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Abstract  
 
Project Site: Naval Medical Center Camp Lejeune 
 
Project Title: Low-Intensity Cognitive Behavioral Therapy in Group Telebehavioral Health 
Format for Depressive Disorders Treatment in Primary Care 
 
Authors: Graham, C.J., Morris, N., & Whatley, K.G. 

 
Background or Problem/Issue: Depressive disorders account for significant healthcare utilization 
and disability. Military Health System (MHS) facilities are not adequately matched with resources 
for sufficient accessibility of mental health (MH) services. Barriers to the availability of MH 
resources are a chief concern and facilitating greater access to MH evidence-based treatments 
supports all seven critical initiatives of the MHS Quadruple Aim. 
 
Clinical Question or Purpose: In patients diagnosed with depressive disorders, what is the effect 
of Low-Intensity Cognitive Behavioral Therapy (LiCBT), utilized in the primary care setting in a 
group telebehavioral health (TBH) format, on depressive symptom reduction, patient satisfaction, 
and use of civilian network services over six weeks? 
 
Project Design: Implemented and evaluated the effectiveness of six weekly, one-hour LiCBT 
Group TBH sessions used as an augmentation to current treatment for mild to moderate depression 
for twelve primary care patients with depressive disorders. The Patient Health Questionnaire-9 
(PHQ-9) and patient satisfaction questionnaire results were measured. Developed a program manual 
to outline implementation steps for future dissemination and sustainment. 
 
Analysis of the Results: Significant reduction in PHQ-9 scores from pre-session (median 10.5, 
IQR 7.5-12.0) to post-session (median 7.0, IQR 4.0-9.3) and 100% patient satisfaction. Nine 
patients (75%) did not seek MH services in the civilian network following LiCBT Group TBH, two 
(17%) were unable to be reached for follow-up, and one (8%) utilized civilian services. Summary 
level data suggest that 36.9-58.5% of patients seeking MH care sought treatment at civilian 
facilities in 2020, which increased slightly to 39.1-64.3% in 2021. Active-duty patients seek civilian 
services less frequently, with 12.7-14.6% seeking treatment outside the hospital in 2020 and 17.4-
21.1% in 2021. 
 
Organizational Impact/Implications for Practice: The LiCBT program in group TBH format is a 
feasible and effective treatment for decreasing severity of depressive symptoms, while achieving 
patient satisfaction, and has the potential to significantly increase access to care, thus contributing 
to improved service member functioning and military readiness. 
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Low-Intensity Cognitive Behavioral Therapy in Group Telebehavioral Health Format for 

Depressive Disorders Treatment in Primary Care 

Depressive disorders, including but not limited to major depressive disorder (MDD), 

depressive disorder with seasonal patterns, and persistent depressive disorder, are a leading cause 

of disability worldwide. They affect an estimated 4.4% of the global population and are 

associated with increased mortality risk, severe functional impairment, and significant economic 

impact (World Health Organization, 2017). Unfortunately, the United States (U.S.) active-duty 

military members are not immune (National Alliance on Mental Illness, 2019). Depressive 

disorders are the second leading mental health disorder among military personnel, affecting 22% 

of service members and increasing the need for psychiatric-mental health resources (Stahlman & 

Oetting, 2018). Current research demonstrates that the combination of multiple components, 

including low-intensity cognitive behavioral therapy (LiCBT) (Bennett-Levy et al., 2014; Naeem 

et al., 2017), delivered via telebehavioral health (TBH) (Banbury et al., 2018; Barrera et al., 

2017; Haller et al., 2019; Lawn et al., 2019), in a group delivery format (Banbury et al., 2018; 

Rollman et al., 2017; Schuster et al., 2018; Williams et al., 2018) is an appropriate treatment 

option for depressive symptom reduction. This project focused on implementing and evaluating a 

six-week LiCBT group therapy program, delivered via TBH, for patients with depressive 

disorders in the primary care setting at Naval Medical Center Camp Lejeune (NMCCL). 

Problem Synthesis 

Within U.S. adults aged 18 years and older in 2017, an estimated 17.3 million (7.1%) 

people had at least one depressive disorder. Of adults with depressive disorders, 63.8% had a 

severe impairment, often causing lost workplace productivity. An estimated 65% of people 

received combined care by a health professional and medication treatment (National Institute of 
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Mental Health, 2019). The total economic burden of MDD, a single type of depressive disorder, 

is estimated at $210.5 billion per year (Center for Workplace Mental Health, American 

Psychiatric Association Foundation, n.d.). 

Depressive disorders’ high prevalence and detrimental impacts negatively affect military 

personnel. In 2016, mental health disorders accounted for the highest number of hospital bed 

days and the third-highest number of medical encounters for service members, resulting in 

burdens on the mission through lost productivity (Stahlman & Oetting, 2018). From 2007 to 

2016, the second leading cause of all mental health disorder diagnoses was depressive disorders, 

totaling 281,829 cases. In 2017, there were 375,424 ‘direct care’ outpatient encounters for 

active-duty depressive disorder patients, provided through military treatment facilities within the 

MHS; yet, there were 92,341 additional ‘purchased care’ encounters received from Tricare-

authorized civilian facilities outside the MHS (Psychological Health Center of Excellence, 2018; 

Wooten et al., 2018). MHS facilities are not adequately matched with resources for sufficient 

accessibility of mental healthcare services (Wooten et al., 2018).  

With depressive disorders accounting for significant healthcare utilization and disability 

in military service (Stahlman & Oetting, 2018), barriers to the availability of mental healthcare 

resources are a chief concern (Kantor et al., 2017). A study of 520 Department of Defense 

psychological health providers found that 49% of providers reported following up on their 

patients less frequently than desired due to heavy caseloads, and a fifth of providers saw MDD 

patients for less than eight sessions (Hepner et al., 2018). From patients’ perspectives, significant 

barriers to care include a lack of finances, time, support from work (Kantor et al., 2017), and 

confidentiality, since they often require a commander’s permission to attend medical 

appointments during work (Wooten et al., 2018).  
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Relevance to Military Nursing 

The adverse sequelae of depressive disorders on productivity and overall health of service 

members challenge military operational readiness and the achievement of the MHS Quadruple 

Aim of increased readiness, better health, better care, and lower cost. The top priority is 

programs that extend the needed mental healthcare to service members, improving health and 

military readiness. Targeting barriers to care supports all seven critical initiatives of the MHS 

Quadruple Aim that include: improving deployability, expanding medical force readiness, 

encouraging healthy mental health behaviors, optimizing access to mental healthcare, improving 

the quality of mental healthcare to meet needs, achieving zero harm, and enriching the 

effectiveness and efficiency of mental health services (Defense Health Agency, 2019).  

Clinical Question 

In patients diagnosed with depressive disorders (P), what is the effect of LiCBT, utilized 

in the primary care setting in a group TBH format (I), on depressive symptom reduction, patient 

satisfaction, and use of civilian network services (O) over six weeks (T)? 

Search Strategy/Results 

We utilized the following databases for our literature search: PubMed Legacy and the 

Cumulative Index to Nursing and Allied Health Literature (CINAHL), using search terms guided 

by our clinical question. These search terms included “low-intensity CBT” OR “depression AND 

low-intensity CBT AND group therapy” OR “depression AND primary care” OR “telehealth 

intervention AND depression” OR “telehealth CBT” OR “telehealth depression” OR “telehealth 

AND depression AND primary care” OR “low-intensity CBT group therapy for depression.” 

Searches were limited to full text, peer-reviewed articles published within the last five years. 

These searches yielded a total of 684 studies for screening, with 606 remaining after removing 
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duplicates. Studies included during screening addressed LiCBT in group format for depression, 

LiCBT for depression via telephonic delivery, depression and group therapy, TBH interventions, 

and TBH CBT. Studies excluded during screening did not address depression, LiCBT, telephonic 

delivery, depression combined with group therapy, TBH CBT; or addressed medical conditions 

in conjunction with depression, other medical disorders (e.g., type two diabetes, cancer, irritable 

bowel syndrome), other mental health disorders (e.g., PTSD, psychosis, bipolar, panic disorder, 

anxiety), mobile app or internet-based interventions, pharmacist-led interventions, chronic pain 

interventions, rehabilitation interventions, or prolonged exposure. After title and abstract 

screening using the above-set criteria, 74 articles remained for full-text review. During the full-

text review, 66 were further excluded for the following reasons: wrong interventions (36), wrong 

patient populations (10), wrong settings (10), and poor study designs (10), leaving a total of eight 

studies that we appraised using the Johns Hopkins Nursing Quality of Evidence-Based Practice 

(EBP) Tool and included in the solution synthesis, as seen in Appendices A and B. 

Solution Synthesis 

Mental health professionals are often a scarce resource in the primary care setting. 

Extending traditional in-person, one-to-one, high-intensity psychotherapy to all patients with 

depressive disorders may not be feasible in the primary care setting. To facilitate greater access 

to mental health evidence-based treatments, novel approaches with lower intensity interventions 

are needed with the goal of achieving similar outcomes as in-person, one-to-one high-intensity 

psychotherapy. ‘Low intensity’ refers to lower usage of therapist time or usage in a cost-effective 

way, such as in a group cognitive-behavioral therapy (CBT) context. The primary purpose of 

Low Intensity CBT (LiCBT) is to increase access to evidence-based psychological therapies and 

enhance mental health and wellbeing of patients seen in the primary care setting.  
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Individual and group formats can be used to deliver LiCBT. Naeem et al. (2017) 

demonstrated that LiCBT delivered via the traditional face-to-face method is a feasible and 

effective method for reducing depressive symptoms in a brief six to ten session duration. LiCBT 

has been shown to improve depressive severity, measured by the Patient Health Questionnaire 

(PHQ-9); improve functional disability; and produce economic gains to the system (Naeem et al., 

2017). In a randomized controlled trial, Williams et al. (2018) found LiCBT-based therapy 

delivered in a group setting improved depressive symptoms. Other benefits were cost-

effectiveness, patient satisfaction rates, and the ability for patients to maintain improvements 

after therapy completion (Rollman et al., 2018; Schuster et al., 2018; Williams et al., 2018). 

There is also increasing literature evidence supporting LiCBT as a telehealth intervention 

(Banbury et al., 2018; Barrera et al., 2017; Haller et al., 2019; Lawn et al., 2019). LiCBT 

telephone-based therapy replicates recovery rates and clinical outcomes experienced in other 

settings, e.g., one-to-one high-intensity psychotherapy (Lawn et al., 2019), can easily be tailored 

to patient needs (Barrera et al., 2017), eliminates the need for traveling (Haller et al., 2019), and 

promotes a level of confidentiality because it does not require the patient to disclose participation 

(Haller et al., 2019). Additionally, one systematic review evaluated the addition of health 

professional-led group videoconferencing as a supplementary component to LiCBT (Banbury et 

al., 2018). Results supported the feasibility, acceptability, and efficacy of home-based 

videoconferencing groups at overcoming barriers for attending face-to-face groups, such as fear 

of meeting new people, travel distance, lack of time, and inconvenience (Banbury et al., 2018).  

In summary, current empirical evidence demonstrates that the combination of multiple 

components, including LiCBT (Bennett-Levy et al., 2014; Naeem et al., 2017), delivered via 

TBH (Banbury et al., 2018; Barrera et al., 2017; Haller et al., 2019; Lawn et al., 2019), in a 
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group delivery format (Banbury et al., 2018; Rollman et al., 2017; Schuster et al., 2018; 

Williams et al., 2018) is a feasible, acceptable, and effective treatment option for depressive 

symptom reduction and reducing barriers to mental healthcare. Military primary care clinics 

provide wellness care across the health spectrum and are the prime setting to implement a group 

TBH program for the reduction of depressive symptoms. To date, this evidence-based project is 

the first initiative to achieve MHS goals related to improved access, cost quality, and readiness.  

Focus Areas 

 The first focus area for our project was to identify an evidence-based LiCBT program 

that could be delivered in group format via TBH and used as an augmentation to current 

treatment for mild to moderate depression in active-duty service members receiving care at an 

NMCCL primary care clinic. The second focus area was implementing this program to decrease 

depressive disorder severity, improve patient satisfaction with depressive disorder treatment, and 

decrease civilian network purchases for depressive disorder treatment. Our third focus area was 

to evaluate the said program and disseminate findings and lessons learned. 

Business Case Analysis 

 According to the most recent data from the Psychological Health Center of Excellence 

(2018), there were 50,761 direct care patients diagnosed with depressive disorders who received 

a total of 375,424 direct care outpatient encounters for depressive disorder treatment in 2017. 

There were 15,744 purchased care patients diagnosed with depressive disorders who received a 

total of 92,341 purchased care outpatient encounters for depressive disorder treatment in 2017. 

Additionally, the approximate cost for one, one-hour, 1:1 CBT session is $100 or more (Anxiety 

and Depressive Association of America, 2020). If one hour of outpatient purchased care, at the 

cost of $100/hr, were recaptured per purchased care patient through increasing access to care, an 
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estimated total of $1,574,400 could be saved. This is in addition to the $6,600 saved by treating 

twelve patients for the price of one in six sessions, utilizing the group TBH approach. 

Organizing Framework 

The organizing framework chosen for this project was the five-step Clinical Scholar 

Model. This model is based on the principles expressed in the Clinical Scholarship resource 

paper (Clinical Scholarship Task Force, 1999) published by Sigma Theta Tau International 

(Melnyk & Fineout-Overholt, 2019). We selected this model because it provides a 

straightforward and sustainable framework for evaluating an evidence-based solution on a 

smaller trial population with the intent of future, more comprehensive implementation and 

dissemination. 

The five steps of the Clinical Scholar Model include observation, analysis, synthesis, 

application/evaluation, and dissemination. The observation step guided us in determining the 

significance of the problem, key stakeholders, and the outcome of interest. The analysis step 

guided us in analyzing and critiquing internal and external evidence surrounding the problem of 

depression in the military, barriers to appropriate care, and the proposed solution of LiCBT 

Group TBH. We then synthesized the evidence to assess completeness and adequacy. Evidence 

was determined to be complete and adequate, and we implemented a project applying LiCBT 

Group TBH to a pilot unit at NMCCL. We monitored this pilot unit and evaluated outcomes to 

determine efficacy, benefits, and feasibility of broader implementation. Finally, in the 

dissemination step, we disseminated findings and lessons learned (Melnyk & Fineout-Overholt, 

2019). 

Project Design 

General Approach 
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This project was a program evaluation of LiCBT for depressive disorders, delivered in 

group TBH format, utilized as therapy augmentation to the current ‘status quo’ of: receiving 

medication through a primary care manager (PCM) without mental health therapy, referral for 

1:1 mental health therapy, or purchased care within the civilian network for mental health 

therapy. It was designed to augment the current status of utilizing 1:1 therapy as the sole 

treatment option for depressive disorder therapy and the gaps in care that this creates.  

Setting and Population 

The setting was NMCCL, which consists of more than 2,500 staff, including PCM, 

specialty physicians, and other healthcare professionals, and provides services to approximately 

60,000 beneficiaries, composed of active-duty service members, veterans, and family members 

(Military Health System Communications Office, 2020). This evidence-based project was 

designed to include eight to 12 patients in the primary care setting at NMCCL, who were 

diagnosed with depressive disorders. All participating patients had an assigned PCM at the 

implementation site and met the inclusion criteria of PHQ-9 scores being 0-14, demonstrating 

only mild to moderate depression. Exclusion criteria included severe depression with PHQ-9 of 

15 or above, anxiety disorders, bipolar disorders, schizoaffective disorder, current substance use 

disorders, psychotic conditions, and severe psychiatric conditions for which this treatment 

modality would be inappropriate such as suicidal ideation/suicidality or current risk of harm to 

self or others (Barrera et al., 2017; Naeem et al., 2017; Rollman et al., 2018; Schuster et al. 

2018). 

Procedural Steps with Timeline 

As outlined in Appendix D, the first phase was completed by July 31, 2021, and it 

included the first three steps of our selected EBP model: Observation, Analysis, and Synthesis. 
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During these first steps, we identified our problem of interest, depression in the military; the key 

stakeholders; and the outcomes we needed to measure. We also completed a literature review of 

the latest evidence-based solutions for our problem of interest, and we critiqued and appraised 

this literature. This enabled us to select LiCBT Group TBH as an evidence-based solution that 

addressed the problem of depressive symptoms and barriers to care (see Appendices A and B). 

We then synthesized evidence to identify our project’s independent and dependent variables (see 

Appendix C); developed a business case analysis to assess feasibility, risk/benefit, and 

cost/benefit of implementation (see Appendix D); and created a project timeline to guide project 

implementation (see Appendix E). 

Our next phase was Application & Evaluation, which we projected to be completed by 

February 28, 2022. Before project implementation, we sought institutional review board (IRB) 

and privacy board reviews and conducted informational sessions with NMCCL leadership and 

stakeholders to gain site access and secure their engagement. We also secured local clinical 

supervision and clinical oversight of our project by a qualified mental health provider, 

specifically the Integrated Behavioral Health Consultant (IBHC) provider in the primary care 

setting.   

During the Application step of this phase, we conducted education sessions with NMCCL 

primary care clinic staff to inform them of project goals and processes for screenings and 

referrals to LiCBT Group TBH. By September 30, 2021, 12 patients were screened and referred 

to participate in the LiCBT Group TBH, with the help of PCM’s and the IBHC. In collaboration 

with the IBHC, we conducted an initial assessment phone call with each interested patient to 

confirm eligibility and further provide details regarding program logistical details, weekly 

expectations, and schedule. We provided the primary care clinic and clinical supervisor’s contact 
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information to project participants for any program questions. We also provided the local mental 

health clinic contact information and the national suicide helpline to all project participants. By 

December 31, 2021, six weekly, one-hour LiCBT Group TBH sessions with the eligible 12 

patients were completed. We monitored attendance at each session to track sustained 

engagement of patients, and PHQ-9 evaluations were administered prior to the therapy program 

and at the final session. Patient satisfaction metrics were administered per facility protocol to 

assess overall patient satisfaction post-treatment. 

During the Evaluation step, completed in March 2022, we analyzed and evaluated the 

patients’ pre-and post-PHQ-9 evaluation scores, satisfaction scores, and attendance rates 

throughout the six-week program. We followed up with patients three months post-LiCBT 

Group TBH participation and assessed their individual use of civilian network mental healthcare 

services. We also compared the percentage of NMCCL patients seeking behavioral health 

services in the civilian network versus at NMCCL in 2020, pre-project implementation versus 

2021, post-project implementation. During the final phase of Dissemination, which we project to 

be completed by May 21, 2022, we will develop and present our project results to local 

stakeholders and academic leadership. We also created a program manual to make available to 

local clinic leadership, outlining our project implementation instructions and future 

recommendations for sustainment.  

Data Analysis Plan 

The data analysis plan included one independent variable, LiCBT Group TBH, and four 

dependent variables. The first dependent variable, depressive severity, was measured using the 

PHQ-9 before and after LiCBT Group TBH program participation, assessing symptom reduction 

and/or decline in the depressive disorder severity category. Treatment response, defined as a 
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reduction in depressive symptoms severity of 50% or more as measured by the PHQ-9, was the 

preferable method for comparing treatment outcomes for statistical significance (Coley et al., 

2020). The second dependent variable, patient satisfaction with treatment, was obtained post-

treatment from the local facility’s questionnaires that are routinely used to measure satisfaction 

with care received. The third dependent variable was the percentage of patients seeking 

behavioral health services in the civilian network for depressive services following LiCBT 

Group TBH involvement. Three months following treatment, we determined if civilian network 

services were received by contacting the patients telephonically. The last measure was the 

percentage of NMCCL patients seeking behavioral health services in the civilian network versus 

NMCCL from 2020 to 2021.  

Potential Barriers and Dissemination Plan 

The most common barriers related to the implementation of EBP included staff shortages, 

lack of organizational leadership buy-in, patient decompensation, and resistance to change by 

staff. We affirmed that lack of staff was not an issue as we performed the Application step. We 

anticipated the most likely barrier would be ‘resistance to change by staff.’ A solution for dealing 

with resistance was to encourage early staff engagement with the project. NMCCL key 

stakeholders were engaged and onboard with the implementation of this project.  

To mitigate potential patient safety issues, only patients with mild to moderate PHQ-9 

scores were considered for participation in the LiCBT Group TBH program. A safety plan was in 

place for each patient, and pre-and post-safety checks were performed in each group. No safety 

issues were encountered, however we were prepared to follow local clinic safety procedures, 

provide patients with the local mental health clinic’s contact information, and encourage them to 

seek follow-up care, should any of the participating patients have experienced distress during any 
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of the sessions. We would have also informed their PCM of these steps. All our interactions with 

participating patients were supervised by our local clinical supervisor who was a mental health 

provider on staff at the primary care clinic. 

The goal of dissemination was to share the project results with providers and patients to 

improve patient outcomes (White et al., 2019). This phase was imperative for moving evidence 

into practice. Occurring at multiple levels, the first dissemination area was internal with NMCCL 

clinical and administrative staff. Presentations at clinical or grand rounds were accomplished 

through group presentations. Poster and podium presentations were presented at the NMCCL 

2022 Research Symposium. External dissemination for this project included a poster and podium 

presentation at USUHS, a poster and podium presentation at the Tri Service Nursing Research 

Program's 2022 Research and EBP Dissemination Course, presentation at Defense Health 

Agency’s Nurses Week 2022 Continuing Education Forum, and journal submission for 

publication.  

Sustainability was accomplished in many ways. Creating and developing partnerships 

was started at the beginning of the EBP implementation. A significant step in ensuring the 

sustainability of this project was to involve key project users, stakeholders, and the organization 

in project development, delivery, and evaluation. Finally, we aligned the project goals with the 

organizational mission to avoid mission drift. We made certain that the project supports the MHS 

Quadruple Aim to ensure sustainability and enhance mission readiness.  

HIPAA Concerns and Ethical Considerations 

Doctors of Nursing Practice are responsible for conducting scholarly projects and 

translation work that follow ethical guidelines regarding protection of project participants. Our 

team sought to follow three core ethical principles outlined in the Belmont Report: (1) Seek to 
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practice beneficence, (2) to practice nonmaleficence, and (3) to protect and promote justice. 

Within the work of translation, the intent is to apply evidence to improve outcomes (U.S. 

Department of Health and Human Services, 1976).  

All personal identifying information (PII) and protected health information (PHI) was 

kept in the Armed Forces Health Longitudinal Technology Application (AHLTA), the military's 

electronic health record and clinical information system, which provides secure electronic access 

to the patient's comprehensive medical records. Our group de-identified the data using a project 

code number to track and compare the patients’ pre-and post- PHQ-9 scores, depression 

category, and satisfaction scores. Results were reported in aggregates to protect patient privacy. 

All de-identified data and statistical analyses were only accessible to project team members and 

our clinical and academic supervisors. They were saved on password-protected, common access 

card (CAC) controlled government computers. The LiCBT groups were performed using MHS 

Video Connect and the video teleconferencing equipment approved at NMCCL. Ongoing 

communication with the NMCCL IRB and careful adherence to procedures and policies were 

critical to fulfilling our obligations to protect individuals in our care (White et al., 2019). 

Project Results  

Twelve patients were enrolled in the LiCBT Group TBH program. Patients were all 

female, and the majority were Caucasian (67%) with a median age of 25.0 years (Table 1). Most 

patients were civilian beneficiaries (83%) and diagnosed with an adjustment disorder with 

depressed mood (67%). Half of the patients did not have a Mental Health Clinic (MHC) referral 

but worked with the IBHC in the primary care setting. Of the six planned group sessions, four 

patients (33%) attended most or all of the sessions, while another four (33%) attended no 

sessions (Table 2).  
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Pre-session PHQ-9 scores were predominately moderate (67%) and mild (25%). There 

was a significant reduction in PHQ-9 scores from pre-session (median 10.5, IQR 7.5-12.0) to 

post-session (median 7.0, IQR 4.0-9.3, Figure 1). Post-session PHQ-9 scores were predominately 

minimal (42%) and mild (33%, Table 2). Post-session scores were unable to be obtained from 

two patients (17%).  

Eight patients completed the post-treatment questionnaire. All patients were satisfied 

with their care and would recommend the treatment to someone else (100%, Table 2). Some 

patients reported that the sessions “definitely helped” and that the telehealth aspect was “less 

stressful” in open-ended comments (Table 3). Suggestions included holding sessions “later in the 

afternoon” and holding longer sessions. One patient indicated that she preferred a different 

therapeutic modality but would still recommend the program to others. 

Of the enrolled patients, nine (75%) did not seek behavioral health services in the civilian 

network following LiCBT Group TBH, two (17%) dropped out or were otherwise unable to be 

reached for follow-up, and one (8%) utilized civilian services. Summary level data suggest that 

36.9-58.5% of patients seeking mental healthcare sought treatment at civilian behavioral health 

services in 2020, which increased slightly to 39.1-64.3% in 2021. Active-duty patients seek 

civilian services less frequently, with 12.7-14.6% seeking treatment outside the hospital in 2020 

and 17.4-21.1% in 2021. 

Table 1. Patient Characteristics 

Patient Characteristics 

Characteristic   N=12 

Age   25.0 [22.5-39.0] 
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Gender Female 12 (100.0) 

Race/Ethnicity Caucasian 8 (66.7) 

  Hispanic 2 (16.7) 

  African American 1 (8.3) 

  Other 1 (8.3) 

Duty Status Civilian 10 (83.3) 

  Active Duty 1 (8.3) 

  Retired 1 (8.3) 

Diagnosis Adjustment Disorder w/ Depressed Mood 8 (66.7) 

  Major Depressive Disorder, Recurrent 2 (16.7) 

  Depression 1 (8.3) 

  Postpartum Depression 1 (8.3) 

MHC Referral Active Patient 3 (25.0) 

  Active Referral 3 (25.0) 

  No Referral, but working with IBHC 6 (50.0) 

MHC = Mental Health Clinic; IBHC = Integrated Behavioral Health Consultant. Data reported in 

N(%) and Median [Q1-Q3]. 
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Table 2. Sessions and Patient Outcomes 

Sessions and Patient Outcomes 

Session and Outcome Characteristics N=12 

Sessions (No.)   3.0 [0.0-6.0] 

Session Attendance None (0 Sessions) 4 (33.3) 

  Partial (1-4 Sessions) 4 (33.3) 

  Most/All (5-6 Sessions) 4 (33.3) 

Pre-session PHQ-9   10.5 [7.5-12.0] 

Pre-session PHQ-9 Category Minimal 1 (8.3) 

  Mild 3 (25.0) 

  Moderate 8 (66.7) 

  Moderate Severe 0 (0) 

Post-session PHQ-9 (N=10)   7.0 [4.0-9.3] 

Post-session PHQ-9 Category Minimal 5 (41.7) 

  Mild 4 (33.3) 

  Moderate 0 (0) 

  Moderate Severe 1 (8.3) 
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  Missing 2 (16.7) 

PHQ-9 Difference (Post-Pre)   4.0 [1.8-5.3] 

Satisfaction (N=8)   8 (100.0) 

Would Recommend (N=8)   8 (100.0) 

Data reported in N(%) and Median [Q1-Q3]. 

Figure 1. Pre- and post-session PHQ-9 scores. Post PHQ-9 scores were significantly lower than 

pre-session (p=.027). 

Pre- and Post-Session PHQ-9 Scores 

 

Table 3. Patient Feedback (Open Ended) 

Patient Feedback (Open Ended) 

Open-Ended Patient Feedback 
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Telehealth aspect made it "less stressful,” “once per week was good, it didn’t conflict with 

anything else.” 

Middle of the week timing was "not convenient" and would have liked "later in the afternoon" 

Would have preferred different therapeutic modality, did not feel "learning and doing it 

myself" worked best  

Would have preferred longer groups (>45min-1hr) and longer than 6 weeks, would have 

preferred Microsoft Teams as the virtual platform, "definitely helped me"/"invaluable to me" 

MHS was "user friendly" 

“Absolutely” satisfied with the overall experience  

The group “felt like a lecture but not in a bad way” 

“It worked out well with my schedule”  

Statistical Analysis of the Results 

Data were analyzed using SPSS 28.0 (Armonk NY, IBM Corp.). Numerical variables 

were reported in medians and interquartile ranges, while categorical variables were reported in 

counts and frequencies. The difference in PHQ-9 scores were analyzed with the Wilcoxon 

signed-rank test, while the correlation between PHQ-9 scores and the number of sessions 

attended were analyzed using a Spearman’s rank correlation. P-values less than 0.05 were 

considered significant. 

Organizational Impact and Implications to Practice & Policy  
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 We reviewed the evidence of feasibility, acceptability, effectiveness, and implementation 

of LiCBT in group format for depression, LiCBT for depression via telephonic delivery, 

depression and group therapy, TBH interventions, and TBH CBT. Eight studies met our 

inclusion criteria. Based on our literature review prior to study implementation, evidence 

indicated that these interventions were individually feasible, acceptable, and effective. Still, it 

was difficult to draw conclusions on the combination of these multiple components as an 

effective treatment option for depressive symptom reduction.  

The focus of our evidence-based project was to identify if the LiCBT program could be 

delivered in group format via TBH and used as an augmentation to current treatment for mild to 

moderate depression in patients receiving care at an NMCCL primary care clinic. Other foci 

were to decrease depressive disorder severity, improve patient satisfaction with depressive 

disorder treatment, and decrease civilian network purchases for depressive disorder treatment. 

Lastly, we aimed to evaluate the LiCBT Group TBH program and disseminate findings and 

lessons learned. 

 Consistent with evidence-based research, we found that implementing a LiCBT Group 

TBH program within the primary care setting effectively decreases depressive disorder severity, 

as evidenced by PHQ-9 scores. We also found that the patients widely accepted the program per 

the patient satisfaction questionnaires, and only one (8%) patient sought behavioral health 

services in the civilian network for depressive services following LiCBT Group TBH. A strong 

recommendation for future practice at NMCCL is to adopt the LiCBT Group TBH program into 

the primary care settings, made easily accessible through our program manual. This clinical 

practice change provides the opportunity for sustainment and meets the requirements of the MHS 

Quadruple Aim of increased readiness, better health, better care, and lower cost.  
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Future Directions for Research and Practice 

The sample size for this project was small, limiting the evaluation of the program's 

generalizability. Future evaluation should focus on a more comprehensive array of demographic 

variables, such as a larger sample size, inclusion of all genders, and age diversity. With the goal 

to improve cost-effectiveness, another recommendation for future research is to further evaluate 

civilian network purchases for depressive disorder treatment. Lastly, a future direction for 

practice is to incorporate LiCBT Group TBH into other NMCCL settings, such as medical and 

mental health clinics. LiCBT Group TBH has the potential to improve overall health and 

productivity, thereby benefiting both the patient and the military mission.  

Conclusion  

Depressive disorders significantly impact military personnel and operational readiness, 

but current practices cannot meet the demand for treatment. This EBP project demonstrated that 

the implementation of a LiCBT program in group TBH format is feasible in the military 

healthcare setting, and an effective treatment for decreasing depressive symptom severity and 

achieving patient satisfaction. In alliance with the seven critical initiatives of the MHS 

Quadruple Aim, continuation of this program and implementation in more expansive areas 

would improve access to care and decrease outpatient purchased care, totaling over $1.5 million 

in cost savings.   
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Appendix E 

Project Timeline 

Table 1 

Project Timeline 

Project Year 1 (2021) 
Activity/Month JAN FEB MAR APR MAY JUN JUL AUG SEP OCT NOV DEC 
USUHS VPR Submission and Approval X X X          
Site IRB Submission and Approval    X X X X X X X   
Observation, Analysis, & Synthesis 
Tasks: 

1. Identify problem, key stakeholders and outcome 
of interest 

2. Systematic review of literature 
3. Select and finalize Low Intensity Cognitive 

Behavioral Therapy (LiCBT) Group 
Telebehavioral Health (TBH) Curriculum based 
on literature review 

4. Identify independent and dependent variables to 
utilize for data analysis during Application & 
Evaluation 

5. Develop Business Case Analysis to assess 
feasibility, risk/benefit, and cost/benefit of 
implementation 
 

X X X X X X X      

Application & Evaluation 
Tasks:  

1. Provide education to staff and leadership about 
project goals, clinical supervision, screenings and 
referrals through educational in-services 

2. Secure TBH platform 
3. Designate providers to assist coding/co-signing 

notes (e.g., clinical preceptors) 
 

       X X X X X 
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Project Year 1 (2021) 
Activity/Month JAN FEB MAR APR MAY JUN JUL AUG SEP OCT NOV DEC 
Application & Evaluation (Cont.) 
Tasks:  

4. Identify and confirm 8-12 patients to participate 
in program 

5. Conduct six, one-hour LiCBT Group TBH 
sessions under supervision of clinical preceptor 

6. Provide pre- and post-treatment PHQ-9  
7. Provide post-treatment satisfaction metric per 

facility protocol  
8. Track sustained engagement in treatment by 

monitoring attendance 
9. Document in EMR with group template note 

following each group session in consultation with 
clinical supervisor/clinical preceptor  

10. Follow up with patients 3 months post treatment 
to assess individual use of civilian network 
mental healthcare services 

11. Compare the % of NMCCL patients seeking 
behavioral health services in civilian network vs. 
NMCCL in 2020 pre-project implementation vs. 
2021 post-project implementation 

12. Data Analysis Table (organized document clearly 
demonstrating PHQ-9 scores, patient satisfaction 
results, attendance sustainment, and civilian 
network care purchases) 

13. Determine efficacy, benefits, and feasibility for 
wider implementation 
 

       X X X X X 

Dissemination 
Tasks: 

1. Develop program manual 
2. Brief leadership on finding 
3. Seek out opportunities for external dissemination 
4. Complete all project requirements for school 

presentation 
 

           X 

 

 

I 
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Project Year 2 (2022) 
Activity/Month JAN FEB MAR APR MAY JUN JUL AUG SEP OCT NOV DEC 
USUHS VPR Submission and Approval             
Site IRB Submission and Approval             
Observation, Analysis, and Synthesis             
Application and Evaluation X X           
Dissemination X X X X X        
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Interactive Customer Evaluation (ICE) Comment Card Ratings 

 

Overall Satisfaction Question 

Were you satisfied with your overall experience? 

 

Standard Scale Questions 

Facility Appearance 

Employee/Staff Attitude 

Timeliness of Service 

Quality of equipment and furnishings 

 

Yes/No Questions 

Did the product of service meet your needs? 

Did you receive safe, competent, and professional care? 

In general, I’m able to see my healthcare team when needed 

After checking in, I was kept informed about how long I would have to wait for my appointment 

I would recommend this facility/service to a TRICARE-eligible family member or friend. 

 

Average and response counts for individuals do not include responses of N/A. 

Standard Scale choices include: Excellent  Good   OK   Poor   Awful 







For this Report to be valid, the learner identified above must have had a valid affiliation with the CITI Program subscribing institution
identified above or have been a paid Independent Learner.

Verify at: www.citiprogram.org/verify/?k28acbb4e-8563-40a7-bdf7-f618ffc27a6c-35987334

Collaborative Institutional Training Initiative (CITI Program)
Email: support@citiprogram.org
Phone: 888-529-5929
Web: https://www.citiprogram.org
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Internet-Based Research - SBE (ID: 510)  19-Mar-2020 5/5
(100%) 

International Studies (ID: 971)  19-Mar-2020 3/3
(100%) 

The IRB Member Module - 'What Every New IRB Member Needs to Know' (ID: 816)  19-Mar-2020 5/5
(100%) 

Informed Consent and Confidentiality in Public Health Research (ID: 17639)  19-Mar-2020 2/5 (40%) 
Office of the Under Secretary of Defense (Personnel and Readiness) (ID: 912)  19-Mar-2020 No Quiz 

For this Report to be valid, the learner identified above must have had a valid affiliation with the CITI Program subscribing institution
identified above or have been a paid Independent Learner.

Verify at: www.citiprogram.org/verify/?ke77a904b-1252-411d-a3ba-1d3ae66b55e3-35993234
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Phone: 888-529-5929
Web: https://www.citiprogram.org
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