post-cbasp course thoughts
For a critically minded, intellectually honest CBT therapist the current basic approach to depression treatment should almost certainly be behavioural activation (BA).  This began to appear more of a possibility with the publication of Jacobson’s initial dismantling study (Jacobson, Dobson et al. 1996), and was reinforced by the follow-up results (Gortner, Gollan et al. 1998).  A further major nail in the coffin of a standard cognitive approach for depression was then hammer-ed in by the replication study (Dimidjian, Hollon et al. 2006) which suggests that, in fact, BA is better than CBT for more severe depression.  The recent meta-analysis largely mops up what was already looking like a decided debate (Cuijpers, van Straten et al. 2007).  One explanation for the comparability of CBT and BA is that BA contains the major active ingredients of CBT, so full CBT adds nothing of importance.  An overlapping, and more critical explanation, is that neither BA nor CBT act in the ways that they think they act – and that their comparability derives from the fact that they are both relatively well-structured, convincing therapies and that any well-structured, convincing therapy for depression produces much the same kinds of results (Wampold, Minami et al. 2002) presumably by sharing similar non-specific treatment components.
Let’s accept, for the moment, that for CBT therapists the current evidence-based standard approach for depression treatment should be BA.  Possible exceptions to this advice are patients with mild to moderate depression who give existential reasons for their depression – they may respond better to fuller cognitive therapy (Addis and Jacobson 1996).  Interestingly the same research suggests that patients who, in contrast, give interpersonal reasons for their depression may be particularly inappropriate for fuller cognitive therapy.  Even assuming superb BA delivery, unfortunately 70 to 75% of patients are either not going to respond adequately or are going to relapse within 12 to 24 months.  Results for BA, CBT and IPT are all similarly discouraging (Shea, Elkin et al. 1992; Shapiro, Rees et al. 1995; Gortner, Gollan et al. 1998).  What should we do about this and where, if anywhere, might CBASP fit in?  
One appealing response is to think of treatment as involving BA plus options from a series of possible additional modules.  Medication is both an alternative to initial BA and also a possible additional treatment module.  So too are a number of other ‘biological interventions’ like fish oil, phototherapy, St John’s wort (Hawkins 2005b; Hawkins 2006) and, arguably less ‘purely biolog-ical’ (Hawkins 2005a), physical exercise (Stathopoulou, Powers et al. 2006; Trivedi, Greer et al. 2006).  Other possible candidates for module status include variants on CBASP, mindfulness-based cognitive therapy (MBCT), other approaches that build on activation targets or mindfulness (like acceptance and commitment therapy – ACT), trauma and imagery interventions, additional rumination reduction methods, wellness interventions, and targeting self-criticism using approa-ches like emotion-focused therapy (EFT) and compassionate mind training (CMT).  Depending on what one thinks are CBASP’s major therapeutic mechanisms, variants overlap with methods targeting powerlessness (and overgeneralization), teaching social problem solving, building better relationships, and maximising the use of the therapeutic relationship as a learning vehicle.   
There’s enough material here for several books – and several books have already been written about these approaches.  We don’t have enough evidence to demonstrate an optimum path through this basic BA plus optional additional modules approach.  Here therefore is a set of personal suggestions.

· Think carefully about the diagnosis – is this bipolar spectrum and what are the comorbidities?  GAD and Social Anxiety Disorder are particularly common, but watch out too for PTSD, etc
· Clarifying right at the start that this basic BA plus optional modules is the approach being suggested can be helped by using – and sharing with the patient – an overview  [Cont.] such as the attached ‘Problem-Solving Diagram’.  Secondary treatment modules can be sketched out on the diagram and brought into play if and when seems appropriate.
· For patients whose depression recovers, be tough on any final residual symptoms, possibly consider a wellness approach, and certainly consider encouraging the patient to learn MBCT if they have a history of several previous depressive episodes.

· Especially with more severe and chronic depressions, it makes sense to add biological inter-ventions.  The STAR*D results encourage a more evidence-based approach to medication non-response.  Many patients who are uneasy about using standard medication are happy to consider St John’s wort.  The jury is still out on fish oil, but it’s a reasonable option as too is phototherapy (and possibly sleep restriction interventions too, especially for bipolar spectrum sufferers).

· With BA itself, be creative and thoughtful about the targets for activation.  The recent supportive meta-analysis presumably was largely based on activation that targeted simple mastery/achievement and pleasure/enjoyment experiences.  
· Reviewing life events that were associated with depression onset or aggravation may well suggest activation targets to combat ‘loss of antidepressant reinforcers’ – see attachment on life events and depression.

· Still thinking about activation targets, social networks are hugely important in depression and for wellbeing.  The three sheets on Personal Community Maps can be helpful in target selection here.

· Broader overall life activation targets also make sense – see for example with ACT.  The Respected Figures exercise is a way to open up discussion on how one wants to act in the world.  Exercises like the 80th Birthday Party suggest more concrete long term targets.  Disability assessment measures using, for example, simple 0-10 scales can suggest targets in areas such as exercise, social life, family, home management, work and so on.  
· Rumination is typically toxic and BA does a pretty good job at emphasising the importance of tackling rumination.  Adrian Wells’s ideas on rumination treatment may be worth adding if this area seems particularly relevant (Wells and Papageorgiou 2004).

· ACT style mindfulness teaching may also be worthwhile in helping patients see unhelpful thoughts as ‘traffic noise’ or ‘spam’ so that they can get on with the activation work better.
· Poor results from the as yet unpublished replication study question whether CBASP has anything useful to add to the therapy ‘stew pot’.  This new research certainly removes much of the onus to use CBASP only in its pristine original form.

· Jim McCullough suggested that the more recent research might have produced less encouraging results because the patient population was more difficult – for example more economically ground down or struggling with much comorbidity.  

· One way of adapting CBASP is to see Situational Analysis (SA) as a way of helping patients with their BA targets.  Specific activation targets – from a broader assessment of activation appropriate for the specific patient – could be chosen as homework and the patient encour-aged to use SA as part of their work towards these selected targets.  There’s interesting recent research suggesting that help with negotiating unhelpful attitudes while building improved relationships can be particularly helpful (Froh, Fives et al. 2007) – but the aim should probably still be on building better relationships rather than on simply ‘correcting’ thinking (Hayes, Castonguay et al. 1996).  The ‘Personal Community Activities Scale’ (PCAS) is a way of monitoring interpersonal activation.
· Another way of adapting CBASP is to aim particularly for change in a patient’s sense of ‘control’.  The attached (cobbled together) ‘Feelings of Choice Scale’ (FCS) could be used to monitor such change.  SA could be used with more of a ‘behavioural experiment’ style.
· The standard SA form can be further adapted to make it more directly relevant to these somewhat modified uses – see the attached ‘Monitoring Interpersonal Events’ form (MIE).  

· There is some evidence to suggest that different forms of psychotherapy may do best if they try to build on relative strengths rather than imagining they are primarily healing areas of weakness.  So analysis of the old NMIH IPT/CBT/imipramine study showed that IPT was more successful when there was less social dysfunction and similarly CBT did better with patients who started with less cognitive dysfunction (Sotsky, Glass et al. 1991).  It may be that CBASP works better for chronically depressed patients with less sense of powerlessness – and this might be part of the explanation why the recent CBASP study is going to report worse out-comes i.e. the recent patient population they worked with started from a more economically ground-down, more psychiatrically comorbid position with possibly an associated increase in powerlessness.

· Mindfulness and imagery techniques can be added to the basic SA approach and their use encouraged e.g. before becoming involved with the interpersonal event or during the event in step 4 of the MIE.  There’s some evidence (e.g. in project completion and in social anxiety) suggesting this could be helpful (Taylor, Pham et al. 1998; Wild and Hackmann 2005).
· One could even consider adapting the SA form to encourage a greater sense of control and choice in non-interpersonal situations e.g. at work, doing exercise, etc – see the attached ‘Taking Charge of Our Lives More’ form. 
· Another potentially fascinating use of CBASP ideas is to augment the helpfulness and learning opportunities in the therapeutic relationship.
· It seems important to realize though that early good quality therapeutic alliance in CBASP is very important for subsequent outcome (Klein, Schwartz et al. 2003). 

· The transference hypothesis approach in CBASP is an exciting area but note there has been no dismantling study to demonstrate its value.  Care clearly needs to be taken to guard against ‘blaming’ the patient for their ‘distorted ideas’.  This kind of approach could easily backfire therapeutically (Castonguay, Goldfried et al. 1996).

· There is also a question mark against the somewhat arbitrarily chosen four CBASP transfer-ence hypothesis areas.  Are other areas better supported by data (Bradley, Heim et al. 2005; Vanheule, Desmet et al. 2006)?  It may not be that the most obvious relationship patterns from earlier in the patient’s life will be the ones that play out in the therapy relationship (Connolly, Crits-Christoph et al. 1996).  The key issue, of course is are some patterns more likely to be helpful to focus on therapeutically than others?  This appears to still be an open question.
· There are interesting research results suggesting that patient perfectionism may sabotage effective psychotherapy by its detrimental effects on the developing therapeutic alliance e.g. “the negative relation between perfectionism and outcome was explained (mediated) by perfectionistic patients' failure to develop stronger therapeutic alliances” (Zuroff, Blatt et al. 2000).  Possibly a therapist’s ability to develop a good therapeutic alliance despite a patient’s relatively high level of perfectionism is a key factor in helping patient’s through their depression (Blatt, Quinlan et al. 1996; Hawley, Ho et al. 2006).  This might be a useful alter-native ‘transference hypothesis’ area to look at.

· Note the findings that CBASP was better than an antidepressant when the patient had suffer-ed a traumatic childhood (Nemeroff, Heim et al. 2003). The authors of this study commented  “Our results suggest that psychotherapy may be an essential element in the treatment of patients with chronic forms of major depression and a history of childhood trauma”.

Addis, M. E. and N. S. Jacobson (1996). "Reasons for depression and the process and outcome of cognitive-behavioral psychotherapies." J Consult Clin Psychol 64(6): 1417-24.


This study examined the relationships between clients' reasons for depression and the process and outcome of a cognitive therapy (CT) and a behavioral activation (BA) treatment for major depression. Reason giving was conceptualized as the tendency to offer multiple explanations for a problem. Different reasons for depression were also thought to match or mismatch the theoretical model underlying each treatment. Reasons for depression were assessed pretreatment with a previously developed questionnaire. Process variables including homework compliance and perceived treatment helpfulness were measured early in treatment. Results demonstrated that perceived helpfulness of the treatment was associated with positive outcomes in BA. Reason giving was associated with worse outcomes in BA. Specific reasons also predicted differential outcome in the 2 treatments. Clients who endorsed existential reasons for depression had better outcomes in CT and worse outcomes in BA. Relationship-oriented reasons were consistently associated with negative process and outcome in CT. Results are discussed in terms of the function of reason giving and the role of specific explanations for depression in treatment process and outcome.

Blatt, S. J., D. M. Quinlan, et al. (1996). "Interpersonal factors in brief treatment of depression: further analyses of the National Institute of Mental Health Treatment of Depression Collaborative Research Program." J Consult Clin Psychol 64(1): 162-71.


Previous analyses of data from the National Institute of Mental Health Treatment of Depression Collaborative Research Program indicate minimal differences in therapeutic outcome among 3 brief treatments for depression, but patients' pretreatment level of perfectionism had a significant negative relationship with residualized measures of clinical improvement. The present analyses indicate that the quality of the therapeutic relationship reported by patients early in treatment contributed significantly to the prediction of therapeutic change. The quality of the therapeutic relationship was only marginally predictive of therapeutic gain at low and high levels of perfectionism, but significantly predicted therapeutic gain at moderate levels of perfectionism. These findings suggest that the extensive efforts to compare different manual-directed treatments need to be balanced by commensurate attention to interpersonal dimensions of the therapeutic process.

Bradley, R., A. K. Heim, et al. (2005). "Transference patterns in the psychotherapy of personality disorders: empirical investigation." Br J Psychiatry 186: 342-9.


BACKGROUND: The concept of transference has broadened to a recognition that patients often express enduring relational patterns in the therapeutic relationship. AIMS: To examine the structure of patient relational patterns in psychotherapy and their relation with DSM-IV personality disorder symptoms. METHOD: A random sample of psychologists and psychiatrists (n=181) completed a battery of instruments on a randomly selected patient in their care. RESULTS: Exploratory factor analysis identified five transference dimensions: angry/entitled, anxious/preoccupied, avoidant/counterdependent, secure/engaged and sexualised. These were associated in predictable ways with Axis II pathology; four mapped on to adult attachment styles. An aggregated portrait of transference patterns in narcissistic patients provided a clinically rich, empirically based description of transference processes that strongly resembled clinical theories. CONCLUSIONS: The ways patients interact with their therapists can provide important data about their personality, attachment patterns and interpersonal functioning. These processes can be measured in clinically sophisticated and psychometrically sound ways. Such processes are relatively independent of clinicians' theoretical orientation.

Castonguay, L. G., M. R. Goldfried, et al. (1996). "Predicting the effect of cognitive therapy for depression: a study of unique and common factors." J Consult Clin Psychol 64(3): 497-504.


The ability of several process variables to predict therapy outcome was tested with 30 depressed clients who received cognitive therapy with or without medication. Two types of process variables were studied: 1 variable that is unique to cognitive therapy and 2 variables that this approach is assumed to share with other forms of treatment. The client's improvement was found to be predicted by the 2 common factors measured: the therapeutic alliance and the client's emotional involvement (experiencing). The results also indicated, however, that a unique aspect of cognitive therapy (i.e., therapist's focus on the impact of distorted cognitions on depressive symptoms) correlated negatively with outcome at the end of treatment. Descriptive analyses that were conducted to understand this negative correlation suggest that therapists sometimes increased their adherence to cognitive rationales and techniques to correct problems in the therapeutic alliance. Such increased focus, however, seems to worsen alliance strains, thereby interfering with therapeutic change.

Connolly, M. B., P. Crits-Christoph, et al. (1996). "Varieties of transference patterns in psychotherapy." J Consult Clin Psychol 64(6): 1213-21.


This investigation explored the nature of transference of interpersonal patterns in patients' psychotherapy narratives. The relation between interpersonal patterns with significant others in a patient's life and the pattern with the therapist early in treatment was examined. Cluster analysis was used to categorize similar relationships for each of 35 patients. Many patients revealed multiple interpersonal themes in their relationship narratives. Furthermore, these interpersonal themes correlated significantly with the interpersonal pattern extracted from narratives told about the therapist for many of the patients who discussed the therapeutic relationship during therapy. However, the interpersonal pattern evident in the relationship with the therapist was not necessarily the most pervasive pattern exhibited in the narratives about significant others.

Cuijpers, P., A. van Straten, et al. (2007). "Behavioral activation treatments of depression: A meta-analysis." Clin Psychol Rev 27(3): 318-326.


Activity scheduling is a behavioral treatment of depression in which patients learn to monitor their mood and daily activities, and how to increase the number of pleasant activities and to increase positive interactions with their environment. We conducted a meta-analysis of randomized effect studies of activity scheduling. Sixteen studies with 780 subjects were included. The pooled effect size indicating the difference between intervention and control conditions at post-test was 0.87 (95% CI: 0.60~1.15). This is a large effect. Heterogeneity was low in all analyses. The comparisons with other psychological treatments at post-test resulted in a non-significant pooled effect size of 0.13 in favor of activity scheduling. In ten studies activity scheduling was compared to cognitive therapy, and the pooled effect size indicating the difference between these two types of treatment was 0.02. The changes from post-test to follow-up for activity scheduling were non-significant, indicating that the benefits of the treatments were retained at follow-up. The differences between activity scheduling and cognitive therapy at follow-up were also non-significant. Activity scheduling is an attractive treatment for depression, not only because it is relatively uncomplicated, time-efficient and does not require complex skills from patients or therapist, but also because this meta-analysis found clear indications that it is effective.

Dimidjian, S., S. D. Hollon, et al. (2006). "Randomized trial of behavioral activation, cognitive therapy, and antidepressant medication in the acute treatment of adults with major depression." J Consult Clin Psychol 74(4): 658-70.


Antidepressant medication is considered the current standard for severe depression, and cognitive therapy is the most widely investigated psychosocial treatment for depression. However, not all patients want to take medication, and cognitive therapy has not demonstrated consistent efficacy across trials. Moreover, dismantling designs have suggested that behavioral components may account for the efficacy of cognitive therapy. The present study tested the efficacy of behavioral activation by comparing it with cognitive therapy and antidepressant medication in a randomized placebo-controlled design in adults with major depressive disorder (N = 241). In addition, it examined the importance of initial severity as a moderator of treatment outcome. Among more severely depressed patients, behavioral activation was comparable to antidepressant medication, and both significantly outperformed cognitive therapy. The implications of these findings for the evaluation of current treatment guidelines and dissemination are discussed.

Froh, J. J., C. J. Fives, et al. (2007). "Interpersonal relationships and irrationality as predictors of life satisfaction." The Journal of Positive Psychology 2(1): 29 - 39.


This study examined the association among interpersonal relationships, irrational beliefs, and life satisfaction. Twenty-eight psychotherapy clients and 207 college undergraduates completed measures of interpersonal relations (Outcome Questionnaire; Lambert et al., 1996), irrationality (Rational Behavior Inventory; Shorkey &amp; Whiteman, 1977), and life satisfaction (The Satisfaction with Life Scale; Diener, Emmons, Larsen, &amp; Griffin, 1985). Results indicated that interpersonal relations predicted life satisfaction, whereas global irrationality was indirectly related to life satisfaction. Specifically, interpersonal relations mediated the association between global irrationality and life satisfaction. Clinicians aiming to foster life satisfaction in their patients are encouraged to carefully assess their social functioning and utilize relationship-enhancing treatments. Targeting irrational thinking may also be necessary to set the stage for and support such interventions.

Gortner, E. T., J. K. Gollan, et al. (1998). "Cognitive-behavioral treatment for depression: relapse prevention." Journal of Consulting and Clinical Psychology 66(2): 377-84.


This study presents 2-year follow-up data of a comparison between complete cognitive-behavioral therapy for depression (CT) and its 2 major components: behavioral activation and behavioral activation with automatic thought modification. Data are reported on 137 participants who were randomly assigned to 1 of these 3 treatments for up to 20 sessions with experienced cognitive-behavioral therapists. Long-term effects of the therapy were evaluated through relapse rates, number of asymptomatic or minimally symptomatic weeks, and survival times at 6-, 12-, 18-, and 24-month follow-ups. CT was no more effective than its components in preventing relapse. Both clinical and theoretical implications of these findings are discussed.

Hawkins, J. (2005a). "Alternative treatments for depression 1: exercise and 'wake' therapy." Journal of Holistic Healthcare 2(2): 9-15.


Depression is the largest single cause of non-fatal disease burden worldwide.  It accounts for nearly 12% of total days lived with disability.  In December 2004 the National Institute for Clinical Excellence (NICE) published its guideline for doctors on the treatment of depression.  A subsequent editorial in the BMJ identified uncertainty about the management of mild or moderate depression as the guideline’s central weakness.  NICE concluded that there was little current firm evidence that mild to moderate depression is responsive to antidepressant medication or specific psychological treatments.  This article looks at emerging research suggesting that treatments involving exercise and sleep should be taken more seriously.  Subsequent articles are due to explore the potential value of light, herbs, dietary supplements, self-help books, meditation and other approaches. 

Hawkins, J. (2005b). "Alternative treatments for depression 2: light and St. John's wort." Journal of Holistic Healthcare 2(4): 19-26.


When all depressive subtypes are included, more than 1 in 3 of us is likely to have qualified for a depression diagnosis by our mid 30’s.  All these depression subtypes are associated with significant suffering as well as disturbance in work and social functioning.  This is true too for the even commoner subthreshold disorders.  This article explores the value of light therapies and St John’s wort for these widespread difficulties.   

Hawkins, J. (2006). "Alternative treatments for depression 3: diet, acupuncture & mindfulness training." Journal of Holistic Healthcare 3(4): 32-39.


This is the last in a series of three articles by James Hawkins on alternative treatments to drugs and talking therapies for depression.  The first article focused on exercise and ‘wake’ therapy.  The second discussed light and St John’s wort.  This third article looks at the value of food, fish oils & other supplements, acupuncture, and relaxation, hypnosis & meditation. 

Hawley, L. L., M.-H. R. Ho, et al. (2006). "The Relationship of Perfectionism, Depression, and Therapeutic Alliance During Treatment for Depression: Latent Difference Score Analysis  " Journal of Consulting and Clinical Psychology 74(5): 930-942.


The authors examined the longitudinal relationship of patient-rated perfectionism, clinician-rated depression, and observer-rated therapeutic alliance using the latent difference score (LDS) analytic framework. Outpatients involved in the Treatment for Depression Collaborative Research Program completed measures of perfectionism and depression at 5 occasions throughout treatment, with therapeutic alliance measured early in therapy. First, LDS analyses of perfectionism and depression established longitudinal change models. Further LDS analyses revealed significant longitudinal interrelationships, in which perfectionism predicted the subsequent rate of depression change, consistent with a personality vulnerability model of depression. In the final LDS model, the strength of the therapeutic alliance significantly predicted longitudinal perfectionism change, and perfectionism significantly predicted the rate of depression change throughout therapy. These results clarify the patterns of growth and change for these indicators throughout depression treatment, demonstrating an alternative method for evaluating longitudinal dynamics in therapy.  

Hayes, A. M., L. G. Castonguay, et al. (1996). "Effectiveness of targeting the vulnerability factors of depression in cognitive therapy." J Consult Clin Psychol 64(3): 623-7.


I. H. Gotlib and C.L. Hammen's (1992) psychopathology model of depression was used as a conceptual framework for studying the process of change in an effective course of cognitive therapy (CT) for depression. Archived CT transcripts from 30 depressed outpatients in the Cognitive-Pharmaco-therapy Treatment project (S. D. Hollon et al., 1992) were studied. An observational coding system was used to assess whether therapists focused on the cognitive, interpersonal, and developmental vulnerabilities of depression and whether these interventions were associated with symptom reduction. Therapists maintained a primarily cognitive focus, but it was interventions that addressed the interpersonal and developmental domains that were associated with improvement. A developmental focus also predicted a longer time of recovery and better global functioning over the 24-month followup period. These findings are consistent with recent theoretical developments in cognitive therapy and with the psychopathology research on depression.

Jacobson, N. S., K. S. Dobson, et al. (1996). "A component analysis of cognitive-behavioral treatment for depression." J Consult Clin Psychol 64(2): 295-304.


The purpose of this study was to provide an experimental test of the theory of change put forth by A. T. Beck, A. J. Rush, B. F. Shaw, and G. Emery (1979) to explain the efficacy of cognitive-behavioral therapy (CT) for depression. The comparison involved randomly assigning 150 outpatients with major depression to a treatment focused exclusively on the behavioral activation (BA) component of CT, a treatment that included both BA and the teaching of skills to modify automatic thoughts (AT), but excluding the components of CT focused on core schema, or the full CT treatment. Four experienced cognitive therapists conducted all treatments. Despite excellent adherence to treatment protocols by the therapists, a clear bias favoring CT, and the competent performance of CT, there was no evidence that the complete treatment produced better outcomes, at either the termination of acute treatment or the 6-month follow-up, than either component treatment. Furthermore, both BA and AT treatments were just as effective as CT at altering negative thinking as well as dysfunctional attributional styles. Finally, attributional style was highly predictive of both short- and long-term outcomes in the BA condition, but not in the CT condition.

Klein, D. N., J. E. Schwartz, et al. (2003). "Therapeutic alliance in depression treatment: controlling for prior change and patient characteristics." J Consult Clin Psychol 71(6): 997-1006.


Although many studies report that the therapeutic alliance predicts psychotherapy outcome, few exclude the possibility that this association is accounted for by 3rd variables, such as prior improvement and prognostically relevant patient characteristics. The authors treated 367 chronically depressed patients with the cognitive-behavioral analysis system of psychotherapy (CBASP), alone or with medication. Using mixed effects growth-curve analyses, they found the early alliance significantly predicted subsequent improvement in depressive symptoms after controlling for prior improvement and 8 prognostically relevant patient characteristics. In contrast, neither early level nor change in symptoms predicted the subsequent level or course of the alliance. Patients receiving combination treatment reported stronger alliances with their psychotherapists than patients receiving CBASP alone. However, the impact of the alliance on outcome was similar for both treatment conditions.

Nemeroff, C. B., C. M. Heim, et al. (2003). "Differential responses to psychotherapy versus pharmacotherapy in patients with chronic forms of major depression and childhood trauma." Proc Natl Acad Sci U S A 100(24): 14293-6.


Major depressive disorder is associated with considerable morbidity, disability, and risk for suicide. Treatments for depression most commonly include antidepressants, psychotherapy, or the combination. Little is known about predictors of treatment response for depression. In this study, 681 patients with chronic forms of major depression were treated with an antidepressant (nefazodone), Cognitive Behavioral Analysis System of Psychotherapy (CBASP), or the combination. Overall, the effects of the antidepressant alone and psychotherapy alone were equal and significantly less effective than combination treatment. Among those with a history of early childhood trauma (loss of parents at an early age, physical or sexual abuse, or neglect), psychotherapy alone was superior to antidepressant monotherapy. Moreover, the combination of psychotherapy and pharmacotherapy was only marginally superior to psychotherapy alone among the childhood abuse cohort. Our results suggest that psychotherapy may be an essential element in the treatment of patients with chronic forms of major depression and a history of childhood trauma.

Shapiro, D. A., A. Rees, et al. (1995). "Effects of treatment duration and severity of depression on the maintenance of gains after cognitive-behavioral and psychodynamic-interpersonal psychotherapy." J Consult Clin Psychol 63(3): 378-87.

Shea, M. T., I. Elkin, et al. (1992). "Course of depressive symptoms over follow-up. Findings from the National Institute of Mental Health Treatment of Depression Collaborative Research Program." Arch Gen Psychiatry 49(10): 782-7.


We studied the course of depressive symptoms during an 18-month naturalistic follow-up period for outpatients with Major Depressive Disorder treated in the National Institute of Mental Health Treatment of Depression Collaborative Research Program. The treatment phase consisted of 16 weeks of randomly assigned treatment with the following: cognitive behavior therapy, interpersonal therapy, imipramine hydrochloride plus clinical management (CM), or placebo plus CM. Follow-up assessments were conducted at 6, 12, and 18 months after treatment. Of all patients entering treatment and having follow-up data, the percent who recovered (8 weeks of minimal or no symptoms following the end of treatment) and remained well during follow-up (no Major Depressive Disorder relapse) did not differ significantly among the four treatments: 30% (14/46) for those in the cognitive behavior therapy group, 26% (14/53) for those in the interpersonal therapy group, 19% (9/48) for those in the imipramine plus CM group, and 20% (10/51) for those in the placebo plus CM group. Among patients who had recovered, rates of Major Depressive Disorder relapse were 36% (8/22) for those in the cognitive behavior therapy group, 33% (7/21) for those in the interpersonal therapy group, 50% (9/18) for those in the imipramine plus CM group, and 33% (5/15) for those in the placebo plus CM group. The major finding of this study is that 16 weeks of these specific forms of treatment is insufficient for most patients to achieve full recovery and lasting remission. Future research should be directed at improving success rates of initial and maintenance treatments for depression.

Sotsky, S. M., D. R. Glass, et al. (1991). "Patient predictors of response to psychotherapy and pharmacotherapy: findings in the NIMH Treatment of Depression Collaborative Research Program." American Journal of Psychiatry 148(8): 997-1008.


OBJECTIVE: The authors investigated patient characteristics predictive of treatment response in the National Institute of Mental Health (NIMH) Treatment of Depression Collaborative Research Program. METHOD: Two hundred thirty-nine outpatients with major depressive disorder according to the Research Diagnostic Criteria entered a 16-week multicenter clinical trial and were randomly assigned to interpersonal psychotherapy, cognitive-behavior therapy, imipramine with clinical management, or placebo with clinical management. Pretreatment sociodemographic features, diagnosis, course of illness, function, personality, and symptoms were studied to identify patient predictors of depression severity (measured with the Hamilton Rating Scale for Depression) and complete response (measured with the Hamilton scale and the Beck Depression Inventory). RESULTS: One hundred sixty-two patients completed the entire 16-week trial. Six patient characteristics, in addition to depression severity previously reported, predicted outcome across all treatments: social dysfunction, cognitive dysfunction, expectation of improvement, endogenous depression, double depression, and duration of current episode. Significant patient predictors of differential treatment outcome were identified. 1) Low social dysfunction predicted superior response to interpersonal psychotherapy. 2) Low cognitive dysfunction predicted superior response to cognitive-behavior therapy and to imipramine. 3) High work dysfunction predicted superior response to imipramine. 4) High depression severity and impairment of function predicted superior response to imipramine and to interpersonal psychotherapy. CONCLUSIONS: The results demonstrate the relevance of patient characteristics, including social, cognitive, and work function, for prediction of the outcome of major depressive disorder. They provide indirect evidence of treatment specificity by identifying characteristics responsive to different modalities, which may be of value in the selection of patients for alternative treatments.

Stathopoulou, G., M. B. Powers, et al. (2006). "Exercise Interventions for Mental Health: A Quantitative and Qualitative Review." Clin Psychol Sci Prac 13(2): 179-193.


Associations between exercise and mental well-being have been documented repeatedly over the last two decades. More recently, there has been application of exercise interventions to clinical populations diagnosed with depression, anxiety, and eating disorders with evidence of substantial benefit. Nonetheless, attention to the efficacy of exercise interventions in clinical settings has been notably absent in the psychosocial treatment literature, as have been calls for the integration of these methods within the clinical practice of psychologists. In this article, we provide a quantitative and qualitative review of these efficacy studies in clinical samples and discuss the potential mechanism of action of exercise interventions, with attention to both biological and psychosocial processes. The meta-analysis of 11 treatment outcome studies of individuals with depression yielded a very large combined effect size for the advantage of exercise over control conditions: g = 1.39 (95% CI: .89-1.88), corresponding to a d = 1.42 (95% CI: .92-1.93). Based on these findings, we encourage clinicians to consider the role of adjunctive exercise interventions in their clinical practice and we discuss issues concerning this integration.

Taylor, S. E., L. B. Pham, et al. (1998). "Harnessing the imagination. Mental simulation, self-regulation, and coping." Am Psychol 53(4): 429-39.


Mental simulation provides a window on the future by enabling people to envision possibilities and develop plans for bringing those possibilities about. In moving oneself from a current situation toward an envisioned future one, the anticipation and management of emotions and the initiation and maintenance of problem-solving activities are fundamental tasks. In the program of research described in this article, mental simulation of the process for reaching a goal or of the dynamics of an unfolding stressful event produced progress in achieving those goals or resolving those events. Envisioning successful completion of a goal or resolution of a stressor--recommendations derived from the self-help literature--did not. Discussion centers on the characteristics of effective and ineffective mental simulations and their relation to self-regulatory processes.

Trivedi, M. H., T. L. Greer, et al. (2006). "TREAD: TReatment with Exercise Augmentation for Depression: study rationale and design." Clin Trials 3(3): 291-305.


BACKGROUND: Despite recent advancements in the pharmacological treatment of major depressive disorder (MDD), over half of patients who receive treatment with antidepressant medication do not achieve full remission of symptoms. There is evidence that exercise can reduce depressive symptomatology when used as a treatment for MDD. However, no randomized controlled trials have evaluated exercise as an augmentation strategy for patients with carefully diagnosed MDD who remain symptomatic following an adequate acute phase trial of antidepressant therapy. PURPOSE: TReatment with Exercise Augmentation for Depression (TREAD) is an NIMH-funded, randomized, controlled trial designed to assess the relative efficacy of two doses of aerobic exercise to augment selective serotonin reuptake inhibitor (SSRI) treatment of MDD. METHODS: The TREAD study includes 12 weeks of acute phase treatment with a 12-week post-treatment follow-up. In addition to looking at change in depressive symptoms as a primary outcome, it also includes comprehensive assessment of psychosocial function and treatment adherence. RESULTS: This paper reviews the rationale and design of TREAD and illustrates how we address several key issues in contemporary patient-oriented research on MDD: 1) the use of augmentation strategies in the treatment of depressive disorders in general, 2) the use of non-pharmacological strategies in the treatment of depressive disorders, 3) the considerations of designing a well-controlled trial using two active treatment groups, and 4) the implementation of an adherence program for the use of exercise as a treatment strategy. CONCLUSIONS: The TREAD study is uniquely designed to overcome sources of potential bias and threats to internal and external validity that have limited prior research on the mental health effects of exercise. The study is facilitated by the development of a multidisciplinary research team that includes experts in both depression treatment and exercise physiology, as well as other related fields.
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BACKGROUND: Psychodynamic and psychoanalytic theories assume that depression is concomitant with typical transference patterns. We tested whether depression can indeed be understood in these terms, and determined a parsimonious set of transference themes that are most typical of depression. METHOD: Transference patterns were assessed with the Core Conflictual Relationship Theme (CCRT) method, which examines transference patterns (wishes, responses of the other, and responses of the self), and which was applied to clinical interview data from mental health outpatients. Depression was assessed with the Beck Depression Inventory-II. Data were analyzed by means of the leaps and bounds regression algorithm and bootstrapping. RESULTS: Depression can significantly be explained by typical wishes, typical subjective perceptions of how the other responds, and typical responses of the self to the other. We mapped a set of four transference themes that are most representative of depression: (1) a strong wish to feel happy guides interactions, (2) the perception that others dislike one is typical, (3) one's own reactions of disliking others are apparent, and (4) one experiences feelings of helplessness. LIMITATIONS: No control group was used. The limited amount of research in the field and the various methodological approaches in different studies make it difficult to compare our findings. CONCLUSION: Linking depression to transference patterns is valid. The set of transference themes that were selected cohere in a meaningful way. These themes can be expected when clinically treating depressed patients.
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BACKGROUND: Cognitive therapy (CT) for depression has been found to be efficacious for the treatment of depression. In comparison to other psychotherapies, CT has been shown to be approximately equal to behavior therapies, but sometimes superior to 'other therapies.' The latter comparison is problematic given that 'other therapies' contain bona fide treatments as well as treatments without therapeutic rationale for depression. METHOD: A meta-analysis was conducted for studies that compared CT to 'other therapies' in an earlier meta-analysis, except that in this meta-analysis 'other therapies' were classified as bona fide and non-bona fide. RESULTS: The benefits of CT were found to be approximately equal to the benefits of bona fide non-CT and behavioral treatments, but superior to non-bona fide treatments. CONCLUSIONS: The results of this study fail to support the superiority of CT for depression. On the contrary, these results support the conclusion that all bona fide psychological treatments for depression are equally efficacious.
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Wild, J. and A. Hackmann (2005). Updating traumatic memories in social phobia: positive impact on imagery, beliefs and behaviour. BABCP 33rd Annual Conference, Canterbury.


Most individual with social phobia have intrusive images in social situations of how they come across.   These images are often linked in meaning and onset to early traumatic social experiences.  Like intrusive images in Posttraumatic Stress Disorder (PTSD), they are recurrent in nature, distressing and fail to be updated in light of new information.   They adversely affect information processing and beliefs about the self, influencing anxiety and behaviour.   This study developed and investigated a novel intervention to "rescript" or update trauma memories linked to intrusive images in Social Phobia.  The technique draws on effective treatment of intrusive images in PTSD.  The study investigationd the impact of this intervention on beliefs, anxiety, image frequency, distress and social behaviour in two groups of adults with Social Phobia (N=20).  Group 1 received the rescripting intervention and Group 2 received a control procedure matched for therapist's time and exposure to the social trauma memory.  Measures of social anxiety, severity, mood image and memory frequency, distress and strength of main belief were taken pre-session, post-session, and at one week follow-up for both groups.   Results found significant change within session and at follow-up for the rescripting group, suggesting that it is an effective treatment for intrusive images in Social Phobia and may improve treatment efficacy as part of a regular cognitive therapy programme.   
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Prior analyses of the National Institute of Mental Health Treatment of Depression Collaborative Research Program demonstrated that perfectionism was negatively related to outcome, whereas both the patient's perception of the quality of the therapeutic relationship and the patient contribution to the therapeutic alliance were positively related to outcome across treatment conditions (S. J. Blatt, D. C. Zuroff, D. M. Quinlan, & P. A. Pilkonis, 1996; J. L. Krupnick et al., 1996). New analyses examining the relations among perfectionism, perceived relationship quality, and the therapeutic alliance demonstrated that (a) the patient contribution to the alliance and the perceived quality of the therapeutic relationship were independent predictors of outcome, (b) perfectionistic patients showed smaller increases in the Patient Alliance factor over the course of treatment, and (c) the negative relation between perfectionism and outcome was explained (mediated) by perfectionistic patients' failure to develop stronger therapeutic alliances.



