc')gnitive restructuring: identifying and challenging thoughts and thinking v 973 17.3 v 80
26.StF)’lllce;fliding reminders of upcoming sessions X 50 20.9 X 70.9
27. Psychoeducation v 100 41.9 X 58.1
28. Ensuring that the CBT adheres to a recognised protocol X 2.7 8 v 80.7

(Continued)

s1dvaay] inoavyag a0 ayJ,

L


https://www.cambridge.org/core/terms
https://doi.org/10.1017/S1754470X25000091
https://www.cambridge.org/core

160000SZX0LPYSLLS/LL0L"0L/B10"10p//:5dNY *Swal/2.103/610 36pLiquies mmmy//:sdny

1€ 3|ge|ieAe ‘asn Jo swud) 310D abpuquwie) ay3 03 123[qns ‘841 1:20 38 520Z BNy 0Z U0 ‘801°9€ 1 LOZEL SSRppPe dI "2403/610 3bpLiquied mmmy//:sd1iy wody papeojumoqd

Table 3. (Continued)

Clinicians Experts by experience

Round 1 Round 2 Consensus Percentage Round 1 Round 2 Consensus
Component inclusion  inclusion  percentage difference inclusion  inclusion  percentage
29. Relapse prevention strategies v 100 12.5 v 875
30. Psychological formulation v 100 48.4 X 51.6
31. Cognitive restructuring: identifying and challenging core beliefs v 86.1 1 v 87.1
32. CBT Is delivered face-to-face, either in person or online according to client X 773 10.2 v 87.5

need

33. Clinician receives regular clinical supervision v/ 100 7.5 v 925
34. Setting and following an agenda for sessions v 86.1 6.1 v 80
35. Providing a summary of each session for the client X 63.6 239 v 875
36. Mindfulness X 36.1 16.4 X 525
37. CBT occurring once a week X 52.7 215 X 74.2

8
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Table 4 depicts the descending order of percentage consensus of items from each group. Items
which were re-rated in Round 2 are noted. Table 5 provides the full rating distribution across both
groups for Round 1. Table 6 and Table 7 depict the full rating distribution for Round 2 for
therapists and EbEs, respectively.

Discussion
Summary of main findings

Therapists overall rated most components higher than service users, with only four items being
excluded and four items being re-rated at Round 2, compared with 13 exclusions and 15 items
being re-rated by the EbE group. There was disparity in perceived importance of numerous
components between the groups.

Behavioural activation is a component considered to be a well-established part of the treatment
of depression (Mazzucchelli et al., 2009) and has demonstrated efficacy (Parikh et al., 2016).
The aim of behavioural activation is to increase user engagement in positively reinforcing
activities, with the initial behavioural model being based upon the assumptions that low levels of
response-contingent positive reinforcement can contribute to and maintain depression
(Dimidjian ef al., 2011). While therapists considered this component important, EbEs did not.
The clinical utility, importance, and acceptability of behavioural activation have been confirmed
in various studies (Simmonds-Buckley et al., 2019). This could suggest that a clearer rationale for
its purpose and effectiveness could be needed at the start of therapy in order to support
engagement. However, it is possible that this result is due to the nature of the strategy itself,
designed to put the client into situations they may feel unable to engage with naturalistically.
Stressful components such as behavioural activation can result in departures from treatment
plans, due to either the client’s negative feelings towards the component or from the clinician in
the form of therapist drift (Waller, 2009). Findings such as this raise important discussions
about the difference between outcome and acceptability, weighing the applied real-life value of
components that have established clinical efficacy, but may have lower acceptability with
users.

Homework was another component that reached consensus in therapist panel but did not in the
EbE panel. Homework has been found to be a useful component of CBT, with homework
compliance found to be a positive predictor of therapy outcome, and homework assignments
producing significant positive effects on therapeutic outcomes (Kazantzis et al., 2005). However,
Helbig and Fehm (2004) described problems with homework in CBT as ‘rather the rule than the
exception’ (p. 298), with therapists reporting problems relating to user completion and compliance
in more than 50% of cases, most frequently with users doubting their ability to manage the task and
worrying about the difficulty. CBT can be perceived by users to be difficult and demanding
(Yarwood et al., 2023). For many, particularly those experiencing more severe difficulties, or for
those with limited energy or time due to many factors such as disability, work, or family
responsibilities, homework tasks may be challenging to adhere to. Given how useful this component
is to therapeutic outcomes, it is important to consider the reasons why recipients may feel unable to
regularly complete homework tasks, or may feel homework is unhelpful or unpleasant to them.

There was further disparity with components that >80% of therapists rated as important, but
did not reach consensus threshold for EbEs. These included: using measures to determine severity
of depression and to monitor improvement, exposure tasks, providing documents/worksheets,
behavioural experiments, and psychological formulation. The most significant disparity in
therapist and EbE rating was behavioural experiments at 97.2% and 50%, respectively. Although
they are primarily utilised in the treatment of anxiety disorders, there is some evidence to support
the usefulness for behavioural experiments in the treatment of depression (Skilbeck et al., 2020).

Inversely, there were differences that EbEs found important, but therapists did not. Session
summaries, for example, help to ensure that key components of the session have been highlighted
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Table 4. Ranked descending order of consensus

Therapists Experts by experience
Consensus Consensus
Component percentage Component percentage
1. The clinician clarifies clients’ beliefs and expectations about CBT 100 13. The clinician is non-judgemental 100
10. Clinician ensures therapy is well explained and clients are made aware of 100 14. The clinician is knowledgeable about CBT and depression 100
the rationale behind tasks
13. The clinician is non-judgemental 100 17. The clinician is understanding 100
14. The clinician is knowledgeable about CBT and depression 100 23. The clinician is trustworthy 100
15. The development and maintenance of a therapeutic alliance 100 3. Number of sessions determined by how much the client needs 975
as opposed to a pre-determined number
16. The CBT is individualised for each client 100 10. Clinician ensures therapy is well explained and clients are 975
made aware of the rationale behind tasks
17. The clinician is understanding 100 16. The CBT is individualised for each client 975
23. The clinician is trustworthy 100 9. Tapered end to therapy 96.8
(Round 2)
27. Psychoeducation 100 1. The clinician clarifies clients’ beliefs and expectations about 94.9
CBT
29. Relapse prevention strategies 100 15. The development and maintenance of a therapeutic alliance 925
30. Psychological formulation 100 33. Clinician receives regular clinical supervision 925
33. Clinician receives regular clinical supervision 100 2. Flexible scheduling of sessions according to client availability 90
25. Cognitive restructuring: identifying and challenging thoughts and thinking 97.3 29. Relapse prevention strategies 875
styles
3. Number of sessions determined by how much the client needs as opposed 97.2 32. CBT Is delivered face-to-face, either in person or online 87.5
to a pre-determined number according to client need
4. Homework 97.2 35. Providing a summary of each session for the client 875
8. Behavioural experiments 97.2 31. Cognitive restructuring: identifying and challenging core 87.1
beliefs
22. Goal setting 97.2 5. Offering booster sessions following end of therapy 85
18. Behavioural activation 94.2 21. Clinician is culturally competent 85
21. Clinician is culturally competent 91.7 11. CBT sessions lasting 50-60 minutes 83.9
(Round 2)
2. Flexible scheduling of sessions according to client availability 88.9 28. Ensuring that the CBT adheres to a recognised protocol 80.7
(Round 2)
7. Providing documents/worksheets 88.9 22. Goal setting 80
(Continued)
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Table 4. (Continued)

Therapists Experts by experience
Consensus Consensus
Component percentage Component percentage
9. Tapered end to therapy 86.2 25. Cognitive restructuring: identifying and challenging thoughts 80
and thinking styles
12. Exposure tasks 86.2 34. Setting and following an agenda for sessions 80
5. Offering booster sessions following end of therapy 86.1 4. Homework 715
(Round 2)
31. Cognitive restructuring: identifying and challenging core beliefs 86.1 7. Providing documents/worksheets 775
(Round 2)
34. Setting and following an agenda for sessions 86.1 6. Using measures (such as BDI-Il or PHQ-9 questionnaires) to 77.4
determine the severity of depression and to monitor (Round 2)
improvement
6. Using measures (such as BDI-Il or PHQ-9 questionnaires) to determine the 83.3 24. Additional support available between sessions through email/ 74.2
severity of depression and to monitor improvement telephone etc. (Round 2)
32. CBT Is delivered face-to-face, either in person or online according to 773 37. CBT occurring once a week 74.2
client need (Round 2) (Round 2)
11. CBT sessions lasting 50-60 minutes 772 20. Client being able to choose the therapist 71
(Round 2) (Round 2)
28. Ensuring that the CBT adheres to a recognised protocol 2.7 26. Providing reminders of upcoming sessions 70.9
(Round 2) (Round 2)
35. Providing a summary of each session for the client 63.6 19. Relaxation techniques (breathing, PMR, imagery) 64.6
(Round 2) (Round 2)
19. Relaxation techniques (breathing, PMR, imagery) 556 12. Exposure tasks 613
(Round 2)
20. Client being able to choose the therapist 555 27. Psychoeducation 58.1
37. CBT occurring once a week 527 18. Behavioural activation 54.8
26. Providing reminders of upcoming sessions 50 36. Mindfulness 52.5
24. Additional support available between sessions through email/telephone, 445 30. Psychological formulation 516
etc. (Round 2)
36. Mindfulness 36.1 8. Behavioural experiments 50
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Table 5. Rating distribution of Round 1

Therapists Experts by experience
Do not include- Unsure/do Important- Do not include- Unsure/do Important-
unimportant not know essential unimportant not know essential
(1-3) (4) (5-7) (1-3) (4) (5-7)

Item Valid percentages of participants rating within defined range
1. The clinician clarifies clients’ beliefs and expectations about CBT 0 0 100 0 5.1 94.9
2. Flexible scheduling of sessions according to client availability 8.3 28 88.9 25 90
3. Number of sessions determined by how much the client needs as 0 28 972 25 975

opposed to a pre-determined number
s AT 0 2.8 97.2 154 77 76.9
5. Offering booster sessions following end of therapy 8.3 53 86.1 25 125 85
6. Using measures (such as BDI-Il or PHQ-9 questionnaires) to 1.1 56 83.3 225 75 70

determine the severity of depression and to monitor improvement
7. Providing documents/worksheets 8.3 28 88.9 20 125 67.5
8. Behavioural experiments 28 0 972 10 40 50
9. Tapered end to therapy 56 8.3 86.2 26 205 769
10. Clinician ensures therapy is well explained and clients are made 0 0 100 0 25 975

aware of the rationale behind tasks
11. CBT sessions lasting 50-60 minutes 16.7 5.6 77.8 15 75 775
12. Exposure tasks 8.3 5.6 86.2 5 35 60
13. The clinician is non-judgemental 0 0 100 0 0 100
14. The clinician is knowledgeable about CBT and depression 0 0 100 0 0 100
15. The development and maintenance of a therapeutic alliance 0 0 100 25 5 92.5
16. The CBT is individualised for each client 0 0 100 25 0 975
17. The clinician is understanding 0 0 100 0 0 100
18. Behavioural activation 2.9 29 94.2 5.1 333 61.4
19. Relaxation techniques (breathing, PMR, imagery) 3818 1.1 55.6 225 15 62.5
20. Client being able to choose the therapist 222 222 55.5 125 15 72.5
21. Clinician is culturally competent 28 56 91.7 5 10 85
22. Goal setting 0 28 97.2 7.5 125 80
23. The clinician is trustworthy 0 0 100 0 0 100

333 22.2 44.5 10.3 154 74.3
(Continued)
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Table 5. (Continued)

Therapists Experts by experience
Do not include- Unsure/do Important- Do not include- Unsure/do Important-
unimportant not know essential unimportant not know essential
(1-3) (4) (5-7) (1-3) (4) (5-7)

Item Valid percentages of participants rating within defined range
24. Additional support available between sessions through email/

telephone, etc.
25. Cognitive restructuring: identifying and challenging thoughts and 0 2.8 97.3 10 10 80

thinking styles
26. Providing reminders of upcoming sessions 25 25 50 125 125 75
27. Psychoeducation 0 0 100 5.1 30.8 64.1
28. Ensuring that the CBT adheres to a recognised protocol 19.4 11.1 69.5 15.4 10.3 74.4
29. Relapse prevention strategies 0 0 100 75 5 875
30. Psychological formulation 0 0 100 5 325 62.5
31. Cognitive restructuring: identifying and challenging core beliefs 2.8 1.1 86.1 10.3 26 87.1
32. CBT is delivered face-to-face, either in person or online according to 16.7 5.6 778 10 25 875

client need
33. Clinician receives regular clinical supervision 0 0 100 25 5 925
34. Setting and following an agenda for sessions 11.1 2.8 86.1 125 75 80
35. Providing a summary of each session for the client 20 20 60 10 25 87.5
36. Mindfulness 306 333 36.1 325 15 525
37. CBT occurring once a week 27.8 19.4 52.7 10 22.5 67.5
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Table 6. Therapist rating distribution of Round 2

Rating
Important-
Do not include-unim-  Unsure/do not essential
portant (1-3) know (4) (5-7)
Item Valid percentages of participants rating within defined range
11. CBT sessions lasting 50-60 minutes 13.6 9.1 77.2
28. Ensuring that the CBT adheres to a recognised 13.6 13.6 2.7
protocol
32. CBT is delivered face-to-face, either in person or 13.6 9.1 77.3
online according to client need
35. Providing a summary of each session for the client 27.3 9.1 63.6

and understood (Sadeh-Sharvit et al., 2022), but interestingly their provision was not deemed
important by therapists in this sample. This may be due to therapists’ belief of its unimportance, or
perhaps its impact is believed to be relatively low when viewed within the context of the additional
time needed for clinicians to provide for each client. Remaining differences in perceived
importance included: CBT following a recognised protocol, sessions being delivered face-to-face
online or in person, and sessions lasting 50-60 minutes. These components are notably all in the
hands of the clinician or wider health service, and are not often an option that a recipient can
advocate for themselves and their needs. This perhaps speaks to a lack of choice and agency
available to therapy users, and consideration of their inclusion could be an important factor in
engagement and acceptability. A clear first step for future research is therefore to understand the
basis of these differences by establishing why EbEs find certain elements to be more or less
important. Qualitative interview studies with those who have received CBT would provide further
insights here. Following this, research should establish whether these differences are based on
factors such as knowledge, perceived ability to complete certain components or perceptions about
therapeutic benefits and whether targeted psychoeducation impacts on EbE views.

There were multiple items which both EbEs and therapists agreed upon; notably, items relating
to the content component of cognitive restructuring. This term refers to the collection of strategies
aiming to support recipients in identifying, evaluating, and modifying maladaptive thoughts and
beliefs (Wenzel, 2017). These strategies are emphasised as a core element in the treatment of many
mental health difficulties such as depression, and when utilised in CBT are typically integrated
with behavioural methods (Ezawa and Hollon, 2023). However, in this study, receivers of CBT
placed less emphasis on importance of behavioural strategies, showing preference towards
cognitive components.

All items categorised as clinician factors achieved consensus in both groups. Several of the most
highly rated components by both therapists and EbEs related to clinician traits: being trustworthy,
understanding, and non-judgemental were rated as important by 100% of participants in both
sample groups. These findings mirror evidence from previous research. The synthesising of
qualitative data of CBT experiences has found that positive therapist traits and their role in the
development and maintenance of the therapeutic alliance were important factors in therapeutic
recovery (Yarwood et al., 2024). Therapist knowledge was also rated at 100% by both therapists
and EbEs. While this finding might be somewhat unsurprising, establishing the level of consensus
systematically was important. Furthermore, findings highlight the relative importance of therapist
qualities, as EbEs rated these items higher than any others, including items relating to therapeutic
content. The overall consensus ratings highlight the high level of perceived importance of the
clinician as a therapeutic factor of CBT.

Mindfulness did not reach consensus for EbEs or therapists; it was the lowest rated component
for therapists, and the third lowest rated component for EbEs. While mindfulness is traditionally a

Downloaded from https://www.cambridge.org/core. IP address: 13.201.136.108, on 20 Aug 2025 at 02:11:48, subject to the Cambridge Core terms of use, available at
https://www.cambridge.org/core/terms. https://doi.org/10.1017/S1754470X25000091


https://www.cambridge.org/core/terms
https://doi.org/10.1017/S1754470X25000091
https://www.cambridge.org/core

Table 7. Expert by experience rating distribution of Round 2

160000SZX0LPYSLLS/LL0L"0L/B10"10p//:5dNY *Swal/2.103/610 36pLiquies mmmy//:sdny

1€ 3|ge|ieAe ‘asn Jo swud) 310D abpuquwie) ay3 03 123[qns ‘841 1:20 38 520Z BNy 0Z U0 ‘801°9€ 1 LOZEL SSRppPe dI "2403/610 3bpLiquied mmmy//:sd1iy wody papeojumoqd

Rating
Do not include-unimpor- Unsure/do not Important-essential

tant (1-3) know (4) (5-7)
Item Valid percentages of participants rating within defined range
4. Homework 9.7 12.9 1.5
6. Using measures (such as BDI-Il or PHQ-9 questionnaires) to determine the severity of depression and 19.4 3.2 7.4

to monitor improvement

7. Providing documents/worksheets 194 3.2 77.5
9. Tapered end to therapy 0 3.2 96.8
11. CBT sessions lasting 50-60 minutes 12.9 3.2 83.9
12. Exposure tasks 16.1 22.6 61.3
18. Behavioural activation 9.7 35.5 54.8
19. Relaxation techniques (breathing, PMR, imagery) 19.4 16.1 64.6
20. Client being able to choose the therapist 9.7 19.4 71
24. Additional support available between sessions through email/telephone, etc. 9.7 16.1 74.2
26. Providing reminders of upcoming sessions 12.9 16.1 70.9
27. Psychoeducation 12.9 29 58.1
28. Ensuring that the CBT adheres to a recognised protocol 6.5 12.9 80.7
30. Psychological formulation 9.7 38.7 51.6
37. CBT occurring once a week 9.7 16.1 74.2
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feature of third wave therapies, it has become a common feature of therapeutic practice
(Arthington, 2016). While there are no data to support direct reasoning for this, two possibilities
for this agreed lack of importance may firstly be the belief that it is not a traditional feature of
second-wave CBT, or perhaps a belief in its inefficacy in the treatment of depression. There is
much research supporting the efficacy of mindfulness in the treatment of depression (Hofmann
et al., 2010; McCarney et al., 2012); however, both therapy recipients and therapists in our study
did not reach a consensus on its importance. One reason for this might be that mindfulness
techniques often take time to learn, appreciate, or to incorporate into regular practice, even if the
exercises themselves are short in duration. Mindfulness is often misperceived as a simple
technique, which belies both the skills and complexity needed to benefit from mindfulness (Russell
and Siegmund, 2016). In short-term therapies, there may simply not be enough time to properly
introduce, practise, and integrate mindfulness into the process. As a result, both therapists and
clients might view mindfulness as less impactful when the therapy is so brief. England’s Talking
Therapies service provided on average only 8.3 sessions for CBT in 2022-2023 (NHS England,
2024), leaving little time for mindfulness. However, more research is needed to explore these
hypotheses, and would benefit from additional qualitative inquiry in order to better understand
context and experiences behind the quantitative data.

Comparison with similar research on treatment components

A randomised optimisation trial based on 767 adults with depressive symptoms found no
significant differences among six groups of participants receiving different components of
internet-delivered CBT for depression at both post-treatment and 6-month follow-up (Watkins
et al., 2023). The only active CBT component that showed a small but significant reduction in
depression at 6 months was absorption training, which focuses on enhancing engagement with
activities. This was the first large-scale study to examine the effectiveness of CBT components that
were delivered online using a factorial design. Furthermore, the study’s findings suggested that
internet-delivered CBT could be as effective as traditional CBT.

Complementing these findings, a network meta-analysis (Angelakis et al., 2022) compared
core, complex, and ultra-complex CBT protocols, demonstrating that while all treatments were
effective in reducing depression post-treatment, only complex and ultra-complex protocols,
incorporating additional components to cognitive restructuring and behavioural activation,
maintained their benefits beyond 26 weeks. Ultra-complex CBT, which was based on at least four
different therapeutic components, was particularly beneficial for individuals with co-morbid
conditions and those from lower socioeconomic backgrounds, and its benefits persisted over time.

Our findings, examining both therapist and expert by experience perspectives on CBT, also
highlighted the importance of therapists™ qualities, such as being knowledgeable and trustworthy.
A notable difference between our findings and those of Watkins et al. (2023) was that, although
absorption training was found to be the only significant treatment component (sharing similarities
with mindfulness, as both focus on engagement in specific tasks occurring in the present
moment), mindfulness in our study was judged as less important by both therapists and experts by
experience. This is an interesting finding, and more research is needed to determine whether
absorption training and mindfulness could be both important and acceptable therapeutic
components, in addition to being effective in treating depression.

When juxtaposed with our study’s findings, the Angelakis et al. (2022) results emphasised an
important distinction: while therapists prioritised established core components like behavioural
activation, recipient perspectives from our study indicated that these elements may not be viewed
as essential. This raises questions about whether traditional CBT components, such as homework
and behavioural activation, are always the most impactful or whether their effectiveness is
context-dependent, particularly for recipients with varying levels of engagement or specific
socioeconomic challenges. Furthermore, the findings from Angelakis et al. (2022) reinforce the
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importance of broadening CBT frameworks to include more diverse and context-sensitive
therapeutic components, ultimately improving the acceptability and long-term efficacy of CBT
interventions.

Strengths and weaknesses

The Delphi method itself typically utilises professional experts in seeking to gain a consensus.
This research is important in that it contributes to a comparatively small existing literature pool of
Delphi studies which value the perspective and knowledge of individuals with lived experience of
the topic such as Law and Morrison’s (2014) recovery in psychosis study, and Ropaj et al.’s (2023)
recovery from suicidal ideations study. Furthermore, this study is one of very few to deviate
from the traditional utilisation of the method in order to obtain one consensus, but rather
views the findings comparatively in order to better understand the perspectives of people
with lived experience against those of professional experts. This includes Richards et al. (2022)
who compared the perspectives of people with lived experience of eating disorders and
clinicians on priorities for eating disorder services, and Krysinska et al. (2023) who explored
best practice for involvement of people with lived experience of suicide in suicide research,
including both suicide researchers and individuals who themselves had lived experience
of suicide.

The first weakness to consider is inherent to the Delphi approach itself. While the method has
clear value, there is no one standardised way to measure consensus, and it has been criticised as
being unscientific (Yousuf, 2007). This is displayed through the literature through varying
percentage cut-offs and analysis methods, with almost no single modified Delphi being conducted
the same way (Shang, 2023). Analysis and consensus measurement for this study were carefully
considered based upon multiple factors including the nature of the topic, previous published
literature, and PPI contributions. While there are methodological issues with the Delphi method as a
whole, the process has inherent value. The Delphi method is a format that enables anonymity,
creativity and honesty, which can contribute to the understanding and resolution of problems (Fink-
Hafner et al., 2019). Similarly, there is no encompassing definition of the essential components of
CBT for depression. Efforts were made to capture a comprehensive range of key depression-focused
CBT practices while keeping the item list minimal in order to reduce participant fatigue and time
burden. However, in doing so, this may have resulted in components that may be important being
omitted from the list. This was accounted for by providing both groups of participants an open text
response to suggest missing components, although none were identified this way.

The study would be strengthened with more detailed characteristics of therapist practice
including time as a therapist and how many clients with depression they have treated, as well as
additional EbE information pertaining to the length and nature of the intervention received. The
therapist sample may skew towards those who work within private practice due to the amount of
recruitment from independent therapists who listed their practice publicly. As it was not possible
to determine the exact reach or representativeness of recruitment for either the therapists or the
EDbEs, this is a potential source of bias. Selection bias was reduced through a lack of incentives to
take part, with all respondents in both panels being volunteers who were not renumerated for their
participation. A suggested area of future research would be to explore the similarities and
differences in perceived importance of therapeutic components in those working within private
and public health settings; additionally, examination of the difference between those self-funding
CBT and those receiving National Health Service (NHS) delivered therapy. The difference
between the UK’s public health delivery and other countries may also make these results less
generalisable to other countries for which CBT is prescribed differently.

Related to this is the fact that EbEs themselves could have had diverse experiences of CBT. For
practical reasons connected to recruitment, details of participants’ own experiences were not gathered.
While participants were asked to focus on their perspective as either a deliverer or recipient to account
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for those who may have met the inclusion criteria for both samples, the dual ‘patient-therapist’ identity
may be difficult to separate. Future Delphi studies could include this type of information, and other
forms of research such as qualitative interviews would be ideal to explore this in depth.

The findings of the study leave room for interpretation. While participants were asked to rate
items by importance based on their personal beliefs and experiences, importance can mean
different things to different people. A lack of agreement on importance does not in and of itself
mean a component is unacceptable, nor does an opinion on importance tell us how well a
component was understood. The use of participants selecting ‘unsure/do not know’ on several
questions made interpretation of the analysis on those items difficult, particularly responses from
EbEs. This could be attributed to participants being unsure about or having mixed feelings about
the component (such as ‘T hated doing it, but it helped me’, for example), or being unfamiliar with
an item due to lack of inclusion in their own intervention. Understanding of CBT components and
terminology was supported through the inclusion of a plain-English glossary of terms (Appendix
B in the Supplementary material). Additionally, items with therapeutic terminology such as CBT
following a recognised protocol, relapse prevention, clinical supervision, and therapeutic alliance met
consensus when rated by EbEs, indicating a strong understanding of the terminology and components.
These are further justifications for future research in this area to utilise qualitative inquiry.

Conclusion

Opinions of therapists and experts by experience were identical in some areas, namely the
very high importance of positively regarded therapist qualities such as being knowledgeable,
non-judgemental, understanding, and trustworthy. Both EbEs and therapists agreed on the
importance of cognitive restructuring strategies. In other areas, opinions on importance
of components differed greatly. Notably, two major CBT for depression components, homework
and behavioural activation, were not deemed important by CBT recipients but were by therapists.
Items that met consensus for inclusion by EbEs which were not perceived as important
by therapists such as face-to-face contact, 50-60 minute sessions, and summaries being
provided to clients should be considered as ways in which to improve quality and acceptability of
CBT for users. Mindfulness did not reach consensus in either group. Further qualitative
research in the area is recommend in order to better understand exactly why these components
were perceived as they were. This study was an important step towards greater inclusion and
acceptance of people with mental health difficulties being regarded as experts of their own experience.

Key practice points

(1) Recipients of CBT have similar beliefs to deliverers of CBT in the importance of positive therapist qualities in the
treatment of depression, as well as both groups being in agreement on the importance of the core components of
cognitive restructuring thoughts and core beliefs.

(2) Opinions of recipients and therapists varied in multiple areas including the importance content components such
as psychoeducation, behavioural activation, behavioural experiments, exposure tasks, and homework as well as
on multiple process components such as session summaries, session length, and delivery format.

(3) Differences should be considered with the view towards improving the delivery of CBT to better support
recipients to encourage engagement, acceptability, and ultimately improve treatment outcomes.

Further reading

McPherson, S., Wicks, C., & Tercelli, I. (2020). Patient experiences of psychological therapy for depression: a qualitative
metasynthesis. BMC Psychiatry, 20, 313. https://doi.org/10.1186/s12888-020-02682-1

Taylor, A, Tallon, D., Kessler, D., Peters, T. J., Shafran, R., Williams, C., & Wiles, N. (2020). An expert consensus on the most
effective components of cognitive behavioural therapy for adults with depression: a modified Delphi study. Cognitive
Behaviour Therapy, 49, 242-255. https://doi.org/10.1080/16506073.2019.1641146

Downloaded from https://www.cambridge.org/core. IP address: 13.201.136.108, on 20 Aug 2025 at 02:11:48, subject to the Cambridge Core terms of use, available at
https://www.cambridge.org/core/terms. https://doi.org/10.1017/S1754470X25000091


https://doi.org/10.1186/s12888-020-02682-1
https://doi.org/10.1080/16506073.2019.1641146
https://www.cambridge.org/core/terms
https://doi.org/10.1017/S1754470X25000091
https://www.cambridge.org/core

The Cognitive Behaviour Therapist 19

Yarwood, B., Taylor, R., & Angelakis, I. (2023). User experiences of CBT for anxiety and depression: a qualitative systematic
review and meta-synthesis. Community Mental Health Journal. https://doi.org/10.1007/s10597-023-01196-w

Supplementary material. The supplementary material for this article can be found at https://doi.org/10.1017/
$1754470X25000091

Data availability statement. Data that supports the findings of this research are available from B.Y., the corresponding
author, upon request.

Acknowledgements. Thank you to all the participants who took part in this research, and to the people and organisations
who supported recruitment.

Author contributions. Becky Yarwood: Conceptualization (lead), Data curation (lead), Formal analysis (lead), Methodology
(lead), Visualization (lead), Writing - original draft (lead), Writing - review & editing (lead);

Ioannis Angelakis: Conceptualization (supporting), Methodology (supporting), Supervision (supporting), Writing - review &
editing (supporting); Rachel Taylor: Conceptualization (supporting), Methodology (supporting), Supervision (supporting),
Writing - review & editing (supporting).

Financial support. This research received no specific grant from any funding agency, commercial or not-for-profit sectors.
Competing interests. The authors declare none.

Ethical standards. Authors abided by the Ethical Principles of Psychologists and Code of Conduct as set out by the BABCP
and BPS. Ethical approval for this research study was granted by the University of South Wales (130304HR). Participants
provided consent to take part and for the results of the research study to be published.

References

Angelakis, 1., Huggett, C., Gooding, P., Panagioti, M., & Hodkinson, A. (2022). Effectiveness of cognitive-behavioural
therapies of varying complexity in reducing depression in adults: systematic review and network meta-analysis. British
Journal of Psychiatry, 221, 459-467. https://doi.org/10.1192/bjp.2022.35

Arthington, P. (2016). Mindfulness: a critical perspective. Community Psychology in Global Perspective, 2, 87-104. https://
doi.org/10.1285/i24212113v2i1p87

Avella, J. R. (2016). Delphi panels: research design, procedures, advantages, and challenges. International Journal of Doctoral
Studies, 11, 305-321. https://doi.org/10.28945/3561

Baker, J., Lovell, K., & Harris, N. (2006). An exploration of the concept of ‘expert’ within Delphi panel techniques. Nurse
Researcher, 14, 59-70. https://doi.org/10.7748/nr2006.10.14.1.59.c6010

Blackburn, I.-M., James, I. A., Milne, D. L., Baker, C., Standart, S., Garland, A., & Reichelt, F. K. (2001). The Revised
Cognitive Therapy Scale (CTS-R): psychometric properties. Behavioural and Cognitive Psychotherapy, 29, 431-446. https://
doi.org/10.1017/51352465801004040

Bradvik, L. (2018). Suicide risk and mental disorders. International Journal of Environmental Research and Public Health, 15,
2028. https://doi.org/10.3390/ijerph15092028

Bruun, M. K. (2024). ‘A factory of therapy”: accountability and the monitoring of psychological therapy in IAPT.
Anthropology & Medicine, 30, 313-329. https://doi.org/10.1080/13648470.2023.2217773

Call for Participants (n.d.). https://www.callforparticipants.com/ (accessed 29 September 2024).

Dalal, F. (2018). CBT: The Cognitive Behavioural Tsunami: Managerialism, Politics and the Corruptions of Science (1st edn).
Routledge.

Dalkey, N., & Helmer, O. (1963). An experimental application of the Delphi method to the use of experts. Management
Science, 9, 458-467.

David, D., Cristea, I., & Hofmann, S. G. (2018). Why cognitive behavioral therapy is the current gold standard of
psychotherapy. Frontiers in Psychiatry, 9, 4. https://doi.org/10.3389/fpsyt.2018.00004

Dimidjian, S., Barrera, M., Martell, C., Muiioz, R. F., & Lewinsohn, P. M. (2011). The origins and current status of
behavioral activation treatments for depression. Annual Review of Clinical Psychology, 7, 1-38. https://doi.org/10.1146/
annurev-clinpsy-032210-104535

Donohoe, H. M., & Needham, R. D. (2009). Moving best practice forward: Delphi characteristics, advantages, potential
problems, and solutions. International Journal of Tourism Research, 11, 415-437. https://doi.org/10.1002/jtr.709

Ezawa, 1. D., & Hollon, S. D. (2023). Cognitive restructuring and psychotherapy outcome: a meta-analytic review.
Psychotherapy Theory Research Practice Training, 60, 396-406. https://doi.org/10.1037/pst0000474

Fenn, K., & Byrne, M. (2013). The key principles of cognitive behavioural therapy. InnovAiT: Education and Inspiration for
General Practice, 6, 579-585. https://doi.org/10.1177/1755738012471029

Downloaded from https://www.cambridge.org/core. IP address: 13.201.136.108, on 20 Aug 2025 at 02:11:48, subject to the Cambridge Core terms of use, available at
https://www.cambridge.org/core/terms. https://doi.org/10.1017/S1754470X25000091


https://doi.org/10.1007/s10597-023-01196-w
https://doi.org/10.1017/S1754470X25000091
https://doi.org/10.1017/S1754470X25000091
https://doi.org/10.1192/bjp.2022.35
https://doi.org/10.1285/i24212113v2i1p87
https://doi.org/10.1285/i24212113v2i1p87
https://doi.org/10.28945/3561
https://doi.org/10.7748/nr2006.10.14.1.59.c6010
https://doi.org/10.1017/S1352465801004040
https://doi.org/10.1017/S1352465801004040
https://doi.org/10.3390/ijerph15092028
https://doi.org/10.1080/13648470.2023.2217773
https://www.callforparticipants.com/
https://doi.org/10.3389/fpsyt.2018.00004
https://doi.org/10.1146/annurev-clinpsy-032210-104535
https://doi.org/10.1146/annurev-clinpsy-032210-104535
https://doi.org/10.1002/jtr.709
https://doi.org/10.1037/pst0000474
https://doi.org/10.1177/1755738012471029
https://www.cambridge.org/core/terms
https://doi.org/10.1017/S1754470X25000091
https://www.cambridge.org/core

20 Becky Yarwood et al.

Fernandes, M. D. S. V., Mendonga, C. R., Da Silva, T. M. V., Noll, P. R. E. S., De Abreu, L. C., & Noll, M. (2023).
Relationship between depression and quality of life among students: a systematic review and meta-analysis. Scientific
Reports, 13, 6715. https://doi.org/10.1038/s41598-023-33584-3

Fink-Hafner, D., Dagen, T., Dousak, M., Novak, M., & Hafner-Fink, M. (2019). Delphi method: strengths and weaknesses.
Advances in Methodology and Statistics, 16. https://doi.org/10.51936/fcfm6982

Gaudiano, B. A. (2008). Cognitive-behavioural therapies: achievements and challenges. Evidence Based Mental Health, 11,
5-7. https://doi.org/10.1136/ebmh.11.1.5

Haahr, M. (2024). RANDOM.ORG [computer software]. https://www.random.org/lists/

Hawke, L. D., Sheikhan, N. Y., Jones, N., Slade, M., Soklaridis, S., Wells, S., & Castle, D. (2022). Embedding lived
experience into mental health academic research organizations: critical reflections. Health Expectations, 25, 2299-2305.
https://doi.org/10.1111/hex.13586

Helbig, S., & Fehm, L. (2004). Problems with homework in CBT: rare exception or rather frequent? Behavioural and
Cognitive Psychotherapy, 32, 291-301. https://doi.org/10.1017/S1352465804001365

Hofmann, S. G., Sawyer, A. T., Witt, A. A., & Oh, D. (2010). The effect of mindfulness-based therapy on anxiety and depression:
a meta-analytic review. Journal of Consulting and Clinical Psychology, 78, 169-183. https://doi.org/10.1037/a0018555

Hsu, C.-C., & Sandford, B. A. (2019). The Delphi technique: making sense of consensus. Practical Assessment, Research, and
Evaluation, 12. https://doi.org/10.7275/PDZ9-TH90

Jorm, A. F. (2015). Using the Delphi expert consensus method in mental health research. Australian & New Zealand Journal
of Psychiatry, 49, 887-897. https://doi.org/10.1177/0004867415600891

Kazantzis, N., Lampropoulos, G. K., & Deane, F. P. (2005). A national survey of practicing psychologists’ use and attitudes
toward homework in psychotherapy. Journal of Consulting and Clinical Psychology, 73, 742-748. https://doi.org/10.1037/
0022-006X.73.4.742

Kerlinger, F. N. (1973). Foundations of Behavioral Research. New York: Holt, Rinehart, and Winston, Inc.

Krysinska, K., Ozols, L., Ross, A., Andriessen, K., Banfield, M., McGrath, M., Edwards, B., Hawgood, J., Kolves, K.,
Ross, V., & Pirkis, J. (2023). Active involvement of people with lived experience of suicide in suicide research: a Delphi
consensus study. BMC Psychiatry, 23, 496. https://doi.org/10.1186/s12888-023-04973-9

Lange, T., Kopkow, C,, Liitzner, ., Giinther, K.-P., Gravius, S., Scharf, H.-P., Stove, J., Wagner, R., & Schmitt, J. (2020).
Comparison of different rating scales for the use in Delphi studies: different scales lead to different consensus and show
different test-retest reliability. BMC Medical Research Methodology, 20, 28. https://doi.org/10.1186/s12874-020-0912-8

Law, H., & Morrison, A. P. (2014). Recovery in psychosis: a Delphi study with experts by experience. Schizophrenia Bulletin,
40, 1347-1355. https://doi.org/10.1093/schbul/sbu047

Lester, H., Tait, L., England, E., & Tritter, J. (2006). Patient involvement in primary care mental health: a focus group study.
British Journal of General Practice, 56, 415-422.

Mazzucchelli, T., Kane, R., & Rees, C. (2009). Behavioral activation treatments for depression in adults: a meta-analysis and
review. Clinical Psychology: Science and Practice, 16, 383-411. https://doi.org/10.1111/j.1468-2850.2009.01178.x

McCarney, R. W, Schulz, J., & Grey, A. R. (2012). Effectiveness of mindfulness-based therapies in reducing symptoms of
depression: a meta-analysis. European Journal of Psychotherapy & Counselling, 14, 279-299. https://doi.org/10.1080/
13642537.2012.713186

McPherson, S., Wicks, C., & Tercelli, I. (2020). Patient experiences of psychological therapy for depression: a qualitative
metasynthesis. BMC Psychiatry, 20, 313. https://doi.org/10.1186/s12888-020-02682-1

Millar, S. L., Chambers, M., & Giles, M. (2016). Service user involvement in mental health care: an evolutionary concept
analysis. Health Expectations, 19, 209-221. https://doi.org/10.1111/hex.12353

Mind. (2013). We Still Need to Talk: A Report on Access to Talking Therapies.

Morrison, A. P., & Barratt, S. (2010). What are the components of CBT for psychosis? A Delphi study. Schizophrenia
Bulletin, 36, 136-142. https://doi.org/10.1093/schbul/sbp118

National Institute for Health and Care Excellence (2022). Depression in adults: treatment and management. NICE
Guideline [NG222]. https://www.nice.org.uk/guidance/ng222

National Institute for Health and Care Research (n.d.). People in Research. https://www.peopleinresearch.org/

NHS England (2024). NHS Talking Therapies, for anxiety and depression, annual reports, 2022-23. https://digital.nhs.uk/data-
and-information/publications/statistical/nhs-talking-therapies-for-anxiety-and-depression-annual-reports/2022-23

Office for National Statistics (2021). Coronavirus and depression in adults, Great Britain: July to August 2021. https://www.o
ns.gov.uk/peoplepopulationandcommunity/wellbeing/articles/coronavirusanddepressioninadultsgreatbritain/julytoaugu
st2021#prevalence-of-depressive-symptoms-over-time

Omylinska-Thurston, J., McMeekin, A., Walton, P., & Proctor, G. (2019). Clients’ perceptions of unhelpful factors in CBT
in IAPT serving a deprived area of the UK. Counselling and Psychotherapy Research, 19, 455-464. https://doi.org/10.1002/ca
pr.12249

Parikh, S. V., Quilty, L. C., Ravitz, P., Rosenbluth, M., Pavlova, B., Grigoriadis, S., Velyvis, V., Kennedy, S. H., Lam,
R. W,, MacQueen, G. M., Milev, R. V., Ravindran, A. V., Uher, R., & the CANMAT Depression Work Group (2016).
Canadian network for mood and anxiety treatments (CANMAT) 2016 clinical guidelines for the management of adults

Downloaded from https://www.cambridge.org/core. IP address: 13.201.136.108, on 20 Aug 2025 at 02:11:48, subject to the Cambridge Core terms of use, available at
https://www.cambridge.org/core/terms. https://doi.org/10.1017/S1754470X25000091


https://doi.org/10.1038/s41598-023-33584-3
https://doi.org/10.51936/fcfm6982
https://doi.org/10.1136/ebmh.11.1.5
https://www.random.org/lists/
https://doi.org/10.1111/hex.13586
https://doi.org/10.1017/S1352465804001365
https://doi.org/10.1037/a0018555
https://doi.org/10.7275/PDZ9-TH90
https://doi.org/10.1177/0004867415600891
https://doi.org/10.1037/0022-006X.73.4.742
https://doi.org/10.1037/0022-006X.73.4.742
https://doi.org/10.1186/s12888-023-04973-9
https://doi.org/10.1186/s12874-020-0912-8
https://doi.org/10.1093/schbul/sbu047
https://doi.org/10.1111/j.1468-2850.2009.01178.x
https://doi.org/10.1080/13642537.2012.713186
https://doi.org/10.1080/13642537.2012.713186
https://doi.org/10.1186/s12888-020-02682-1
https://doi.org/10.1111/hex.12353
https://doi.org/10.1093/schbul/sbp118
https://www.nice.org.uk/guidance/ng222
https://www.peopleinresearch.org/
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-talking-therapies-for-anxiety-and-depression-annual-reports/2022-23
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-talking-therapies-for-anxiety-and-depression-annual-reports/2022-23
https://www.ons.gov.uk/peoplepopulationandcommunity/wellbeing/articles/coronavirusanddepressioninadultsgreatbritain/julytoaugust2021#prevalence-of-depressive-symptoms-over-time
https://www.ons.gov.uk/peoplepopulationandcommunity/wellbeing/articles/coronavirusanddepressioninadultsgreatbritain/julytoaugust2021#prevalence-of-depressive-symptoms-over-time
https://www.ons.gov.uk/peoplepopulationandcommunity/wellbeing/articles/coronavirusanddepressioninadultsgreatbritain/julytoaugust2021#prevalence-of-depressive-symptoms-over-time
https://doi.org/10.1002/capr.12249
https://doi.org/10.1002/capr.12249
https://www.cambridge.org/core/terms
https://doi.org/10.1017/S1754470X25000091
https://www.cambridge.org/core

The Cognitive Behaviour Therapist 21

with major depressive disorder: Section 2. Psychological treatments. Canadian Journal of Psychiatry, 61, 524-539. https://
doi.org/10.1177/0706743716659418

Pyne, J. M., Patterson, T. L., Kaplan, R. M., Gillin, J. C., Koch, W. L., & Grant, I. G. (1997). Assessment of the quality of life
of patients with major depression. Psychiatric Services, 48, 224-230. https://doi.org/10.1176/ps.48.2.224

Richards, K. L., Woolrych, I., Allen, K. L., & Schmidt, U. (2022). A Delphi study to explore clinician and lived experience
perspectives on setting priorities in eating disorder services. BMC Health Services Research, 22, 788. https://doi.org/10.1186/
512913-022-08170-4

Ropaj, E., Haddock, G., & Pratt, D. (2023). Developing a consensus of recovery from suicidal ideations and behaviours: a
Delphi study with experts by experience. PLOS One, 18, €0291377. https://doi.org/10.1371/journal.pone.0291377

Roth, A., & Pilling, S. (2007). The competences required to deliver effective cognitive and behavioural therapy for people with
depression and with anxiety disorders. https://www.ucl.ac.uk/pals/research/clinical-educational-and-health-psychology/re
search-groups/competence-frameworks-0

Russell, T. A., & Siegmund, G. (2016). What and who? Mindfulness in the mental health setting. BJPsych Bulletin, 40,
333-340. https://doi.org/10.1192/pb.bp.116.054122

Sadeh-Sharvit, S., Rego, S. A., Jefroykin, S., Peretz, G., & Kupershmidt, T. (2022). A comparison between clinical guidelines
and real-world treatment data in examining the use of session summaries: retrospective study. JMIR Formative Research, 6,
€39846. https://doi.org/10.2196/39846

Shang, Z. (2023). Use of Delphi in health sciences research: a narrative review. Medicine, 102, €32829. https://doi.org/10.1097/
MD.0000000000032829

Simmonds-Buckley, M., Kellett, S., & Waller, G. (2019). Acceptability and efficacy of group behavioral activation for
depression among adults: a meta-analysis. Behavior Therapy, 50, 864-885. https://doi.org/10.1016/j.beth.2019.01.003

Singhal, A., Ross, J., Seminog, O., Hawton, K., & Goldacre, M. J. (2014). Risk of self-harm and suicide in people with
specific psychiatric and physical disorders: comparisons between disorders using English national record linkage. Journal of
the Royal Society of Medicine, 107, 194-204. https://doi.org/10.1177/0141076814522033

Sivertsen, H., Bjorklof, G. H., Engedal, K., Selbak, G., & Helvik, A.-S. (2015). Depression and quality of life in older
persons: a review. Dementia and Geriatric Cognitive Disorders, 40, 311-339. https://doi.org/10.1159/000437299

Skilbeck, L., Spanton, C., & Roylance, I. (2020). Helping clients ‘restart their engine’ — use of in-session cognitive behavioural
therapy behavioural experiments for engagement and treatment in persistent depression: a case study. the Cognitive
Behaviour Therapist, 13, e5. https://doi.org/10.1017/S1754470X20000070

Spain, D., & Happé, F. (2020). How to optimise cognitive behaviour therapy (cbt) for people with autism spectrum disorders
(ASD): a Delphi study. Journal of Rational-Emotive & Cognitive-Behavior Therapy, 38, 184-208. https://doi.org/10.1007/
510942-019-00335-1

Spain, D., Milner, V., Mason, D., Iannelli, H., Attoe, C., Ampegama, R., Kenny, L., Saunders, A., Happé, F., & Marshall-
Tate, K. (2023). improving cognitive behaviour therapy for autistic individuals: a Delphi survey with practitioners. Journal
of Rational-Emotive and Cognitive-Behavior Therapy, 41, 45-63. https://doi.org/10.1007/s10942-022-00452-4

Tambuyzer, E., Pieters, G., & Van Audenhove, C. (2014). Patient involvement in mental health care: one size does not fit all.
Health Expectations, 17, 138-150. https://doi.org/10.1111/j.1369-7625.2011.00743.x

Taylor, A., Tallon, D., Kessler, D., Peters, T. J., Shafran, R., Williams, C., & Wiles, N. (2020). An expert consensus on the
most effective components of cognitive behavioural therapy for adults with depression: a modified Delphi study. Cognitive
Behaviour Therapy, 49, 242-255. https://doi.org/10.1080/16506073.2019.1641146

Waller, G. (2009). Evidence-based treatment and therapist drift. Behaviour Research and Therapy, 47, 119-127.
https://doi.org/10.1016/j.brat.2008.10.018

Watkins, E., Newbold, A., Tester-Jones, M., & Collins, L. M. (2023). Investigation of active ingredients within internet-
delivered cognitive behavioral therapy for depression. JAMA Psychiatry, 80, 942-951. https://doi.org/10.1001/jamapsychia
try.2023.1937

Wenzel, A. (2017). Basic strategies of cognitive behavioral therapy. Psychiatric Clinics of North America, 40, 597-609. https://
doi.org/10.1016/j.psc.2017.07.001

World Health Organization (2017). Depression and other common mental disorders: global health estimates. https://iris.who.int/
bitstream/handle/10665/254610/ WHO-MSD-MER-2017 2-eng.pdfijsessionid = 681177CE4A9EDCA2F946F50C6787F3382se
quence=1

Yarwood, B., Taylor, R., & Angelakis, I. (2023). User experiences of CBT for anxiety and depression: a qualitative systematic
review and meta-synthesis. Community Mental Health Journal, 60, 662-671. https://doi.org/10.1007/s10597-023-01196-w

Yousuf, M. L. (2007). Using experts’ opinions through Delphi technique. Practical Assessment, Research, and Evaluation, 12.

Cite this article: Yarwood B, Angelakis I, and Taylor R (2025). Importance of CBT components in the treatment of
depression: a comparative Delphi study of therapists and experts by experience’. The Cognitive Behaviour Therapist 1-21.
https://doi.org/10.1017/51754470X25000091

Downloaded from https://www.cambridge.org/core. IP address: 13.201.136.108, on 20 Aug 2025 at 02:11:48, subject to the Cambridge Core terms of use, available at
https://www.cambridge.org/core/terms. https://doi.org/10.1017/S1754470X25000091


https://doi.org/10.1177/0706743716659418
https://doi.org/10.1177/0706743716659418
https://doi.org/10.1176/ps.48.2.224
https://doi.org/10.1186/s12913-022-08170-4
https://doi.org/10.1186/s12913-022-08170-4
https://doi.org/10.1371/journal.pone.0291377
https://www.ucl.ac.uk/pals/research/clinical-educational-and-health-psychology/research-groups/competence-frameworks-0
https://www.ucl.ac.uk/pals/research/clinical-educational-and-health-psychology/research-groups/competence-frameworks-0
https://doi.org/10.1192/pb.bp.116.054122
https://doi.org/10.2196/39846
https://doi.org/10.1097/MD.0000000000032829
https://doi.org/10.1097/MD.0000000000032829
https://doi.org/10.1016/j.beth.2019.01.003
https://doi.org/10.1177/0141076814522033
https://doi.org/10.1159/000437299
https://doi.org/10.1017/S1754470X20000070
https://doi.org/10.1007/s10942-019-00335-1
https://doi.org/10.1007/s10942-019-00335-1
https://doi.org/10.1007/s10942-022-00452-4
https://doi.org/10.1111/j.1369-7625.2011.00743.x
https://doi.org/10.1080/16506073.2019.1641146
https://doi.org/10.1016/j.brat.2008.10.018
https://doi.org/10.1001/jamapsychiatry.2023.1937
https://doi.org/10.1001/jamapsychiatry.2023.1937
https://doi.org/10.1016/j.psc.2017.07.001
https://doi.org/10.1016/j.psc.2017.07.001
https://iris.who.int/bitstream/handle/10665/254610/WHO-MSD-MER-2017.2-eng.pdf;jsessionid=681177CE4A9EDCA2F946F50C6787F338?sequence=1
https://iris.who.int/bitstream/handle/10665/254610/WHO-MSD-MER-2017.2-eng.pdf;jsessionid=681177CE4A9EDCA2F946F50C6787F338?sequence=1
https://iris.who.int/bitstream/handle/10665/254610/WHO-MSD-MER-2017.2-eng.pdf;jsessionid=681177CE4A9EDCA2F946F50C6787F338?sequence=1
https://iris.who.int/bitstream/handle/10665/254610/WHO-MSD-MER-2017.2-eng.pdf;jsessionid=681177CE4A9EDCA2F946F50C6787F338?sequence=1
https://iris.who.int/bitstream/handle/10665/254610/WHO-MSD-MER-2017.2-eng.pdf;jsessionid=681177CE4A9EDCA2F946F50C6787F338?sequence=1
https://doi.org/10.1007/s10597-023-01196-w
https://doi.org/10.1017/S1754470X25000091
https://www.cambridge.org/core/terms
https://doi.org/10.1017/S1754470X25000091
https://www.cambridge.org/core

	Importance of CBT components in the treatment of depression: a comparative Delphi study of therapists and experts by experience&dagger;
	Introduction
	Methods
	Study design
	Participants
	Therapists
	Experts by experience
	Survey development
	Procedure

	Results
	Participant characteristics
	Therapists
	Experts by experience
	Round 1
	Round 2


	Discussion
	Summary of main findings
	Comparison with similar research on treatment components
	Strengths and weaknesses
	Conclusion

	Further reading
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles false
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage false
  /PreserveDICMYKValues true
  /PreserveEPSInfo false
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Remove
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 600
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 600
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 400
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


